
GIE operates an Open Access Endoscopy Service from four locations:

• SUNNYBANK – Brisbane Endoscopy Services

• CHERMSIDE – Chermside Day Hospital

• EVERTON PARK – North West Private Hospital

• AUCHENFLOWER – The Wesley Hospital
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Our Mission at GastroIntestinal Endoscopy is to deliver experienced and accessible endoscopy services with the 
highest quality of healthcare standards to improve the health outcomes of patients and the communities we serve.
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flares of IBD may have on the foetus. A 
case-controlled study has shown that 
preconception counselling leads to 
significantly lower disease relapse risks. 
Active IBD is associated with a four-
to-five-fold increased risk of stillbirth 
compared to those in remission, as 
well as a higher incidence of preterm 
births and low birth weight babies. The 
mother is also at a higher risk of venous 
thromboembolism (VTE). Women with 
active disease at conception have a 
higher risk of active disease during 
the pregnancy, and it is advised that 
women should aim for at least a three 
month corticosteroid-free remission 
before conception. For this reason the 

Management of Inflammatory Bowel Disease 
in Pregnancy Dr Neville Sandford

Edition 2, 2016

IBD in pregnancy poses a particular 
challenge to the clinician as the 
welfare of both the mother and the 
foetus need to be considered when 
selecting optimal treatment. 

The purpose of this article is to highlight 
the special considerations which 
apply when managing this group of 
patients. These recommendations are 
drawn from a recent publication in the 
journal Gastroenterology by the IBD in 
Pregnancy Consensus Group
(Gastroenterology 2016; 150:734–757).

Fertility

Patients with quiescent IBD do not have 
decreased fertility, but active Crohn’s 

disease(CD) may result in infertility by 
inflammation of the fallopian tubes or 
perianal disease causing dyspareunia. 
Also methotrexate and sulphasalazine 
may cause reversible oligospermia 
with resultant decrease in male fertility. 
Women with IBD often have fears of 
the effects of IBD or its treatment on 
pregnancy outcomes, or fears regarding 
pregnancy on the course of IBD. They 
voluntarily remain childless more than 
the general population (14–18% cf 6%). 
Men who have undergone resection 
surgery and in particular ileal pouch-
anal anastomosis (IPAA) may suffer 
from impotence and impaired fertility. 
However the success rate of in-vitro 
fertilization in women with IPAA is 
comparable to women without IBD. 

Preconception Counselling and 
Management

Women often have fears of taking any 
medication during pregnancy, and 
many believe that it is more important 
to tolerate symptoms rather than 
expose the foetus to medications for 
IBD. There is also poor awareness by 
women of the harmful effects that 
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GIE Summer Closing
Sunnybank, Wesley and 
North West  
21 Dec 2016 to 2 Jan 2017

Chermside Day Hospital  
22 Dec 2016 to 8 Jan 2017
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Management of Inflammatory Bowel Disease in Pregnancy
consensus group recommended that 
all women of reproductive age should 
receive preconception counselling to 
improve pregnancy outcomes, and 
also that women with IBD who are 
contemplating pregnancy should 
have objective disease evaluation 
before conception to optimize disease 
management. 

Medication in Pregnancy

Although sulphasalazine and mesalazine 
are safe in pregnancy, dibutyl 
phthalate (DBP), which is in some 
5-ASA formulations (eg Mesasal) to 
localise the release of the medication, 
has been associated with impaired 
neurodevelopment in utero. Patients 
on DBP-containing 5-ASA should be 
switched to formulations without DBP 
before conception and continued 
throughout pregnancy. Women with 
ulcerative colitis (UC) have a 26% rate 
of flare during pregnancy, but if they 
cease 5-ASA or sulphasalazine or reduce 
the dose of these drugs, the rate of flare 
increase to 56%. Women who have flares 
of UC should have optimization of their 
oral and rectal 5-ASA therapy.

Methotrexate is associated with a 
higher risk of miscarriage and foetal 
malformation and should be stopped at 
least three months before attempting to 
conceive. Women who become pregnant 
while taking methotrexate should be 
referred to an obstetrician to discuss 
the risks of teratogenicity and further 
management of their pregnancy.

Although use of corticosteroids 
and thiopurines (azathioprine and 
6-mercaptopurine) have been 
speculated to cause an increased risk 
of foetal malformations and preterm 
delivery, it is difficult to assess the true 
impact of these medications as the 
majority of studies were confounded 
by disease activity. The consensus 

group decided that given 
the low risk of adverse 
pregnancy outcomes 
with thiopurines, 
maintenance therapy 
should be continued 
throughout pregnancy, 
and corticosteroids 
should be used in women 
who have flares of IBD 
during pregnancy.

Pregnant women with 
CD have a significant 

risk of perianal sepsis and development 
of fistulising disease. In non-pregnant 
women this is usually treated with 
metronidazole or ciprofloxacin. A 
meta-analysis of studies in pregnant 
women treated with metronidazole 
showed no increase in preterm birth, or 
congenital abnormalities and women 
exposed to quinolones were found 
to have no increase in malformations 
despite animal studies reporting 
musculoskeletal abnormalities. In the 
absence of compelling evidence showing 
adverse outcomes, the consensus 
group suggested that perianal sepsis in 
pregnant women should be managed as 
for nonpregnant women.

Both infliximab and adalimumab cross 
into the foetal circulation and levels are 
detectable in infants for up to 6 months 
with a potential higher risk of infections 
in newborns. Because of the potential 
adverse pregnancy outcomes associated 
with stopping the anti-TNF therapy, 
the benefits of maintaining remission 
with continued therapy outweigh 
any potential risks to the neonate. In 

very select low-risk pregnant women, 
whose disease is stable and who have a 
strong preference for stopping anti-TNF 
therapy to minimise foetal exposure, 
the consensus group suggested 
administering the last dose at 22–24 
weeks’ gestation. Women with more 
severe flares of IBD who have previously 
shown resistance to corticosteroids 
should be treated with anti-TNF therapy 
unless they have reached 37 weeks 
gestational age when delivery of the 
baby should be considered.

Because of the high risk of VTE in 
pregnant women with IBD, all women 
hospitalized with active IBD or having 
caesarean section should have VTE 
prophylaxis with low-molecular-weight 
heparin.

Investigations during pregnancy

Although previous guidelines have 
suggested pregnant women requiring 
gastrointestinal endoscopic procedures 
should have these deferred to the 
second trimester if possible, more recent 
studies have suggested it is safe to 
perform either flexible sigmoidoscopy 
or colonoscopy throughout all three 
trimesters.

Because radiation exposure to pregnant 
women should be kept to a minimum, 
MRI is preferred over CT scanning and 
although ultrasonography in pregnancy 
is safe, it is difficult to examine the bowel 
after 28–30 weeks. Concerns have been 
raised about the use of gadolinium as a 
contrast agent in pregnancy because of 
adverse pregnancy outcomes in animal 
studies, so this should be avoided in the 
first trimester and if possible thoughout 
pregnancy.

Urgent surgery to manage complications 
of IBD should not be delayed solely due 
to the pregnancy, but ideally should be 
performed at a centre with neonatal and 
paediatric services.

Continued on page 4
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New Toronto consensus for the treatment of 
Helicobacter Pylori Infection in adults Dr Michael Miros

With increasing use of antibiotics there has been a strong emphasis to prevent bacterial resistance to multiple antibiotics. 
Helicobacter pylori however continues to be difficult to treat in a subset of patients with emerging resistance to a lot of 
the antibiotics that we use. 

The recent Toronto consensus has 
recommended a change in first 
line treatment for helicobacter 
and has recommended changing 
from seven days of treatment to a 
fourteen day treatment. The current 
recommendation for first line 
strategy is the use concomitant non 
Bismuth quadruple therapy (PPI) 
twice daily, Amoxicillin 500mg t.d.s, 
Metronidazole 400mgs t.d.s and 
Clarithromycin (PAMC) for 14 days. 
(This would involve Nexium HP7 
for two sequential weeks with the 
addition of Metronidazole 400mg 
three times a day for the two weeks). 

Salvage treatment would be the 
use of Bismuth quadruple therapy 
(PPI + Bismuth + Metronidazole+ 
Tetracycline (Nb: Doxycycline does 
not work) (PBMT) for 14 days. The 
Bismuth and tetracycline can be 
obtained after individual authority 

through TRIMED on the webpage which 
goes through the sequential logistics 
necessary to authorise and buy this 
medication online. 

For difficult to eradicate 
patients, then consider the 
option of an upper endoscopy 
with biopsies for culture 
and sensitivities of H pylori, 
although it is often difficult to 
culture. 

We all need to remember 
that not all patients with 
helicobacter pylori need to be 
treated. There is some evidence 
that mild active H pylori 
can prevent possible eosinophilic 
oesophagitis, gastroesophageal reflux, 
and oesophageal adenocarcinoma 
although this is still debatable. Elderly 
patients with simple gastritis without 
significant intestinal metaplasia may be 
best not treated. 

It is important to eradicate H pylori in 
patients with active peptic ulceration, 
MALT lymphoma or extensive 
intestinal metaplasia of the stomach 

especially if there is a family history of 
stomach cancer.  

Citation: The Toronto consensus for the 
treatment of helicobacter pylori infection in 
adults. Gastroenterology 2016 151((51–69)).

Joining GIE…
GastroIntestinal Endoscopy is delighted to welcome four gastroenterologists to the team. These experienced 
gastroenterologists will provide regular relief of open access endoscopy lists at GIE locations across Brisbane.

Please address your patient referrals to GastroIntestinal Endoscopy for rapid access to experienced, efficient and accessible 
endoscopy services.

DR TONY RAHMAN  
MA DIC PHD FRCP FFICM FRACP

DR RUTH HODGSON  
MBBS BA(Hons-Oxon) MA (Oxon)  

MRCP (Lond) FRACP

DR ANTONY PAN  
MBChB (UOA) BHB (UOA) FRACP



If you require A5 referral pads, please contact one of our four locations below.
Electronic referral templates can be downloaded from our website www.gastros.com.au
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Private practice locations and contact details  
DR RODERICK ROBERTS MBBS FRACP AGAF 
Main Rooms: Level 2, Suite 62, Ballow Chambers 
121 Wickham Tce, Brisbane QLD 4000  
Phone: 3831 2704 | Fax: 3835 1069

DR WILLIAM ROBINSON MBBS FRACP 
Main Rooms: Level 4, Suite 85, Sandford Jackson Building  
30 Chasley St, Auchenflower QLD 4066  
Phone: 3870 7433 | Fax: 3870 7466

DR NEVILLE SANDFORD BSc (Med) MBBS (1st Class Hons) FRACP AGAF 

Open access endoscopy procedures only  
Phone: 1300 442 787

DR MICHAEL MIROS MBBS (1st Class Hons Qld) FRACP 
Main Rooms: 66 Bryants Rd, Loganholme QLD 4129  
Phone: 3801 2233 | Fax: 3801 5212 
DR ANDREW BRYANT MBBS FRACP Dip Av Med (Otago) 
Main Rooms: Level 2, St Andrew’s Place 
33 North St, Spring Hill QLD 4000  
Phone: 3831 7238 | Fax: 3831 7261 
DR HUGH SPALDING MBBS FRACP BVSc PhD 

Main Rooms: 66 Bryants Road 
Loganholme QLD 4129  
Phone: 3801 2233 | Fax: 3801 5212

GIE practice locations and contact details For all appointments, call 1300 4 GASTRO (1300 4 427876)

Brisbane Endoscopy 
Services
Suites 16–18 
McCullough Centre 
259 McCullough Street 
Sunnybank QLD 4109

Phone: 07 3344 1844 
Fax: 07 3344 2739

Chermside  
Day Hospital
Level 1 
Chermside Medical Complex 
956 Gympie Road 
Chermside QLD 4032

Phone: 07 3120 3407 
Fax: 07 3120 3443

North West 
Private Hospital
Endoscopy Unit 
137 Flockton Street 
Everton Park  
QLD 4053 

Phone: 07 3353 3322 
Fax: 07 3353 9325

The Wesley 
Hospital
3rd Floor, East Wing 
451 Coronation Drive 
Auchenflower  
QLD 4066

Phone: 07 3870 3799 
Fax: 07 3870 5069
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Management of Inflammatory Bowel Disease in Pregnancy
Delivery for Pregnant women with IBD

Although some studies have shown 
that women with IBD have twice the 
risk from caesarean section compared 
with the general population and other 
studies have reported development 
or worsening of perianal disease after 
vaginal delivery, a meta-analysis of 
seven studies found no increased risk of 
IBD in offspring delivered by caesarean 
section compared with vaginal delivery. 
Vaginal delivery does not appear to 
increase the risk of exacerbation of the 
disease during the post-partum period 
in women with inactive perianal CD. Any 
decision on the mode of delivery should 
be based on obstetric considerations 
rather than on the diagnosis of IBD. 

Caesarean section should be considered 
for women with active perianal disease 
or IPAA, to reduce the risk of anal 
sphincter or peri-anal injury.

Breast-feeding and Vaccination

Because discontinuation of medication 
may lead to disease flares, and as 
the levels of 5-ASA , corticosteroids, 
thiopurines, and anti-TNF drugs are low 
in breast milk, the decision to breast-
feed should not be influenced by the 
taking of these drugs, nor should the 
drugs be stopped in women who wish 
to breast-feed. Methotrexate, however, 
may accumulate in neonatal tissue and 
should be avoided by breast-feeding 
women.

Newborns of women who were on 

anti-TNF therapy during pregnancy 
should not have live vaccinations within 
the first six months.

Summary

Although the strength of evidence 
supporting these consensus statements 
was very low due to the absence of 
clinical data, higher-quality evidence 
is unlikely to become available in the 
near future. The strength of these 
recommendations is driven by the 
life-threatening risks that active IBD 
poses to the foetus during pregnancy. 
Optimal management of IBD before 
and during pregnancy is essential to 
achieving favourable maternal and 
neonatal outcomes.


