
GIE operates an ‘Open Access’ 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	health	care	standards	to	improve	the	health	outcomes	of	patients	
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www.gastros.com.au
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and	the	communities	we	serve.
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Patients	with	inflammatory	bowel	
disease	(IBD)	are	at	increased	risk	of	
infection	due	to	immune	suppression	
from	their	chronic	illness	and	from	
many	of	the	drugs	used	to	treat	their	
disease	including;	corticosteroids,	
immune	modulators	(eg.	azathioprine,	
methotrexate)	and	biologic	therapies	
(eg.	infliximab,	adalimumab).	

The need for immunosuppressant therapy is 
often unpredictable and the immune response 
to vaccination can be more effective before 
such treatment is commenced, so there are 
advantages in making sure vaccinations 
are up to date from the time of diagnosis 
of IBD.  If this is not possible, it may be 
preferable in some circumstances to delay 
vaccination until remission and reduction of 
immunosuppressant therapy.

Killed	vaccines
Killed vaccines are generally safe in the 
immunosuppressed patient.   Diphtheria/
tetanus vaccine (dT) can be recommended 
at 10 year intervals with at least one booster 
containing pertussis (dTpa).  All adults should 
receive primary polio vaccination (with 
inactivated polio vaccine) if they haven’t 
already done so and a booster at 10 year 
intervals is recommended for those who travel 
to endemic areas and healthcare workers who 
are potentially in contact with polio cases.  
Influenza vaccine is recommended on a yearly 
basis.  Pneumococcal 23-valent vaccine can 

be offered to all, and again after 5 years in 
those older than 65 years.  Together hepatitis 
B sAb titres and HB sAg indicate immunity and 
carrier status and the need for vaccination 
including boosters, preferably at the time of 
IBD diagnosis.  Serological response to HB 
vaccination should be checked.  In Australia 
vaccination for hepatitis A is recommended 
for non-immune people travelling to endemic 
areas, for groups such as health care workers, 
those in remote indigenous communities, 
plumbers, male homosexuals and for patients 
with chronic liver disease.   Hepatitis A vaccine 
alone or in combination with hepatitis B 
vaccine is safe in IBD patients.  An increased 
incidence of abnormal Papanicolaou 
smears and cervical dysplasia has been 
reported in women with IBD treated with 
immunosuppressants.  HPV vaccination should 
be encouraged as per normal guidelines (as 
should regular Papanicolaou smears).

Live	vaccines
Live vaccines should not be given to 
immunosuppressed patients due to the risk of 
vaccine related infection.  Immunosuppression 
in adults with inflammatory bowel disease can 
be defined as treatment with prednisolone > 
20 mg/day (or equivalent corticosteroid) for 
2 weeks or more, treatment with thiopurines 
(at effective doses) or methotrexate or 
anti-TNF therapy, and within 3 months of 
stopping any of these therapies.  Patients with 
significant protein-caloric malnutrition are also 
considered to be immunosuppressed. 

Routine	vaccinations	for	adults	
with	inflammatory	bowel	disease

Dr	Hugh	Spalding
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Go	to	www.gastros.com.au	to	view	our	new	website.	You	
can	find	all	of	the	information	on	our	gastroenterologists,	
locations	and	procedures.	Go	to	the	‘Referral	forms	and	
templates’	link	within	Doctor	Information	to	download	
the	latest	version	of	the	GIE	template	for	your	medical	
practice	software.	

An adult IBD patient whose vaccination history for measles, mumps 
and rubella is unknown should have their antibodies checked.  
Vaccination can be considered if there are no plans to begin 
immunosuppressive therapy in the subsequent 6 weeks, although 
the low risk of infection in countries like Australia makes the benefit 
of vaccination less certain.   In patients without a clear history of 
previous varicella infection, serology identifies those who may 
benefit from vaccination.  Some authors don’t advocate screening 
such patients because of the risk of an exacerbation of IBD requiring 
corticosteroids or other immunosuppressants shortly after vaccination 
(immunosuppressive therapy must be withheld for at least 1 month 
and possibly up to 3 months after varicella vaccination).  However, this 
should be balanced against the individual’s risk of infection which, 
for example, will be higher in school or hospital workers.  In addition, 
knowing a patient’s immunity may be useful in managing any 
potential exposure to infection.

Household	contacts
Vaccination of household contacts is safe for most vaccines with 
exceptions including  live oral poliomyelitis (replaced in Australia by 

inactivated polio vaccine) and live attenuated intranasal influenza 
vaccine (not licensed in Australia).   Varicella vaccination is not 
contraindicated for household contacts, but if vaccinated household 
members develop a rash (approximately 5%) immunosuppressed 
patients without immunity should avoid contact as there have been 
rare cases of secondary infections. The risk of rotavirus transmission 
from a vaccinated infant is low, but careful hygiene measures to avoid 
contamination from faeces should be undertaken for at least 1 week 
after infants have been vaccinated. 

Conclusion
Several studies have shown suboptimal adherence to vaccination 
guidelines for patients with inflammatory bowel disease, with 
perhaps part of the problem being that patient care slips into the 
cracks between care from their gastroenterologist and their general 
practitioner.  This issue is gaining greater recognition and attention 
in the literature.  Better knowledge among health providers should 
improve vaccination rates in this group of patients.
 

Good	quality	colonoscopy	begins	with	an	
excellent	bowel	prep.
Colon	cancer	is	the	second	most	common	
cancer	in	the	Western	World.	Importantly,	to	
reduce	the	risk	of	colon	cancer,	good	quality	
colonoscopic	procedures	are	vital.	

There is a strong correlation between the quality of the colonoscopy 
and the adequacy of the bowel preparation. A good prep ensures 
safer intubation of the caecum, increased visualisation of the colonic 
mucosa, fewer complications and increased detection of significant 
lesions. A prep is deemed inadequate if polyps 5mm or larger could 
be missed. Unfortunately, studies have found that up to 15-20% of 
patients in some centres have less than adequate preparation. 

At GastroIntestinal Endoscopy we do our utmost to tailor each 
preparation to the patient. This entails an interview with a trained 
and registered gastroenterology nurse to assess the patient’s 
medical history to identify any significant co-morbidities which may 
compromise the safety of the procedure, to identify any medications 
that may need to be ceased or modified prior to the prep and also to 
instruct the patient fully on the type of preparation that is most suited 
to them.  Approximately 18% of patients have factors which put them 
at increased risk of having a poor bowel prep; these include:

1. Diabetes mellitus.

2. Parkinson’s disease.

3. Chronic constipation.

4. Previous bowel surgery.

5. Cirrhosis.

6. Previous poor bowel prep.

In an attempt to improve the colonoscopy preparation, different  
preps are used in different individuals. 

The biggest change that has occurred recently with bowel 
preparations is splitting the colonoscopy lavage solution. There is 
strong evidence now that the quality of the bowel preparation is 
markedly improved when half the solution is taken the evening before 
and the second half early in the morning at least 2 hours prior to the 
onset of the procedure. In patients having an afternoon colonoscopy, 
this is best achieved by having the whole preparation on the morning 
of the procedure. With these manoeuvres and with adequate 
hydration with water and sports drinks, there has been a marked 
improvement in the quality of the bowel preparation, especially on 
the right side of the colon where we know most significant flat polyps 
are found. Identification and removal of these lesions results in a 
significant reduction of bowel cancer risk.

There is a wide range of colonic preparations that the GE nurse has 
available to her.  If a patient is felt to be at increased risk of a poor bowel 
prep, then they are often pre-medicated with laxatives such as Movicol, 
up to 2-4 sachets twice daily, for 3 days prior to commencing the 
standard colonoscopy prep. This will ensure a much better preparation. 
Patients are also encouraged to stay on fluids only for 24 hours before 
the bowel preparation to improve the quality of their prep. 

We currently use a number of different preparations. These include:

1. A Ray-Kit (Mg citrate and three bisacodyl tablets) followed by a 3 
litre Glycoprep. This is our standard prep and still works very well 
and is very safe.

2. Two sachets of Pico prep, split, followed by 1 litre of Glycoprep on 
the morning of the procedure. This can only be used for fit and 
healthy patients without any significant co-morbidity.

3. Moviprep. This is a smaller volume prep and may be of use in some 
patients who are intolerant to other preparations and may still 
need to be pre-medicated with Movicol.

4. Sometimes other preparations are considered in patients who 
have previous intolerance to the above regimes. These are not 
routinely administered and will only be used after discussion with 
the treating gastroenterologist.

 

If patients present with a poor prep then our current treatment 
options are:

1. If almost complete, then they will be given more preparation 
on the day such as an additional 1 or 2 litres of Glycoprep and 
possibly an enema. The procedure will be rescheduled 3-4 hours 
later.

2. If they are very poorly prepared, then the procedure will need 
to be aborted, more preparation given and the colonoscopy 
rescheduled on a later day.

3. In patients with sub-optimal but adequate preps, a reasonable 
view may be obtained with use of a water jet to clean the bowel 
during the procedure. This may result in the patient’s recall being 
rescheduled for an earlier time than normal.

At the colonoscopy preparation consultation, our nurses stress 
the importance of adhering to their instructions and endeavour to 
motivate the patients to complete their colonoscopy preparations.  
It is in the patient’s best interest to comply with the instructions, as 
inadequate prep results in a repeat early test to exclude the possibility 
of significant missed lesions.

We will always aim to provide the best preparation tailored to each 
individual patient and patients must understand that there is no easy 
short-cut to an excellent bowel preparation.

Bowel	preparation	for	colonoscopy
Dr	Michael	Miros

On June 12th, GastroIntestinal Endoscopy hosted a ‘Live Endoscopy 
Workshop’ at Brisbane Endoscopy Services, Sunnybank. The attending 
general practitioners were exposed to the latest technology of 
endoscopes along with a wealth of experienced discussion from the 

team of GIE gastroenterologists. The live endoscopy cases featured a 
colonoscopy for a patient with a family history of bowel cancer and 
colonic polyps and an upper gastrointestinal endoscopy for a patient 
with Barrett’s oesophagus. Both patients had been recorded on the 
GIE recall register and were due for their endoscopy review.

Dr Michael Miros, GIE gastroenterologist, performed the procedures 
using the technology platform and endoscopes from Olympus. GIE 
partners, Dr Neville Sandford and Dr Rod Roberts contributed to Dr 
Miros’ commentary and discussion of the patient cases. Following 
on from both cases, a panel of GIE gastroenterologists together with 

New	GIE	
website	
launched

Live	Endoscopy	
Workshop

Dr Neville Sandford, Dr Andrew Clouston (Envoi Specialist Pathology), Dr Andrew Bryant, Dr Hugh Spalding, Dr Michael Miros

specialist pathologist, Dr Andrew Clouston from Envoi, steered a 
dynamic question and discussion session with the engaged audience 
of general practitioners.

The attending GPs were awarded 4 QI&CPD points for their 
participation and the participants reported they received higher than 
expected educational content and information from the evening. GIE 
also received feedback that GPs would like to attend more events of 
this quality in the future. 

GIE would like to thank the GPs who attended the Live Endoscopy 
Workshop and our sponsors, Janssen, Olympus and Envoi Specialist 
Pathologists for their support of this educational event.

GIE provides an experienced, efficient and accessible Open Access 
endoscopy service. We can schedule most appointments for your 
patients within 1-2 weeks. If you have patients in your practice due 
for their polyp surveillance, Barrett’s oesophagus review or for other 
gastrointestinal investigations, please complete a GIE referral and your 
patient can book their appointment in with GIE. Referral templates can 
be found on our website at www.gastros.com.au or alternatively call 
1300 4 GASTRO to request a referral pad.



Frequently	Asked	Questions	Dr	Alistair	Cowen
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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

3rd Floor, East Wing 
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

How	do	you	approach	resistant	Helicobacter	pylori?	

There are a number of accepted first line treatment combinations for H. 
pylori eradication.  A regime of a PPI + Amoxycillin + Clarithromycin for 
7 - 14 days is the most commonly used.  For patients allergic to penicillin a 
cephalosporin, metronidazole or tetracycline can be substituted.  There is 
now a high level of metronidazole resistance.

It is critical to discuss treatment carefully with the patient.  They must 
clearly understand the risks including allergic reactions and C.difficile 
induced pseudomembranous colitis.  They need to understand treatment 
eradication success rates and realize missing any medication dose will 
seriously increase the likelihood of treatment failure.

If first-line therapy has failed, consider possible reasons.  Has the patient 
taken ALL OF EVERY medication prescribed?  If side effects have caused 
compliance failure, then further treatments containing the drug causing 
the side effects will also fail.

Are further attempts at eradication justified?  Patients presenting with 
MALT lymphoma, family history of gastric carcinoma, current or a past 
history of peptic ulcer, the need for long term PPI therapy, and requirement 
for blood thinning or longterm NSAID use certainly require eradication.  An 
elderly person with none of the above does not.  C.difficile infection can 
be a devastating illness in the elderly.  This risk outweighs likely benefits in 
older patients without major risk factors.  It is often useful to outline side 
effects and success rates of further attempts versus risks of non eradication 
and let the patient decide.

If there are compelling reasons to eradicate, then it is often best to go 
straight to the more expensive and (for the doctor!) tedious third line 
treatment.  Unfortunately these drugs have to be obtained through the 
TGA Special Access Scheme.   

You will need:  - TGA Category B Special Access Form (Phone Tri-med 08 
9388 1444)

Complete form and send to TGA

TGA will send you a letter; send this to Tri-med with payment.

Treatment is   DENOL  +  FURAZOLIDONE  +   AMOXYCILLIN 

What	review	period	do	you	recommend	for	patients	with	previously	
identified	polyps?

Unfortunately, there is no simple answer to this question. Follow-up 
recommendations vary widely across countries, specialties, expert 
committees and “expert” guidelines!

The Gastroenterological Society of Australia and the American 
Gastroenterological Association recommend:-

1. One to two small tubular adenomas with low grade dysplasia – follow  
 up in five years.

2. Adenomas greater than 1cm, more than two polyps, polyps with any  
 villous component, or more than low grade dysplasia – follow-up three  
 years.

3. Sessile serrated adenomas (SSA) follow-up three years.

Others (including myself ) believe five years is too long for tubular 
adenoma follow-up. In practice the issue is much more complex. Factors 
such as family history, length of colon, quality of bowel preparation, age, 
and co-morbidities all have to be taken into consideration.

Particularly with sessile polyps the difficulty of removal and the degree of 
certainty that the polyp has been totally removed are very important. 

There are a series of clinical and histological factors which determine if 
polypectomy is adequate treatment for a malignant polyp or if surgery is 
required.

A number of special syndromes (FAP, HNPCC, Flat Adenoma Syndrome, 
Familial Giant Hyperplastic Polyps Syndrome etc), all have their own special 
follow-up programs.

We do not routinely recommend follow-up for patients over 80. However, if 
they remain in good health at this age follow-up is reasonable. 

There are different opinions about hyperplastic polyps.   2-4mm rectal 
hyperplastic polyps are of little significance. Larger hyperplastic polyps are 
followed on a 3-10 year basis depending upon the number size and other 
factors. 

Private	practice	locations	and	contact	details

If	you	require	an	electronic	referral	form	or	A5	referral	pads,	please	contact	one	of	our	four	
practice	locations	below	or	download	at	www.gastros.com.au/doctor_information.shtml

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	ALISTAIR	COWEN	MB	BS	(Hons)	MD	FRACP
Does NOT privately consult.  Open Access procedures only. 
Phone: 3353 9325  |  Fax: 3350 4143

DR	HUGH	SPALDING	MB	BS	FRACP	BVSc	PhD
Main Rooms: St Andrew’s Hospital,  
Level 7, Suite 4, St Andrew’s Specialist Centre 
457 Wickham Tce, Spring Hill QLD 4000 
Phone: 3831 4044  |  Fax: 3831 0622

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	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


