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ABSTRACT
Background: Chronic renal failure is a syndrome complex results from progressive and irreversible destruction of
nephrons regardless of cause. This diagnosis implies that GFR is known to have been reduced for atleast 3 to 6
months. To study the clinical manifestations and assess the type and prevalence of upper gastrointestinal lesions and
to correlate the clinical and biochemical parameters with upper GI mucosal lesion in chronic renal failure patients.
Methods: Fifty CRF patients from nephrology and Medicine OPD, admitted in the department of Medicine, M.Y.
Hospital, Indore, during January 2002 to April 2003 were studied. A detailed History, clinical examination, Urine
Examination, renal Function test, U.S.G. was done and then upper GI Endoscopy was performed.
Results: Thirty-six males and fourteen females (n=50) were studied. Most common age group was 41-50 years;
commonest GI symptom was Anorexia (100%) and Nausea was present in (94%) of patients and GI bleed was seen in
(8%). The common upper GI lesion were gastritis (28%), Oesophagitis (16%) and Duodenitis (12%). No patients had
Gastric or Duodenal Ulcers. Majority of patients had creatinine clearance between 5-10 ml /min and most of the
patients had duration of disease between 11-20 months.
Conclusions: Gastrointestinal symptoms are very frequent in CRF patients. There is a high incidence of inflammatory
charges of gastrointestinal mucosa in patients of CRF and chronic uremic patients are not at high risk of developing
ulcer disease. There is no correlation of these gastrointestinal symptoms and inflammatory changes with age, sex,
severity and duration of disease.
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INTRODUCTION
Chronic renal failure is a syndrome complex results from
progressive and irreversible destruction of nephrons
regardless of cause. This diagnosis implies that GFR is
known to have been reduced for at least 3 to 6 months.
CRF gradually affects all the systems of the body
including GIT.
Uremic syndrome in CRF is known to be associated with
gross disturbance in GI system included anorexia, nausea,
vomiting, epigastic pain, heartburn, hiccups and GI

haemorrhage. Peptic ulcer disease is common in uremic
patients. GI bleeding occur with greater frequency and
higher mortality in uremic patiens.1,2
The most common cause of bleeding is peptic ulcer,
haemorrhage, oesophagitis, gastritis, duodenitis and
gastric telengiectasia. The study of gastrointestinal
changes in patients of chronic renal failure is of
paramount importance particularly since these patients
are subjected to haemodialysis or transplantation. This is
because of potential risk of bleeding from diseased
mucosa either as an effect of heparinization during
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dialysis or with institution of steroids or other
immunosuppressive agents.3
METHODS
A total of 50 patients (36 males and 14 females) in the
age group of 20-70 years attending the nephrology or
medicine OPD or admitted in the department of medicine
M.Y. Hospital, Indore, Madhya Pradesh, India from
January 2002 to April 2003 were studied. Patients were
diagnosed as a CRF based on persistent azotemia and
signs and symptoms of uremia for >3 months and
bilaterally reduced kidney (<9 cm) on USG.
All patients were subjected to detailed history, clinical
examination and investigation as per a pre- designed
proforma. Patients having H/o acid peptic disease without
CRF, drug ingestion, corrosive poisoning and chronic
alcoholic were excluded. Upper gastrointestinal
endoscopy was done by the fiberoptic upper GI
endoscope in the department of gastroenterology (dept. of
medicine), M.Y. Hospital, Indore and the details of
oesophagus, stomach and 1st and 2nd part of duodenum
were noted.
RESULTS
Out of 50 patients studied between January 2002 to April
2003, 36 were males and 14 were females. The age of
patients ranges from 20 years to 70 years. Most common
age group was 41-50 years.
Table 1: Age and sex distribution.
20-30
31-40
41-50
51-60
61-70
Total

No. of males
10
7
9
6
4
36

No. of females
2
0
9
2
1
14

Total
12
7
18
8
5
50

Gastrointestinal symptoms were present in all patients
studied. Anorexia was the most frequent symptom
(100%). Nausea was the second most common symptom
(94%) followed by vomiting (72%), hiccups (26%), pain
in abdomen (30%) in decreasing order of frequency.
Gastrointestinal bleed was present only in (8%) of
patients.
The most common upper GI mucosal lesion was gastritis
which was seen in 28% of patients. It was mild in 16%,
moderate in 10% and severe in 2% of cases. Oesophagitis
was the second most common lesion (16%) mild (10%),
moderate (6%) and severe in 4%. Other findings in
oesophagus was oesophageal ulcer in 3%, leiomyoma and
oesophageal varices in 1 patient each. It is followed by
duodenitis in 12% patients. No patient had showed
gastric or duodenal ulcer. Most of the patients (72%)were
in group of creatinine clearance 5-10 ml/min. Rest of the

patients had creatinine clearance between 5 ml/min (14%)
and 10-15 ml/min (14%). Predominant GI symptoms in
all groups were anorexia, nausea and vomiting but there
was no significant difference in the incidence of GI
symptoms in 3 groups.
Common findings in these groups on endoscopy included
oesophagitis, gastritis and duodenitis with no significant
difference in 3 groups. On comparing the endoscopic
findings in relation to duration of disease value of p>
0.10 i.e. association is highly insignificant.
Table 2: Gastrointestinal symptoms on presentation.
GI symptoms
Anorexia
Nausea
Vomiting
Hiccups
Pain in abdomen
gastrointestinal bleed

No. of patients
50
47
36
13
15
4

Percentage
100%
94%
72%
26%
30%
8%

Patients who underwent both haemodialysis and
conservative treatment shared predominantly gastritis in
54.5%, while duodenitis was seen in 27.2% and no
patient had shown oesophagitis. Those patients who were
kept on conservative treatment alone showed
oesophagitis in 25.6% gastritis in 20.5% and duodenitis
in 3.69%.
DISCUSSION
Involvement of gastrointestinal tract in chronic renal
failure is poorly understood though studies mentioning
the gastrointestinal alteration in CRF have been available
for more than 60 years, the results have been conflicting.
The male patients predominate over the females in
present study and the most common age group is 41-50
years. In the present study, GI symptoms are present in
all the 50 patients. Anorexia, nausea and vomiting were
the commonest symptoms in our study. Nausea and
vomiting have been reported as the commonest symptom
by Margolis et al.1 In the Indian study by Kochar R and
Goenka M, anorexia, nausea and vomiting were the
predominant symptoms.1,2
Gastrointestinal bleeding is known to occur in CRF
patients. In the present study, GI bleeding is present in
8% of patients and all patients have erosive gastritis.
Boyal et al also reported that gastric bleeding sites rather
than duodenal ulceration were the most common source
of bleeding.3 Nippon ratio mentioned the mechanism of
onset of gastric hemorrhage, mucosal lesion that focuses
on blood flow and oxygen supply. Oxygen radicals
produced at haemodialysis may participate in the
pathogenesis of mucosal hemorrhage. Upper GI mucosal
abnormalities are detected in 62% of patients in present
study by endoscopy. Inflammatory mucosal lesions were
predominant and gastritis being the most common change
present in 28% of patients followed by oesophagitis
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(16%) and duodenitis (12%). There was no patient of
peptic ulcer. Sunder et al in Indian study also reported
low incidence of peptic ulcer. Prakash J and Agrawal BK
and Toni N et al found that patients with CRF had a high
prevalence of inflammatory mucosal changes.3-5 The
difference in the frequency of inflammatory changes in
gastrointestinal tract in CRF may be partly due to
difference in gastric acid status of different social groups
and partly due to subjective variation in the interpretation
of various inflammatory changes.
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