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Introduction
This booklet provides evidence–based information about women–specific aspects of 
inflammatory bowel disease (IBD), which includes Crohn’s disease and Ulcerative Colitis. 
About half of all patients living with IBD are women, and it is important to understand the 
unique health needs that may arise.

This guide addresses the unique challenges women with IBD face throughout different life 
stages and offers practical guidance for managing these issues. It also covers important 
non–IBD related factors that affect women globally, as these conditions may coincide with 
IBD and require coordinated management approaches.

The information in this booklet was accurate at the time of publication; as with all clinical 
guidance, recommendations may evolve over time.

Hormonal Influences and 
Sex Differences in IBD
The main IBD symptoms – abdominal pain, diarrhoea, fatigue, and rectal bleeding – affect 
both men and women, though women may experience these differently depending on 
where they are in their menstrual cycle or life stage.

Women tend to have a higher risk of developing Crohn’s disease, particularly in early 
adulthood and later in life, while ulcerative colitis is slightly more common in men.

Women with IBD often report higher levels of pain, fatigue, and low mood than men.
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Menstrual Health

IBD and Menstrual Bleeding
Approximately one third of women report that symptoms associated with IBD worsen 
around the time of their period. This can happen even when disease is inactive.

Women who experience more difficult periods tend to report poorer quality of life related 
to IBD symptoms overall.

Tracking your menstrual cycle alongside your IBD symptoms can help identify patterns. 
Apps or a simple diary can help you and your IBD team understand your individual 
triggers.

Heavy Menstrual Bleeding

Important: Heavy menstrual bleeding (HMB) is not directly caused by 
IBD, but it is a common gynaecological condition that may coincide 
with IBD. Women with IBD may have additional considerations 
regarding treatment options and iron management.

What is Heavy Menstrual Bleeding?

Heavy menstrual bleeding (HMB) is defined as excessive menstrual blood loss which 
interferes with a woman’s physical, emotional, social, and material quality of life.

	� 1 in 5 women experience heavy menstrual periods
	� HMB affects roughly 30% of European women of reproductive age

How to Recognise HMB

The HSE defines heavy bleeding as:

	� 	Bleeding that needs pads and tampons 
together, or extra pads at night

	� 	Periods that last longer than 7 days
	� 	More than 80ml of blood loss per cycle
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Key symptoms

	� 	Changing pad or tampon 
every 1–2 hours

	� 	Blood clots larger than 2.5cm

	� 	Bleeding through clothes or bedding
	� 	Fatigue, tiredness, or shortness of breath
	� 	Avoiding daily activities due to bleeding

Causes of HMB

Common causes include fibroids, polyps, endometriosis, adenomyosis, PCOS, thyroid 
problems, anovulation, bleeding disorders such as von Willebrand’s disease, and certain 
medications including the copper IUD.

When to Seek Help

Contact your healthcare provider (GP) if you experience any symptoms of HMB, 
significant impact on daily activities, signs of anaemia (fatigue, breathlessness, pale skin), 
or pelvic pain.

Iron Deficiency and Tracking
Iron deficiency and anaemia are major causes of morbidity in women globally, and women 
with IBD are particularly susceptible.

Iron deficiency can result in severe fatigue, reduced exercise capacity, and poor work 
performance. Regular monitoring of iron levels is essential, and supplementation may be 
necessary.

While oral iron supplements are commonly prescribed, they may not be well absorbed 
in IBD patients due to intestinal inflammation and can cause gastrointestinal side effects 
such as constipation, nausea, and abdominal discomfort. Intravenous iron offers better 
absorption, faster correction of iron deficiency, and avoids these side effects – making it a 
valuable option for many women with IBD.

Tracking Cycles
Keeping a record of both menstrual cycles and IBD symptoms helps identify patterns. 
Digital apps or a paper calendar can help you track cycle dates and symptom severity.
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Gynaecological 
Conditions
Crohn’s disease can sometimes affect the genital area, though this is not common. When it 
does occur, it is often missed or diagnosed late – so knowing what to look out for matters.

Vulval Crohn’s disease
Vulval Crohn’s disease affects around 2–5% of women with Crohn’s disease. It causes 
inflammation in the vulval tissues and can produce symptoms including:

	� Persistent vulval pain or discomfort
	� Swelling and redness
	� Deep ‘knife–cut’ ulcers

	� Draining sinuses or openings in the skin
	� Pain during intercourse

If you notice any of these symptoms – or any unexplained changes in the vulval area – raise 
them with your IBD team. Early diagnosis leads to better outcomes and helps prevent 
complications. Treatment usually involves a combination of topical therapies (such as 
steroids or immunosuppressant creams), systemic medications, and pain management.

Fistulas
Fistulas are abnormal connections that form between two parts of the body that would 
not normally be joined. In women with Crohn’s disease, a fistula can develop between the 
bowel and the vagina or surrounding tissues. The most common type is a rectovaginal 
fistula (between the rectum and vagina); less commonly, a fistula may connect the anal 
canal to the vagina (anovaginal) or the small bowel to the vagina (enterovaginal).

Symptoms can include:

	� 	Passage of faecal material or 
wind through the vagina

	� 	Pain during intercourse

	� 	Perianal pain or discomfort
	� 	Vaginal irritation or recurrent infections 

These symptoms can be distressing and have a significant impact on quality of life, 
sexual health, and emotional wellbeing. If you experience any of them, please speak to 
your IBD team promptly. Treatment is planned by a multidisciplinary team including 
gastroenterology, colorectal surgery, and gynaecology, and may involve medication, 
surgery, or both.
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Endometriosis

Understanding the Connection with IBD
Endometriosis affects approximately 10% of women of reproductive age but occurs more 
frequently in women with IBD.

Both conditions involve inflammation and can share similar symptoms, making diagnosis 
challenging. Deep infiltrating endometriosis (DIE) can specifically cause bowel symptoms, 
while endometriosis may also present with infertility and menstrual irregularities.

Overlapping Symptoms
Both conditions can cause:

	� Pelvic and abdominal pain
	� Painful bowel movements
	� Bloating and digestive distress

	� Fatigue
	� Painful menstruation

Diagnostic Challenges
Many women experience delayed diagnosis of either condition when both are present.

Important: If you have IBD but experience pelvic pain that does not 
respond to IBD treatment, discussing this with your healthcare provider 
is important.

Treatment Considerations
Managing both conditions requires coordination between gastroenterology and 
gynaecology. A multidisciplinary approach is required for proper diagnosis and 
management to avoid diagnostic delays or overtreatment.

Fertility Implications
Both conditions can impact fertility. If you are planning pregnancy and have both IBD 
and endometriosis, specialised pre–conception planning with both gastroenterology and 
reproductive/ gynaecology specialists is recommended.
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Family Planning

Contraception
Choosing the right contraception is an important part of women’s health, especially with 
IBD. The type of contraception should be personalised, considering potential issues like 
decreased absorption of oral medications during active IBD and the increased risk of blood 
clots with oestrogen–based pills.

The Centers for Disease Control and Prevention (CDC) suggest the following as first–line 
options for women with IBD:

	� Levonorgestrel intrauterine devices (IUDs)
	� Copper intrauterine devices (IUDs)
	� Contraceptive implants (progestin–based)

Second–line options include injectable contraceptives and progestin–only pills. 
Combination oestrogen–based oral contraceptive pills, transdermal patches, and vaginal 
rings are considered third–line options.

Discuss your contraceptive options with your healthcare provider to determine the safest 
and most effective choice for you. The Centers for Disease Control and Prevention (CDC) 
Medical Eligibility Criteria for Contraceptive Use provides guidance on safe contraception 
options for women with IBD.

Fertility and IBD
Women with IBD in remission have the same fertility rates as the general population. 

Important: Active disease reduces the likelihood of conception 
and, if pregnancy occurs while IBD is active, this is associated with 
increased risks of miscarriage, preterm birth, low birthweight, small 
for gestational age babies, and gestational diabetes. Achieving 
and maintaining remission is the most important factor for both 
conception and pregnancy outcomes.
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Specific circumstances associated with reduced fertility in IBD include:

	� Active disease: systemic inflammation reduces ovarian reserve and reproductive 
function, and active symptoms reduce sexual activity.

	� Pouch surgery (IPAA): the most significant surgical risk factor; associated with a two– 
to five–fold increase in infertility rates due to pelvic adhesion formation. Laparoscopic 
approaches carry lower rates of infertility than open surgery. Women considering 
pouch surgery should be counselled about fertility implications beforehand.

	� Extensive pelvic or abdominal surgery: adhesions can affect the fallopian tubes and 
ovaries 

Pre–conception Counselling
Talking to your IBD team before trying to conceive is one of the most valuable steps 
you can take. Pre–conception counselling has been shown to improve outcomes – 
including fewer flares during pregnancy, better medication adherence, and lower rates of 
complications. 

Because not every pregnancy is planned, IBD teams aim to discuss conception with all 
women of childbearing age at appropriate clinic visits.

The overriding principle is straightforward: active IBD carries greater risk to pregnancy 
than most IBD medications. Achieving remission before conceiving – and maintaining it – 
gives you and your baby the best possible start.

A pre–conception review should cover:

	� Disease activity: the goal is remission before conception (at least 3 months) 
	� Medications: a full review is essential (see summary below); do not stop any IBD 

medication without speaking to your team first
	� Folic acid: recommended for all women planning pregnancy.
	� Vaccinations: ensure all recommended vaccines are up to date 
	� Cervical screening: ensure CervicalCheck is up to date 
	� Nutritional status: anaemia, iron deficiency, and low vitamin D should be identified 

and corrected 
	� Smoking cessation: smoking worsens Crohn’s disease and pregnancy outcomes 
	� Family planning concerns: IBD has a genetic component, but the absolute risk of a 

child developing IBD remains low and most children of parents with IBD will not be 
affected
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IBD Medications in Pregnancy – A Summary
Considered safe to continue:

	� 5–aminosalicylates (mesalazine, sulphasalazine)
	� 	Corticosteroids (short–term use)
	� 	Thiopurines (azathioprine, mercaptopurine)
	� 	Anti–TNF biologics (infliximab, adalimumab, golimumab, certolizumab)
	� 	Vedolizumab and ustekinumab: limited but reassuring data
	� 	IL–23 inhibitors (risankizumab, mirikizumab): data are limited but currently 

reassuring; discuss with your IBD team

Contraindicated – must be stopped before conception:

	� 	Methotrexate, thalidomide, JAK inhibitors (filgotinib, tofacitinib, upadacitinib), 
ozanimod.

Important: Do not stop any IBD medication without first speaking 
to your IBD team. Uncontrolled disease during pregnancy poses a 
greater risk than most IBD medications.

Pregnancy and IBD
Most women with IBD have successful pregnancies. Women who conceive in remission are 
much more likely to remain in remission throughout.

Monitoring During Pregnancy

Faecal calprotectin is a reliable monitoring tool unaffected by pregnancy. Intestinal 
ultrasound is a safe, radiation–free option for assessing disease activity. Some routine blood 
tests – haemoglobin and CRP – are altered by normal physiological changes in pregnancy 
and should be interpreted with this in mind. Endoscopy can be performed when clinically 
necessary but is generally reserved for situations where it will directly guide management.

Blood Clot Risk (Venous Thromboembolism – VTE)

IBD independently raises VTE risk, and pregnancy raises it further. When both are present, 
the combined risk is higher than either alone. Your teams will assess your individual risk, 
and where indicated, a blood–thinning injection (low molecular weight heparin) or tablet 
may be recommended during pregnancy and for a period after delivery. This is safe in 
pregnancy and during breastfeeding.
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Mode of Delivery

Delivery mode is guided primarily by obstetric considerations. Caesarean section is 
recommended – following multidisciplinary discussion – for women with perianal disease, 
a history of rectovaginal fistula, or previous pouch surgery. In other circumstances, vaginal 
delivery is not associated with a significantly increased risk of worsening IBD.

IVF and IBD

Women with IBD in remission who require IVF have outcomes comparable to the general 
IVF population. Women who have had pouch surgery are approximately three times more 
likely to require IVF – largely due to pelvic adhesions – but their IVF success rates are 
comparable to the general population. 

Neonatal Considerations

Anti–TNF biologics and some other biologics cross the placenta and can be detected in 
a baby’s bloodstream for several months after birth. Live vaccines – such as rotavirus – 
should generally be deferred until the drug is no longer detectable, or until 6 to 12 months 
of age. Inactivated vaccines are safe and should proceed according to the national schedule.

Breastfeeding

Breastfeeding is safe and encouraged for women with IBD. Most IBD medications 
– including 5–ASA preparations, corticosteroids, thiopurines, anti–TNF biologics, 
vedolizumab, and ustekinumab – are considered low risk, with biologic drug levels in 
breast milk generally below 1% of maternal serum concentration. 

Data on IL–23 inhibitors during breastfeeding are currently limited; discuss current 
guidance with your IBD team. Methotrexate is contraindicated, and JAK inhibitors should 
be avoided.

Voluntary Childlessness and IBD
Women with IBD are more likely than the general population to choose not to have 
children, often due to concerns about medication safety, disease heritability, or the impact 
of a flare on pregnancy.

Many of these concerns are not supported by the evidence – most IBD medications are safe 
during pregnancy, the risk of a child inheriting IBD is low, and women who conceive in 
remission generally have outcomes comparable to the general population. 

If IBD–related concerns are influencing your decision, speak to your IBD team so that your 
choice is based on accurate information.

12



Infertility
Infertility affects 1 in 6 people worldwide and is included here because of its prevalence – 
many of those affected have no underlying medical diagnosis, and IBD is not a direct cause 
of infertility for most women. The specific IBD–related circumstances that can reduce 
fertility are outlined under ‘fertility and IBD’ in this booklet. 

Infertility is defined as the failure to achieve a pregnancy after 12 months of regular, 
unprotected intercourse. For women aged 35 or older, evaluation is recommended after 6 
months of trying. For those with a known underlying medical or gynaecological condition, 
assessment should be initiated promptly regardless of duration.

Accessing Fertility Services in Ireland
Public fertility assessment and treatment is available through Ireland’s Regional Fertility 
Hub network, accessible via GP referral.

Initial investigations for the female partner include hormone profile (FSH, LH, oestradiol, 
prolactin, TSH/T4), AMH as a marker of ovarian reserve, pelvic ultrasound with antral 
follicle count, and STI screening. Semen analysis is arranged for the male partner. Women 
with IBD should inform the fertility team of their diagnosis, current medications, and 
disease activity.
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Menopause

Perimenopause and IBD
Perimenopause is the transitional phase leading up to menopause, during which oestrogen 
and progesterone levels begin to fluctuate and gradually decline. It is defined by the onset 
of irregular menstrual cycles and/or menopausal–type symptoms, before periods have 
stopped for 12 months. This phase can begin several years before periods stop, typically 
from the mid–40s, though it varies widely. Many women do not recognise they are 
perimenopausal – particularly if hormonal contraception is masking menstrual changes.

It is important to acknowledge that research specifically examining perimenopause in 
women with IBD is limited – most of the available evidence relates to the menopause 
transition broadly rather than the perimenopausal phase in isolation. What is known is that 
the hormonal fluctuations of perimenopause can affect gut motility, the gut microbiome, 
intestinal permeability, and immune function – all of which may be already disrupted in IBD. 

Some women with IBD report worsening gut symptoms during this transition, though it 
can be difficult to separate hormonal effects from underlying IBD activity. If you notice 
changes in your symptoms around this time, speak to your IBD team so that disease 
activity can be properly assessed.

Understanding Menopause and IBD
Menopause is defined as the final menstrual period, confirmed retrospectively after 12 
months without a period. The average age of natural menopause is 51, though this varies. 
The hormonal changes of the menopause transition can affect IBD symptoms and overall 
health, and research into this relationship is growing.

A 2025 review of the published evidence found that the menopause transition may worsen 
gastrointestinal symptoms in some women with IBD.

Common Menopause Symptoms

While every woman’s experience of menopause is different, common symptoms include:

	� 	Hot flushes and night sweats
	� 	Mood changes, anxiety, and low mood
	� 	Sleep disturbance
	� 	Vaginal dryness and 

genitourinary symptoms 

	� 	Joint pain and fatigue
	� 	Brain fog and difficulty concentrating
	� 	Changes in bowel habits – these 

may overlap with IBD symptoms 
and require careful assessment
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Monitoring

Regular follow–up is essential to assess both IBD control and menopausal symptom 
management. IBD activity may change around the menopause transition, so close 
monitoring is recommended.

Treatment Options – A Multimodal Approach

An individualised approach is important – not every woman can take or wants Hormone 
Replacement Therapy (HRT), and there are effective alternatives. The goal is to find the 
right combination of treatments for each woman’s symptom profile, preferences, and 
medical history.

Hormone Replacement Therapy (HRT)

HRT replaces the hormones – primarily oestrogen, and progesterone in women with a 
uterus – that decline during menopause. NICE Guidelines recommends offering HRT to 
women with vasomotor symptoms (hot flushes, night sweats) associated with menopause.

Transdermal oestrogen (delivered through patches, gels and sprays) carries a lower risk 
of venous thromboembolism (VTE– blood clots) – a risk already independently elevated 
in IBD. Discuss the most appropriate formulation and route with your GP or menopause 
specialist.

Available options include:

	� Transdermal oestrogen: patches, gels, or sprays – lower VTE risk
	� Oral oestrogen tablets: discussed on an individual basis
	� Progesterone: oral, patch, or Mirena IUD
	� Local vaginal oestrogen for genitourinary symptoms: NICE guidelines recommend 

offering vaginal oestrogen to women with genitourinary symptoms, including those 
already using systemic HRT, and continuing treatment for as long as it is needed.

HRT and Contraception

HRT does not provide contraception. Women who may still be fertile should continue to 
use contraception while taking HRT. Because it can be difficult to identify a natural last 
menstrual period when using HRT, current guidance recommends that contraception is 
continued until the age of 55, at which point natural menopause can be assumed regardless 
of hormone use.

Important: HRT is not contraception. If you are using HRT and have 
not yet reached the natural menopause, continue using your 
chosen method of contraception until age 55. Speak to your GP or 
menopause specialist for individual advice.
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HRT may not be suitable for all women. Speak to your GP or menopause specialist if any 
of the following apply:

	� History of oestrogen receptor–positive breast cancer 
or other hormone–sensitive cancers

	� Active or recent venous thromboembolism – note that transdermal 
HRT carries a significantly lower VTE risk than oral HRT

	� Unexplained vaginal bleeding
	� Severe active liver disease
	� Recent stroke or heart attack

In some of these situations, local vaginal oestrogen – which has very limited systemic 
absorption – may still be considered on an individual basis.

Prescribed HRT medications and products are available free of charge at participating 
pharmacies for all women resident in Ireland you will need a medical card or Drugs 
Payment Scheme (DPS) card to avail of this. The scheme covers tablets, patches, gels, 
sprays, and hormonal devices such as the Mirena coil.

Non–Hormonal Prescribed Alternatives

NICE recommends considering menopause–specific Cognitive Behavioural Therapy as an 
option for vasomotor symptoms, either alongside HRT or for those who cannot or prefer 
not to take it. Other prescribed non–hormonal options include non–hormonal medications 
to target vasomotor symptoms, hot flushes, mood, pain and overactive balder. 

Water–based lubricants and moisturisers – first line for vaginal dryness in those who 
cannot use hormones, and can be used alongside HRT.

Important: Prescribed non–hormonal alternatives are not included in 
the free HRT scheme in Ireland.

Lifestyle and Complementary Approaches

	� Regular exercise: strength training and cardiovascular
	� Cognitive Behavioural Therapy (CBT): evidence–based for hot flushes, mood, and sleep
	� Acupuncture: emerging evidence for hot flush management
	� Women’s health physiotherapy
	� Sleep hygiene and stress management
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Special Considerations

Premature Ovarian Insufficiency (POI)

Premature Ovarian Insufficiency affects women aged 40 or under, where the ovaries 
stop functioning normally, causing periods to cease or become very irregular. It affects 
approximately 1 in 25 women.

Risk factors include a family history of POI, smoking, genetic conditions (such as Turner 
syndrome or Fragile X), chemotherapy or radiotherapy, and pelvic surgery.

HRT is recommended until at least the natural age of menopause (around 51), unless 
contraindicated – it helps protect against bone loss, cardiovascular disease, and cognitive 
changes. Contraception counselling is essential, as spontaneous ovulation can still occur 
unpredictably.

If you have symptoms suggestive of POI, ask your GP or IBD team 
about referral to a Complex Menopause Clinic.

Treatment–Induced Menopause in Cancer Survivors

Cancer treatment can induce menopause that is often more abrupt and severe than natural 
menopause. Management should be coordinated through a Complex Menopause Clinic 
with input from oncology.

First–line options include non–hormonal medications, lubricants and moisturisers, 
lifestyle measures, and CBT. HRT requires careful discussion between menopause and 
oncology specialists.
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Long–term Health Considerations

Cardiovascular Health

Menopause–related oestrogen deficiency increases the risk of cardiovascular disease. One 
in four women die from heart disease or stroke. However, 80% of heart disease cases are 
preventable through lifestyle modifications.

For women with IBD, the risk may be further compounded by chronic systemic 
inflammation. A large study of over 134,000 postmenopausal women found that those 
with IBD had a higher age–adjusted risk of ischaemic stroke compared to women without 
IBD, partly explained by a higher prevalence of conditions such as high cholesterol and 
rheumatoid arthritis.

Keeping IBD well controlled and addressing modifiable 
cardiovascular risk factors – blood pressure, cholesterol, smoking, 
physical activity, and weight – are important steps in reducing this risk.

Regular health screening, with your GP for postmenopausal women should include blood 
tests to assess cholesterol levels, blood sugar, and organ function to identify cardiovascular 
risk factors early.

Bone and Muscle Health

Bone loss accelerates at a rate of 1–1.4% annually after age 40, with potential additional 
risks for women with IBD due to chronic inflammation, corticosteroid use, and 
malabsorption issues.

Recent research highlights that women with IBD are at a significantly increased risk of 
osteoporosis (12.2%) compared with the general population (3–10%). 

Prevention strategies include:

	� Regular weight–bearing exercise
	� Adequate calcium and vitamin D supplementation
	� Maintaining protein requirements of 0.8–1.2 grams per kilogram of body weight

Regular monitoring includes periodic bone density assessments (DEXA scanning), 
typically every 2–3 years depending on individual risk factors, and laboratory evaluations 
for vitamin D levels.
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Pelvic Floor Health
Women with IBD more commonly experience pelvic floor dysfunction, which can manifest 
as faecal urgency and incontinence, pelvic pain syndromes, sexual dysfunction, and 
functional changes following surgical interventions.

It is essential to differentiate between active IBD and pelvic floor dysfunction, as symptoms 
may overlap and require different treatment approaches. Pelvic floor dysfunction often 
persists even when inflammatory markers indicate disease remission.

Who May Benefit from Referral to a Pelvic Health Physiotherapist

Women experiencing:

	� Stress or urge urinary incontinence
	� Pelvic organ prolapse
	� Pelvic pain or dyspareunia 

(pain during intercourse)

	� Faecal incontinence or urgency
	� Symptoms that persist after 

IBD–related surgery

What a Physiotherapy Assessment Involves

A comprehensive physiotherapy assessment involves detailed symptom history, bladder 
and bowel diary evaluation, assessment of urinary urgency and stress incontinence 
patterns, and examination of any associated pelvic pain or sexual dysfunction.

Specialised pelvic floor physiotherapy interventions focus on muscle retraining, 
coordination exercises, biofeedback techniques, and comprehensive management strategies 
tailored to individual needs.

Women should consider specialist pelvic health assessment when 
experiencing persistent symptoms that affect daily activities or sexual 
function, or symptoms that persist after surgical interventions. Early 
intervention can significantly improve outcomes.
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Psychological Wellbeing 
and Sexual Health

Mental Health and Emotional Wellbeing
Living with a chronic condition like IBD can have a significant impact on mental health 
and emotional wellbeing. The relationship between IBD and mental health is bidirectional 
– IBD flares can worsen mood, and psychological distress can in turn worsen IBD 
symptoms.

How Common are Mental Health Difficulties in IBD?

Compared with the general population, IBD patients are twice as likely to have a mood 
disorder. Women with IBD are more likely than men to develop depression and anxiety. 
Research shows that up to 65% of women with IBD may have depressive and anxiety 
disorders.

If you are experiencing low mood, anxiety, or other mental health symptoms, please speak 
to your IBD team or GP. Effective support and treatment are available, and mental health is 
an essential part of IBD care.

Body Image and IBD

Women are disproportionately affected by body image concerns in IBD. Research shows 
that body image dissatisfaction, illness stigma, and a reduced sense of belonging are 
independently associated with depressive symptoms in people with IBD. 

Women with IBD report higher rates of these concerns than men, and body image distress 
is among the most frequently cited contributors to both psychological morbidity and 
sexual health difficulties in this population.

Awareness that these concerns are common – and that support is available – is an 
important first step. Psychological therapies, including Cognitive Behavioural Therapy 
(CBT), have demonstrated efficacy in addressing body image distress, illness stigma, and 
associated mood difficulties in chronic illness populations. 

IBD nursing support and peer connections offer additional pathways to addressing these 
concerns. Raising body image concerns with your IBD team or GP is encouraged – they 
form a legitimate and recognised part of IBD care.
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Sexual Health and Intimacy

Sexual dysfunction is common among women with IBD and can significantly affect quality 
of life, relationships, and emotional wellbeing. Despite its impact, sexual health is rarely 
discussed during IBD consultations.

Sexual dysfunction in IBD is associated with both physical and psychological factors and 
is strongly linked to active disease – when IBD is well controlled, sexual function often 
improves.

What Contributes to Sexual Difficulties in IBD?

Three main factors consistently emerge in the literature as the principal drivers of sexual 
dysfunction in women with IBD.

	� Disease activity and pain are the most strongly associated physical contributors. 
Abdominal pain, pelvic pain, painful intercourse, perianal disease, and 
fatigue during flares each independently affect sexual function – and sexual 
function is shown to improve significantly when IBD is in remission.

	� Depression and anxiety are strongly and independently associated with sexual 
dysfunction in women with IBD, over and above the effect of disease activity itself. 
The psychological burden of chronic illness – including fear of pain, embarrassment, 
and reduced sexual desire – compounds the impact of physical symptoms.

	� Body image and self–confidence Changes associated with IBD – including ostomy 
formation, surgical scarring, and perianal disease – are frequently cited as barriers to 
intimacy and contribute to reduced sexual wellbeing independently of disease activity

Addressing sexual health in IBD benefits from an open, multidisciplinary approach. 
Raising the topic directly with your IBD team is encouraged. 

Pelvic floor physiotherapy has demonstrated benefit for painful intercourse and pelvic pain 
in women with IBD. Psychological support – including CBT and other talking therapies 
– addresses the anxiety, depression, and body image concerns that independently drive 
sexual dysfunction.

21



IBD and Irritable Bowel 
Syndrome (IBS)
Irritable Bowel Syndrome (IBS) and IBD are distinct conditions, but they can overlap. IBS 
affects approximately 1 in 5 people in Ireland and is 2–2.5 times more common in women. 
It is the most common disorder of gut–brain interaction, characterised by abdominal pain, 
bloating, and altered bowel habits without any structural abnormality on investigation. 

Up to 35% of people with IBD in remission continue to experience IBS–type symptoms 
– including bloating, abdominal pain, altered bowel habits, and urgency – making this a 
common and often frustrating overlap.

IBS and IBD – What’s the Difference?
IBD involves visible inflammation of the gut lining, detectable on endoscopy or imaging. 
IBS is a disorder of gut–brain interaction – a term that better reflects its complex 
neurobiological basis – with no structural abnormality found on investigation, but very real 
and potentially debilitating.

It is important not to assume that ongoing gut symptoms in a person with IBD are 
always due to their IBD. When inflammatory markers are normal and endoscopy shows 
remission, symptoms may be IBS–type in nature. For those who are faecal calprotectin 
responders, completing a faecal calprotectin test can help distinguish active IBD from IBS–
type symptoms, helping to guide the most appropriate management.

Managing IBS Symptoms alongside IBD
	� Exclude active IBD: check faecal calprotectin and, where indicated, consider further 

investigation including colonoscopy or imaging before treating symptoms as IBS–type
	� Dietary approaches: referral to a dietitian is recommended
	� Probiotics: Bifidobacterium longum 35624 has been shown to reduce symptom severity 

and improve quality of life in IBS and is a recommended option for IBS–type symptoms 
in IBD remission

	� Medications: antispasmodics for abdominal pain and cramping; laxatives for 
constipation–predominant symptoms; antidiarrhoeals such as loperamide for 
diarrhoea–predominant symptoms; low–dose tricyclic antidepressants or SSRIs may be 
considered for pain and mood

	� Psychological support: CBT and gut–directed hypnotherapy have strong evidence 
for IBS; stress reduction is an important part of management given the gut–brain 
connection

	� Keep a food and symptom diary to help identify personal triggers
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Cancer Screening
Cancer screening is recommended for all woman with IBD, in line with national guidelines 
for your age group.

Cervical Cancer Screening
Women and anyone with a cervix between the ages of 25 and 65 should go for a cervical 
screening test (CervicalCheck) when it is due.

25–29 years
Every 3 years

Age 30–65
Every 5 years

To self–refer for a HSE CervicalCheck screening, you can register online at HSE.ie or 
contact the freephone line 1800 45 45 55.

Breast Cancer Screening
Breast cancer is the most common cancer in women in Ireland. About 1 in 7 women are 
diagnosed with breast cancer. There is a good chance of recovery when found in the early 
stages.

BreastCheck offers free breast screening to women, transgender, and non–binary people 
aged 50–69. If you are on the breast screening register you should be invited every 2–3 
years.

All women should check their breasts regularly for any changes and attend their GP if they 
notice any changes or symptoms.
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Colorectal Cancer Surveillance
Following IBD diagnosis, a screening colonoscopy is recommended eight years after 
symptom onset to assess disease extent and determine the need for ongoing surveillance. 
Thereafter, surveillance intervals are determined by individual risk stratification at the  
most recent colonoscopy.*

Risk level Recommended interval

High risk
Stricture or dysplasia detected in the past 5 years, 
primary sclerosing cholangitis (PSC), or extensive 
colitis with severe active inflammation

Every 1 year

Intermediate risk
Extensive colitis with mild or moderate active 
inflammation, post–inflammatory polyps, or family 
history of colorectal cancer in a first–degree 
relative diagnosed at age 50 or above

Every 2–3 years

Low risk
No high or intermediate risk features (includes 
left–sided UC or Crohn’s colitis of similar 
extent, or extensive but quiescent colitis)

Every 5 years

* ECCO, 2023† ECCO, 2021
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‡ NIAC, 2025

Health Screening and 
Prevention

Vaccination
Women with IBD should ensure their vaccinations are up to date, particularly if taking 
immunosuppressive medications or advanced therapies (biologics or JAK inhibitors). 

The following vaccines are specifically recommended for immunocompromised patients 
with IBD.‡

Vaccine Who should receive it Schedule/Notes

Influenza
All IBD patients on 
immunomodulators or 
advanced therapies

Annually each autumn

Pneumococcal
All IBD patients on 
immunosuppression

Single dose; booster 
after 5 years

COVID–19
All IBD patients on 
immunosuppression

Six–monthly, or in 
accordance with current 
national guidance

Shingles 
(Recombinant Zoster 
Vaccine – Shingrix)

All IBD patients on 
immunomodulators or advanced 
therapies aged 50 and over. 
Patients starting a JAK inhibitor 
(upadacitinib, tofacitinib, or 
filgotinib) from age 18 onwards.

Ideally administered 
before commencing 
JAK inhibitor therapy 
where possible

HPV vaccination and 
cervical screening

For women with IBD on 
immunosuppression– NIAC 
recommend a 3–dose schedule 
of HPV vaccination. 

Per national NIAC 
recommendations. 
Ensure cervical 
screening 
(CervicalCheck) 
is up to date.

Important: Live vaccines (including live attenuated influenza, yellow 
fever, MMR, and BCG) should not be administered to patients on 
immunosuppressive therapy. Speak to your IBD team before receiving 
any vaccine.
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STI Screening
Sexually transmitted infections (STIs) have a major negative impact on sexual and 
reproductive health worldwide. Many individuals with an STI are asymptomatic. Untreated 
STIs – primarily chlamydia and gonorrhea – are leading preventable cause of infertility in 
both women and men. 

In Ireland, sexually active individuals – especially those with new or multiple partners – 
should undergo regular STI screening, ideally every 6–12 months. Free home STI testing 
is available for those aged 17 and older through the HSE. Public STI clinics also offer free 
testing and treatment.

Important: Please inform your IBD healthcare provider if you have 
been diagnosed with an STI. This is essential for optimal medication 
management, as some treatments may interact or require timing 
adjustments.

Skin Cancer Screening
Patients with IBD on long–term immunosuppressive therapy have an increased risk of 
non–melanoma skin cancer. Annual skin checks with your GP are recommended. Use 
sunscreen and protect your skin from excessive UV exposure.

Nutritional Assessment
Nutritional deficiencies are common in IBD due to malabsorption, reduced appetite during 
flares, and dietary restrictions. Regular nutritional assessment should be part of your IBD 
care. Dietetic support is recommended in IBD guidelines as a core component of this 
assessment. However, access to specialist dietetic services varies significantly across Ireland, 
and many IBD services do not have a dedicated dietitian – meaning this recommended 
care is not always available. 

If you have concerns about your nutrition, weight, or diet, raise these with your IBD team 
or GP, who can explore available options including GP–based community dietetic referral 
where these exist.

Tobacco Use
Smoking is associated with more severe Crohn’s disease and a worse prognosis. It is also 
linked to cardiovascular disease and bone loss. Smoking cessation support is available 
through your hospital, GP or the HSE. 

If you smoke and have IBD, stopping is one of the most impactful things you can do for 
your health.
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Helpful Resources 
A range of organisations and programmes are available to support women living with 
IBD in Ireland. Whether you are looking for peer connection, self–management skills, or 
mental health support, the following resources are free and accessible.

	� Crohn’s & Colitis Ireland (CCI): Ireland’s national charity for people living with 
Crohn’s disease and ulcerative colitis. CCI provides peer support, information 
resources, telephone and one–to–one support, a quarterly newsletter, and the Gutcast 
podcast for people living with IBD. CCI also provides membership and advocacy, 
and campaigns at national level to improve IBD care. Membership includes a No 
Waiting card – a practical card recognised in many public settings to allow urgent 
toilet access – which now incorporates the Hidden Disabilities Sunflower symbol. To 
become a member or access support: www.crohnscolitis.ie | Helpline: +353 1 531 2983

	� HSE Living Well Programme: A free six–week self–management programme for 
adults living with any long–term health condition, including IBD. Based on the 
Stanford University Chronic Disease Self–Management model, it is delivered by 
trained facilitators – at least one of whom has personal experience of living with a 
chronic condition. The programme builds practical skills and confidence in managing 
day–to–day health. It is available online and in person across Ireland. To find a 
programme near you: www.hse.ie/livingwell or contact HSE Live on 1800 700 700

	� SilverCloud: HSE Digital Mental Health A free, evidence–based online CBT (Cognitive 
Behavioural Therapy) programme for adults experiencing mild to moderate anxiety or 
depression. Available 24 hours a day, seven days a week, from any device. No medical 
card is required. A trained supporter checks in weekly throughout the programme. 
Access is by referral from your GP, primary care psychologist, or counsellor. To 
discuss a referral: speak to your GP. More information at www.hse.ie/silvercloud.

	� HSE Counselling in Primary Care: Free short–term counselling (up to eight sessions) 
for adults aged 18 and over who hold a medical card or GP visit card, and who are 
experiencing mild to moderate psychological difficulties. Referral is through your GP.
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