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Abstract

Background The objective of our study was to assess

whether TG2A levels in the healthy childhood population

can be predictive of subclinical CD.

Methods A total of 4442 children (median age, 6.0 years)

participating in a population-based prospective cohort

study were screened on serum TG2A. Those with positive

TG2A (C7 U/ml; n = 60, 1.4%) were invited for clinical

evaluation (median age, 9.0 years). Medical history,

physical examination, serum TG2A, and IgA-endomysium

(EMA) were assessed, as well as HLA DQ 2.2/2.5/8 typing.

Patients with positive serologies and genetic risk types

underwent duodenal biopsies. TG2A levels at the time of

biopsy were compared with the degree of enteropathy.

Results Fifty-one TG2A-positive children were included in

the follow-up: 31 (60.8%) children had CD, ten (19.6%)

did not have CD, and ten (19.6%) were considered

potential CD cases because of inconclusive serologies.

Duodenal biopsies were performed in 26/31 children. CD

with Marsh 3a/b enteropathy was observed in 75% (15/20)

of children having TG2A levels C10ULN at 6 years of age,

as well as in 75% (6/8) of children having a positive TG2A

\10 ULN (OR 1.00; 95% CI 0.15–6.64). CD cases had a

lower BMI SDS (mean -0.49, SD 0.92) than children

without CD (mean 0.47, SD 1.37; p = 0.02). No differ-

ences were observed in gastrointestinal symptoms.

Conclusions Serum TG2A screening at 6 years of age in

the healthy childhood population has a positive predictive

value of 61% to detect subclinical CD. We did not find a

positive correlation between serum TG2A levels and the

degree of enteropathy.
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Introduction

Celiac disease (CD) is one of the most common, but largely

underdiagnosed chronic diseases in childhood, and asso-

ciated with excess morbidity and mortality [1]. The

prevalence of CD is 0.5–3% and increasing over time

[2–5]. Despite increased awareness among physicians,

active case-finding and screening strategies [6–9], the

majority of CD patients still remain unrecognized in

childhood. Diagnosis is difficult as recent insights have

shown CD can be present in asymptomatic children that do

have a positive serology as well as enteropathy [10].

CD can be characterized by the presence of serum IgA

against transglutaminase type 2 (TG2A), IgA against

endomysium (EMA), genetic carriership for HLA DQ2.2,

DQ2.5 and/or DQ8, and a gluten induced enteropathy [11],

which is graded according to the Marsh-Oberhuber criteria

[12–14]. Serum TG2A and EMA positivities have sensitivi-

ties and specificities of[90% for detection of small intestinal

enteropathy [15]. Screening of healthy populations fre-

quently detects seropositive subjects without symptoms and

with mild enteropathy (i.e., subclinical CD), or seropositive

subjects with normal small bowel mucosa (i.e., potential

CD). Thus, serology testing is only the first step in the

diagnosis [6]. Nevertheless, several studies have shown that

high TG2A levels (C10 times upper limit normal of the test;

ULN) have a high specificity for severe enteropathy (Marsh

3) in symptomatic patients [16–18]. Therefore, the ESP-

GHAN guideline recommends that biopsies may be omitted

when TG2A levels C10 ULN in symptomatic patients. It is

still recommended to evaluate biopsies in asymptomatic or

screening-identified individuals, irrespective of TG2A levels

[19], although some studies argue the need in subclinical and

screening-detected patients with TG2A levels C10 ULN

values [20]. Recently, one study found that TG2A levels

correlate with the severity of mucosal lesions in both

asymptomatic and symptomatic children [21]. Still, studies

validating the correlation between TG2A levels and the

degree of enteropathy in subclinical CD are scarce.

Therefore, the primary aim of this study was to study the

positive predictive value of TG2A screening to detect

subclinical CD in the healthy childhood population. A

second aim was to study whether serum TG2A levels in

subclinical CD correlate with the degree of enteropathy.

Materials and methods

Design and screening strategy

This study was embedded within the Generation R study, a

prospective population-based cohort study from fetal life

until young adulthood, described in detail previously

[22, 23]. Children were born between April 2002 and

January 2006 in Rotterdam, The Netherlands. At the age of

6 years, 6690 children visited the research center. During

this visit, serum samples were collected from 4593 (69%)

children and subsequently stored over a time period of

2.5 years [22]. In 2013, after the inclusion of the whole

cohort was completed and children were 9 years old, these

samples were thawed and analyzed for TG2A levels.

Children and parents were not aware of TG2A determi-

nation. We excluded 20 children in whom total IgA con-

centrations were below the detection limit, possibly

indicating IgA deficiency. Finally, 4442 children provided

data on TG2A levels at 6 years of age [24, 25]. Between

November and December 2013, when children were

9 years old, parents of 60 children were informed about a

positive TG2A screening result at 6 years of age, and

invited for diagnostic follow-up. Of these, eight children

were lost to follow-up and one child was diagnosed with

CD prior to the initial serology screening at 5 years of age,

and therefore excluded. Of the remaining 51 children, two

were on a gluten-free diet (GFD), and had been diagnosed

with CD prior to the follow-up (between 6 and 9 years of

age). Therefore, these children were excluded from clinical

retesting (but not from the final analyses). In total, 49

children received diagnostic follow-up within 3 months

after initial notification of the elevated TG2A level at

9 years of age (January to April 2014). None of them

consumed a low- or gluten-free diet (GFD).

Written informed consent was obtained from all par-

ticipants. Approval for the study was obtained from the

Medical Ethical Committee of Erasmus MC, University

Medical Centre Rotterdam, The Netherlands.

Screening on serum TG2A

TG2A serum levels were measured using a fluorescence

enzyme immunoassay (EliA Celikey IgA, Phadia Immu-

noCAP 250, Phadia AB, Uppsala, Sweden). The intra- and

interassay coefficient of variation (CV) was below 10 and

15%, respectively. Sera with a TG2A level of 7 U/ml or

higher were considered to be positive per the manufac-

turer’s instructions. We further subdivided positive TG2A

levels into two categories on the basis of below or above

the 10 upper limit normal (ULN) of the test kit ([70 U/ml)

[19, 24, 25].

Diagnostic follow-up

Of 51 children included, two were diagnosed with CD

between 6 and 9 years of age, and one child received fol-

low-up elsewhere (Fig. 1). To assess whether clinical

symptoms were different between the CD groups

(Table 1), these three children were excluded from
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analyses (but not from the final analyses). From the

remaining 48 children visiting the Sophia Children’s

Hospital at the median age of 9.9 years, a standardized

medical and family history was taken by a pediatric gas-

troenterologist. The presence of gastrointestinal complaints

was assessed systematically after parents were informed

about the TG2A positivity at 6 years of age. Information on

gluten intake was assessed by diet questions recorded at

6 years of age prior to TG2A screening, and at the moment

of follow-up at 9 years of age, by asking whether their

child had been on a low- or GFD. If not, the child was

considered to be exposed to a normal amount of gluten.

Height and weight were measured without shoes and heavy

clothing, and body mass index (BMI; kg/m2) was calcu-

lated. Age- and sex-adjusted standard deviation scores

(SDS) were obtained using Dutch reference growth curves

[26]. Prior data on height and weight as recorded in the

community health centers were included. A delay in linear

growth over time was defined as decrease of [0.5 SD

height-for-age relative to the normal SD line. The second

TG2A test at 9 years of age was performed using the same

fluorescence enzyme immunoassay (exact same kit). In

addition, anti-endomysial antibody (anti-EMA) levels were

measured, and children were genotyped for HLA DQ2.2,

DQ2.5, and/or DQ8. Serological criteria for recommending

an upper gastrointestinal (GI) endoscopy are summarized

in Fig. 1. All GI endoscopies were performed by two

experienced pediatric gastroenterologists (MG or JCE)

between March and December 2014. Mucosal biopsies

were taken from both the proximal (including the bulb) and

distal (2nd or 3rd) part of the duodenum as recommended

[27–29]. Enteropathy was graded according to the Marsh-

Oberhuber criteria [12, 13], which can vary from intraep-

ithelial lymphocytosis (IEL; C30 lymphocytes/100 ente-

rocytes; grade 1) to more extensive lesions including crypt

hyperplasia (grade 2), and various degrees of villous atro-

phy (grade 3a partial; grade 3b subtotal, grade 3c total).

Enteropathy was defined as having Marsh II or greater [19].

HLA DQ2/DQ8– TG2A - EMA- (n=3)

HLA DQ2/DQ8+ TG2A - (0 U/ml) EMA- (n=6) 

HLA DQ2/DQ8- TG2A <3ULN EMA- (n=1)

(n=10)

HLA DQ2 DQ8 + TG2A >10 ULN EMA+ (n= 20)

HLA DQ2 DQ8 + TG2A >10 ULN EMA- (n= 0)

(n=20) 

Retes�ng serology 9-yr (n=49)

Intes�nal biopsy performed (n=26/31)

Follow-up
n=10

Marsh grade 1
n=3 

(of whom TG2A > 10 ULN n=3)

Marsh grade 2-3
n=23

(of whom TG2A > 10 ULN n=16)

TG2A and HLA DQ2/DQ8 posi�ve children (n=60, TG2A >7 U/ml) 

Follow-up elsewhere 
(1 diagnosis, based on 2x TG2A >10 ULN) and clinical symptoms

Exclusion: n=1 CD diagnosis at 5 yrs of age (biopsy confirmed marsh 3a/b)
Lost (n=8) (4 no contact, 4 no consent FU) 

HLA DQ2/DQ8+ TG2A - EMA+ (n=2)

HLA DQ2/DQ8+ TG2A - (>5<7 U/ml) EMA- (n=2)

HLA DQ2/DQ8 + TG2A <3 ULN EMA+ (n=2)

HLA DQ2/DQ8 + TG2A <3 ULN EMA- (n=1)

(n=7)

No celiac disease
n=10

Subclinical celiac disease 
n=31

Erasmus MC Sophia Children’s Hospital (n=48)

HLA DQ2/DQ8 + TG2A (>3<10 ULN) EMA+(n=11) 

HLA DQ2/DQ8+ TG2A (>3<10 ULN) EMA- (n=0) 

(n=11)

no consent 
GI endoscopy (n=5) 
of whom TG2A >10 ULN 

(n=3)

n=7

10/51 = 19.6%

10/51 = 19.6%

31/51 = 60.8%

Screening on TG2A levels in cohort  (n=4,442 children; median age 6.0 years)

Inclusion: n=2 CD diagnosis at 6 and 9 yrs of age (1 biopsy confirmed, marsh 3a/b)    

No symptoms, no GFD (n=8)
Abdominal bloa�ng, low gluten containing diet, (n=1)

Lost n=1

Fig. 1 Outcome of screening for anti-tissue transglutaminase anti-

bodies (TG2A) in a population-based prospective cohort study. Sixty

children had a positive TG2A test result at 6 years of age; 31/51

(60.8%) children were considered to have CD, 10/51 (19.6%) children

needed follow-up, and 10/51 (19.6%) children did not have CD

J Gastroenterol (2018) 53:377–386 379

123



Endomysial antibodies

Endomysial antibodies (EmA) of IgA isotype were

determined by indirect immunofluorescence using com-

mercial monkey esophagus slides, according to the man-

ufacturer’s instructions (Inova Diagnostics, San Diego,

CA) (S1).

Genotyping of HLA DQ2.2, 2.5, and DQ8

Presence of CD-associated HLA-DQ haplotypes DQ2.2

(DQA1*02/DQB1*02), DQ2.5 (DQA1*05/DQB1*02) and

DQ8 (DQA1*0301/DQB1*0302) was determined by

EUROArray, according to the manufacturer’s instructions

(Euroimmun AG, Lübeck, Germany) (S1) [30].

Table 1 Characteristics according to celiac disease diagnosis

Characteristics Diagnosis

No CD (n = 10) Potential CD (n = 10) Definitive CD (n = 28) p valueb

Age at outpatient center (median; range; years) 10.6 (9.9–11.4) 9.1 (8.4–10.3) 9.8 (8.6–11.2) <0.01

Female gender (n; %) 8 (80%) 7 (70%) 19 (68%) 0.48

Medical history

Asymptomatic* 1 (10%) 3 (30%) 9 (32%) 0.17

No GI symptoms 1 (10%) 3 (30%) 10 (36%) 0.12

Abdominal pain (n; %) 7 (70%) 5 (50%) 16 (57%) 0.88

Constipation (n;%) 4 (40%) 1 (10%) 12 (43%) 0.88

Diarrhea (n; %) 4 (40%) 0 (0%) 6 (21%) 0.25

Nausea (n; %) 3 (30%) 1 (10%) 8 (29%) 0.93

Vomiting (n;%) 2 (20%) 0 (0%) 1 (4%) 0.10

[2 gastrointestinal symptoms (n; %) 6 (60%) 1 (10%) 11 (39%) 0.26

[3 gastrointestinal symptoms (n; %) 3 (30%) 0 (0%) 9 (32%) 0.90

Fatigue (n; %) 4 (40%) 1 (10%) 3 (11%) 0.04

GP visit for abdominal complaints (n; %) 2 (20%) 1 (10%) 0 (0%) 0.02

Family with CD (n; %)

1st degree 0 (0%) 2 (20%) 1 (4%) 0.48

2nd degree 0 (0%) 1 (10%) 4 (14%)

3rd degree 1 (10%) 0 (0%) 1 (4%)

Physical examination

Delayed linear growth curve 0–9 yearsa (n; %) 1 (10%) 1 (10%) 3 (11%) 0.47

Missing data (n; %) 1 (10%) 2 (20%) 8 (29%)

Height 9 years (median; range; cm) 147.2 (132.2–158.2) 135.0 (131.0–153.5) 138.6 (105.0–164.2) 0.32

Weight 9 years (median; range; kg) 36.8 (25.9–69.8) 28.6 (27.1–50.4) 29.3 (19.2–61.6) 0.04

BMI (median; range; kg/m2) 17.5 (14.4–27.9) 15.5 (15.1–21.4) 15.4 (12.8–22.8) 0.04

Height for age SDS (mean; SD) -0.45 (1.30) -0.09 (0.78) -0.24 (1.05) 0.61

Weight for age SDS (mean; SD) 0.06 (1.68) -0.20 (0.78) -0.45 (0.99) 0.26

BMI for age SDS (mean; SD) 0.47 (1.37) -0.11 (0.66) 20.49 (0.92) 0.02

Bold values indicate significant differences (p\0.05) between the CD groups

CD celiac disease, GI gastrointestinal, GP general practitioner, BMI body mass index, SDS standard deviation score adjusted for sex and age,

TG2A tissue transglutaminase type 2 antibody (IgA), ULN upper limit normal. Values represent means (SD’s), medians (range), or numbers

(percentages)
a Delayed linear growth was defined as: C-0.75 to 1.5 SDS decrease over time from 0 to 9 years of age
b p value reflects differences between biopsy proven (definitive CD) and potential CD group versus ‘No CD = reference’ group (Mann–Whitney

U tests were used for non-normally distributed variables, and v2 tests were used to test for differences in proportions between groups)

*‘Asymptomatic’ refers to no GI symptoms, nor anorexia, fatigue, or irritability. None of the children was diagnosed with an autoimmune

disease, including diabetes mellitus 1, or autoimmune thyroid disease. Thirty-one children were classified as definitive CD cases, but only 28

were included in the analyses, because two children were diagnosed at an earlier age because of symptoms, and one child was diagnosed in

another hospital (diagnosis was based on 29 TG2A[10 ULN in accordance with clinical symptoms), thus assessment of medical histories and

physical examination may be different from the 28 asymptomatic children included in the analyses
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Statistical analysis

Chi-square tests were used to test whether gastro-intestinal

complaints were different between the children with and

without final CD diagnosis. The variables ‘more than two

gastrointestinal complaints’ and ‘more than three gas-

trointestinal complaints’ were calculated by taking the sum

of the following complaints: abdominal pain (y/n), con-

stipation (y/n), diarrhea (y/n), nausea (y/n), and vomiting

(y/n), resulting in two dichotomous variables. Non-para-

metric Mann–Whitney U tests were used to test for dif-

ferences in non-normally distributed variables, including

median age, height, weight, and BMI between children

with and without CD diagnosis. Chi-square tests were used

to test whether clinical complaints and the degree of

enteropathy were related to the TG2A categories. Binary

logistic regression analyses were performed to test whether

TG2A levels were related to CD diagnosis (CD versus no

CD, and potential CD versus no CD) and enteropathy

(Marsh 3 versus Marsh 0, 1, or 2).

Results

Subject characteristics

Of 4442 screened children (median age, 6.0 years), 60

(1.4%) had increased TG2A levels (C7 U/ml), of whom 31

children had TG2A levels above 10 ULN ([70 U/ml). Of

60 children, eight were lost to follow-up, and one child was

diagnosed with CD at 5 years of age (prior to the initial

serology screening) and therefore excluded from analyses.

Two children (4%) had received a CD diagnosis in the

period preceding retesting (between 6 and 9 years of age)

and consumed a gluten-free diet (GFD). Here, CD was

detected based on gastrointestinal symptoms by routine

clinical care in the Netherlands, of whom one diagnosis

was confirmed by biopsy (Marsh 3a/3b) (Fig. 1).

Outcome of follow-up

Of 48 children who were retested in the Sophia Children’s

Hospital, 31 (65%) were positive for TG2A and EMA,

carried HLA DQ2.2, DQ2.5, or DQ8, and were advised to

undergo gastrointestinal endoscopy. Of these, 20 had

TG2A levels C10 ULN (Fig. 1). Of 26 children who

underwent GI endoscopy, 20 had Marsh grade 3 [(3a

n = 13), 3b (n = 7)]; three children had Marsh grade 2;

and three children had Marsh grade 1. Of 23 children with

Marsh grade 2–3 lesions, 16 (70%) had TG2A levels C10

ULN. All three children with Marsh grade 1 lesions had

TG2A levels C10 ULN and were advised to continue on a

gluten-containing diet, and to consider a second serology

and/or intestinal biopsy when clinical complaints compat-

ible with CD occur. A total of ten children were HLA

DQ2.2, DQ2.5, and DQ8 negative, or carried the genetic

risk type but lacked EMA and TG2A positivity, and were

therefore considered not to have CD. The second serology

was not conclusive in seven children: they carried the

genetic risk type, but had TG2A concentrations \3 ULN,

or TG2A levels were negative in accordance with a posi-

tive EMA, whereas the initial screening TG2A test result at

6 years of age was positive. Furthermore, these children

mentioned gastrointestinal complaints (abdominal pain),

and had a first-degree family history of CD (in contrast to

the ten children who were considered not to have CD).

Hence, these children were advised to be serologically

retested in 6–12 months. During the period of follow-up

(January 2014 to April 2017), none of the ten children

received a CD diagnosis; only one child occasionally

mentioned complaints of abdominal bloating, and was on a

low-gluten-containing diet (but not a gluten-free diet). The

remaining children did not mention CD-associated symp-

toms while consuming a gluten-containing diet.

In total, 31 of 51 (60.8%) children were considered to

have CD, of whom two had developed symptomatic CD

within 3 years after the screening test was performed;

10/51 (19.6%) needed follow-up because of inconclusive

serology (n = 7) or negative intestinal biopsies (n = 3, of

whom all three had levels exceeding 10 ULN); and 10/51

(19.6%) were considered to not have CD (Fig. 1). Thus, the

positive predictive value of TG2A screening was 61%,

(95% CI 49–75), to detect subclinical CD and 81%, (95%

CI 70–91) to detect both potential and subclinical CD.

Clinical symptoms

All 48 children consumed a normal gluten-containing diet

at 6 years of age, as well as at the visit to the pediatric

gastroenterologist at 9–10 years. Of 28 CD cases who

provided data on medical history and physical examination

at 9 years of age, nine (32%) children were truly asymp-

tomatic relative to one (10%) of the children without CD

diagnosis (p = 0.17). Abdominal pain was reported most

frequently (57%), followed by constipation (43%), nausea

(29%), and diarrhea (21%), but no significant differences in

gastrointestinal symptoms were observed between children

with and without CD diagnosis (p = 0.12) (Table 1). In

addition, no significant differences were observed in the

presence of anorexia, irritability, food allergy, lactose

intolerance, eczema, and absenteeism from school between

children with and without CD diagnosis (data not shown),

nor in family history of CD (Table 1). However, CD cases

weighed less (median 29.3 kg; range, 19.2–61.6, p = 0.04)

than children who did not have CD (median 36.8 kg; range,

25.9–69.8). In addition, their BMI was lower (mean BMI
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SDS -0.49, SD 0.92, p = 0.04) compared to children

without CD (mean BMI SDS 0.47, SD 1.37) No significant

differences in height were observed between children with

and without CD diagnosis (p[ 0.32) (Table 1). Associa-

tions were not substantially different in children without

gastrointestinal symptoms [S2].

In addition, no significant differences in gastrointestinal

symptoms were observed between children who were

TG2A negative (\7 U/ml) and strongly positive (C10

ULN), but children having TG2A levels exceeding 10 ULN

weighed less (median 29.1 kg, range, 19.2–44.0) and had a

lower BMI (mean BMI SDS -0.51, SD 0.85), than chil-

dren who were TG2A negative (median 35.3 kg, range,

25.9–69.8 and SDS BMI 0.21, SD 1.16 resp.) [S3].

Development of CD over time according to CD

diagnosis

We observed a high variability in serum TG2A levels at 6

and 9 years of age (Fig. 2). Of 29 CD cases, 20 children

(69%) had high TG2A levels (C10 ULN) at 6 years of age,

which increased to a higher level in the majority (16/20) of

cases at 9 years of age. Of ten children who needed follow-

up at 9 years of age because of negative serologies, four

children (40%) had TG2A concentrations exceeding 10

ULN levels at 6 years of age. Of six children who carried

the genetic risk type, but did not have CD, one child had

TG2A levels exceeding 10 ULN at 6 years of age (Fig. 2).

Association between level of TG2A concentration,

CD diagnosis, and degree of enteropathy

A positive linear tendency was observed for TG2A levels

in predicting CD diagnosis: children having high TG2A

levels (C10 ULN) at 6 and 9 years of age were more fre-

quently diagnosed with CD than children having TG2A-

positive concentrations below\10 ULN (OR 7.7; 95% CI

2.2–27.4) and [OR 10.0 (1.07–93.4) resp.] [S4]. Second,

we observed that TG2A levels at 6 or 9 years of age were

not related to the presence of severe intestinal enteropathy

(Marsh 3) [S5] (Fig. 3).

Incidence of celiac disease in TG2A-negative cohort

At the child’s age of 9 years, parents were asked by

questionnaire whether their child had ever received a

doctors diagnosis of CD. Of 4382 TG2A-negative children

at 6 years of age, nine (0.2%) received a doctors diagnosis

of CD between 6 and 9 years of age.
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Fig. 2 Serum TG2A concentrations at 6 and 9 years of age according

to celiac disease diagnosis. Thin dotted line indicates clinical cutoff

for IgA-TG2A positivity (C7 U/ml). a TG2A concentrations between

6–9 years in CD group, bold line reflects n=14 CD cases who had

strong positive IgA-TG2A concentrations ([125 U/ml at 6 years of

age, and [128 U/ml at 9 years of age). b TG2A concentrations

between 6–9 years in potential CD group. c TG2A concentrations

between 6–9 years in children who lacked criteria for CD diagnosis.

Four children were excluded because of negative genetic risk type. In

addition, three children who received a CD diagnosis between 6 and 9

years of age were excluded from this figure
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Discussion

This population-based prospective cohort study shows that:

(1) Serum TG2A screening at 6 years of age in the healthy

childhood population has a positive predictive value of

61% to detect subclinical CD. (2) The level of serum

TG2A in subclinical CD is not predictive for the severity of

enteropathy.

Although we followed the ESPGHAN guideline for CD

diagnosis in the majority of asymptomatic children, the

PPV of TG2A screening may still have been influenced by

misclassification of the outcome. According to the Oslo

definitions [10], potential CD refers to children who are at

increased risk of developing CD as indicated by positive

serology, but with a normal small intestinal bowel mucosa.

In our study, 23 children were considered to have sub-

clinical CD on the basis of the combination of positive

TG2A and the presence of enteropathy. However, five CD

cases did not consent for GI endoscopy, thus we lacked

formal proof for diagnosis of CD. Still, three of them had

elevated levels[10 ULN, and they were all EmA and HLA

DQ2 or 8 positive, suggesting that enteropathy is highly

likely. Therefore, excluding these children would likely

result in underdiagnosis. Second, loss to follow-up might

have affected the precision of the PPV of TG2A screening.

If children who were lost to follow-up (n = 8) would not

have CD, then the initial PPV of screening on TG2A would

have been 31/59 (53%). In contrast, if all children who

were lost would be CD cases, then the PPV would have

been 39/59 (66%) Thus, the positive predictive value of

serum TG2A screening to detect subclinical CD in the

general childhood population would be maximally 66%.

In contrast with several other studies, we did not find a

positive association between serum TG2A levels and the

degree of enteropathy [16, 21, 31–33]. However, these

previous studies concerned children with gastrointestinal

symptoms that triggered CD testing, and contrast our cases

of subclinical CD, complicating a direct comparison

between studies. In fact, it has been shown that TG2A

levels are more strongly correlated with the severity of

intestinal lesions in symptomatic patients, than in asymp-

tomatic children [21]. Hence, the association between

TG2A levels and the degree of enteropathy might be dif-

ferentially influenced by the presence -or lack- of symp-

toms. In our study, the majority of children with high

TG2A levels mentioned gastrointestinal symptoms.

According to the ESPGHAN guideline, biopsies could

have been omitted in this group. However, on the basis of

the present study, it needs to be considered that children

with TG2A C10 ULN in most cases needed a biopsy to

confirm CD. Moreover, our results confirm that the pres-

ence and severity of gastrointestinal symptoms, such as

abdominal pain, are insufficient to discriminate subclinical

CD cases from healthy children [34]. The majority (90%)

of children who did not develop CD mentioned gastroin-

testinal symptoms as well, such as abdominal pain,
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constipation, diarrhea, nausea, or fatigue. Gastrointestinal

symptoms were also not related to the degree of

enteropathy, nor TG2A levels. Nonetheless, consistent with

our previous findings [25], subclinical children weighed

less than healthy children. Interestingly, the TEDDY study

demonstrated that the majority of subclinical children had

normal weight and height growth at age 4 [21], which may

suggest that the deviation in height and weight growth

becomes more prominent between 4 and 6 years of age,

and appears before gastrointestinal symptoms occur.

Hence, increased clinical vigilance focusing on weight

growth parameters, especially BMI [35], or systematic

growth monitoring in the general pediatric population,

might improve early detection of CD [36]. Nevertheless,

the effects of early diagnosis, and the benefit of treatment

with a gluten-free diet of subclinical patients, needs to be

further studied. In the short run, symptoms that may -or

may not- have been recognized upon the start of a GFD

may disappear, serving as a proof to parents [37], but

evidence in children is lacking. In addition, the benefits and

cost-effectiveness of screening in asymptomatic individu-

als remains controversial [38–40]. Introducing a screening

test in the general pediatric population with a positive

predictive value of 61% to diagnose a disease with lifelong

consequences (such as a gluten-free diet, regular health

care visits, screening for other diseases, screening and

investigating family members, fear of complications, and

economic burden from the gluten-free diet) may not be

reasonable. Therefore, it would be too premature to rec-

ommend screening in the general pediatric population.

Methodological considerations

The premise of the study was the identification of CD in

asymptomatic children. Three children in our study

developed symptoms following screening, thereby trig-

gering CD diagnosis in routine clinical practice. One of the

strengths of our study is that we used a prospective study

design, with a similar protocol for the diagnostic process

for all screened TG2A-positive children. Furthermore, all

screened TG2A-positive children were of the same age,

and analyzed 3 years later by the same laboratory and same

test kit. Because all participants were unaware of TG2A

determination, we were able to study the development of

TG2A levels over 3 years of time. Ten children with

negative TG2A did not have CD, despite TG2A positivity

at 6 years of age. Explanations for the contradictory test

results at 6 and 9 years may be that TG2A levels were

transiently high at 6 years, test results at 6 years were false

positive (i.e., 1-specificity), or gluten intake decreased over

time. Intriguingly, on top of the 1.4% of children with

positive TG2A levels at 6 years of age (of whom 61%

received a subclinical CD diagnosis), 0.2% of TG2A

negative children developed CD within 3 years after the

negative TG2A screening result at 6 years of age. The

median age of retesting was 9.9 years, with a range

between 8.4 and 11.4 years. This large age range is related

to the inclusion period of 2.5 years. Another strength of our

study is that TG2A measurements were performed in

combination with assessment of EMA, genetic risk types,

and biopsy specimens at the same time of second serology

assessment. Last, all biopsies were evaluated by expert

pathologists by using the Marsh–Oberhuber criteria to

classify the degree of enteropathy. Nevertheless, several

limitations should be taken into account as well. First of all,

five children in the CD group were considered to have

subclinical CD without biopsy results. Therefore, we did

not fully meet the ESPGHAN criteria for CD diagnosis.

However, three of them had levels exceeding 10 ULN, they

were all EMA positive, and carried the genetic risk type.

Hence, CD diagnosis is highly likely. Second, symptoms

were assessed only among those with TG2A positivity at

9 years of age, after parents were informed about the initial

screening TG2A status, which might have induced bias.

However, the presence of gastrointestinal symptoms was

evaluated systematically during routine clinical evaluation,

preceding second serological (TG2A) assessment, addi-

tional EMA assessment, genetic risk typing, and gastroin-

testinal endoscopies at 9 years of age. Hence, symptom

assessment was independent of the outcome, making bias

less likely. Furthermore, symptoms were assessed by one

experienced gastroenterologist minimizing inter-observer

bias. We did not specifically ask for the presence of joint

pains or neurological symptoms, but these complaints were

not reported on the general question ‘‘any complaints’’.

Hence, the occurrence of joint pains and neurological

symptoms seems unlikely.

Conclusions

Our results indicate that the majority of asymptomatic

6-year-old TG2A-positive children developed subclinical

CD within 3 years following screening. We did not find a

positive association between serum TG2A concentrations

and the degree of enteropathy. Thus, TG2A screening at

6 years of age could substantially advance CD diagnosis as

children with subclinical CD in our study only showed a

small deviation in height and weight, and lacked gas-

trointestinal symptoms.

Acknowledgements The Generation R Study is conducted by the

Erasmus MC, Erasmus University Rotterdam in close collaboration

with the School of Law and Faculty of Social Sciences of the Erasmus

University Rotterdam, the Municipal Health Service Rotterdam

Metropolitan Area, the Rotterdam Homecare Foundation, the Sticht-

ing Trombosedienst and Artsenlaboratorium Rijnmond and NutsOhra.

384 J Gastroenterol (2018) 53:377–386

123



We gratefully acknowledge the contributions of children and parents,

general practitioners, hospitals and midwives, and pharmacies in

Rotterdam. We would like to thank Marjolein Landman-de Goeij for

logistic support. She had no role in the design of the study; the data

collection and analyses; the interpretation of data; the preparation and

review of the manuscript; and the decision to submit the manuscript.

In addition, she did not provide funding sources, nor did she have any

conflicts of interest.

Author contributions statement MAEJ contributed to the design of

the study, completed the background literature research, collected the

data, completed the analysis, wrote the first draft of the manuscript

and collated comments from other authors. MCZ and HH contributed

to the design of the study, interpretation of data analysis, and writing

of the manuscript. MG performed gastrointestinal endoscopies, con-

tributed to the data analysis, interpretation of the data and writing of

the manuscript. VWVJ, WAD, and MWJS contributed to the design

of the study and writing of the manuscript. HAM obtained funds,

designed the study, contributed to data interpretation and writing of

the manuscript. JCE contributed to the design and data collection,

performed gastrointestinal endoscopies, contributed to the interpre-

tation of the data, and writing of the manuscript. All authors have

access to all of the data, take responsibility for the integrity of the

data, the accuracy of the data analysis, and approved the final version

of the manuscript. All authors agree to be accountable for all aspects

of the work in ensuring that questions related to the accuracy or

integrity of any part of the work are appropriately investigated and

resolved. All authors confirm that neither this manuscript nor any part

of it has been published or is being considered for publication

elsewhere.

Compliance with ethical standards

Conflict of interest The authors have no conflicts of interest to

disclose.

Funding This phase of the Generation R Study was supported by the

Erasmus MC, Erasmus University Rotterdam, the Netherlands

Organization for Health Research and Development (ZonMw), and by

NutsOhra. The sponsors had no role in the design of the study; the

data collection and analyses; the interpretation of data; the preparation

and review of the manuscript; and the decision to submit the

manuscript.

Financial disclosure The authors have no financial relationships

relevant to this article to disclose.

Open Access This article is distributed under the terms of the

Creative Commons Attribution 4.0 International License (http://crea

tivecommons.org/licenses/by/4.0/), which permits unrestricted use,

distribution, and reproduction in any medium, provided you give

appropriate credit to the original author(s) and the source, provide a

link to the Creative Commons license, and indicate if changes were

made.

References

1. Ludvigsson JF, Montgomery SM, Ekbom A, et al. Small-in-

testinal histopathology and mortality risk in celiac disease.

JAMA. 2009;302(11):1171–8 (Epub 2009/09/17).
2. Ivarsson A, Myleus A, Norstrom F, et al. Prevalence of childhood

celiac disease and changes in infant feeding. Pediatrics.

2013;131(3):e687–94 (Epub 2013/02/20).

3. Lohi S, Mustalahti K, Kaukinen K, et al. Increasing prevalence of

coeliac disease over time. Aliment Pharmacol Ther. 2007;26(9):

1217–25 (Epub 2007/10/20).
4. Rubio-Tapia A, Kyle RA, Kaplan EL, et al. Increased prevalence

and mortality in undiagnosed celiac disease. Gastroenterology.

2009;137(1):88–93 (Epub 2009/04/14).
5. Ludvigsson JF, Rubio-Tapia A, van Dyke CT, et al. Increasing

incidence of celiac disease in a North American population. Am J

Gastroenterol. 2013;108(5):818–24 (Epub 2013/03/21).
6. Aggarwal S, Lebwohl B, Green PH. Screening for celiac disease

in average-risk and high-risk populations. Therap Adv Gas-

troenterol. 2012;5(1):37–47 (Epub 2012/01/28).
7. Catassi C, Kryszak D, Louis-Jacques O, et al. Detection of Celiac

disease in primary care: a multicenter case-finding study in North

America. Am J Gastroenterol. 2007;102(7):1454–60 (Epub
2007/03/16).

8. Lebwohl B, Rubio-Tapia A, Assiri A, et al. Diagnosis of celiac

disease. Gastrointest Endosc Clin N Am. 2012;22(4):661–77

(Epub 2012/10/23).
9. Rubio-Tapia A, Hill ID, Kelly CP, et al. ACG clinical guidelines:

diagnosis and management of celiac disease. Am J Gastroenterol.

2013;108(5):656–76 (quiz 77, Epub 2013/04/24).
10. Ludvigsson JF, Leffler DA, Bai JC, et al. The Oslo definitions for

coeliac disease and related terms. Gut. 2013;62(1):43–52 (Epub
2012/02/22).

11. Green PH, Cellier C. Celiac disease. N Engl J Med.

2007;357(17):1731–43 (Epub 2007/10/26).
12. Marsh MN. Gluten, major histocompatibility complex, and the

small intestine. A molecular and immunobiologic approach to the

spectrum of gluten sensitivity (‘celiac sprue’). Gastroenterology.

1992;102(1):330–54 (Epub 1992/01/01).
13. Oberhuber G, Granditsch G, Vogelsang H. The histopathology of

coeliac disease: time for a standardized report scheme for

pathologists. Eur J Gastroenterol Hepatol. 1999;11(10):1185–94

(Epub 1999/10/19).
14. Dickson BC, Streutker CJ, Chetty R. Coeliac disease: an update for

pathologists. J Clin Pathol. 2006;59(10):1008–16 (Epub 2006/10/06).
15. Giersiepen K, Lelgemann M, Stuhldreher N, et al. Accuracy of

diagnostic antibody tests for coeliac disease in children: summary

of an evidence report. J Pediatr Gastroenterol Nutr.

2012;54(2):229–41 (Epub 2012/01/24).
16. Donaldson MR, Book LS, Leiferman KM, et al. Strongly positive

tissue transglutaminase antibodies are associated with Marsh 3

histopathology in adult and pediatric celiac disease. J Clin Gas-

troenterol. 2008;42(3):256–60 (Epub 2008/01/29).
17. Mubarak A, Wolters VM, Gmelig-Meyling FH, et al. Tissue

transglutaminase levels above 100 U/mL and celiac disease: a

prospective study. World J Gastroenterol. 2012;18(32):4399–403

(Epub 2012/09/13).
18. Alessio MG, Tonutti E, Brusca I, et al. Correlation between IgA

tissue transglutaminase antibody ratio and histological finding in

celiac disease. J Pediatr Gastroenterol Nutr. 2012;55(1):44–9

(Epub 2011/12/27).
19. Husby S, Koletzko S, Korponay-Szabo IR, et al. European

society for pediatric gastroenterology, hepatology, and nutrition

guidelines for the diagnosis of coeliac disease. J Pediatr Gas-

troenterol Nutr. 2012;54(1):136–60 (Epub 2011/12/27).
20. Murray JA, Rashtak S, Rubio-Tapia A. Diagnosis of celiac dis-

ease in pediatric patients. Nat Rev Gastroenterol Hepatol.

2009;6(5):260–2 (Epub 2009/05/01).
21. Agardh D, Lee HS, Kurppa K, et al. Clinical features of celiac

disease: a prospective birth cohort. Pediatrics. 2015;135(4):

627–34 (Epub 2015/03/04).
22. Kruithof CJ, Kooijman MN, van Duijn CM, et al. The Generation

R Study: Biobank update 2015. Eur J Epidemiol.

2014;29(12):911–27 (Epub 2014/12/21).

J Gastroenterol (2018) 53:377–386 385

123



23. Kooijman MN, Kruithof CJ, van Duijn CM, et al. The Generation

R Study: design and cohort update 2017. Eur J Epidemiol.

2016;31(12):1243–64 (Epub 2017/01/11).
24. Jansen MA, Tromp II, Kiefte-de Jong JC, et al. Infant feeding and

anti-tissue transglutaminase antibody concentrations in the Gen-

eration R Study. Am J Clin Nutr. 2014;100(4):1095–101 (Epub
2014/09/23).

25. Jansen MA, Kiefte-de Jong JC, Gaillard R, et al. Growth trajec-

tories and bone mineral density in anti-tissue transglutaminase

antibody-positive children: The Generation R Study. Clin Gas-

troenterol Hepatol. 2015;13(5):913–20 (Epub 2014/09/24).
26. Schonbeck Y, Talma H, van Dommelen P, et al. The world’s

tallest nation has stopped growing taller: the height of Dutch

children from 1955 to 2009. Pediatr Res. 2013;73(3):371–7

(Epub 2012/12/12).
27. Rostom A, Murray JA, Kagnoff MF. American Gastroentero-

logical Association (AGA) Institute technical review on the

diagnosis and management of celiac disease. Gastroenterology.

2006;131(6):1981–2002 (Epub 2006/11/08).
28. Hopper AD, Cross SS, Sanders DS. Patchy villous atrophy in

adult patients with suspected gluten-sensitive enteropathy: is a

multiple duodenal biopsy strategy appropriate? Endoscopy.

2008;40(3):219–24 (Epub 2007/12/07).
29. Latorre M, Lagana SM, Freedberg DE, et al. Endoscopic biopsy

technique in the diagnosis of celiac disease: one bite or two?

Gastrointest Endosc. 2015;81(5):1228–33 (Epub 2015/02/02).
30. Mubarak A, Spierings E, Wolters V, et al. Human leukocyte

antigen DQ2.2 and celiac disease. J Pediatr Gastroenterol Nutr.

2013;56(4):428–30 (Epub 2012/10/23).
31. Liu E, Bao F, Barriga K, et al. Fluctuating transglutaminase

autoantibodies are related to histologic features of celiac disease.

Clin Gastroenterol Hepatol. 2003;1(5):356–62 (Epub 2004/03/
16).

32. Tursi A, Brandimarte G, Giorgetti GM. Prevalence of antitissue

transglutaminase antibodies in different degrees of intestinal

damage in celiac disease. J Clin Gastroenterol. 2003;36(3):

219–21 (Epub 2003/02/19).
33. Webb C, Norstrom F, Myleus A, et al. celiac disease can be

predicted by high levels of anti-tissue transglutaminase antibodies

in population-based screening. J Pediatr Gastroenterol Nutr.

2015;60:787–91 (Epub 2015/01/08).
34. Rosen A, Sandstrom O, Carlsson A, et al. Usefulness of symp-

toms to screen for celiac disease. Pediatrics. 2014;133(2):211–8

(Epub 2014/01/15).
35. van Dommelen P, Grote FK, Oostdijk W, et al. Screening rules

for growth to detect celiac disease: a case–control simulation

study. BMC Pediatr. 2008;8:35 (Epub 2008/09/13).
36. Saari A, Harju S, Makitie O, et al. Systematic growth monitoring

for the early detection of celiac disease in children. JAMA

Pediatr. 2015;169(3):e1525 (Epub 2015/03/03).
37. Kurppa K, Paavola A, Collin P, et al. Benefits of a gluten-free diet

for asymptomatic patients with serologic markers of celiac disease.

Gastroenterology. 2014;147(3):610–7 (Epub 2014/05/20).
38. Fasano A. Should we screen for coeliac disease? Yes. BMJ.

2009;339:b3592 (Epub 2009/09/19).
39. Korponay-Szabo IR, Szabados K, Pusztai J, et al. Population

screening for coeliac disease in primary care by district nurses

using a rapid antibody test: diagnostic accuracy and feasibility

study. BMJ. 2007;335(7632):1244–7 (Epub 2007/12/08).
40. Evans KE, McAllister R, Sanders DS. Should we screen for

coeliac disease? No. BMJ. 2009;339:b3674 (Epub 2009/09/19).

386 J Gastroenterol (2018) 53:377–386

123


