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ENDOSCOPIC 1 JECTION THERAPY OF BLEEDING GASTRO-
DUODENAL U CERS: FIBRIN GLUE (BERIPLAST) vs.
POLIDOCANL 1%
Wara. P.', R tgeerts, P.2, Rauws, E.A.J.3, Hoos, A.4, Solleder, E.'
on behalf o Beriplast study team.
'Surgical D pt. L, Aarhus University Hospital, DK-8000 Aarhus.
2Dept. of astroenterology, Kathoelieke Universiteit, B-3000
Leuven. 3ept. of Gastroenterology, Acad. Med. Centre, 1105 AZ,
Amsterda . 4Behring-lnstitut, Centeon Pharma, D-35001 Marburg.

A pros ective, randomized and stratified study was performed in
13 Centr s in 9 European countries. Patients fulfilling the inclusion
criteria ( Icer hemorrhage with spurting, oozing or a non-bleeding
visible v ssel) were randomly allocated after pretreatment with
epinephir e to receive single injection therapy with fibrin glue (FG),
repeated herapy with FG or single sclerotherapy with Polidocanol
1% as a ontrol group. A daily repeat endoscopic control was
performe until the ulcer base presented hematin covered or clean
(Forrest 1I or ll).
A per pr tocol analysis was performed on 737 patients with a

minimum servation period of 5 days and a safety follow-up of
one month. Primary efficacy criterion was rebleeding after initial
hemostasis efined as bleeding from the same source, visually
verified at e doscopy or laparotomy.
The reblee ing rate for FG repeated injection was 12,1%, FG

single injecti 17,2% and for Polidocanol 21,3%, statistically
different fro the FG repeat group (p =0,01, two-sided). Half of
the rebleeds o curred within 24 hours after initial hemostasis,
before the sch duled repeat endoscopy. Safety analysis as well
as evaluation o laboratory parameters and clinical variables
revealed no spe *fic risk for either treatment group.

Conclusion: Re eat injections of FG significantly reduce re-
bleeding. Early re at endoscopy with profylactic re-treatment
might be beneficia
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A SYSTEMATIC REVIEW OF HOME PARENTERAL
NUTRITION FOR THE TREATMENT OF CROHNS
DISEASE. D M Richards. JJ Deeks. T Sheldon. J L
Shaffer. The University of Manchester Intestinal Failure
Unit, Hope Hospital and The NHS Centre for Reviews
and Disseminafion, The University of York.

Home parenteral nutrition (HPN) is used for the
treatment of intestinal failure (IF) secondary to Crohns
disease. Is its use justifiable?
To answer the question a Systematic Review was

performed following Cochrane Centre guidelines. 258
studies were located of which 79 were of an acceptable
standard for data extraction.
The studies revealed that Crohns disease is the

commonest underlying disease in UK HPN patients.
Catheter sepsis was the main complication (0.24 - 0.73
episodes per catheter year). There were two peaks in
duration of therapy, short term (<6 months) for
exacerbations and fistulas, and long term (>2 years) for
short bowel syndrome. The quality of life achieved was
acceptable and was an improvement on the pre HPN
status. More than 50% of patients recover their intestinal
function and can stop HPN. 5% of Crohns HPN patients
per annum died of their underlying disease compared
with 75% of cancer patients and 93% of AIDS patients
on HPN.
HPN treatment for IF due to Crohns disease is

expensive (US$70,000 for the first year) but is often life
saving. It is associated with an acceptable morbidity and
mortality and a reasonable quality of life.
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THE USE OF CENTRAL AND PERIPHERAL VEIN TOTAL
PARENTERAL NUTRITION (TPN) IN A DISTRICT GENERAL
HOSPITAL S.H.C.Andeson, A.F.MuDer, The Kent & Canterbury
Hospital, Ethelbert Road, Canterbury, Kent CT1 3NG

When first introduced, peripheral vein parenteral nutrition (PVN) was
associated with a high incidence of thrombophlebitis. The current use of
low osmolality solutions, the addition of heparin and hydrocortisone,
and/or the application of GTN patches has significantly reduced this
problem. The majority ofTPN related complications arise from central
vein cannulation (CVC).

The notes of patients (pts) fed parenterally since the inception of a
nutrition team (NT) in August 1995, were studied. PVN had not been
used in our hospital prior to this time. Peripheral vein cannulation (PVC)
was undertaken by a member of the NT using a Hydrocath midline 22
gauge catheter ideally into the basilic vein. PVN feeds of 1122 mosmol/kg
with 10mg/1 of hydrocortisone and 100Outl of heparin were used. Most
central cannulae were inserted at the time of surgery by an anaesthetist.
The notes of 61 out of 70 pts fed parenterally over a 9 month period

were available. 40 pts received CVN, their mean age being 63 (range 19-
95). The mean duration ofcentral vein parenteral nutrition (CVN) was 6.6
days (range 1-18) and all but one patient required less than 14 days.
Complications included proven line sepsis (4), haemopneumothorax (1),
subclavian vein thrombosis (1), arterial puncture (1), inadvertent removal
by staff and patient (2), re-positioning (1), and 7 pts had their lines
removed due to presumptive sepsis. 13 pts died of causes unrelated to
TPN. 19 pts received PVN. Their mean age was 55 years (range 15-83).
Mean PVC was 8.8 days (range 1-15). 15 pts commenced full enteral
feeding after a mean of 8.7 days (range 1-15 ). 3 pts died of causes
unrelated to PVN and one patient was changed to CVN. 2 peripheral lines
needed replacement; one due to extravasation and one was removed by the
patient. No other local or systemic complications arose.

For pts requiring short term TPN, PVN is safe and associated with fewer
complications than CVN.PVN should be considered for most pts where
short term feeding is anticipated, and this is best administered under the
supervision of a nutrition team
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REDUCTION IN SERUM OESTROGENS WITH FASTER
INTESTINAL TRANSIT. S Lewis', RE Oakey2, HHG McGarngle3,
KW Heaton'. 'Dept of Medicine, Bristol Royal Infirmary. 2SAS Centre
for Steroid Hormones, Leeds General Infirmary. 3Dept of Obs & Gynae,
University College London.

Any factor limiting reabsorption of oestrogens from the colon should
lead to increased faecal excretion of oestrogen and reduced levels of
serum oestrogens. High fibre diets and wheat bran supplements reduce
serum oestrogens, perhaps explaining reported associations between a
high fibre intake and reduced risk of breast cancer. We hypothesised that
fibre reduces serum oestrogen concentrations by speeding colonic transit,
reducing the time for bacterial deconjugation (by 1-glucuronidase a pH
dependant enzyme) and/or reabsorption of oestrogens. To test this we
altered whole gut transit times (WGTI') in 3 ways and looked for changes
in serum oestrogen and in stool pH and 8-glucuronidase activity.
40 healthy premenopausal volunteers were randomised to one of 3

groups. Ten subjects took senna, then after a washout period wheat bran,
both for 2 menstrual cycles. Another 10 did the reverse. A third group of
20 subjects took loperamide to slow down transit for two cycles. All
supplements were taken in the maximum tolerated dose. At the beginning
and end of each study period blood was taken for oestrogens (day 6 of
the menstual cycle), a 4 day dietary record was kept, WG1T was
measured and stools were analysed for pH and f-glucuronidase activity.
Serum oestrone sulphate, the major storage form of oestrogen, fell with

wheat bran (average dose 20g/day) and with senna; both unconjugated
and non-protein bound oestrone fell only with senna. No significant
changes in serum oestrogens occurred with loperamide. Senna and
loperamide caused significant alterations in WGIT; changes in those
taking wheat bran supplements tended towards a reduction (p=0.06). No
significant changes were seen in faecal Iglucuronidase activity. Stool pH
changed only with senna, where it fell. There was no significant change
in dietary intakes.

Changes in gemetric means of serumn oesrgens (pmolIl?)
*p<0.05 Oestradiol Oestrone Oestrone sulphate

Start End Start End Start End
Wheat bran 281 62 24 246 1745 1523*
Senna 261 226 252 206* 1833 1647*
Loperamide 233 249 219 240 1641 1820
Speeding up intestinal transit can lower serum oestrogens. Faster

intestinal transit may explain the epidemiological association of low risk
of breast cancer with a high fibre intake.
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AN ASSESSMENT OF THE QUALITY OF LIFE OF HOME
PARENTERAL NUTRITION PATIENTS. Mr D M Richards
Sir Miles Irving. Department of Surgery, Hope Hospital,
Stott Lane, Salford. M6 8HD.

A study was performed to measure the quality of life
(QoL) of patients receiving Home Parenteral Nutrition
(HPN). QoL is an important determinant of the effectiveness
of health technologies, but it has rarely been assessed in
HPN patients. The aim of this study was to measure QoL
and highlight any moderating factors. QoL was measured
using two validated instruments (SF 36 and EuroQol) in 51
patients with intestinal failure. All patients had benign
disease, the commonest being Crohns (n=35). HPN patient
scores were worse for 6 of 8 SF 36 domains (p < 0.05)
compared with standard population scores. Younger
patients (<45) had good scores but older patients (>55
years) scored significantly less. Patients addicted to
narcotic substances had very low scores. EuroQol utility
scores confirmed the SF 36 results. Forty one patients
reported that they felt too ill to work and only 5 were in full
time work or education. The health status profiles of our
young HPN patients was good compared with the normal
population. The poorest scores were observed in older
patients and those dependent on narcotics. This has clinical
and economic relevance when considering such patients for
HPN.

APPLICATION OF THE LACTULOSE-MANNITOL
INTESTINAL PERMEABILITY TEST TO SCREENING OF THE
GENERAL POPULATION FOR COELIAC DISEASE
SD Johnston, M Smye, RGP Watson, E Tnimble, AHG Love
Departments of Medicine and Clinical Biochemistry, Royal Victoria
Hospital, Belfast.

Intestinal permeability is a sensitive indicator of small intestinal mucosal
integrity. The lactulose-mannitol protocol has been useful in screening for
coeliac disease, previous studies reporting a sensitivity of 89%.
AIMS: To determine intestinal permeability in untreated coeliac disease
and its extension to use as a screening test for subclinical'coelic disease
in the general population.
METHODS: One hundred and thirty-three subjects were recruited as a
three-year follow-up to a screening programme of the general population
for antibodies associated with coeliac disease. Subsequent investigation
led to the sub-groups:- ENT (Enteropathy detected on screening) (n=10),
POS (positive serology) (n'=58) and CON (Controls) (n=65). The
lactulose-mannitol protocol was carried out using lactulose (5g) and
mannitol (2g) dissolved in 10nmis of water followed by a Ave-hour urine
collection. Urinary lactulose and mannitol concentrations were performed
by enzymatic analysis. Healthy controls (n=21) were used in validation.
RESULTS: ENT had significantly higher % lactulose excretion (0.97 v
0.32; p<0.001) and lactulose-mannitol excretion ratio (LMER) (0.06 v
0.02; p<0.001) compared to CON. POS was sub-divided into those with
antigliadin antibodies (AGA; n=51) and antiendomysial antibodies, alone
or in combination (EMA; n=7). LMER (0.05 v 0.02; p=0.04) and %
lactulose excretion (0.58 v 0.32; p=0.07) were higher in the EMA group
compared to CON. AGA group did not differ significantly in the three
parameters. Taking the upper limit of normal for LMER to be 0.029
(Healthy controls: mean + 2SD), the sensitivity and specificity for the
lactulose-mannitol protocol were 82% and 78%, compared to 45% and
83% for AGA and 73% and 98% for EMA.
CONCLUSION: LMER has a sensitivity of 82% in screening for coeliac
disease and would be most useful in combination with the high specificity
ofEMA. Jejunal biopsy remains the "gold standard" diagnostic test.

INTESTINAL PERMEABIUTY ASSESSMENT - EVIDENCE AGAINST THE
SOLVENT DRAG HYPOTHESIS
Gabe S.M.1. Crane R.2, Menzies I.S.2, Silk D.BA1, Bjamasson 1.2
1DeptGastenterology & Nutrtion, Central Middlesex Hospital, London NW10
7NS; 2Dept Biochemistry, Kings College Hospital, London SE5 9RS.

Intestinal penneability tests are widely used for diagnostic screening and
therapeutic monitorng. However, the precise pathways used by the probes are
unknown. One suggestion is that villous tip osmolarity is the main deterninant of
small probe permeation rates by regulating the degree of solvent drag'. It is
reported thatthe addition of sodium (66 mmorL) and glucose (100 mmorL) to a
1 00rnm test solution containing lactulose and mannitol increased the permeaton
of mannitol by 1.7 fold, reducing the lactulose/mannitol excretion ratio 1.4 fold.
10 volunteers underwent a cornbined absorpbon-permeability test using

lactulose (59), L-rhamnose (19), D-xylose (0.5g) and 3-0-m-D-glucose (0.29) in
100 rml water as i) baseline, ii) with 66mmoiL sodium and 10OmmoI glucose
and iii) 19BmmoIL sodium and 300mmoIL glucose in an atermptto confirm the
above results. The 5 hour urinary excreton (% dose) of the probes are below:
Test substance Baseline sodium-glucose sodium-glucose

66, 1OOmmo/ 198, 300mmol/L
lactulose 0.29+0.04 0.38+0.05 0.33+0.03
L-rhannose 11.65+1.09 10.77+0.91 10.22±0.60'
D-xybse 33.59+1.56 31.42±2.91 29.56+1.61**
3-0-m-D-glucose 51.92+2.60 55.37+4.04 41.67+2.20*
lactulose/L-rhamnose 0.029+0.005 0.035+0.004 0.035+0.004

Differs significanty from baseline: *p=0.03, **p<0.01
No significant changes were found with the low dose sodium-glucose whilst

active and carrier mediated transport and the non-mediated permeation of L-
rharnnose were reduced significanty with the higher dose of sodium-glucose.
The lactulose/L-rhamnose ratio was not significantly atered.
Concluson: These resuls are contrary to the hypothesis that solvent drag is an
important regulabr of small-probe permeation across the intestine. The changes
observed with the higher sodium-gucose dose are contrary to expectatons.

EVIDENCE FOR RENAL TUBULAR REABSORPTION OF LOW
MOLECULAR WEIGHT POLYETHYLENE GLYCOLS (PEGS).
M A Cox, T H Iqbal, K 0 Lewis, B T Cooper.
Gastroenterology Unit, City Hospital, Dudley Road, Birmingham. B 18
7QH

Low molecular weight polyethylene glycols (PEGs) have been
extensively used to measure passive small intestinal permeability in vivo.
However, such PEGs traverse the intestinal mucosa in greater quantities
than similar sized inert sugar molecules and the recovery of the smallest
PEG isomers have been found to be low and unreliable. We have
previously shown that the low molecular weight PEGs are able to
traverse lipid membranes in vitro whilst similar sized sugars do not1. We
have also observed that the are significant differences in the amounts of
low molecular weight PEGs that are excreted which are dependent upon
the hydration state the patient2. We have postulated that these
observations could be explained by renal tubular reabsorption of low
molecular weight PEGs. In the present study, we studied the effect of
increasing urine output by coadministration of intravenous frusemide on
PEG excretion whilst maintaining a stable hydration state. Six normal
subjects were studied on two separate occasions; firstly they were given
a PEG solution containing a range of PEG polymers ( MW 280-1100)
and secondly the PEG solution was coadministered with frusemide 1Omg
intravenously. Urine was collected hourly for 6 hours after PEG
ingestion during each study and the fluid intake was kept the same.
The results showed that in the diuretic study there was a significant
increase in total PEG excretion at 2 hours (P=0.04). Further analysis of
excretion of the lower molecular weight polymers 370-520 revealed a
1.5-3 fold increase excretion in the diuretic phase (P<0.03). These data
are compatible with the hypothesis that significant renal tubular
reabsorption of PEG occurs in the non diuresed state and are further
evidence for the unsuitability of low molecular weight PEGs for use in
perneability studies.

References
I) Cliniical Science 1993;85:1 1 l-l 15.
2) Clinical Science 1995;89:299-303.
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EFFECT OF PANCREATICOJEJUNOSTOMY ON PANCREATIC
BLOOD FLOW AND INTERSTITIAL pH IN CHRONIC
PANCREATITIS AG Patel, PU Reber, MT Toyama, SW
Ashley, HA Reber (introduced by M Rhodes).
Depts. of Surgery, UCLA & Sepulveda VAMC, Los
Angeles, and Norfolk and Norwich NHS Trust.

Chronic Pancreatitis (CP) is associated with
low pancreatic blood flow (PBF) and
interstitial pH (pH,), suggesting the existence
of underlying ischaemia. The mechanism by
which pancreaticojejunostomy (PJ) relieves pain
in CP is unknown. We studied the effects of PJ
on PBF and pH, in CP. Methods: In cats, the
main pancreatic duct was partially obstructed.
PBF and pH, were measured in 3 groups: normal,
after 4 wk(CP 4)and 8 wk of obstruction (CP 8A.
A final group had PJ performed after 4
obstruction, and were studied 4 wk later. pH,
was measured with a microelectrode, and PBF by
hydrogen gas clearance (ml/min-100g). PBF and
pH, were measured before and after stimulation
with secretin (SEC) (2U/kg). Results:
PBF NORMAL CP 4 CP 8 PJ 4
BASAL 124±17 60±5 t 55±7 t 81±5 #
SEC 275±50* 63±10 40±3 * 107±8*
pH,
BASAL 7.41±.01 7.3±.02t 7.24±.03t 7.38±.02#
SEC 7.38±.01* 7.24±.03 7.23±.03 7.29±.02*
(* p<0.05 vs basal; t p<0.05 vs normal;# P<0.05
vs CP8) With evolution of CP, there is a
progressive reduction in basal PBF and pH,, and
loss of the normal response to stimulation. PJ
improves basal PBF and pH,, restores the normal
increase in PBF and the "acid tide" with SEC
stimulation. We speculate that the improvement
in blood flow and interstitial pH by PJ may be
related to its ability to relieve pain in
patients with CP.

IN VITRO RESPONSES FROM GALLBLADDER SMOOTH MUSCLE
IN ACALCULOUS BILIARY PAIN.
R.AHMED N.C BIRD, R CHESS-WILLIAMS (1), A.W.MAJEED,
A.G.JOHNSON. Dept of Surgical & Anaesthetic Sciences and
(1)Biomedical Science, Royal Hallamshire Hospital, Sheffield Sl0 2JF.

The current hypothesis for acalculous biliary pain (ABP) is a
functional obstruction to gallbladder emptying, possibly caused by
hypersensitivity of the neck muscle. To test this, in vitro comparisons
were made of the responses to carbachol (Carb) and cholecystokinin
(CCK) of smooth muscle strips from the gallbladder neck and body of 9
patients with ABP and 8 with gallstones (CS). Maximal contraction and
sensitivity (ECSO - 50% of effective concentration) were compared using
Student's t-test. Results were:-

Tissue source Agonist Max. reponse Mean EC50
(gm) [Mean (SEM)J (95% CL)

ABP - body Carb 1.09(0.14) 1.4 gsM (0.1 - 1.96)
ABP-neck Carb 0.58(0.12) 0.50 #M (0.32- 0.79)
GS - body Carb 1.86 (0.45) 0.62 jsM (0.31 - 125)
GS - neck Carb 0.65(0.21) 0.77 jiM (0.40 - 1.48)
ABP - body CCK 2.89 (0.97) 5.97 nM (1.73 - 20.69)
ABP - neck CCK 1.16(0.19) 7.54nM (3.51 - 162)
GS - body CCK 1.74 (0.33) 9.18 nM (2.85- 29.56)
GS - neck CCK 0.98 (0.25) 6.04 nM (1.5 - 24.28)

MEAN MAXIMAL CONTRACrION in grams was higher for body
strips than for the corresponding neck strips for both tissue sources
and for both agonists. However, the response of gallbladder body
strips from patients with ABP was smaller than that of body strips
from gallstone patients (Carb p=0.035, CCK p=0.38).
The SENSITIVITY of acalculous body strips to muscannic

stimulation was also less than neck strips (p=0.001), and than gallstone
body strips (p=0.032). CCK did not produce this difference.
These results support the hypothesis that acalculous biliary pain may

be due to a functional obstruction to gallbladder emptying caused by a
differential response of the body and the neck of the gallbladder to
contractile stimuli in these patients. The parasympathetic response, but
not the response to CCK, appears to be abnormal.

POSTCHOLECYSTECTOMY SYMPTOMS: DOES INDICATION
FOR SURGERY MAKE THE DIFFERENCE ?
PP EMorsiani*, R Scagliarini, S Gullini, GFAzzena*
Depts. ofGastroenterology and *Surgery, SAnna Hospital and
University ofFerrara, Ferrara, Italy.

A number of patients continue to experience symptoms after CS for
gallstone disease (GD) and some of these symptoms arise de novo after
the operation. Aim of the study was to ascertain prospectively prevalence
of symptoms before and after elective CS in 225 unselected patients with
proven gallstones. Dyspeptic symptoms and chronic dull right upper quad-
rant (RUQ) abdominal pain were recorded and scored by a standard ques-
tionnaire preoperatively and yearly for a 5-yr period after traditional open
CS. 203 (90.2%) patients ( 70 males, 133 females) completed the 5-yr
follow-up. Indications for CS were: biliary colic (n=106, 52.2%), previous
complications of GD (n=34, 16.7%), dyspepsia (n=52, 25.6%), and pre-
vention ofcomplications (n=l 1, 5.4%). 126 patients had dyspepsia preop-
eratively: at 5 yr symptoms had recurred in 74 (58.7%). Symptoms did
not significantly improve with time, and in 15 patients they were new. The
recurrence rate of dyspepsia was similar in patients whose indications for
surgery were biliary colics (47.5%) or complications of GD (30.8%),
whereas 41 (78.8%) of those whose sole indication for CS was dyspepsia
had symptomatic recurrence (p<0.01). 67 patients complained of chronic
RUQ pain preoperatively (associated or not with dyspepsia), and when
asked to rate the success of their operation, only 23 (34.3%) regarded this
as nearly complete at 5 yr. Altogether, 5 yr after CS, 109 patients (53.7%)
were completely symptom free and satisfied with the surgical procedure.
The frequency of dissatisfaction with the outcome was significantly higher
(p<0.001) among patients referred for CS with dyspepsia as the only indi-
cation (82.7%) than in patients whose indications for surgery were biliary
colics (34.0%/o) or complications ofGD (29.4%). During the study period
no patients experienced typical biliary pain or complications ofGD.

Our results confirm that CS eradicates specific symptoms and
complications ofGS, but not dyspeptic symptoms or unspecific abdominal
pain.. Patients with ill defined symptoms (dyspepsia, RUQ pain) are at
greater risk of continuing trouble after CS. After the introduction of
laparoscopic-CS, a rise in CS rate has been reported, due to a widening of
the indications for the procedure. This could be associated with even
greater patient dissatisfaction with symptomatic outcome.

POSTOPERATIVE PAIN, METABOLIC
RESPONSE AND PATIENT RECOVERY
AFTER LAPAROSCOPIC AND SMALL
INCISION CHOLECYSTECTOMY.

DM Squirrell, AW Majeed, JE Peacock, G Troy, AG Johnson.

Department of Anaesthetic and Surgical sciences, Floor K,
Royal Hallamshire Hospital, SHEFFIELD S10 2RX.

We conducted a prospective double blind randomised trial to
compare the postoperative recovery and metabolic response to
laparoscopic (LC) and small incision (SC) cholecystectomy. Two
hundred patients were recruited into the trial; postoperative stay,
pain scores, analgesic and antiemetic consumption, and
Nottingham health profile scores were recorded. In a subgroup of
20 patients the metabolic and respiratory responses were also
compared.
The postoperative analgesic requirements and pain scores of

both groups were low, nevertheless those recorded after LC were
significantly lower than after SC. The duration of hospital stay
and the perceived health after surgery was the same in both
groups. The first 24 hours after an uncomplicated LC was
associated with a significantly higher antiemetic consumption than
SC, but this trend became non significant at 48 hours. LC was
associated with a significantly lower inflammatory (CRP)
response than SC, but the neuroendocrine (cortisol) response was
identical. The duration of postoperative hospital stay correlated
significantly with the magnitude ofthe postoperative cortisol
response, and to the CRP response regardless ofthe technique
employed. LC and SC are comparable in terms ofthe systemic
stress response, but there appears to be more tissue destruction
and pain after SC. Nevertheless, this trend did not confer any
advantage in the length of patients postoperative hospital stay or
perceived health after surgery.
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CAN CISAPRIDE OVERCOME THE EFFECIrS OF OCIREEOTIDE
ON INTESTINAL TRANSIT, THEREBY REDUCING THE
PROPORTION OF DEOXYCHOUC ACID IN BILE AND SERUM,
ANDTE RISKOF GALISTONES?
JVy SR AnoAnP Malolm', A Mai&, P Jenns3, GM Muphy, JAH

WassM4, RH Dowlig Uotn Dept of Rador and Mass
SpectrnmtyLbotoiy2, UMDS ofGuy's& Stlhomas' Hospitals, Londo and
theDeptsofErKiOcn StBartbol sHos , London3 and 1he Radciffe
Bnmd:y,Odbort

Backgmun: In addfitio to its effect on gaffbladdar (GB) eniptymg we have
show reendy digto0Creoide (01) proog htei tU* and ess the
p por1ioofdceoic aidd/oDCA)andthedstd saturatio ofGB bie-

ctors i t in the p s ofOT-ied GB tnes (GBS). It seened
mlpotantoths'ore, to see whtelw the proldktic dnig isapride, nigt overom
adeaer,eectsofTonhestinalnsd byprv tngtherisem /%DCA
MdhL: Thadore, m 8 aromegaii patients (age 22-69; 4 wome) recmg

bong-tm OT (LTOTI), we used a ra niise, dobebi "
xavsgo~ design to stndy the t of sapide (10mg qds for 2 weeks) on: (i)

moxth-toacem twtime (MCTI) nme ed by the breat hydro
tecique, (a) l bowel tWnt tn (LBTI) nlmred usg naker apes, ad
(ii) the %/DCA in litg sen (snce de is an ehange, and uliatly an
equi un, betee bile acids m senn and bie). We den cmpared hese resl
withoseobtaiedin8 ame (age309, 3 women)uedMwith OT.
Resut: Meanvakues± SEM

no T LTOT+ LTOT+
MMCIT(mo 171+14.7** 26818.3 183±17.1 **
LB1T (h) 3914.9 * 54±.3 304.4 **
%D/WCA 15±1.8 * 24±2.9 13±4.5*p<O.O5, ** p<0.005 comp to LTOT +placo. For all 3 groups, hre was a
giffinr1rdiatopbetweenLBITand0/oDCA(n"24, r=0.76, p<.005).
C dusions: TIh rsuls dearly show that dsaxide s the efects ofOT

on both smal and lae bowe t, peven the ise in °/oDCA in snm, and by
the %/oDCA in bile. Ifchne in itesal tansit are raeitg in the
ofOT-iduced GBS, asaptide shuld prevent stonefomatm

Motility and colorectal W30-W38
W30

OESOPHAGEAL MOTILITY FOLLOWING
CEREBROVASCULAR ACCIDENT.
PG Aiha, B Herd, AD Dwarakanath, AR Tanner.
Department of Medicine, North Tees General Hospital, Stockton
on Tees, TS19 8PE.

Introduction: Assessment of swallowing in stroke patients has so
far concentrated on the oropharyngeal phase. Our aim was to study
oesophageal motility in selected patients during the early phase of
cerebrovascular accident (CVA).
Patients and Methods: Ten patients (6 female and 4 male) aged
between 48-78 years (median 67.5) with a clinical diagnosis of
CVA and compatible CT scan findings were studied. Those with
swallowing difficulties detected at the bedside were excluded.
Oesophageal manometry was performed using solid state assembly
with 3 wansducers and standard techniques. Each subject was
studied once between day 3-5 post CVA and during the third week.
Paired 't' test was used for statistical analysis.
Results: Mean lower oesophageal sphincter (LOS) pressure
increased significantly from 13.1 (day 3-5) to 18.7 mmHg (3rd
week) (p=0.008). There were increases in the duration of wet
swallows from a mean of 2.7 to 3.6 cm/second (p=0.002) and
propagation ofperistalsis from 1.7 to 2.6 cm/second (p=0.03) over
the study period.
Conclusions: Depressed oesophageal motor function has been
demonstated in the first 5 days after CVA, improvement has been
shown three weeks later. Low LOS pressures and impaired
peristaltic function immediately foliowing a CVA may predispose
to aspiration, by enhancing reflux and depressing oesophageal
clearance. Improving oesophageal function over the next 3 weeks
correlates with decreasing risk of aspiration demonstrated in other
studies.

W31

IS THERE A RELATIONSHIP BETWEEN ANAL
MUCOSAL ELECTROSENSITIVITY AND ANAL
SPHINCTER DEFECTS IN PATIENTS WITH FAECAL
INCONTINENCE (F1)? Benson M*, Kumar D, Grant E, Jazrawi
R*, Lloyd R. Departments of Colorectal Surgery and
Gastroenterology*, St George's Hospital, London, UK.

The aetiopathogenesis of faecal incontinence has yet to be fully
elucidated. Two important factors in the maintenance of
continence are the structural integrity of the internal (IAS) and
external (EAS) anal sphincters and anal canal sensation. In
patients with FI due to sphincter defects, it is not known whether
anal canal sensation is altered and may contribute to the
physiological dysfunction. The aim of this study was to study the
relationship between MES and sphincter defects in patients with
FI. 158 Patients (1SM, 143F; median age 56ys [IQR: 34-691)
with grade III/IV were studied. All patients underwent endoanal
ultrasound (EAS) using a 7.5 MHZ rotating probe and MES
testing. The latter was performed by passing a direct current
through a mucosal electrode placed in contact with anal mucosa
and a reference electrode placed on the thigh. Sensitivity was
measured in the upper, middle and lower anal canal. There was
a sphincter defect in 95 patients (IAS: 10, EAS: 41, both: 44).
MES was impaired in 60/95 patients (IAS: 5/10, EAS 26/41,
both 24/44). There was no significant difference in the
occurrence of impaired MES and the site of the sphincter defect.
MES was also impaired in 27/64 patients with morphologically
normal sphincter: this was not significantly from the defect
group. In the defect group MES of the entire anal canal was
impaired 34/95 (IAS:4/10, EAS: 15/41, both: 15/24) and in 17/63
in patients with normal sphincters. There was no significant
difference between the groups. These results show that
impairment of MES is common in patients with Fl. However,
there is no specific association with disruption of the IAS and/or
EAS. These data indicate that impairment of MES is not a direct
consequence of sphincter trauma.
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TERiMINAL ILEAL EMPTYING: SLOWER FOR SOLIDS
THAN LIQUIDS, AND INHIBITED BY A SECOND LIQUID
MEAL.
Hebden JMI, Blackshaw PE2, Perkins AC2, D'Amato M3, Spiller
RC1. Division of Gastroenterology' and Medical Physics2,
University Hospital Nottingham, UK, and Rotta Research
Laboratorium3, Monza, Italy.

Although ileo-colonic transfer of solids is known to occur
episodically, little is known about the control mechanism. We
hypothesised that transfer of a solid meal into the colon would
be augmented by ingestion of a subsequent liquid meal.
Methods: 12 volunteers participated in a 2 part study. In part 1,
fasted subjects ingested SMBq Tc99m-labelled resin baked into a
pancake (400kcal) containing l5gms of bran. Serial images were
obtained to determine the T50 gastric emptying (GE) and T50
colonic arrival of the meal until the end of the study at 1 lh, with
fluids only allowed. In part 2 an identical protocol was followed,
with an additional second 54Okcal liquid meal (400kcal Clinifeed
drink and 2 digestive biscuits) labelled with water soluble
In[l1l]-DTPA, and given 3h after the pancake. Results:
(mean±SEM). GE of the pancake was similar in parts 1 and 2,
T50 being 115±14 and 113±1 imins (NS). At the end of the study
it was not possible to determine the T50 colonic arrival of the
solid meal, as <50% of Tc99m label lay in the colon both in parts
1 and 2. A significantly smaller proportion of Tc99m label lay in
the colon (1 lh post ingestion) in part 2 compared to part 1
(5±3% v 18±4%, p<0.05). In addition, a much higher proportion
of In[l1 1] label (86±10%) resided in the colon 8h after ingestion.
Small bowel transit was significantly faster for the liquid
compared to solid meal (3.6±0.4 v >9.lh, p<0.01), resulting in the
liquid meal overtaking the solid meal. Conclusions: 1. Feeding
the liquid meal slowed terminal ileal transit of the first meal,
implying that a fasting motility pattern is more effective in
clearing the terminal ileum of solid residue. 2. Surprisingly, the
liquid phase marker of the second meal overtook the solid phase
of the first meal, implying a sieving effect of the terminal ileum
with selective retention of solid residue.
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