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HOT TOPICS IN GASTROENTEROLOGY AND 
HEPATOLOGY. 

  UPCOMING SCIENTIFIC EVENTS. 
I. 4th IBD clinical observation program. 
II. 14th SGA annual Meeting & 3rd SASLT Meeting. 

 
 

GUT CLUB SCHEDULE FOR 1435: 
I. Riyadh GUT Club meeting Schedule. 
II. Jeddah GUT Club meeting Schedule. 
III.  Eastern Province GUT Club meeting Schedule.   
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SGA LATEST SCIENTIFIC PARTICIPATIONS: 
I. SGA participation in celiac awareness day at King 

Fahad Medical City . 
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I. Evolution Of SGA Educational Material. 
II. The First International Live EUS conference in KSA.  
III. 13th Endoscopy Course & Workshop. 
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             1.BREAKING NEWS 

I. Evolution Of SGA Educational Material 



The First International Live EUS 

conference in KSA was held on 10,11th 

December 2014 at King Fahad Medical 

City  which included live demonstrations 

of basic and advanced EUS procedures 

combined with state-of-the-art lectures 

from  international and local speakers.  

The course objectives were:  

How to differentiate between  the 

various types of cystic pancreatic tumors 

and chronic pancreatitis;  

Recognize the technical aspects and role 

of interventional EUS procedures; 

Demonstrate the proper technique for 

EUS guided biopsy (cytology & 

histology);  

Identify the adverse events associated 

with EUS and to differentiate the various 

sub-epithelial mass lesions.  

At the end of this conference we met 

our goals and provide a world-class 

experience, we have assembled the best 

faculty from around the world who  

enthusiastically shared their knowledge, 

wisdom, and experience. 

 A significant collaboration with 

American Society for Gastrointestinal 

Endoscopy and Saudi Gastroenterology 

Association was also achieved .  

  

II. The First International Live EUS 
conference in KSA 



 
 Public health awareness day and education 
about celiac disease was successfully held at 
King Fahad Medical City on 13th of April 
2015. SGA was invited by the organizing 
committee (Clinical Nutrition Department). 
SGA blissfully shared the events with a Booth 
for the distribution of Brochures & other 
health related material about celiac disease. 
 

I. SGA participation in celiac awareness day at  
King Fahad Medical City  

III. 13th Endoscopy Course & Workshop 

The 13th Endoscopy Workshop was held on 4-5 
March 2015 in Riyadh Marriot hotel, which was 
successful with more than 700 participations from 
all part of the world. We were delighted to have 
with us excellent endoscopists from many 
countries such as USA, Belgium, France, Germany, 
India, Egypt and UK. During our Workshop the 
cases were carefully selected and the experts were 
given enough time to perform the procedures and 
explain the new endoscopic modalities. The large 
audiences were very interactive. The standards 
were high including audio video projections. 
Certainly these workshop would count as a very 
important endoscopy course  in the Kingdom of 
Saudi Arabia. 

SGA LATEST SCIENTIFIC PARTICIPATIONS: 



3.Hot topics in Gastroenterology & Hepatology 

The guideline is based on a technical review of the 
literature, the available evidence on management 
of pancreatic cysts, was mostly based on case 
series.  Recognition of pancreatic cysts is growing 
due to increased use of advanced imaging 
techniques, and established plan is needed to 
determine if those cysts are related to cancer or 
high-grade dysplasia. The evidences are of low 
quality, however, the AGA Clinical Practice 
Guideline Committee stated that it was still 
important to develop a guideline based on this 
evidence because the clinical problem is so 
complex.  
 The AGA suggested the following conditional 
recommendations: 
•Patients who have pancreatic cysts smaller than 3 
cm with no solid component or dilated pancreatic 
duct should have an MRI in 1 year, then every 2 
year for a total of 5 years if the cyst does not change 
in size or characteristics.  
 

The American Gastroenterological 
Association (AGA) released a new guideline 
on the diagnosis and management of 
asymptomatic neoplastic pancreatic cysts 

• Pancreatic cysts with 2 or more high-risk features, 
such as a size of 3 cm or greater, a dilated main 
pancreatic duct, or an associated solid component 
should be examined with endoscopic ultrasonography 
(EUS)-fine-needle aspiration (FNA).  
 

•EUS-FNA should be performed in patients whose cysts 
develop significant changes, such as development of a 
solid component, increased size of the pancreatic duct, 
and/or a diameter of 3 cm or more.  
 
•Continued surveillance is not necessary if the 
characteristics of the cyst have not changed significantly 
after 5 years of surveillance or if the patient is no longer a 
candidate for surgery.  
 
The AGA also suggested surgery in patients whose cysts 
have a solid component and a dilated pancreatic duct 
and/or concerning features on EUS-FNA (conditional 
recommendation) and recommended referral to a center 
that has demonstrated expertise in pancreatic surgery 
(strong recommendation).  
MRI surveillance every 2 years is recommended after 
surgical resection of a cyst with invasive cancer or 
dysplasia.  
AGA suggested that cysts which do not show high-grade 
dysplasia or malignancy at surgical resection do not need 
routine surveillance (conditional recommendations).  

 
Gastroenterology, March, 2015 
 
 
 
 
 
 
 
 
 



Safety alert for the new oral hepatitis C 
treatments. 

 

The US Food and Drug Administration (FDA) is 
warning for serious bradycardia with the hepatitis C 
antivirals ledipasvir/sofosbuvir (Harvoni, Gilead 
Sciences) and sofosbuvir (Sovaldi, Gilead Sciences) 
when used in combination with the antiarrhythmic 
agent amiodarone. 
 
Gilead Sciences reported a postmarking adverse 
events for nine patients. All were taking amiodarone, 
along with  ledipasvir/sofosbuvir in three patients 
,sofosbuvir and daclatasiver in five patients and one 
was taking sofosbuvir and simeprevir. Seven were 
taking a beta-blocker. 
All of the patients developed symptomatic 
bradycardia after taking these combinations. Three 
patients required pacemaker implantation.  One 
patient died from cardiac arrest after treatment. 
The new FDA recommendation is that clinicians 
should discuss the potential risks with patients, In 
addition, the patients should undergo cardiac 
monitoring for 48 hours after first administration and 
then daily heart-rate monitoring in the outpatient for 
2 weeks. 

Elevated levels of Fecal Calprotectin 
correlate with the severity of 
postoperative endoscopic recurrence 
in asymptomatic patients with Crohn’s 
Disease 

Fecal calprotectin (fCal) is widely used as marker of 
gut inflammation and is strongly associated with the 
severity of endoscopic lesions in Crohn’s disease 
(CD). The study  analyzed the relationships between 
levels of fCal and high-sensitivity C-reactive protein 
(hsCRP) and the presence and severity of 
postoperative endoscopic recurrence in 
asymptomatic CD patients .Blood and fecal samples 
were collected in consecutive asymptomatic CD 
patients (Harvey–BradshawBlood and fecal samples 
were collected in consecutive asymptomatic CD 
patients (Harvey–Bradshaw index 0.85±0.19, 
mean±s.e.m.) who had undergone an ileocolonic 
resection. CRP and fCal were measured and a 
routine ileocolonoscopy was performed within 18 
months (median 7 months) from resection, to detect 
endoscopic recurrence according to the Rutgeerts 
score. 
This prospective multicenter observational cohort 
included eighty-six patients. fCal concentrations was 
differed significantly in patients with endoscopic 
recurrence vs those in endoscopic remission 
(mean±s.e.m.: 473±78 μg/g vs. 115±18 μg/g; 
P<0.0001). The area under the receiver operating 
characteristic (ROC) curve to discriminate between 
patients in endoscopic remission and recurrence was 
0.86 for fCal and lower for hsCRP (0.70). The best 
cutoff point for fCal to distinguish between 
endoscopic remission and recurrence was 100 μg/g 
as determined by the ROC curve, and its sensitivity, 
specificity, positive and negative predictive values 
(NPVs), as well as overall accuracy were 95%, 54%, 
69%, 93%, and 77%, respectively. The authors 
concluded that measurement of fCal concentrations 
is a promising and useful tool for monitoring 
asymptomatic CD patients after ileocolonic 
resection. Taking into account the high NPV of fCal, a 
threshold below 100 μg/g could avoid colonoscopies 
in 30% of patients. 
 
American Journal of gastroenterology, March 2015 
 
 
 
 
 



Abandonment of the terms “dysplasia-
associated lesion or mass (DALM) in 
IBD. 

 

New International consensus guidelines for 
surveillance colonoscopy and management of 
dysplasia in inflammatory bowel disease was 
released. 
The new consensus statement represents a major 
change in colonoscopy practice for surveillance 
colonoscopy and management of dysplasia in IBD. 
 
Key Recommendations was summarized by Dr 
Waleed  Mahrous , Gastroenterology consultant at 
Mohammed Bin Naif Medical center : 
 
 
• High definition is favored over standard definition 
for performance of surveillance colonoscopy. 
 
• Routine performance of chromoendoscopy during 
IBD surveillance is recommended as an adjunct to 
high-definition colonoscopy. 
 
• Narrowband imaging is not a replacement for high-
definition, white-light colonoscopy or 
chromoendoscopy. 
 

• No specific recommendation on performance of 
random biopsies was made in patients undergoing 
high-definition, white-light colonoscopy plus 
chromoendoscopy. (The panel did not reach 
consensus on this topic. Sixty percent of the panel 
members disagreed with performing random 
biopsies during chromoendoscopy, suggesting that 
the standard of care no longer requires random 
biopsies when high-definition chromoendoscopy is 
used. 
• The panel recommends abandonment of the terms 
“dysplasia-associated lesion or mass (DALM),” 
“adenoma-like,” and “non-adenoma-like.” When 
dysplasia is detected, it should be characterized as 
“endoscopically resectable” or “nonendoscopically 
resectable”; in the latter case, the patient should be 
referred to surgery or consultation by an expert 
colonoscopist. Visible dysplasia can also be 
characterized according to the Paris classification as 
polypoid, nonpolypoid, etc. 
 
• After complete removal of endoscopically 
resectable polypoid dysplasia, surveillance 
colonoscopy is recommended rather than 
colectomy. 
 
• After complete removal of endoscopically 
resectable nonpolypoid dysplasia, surveillance 
colonoscopy is suggested rather than colectomy. 
 
• For patients with endoscopically invisible dysplasia 
(confirmed by a GI pathologist), referral is suggested 
to an endoscopist with expertise in IBD surveillance 
using chromoendoscopy with high-definition 
colonoscopy. 
 
Gastrointestinal Endoscopy 2015, volume 81(3). 
 
 
 
 
 



4-UPCOMING SCIENTIFIC EVENTS. 
 I. 4th IBD clinical observation program 

II . 14th SGA annual Meeting & 3rd SASLT Meeting 



5. GUT Club meeting Schedule for 1436 H 
 

 I . Riyadh GUT Club meeting Schedule 

27th May 2015 Dr. Sami Al-Momen 
Consultant Gastroenterologist 
King Fahad Specialist Hospital (KFSH), Dammam 

7th October 
2015 

Prof. Abdulaziz Al-Quorain 
Consultant Internist/Gastroenterologist, Professor, 
Department of Internal Medicine, KFHU  

28th October 
2015 

Dr. Mohd Al-Edreesi 
Consultant Pediatric Gastroenterologist, John Hopkins 
ARAMCO Hospital, Dhahran 

25th November 
2015 

Dr. Fuad Maufa 
Consultant Gastroenterologist, John Hopkins 
ARAMCO Hospital, Dhahran 

30th December 
2015 

Prof. Abdulaziz Al-Quorain 
Consultant Internist/Gastroenterologist, Professor, 
Department of Internal Medicine, KFHU 

II .Jeddah GUT Club meeting Schedule 

III. Eastern Province GUT Club meeting Schedule  



 

Thank you,  

Greetings from SGA 

team 

 
 


