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Dear Editor,

With great interest, we read the article written by Freeman
and colleagues about the implications of celiac disease
(CeD) among patients undergoing a gastric bypass [1].
The authors concluded that Roux-en-Y gastric bypass
(RYGB) is safe for individuals with CeD. They reported
on 68 patients who had abnormal serology or pathology
prior to the operation, with only three individuals being
diagnosed with CeD. However, acknowledging that CeD,
and even celiac crisis, may be triggered following a sur-
gery [2, 3]; it is important to know if among the 65 re-
maining patients with some abnormalities, new CeD cases
were diagnosed after the bariatric surgery. We would also
like to highlight “case 1,” a 42-year-old lady, non-
adherent to the gluten-free diet (GFD), who lost 100%
of excess weight in the first year after surgery. These
questions were raised by a recent case of CeD at our
institution, presenting with excessive weight loss 4 months
after a single anastomosis duodeno-ileal bypass and
sleeve gastrectomy (SADI-S).

A 46-year-old woman presented in the emergency depart-
ment (ED) with ongoing chronic diarrhea, steatorrhea, and
nausea since her bariatric surgery 4 months earlier. Her past
medical history included type 2 diabetes (T2D) complicated
by allergies to several forms of insulin, cirrhosis due to non-
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alcoholic steatohepatitis (NASH), hypothyroidism, and psori-
atic arthritis for which she was on anti-TNF drugs once a
week. Her BMI was 44, and considering her difficulties to
lose weight and the coexisting disorders, bariatric surgery
was proposed. She previously denied any gastrointestinal
symptoms except for occasional acid reflux. Low ferritin level
(7 ng/L) led to a colonoscopy, which revealed two polyps. She
already had two EGD for esophageal varices assessment,
which also did not show any bleeding. Tissue
transglutaminase antibodies (tTG) were initially low positive
(7 U/mL, threshold for positivity > 8 U/mL, low positive 5—
7 U/mL) on a gluten-containing diet, but deamidated gliadin
peptides (DGP) IgA were elevated, 51.7 U/mL and IgG
46.8 U/mL (threshold >30 U/mL). Duodenal biopsies were
not performed before the surgery. She underwent a SADI-S
with a common channel of 250 cm.

After the surgery, the patient lost 94 pounds over
4 months, which was about 62% of her excess weight.
She developed loose greasy stools triggered by alimenta-
tion and associated with urgencies, nausea, anorexia, and
abdominal cramping. On initial evaluation at the ED, there
were no physical signs of malnutrition except for mild
pedal edema. Hemoglobin and ferritin level were within
normal range, the patient being on iron supplements since
the surgery. Folates and vitamin By, levels were also
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normal, but she had hypoalbuminemia (28 g/L), hypomag-
nesemia (0.61 mmol/L), low vitamin A (0.70 umol/L), and
low vitamin E (13.1 umol/L). Transthyretin level was
88 mg/L. Celiac serologies were repeated, and tTG IgA
was 19.7 U/mL (threshold 15 U/mL) and DGP IgA >
250 U/mL and IgG 211.8 U/mL (threshold 14.9 U/mL).
EGD showed normal appearing intestinal mucosa, but his-
tologic assessment was compatible with Marsh 3a lesions
(Fig. la—c). 14C-glycine-cholate breath test was negative
for SIBO. Thus, this presentation of CeD requiring a hos-
pitalization could have been considered as a mild celiac
crisis [2].

The patient started a GFD and loperamide. Stool con-
sistency and frequency significantly improved; however,
she was still having some steatorrhea 3 months later.
Pancreatic enzymes supplements were added. EGD and
intestinal biopsies were repeated 4 months after initial

Fig. 1 Histologic features at
diagnosis and after initiation of
gluten-free diet.
Photomicrographs depicting: a
and b intestinal mucosa with mild
villous atrophy and crypt hyper-
plasia (HE, x 4, and x 10, respec-
tively). ¢ Zoomed-in view: villus
with significant intra-epithelial
lymphocytosis (>40 IEL/100
enterocytes) (HE, x 40). d and e:
Complete mucosal recovery (HE,
x4, and x 10, respectively). f
Zoomed-in view: villi without
significant intraepithelial lym-
phocytosis (HE, x 40). HE hema-
toxylin-eosin. Microscope:
Olympus BX53

diagnosis of CeD, showing significant improvement
(Fig. 1d, e). After 5 months of GFD, tTG normalized,
and DGP decreased at 83.2 U/mL (IgA) and 67.4 U/mL
(IgG). Vitamin A and E levels normalized 7 months
after beginning supplementation. Finally, the patient’s
weight has stabilized at 69 kg, having loss a total of
14 kg in 6 months (compared previously to 43 kg in
4 months).

We described a case of initially asymptomatic CeD with
coexisting morbid obesity, NASH cirrhosis and T2D, that de-
veloped classical CeD after undergoing bariatric surgery. In
this patient, DGP serology seemed to be a more reliable mark-
er than tTG.

Newly diagnosed CeD cases have been previously de-
scribed in the pre-operative work-up of obese patients for
bariatric surgery, as well as presenting after a
malabsorptive surgery [1, 4-6]; to our knowledge, this is
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the first case of CeD presented following SADI-S.
Acknowledging that up to 40% of celiac disease patients
are either overweight or obese at the time of diagnosis [7],
it could become a more frequent issue in the near future,
with some surgical considerations. Freeman and colleagues
have shown that patients with well-controlled celiac dis-
ease have a similar evolution than the general bariatric
surgery population [1]; however, others have proposed sys-
tematic pre-operative screening for CeD, to preconize re-
strictive compared to malabsorptive surgery for these pa-
tients [4, 8].

SADI-S is a recent technique combining a restrictive
and a malabsorptive approach. Diarrhea is a common com-
plication, as for vitamin A and iron deficiency [9]. Protein
malnutrition was reported in up to 34% of patients [9].
Expected excess weight loss (EWL) is 30% at 3 months,
55% at 6 months, 70% at 1 year, and up to 85% at 2 years
[9]; our patient’s excess weight was 69 kg, and she lost
62% in the first 4 months. Accordingly, “case 1” presented
by Freeman and colleagues showed an EWL significantly
higher than current reported average after gastric bypass
[10].

Despite weakly elevated tTG and the lack of symptoms,
there could have been intestinal lesions many years before
the diagnosis. The use of anti-TNF for the psoriatic arthritis
could have modulated the clinical and serological intensity
of CeD; these drugs have shown some efficacy in refractory
CeD [11]. Bariatric surgery might have triggered symptoms
due to the diminution of the absorption surface and an in-
crease in the intestinal permeability [5]. The rapid normal-
ization of intestinal biopsies is surprising, and perhaps the
first biopsies were taken in the bulb and pre-anastomotic
duodenal area while follow-up biopsies taken more distally
in the ileal limb. It may also be explained by the patchiness
of mucosal involvement in CeD [12]. Nonetheless, the pa-
tient showed favorable clinical and serological evolution
with GFD.

DGP IgA and IgG were more sensitive than tTG in that
patient, as previously reported among a cohort of individuals
with negative tTG serology, but positive DGP and histologic
diagnosis of CeD [13]. Even though it has not been studied
specifically among overweight individuals, some evidences
suggest that DGP IgA could be more sensitive and better
correlate with villous atrophy than tTG [14, 15]. Among pos-
sible explanations, some patients, especially at early stages,
may have more tTG deposits in the mucosa than circulating
tTG [16, 17].

In conclusion, we believe that bariatric surgery in un-
treated CeD may lead to excessive weight loss and a risk
of celiac crisis. We would be very interested to know if
any of the 65 patients mentioned by Freeman and col-
leagues with previous abnormalities developed CeD after
their bariatric surgery.
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