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Upper gastrointestinal bleeding secondary to Cameron lesion 
in three Nigerians: A case series of an under-recognized 
condition
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Introduction

Gastrointestinal bleeding is one of the common presenta-
tions in the hospital especially in the emergency setting [1]. The 
common causes of upper gastrointestinal bleeding include pep-
tic ulcer disease, erosions and ruptured oesophageal varices [1].

Cameron lesion, though implicated in the aetiology of upper 
gastrointestinal bleeding, has not been well described in sub-
Saharan Africa [2]. Spontaneous healing of the lesions resulting 
in missed lesions could be one of the reasons why this is so es-
pecially as average time to endoscopy in the event of upper gas-
trointestinal bleeding in Sub-Saharan Africa is prolonged [2,3]. 
We present 3 cases of Cameron lesion in the setting of upper 
gastrointestinal haemorrhage. 

Patients and observation

Case 1

Patient information: A 52-year-old female presented to the 
endoscopy suite with a history of recurrent vomiting for three 
months. Vomiting started insidiously but gradually worsened. 

Vomitus contained recently ingested food material. Vomiting 
usually occurred when patient bent forward or lifted heavy 
loads. After some weeks, she started vomiting blood which was 
usually noticed after vomiting large amounts of food. The blood 
sometimes was bright red and occasionally coffee ground in ap-
pearance. Blood loss was about 50 ml per episode. There was 
associated melaena. There was also a history of upper abdomi-
nal pain radiating to the back. There was no history of haema-
tochezia, jaundice, body swelling, dizziness, differential limb 
weakness or loss of consciousness.

She is a known patient with schizophrenia who has been on 
Olanzapine and Amitriptyline in the last three years with good 
clinical response. There was no history of peptic ulcer disease, 
systemic hypertension or diabetes mellitus. She neither smoked 
cigarettes nor took alcoholic beverages. There was no prior his-
tory of blood transfusions and surgeries.

Clinical result: On examination, she was conscious and alert, 
pale, anicteric, acyanosed, not dehydrated, no pedal edema. 
Her vital signs were stable. There was epigastric abdominal ten-
derness. No organomegaly was detected. Ascites was not de-
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monstrable. Bowel sounds were present and normoactive.

Diagnostic approach: Upper gastrointestinal endoscopy was 
done which revealed hiatal hernia as well as erosions with stig-
mata of recent bleed (Figure 1).

Therapeutic intervention and follow up: She was com-
menced on long term, twice daily proton pump inhibitors (PPIs) 
regimen with resolution of gastrointestinal bleeding. She has 
been seen on follow-up in the clinic twice and she is clinically 
stable.

Case 2

Patient information: A 45-year-old female presented to the 
endoscopy suite with a history of recurrent heartburn and up-
per abdominal pain of 6 months. Abdominal pain progressively 
worsened despite being on anti-ulcer agents and was worse on 
ingestion of spicy foods and pepper. There was a preceding his-
tory of melaena that lasted for a week. There was no history of 
haematochezia, jaundice, body swelling, dizziness, differential 
limb weakness or loss of consciousness.

There was no history of systemic hypertension or diabetes 
mellitus. She neither smoked cigarettes nor took alcoholic bev-
erages. There was no prior history of blood transfusions and 
surgeries. 

Clinical result: On examination, she was conscious and alert, 
pale, anicteric, acyanosed, not dehydrated, no pedal edema. 
Her vital signs were stable. Systemic examination was normal.

Diagnostic approach: Upper gastrointestinal endoscopy 
was done which revealed hiatal hernia as well as healed ulcers 
which were suggestive of Cameron lesions (Figure 2). 

Therapeutic intervention and follow up: She was also com-
menced on twice daily PPIs with good clinical outcome. 

Case 3

Patient information: A 53-year-old male presented to the 
endoscopy suite with a history of recurrent melaena of two 
years duration. It was sporadic, resolving on its own. There was 
no noticed exacerbating or relieving condition.

There was a positive history of use of herbal remedies on 
each episode of melaena without any improvement of clinical 
symptoms. He was referred for endoscopy on evaluation by a 
family physician.

Clinical result: On examination, he was conscious and alert, 
pale, anicteric, acyanosed, not dehydrated, no pedal edema. 
His vital signs were stable. Systemic examination was normal.

Diagnostic approach: Upper gastrointestinal endoscopy was 
done which revealed hiatal hernia as well as erosions which 
were suggestive of Cameron lesions (Figure 3).

Figure 1: Erosions with oozing blood in the diaphragmatic hiatus along a hiatal hernia. 

Figure 2: Healed punctuate ulcers in the presence of a large hiatal hernia.
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Figure 3: Erosions in the presence of a large hiatal hernia.

Therapeutic intervention and follow up: He was also com-
menced on twice daily PPIs with good clinical outcome. 

Patient perspective: The patients acknowledged that they 
were initially distressed by the symptoms of upper gastroin-
testinal bleeding. They subsequently felt better after diagnosis 
on endoscopy, counselling about diagnosis and treatment with 
PPIs.

Discussion

Cameron lesions describe single or multiple gastric erosions 
and/or ulcerations typically seen at the level of the diaphrag-
matic hiatus on upper endoscopic examination [4]. They were 
first documented by Cameron and Higgins in 1986 [5]. They are 
an established cause of upper gastrointestinal haemorrhage 
accounting for 0.2% of overt bleeding [6]. They occur more 
frequently in iron deficiency anaemia and obscure gut bleed-
ing (1.9-9.2%) [4,7]. Cameron lesions have traditionally been 
thought to be the result of the mucosal sequela of mechani-
cal trauma from hiatal hernia. It is hypothesized that as the 
proximal stomach is compressed, the hernia moves against the 
diaphragm leading to ischaemia [8]. Histopathology has also 
corroborated the fact that ischaemia is central to the patho-
physiology of Cameron lesion [9]. Some studies have suggested 
that binge drinking, inadequate fiber intake and high sitting po-
sition during defecation were associated with Cameron lesions 
[10,11].

They are grossly underreported all over the world especially 
in sub-Saharan Africa as they can be missed if not thoroughly 
sought for [2,10]. There are only a few reports of Cameron le-
sions in sub-Saharan Africa [12,13]. A recent systematic review 
found out that at least two endoscopies had to be undertaken 
on the average before Cameron lesions were identified [2]. Fac-
tors that may assist in the diagnosis include meticulous observa-
tion of all gastric folds particularly around the diaphragmatic os 
as well as use of advanced endoscopic techniques such as nar-
row band imaging and chromoendoscopy [14]. They are usually 
seen in the mucosa of the fundus and/or corpus in association 
with hiatal hernias especially when the hernial sacs are larger 
than 5 cm [4]. This association with hiatal hernias can be helpful 
in the elucidation of Cameron lesion as the cause of bleeding or 
dyspepsia in patients on evaluation, so that repeated and un-
necessary diagnostic procedures can be excluded [10]. This is 
the first report of Cameron lesion from Nigeria in the literature 
to the best of our knowledge. 

We report three cases of Cameron lesions causing upper gas-
trointestinal haemorrhage. Two of them were females which is 

in keeping with the preponderance of females as previously de-
scribed [2]. In the first patient, there was evidence of recent 
bleed i.e. oozing blood which made diagnosis relatively easy. 
The second patient’s diagnosis was not as easy as the healed 
ulcer was only perceptible after meticulous evaluation. The 
patient had the procedure three weeks after bleeding had 
subsided. In a report from Ethiopia, diagnosis was only made 
intraoperatively following a history of easy fatiguability and me-
laena after barium meal showed hiatal hernia [12]. Zullo et al. 
misdiagnosed a Cameron lesion initially as a neoplastic ulcer 
[2]. This describes how difficult it can be to make a diagnosis of 
Cameron lesion if a high index of suspicion is not entertained. 
Both patients had good outcomes on PPI therapy as established 
by other studies [2,6]. Erosions were seen on endoscopy of 
the third patient which was similar to what was obtained on 
evaluating the first patient. The first patient was however on 
Amitriptyline which may play a role in the pathology of Cam-
eron lesion as it has been shown to exert an anticholinergic ef-
fect on the oesophageal sphincter thereby reducing the tone 
of the oesophagogastric sphincter, thus aggravating existing 
hiatus hernia or causing its development [15]. Another study 
emphasizes the fact that Cameron lesion should be sought even 
in patients with NSAID use especially when the characteristic le-
sions of erosions and ulcerations seen with NSAID induced gas-
trointestinal bleeding are absent [13]. Studies have shown that 
prognosis is good with long term adequate PPI therapy even if 
patients have a prior history of PPI therapy [2]. Other modali-
ties of care such as blood transfusion, endoscopic homeostasis 
and surgery have been described which were not used in the 
patients discussed as their symptoms resolved completely fol-
lowing the use of PPIs [6,14].

Conclusion

Cameron lesion is an under-recognized cause of upper gas-
trointestinal bleeding which should be highly suspected in the 
setting of hiatal hernia. It has good response to PPIs.
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