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ABSTRACT

Background & Aims: Inflammatory bowel diseases (IBD), including Crohn’s disease (CD), ulcerative colitis
(UC), and IBD-unclassified (IBD-U), are increasingly recognized across Eastern Europe, including Romania,
where historical data indicated low incidence. Contemporary real-time epidemiological data for our country
are scarce. This study evaluated the short-term frequency and epidemiological characteristics of IBD patients
presenting to major Romanian gastroenterology centers.

Methods: We conducted a prospective, cross-sectional observational study over a 14-day period in November
2024 across 18 university-affiliated tertiary gastroenterology clinical sites in Romania. All consecutive adult
patients with confirmed IBD were enrolled using a centralized online platform. Demographics, disease type
and phenotype, severity, and treatment were recorded and analyzed descriptively.

Results: A total of 1,045 patients were registered: 52.4% CD, 46.9% UC, and 0.7% IBD-U. Geographical distribution
revealed a statistically significant variation, with Crohn’s disease being more frequent in Southern Romania, while
UC predominated in the Eastern and Central-western regions (p=0.0009). Most patients resided in urban areas,
and the majority were in clinical remission at presentation. Phenotypic analysis revealed ileocolonic CD (L3) and
left-sided/pancolitis UC (E2/E3) as most frequent. Severe disease history was more common in CD, and prior
surgery was significantly higher in CD than UC. Smoking and appendectomy were more frequently associated with
CD as previously reported. Therapeutic patterns reflected disease type: anti-TNF use predominated in CD, while
other biologics and small molecules were more common in UC. Regional differences in therapy were observed,
with southern centers showing higher use of novel therapies, likely reflecting a more mature IBD population, with a
higher CD prevalence. Notably, the number of IBD diagnoses increased over time, correlating with Romania’s GDP
growth (R =0.89, p < 0.001), suggesting that socioeconomic factors may influence disease recognition and diagnosis.
Conclusions: This study offers the most recent snapshot of IBD epidemiology in Romania, highlighting a
transition toward medium-incidence patterns and growing clinical complexity. These findings provide evidence
for the need to establish nationwide population-based surveillance systems and healthcare planning initiatives
aimed at mitigating the rising burden of IBD.

Key words: inflammatory bowel disease — IBD — Romania — epidemiology — ulcerative colitis — Crohn’s disease.

Abbreviations: CD: Crohn’s disease; IBD: inflammatory bowel diseases; IBDPROSPECT: Romanian National
IBD Registry; IBD-U: IBD unclassified; RCCC: Romanian Crohn’s and Colitis Club; SRGH: Romanian Society
of Gastroenterology and Hepatology; TNF: tumor necrosis factor; UC: ulcerative colitis.

INTRODUCTION document rising incidence and prevalence across different
regions, with CD frequently showing stronger growth in
many settings and UC contributing to substantial regional
burdens as well [3]. Pediatric populations are not exempt from
these trends, with international studies since the early 2000s
iindicating the rising incidence of both CD and UC among
children and adolescents and evidence of shifting epidemiology
in non-industrialized countries [4]. Historically, the highest
IBD incidence and prevalence have been reported in Western

Europe and North America, where prevalence now exceeds

Inflammatory bowel diseases
(IBD), including Crohn’s disease
(CD) and ulcerative colitis (UC),
are a global health concern with
substantial geographic variability
in incidence and prevalence that
has evolved markedly in the
21 century [1, 2]. Recent data
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0.3% of the population [5]. Eastern Europe was once considered
alow-incidence area, but contemporary data indicate that IBD
is on the rise across this region, mirroring the epidemiological
transition seen globally [6]. This shifting paradigm underscores
the need for up-to-date national epidemiologic data to inform
healthcare planning and patient management in previously
under-studied populations.

Romania, one of the largest Eastern European countries,
exemplifies this evolution. Early national efforts to quantify
the IBD burden revealed remarkably low rates in the early
2000s. A 2002-2003 multicenter study reported an incidence
of only 0.97 per 100,000 for UC and 0.50 per 100,000 for CD,
and prevalence rates of 2.42 and 1.51 per 100,000, respectively
[7]. These figures were among the lowest in Europe, reflecting
the nascent recognition of IBD in Romania at that time. The
same study noted a slight male predominance and an urban
clustering of cases, suggesting emerging environmental
influences. Notably, Romanian IBD patients initially appeared
to have a more benign disease course: rates of severe, extensive,
or complicated disease were lower than those typically reported
in Western cohorts. This “milder” phenotype comprised fewer
cases of extensive colitis, complications, and surgeries in the
Romanian series. Such findings raised questions about genetic,
environmental, or healthcare factors that might modulate
disease expression in low-incidence settings [6-8].

Since that first national survey, mounting evidence indicates
an upward trend in IBD occurrence in Romania. The Romanian
national IBD registry (IBDPROSPECT), established in 2006,
has facilitated multicenter research into IBD epidemiology.
Previous analyses of this prospectively collected dataset
indicate significant changes in disease patterns over the past
decade. Initially UC outpaced CD in overall frequency. In the
IBDPROSPECT registry cohort of 2,248 IBD patients diagnosed
between 2006-2017, approximately 56% had UC versus 42%
CD (6). This UC predominance aligns with observations in
other Eastern European populations and contrasts with the
nearly equal or CD-predominant ratios seen in some Western
registries [6]. Distinct regional heterogeneity within Romania
has also emerged. UC cases were disproportionately clustered in
the north-eastern region, whereas CD cases were more common
in the southern regions, notably in the capital, Bucharest
[6]. Such geographic variation could reflect differences in
industrialization, urbanization, or healthcare access across
the country. Moreover, disease phenotype characteristics show
particularities in the Romanian population [6].

In light of the rising incidence and evolving profile of IBD
in Romania, these findings warrant further comprehensive
investigation. Prior investigations have either analyzed historical
data or focused on specific aspects (regional patterns, diagnostic
timing, extraintestinal features). No recent national study has
yet captured the short-term incidence and epidemiological
characteristics of IBD using real-time data collection across
multiple centers. We therefore designed the present multicenter
study as a first step to address this gap. The aim of this study
was to describe the current frequency of IBD cases presenting to
major gastroenterology centers in Romania and to characterize
their epidemiological features (including disease type
distribution, regional variations, and phenotypic characteristics)
based on prospective, real-time data collection. Ultimately, this
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updated national assessment will provide a robust evidence base
to further develop comprehensive epidemiological multicentric
studies, that could support public health strategies and optimize
clinical management for IBD in Romania.

METHODS

Study Design and Objectives

This was a prospective, cross-sectional, observational study
conducted over a 14-working-day period, from November 1
to November 20, 2024, under the auspices of the Romanian
Society of Gastroenterology and Hepatology (SRGH) and the
Romanian Crohn’s and Colitis Club (RCCC). The primary
objective of the study was to evaluate the short-term frequency
and epidemiological features of diagnosed IBD cases presenting
to major gastroenterology centers across Romania. Secondary
objectives included characterization of disease phenotype,
severity, and current therapeutic strategies.

Participating Centers and Study Population

The study was conducted across 18 university-affiliated
tertiary gastroenterology clinical sites located in major
Romanian cities: Bucharest, Cluj-Napoca, Craiova, Constanta,
lasi, Oradea, Targu Mures, and Timisoara. These centers
were selected based on their status as national referral hubs
for IBD diagnosis and management, possessing specialized
infrastructure and expertise in IBD care. All consecutive
patients with a documented diagnosis of IBD (either CD,
UC, or IBD-U) who presented to the participating centers
during the study period for outpatient consultation, day
hospitalization, or inpatient admission were included. No
exclusion criteria were applied regarding disease duration,
treatment status, or disease activity.

Data Collection and Variables

Data were collected in real time using a dedicated online
reporting platform developed for the study, accessible via
mobile phone or tablet on the Internet. Each participating center
was responsible for recording cases prospectively and securely
into the centralized digital system. The following variables
were captured for each patient: Demographics: (age, gender),
diagnosis (CD, UC, or IBD-U), year of initial diagnosis, disease
phenotype, based on Montreal classification (noted for UC
as E1-E3 and for CD as L1-L4 and B1-B3), maximal disease
severity during the disease course (mild, moderate, severe),
current disease severity at the time of presentation (remission,
mild, moderate, severe), present treatment, categorized into
conventional therapy (5-aminosalicylic acid, corticosteroids,
immunomodulators), anti- tumor necrosis factor (TNF) agents,
and other biologics or small molecules.

No identifying patient data were collected, and duplicate
entries were avoided through internal validation protocols in
the data platform.

Data Analysis

Descriptive statistics were used to characterize the frequency
of IBD cases across participating centers, stratified by diagnosis,
gender, and year of onset. Categorical variables were summarized
as frequencies and percentages. Comparative analyses between
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UCand CD groups were planned for selected variables. Statistical =~ Table I (continued)
testing was not the primary focus of this report, which aims to Maximum disease
present an updated snapshot of the national IBD population.  severity (%) NS
However, exploratory comparisons between diagnostic Mild 5.66 6.12 14.92
groups included using Chi-square or Fisher’s exact tests where Moderate 40.88 4714 42.86
appropriate, with p<0.05 considered for statistical significance. Severe 53,47 1673 12,86
Ethical Considerations :i::;:‘; Ei(yts)ease NS
The study was conducted in accordance with national Remission 807 755 2857
regulations and the ethical standards of the 1964 Declaration of ’ ’ '
Helsinki and its later amendments. As this was a non-interventional Mild 19.53 18.57 42.86
study based on routinely collected clinical data, and no patient Moderate 9.85 10.61 14.29
identifiers were used, formal individual informed consent was Severe 2.55 327 14.29
not required. Institutional approval for participation and data  Current therapy <0.0001
collection was obtained from each center prior to study initiation. Anti TNFs 55.29 30.61 28.57
Other Biologics or
RESULTS small molec%lles 34.12 43.67 14.29
Conventional 10.59 25.72 57.14
Between November 1-20, 2024, a total of 1,045 patients
. . . . s .. Immunomodulators
with diagnosed IBD were registered. Patients’ characteristics (yes) (%) 13.32 9.80 14.29 NS
are depicted in Table I.
Current
corticotherapy (%) NS
Table I. Patients’ characteristics X
Systemic 5.66 7.35 14.29
CD ucC IBD-U
n=548 =490 n=7 p Topic 0.73 1.02 0
Frequency of No 93.61 91.63 85.71
diagnosis (%) 52.44 46.89 0.67 Surgery for IBD
Gender, male (%) 53.80 59.18 7143 NS (yes) (%) 3139 265 0 p<0.0001
Age (years median CD: Crohn’s disease;.UC: ulcerative colitis; I].3D.: inﬂammatorY bo.wel disease;
+SD) 477+152 43.4+153 40.8+9.6 IBD-U: IBD unclassified; SD: standard deviation; NS: non significant.
Residence: urban
(%) 74.45 70.61 71.43 NS The study cohort included patients diagnosed with CD,
Geographic area (%) 0.009 UC, and IBD-U, with a slightly higher proportion of CD
South 5723 4233 0.44 cases (548 patients) compared to UC (490), and a minimal
Fast 4446 56.42 L12 representation of IBD-U (7). There were no significant gender
Center-West 468 5436 106 differences, although males were shghtly more pred.omlnapt
across all groups. The mean age of patients was highest in
Smoker status (%) <0.0001 the CD group. Most patients resided in urban areas, with no
Current smoker 24.08 10.88 14.29 significant difference between phenotypes in terms of rural
Ex-smoker 19.30 18.28 14.29 versus urban origin. Geographical distribution revealed a
Non-smoker 56.62 70.84 71.43 statistically significant variation, with Crohn’s disease being
Appendectomy (yes) more frequent in southern Romania, while UC predominated
(%) 21.17 4.08 14.29 <0.0001 in the eastern and central-western regions. Smoking habits
Phenotype (Montreal classification) % differed significantly: current smoking was much more
Al 759 common among CD patients, whereas UC and IBD-U patients
" 66.60 were predominantly non-smokers, as previously described.
Prior appendectomy was reported significantly more often in
A3 25.74 CD patients, as expected. Phenotypic data indicated that in CD,
Bl >4.09 most patients had an A2 age at onset and B1 behavior, with L3
B2 29 (ileocolonic) location being the most frequent. For UC, E2 (left-
B3 16.91 sided colitis) and E3 (pancolitis) were the predominant disease
Ll 2111 extents. Regarding disease severity, over half of CD patients
L 22,78 had experienced severe disease at some point, while moderate
. 522 severity was most common in UC. At the time of enrollment,
' more than two-thirds of CD and UC patients were in remission,
L+ 389 suggesting good control of the disease with current therapy.
El 10.06 Therapeutic patterns revealed distinct approaches: anti-
E2 43.61 TNF agents were predominantly used in CD, while UC patients
E3 46.33 more often received other biologics or small molecules.
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Immunomodulator and corticosteroid use was low across all
groups and did not differ significantly indicating a significat
shift towards the use of new therapies in the management of
IBD in Romania.

Surgical history was notably more common in CD patients,
with nearly one-third having undergone surgery for IBD,
compared to a very small proportion of UC patients, highlighting
a significant difference in disease burden and surgical need.

Geographical Variation in Therapeutic Approaches

A distinct regional pattern emerged in the therapeutic
profiles of IBD patients across Romania (Table II). Southern
centers demonstrated a higher use of novel therapies, both anti-
TNF agents and other biologicals or small molecules (86.43%),
compared with the Eastern (73.19%) and Center-Western
regions (74.47%). Rather than suggesting differences in
access, this distribution likely reflects regional phenotypic
and epidemiological characteristics, with the southern
regions appearing to harbor a more mature and complex IBD
population (e.g. higher CD frequency). Immunomodulators
were more frequently used in Center-Western regions whereas
corticosteroids remained uniformly low across all regions.
The rate of surgical intervention was similar, suggesting
broadly comparable approaches to acute disease management.
Collectively, these findings support the hypothesis that regional
differences in treatment mirror the underlying heterogeneity
in IBD epidemiology and disease maturity across Romania,
rather than variations in therapeutic availability.

Trends in Diagnosis Over Time and Economic Correlation

The distribution of cases in our study cohort according
to the year of IBD diagnosis (Fig. 1) revealed a progressive
increase in the number of diagnosed IBD cases in Romania,
particularly after the year 2010. This trajectory supports the
notion of a maturing epidemiological profile in the country,
transitioning from previously low incidence to a sustained
upward trend in both CD and ulcerative colitis cases. Further
exploratory analysis (Fig. 2) suggested a positive correlation
between the number of IBD diagnoses per year and the Gross
Domestic Product (GDP) of Romania for the corresponding
years. While causality cannot be inferred, this observation may
indicate a direct relationship between economic development
and disease recognition, possibly through enhanced healthcare

infrastructure, better referral systems, and increased patient
access to diagnostic technologies, but also changes in lifestyle,
and the adoption of Western diets. This alignment with
international patterns reinforces the concept that IBD incidence
rises in parallel with urbanization and industrialisation, a trend
now evident in Eastern European countries including Romania.

A strong positive correlation was observed between the
number of IBD diagnoses per year in our study group and
the Gross Domestic Product (GDP) of Romania for the
corresponding years (p<0.001, R? =0.89).

Fig. 1. Distribution of cases in our study cohort according to the year
of IBD diagnosis.

Fig. 2. Positive correlation between the number of IBD diagnoses
per year and the Gross Domestic Product (GDP) of Romania for the
corresponding years.

Table II. Therapy for IBD according to geographical regions in Romania

Center-West East South P

Current therapy (%) <0.0001

Anti TNFs 27.66 46.37 39.38

Othe biologicals or small molecules 46.81 26.82 47.05

Conventional 25.53 26.82 13.57
Current immunomodulators (yes) (%) 20.74 391 11.21 <0.0001
Corticotherapy (%) 0.05

No 89.89 89.94 94.10

Systemic 9.04 7.82 5.46

Topic 1.06 2.23 0.44
Surgery for IBD (yes) % 18.09 15.64 18.14 NS

IBD: inflammatory bowel disease; TNF: tumor necrosis factor.
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DISCUSSION

The present national study provides an updated
epidemiological overview of IBD in Romania, demonstrating
a markedly higher disease burden than reported in earlier
decades. Two decades ago, Gheorghe et al. (2004) [7] found
extremely low incidence rates in Romania - only 0.97 per
100,000 for ulcerative colitis (UC) and 0.50 per 100,000 for
Crohn’s disease (CD) in 2002-2003. At that time, IBD cases
were predominantly mild. There were fewer severe or extensive
manifestations, and a very small fraction of patients required
surgical intervention. Since then, nationwide registry data
have captured a steep rise in IBD diagnoses. The Romanian
IBDPROSPECT registry (established mid-2000s) documented
1,196 patients by 2015, and subsequent analyses showed a
significant acceleration in new cases after the late 1980s. A
12-year multicenter study (2006-2017) reported over 2,248
IBD patients in tertiary centers, confirming that UC remains
more common than CD in Romania [6]. Notably, our current
findings align with these trends - the incidence of both UC
and CD has increased several-fold compared to the 2002
estimates, reflecting Romania’s transition from a low-frequency
region towards a medium-incidence profile. Consistent
with prior Romanian cohorts, we observed a slight male
predominance and an urban predominance in IBD patients.
Disease phenotype in our cohort also mirrors earlier data;
left-sided colitis is the most frequent UC presentation, and
colonic or ileocolonic disease is common in CD. These patterns
are consistent with IBDPROSPECT findings and suggest that
Romanian IBD patients still tend to have less extensive disease
at diagnosis than those in some Western series.

However, the gap appears to be narrowing. Zaharie et al. [9]
reported that delayed diagnosis remains a challenge in Romania,
with a median 5-month diagnostic lag in CD (versus 1 month
in UC) and longer delays correlating with higher odds of bowel
strictures and surgery. This indicates that as IBD becomes more
common, cases with complicated disease are indeed emerging
when diagnosis is not timely. Overall, our study confirms that
Romania’s IBD epidemiology has progressed into a new phase,
with incidence and clinical complexity rising toward levels
observed in more industrialized nations.

When placed in a broader European context, Romania’s
evolving IBD profile is representative of the eastward shift in
IBD burden. Western Europe has historically reported among
the highest IBD rates worldwide. National registry studies in
countries like the UK, Germany, and France have documented
prevalence of IBD in these countries reaching 0.3-0.5% of
the population [10]. By contrast, Eastern Europe was long
considered alow-incidence region. In 2010, alandmark ECCO-
EpiCom study confirmed a clear east-west gradient in Europe:
the median incidence of UC in Eastern European centers was
roughly half that in Western centers (4.1 vs 10.8 per 100,000),
and similarly for CD (3.1 vs 6.5 per 100,000) [11]. Nevertheless,
this gradient is steadily diminishing. Some Central/Eastern
European countries have experienced rapid increases in IBD
incidence over the past few decades, entering an epidemiologic
“catch-up” phase [12]. In western Hungary, the incidence of
UC increased from 1.6 to 11.0 per 100,000 and CD from 0.4
to 4.7 between the late 1970s and early 2000s [13], a dramatic

rise that brought Hungarian rates close to those in Western
Europe by the turn of the century. Our current Romanian
data illustrate a similar trajectory. The incidence of IBD in
Romania, once among the lowest in Europe, now approaches
the lower range reported in Central European cohorts. If we
try to make an estimation based on present data, we could
consider that, in two months, taking into account the current
registration dynamics, we could include in a prospective study
almost all IBD patients that present to specialized IBD Centers
in Romania. This leads us to about 4180 cases (four times the
current registered patients in the present study). Compared to
patients included in the 2002-2003 epidemiological study, that
isa 630% increase. In fact, heterogeneity within Eastern Europe
means that certain regions or urban centers are already nearing
Western European figures. The ECCO-EpiCom registry noted
that the highest-incidence Eastern European center in 2010
had CD incidence of 11.5 per 100,000, comparable to some
Western sites [14].

While direct data from countries such as Bulgaria, Serbia,
or Ukraine remain scarce, the available evidence suggests
they too are registering increased IBD incidence in tandem
with socioeconomic development and Westernization of
lifestyle. Thus, Romania’s increasing IBD rates are in line
with the broader European trend of convergence, wherein
the historical disparity between West and East is lessening as
previously low-incidence regions enter the accelerated phase
of IBD emergence [12].

Differences in IBD patterns and management persist across
European regions. Western European cohorts, which have
faced high IBD prevalence for a longer period, show widespread
adoption of advanced therapies and a multidisciplinary care
model that typically includes gastroenterologists, surgeons, and
other health professionals, along with formalized care pathways
[15]. This pattern coincides with historically higher utilization
of biologic medications (anti-TNF agents and newer biologics
and small molecules) and with health-system structures that
support rapid translation of guidelines into practice [16]. As
aresult, Western Europe has generally observed reductions in
surgical rates and improvements in short- and medium-term
disease control compared with earlier eras, even as the overall
burden remains substantial due to high prevalence and aging
patient cohorts [17, 18].

In contrast, Eastern European countries introduced
biologics later and with more restricted access, which has
impacted treatment strategies and possibly disease outcomes.
In Romania, studies from the 2000s showed that fewer than
8% of IBD patients were receiving biologic therapy, and 5-ASA
drugs were frequently used even in Crohn’s disease [6, 7]. A
2015 survey highlighted up to a 96-fold difference in biologic
utilization across Central and Eastern Europe, with Romania
(along with Poland and Bulgaria) lagging significantly behind
countries such as the Czech Republic and Hungary regarding
the proportion of patients on biologic treatment [19]. This
discrepancy reflects variations in healthcare resources and
reimbursement policies rather than disease severity alone.
The consequence is that, historically, Romanian patients often
remained on conventional therapies longer.

Earlier Romanian data, however, noted a more “benign”
disease course which could also explain historical persistence
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of conventional therapies prescription. Western Europe’s
long-term studies report that, prior to biologics, up to 50% of
CD patients eventually required surgery; now early biologic
intervention has lowered that risk, with only about 8% of CD
patients needing surgery in the first 3 months of diagnosis in
both Western and Eastern Europe [11]. Romania’s current
CD-to-UC ratio (1.2 in our study) also suggests that CD is
becoming more prevalent, a shift observed in many Western
countries where the initial dominance of UC has given way
to a more balanced or even CD-skewed epidemiology in
recent decades. While UC still slightly predominates in some
regions in Romania, the narrowing gap (compared to the 2:1
ratio in 2002) indicates Romania is following the pattern of
epidemiologic transition: UC incidence tends to rise first, with
CD catching up later [20].

European and Eastern European registries indicate
subtle but persistent regional differences in IBD phenotypes
within Europe, with colonic CD more frequently reported in
Southern/Eastern cohorts (e.g., Romania and nearby regions)
and ileal involvement remaining relatively prominent in
Northern European populations, though gaps in ascertainment
and changes in diagnostic practice may influence observed
distributions [21, 22].

Similarly, extensive UC (pancolitis) was less frequently
observed in Romania, whereas Western registries in the past
reported more extensive colitis at diagnosis, though this too
may be changing with earlier detection. Despite these nuances,
the overall clinical spectrum of IBD is becoming more uniform
across Europe as diagnostic practices align and as previously
“milder” populations like Romania begin to exhibit the full
range of IBD phenotypes and complications seen in high-
prevalence countries [23].

More recent data from Romania suggests that in reference
centers the population of biologic-experienced IBD patients
is increasing and is becoming more difficult to achieve long-
term disease control [24]. The ORIGINS study highlights
the complexity of managing IBD in routine clinical practice,
particularly in patients previously exposed to biologic therapy.
Although advanced therapies were associated with encouraging
rates of clinical remission (71%) and mucosal healing (36%),
treatment persistence remained suboptimal, with fewer than half
of patients continuing therapy beyond 12 months. These findings
likely reflect the refractory nature of the study population,
in which only 38% of patients were biologic-naive and most
had failed one or more prior treatment lines. Nevertheless,
the safety profile was generally favorable, as adverse reactions
were reported in 10.4% of cases and no lethal events occurred.
Overall, these results suggest that while advanced therapies
are effective in achieving treatment targets in a proportion of
patients, sustaining long-term disease control in real-world IBD
populations remains a major unmet need [24].

The increasing number of IBD diagnoses in Romania
parallels the country’s economic growth, suggesting that rising
GDP may contribute to improved healthcare infrastructure,
disease awareness, and access to diagnostics. This trend
reinforces the need to scale up IBD-specialized services and
multidisciplinary care. The rising incidence of IBD in Romania
has significant implications for healthcare planning and clinical
practice. As the patient population grows, gastroenterology
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services must expand, with increased availability of IBD-
specialized clinics and multidisciplinary teams. Geographic
disparities such as higher caseloads in Southern and urban
centers highlight the need for more equitable access, potentially
supported by referral networks and telemedicine. Early
diagnosis remains a priority, especially for CD, where delays
are linked to worse outcomes. Raising awareness among
primary care providers and the public is essential. Additionally,
treatment guidelines and reimbursement policies should evolve
to reflect IBD’s growing prevalence, ensuring broader access to
biologics and newer therapies. Strengthening national registries
and integrating preventive care, such as cancer screening and
vaccination will also play a key role. A proactive, coordinated
health policy response is needed to meet the demands of this
increasingly complex chronic disease.

While our study offers a comprehensive snapshot of IBD
epidemiology in Romania, it also highlights the need for
prospective, population-based research going forward.

One limitation of existing data (including our own and
registry-based studies) is that they predominantly capture
patients treated at tertiary centers. If cases treated in private
practice or smaller hospitals are not fully captured, the data
may not reflect the true total burden. To obtain truly robust
incidence and prevalence figures, Romania should consider a
future nationwide, population-based cohort study. This could
be achieved by establishing a surveillance network across all
regions, enlisting gastroenterologists and colorectal surgeons in
both urban and rural areas, and including the private healthcare
sector, to report new IBD cases in a standardized fashion. A
model for this approach is the ECCO-EpiCom methodology,
which demonstrated feasibility of uniform case capture across
diverse European centers [25]. By expanding Romania’s registry
into a real population-based IBD database, researchers could
precisely track temporal trends in incidence, identify regional
differences more accurately, and study environmental or genetic
risk factors specific to the Romanian population. Additionally,
a prospective national cohort would facilitate longitudinal
observations, for instance, monitoring how quickly disease
severity is evolving, or the long-term impact of earlier biologic
use on surgical rates and quality of life. Such evidence is
invaluable for health planning. If projections indicate Romania
is progressing toward a Western European prevalence (0.3-0.5%
of the population), healthcare systems can better prepare (in
terms of workforce and budget) for the coming “prevalence
plateau” stage [26]. In the interim, regional pilot studies perhaps
focusing on an area such as Southern Romania which had the
highest case concentration, could serve as a stepping stone,
providing insights that guide a larger national effort.

CONCLUSIONS

Romania’s IBD epidemiology appears to be entering
an accelerated phase, converging with trends observed in
Central and Western Europe. This national prospective study
offers an updated snapshot of IBD in Romania, highlighting a
clear epidemiological transition toward increasing incidence
and clinical complexity. Crohn’s disease is now slightly
more frequent than ulcerative colitis, with notable regional
and phenotypic variations. Advanced therapies are widely
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used, reflecting a shift in treatment paradigms, and regional
differences appear driven by specific disease patterns. The
strong correlation with economic growth supports improved
recognition and diagnosis but also a sustained transition
to the western lifestyle. These findings underscore the need
for nationwide, population-based surveillance and strategic
planning to address the growing burden of IBD in Romania.
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