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Introduction

Inflammatory bowel diseases (IBD), including Crohn’s dis-
ease (CD) and ulcerative colitis (UC), are chronic recurrent
inflammatory diseases that affect the digestive tract.
Although their etiology remains unknown, it is believed

that these diseases have multifactorial causes, resulting in
an inadequate inflammatory response in the gut microbiota
of genetically susceptible individuals.1

Although IBD is more common in Northern Europe and
North America, its incidence and prevalence have increased
in the last two decades in newly industrialized countries,
such as China, India, and Brazil. The incidence rates of UC and
CD in Brazil are now similar to those in North America and
Europe.2
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Abstract Objective To describe the profile of surgeons who treat patients with inflammatory
bowel disease as well as the characteristics of inflammatory bowel disease care, unmet
demands, and difficulties.
Methods The research participants answered a Google Forms questionnaire.
Results Of the 99 surgeons who participated in the survey, 84.5% were coloproctol-
ogists, 40% were from the southeastern region of Brazil, and 77.7% were male and had
been working for more than 19 years. Regarding the healthcare sector, 63.6% of
surgeons worked in both public and private clinics, andmost clinically cared for up to 50
patients with inflammatory bowel disease and operated on up to 5 cases per year.
Conclusion This is the first national study that aimed to identify the profile of
surgeons working with inflammatory bowel disease in Brazil. The vast majority are
experiencedmale coloproctologists, located in the southern and southeastern regions,
who perform clinical and surgical treatment of these pathologies, with major surgeries
being performed in large centers by a small number of surgeons.
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These diseases mainly affect young individuals and, be-
cause they are chronic and recurrent, they lead to structural
damage that compromises quality of life and increases
morbidity and mortality. Despite advances in clinical treat-
ment, including new drugs with new mechanisms of action,
surgery still plays an important role in the management of
these diseases. The probability that a patient with CD will
have to undergo a surgical procedure during thefirst 10 years
of the disease is 50%.2 In patients with UC, the cumulative 5-
to 10-year risk of colectomy is 10–15%, mainly in patients
with moderate to severe activity.3 Predictors of severity
include early age (< 40 years) at diagnosis, extensive disease,
severe endoscopic activity (large and/or deep ulcers), extra-
intestinal manifestations, early need for corticosteroids, and
high inflammatory markers, among others.4

In multidisciplinary healthcare teams, the participation of
qualified and experienced IBD surgeons is of vital importance,
as is access to medications and complementary segment
examinations. Management by a team of gastroenterologists,
surgeons of the digestive system, and/or specialized coloproc-
tologists can reduce the length of hospital stay, reduce com-
plication rates, and allow more accurate surgical indications
within the correct window.1,5,6

This study aimed to evaluate the professional profile of
surgeons who treat patients with IBD in Brazil, including
performance and management data.

Methods

The surgery committee and executive board of the Brazilian
Organization for Crohn’s Disease and Colitis (GEDIIB) pre-
pared and sent a questionnaire to physicians registered in
the group’s regional committees. Eligible participants were
all physicians who surgically treat IBD and were members of
the GEDIIB and the Brazilian Society of Coloproctology, with
a target population of 200 surgeons. The 20 variables ana-
lyzed were: sex, state, time since graduation from medical

school, medical specialty, years of experience in the special-
ty, work environment, treatment type offered, healthcare
sector, the number of clinical consultationswith CD patients,
and the number of clinical consultations with UC patients, in
addition to the number of consultations and mean follow-up
visits in the past 5 years for: perianal CD, bowel resection for
CD stenosis, partial colectomy for CD, abdominal fistulas for
CD, total colectomy for CD, total proctocolectomy for CD,
total colectomy with ostomy in urgent surgery for UC, total
proctocolectomywith ileoanal pouch for UC, and total colec-
tomy with ileorectal anastomosis for UC.

The research participants answered a Google Forms ques-
tionnaire. The link to theonline surveywas sent byemail twice
to each surgeon, with an interval of 3 weeks between emails.
Responses were received over a 7-month period (April to
October 2021). A descriptive analysis was performed using
absolute and relative frequencies for categorical variables and
median and interquartile range for continuous variables. Data
analysis was performed using IBM SPSS, version 25.0.

The study was approved by the ethics committee of the
Brazilian Crohn’s Disease and Colitis Organization (GEDIIB)
(protocol number PCE0145-PO2021) and conducted in ac-
cordance with the ethical standards of Resolution 466/2012
of the Brazilian Ministry of Health’s National Health Council
and the Declaration of Helsinki. All participants provided
written informed consent prior to inclusion in the study.

Results

Of 200 surgeons invited to participated in the survey, 99
surgeons from 55 cities, including 24 from state capitals,
responded to the survey, for a total response rate of 49.5%.
The regional distribution was as follows: 5 from the north
(5.1%), 16 from the northeast (16.2%), 13 from the midwest
(13.1%), 40 from the southeast (40.4%), and 25 from the south
(25.3%) (►Fig. 1). The sample included 71men (71.7%) and28
women (28.3%).

Fig. 1 Regional distribution of the participating surgeons in Brazil.
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The median time since graduation from medical school
was 19 (IQR 5–42) years. Themean years of experience in the
specialty was 15 (IQR 0–40) (►Fig. 2). The specialties includ-
ed coloproctology (85 surgeons; 85.9%), gastroenterology
(11 surgeons; 11.1%), pediatrics (2 surgeons; 2.0%), and
general surgery (1 surgeon; 1.0%).

The question about the work environment was a multi-
ple-choice question where respondents could choose more
than one answer from a list of settings (both public and
private, for example), and for this reason the number of
different work environments exceeds 99. Working in a
private clinic specifically for IBD was chosen by 13 respon-
dents, working in a public outpatient clinic was chosen by
40, working in a public outpatient clinic specifically for IBD
was chosen by 27, working in a private clinic by 92, working
a private hospital by 83, and working in a public hospital
by 60.

Regarding treatment type, 81 surgeons provided both
clinical and surgicalmanagement, while 18 provided surgery
alone.

Regarding health care sector, 63.6% of the surgeons
worked in both the public and private sector, 33% worked
in the private sector alone, and 3%worked in the public sector
alone. The regional distribution of the participants is shown
in ►Fig. 3.

Clinical consultations with CD patients were distributed
as follows: 0 (6 surgeons), 1–10 (31 surgeons), 11–50 (37
surgeons), 51–100 (12 surgeons), 101–200 (4 surgeons),
and>200 (9 surgeons). Clinical consultations with UC
patients were distributed as follows: 0 (6 surgeons), 1–10
(29 surgeons), 11–50 (35 surgeons), 51–100 (16 surgeons),
101–200 (6 surgeons), and>200 (7 surgeons) (►Fig. 4).

In the past 5 years, the mean number of surgical proce-
dures for CD was distributed as follows (►Fig. 5):

Fig. 2 Experience level of the participating surgeons.

Fig. 3 Health care sector of the respondents according to region.

J Coloproctol Vol. 44 No. 1/2024 © 2024. The Author(s).

Profile of Surgeons Who Treat Zabot et al. 55



a) Total proctocolectomy: 0 (57 surgeons), 37 surgeons
(1–5), 3 surgeons (6–10), 0 surgeons (11–20), 1 surgeon
(21–30), 0 surgeons (> 30).

b) Total colectomy: 0 (43 surgeons), 1–5 (48 surgeons), 6–10
(4 surgeons), 11–20 (1 surgeon), 21–30 (1 surgeon),>30
(0 surgeons).

c) Abdominal fistulas: 0 (22 surgeons), 1–5 (54 surgeons),
6–10 (16 surgeons), 11–20 (2 surgeons), 21–30
(1 surgeon),>30 (3 surgeons).

d) Partial colectomy: 0 (14 surgeons), 1–5 (58 surgeons),
6–10 (13 surgeons), 11–20 (6 surgeons), 21–30
(3 surgeons),>30 (5 surgeons).

e) Bowel resection surgery for stricture: 0 (8 surgeons), 1–5
(55 surgeons), 6–10 (19 surgeons), 11–20 (8 surgeons),
21–30 (3 surgeons),>30 (6 surgeons).

f) Surgery for perianal CD: 0 (4 surgeons), 1–5 (34 surgeons),
6–10 (22 surgeons), 11–20 (22 surgeons), 21–30 (1 sur-
geons),>30 (16 surgeons).

Fig. 4 Percentage of patients treated clinically according to region.

Fig. 5 Surgical procedures performed nationwide for Crohn’s disease.
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When surgical procedures for CDwere analyzed according
to region, surgeries for resection and perianal CD were more
common in the northern region, with fewer major surgeries.
In the northeastern region, fewer major surgeries, such as
total proctocolectomy and total colectomy, were performed,
while a higher proportion of surgeries for perianal CD were
performed. In contrast, in themidwestern region, bothmajor
and minor surgeries were performed, with total proctoco-
lectomy being the least performed type. Major and minor
surgeries were also performed in the southeastern region.
The least performed surgery in the southern and the mid-
western regions was total proctocolectomy. The most com-
monly performed procedure was perianal CD management.

In the past 5 years, the mean number of surgical proce-
dures for UC was distributed as follows (►Fig. 6):

a) Total colectomy with ostomy in the emergency room:
0 (35 surgeons), 1–5 (46 surgeons), 6–10 (13 surgeons),
11–20 (3 surgeons), 21–30 (0 surgeons),>30 (0 surgeons).

b) Total proctocolectomy with ileoanal pouch: 0 (48 sur-
geons), 1–5 (38 surgeons), 6–10 (9 surgeons), 11–20
(1 surgeons), 21–30 (3 surgeons),>30 (0 surgeons).

c) Colectomy with ileorectal anastomosis: 0 (39 surgeons),
1–5 (51 surgeons), 6–10 (8 surgeons), 11–20 (1 surgeons),
21–30 (0 surgeons),>30 (0 surgeons).

In the northern region (►Fig. 7), 20% of surgeons per-
formed � 5 total proctocolectomies with ileal pouch in the
past 5 years, while the vast majority performed � 10 such
procedures in this period. In the northeastern region,>60%
of surgeons performed 0 total proctocolectomies with ileal

Fig. 6 Surgical procedures performed nationwide for ulcerative colitis.

Fig. 7 Surgical procedures performed in northern Brazil for ulcerative colitis.

J Coloproctol Vol. 44 No. 1/2024 © 2024. The Author(s).

Profile of Surgeons Who Treat Zabot et al. 57



pouch; the most common procedure in this state was total
colectomy with ileorectal anastomosis. (►Fig. 8). In the
midwestern region, the three surgical procedures were
performed in similar proportions (►Fig. 9). In the southeast-
ern region, 40% of surgeons performed � 10 total proctoco-
lectomies with ileal pouch in the past 5 years (►Fig. 10). In
the southern region, almost 60% of surgeons performed 0
total proctocolectomies in the past 5 years, while in the
northeastern region, total colectomy with ileorectal anasto-
mosis was the most common type of elective surgery
(►Fig. 11).

Regarding activity and topics of interest, 94.9% of the
surgeons showed interest in participating in groups to
discuss IBD cases. The most common topics suggested for
future discussion at scientific events are shown in ►Fig. 12.

Discussion

This study was based on a questionnaire developed by the
GEDIIB’s surgery committee, which was answered by 99
surgeons working in 55 cities in 19 of Brazil’s 26 states, in
addition to the federal district. No responses were received
from the following states: Acre, Amapá, Rio de Janeiro, Rio
Grande doNorte, Rondônia, Roraima, or Tocantins. Currently,
the GEDIIB has 900 registered physicians: 40% of whom are
surgeons and 60% of whomare clinicians; thus, almost 30% of
the registered surgeons responded to the survey.

The highest concentration of responses was from the
southeastern region, followed by the southern region, which
may reflect the greater number of surgeons working with
IBD in these areas, as well as a greater concentration of

Fig. 8 Surgical procedures performed in northeastern Brazil for ulcerative colitis.

Fig. 9 Surgical procedures performed in midwestern Brazil for ulcerative colitis.
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physicians in general. Another factor that could explain these
results is a higher incidence of CD and UC in the southeastern
and southern regions of Brazil.7

The southeastern region has the highest proportion of
physicians per 1000 inhabitants (3.15), followed by the mid-
western (2.74) andsouthern (2.68) regions,while thenorthern
region had the lowest proportion (1.30/1000 inhabitants).8

Thevastmajorityof respondentsweremen (71.7%),with a
mean of 19 years of training and a mean of 15 years as a
specialist. The Brazilian Society of Coloproctology (Sociedade
Brasileira de Coloproctologia, SBCP; https://sbcp.org.br/) pro-
vided us the information that far more coloproctologists are
men than women (70% vs 30%). Regarding training time,
surgical procedures for IBD are often quite complex, requir-
ing advanced anatomical knowledge and greater expertise.

The vast majority of surgeons working with IBD are
coloproctologists (84.5%), followed by gastroenterologists
(12%), pediatricians (2%) and general surgeons (1%). This
can be explained by the fact that these specialties have the
greatest affinity and interest in the subject. In Brazil, unlike
Europe and North America, most surgeons (81.8%) engage in
patient care during the clinical treatment stage of IBD. Thus,
the delay in indicating surgical procedures tends to be
shorter and is better accepted by patients. In Europe, it is
common for gastroenterologists to suggest surgery only as a
final option. A recent study by Spinelli et al. of 425 patients
with IBD from Italy, England, France, Germany, and the
Netherlands examined patient perceptions of surgical indi-
cation, finding a lack of participation by surgeons in IBD
treatment decisions. After surgery, however, patient

Fig. 10 Surgical procedures performed in southeastern Brazil for ulcerative colitis.

Fig. 11 Surgical procedures performed in southern Brazil for ulcerative colitis.
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evaluations were favorable, including the need for ostomies
and improved quality of life.9,10

The vast majority of the participants performed � 20
surgeries for perianal CD in the past 5 years, while 15
performed>30. The vast majority of surgeons have up to
50 patients who are undergoing clinical treatment for either
CD or UC, which shows that Brazilian coloproctologists are
interested in clinical management of the disease rather than
surgery alone. However, surgery for IBD is performed by a
small group of coloproctologists/gastroenterologists in
Brazil, and standardized training is still lacking.

Perianal surgeries for CD involve fistulas, abscesses,
ulcers, and inflammatory skin tags. For patients with peria-
nal CD who cannot tolerate an outpatient proctological
examination, it is performed under anesthesia.11 Although
perianal CD directly affects patient quality of life, few studies
have addressed the prevalence of fistulas, abscesses, and
inflammatory skin tags in patients with CD. A recent Danish
study of 1800 patients with CD found perianal involvement
in 19%, and more than half had perianal fistulas.10

Regarding the work environment, the fact that 63.6% of
the respondents work in both the public and private sectors
highlights a phenomenon observed in Brazil since the 1980s,
ie, taking multiple jobs due to salary reductions. Most of the
respondents work in the private sector (clinics and hospi-
tals), which may be specifically related to IBD treatment due
to the need for high-cost medications and multidisciplinary
teams. Because we compiled the responses by option select-
ed rather than by respondent, we do not have the data
combined by respondent to describe in detail those who
work in more than one environment. In a recent study on
physician perspectives on IBD, more than 70% reported
difficulty accessing biological medicines.1

Regarding abdominal surgeries in the past 5 years, more
than 50% of the respondents performed � 5 intestinal
resections for CD with a stenosing/penetrating phenotype.
The same was observed for partial colectomies for CD. These
data may be explained by the fact that with the advent of

biological therapy, the number of elective surgeries for IBD
has decreased.

Ten years after diagnosis, more than 50% of patients will
present intestinal fistulas and stenoses, which often require
surgical intervention.12,13 Although indication for surgery
due to clinical treatment failure has decreased in the past
60 years, a recent meta-analysis found that it still remains
high: 47% 5 years after diagnosis.14,15 Patients who are
intolerant to or with poor adherence to clinical treatment,
with corticosteroid dependency, refractory to drug treat-
ment, or with primary or secondary treatment failure may
benefit from surgical treatment.14

Patients with colonic CD have a 2–3 times greater risk of
colorectal cancer, for which the risk factors include: exten-
sive disease, disease duration, family risk of colorectal
cancer, and primary sclerosing cholangitis. Colorectal can-
cer may or may not be preceded by dysplasia.14 Despite the
increased incidence of high-grade dysplasia, many surgeons
did not perform a total colectomy (43.4%) or total procto-
colectomy (57.5%) in the past 5 years. Many surgeons
performed � 5 total colectomies (48.4%) and total procto-
colectomies (37.3%) in the past 5 years. Among patients
with colonic CD who underwent total proctocolectomywith
ileal pouch, 15% failed when previously diagnosed with CD
and 51% failed when diagnosed with CD after surgical
complications (prior diagnosis of UC).14

The numbers in UC differ from those in CD: 38.3% of the
respondents performed � 5 total proctocolectomies with
ileal pouch in the past 5 years. A total of 51.5% of the
surgeons performed � 5 total colectomies with ileorectal
anastomosis, and 9% performed � 10, the vast majority in
large centers in the south, southeast, and northeast regions.
The choice of surgical technique is based on the surgeon’s
preference and experience, in addition to sphincter function
and the presence of dysplasia or colorectal cancer. Patients
who are candidates for total proctocolectomy with ileal
pouch should be referred to reference centers, which per-
form � 10 surgeries per year.16–18 These numbers may

Fig. 12 Suggested discussion topics for scientific events.
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reflect the decreasing number of surgical indications in UC,
including reservoirs.

Data from the literature show that 20–30% of patients
with UC will require early or late surgery. However, patient
selection must be individualized. Some indications for elec-
tive surgery are cure or relief of symptoms, clinical intracta-
bility, risk of colorectal cancer, and improved quality of
life.16,19 In emergency surgery for UC, 46.4% of the respon-
dents performed total colectomies with ileostomy, with
13.13% performing � 10 in the past 5 years. According to a
British study, the rate of elective colectomy decreased after
2008, while emergency surgery indications remained stat-
ic.20Wemust remember that, in Brazil, emergency surgeries
are generally performed by physicians on duty, who have no
training in IBD. Perhaps this is why our survey of specialist
surgeons found a lower rate of indications for emergency
surgeries than the literature.

The use of biologics has changed surgical indications for
IBD.21 A retrospective study from 2015 that included
250,000 patients with IBD found that in the first year that
biologics were used, the surgery rate was high, perhaps due
to delays in starting medication, and the fact that patients
had already been indicated for surgery due to IBD compli-
cations. However, overall, biologics have reduced the num-
ber of indications for intestinal resections in CD and
colectomies in UC.22

The main unmet themes/needs reported by the respon-
dents were participation in groups or meetings to discuss
clinical cases and the surgical management of perianal CD,
stenoses in IBD, ileocolonic CD, and luminal CD.

These data corroborate the GEDIIB surgery committee’s
initiative to produce updatedmaterial on themost prevalent
themes in the surgical management of IBD.

Since this is a pioneering study on the topic, we found no
national or international articles to correlate our data. Hope-
fully, this study will encourage further research on the topic
in other regions.

Conclusions

This is the first national study to investigate the profile of
surgeons who work with IBD in Brazil. The vast majority are
experienced male coloproctologists who perform clinical
and surgical treatment of these pathologies.

The highest concentration of surgeons is in the southern
and southeastern regions of the country, where the highest
percentage of minor procedures are performed. Major sur-
geries, on the other hand, are performed by fewer surgeons
who are concentrated in large centers.
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