
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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Our	Mission	at	GastroIntestinal	Endoscopy	is	to	deliver	experienced	and	accessible	endoscopy	services	with	the	
highest	quality	of	healthcare	standards	to	improve	the	health	outcomes	of	patients	and	the	communities	we	serve.
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Gastroesophageal	reflux	disease	
(GORD)	is	common	and	although	
proton	pump	inhibitors	(PPI)	have	
revolutionised	treatment,	about	1/3	
of	patients	(more	in	those	with	non-
erosive	reflux	disease	–	NERD)	fail	to	
adequately	respond	to	two	months	of	
standard	PPI	therapy.		

Several mechanisms of failure have been 
recognised including:

•	 Residual acid reflux

•	 Nocturnal acid breakthrough (not well 
correlated with symptoms)

•	 Weakly acidic reflux or bile reflux (the 
latter has a limited role)

•	 Persistent impairment of mucosal 
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integrity (important in NERD)

•	 Delayed healing of erosive oesophagitis 
(more likely with severe ulceration)

•	 Oesophageal hypersensitivity 
(particularly in functional heartburn)     

•	 Psychological comorbidity (anxiety and 
depression).

It may, however, be impossible to tease 
out the exact cause of treatment failure 
without the full gamut of investigations 
which is not readily available (e.g. 
oesophageal impedance).

Initial assessment includes a careful history.  
It is important to determine the exact 
nature of the symptoms: for example, 
epigastric pain as opposed to heartburn 
requires exclusion of pancreatic/biliary 
pathology and peptic ulcer. 

Compliance should be questioned as 
it can be as low as 50% just one month 
after starting PPI treatment.  A surprising 
number of patients don’t take their 
PPI at the optimal time – about half an 
hour before breakfast.  For patients with 
mostly night time symptoms, evening 
dosing can be tried, but again this 
should be half an hour before dinner.  
The importance of dose timing relates 
to the relatively short half-life of PPIs 
and the binding of PPIs only to activated 

Dr	Hugh	Spalding

H-K-ATPase proton pumps which are at 
highest levels in the postprandial state 
after fasting.  It takes about five days of 
once-daily dosing to achieve maximal 
inhibition of acid secretion (important 
information for patients expecting instant 
results or using PPIs intermittently).  The 
use of twice daily dosing for two to three 
days may accelerate this response.  

In patients with refractory symptoms 
residual acid reflux occurs in about one-
third of patients on once daily PPI but only 
4% of patients on twice daily dosing.  A 
switch to a different PPI works in some 
cases.  Twice daily or night time dosing of 
PPI or the addition of bedtime ranitidine or 
nizatidine are options for treating nocturnal 
symptoms. Antacids, alginates, sucralfate or 
a prokinetic such as domperidone can also 
be added to PPI therapy.  

Lifestyle  and dietary modifications 
are recommended including weight 
loss, elevation of the head of the bed, 
elimination of dietary triggers (alcohol, 
fatty food, caffeine, chocolate, peppermint, 
carbonated drinks) and avoidance of 
meals two to three hours before bed.  
Management of psychological stress 
benefits some patients.
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Maximising	Medical	Objects	
Do	you	utilise	Medical	Objects?	If	your	answer	is	“Yes”,	then	you	can	receive	
your	patients’	reports	on	the	day	of	their	procedure.	

Your patient’s report can be available in your Medical Objects inbox 
before the patient leaves recovery. Please call our offices to arrange the 
receipt of GIE reports via Medical Objects. Did you know we can also 

Dr	Andrew	Bryant

The	day	started	at	7:00	am	with	an	
ECG	I	needed	for	my	upcoming	trip	
to	Kokoda	in	late	September.	I	am	
happy	to	report	my	ECG	is	normal.	

Nineteen patients were booked for an 
all-day list.

1)	 An 82yo man who had previous 
gastric and colonic polyps. In his 
antrum he had some flat hyperplastic 
polyps. The gastric biopsy showed 
Helicobacter negative gastritis. 
He also had four more colonic 
polyps, the largest was only 8mm. A 
pedunculated polyp in his descending 
colon. Smaller polyps were removed 
from his transverse colon and 
ascending colon. I think he doesn’t 
need another colonoscopy but if he 
wants one he could return in three 
years.  All the polyps were tubular 
adenomas (TAs).

2)	 A 72yo woman with reflux 
symptoms.  Apart from a small hiatus 
hernia all was well.

3)  A 59yo man who had previous 
colonic polyps. None this time, just 
small haemorrhoids and diverticular 
disease. He will return in five years.

4)  A 62yo woman with constipation 
and infrequent bright rectal bleeding. 
There were small haemorrhoids 
and the colon was a little long and 
redundant.  I suggested a high fibre 

A	Day	in	an	Endoscopic	
Life	–	13	August	2013	at	
Chermside	Day	Hospital

diet and perhaps some Movicol or 
similar laxative as needed.

5)  A 71yo woman with reflux 
symptoms, abdominal pain and rectal 
bleeding. Mild oesophageal reflux was 
noted.  There was a single transverse 
colon flat polyp measuring 12mm 
(a sessile serrated adenoma – SSA).  
There were haemorrhoids, diverticular 
disease and redundancy. Her urease 
test was positive and gastric biopsies 
have confirmed Helicobacter 
infection. I advised PPI therapy after 
Helicobacter eradication therapy, a 
repeat colonoscopy in three years and 
a high fibre diet.

6)  A 39yo woman with bloating. 
Her upper endoscopy was normal. 
Biopsies were done.

7)  A 50yo man with reflux symptoms 
and a positive faecal occult blood 
test from the National Bowel Cancer 
Screening Program. He asked 
about the risks of bleeding since 
a friend of his had a small coffee 
ground haematemesis four days 
after an upper endoscopy. I quoted 
a risk of significant bleeding after 
a polypectomy of less than one in 
200. He did not take anti-platelet or 
anti-coagulant medication. He had 
reflux oesophagitis, haemorrhoids 
and four distal polyps. Three were 
in his rectum and one in his distal 

Continued from page 1

Medications should be reviewed and 
alternatives considered for those known 
to exacerbate reflux (e.g. calcium 
channel blockers, nitrates, oxybutynin, 
opioids, benzodiazepines).

The diagnostic yield for endoscopy in 
refractory patients is low.  A normal 
endoscopy suggests functional 
heartburn, NERD or hypersensitive 
oesophagus. Endoscopy helps 
exclude delayed mucosal healing 
and other causes for symptoms 
such as eosinophilic oesophagitis, 
candida, gastroparesis, hiatus hernia, 
malignancy, pill oesophagitis, peptic 
ulcer and achalasia. 

Medical treatment can be frustrating; 
empiric treatment with tricyclic 
antidepressant or SSRI may relieve 
functional or non-acid reflux and 
Baclofen has been used for weakly 
acidic or bile reflux.  Response to 
surgery is difficult to predict but 
fundoplication can be considered 
in those whose symptoms are 
dominated by regurgitation or who 
have proven reflux on impedance 
testing. The presence of extra-
oesophageal symptoms may require 
ENT or respiratory input.
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receive your referrals electronically via Medical Objects 
Referral Client? By utilising Referral Client you can be 
assured we have the referral for your patient at the time 
of their procedure. This can avoid any inconvenience of 
needing to reschedule if the patient presents without 
their referral letter. Please note: your patient must 
still phone their preferred GIE location or our 1300 4 

GASTROS number to arrange the appointment for their 
procedure. Our electronic templates are ‘Medical Objects 
friendly’ and they are available for download from our 
website www.gastros.com.au  	

sigmoid colon.  The largest polyp was 
in the mid-rectum. It was a 12mm 
pedunculated polyp. I advised PPIs and 
a repeat colonoscopy in three years.

8)	 A 70yo woman with dyspepsia.  Her 
endoscopy was normal apart from 
fundic gland polyps which do not need 
to be treated. Biopsies were taken.

9)	 An 81yo woman who had 
recovered from acute, left sided 
diverticulitis six weeks earlier.  As 
expected she had some sigmoid 
diverticular disease.  There were two 
flat polyps – one in the transverse 
colon (5mm) and one in the 
ascending colon (8mm), both TAs. 
Small haemorrhoids were noted.  I 
did not think routine follow up was 
needed for the polyps.

10)  An 85yo woman with a change 
in bowel habit.  Haemorrhoids and 
diverticular disease was noted.  There 

were two flat polyps. An 
ascending colon polyp 
was 5mm. A much larger 

20x10mm polyp was 
noted at the hepatic 
flexure. I thought a 

repeat colonoscopy 
should be done 
at 12 months to 
confirm complete 
removal of the 

larger polyp if 
the lady was 

otherwise well 
then.

11)	 A 77yo 
woman with 

bloating had 

non-ulcerative reflux oesophagitis. 
I recommended more PPI therapy 
assuming biopsies are unremarkable.

12)  A 69yo man with reflux symptoms 
and previous polyps. He had a small 
hiatus hernia. There were haemorrhoids, 
diverticular disease and three small 
polys (sigmoid, transverse and caecum). 
I recommended acid suppression, 
a high fibre diet and a repeat 
colonoscopy in five years.

13)  A 69yo woman with reflux 
symptoms and bloating.  The 
endoscopy was normal and the 
colonoscopy revealed haemorrhoids 
and diverticular disease.

14)  An 81yo woman with abdominal 
pain and alternating constipation and 
urgency.  There were haemorrhoids and 
diverticular disease. Biopsies may give 
some clues.

15)  A 59yo man with no family 
history and no symptoms. There were 
haemorrhoids and two right sided flat 
polyps (ascending colon 6mm and 
caecum 3mm). He will continue a high 
fibre diet and return in five years.

16)		A 55yo woman’s father had bowel 
cancer. The woman just had small 
haemorrhoids and will return in five years.

17)	 A 58yo woman had right upper 
quadrant pain and reflux which was 
worse after large meals. Her anti-
centromere antibody was strongly 
positive consistent with CREST variant 
scleroderma. Her mother died of bowel 
cancer and her brother had polyps.  
The endoscopy revealed a dilated and 
hypomotile oesophagus with a lax 

lower oesophageal sphincter.  There 
was no macroscopic oesophagitis.  The 
colonoscopy was unremarkable apart 
from small haemorrhoids. I discussed 
options for the volume reflux and 
recommended a repeat colonoscopy in 
five years. 

18)  A 59yo man with no family 
history and no symptoms. There were 
haemorrhoids and two right sided flat 
polyps (ascending colon 6mm SSA and 
caecum 3mm TA). He will continue a 
high fibre diet and return in five years.

19)  A 55yo man with reflux symptoms 
and occasional bright rectal bleeding. 
He did have reflux oesophagitis and 
haemorrhoids. He also had small 
rectal and distal sigmoid polyps (TAs 
and hyperplastic).  He should have 
appropriate therapy and a repeat 
colonoscopy in five years.

Just as we were packing up at 4:30 p.m. 
a call came in from Patient 7 about 
some PR bleeding since the procedure.  
After listening to his description of 
the volume I asked him to return.  The 
active bleeding site was the lowest 
small rectal polyp, not the largest one 
in the mid-rectum. I placed two clips 
on the bleeding polyp and so far so 
good. The largest polyp was a TA with 
high grade dysplasia so he dodged a 
bullet!  Another save from the NBCSP.  
There were 15 colonoscopies and of 
these, nine (60%) had polyps.

After finishing the day reviewing three 
inpatients at St Andrew’s Hospital, I felt 
I earned the two glasses of wine at the 
Northside Medical Association Dinner 
that evening.



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

Frequently	Asked	Questions	Dr	Roderick	Roberts
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Private	practice	locations	and	contact	details		
DR	RODERICK	ROBERTS	MB	BS	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	MB	BS	FRACP	
Main Rooms: Level 4, Suite 85, Sandford Jackson Building  
30 Chasley St, Auchenflower QLD 4066  
Phone: 3870 7433 | Fax: 3870 7466

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

Main Rooms: Brisbane Clinic 
79 Wickham Tce, Brisbane QLD 4000  
Phone: 3270 4593 | Fax: 3270 4588 

DR	MICHAEL	MIROS	MB	BS	(1st	Class	Hons	Qld)	FRACP	
Main Rooms: 66 Bryants Rd, Loganholme QLD 4129  
Phone: 3801 5200 | Fax: 3801 5212 

DR	ANDREW	BRYANT	MB	BS	FRACP	Dip	Av	Med	(Otago) 
Main Rooms: Level 2, St Andrew’s Place	
33 North St, Spring Hill QLD 4000  
Phone: 3831 7238 | Fax:	3831 7261 

DR	HUGH	SPALDING	MB	BS	FRACP	BVSc	PhD 

Main Rooms: 66 Bryants Road 
Loganholme QLD 4129  
Phone: 3801 5200 | Fax: 3801 5212

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

North	West	
Private	Hospital
Endoscopy Unit 
137 Flockton Street 
Everton Park  
QLD 4053 

Phone: 07 3353 3322 
Fax: 07 3353 9325

The	Wesley	
Hospital
3rd Floor, East Wing 
451 Coronation Drive 
Auchenflower  
QLD 4066

Phone: 07 3870 3799 
Fax: 07 3870 5069

Q	 	Does	irritable	bowel	syndrome	warrant	an	endoscopy?

A  Not everyone with potential irritable bowel syndrome requires extensive 
endoscopic investigation.  By that I mean both upper GI endoscopy 
and small bowel biopsy and colonoscopy.  A patient who is young and 
has symptoms that are very typical and who has no alarm symptoms 
together with normal biochemistry, normal haematology, normal 
inflammatory markers and normal TTG antibodies probably does not 
need to be further investigated.  However alarm symptoms such as 
unusual abdominal pain that is progressive, evidence of gastrointestinal 
bleeding or weight loss would trigger further investigations.  

  In the older patient (for example someone over 50) the development 
of gastrointestinal symptoms that might initially suggest  the irritable 
bowel syndrome should be further investigated whether or not 
there are alarm symptoms present because of the greater likelihood 
of pathology in the older age group than in the younger age group.  
This might even be in the absence of abnormalities in the various 
investigations mentioned above.  There are of course exceptions to 
every rule.  The irritable bowel syndrome is usually  a condition that 
waxes and wanes over time so that the patient with progressive and 
worsening symptoms over some months does need to be investigated 
at whatever age they present and whatever the results of the above 
investigations are found to be.

Q		 	When	is	a	capsule	endoscopy	indicated?

A 	A capsule endoscopy is indicated when the patient has 
evidence of gastrointestinal blood loss and the site of 
bleeding is obscure. This could present as either overt 
gastrointestinal bleeding or unexplained iron deficiency. 
A colonoscopy and upper GI endoscopy will have to have 
been performed, and have failed to show a potential source 
for blood loss.  These two investigations do need to have 
been performed within six months of the proposed capsule 
endoscopy to generate a rebate of the cost of the capsule for 
the patient. Australia from the outset prospectively collected 
an extensive dataset on capsule endoscopy and this 
confirmed the clinical usefulness of this procedure.  The yield 
from capsule endoscopy is higher than had been expected 
and this allowed the Medical Services Advisory Committee to 
fund this technology for these specific indications. Capsule 
Endoscopy is also funded for the further investigation of 
the small bowel in the polyposis syndromes under specific 
circumstances. An application has been submitted to 
MSAC for funding for Capsule Endoscopy in the further 
investigation of possible Crohn’s disease, again in certain 
specific instances.


