
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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withdrawal time (at least six minutes 
excluding polypectomy time is 
associated with better outcomes), and 
adenoma detection rate (the frequency 
with which adenomas are detected in 
average risk patients >50 years having a 
screening colonoscopy) are all used as 
quality measures in colonoscopy.

Once a colonic adenoma has been 
detected and removed, the National 
Health and Medical Research Council 
(NHMRC) guidelines from 20111 have 
been developed to guide appropriate 
colonoscopic surveillance intervals.

Colonic Lumps and Bumps – what colonoscopy 
means and what we should do with the results
Dr Ruth Hodgson MBBS BA(Hons-Oxon) MA (Oxon) MRCP (Lond) FRACP

Edition 1, 2016

Colorectal cancer is Australia’s 
second leading cancer killer. In 2007, 
more than 14,200 Australians were 
diagnosed with colorectal cancer 
(CRC) and more than 4,000 died from 
it. The lifetime risk of developing CRC 
by age 85 is 1 in 12.

Fortunately CRC develops from 
colonic polyps, and the adenoma-
carcinoma sequence extends over a 
10 to 15 year interval in the majority 
of polyps. This time interval, combined 
with improvements in colonoscopy 
equipment, bowel preparation and 
endoscopist’s skill facilitates early 

intervention to remove 
premalignant lesions 
(colonic adenomas) prior 
to development into 
cancer.

New equipment 
provides the endoscopist 
with superb optics and 
colonoscope handling 
qualities, significantly 
improving the ability 
to detect mucosal 
lesions. Thus best care for your patient 
would include referral to a centre that 
utilises the most up to date equipment. 
Similarly, detection of mucosal lesions 
is dependent on the quality of the 
bowel preparation. The majority of 
colonic lesions are small and can be 
pale and therefore difficult to see in 
all but the cleanest of colons. Bowel 
preparation quality is thus of the utmost 
importance, and is given a high priority 
in the best endoscopy centres. Finally 
the skill and care of the endoscopist 
is vitally important in achieving a 
good colonoscopy outcome: surrogate 
markers eg terminal ileal intubation, 
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Continued from page 1

HIGH RISK
3-4 adenomas 

OR
Any adenoma ≥10mm 

Villous features  
High grade dysplasia 

LOW RISK
1-2 adenomas

AND
All <10mm

No villous features
No high grade dysplasia 

FINDINGS AT 1ST FOLLOW-UP:
No residual adenoma 12 months
Residual adenoma  As for D**

FINDINGS AT 2ND FOLLOW-UP:
Normal or Low Risk  As for A
High risk   As for B
Multiple   As for C
Recurrent adenoma  As for D**
**Consider other options if relevant e.g. Surgical referral

D

FINDINGS AT 1ST FOLLOW-UP:
No clear guidelines

Suggest:
Multiple  As for C
If Normal, Low As for B
or High Risk  
*Consider referral to a genetics service

C

Repeat colonoscopy  
at 3 yearly intervals.  

If the second follow-up 
colonoscopy is normal or 
shows low-risk features, 

consider increasing 
the interval on an 

individualised basis.

B

POSSIBLE INCOMPLETE OR 
PIECEMEAL EXCISION OF  

LARGE OR SESSILE ADENOMA

MULTIPLE
≥5 adenomas

FINDINGS AT 1ST FOLLOW-UP:
No adenomas       Colonoscopy  

          at 10 years or  
          FOBT every  
          1-2 years

Low Risk         As for A
High Risk         As for B
Multiple         As for C

A

COLONOSCOPIC SURVEILLANCE INTERVALS – ADENOMAS

This graphic is licensed under the Creative Commons Attribution-ShareAlike 3.0 Australia license.

•  This algorithm is designed to be used in conjunction with the NHMRC approved Clinical Practice Guidelines for Surveillance Colonoscopy – in adenoma follow-up; following curative 
resection of colorectal cancer; and for cancer surveillance in inflammatory bowel disease (December 2011) and is intended to support clinical judgement.  
•  Surveillance colonoscopy should be planned based on high-quality endoscopy in a well-prepared colon using most recent and previous procedure information when histology is known.  
•  Sessile serrated adenomas and serrated adenomas are followed up as for adenomatous polyps given present evidence, although they may progress to cancer more rapidly.  
•  Most patients ≥75 years of age have little to gain from surveillance of adenomas given a 10-20 year lead-time for the progression of adenoma to cancer. The finding of serrated 
lesions may alter management.  
•  Small, pale, distal hyperplastic polyps only do not require follow-up. Consider sessile serrated polyposis if multiple proximal sessile serrated adenomas are found.  
•  In the absence of a genetic syndrome, family history does not influence surveillance scheduling which is based on patient factors and adenoma history.  
•  Follow-up of an advanced rectal adenoma by digital rectal examination, sigmoidoscopy or endo-rectal ultrasound should be considered independent of colonoscopic surveillance schedules. 

Endorsed by: 
Suggested citation: Barclay Karen, Cancer Council Australia Surveillance Colonoscopy Guidelines 
Working Party. Algorithm for Colonoscopic Surveillance Intervals – Adenomas. 2013. 

   Colonoscopy 
at 3 years

   5-9:
Colonoscopy at 

1 year

   ≥10:
Colonoscopy at 

<1 year*

   Colonoscopy 
at 3-6 months

   Colonoscopy 
at 5 years

   Colonoscopy 
at 5 years

In average risk patients (ie no 
inflammatory bowel disease, no genetic 
colonic cancer syndrome, and no history 
of CRC) the endoscopic findings combined 
with histological diagnosis should dictate 
surveillance intervals. A close surveillance 
interval is not a substitute for a carefully 
performed procedure.

Low risk adenomas are small (<10mm), 
few (1 or 2 in number), do not have high 
risk histological features (high grade 
dysplasia or cancer, villous histology) and 
have been completely excised. In these 
cases NHMRC guidelines recommend a 
surveillance interval of five years. If this 
repeat colonoscopy is clear then a further 
colonoscopy at 10 years or at least 
biannual FOBT is suggested.

Surveillance colonoscopy should 
take place at a three yearly interval 
for patients with high risk adenomas 
(three or more adenomas, ≥10mm, or 
with tubulovillous, or villous histology, 
or high grade dysplasia). If advanced 
adenomas are found during subsequent 
surveillance, maintaining a three 
yearly schedule is prudent but the 

choice should be individualised. The 
interval can be lengthened if advanced 
adenomas are not found.

As multiplicity of adenomas is a strong 
determinant of risk of metachronous 
advanced and non-advanced neoplasia, 
follow up should be at twelve months 
for those with five or more adenomas 
and, because the likelihood of missed 
synchronous polyps being present, sooner 
in those with ten or more adenomas.

Patients whose only polyps are small, 
pale, distal, hyperplastic polyps 
require no colonoscopic follow-up, but 
screening for CRC should continue.

The malignant potential of sessile 
serrated adenomas is currently being 
determined. Unless Serrated Polyposis 
syndrome is present, NHMRC guidelines 
suggest surveillance as for adenomatous 
polyps, once the colon has been 
successfully cleared of these often 
difficult to detect right colonic lesions.

Family history should be considered 
separately when planning colonoscopy 
surveillance. Intervals should be 
predominantly determined by the 

adenoma characteristics, unless a syndromic 
risk mandates more frequent surveillance.

Ceasing surveillance can also be 
considered when a patient reaches the 
age of 75, or earlier if comorbidities 
suggest that longevity is likely to 
be curtailed. Surveillance is aimed 
at preventing colorectal cancer 
from developing in 10-15 years, and 
remembering this is helpful when 
deciding on the appropriateness of 
advising repeat invasive procedures. GIE 
will consider open access colonoscopy 
in appropriate people up to the age 
of 85, however a consultation with a 
gastroenterologist is always available 
to discuss the risks of colonoscopy 
compared to the potential benefits 
and place these in perspective for any 
particular individual. 

In summary a variety of factors are 
considered when advising an appropriate 
surveillance interval once a significant 
colonic polyp is found. Australian NHMRC 
guidelines have been developed to 
help make those recommendations. 
The colonoscopist will include a 

recommendation 
based on all of 
these factors at the 
end of the report. 
This may need to 
be revised in the 
light of histological 
information. 
1 Cancer Council Australia 
Colonoscopy Surveillance 
Working Party. Clinical 
Practice Guidelines for 
Surveillance Colonoscopy 
– in adenoma follow-
up; following curative 
resection of colorectal 
cancer; and for 
cancer surveillance in 
inflammatory bowel 
disease. Cancer Council 
Australia, Sydney 
(December 2011).

http://wiki.cancer.
org.au/australia/
Guidelines:Colorectal_
cancer/Colonoscopy_
surveillance

http://wiki.cancer.org.au/australia/Guidelines:Colorectal_cancer/Colonoscopy_surveillance


Joining GIE…
GastroIntestinal Endoscopy is delighted to welcome four gastroenterologists to the team. These experienced 
gastroenterologists will provide regular relief of open access endoscopy lists at GIE locations across Brisbane.

DR TONY RAHMAN  
MA DIC PHD FRCP FFICM FRACP

DR RUTH HODGSON  
MBBS BA(Hons-Oxon)  

MA (Oxon) MRCP (Lond) FRACP

DR ANTONY PAN  
MBChB (UOA) BHB (UOA) 

FRACP

DR GEORGIA HUME  
MBBS (Hons I) FRACP PhD (UQ)

Please address your 
patient referrals to 
GastroIntestinal 
Endoscopy for rapid 
access to experienced, 
efficient and accessible 
endoscopy services.
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Guidelines for Referring Doctors Dr Neville Sandford

When GastroIntestinal Endoscopy (GIE) first commenced Open Access Endoscopy in Queensland in 1985, it was designed 
to enable referring doctors to refer generally healthy patients directly for gastrointestinal procedures without the 
necessity of having a prior consultation with a gastroenterologist.

This was in an era when it was a 
requirement for prescribing H2 receptor 
antagonists to have an endoscopic 
diagnosis of erosive oesophagitis, so 
there was a high demand for upper 
endoscopy in patients with gastro-
oesophageal reflux disease.  Also healthy 
patients with a family history of bowel 
cancer were being advised to have 
colonoscopy.  Most GPs were quick 
to embrace the idea that a specialist 
consultation for such patients was 
not necessary and only delayed the 
necessary investigations or treatment. 

Over the last 30 years, the spectrum of 
patients being referred for procedures 
has widened considerably and now 
referring doctors are requesting 
gastroscopy and colonoscopy as part of 
a work up for a wide range of medical 
problems. This has resulted in the referral 
of patients with significant comorbidities 
or complex medical problems. They are 
often taking medications which may 
compromise the safety of endoscopic 
procedures. Also the obesity epidemic 
has added another level of risk to 
sedation for endoscopy.

We are very cognisant of these 
problems and as part of the process of 
delivering safe endoscopic procedures 

we have initiated a number of steps to 
ensure that the safety of our patients 
is maintained. 

When referring patients for procedures, 
we would like the referring doctor to 
consider the Guidelines for Referring 
Doctors which can be readily accessed 
by visiting our website www.gastros.
com.au . Here we list the variety of 
medical conditions that make Open 
Access (OA) procedures potentially 
risky and for which a consultation 
may be required. If patients with these 
conditions are referred for procedures, 
our administrative staff or trained 
gastrointestinal nurses will contact the 
gastroenterologist who will be doing the 
procedure for advice on whether a prior 
consultation will be necessary. We are 
constantly reviewing these criteria and 
in fact have increased the age limit for 
OA patients from 80 to 85 years in the 
last year.  

More important than the chronological 
age of course is the biological age 
and we do not normally recommend 
ongoing surveillance when the life 
expectancy is  <10 years. 

It is important that the referring doctor 
informs us what current medications 
the patient is taking, especially blood 

thinning agents, medication for diabetes 
and other endocrine disorders, anti-
epileptic and anti-Parkinsonian drugs, 
laxative or constipating medication 
and drugs for heart and respiratory 
diseases. Special consideration needs to 
be made in the administration of these 
drugs during the preparation of patients 
for colonoscopy.

Special consideration is also made in the 
planning for colonoscopy in patients 
who are frail, live alone or may be 
unable to cope with the colonoscopy 
preparation.  Issues such as ability to 
understand and follow the diet and 
preparation instructions may also affect 
the success of the procedure. Certain 
patient groups such as the elderly 
(>85 years), the young (<15 years), and 
the pregnant are not suitable for OA 
procedures and the morbidly obese 
(BMI >40) cannot have their procedures 
in day endoscopy centres. Certain 
medical conditions such as myocardial 
infarcts or venous thromboembolism 
in the previous three months, recent 
coronary stents (drug eluting within 
12 months, bare metal within one 
month), active diverticulitis (within 
six weeks post treatment), and  recent 

Continued on page 4



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
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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 
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) 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 ANDREW BRYANT MBBS 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 MBBS FRACP BVSc PhD 

Main Rooms: 66 Bryants Road 
Loganholme QLD 4129  
Phone: 3801 2233 | 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

Continued from page 3 

Guidelines for Referring 
Doctors
abdominal surgery or active inflammatory bowel disease 
will necessitate postponement or cancellation of their 
procedures. We also must be aware of patients with 
implantable defibrillators and the numerous medical 
conditions listed in the Guidelines. Our Gastroenterologists 
are more than happy to discuss these difficult patients with 
the referring doctor.

Our administrative staff are trained to make specific 
enquiries of patients during the booking process, and 
hopefully pre-empt potential problems. If not identified at 
this stage, our GE nurses will identify these issues during 
the prep appointment.  It will certainly make their job 
easier and lessen the risk if the referral letter contains all 
the relevant information. Our aim is to deliver the highest 
quality of healthcare to our patients and the cooperation of 
the referring doctor is critical in this process.

New Colonoscopy 
MBS Items for NBCSP 
Patients
With the expanding rollout of the National Bowel Cancer 

Screening Program (NBCSP) the Australian Government 

Department of Health has listed new MBS item numbers 

for colonoscopy. To ensure the correct item number is 

lodged, please clearly state in the reason for procedure 

on the GIE referral, that colonoscopy is being requested 

due to “NBCSP positive FOB test”. The new item numbers 

are to discern procedures performed on patients who are 

part of the National Bowel Cancer Screening Program from 

those who are not, and enable accurate records for the 

NBCSP register.
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