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Introduction
Autosomal dominant polycystic kidney disease 
(ADPKD) is an inherited disease characterised by the 
formation of countless cysts from renal tubular cells. 
It is the most common genetic disease leading to end-
stage renal disease (ESRD) in about 5-10% of cases 
[1, 2]. A German study, based on a population over 2.7 

million people, argues for a lower prevalence slightly 
over 1 in every 2000 patients [3], the threshold below 
which a disease can be classified as a rare disease. 
In Africa, the prevalence of ADPKD varies between 
countries [4,5]. In Senegal, the overall prevalence of 
ADPKD is not known. However, less than one percent 
(1%) of the haemodialysis population undergoes 
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Abstract
Introduction: Autosomal dominant polycystic kidney disease (ADPKD) is the most common genetic disease 
leading to end-stage renal disease (ESRD). In Africa, the prevalence of ADPKD varies between countries. 
However in Senegal, less than one percent (1%) of the haemodialysis population undergoes ADPKD. The exact 
prevalence of the disease is very difficult to estimate, and patients referred to nephrology centres are probably 
only the tip of the iceberg.

Patients and Method: We conducted a retrospective, descriptive and analytical study over a 12-year period 
included all medical records of patients with ADPKD followed in the nephrology department of Aristide Le 
Dantec Teaching Hospital in Dakar.

Results: The overall prevalence was 1.36% with an incidence of 14 new cases/year. The mean age of the 
patients was 59.5 ± 6,4 years with a female predominance (59%). High Blood Pressure (HBP), low back pain 
and enlarged kidneys were found in 46.5%, 36.2% and 22.4% respectively. Extra-renal cysts were found in the 
liver (69%), spleen (3.4%) and ovaries (1.7%). Progression to ESRF was noted in 21% of patients and 9% were 
put under chronic haemodialysis. Urinary tract infection was found in 12% and intracystic haemorrhage in 
3.4%. Death occured in three patients (5.1%)

Conclusion: ADPKD is not very well described in black people. Our study showed that in Senegal its prevalence 
is increasing compared to previous years.
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ADPKD [6, 7]. Recently Kane et al found a prevalence 
of 0.3% in 3 semi-urban centres [8].

Patients can present at any age, but more often 
after 30 years of age [9]. Although the palpation of 
the abdomen occasionally suggests the presence of 
ADPKD, radiographic procedures are necessary for 
setting the diagnosis [1, 9]. For this reason, the exact 
prevalence of the disease is very difficult to estimate, 
and patients referred to nephrology centres are 
probably only the tip of the iceberg [10]. ADPKD can 
be clinically characterised by abdominal pain, high 
blood pressure and episodes of gross haematuria, 
polyuria, urinary stones, urinary tract infections, 
headache, aortic and cerebral aneurysms, mitral valve 
prolapse and polycystic liver disease [2, 9, 11].

This study aims to determine the epidemiological, 
clinical, biological, therapeutic and evolutionary 
features of patients with ADPKD.

Patients and Method
We conducted a retrospective, descriptive and analytical 
study over a 12-year period range from 1 January 2006 
to 31 December 2017. It included all medical records 
of patients with ADPKD followed in the nephrology 
department of Aristide Le Dantec Teaching Hospital 
in Dakar. The diagnosis of polycystosis was based 
on Ravine’s criteria [12]. We excluded in this work 
inexploitable cases, subjects with autosomal recessive 
polycystic renal disease (ARPRD) and subjects with 
renal cysts but not meeting the Ravine criteria. 
Socio-demographic data (age, gender, occupation 
and marital status), circumstances of discovery 
(low back pain, macroscopic haematuria, incidental, 
enlarged kidney, family survey, high blood pressure, 
renal failure and others), family history (inbreeding, 
kidney disease, dialysis or death), personal history 
(high blood pressure, diabetes, stroke, digestive 
haemorrhage, etc.), extra-renal manifestations (liver, 
heart, brain involvement) were collected through a 
medical records review process using pre-printed 
forms. Morphological (kidney size, number of cysts, 
other localisations), biological (creatininemia, DFG 
according to MDRD, 24h proteinuria, urine cyto-
bacteriology) and therapeutic (antihypertensive 
drugs, antibiotics, analgesics, dialysis) aspects were 
also recorded.

High blood pressure was defined in the study by a 

BP ≥ 140/90 mmHg and/or taking antihypertensive 
medication while urinary tract infection consisted 
of a positive cyto-bacteriological urine examination 
(CBUE).

The data were entered from patient medical records 
and analysed through EPI info software version 7.

Results
During this period, 12348 patients were received in 
the department, 168 of whom underwent ADPKD. The 
overall prevalence was 1.36% with an incidence of 14 
new cases/year. One hundred and ten patient medical 
records were incomplete. Therefore, the study was 
carried out on 58 patient medical records. The mean 
age of the patients was 59.5 years ± 6,4 with a female 
predominance (59%). The notion of consanguinity 
was reported in 3 cases (5%). Fifteen patients (26%) 
had a family history of ADPKD, six (10.3%) had a family 
history of dialysis and nine (15.5%) family deaths 
related to ADPKD were noted. The circumstances 
of discovery of the disease were dominated by low 
back pain in 34% and incidental pain in 31% of cases 
(Figure 1). On clinical examination, HBP, low back 
pain and enlarged kidneys were found in 46.5%, 
36.2% and 22.4% respectively. Hepatomegaly was 
noted in 15.15%. The mean creatinine levels was 
31.91 mg/L ± and the mean GFR was 61.69 ml/
min/1.73m2 ±. Impaired renal function was found 
in 19 patients (32.7%). The transaminases sought in 
6 cases were unremarkable. The remaining clinico-
biological characteristics are listed in Table I. Extra-
renal cysts were found in the liver (69%), spleen 
(3.4%) and ovaries (1.7%). Five patients had a cardiac 
ultrasound (8.62%) and it was normal in 3 patients 
(5.2%). Left ventricular hypertrophy (LVH) was noted 
in 2 patients (3.4%) and a valvular impairment (mitral 
and tricuspid) in 1 patient (1.7%). Converting enzyme 
inhibitors (ACE inhibitors) and angiotensin-2 receptor 
blockers (ARB-2) were prescribed in 27.6% and 
15.5% respectively. The remainder of the treatment 
is shown in Table II. Progression to ESRD was noted 
in 21% of patients and 9% were put under chronic 
haemodialysis. None had undergone nephrectomy or 
kidney transplant. Urinary tract infection was found in 
12% and intracystic haemorrhage in 3.4%. One case 
of hemorrhagic stroke was recorded. Death occured 
in three patients (5.1%) and was attributed to poorly 
tolerated chronic uremia.
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Figure1. Distribution of patients according to the circumstances of discovery

TableI. clinico-biological profile of patients

Characteristics Numbers 
Mean age (year) 59,5 ± 6,4
Female (%) 59
Family history of ADPKD n (%) 15 (26)
renal manifestations 

HBP, n (%) 27 (46,5)
Lombalgia, n (%) 21 (36,2)
Enlarged kidney, n (%) 13 (22,41)
macroscopic hematuria, n (%) 4 (6,89)
Mictional burn, n (%) 3 (5,17)
Edema, n (%) 2 (3,44)
Creatininemia (mg/L) 31,91 ± 46,28
GFR (ml/min/1,73m2) 61,69 ± 41,38
Urea (g/L) 0,96 ± 1,04
Proteinuria (g/24h) 0,45 ± 0,98

extra-renal manifestation 
Hepatomegaly, n (%) 9 (15,51)
Valvular impairments, n (%) 1 (1,72)
LVH, n (%) 2 (3,4)

Other localisations of the cysts
Liver, (%) 69,4
Spleen, (%) 5,5
Ovaries, (%) 2,8
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Discussion
In our series, the proportion of ADPKD was 1.36% 
of patients followed in nephrology. This study shows 
an increased prevalence in Senegal compared to 
previous studies regarding this subject. Ka in 2010 
and Samb in 2001 reported prevalence of 0.4% and 
0.5% respectively in an urban centre [6, 13]. Kane Y et 
al in 2019 found a prevalence of 0.3% in 3 semi-urban 
centres. This could be explained by a better knowledge 
of the pathology and the increase in the number 
of specialists in the country, but also by systematic 
screening of other affected family members.

Out of the 58 included patient medical records, the 
mean age was higher than in other studies [4, 14], 
suggesting a late discovery of the disease which 
could be due to a consultation delay of our patients, 
or to a particularly slow and progressive evolution 
of the disease which only becomes symptomatic at 

an advanced age. There was a female predominance, 
which corroborated Agboton’s study in Benin.

The familial nature of the disease was found in 
51.7%, which was similar to the literature data [8, 
13, 14]. The finding circumstances were dominated 
by low back pain in 34% while Laleye et al reported 
a higher proportion with 62% of cases [15]. The 
finding was incidental in 31% in our study, this result 
was consistent with Genkyst’s cohort (2014) which 
reported a percentage of 25% [16]. The prevalence of 
HBP was 46.5%, a much lower rate compared to the 
other series. In the study conducted by Seck SM, high 
blood pressure was found in 73.8% of patients and it 
preceded the diagnosis of ADPKD in 28.8% of them 
[17]. Agboton in Benin had returned to a prevalence 
of HBP of 83% [4]. Gomez in Spain found 87.23% of 
HBP after clinical examination of his patients [18]. 
This could be explained by the fact that the diagnosis 

Complications
ESRD, n (%) 12 (21)
Urinary tract infection, n (%) 7 (12)
Intracystic hemorrhage, n (%) 2 (3,4)
Hemorrhagic stroke, n (%) 1 (1,7)
Death, n (%) 3 (5,2)

TableII. Distribution of the different therapeutic classes

Number (n) Percentage (%)
Antihypertensive drugs 

CEI 16 27,6
ARA-2 9 15,5
Calcics inhibitors 13 22,4
Diuretics 11 19
Bêta-blockers 4 6,9

Analgesics 
Paracetamol 16 27,6
Tramadol 8 13,8

Antibiotics
Quinolones 3 5,2
Amoxicilline- clavulanic acid 3 5,2
3rd generation cephalosporin 2 3,4
Metronidazole 1 1,7

Hemodialysis 5 9
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is now much earlier. Hepatic cysts were the most 
common extra-renal manifestation in 69.4% of our 
study. This proportion was higher than those found by 
Kane Y in Senegal [8] and Kazancioglu in Turkey [14] 
with 28% and 37.9% respectively. Gomez had a similar 
result with 62% of liver cysts [18]. These variations in 
the proportions can be explained by the fact that the 
result of ultrasound is operator-dependent, and its 
sensitivity also depends on the quality of the device 
used. We have also found a case of hemorrhagic stroke 
which could be related to a rupture of an unknown 
aneurysm. The diagnosis of the mutation relies 
on genetical approach. But in current practice this 
analysis is not carried out as in the case of our work.

Impaired renal function was found in 19 patients 
(32.7%). Ka et al [6] found 45.3% of RI, Kane Y [8] 
(64%) in 2018. In Agboton’s series 72% of patients 
had chronic kidney disease (CKD) [4]. Kidney failure 
appears to be less frequent in our series. This is 
explained by the fact that most patients are now seen 
early with regular follow-up and well-controlled blood 
pressure compared to other studies. 

There are several experimental and clinical 
observations that show increased activity of the 
renin-angiotensin-aldosterone system (RAAS) in 
patients with ADPKD. Given the potential adverse 
renal and cardiac effects related to angiotensin II, it is 
reasonable to treat hypertensive patients with ADPKD 
with ACE inhibitors or ARA-2 [19]. RAAS inhibitors 
decrease and prevent LVH and cardiac complications 
while slowing progression to ESRD [19, 20, 21, 22]. In 
our study, RAAS inhibitors were prescribed in 43.1% 
of cases. 

Progression to ESRD was noted in 21% of cases and 
9% of patients were put under chronic haemodialysis. 
The likelihood of reaching ESRD is variously assessed 
in the literature. However, it may be related to the 
genetic form: PKD1 is thought to be more pejorative 
than PKD2 [23]. Death occurred in 3 patients (5.2%) 
and were all attributed to poorly tolerated chronic 
uremia. The uremia-related case fatality rate in our 
study is explained by the fact that haemodialysis is not 
always affordable in our regions [24].

Conclusion
ADPKD is not very well described in black people, 
especially in Africa where some data show that the 

disease is exceptional. Our study showed that in Senegal 
its prevalence is increasing compared to previous 
years. This would be due to a better knowledge of 
the disease and the improvement of the facilities 
with an increase in the number of specialists and the 
development of imaging during the last decade.
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