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Introduction Acute upper gastrointestinal bleeding (UGIB) is a
common medical emergency that has a 10% mortality rate,!
requiring specialist input and management.> 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).> 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,* 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.
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Abstract PTU-182 Table 1

Clinical Factors Gl (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 £ 364 0.86
Blood Transfusion 157 £1.73 2.26 + 2.52 0.04
Time to endoscopy (days) 1.11 £+ 1.65 219+19 0.0007
Mortality ascribed to UGIB 3 (4.7%) 4 (5.3%) 0.8
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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
FOR ACUTE UPPER GASTROINTESTINAL BLEEDING:
CLUSTER RANDOMISED FEASIBILITY TRIAL

'V Jairath*, 2B Kahan, A Gray, °C Dore, “K Palmer, 'S Travis, *R Logan, *T Walsh,
M Murphy on behalf of TRIGGER Investigators. 'Translational Gastroenterology Unit,
Oxford, UK: 2MRC CTU, London, UK; *University of Edinburgh, UK: *Western General
Infirmary, Edinburgh, UK; 5University of Nottingham, Nottingham, UK; SNHSBT, Oxford,
UK

10.1136/gutjnl-2014-307263.258

Gut 2014;63(Suppl 1):A1-A288

A119

"yBuAdod Aq parosrold 1sanb Ag 20z ‘0T |Udy uo jwod fwiginby/:dny woiy papeojumoq +T0Z dUNr 6 U0 £5Z'€92/0€-7T02-UlnB/9gTT 0T Se paysiignd 1siy N9


http://gut.bmj.com/

