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Introduction The revised AJCC1 TNM staging systems for oeso-
phageal and gastric cancer were published in 2010 and have been
adopted in many units since that time. However, such changes in
staging system can cause problems in comparing recent datasets to
historical data as stage matching will no longer be consistent. We
aimed to review historical data to determine the impact of updated
scoring systems on our dataset, firstly to determine the proportion
of patients changing stage groups and secondly to determine if
survival was different between new and old systems.
Methods A database of gastro-oesophageal resections has histor-
ically accumulated patients with operative stage recorded using 6th
edition TNM classification. With the help of a specialist pathologist
these cases were reassessed to determine the revised TNM according
to the 7th edition. The survival of matched stage disease was
compared using KaplaneMeier analysis with log-rank test for stat-
istical significance.
Results In a cohort of 358 patients 50 patients (14.0%) changed
stage. Twenty-four to a lower stage and 26 to higher stages as
detailed in the Abstract OC-105 table 1 below. Stage 2 and 3
contained sufficient patients for survival analysis. Median survival
was not reached for stage 2 in TNM6 and was 37.9 months in
TNM7 (p¼0.651). In stage 3 the survival was 16.7 months in TNM6
and 17.3 months using TNM7 (p¼0.786). Survival was not signifi-
cantly different between editions.
Conclusion Fourteen percent of patients change stage using updated
criteria. However, the impact of these changes on the median
survival of patients in specified stage groups is small. Re-evaluating
historical patient data will not greatly advise clinicians or patients
regarding their prognosis but this data does help in the comparison
of historical publications to current data.
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Introduction Villous atrophy (VA) in the presence of a positive
coeliac serology (endomysial [EMA] and tissue transglutaminase
[tTG] antibodies) is highly predictive of coeliac disease (CD).
However, diagnostic challenges may arise in those where VA is
associated with a negative coeliac serology.
Aims To study the aetiology of seronegative VA.
Methods One hundred patients presenting with seronegative VA
(both EMA negative and tTG normal range) were prospectively and
systematically investigated for CD and other known associations of
VA. The history, immunoglobulins and histopathology were initially
reviewed, followed if necessary by a combination of HLA typing,
gluten challenge, repeat coeliac serology & duodenal biopsies, and
exclusion of infection/inflammatory bowel disease.
Results 59 women, 41 men, age range 16e92 years, median age
49 years. CD was present in 44% of cases, followed by gastro-
intestinal infections (18%), severe duodenitis (4%), crohn’s disease
(3%), tuberculosis (2%), HIV (2%), drugs (2%) and haematological
disorders (2%). In 23% an association was not found, although the
majority normalised their small bowel histology on repeat biopsies
(17/23, 74%). Reviewing the case with a specialist gastrointestinal
(GI) histopathologist played an important role in up to 9% of cases,
in terms of identifying a cause or help tailoring further inves-
tigations. All coeliac patients tested for HLA status were as expected
positive for DQ2 or DQ8 haplotypes (n 37), in comparison to 22/47
(47%) non-coeliacs (p<0.0001). A non-coeliac diagnosis was signif-
icantly more common in asian/african patients or those with clinical
symptoms of abdominal pain, weight loss or nausea & vomiting
(p<0.05). However, there was no difference in age, gender, baseline
biochemistry or haematological blood tests between the two groups.
Conclusion Close collaboration with a specialist GI histopathologist
is useful in cases of seronegative VA. A cause will be found in 77% of
patients, with CD accounting for almost half of all cases. In the 23%
with no apparent cause, reassuringly 74% normalised their
histology. The minority with persisting VA of unknown cause
remain under active follow-up. The prevalence of a positive HLA in
cases deemed to be non-coeliacs was greater than that of 25% as
accepted for the general population. Many of these cases were due to
gastrointestinal infections or an unknown cause, and subsequently
normalised their histology (18/22). A threshold model for CD has
recently been proposed and these patients may still belong to this
disease spectrumdfurther work looking for intestinal antibody
deposits in this group may shed light on this possibility.
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Introduction Hepatitis C virus (HCV) recurrence post liver trans-
plantation (LT) is universal. Ishak score (IS) is widely used in the
histological assessment of recurrent HCV. Smooth muscle actin
(SMA) expression is a marker of hepatic stellate cells (HSC),

Abstract OC-105 Table 1

Stage change TNM6 to TNM7 N[ %

Stage 4 to stage 3 14 3.9

Stage 2 to stage 1 10 2.8

Stage 1 to stage 2 13 3.6

Stage 2 to stage 3 13 3.6

No change 308 74.8

Total 358 100.0
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while Sirius red (SR) staining primarily identifies tissue collagen. We
have investigated how morphometric analysis of stellate cell acti-
vation, fibrosis and inflammatory activity can contribute to this
assessment.
Methods 78 liver biopsies taken between 6 and 3722 (median
688) days post-transplant were reviewed. Sections from formalin-
fixed and paraffin embedded post-tranplant liver biopsy specimens
were stained with SR, for SMA and CD3 (T lymphocytes). The SR
and SMA stained section were digitalised using the scanning func-
tion of a Leica DM6000. We used Image J (Version 1.42q) software
and Photoshop CS5 software package for specimen analysis. SR and
SMA staining proportionate area were calculated according to
Calvaruso et al.1 A cell count of lobular CD3+ve lymphocytes was
carried out using a microscope grid. Semi quantitative scoring was
also carried out using the Ishak scoring system. Liver collagen was
expressed as collagen proportionate area (CPA).
Results SR CPA, SMA CPA and CD3 count ranged from 0.26% to
29.63% (mean¼6.28%), 0.00018e35.62% (mean¼4.89%) and 1e63
(median¼13) respectively. Mean SMA CPA and mean SR CPA for
each IS category were as follows: IS 0¼2.34% (0.25e5.37%), IS
1¼3.29% (0e13.33%), IS 2¼4.44% (0e11.56%), IS 3¼6.64%
(1.49e13.93%), IS 4¼6.37% (6.02e6.83%), IS 5¼7.92% (3.21e
14.16%), IS 6¼28.96% (22.30e35.62%) and IS 0¼3.68% (0.59e
5.83%), IS 1¼4.67% (1.35e19.46%), IS 2¼4.43% (0.61e10.00%), IS
3¼8.65% (1.20e17.85%), IS 4¼6.77% (5.10e8.43%), IS 5¼9.79%
(0.26e29.63%), IS 6¼11.91% (1.60e22.22%) respectively. IS corre-
lated with SMA CPA (r¼0.62, p<0.0001) but not SR CPA (r¼0.226,
p¼0.104). CD3 count also correlated with serum AST (r¼0.437,
p¼0.004).
Conclusion Digitalisation, image analysis and immunohistochem-
istry for SMA and CD3+ve lymphocytes contribute to the assess-
ment of inflammatory activity and fibrosis in post-liver transplant
recurrent HCV infection.
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Introduction Pancreatic fistula (PF) remains a significant cause of
morbidity and mortality after pancreaticoduodenectomy. The rela-
tive merits of external (ES) and internal (IS) pancreatic stents on
postoperative outcome have not been clearly defined. The aim of
this study was to evaluate the role of pancreatic stents after
pancreaticoduodenectomy by meta-analysis.
Methods Randomised and observational studies comparing patients
with and without pancreatic duct stents (ES or IS) from January
1990 to May 2011 were included in the analysis. Studies were only
included if the incidence of PF was separately reported in each
group. Secondary outcome measures included postoperative
mortality, overall complications and hospital stay. Subgroup anal-
ysis was performed for studies that used external stents or internal
stents exclusively. Randomised and observational studies were
combined separately using a random effects model, and the overall

effect was calculated using a mixed effects model. Outcomes were
compared using ORs and weighted mean differences (WMD).
Results Sixteen studies were analysed (four randomised and 12
observational), consisting of 1,846 patients (876 stented, 970 not
stented). On analysis of all studies (ES and IS), the incidence of PF
(p¼0.54), overall complications (p¼0.23) and perioperative
mortality (p¼0.19) were similar in stented and non-stented patients.
Hospital stay was shorter in the stented group (WMD (�) 2.5 days,
CI (�) 4.4 to (�) 0.6 days, p¼0.009). On analysis of ES and IS
studies separately, PF and overall complications were significantly
reduced by external stents (PF: OR 0.49, CI 0.3 to 0.81, p¼0.005;
complications: OR 0.62, CI 0.43 to 0.89, p¼0.01), but no difference
was observed with internal stents (PF: OR 1.59, CI 0.97 to 2.61,
p¼0.07; complications: OR 0.96, CI 0.64 to 1.46, p¼0.86).
Conclusion External pancreatic duct stenting appears to reduce the
rate of pancreatic fistula and overall complications following
pancreaticoduodenectomy. However, due to the lack of high quality
evidence, it remains unclear whether internal stents have a role. A
well-conducted, adequately powered randomised trial of internal
pancreatic stents in patients at risk of pancreatic fistula should help
to clarify this.
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Introduction Recent data suggest that QEUSE, a novel technique
that allows real-time quantification of tissue stiffness, can accu-
rately differentiate benign from malignant solid pancreatic masses
(area under the receiver operating curve [AUROC]¼0.98).1 External
validation of the diagnostic utility of this technique has not been
carried out.
Methods 101 patients with CT and/or EUS-proven solid pancreatic
masses underwent 108 QEUSE procedures using the Hitachi EUB-
7500 or Preirus ultrasound workstation and Pentax linear echoen-
doscopes. Multiple elastographic measurements of the mass lesion
(A) and soft tissue references areas (B) were undertaken and the
corresponding strain ratios (B/A) were calculated. Final diagnosis
was based on EUS-fine needle aspiration (EUS-FNA) cytology,
biliary brushings and/or resection specimen histology. The diag-
nostic accuracy of QEUSE for discriminating malignant from benign
pancreatic masses was assessed.
Results The median lesion size was 3 cm. The final underlying
diagnoses were primary pancreatic carcinoma (71.3%), neuro-
endocrine tumour (9.9%), metastatic cancer (2%) and pancreatitis
(16.8%). Malignant pancreatic masses had a higher strain ratio
(p¼0.002) and lower mass elasticity (p¼0.003) than inflammatory
ones. However, the AUROC for the detection of pancreatic malig-
nancy was only 0.74 for the strain ratio and only 0.73 for the mass
elasticity. Similarly, the diagnostic accuracy of QEUSE for detecting
pancreatic malignancy in our cohort was less favourable than those
reported recently (see Abstract OC-109 table 1), with lower strain
ratio (4.62 vs 6.04) and higher pancreatic mass elasticity cutoffs
(0.27 vs 0.05) providing the highest accuracy.
Conclusion In the largest single-centre study of QEUSE of the
pancreas reported to date, we found this technology to be less
accurate and specific for differentiating pancreatic masses than
recently reported, suggesting that it may only complement rather
than substitute the role of pancreatic EUS-FNA in the future.
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