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Inflammatory bowel disease (IBD) affects patients in their reproduct-
ive adult years. Management of IBD can, therefore, be challenging 

when integrating the effects of IBD and its treatment on fertility, preg-
nancy, breastfeeding, and maternal and neonatal outcomes. Women 
with IBD have been reported to have fewer children, with reported 
ranges of 14% to 36% of women with IBD choosing not to have chil-
dren, a decision termed ‘voluntary childlessness’ (1-4), compared with 
reported ranges of 2.5% to 28% in the general population (3). Previous 
reports have documented that the reasons women with IBD choose 
voluntary childlessness include concerns related to medication-
associated teratogenicity (2,3), the impact of pregnancy on their IBD 
(1), the risk of passing IBD to their child (1,2) and not being able to care 

for their child (1). However, many of these concerns are unsubstantiated 
because women with IBD, in general, have similar fertility to the general 
population, and are able to carry successful pregnancies and care for 
their infants, especially if their IBD is in remission (5-11).

Several studies have reported deficits in IBD-specific reproductive 
knowledge among women with IBD and investigators have postulated 
that voluntary childlessness is due to lack of knowledge (2,4,12,13).  
However, the association between IBD-specific reproductive know-
ledge and childlessness among women with IBD is not well character-
ized. Current age and marital status may influence a woman’s decision 
regarding having children; these variables have not been studied pre-
viously with respect to IBD-specific reproductive knowledge and 
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BACKGROUND: Women with inflammatory bowel disease (IBD) 
may choose to remain childless due to a lack of IBD-specific repro-
ductive knowledge. 
OBJECTIVES: To examine the effects of IBD-specific reproductive 
knowledge and discussion of family planning with a physician on 
childlessness among women with IBD. 
METHODS: Female IBD patients 18 to 45 years of age completed the 
Crohn’s and Colitis Pregnancy Knowledge questionnaire (CCPKnow), 
and answered questions regarding reproductive history, plans to have 
children and discussion of family planning with a physician. CCPKnow 
scores were grouped according to poor (0 to 7), adequate (8 to 10), good 
(11 to 13) and very good (14 to 17).  
RESULTS: Of 434 eligible women, 248 (57.1%) completed the ques-
tionnaires. Of these 248 women, 51.6% were childless and, among 
these, 12.9% were voluntarily childless and 12.1% were trying to 
become pregnant. Childless women had a lower median CCPKnow 
score than women with children (6.0 versus 8.0; P=0.001). After 
adjusting for current age and marital status, each one point increase in 
the CCPKnow score corresponded to 8% lower odds of childlessness 
(OR 0.92 [95% CI 0.86 to 0.99]), 9% lower odds of voluntary child-
lessness (OR 0.91 [95% CI 0.79 to 1.0]) and 20% higher odds of trying 
to become pregnant (OR 1.2 [95% CI 1.0 to 1.4]). Discussion of family 
planning with a gastroenterologist corresponded to 72% lower odds of 
a poor CCPKnow score (OR 0.28 [95% CI 0.15 to 0.53]) and of volun-
tary childlessness (OR 0.28 [95% CI 0.057 to 1.3]). 
CONCLUSION: In the present study, higher IBD-specific reproductive 
knowledge lowered the odds of childlessness among women with IBD. 
Discussion of family planning with a physician was associated with 
higher CCPKnow scores and lower odds of voluntary childlessness.
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Le niveau de connaissances sur la procréation en 
cas de maladie inflammatoire de l’intestin est-il 
prédictif de l’infécondité chez les femmes atteintes 
de cette maladie? 

HISTORIQUE : Les femmes atteintes d’une maladie inflammatoire de 
l’intestin (MII) peuvent choisir de ne pas avoir d’enfants en raison d’un 
manque de connaissances sur la procréation en cas de MII. 
OBJECTIFS : Examiner les effets des connaissances sur la procréation liée 
aux MII et des discussions sur la planification familiale avec un médecin au 
sujet de l’infécondité chez les femmes atteintes d’une MII. 
MÉTHODOLOGIE : Des patientes atteintes d’une MII de 18 à 45 ans ont 
rempli le questionnaire CCPKnow sur les connaissances de la grossesse en 
cas de maladie de Crohn et de colite ulcéreuse et ont répondu à des ques-
tions sur les antécédents reproductifs, les projets d’avoir des enfants et les 
discussions sur la planification familiale avec un médecin. Les scores du 
CCPKnow étaient classés comme mauvais (0 à 7), adéquats (8 à 10), bons 
(11 à 13) et très bons (14 à 17). 
RÉSULTATS : Sur 434 femmes admissibles, 248 (57,1 %) ont rempli le 
questionnaire. De ce nombre, 51,6 % n’avaient pas d’enfants, dont 12,9 % 
avaient fait ce choix volontairement et 12,1 % tentaient d’en avoir. Les 
femmes sans enfants présentaient un score CCPKnow médian plus faible 
que celles qui en avaient (6,0 par rapport à 8,0; P=0,001). Après rajuste-
ment compte tenu de l’âge et de la situation conjugale, chaque augmenta-
tion d’un point au score CCPKnow correspondait à une diminution de 8 % 
de la probabilité de ne pas avoir d’enfant (RC 0,92 [95 % IC 0,86 à 0,99]), 
à une diminution de 9 % de la décision volontaire ne pas en avoir (RC 
0,91 [95 % IC 0,79 à 1,0]) et à une augmentation de 20 % de la probabilité 
d’essayer d’avoir un enfant (RC 1,2 [95 % IC 1,0 à 1,4]). Des discussions sur 
la planification familiale avec un gastroentérologue entraînaient une dimi-
nution de 72 % de la probabilité d’obtenir un mauvais score CCPKnow 
(RC 0,28 [95 % IC 0,15 à 0,53]) et de décider volontairement ne pas avoir 
d’enfant (RC 0,28 [95 % IC 0,057 à 1,3]). 
CONCLUSION : Dans la présente étude, de meilleures connaissances 
sur la procréation liée aux MII réduisait la possibilité de ne pas avoir 
d’enfant chez les femmes atteintes d’une MII. Les discussions sur la plani-
fication familiale avec un médecin s’associaient à des scores CCPKnow 
plus élevés et à une plus faible probabilité de décider volontairement de 
ne pas avoir d’enfants.
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childlessness, including voluntary childlessness. IBD-specific repro-
ductive knowledge may also influence whether a childless woman tries 
to become pregnant, a behaviour that reveals whether childlessness is 
voluntary. The association between knowledge and trying to become 
pregnant has not previously been examined among women with IBD. 
In addition, there has also been little exploration of the association of 
physician-patient discussion of family planning with knowledge and 
childlessness among patients.

The primary objective of the present study was to examine the 
effect of IBD-specific reproductive knowledge level (adjusted for age 
and marital status) on childlessness, including but not limited to volun-
tary childlessness, among women with IBD. The secondary objectives 
were to examine the effects of family planning discussion with a phys-
ician on IBD-specific reproductive knowledge among women with IBD 
and voluntary childlessness among childless women with IBD.

METHODS
Study design
A cross-sectional survey of women with IBD was designed to assess 
their knowledge of IBD-specific reproductive issues and to assess their 
plans with regard to having children.  

Setting and participants
The study was conducted at the Inflammatory Bowel Disease 
Consultation and Research Clinic at the University of Alberta 
Hospital (Edmonton, Alberta). An electronic health records database 
was used to systematically identify all female patients with IBD 
(Crohn disease, ulcerative colitis, indeterminate colitis) 18 to 45 years 
of age who attended the clinic between January 2010 and June 2013. 
The years for inclusion criteria for clinic attendance were selected to 
reflect the most recent interaction between patient and physician. 
There were no predetermined exclusion criteria in terms of IBD type, 
medications or reproductive history.

A package of printed material consisting of an information and 
consent form, the study questionnaires and a stamped, postage-paid 
return envelope was either mailed to the home address on file or 
handed directly to patients during a clinic visit. Patients who had not 
returned the self-administered questionnaire and survey within three 
months were sent either a reminder by mail or, if an e-mail address was 
available, by e-mail with a link to an Internet-based version of the 
questionnaire. A second reminder via telephone occurred approxi-
mately three months after the first reminder. The number of eligible 
women identified from the electronic database and the subsequent 
response rate determined the sample size for the present study.

Data sources and variable definitions
Crohn’s and Colitis Pregnancy Knowledge score: The tool used to 
measure IBD-specific reproductive knowledge was the Crohn’s and 
Colitis Pregnancy Knowledge survey (CCPKnow) (14). CCPKnow 
scores, calculated by summing the correct responses to each question, 
range from 0 to 17, and respondents were categorized into poor (0 to 
7), adequate (8 to 10), good (11 to 13) and very good (14 to 17) 
CCPKnow knowledge levels.  
Reproductive history: history of pregnancy and childlessness: 
Women were divided into categories according to history of preg-
nancy: ever pregnant or never been pregnant; and according to history 
of having biological children: childless (no live births, adopted chil-
dren only); or have children. Women who had adopted children only 
were included in the childless group, and women who had both bio-
logical and adopted children were included in the have children group 
because many of the knowledge topic target issues relating to the 
physiology of not only carrying a biological pregnancy, but also of 
delivery, postpartum and breastfeeding.
Family planning decisions: voluntary childlessness and trying to 
become pregnant: Women were asked about their current plans to 
have children with response options: do not want to have children; 
would like adopted children only; trying to become pregnant; have 

children, would like more; have children, completed family; do not 
have children, would like to later on; and unsure. Childless women 
were subcategorized as having voluntary childlessness if they were 
childless at the time of the survey and if they had selected ‘do not want 
to have children’ or ‘would like adopted children only’. Childless 
women were also categorized as ‘trying to become pregnant’ if they 
were childless at the time of study completion and if they selected the 
response ‘trying to become pregnant’.

Other study variables
The classification of subjects as having discussed family planning with 
a physician was based on responses to the question “who have you 
discussed family planning with?”, with response options being: 
Gastroenterologist; General medicine specialist; Obstetrician; Family 
physician; IBD nurse; Pharmacist; Family and friends; Other; or Have 
not discussed with anyone. The questionnaire also asked patients ques-
tions regarding demographics, factors that could affect knowledge, 
fertility and pregnancy, IBD history, and reproductive history and cur-
rent family planning status. 
Exposure (independent) variables and outcome (dependent) vari-
ables: To estimate the effects of IBD-specific reproductive knowledge 
on childlessness, the CCPKnow score was analyzed as the exposure 
variable, with childlessness as the outcome variable. To estimate the 
effects of discussion of family planning on IBD-specific reproductive 
knowledge and voluntary childlessness, discussion of family planning 
was analyzed as the exposure variable, with CCPKnow score and vol-
untary childlessness as the outcome variables.  

Methods used to reduce bias 
To minimize selection bias, all eligible patients in the database were 
systematically invited to participate and multiple attempts were made 
to reach each patient. Using detailed questions to accurately classify 
reproductive history, family planning status and intentions with 
respect to having children minimized measurement bias. In addition, a 
standard measure of IBD-specific reproductive knowledge was obtained 
through the CCPKnow survey. 

Statistical methods
The present analysis aimed to estimate the effects of IBD-specific 
reproductive knowledge on childlessness in two ways: by comparing 
the median CCPKnow scores of childless women to women with chil-
dren; and by estimating ORs for the dose-response association between 
the CCPKnow score in one point increments and childlessness. The 
analysis aimed additionally to estimate the effects of having discussed 
family planning on IBD-specific reproductive knowledge and volun-
tary childlessness.

For CCPKnow scores and other continuous variables, medians and 
interquartile ranges (IQRs) were calculated, and medians were com-
pared across subgroups using nonparametric Mann-Whitney and 
Kruskall-Wallis tests. For categorical variables, frequency distributions 
of categories were tabulated and differences in distributions were com-
pared across subgroups. The statistical hypothesis that the distribu-
tions did not differ was tested using the χ2 test. P-values for the null 
hypothesis of no difference are reported for the comparison of medians 
and frequency distributions.

When analyzed as an outcome variable, IBD-specific reproductive 
knowledge was dichotomized as poor versus adequate/good/very good 
based on the CCPKnow score. To estimate the effect of independent 
variables on either childlessness or poor CCPKnow scores, multivari-
able logistic regression was used to obtain ORs and 95% CIs adjusted 
for selected covariates. Covariates were selected based on whether 
they could affect both the independent variable of interest and the 
outcome of interest, without being affected by the independent vari-
able. The resulting multivariable models were repeated with stratifica-
tion according to age and marital status because the prevalence of 
childlessness was lower among older women and among married 
women. SPSS version 21.0 (IBM Corporation, USA) for Windows 
2012 (Microsoft Coporation, USA) was used for all data analysis.
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Ethical considerations
The present study and the study materials were approved by the Health 
Research Ethics Board of the University of Alberta. Patients were 
informed that participation in the study was voluntary. Paper study 
materials included wet-ink signed consent forms while electronic study 
materials included an electronic consent form. Patients received a $10 
coffee gift card on return of the completed study materials.

RESULTS
Participants
Of the 434 eligible women with IBD in the clinic database, 252 of 
434 (58.1%) completed the questionnaire. Four incomplete question-
naires were excluded, yielding 248 of 434 (57.1% response rate) evalu-
able subjects, with their demographic data summarized in Table 1. The 
median age was 32.0 years (IQR 26.0 to 38.0 years), with 69.8% (173 of 
248) of the respondents indicating they had a partner (married/in a 
long-term relationship). Crohn disease was present in 60.5% (150 of 

TABLE 1
Prevalence of childlessness according to selected study 
variables among 248 female inflammatory bowel disease 
(IBD) patients* 

Category

Total patients 
(n=248)

Prevalence of 
childlessness

P (χ2)n (% of total) n/n (% of category) 
Current age, years
   18 to 24 49 (19.8) 47/49 (95.9) <0.001
   25 to 29 50 (20.2) 34/50 (68.0)
   30 to 34 56 (22.6) 24/56 (42.9)
   35 to 39 47 (19.0) 12/47 (25.5)
   40 to 45 46 (18.5) 11/46 (23.9)
Marital status 
   Partnered 173 (69.8) 66/173 (38.2) <0.001
   Divorced 8 (3.2) 2/8 (25.0)
   Single 67 (27.0) 60/67 (89.6)
Ethnicity (n=230)†

   Caucasian 216 (93.9) 118/216 (54.6) 0.39
   Non-Caucasian 14 (6.1) 6/14 (42.9)
Education 
   Grade 1 to grade 12 56 (22.6) 29/56 (51.8) 0.26

   College/university 157 (63.3) 76/157 (48.4)

   Graduate degree 11 (4.4) 7/11 (63.6)

   Professional school degree 5 (2.0) 2/5 (40.0)

   Other 19 (7.7) 14/19 (73.7)

Employment (n=229)† 

   Unemployed 28 (12.2) 13/28 (46.4) 0.02

   Part-time 46 (20.1) 24/46 (52.2)

   Full-time 117 (51.1) 73/117 (62.4)

   Other 38 (16.6) 13/38 (34.2)

Family history of IBD 

   Yes 107 (43.1) 52/107 (48.6) 0.41

   No 141 (56.9) 76/141 (53.9)

History of pregnancy

   Yes 136 (54.8) 17/136 (12.5) <0.001

   No 112 (45.2) 111/112 (99.7)

Timing of pregnancy in relation to IBD diagnosis (n=135)†

   Before only 36 (26.7) 4/36 (11.1) 0.50

   After only 78 (57.8) 11/78 (14.1)

   Before and after 21 (15.6) 1/21 (4.8)

Type of IBD

   Crohn disease 150 (60.5) 76/150 (50.7) 0.49

   Ulcerative colitis 88 (35.5) 45/88 (51.1)

   Indeterminate 10 (4.0) 7/10 (70.0)

Age at IBD diagnosis, years

   <18 65 (26.2) 49/65 (75.4) <0.001

   ≥18 183 (73.8) 79/183 (43.2)

Duration of IBD, years

   0 to 5 57 (23.0) 33/57 (57.9) 0.28

   ≥5 191 (77.0) 95/191 (49.7)
History of medications for IBD
   5-aminosalicylates/sulfasalazine
      Yes 218 (87.9) 113/218 (51.8) 0.85
      No 30 (12.1) 15/30 (50.0)
   Steroids
      Yes 216 (87.1) 114/216 (52.8) 0.34
      No 32 (12.9) 14/32 (43.8)

TABLE 1 – CONTINUED

Prevalence of childlessness according to selected study 
variables among 248 female inflammatory bowel disease 
(IBD) patients*

Category

Total patients 
(n=248)

Prevalence of 
childlessness

P (χ2)n (% of total) n/n (% of category) 
Methotrexate
      Yes 42 (16.9) 19/42 (45.2) 0.36
      No 206 (83.1) 109/206 (52.9)
   Azathioprine/6-mercaptopurine
      Yes 180 (72.6) 97/180 (53.9) 0.24
      No 68 (27.4) 31/68 (45.6)
   Biologics (infliximab, adalimumab)
      Yes 117 (47.2) 62/117 (53.0) 0.68
      No 131 (52.8) 66/131 (50.4)
History of surgery for IBD 
   Ostomy
      Yes 24 (9.7) 18/24 (75.0) 0.016
      No 224 (90.3) 110/224 (49.1)
   Colectomy
      Yes 17 (6.9) 13/17 (76.5) 0.034
      No 231 (93.1) 115/231 (49.8)
History of perianal disease 
   Yes 54 (24.0) 29/54 (53.7) 0.99
   No 92 (76.0) 92/171 (53.8)
Have discussed family planning with a physician
   Yes 154 (62.1) 72/154 (46.8) 0.050
   No 94 (37.9) 56/94 (59.6)
Have discussed family planning with a gastroenterologist
   Did not discuss 94 (37.9) 56/94 (59.6) 0.016
   Gastroenterologist 105 (42.3) 43/105 (41.0)
   Nongastroenterologist 49 (19.8) 29/49 (59.2)
CCPKnow level
   Poor (0 to 7) 131 (52.8) 78/131 (59.4) 0.070
   Adequate (8 to 10) 49 (19.8) 21/49 (42.9)
   Good (11 to 13) 48 (19.4) 21/48 (43.8)
   Very good (14 to 17) 20 (8.1) 8/20 (40.0)
CCPKnow level - dichotomized
   Poor (0 to 7) 131 (52.8) 78/131 (59.4) 0.008
   Adequate (≥8) 117 (47.2) 50/117 (42.7)

*From the IBD Consultation and Research Clinic, University of Alberta Hospital 
(Edmonton, Alberta), 2010 to 2013; †Percentages calculated using the total 
number of patients with responses as the denominator. CCPKnow Crohn’s 
and Colitis Pregnancy Knowledge survey

Continued in next column
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248), ulcerative colitis in 35.0% (88 of 248) and indeterminate colitis in 
4.0% (10 of 248) of the respondents. The median age at diagnosis was 
21.0 years (IQR 17.0 to 27.0 years) and the median duration of disease 
was 9.0 years (IQR 5.0 to 15.0 years). 

Reproductive history: pregnancy history and childlessness, 
voluntary childlessness and trying to become pregnant
Slightly more than one-half (128 of 248 [51.6%]) of the women were 
childless. Seven women indicated they had adopted children, of whom 
three had both adopted and biological children, and four had adopted 
children only. Only one of these four women had ever been pregnant 
(she underwent a therapeutic abortion). The prevalence of childlessness 
among each category examined is shown in Table 1. The prevalence of 
childlessness was higher among patients who were diagnosed with IBD 
before 18 years of age (P<0.001), had a history of ostomy (P<0.016) or 
colectomy (P=0.034), and among those working full-time (P=0.02), 
those with poor CCPKnow scores (P=0.008) and those without partners 
(P=0.001).

Among the 128 childless women, 14 (10.9%) indicated they had 
ever sought a fertility specialist or had undergone fertility treatment. 
There was little difference between women who had children and child-
less women in the proportion who had sought a fertility specialist or 
fertility treatment (14 of 120 [11.7%] versus 14 of 128 [10.9%]; P=0.86).  

Seventeen of the 128 childless women indicated they had ever 
been pregnant, with a total of 22 pregnancies. Five (29.4%) of these 
17 women had been pregnant only before they were diagnosed with 
IBD, 11 (64.7%) only after they were diagnosed with IBD, and one 
(5.9%) both before and after being diagnosed with IBD; 13 of these 
17 (76.5%) women experienced miscarriage/stillbirth/spontaneous 
abortions and nine (52.9%) underwent therapeutic abortions.

Of the 128 childless women, 116 answered the question about their 
current plans to have children. Of these 116 childless women, 15 (12.9%) 
were categorized as having voluntary childlessness and 14 (12.1%) were 
categorized as trying to become pregnant.

The 15 voluntarily childless women had an older median age than the 
remainder of the childless women (36.0 years [IQR 30.0 to 45.0 years 
versus 26.0 years [IQR 22.0 to 32.0 years]; P=0.001). They were diag-
nosed at an older median age (22.0 years [IQR 20.0 to 26.0 years] 
versus 18.0 years [IQR 15.0 to 22.0 years]; P=0.007), and had a longer 
median duration of disease (13.0 years [IQR 6.0 to 20.0 years] versus 
8.0 years [IQR 5.0  to 12.0 years]; P=0.032). There were no clear dif-
ferences in disease type or disease characteristics (perianal disease, 
ostomy, colectomy) compared with other childless women. Three of 

these 15 (20.0%) women had ever been pregnant; all three underwent 
therapeutic abortions.

The 14 childless women who were trying to become pregnant had 
an older median age than the remainder of the childless women 
(34.0 years [IQR 31.0 to 37.0 years] versus 26.0 years [IQR 21.0 to  
32.0 years]; P<0.001). Their median age at diagnosis was similar to 
that of the remainder of the childless women (19.0 years [IQR 17.0 to 
28.0 years] versus 19.0 years [IQR 15.0 to 22.0 years]; P=0.19). There 
were no clear differences in disease type or disease characteristics 
(perianal disease, ostomy, colectomy) compared with other childless 
women. Four (28.6%) women had ever been pregnant, all of whom 
experienced miscarriages.

CCPKnow scores
Figure 1 illustrates the distribution of CCPKnow scores. The median 
CCPKnow score was 7.0 (IQR 3.0 to 11.0), with more than one-half 
(131 of 248 [52.8%]) of the women having poor CCPKnow scores. 
Table 2 shows the median CCPKnow scores and the proportion with 
poor CCPKnow scores among women in each category. The median 
CCPKnow score was 4.0 points higher among women who had ever 
been pregnant (P<0.001), 2.0 points higher among women who had 
children (P<0.001) and 4.0 points higher among women who had 
discussed family planning with a physician (P<0.001).

The association of IBD-specific reproductive knowledge level with 
childlessness, voluntary childlessness and trying to become pregnant
As shown in Table 1, the prevalence of childlessness was 16.8% higher 
among women with poor CCPKnow scores than among women with 
adequate or higher CCPKnow scores (78 of 131 [59.5%] versus 50 of 
117 [42.7%], respectively; P=0.008). As shown in Table 2, childless 
women had a median CCPKnow score that was 2.0 points lower than 
the median CCPKnow score of women with children (6.0 [IQR 3.0 to 
9.0] versus 8.0 [IQR 5.0 to 11.0], respectively; P=0.001). As shown in 
Table 3, multivariable logistic regression estimated an OR adjusted for 
current age and marital status of 0.92 (95% CI 0.86 to 0.99) for the 
effect of IBD-specific reproductive knowledge on childlessness; thus, 
every one point increase in the CCPKnow score corresponded to an 
8% lower odds of childlessness.

Given that there were large differences in the prevalence of child-
lessness across groups defined according to age and marital status, the 
logistic regression model was repeated within strata of age and marital 
status. Table 3 shows that the observed inverse association between 
the CCPKnow score and childlessness was strongest among women 
≤34 years of age who were partnered; in contrast, the CCPKnow score 
was not clearly associated with childlessness in single women ≤34  years 
of age or in older women with partners (there were too few single 
women >34 years of age to examine this relationship in this group).

Compared with the nonvoluntarily childless women, the 15 volun-
tarily childless women had a similar median CCPKnow score (4.0 [IQR 
2.0 to 10.0] versus 6.0 [IQR 3.0 to 9.0]; P=0.985) and a similar 
prevalence of poor CCPKnow scores (10 of 15 [66.7%] versus 60 of 
101 [59.4%]; P=0.592) (Table 2). Multivariable logistic regression esti-
mated an OR adjusted for current age in years and marital status of 
0.91 (95% CI 0.79  to 1.0) for the effect of CCPKnow score on volun-
tary childlessness among childless women; thus, every one point 
increase in the CCPKnow score corresponded to 9% lower odds of vol-
untary childlessness among childless women (Table 4).  

Compared with the childless women who were not trying to 
become pregnant, the 14 childless women who were trying to become 
pregnant had a higher median CCPKnow score (10.0 [IQR 9.0 to 12.0] 
versus 5.0 [IQR 2.0 to 9.0]; P=0.001) and a lower prevalence of poor 
CCPKnow scores (three of 14 [21.4%] versus 67 of 102 [65.7%]; 
P=0.002) (Table 2). As shown in Table 4, multivariable logistic regres-
sion estimated an OR adjusted for current age in years and marital 
status of 1.2 (95% CI 1.0 to 1.4) for the effect of CCPKnow on trying 
to become pregnant; thus, every one point increase in CCPKnow score 
corresponded to 20% higher odds of trying to become pregnant among 
childless women.   

Figure 1) Distribution of Crohn’s and Colitis Pregnancy Knowledge sur-
vey (CCPKnow) scores measuring inflammatory bowel disease (IBD)-
specific reproductive knowledge among 248 female IBD patients from the 
IBD Consultation and Research Clinic, University of Alberta Hospital 
(Edmonton, Aberta), 2010 to 2013 (n=248). Poor n=131/248 (52.8%); 
Adequate n=49/248 (19.8%); Good n=48/248 (19.4%); Very good 
n=20/248 (8.1%)
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Secondary objective: The effect of having discussed family 
planning with a physician on IBD-specific reproductive knowledge
Among the respondents, 62.1% (154 of 248) reported having discussed 
family planning with a physician (Table 1). As shown in Table 2, 
women who had discussed family planning with a physician had a 
median CCPKnow score that was 4.0 units higher than the median 
CCPKnow score of those who had not (8.0 [IQR 5.0 to 11.0] versus 
4.0 [IQR 2.0 to 8.0], respectively; P<0.001). In addition, as shown in 
Table 2, women who discussed family planning with their gastro-
enterologist had a median CCPKnow score that was 5.0 points 
higher than the median CCPKnow score of those who had not dis-
cussed family planning with any physician, and 3.0 points higher 
than that of those who had discussed family planning with a non-
gastroenterologist only (P<0.001). Conversely, the proportion with 
poor CCPKnow scores was 36.7% higher among women who had not 
discussed family planning with any physician, and 32.9% higher 
among women who had discussed family planning with a non-
gastroenterologist only, compared with the proportion with poor 
CCPKnow scores among women who had discussed family planning 
with their gastroenterologist (65 of 94 [69.1%] versus 32 of 49 [65.3%] 
versus 34 of 105 [32.4%]; P<0.001).  

As shown in Table 5, multivariable logistic regression estimated an 
OR adjusted for current age and marital status of 0.44 (95% CI 0.25 to 
0.77) for the effect of having discussed family planning with a phys-
ician on having a poor CCPKnow score; thus, discussion of family 
planning with a physician corresponded to 56% lower odds of having 
a poor CCPKnow score. Table 5 also shows that discussion of family 
planning with a gastroenterologist corresponded to 72% lower odds 
of having a poor CCPKnow score, while discussion with a non-
gastroenterologist did not show any effect.

Given that there were large differences in the prevalence of child-
lessness across groups defined according age and marital status, the 
logistic regression model was repeated within strata of age and marital 
status. Table 6 shows that the observed inverse association between 
discussion of family planning and having a poor CCPKnow score was 
strongest among women >34 years of age. In contrast, discussion of 
family planning was not clearly associated with the CCPKnow score in 
women ≤34 years of age (there were too few single women >34 years of 
age to examine this relationship in this group).

TABLE 2
Description of inflammatory bowel disease (IBD)-specific 
reproductive knowledge levels in 248 female IBD patients* 

Category
CCPKnow score, 

median (IQR) P† 

Poor CCPKnow 
 score

P‡n/n (%)
Total (n=248) 7.0 (3.0–11.0) – 131/248 (52.8) –

Age, years

   18 to 24 4.0 (2.0–8.0) 0.001 34/49 (69.4) 0.04

   25 to 29 8.0 (4.0–12.0) 23/50 (46.0)

   30 to 34 9.0 (6.0–12.0) 23/56 (41.1)

   35 to 39 6.0 (3.0–9.0) 27/47 (57.4)

   40 to 45 7.0 (4.0–11.0) 24/46 (52.2)

Marital status

   Partnered 8.0 (4.0–11.0) <0.001 75/173 (43.4) <0.001

   Divorced 8.0 (5.0–10.0) 4/8 (50.0)

   Single 5.0 (2.0–7.0) 52/67 (77.6)

Ethnicity

   Caucasian 7.0 (3.0–11.0) 0.498 113/216 (52.3) 0.384

   Non-Caucasian 5.0 (4.0–11.0) 9/14 (64.3)

Education status

   Grade 1 to grade 12 4.0 (2.0–8.0) 0.004 39/56 (69.6) 0.007

   College/university 8.0 (4.0–11.0) 79/157 (50.3)

   Graduate degree 9.0 (8.0–11.0) 2/11 (18.2)

   Professional degree 9.0 (8.0–14.0) 1/5 (20.0)

   Other 7.0 (5.0–10.0) 10/19 (52.6)

Employment status  

   Unemployed 6.0 (3.0–9.0) 0.38 18/28 (64.3) 0.47

   Part-time 8.0 (3.0–12.0) 21/46 (45.7)

   Full-time 7.0 (4.0–11.0) 61/117 (52.1)

   Other 7.0 (4.0–10.0) 21/38 (55.3)

Family history of IBD

   Yes 8.0 (4.0–11.0) 0.39 54/107 (50.5) 0.52

   No 7.0 (3.0–11.0) 77/141 (54.6)

Type of IBD

   Crohn’s disease 7.0 (4.0–11.0) 0.37 77/150 (51.3) 0.51

   Ulcerative colitis 7.0 (4.0–11.0) 47/88 (53.4)

   Indeterminate 3.0 (1.0–10.0) 7/10 (70.0)

Age at IBD diagnosis, years

   <18 6.0 (3.0–9.0) 0.027 40/65 (61.5) 0.10

   ≥18 7.0 (4.0–11.0) 91/183 (49.7)

Duration of IBD, years

   <5 6.0 (3.0–10.0) 0.218 34/57 (59.6) 0.24

   ≥5 7.0 (4.0–11.0) 97/191 (50.8)

History of pregnancy

   No 6.0 (3.0–9.0) <0.001 70/112 (62.5) 0.006

   Yes 8.0 (5.0–11.0) 61/136 (44.9)

Timing of pregnancy in relation to IBD diagnosis (n=135)

   Before only 5.0 (2.0–8.0) 0.001 23/36 (63.9) 0.011

   After only 10.0 (7.0–12.0) 27/78 (34.6)

   Before and after 7.0 (4.0–10.0) 11/21 (52.4)

Have children 

   No 6.0 (3.0–9.0) <0.001 78/128 (60.9) 0.008

   Yes 8.0 (5.0–11.0) 53/120 (44.2)

Voluntary childlessness
   No 6.0 (3.0–9.0) 0.985 60/101 (59.4) 0.592

   Yes 4.0 (2.0–10.0) 10/15 (66.7)

TABLE 2 – CONTINUED

Description of inflammatory bowel disease (IBD)-specific 
reproductive knowledge levels in 248 female IBD patients*

Category
CCPKnow score, 

median (IQR) P† 

Poor CCPKnow 
 score

P‡n/n (%)
Childless and trying to become pregnant

   No 5.0 (2.0–9.0) 0.002 67/102 (65.7) 0.002

   Yes 10.0 (9.0–12.0) 3/14 (21.4)

Discussed family planning with a physician

   Yes 8.0 (5.0–11.0) <0.001 66/154 (42.9) <0.001

   No 4.0 (2.0–8.0) 65/94 (69.1)

Have discussed family planning with a gastroenterologist

   Did not discuss 4.0 (2.0–8.0) <0.001 65/94 (69.1) <0.001

   Gastroenterologist 9.0 (7.0–12.0) 34/105 (32.4)

   Non- 
      gastroenterologist

6.0 (3.0–9.0) 32/49 (65.3)

*Median Crohn’s and Colitis Pregnancy Knowledge survey (CCPKnow) score and 
the proportion with a poor CCPKnow score according to selected study variables, 
IBD Consultation and Research Clinic, University of Alberta Hospital (Edmonton, 
Alberta), 2010 to 2013. †Mann-Whitney test; ‡χ2 test. IQR Interquartile range

Continued in next column
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Secondary objective: The effect of discussion of family planning 
with a physician on childlessness, voluntary childlessness and 
trying to become pregnant
There was a difference in the prevalence of childlessness across groups 
based on discussion of family planning (Table 2) because 59.6% (56 of 94) 
of those who had not discussed family planning with a physician were 
childless, compared with 41.0% (43 of 105) of these who had discussed 
family planning with their gastroenterologist, and 59.2% (29 of 49) of 
those who had discussed family planning with a nongastroenterologist 
(P=0.016).  

Among the 116 childless women who responded to the question on 
their decisions regarding having children, the prevalence of voluntary 
childlessness was similar among those who had discussed family plan-
ning with a physician and those who had not discussed family planning 
with a physician (eight of 67 [11.9%] versus seven of 49 [14.3%]; 
P=0.71). As shown in Table 4, multivariable logistic regression esti-
mated an OR adjusted for current age and marital status of 0.28 (95% 
CI 0.057 to 1.3) for the effect of having discussed family planning 
with a gastroenterologist on voluntary childlessness among childless 
women. Thus, discussion of family planning with a gastroenterologist 
corresponded with 72% lower odds of voluntary childlessness among 
childless women. However, due to small numbers, the wide CI leaves 
uncertainty regarding the direction of this effect. Multivariable logistic 

regression was not performed for the effect of discussion of family 
planning with a physician on trying to become pregnant because all 
of the 48 childless women who had not discussed family planning 
with a physician indicated they were not trying to become pregnant 
(48 of 48 [100.0%]).

DISCUSSION
The present analysis is the largest reported study of women with IBD 
assessing IBD-specific reproductive knowledge and investigating rela-
tionships among IBD-specific knowledge, discussion of family plan-
ning and childlessness. Previous studies reported results from smaller 
numbers of respondents, or from a combination of male and female 
patients with IBD (3). The response rate in the present study was 
relatively high (57.1%), as was the prevalence of childlessness 
(51.6%) in the study population. More than one-half (52.8%) of the 
participants had poor IBD-specific reproductive knowledge scores 
according to the CCPKnow survey; this is higher than the percentage 
of patients with poor knowledge (44.8%) reported in the study by 
Selinger et al (14), which first used the CCPKnow survey.

The present study estimated a clear inverse dose-response gradi-
ent for the relationship of IBD-specific reproductive knowledge, as 
measured by the CCPKnow survey, and childlessness; that is, each 
one point increase in the CCPKnow score corresponded to lower 
odds of childlessness. Knowledge regarding reproductive issues in 
IBD, however, was not the only factor associated with childlessness 
in the present study population. Other factors associated with child-
lessness included current age, marital status, age at diagnosis and 
duration of disease.

TABLE 3
Multivariable logistic regression model for estimating the 
effect of inflammatory bowel disease (IBD)-specific 
reproductive knowledge* on childlessness

OR 95% CI
All respondents
CCPKnow score, per unit increase 0.92 0.86–0.99
Marital status
   Single (n=62) 1.0 –
   Partnered† (n=181) 0.21 0.08–0.53
Current age, per year increase 0.86 0.82–0.91
Women ≤34 years of age
CCPKnow score, per unit increase 0.88 0.79–0.97
Marital status
   Single (n=62) 1.0 –
   Partnered (n=91) 0.17 0.051–0.56

Current age, per year increase 0.80 0.71–0.90

Women >34 years of age
CCPKnow score, per unit increase 0.99 0.88–1.1

Marital status

   Single (n=5) 1.0 –

   Partnered (n=88) 0.52 0.078–3.5

Current age, per year increase 0.96 0.83–1.1

Women ≤34 years of age AND partnered
CCPKnow score, per unit increase 0.87 0.78–0.98

Current age, per year increase 0.81 0.70–0.91

Women >34 years of age AND partnered

CCPKnow score, per unit increase 0.98 0.86–1.1

Current age, per year increase 0.99 0.83–1.1

Women ≤34 years of age AND single‡

CCPKnow score, per unit increase 0.92 0.70–1.2

Current age, per year increase 0.78 0.60–1.0

Analysis stratified according to age and marital status among 248 female IBD 
patients from the IBD Consultation and Research Clinic, University of Alberta 
Hospital (Edmonton, Alberta), 2010 to 2013. *According to Crohn’s and Colitis 
Pregnancy Knowledge survey [CCPKnow] score; †Partnered includes married/
long-term relationship and divorced; ‡Unable to complete for women >34 years 
of age who are single because n=5

TABLE 4
Multivariable logistic regression model for estimating the 
effect of infalmmatory bowel disease (IBD)-specific 
reproductive knowledge* and having discussed family 
planning with a physician on voluntary childlessness and on 
trying to become pregnant
Variable OR 95%CI
Effect of CCPKnow on voluntary childlessness
CCPKnow score 0.91 0.79–1.0
Current age, years 1.2 1.1–1.3
Marital status
   Single 1.0 –
   Partnered† 1.2 0.27–5.2
Effect of discussion of family planning on voluntary childlessness‡

Have discussed family planning with a physician
   No 1.0 –
   Gastroenterologist 0.28 0.057 – 1.3
   Nongastroenterologist 0.26 0.043 – 1.5
Current age, years 1.2 1.1 – 1.3
Marital status
   Single 1.0 –
   Partnered 1.6 0.32–7.6
Effect of CCPKnow on trying to become pregnant
CCPKnow score 1.2 1.0–1.4
Current age, years 1.1 1.0–1.2
Marital status
   Single 1.0 –
   Partnered 7.1 0.81–62

Data from 116 childless female IBD patients from the IBD Consultation and 
Research Clinic, University of Alberta (Edmonton, Alberta) Hospital, 2010 to 2013. 
*According to Crohn’s and Colitis Pregnancy Knowledge survey (CCPKnow) 
score; †Includes married/long-term relationship and divorced; ‡Unable to com-
plete for the effect of discussion of family planning with a physician on trying to 
become pregnant because all 48 women who had not discussed family plan-
ning were not trying to become pregnant
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While age and marital status are inevitably strong determinants of 
childlessness, the goal of the present analysis was to estimate the 
extent to which IBD-specific reproductive knowledge is associated 
with childlessness among women with IBD, independent of other 
determinants of childlessness. Even after adjusting for the confounding 
effects of current age and marital status, both of which encompass a 
wide range of factors that affect childlessness, our results still showed 
an inverse effect gradient of increasing levels of IBD-specific repro-
ductive knowledge associated with decreasing odds of childlessness. 
This inverse relationship was strongest among women ≤34 years of age 
who were partnered, and was not clearly associated with childlessness 
in single women ≤34 years of age; thus, reproductive knowledge was 
strongly associated with childlessness once a stable partnered relation-
ship was established.

Although it may be theorized that women who have been pregnant 
and who have children may have higher IBD-specific reproductive 
knowledge gained through the experience of having children, this 
study estimated higher IBD-specific reproductive knowledge scores 
among women who had discussed family planning with a physician 
compared with women who had not done so, irrespective of whether 
they had children. In addition, the present study estimated that the 
effect of having discussed family planning with a physician is depend-
ent on the physician type. Those who had discussed family planning 
with their gastroenterologist had much higher CCPKnow scores than 

TABLE 6
Multivariable logistic regression model for estimating the 
effect of having discussed family planning with a 
physician on having poor inflammatory bowel disease 
(IBD)-specific reproductive knowledge* 

OR 95% CI
Among childless women
Have discussed family planning with a physician
   No (n=56) 1.0 –
   Gastroenterologist (n=43) 0.31 0.12–0.78
   Nongastroenterologist (n=29) 1.3 0.46–3.9
Marital status
   Single (n=60) 1.0 –
   Partnered† (n=68) 0.34 0.14–0.84
Current age (per year increase) 1.0 0.93–1.1
Among women who have children
Have discussed family planning with a physician
   No (n=38) 1.0 –
   Gastroenterologist (n=62) 0.32 0.13–0.81
   Nongastroenterologist (n=20) 0.82 0.26–2.5
Marital status
   Single (n=7) 1.0 –
   Partnered† (n=113) 0.10 0.011–0.99
Current age (per year increase) 1.1 1.0–1.2
Among women ≤34 years of age
Have discussed family planning with a physician
   No (n=59) 1.0 –
   Gastroenterologist (n=68) 0.35 0.15–0.84
   Nongastroenterologist (n=28) 1.4 0.48–4.0
Marital status
   Single (n=62) 1.0 –
   Partnered† (n=93) 0.20 0.088–0.46
Current age (per year increase) 1.0 0.91–1.1

TABLE 6 – CONTINUED
Multivariable logistic regression model for estimating the 
effect of having discussed family planning with a 
physician on having poor inflammatory bowel disease 
(IBD)-specific reproductive knowledge*

OR 95% CI
Among women >34 years of age†

Have discussed family planning with a physician
   No (n=35) 1.0 –
   Gastroenterologist(n=37) 0.19 0.063–0.57
   Nongastroenterologist (n=21) 0.60 0.18–2.0
Marital status
   Single (n=5) 1.0 –
   Partnered† (n=88) 0.74 0.069–7.9
Current age (per year increase) 0.91 0.79–1.0
Among women ≤34 years of age AND partnered
Have discussed family planning with a physician
   No (n=23) 1.0 –
   Gastroenterologist (n=54) 0. 40 0.13–1.2
   Nongastroenterologist (n=16) 1.6 0.4.3–6.0
Current age (per year increase) 1.0 0.90–1.1
Among women >34 years of age AND partnered
Have discussed family planning with a physician
   No (n=30) 1.0 –
   Gastroenterologist (n=37) 0.19 0.065–0.57
   Nongastroenterologist (n=21) 0.61 0.18–2.0
Current age (per year increase) 0.91 0.80–1.0
Among women ≤34 years of age AND single‡

Have discussed family planning with a physician
   No (n=36) 1.0 –
   Gastroenterologist (n=14) 0.30 0.067–1.3
   Nongastroenterologist (n=12) 1.01 0.18–5.9
Current age (per year increase) 0.98 0.85–1.1

Analysis stratified according to childlessness, age and marital status among 
248 female IBD patients from the IBD Consultation and Research Clinic, 
University of Alberta Hospital (Edmonton, Alberta), 2010 to 2013. *According 
to Crohn’s and Colitis Pregnancy Knowledge survey score; †Includes married/
long-term relationship and divorced; ‡Unable to complete for women >34 years 
of age who are single because n=5

TABLE 5
Multivariable logistic regression model for estimating the 
effect of having discussed family planning with a 
physician on having poor inflammatory bowel disease 
(IBD)-specific reproductive knowledge* 

OR 95% CI
Discussed family planning with any physician
Have discussed family planning with a physician

   No (n=94) 1.0 –

   Yes (n=154) 0.44 0.25–0.77

Marital status

   Single (n=67) 1.0 –

   Partnered† (n=181) 0.22 0.10–0.48

Current age, per year increase 1.0 0.98–1.1
Discussed family planning with a gastroenterologist
Have discussed family planning with a physician
   No (n=94) 1.0 –
   Gastroenterologist (n=105) 0.28 0.15–0.53
   Nongastroenterologist (n=49) 1.0 0.48–2.2
Marital status
   Single (n=67) 1.0 –
   Partnered† (n=181) 0.24 0.11–0.52
Current age, per year increase 1.0 0.98–1.1

Data from 248 female IBD patients from the IBD Consultation and Research 
Clinic, University of Alberta Hospital (Edmonton, Alberta), 2010 to 2013. 
*According to Crohn’s and Colitis Pregnancy Knowledge survey score; 
†Includes married/long-term relationship and divorced

Continued in next column
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those who had spoken with a nongastroenterologist only or who had 
not spoken with any physician. The odds of having poor CCPKnow 
scores were 72% lower among women who had discussed family plan-
ning with their gastroenterologist, compared with those who had not 
discussed family planning with any physician. The effect of discussion 
of family planning with a gastroenterologist on IBD-specific repro-
ductive knowledge remained strong even after stratification according 
to childlessness, age and marital status. This finding is important 
becuase it suggests that higher IBD-specific reproductive knowledge 
does not necessarily require the personal experience of having chil-
dren, and that discussion with a physician, especially a gastroenterolo-
gist may influence IBD-specific reproductive knowledge.

Previous studies have estimated that approximately 20% to 30% of 
women with IBD discuss family planning with a physician (13,21), 
although Marri et al (1) reported that 68% of their study population 
had discussed reproductive issues with a physician. In this study popu-
lation, 62.1% of women indicated that they previously had discussed 
family planning with a physician, with 42.3% indicating they had 
discussed family planning with their gastroenterologist.

While the cross-sectional design of the present study does not rule 
out the possibility that women who derive their knowledge from other 
sources seek family planning discussions with physicians, the results 
suggest the potential for improving women’s IBD-specific reproductive 
knowledge through increasing the engagement of physicians in dis-
cussing family planning with their IBD patients. Further studies dif-
ferentiating physician IBD-specific reproductive knowledge levels are 
required because nongastroenterologist physicians may have lower 
IBD-specific reproductive knowledge.

The present study also estimated the effect of IBD-specific repro-
ductive knowledge on voluntary childlessness and trying to become 
pregnant among childless women with IBD. When childless women 
who did not want to have children were classified as having ‘voluntary 
childlessness’, the ‘voluntary childlessness’ rate (15 of 116 [12.9%]) 
was slightly lower than reported in previous studies (1,2,4,12). Higher 
IBD-specific reproductive knowledge did not correspond to lower odds 
of voluntary childlessness, but did correspond to higher odds of trying 
to become pregnant among childless women with IBD. Due to the 
cross-sectional nature of the study, however, it is unclear if childless 
women who were trying to become pregnant had higher CCPKnow 
scores due to actively seeking information because they were trying to 
become pregnant, or if they decided to try to become pregnant due to 
higher knowledge levels.

Although we had a relatively high response rate and a large num-
ber of respondents, there are several limitations to the present study. 
The patient population was sampled from a single tertiary care centre 
and, therefore, may represent a patient population that may be more 
knowledgeable than the general female IBD population. However, this 
university-based centre services a large referral base that encompasses 
Western Canada, and the patient population is thus, quite diverse in 
terms of demographic factors and IBD disease history. We attempted to 
obtain a representative sample of women with IBD by systematically 
recruiting all female IBD patients in the target age group who had 
been seen in the IBD clinic within the past three years regardless of 
their disease characteristics or reproductive history. Women who 
responded may have been more knowledgeable or interested in the 
study than those who did not respond and, thus, may not represent all 
women with IBD. Also, despite having a relatively large sample size 
compared with previous studies, results estimated for subgroups of 
childless women (voluntary childless; and those who were trying to 
become pregnant) had reduced precision. In addition, although we 
captured highest level of education as a marker of socioeconomic 
status, we did not capture financial socioeconomic status, which may 
have an effect on knowledge, concerns and interaction with health 
care providers. Nevertheless, our results show how complex this topic 
is, and reveal questions that warrant further research.

Another limitation of the present cross-sectional survey was its 
inability to establish the time sequence of events. The present study 

cannot determine what a woman’s IBD-specific reproductive know-
ledge was when she made the decision to remain voluntarily childless 
or to have children. It is possible that women who made the decision 
to remain childless earlier in their lives have lower IBD-specific 
reproductive knowledge because they believed they did not need to 
seek this knowledge. Our data pattern, which shows that the women 
in the youngest age group (18 to 24 years) and those who were single 
at time of the study had the lowest median CCPKnow scores, supports 
this possibility. In addition, the finding that childless women who were 
trying to become pregnant had higher CCPKnow scores also suggests 
that they may have sought out the knowledge because they were trying 
to become pregnant. 

When assessing knowledge, personal experience may play a role, 
and women with a history of pregnancy had higher CCPKnow scores 
and a lower prevalence of poor CCPKnow levels. Nevertheless, the 
finding that discussion of family planning with a physician, especially 
a gastroenterologist, corresponded to higher CCPKnow scores and 
lower prevalence of poor CCPKnow level knowledge suggests that 
regardless of personal experience, discussion with a physician is associ-
ated with better IBD-specific reproductive knowledge.

It should be noted that the study questionnaire did not capture 
whether the patient or a physician initiated discussions of family 
planning, or exactly what the discussion encompassed. Physician-
patient discussion of family planning could vary from a brief discus-
sion about contraception or fertility, to lengthy discussions about 
reproductive issues in IBD, and are likely to vary substantially across 
health care providers. These would be important pieces of informa-
tion to capture in future studies. However, even with this limitation, 
our study does indicate that a discussion of family planning, reported 
as such by the patient, is associated with higher knowledge scores, 
and identifies discussion of family planning as a potentially modifi-
able factor that may influence patient knowledge and childlessness. 
Additionally, future studies should examine whether men with IBD 
also have similar concerns and, thus, contribute to decisions 
regarding voluntary childlessness in couples in which one or both 
partners has IBD.

Overall, the present study found that poor IBD-specific repro-
ductive knowledge is strongly associated with increased childlessness 
among women with IBD and describes an association of increasing 
IBD-specific reproductive knowledge with decreasing odds of child-
lessness. A potentially modifiable factor that was associated with 
better knowledge and lower odds of childlessness among women with 
IBD was discussion of family planning with a physician, specifically 
with a gastroenterologist. Future research investigating this topic 
should focus on elucidating the complex factors involved in volun-
tary childlessness among women with IBD, and on identifying effect-
ive approaches for physicians who care for women with IBD to discuss 
family planning issues specific to their concerns.
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