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Coeliac disease (CD) is a gluten sensitive chronic enter-

opathy that affects between 1:100 and 1:300 individuals in

the general population of the western world [1]. It is

characterised by an increased mortality [2]. Autoimmune

disorders such as autoimmune thyroiditis, type 1 diabetes

(T1DM), Addison’s disease, autoimmune liver disease, and

Sjogren’s syndrome occur much more frequently in

patients with CD than in the general population. The

clinical relevance of autoimmunity in coeliac disease is

threefold: first, it further deteriorates the clinical course of

coeliac disease; second, patients might present only with

symptoms of secondary autoimmunity and this could

favour the diagnosis of minor coeliac disease; and third,

gluten withdrawal could improve the control of some

associated autoimmune disorders [3].

The associations between CD and T1DM was recognized

over 30 years ago, particularly by paediatricians. The prev-

alence of CD among adults and children with T1DM varies in

different geographical populations and is observed to range

between 1 and 11 % [4–7]. This close association has been

ascribed to the same HLA pattern, namely HLA-DQ2 and/or

DQ8, which predisposes individuals to both disorders.

Recently, Greco et al. performed a study in the western

part of Sicily where they saw that the prevalence of CD

among patients with T1DM is 4.5 %. They studied 492

subjects (children and adult patients) with T1DM who had

been followed-up regularly at their diabetes unit over a five-

year period. They found CD in 22 patients [8]. In addition, in

accordance with previous studies, they confirmed that CD is

more prevalent in female subjects with T1DM than in males

[5] and that the age of onset of T1DM is younger in patients

with double the disease than in those with diabetes only [6].

None of Greco’s patients presented gastrointestinal

symptoms, only two patients presented extraintestinal

symptoms (short stature, anaemia and hyposideraemia) and

one female patient developed concurrent herpetiformis

dermatitis. In fact, one quarter of CD patients with T1DM

are totally asymptomatic but the remainder show gastroin-

testinal symptoms (such as diarrhoea, anorexia, constipa-

tion, vomiting, abdominal distension, pain and malnutrition)

or extraintestinal symptoms. The most frequent clues in

extraintestinal signs are short stature and iron-deficiency

anaemia which are present in approximately 50 % of cases;

however, fatigue, pubertal delay and vitamin deficiencies

are also common, especially in children. Other systemic

signs suggesting CD in T1DM patients are a reduced BMI,

diminished mass bone, bleeding due to vitamin K deficiency

and raised levels of transaminases [9]. CD symptoms (both

gastrointestinal and extraintestinal) seem to be much more

frequent in children than in adolescents and adults [10].

In the majority of cases (more than 90 %), the diagnosis

of T1DM precedes that of CD and Greco et al. confirmed this

finding. However, some studies reported that T1DM onset

can frequently occur in patients already diagnosed with CD

[5]. These data suggest the importance of screening for CD

for patients with T1DM at the time of diabetes diagnosis and

then annually for several years after diagnosis. In particular,

antibody positivity for CD may appear within 6 years from

the initial diagnosis of T1DM [4].

Serologial screening for CD consists of endomysial

antibodies, antibodies against tissue transglutaminase and

deamidated gliadin peptide antibodies. When these anti-

bodies are positive, small intestinal biopsy is mandatory. CD

histology is characterized by different degrees of villous
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atrophy [3]. In T1DM patients, following this screening

policy, a high number of subjects with positive CD-related

antibodies undergo small bowel biopsy. Although the

majority of them show a frank villous atrophy, some of them

present only minor alterations, such as an increased number

of intraepithelial lymphocyte count. This condition is

defined as potential coeliac disease. Most of these patients

are symptomless and only a minority (15.8 %) fail to thrive

or show gastrointestinal symptoms [7].

Once diagnosed, CD patients with T1DM should be

followed up by means of a periodic check-up in the same

guise as CD patients without T1DM. All patients with

confirmed CD diagnosis (both symptomatic and silent) on

the basis of serological and histological pattern must be

treated with a gluten-free diet (GFD) regimen to prevent

the increased risk of developing both malignant and non-

malignant complications and, especially for children, to

improve weight and height, and to prevent osteoporosis [7].

No definite consensus exists among experts on how to

treat potential-CD patients by GFD and no data are available

about the follow-up of patients with T1DM and potential-

CD. We therefore think that GFD is indicated in those

patients with evident symptoms related to gluten-sensitive

enteropathy, leaving those who are symptomless on a gluten-

containing diet with careful follow-up. In addition, we think

that potential-CD patients with T1DM who present numer-

ous episodes of hypoglycaemia could also benefit from GFD.

In fact, some studies show that GFD is able to reduce severe

hypoglycaemic episodes, well-known for being very dan-

gerous, despite an increase in insulin requirement and levels

of HbA1C that are usually lower at the time of CD diagnosis

[7, 9] This fact is probably due to the different formulation

and the food-processing procedures used in the manufac-

turing of gluten-free foods that may elicit a high glucose

response although this point is controversial. According to

other authors, the inclusion of gluten-free products in the diet

of T1DM should not compromise glycaemic control, sug-

gesting a normal glycaemic index of gluten-free products [7].

In our experience we saw at least three patients with

uncontrolled long-standing T1DM with several episodes of

hypoglycaemia and ketoacidosis that were screened for CD

and found positive for endomysial antibodies. They under-

went intestinal biopsy and received a diagnosis of potential-

CD. We decided to start GFD in these patients anyway,

achieving a considerable improvement in glycaemic control.

Some paediatric studies have also shown a reno-pro-

tective effect of a GFD in T1DM [7]. As for microvascular

complications, such as nephropathy and retinopathy, data

are discordant in adults with CD and T1DM, and this is

probably due to the fact that the studies were retrospective

with small size samples. Moreover, these patients showed

more severe subclinical atherosclerosis as compared with

those presenting T1DM or CD only [11].

Finally, we have to remember that GFD is a very

demanding diet to maintain on a life-long basis. Adherence

to GFD among T1DM-CD patients is generally good in

patients with clear clinical symptoms of CD, but poor

among asymptomatic patients. For a patient with T1DM,

already engaged in coping day by day with a complex

chronic disease, the addition of a second ‘limiting’ condi-

tion is probably remarkably difficult. Above all for a child

or adolescent, the balance between GFD adherence and

daily life is difficult to achieve, and the need to coordinate

insulin therapy with proper nutrition and a healthy lifestyle,

in order to maintain adequate metabolic control, is already

a considerable effort for the young T1DM patient and

families [6]. We suggest, however, that the importance of

GFD should be stressed for its severe complications such as

lymphoma [2], perhaps by ensuring adequate psychological

and nutritional support.
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