
(O) distribution of BO to the expected (E). Analysis was strati-
fied into those diagnosed before 2001 and 2001 onwards, this
being the median year of diagnosis.
Results (See Table) 2/3rds of all Rotherham postcodes fell into
the 2 most deprived quintiles. The O/E IMD distribution of the
BO cohort diagnosed before 2001 was similar to that of the
Rotherham population but highly significant differences emerged
later (p = 0.0001): the two least deprived quintiles had 170 BO
patients against 124 expected (37% increase).
Conclusion No single factor is likely to explain the change
observed in the last decade, however, the highly significant dif-
ference observed points to a strong association between lower
deprivation and increasing risk of BO. To the best of our knowl-
edge this is the first report showing a quantitative link between
BO and socio-economic status, which may form a basis for the
apparent socio-economic shift between squamous oesophageal
cancer and OAC.
Disclosure of Interest None Declared.
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Introduction Oesophageal adenocarcinoma (OAC) arises within
Barrett’s oesophagus (BE). Obesity is associated with metabolic
syndrome (MS) and cancer progression. Body composition has a
direct impact in obesity-related diseases. Normal weight individ-
uals with increased fat mass are considered metabolically obese.
Methods To evaluate the prevalence of obesity, altered body
composition and metabolic indexes in patients (pts) with and
without BE; and association with cancer progression in BE. In
sequential pts undergoing gastroscopy, MS, waist/hip ratio
(WHR) and body fat% (BF by bioimpedance analysis) were
obtained. In BE pts, histological findings were correlated with
metabolic data. Pts were classified according to Body Mass Index
(BMI), abdominal obesity (AO by WHR) and in females, Normal
Weight Obese (NWO). Identified risk factors significantly associ-
ated with BE at univariate analysis were subsequently entered
into a multivariate logistic regression analysis.
Results 250 cases and 230 controls (F/M: 193/287) were
enrolled. Age (cut off: 57 years) and male gender (M/F 193/
57; OR 5.01, p < 0.0001) were identified risk factors for BE.
AO (76 vs 51%; OR 3.13; p < 0.001), increased BF% (30.7
vs 17.6%; p = 0.001), higher BMI (overweight: 39.6 vs 30%;
OR 2.09; p = 0.0008; obese: 32 vs 22%; OR 2.3; p =
0.004) and MS (33.2 vs 20%; OR 1.95; p = 0.0017) were
significantly associated with BE. A positive trend, possibly
related to the small number of female cases, was demonstrated
for NWO (28.1 vs 19.1%; OR 1.06; p = 0.1). More cases
were affected by hypertension (37.4 vs 21.3%; OR 2.4; p <
0.001) and hyperlipidaemia (72.8 vs 53.9%; OR 2.28; p <
0001) but not diabetes. When adjusted by gender, age and
race into a multivariate analysis, independent risk factors for
BE were BF% (OR 1.90; p = 0.01) and AO (OR 1.67; p =
0.03). Metaplasia and dysplasia were present in 57.2 and
42.8%. AO was the only metabolic parameter independently
correlated with high grade dysplasia (38 vs 21%; OR 2.44; p
= 0.001).

Conclusion Abdominal obesity, and body fat mass are strong
risk factors for BE. A positive trend association was demon-
strated in NWO. Furthermore, abdominal adiposity plays a role
in progression to OAC. BE might therefore be considered in the
metabolic syndrome spectrum and as such, in this group screen-
ing interventions may be considered.
Disclosure of Interest None Declared.
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Introduction Barrett’s oesophagus (BE) remains the strongest
risk factor for oesophageal adenocarcinoma (OAC). Several stud-
ies describe an association between BE and obesity through
mechanical and metabolic consequences. Visceral fat is a recog-
nised endocrine organ. Adipokines and insulin resistance impact
upon obesity-related diseases and cancer pathways. Our aims
were to evaluate the relationship between BE, abdominal adipos-
ity/BMI and pathways in the progression to cancer.
Methods Height, weight, waist-hip ratio, blood pressure assess-
ment and fasting blood samples were obtained from sequential
patients (pts), undergoing gastroscopy. BMI, fasting glucose
and insulin, lipids, leptin and adiponectin were measured. Pts
were then classified as normal-weight, overweight or obese
and the presence of abdominal obesity (AO) and/or metabolic
syndrome (MS, defined by WHO criteria) documented., to
evaluate the relationship between BMI and abdominal adipos-
ity with metabolic indices and adipokines in BE compared to
controls. Biopsies were obtained from BE and histological pro-
gression to cancer was correlated with metabolic indexes. Chi
square, Fisher, t-Student test and logistic analysis were used
for comparison.
Results 480 patients were enrolled (250 cases: F/M: 57/193;
mean age: 63.7; 230 controls: F/M: 136/94; mean age: 51.9).
Metabolic derangements were more common in BE compared to
controls; Metabolic syndrome (33.2 vs 20%; OR 1.95; p =
0.0017), insulin levels (10.2 vs 7.2mIU/ml; p = 0.001), HbA1c
(5.8 vs 5.1%; p < 0.01), insulin resistance (47 vs 27%; OR
1.54; p < 0.01), dyslipidaemia (72.8 vs 53.9; OR 2.3; p <
0.0001) and hypertension (37.4 vs 21.3%; OR 2.4; p < 0.001).
MS was present in 39.7 vs 34.2% (OR 3.05; p < 0.001), 43.7
vs 21.9% (OR 5.2; p < 0.001), 92.1 vs 54.9% (OR 8.08; p <
0.0001), in overweight, obese, AO pts with BE and controls,
respectively. Insulin resistance was present in 39.2 vs 33.8% (OR
1.3; p < 0.05), 38 vs 22.3% (OR 1.7; p < 0.01) and in 82.5 vs
54.5% (OR 1.5; p < 0.001) in overweight, obese and AO pts,
respectively. A trend was observed for decreased adiponectin lev-
els in BE vs controls while leptin levels showed no correlation.
In BE pts, the presence of dysplasia was associated with MS (42
vs 25%; p = 0.005) and and insulin resistance (51.4 vs 34.0%;
p = 0.005).
Conclusion BE association with insulin resistance and MS sug-
gests activation of specific metabolic pathways in pts with
abdominal obesity or BMI. Progression to cancer appears driven
by metabolic dysfunction in MS and a carcinogenic insulin
pathway.
Disclosure of Interest None Declared.
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PTU-182 SPECIALIST CARE OF IN-PATIENTS WITH NON-VARICEAL
UPPER GASTROINTESTINAL BLEEDING IS ASSOCIATED
WITH A SIGNIFICANT SHORTER LENGTH OF STAY – A
PROSPECTIVE ANALYSIS

SV Venkatachalapathy*, R Bright, G Chung-Faye, P Dubois, I Forgacs, RP Logan, B Hayee.
Gastroenterology, King’s College Hospital, London, UK

10.1136/gutjnl-2014-307263.256

Introduction Acute upper gastrointestinal bleeding (UGIB) is a
common medical emergency that has a 10% mortality rate,1

requiring specialist input and management.2 We conducted a ret-
rospective review last year which showed that the mean length
of stay (days) was shorter in the GI group: 5.5 ± 5.7 vs 15.7 ±
20.8 (p = 0.02).3 We conducted a prospective analysis to assess
if the above results held true.
Methods A prospective review of case-notes (Electronic patient
record-EPR) was conducted for all patients admitted to Kings
College hospital with suspected UGIB between January and
September 2013. Patients were divided as to whether they
came immediately under the care of Gastroenterologists (GI)
or general physicians (non-GI) after initial evaluation in the
Acute Admission Unit. Patients were assigned on the basis of
bed availability in a ward-based system. Statistical comparisons
were made as appropriate with two tailed t-test or chi-
squared test.
Results 138 patient episodes were reviewed of which 63 and 75
were treated by GI and Non-GI physicians. The two groups
were broadly similar in their baseline characteristics. Mean
length of stay (days) was significantly shorter in the GI group:
6.6 ± 5.6Vs 10.66 ± 11.3 (p = 0.006). Other comparators are
shown in the table.
Conclusion The length of stay of patients with UGIB is signifi-
cantly shorter when receiving specialist care. In line with pre-
vious reports,4 we found that the incidence of UGIB was higher
in males. Patients managed by GI physicians received less blood
transfusion compared to the Non-GI physicians. The time to
endoscopy was significantly shorter when receiving specialist
care. Mortality rates in both groups compared favourably to the
national average.

REFERENCES
1 CG141
2 Scope for improvement: A toolkit for a safer Upper Gastrointestinal Bleeding

(UGIB) service. www.bsg.org.uk
3 Venkatachalapathy SV, Grasso N, Hayee B et al., Specialist care of in-patients

with non-variceal upper gastrointestinal bleeding is associated with a dramatically
shorter length of stay. Gut 2013;62:A10 doi:10.1136

4 Lanas A, García-Rodríguez LA, Polo-Tomás M et al., Am J Gastroenterol
2009;104:1633-41
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Introduction Dysphagia is an ‘alarm symptom’ that merits prompt
investigation by gastroscopy to exclude cancer. Cases in whom
cancer is diagnosed at endoscopy in the UK are ‘fast tracked’ for
multidisciplinary team discussion to plan future management. If
endoscopy shows no cancer or intrinsic lesion (peptic stricture,
oesophageal ring or web), the cause is usually secondary to oeso-
phageal dysmotility. It is recommended that this group of patients
should receive a trial of anti-reflux therapy to exclude reflux-
related dysmotility. If no improvement in symptoms is seen
patients should be referred for oesophageal physiology studies.
Methods To assess the number of patients who underwent a gas-
troscopy for dysphagia that had no intrinsic cause found and to
evaluate if these patients were managed in line with
recommendations.

A retrospective analysis of all patients who underwent a gastro-
scopy for an indication that included dysphagia at Chase Farm
Hospital over a 3-month period (April–June 2012) was per-
formed. Data was obtained from endoscopy reports via the Uni-
soft GI Reporting Tool (Middlesex) and clinic outcome letters.
Intrinsic oesophageal causes for dysphagia were said to be cancer,
benign oesophageal stricture and eosinophillic oesophagitis (EE).
Results 106 patients (37 male, 69 female), median age 66 years,
were investigated. 28 (26.4%) had an intrinsic cause for dysphagia
- benign oesophageal stricture 18 (17%), cancer 8 (7.5%) and EE
2 (1.9%). 78 (73.5%) patients had no intrinsic cause – reflux oeso-
phagitis 26 (32.5%), Barrett’s oesophagus 2 (2.5%), hiatus hernia
28 (35%), gastritis/duodenitis 39 (48.8%), normal 22 (27.5%) and
other 13 (16.3%). 55 (70%) of these patients had no follow-up
organised after endoscopy. The remaining had clinic review 20
(25.6%), repeat endoscopy 4 (5%) or referral for oesophageal
physiology studies 1 (1.3%). 30 (38.5%) patients with no intrinsic
cause were prescribed anti-reflux medication after endoscopy. 19
(63.3%) of these patients had no further follow-up. The remaining
had clinic review 9 (30%) or a repeat endoscopy 2 (6.7%); none
were sent for oesophageal physiology studies.
Conclusion In this study, 75% of patients with dysphagia had no
intrinsic cause identified. The majority of patients are discharged
from the service without an accurate diagnosis or management
recommendation. Our study highlights important shortcomings in
the management of patients with a benign cause of dysphagia. We
recommend that patients presenting with dysphagia who at endos-
copy have no intrinsic cause, be prescribed acid suppression ther-
apy followed by clinical review, and if symptoms persist be
considered for oesophageal physiological studies.
Disclosure of Interest None Declared.

PTU-184 RESTRICTIVE VERSUS LIBERAL BLOOD TRANSFUSION
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Abstract PTU-182 Table 1
Clinical Factors GI (n = 63) Non-GI (n = 75) P value

Age (years) 58.15 ± 18.69 64.6 ± 17.1 0.03

Male:Female 51:12 42:33 0.03

Rockall score 3.16 ± 2.05 3.05 ± 2.2 0.70

Haemoglobin 93.9 ± 37.10 93.2 ± 36.4 0.86

Blood Transfusion 1.57 ± 1.73 2.26 ± 2.52 0.04

Time to endoscopy (days) 1.11 ± 1.65 2.19 ± 1.9 0.0007

Mortality ascribed to UGIB 3 (4.7%) 4 (5.3%) 0.8
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