
the UK. Most series have however included smaller polyps (1 cms or
less) and there is paucity of data on EMRs limited to large polyps.
We report the outcomes on a series with large polyps (>2 cms) from
a bowel cancer screening centre in the UK.
Methods A total of 5190 polypectomies were performed within the
region from January 2008 to December 2011 on the Bowel Screening
Programme. Data were collected from three hospitals on all large
polyp EMR greater than 2 cm in size. Data were analysed using the
SPSS V.20.
Results A total of 61 patients with polyps 2cm or greater were
identified. The mean age was 69 years, 75% (n¼46) of which were
male. The mean size of the polyps resected was 35 mm (range
20e60 mm). The majority of the polyps were sessile (n¼40) and
located in the left colon (n¼43). Tattooing was performed in 46%
(n¼28) and Argon-beam photocoagulation (APC) therapy was
applied in 41% of cases (n¼25). In 97%, the resections were
complete (n¼59). Histopathology results were obtainable in 57
patients of whom 12% (n¼7/57) showed high grade dysplasia and
5% (n¼3/57) were confirmed as adenocarcinoma. The overall major
complication rate was 3% (n¼2). Both complications were bleeding
post-EMR. Surveillance data were available for 43 patients up-to
12 months post EMR. Six recurrences (10%) were seen at the EMR
site at 3 months, five of these in left colon. On reviewing their initial
EMR, the polyps had a median size of 2566 mm; 50% (n¼3/6) had
APC therapy and 5/6 the excision was endoscopically complete on
initial EMR. Histology confirmed low grade dysplasia (LGD) in all
cases. Recurrence was endoscopically treated successfully in all
cases. Recurrence rate was not influenced by the size or site of the
polyp or APC therapy. Sessile polyp EMR were more likely to show
recurrence (n¼5/6). At 12 months, eight patients had recurrence. Six
of these patients had endoscopically complete excision on initial
EMR. On reviewing their initial EMR, the polyps had a median size
of 3565 mm; 50% had APC therapy. Recurrence was treated
successfully in all cases.
Conclusion Endoscopic mucosal resection for large colorectal polyps
is safe with relatively low complication rates compared to lapro-
scopic surgery. Recurrence rate is low at 3 months but can still occur
upto 12 months in lesions felt to be completely excised.
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Introduction Bile duct injury causing a biliary leak after chol-
ecystectomy is an important and well recognised surgical compli-
cation. It has a significant impact on the post operative recovery and
is often managed endoscopically with the insertion of a biliary stent.
Objectives To assess the clinical course of patients who had a biliary
stent placed for a post operative bile duct leak.
Methods All patients who underwent ERCP and biliary stent
insertion for a biliary leak between 1 November 2009 and 30
November 2011 at our NHS trust were identified. Demographic
data, endoscopic procedure details and outcomes were recorded.
Results 25 patients had endoscopic (Endoscopic Retrograde Chol-
angio Pancreatography-ERCP) management of a biliary leak by stent
insertion. 72% of the cohort were females. Age range was between
19 and 80 years with a mean of 52.6 years. 16/25 (64%) of patients
had two ERCPs for the insertion and subsequent removal of a plastic
stent (size between 7 and 10 Fr). Nine patients (36%) had >2 ERCPs
due to a persistent leak. 10/16 patients (62.5%) had the 2nd ERCP
within 7 weeks and all had no persistent leak during that exami-
nation. The remaining 6 (37.5%) had the 2nd ERCP later than

7 weeks, and found to have no further biliary leak. The mean time
between the two ERCPs was 9.3 weeks. Three Patients with a
persistent biliary leak (33%) had an ERCP as early as 3 days. Others
had between 1 and 4 weeks. None of the patients had any compli-
cations secondary to ERCP. The majority of the biliary leaks origi-
nated from the cystic duct stump (64%) or gall bladder bed (20%).
Out of the total 25, four patients (16%) had retained stones within
the common bile duct identified at the second ERCP and all were
successfully extracted. 22 (88%) of the cohort did not have a
persistent leak or stricture during their final ERCP. Three patients
(12%) developed a stricture at the common bile duct or common
hepatic duct.
Conclusion Within a district general hospital setting, the majority of
patients with a post-cholecystectomy biliary leak can be managed
effectively with the insertion of plastic biliary stents. A minority of
patients will develop a subsequent biliary stricture.
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Introduction The efficacy of complete Barrett’s eradication by
extensive endomucosal resection (E-EMR) of Barrett’s oesophagus
with early cancer ranges from 60% to 100% with a post-resection
stricture rate of up to 88% in a recent RCT.1 The primary aim of this
meta-analysis was to determine the long-term efficacy and safety of
E-EMR for complete Barrett’s eradication in patients with early
Barrett’s cancer.
Methods MEDLINE, EMBASE and PubMed databases were searched
using keywords, “Barrett’s oesophagus,” “oesophageal cancer,”
“endomucosal resection,” “circumferential endomucosal resection,”
Barrett’s high-grade dysplasia and Barrett’s intra-mucosal carcinoma
from January 1965 to December 2011. Articles were selected/
reviewed and data collected based on pre-defined inclusion criteria,
independently by two authors (RK and TT). Meta-analysis using
random effects model was done.
Results Thirteen studies (N¼691) were included in the final anal-
ysis. (586 males, average age, 65.9 range 65e67). 116 patients in six
studies had long-segment Barrett’s. The average Barrett’s length was
3.78 cm (range 2e4.9 cm). Visible lesions were seen in 371/586
(63.3%) patients. At an average of 2 (range 1.5e2.5) EMR sessions,
four resections (range 3e8) were done per session Complete
Barrett’s eradication was achieved in 71.9% (95% CI 68.1% to
75.4%) and eradication of early Barrett’s cancer in 96% (95% CI 91%
to 99%) of patients. At an average follow-up of 20.5 months (range
9e31.6) Barrett’s/dysplasia recurrence was seen in 13% (95% CI
10.7%>15.9%). Total number of resections (p¼0.026) and age
(p¼0.037) were significant confounders for complete Barrett’s
eradication. The overall stricture rate was 39% (95% CI 35%>43%).
Procedure related perforations occurred in 12/691 (1.3%) and
bleeding in 9.9% (95% CI 5.1%>13.5%) of patients. On meta-
regression analysis there were no significant confounders for
stricture formation.
Conclusion Complete long-term complete Barrett’s eradication in
patients harbouring early cancer is effective in only 71.9% of patients
with age and total endoscopic resections being significant confounders.
The procedure appears safe but has a stricture rate of 39%.
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