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1. Introduction

Celiac disease (CD) affects people in all parts of the
world. In last decades celiac disease thought to be a rare
childhood syndrome, but currently is celiac disease known
to be a common autoimmune genetic disorder [1]. More
than 2 million people in the United States have the disease,
or about 1 in 133 people [2]. Among people who have a
first-degree relative (parent, sibling, or child) diagnosed
with celiac disease, as many as 1 in 22 people may have
the disease [2,3].

1.1. Epidemiology - Global Population Trends
of CD

Until the 1970s the estimated global prevalence of CD
in the general population was 0.03 % [4]. The currently
estimated prevalence is 1%, with a statistical range of
probability of 0.5-1.26 % in the general population in
Europe and the USA [5]. Occurrence rate of CD has been
underestimated for many decades and the prevalence of
this disease is increasing. Advances in diagnostic methods
and improvement in screening have played a part in this
observed prevalence increase, but environmental factors
have also been important.

1.2. Trends in Diagnosis and Screening of CD

The introduction of gastro-intestinal endoscopic
techniques in the 1970s opened new possibilities in CD
detection and diagnosis. In addition development of
genetic laboratory tests typically associated with CD (for
examples HLA-DQ2 and HLA-DQ8), in the late 1980s
and early 1990s, respectively, contributes to the disease
identification. Developments of highly sensitive and
specific serologic tests have also been important [6,7].

Some countries (f.e. Finland) implemented screening
programs for detecting CD and this fact and results of the
tests have contributed to a more realistic estimate of the
actual disease prevalence [8]. The recognition that atypical,
minor or extra-intestinal complaints can be associated
with CD in patients of all ages and the detection of a range
of histological abnormalities in the small intestine of
patients with the disease have also contributed to
improved diagnosis [9,10]. Despite the advances in
screening for CD, it remains under-diagnosed. In the
general population, the ratio between patients with CD
who received an accurate diagnosis and those who were
never diagnosed as having the disease was reported to
range from 1:5.5 up to 1:10. Since the 1980s, a trend

towards earlier diagnosis of CD has been observed.
Unawareness of CD by physicians probably still underlies
misdiagnosis and diagnostic delay [11,12,13].

1.3. Demographic Distribution of CD

Demographic distribution depends on genetic factors
including the frequency of HLA alleles and environmental
factors (infections, socioeconomic status, dietary habits).
Those factors underlie the variations in the frequency of
CD observed in different world regions. The HLA-DQ2 is
more frequently found in white populations in Western
Europe (20-30%), Northern and Western Africa, the
Middle East and Central Asia, whereas HLA-DQ8 is more
prevalent in Latin America and Northern Europe [14,15,16].

Gluten products consumption is common in Northern
Africa, South America and the north parts of India where
gluten consumption is more frequent. The population of
Arab-Berber origin living in Algerian Sahara part has the
highest prevalence of CD among all world populations
[17]. This is the closed population with limited external
ties where high levels of consanguinity, high frequencies
of HLA-DQ2 and gluten being used for explanation these
findings [17]. Japanese and Chinese population has very
low, almost negligible frequency of HLA-DQ2 (16). The
occurrence of CD may vary within individual countries,
for instance in different parts of India. This variation is
probably due to differences in diet and to associations of
specific genetic clusters and particular regions. Middle
Eastern countries (Iran, Turkey, Israel and Syria) seem to
have similar frequency rates of CD to those of Western
countries [18]. Czech republic which has most similar
pattern of celiac disease to the Slovak republic is showing
estimated prevalence 0.45 % [19].

1.4. Slovak Republic - Epidemiology of CD

Slovak republic doesn’t have national registry of
chronic celiac disease and also there is no population
screening blood tests for CD. In 2012 there have been
attempt to receive summary reports from all
gastroenterology outpatient department (paediatric and
also adult) about number of registered patients with CD.
Estimated amount of celiac patients in 2012 in Slovak
republic was approximately 13.463 what means
occurrence rate 1:404. From these data we can suppose
that celiac disease is under-diagnosed in Slovak
population [20].

1.5. Healthcare for Patients with Celiac
Diseases
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Celiac patients in Slovakia (diagnosed by ESPGHAN)
criteria are registered as chronic patients and undergoing
through medical check one in 6 months or one in 12
months, depends on the current health condition of the patients
ad also on the recommendation of gastroenterologist.

1.6. Gluten-free Products in Slovak Republic

Slovak system of health care and medical insurance is
partially covering registered gluten-free products only for
patients with confirmed CD. Gluten-free products for
pharmacy distribution have to be registered and approved
as gluten-free by detailed laboratory examination. Those
products can patients receive on the principles of medical
prescriptions in pharmacy. Health insurance companies
are covering gluten-free products approximately from
60 % of the price (flour, pasta, raw material) to 5-30 %
(ready baked bread, additional gluten free cookies) [21].

The gluten-free products without health insurance
coverage is possible to buy in large supermarkets, local
supermarkets, drugstores, special food shops etc.

1.7. Celiac Disease Non-profit Organisations

Patients non-profit (non-governmental) organisations
work as a support for the people suffering from CD. They
base and maintain web pages [22], spread information,
organise local meetings, organise summer camps for
children with specific dietary needs. In Slovak republic
are a few local organisations working for people with CD,
they support CD patients and people needed gluten-free
diet. The largest one organization is in Bratislava and is
also a part of AOECS - The Association of European
Coeliac Societies [23].

2. Conclusions

Celiac disease (CD) is a chronic immune-mediated
inflammation of the small intestine caused by a permanent
state of intolerance to ingested gluten proteins affecting
genetically susceptible individuals. Geographic distribution
depends on many internal factors (genetic HLA antigens
presence) and also external factors (wheat diet, gluten diet,
infection, socio-demographic factors, breastfeeding).
Many factors have contributed to the increased prevalence
of CD which can be diagnosed at all ages, not only
paediatric age. Growing insight into the clinical
presentation of CD has resulted in novel diagnostic,
prognostic and therapeutic methods and highlights the
importance of considering the current diagnostic criteria
of CD and its complications, as well as the evaluation and
development of new treatment.

Slovakia as a country of European Union has very good
system of support celiac patients through the system of
partial covering the price of gluten-free products based on
medical prescription in pharmacy. Also the role of non-
profit organisations dealing with celiac disease in Slovak
republic creates important milestone in the help and
protection of people with celiac disease.
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