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Increased Knowledge and Awareness of Celiac Disease
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Abstract Celiac disease, once deemed to be primarily a pediatric disease, is accepted nowadays as a lifelong
disease that increasingly affects the elderly. In older patients it is late and underdiagnosed, it is hypo- or
asymptomatic and case finding strategy is recommended. Gluten restrictive therapy is problematic but manageable
and beneficial, improving symptoms, serology, histology and preventing complications. Increased knowledge and
awareness on CD in the third age and a comprehensive, multidisciplinary and holistic approach will improve their
outcome.
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1. Introduction
Aging and the accompanying decline of physiological
processes has substantial effect on gastrointestinal
functions, implicating diagnosis, management and
outcome. Celiac disease (CD) is only one of those
conditions. Major problems exist in the clinical
assessment of CD in the elderly [1]. The case report
presented by Deleanu et al. brings-up multiple diagnostic,
and assessments facets in dealing with the unique aspects
of CD in the third age. The 62y old patient presented with
ischemic cardiomyopathy, left ventricular failure, asthma,
osteoporosis, iron and magnesium deficiencies and
depression. Fortunately enough a rapid diagnosis of CD
and gluten free diet were implemented for the benefit of
the patient. The patient represents a growing sector of the
population having multiple problematic aspects when
facing CD. The present editorial will expand on those age
specific, gluten related, and unique aspects. The aim being,
to increase knowledge and awareness of the professionals
for the benefit of the affected elderly.

2. Late and Underdiagnosed
Historically, CD was once deemed to be primarily a
pediatric disease, but nowadays, it is accepted as a lifelong
disease that may affect and present at any age. In contrary
to the expanded knowledge on the disease in the first half
of life, very little is known about CD in elderly
populations, summarized in recent years by several groups
[2,3,4,5,6]. The disease is underdiagnosed. According to

several studies only 4.4-12.4% of patients were diagnosed
at or above 50 years of age [3,7,8,9]. Gasbarrini et al
demonstrated that 40% of elderly patients were diagnosed
at >65 years, the mean diagnostic delay was 17 years
ranging from 0 to 58 years [3]. Concerning the prevalence
of CD in the elderly, the topic is controversial. While in
some of the studies, higher elderly prevalence was
reported contradicting the studies with higher pediatric
CD prevalence [10].
Yes, the diagnosis is late, the delay from onset of
symptoms to diagnosis being 8-17 years [3,4,5,7].
Interestingly, in a biopsy-defined finish study design, the
disease was more frequently depicted in the elderly group,
compared to a younger population [11]. A year later, the
same group indicated that repeated evaluation in the
elderly may detect new cases that developed later in life
[12]. The following reasons are suggested to explain the
under/late diagnosis [4]:
1. Limited mucosal extent of the disease, minimizing
symptomatology.
2. The cognitive impairment may hide the presenting
symptoms.
3. Low index of suspicion by the care-giver, delaying
the work-up.
4. Additional environmental precipitating factors may
accumulate with the advancement of age.
5. Seronegativity might develop with increasing age,
masking serological detection [13,14].
6. The latent CD, documented in the elderly, might
impact under\late detection of CD [4].
7. Paucity or non-specific clinical presentation or
findings [5].
8. Common symptoms and clinical signs in the third
age of life, such as fatigue, weight loss, decreased appetite,
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mood changes and anemia overlap CD presentations, but
the care-giver will direct the work-up toward a more
morbid, life threatening conditions, generally a more
costly one.
The multiple potential explanations witness our lack of
understanding of the late age-dependent autoimmunogenesis
in general and in CD in particular.

3. Problematic Presentations
The clinical presentation of CD changes across the life
span. As people age they present progressively less
common major clinical indicators such as diarrhea,
malabsorption, weight loss, protuberant abdomen,
nutritional deficiencies and positive serology.
The mode of presentation of CD in the elderly is
controversial. While some reported less prominent
gastrointestinal manifestations such as bloating as
opposed to classical malabsorption and chronic diarrhea
features, others have not reported such differences
[3,4,7,8,9,15]. Reduced bone health, manifested as
osteopenia/porosis and fractures was increasingly described
as comorbidity [16] and iron deficiency anemia is very
prevalent in the elderly CD patients [17]. A most recent
Australian study analyzing CD patients at routine upper
endoscopy, shed a more realistic light on older patients
[18]. At least 10% of new cases are likely to be
underdiagnosed at routine gastroscopy, particularly
patients above 60 years who more commonly present with
atypic symptoms. 28% of the newly diagnosed CD
patients were aged over 60 years. In order to improve
identification, it was suggested to perform pre-endoscopy
celiac serology.

4. Problematic but Manageable and
Beneficial Therapy
A life-long gluten-free diet is restrictive, increasing the
burden of the illness and impairing life quality. In the
elderly, where adaptation to dietary habits are life-long
deeply imbedded and hard to disrupt, the diet may not be
tolerated. Limited financial and social resources,
decreased mobility, difficult access to gluten-free products,
impaired vision, cognitive decline and poor nutritional
intakes are some of the problems that the elderly may
confront [6]. Despite the above problematic aspects, it
should be noted that patients might benefit and have
dramatic improvement on gluten restrictive nutritional
therapy [8,17,19]. Recently, it was shown that the
compliance to gluten-free diet is very good, iron deficient
anemia is restored, other nutritional deficiencies and bone
mineral density ameliorate, gastrointestinal symptoms,
though subtle, were alleviated and histological or
serological recovery was virtually complete, in screendetected older CD patients [19]. Older age should not be a
barrier to dietary therapy. Still, due to special needs and
increased morbidity of the older CD patients, a
comprehensive, multidisciplinary and holistic approach
will improve their outcome.
Finally, the screening methodology to detect CD in the
elderly is debatable. However, more authors favor case
finding [4,10,19,20,21] rather than mass screening [16,22].
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Most recently, reviewing the screening methodology of
CD in the high-risk population, the elderly were not
mentioned [23]. It seems that the available knowledge and
the recent literature favor including this under privileged
high-risk population for active serological screening,
mainly if symptomatic, having positive serology,
comorbid autoimmunity, family history or other high
index of suspicion.
Recently, 10 things that every gastroenterologist should
know about CD were published [24]. Using the same coin,
Table 1 summarizes the 10 commandments that every
professional, dealing with the elderly population, should
know.
Table 1. 10 things that every CD professional should know about
celiac disease in the elderly
Things to know
1

Prevalence is increasing

2

Medical awareness is low

3

Late and underdiagnosed

4

Nonspecific, minimally or asymptomatic presentations

5

Increased morbidity and complications

6

Elderly are a high-risk population

7

Active case-finding is warranted by serology and endoscopy

8

Gluten restriction is feasible and beneficial

9

Early and correct diagnosis prevent CD associated complications

10

Comprehensive, multidisciplinary approach will improve their
outcome

5. Conclusions
CD is late and underdiagnosed in the elderly population
for multiple reasons. Despite paucity of symptoms and
findings, it is becoming increasingly recognized in this
unique age, presenting comorbidity and complication.
Most probably, case finding serological and endoscopic
active strategies will improve the diagnosis rate. Older age
is not a barrier to gluten restricted diet, on the contrary, it
induces recovery to normal in most of the clinical,
serological and histological aspects.
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