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ABSTRACT
Celiac disease is a chronic lifelong inflammatory condition of gastrointestinal tract specifically the small intestine. We
report a case of pregnancy outcome in a patient with celiac disease (gluten sensitive enteropathy) diagnosed during
the investigations of recurrent abortions and intermittent diarrhoea since childhood. A 32 years old patient who had
four abortions and loss of a premature baby was diagnosed as celiac disease during investigations of recurrent
abortions and diarrhoea since childhood. After stabilisation of disease she conceived spontaneously. Patient had
regular follow up in some private institute. She was referred to our hospital as a case of IUGR with color Doppler
changes with breech presentation with sluggish fetal movements at 37 weeks and emergency caesarean section was
performed. A male fetus with 2.25 kg AS 7, 9 at birth was delivered. The cause of her recurrent pregnancy losses and
previous preterm birth was celiac disease. Celiac disease (CD) is an immune-mediated enteropathy caused by a
permanent sensitivity to gluten in genetically susceptible individual. It may also lead to serious maternal and fetal
complications because of systemic effects of disease however a successful pregnancy outcome is possible when pregestational diagnosis is made and proper management of disease during pregnancy is achieved.
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INTRODUCTION
Celiac disease is a chronic lifelong inflammatory
condition of gastrointestinal tract specifically the small
intestine.1 There is increased sensitivity to gluten, an
essential component of wheat and similar cereals like
oats, barley, rye which contains protein gliadin.
When mucosa of small intestine is exposed to gluten,
inflammation occurs, leading to loss of mucosal villi and
thus the intestinal surface area significantly decreases.3
Prevalence of celiac disease is 1% globally, highest
prevalence is in sub-saharan region 5.6%. In India a wide
gap exists between the CD prevalence in the population
(1%) and the prevalence based on diagnosis (0.02%0.27%). Thus 90-95% of CD remains undetected.4-7 CD is

associated with a number of autoimmune and nonautoimmune
conditions.
There
is
strong
evidence for the association between Type 1 diabetes and
CD.8-19 Up to 8% of patients with Type 1 diabetes have
the characteristic features of CD on small intestinal
biopsy.
Systemic dental enamel defects like mixed or permanent
dentition ranges from 9.5% to 95.9%. Problems involving
the central nervous system such as epilepsy and
musculoskeletal illnesses.20 Symptoms related to
reproductive system such as infertility the prevalence
being 3.1% with unexplained infertility was 5.2%.
recurrent abortions, menstrual irregularities .20% cases
may present as primary amenorhoea.21 Females who
conceive spontaneously or aided by assisted reproductive
techniques show a higher rate of recurrent abortions, intra
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uterine growth restriction and pre-eclampsia in
comparison to the unaffected population.22 This case
report aims to discuss how celiac disease affects a
Patients fertility and pregnancy outcome.

was started. Patient was lost to follow up till she again
presented to our hospital at 37 weeks with abnormal color
Doppler report with absent fetal movements with IUGR
with breech presentation.

CASE REPORT

Patient underwent an emergency caesarean section. She
delivered a live IUGR male baby of birth weight 2.25 kg
with AS5, 8, liquor was scanty, and meconium stained.
Patient’s post-operative recovery was satisfactory and
uneventful she was shifted on gluten free diet second
post-operative day. She was discharged on 8th
postoperative day and was asked to follow up after 2
weeks in OPD.

A 32-year-old female P1+4 L0 visited OPD for recurrent
abortions with menstrual irregularities with diarrhea off
and on and moderate anaemia. She had a pre-term female
baby delivered at 7 months of gestation, who died 3 days
after birth due to prematurity and had four abortions at an
interval of 1 to 1.5 years, each approximately at 10 to 12
weeks of gestation, last abortion was 1 year, all were
missed abortions.
Patient was thin built and after her investigations were
carried out for recurrent abortions and her hormonal
profile suggested of hypothyroidism and was referred to
department of endocrinology and metabolism of our
college (LLRM Medical College) and was admitted there
for four days for proper evaluation. Patient came out with
history of intermittent diarrhoea since childhood. History
of ATT intake for 8 months was present 7years back
given by some local practitioner empirically because her
PPD test was positive.
On examination patient was fully oriented, height 147
cm, weight 30.4 kg, BMI 14.07kg/m sq (underweight).
Pallor +, pedal edema +, thyroid normal on palpation,
pulse and blood pressure were normal CNS, CVS,
Respiratory system was normal.
Investigations
Her investigations were suggestive of moderate anemia
(Hb 8.9 gm/dl), PBF s/o mildly reduced RBC count
predominantly microcytic hypochromic. She was also
investigated for diabetes mellitus type 1 and for recurrent
episodes of diarrhoea since childhood. Patient was found
to be Anti TTG positive IgA>136, Anti endomysial
antibody positive 1:10 titre (positive), S. TSH 4.860
mIU/L. S. Cortisol (fasting): 10.57 mcg/dl, Post 250 mcg,
synectin stimulation 18.76mcg/dl.
Random plasma glucose: 75mg/dl, HbA1C: 5.5, Stool ex:
normal, Usg abdomen: enlarged hyperechoic liver,
edematous and dilated bowel loops with mild ascitis in
pelvis. APLA was negative.
So, in view of history of anaemia, anti endomysial
antibody positive, anti TTG positivity and recurrent
diarrhoea since childhood final diagnosis of celiac
disease was made. She was strictly kept on gluten free
diet and l-thyroxine 50 mcg.
Patient conceived spontaneously after one year of gluten
free diet and had routine follow up initially in our
hospital where her dose of l-thyroxine was increased to
75 mcg and later on to 100 mcg. Ecospirin and folic acid

DISCUSSION
Previous studies concluded that the incidence of recurrent
abortions and intra uterine growth restrictions is roughly
8.9 times more in celiac sufferers. 23
The immune reaction in celiac disease is towards gluten
and similar proteins occurring at the mucosal lining of
small intestine causing cytological damage resulting in
blunting of villi due to which patient with celiac disease
have gastrointestinal symptoms apart from that they have
higher rates of type1 diabetes mellitus,o ral infections,
recurrent abortions, intrauterine growth restriction and
still births.24
Similarly, another report shows that the rate of
spontaneous abortions were 15% in this group and 6% in
an unaffected control group.25 Our case also presented
with history of recurrent pregnancy losses. An alternative
mechanism for reduced fertility may be immunemediated, possibly by compromising placental function
C.D. derived IgA antibodies bonds tTG at the maternal
surface of placenta and inhibits its function so CD
placenta carried a high autoimmune immunoglobulin load
leading to developmental and functional impairment.26-28
Mothers diagnosed with celiac disease have a higher risk
of carrying intra uterine growth restricted fetus and
giving birth to newborn with low birth weight basically
this is related to malabsorption caused by recurrent
attacks of diarrhoea, gradually resulting in malnutrition
bearing this in mind Glacci et al showed that untreated
celiac sufferers had higher rates of intra uterine growth
restriction and low birth weight compared to those who
received appropriate treatment.27 Our case also had intra
uterine growth restriction and gave birth to male IUGR
newborn weighing 2.25 kg.
Another notable point is that patients of celiac disease
have and increased Incidence of preterm births it is
thought that increased circulatory anti glial and anti
endomysial antibodies secreted as a result of autoimmune
response may be the prime causative of pre-term
contractions.28 A retrospective study performed in
Scandinavia reports the rate of pre term births (before 38

International Journal of Reproduction, Contraception, Obstetrics and Gynecology

Volume 7 · Issue 5 Page 2066

Verma A et al. Int J Reprod Contracept Obstet Gynecol. 2018 May;7(5):2065-2068

weeks) in patients diagnosed with celiac disease as
6.4%.29

4.

In the present case patient had a previous pregnancy loss
due to pre-term birth 6 years back. Her present pregnancy
was terminated by emergency caessarean section done at
37weeks in view of abnormal BPP with absent fetal
movements with BOH.

5.

As celiac disease is a malabsorption syndrome it is
crucial for these patients to receive adequate nutrition in
ante natal period. Researches show deficiency of certain
trace elements and vitamins leading to pregnancy
complications.30 Zinc deficiency gives rise to infertility,
spontaneous abortions, congenital malformations,
abruptio placentae, still birth, pre-eclampsia.31
Iron deficiency leads to increased rate of fetomaternal
morbidity and folate deficiency leads to congenital
malformations.32 Patient took Iron and folic acid
supplementation regularly however still had anemia due
to malabsorption.

6.

7.

8.

9.

CONCLUSION
10.
In Indian scenario most of the patients of celiac disease
remain undiagnosed. Although it is due gluten sensitivity
which is found in wheat, rye, barley, oats, resulting in
inflammation of mucosa of small intestine. Patient have a
wide spectrum of disorders which include systemic dental
enamel defects, problems involving CNS like epilepsy
musculoskeletal disorders, it also leads to unexplained
infertility, recurrent abortions, pre-term labour, pre-term
births, intra uterine growth restriction and pre-eclampsia.

11.

12.
In the present case the patient had recurrent pregnancy
losses and intermittent diarrhea since childhood.
However, with strict gluten free diet and appropriate
management a successful pregnancy outcome may be
achieved
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