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Celiac Disease Prevalent in 12% of Type 1 Children

BY KATE JOHNSON

Montreal Bureau

NEw York — Diagnosis and treat-
ment of symptomatic celiac disease in
children with type 1 diabetes can result in
significant improvement in growth para-
meters and symptom relief, according to
a study from Denmark.

“The data lend support to recommen-
dations of regular screening for celiac dis-
ease in children with type 1 diabetes,”
wrote Dr. Dorte Hansen of Odense (Den-
mark) University Hospital (Diabetes Care
2006;29:2452-6).

The study screened 269 children with
type 1 diabetes and found a 12.3% preva-
lence of biopsy-confirmed celiac disease—
the highest reported prevalence of celiac
disease in patients with type 1 diabetes in
Europe.

Only 5 (15%) of the 33 patients with
celiac disease had been diagnosed prior to
the study, even though the majority re-
ported symptoms at baseline. “Despite an
increased clinical awareness from physi-
cians, celiac disease may remain undiag-
nosed in many patients with type 1 dia-
betes if regular screening is not
performed,” they wrote.

Compared with diabetic patients with-
out celiac disease, the children with con-
comitant diabetes and celiac “were stunt-
ed in their growth, with both height and
weight ... being affected,” the authors
wrote. The average ages of the study pa-
tients were 11.1 years for diabetic children
without celiac disease and 9.4 years for
those with celiac disease.

A total of 31 of the 33 diagnosed pa-
tients initiated a gluten-free diet and stayed
on it for 2 years. At the end of follow-up,
those who had been symptomatic report-
ed a significant reduction in abdominal
pain, loose or frequent stools, bloating,
constipation, arthralgias, fatigue, and aph-
thous ulcers, compared with baseline.

In terms of diabetic control, although
two patients experienced fewer episodes of
hypoglycemia after starting a gluten-free
diet, there were no significant changes in
metabolic control, with hemoglobin A,
levels remaining almost unchanged from
baseline, the authors reported.

The benefits of adding gluten restriction
to the already restricted diet of children
with type 1 diabetes should be carefully ex-
amined before this treatment is routinely
recommended to all children with these
two disorders, warned Dr. Richard Logan
of Nottingham (England) University.

A diet that addresses both of these con-
ditions is “quite demanding,” he said in an
interview at an international symposium
on celiac disease. “Given that this really is
quite an imposition, we have to be ab-
solutely sure that it is beneficial before we
recommend it,” he said.

Preliminary results from another study
presented at the meeting leave this ques-
tion unanswered.

The study included diabetic children
with celiac disease who self-selected to fol-
low a gluten-free diet (36 subjects) or a reg-
ular diet (29 subjects) for 12 months. At en-
try, the celiac patients weighed less, had
increased evidence of bone turnover, had

similar bone mineral density, and had sim-
ilar diabetes control, compared with a con-
trol group of nonceliac diabetic patients,
reported the study’s investigator Dr. Ed-
ward Hoffenberg, director of the Center
for Pediatric Inflammatory Bowel Diseases
at the Children’s Hospital, Denver.

“The potential advantages of early di-
agnosis and treatment of celiac disease in
children with type 1 diabetes may include
improved growth, improved bone miner-
alization, and improved diabetes control,

perhaps by a reduction in hypoglycemic
events,” said Dr. Hoffenberg, also of the
University of Colorado, Denver.

He empbhasized that all of the celiac pa-
tients in his study were asymptomatic—a
major difference from the European study.
“For those diabetic children with clinical
evidence of celiac disease, [a gluten-free
diet] does help,” he said in an interview.
“We focused primarily on diabetic children
without significant symptoms of celiac
disease.”

His study found that after 1 year, pa-
tients on a gluten-free diet had no signifi-
cant changes in weight, bone turnover, or
diabetic control, compared with celiac dis-
ease patients on a normal diet or control
diabetic patients who did not have celiac
disease.

“We’re not saying these children can
have a free ride and don’t need to ever go
on a gluten-free diet, but we just don’t
know when it should begin,” said Dr.
Hoffenberg. m
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*= VYTORIN 10/40 mg was superior to atorvastatin 40 mg at lowering
LDL-C (57% vs 48%, P<0.001).'

* VYTORIN 10/40 mg and 10/80 mg were both superior to
atorvastatin 80 mg at lowering LDL-C (57% and 59% vs 53%,

*Mean percent change in LDL-C from untreated haseline in a multicenter, double-blind,
randomized, active-controlled, 8-arm, parallel-group study {6 weeks of active freatment)
(N=1,902). Patients with hypercholesterolemia wha had not mef their LDL-C goal as defined
by NCEP ATP I11 were randomized to VYTORIN 10/10, 10/20, 10/40, or 10/80 mg or
atorvastafin 10, 20, 40, or 80 mg. Mean pooled baseline LDL-C values for YYTORIN and
atorvastafin were 178 mg/dL and 179 mg/dL, respecively. VYTORIN 10/10 mg reduced
LDL-C by 47% from baseline vs 36% with aforvastatin 10 mg (P<0.001).

& The dosage should be individualized according to baseline LDL-C level,
the recommended goal of therapy, and the patient’s response.

VYTORIN is indicated as adjunctive therapy to diet for the reduction
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Significantly greater LDL-C reduction*
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of elevated TOTAL-C, LDL-C, Apo B, TG, and non-HDL-C, and to increase

HDL-C in patients with primary (heterozygous familial and nonfamilial) |
hypercholesterolemia or mixed hyperlipidemia when diet alone is not enough. |
Contraindications: hypersensitivity to any component of this medication; '
active liver disease; unexplained persistent elevations of serum transaminases;

and women who are pregnant, nursing, or may become pregnant.

VYTORIN contains 2 active ingredients: ezetimibe and simvastatin.

No incremental benefit of VYTORIN on cardiovascular morbidity and mortalty

over and above that demonstrated for simvastatin has been established.

The clinical impact of comparative differences in lipid changes between products is not known.

SELECTED CAUTIONARY INFORMATION

Skeletal Muscle: Myopathy sometimes takes the form of rhabdomyolysis with or without acute renal failure
secondary to myoglobinuria, and rare fatalities have occurred. The risk of myopathy/rhabdomyolysis is dose
related. Tell patients to promptly report muscle pain, tenderness, or weakness. Discontinue drug if myopathy is f
suspected or CPK levels rise markedly. A
Myopathy Caused by Drug Interactions: Use of VYTORIN with itraconazole, ketoconazole, erythromycm
clarithromycin, telithromycin, HIV protease inhibitors, nefazodone, or large quantities of grapefruit juice
(>1 quart daily) should be avoided because of the increased risk of myopathy, particularly at higher doses.
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