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Clinical Presentation of Adult Coeliac Disease

T Tajuddin, S Razif, R Dhar, J Thorne, FE Murray
Department of Gastroenterology, Beaumont Hospital, Beaumont, Dublin 9

Abstract
The mode of presentation of coeliac disease has been changing to more atypical or silent disease. Few studies
described the clinical presentation of adult coeliac disease in Ireland in recent years. We retrospectively collected
the clinical data for all patients who had a diagnosis of coeliac disease made in our centre between January 07 and
December 08. Forty seven adults, predominantly females (n=30), had a confirmed diagnosis of coeliac disease made
during the study period. In our patient cohort, the presenting symptom was diarrhoea in 19 (40%) patients, while 16
patients (34%) did not have any G.I. symptoms, 10 (21%) presented with anaemia. Females presented at a significantly
younger age compared to males, with median ages at diagnosis of 44.5 and 57 years, respectively (p=0.04). Females also
presented more commonly with non G.I. symptoms (p=0.07). The reasons behind this gender difference need further study.

Introduction
Coeliac disease is a unique immune disorder, precipitated in genetically predisposed persons by the ingestion of
gluten, the major storage protein of wheat and similar grains

1
. Originally considered a rare malabsorption syndrome of

childhood, coeliac disease is now recognized as a common condition that may be diagnosed at any age and that affects
many organ systems

2
. Coeliac disease occurs in adults and children at rates approaching 1% of the population

3-5
. The

modes of presentation of coeliac disease include gastrointestinal (G.I.) symptoms, weight loss, anaemia, reduced bone
density, screening first-degree relatives, and incidental diagnosis at endoscopy

2
. The classic presentation of coeliac

disease is early childhood onset of diarrhoea, weight loss, and failure to thrive
6
. Patients who lack diarrhoea or

anaemia are often referred to a shaving atypical (non-G.I.) or silent (asymptomatic) coeliac disease
7
. Although the

rate of diagnosis is increasing
8
, coeliac disease remains undiagnosed in most affected individuals

3
.

In recent decades, there has been increasing recognition that adults with coeliac disease frequently present without
the classic childhood symptoms

9-11
. Several studies have demonstrated a reduction in the percentage of patients with

coeliac disease who present with diarrhoea
9,12-14

, which is probably related to the more widespread use of serologic
testing in screening and diagnosis

10,15
. Surveys done primarily in Europe document that adult presentation of coeliac

disease is often mild with nonspecific or atypical symptoms
9,10,16

. However, and as there is no required reporting of
coeliac disease and no large-population screening of coeliac serology in Ireland, there are only a few studies
describing the clinical presentation of coeliac disease in the Irish population

17-19
. One of these studies demonstrated

a failure to appreciate the possible non G.I. presentations of coeliac disease and showed that the diagnosis is still
delayed even in patients with diarrhoea

19
.

Methods
All adults (age e18years) who had a diagnosis of coeliac disease made in Beaumont Hospital, Dublin, Ireland, between
January 07 and December 08 were evaluated for this study. The diagnosis was based on the combination of positive
serologic test (endomysial and/or tissue transglutaminase antibodies) and the characteristic histologic findings of
intraepithelial lymphocytosis, crypt hyperplasia and villous atrophy on duodenal biopsy

2
. All biopsies were obtained at

our institution and reviewed by a senior histopathologist to confirm the diagnosis. Clinical data were retrospectively
collected from patientsâ�� clinical records and included age at initial diagnosis, duration of symptoms prior to
histologic diagnosis, mode of presentation, other associated symptoms and conditions, endoscopic findings and results
of serological tests. The mode of presentation was defined as the main symptom or reason for referring the patient to
our centre.

The modes of presentation were recorded under five categories; G.I. symptoms (including diarrhoea, dyspepsia and mouth
ulcers), weight loss, anaemia, dermatitis herpitiformis and diagnosis made on screening. Reasons for screening
patients for coeliac disease included family history of coeliac disease, autoimmune endocrinopathies and reduced bone
density. Statistical analysis was performed using GraphPad Prism version 5.03 for Windows (GraphPad Software, San
Diego, California, USA). Descriptive statistics were computed for all variables to provide means and SDs for
continuous variables and frequencies for categorical variables. Intergroup differences were assessed by Student t
tests for continuous factors and Pearsonâ��s X2 tests for categorical factors. A p value < 0.05 was considered
statistically significant.

G.I., Patients presented with gastrointestinal symptoms; Non-G.I., Patients presented with non gastrointestinal
symptoms. * Average duration between onset of symptoms and establishment of diagnosis. P values for G.I and Non-G.I.
groups.

Results
Forty seven adults, median age 48 years, had a confirmed diagnosis of coeliac disease made in our centre during the
study period. Females represented 64% (n=30) of all patients and had a significantly lower median age at diagnosis
compared to males (44.5 and 57 years, respectively, p=0.04). The average duration of symptoms prior to diagnosis was
9.1 months (range 2â��48 months), with no significant difference in diagnosis delay between men and women (8.8 and 9.3
months, respectively, p= 0.86) or between those presented with G.I. and non-G.I. symptoms (p=0.93) (Table1).
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Figure 1: Presentation of Adult Coeliac Disease in Males and Females. Only 30% (n=9) of females presented with
diarrhoea while 27% (n=8) presented with anaemia, compared to 59% (n=10) and 12% (n=2) of males, respectively.

Figure 2: Clinical Presentation of 47 Adults with Coeliac Disease. Thirty one patients presented with gastrointestinal
(G.I.) symptoms, 10 presented with anaemia, three diagnosed on screening, two presented with weight loss and one with
dermatitis herpitiformis (D.H.).

Females presented more commonly with non G.I. symptoms compared to males (p=0.07), with 27% (n=8) of females
presenting with anaemia compared to 12% (n=2) of males. On the other hand, only30% (n=9) of females presented with
diarrhoea compared to 59% (n=10) of males (Figure 1). Diarrhoea was the main clinical presentation in 61% (n=19) of
patients with G.I. symptoms, while dyspepsia and/or mouth ulcers were the presenting symptoms in the remaining 39%
(n=12, 4 males and 8 females). Though 17% (n=8) of patients reported some degree of weight loss, this was the main
presenting symptom in only two patients.

The classical presentation with diarrhoea and weight loss occurred in just 6% (n=3) of all patients. In total, 16
patients (34%) did not have any G.I. symptoms, 10 (21%) presented with anaemia. The remaining 6 patients (one male and
5 females) presented with weight loss (n=2), dermatitis herpitiformis (n=1) or had screening because of low bone
density (n=2) or family history of coeliac disease (n=1) (Figure 2).
Forty seven percent (n=22) of patients had anaemia; 26% (n=12) had iron deficiency,13% (n=6) had B12 deficiency, four
percent (n=2) had folate deficiency and four percent (n=2) had a combination of iron and B12 deficiency. This,
however, was the mode of presentation in only 10 patients as mentioned above, and the remaining 12 patients presented
with G.I. symptoms. Though a family history of coeliac disease was present in five (11%) patients; this was the reason
for screening in only one of them. Similarly, though 14 patients (11 females, six premenopausal) had low bone density
(seven with osteopenia and seven with osteoporosis), this was the reason for testing for coeliac disease in only two
of them. The incidence of low bone density in coeliac disease patients did not correlate with diarrhoea or weight
loss. 

Figure 3: Correlation between Serologic and Histologic Findings in Coeliac Disease. The mean tTG levels show positive
correlation with the severity of enteropathy (Marsh Classification) in Coeliac disease.

Only 23% of patients (n=11) had endoscopic features suggestive of coeliac disease; nine patients with reduced duodenal
folds, one patient with scalloping of folds and one patient with mosaic appearance of mucosa. The majority of patients
had epithelial lymphocytosis (96%, n=45) and/or partial villous atrophy (66%, n=31) on histologic examination. Crypt
hyperplasia was present in only 17% (n=8) of patients, and total villous atrophy in 28% (n=13).Though the mode of
clinical presentation did not correlate with the serologic, endoscopic or histologic findings, the mean tTG IgA
antibody levels showed positive correlation with histologic subtype as previously reported 20 (Figure 3).

Discussion
In our study, females represented 64% of all patients and had a significantly lower median age at diagnosis compared
to males. This indicates that the demographic characteristics of adult coeliac patients in Ireland mirror those
observed in The United States and Europe with a female predominance that decreases with age

12,21-23
.  The reason behind

this female predominance is unknown, but could be explained by the fact that the prevalence of immune mediated
diseases in general is higher in women than in men.

Similar to the results of a survey by Zipser and co-workers
24

, the average duration of symptoms prior to diagnosis in
our study was 9.1 months. Though still reflecting a significant diagnosis delay, this is much shorter compared to the
11 years duration reported in another USA population-based study

22
. This difference in results could be related to the

difficulty in precisely identifying the time onset of the disease based on the start of symptoms. It may also reflect
the improved diagnosis during the last decade because of the more widespread use of serologic testing

10
. Interestingly,

and similar to what was previously reported
19

, the delay in diagnosis was not better inpatients who presented with G.I.
symptoms compared to those with non-G.I. symptoms, reflecting a perceived rarity of the adult disease among
clinicians. Though a female predominance in adult coeliac disease is well described as mentioned above, this is
however, the first time to report a gender difference in the mode of clinical presentation. In our study, while 59% of
males presented classically with G.I. symptoms, mainly diarrhoea, 70% of females presented with non G.I. symptoms.
This difference is not only driven by the higher proportion of males presenting with diarrhoea, but also by the
greater number of females presenting with anaemia (Table 1 and Figure1). The reasons behind this gender difference are
not clear.

Although we did not find a correlation between low bone density and weight loss in patients with coeliac disease, this
is probably a type II statistical error because of the relatively low number of patients (n=2) with weight loss as
their main clinical presentation in our study population. The sensitivity of the endoscopic features of coeliac
disease continues to be disappointing as previously reported

25
, though our very low rates could also be related to the

unawareness of many endoscopists of the features suggestive of coeliac disease. In summary, about two thirds of
patients presenting with adult coeliac disease in the Irish population are females. Females also have lower median age
at presentation, and tend to present more commonly with non G.I. symptoms, mainly anaemia, compared to males. The
reasons behind this gender difference need further study.
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