
GIE operates an Open Access Endoscopy Service from four locations:
• SUNNYBANK – Brisbane Endoscopy Services
• CHERMSIDE – Chermside Day Hospital

• EVERTON PARK – North West Private Hospital
• AUCHENFLOWER – The Wesley Hospital
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The acceptability of colonoscopy as a 
screening tool is limited by the procedure’s 
invasive nature, the need for vigorous bowel 
preparation and sedation.

Screening recommendation
Category 1
Those at, or slightly above, average risk: 98% 
of the population. 
People fit into this category if there is 
no personal history of colorectal cancer, 
colorectal adenomas or chronic inflammatory 
bowel disease and no confirmed close family 
history of colorectal cancer.
Screening guidelines: 
FOBT is recommended at least every two 
years for all people over the age of 50. 
Colonoscopy, is recommended in those 
shown to have a positive FOBT. 
Category 2
Those at moderately increased risk: 1–2% of 
the population.
People fit into this category if there is: 
1.  One first-degree relative with colorectal 

cancer diagnosed before the age of 55 or 
2.  Two first, or one first and one second, degree 

relative/s on the same side of the family 
with colorectal cancer diagnosed at any 
age (without potentially high-risk features 
as in category 3).

Screening guidelines: 
• Offer colonoscopy every five years 

starting at 50, or at an age 10 years 
younger than the age of first diagnosis 
of colorectal cancer in the family, 
whichever comes first.

• Consider offering FOBT in the 
intervening years. 
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Introduction
Colorectal cancer (CRC) is a major 
cause of morbidity and mortality 
in Australia. It is the second most 
common cancer diagnosed in both 
men and women, and is more 
common in those aged over 50 years. 

The high rates of colorectal cancer in 
Australia is likely to be due, in large 
part, to the increased prevalence 
of established environmental risk 
factors, including physical inactivity 
and obesity, smoking, heavy alcohol 
consumption, and a diet high in red/
processed meats and low in fibre. 

The two objectives of bowel cancer 
screening are:
• To prevent cancer by identifying 

and removing precancerous, 
advanced adenomas; and

• To diagnose and treat early-stage, 
curable cancers.

Screening tests
The Australian Government 
introduced the National Bowel Cancer 
Screening Program (NBCSP) in 2006. 
The key elements include: 
• The use of iFOBT (immunochemical 

faecal occult blood test) as the 
screening test.

• Follow-up of positive test results, 
mostly by colonoscopy.

The likelihood of finding bowel cancer 
is 12 to 40 times greater in someone 
who tests positive for FOBT.
FOBT screening (recommended 
screening tool)
The guidelines recommend screening 
with iFOBT, performed at least once 
every two years for the Australian 
population over 50 years of age. 
Colonoscopy surveillance 
Colonoscopy is the recommended 
follow-up test for those with 
positive findings at FOBT. It is also 
recommended as the primary tool for 
cancer surveillance in people with an 
increased risk of bowel cancer. 

Our Mission at GastroIntest nal Endoscopy is to deliver experienced and  
accessible endoscopy services with the highest quality of healthcare standards  
to improve the health outcomes of pat ents and the communit es we serve.
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A recent article in Gastroenterology 
(December 13, 2017) has determined 
that patients who are followed up 
in Hong Kong after having H pylori 
eradicated and were put on PPIs, had 
a fourfold increased risk of gastric 
cancer, compared to patients on no 
treatment or Ranitidine. 

This raised concerns about PPIs 
increasing the risks of gastric cancer. 
Although this study does raise 
concerns, there are a number of issues 
that may cause confounding effects. 
Firstly, this was epidemiological study 
and was not an endoscopic follow up. 
Most patients in Hong Kong would 
have significant atrophic gastritis and 
intestinal metaplasia. These patients 
are at increased risks of gastric cancer, 
and with significant atrophy, there 
is probably no indication for those 
patients to be on acid suppression. 
My approach to upper endoscopy 
surveillance of intestinal metaplasia 
of the stomach, or a family history of 
stomach cancer, is as follows:
During an endoscopy, I use narrow-
band, near-focus upper endoscopy 
with a cap, to determine the extent 
of their intestinal metaplasia, 
which is clearly visible with these 
techniques. If not, acetic acid can 
also be sprayed to assess this. The 
patients are then stratified according 
to OLGIM (operative linked gastric 
intestinal metaplasia) from Stage I to 
Stage IV. This determines their risk 
of developing subsequent dysplasia 
or gastric cancer (the risk of diffuse 
gastric cancer cannot be predicted 
on the basis of this). The majority 
of dysplasia occurs in OLGIM Stage 
III and IV. The risk over five years in 
Stage III or IV of developing dysplasia 
is 3% and 4% in ten years. If patients 
have OLGIM I or II (minimal intestinal 

metaplasia of the antrum and corpus), 
with no family history, they will not 
require any surveillance endoscopies. 
A similar study shows dysplasia only 
occurred in OLGA III or IV. 

It is important to note that patients 
with significant gastric atrophy 
should not be on PPI therapy, as 
they already have significant atrophy 

with minimal acid production. Also, 
patients with extensive gastric 
intestinal metaplasia (OLGIM III or 
IV) have similar risks of dysplasia as 
Barrett’s oesophagus and should be 
offered surveillance.
Please find below, an algorithm that 
may be useful for follow-up of patients 
with a family history of stomach 
cancer or gastric intestinal metaplasia. 

 
TABLE 1 – SUGGESTED SCREENING ALGORHYTHM FOR GASTRIC CANCER
 

AG/IM = Atrophic Gastritis/Intestinal Metaplasia; HP = Helicobacter Pylori  

High-Incidence Regions include East Asia, Russia and South America.

Ref: Gastrointestinal Endoscopy Volume 84, No. 1 : 2016 / Kim Et Al www.giejournal.org 

 
TABLE 2 – PROPOSAL FOR THE OLGIM STAGING SYSTEM

CORPUS

IM SCORE No IM 
(score 0)

Mild IM 
(score 1)

Moderate 
IM (score 2)

Severe IM 
(score 3)

Antrum (including 
incisura angularis

No IM 
(score 0)

Stage 0 Stage 1 Stage II Stage III

Mild IM 
(score 1)

Stage 1 Stage 1 Stage II Stage III

Moderate 
IM (score 2)

Stage II Stage II Stage III Stage IV

Severe IM 
(score 3)

Stage III Stage III Stage IV Stage IV

IM = Intestinal metaplasia; OLGIM = operative link on gastric intestinal metaplasia 
assessment 

Recent article raises concerns about increased 
gastric cancer risk with proton pump inhibitor 
use after helicobacter pylori treatment Dr Michael Miros

1st or 2nd genera�on immigrant from high-incidence region†, 
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Joining GIE…
GastroIntesinal Endoscopy is delighted to welcome 
Dr Dheeraj Shukla and Dr Mostafa Seleem to our team.  

DR DHEERAJ SHUKLA  
MBBS FRACP

 
Dr Shukla is a Gastroenterologist. He 
completed his basic physician training 
at St George Hospital, Sydney, and 

his gastroenterology advanced training 
at Prince of Wales Hospital, Sydney. He 

has undertaken a clinical fellowship in Inflammatory 
Bowel Disease at the Mater Hospital in Brisbane, and 
is familiar with all clinical and procedural aspects of 
gastroenterology and hepatology.
Dr Shukla holds concurrent positions, as Staff Specialist 
at the Logan Hospital and a Senior Lecturer at Griffith 
University, in Brisbane, where he enjoys teaching 
medical students, physicians, and gastroenterology 
trainees.
Dr Shukla’s areas of interest include inflammatory 
bowel disease, colonoscopy, and diagnostic and 
interventional endoscopy. 

DR MOSTAFA SELEEM  
MBBS(Hons) FRACP

 
Dr Seleem is a Brisbane trained 
Gastroenterologist. After graduating 
with first class honours in 2000 from 

the Kasr Al-Ainy School of Medicine at 
the University of Cairo, Egypt, he moved to 

Australia in 2002. Dr Seleem completed his advanced 
training in gastroenterology and hepatology at the 
Royal Brisbane and Women's Hospital.
Dr Seleem is actively involved in the education and 
training of future gastroenterologists, and has been a 
Senior Lecturer at the University of Queensland since 
2012. He currently consults at locations on the north 
side of Brisbane.
Dr Seleem’s main areas of special interest are 
inflammatory bowel disease, functional bowel 
disorders, hepatitis C treatment, and bowel cancer 
screening. 

Please address your patient referrals to GastroIntestinal 
Endoscopy for rapid access to experienced, efficient and 
accessible endoscopy services.
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Refining Prep Nurse 
Services
Gastrointestinal Endoscopy are proud of our continuing 
delivery of high quality patient care. We are committed 
to constantly improving our processes to ensure the best 
possible health outcomes for our patients. As part of our 
commitment to quality improvement, our prep nurses 
regularly review our colonoscopy patient education 
and prep appointment services, to ensure these reflect 
best practice, current research trends and advances in 
colonoscopy. 
Our senior prep nurses are currently reviewing our prep 
services and how GIE can further enhance the patients’ 
experience with individualized support and specialized 
colonoscopy education. Our new Patient Information 
Booklet, given to patients at their prep appointment, 
contains easy to understand information and useful hints.

UPDATE

Proposed 
MBS changes 
to colonoscopy 
services
The Department of Health has recently 
advised that the implementation of the 
proposed new MBS item numbers for 
colonoscopy, has been delayed until further 
notice. The NHRMC Clinical Guidelines for 
Surveillance Colonoscopy are currently being 
revised and the MBS Review Taskforce has 
been invited to provide further advice on an 
improved suite of colonoscopy items.
Existing item numbers will be used until 
further notice. GIE will continue to monitor 
the progress of the review, and will advise of 
any changes.



If you require A5 referral pads, please contact one of our four locations below.
Electronic referral templates can be downloaded from our website www.gastros.com.au

Private practice locations 
and contact details  
DR RODERICK ROBERTS MBBS FRACP AGAF 
Main Rooms: Level 2, Suite 62,  
Ballow Chambers 
121 Wickham Tce, Brisbane QLD 4000  
Phone: 3831 2704 | Fax: 3835 1069

DR WILLIAM ROBINSON MBBS FRACP 
Open access endoscopy procedures only  
Phone: 1300 442 787

DR NEVILLE SANDFORD  
BSc (Med) MBBS (1st Class Hons) FRACP AGAF 

Open access endoscopy procedures only  
Phone: 1300 442 787

DR MICHAEL MIROS  
MBBS (1st Class Hons Qld) FRACP 
Main Rooms: 66 Bryants Rd,  
Loganholme QLD 4129  
Phone: 3801 2233 | Fax: 3801 5212 
DR HUGH SPALDING MBBS FRACP BVSc PhD 

Main Rooms: 66 Bryants Road 
Loganholme QLD 4129  
Phone: 3801 2233 | Fax: 3801 5212
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Category 3 
Those at potentially high risk: 1% of the population.
People fit into this category if there is: 
1.  Three or more first-degree relatives, or a combination of 

first and second-degree relatives, on the same side of the 
family diagnosed with colorectal cancer; or 

2.  Two or more first or second-degree relatives on the same 
side of the family diagnosed with colorectal cancer plus 
any of the following high-risk features:  

• Multiple colorectal cancers in a family member;  
• Colorectal cancer before the age of 50 years; 
• A hereditary non-polyposis colorectal cancer (HNPCC) 

related cancer (endometrial, ovarian, stomach, small 
bowel, renal pelvis or ureter, biliary tract, brain cancer); or 

3.  At least one first or second-degree relative with a 
suspected familial adenomatous polyposis (FAP); or 

4.  A family member in which a gene mutation that confers a 
high risk of bowel cancer has been identified. 

Screening guidelines
• Refer for genetic screening of affected relatives.
• FAP (no APC mutation defined): Colonoscopy every 12 

months from 12–15 to 30–35 years of age and every 
three years after 35 years of age.

• Lynch syndrome: one to two yearly from 25 years of age 
or five years earlier than the youngest affected member 
of the family (whichever is earliest).

Colonoscopic surveillance intervals – Adenoma

Low risk 1–2 
adenomas all 
<10 mm

No high-grade 
dysplasia 
(HGD) or 
villous 
features

5 years

High risk 3–4 
adenomas or 
any ≥10 mm

HGD and/
or villous 
features

3 years 

Multiple≥5 5–9 
adenomas

1 year

Multiple≥5 ≥10 
adenomas

<1 year

Incomplete 
or piecemeal 
excision

large or 
sessile 
adenoma

3–6 months

Summary
Extensive published research has shown that the NBCSP 
is having a significant impact on reducing colorectal cancer 
burden. The NBCSP is being expanded and by 2020 will 
offer biennial screening for people aged 50-74. GPs are 
critical, not just in maximising participation, but also in 
managing participants with a positive FOBT. 

GIE practice locations and contact details 
For all appointments, call 1300 4 GASTRO (1300 4 427876)

Brisbane Endoscopy 
Services 
Suites 16–18,  
McCullough Centre, 
259 McCullough Street, 
Sunnybank QLD 4109

Phone: 07 3344 1844 
Fax: 07 3344 2739 

Chermside Day Hospital 
Level 1,  
Chermside Medical Complex, 
956 Gympie Road, 
Chermside QLD 4032

Phone: 07 3120 3407 
Fax: 07 3120 3443

The Wesley Hospital 
Endoscopy Unit, 451 Coronation Drive, 
Auchenflower QLD 4066

Phone: 07 3870 3799 
Fax: 07 3870 5069 
 
North West Private Hospital 
Endoscopy Unit, 137 Flockton Street,  
Everton Park QLD 4053 

Phone: 07 3353 3322 
Fax: 07 3353 9325 
 
Head Office  
Unit 6, 504 Lutwyche Rd,  
Lutwyche QLD 4030

Phone: (07) 3169 0146 
Fax: (07) 3177 9965
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