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Abstract
Inflammatory bowel disease (IBD) poses complex
issues in pregnancy, but with high-quality care
excellent pregnancy outcomes are achievable. In
this article, we review the current evidence and
recommendations for pregnant women with
IBD and aim to provide guidance for clinicians
involved in their care. Many women with IBD
have poor knowledge about pregnancy-related
issues and a substantial minority remains
voluntarily childless. Active IBD is associated
with an increased risk of preterm birth, low
for gestation weight and fetal loss. With the
exception of methotrexate and tofacitinib
the risk of a flare outweighs the risk of IBD
medication and maintenance of remission from
IBD should be the main of care. Most women
with IBD will experience a normal pregnancy
and can have a vaginal delivery. Active perianal
Crohn’s disease is an absolute and ileal pouch
surgery a relative indication for a caesarean
section. Breast feeding is beneficial to the
infant and the risk from most IBD medications is
negligible.

The management of inflammatory bowel
disease (IBD) poses a particular challenge
during pregnancy. Here, we give an overview of the current evidence and guidance regarding best practice for managing
patients with IBD who want to become
pregnant or are pregnant.
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Fertility in IBD
Fertility rates for women with Crohn’s
disease (CD) and ulcerative colitis (UC)
in remission without prior surgery are
equal to those in the general population.1 Women with active IBD may have
decreased fertility and symptoms may
negatively impact on body image and
libido.2 3 There is no evidence that medical
therapy for IBD decreases fertility. Women

may have decreased fertility after pelvic
surgery due to inflammation and scarring
of the fallopian tubes. Laparoscopic rather
than open ileoanal pouch surgery may
improve fertility rates.4 5 Some clinicians
advise women with UC who plan to have
children to delay pouch surgery until they
have had children. Patients who have tried
unsuccessfully to conceive for 6–12 months
should be referred for fertility evaluation.6 7
Seventeen per cent of women with IBD
are voluntarily childless (VC) compared
with 6% of women in the general population.8 It is associated with disease burden,
poor knowledge or incorrect information
about pregnancy and IBD.
Preconception counselling and
education in IBD
Preconception counselling is persistently
shown to promote healthier behaviours
and improve pregnancy outcomes, mitigating the negative effect of misunderstanding fertility and pregnancy-
related
issues. Objective disease evaluation before
conception can optimise disease management. In-
person preconception care is
associated with improved adherence to
medications, enhanced smoking-cessation
efforts, reduced relapses and decreased
risk of low birthweight infants.9 Such care
should focus on optimising nutritional
status, maintaining iron and folic acid
supplementation and achieving an ideal
weight.9 10
Patient education programmes and
counselling in IBD clinic at induction of
all medications, could help to reduce the
rate of VC in women with IBD, through
education, correcting misconceptions and
alleviating patient concerns.11
The genetic risk of IBD
The genetic risk of IBD in offspring
is often overestimated by prospective
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The effect of pregnancy on IBD and vice
versa
Complex interplay between pregnancy, disease
activity and medication result in difficulty interpreting
pregnancy-
related outcomes, with many studies
showing conflicting results and little consistency in
measured variables.
The effect of IBD on pregnancy outcomes

Most pregnancies in IBD will have favourable
outcomes, with an uncomplicated pregnancy in 80%.15
Active IBD is a strong predictor of adverse outcomes,
including preterm birth, low birth weight and small for
gestational age (SGA).16 17 There is limited evidence
regarding the risk of stillbirth although two population
studies found an elevated risk of stillbirth in women
with CD, particularly those who flared during pregnancy and those with active UC.18 19 An increased risk
of congenital malformations has not been shown in
large cohort studies, regardless of disease activity.16 20
Other factors affecting outcomes include venous
thromboembolism (VTE), active perianal Crohn’s and
surgical intervention during pregnancy. Pulmonary
embolism remains a leading cause of maternal death
and is a recognised complication in IBD, especially
in those hospitalised with a flare.21 22 Active perineal disease, in particular perianal fissures, fistulae,
abscess and anal stenosis, is associated with up to a
10-fold increased risk of significant perianal damage.23
Patients with ileal pouch–anal anastomosis (IPAA) have
a reported 20%–30% risk of pouch dysfunction during
pregnancy, usually resolving post partum.24 Surgical
intervention for IBD in pregnancy is based on the same
principles as in non-pregnant patients with IBD. In
severely ill patients with active disease despite medical
treatment, continued illness is a greater risk to the
fetus than surgical intervention.15 Surgery is reasonably safe in all trimesters but there are some limited
series reporting increased spontaneous miscarriage

in the first trimester and preterm labour in the third
trimester.25 26 Limited series report increased spontaneous miscarriage in the first trimester and preterm
labour in the third trimester after IBD surgery but no
increased maternal death or fetal loss. While surgery
could be complex, there are no studies assessing
outcomes of not doing surgery under the same circumstances and surgery is hence considered relatively safe
in all trimesters. Stoma complications may occur with
increasing abdominal girth, including displacement,
enlargement, retraction, stenosis and prolapse. These
complications require coordination with obstetric and
colorectal teams.27 Overall there is an increase in the
rate of caesarean section in patients with IBD.28
The effect of pregnancy on IBD outcomes

UC patients in remission have no greater risk of flare
during pregnancy than seen in the non-pregnant population.29 Active disease at the time of conception is
associated with a higher risk of activity or flares during
the pregnancy and/or postpartum period.30 31 A higher
risk of relapse is seen in UC compared with CD, with
a prospective study showing that patients with CD
have no increased risk of flare compared with non-
pregnant patients.31 32 Preconception care, including
education and counselling, has been shown to reduce
the risk of relapse, mainly related to drug adherence
and smoking cessation.9 Pregnancy has been associated
with an increased quality of life, and shown to reduce
the risk of flares for up to 10 years post partum in
UC and CD.33 34 Management of active IBD in a pregnant patient requires specialist multidisciplinary care
in order to minimise adverse outcomes.
The safety of IBD medication during
pregnancy
Mesalazine and sulfasalazine

There is no evidence that sulfasalazine or 5-ASA are
associated with adverse outcomes in pregnancy.10 35 In
a large primary care cohort, the adjusted OR of a major
congenital anomaly associated with 5-aminosalicylate
use was 0.82 (95% CI 0.42 to 1.61).36 All international
guidelines recommend that sulfasalazine and mesalazine should be continued in pregnancy.10 15 Sulfasalazine has antifolate actions so should be supplemented
with 5 mg of folic acid for 3 months prior to conception, and for the first 12 weeks of pregnancy, to reduce
the risk of neural tube defects.
Corticosteroids

Rectal, oral and intravenous corticosteroids should not
be withheld in pregnancy if indicated. Steroids have
been used to treat multiple conditions in pregnancy
for many decades. Prednisolone is preferred as it is
metabolised by the placenta and only 10% crosses into
the fetal circulation.37 Retrospective studies suggested
an association between corticosteroid exposure in
the first trimester and an increased risk of cleft lip/
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parents. Cohort studies have demonstrated the genetic
risk of CD is higher than that of UC. Absolute risk is an
easier and more understandable concept to discuss with
patients. In the setting of maternal CD, the absolute
risk of an offspring developing CD is 2.7%, whereas
the risk of UC in the setting of maternal UC is 1.6%.12
The risk of IBD can exceed 30% when both parents
have the disease and these rates may be increased in
cases of multiple affected family members, young age
at diagnosis and in certain ethnic groups.13 14
The risk of IBD is twofold to fourfold higher in
Ashkenazi Jews compared with non-
Jewish ethnic
groups, although the risk among non-European populations has not been well-
characterised amid rising
global incidence.14 Numerous genetic associations
with IBD have been identified, but as yet there are no
genetic tests available to predict whether offspring will
develop IBD.

Colorectal

Thiopurines

Azathioprine is low risk during pregnancy and breast
feeding.44 45 The fetal liver does not express inosinate
pyrophosphorylase, the enzyme that converts azathioprine to its active metabolites, protecting the fetus from
clinical effects of the drug. Studies in women receiving
thiopurines for renal disease, IBD and connective
tissue disease do not demonstrate an increased risk of
prematurity, congenital malformations or childhood
neoplasia when data are corrected for underlying
maternal disease.45 A meta-analysis reporting outcomes
in pregnancy in patients receiving thiopurines included
nine studies (494 exposed patients and 2782 IBD
controls). When compared with healthy women, those
receiving thiopurines had an increased risk for congenital malformations (RR 1.45; 95% CI 1.07 to 1.96;
p=0.02). When compared with IBD controls, there
was no increased risk (RR 1.37; 95% CI 0.92 to 2.05;
p=0.1).45 Concerns about neonatal anaemia/cytopenias have not been consistent.46 47 A small case series
is also reassuring about the use of allopurinol when
used in conjunction with azathioprine to potentiate the
effect of a low dose in women unable to tolerate therapeutic doses.48
Methotrexate

Methotrexate is teratogenic and associated with an
increased risk of miscarriage.49 Counselling regarding
contraception is essential when prescribing methotrexate to women of childbearing age. Methotrexate
should be discontinued 3 months prior to conception. In one study, the risk of miscarriage in women
exposed to methotrexate after conception was 20.7%
compared with 8.7% in those exposed preconception and 7.1% in non-autoimmune disease-matched
controls. However, if inadvertent conception occurs
and the woman does not miscarry then the risk of
major congenital malformations is 6.6%, compared
with a back ground risk of 3%.49 Urgent referral to
216

obstetric services for counselling regarding risks and
detailed fetal scanning is recommended if women
conceive before discontinuing methotrexate.
Biologic agents

IgG is actively transported across the placenta from
the second trimester until delivery, with most antibodies being transferred during the third trimester.
This is facilitated by the neonatal Fc receptor on the
placenta.50 Infliximab, adalimumab, golimumab,
vedolizumab and ustekinumab are all IgG1 monoclonal
antibodies. Certolizumab does not have an Fc portion
and has very low levels of passive placental transfer.51
Antitumour necrosis factors: Safety

Most data regarding antitumour necrosis factor (TNF)
safety in pregnancy come from studies in patients
treated with infliximab and adalimumab. The use of
anti-TNFs in the third trimester results in fetal exposure. Anti-TNF cord levels correlate with gestational
week at the last drug administration with fetal concentrations often exceeding maternal levels at birth.51–53
Clearance of anti-TNFs can take 6 months or more,
with slower clearance for infliximab than adalimumab,
although infliximab has been detected up to 12 months
after birth.51 52 Anti-
TNF therapy has no negative
impact on pregnancy or newborn outcomes. A meta-
analysis and systematic review, assessing >300 and
>1500 anti-
TNF exposed pregnancies, respectively,
showed no increased risk of unfavourable pregnancy
outcomes, miscarriage, preterm birth, low birthweight
or congenital malformations.54 55 Studies have found
no harmful effect of maternal certolizumab or golimumab exposure on pregnancy outcomes.56 57
Third trimester cessation: risks versus benefits

Uncontrolled IBD is associated with poor pregnancy
outcomes. One-
third of non-
pregnant patients in
sustained remission flare within 12 months of withdrawal of anti-TNF therapy.58 Data in pregnant women
are very similar. Active disease and relapse rates are
higher in pregnant and peripartum women who
discontinue anti-
TNFs (36%–39%) compared with
in women continuing anti-TNF treatment throughout
pregnancy (25%–26%).59 60 Discontinuation may
also lead to immunogenicity.58 The EVASION cohort
study reported pregnancy and neonatal outcomes of
1457 anti-
TNF-
treated women, demonstrating that
anti-TNF exposed mothers had higher rates of infection. Stopping therapy prior to 24 weeks gestation led
to a higher rate of disease flares in the mother with no
benefit to the infant compared with continued therapy.
EVASION and other recent large observational and
cohort studies show no increased short-term or long-
term severe infection in anti-TNF exposed children.61–63
Anti-TNF and thiopurine combination therapy carries
increased risk of benign infant infections compared
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palate.38 39 However, this link has not been substantiated in prospective case–control or large cohort
studies.40–42 Ban et al, using a primary care database,
found the adjusted OR for congenital malformations
in fetuses exposed to corticosteroids was 0.48 (95%
CI 0.15 to 1.50).36 Corticosteroid use is associated
with an increased risk of gestational diabetes mellitus
(GDM), elevations in blood pressure, urinary tract
and other infections and preterm delivery.43 Screening
for GDM is recommended at 28 weeks gestation, or
sooner if there are other risk factors. Pregnant women
receiving more than 5 mg prednisolone per day for
more than 3 weeks prior to delivery should receive
parenteral steroids to cover the physiological stress of
delivery as per National Institute for Health and Care
Excellence guideline NG211. When corticosteroids to
treat IBD are required in the third trimester a focus
should be placed on fetal growth monitoring.

Colorectal

All major European and North American guidance
considers antitumour necrosis factors (TNFs) of low risk in
pregnancy.10 15 106
The European Crohns and Colitis Organisation (ECCO)
2015 consensus advise that ‘to minimise neonatal anti-TNF
exposure, discontinuation of a-TNF can be considered for
women in sustained remission, if deemed appropriate by the
treating clinician, around week 24–26 weeks gestation’.15
Putting more emphasis on maternal relapse risk, the
201610 consensus strongly recommend continuation of
anti-TNF treatment throughout pregnancy stating that
‘cessation should only be considered in patients at low risk
of relapse’.10
Taking into consideration the newer, larger cohort studies
showing no increased infection risk and confirming no
adverse pregnancy or neonatal outcomes61–63 the American
Gastroenterology Association (AGA) inflammatory bowel
disease parenthood working group 2019 recommends
continuation of anti-TNFs throughout pregnancy, without
interruption in the third trimester, only adjusting last
dose timings to achieve the lowest possible trough levels
during delivery, with final infliximab infusion given 6–10
weeks before estimated date of confinement (EDC), final
adalimumab injection 2–3 weeks before EDC (1–2 weeks
if weekly dosing) and final golimumab injection given 4–6
weeks before EDC.106

with anti-
TNF monotherapy although this is not
consistently reported.52 55
Vedolizumab

Animal studies show no adverse effects from vedolizumab at supraphysiological doses on prenatal or postnatal development.64 The limited human data available
are mainly from abstracts and small cohorts. Vedolizumab cord levels are lower than maternal levels.65 66
Retrospective study,67 small prospective study68 and
pregnancy data collected during the clinical trials
programme and from postmarketing reports69 did not
identify safety concerns for pregnancy outcomes in
females directly or indirectly exposed to vedolizumab.
The current data do not allow for general recommendations, and advice for any individual patient needs to
carefully consider potential risks and benefits.70

with drug stopped when pregnancy was confirmed.74
From these reports, ustekinumab does not appear to
negatively impact pregnancy outcomes but more data
are needed. Advice for any individual patient needs to
carefully consider potential risks and benefits.
Tofacitinib

Tofacitinib is a small molecule that likely can cross
the placenta. At doses exceeding human dose, it has
demonstrated teratogenicity in animal models.75 There
are a limited number of maternal and paternal exposures from clinical trials programmes and postapproval safety studies with no increased risk identified
compared with general population and in patients
treated with biologic therapies.76 77 The current manufacturer recommendation is to use contraception
during treatment with tofacitinib and 4–6 weeks after
the last dose.
Investigating IBD during pregnancy
When managing IBD during pregnancy clinicians need
to consider changes in normal values and risk of radiation and endoscopy.
Blood markers

Pregnancy induces haemodilution which results in a
fall in serum albumin by 1 mg/dL towards the end of
the first trimester. Pregnancy also increases the Erythrocyte sedimentation rate (ESR) from rising fibrinogen levels, which may increase 2–3 times the upper
limit of normal by the end of the first trimester.78 As
such, a fall in albumin or elevated ESR should not be
directly attributed to IBD activity and should be interpreted in context and with the use of other clinical and
biochemical parameters.78 C reactive protein (CRP) is
a useful biomarker of inflammation and may reflect
IBD activity although it may also be influenced by
obstetric conditions.78 79 A study examining the association of an elevated CRP with IBD activity in pregnancy suggested that CRP is useful for assessing IBD
disease activity in the early trimesters of pregnancy but
may not accurately reflect the disease activity in later
trimesters.80
Faecal calprotectin

Ustekinumab

In animal studies exposure to ustekinumab had no
adverse effects on prenatal and postnatal development.71 In a case report, cord blood ustekinumab levels
were markedly higher than the measured maternal
serum drug level.72 Data on the effects of ustekinumab
in pregnancy are limited to isolated case reports, mainly
of patients treated for psoriasis or psoriatic arthritis.73
Notably ustekinumab for these indications is given at a
lower dose than in IBD. Twenty-six maternal exposures
in the CD clinical trials programme were reported,

Faecal calprotectin (FCP) is a useful surrogate marker
of gut inflammation with a good correlation with endoscopic inflammation in CD and UC.81 82 Recent studies
assessing its utility in IBD during the pregnancy have
shown conflicting results with some studies showing
good correlation between FCP and non-
invasive
disease scores and others suggesting that it may be a
poor predictor of relapse.83–85 In the absence of a clear
consensus and limited data, clinicians need to be aware
of potential limitations of the use of FCP during the
pregnancy.
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Box 1 Summary of current guidance third
trimester cessation

Colorectal
Endoscopy is generally safe in pregnancy and may be
performed if it alters management decisions and is in
the best interests of the mother.10 15 86 87 The major
theoretical concerns with endoscopy in pregnancy are
maternal and fetal hypoxia, aspiration, teratogenicity
of medications such as colon-cleansing agents, sedatives and antibiotics.10 15 86 87 A recent systematic
review reported outcomes of 100 lower gastrointestinal endoscopies (sigmoidoscopy and colonoscopy)
performed in pregnancy with six adverse events related
to endoscopy, and concluded that lower gastrointestinal endoscopy is likely safe in all three trimesters.88 A
subsequent prospective study of 42 pregnant patients
undergoing lower gastrointestinal endoscopy reported
no adverse outcomes relating to endoscopy.
With regard to sedation, a meta-
analysis of over
1 million pregnancies suggested that benzodiazepines
do not appear to pose teratogenic risk although case–
control studies suggest a twofold increased risk of cleft
palate.89 Single-dose administration of a sedative and
analgesic is very unlikely to result in harm. Where
appropriate unsedated endoscopy is preferred. Midazolam is the preferred sedative.10 15 Although it crosses
the placenta fetal levels increase by one to two thirds
of maternal serum levels.15 Midazolam is excreted
through breast milk so breast feeding should be withheld for 4 hours after administration.90
Fentanyl (commonly administered in labour) is also
excreted through breast milk, but with low bioavailability it is acceptable to breastfeed after administration.90 Case reports on neonatal respiratory depression,
muscle rigidity91 and opioid withdrawal92 have been
noted. A joint statement from the American Society
of Anaesthesiologists and the American College of
Obstetrics and Gynaecology states that none of the
currently used anaesthetic agents, when used in standard concentrations at any gestational age, have been
shown to have any teratogenic effect in humans.93
Polyethylene glycol electrolyte cathartics have not
been studied in pregnancy. Sodium phosphate-based
preparations may cause fluid and electrolyte imbalance
and should be used with caution.10 15 86 87
Whenever possible endoscopy should be performed
in the second trimester of pregnancy. Patients should
be carefully placed in a left pelvic tilt or left lateral
position to avoid vena caval or aortic compression,
which may lead to maternal hypotension and reduce
placental perfusion.10 15 86 87 Flexible sigmoidoscopy
is preferred without sedation or bowel preparation,
throughout gestation.10 15 86 87
Radiological investigations

Radiation exposure in pregnant women with IBD
should be avoided, but performed in cases of diagnostic necessity when the risk of misdiagnosis
outweighs the potential risk.10 86 87 94 Abdominal plain
films and CT are generally avoided due to exposure to
218

ionising radiation. Abdominal X-ray results in exposure to 0.1 rad of radiation.95 The maximal risk of
1 rad exposure (0.003%) is thousands of times smaller
than the risk of spontaneous miscarriage, malformations or genetic disease.96 Likewise, CT imaging is also
acceptable if absolutely necessary with a single procedure unlikely to result in exposure of more than 50
mGy and adverse effects to the fetus unlikely to occur
at a cumulative radiation exposure of less than 100
mGy.10 94
Ultrasound and MRI have the advantage of not using
ionising radiation. A meta-
analysis and systematic
review showed similar diagnostic accuracy between
ultrasound, CT and MRI.97 98 Contrast-enhanced
ultrasound is an emerging technique to evaluate
disease activity, differentiate between inflammatory
and fibrotic small bowel strictures and assessment of
response to therapy.99 Sensitivity in pregnancy needs
to be investigated. The practical application of ultrasound after 28–30 weeks may be limited by the fetus
obscuring views.
MRI does not pose the risks of ionising radiation
but its safety has not been established with concerns
around a static magnetic field, tissue heating effects
and high acoustic noise levels.94 There are concerns
around the use of gadolinium as contrast medium.
Gadolinium chelates may accumulate in amniotic
fluid with the potential for the dissociation of the
toxic-
free gadolinium ion. This may enter the fetal
circulation possibly conferring risk to the fetus.100
No well controlled study of the teratogenic effects of
these media has been performed and the fetal risk is
unknown.100 The consensus is that gadolinium should
be avoided during the first trimester and only used in a
pregnant woman if it significantly improves diagnostic
performance to improve fetal or maternal outcome,
outweighing the possible, but unknown risk of free
gadolinium ions.10 87
Obstetric considerations in antenatal
care
At booking comorbidities and risk factors will be taken
into account when planning care for the remainder
of her pregnancy. Prevention and screening strategies need to be considered to mitigate risks. Obstetric
factors that will influence growth include age,
smoking, previous SGA babies and previous poor pregnancy outcomes such as stillbirth.101 Other medical
factors will also increase risk, including medical disorders such as hypertension and autoimmune disorders.
Factors that will influence risk of preterm birth include
previous cervical surgery, history of previous preterm
births.102
In accordance with guidance for any pregnant
woman consideration should be given to pre-eclampsia
prophylaxis with aspirin 75–150 mg ideally at 12
weeks gestation but at least by 16 weeks gestation.103
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Birth
In the majority of pregnant women with IBD, their
mode of birth should be discussed according to
usual obstetric indications.15 There are a number of
instances when IBD-related factors will influence the
decision. Women with IBD are concerned regarding
their long-term anal sphincter function and the effect
of the birth on their IBD. Women with active perianal
CD, including anorectal fistulae/abscesses, rectovaginal fistulae, anal fissures or anal stenosis present at
the time of birth, should be recommended to have an
elective caesarean section.10 15 A concern for women
with active perianal disease is that wound healing in an
inflamed or infected perineum will be compromised.
For pregnant women who have undergone IPAA
surgery, recent guidance suggests this is a relative
indication for an elective caesarean and the risks and
benefits of each mode of delivery need to be carefully
considered.10 15 106 Women who have an IPAA may
have borderline continence to begin with, and depend
on an intact sphincter and pelvic floor function to
maintain faecal continence. A study of 232 women
who had vaginal births after IPAA surgery found no
differences in functional outcomes, but data in other
studies are conflicting.107 108 In patients for whom the
need for pouch surgery in the future is high, the decision regarding mode of birth should be made on an
individual basis after counselling by a maternal medicine obstetrician. If a caesarean section is needed, a
planned procedure is preferred over an emergency
procedure.

A stoma does not preclude vaginal delivery. If
patients with an ostomy require a caesarean section
for obstetric reasons, then covering the ostomy with
sterile gauze should be adequate to protect the operative field and should not affect the operation.27 109
Instrumental deliveries (forceps or vacuum) and episiotomies, for women with IBD without active perianal
disease, should be reserved for the usual obstetric
indications. It is important not to forget the increased
risk of VTE in pregnant patients with IBD, especially
during a disease flare, in the postpartum period and
after a caesarean section.
A multidisciplinary team approach to looking after
these women throughout their pregnancy and around
the time of delivery should be encouraged, with the
patient and her wishes kept at the centre of the care
throughout. Gastroenterologists should consider that
caesarean sections are major abdominal surgeries with
a risk of VTE, wound healing problems and increased
risk of adverse pregnancy outcomes, including stillbirth in subsequent pregnancies.104 110
Infant feeding
The exposure of the infant to any drug can be
completely avoided by bottle feeding. The main choice
depends on the potential benefits of breast milk over
formula feeding compared with any risk due from
drug exposure. The key benefits of breast milk over
formula feeding include complete and tailored nutrition including maternal immunoglobulins, which
may in turn positively affect the infant’s immune
system.111 Breast milk feeding may protect against
the development of IBD in the infant although data
stem from non-IBD mothers and it is unclear whether
risk group with
these results apply to a more high-
genetic predisposition. A meta-analysis of 17 studies
reported a lower risk with ORs of 0.67 (95% CI 0.52
to 0.86) for CD and 0.77 (95% CI 0.61 to 0.96) for
UC.112 Breast milk feeding rates in IBD are lower than
the general population, which may relate to unwarranted fears over medication effects on the infant.113
In a survey 56% of women with IBD believed that
all IBD medication should be avoided while breast
milk feeding.114 While many IBD medications can be
detected in breast milk, the level is frequently considered too low to exert biological effects in the infant.
Studies examining concentrations of aminosalicylates
in breast milk or infant’s blood are reassuring and115
breast milk feeding while exposed to aminosalicylates
is endorsed by ECCO guidance.116
As corticosteroids are found in low concentrations in
breast milk ECCO guidelines classify these as low risk
and suggest leaving 4 hours between medication intake
and breast milk feeding.117 118 The suggested gap may,
however, not be practical in mothers using exclusive
breast feeding. Thiopurines are of low risk in breast
milk feeding with extremely low or even undetectable
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Women should have symphysial-
fundal height
plotted against a growth chart to assess fetal growth.
If there are concerns formal fetal scans for growth
should be initiated. There are screening strategies to
assess risks of growth restriction that may include
uterine artery Doppler in mid-trimester.101 Frequency
of growth scans can be determined by risk stratification. For those at high risk, including active IBD,
growth velocity should be assessed at a minimum of
two growth scans, for example, 30 and 36 weeks.101
Growth scans may need to be initiated at earlier gestations depending on other risk factors. For those with
well-
controlled IBD growth scans are not essential.
Each obstetric unit needs to consider risk stratification and frequency of growth scanning taking into
account availability of appropriately trained sonographers, obstetric staff and local resources. Strategies
for prevention of preterm birth will include consideration of cervical scanning, especially in women with a
history of preterm birth before 32 weeks.
Patients with active IBD are at higher risk of VTE
and pregnancy further increases this risk.104 The Royal
College of Obstetrics and Gynaecology guidelines
recommend that patients with significant risk factors
should be offered prophylaxis against VTE.105

Colorectal

Vaccination
Neonatal vaccinations are essential for the prevention
of a number of serious and potentially fatal infections.124 Anti-TNF’s may be detected in infants up to
6 months after birth.10 15 86 87 In utero exposure of
biological therapy has not been shown to affect antibody titre concentrations against inactivated (non-live)
vaccinations which should be given on schedule.124 125
If the mother has been exposed to biological therapy
(with the exception of certolizumab) during the third
trimester of pregnancy, live vaccines including Bacille
Calmette-Guérin, rotavirus, oral polio (but not intramuscular), measles, mumps, rubella and varicella
vaccine should not be administered until at least 6
months after birth.10 15 86 87 The Pregnancy in IBD
and neonatal outcomes (PIANO) registry did not find
any risk of serious infections in children exposed to
anti-TNF therapy in utero, at 12 months follow-up.126
Reassurance from such data notwithstanding, the
potential for serious harm and relative dearth of data
have steered consensus opinion to defer live vaccinations until after 6 months of age. The rotavirus (live)
vaccine is administered in two doses, at 2 and 4 months.
To be effective the vaccine needs to be administered
by 15 weeks of age, so infants exposed to anti-TNF
in utero should not be administered the rotavirus at
all.86 87 Other live vaccines, namely varicella, measles,
mumps and rubella are administered at 1 year of age
and are acceptable to administer even while the infant
is breast feeding.87
With respect to non-anti TNF biologics and tofacitinib, no evidence-
based recommendations can be
made at the present time.
Service set up
Traditionally pregnant patients with IBD received
separate care from IBD and obstetric services with
great variation in care and service set up. Due to the
complexity of caring for pregnant patients with IBD,
the care needs to be coordinated between services and
provision by staff with relevant experience and expertise of IBD and pregnancy. Specific IBD antenatal
services can facilitate coordinated high quality care.9
220

As patients with IBD are at a higher risk of adverse
pregnancy outcomes an assessment by a consultant
obstetrician is preferable with subsequent follow-up
determined by a risk assessment at the first consultation. IBD disease activity should be monitored actively
throughout pregnancy by a suitably experienced
member of the IBD team.
Conclusion
Pregnant women with IBD require specialist joined-up
care for a complex disease to avoid the adverse
outcomes associated with active disease. With the
exception of Methotrexate and tofacitinib all IBD
medications provide more benefit than risk in pregnancy especially give the risk associated with active
disease. Most women can have a vaginal delivery and
breast feeding is generally encouraged on most IBD
medications.
It is vital to ensure continuity of care for the IBD
aspects post partum to allow for recommencing medication where required and potential flare management.
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metabolite levels in breast milk119 and undetectable
levels in breast milk fed infants.120
Biologics can be found in very low concentrations
in breast milk as demonstrated for adalimumab and
infliximab.121 122 Oral ingestion of biologics in the
infant is unlikely to lead to significant systemic absorption and ECCO guidance classifies anti-TNF biological
agents as probably safe.15 There is little data on newer
biologics (vedolizumab, ustekinumab) but similar
principle to anti-TNFs likely apply. Methotrexate is
considered contraindicated and should be avoided.123
Sufficient data for a recommendation on tofacitinib
are lacking.
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