
History of
Tonsillectomy Is
Associated With
Irritable Bowel

Syndrome

To the Editor:
Irritable bowel syndrome (IBS) is

a chronic functional gastrointestinal
disorder characterized by altered bowel
function, abdominal discomfort, and
bloating1,2 affecting 20% of individuals
worldwide.3,4 The diagnosis is based on
specific clinical criteria in the absence
of a detectable organic cause.5 Inter-
estingly, there is growing literature that
patients with IBS have alterations in
intestinal microbiota.

The human gut is an elaborate
ecosystem composed of 1014 bacteria
established in the first year of life6 and
continuously altered by exogenous
factors; however, genetics significantly
contribute as well.7,8 The general re-
quirement of intestinal colonization is
microbial access to the intestinal tract,
counteracted by enzymes, gastric acid,
and the mucosal immune system. As
microbes enter the human digestive
tract, the first major encounter with
the host immune system is the tonsils.

The tonsils are important senti-
nels in the detection of foreign anti-
gens/bacteria entering the digestive
tract, and their removal may influence
bacterial colonization/invasion of the
alimentary tract. We examined whether
a history of tonsillectomy is associated
with the presence of IBS.

We utilized a prospectively col-
lected dataset of patients referred to a
tertiary medical center. Patients with
IBS (Rome I criteria) completed a
symptom questionnaire to assess bowel

symptoms. Bivariate and multivariate
analyses were employed to assess asso-
ciations between IBS, tonsillectomy,
GI symptoms, and demographics.

A total of 1125 patients (72%
female), mean age 44.4±17.5 years
were evaluated. Of these, 530 patients
had IBS. A history of tonsillectomy
was observed in 59.5% and 40.5% of
patients with and without IBS, respec-
tively (P=0.001). Confounding vari-
ables associated with IBS included age
and sex; after controlling for age and
sex, tonsillectomy was significantly
associated with IBS (P=0.001).

This is the first study demonstrat-
ing that tonsillectomy is associated
with IBS. The rationale for this rela-
tionship is unclear, although we have
set forth several hypotheses: the health
seeking nature of IBS patients9 and
higher rates of other surgeries10 may
explain the higher rate of tonsillect-
omy, inflammation of the tonsils.
Furthermore, the need for tonsillect-
omy implies an alteration in the host
immune response (also found in IBS
patients), and the absence of tonsils
may enable successful and undetected
pathogen penetration into the intest-
inal tract leading to postinfectious IBS
or even bacterial overgrowth. Further
investigation is warranted to under-
stand the novel link between tonsillect-
omy and IBS.
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Transient Celiac
Autoimmunity

in an Adult

To the Editor:
Serological testing offers a conve-

nient and accurate means to screen for
celiac disease (CD). The high sensitivity
and specificity of tissue transglutami-
nase (TTG) and endomysial antibodies
(EMA) for villous atrophy have re-
sulted in the use of these markers as
surrogates for mucosal biopsy in the
diagnosis of CD. We report here a case
of transient development and complete
resolution of celiac antibodies in an
adult patient who remained on a gluten-
containing diet.

A 58-year-old man, who regularly
consumed gluten in concert with his
employment in a bagel/sandwich shop,
was referred for evaluation of positive
celiac serologies. Vitamin D deficiency
had prompted celiac testing in March
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2010. His a-TTG and a-deamidated
gliadin peptide (DGP) antibodies were
within the normal range and small
bowel biopsies obtained on endoscopy
for esophageal reflux were normal.
Two months later, however, repeat
serology performed for workup of
secondary hyperparathyroidism re-
vealed the development of a positive
a-TTG titer of 22 units and a positive
a-EMA of 1:40. Confirmatory tests
again demonstrated positive TTG and
IgGDGP antibodies at 37 and 36 units,
respectively. The patient was found to
be human leukocyte antigen-DQ2-
positive. TTG and EMA drawn in
September 2010 had resolved, with only
IgG DGP remaining weakly positive.
All 3 antibodies subsequently normal-
ized by February. Repeat upper endo-
scopy and biopsy in April 2011 for
ongoing reflux revealed well formed
villi in the duodenal bulb and descend-
ing duodenum, with patchy mild in-
traepithelial lymphocytosis restricted to
the villous tips, a pattern described in
patients with latent or potential CD.1

This patient demonstrated devel-
opment and subsequent resolution of
TTG, EMA, and DGP antibodies over
a time frame of several months, with
ongoing gluten consumption. We be-
lieve this to be the first documented
adult case of transient seroconversion
with reversion to normal of all celiac
antibodies similar to the phenomenon
documented in children at-risk for CD.2

Transient celiac autoimmunity
has significant implications for the
validity of seroprevalence studies that
use TTG and EMA to estimate
CD prevalence without confirmatory
biopsy.3,4 n addition, transient celiac or
gluten autoimmunity could account for
a significant proportion of “false
positive” antibody tests in which the
timing of serology and biopsy (Fig. 1)
does not coincide. This case illustrates
the crucial importance of duodenal
biopsy and close follow-up of those
with normal biopsy results despite
abnormal serologic findings. Tempor-
ary celiac autoimmunity can occur in
adults, and further studies examining

the natural history of celiac antibodies
in adults are warranted.
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FIGURE 1. Serology and biopsy timeline. DGP indicates deamidated gliadin peptide; EMA, endomysial antibody; TTG, tissue
transglutaminase.
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