IBD AND PREGNANCY

Multi system involvement: Growth and development, medications, infertility.
The course during pregnancy is usually “normal”
Immunosuppressive dugs can be used safely.
Relapses occur usually during first trimester.

o if the disease is inactive during time of conception the prognosis is better

o meticulous family planning is advised.
The higher the parity the lower the chances for surgical intervention.
Premature delivery, spontaneous abortion, stillbirths are believed to be the same as in
healthy pregnant women.
IBD is an independent risk factor for C-section but no adverse perinatal outcome is
noted.
In case of active disease during pregnancy the outcome depends on severity of disease
and whether surgical treatment is needed.

o The effect is thought to be due to the disease itself and NOT medications.
In the case that evaluation is needed during pregnancy sigmoidoscopy can be done.
Radiology studies are performable.
Surgical intervention usually is needed in uncontrollable cases but is taken as a last
resort due to the increased risk for both patient and fetus.

Medical management of the pregnant patient with inflammatory bowel disease: Steinlauf A.,
Present D.:Gastroenterology clinics;33(2).

Inflammatory bowel diseases during pregnancy: TilsonR., FriedmanS.:Curr Treat Option
Gastrorenterol. 2003 Jun:6(3):227-236.

Immunosuppresive therapy for inflammatory bowel diseases consensus by Austrian working
group on IBD: Reinisch W et al: Z Gastroenterol. 2004 Sep:42(9):1033-45.

Current concepts and controversies in surgery for IBD: Larson D, Pemberton J
Gastroenterology. 2004 May;1269601611-9.

Yair Edden, MD.
December 2™, 2004

29



