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Abstract and Introduction

Abstract

Gynecologic disorders occur commonly in women with Crohn's disease and ulcerative colitis. Frequently, these
women also suffer menstrual disorders with gastrointestinal symptoms that overlap with those related to
inflammatory bowel disease (IBD). Knowledge of the range of gynecologic problems--for example, dysfunctional
uterine bleeding, fistuia or abscess of the perineum or vagina, dyspareunia, subfertility possibly due to tubal
blockage, and ovarian dysfunction related to bowel disease--that have been associated with IBD will assist
practitioners in treating these women. Prostaglandins, released by the endometrium at menstruation, cause
contraction of uterine smooth muscle, resuiting in the cramping pain of dysmenorrhea. Prostaglandins also are an
important component of the inflammatory process in active IBD; by increasing contractility of Gl smooth muscle, they
are associated with diarrhea and abdominal pain. Menstrual pain and menses-related Gl symptoms may be difficuit
to distinguish from symptoms related to IBD. Endometriosis may present with symptoms similar to an acute episode
of iBD. Mucosal changes in the bowel can occur in association with endometriosis, and can be confused with the
histologic features of IBD. The distinction is important. For example, while nonsteroidal anti-inflammatory drugs may
relieve symptoms of dysmenorrhea, they often are contraindicated in IBD. To provide optimal evaluation and
treatment, all health care professionals who treat women with 1BD should be aware of the spectrum of gynecologic
conditions that may be encountered.

Introduction

Inflammatory bowel diseases (IBDs), including Crohn's disease and ulcerative colitis, are a set of chronic recurring
diseases with equal gender ratio.l'!Most patients are diagnosed in young adulthood, although the disorder may
develop at any time of life. The incidence of IBD is relatively low, with 9-10 cases of Crohn's disease and 15-19
cases of ulcerative colitis per 100,000 women occurring each year.l2:3 However, because of recurring episodes of
active disease, the prevalence of IBD is much higher than the incidence. The prevalence of ulcerative colitis is
between 70 and 99 cases per 10,000 people. That is about twice the prevalence of Crohn's disease, which is
between 35 and 56 cases per 10,000 people.[¥l By not identifying asymptomatic cases, current studies probably
underestimate the true prevalence of IBD by 27% to 38%.4!

The causes of IBD are unknown. It is likely that genetic factors are important, since there is an increased risk in first-
degree relatives.['l Environmental factors are also important. The incidence of ulcerative colitis is inversely related to
smoking, while Crohn's disease is directly associated with smoking.!®! Pathophysiologic features of the diseases
show some overlap. Crohn's disease is characterized by transmural bowel inflammation, most commonly affecting

- the terminal ileum and colon, although the alimentary tract may be affected at any site. Symptoms include
abdominal pain, diarrhea, fever, weight loss, fistula formation, and extra-intestinal manifestations, including arthritis,
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uveitis, and erythema nodosum. The pathologic features of ulcerative colitis include superficial ulceration extending
in a continuous fashion proximally from the rectum. The cardinal symptom is bloody diarrhea; systemic symptoms
and signs are less common than with Crohn's disease. Indeterminate colitis refers to those cases where a definite
distinction between Crohn's disease and ulcerative colitis cannot be made (Fig. 1).
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Figure 1. Crohn's disease involving the small intestine. Mucosal surface shows hyperemia and focal
areas of ulceration. Reprinted with permission from The University of Utah Health Sciences Center
WebPath Copyright © 1994-1996, 1997 by Edward C. Klatt, MD, The University of Utah Health
Sciences Center, and by designated contributors.
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Figure 2. Eroded mucosal surface in ulcerative colitis extending proximally from rectum. Only islands
of mucosa remain, creating "pseudopolyps.” Reprinted with permission from The University of Utah
Health Sciences Center WebPath Copyright © 1994-1996, 1997 by Edward C. Klatt, MD, The
University of Utah Health Sciences Center, and by designated contributors.
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Figure 3. Endoscopic view of (A) bowel with mild Crohn's; (B) normal bowel; © bowel with mild
ulcerative colitis. Reprinted with permission from Atlas of Gastrointestinal Endoscopy, Copyright
©1997, Atlanta South Gastroenterology, P.C. All rights reserved.

Gynecologic disorders occur commonly in women with 1BD, although they have received relatively little study.(5.7]
There may be considerable overlap in symptoms attributable to gynecologic disorders, IBD, or both. Knowledge of
the range of gynecologic problems that women with IBD may experience will assist practitioners in caring for these
women. This article reviews the relevant literature and presents strategies for identifying and managing common
gynecologic disorders in women with IBD. The challenge is often to identify and correctly associate the condition
with IBD, so that further evaluation and management can be carried out as indicated.
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Menstrual Abnormalities Linked to IBD in Pathogenesis

The interaction between Gl function and menstrual function is complex, and not completely understood.
Prostaglandins are an important component of the inflammatory process in active IBD, and, by increasing
contractility of Gl smooth muscle, they are associated with diarrhea and abdominal pain. Prostaglandins dre also
released by the endometrium during menstruation, causing contraction of uterine smooth muscle and resulting in the
cramping pain of dysmenorrhea. By this mechanism, symptoms attributed to menstruation and IBD may overlap.
About two thirds of women describe a change in bowel habits with menses, with about half of those experiencing
loose or more frequent stools.®l Women with dysmenorrhea experience even more menses-related Gl symptoms
than women without dysmenorrhea,[®] Although this has not been specifically studied, it is possible that women may
experience an exacerbation of symptoms of IBD during menses.

The influence of sex steroid hormones on the Gl tract is controversial. Some studies report prolonged Gl transit time
in the luteal phase of the menstrual cycle, after ovulation, when progesterone levels are increased, compared with
the pre-ovulation, or follicular, phase in the first half of the cycle.['%11] However, other studies have not found a
menstrual cycle-related difference in transit time.l'2-141 Whether sex steroid hormones exert an influence on IBD is
unknown.

The prevalence of menstrual abnormalities has not been well studied in women with IBD. There are no data
regarding menstrual patterns in women whose IBD has been medically managed. Among women who have had
surgery related to IBD, the prevalence of all menstrual abnormalities, such as menorrhagia and irregular menses,
was 60% in women with Crohn's disease and 53% in women with ulcerative colitis.”) Menstrual patterns were similar
in women before and after proctocolectomy for IBD.['318] For example, 31% of women experienced menstrual
problems after ileal pouch-anal anastomosis, versus 23% before surgery.['”} The high rate of menstrual
abnormalities in women with IBD has not been explained, although it seems likely that menstrual disturbances would
be more commaon in women whose IBD was severe enough to require surgery. Disruption of normal menstruation
could be related to impaired ovarian function due to the stress of chronic disease, multiple surgeries, or poor
nutrition.

Endometriosis may coexist with 1BD, with symptoms typically worsening during the luteal phase and peaking during
menstruation. As already mentioned, menstrual pain and possibly menses-related Gl symptoms may be difficult to
distinguish from symptoms related to 1BD. Endometriosis involving the small or large bowel may present with
symiptoms similar to an acute episode of IBD.['8-2) Mucosal changes in the bowel can occur in association with
endometriosis, and can be confused with the histologic features of IBD.[2%}

Differences in medical management.Menstrual abnormalities can usually be managed using standard treatments.
In general, medical treatment, which is associated with relatively low risk and low cost, is recommended as the first
line of therapy. Dysmenorrhea typically responds well to nonsteroidal anti-inflammatory drugs (NSAIDs). However,
because NSAIDs can cause Gl irritation, ulceration, and bleeding, they should generally be avoided in women with
IBD.I The mainstay of managing menstrual abnormalities is hormonal therapy. Yet, the use of oral contraceptive
pills (OCPs) in women with IBD or in those at risk for IBD is somewhat controversial. The debate centers on 2 main
issues.

The first issue is whether OCPs are causally related to the development of IBD. In rare cases, OCPs have been
associated with a form of thrombotic colitis that has pathologic features similar to those seen with Crohn's disease,
which resolves when QCPs are discontinued.l22-2%]1 However, almost ali of these cases were associated with
relatively high-dose estrogen OCPs. The dose of estrogen in current OCPs is associated with a much lower risk of
thrombotic events.[*®] One of the proposed pathogenetic mechanisms for IBD, specifically Crohn's disease, involves
multifocal G! infarction mediated by a chronic mesenteric vasculitis.®*3? Study of the relationship between the
development of IBD and the use of OCPs has produced conflicting results. The weight of evidence based on
prospectivel??! and case-controlled studies®®*-%®! shows no significant relationship between OCP use and the
development of either Crohn's disease or ulcerative colitis. Other case-control studies have shown a modest
increase in relative risk for the development of IBD. This effect was seen only in some subgroups of women using
OCPs--for example, those with extended-duration OCP use.[%6-39]

The second issue is whether the use of OCPs in women with IBD has any influence on disease activity. There is no
evidence that women with IBD experience a difference in disease activity related to OCPs, although this has-
received very little attention. Only 1 study has examined this issus. That study, which stratified surgical outcomes by
OCP use in women treated surgically for Crohn's disease, failed to show an increased rate of recurrent surgery in
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women taking OCPs.[40

OCPs are useful in the treatment of women with menstrual abnormalities. They can be used to treat menorrhagia
(excessive menstrual blood loss) and irregular menstruation, including menstrual intervals that are abnormally short
(polymenorrhea) or abnormally long {oligomenorrhea). OCPs promote regular menses, with duration and amount of
menstrual flow usually less than in a woman's natural cycle. OCPs are also very effective in the treatment of
dysmenorrhea and can be used as a treatment for endometriosis. By suppressing ovulation, OCPs can help prevent
the development of functional ovarian cysts.

Differences in surgical management. If medical therapy is not successful in resolving menstrual abnormalities,
surgery may be indicated. Women with IBD may be good candidates for conservative surgery such as endometrial
ablation, to avoid the potential morbidity of a hysterectomy. Little information is available about the indications for
and outcome of hysterectomy in women with IBD. In one series of women who had previously had surgery for IBD,
18% of women had undergone hysterectomy at a mean age of 36 years.l’) The most common indications for
hysterectomy in this study were abdominal pain and abnormal uterine bleeding; in contrast, fibroids are the most
common indication for hysterectomies overall [41]

Perineal Disorders

The key to the diagnosis of perineal disorders in women with IBD is to maintain a high index of suspicion for
conditions that may not be simply gynecolegic disorders. This is particularly challenging in women who do not
already carry the diagnosis of IBD. Perineal involvement in IBD, particularly in Crohn's disease, may antedate the
development of bowsl symptoms by years, In a woman with established IBD, any condition of the perineum should
be considered related to the IBD until proven otherwise.[*2]

Early case reports of vulvar Crohn's disease suggested that IBD affecting the vulva was rare.®349 However, more
has been written about this topic recently, and it seems likely that perineal and vulvar manifestations of IBD are
under-recognized and underreported.’*%-3] Cutaneous manifestations of Crohn's disease can occur in up to 44% of
patients, either with fistulous extensions to perineal skin or with so-called metastatic lesions, which are separated
from intestinal lesions by intervening normal skin.[®4 Differential diagnoses should be considered for vulvar
conditions in women with IBD, including severe herpes, Behget's syndrome, lymphogranuloma venereum, fungal
disease, foreign body reaction, actinomycosis, lymphangiectasia, and vulvar tuberculosis or sarcoidosis.[%5] The
differential should also include hidradenitis suppurativa, a chronic skin infection of apocrine sweat glands with
chronic draining abscesses, sinuses, and fistula formation.®® Crohn's disease coexists with hidradenitis of the

perineum in up to 39% of patients with hidradenitis suppurativa, further complicating its diagnosis and management.
[67]

Fistulas and abscesses--epidemiology. The occurrence of a fistula or abscess of the perineum or vagina should
always raise the suspicion of IBD, particularly Crohn's disease, even in the absence of bowel symptoms.
Rectovaginal fistulas have been reported in up to 23% of women with Crohn's disease.®®8 In a large series of
women with rectovaginal fistulas, 15 of 138 (11%) were due to Crohn's disease.!®® Fistula formation is
characteristically associated with Crohn's disease, but anorectal complications, such as draining sinuses and
fistulas, also occur with ulcerative colitis.l’?! Crohn's disease should be suspected whenever a rectovaginal fistula
develops after vaginal delivery. This may occur with or without breakdown of an associated episiotomy or
episioproctotomy, or after failure of a previous repair.[71]

Diagnosis. Perineal disorders, including abscesses and fistulas, may present with symptoms of gradual or sudden
onset of vulvar pain, swelling, vulvovaginal irritation, malodorous discharge, and gas or fecal incontinence. Vulvar
symptoms may be unilateral or bilateral. Patients should be questioned for other symptoms that may be associated
with active IBD, including diarrhea and abdominal cramping, as well as extraintestinal symptoms that suggest
systemic manifestations such as fever, joint pain, or weight loss.

The physical examination may reveal anorectal or vulvovaginal ulcerations or cellulitis. An abscess of the vulva may
have the appearance of an abscess of a Bartholin's cyst, depending on its location. Biopsy of the affected area may
be diagnostic for IBD with histologic features of a noncaseating giant cell granuloma; special stains and cultures for
acid-fast bacilli and fungal elements should be obtained to exclude tuberculosis and fungal diseases. Office
drainage of a fluctuant mass can be accomplished with local anesthesia, but excision of the affected area should not
be attempted. If labial swelling is present without fluctuance, it is unlikely that a drainable collection is present;
therefore, incision and attempted drainage should not be performed.
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An abscess may be associated with fistula, or it may appear as a relatively limited area of erythema, with or without
chronic drainage. The origin of the fistulous tract may not be immediately evident on examination. The site may be
probed using a lacrimal duct probe or small-caliber cervical dilator. If it is difficult to identify the fistulous tract, one
may attach a plastic anglocatheter (with the needle removed) to a small syringe of hydrogen peroxide, and inject
while trying to thread the catheter into the fistula. If hydrogen peroxide bubbles from the rectum, the presence of a
fistulous connection to the rectum will have been confirmed.

Treatment. It is necessary to treat the associated IBD to provide the best chance for long-term resolution of perineal
disorders. Anti-inflammatory drugs are the mainstay of medical therapy for IBD. Options include sulfasalazine or
topical 5-aminosalicylic acid administered as an enema, or steroids given orally, systemically, or locally as an
enema.!l Immunosuppressive drugs such as mercaptopurine, azathioprine, and cyclosporine may also be useful.’?
Metronidazole in high doses (20mg/kg per day) can be extremely effective in improving perineal disease, and should
be maintained for at least 4 months, then tapered off and stopped.[73.741 A small proportion of rectovaginal fistulas
will resolve with medical management of bowel disease.

The surgical repair of rectovaginal fistulas in women with IBD can be accomplished in a variety of ways. Some
superficial fistulas may resolve with fistulotomy, in which the fistula tract is incised without tissue reapproximation.
75,76 When the bowel disease is quiescent, simple fistulas can be repaired primarily. This may be accomplished
gither transvaginally, with excision of the fistula tract and a layered closure,®8.77] or transrectally, with advancement
of rectal mucosa over the fistula.I’®-89 Complex fistulas may benefit from staged repair, with temporary intestinal
diversion. Reversal should be delayed until healing has occurred.®'82] With recurrent fistulas, the use of gracilis
myocutaneous flaps may increase the chance of successful repair by bringing in fresh tissue and blood supply.[63:84]
Proctectomy or proctocolectomy with permanent intestinal diversion may be necessary as definitive surgical therapy
for recurrent fistulas, but even this may not be effective without coincident medical therapy.l7% Overall, success rates
for rectovaginal fistula repair average about 75%, ranging from 60% to 93%.188.75.77.78.81.821 A novel approach to
fistula treatment uses autologous fibrin "glue" to seal the fistulous tract and aid in healing.[83:36)

Vaginal discharge.Bothersome vaginal discharge occurs in up to 45% of women who have had surgery for IBD.
[7.18] Women may complain of extremely heavy vaginal discharge, especially discharge that leaks out of the vagina
with sitting or standing, or malodorous discharge. After proctectomy or proctocolectomy, the orientation of the vagina
becomes more posterior. Without the intervening rectum, the apex of the vagina may become fixed to the sacrum
and coccyx, and vaginal secretions pool in the posterior vaginal fornices.!.87] Sjodahl and colleaguesl®®] have
described a procedure to correct this dorsocaudal dislocation of the vagina, or "horizontal vagina syndrome.” The
procedure, which is not in wide clinical use, involves the interposition of gluteus maximus muscle flaps between the
posterior vagina and sacrum. :

The bacteriology of the vagina in women with IBD has not been specifically studied, although Moody and colleagues
8% reported that vaginal yeast infections occurred more commonly in women with Crohn's disease compared with a
control group. Perhaps this is related to frequent courses of antibiotics, with or without steroid treatment. In women
receiving these therapies, vaginal yeast may overgrow the normally predominant lactobacilli in the vaginal
environment, or those lactobacilli may he replaced by enteric or other pathogenic bacteria.

Women should be instructed in vulvar hygiene, with emphasis on keeping the vulvar area as open and dry as
possible and avoiding all potential irritants. Documented vaginal infections should be treated with the appropriate
antimicrobials; if bacterial or yeast infections persist or recur frequently, long-term suppressive treatment may be
considered. When pooling of vaginal secretions occurs, women can use intermittent vaginal douching for
symptomatic relief.

Issues of sexuality. Sexual problems in women with IBD may be related to the disease process itself, the effect of
surgical treatment, or both. Perineal fistulas or abscesses contribute to perineal pain with intercourse, particularly in
women with Crohn's disease. An estimated 50% to 60% of women with IBD experience abdominal pain with
intercourse.81 Another factor interfering with sexual activity is the sensation of rectal pressure and urgency during
intercourse, and the fear or occurrence of fecal incontinence. These problems may be severe enough to lead to
abstention from sexual activity. In a study of women in stable relationships, 14 of 50 women (28%) with Crohn's
disease were not sexually active, whereas only 2 of 50 control women (4%) without Crohn's disease reported not
being sexually active.l® Howsver, for women with either Crohn's disease or ulcerative colitis who continue to be
sexually active, their frequency of intercourse does not differ from control groups of women without 1BD.[88.89]

As described above, proctectomy sometimes results in postoperative dislocation of the vagina, which may make it
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difficult to have intercourse. Dyspareunia has been reported in at least 1% and as many as 38% of women after
proctocolectomy.[1518.91-94) |n some cases, the postoperative dyspareunia may be temporary. One study found that
primary closure of the perineal wound, rather than healing by secondary intention, resulted in more rapid healing of
the perineum, although breakdown of the perineal wound occurred in 50%.195] Proctocolectomy may also be
associated with sexual dysfunction related to nerve disruption, particularly with more radical resections such as
those performed in patients with rectal cancer. This is a well-recognized complication in men, although with
improved nerve-sparing surgical techniques, the rate of permanent sexual dysfunction in men following
proctocolectomy for benign disease is 3%.1%%] Sexual dysfunction may be more subtle in women. Two reports have
suggested that no impairment in orgasmic ability is seen after proctocolectomy,[1%.93]

In addition to physical factors that may interfere with sexual function, there are psychological factors, such as loss of
positive body image and embarrassment or shame associated with stomas. %97 Women benefit from open
discussions about sexuality, such as sharing their expectations and getting advice about changes after surgery [#3]
Many women experience enhanced sexual function after surgery, which is attributed to an overall improvement in
health and well-being.[15]

Fecal incontinence is commaon in women with IBD--in one series of women who had undergone surgery for iIBD, the
rate was 60%.1 Women should be specifically questioned about the occurrence of fecal incontinence, as they may
be too embarrassed to volunteer this complaint. The mechanisms of fecal incontinence can include 1 ora
combination of the following factors: diarrhea that overcomes the anal sphincters, incompetence of the anal
sphincters due to destruction from the inflammatory process of the bowel disease, damage from previous surgery or
childbirth injury, or rectovaginal fistulas.

Gynecologic Surgery

Abdominopelvic pain in women with IBD may be attributable fo their bowe! disease, to adhesions from previous
surgical procedures, or to gynecologic conditicns. While the same differential diagnoses should be considered as for
any woman with acute or chronic pain, the way in which the spectrum of etiologies for pain differs in women with IBD
is unclear.

Ovarian cysts, The prevalence of ovarian cysts may be somewhat higher in women with IBD; in one study, ovarian
cysts were found in 3 of 61 (5%) women with Crohn's disease and in 5 of 64 (8%) women with ulcerative colitis,
versus 2 of 100 (2%) controls.[®9] Especially in women who have had multiple previous abdominal surgeries related
to IBD, the ovaries may become trapped in the retroperitoneum or surrounded by adhesions, leading to cyst
formation.['7.100 "Pseudocysts" may develop with the accumulation of fiuid in peritoneal inclusion cysts.[191-103]
Rarely, the ovary becomes directly involved in the inflammatory process (oophoritis). The ovary may also be
involved indirectly, with formation of an intestinal fistula.[104.105]

There are no data to assist in making management decisions for women with apparent ovarian cysts. Considering
the potential morbidity of surgery, a conservative approach is important. When an apparent ovarian cyst is
discovered on an imaging study, clinical correlation is important. An asymptomatic, simple, fluid-filled cyst may be
followed conservatively; if 2 imaging studies show stability of the cyst, then no further evaluation or treatment may
be necessary. If initial ultrasound findings are equivocal or difficult to interpret, CT may provide useful additional
information.l'%] Contrast opacification of bowel is necessary to distinguish thickened loops of bowel from a pelvic
mass or abscess. If indicated, drainage of fluid-filled cysts may be accomplished with radiologic (ultrasound or CT
scan) guidance.

Surgical approach. When surgery is necessary, most commonly because of pain or a mass suspicious for ovarian
cancer, the choice of surgical approach can be problematic. Traditionally, women with multiple previous surgeries
related to IBD would not be considered good candidates for laparoscopic surgery, due to the likelihood of dense
adhesions and the risk of bowel injury. Recent studies concerning laparescopic bowel surgery related to iBD found
that the use of laparoscopy for intestinal resection or diversion was feasible.[97.1%8] However, the risks and benefits
of the laparoscopic approach, in addition to the surgeon's laparoscopic skill and experience, should be carefully
weighed when deciding between laparotomy and laparoscopy. Under most circumstances, laparotomy is the
recommended approach. All women should undergo mechanical bowel preparation before undergoing any surgery.

When hysterectomy is necessary, the choice of surgical approach again involves weighing relative risks and
benefits. In women who have had a proctocolectomy, the upper vagina, cervix, and lower uterus may be adherent to
the sacrum and coccyx. In this situation, excessive blood loss may occur if sacral veins are disrupted. Vaginal
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hysterectomy should be performed when possible, to avoid such potential problems as morbidity inherent in an
abdominal incision, disruption of an abdominal stoma, and the need for extensive lysis of adhesions to reach the
pelvic organs. Adhesions encountered with vaginal hysterectomy can usually be lysed with less difficulty than those
encountered with the abdominal approach. As discussed above, laparoscopic hysterectomy should probably be
avoided in women who have undergone multiple abdominal surgeries related to 1BD.

Hysterectomy with or without cophorectomy may be performed at laparotomy; it may also be combined with different
bowel procedures performed to treat manifestations of the bowel disease, such as proctocolectomy with pelvic
pouch or ileo-anal anastomosis. When adhesions are encountered at laparotomy, exposure to the pelvis may be
gained by dissection of the bowel "en masse" from the uterus and pelvic side walls, and avoiding lysis of adhesions
between bowel loops. Once the bowel is freed from the pelvis, the ureters should be identified by retroperitoneal
dissection.

Fertility

The literature is somewhat contradictory regarding fertility in women with IBD, Initial reports suggested that women
with ulcerative colitis were subfertile,['99.110 ajthough more recently it has been stated that fertility is not affected by
ulcerative colitis.l''.112) Most agree that women with Crohn's disease experience higher rates of infertility and
subfertility than women without IBD.I*13] Infertility may be related to 1 or more of the following factors: tubal blockage
from the bowel disease or previous surgery, ovarian dysfunction with anovulation or cligo-ovulation, or decreased
sexual activity. In the past, women with IBD may have been advised to avoid pregnancy, but current
recommendations are less restrictive. There is little evidence to suggest that preghancy has a consistent sffect on
the course of IBD. When possible, conception during remission is preferable, since active disease at conception

may increase the risk of spontaneous abortion. In general, medical therapy may be used as in nonpregnant women.
[112,114-116]

Routine Gynecologic Care

In children with IBD, particularly Crohn's disease, growth may be impaired, and puberty may be delayed if disease
remission is not achieved.['17] Growth restriction may be the first or only manifestation of IBD in children, so testing,
including a complete blood count, erythrocyte sedimentation rate, and serum folate, should be performed if a growth
problem is suspected. Anal, perirectal, and vuivar manifestations of Crohn's disease frequently predate the
development of bowel symptoms and the diagnosis of IBD in children; therefore, a high index of suspicion must be
maintained in children with vulvar disease.!56.601

For all women of reproductive age, regular gynecologic examinations are essential for health maintenance and
screening. This is even more impérative for women with IBD. All sexually active women should receive appropriate
counseling about and screening for sexually transmitted disease. Women should also receive regular Pap smear
screening for cervical cancer.

Management of menopause is the same for women with IBD as for women without this disorder. Hormone therapy
can he offered to all women who do not have specific contraindications, such as active liver disease. The risk of
thrombotic events is not increased in women on menopausal hormone therapy, since the dose of estrogen is so low.
Women with a history of menstrual abnormalities, or those who have received steroid treatment for their bowel
disease, may be at especially high risk for osteoporosis. Bone densitometry can be performed to provide a haseline
bone mass measurement, and therapy planned accordingly.

Contraception. Even in women with subfertility due to IBD, particularly Crohn's disease, the need for contraception
should not be neglected. Reversible methods of birth control are available to women with IBD. OCPs have already
been discussed in the context of treatment for menstrual abnormalities; obviously, the use of OCPs will also provide
effective contraception. Long-acting progestins {either medroxyprogesterone acetate 150mg given as an
intramuscular injection every 12 weeks or subdermal implants of sustained-release levonorgestrel, which lastup to 5
years) are very effective. Their most common side effact is irregular bleeding. The intrauterine device (IUD) provides
highly effective contraception and is associated with a very low risk of pelvic infection in women who are at low risk
for sexually transmitted infections. The risk of infection associated with IUDs in women with IBD has not been
speacifically studied, it is possible that the risk may be higher in women with active pelvic infection due to IBD. Two
1UDs are currently available in the US; the copper-containing IUD is effective for up to 10 years, while the
progesterone-releasing IUD requires yearly removai and replacement.
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In general, barrier methods are less effective in preventing pregnancy than hormonal methods or intrauterine
devices. However, when used consistently and correctly by motivated couples, the effectiveness of condoms with
vaginal spermicide is about 90%. In women who have alterations in vaginal anatomy after proctocolectomy, a
diaphragm may not be a good choice as a proper fit may not be possible.

Couples who have completed their families may request sterilization as a permanent method of birth control.
Consideration should be given to vasectomy for the man, to avoid the need for surgery in the woman. When the
woman is sterilized, laparoscopy should probably not be attempted if she has had multiple surgical procedures. In
these women, sterilization may easily be performed at the time of laparotomy for bowel indications. It is not known if
the effectiveness of sterilization is any different in women with IBD. The long-term failure rate of sterilization by tubal
interruption is about 2%, with a relatively higher failure rate in younger women [118]

Summary

Gynecologic disorders occur commonly in women with Crohn's disease, ulcerative colitis, and other forms of IBD.
For optimal evaluation and treatment, all health care professionals who treat women with IBD should be aware of
the spectrum of gynecologic conditions that may be encountered. Menstrual disorders are common and are
associated with pain and other symptoms that may overlap with those related to IBD. The diagnosis of perineal
disorders, including fistulas and abscesses, requires a high degree of suspicion for IBD. Women with IBD frequently
have sexual problems, due to the disease itself, surgical treatment, or both, and they may benefit from appropriate
evaluation and treatment. Gynecologic surgery presents many challenges in women with I1BD.

Editorial Comment: Gynecologic Complications Can Be Crippling With Crohn's

| congratulate Dr. Weber and Dr. Belinson for their organized approach to the gynecological disorders that may
either accompany or complicate inflammatory bowel disease (IBD). While there is extensive literature on the
interrelationship between IBD and pregnancy, there is little on problems affecting the vagina, uterus, and ovaries in
the nonpregnant woman with Crohn's disease and ulcerative colitis. Unforfunately, neither
obstetricians/gynecologists nor gastroenterologists have sufficient data from controlled trials from which to draw
conclusions. Nevertheless, experienced clinicians in both disciplines have provided us with many consistent
observations over the past 50 years. From a gastroenterologic perspective, | would have preferred the title,
"Gynecologic Disorders Complicating Inflammatory Bowel Disease.” It is reasonable to anticipate that gynecologic
disorders will arise in association with IBD, given the fact that there are about 2 million people with IBD in the US.

In menstruating women with ulcerative colitis, the most challenging symptom complex seen by the
gastroenterologist is diarrhea that recurs or-worsens during or just prior to the menstrual period. This has not been
demonstrated to correlate with endoscopic evidence of active colitis in most cases, and it does not seem to be
prevented by maintenance medications used in treatment. Qccasionally, the symptoms are sufficiently severe to
warrant administration of oral stercids during the time of the menstrual period, usually leading to alleviation of
symptoms.

In Crohn's diseass, gynecologic complications are far more crippling both physically and emotionally. One
characteristic of Crohn's disease is the fistula, an abnormal channel arising from the primary inflammatory process in
the bowel and burrowing in many possible directions, encompassing ancther bowel or intestine, the urinary bladder,
and the skin. Most of these fistulas originate in the distal small bowel or ileum, but one of the more common ones --
the rectovaginal fistula -- passes from rectum to vagina. Other Crohn's disease fistulas do not originate in the bowel
itself but begin as abscesses in the vicinity of the rectum. These periractal or perianal abscesses present on the skin
of the perineum (belween vagina and rectum), on the vaginal labia, and within the rectum or vagina. These
abscesses and fistulas are responsible for pain, mild to incapacitating diarrhea, and sometimes passage of fecal
content from the bowsl. These perirectal abscesses and fistulas can be treated surgically and will provide temporary
relief. Unfortunately, the relief is rarely of long duration without freatment of the underlying Crohn's disease.

Drug therapy of Crohn's disease seems to reduce inflammation, but very few of the available drugs have favorable
effects against fistulas. As indicated by Dr. Weber and Dr. Belinson, metronidazole has been effective for these
complications, but unfortunately, adequate dose usually causes a neuritis and necessitates reduction or
discontinuation of the drug. Furthermore, metronidazole cannot be used during pregnancy because of its toxicity to
the fetus. The only maintenance medications shown to heal fistulas and keep them closed are the
immunosuppressives. For oral maintenance therapy, these include mercaptopurine and azathioprine. Fortunately,
these drugs are well tolerated by most patients, but they also require monitoring of the whole blood count.
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| would like to emphasize one final point made by the authors. The nonsteroidal anti-inflammatory drugs (NSAIDs)
have been shown to aggravate existing ulcerative colitis and Crohn's disease. In fact, the onset of either disease
often coincides with their use. Therefore these drugs -- which include aspirin, ibuprofen, and naproxen -- often used
for menstrual pain, should be avoided by patients with IBD.

Burton I. Korelitz, MD

Chief, Section of Gastroenterology
Lenox Hilf Hospital

New York, N. Y.

Clinical Professor of Medicine

New York University School of Medicine
New York, N. Y,
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