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WELCOME
Welcome to the 23rd Gastroenterological Society of Queensland (GESQ) Annual Noosa Update in Gastroenterology
and Hepatology, incorporating The Young Investigator Awards (YIA) and The Advanced Trainees’ Day.
This year’s event covers a variety of clinical topics and dilemmas in gastroenterology and hepatology. Highlights include
sessions focusing on lesions found on upper endoscopy, dilemmas in hepatology, managing Helicobacter, understanding
and treating coeliac disease, and managing constipation.
I hope delegates enjoy the state-of-the-art didactic presentations and expert panel-based clinical case discussions.
It is a pleasure to welcome our interstate faculty for 2022 – Dr. Marcus Chin, Associate Professor Amany Zekry, and
Professor Jane Andrews. Our esteemed faculty will provide unique insights in the fields of motility, liver disease,
endoscopy, and luminal gastroenterology. A worldclass local faculty complements our key speakers and includes Dr.
Nick Tutticci, Associate Professor Katherine Stuart, Associate Professor Richard Skoien, Associate Professor Krispin
Hajkowicz, Professor Bob Anderson, Associate Professor James Daveson, and Dr. Chris Gillespie. I would also like to
acknowledge our chairs and panels whose local expertise will complement our speakers.
Associate Professor Richard Skoien and Professor Barbara Leggett will chair this year’s final of the YIA, which showcases
the outstanding local research being performed by our next generation of gastroenterologists, hepatologists and
scientists. The caliber of this years submitted abstracts was exceptional. The YIA winners will be announced at Saturday
night’s conference dinner at Bistro C on Hastings St. I hope you will join us.
I would like to thank the GESQ executive committee for their hard work in preparing the 2019 program – Drs Enoka
Gonsalkorala, Saad Khan, Aiden Lyon, Jillian Rosenstengel, Emma Davis, Sam O’connor and
Dr Nick Tutticci. I am especially grateful to Wayne Taylor and Stephanie Higgins and their
colleagues at Taylorer Images for their outstanding event organisation.
Finally, my sincere thanks go to our valued sponsors. The GESQ Annual Noosa Update
remains a high-quality, well-attended meeting due to our sponsors’ continued and
tremendous support.
Yours sincerely
Jakob Begun - President
Gastroenterological Society of Queensland

DELEGATE APP
GESQ is going ‘Green’.
Download ‘The Event App’ from the App Store, Google Play Store or using the QR codes.
Enter the Event Code - 2022GESQ
Use your email address and App Pin that was emailed to you to log in.
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Jane Andrews
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• Richard Skoien

Amany Zekry

St George Hospital, NSW

• Katherine Stuart
• Nick Tutticci

PARTICIPATE IN OUR CASE DISCUSSIONS
At the end of each session, our Chair and Panellists will be hosting Case Discussions.
There will be questions raised to the audience for participation and answers; therefore in order to partake,
you will need to download the free app
“Poll Everywhere”.
Once you have downloaed the app you will be asked to ‘Join a Presentation’,
just type in gesq at the prompt then press join and you’re in!
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PROGRAM
FRIDAY 10 JUNE 2022
0830
0900 - 1700

Registration and Arrival Tea & Coffee
GESQ Advanced Trainee Day

1830 - 2030

Welcome Dinner
Poolside at Sofitel Noosa

SATURDAY 11 JUNE 2022
0800
0900 - 0905
SESSION 1
0905 - 0920
0920 - 1000
1000 - 1030
1030 - 1100
SESSION 2
1100 - 1130
1130 - 1145
1145 - 1210
1210 - 1230
1230 - 1330
SESSION 3
1330 - 1415
1415 - 1430
1430 - 1500
1500 - 1530

Registration and Arrival Tea & Coffee | Lilly Pond Terrace - Industry Exhibition
President’s Welcome
Detection and Resection in the Squamous Oesophagus and Stomach
CHAIR: Saad Khan
PANEL: Luke Hourigan, Marcus Chin & Nick Tutticci
Detection and Resection in the Squamous Oesophagus - Nick Tutticci
ABC of Early Gastric Cancer - Marcus Chin
CASE DISCUSSIONS
MORNING REFRESHMENTS I Lilly Pond Terrace - Industry Exhibition
Hepatology Dilemmas
CHAIR: Enoka Gonsalkorala
Debate 1 – We don’t know enough about when and how to use Steroids in
Alcoholic Hepatitis - FOR: Katherine Stuart & AGAINST: Amany Zekry
PANEL: Jonathan Mitchell & Richard Skoien
CASE DISCUSSIONS
Debate 2 – Palliative Care Should not be Routine Management in Advanced
Cirrhosis - FOR: Amany Zekry & AGAINST: Richard Skoien
PANEL: Jonathan Mitchell, Alison Kearney & Katherine Stuart
CASE DISCUSSIONS
LUNCH I Lilly Pond Terrace - Industry Exhibition
Helicobacter Management in the Modern Era
CHAIR: Jillian Rosenstengel
PANEL: Krispin Hajkowicz, Marcus Chin & Mark Bettington
A Targeted Approach to Helicobacter Management - Krispin Hajkowicz
Endoscopic Appearances of Helicobacter and Associated Gastric Lesions - Marcus
Chin
CASE DISCUSSIONS
AFTERNOON REFRESHMENTS I Lilly Pond Terrace - Industry Exhibition

SESSION 4

Young Investigator Awards
CHAIR: Richard Skoien
Sponsored by: Envoi

1535 - 1548
1549 - 1602

When to Stop Surveillance Colonoscopy in the Elderly - Alvin Cheah
Microbiome Analysis of Faecal and Mucosal Samples from Non-Inflammatory
Bowel Disease Patients - Rina Kumar
Non-Alcoholic Fatty Liver Disease (NAFLD) – A Novel Simple Traffic Light Risk
Stratification Pathway Identifies High Risk Patients, Reducing Hospital Outpatient
Burden by ≥50% - Michael Christmas
Pilot Investigation of the Effects of a Purposely Developed Anti-Inflammatory
Dietary Pattern on Disease Activity and Symptoms in Adults with Inflammatory
Bowel Disease - Abigail Marsh
A Novel Body-Surface Gastric Mapping Device to Assess Gastric Function: First
Results in a Diagnostic Pathway - William Wang
Post Colonoscopy Cancer Rate (PCCRC-3Y) at a Tertiary Referral Hospital in
Australia - A Data Linkage Analysis - Myat Khaing
Pregnancy-Related Liver Disease is more in Common in Aboriginal and Torres
Strait Islanders: Targeting an At-Risk and Unstudied Population - Alexandra
Fullerton
Bowel Wall Thickness Responses on Intestinal Ultrasound Predict Need for
Rescue Therapy in a Multicentre Prospective Cohort of Acute Severe Ulcerative
Colitis Patients: USUC Study Including Genius Cohort - Yoon-kyo An
Wrap-up & Close
CONFERENCE DINNER & YOUNG INVESTIGATOR AWARDS PRESENTATIONS
Bistro C Restaurant & Bar

1603 - 1616
1617 - 1630
1631 - 1644
1645 - 1658
1659 - 1712
1713 - 1726
1726 - 1730
1900 - Late

SUNDAY 12 JUNE 2022
0800

Registration and Arrival Tea & Coffee | Lilly Pond Terrace - Industry Exhibition

SESSION 5

Coeliac Disease and Small Bowel Enteropathies
CHAIR: Jakob Begun
PANEL: Greg Miller, Bob Anderson & James Daveson
Overview of Coealiac Disease and Novel Therapeutic Approaches - Bob Anderson
Coeliac Disease - Challenges in Clinical Management and non Responsive CD James Daveson
CASE DISCUSSIONS
MORNING REFRESHMENTS I Lilly Pond Terrace - Industry Exhibition
The Strain of Constipation
CHAIR: Sam O’Connor
PANEL: Allison Bryant, Jane Andrews, Chris Gillespie & Arj Somasundaram
Constipation: Unplugging the Problem - Jane Andrews
Defecatory Dysfunction - A Functional and Mechanical Problem - Chris Gillespie
CASE DISCUSSIONS
Meeting Close
FAREWELL LUNCH I Lilly Pond Terrace - Industry Exhibition

0900 - 0920
0920 - 0940
0940 - 1030
1030 - 1100
SESSION 6
1100 - 1125
1125 - 1150
1150 - 1230
1230 - 1245
1245 - 1330
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SOCIAL FUNCTIONS
WELCOME POOLSIDE BBQ DINNER
Sofitel Noosa Pacific - Poolside
Friday 10 June - 1830 - 2130
Theme: HOLLYWOOD

CONFERENCE DINNER & YOUNG
INVESTIGATOR AWARD PRESENTATIONS
Bistro C - 49 Hasting Street, Noosa Heads
Saturday 11 June - 1900 - Late

Please wear your name tag to the Conference Dinner, we
will be scanning the QR codes on your name tags as your
ticket for entrance.
Sorry, no children can be accommodated at the official
Conference Dinner.

Allocate your seat
at the Conference Dinner
There will be a table allocation
sheet at the Registration Desk
for you to allocate where
you would like to be
seated.

SAVE THE DATE

CERTIFICATES OF ATTENDANCE

2023 GESQ NOOSA UPDATE

Certificates of Attendance for delegates will
be automatically emailed out the week after
the conference.

Friday 02 - Sunday 04 June 2023
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If you have advised the Conference organisers
(at the time of your registration) of your
dietary needs, then this has been noted
and passed onto the venue. There will be
a dedicated dietary buffet within the trade
exhibition area for each catering break,
please make yourself known to the staff and
they will be more than willing to look after
you.

SPONSOR HIGHLIGHTS
Booth #

Sponsor

Highlight

1

Come and get a feel for the latest technology in single-use GI endoscopes

2

Visit the Chiesi booth for the latest updates in treatments for Primary Biliary
Colitis, Crohn’s, and Ulcerative Colitis

3

You’re personally invited to visit the Gilead booth and experience the QLD
launch of brand new resources, designed to help HCPs engage patients with
HCV, living with uncertainties such as ongoing drug use, adherence, liver
disease severity or unstable housing. Come and ask Teisha and Rupesh about
how EPCLUSA can complement your treatment plans to cure patients with
chronic hepatitis C (HCV).

4

Come and visit the CR Kennedy booth to experience the Fujifilm Eluxeo Ultra
system, with identification and characterisation of colonic lesions through
artificial intelligence with CADEYE, and real-time endoscopic visualisation
with COLOASSIST.

5

Visit our booth to learn more about Fresenius Kabi’s reformulated bowel
preparations and our latest adalimumab biosimilar.

6

Visit us to learn more about our new version of the endoscopic clipping
device – Instinct Plus®.

7

Need support with intravenous iron administration capabilities or require
educational support? Visit us at booth 07.

8

Visit us at Exhibit Booth 8, to meet our team and learn more about our EVIS
X1, ENDO-AID, Electrosurgical, EUS and endoscopic technologies.

9

Viatris welcomes you to the 25th Annual GESQ Noosa Update. Please visit us
at Booth #9 to learn more about how Viatris can support your patients with
Pancreatic Exocrine Insufficiency (PEI).

11

Meaningful Innovation - We bring new technologies to market that transform
lives; Aligned Commitment - Collaborate with you to tackle you biggest
challenges; Expanded Responsibility - Committed to quality, the environment
and our community. Learn more about Boston Scientific and our
transformative technologies. When we challenge, we advance.

12

Visit Norgine Pty Limited at Booth #12.

13

Want more information on support available for your patients prescribed
Hadlima or Renflexis? – come and have a chat with us.

14

Visit Eisai at Booth #14.

15
16

ausEE

Visit ausEE at Booth # 15.
’New product. New PBS listing. Visit our booth to find out more.

Booth #

Sponsor

Highlight

17

Visit Sandoz Pty Ltd at booth #17.

18

Visit the Medtronic Gastrointestinal booth to learn about minimally invasive
options to help you provide pro-active GI care, such as artificial intelligence
and disruptive therapeutic technologies.

19

Visit Janssen at Booth #19.

20

Visit Ferring Pharmaceuticals at Booth #20.

21

Please visit Platnium Sponsors Abbvie at Booth #21.

22

Visit Takeda Pharmaceuticals Australia at Booth #22.

23

Visit our booth to hear about Remsima (subcutaneous infliximab).

FLOORPLAN
1

2

3

4

THINK FAST
THINK CLEAN
THINK SINGLE-USE
Ambu® single-use GI endoscopes
Imagine a work scenario where endoscopes are
always available. You simply unpack a new sterile
scope, connect it to the Ambu® display and
processing unit and your standard ancillary
equipment, and get to work.
Ambu single-use GI endoscopes are sterile and
ready to use, and offer consistent quality, feel
and performance. Plus, the initial upfront investment
is marginal compared to a reusable set-up.
Learn more at ambuaustralia.com.au/GI

AA22 0060 V01 ©2022 Ambu Australia Pty. Ltd
Always read the Instructions for Use. These products are only
available for sale to healthcare professionals.

YOUNG INVESTIGATOR AWARD ABSTRACTS
WHEN TO STOP SURVEILLANCE COLONOSCOPY IN THE ELDERLY
Alvin Cheah1, Andrw Taylor1, Gerald Holtmann1, Samuel O’Connor1
1
Princess Alexandra Hospital
Background and Aim: Colonoscopy remains the cornerstone of bowel cancer prevention through the detection and
removal of premalignant colorectal lesions/polyps. There is limited evidence when to stop surveillance colonoscopy.
Indefinite surveillance in the elderly might lead to diminishing survival benefits and increased risks of complications.
In 2019, the Australian Cancer Council issued guidance recommending surveillance colonoscopy ³75 years old with
Charlson score of >4 be ceased. This study examines the implications of applying these rules to a cohort of patients
≥75 undergoing colonoscopy.
Methods: In this retrospective study, we reviewed 250 colonoscopies performed in patients ³ 75 years in a single
tertiary hospital in Queensland between January 2018 to May 2019. Procedures were classified as surveillance for
polyps or prior colorectal cancer, compared to diagnostic for the investigation of clinical symptoms, abnormal imaging,
fecal occult blood tests (FOBT) or iron deficiency anaemia (IDA). The cases were analyzed using electronic medical
records (IEMR) and endoscopy database (ProVation MD©). High grade lesions (HGL) were defined as polyps ≥10mm,
adenomas with villosity or high-grade dysplasia, traditional serrated adenomas, sessile serrated lesions with dysplastic
change, or malignancies. We also evaluated post-procedural complications, peri-procedural admissions, and death
within two years post colonoscopy. Categorical data were analyzed using the Chi-squared test of proportions.
Results: A total of 100 surveillance colonoscopies and 150 diagnostic colonoscopies were performed. There was a
significantly lower occurrence of HGL (5% vs22%, p<.05) in the surveillance group compared to the diagnostic group
including significantly lower rates of colorectal malignancies (1% vs 6.7%, p<.05). Within the diagnostic group, the
rates of HGL were highest in FOBT (39.3%), followed by IDA (30.8%), abnormal imaging (29.4%) and clinical symptoms
(12.7%). There was a higher number of deaths within 2 years post colonoscopy (15.4 vs 2.62%, p<.05) and periprocedural hospitalizations (35.3% vs 20.2%, p<.05) in patient cohort with Charlson >4 compared to ≤ 4. The rates did
not vary according to surveillance versus diagnostic procedures. High rates of procedural complications (2.4%), periprocedural admissions (28.4%), and death within 2 years post-colonoscopy (9.2%) were observed in patients ³75, this
increased significantly with advancing age.
Conclusion: Surveillance colonoscopy in patients ³75 years old is associated with a low yield of HGL and colorectal
cancer. This cohort of patients has a high rate of morbidity and mortality, particularly those with Charlson score of >4.
This supports the Australian Cancer Council Guidelines on ceasing surveillance colonoscopy in this cohort.

MICROBIOME ANALYSIS OF FAECAL AND MUCOSAL SAMPLES FROM NONINFLAMMATORY BOWEL DISEASE PATIENTS
Rina Kumar1,2, Lisa Simms1, Anton Lord1, Martha Zakrzewski3, Severine Navarro2,4,5, Graham Radford-Smith1,2,6
1
Gut Health Lab, QIMR Berghofer Medical Research Institute, Brisbane, 2Faculty of Medicine, University of Queensland,
Brisbane, 3Medical Genomics Lab, QIMR Berghofer Medical Research Institute, Brisbane, 4Mucosal Immunology Group,
QIMR Berghofer Medical Research Institute, Brisbane, 5Woolworths Centre for Childhood Nutrition Research, Faculty
of Health, Queensland University of Technology, South Brisbane, 6Department of Gastroenterology, Royal Brisbane and
Women’s Hospital, Brisbane
Background: It is well-established that the human gut microbiome can influence human health and the risk of
developing a range of disease conditions. While the number of human microbiome studies is rapidly increasing, majority
of these are based on analysis of faecal samples which contain a broad mixture of matter including food particles and a
collection of cells, molecules and gut microbes shed from the gastrointestinal tract. Therefore, the aim of this study was
to compare features of mucosa-associated microbiota with faecal microbiota, obtained from outpatients undergoing
a colonoscopy.
Method: Faecal and mucosal biopsy samples were obtained from outpatients recruited to the Colonoscopy Biomarker
Study at the Royal Brisbane and Women’s Hospital. Mucosal biopsy samples were obtained from two gut segments
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A new treatment option
for patients with PBC
1

OCALIVA is indicated for the treatment of primary biliary cholangitis (also known as primary biliary cirrhosis) in combination with
ursodeoxycholic acid (UDCA) in adults with an inadequate response to UDCA or as monotherapy in adults unable to tolerate UDCA.
®
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YOUNG INVESTIGATOR AWARD ABSTRACTS
(Ileum and Rectum). Extracted DNA was sent for 16S rRNA sequencing and the microbiome sequence data were
analysed for alpha and beta diversity.
Results: We first looked at the overall clustering of the microbiome according to different sample sites and found a
similar diversity pattern between the three sample sites. We further analysed the samples using pairwise analysis and
compared faecal samples against the ileal and rectal samples respectively. Our results showed distinct differences
in microbial populations between faecal and individual mucosal sites irrespective of their taxonomic levels. Faecal
samples demonstrated greater diversity compared to mucosal samples.
Conclusion: These preliminary results suggest that the use of faecal samples alone for studies of the gut microbiome
in health and disease may not provide adequate representation of microbial ecology across the human gastrointestinal
tract.

NON-ALCOHOLIC FATTY LIVER DISEASE – A NOVEL SIMPLE TRAFFIC LIGHT RISK
STRATIFICATION PATHWAY IDENTIFIES HIGH RISK PATIENTS, REDUCING HOSPITAL
OUTPATIENT BURDEN BY ≥50%
M. CHRISTMAS1, A. BERGIN1, WL. TAN1, Y. DING1 L. LIN1, M. KHAING1, X. CHANG2, H. THOMPSON1, T. RAHMAN 1,2
1
Dept of Gastroenterology & Hepatology, The Prince Charles Hospital, 2 The University of Queensland, Brisbane, QLD.
Introduction: Non-Alcoholic Fatty Liver Disease (NAFLD) is suggested to occur in greater than 40% of the adult
population in Australia, 5-25% may be at risk of chronic liver disease (CLD), increasing current and future demands
on healthcare services in Australia. Hepatology clinics are now receiving disproportionate referrals from primary care.
Early identification of patients at risk of, or with undiagnosed established CLD is pivotal to managing future demand, by
initiating therapies. This may include education, intensive lifestyle modification, weight management, and or lifelong
screening for liver cancer and other complications of cirrhosis, including appropriate referral for liver transplantation.
Method: Between 2019 and 2021 referrals to our hospital’s Hepatology service with fatty liver and/or abnormal Liver
Function Tests (LFT) were triaged to the NAFLD/LFT pathway. Patient assessment included a templated proforma
assessing clinical risk factors for NAFLD. This included medical and family history, medication review, anthropometric,
biochemical, and radiological information. All patients underwent serological liver screen and Vibration controlled
Transient Elastography (Fibroscan). Results were reviewed, and risk stratification was performed using validated scores
(Fibroscan, APRI, FIB4 and NFS). Patients were risk stratified (low-green, moderate-amber and high-red) updated with
results via telephone and referring practitioners were issued full correspondence, clinical findings and suggested
management pathways. Patients were provided standardised education and referred to specialist dietician. Moderate
and high risk were referred to hepatologist, as Category 3 and 2 respectively.
Results: A total of 158 patients were identified for this pathway. 50% (79) had at least one of the 4 scoring systems
above the low-risk threshold, necessitating a referral to hepatologist as per the pathway. 50% (79) had all scores in
the low-risk category and were discharged back to their primary care physician with advice and a referral to specialist
dieticians. 2.5% (4) patients with 3 negative scores had a Fibroscan >7.9kPa.
Conclusions: With an ever-increasing demand on hepatology services, this clinical audit has demonstrated that 50% of
referrals could safely be discharged back to primary care with confidence that they do not have significant liver fibrosis.
This study indicates that
non-invasive tests and
Fibroscan can help to
reduce the demand on
liver clinics.
Figure 1: The traffic light
risk stratification system.
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Table 1: Results of intention to treat analysis
Parameters
SCCAI

General Healthy eating
N
Mean change (mean ± SD)
18
-0.3 (3.3)

IBD-MAID meals
n
Mean change (mean ± SD)
19
-0.7 (2.5)

Change between groups
Mean change (95% CI)
-0.5 (-2.4,1.5)

p-value
0.63

CDAI
5
-22.6 (46.3)
7
-46.0 (43.1)
-23.4 (-81.3,34.5)
0.39
PRO2
-2.6 (-6.1,0.8)
24
-1.6 (6.2)
25
-4.3 (5.8)**
0.13
SIBDQ
24
0.3 (0.7)*
25
0.5 (0.8)**
0.2 (-0.3,0.6)
0.45
FC †
0.43 (0.15,1.26)
23
0.64(0.29,1.40)
25
0.28(0.13,0.59)**
0.12
Comparison between baseline and week 8 within groups from baseline to week 8 was performed by paired t-test; significance set at *
Comparison
between
weekComparison
8 within of
groups
from GHE
baseline
8 was
by an
paired t-test;
= P <0.05,
** = P < baseline
0.01, *** =and
P < 0.001.
delta between
group to
andweek
IBD-MAID
wasperformed
performed using
independent
sample
t-test;
significance
set
at
p
<
0.05;
†
log
transformed
data
significance set at * = P <0.05, ** = P < 0.01, *** = P < 0.001. Comparison of delta between GHE group and IBD-MAID

was performed using an independent sample t-test; significance set at p < 0.05; † log transformed data.

Conclusion: The IBD-MAID was well tolerated. At week 8, the IBD-MAID was not superior to
GHE, there was no statistically significant difference in outcome measures between groups. The
Conclusion: The IBD-MAID was well tolerated. At week 8, the IBD-MAID was not superior to GHE, there was no
most novel study finding pertains to the correlation between reduced food additive intake and
statistically significant difference in outcome measures between groups. The most novel study finding pertains to
improvements in inflammatory markers, S &QOL. Further research is needed to better understand
the correlation between reduced food additive intake and improvements in inflammatory markers, S &QOL. Further
the effects of food additive intake on human gut health.
research is needed to better understand the effects of food additive intake on human gut health.
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A NOVEL BODY-SURFACE GASTRIC MAPPING DEVICE TO ASSESS GASTRIC FUNCTION: FIRST
RESULTS IN A DIAGNOSTIC PATHWAY
William Wang1,2, Daphne Foong2, Stefan Calder3,4, Jonathan Woodhead4 , Gabriel Schamberg4, Gabrielle Sebaratnam4,
Chris Varghese4 , Billy Wu4, Christopher Andrews5, Armen Gharibans3,4, Vivian Fernandes6, Vincent Ho2,7, Gregory
O’Grady3,4,8
1
Department of Gastroenterology, Townsville University Hospital, Townsville, 2 School of Medicine, Western Sydney
University, Sydney, 3 Auckland Bioengineering Institute, University of Auckland, 4 Alimetry Ltd, Auckland, 5 Division of
Gastroenterology, Cumming School of Medicine, University of Calgary, 6 Campbelltown and Camden Nuclear Medicine,
Sydney, 7 Department of Gastroenterology and Hepatology, Campbelltown Hospital, Sydney, 8 Department of Surgery,
Auckland City Hospital
Background: Chronic upper gastrointestinal symptoms are highly prevalent. Gastric emptying scintigraphy (GES) is
the current gold standard for assessing gastric function, however results are often inconclusive and non-reproducible.
Gastric motility is controlled by an underlying electrical slow-wave activity, however previous diagnostic approaches
(electrogastrography; EGG) did not achieve sufficient reliability for clinical adoption. Body-Surface Gastric Mapping
(BSGM; high-resolution EGG) has recently been introduced as a novel non-invasive diagnostic strategy. We hypothesise
that adding BSGM to a diagnostic pathway may increase the yield of detecting gastric motility disorders. Therefore, we
aim to: i) evaluate disease phenotypes defined by BSGM and propose an initial clinical classification scheme; and ii)
compare BSGM phenotypes with simultaneous solid-meal GES.
Methods: The novel BSGM system (‘Gastric Alimetry’; Fig.1) employed a stretchable array (8x8 electrodes), coupled
to a wearable reader device for measuring gastric electrophysiology and controlled via an App (iPad Mini) to enable
real-time symptom logging. Recordings were performed (30 minutes fasted, 4 hours post-meal) in patients referred
to GES with upper gastrointestinal symptoms. Analysis encompassed features of spectral/spatial electrophysiology
(‘Rhythm Stability Index’, frequency, amplitude, and gastric slow-wave directions) to classify phenotypes compared to
a reference range of 100 healthy controls. Patients underwent simultaneous solid-meal (99mTC-labelled egg sandwich,
255 or 325 kcal) GES studies. Delayed gastric emptying was defined as >10% retention at 4 hours; rapid gastric emptying
was defined as <30% retained at 1 hour. Data is presented as mean±standard error of the mean.
Results: Of 53 patients, 41 were female, mean age was 43.8±2.3 years with mean BMI 26.0±0.8. Gastric emptying was
abnormal in 13 (25% of all patients; 11 delayed, 2 rapid), whereas BSGM was abnormal in 22 (42%) patients. BSGM
disorders were classified into the following patient-specific phenotypes (Fig.2): neuromuscular disorder (Rhythm
Stability Index < 0.25; n=12, 23%), abnormal frequency (n=2, 4%) and retrograde propagation syndrome (retrograde
slow-waves ≥ 25%; n=8, 15%). Of the 31 (58%) patients with normal BSGM, 5 had delayed gastric emptying (9% of
all patients, presumed gastric outlet resistance). Patients showing normal gastric function on both tests showed four
distinct symptom patterns as demonstrated in Fig.2.
Conclusions: BSGM offers a new diagnostic tool for assessing gastric motility. First results show that BSGM may increase
the detection of gastric dysfunction when added to a diagnostic pathway compared to GES testing alone. A number of
specific phenotypes are apparent that require further investigation and validation for their clinical utility. Figure:
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POST COLONOSCOPY CANCER RATE (PCCRC-3Y) AT A TERTIARY REFERRAL HOSPITAL IN
AUSTRALIA – A DATA LINKAGE ANALYSIS
Myat Myat Khaing1, Xiaomin Ma1, Mehul Lamba1, Kimberley Ryan1, Florian Grimpen1
1
Royal Brisbane and Women’s Hospital
Background: Colorectal cancer (CRC) diagnosed following a cancer-negative colonoscopy is termed as post-colonoscopy
CRC (PCCRC), which is becoming increasingly recognized as a key-quality indicator of colonoscopy. World endoscopy
organization has recently standardized the definition of PCCRC-3Y (CRC developing within 3 years of a cancer negative
colonoscopy). Using prospective colonoscopy database and data linkage with the state cancer registry, we aimed
to assess PCCRC-3Y rate and identify factors associated with development of PCCRC at a tertiary referral hospital in
Australia.
Methods: All consecutive patients who underwent colonoscopy from April 2011 to December 2018 were included
in the analysis. Using data linkage with the Queensland cancer registry, patients diagnosed with CRC were identified.
CRC diagnosed 6-36 months after colonoscopy were classified as missed cancers, and cases diagnosed at or within 6
months of colonoscopy were classified as detected cancers. Patients referred for colonoscopy with a known diagnosis
of CRC were excluded. PCCRC-3Y was calculated as: missed CRC / (detected + missed CRC). Case notes of all patients
with CRC were assessed to confirm appropriate adjudication as missed or detected cases. Demographic and clinical
variables were collected to assess factors associated with development of PCCRC. To ensure adequacy of follow-up,
PCCRC-3Y are presented for years 2011 – 2015. Ethical approval was obtained by institutional review board.
Results: A total of 17,828 colonoscopy were performed during the study period. The median age was 57 years (IQR
43-68) and 49.5% were male. Of these, CRC was detected at colonoscopy in 367 patients. The median age at diagnosis
of CRC was 70 years (IQR 61-78) and 60.1% were male. Nine patients developed CRC at a median of 13 months
(range 7-34) after a cancer-negative colonoscopy (missed CRC). The PCCRC-3Y for years 2011-2015 was 2.16% (95%CI
0.91-5.15). 5/9 missed CRC developed in left colon. All missed CRC cases were moderately or poorly differentiated
adenocarcinomas. History of inflammatory bowel disease (OR 21.9, 95%CI 4.6 - 103.7, p<0.001) and diverticulosis (OR
5.4, 95%CI 1.4 – 20.5, p = 0.01) were significantly associated with development of missed CRC. Patient age, sex, prior
history of CRC, bowel preparation at colonoscopy or trainee involvement at colonoscopy were not associated with
missed CRC. Majority of the missed cases (7/9) were early-stage CRC (stage 1 or 2). There was no significant difference
in overall-survival in patients with missed or detected CRC (p=0.94).
Conclusions: In our tertiary referral colonoscopy cohort, the rate of PCCRC-3Y was 2.16% (95%CI 0.91-5.15).
Inflammatory bowel disease and diverticulosis were significantly associated with risk of missing CRC at colonoscopy.
Majority of missed CRC cases were early-stage with similar overall-survival as detected CRC.

PREGNANCY-RELATED LIVER DISEASE IS MORE COMMON IN ABORIGINAL AND TORRES
STRAIT ISLANDERS: TARGETING AN AT-RISK AND UNSTUDIED POPULATION
Alexandra Fullerton, 2,3Richard Skoien, 1,3Helen Tanner.
Obstetric Medicine, Women’s and Newborn Services, Royal Brisbane and Women’s Hospital; 2Department of
Gastroenterology and Hepatology, Royal Brisbane and Women’s Hospital; 3School of Medicine, The University of
Queensland
1
1

Background: Pregnancy-related liver disease (PRLD), such as intrahepatic cholestasis of pregnancy (ICP), pre-eclampsia
and/or HELLP syndrome, acute fatty liver of pregnancy (AFLP), and hyperemesis gravidarum (HG), affect approximately
3% of pregnancies worldwide. Prevalence of each condition per pregnancy varies (≤0.1% for AFLP to up to 8% for preeclampsia/HELLP) and there is ethnic variation (ICP affecting 0.7% of European pregnancies but 4% of pregnancies in
indigenous South Americans). There are no published data on the prevalence of PRLD amongst Australian Aboriginal
and Torres Strait Islander mothers, despite recognised disparities in maternal health outcomes compared with the nonindigenous population.

SIMPLIFY study: Overall cure (SVR12) rate was 94% (ITT, 97/103) and 100% (mITT, 97/97). There were no factors associated with reduced
SVR12 (such as ongoing IDU, housing stability, cirrhosis or adherence [≥90% vs <90%]). Modified intention to treat (completed treatment) and
excluding non-virologic failures (lost to follow-up: n=4; death: n=1; re-infection: n=1).2
a
Cure is defined as HCV RNA level of less than 15 IU/mL at 12 weeks after the cessation of treatment (SVR12).1
†
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Abbreviations: HCV: hepatitis C virus; IDU: injecting drug use; ITT: intent to treat; mITT: modified intent to treat; RNA: ribonucleic acid; SVR12: sustained virologic response 12 weeks
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LONG TERM RESULTS
LONG TERM PLANS
Real-world data shows 4 out of 5 Crohn’s disease patients remain on STELARA after 12 months†1,2
Retrospective cohort analysis of a 10% subset of Australian Pharmaceutical Benefits Scheme data1,2
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Methods: This study aimed to quantify the prevalence and incidence of PRLD amongst indigenous women receiving
antenatal care at Royal Brisbane and Women’s Hospital. Data regarding patient demographics, pre-existing liver
disease, co-morbidities and pregnancy outcomes were obtained from a dedicated semi-prospectively maintained
maternity database. Significant associations were identified using Fisher’s exact test (categorical variables) and the
Mann-Whitney test (continuous variables).
Results: Data from 1,302 pregnancies from July 2014 to June 2021 were analysed. Mean values (± standard deviation)
were obtained for pre-pregnancy BMI (27.2 ± 8.5 kg/m2), maternal age at delivery (26.8 ± 6.1 years) and gestational age
at delivery (37.6 ± 3.8 weeks). Smoking was common (43.5% up to 20 weeks, 33.0% after 20 weeks) but high levels of
alcohol consumption was rare (1.8%). A total of 185 women (14.2%) were diagnosed with PRLD (7.0% eclampsia/HELLP,
6.6% HG, 1.4% ICP, 0.0% AFLP). The incidence of these conditions remained stable over the seven years. Pre-existing
liver disease was diagnosed in 65 mothers (5.0%), with the majority having hepatitis C. A subsequent diagnosis of
PRLD was more common in these patients (24.6% vs. 13.7%; P=0.027). Mothers who developed PRLD had higher prepregnancy BMI (28.7 ± 9.4 vs. 27.0 ± 8.3 kg/m2; P=0.017) and were more likely to have diabetes/gestational diabetes
(22.7% vs 14.1%; P=0.004) and hypertension (7.6% vs 1.7%; P=0.0001).
Conclusions: The prevalence of PRLD in Australian indigenous mothers was several-fold higher than the published
international prevalence, while non-pregnancy-related liver disease was rarely diagnosed. PRLD was associated with
higher BMI, diabetes/gestational diabetes, hypertension and pre-existing liver disease. These are the first data related
to PRLD in Aboriginal and Torres Strait Islander peoples and further studies are warranted to improve outcomes in this
vulnerable patient population.

BOWEL WALL THICKNESS RESPONSES ON INTESTINAL ULTRASOUND PREDICT NEED FOR
RESCUE THERAPY IN A MULTICENTRE PROSPECTIVE COHORT OF ACUTE SEVERE ULCERATIVE
COLITIS PATIENTS: USUC STUDY INCLUDING GENIUS COHORT
Yoon-Kyo An, Emi Khoo, Niamh Lindsay, Anna Amiss, Richard Fernandes, Lena Thin, Tom Goodsall, Robert Bryant, Emily
Wright, Rebecca Smith, Antony Friedman, Jakob Begun
Background: Acute Severe Ulcerative Colitis (ASUC) is a medical emergency and adequate evaluation of patients is
crucial to ensure prompt treatment. Intestinal ultrasound (IUS) is powerful, non-invasive point-of-care tool to assess
transmural disease in real-time with high sensitivity and specificity. Currently, there is no available data on the utility of
IUS in ASUC. The aim of this study was to determine the accuracy of IUS findings for predicting IV steroid therapy failure
in patients with ASUC and the requirement for rescue therapy or colectomy.
Methods: We conducted a nation-wide multicentre prospective observational cohort study on an adult ASUC patients
who presented to hospital requiring admission between November 2019 to December 2021. Patients were recruited
from 5 Australian inflammatory bowel disease centres with IUS service. Six study visits were conducted for each patient
(Figure 1). The patients received IUS in addition to usual clinical care at each visit.
Results: We report on the outcome of 25 consecutive patients with ASUC (mean age was 34.1 years, 40% were male,
and the mean disease duration was 4.8 years). Seven patients presented with ASUC as their index presentation of
UC, and five patients (20%) had previous biologic exposure. Thirteen patients (52%) required rescue therapy and two
patients required colectomy. The median CRP at admission was 52 (range 5-196), which decreased to 20.5 (range 1.673) at SV2, and 5.5 (range 0.4-49) at discharge (SV3). The median colonic bowel wall thickness (BWT) at presentation
was 6.0mm (range 3.8-9.9mm) which decreased to 4.8 mm (range 2.5-9.0 mm) at SV2 and 4.1mm (range 1.7-8.1mm)
at discharge. Although the drop in CRP from SV1 to SV2 was significant (p=<0.0001), there was no significant difference
between those responding to steroids compared with those requiring rescue therapy (p=0.10). Although BWT on IUS at
admission was similar between steroid responders and non-responders, it was significantly lower in steroid responders
at SV2 and SV3 (p=0.003; Figure 2). Among steroid responders BWT decreased by 2.1mm (95% CI 2.9 to 1.3 mm)
compared to 0.7 mm (95% CI 0.7 to 1.7mm) in those requiring rescue therapy. A cut-off value of 1.9 mm identified
patients requiring rescue therapy (Sn 85%, Sp 60%, AUC 0.765).
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Conclusion: This is the first multi-centre
prospective study to show that the improvement
in bowel wall thickness on intestinal ultrasound
after IV steroids can identify patients requiring
rescue therapy and should be considered as an
important non-invasive monitoring modality in
ASUC.
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