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Introduction 
Celiac disease (CD) is an autoimmune inflammatory enteropathy 

that corresponds to an inappropriate mucosal immune response to 
gluten proteins. His diagnosis is mainly based on histological lesions at 
the 2nd and 3rd duodenum. The aim of this work is to check if bulbar 
biopsies can improve the diagnosis of this disease.

Patients and methods
This is a descriptive and analytical retrospective study that includes 

patients with certain celiac disease and in whom both bulbar biopsies 
and duodenal biopsies were performed.

Results
For a total of 284 patients followed for celiac disease, 44 patients 

meet the inclusion criteria. The average age of patients was 37.9 years 
[14-70]. There were 46 women and 15 men with a sex ratio F/H 3.6. 
Clinically, 68.18% had chronic diarrhoea and abdominal pain, 23% had 
isolated abdominal pain and 14% had an isolated anaemic syndrome. 
Upper gastrointestinal fibroscopy regained an appearance suggestive of 
celiac disease in 75%. The histological study showed an isolated bulbar 
wait with intraepithelial lymphocytosis (IEL) >30% and villous atrophy 
in 5 cases (8.1%). The duodenum involvement associated with bulbar 
involvement was found in the rest of the patients, 56 cases (91%). It 
should be noted that in 09 cases (14%) the IEL was more marked at the 
bulbar than at the duodenal level.

Discussion
The diagnosis of celiac disease is confirmed by the demonstration of 

inflammatory changes in the small intestinal villi. Since the duodenum 
and the proximal jejunum are exposed to the highest concentration of 
gluten, changes are more marked in the proximal small intestine than 
the distal. In the past, distal duodenal/upper jejunal biopsy was obtained 
using Crosby-Watson capsule. However, with fibreoptic endoscopy, the 
duodenum is much more easily accessible for mucosal biopsies. Multiple 
biopsies are recommended to help reduce the chances of insufficient 
tissue for histological assessment. Biopsies should be taken even if 
the duodenal mucosa grossly appears normal as histology may reveal 
disease in these cases [1]. Traditionally, for celiac disease, biopsies from 
the duodenal bulb have not been recommended on the assumption 
that the histology from this area may be difficult in interpret. The bulb 
contains more Brunner's glands and lymphoid tissue and can have 
gastric metaplasia compared to the distal duodenum [2]. The villi may 
also be shorter and broader in this area [3,4]. Duodenitis from other 
causes may also interfere with interpretation of villous atrophy in this 
region. The current guidelines by the professional gastroenterological 
organizations including American Gastroenterological Association 
(Technical Review 2006), North American Society for Paediatric 

Gastroenterology, Hepatology and Nutrition (Practice Guidelines 
2005) and World Gastroenterology Organization (Practice Guidelines 
2007) recommend four biopsies to be taken from the distal duodenum 
for histological examination in celiac disease [5]. Since the first 
classification of the spectrum of villous lesions in celiac disease by Marsh 
[6], there have been several modifications to this criterion. Counting of 
IELs can improve the diagnostic yield when the typical villous atrophy 
is not present or not detectable due to poor orientation or tangential 
cutting. The patchy nature of the small intestinal lesion in celiac disease 
is increasingly being recognized both in children and adults [7-11]. 
The patchiness of lesion in various parts of the duodenum can be in 
terms of absence or presence of villous atrophy [11] or in the severity 
of atrophy [5]. Since the treatment of celiac disease requires a lifelong, 
strict adherence to gluten-free diet, making a definitive diagnosis of 
the disorder is of great importance. In an earlier study, Bonamico et 
al. [12] demonstrated the patchy nature of the lesion in celiac disease 
both in children who were newly diagnosed and those on a gluten 
challenge. In all 95 children at the time of diagnosis of celiac disease, 
the bulbar mucosa was involved showing varying degrees of type 3 
villous atrophy. In four (4.2%) patients, the bulb was the only duodenal 
area involved with the other duodenal samples being normal. Prasad 
et al have reported similar findings of duodenal bulb involvement [8]. 
In 52 children with suspected celiac disease who underwent one bulb 
and one distal duodenal biopsy, all had Marsh type 3 lesions in at least 
one of the sites. The authors concluded that duodenal bulb biopsy was 
equally diagnostic of celiac disease. More recently, in a large Italian 
study of children with celiac disease the duodenal bulb was involved 
in all cases of and in some patients the lesion was only presented in the 
bulb with distal duodenum being normal [9]. Villous atrophy limited 
to duodenal bulb has also been described in adults with celiac disease 
[10,11]. Based on the current and previous studies, we recommend that 
biopsies should be taken both from the bulbar and the distal duodenal 
mucosa, as these will complement each other in confirming the 
diagnosis of celiac disease. Accepting that villi in the bulb may be less 
tall, increased IELs in the presence of a positive serological test will help 
improve the likelihood of the diagnosis of celiac disease. We concur 
with the suggestion by Hopper et al that multiple biopsy strategy should 
incorporate a biopsy from the duodenal bulb [13]. Moreover, the bulb 
should be biopsied irrespective of its gross appearance. We speculate 
that some patients considered to have a "false-positive" serological test 
may, in fact, truly have celiac disease. The diagnosis could have been 
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missed in these cases as the biopsies are taken routinely only from the 
distal duodenum and not from the bulb.

Conclusion
Bulbar biopsies made it possible to establish the diagnosis of celiac 

disease in 8.1% of cases, which justifies their achievement in this disease.
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