
ARBs /ACEI were regarded as “cases” and those without ARBs/ACEI as “controls”. We
calculated the risk of colorectal polyps, adenomas, advanced neoplastic lesions (ANL) (size
> 1 cm, high grade of dysplasia and/or > 75% of villous component) and cancer. Risk was
expressed in OR and its 95% confidence intervals (CI). Results: 176 patients were analyzed,
48 (27%) cases and 128 (73%) controls. There were no significant differences in patients
characteristics between both groups regarding: familiar history of cancer, indication for
colonoscopy and tobacco use (p>0.05). There were significant differences between both
groups with respect to: average age (64 vs. 56 (p 0,001)), diabetes (16% vs. 5% (p 0,03 ))
and BMI (28 vs. 26 (p 0.017)) and chronic non steroidal anti-inflammatory drugs (35% vs.
16% (p 0,01)). The risk of colonic polyps, adenomas, ANL and colorectal cancer was similar
in both groups: OR 1,3 (CI 0.6 - 3.0), OR 1,4 (CI 0.5 - 3.45), OR 1,15 (CI 0.3 - 4.3) OR
5 (CI 0,7 - 43) respectively. We did not find statistical significant differences when analyzing
separately those patients taking ACEI and those taking ARBs nor in those under different
treatment durations (<5 years, between 5 and 10 years, >10 years). Conclusion: In this pilot
study we did not find an increased risk of colorectal neoplasia among those patients under
ARB or ACEI treatment.
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Physical Examination, Imaging and Serology Can Differentiate C. difficile-
Associated Diarrhea (CDAD) From Non-CDAD Earlier Than Stool Toxin Assay
Paul Feuerstadt, Rohit Das, Lawrence J. Brandt

Background & Goal: CDAD is increasing in frequency and severity. Rapid diagnosis is
desirable as early treatment may lead to improved prognosis. We hypothesized that physical
exam findings, lab data and imaging during the workup of a pt with diarrhea might help
identify CDAD earlier than stool assay for C. difficile. Methods: We identified consecutive
pts from 1/04 to 9/08 who had a C. difficile toxin assay performed at Montefiore Medical
Center and conducted a retrospective case-control study. Grp 1 comprised pts with a positive
fecal toxin assay and Grp 2 included age-, sex- and Charlson co-morbidity score-matched
controls with diarrhea and negative C. difficile toxin assay(s). For each pt we recorded
demographic factors, serologic values at the time of toxin assay (e.g. comprehensive metabolic
panels, liver tests, complete blood counts), peak WBC, creatinine and hematocrit during
admission, and results of imaging studies within 48 hours of C. difficile toxin assay. Statistical
comparisons were performed, and for factors that differed, outcome analyses completed
using SPSS (16.0). Results: Grps 1 and 2 consisted of 1096 and 1065 pts, respectively. Grp
1 had a greater proportion of Caucasians (p =.02) and had a significantly higher mortality
rate (15.2%vs.10.8%, p<.01) than Grp 2. At the time of diagnosis Grp 1 pts were more
likely to be tachycardic (39.5% vs.32.4%, p=.001), have a temperature ≥100.4F
(35.6%vs.31.2%, p=.03) and to be confused (18.7%vs.12.6%, p<.001). Pts in Grp 1 had
colonic dilation on abdominal films more often than pts in Grp 2 (9.3%vs.5.4%, p<0.001).
There was no difference in the frequency of CT obtained or the frequency of colonic dilation
seen on CT between Grps 1 and 2, however, colonic wall thickening (25.7%vs.14.4%,
p<.001) and megacolon (0.8%vs.0.1%, p=.01) were more frequently seen in pts in Grp 1.
Grp 1 pts had a higher peak WBC (21.1±13.6vs .17.6±13.0 , p<.001) , WBC
(14.9±11.0vs.11.8±9.6, p<.001) and platelet count (270±137vs.244±126, p<.001) with a
lower albumin (2.9±0.75vs.3.2±1.4, p<.001), AST (37.9±59.6vs.51.4±168.8, p<.02) and
ALT (31.4±42.8vs.46.5±185.6, p<.01). Significant multivariate predictors of 30-daymortality
included for Grp 1 alone: peakWBC (p<.001), and AST (p=.001); for Grp 2 alone: megacolon
on CT (p=.03); and for Grps 1 and 2: confusion (p< 0.001), platelet count (Grp 1,p<.001;
Grp 2 p<.05), and albumin (p<.001). Conclusions: Tachycardia, fever, confusion, colonic
dilation on abdominal plain film, CT scan showing colonic wall thickening and megacolon
and WBC, platelet counts, albumin, AST and ALT can differentiate CDAD from other sources
of diarrhea earlier than definitive diagnosis with a toxin assay. Peak WBC and AST at the
time of diagnosis differentiate CDAD from non-CDAD and are predictive of 30-day mortality.
Peak WBC is the strongest predictor of 30-day outcome in patients with CDAD.
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Use of the AGA Digestive Health Outcomes Registry (AGA Registry) to
Provide Evidence for a Predictive Model for the Optimal Implementation of
Biologic Agents and Its Effect on Outcomes in IBD
Richard Rood, Salil D. Sheth, Joseph P. Lynch, Joel V. Brill, Katy Benjamin, John I. Allen

Study Objectives- Little is known about the characteristics of patients transitioning from
non-biologic to biologic agents, and effects on outcomes of care. We developed a preliminary
predictive model to evaluate factors associated with greater hospital and colonoscopy utiliza-
tion, in order to recognize optimal biologic therapy introduction and management strategies.
Study Population 149,781 patients with IBD prescribed a biologic or non-biologic agent (5-
ASA, corticosteroid) between January 1, 2003 and December 31, 2009.The population was
stratified into four therapy regimens : Non-Biologic Only (n = 134,973), Biologic + Non-
Biologic (Non-Biologic Not Withdrawn) (n =4,644), Biologic + Non Biologic (Non Biologic
Withdrawn) (n = 4,724), and Biologic Only (n = 5,440). Methods Data were extracted from
the AGA Registry, a proprietary database containing data on over 4 million colonoscopies
and greater than 300,000 IBD patients distributed throughout the U.S. De-identified patient
data were evaluated for group-related differences in demographic and healthcare utilization
using Chi-Square or one-way ANOVA, as appropriate. Prior to constructing multivariate
models of factors related to total hospitalizations and total colonoscopies , univariate regres-
sions of each patient characteristic and therapy regimen on these outcomes were conducted.
Comorbidity was assessed through the Elixhauser comorbidity index. Only factors significant
at the univariate level were included in the multivariate analysis. Final models consisted of
variables with adjusted r2 values significant at p < 0.10 Results: - The final multivariate
regression model of colonoscopy outcomes included therapy regimen, presence of comorbid-
ity, age, sex, and disease duration; the hospitalization outcomes model included therapy
regimen, presence of comorbidity, age, sex, disease duration, and the number of colonoscopies
(Table 2). Results from both models indicated that biologic-oriented therapy regimens
(excluding non-biologic only), presence of comorbidity, age, sex, and disease duration were
associated with total hospitalizations and total colonoscopies. Conclusions: The results
support the utility of a predictive model. Additional detailed data are required to validate
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and refine this model in order to optimize the administration of biologic agents in IBD
patients as well as to assess the impact on the cost of care. In the future, such data will be
derived from prospective data entry into the AGARegistry by participating gastroenterologists.
Table 1: Study Population-Characteristics of IBD Patients by Therapy Regimen

Table 2: Regression Results
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Comparison of Clinical Outcomes Between the Patients With Biliary Tract
Infection Caused by Extended-Spectrum Beta-Lactamase Producing and Non-
Producing Klebsiella Pneumoniae and Escherichia coli
Hongjoo Kim, Dongil Park, Chong Il Sohn

Background and aims: Clinical outcomes associated with Gram-negative bacterial isolates
with extended-spectrum beta-lactamase (ESBL) in patients with biliary tract infection are
largely unknown. The objective of the present study was to compare the demographics, risk
factors, and the clinical outcomes between the patients with biliary tract infection caused
by ESBL producing and non-producing Klebsiella pneumoniae and Escherichia coli. Methods:
Between February 2005 and August 2010, we collected 159 cases with biliary tract infection
caused by Klebsiella pneumoniae and Escherichia coli identified by blood or bile cultures
obtained before the endoscopic or surgical treatment performed at our institution. We also
retrospectively collected the data of patients' demographic characteristics, underlying disease
or condition, antimicrobial therapy and clinical outcomes. For all isolates, ESBL production
was tested by comparing the inhibitory zone diameter of disks containing 30 μg of cefotaxime,
ceftazidime, or cefepime, either alone or in combination with 10 μg of clavulanate. Results:
Among the 159 cases, 103 (64.8%) cases have biliary tract infection caused by benign bile
duct obstruction (choledocholithiasis 102, benign stricture 1) and 56 (35.2%) cases by
malignant bile duct obstruction (cholangiocarcinoma 54, pancreatic head cancer 2). Of the
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