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Abstract
Aim: Inflammatory bowel diseases (IBD); ulcerative colitis (UC) and Crohn's disease (CD) are chronic pathologies affecting 

young adults. Pregnancy and IBD are multidimensional and could be affected by many variables. In this study, we aimed 

to present our pregnants with IBD, and their clinical management and pregnancy outcomes.

Material and method: Pregnants with IBD were retrospectively evaluated and grouped as those with UC and CD. A total 

of nine cases were included in this study.

Results: The mean age of the patients was 28.5 ± 4.9 years. The mean gravida and parity numbers were 2.6 ± 1 and 1.55 

± 1.13 respectively. Six patients with IBD had UC, and three patients had CD. Two patients were newly diagnosed, and 

seven patients had a history of IBD. The mean gestational week of the eight patients was 34.2 ± 4.55 weeks. The mean 

birth weight, and first and fifth minute APGAR scores of the eight patients were 2530 ± 956 gr, 7.6 ± 0.91 and 8.87 ± 0.83, 

respectively (n=8).  

Conclusion: IBD affects a large group of women of childbearing age. Pregnancy, maternal and fetal outcomes are widely 

affected by disease activity. Becoming pregnant can be advised if the disease is quiescent, with rapid and efficient 

management of possible flare-ups. Controlling IBD is the main factor for obstetrical prognosis in pregnancy.
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1. Introduction
Inflammatory Bowel Diseases (IBD); ulcerative colitis (UC), and 
Crohn's disease (CD) are chronic pathologies affecting young 
adults. The severity of these diseases, characterized by swollen 
and damaged tissues on the intestines' inner wall, varies over 
time and from patient to patient. Exacerbations and remission 
periods describe the natural course of these diseases. Some 
of the patients, especially those with CD, undergo surgical 
intervention at some time in their lives. Significant side effects 
of the drug usage and surgical interventions' results impose 
additional problems on the patients (1-3).

Although most young adult patients want to have children, fears, 
drug usage, surgical interventions, and the disease's inflammatory 
activity can be dissuading.  Pregnancy and IBD are multidimensional 
and could be affected by many variables. Physicians concerned with 
IBD should consider pregnancy as a physiological process requiring 
a specified period based on chronic disease, and treatment should 
be planned accordingly (4).

In this study, we aimed to present the maternal and fetal results 
and clinical management of pregnant women with IBD and 
discuss this issue in light of the current reviews and meta-analysis.

2. Material and Method
The pregnant women with IBD monitored in a tertiary health 
center between 2014 and 2017 were evaluated and grouped 
as those with CD (5) and those with UC. In this study, nine 
cases were included. We retrospectively collected and analyzed 
clinical data, which did not interfere with medical treatment. 
According to the World Medical Association Declaration of 
Helsinki “Ethical Principles for Medical Research Involving 
Human Subjects” principles, the current study was organized.  

The follow-ups of the patients were performed by 
gastroenterology and perinatology departments. The 
gastroenterology clinic specialists performed the laboratory 
examinations, including hemogram, biochemistry, C-reactive 
protein (CRP), International Normalized Ratio (INR), albumin, 
and bilirubin level measurements. They followed the patients 
clinically for clinical signs, including abdominal pain, diarrhea 

(usually without blood), and bloating¬. Gastrointestinal 
endoscopy was performed in all of the patients to evaluate 
the bowel lumen. Concurrently, the biophysical evaluation 
of the fetuses and obstetrics follow-ups was performed with 
ultrasonography by obstetricians. The route of delivery was 
either vaginal delivery or cesarean section at the time of labour. 

For the literature review; the meta-analysis conducted in 2015 
by Otoore et al. was used for the literature research until 2015 
(6). From 2015 to May 2020, PUBMED was researched with the 
keywords “inflammatory bowel disease” and “pregnancy” and 
related articles included in to study. 

Statistical Analysis

Data analysis was performed using IBM SPSS Statistics 20.0 
software (IBM Corporation Software Group, New York, United 
States of America). Our categorical data included age, gravida 
number, parity number,  gestational week, birth weight, and 
APGAR score were evaluated using descriptive statistics for 
analysis. Descriptive statistics for these continuous variables 
were presented as mean ±standard deviation (SD).

3. Results
The mean age of the patients was 28.5 ± 4.9 years. The mean 
gravida and parity numbers were 2.6 ± 1 and 1.55 ± 1.13, 
respectively. Six patients with IBD had UC, and three patients 
had CD. Two patients were newly diagnosed, and seven patients 
had a history of IBD. Pregnancy ended with an abortion in the 
8th week of pregnancy in one patient with refractor CD. The 
mean gestational week of the remaining eight patients was 
34.2 ± 4.55 weeks. Among eight patients, vaginal delivery was 
performed in three patients, and the cesarean section was 
performed in five patients due to the obstetric indications. The 
mean birth weight, and first and fifth minute APGAR scores 
were 2,530 ± 956 grams, 7.6 ± 0.91 and 8.87 ± 0.83, respectively. 
The exploratory laparotomy was required in two patients with 
CD in the 26th and 27th weeks of gestation. Sigmoidoscopy was 
performed to confirm inflammation.  Prematurity complications 
were observed in two babies born at 26th and 28th weeks of 
gestation  (Table 1). All cases are shown in Table 1 in detail. 

123

Öz
Amaç: İnflamatuar Bağırsak Hastalıkları (İBH); ülseratif kolit (ÜK) ve Crohn hastalığı (CH) genç yetişkinleri etkileyen kronik 
patolojilerdir. Gebelik ve İBH çok boyutludur ve birçok değişkenden etkilenebilir. Bu çalışmada İBH’ı olan gebelerimizin 
klinik yönetimlerinin ve gebelik sonuçlarının sunulması amaçlandı. 

Gereç ve Yöntem: İBD’si olan gebeler retrospektif olarak incelendi ve ÜK’i ve CH olan hastalar olarak gruplandırıldı. 
Toplam dokuz olgu çalışmaya dahil edildi. 

Bulgular: Hastaların ortalama yaşı 28,5 ± 4,9 idi. Ortalama gravida ve parite sayıları sırasıyla 2,6 ± 1 ve 1,55 ± 1,13 idi. 
İBD’si olan altı hastada ÜK, üç hastada CH mevcuttu. İki hastaya gebelikleri sırasında yeni tanı konuldu, yedi hastada ise 
İBH tanısı gebelik öncesinde de mevcuttu. Sekiz hastanın ortalama gebelik haftası 34,2 ± 4,55 hafta idi. Ortalama doğum 
ağırlığı, birinci ve beşinci dakika APGAR skorları sırasıyla 2,530 ± 956 gr, 7,6 ± 0,91 ve 8,87 ± 0,83 idi (n=8). 

Sonuç: İBH, çocuk doğurma çağında olan birçok kadını etkilemektedir. Gebelik, maternal ve fetal sonuçlar hastalık 
aktivitesinden büyük ölçüde etkilenebilmektedir. Hastalık sessiz ise, olası alevlenmelerin hızlı ve etkili yönetimi ile gebe 
kalınması tavsiye edilebilir. İBH’nın kontrolü obstetrik prognoz için ana faktördür.

Anahtar kelimeler: İnflamatuar bağırsak hastalığı; ülseratif kolit; Crohn hastalığı; gebelik; yönetim

AYDIN et al.
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Table 1. Clinical features of the patients

Case Age Gravida Parity Diagnosis Intervention
Pregnancy 
Outcome

Complications
Additional 

information

Case 1 
(CD)

24 2 0

First time at 27th preg-
nancy week. Acute ab-
dominal pain. The threat 
of premature birth.

Emergent explor-
atory laparotomy
(ileocolectomy with 
primary anastomosis 
was performed)
Ileal perforation with 
small bowel fistula was 
observed

She went on to 
deliver a healthy 
term infant at 37th 
pregnancy week

Maternal bowel 
perforation.
Fetal complication 
none.

Azathioprine 
medication  
after 
delivery

Case 2 
(UC)

31 3 2

Seven-year history of 
UC. She admitted with 
rectal bleeding and pain 
at 30th pregnancy week

IV steroid treatment. 
Multiple ulcers were 
diagnosed in 
colonoscopy

In the 36th week 
of pregnancy, she 
delivered sponta-
neously.

No complications
Remission 
with 
mesalazine

Case 3 
(UC)

34 2 1

A 13-year history of 
UC. An acute flare of 
UC in the 14th week of 
pregnancy.

Mesalazine,
steroid and cyclo-
sporine treatment.
Diagnosis confirmed by
sigmoidoscopy

In the 26th week 
of pregnancy, she 
underwent an 
emergency cesar-
ean section for 
suspected placental 
insufficiency

Maternal complica-
tion none.
Fetal complication:
Femur fracture,
intracerebal hemor-
rhage,
respiratory
distress syndrome

Remission 
with 
mesalazine

Case 4 
(UC)

32 4 3

Two-year history of 
refractory disease.
She reported an unin-
tended
pregnancy in 8th week 
under anti-TNF
treatment

Anti-TNF treatment 
was canceled at 4th 
week of pregnancy

Miscarriage at 
eight weeks of 
gestation.

Maternal complica-
tion none.
Fetal complication:
miscarriage

anti-TNF

Case 5 
(CD)

34 3 2

Three years of history 
of CD.
The disease is in remis-
sion

Remission.
No treatment

38th week of preg-
nancy, Cesarean 
section, healthy 
infant

No complications
No 
medications

Case 6 
(UC)

29 4 3

Two years of history of 
UC.
The disease is in remis-
sion. Flare in 20th preg-
nancy week.

Rectal steroid and, 
mesalazine 
medication

36th weeks of 
pregnancy,
Cesarean section 
due to obstetric 
indication.
Healthy infant

No complications

Remission 
in the 
postpartum 
period

Case 7 
(CD)

19 1 0

Two years of history of 
CD. She had pregnancy 
under mesalazine treat-
ment.At26th week of preg-
nancy ileus symptoms 
was diagnosed

Emergent explor-
atory laparotomy
Adhesiolysis was 
performed. Surgical 
resection of the 
involved segment 
was not
required

28th week of preg-
nancy, Cesarean 
section,
(Prematurity, 890 gr)

Maternal bowel 
adhesions.
Fetal complication: 
Respiratory
distress syndrome

Azathioprine

Case 8 
(UC)

28 3 2
First time at 24th preg-
nancy week. Rectal 
bleeding.

Rectal steroid and 
mesalazine treat-
ment.

37th weeks of 
pregnancy.
Cesarean birth
(Due to obstet-
ric indication) 
Healthy infant

Maternal complica-
tion: Flare of disease 
in the postpartum 
period
No fetal
complication

Mesalazine

Case 9 
(UC)

26 2 1
One year's history of CD.
The disease is in remis-
sion

Remission.
No treatment

36th weeks of preg-
nancy. Vaginal birth. 
Healthy infant

No complications
No 
medications

CD: Crohn’s Disease, UC: Ulcerative Colit   
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4. Discussion
CD is primarily diagnosed with the highest rates in the second 
and third decades of life. When a woman with CD gets pregnant, 
the condition should have no adverse effects on pregnancy, and 
pregnancy should not lead to an exacerbation of CD (5). 

If conception occurs during the remission period of the IBD, the risk 
of relapse does not change. Therefore, patients should be advised to 
become pregnant at a quiescent period of the disease. In con¬trast, 
if fertilization occurs during a period of exacerbation, there is a risk 
of persistent activity or higher relapse rates during pregnancy (7, 8). 
Pregnancy and fetal outcomes become worse in pregnancy after 
disease onset than pregnancy before disease onset (9, 10). Six of the 
patients included in our study had an IBD history; four experienced 
exacerbations in the disease. Only one of the patients underwent an 
exploratory laparotomy in the 26th week of gestation due to bowel 
adhesions and delivered the baby in the 28 week of gestation. The 
two disease-activated patients were delivered at 26th and 36th weeks 
of gestation. IBDs mostly affect a young population at reproductive 
age. Despite recent medical treatment improvements, an increased 
risk of adverse pregnancy outcomes in patients with IBD still exists 
(11). Adverse outcomes include preterm delivery (before 37 weeks 
of gestation), low birth weight (12, 13), and small size regarding the 
gestational age of birth (SGA)  (14, 15). O-Toole A. et al. have found 
that IBD is associated with preterm birth, SGA, and stillbirth (6). One 
of our patients that had a delivery in the 26th week of pregnancy had 
chronic placental insufficiency. She was under immunosuppressive 
and anti-inflammatory treatments. Some data associated with these 
drugs show an increased preterm birth rate, stillbirth and low birth 
weight. However, these adverse pregnancy outcomes may also be 
associated with active IBD (16, 17). The current study results showed 
that the activation of the disease might cause preterm birth. Pervez 
H et al. have found IBD to be associated with preterm delivery (18). 
Morales et al. studied the effects of CD on the course of pregnancy, 
and they reported that exacerbation of the disease was associated 
with an increased risk of premature labour. In contrast, conception 
during exacerbation was associated with an increased risk of 
miscarriage (19). Similarly, one of the patient in our series, refractory 
for two years, and who received anti-TNF, had a miscarriage.

IBD is considered to be related to low fecundability rates. Ban 
L et al. have found that women with CD and women who had 
surgical intervention are related to decreased fertility rates 
compared to the general female population (20). Hashash JG 
et al. reported that if surgery is needed for a female patient’s 
health, then alternative methods of conception, such as in vitro 
fertilization, should be considered (8). Opposite to this study, 
Lavie I et al. have released that women with IBD who underwent 
ART do not significantly decrease the rate of fertilization (21).

Suppose complications occur during the pregnancy of a patient 
with CD or UC. In that case, the decision of surgery should be 
guided by the principle that if a surgical intervention is the 
best option for the patient, it is usually the best option for the 
unborn child (22). Laparotomy was done in two patients with 
exacerbation of the disease. Adhesiolysis was performed in one 
of those patients (due to rectal bleeding), and surgical resection 
(due to ileus) was conducted in the other patient. 

According to European Crohn's and Colitis Organisation (ECCO) 
guidelines (23), standard endoscopic procedures (gastroscopy, 
colonoscopy) are generally considered safe during pregnancy. We 
safely performed endoscopy in patients with suspected disease 
exacerbation. 5-ASA compounds and corticosteroids commonly 
used are very safe for use in IBD treatment during pregnancy 
(24). No association of combination therapy with a higher 
risk for spontaneous abortion, low birth weight, congenital 
abnormalities, and cesarean section was confirmed with the 
data from the Pregnancy in Inflammatory Bowel Disease and 
Neonatal Outcomes (PIANO) registry (25). Boyd HA et al. have 
found that women with IBD are at increased risk of significant 
congenital malformations. These associations are explained by 
severe disease, as reflected by systemic corticosteroid use (26).

Shand AW et al. and Pervez H et al. have determined that 
pregnancies complicated by IBD have higher cesarean section 
rates (13, 18). Bar-Gil SA et al. have found that delivery mode 
does not influence the natural history of IBD, and vaginal 
delivery is not associated with an increased risk of subsequent 
perianal disease in women with CD (10). When choosing the 
type of delivery, only patients with active perianal disease or 
fistulas with acute inflammation should be advised to have a 
cesarean section (27). In our study, we performed the cesarean 
section only in the presence of obstetric indications. 

IBD affects a large group of women of childbearing age. IBD patients 
are as fertile as other women in society. Pregnancy, maternal and 
fetal outcomes may widely be affected by disease activity. Both CD 
and UC patients can experience a healthy, disease-free pregnancy 
if they become pregnant during remission. This period should not 
be considered a crisis, and pregnancy follow-up should organize in 
a multidisciplinary process (10). Patients expect guidelines from 
obstetricians on how to prepare themselves for pregnancy, as well 
as information on whether the disease affects fertility, the course 
of pregnancy, or whether there is a risk of congenital defects 
associated with inflammation of the bowel or treatment thereof, 
or whether children may inherit the disease. The agents used in 
the disease can be used in multiple pregnancy and lactation period. 
Additionally, information on preg nancy and lactation on the course 
is essential to making fully conscious decisions regarding pregnancy 
and lactation. Access to factual information reduces the concerns 
of patients, reducing the rate of voluntary childless patients. 

All these findings show that IBD makes pregnancy complicated, 
so many trials have been conducted to explore the impact of 
IBD on pregnancy and the fetus. A comprehensive review of the 
literature on the subject is shown in Table 2.

In conclusion, control of IBD is the main factor for obstetrical 
prognosis in pregnancy. Becoming pregnant can be advised if 
the disease is quiescent, with rapid and efficient management 
of possible exacerbations. The delivery route should be 
determined on a case-by-case basis, considering pregestational 
faecal incontinence and the perineum's clinical appearance.
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