
GIE operates an Open Access Endoscopy Service from four locations:

– Brisbane Endoscopy Services

– Chermside Day Hospital

– North West Private Hospital

– The Wesley Hospital
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Even after thorough colonoscopy with 
excellent bowel preparation there is 
still a risk of developing a colon cancer 
within the next 5–10 years. Recent 
articles have tried to address these 
issues. A large study reported in the New 
England Journal of Medicine (Graph 
One) in 2010 of 45,000 patients revealed 
that the risk of interval cancer was 
approximately 2.4 per 100,000 patient 
years if the adenoma detection rate by 

a colonoscopist was >20% (1/1000 per 
year) and up to 33 cancers per 100,000 
patient years if the adenoma detection 
rate was <11%.
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^^  Results encompass the !ndings of 186 

endoscopists in 45,026 patients. Each 

endoscopist had performed at least 30 

screening examinations within the study 

period (October 2000 – December 2004).

*   Number of interval cancers/100,000 person-

years of follow-up. A person-year represents 

one person at risk of development of CRC 

during a one-year period.

+ Proportion of subjects in whom at least one 

polyp was identi!ed.
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Another study from Kaiser Permanente, 
Northern California Health Plan (Graph 
Two) revealed that the risk of interval 
cancer was increased by 1.74 times if the 
adenoma detection rate (ADR) was <20% 
versus an adenoma detection rate of 32%.

ADR quartiles, %
Adjusted hazard ratios  
(95 % CI) compared 
with ADR of >32% 

<20.3 1.74 (1.36–2.24)

20.3–25.2 1.52 (1.14–2.04)

25.3–32.0 1.31 (1.00–1.72)

>32 1

These data highlight the fact that the risks 
of subsequent cancer is reduced but not 
entirely eliminated. It also emphasises the 
importance of a careful, good preparation 
colonoscopy. All gastroenterologists at 
GIE have an adenoma detection rate of 
>30% emphasising patients who present 
to these units have the best result in 
preventing  bowel cancer in the interval  
!ve years.

Continued on page 3
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A total of 900 colonoscopies 
were performed during the six 
months. There was a slight female 
predominance of 54%. 

This is a recurring feature that is seen 
despite the fact that bowel cancer 
rates are higher in men. There is still a 
tendency for men to use denial. The age 
range was 18 to 89. The most common 
indication was a history of previous 
polyps in 265 cases (29.4%). Having 
a !rst degree relative with bowel 
cancer was the indication in 169 cases 
(18.8%). Visible rectal bleeding was the 
indication in 111 (12.3%). Of concern, a 
positive faecal occult blood test was the 
indication in only 28 cases (3.1%). Only 
11 (1.2%) had a positive FOBT through 
the National Bowel Cancer Program. 
Pure screening (ie no high risk personal 
history, family history or symptoms) 
was the indication in 20 cases (2.2%). 
These 20 people had a mean age of 
59.8 yrs and a median age of 57.5 yrs. 
Against the overall trend 14 were men. 
Polyps were found in 16 (80%) which 
is a little higher than the polyp rate in 
the whole group, accepting that the 
subgroup is small. 

Polyps were removed in 543 patients 
(60.3%). Of these 271 had a least 
one adenoma (that is 50% of the 
polypectomies and 30.1% of the 
total). The vast majority were tubular 
adenomas but 38 had tubulovillous 
adenomas. One patient had four 
tubulovillous adenomas with two 
having high grade dysplasia. High 
grade dysplasia was seen in a total of 
12 patients (2.2% of the polypectomies 
and 1.3% of the total). At least one 
sessile serrated adenoma was removed 
in 110 cases (20.3% of the polypectomy 
cases and 12.2% of the total). Other 

polyps were hyperplastic or rarely 
in"ammatory or were polypectomies 
where the removed polyp was not 
retrieved for histology. There were nine 
(1%) carcinomas and one large caecal 
polyp that needed a surgical resection. 

Other !ndings included seven cases 
of in"ammatory colitis and one case 
of Crohn’s ileitis. Lymphocytic colitis 
was diagnosed in three cases. There 
were four cases of rectal prolapse. 
One case had an infective colitis and 
two cases had ischaemic colitis. In 10 
cases nonspeci!c terminal ileitis was 
seen. There was one case of colonic 
endometriosis. Internal haemorrhoids 
and diverticular disease were, of 
course, frequently seen.

Four patients had transient pain after 
polypectomies which settled within 
24 hrs. One patient had a bleed post 
multiple (seven) polypectomies. He 
needed a two-unit transfusion but 
no other intervention was required. 
One elderly gentleman was admitted 
the day after a colonoscopy with 
dehydration. There were nine (1%) who 
were not examined to the caecum. In 
two cases this was due to obstructing 
sigmoid carcinomas. A tight splenic 
"exure angle prevented completion 
in one young patient. In !ve cases 
looping prevented a complete 
examination. In two cases viewing was 
achieved to the transverse colon and 
in three cases to the ascending colon. 
In the last case a poor prep prevented 
views beyond the sigmoid colon. 

I have accumulated further audit data 
for the rest of 2012 and 2013 that I will 
outline at a future date. I am hoping 
to present some data linking distal 
hyperplastic polyps and sessile serrated 
adenomas. In preliminary results the 

chance of a sessile serrated adenoma 
being removed is more than doubled if 
distal hyperplastic polyps are present. 
The results suggest that colonoscopy 
is a highly valuable intervention with 
high complete examination rates (99%) 
and polypectomy rates (60.3%) and low 
complication rates. 
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Rapid access to appointments 
for procedures, experienced 
gastroenterologists to perform these 
procedures and a report provided 
on the day of the procedure ensure 
GastroIntestinal Endoscopy (GIE) 
provides an e#cient and accessible 
service for endoscopy.

It is the responsibility of the referring 
doctor to ensure that the patient has a 
suitable indication and no signi!cant 
contraindication for their procedure. It 
is also the responsibility of the referring 
doctor to discuss the pathology results 
and the recommendations as outlined 
in the procedure report provided by 
the gastroenterologist. 

Many patients presenting to GIE 
for an upper endoscopy are tested 
for Helicobacter pylori using the 
Helicobacter pylori Urea Test (HUT), 
which is a sensitive and speci!c 
test to detect H pylori from gastric 
mucosal biopsies taken at the time of 
endoscopy. HUTs are checked within 
24 hours and a report is generated. 
If the HUT test is positive the signed 
report will be faxed to the referring 

doctor immediately after the report 
is$veri!ed$by the gastroenterologist.

If a small bowel biopsy is desired, 
please note this on your letter 
of$referral.

Pathology results can take one to 
two days to be completed. If there 
is something urgent that requires 
immediate follow-up by a doctor, this 
pathology report will be faxed to the 
requesting doctor immediately. 

Patients requiring follow-up procedures 
are entered into our recall register. 
This ensures that both the patient and 
the doctor are reminded at the time 
the follow-up procedure is due. It is 
recommended that referring doctors 
implement their own recall system to 
keep up to date with any changes to 
patient details and addresses.

If the pathology dictates a change in 
recommendations or recall timeframes, 
an amended report is generated and 
provided to the referring doctor.

It is important that the referring doctor 
provides GIE with a valid indication for 
the procedure and also outlines speci!c 
requests such as small bowel biopsy 
if thought indicated. If you have any 
queries regarding the processes at GIE, 
please phone our administration sta% 
on 1300 4 GASTRO.

Open Access endoscopy is suitable 
for generally healthy patients with 
no or few co-morbidities. At GIE we 
accept patients aged 16 years up 
to age 85 years. Patients over the 
age of 85 years are generally not 
suitable for open access procedures 
due to the increased risk of medical 
complications which may outweigh 
the bene!ts of having the 
procedure.  Such patients should 
be referred to a gastroenterologist 
for consultation before having 
their procedure.

Recent data has found a lot of interval 
cancers are more likely to be related 
to the serrated pathway which presents 
as "at or super!cially elevated right 
colonic polyps, emphasising the 
importance of careful examination 
of the right colon with various 
modalities including high de!nition, 

narrowband imaging or Indigo carmine 
chromocolonoscopy. 
In summary patients who present to GIE 
Clinics have a very low risk of developing 
interval cancer over subsequent !ve 
years with only approximately one (1) 
patient per 1000 patients would be 
likely to develop bowel cancer in the 

intervening period. 

There is certainly a much higher risk 
of developing interval cancer in those 
patients who have had signi!cant polyps 
removed. These patients will require 
more regular colonoscopies than those 
patients who have had a number of 
negative colonoscopies performed.

Continued from page 1
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Main Rooms: Level 2, Suite 62, Ballow Chambers 
121 Wickham Tce, Brisbane QLD 4000  

: 3831 2704 | : 3835 1069

Main Rooms: Level 4, Suite 85, Sandford Jackson Building  
30 Chasley St, Auchen"ower QLD 4066  

: 3870 7433 | : 3870 7466

Main Rooms: Brisbane Clinic 
79 Wickham Tce, Brisbane QLD 4000  

: 3270 4593 | : 3270 4588 

Main Rooms: 66 Bryants Rd, Loganholme QLD 4129  
: 3801 5200 | : 3801 5212 

 
Main Rooms: Level 2, St Andrew’s Place
33 North St, Spring Hill QLD 4000  

: 3831 7238 | 3831 7261 
 

Main Rooms: 66 Bryants Road 
Loganholme QLD 4129  

: 3801 5200 | : 3801 5212

 

Suites 16–18 
McCullough Centre 
259 McCullough Street 
Sunnybank QLD 4109

: 07 3344 1844 
: 07 3344 2739

Level 1 
Chermside Medical Complex 
956 Gympie Road 
Chermside QLD 4032

: 07 3120 3407 
: 07 3120 3443

Endoscopy Unit 
137 Flockton Street 
Everton Park  
QLD 4053 

: 07 3353 3322 
: 07 3353 9325

3rd Floor, East Wing 
451 Coronation Drive 
Auchen"ower  
QLD 4066

: 07 3870 3799 
: 07 3870 5069

  The short answer to this is, ‘No’.  Having said that the traditional 
gold standard for diagnosing coeliac disease is the identi!cation 
of subtotal villous atrophy on a small bowel biopsy, observing 
the histology return to normal on a strict gluten free diet 
and then demonstrating deterioration again once gluten is 
reintroduced into the diet.  This approach is rarely taken in 
adults although at times in children this is necessary.  

  As a general rule if an adult has subtotal villous atrophy on small 
bowel biopsy, elevated tissue transglutaminase (TTG) antibodies 
and a good response to gluten elimination from their diet with 
resolution of symptoms and normalisation of antibodies and 
abnormal blood tests, then a repeat small bowel biopsy may 
not be necessary.  If symptoms persist or blood tests remain 
abnormal, a repeat biopsy will be required to determine if the 
failure to respond is due to resistant Coeliac disease or other 
causes.  Having said this, the most common cause for failed 
response is continued exposure to gluten.   These patients 
need to be more fully investigated by a Gastroenterologist with 
thorough dietary history by a dietitian, review of the evidence 
for the diagnosis including HLA typing to determine if they have 
a compatible phenotype for Coeliac Disease and exclusion of 
other conditions such as small bowel lymphoma.  

  The diagnosis of haemochromatosis is based on clinical grounds, 
gene testing for mutations in the HFE gene, and an assessment of 
the degree of iron overload in the body as a whole.  It is important 
to establish this stage of the disease in an individual patient and in 
particular whether there is signi!cant liver injury or even cirrhosis.  This 
may require liver biopsy when histology can be assessed, and iron 
concentration can be measured.  More recently attempts have been 
made to gauge iron overload in the liver using MRI scanning, and the 
degree of !brosis by FibroScan.  However liver biopsy remains the 
most accurate means of assessing liver histology and iron loading.  
Decisions to do a liver biopsy depend on clinical judgement but is 
usually indicated when there is hepatomegaly, abnormal liver tests or 
when the serum ferritin is greater than 1000mcg/l.  

  Treatment aims to remove all the excess iron from the body and this 
requires a long series of venesections with monitoring of haemoglobin 
level regularly, and iron biochemistry intermittently.  I !nd it ideal to 
reach a mild degree of iron de!ciency as I am then certain all excess 
iron stores are removed.  Once that has been achieved, venesection 
is required every three to four months in order to prevent iron 
re-accumulation and regular blood tests to monitor iron levels 
and haemoglobin. Patient with cirrhosis should have six monthly 
abdominal ultrasound and alpha fetoprotein because of the increased 
risk of hepatocellular carcinoma.  


