
IBD & pregnancy

Myths vs. facts

“If I have inflammatory bowel disease (IBD)…”
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Women with IBD can have healthy pregnancies and babies.1 Studies 
show that women who have their Crohn’s disease and ulcerative colitis 
under control, and who have never had surgery, can get pregnant at 
the same rate as other women in the general public.1

FACT
Because of my IBD, 
I can’t get pregnant

MYTH

Most women who are in remission when they get pregnant stay in 
remission throughout pregnancy. Stopping medication can cause a 
flare, which is a risk to a healthy pregnancy.1

Treating your IBD with the appropriate medication may help reduce 
your risk of a flare and can help lead to a healthier pregnancy.1 One 
type of therapy may include a biologic, a medication made from or 
including a living organism,2 which has shown to reduce flares (during 
and after pregnancy and decrease disease activity.1 

FACT
IBD drugs are 
harmful to take 
while I’m trying 
to get pregnant 
or during my 
pregnancy.

MYTH

A major risk to a healthy pregnancy is an IBD flare.1 That’s why it’s 
so important to work with your health care team throughout your 
pregnancy—from start to finish—to stay on top of your treatment plan.

Do not stop or change medication without speaking to your doctor first.

FACT
I can stop taking 
my IBD drugs if I 
feel well before or 
during pregnancy.

MYTH

Up to 3% of children with one parent who has IBD will develop the 
disease (this means about 97% will not get IBD).1 Discuss any concerns 
you may have with your doctor before you start trying to conceive.

FACT
My children have 
a higher chance 
of having IBD 
because I have it.

MYTH



Additional resources
The reality is, with proper planning and care, you can have a successful pregnancy!

Looking for more resources and helpful tips about IBD and pregnancy?
ibdparenthoodproject.org is a great place to start.
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Many drugs used to treat IBD can be taken during breastfeeding.1

It will be important to work with your doctor before you give birth to 
know which IBD medicines are safe to keep taking after giving birth and 
while breastfeeding. 

FACT
I won’t be able 
to breastfeed my 
baby while on 
medication.

MYTH

Although not everyone will have access to specialty care, pregnant 
women with IBD should coordinate their care with a maternal-fetal 
medicine (MFM) subspecialist and be followed by a gastroenterologist 
(GI) with a clear expertise in IBD. Your OB and/or MFM should lead your 
pregnancy-related care.

An MFM is an OB with an additional three years of formal education 
and is board-certified in maternal-fetal medicine, making them highly 
qualified experts and leaders in the care of complicated pregnancies. An 
MFM is distinct and different from a “high-risk OB.”3

FACT
I only need to talk 
to me obstetrician 
(OB) about my 
pregnancy care.

MYTH

Patients with IBD may undergo a standard vaginal delivery in most 
cases, unless there is active perineal disease present at the time of 
delivery or unique circumstances.1 Special consideration may be given to 
women who have had ileal pouch-anal anastomosis (IPAA, or “J-pouch”) 
surgery.

Your MFM subspecialist will coordinate with your delivery provider of 
choice to ensure proper planning.

FACT
I will have to 
have a C-section 
because I have 
IBD.

MYTH


