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1.BREAKING NEWS

I. New SGA Educational Video Clip.

2.SGA LATEST SCIENTIFIC PARTICIPATIONS

I.1st awareness campaign for colon cancer.

On April 30th 2015, a group of 6th year
medical students from King Abdullah AZIZ
University (Jeddah) under the supervision
of Dr. Moutaz Hashim , SGA board
member organized a campaign to raise the
awareness for colon cancer and encourage
all individuals to engage in recommended
colon cancer screening program Our main
target is to address important companies
like MBT , Alinma bank and Shamyel .To
support and fund our campaign.

SGA is pleased to announce its 8th high
definition animated Arabic video clip to
increase public awareness about GI
diseases. The video is elaborating the
etiology, risk factors ,diagnosis, and
management of Nonalcoholic fatty liver
disease.
https://www.youtube.com/watch?v=PM
gJQwMeeiM&feature=youtu.be&a



In collaboration with the clinical skills

and simulation center at King Abdulaziz

University in Jeddah, a one day course

entitled " Fundamentals of

Gastrointestinal Endoscopy" was held on

May,5 2015 in Jeddah.

The course was directed by Dr. Hani

Jawa, Dr. Ahmad Alharbi and Dr.

Mohammad Mawardi.

III. Fundamentals of Gastrointestinal Endoscopy.II. Celebration of world IBD day in 14 hospitals all 
over the kingdom.

SGA participated in celebration of world
IBD day in 14 hospitals all over the
kingdom ( 4 in Jeddah, 2 in Makkah , 1 in
Madina, 5 in Riyadh , 1 in Dammam , 1 in
Hofouf)A large number of people visited
the educational booth as follows:

• 515 persons in Riyadh (300 In King
Fahd National Guard Hospital , 150
In King Faisal Specialist , 55 in King
Khalid University Hospital, 70 In King
Fahad Medical City and 40 in
Security Force Hospital)

• 170 persons in Dammam and Hofuf
40 in King Fahd University Hospital
Dammam and 130 in King Fahad
General Hospital Hofuf)

• 195 persons in Jeddah( 55 in
National Guard Hospital , 60 in King
Fahd National Guard Hospital, 40 in
In King Faisal Specialist and 40 in
ERFAN Hospital)

• 45 persons in Madina
• 70 persons in Makkah ( 40 in Al

Noor hospital and 30 in Heraa
hospital



IV. Fourth IBD Clinical Observation Program .

The fourth sequel of the IBD Clinical Observation
Program was held on the 2nd and 3rd of May 2015
at King Khalid University Hospital, Medical
Education Center. The two-day event was
successful, as expected, by the virtue of our
honored Speakers and Organizers: Dr. Othman Al
Harbi , and Dr Ahmed Al Zubaidi from King Khalid
University Hospital. Guest Speaker Dr. Ebtisam Al-
Mughaseib from Prince Sultan Military Medical
City. Almost 20 Junior Gastroenterologists,
Fellows, Registrars and Consultants from all over
Saudi Arabia attended the two-day event which
have included the following activities: 1. Lectures
2.Interactive discussions of the Speakers and
attendees 3. Question and Answer Portion 4.
Difficult IBD case discussion 5. Daycare Tour. With
the assistance of the feedback and suggestions of
the previous attendees, we were able to make the
Program more interactive and educational for the
attendees that have participated in this event. The
primary goal of the program was to provide the
gastroenterologist fellows and juniors with a
multidisciplinary broad base of knowledge in
inflammatory bowel diseases.

V.3rd IBD PATIENT AWARENESS DAY

King Khalid University Hospital- Gastroenterology
Division conducted IBD awareness day as part of
activities for “IBD Awareness Campaign” to promote
health and raise public awareness of the Disease and
its nature. On the 29th of May 2015 at Marriott Hotel
,Riyadh. Physicians, Health Educators, Dieticians,
Company Representatives and other Supporting Staffs
were present and they had their own booth to ensure
that the guest needs will be accommodated.
Information dissemination through health education to
patients and their families is our focal point. As part of
the Program, patients were given an opportunity to
express their doubts, questions and clarifications
related to IBD. Our Respected Speakers: Dr. Othman Al
Harbi, Dr. Nahla Azzam, Dr. Omar Al-Obaid, and guest
speaker Dr. Abdurrahman Al-Fadda from King Faisal
Specialty Hospital and Research center gave 4 lectures
over 2 hours explaining all medical and surgical aspects
related to the disease and generously answered all
patients’ inquiries. Booths were also made available
with Health Educators and Dieticians to further educate
them in addition to Arabic and English Brochure about
the diseases .Dinner was served after all the activities.
KKUH Gastroenterology Unit and Saudi
Gastroenterology Association would like to
acknowledge ABBVIE PHARMACEUTICALS, Riyadh for
their sponsorship and ensuing the success of this
workshop!



Prevention of Rebleeding from Esophageal 
Varices in Patients with Cirrhosis Receiving 
Small-diameter Stents vs Hemodynamically 

Controlled Medical Therapy.

 

This is a prospective, randomized trial to
compare prevention of rebleeding in patients
with liver cirrhosis and variceal hemorrhage
who have a high risk of rebleeding given small-
diameter covered stent vs those given hepatic
venous pressure gradient (HVPG)-based
medical therapy prophylaxis. In This Open-
label study all patients with liver cirrhosis (92%
Child class A or B, 70% alcoholic) were treated
at 10 medical centers in Germany. Patients
were randomly assigned more than 5 days
after variceal hemorrhage to groups given a
small intrahepatic stent shunt (cTIPS, 8mm;
n=90), or medical reduction of portal pressure
(propranolol and isosorbide-5-mononitrate;
n=95). HVPG was determined at the time
patients were assigned to groups (baseline)
and 2 weeks later. In the medical group,
patients with adequate reduction in HVPG
(responders) remained on the drugs whereas
non-responders underwent only variceal band
ligation.The primary endpoint was variceal
rebleeding. Survival, safety (adverse events),

and quality of life (based on the SF-36 health
survey) were secondary outcome measure. A
significantly smaller proportion of patients in the
TIPS group had rebleeding within 2 y (7%) than the
medical group (26%) (P=.002). A slightly higher
proportion of patients in the TIPS group had adverse
events, including encephalopathy (18% vs 8% for
medical treatment, P=.05). Rebleeding occurred in
6/23 patients (26%) receiving medical treatment
before hemodynamic control was possible. Per-
protocol analysis showed that rebleeding occurred
in a smaller proportion of the 32 responders (18%)
than in non-responders who received variceal band
ligation (31%) (P=.06). Fifteen patients from the
medical group (16%) underwent TIPS placement
during follow-up, mainly for refractory ascites.
Survival time and quality of life did not differ
between both randomized groups. The authors
concluded that placement of a small-diameter cTIPS
was straightforward and prevented variceal
rebleeding in patients with Child A or B cirrhosis
more effectively than drugs, which often required a
step-by-step therapy. However, TIPS did not
increase survival time or quality of life and
produced slightly more adverse events.
Gastroenterology 2015 May 16; S0016-
5085(15)00683-6

3.What is new in gastroenterology and hepatology



 Self-expandable metal stents versus plastic 
stents for malignant biliary obstruction: a 
meta-analysis

Malignant biliary obstruction frequently
portends a poor prognosis. Palliative treatment
with stenting is often required to alleviate
symptoms and potentially prevent adverse
events.
The aims of this study were (1) to evaluate the

clinical difference between self-expandable
metal stents (SEMSs) and plastic stents (PSs) in
both hilar and distal malignant biliary
obstruction on occlusion rate and 30-day
mortality rate (primary outcomes) and stent
insertion success rate, therapeutic failure,
reintervention rate, and adverse events
(secondary outcomes); (2) to compare
unilateral stenting with bilateral stenting in hilar
malignant obstruction in terms of occlusion rate
and 30-day mortality rate (primary outcomes)
and insertion success rate, therapeutic failure,
and adverse events (secondary outcomes).
PubMed, Embase, and Cochrane databases
were searched for studies that provided data
about malignant biliary obstruction and stent
therapy. Nineteen studies involving 1989
patients (1045 SEMSs and 944 PSs) were
included for the comparison of SEMSs and PSs.
7 studies that compared unilateral with bilateral
stenting involving 634 patients (346 unilateral
and 268 bilateral) were also included. These
meta-analysis confirmed that SEMSs are
associated with a statistically significant lower
risk of occlusion compared with PSs in the short
term (OR 0.27; 95% confidence interval [CI],
0.13-0.60) and long term (OR 0.38; 95% CI,
0.28-0.53). SEMSs had a lower 30-day occlusion
rate than PSs in both hilar malignant
obstruction (OR 0.16; 95% CI, 0.04-0.62)

and distal malignant obstruction (OR 0.36; 95% CI,
0.14-0.93). SEMSs had a lower long-term
occlusion rate compared with PSs in hilar
malignant obstruction (OR 0.28; 95% CI, 0.19-
0.39) and distal malignant obstruction (OR 0.42;
95% CI, 0.27-0.64). The 30-day mortality rate was
similar with SEMSs and PSs (OR 0.74; 95% CI,
0.47-1.17). Therapeutic failure was more likely
when using PSs (13%) compared with SEMSs (7%)
(OR 0.43; 95% CI, 0.27-0.67). SEMSs required
fewer reinterventions compared with PSs (mean
difference, -0.49; 95% CI, -0.8 to -0.19). The
incidence of cholangitis was statistically lower
with SEMSs (8% vs 21%) (OR 0.41; 95% CI, 0.22-
0.76). Bilateral stenting for hilar obstruction was
not associated with a lower obstruction rate than
unilateral stenting (OR 1.49; 95% CI, 0.77-2.89) or
a lower 30-day mortality rate (OR 0.73; 95% CI,
0.29-1.79). There was no statistical difference in
therapeutic failure (OR 1.47; 95% CI, 0.77-2.89) or
cholangitis incidence (OR 0.61; 95% CI, 0.27-1.38).
They concluded that SEMSs are associated with a
statistically significantly lower occlusion rate, less
therapeutic failure, less need for reintervention,
and lower cholangitis incidence. There was no
statistically significant difference in occlusion rate,
therapeutic failure, and cholangitis incidence with
bilateral stenting. Guideline recommendations
may need to be modified to reflect clear and
compelling data demonstrating the benefit of
SEMSs in patients with malignant biliary
obstruction. Bilateral stenting should be avoided
because it has no benefit over unilateral stenting
in terms of occlusion rate or therapeutic failure.
Gastrointestinal Endoscopy 2015, 82 (2)



 Comparison of cecal intubation and adenoma 
detection between hospitals can provide 
incentives to improve quality of colonoscopy

Cecal intubation rate (CIR) and adenoma
detection rate (ADR) have been found to be
inversely associated with the occurrence of post-
colonoscopy colorectal cancer. Depicting
differences in CIR and ADR between hospitals
could provide incentives for quality improvement.
The aim of this study was to compare quality
parameters of routine colonoscopies between
seven hospitals in The Netherlands in order to
determine the extent to which possible
differences were attributable to procedural and
institutional factors. Patients and methods:
Consecutive patients undergoing colonoscopy
were prospectively included between November
2012 and January 2013 at two academic and five
nonacademic hospitals. Patients with
inflammatory bowel disease or hereditary
colorectal cancer syndromes were excluded. Main
outcome measures were CIR and ADR. Results: A
total of 3129 patients were included (mean age
59 ± 15 years; 45.5 % male). The majority of
patients (86.2 %) had a Boston Bowel Preparation
Scale (BBPS) score ≥ 6. Overall CIR was 94.8 %,
ranging from 89.4 % to 99.2 % between hospitals.
After adjustment for case mix (age, sex, American
Society of Anesthesiologists score, and indication
for colonoscopy), factors associated with CIR were
hospital and a BBPS score ≥ 6. Overall ADR was
31.8 % and varied between hospitals, ranging
from 24.8 % to 46.8 %. Independent predictors for
ADR were hospital, BBPS score ≥ 6, and cecal
intubation. By combining CIR and ADR for each
hospital, a colonoscopy quality indicator (CQI) was
developed, which can be used by hospitals to
stimulate quality improvement. Conclusion:
Differences in the quality of colonoscopy between
hospitals can be demonstrated using CIR and ADR.
As both indicators are affected by institution and
bowel preparation, a comparison between
hospitals based on the newly developed CQI could
assist in further improving the quality of
colonoscopy.
Endoscopy 2015 ;47(8):703-9.

Pervious data has been showed that a quantitative

fecal immunochemical test (FIT) can predict

mucosal healing (MH) in ulcerative colitis (UC).

Fecal calprotectin (Fcal) has also been reported as

an important biomarker of UC activity. The aim of

this study was to compare the predictive ability of

these two fecal markers for MH in UC. FIT and Fcal

were examined in stool samples from consecutive

UC patients who underwent colonoscopy. Mucosal

status was assessed via the Mayo endoscopic

subscore (MES). In total, 105 colonoscopies in 92

UC patients were evaluated in conjunction with

the FIT and Fcal results. Both FIT and Fcal results

were significantly correlated with MES

(Spearman's rank correlation coefficient: 0.61 and

0.58, respectively). The sensitivity and specificity

of the FIT values (<100 ng/ml) for predicting MH

(MES 0 alone) were 0.95 and 0.62, respectively,

whereas those of Fcal (<250 μg/g) were 0.82 and

0.62, respectively. The sensitivities became similar

when MH was defined as MES 0 or 1 (0.86 vs.

0.86). Although the predictability of MH evaluated

by the area under the receiver operating

characteristics curve was similar for the two fecal

markers (FIT 0.83 vs. Fcal 0.82 for MES 0 alone).

Both FIT and Fcal can efficiently predict MH in UC,

but FIT appears to be more sensitive than Fcal for

predicting MES.

Am J Gastroenterol. 2015;110(6):873-880

Fecal Calprotectin and  Fecal 
Immunochemical Test Can Predict Mucosal 
Healing in Ulcerative Colitis 



 HCV is now on the edge of being a 
curable disease.

The American Association for the Study of
Liver Diseases has updated the guidelines for
the treatment of HCV.The new guidance was
published on June 25 in Hepatology.
Some of the specific updates include the
following:
•One-time HCV testing is recommended for
persons born between 1945 and 1965,
without prior ascertainment of risk.
•All patients with chronic HCV infection
should be treated with the exception of those
with short life expectancies as a result of
comorbid conditions.
•Treatment-naive patients with HCV
genotype 1a or 1b infection should receive
daily sofosbuvir (400 mg) plus simeprevir
(150 mg) for 12 weeks (no cirrhosis) or 24
weeks (cirrhosis without Q80K
polymorphism), with or without weight-
based ribavirin (from 1000 mg [<75 kg] to
1200 mg [>75 kg]).
•Treatment-naive patients with HCV
genotype 3 infection should receive daily
sofosbuvir (400 mg) and weight-based
ribavirin plus weekly peginterferon for 12
weeks or, alternatively, daily sofosbuvir and
weight-based ribavirin for 24 weeks if they
are interferon-eligible.
•Daily fixed-dose combination of ledipasvir
(90 mg)/sofosbuvir (400 mg) for 12 weeks is
recommended for treatment-naive patients
with HCV genotype 4 infection.
•Patients with HCV genotype 1a or 1b
infection without cirrhosis but with failure of
prior peginterferon and ribavirin treatment
should receive daily sofosbuvir (400 mg) plus
simeprevir (150 mg) for 12 weeks.

•Daily fixed-dose combination of ledipasvir (90

mg)/sofosbuvir (400 mg) with weightbased RBV

(1000 mg [<75 kg] to 1200 mg [>75 kg]) for 24

weeks is recommended for patients who have

cirrhosis, in whom a previous sofosbuvir-

containing regimen has failed.

•Recommended treatment for patients with

genotype 1 or 4 HCV and decompensated

cirrhosis (moderate or severe hepatic

impairment; CTP class B or C) who may or may

not be candidates for liver transplantation,

including those with HCC Daily fixed-dose

combination ledipasvir (90 mg)/sofosbuvir (400

mg) and RBV (initial dose of 600 mg, increased

as tolerated) for 12 weeks. (IIb-C)

•For patients with anemia or RBV intolerance,

daily fixed-dose combination ledipasvir (90

mg)/sofosbuvir (400 mg) for 24 weeks. (IIb-C).

•For treatment-naive patients with HCV

genotype 1 without cirrhosis with CrCl rates less

than 30 mL/min, treatment with the daily fixed-

dose combination of paritaprevir (150

mg)/ritonavir (100 mg)/ombitasvir (25 mg) plus

twice-daily dosed dasabuvir (250 mg) with (1a)

or without (1b) RBV (200 mg) once daily is

recommended. RBV should only be given if the

baseline hemoglobin level is greater than 10

g/dL.

Hepatology June 2015



4-UPCOMING SCIENTIFIC EVENTS.
I . 1st GASTROENTEROLOGY WORKSHOP IN AL-MADINAH AL-MUNAWWARAH



4-UPCOMING SCIENTIFIC EVENTS.
II . 14th SGA annual Meeting & 3rd SASLT Meeting



5. GUT Club meeting Schedule for 1436 H

I . Riyadh GUT Club meeting Schedule

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


