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Risk factors of gastrointestinal bleeding for end-stage renal disease patients

Hyung Jung Oh, M.D., Seung Jun Kim, M.D., Sun Young Park, M.D., Dong Eun Yoo, M.D.,
Han Sung Lee, M.D., Nam Su Ku, M.D,, Ji Ae Moon, M.D., Dong Ki Kim, M.D.,
Tae Hee Lee, M.D., Sung Jin Moon, M.D., Seung Heok Han, M.D., Jeung Eun Lee, M.D.,
Hoon Young Choi, M.D., Dae-Suk Han, M.D., Ph.D. and Shin-Wook Kang, M.D., Ph.D.

Departments of Internal Medicine,

Yonsei University College of Medicine, Seoul, Korea

Background : Gastrointestinal bleeding (GIB) is not a rare complication in end-stage renal disease (ESRD) patients
on dialysis and the occurrence of GIB has also been associated with higher morbidity and mortality rates. However,
reasons for the high incidence of GIB are not clear. This retrospective study was undertaken not only to analyze the
clinical features of GIB but also to elucidate the independent risk factors for GIB in Korean ESRD patients.

Methods : One hundred thirty ESRD patients on dialysis at the Severance Hospital of Yonsei University College of
Medicine from January 2000 to December 2005 were included in the study. The patients were divided into two groups:
65 patients with GIB (the GIB group) and 65 age-, sex—, and dialysis modality-matched patients without GIB (the C
group). Clinical characteristics, medications, and laboratory findings were compared between the two groups.

Results : Compared to the C group, congestive heart failure (40.0% vs. 21.5%, p<0.05), coronary arterial occlusive
disease (CAOD) (32.3% vs. 4.6%, p<0.005), and nonsteroidal anti-inflammatory drug (NSAID) use (184% vs. 1.5%,
p<0.01) were significantly more common in the GIB group. The baseline serum albumin levels were significantly lower
in the GIB group than in the C group (2.53+0.67 g/dL vs. 3.56+0.63 g/dL, p<0.005). Using logistic regression analysis,
CAOD (OR=23.0), NSAID use (OR=12.5), and lower serum albumin levels (OR=2.9) were identified as independent risk
factors for GIB (p<0.05).

Conclusions : Careful attention must be paid to ESRD patients with CAOD, taking NSAIDs, or with low serum
albumin levels in view of GIB.(Korean J Med 72:616-624, 2007)

Key Words : End-stage renal disease, Gastrointestinal bleeding, Coronary arterial occlusive disease, Nonsteroidal
anti-inflammatory drug, Serum albumin
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Table 1. Clinical characteristics of patients

GIB patients Control p-value
Age (years) 61.7415.2" 58.9+13 Ns
M:F 43 122 3728 NS
Cause of ESRD
Hypertension 32 (49.2)" 38 (585) NS
DM 25 (385) 20 (30.8) NS
Chronic GN 4 (6.1) 3 (4.6) NS
Others 4 (6.1) 4 (6.1) NS
Renal replacement Tx
Hemodialysis 47 (72.3) 48 (73.8) NS
Peritoneal dialysis 18 (27.7) 17 (26.2) NS
Comorbid disease
DM 37 (56.9) 25 (38.2) NS
Heart failure 26 (40.0) 14 (21.5) <0.05
CAOD 21 (32.3) 3 (4.6) <0.005
CVA 7 (10.8) 5 (7.7) NS
Smoking 32 (49.0) 31 (47.0) NS
Medications
Aspirin 16 (24.6) 8 (12.3) NS
NSAIDs 12 (184) 1 (1.5) <0.01
Anticoagulant 13 (20.0) 4 (6.1) NS

* 1 Data are expressed as mean+SD.

: Numbers in parenthesis are percentiles
GIB, gastrointestinal bleeding; ESRD, end stage renal disease; DM, diabetes mellitus; GN, glomerulonephritis; Tx,
treatment; CAQOD, coronary arterial occlusive disease; CVA, cerebrovascular accident; NSAIDs, nonsteroidal
anti inflammatory drugs.

NS, not significant

Table 2. Laboratory findings of patients

GIB patients Control p-value
Platelet count (/ul) 10.8+1.0x10" 12.241.6x10" NS
Albumin (g/dL) 2.53+0.67 3.56+0.63 <0.005
Ca (mg/dL) 8.87+0.99 9.31+1.18 NS
Corrected Ca (mg/dL) 9.57+1.06 9.67+1.15 NS
Phosphorus (mg/dL) 4.07+1.29 4.54+1.44 NS
iPTH (pg/mL) 133.1£11.4 115.3£8.3 NS

Data are expressed as mean=SD.
Ca, calcium; iPTH, intact parathyroid hormone.
‘NS, not significant

o5k A k) JULE, iz 122+1.6x10° /ulel SAMEreTh 8%
Aslsl AAd @3 253 QA FRE bt 242
887+0.99 mg/dL, 4.07+1.29 mg/dLo]en, )zt
g 28 BAFo)A FaF FE 108+1.0x10° A= 931+1.18 me/dL, 454+1.44 mg/dLE i A}o)
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Table 3. Multivariate analysis of clinical and laboratory findings
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