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Introduction
Gastrointestinal symptoms revealing or complicating chronic 

kidney disease (CKD) are very numerous [1]. Different gastroesophageal 
and gastroduodenal endoscopic lesions are described in CKD with a 
predominance of gastritis [2]. Our objective was to report the anomalies 
found at upper gastrointestinal endoscopy (UGE) in patients with CKD 
in nephrology unit in Dakar.

Patients and Methods
This was a retrospective cross-sectional study, conducted in 

the Nephrology unit of the Aristide Le Dantec Hospital in Dakar 
from January 2008 to December 2009. The records of CKD patients 
hospitalized who underwent UGE were collected. In these cases, we 
collected age, sex, history, the stage of CKD, digestive symptoms that 
led UDE and lesions found. Incomplete records were excluded. The 
estimated creatinine clearance was calculated using the Cockcroft 
and Gault. CKD was defined as a creatinine clearance below 60 ml /
min/1.73 m2 for at least three months and the classification used was 
that proposed by K-DIGO [3]. The data were entered and analyzed 
using SPSS 13.0 software. The difference was considered significant if 
p value was < 0.05. 

Results
We collected 65 cases, 15 were excluded and analyses focused 

on the remaining 50 cases. The average age of patients was 44 years 
(range from 17 to 81 years); there were 28 men and 22 women (sex 
ratio, 1.27). The mean creatinine clearance was 8.54 ml/min (range 
2.61 and 34.60 ml/min). Forty-five patients were CKD stage 5, three 
were CKD stage 4 and 2 were CKD stage 3. Thirteen patients (26%) 
were receiving renal replacement therapy with 10 using hemodialysis 
and 3 peritoneal dialysis. Gastrotoxic medication with aspirin and/or 

nonsteroidal anti-inflammatory drugs was found in 27 patients (54%), 
active smoking in 10 patients weaned and regular alcohol consumption 
in 2 patients. The causes of CKD were diabetic nephropathy (5 cases), 
hypertensive nephropathy (21 cases), primitive glomerulonephritis 
(9 cases), chronic tubulointerstitial nephropathy (9 cases), sickle cell 
nephropathy (1 case), autosomal dominant polycystic kidney disease (1 
case) and undetermined nephropathy (4 cases).

The symptoms that led UGE are shown in Table 1.

UGE revealed lesions in 38 cases (76%) and these are shown in 
Table 2.

In analytical studying, endoscopic lesions were not correlated with 
the stages of CKD or the existence or not of renal replacement therapy.

Discussion
This study highlights the high prevalence of upper gastrointestinal 

endoscopic lesions in patients with CKD (76%). A prevalence of 72.9% 
was found by Serme et al. in Burkina Faso [4] and in Italy it was 74% 
according to Nardone et al. [5] Upper gastrointestinal lesions in our 
series had a predominant localization in gastric and duodenal level. The 

Abstract
Objectives: This study was conducted to evaluate upper digestive endoscopic lesions among patients with chronic 

kidney disease.

Methodology: We conducted a retrospective cross-sectional study in Nephrology and Gastroenterology services 
at Hospital Center University Aristide Le Dantec from January 2008 to December 2009. All patients with chronic kidney 
disease who underwent an upper gastrointestinal endoscopy were included.

Results: Fifty patients were included, with a mean age of 44.2 years and a sex ratio (male/female) of 1.27. Upper 
digestive endoscopy was abnormal in 76%. Peptic esophagitis was noted in 7 patients, hiatal hernia in 10 and cardial 
incontinence in 2.  Congestive gastritis was observed in 6 cases, followed by erosive and hemorrhagic gastritis in 5 
cases each one and a gastric ulcer in 2.  Six patients presented a bulbitis, which was erosive in 3, congestive in 2 and 
1 of the large folds. Bulbar ulcer was noted in 3 patients and post bulbar ulcer was also noted in 3 patients. One patient 
presented a congestive duodenitis.

Conclusion: Upper digestive endoscopy lesions are frequent and diverse among patients with chronic kidney 
disease. These finding justify the systematization of upper digestive endoscopy in digestive complaining uremic patients. 

Jo
ur

na
l o

f N

ephrology & Therapeutics

ISSN: 2161-0959
Journal of Nephrology & Therapeutics



Citation: Cisse MM, Fary KEH, Daouda D, Mahamat AG, Nzambaza JDD, et al. (2015) Upper Digestive Endoscopic Lesions in Chronic Kidney 
Disease (CKD): Experience of a Senegalese Center; About 50 Cases. J Nephrol Ther 5: 202. doi:10.4172/2161-0959.1000202

Page 2 of 2

Volume 5 • Issue 3 • 1000202J Nephrol Ther
ISSN: 2161-0959 JNT, an open access journal

most common gastric lesions in our patients were gastritis. In Burkina 
Faso, gastric lesions were at the forefront followed with 68.7% of cases 
by duodenal lesions with 32.2% of cases [4]. Several factors, including 
alcohol, sepsis, hypergastrinemia and gastrotoxic drugs have been 
implicated in the development of gastritis [5]. The degree of chronic 
kidney disease was not correlated with the occurrence of gastric lesions. 
However, the influence of the degree of CKD on the occurrence of 
gastritis is variously appreciated. Stolic did not find influence while 
Mitchell found gastritis in all patients with severe stages of CKD [6,7]. 
Gastritis often noted in uremic patients, has often been reported to 
cause bleeding [8,9]. As in our series, the prevalence of angiodysplasia 
is relatively rare [5]. By Goldstein against reported a high frequency of 
angiodysplasia lesions in severe uremia [10]. Angiodysplastic lesions 
are the leading cause of gastrointestinal bleeding in patients with CKD 
according Zukerman [11]. Duodenitis was rare in our series. This 
corroborates the results of Al Mueilo in Saudi Arabia who found only 3 
duodenitis (5.2%) in 54 hemodialysis patients [12]. In duodenum, ulcer 
was equally divided between the duodenal bulb and the other portions. 
This distribution is different from classical literature data, which show 
a predilection site of ulcer on the post bulbar area. These ulcers are 
often multiple [13]. Work performed at the Hospital Al-Khobar Saudi 

Arabia found a hiatal hernia in 2.5% of patients with end-stage CKD 
[13]. The reflux esophagitis accounted for 18% of endoscopic lesions. 
Its prevalence is 26.2% in CKD [14].

Conclusion
Upper gastrointestinal lesions often overlooked in this field can lead 

to major complications, the most feared is bleeding. This work shows 
the need for an upper endoscopy in patients with digestive uremic signs.
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Indications Number of patients Percentage (%)
Vomiting 42 84
Anorexia 32 64
Nausea 24 48

Epigastric pain 23 46
Regurgitation 20 40

Dyspepsia 16 32
Heartburn 11 22
Dysphagia 6 12

Hematemesis 6 12

Table 1: Indications of UGE.

Lesions Number of 
patient

Percentage 
(%)

Esophagus 
Peptic oesophagitis 8 16
Sliding hiatal hernia 10 20

Schatzki ring 1 2

Stomach
Gastritis 17 34

Gastriculcer 2 4
Angiodysplasia 1 2

Duodenum
Bulbitis 7 14
Ulcer 3 6

Table 2: Lesions on UGE.
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