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Dear Colleagues

It is with great pleasure that we welcome you to the Annual Sydney Upper GI Surgical 

Society (SUGSS) meeting. We have put together an invigorating one-day program, 

conveniently placed on a Saturday, with Dinner that night, making it easy to squeeze 

into your hectic schedule. 

As has been recent tradition we are again here in beautiful Double Bay, a stone’s 

throw from both the CBD and stunning beaches and coves, and on the banks of 

the Sydney Harbour in pleasant early summer Sydney weather. SUGSS is the first 

active Upper GI group in Australia and continues to play an educational as well as an 

important representative role for Upper GI Surgeons in NSW. 

After last year’s HBP themed meeting we are now turning the spotlight onto the hiatus 

and reflux. We will look at new technologies and old controversies, and again consider 

the effects that reflux plays before and after bariatric surgery. Today will include some 

great videos, cutting edge surgery, and some interesting debates involving lots of 

opportunity for audience involvement. Contributing will be an impressive list of Local, 

Interstate and International speakers including Reflux Royalty, Steve DeMeester and 

innovative foregut surgeon Reginald Bell who makes a claim for the Iron Throne of 

Reflux. 

For Fellows, registrars and junior doctors, it will be a great opportunity, not only to keep 

abreast of cutting-edge changes in surgery, but also to meet current and potential 

mentors and be stimulated to consider future fellowship and career opportunities.

This year our social program and dinner will again show off the highlights of hospitality 

in the iconic location of Sydney’s East.

Lastly, we wish to thank the valuable support that our sponsors contribute towards 

the success of this meeting, particularly our Principal Sponsor, Medtronic. Without 

our broad range of sponsors, this meeting would not be of the high calibre that we 

have come to expect and experience. 

Welcome and enjoy! 

David Martin & Michael Talbot  

Conference Co-Convenors

Dr David Martin 

Chair SUGSS

Dr Michael Talbot 

Treasurer SUGSS

Welcome
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$5,000 SUGSS MEDTRONIC TRAVELLING FELLOWSHIP

A sincere thank you to Medtronic, who has been a long term partner and principal 

sponsor of SUGSS, for providing this Travelling Fellowship for this year’s Meeting. 

Five papers were chosen and these will be presented in the brunch and post 

lunch sessions in the program.

ELIGIBILITY
Open to consultants within their first four years of practice - fellows, registrars, 

and residents who are planning a career in Upper GI surgery, this fellowship 

is planned to facilitate travel to expedite the learning of new techniques and 

processes to which you would not normally be exposed.

PROCESS
Candidates were required to send an original abstract for a 5 minute presentation 

at the SUGSS meeting and an accompanying covering letter outlining as to how 

they would like to use the $5,000 travelling fellowship.

ADJUDICATION
Nominees were judged by a panel based on the quality of the planned presented 

paper and their plans for use of the travelling fellowship. Previous recipients 

have used their prize to support a visit of several renowned international units, 

often with concomitant international conference attendance.

ENTITLEMENTS
The prize winner will also be invited back to a future SUGSS conference to talk on 

their experiences and an associated Upper GI topic.

Sydney Upper Gastro-Intestinal Surgical Society (SUGSS)

SUGSS (Sydney Upper Gastro-Intestinal Surgical Society) is the representative body for NSW Upper GI 

surgeons. SUGSS recently represented this group of surgeons with the NSW government during the 

rationalisation of cancer services.

Sydney Upper GI 

Surgical Society

SUGSS

Principal Sponsor

Sydney Upper GI 

Surgical Society

SUGSS

SUGSS MEETING 2018

Saturday 17 November, 2018 
InterContinental Sydney, Double Bay, Australia

WINNER

$5,000 SUGSS MEDTRONIC
TRAVELLING FELLOWSHIP

for best free paper by a junior consultant, trainee, resident or student

www.sugss-meeting.com

Dr David Martin
Co-convenor

Dr Michael Talbot
Co-convenor

The SUGSS’ charter is to foster 

education and research for surgery 

of the Upper Gastrointestinal tract, 

encompassing the oesophagus, 

stomach, liver, biliary tract, and 

pancreas, as well as other areas 

such as endoscopy and hernia 

surgery with particular reference 

to the development of cooperative 

multi-centre studies and cross 

campus collegiality. When called 

upon, it is also the collective voice of 

representation for these surgeons. 

SUGSS also has fostered close 

working relationships with the Upper 

Gastrointestinal Surgery contingent 

of the RACS (Royal Australian College 

of Surgeons), as well as with the 

ANZ Gastro-Oesophageal and 

Hepatobiliary Pancreatic Surgical 

Associations (ANZGOSA / ANZHBPA) 

and the ANZ Metabolic and Obesity 

Surgery Society (ANZMOSS). The 

board members of SUGSS are; 

David Martin - Chair (Royal Prince 

Alfred Hospital/Concord Repatriation 

Hospital), Michael Talbot - Treasurer 

(St George Hospital), Steve Liebman 

(Royal North Shore Hospital) and 

Henry Pleass (Westmead Hospital). 

The Committee of Management 

includes Charbel Sandroussi (Royal 

Prince Alfred Hospital), Koroush 

Haghighi (St Vincent’s and Prince 

of Wales Hospitals), Nick Williams 

(Wagga Wagga Base Hospital) and 

Peter Cosman (Liverpool Hospital). 

It is the only local association for 

Upper GI surgeons in NSW and 

preceded by the ANZHBPA and 

ANZGOSA Associations. SUGSS 

hosts an Annual Meeting in Sydney 

which is very successful and well 

attended.

About SUGSS
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Dr Reginald C.W. Bell, M.D., F.A.C.S. specialises in the diagnosis and minimally invasive 

treatment of foregut diseases. He has been in private practice since 1990.

In 2017 Dr Bell founded the Institute of Esophageal and Reflux Surgery, specialising in the 

diagnosis and minimally invasive treatment of esophageal and gastric disorders. Please 

visit www.IERSurgery.com. Committed to his specialty in foregut, he and a handful of other 

specialists founded the American Foregut Society, where he is currently Chair of the Board.

Dr Bell has recently accepted a position with Ethicon as Consultant for Clinical Affairs. Dr 

Bell was born in Japan which may account for his love of travel. He grew up in Canada 

and Northern California, and, after college, thought that he wanted to be a professor of 

philosophy and symbolism. However, others found his writing boring, and so he thought a 

more pragmatic choice would be psychiatry. Dr Bell went to medical school with the desire 

to be a psychoanalyst. Along the way, surgery instead appealed to him as a way to put 

thought and manual skill together. After completing medical school in Virginia and surgical 

residency in Colorado he joined a private practice in south metro Denver. Dr Bell has been 

very involved in laparoscopic surgery, presenting research and teaching at both the national 

and international level.

The Venue
InterContinental Sydney Double Bay
33 Cross Street, Double Bay

Located in the picturesque seaside 

village of Double Bay, this intimate 

Sydney hotel offers luxury and privacy 

at its finest. Only minutes from the 

CBD of Sydney and 13kms from the 

airport, guests can enjoy the central location and village atmosphere of 

Double Bay with boutique shopping, cafes and the beach only a minute’s walk from the hotel. At sunset, escape the city for 

stunning harbour views and a cocktail or two at our rooftop bar
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International Speakers

Prof Reginald Bell

USA 

Prof Steven DeMeester

USA

Steven R. DeMeester, M.D., is currently in the Section of Foregut and Minimally Invasive 

Surgery of the Oregon Clinic in Portland, Oregon, and is Clinical Professor of Surgery with 

the Oregon Health Sciences University. He joined the Oregon Clinic in 2016 after 20 years 

at the University of Southern California where he was Clinical Scholar and Professor of 

Cardiothoracic and Foregut Surgery. He earned his medical degree from Loyola Stritch School 

of Medicine, and subsequently completed both a general surgery residency and critical care 

fellowship at the University of Michigan. He then went on to complete cardiothoracic surgery 

training, with special emphasis on general thoracic surgery, at Barnes Hospital, Washington 

University in St. Louis. To gain further expertise with complex foregut problems, and to refine 

his skills in minimally invasive laparoscopic and thoracoscopic procedures, he undertook a 

one-year esophageal surgery fellowship at USC, after which he joined the faculty there. He 

was full-time faculty at USC from 1996-2016

Dr DeMeester’s clinical practice focuses on innovative minimally invasive and endoscopic 

approaches to treat esophageal, gastric and mediastinal disorders as well as complex 

diaphragmatic and abdominal wall hernias.  His research focuses on complex paraesophageal 

and abdominal wall hernias and techniques to reduce tension and hernia recurrence, the 

role of mesh in hernia repair, esophageal motility abnormalities, gastroesophageal reflux 

disease, Barrett’s esophagus, and esophageal cancer. His work has led to over 150 peer 

reviewed publications, numerous book chapters and invited lectures throughout the world.

FREE WIFI

The code for internet for our  

event will be SUGSS2018

Just select ‘Intercontinental’ in 

the WIFI options. You will then 

be taken to your browser, 

then select ‘Visitors’ and enter 

the code SUGSS2018.

Cole Cowling, (under the tutelage of Erik Wilson), University of Texas, presenting an 

RCT on an important clinic issue.



Prof Greg Falk
Concord Repatriation General Hospital, Sydney

Professor Falk is a surgeon with 

more than 27 years’ experience in 

laparoscopic surgery. He is Clinical 

Associate Professor of Surgery at the 

University of Sydney, and Head of 

Department of Upper GI Surgery at 

Concord Repatriation General Hospital. 

He has published innovative research 

articles on upper gastrointestinal 

diseases including reflux, hiatus hernia, 

giant hiatus hernia, splenectomy, 

oesophageal cancer, stomach cancer 

and laparoscopic surgery.

Professor Falk (MBBS FRACS FACS) 

graduated from the University of Sydney 

in 1979 and obtained the Fellowship 

of the Royal Australasian College of 

Surgeons in 1986. He is also a Fellow of 

the Royal American College of Surgeons. 

He pursued  post-fellowship training in 

Upper GI Surgery in the UK from 1987 to 

1988, the USA in 1988, and Hong Kong 

in 1990. He is currently Senior Specialist 

in Upper GI Surgery at Concord Hospital 

and the Head of the Department 

of Upper Gastro-intestinal Surgery/

Endosurgery, Associate Professor of 

Surgery University of Sydney since 1999.

Professor Falk has pursued techniques 

in improving curability by surgery for 

oesophageal, gastric and pancreatic 

cancer, and pioneered advances in 

keyhole / laparoscopic surgery for the 

past 25 years. He is employing minimally 

invasive surgical techniques for gastric 

and oesophageal cancer resection, as 

well as laparoscopic removal of GIST 

tumour, gastric and duodenal polyps and 

pancreatic cysts. Professor Falk has had 

extensive experience with hiatus hernia 

and reflux surgery, with more than 

3500 cases completed by laparoscopy. 

He is referred both straightforward 

and complex cases and also recurrent 

problems, statewide.

Professor Falk has long term 

involvement in Barrett’s Oesophagus, 

Barrett’s Carcinoma, and prevention 

of oesophageal carcinoma. Recent 

progress has been achieved in 

diagnosis of laryngo-pharyngeal reflux 

(“reflux cough”) utilising new diagnostic 

regimens. He has completed multiple 

reviews of his personal series of 

oesophageal cancer resections with 

45% 5 year survival (compared with 

contemporary series of 20-25%).

Professor Falk has had a longstanding 

innovative approach to development 

in surgery and was recently the visiting 

guest Professor of the Society of Upper 

Gastrointestinal Surgeons of England 

(AUGIS) in Leeds, UK (2016).

Prof David Gotley
University of Queensland, Brisbane

David Gotley is an Upper GI surgeon in 

Brisbane and Professor of Surgery at the 

University of Queensland.

He is a member of the Upper GI and Soft 

Tissue Unit at the Princess Alexandra 

and the Mater Private Hospitals in 

Brisbane. His clinical career interests are 

minimally invasive techniques for gastro-

oesophageal reflux, oesophagogastric 

cancer and achalasia surgery. He 

undertakes diagnostic and interventional 

endoscopy, oesophageal pH monitoring 

and manometry.

Research interests began with his 

doctoral thesis in the genesis and 

consequences of reflux oesophagitis, 

followed by combined ambulatory 

manometry/pH, molecular mechanisms 

of tumour metastasis and potential 

molecular targets, and the molecular 

epidemiology of Barrett’s oesophagus.

National Faculty

Mark Your Diary
SUGSS MEETING 2019 

Saturday 16 November 2019
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Prof David Watson
Flinders University, Adelaide

Professor Watson is Professor and 

Head of Surgery at Flinders University, 

and an Esophago-Gastric Surgeon at 

Flinders Medical Centre in Adelaide. 

His interests include gastroesophageal 

reflux, and esophageal & gastric cancer. 

He leads clinical and laboratory research 

addressing benign and malignant 

esophageal disease, integrating 

laboratory, clinical and population 

research streams.

Professor Watson has published 400 

papers and book chapters, led the 

development of Australian national 

guidelines for the management of 

esophageal and gastric cancer, and 

contributed to national guidelines for 

the management of Barrett’s esophagus.

Professor Watson led the establishment 

of the Australia and New Zealand Gastric 

and Oesophageal Surgery Association 

(ANZGOSA) as its foundation President. 

He currently serves as Vice-President of 

the International Society for Diseases of 

the Esophagus (ISDE), and is a member 

of Council for the Australian Academy of 

Health and Medical Sciences (AAHMS).

He has been a recipient of significant 

research awards, including the John 

Mitchell Crouch Fellowship from the 

Royal Australasian College of Surgeons, 

a James IV Travelling Fellowship, 

Fellowship ad hominem of the Royal 

College of Surgeons of Edinburgh, 

election to Fellowship of the Australian 

Academy of Health and Medical Sciences, 

and appointment to a Matthew Flinders 

Distinguished Professorship at Flinders 

University.

Dr Geoff Kohn
Monash University, Melbourne

Mr Geoff Kohn, MBBS(Hons), MSurg, 

FACS, FRACS Geoff is a Melbourne-

based Oesophagogastric Surgeon. He 

obtained his FRACS in 2007 and then 

spent 3 years in the United States, first in 

the Division of Gastrointestinal Surgery 

at UNC-Chapel Hill and then at USC in 

Los Angeles in Dr Tom Demeester’s 

Foregut surgery unit.

He subsequently studied oesophageal 

physiology in NorthWestern University’s 

lab under Drs Kahrilas and Pandolfino. 

Geoff has a keen interest in academic 

surgery, has authored various journal 

articles and book chapters and was 

previously awarded best paper at 

DDW. He holds positions in multiple 

international surgical societies, 

including being current President of the 

Australasian Neurogastroenterology and 

Motility Association (ANGMA) and Co-

chair of SAGES Guidelines Committee.

He regularly runs teaching courses 

for surgeons, gastroenterologists 

and trainees including workshops for 

POEM and postgraduate courses on 

oesophageal physiology testing. Current 

research interests include outcomes 

research in gastrointestinal surgery and 

studies in oesophageal physiology.

A/Prof Garett Smith
University of Sydney, Sydney

Garett Smith is a leading laparoscopic 

general upper gastrointestinal and 

bariatric surgeon. He has been in 

practice on the North Shore and 

Northern Beaches for over 15 years.

Garett completed his training in 

advanced laparoscopic and bariatric 

surgery in Australia, The United 

Kingdom and the United States. He is 

past president of the Sydney Upper 

Gastrointestinal Surgical Society and 

founding executive member of the ANZ 

Esophago-gastric Surgeons’ Association. 

He is a member of the National and 

International Bariatric Surgeons’ 

Association.

Garett’s general surgical interest include 

laparoscopic hernia and gall bladder 

surgery.  Garett performs laparoscopic 

bariatric surgery including laparoscopic 

sleeve gastrectomy, gastric bypass 

surgery and revisional surgery for 

patients who have previously had lap 

band surgery.

Garett is involved in the training of 

general surgeons and supervises the 

Oesophagogastric Surgery/ Bariatric 

Fellowship at Royal North Shore 

Hospital. He is a member of the RACS 

court of examiners in general surgery. 

Local Faculty
Reza Adib

Ahmad Aly

Roy Brancatisano

Robert Finch

Henry Hook

George Hopkins

Ken Loi

David Martin

Ian Martin

Leigh Rutherford

Michael Talbot

Craig Taylor

Nick Williams



Program

SATURDAY 17 NOVEMBER 2018

0730 Registration opens

MORNING SESSION:   All you ever wanted to know about gastro-oesophageal reflux surgery 

0830-1020                      Chairs: Michael Talbot and Ian Martin                       

0830 President’s opening   David Martin

0835 What the long-term data tells us about outcomes from reflux surgery  David Watson 

0850 Using the evidence and experience to tailor the best anti-reflux procedure   Steve DeMeester

0905 How I assess and manage laryngopharyngeal reflux  Greg Falk

0915 Laryngopharyngeal reflux – 10 year results and what it means for my patients  David Gotley

0930 Practical oesophageal physiology for surgeons  Geoff Kohn

0940 The role of magnetic sphincter augmentation (LINX), TIF and Stretta in reflux now and the future  Reginald Bell 

0955 Discussion

1020 Morning tea amongst the trade exhibition

BRUNCH SESSION:   Reflux surgery – The great debates 

1050-1240                   Chairs: David Martin and Robert Finch 

1. Which fundoplication is the best for routine use?

1050 Anterior fundoplication (strongish)  David Watson

1100 Posterior fundoplication (pretty strong)  David Gotley

1110 360 fundoplication (very strong)  Steve DeMeester

1120 No fundoplication (soft)  Michael Talbot

1130 Panel Discussion

2. Large hiatus hernias - Which hiatal reinforcement is the best?

1145 Mesh not required  David Watson

1155 Go hard or go home. Permanent mesh  Garett Smith

1205 Am I Arthur or Martha? Biomesh  Ken Loi

1215 Panel Discussion

1230
Prize Paper: Long-term outcomes and satisfaction following mesh-reinforced hiatus hernia repair  Daniel Chan, St George 
Private Hospital

1235
Prize Paper: Revisional laparoscopic sleeve gastrectomy post gastric band in over 130 patients: An Australian experience  
Yujin Ko, Concord Hospital

1240 Lunch amongst the trade exhibition
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FREE WIFI

The code for internet for our  

event will be SUGSS2018

Just select ‘Intercontinental’ in 

the WIFI options. You will then 

be taken to your browser, 

then select ‘Visitors’ and enter 

the code SUGSS2018.
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POST LUNCH SESSION:   Video session – Fundos, big hernias, collis, bariatric, and revision everything 

1340-1500                           Chairs: George Hopkins and Henry Hook 

8 mins Repair including hiatal split and/or collis for massive hiatus hernia   Steve DeMeester

8 mins Short oesophagus, how and why I avoid collis and video technique   Reginald Bell

5 mins Pledget crural repair and posterior wrap   David Gotley

3 mins Anterior fundoplication   Ian Martin

5 mins Going all the way - 360 fundoplication   Ahmad Aly

5 mins Revision fundoplication   Garett Smith

3 mins Large hiatus hernia repair and biomesh during sleeve gastrectomy   Roy Brancatisano

5 mins Hiatus hernia repair and resleeve post sleeve gastrectomy   Craig Taylor

5 mins Sleeve to RYGB for reflux   Nick Williams

23 mins Discussion time allowed throughout session

1450
Prize Paper: Perioperative outcome of elderly patients ≥75 years undergoing gastric resection for gastric adenocarcinoma: 
A 15-year single centre experience  Elinor Tan, Royal Prince Alfred Hospital  

1455
Prize Paper: Post-operative complications after en-bloc multivisceral resection for upper abdominal tumours   
A/Prof Charbel Sandroussi (presenting on behalf of Paul Morris, Royal Prince Alfred Hospital)

1500
Prize Paper: Anterior Dor or posterior Toupet with Heller myotomy for achalasia cardia. A systematic review and meta-
analysis   Manjunath Siddaiah-subramanya, Sir Charles Gairdner Hospital

1505 Afternoon tea amongst the trade exhibition

AFTERNOON SESSION:   Controversy, revision, bariatric reflux, insiders tips and tales of woe 

1535-1720                           Chairs: Leigh Rutherford and Garett Smith 

1535 How I manage recurrent reflux post fundoplication  Steve DeMeester

1545 To fix hiatus hernia or not in sleeve gastrectomy. A RCT. 4yr data –  Cole Cowling  (under the tutelage of Erik Wilson)

1550 Incidence and management of reflux post sleeve gastrectomy  David Martin

1600 Manometry in sleeve gastrectomy - What does it tell us about reflux in this setting?  Michael Talbot 

1605 Magnetic sphincter augmentation (LINX) system for reflux post bariatric surgery  Reginald Bell

1610
Annual Reza Adib SUGSS Oration. RYGB as a primary procedure for reflux - An obsession with evidence and data 

driven decision making   Reza Adib

1615 Grief in the gullet - Tales from the darkside  Steve DeMeester

1630 Upper GI surgery - Tips to live by  David Gotley

1645 Discussion

1705 Closing remarks  Michael Talbot

1715 Session Close

1900 Pre-dinner Conference Dinner drinks  Stillery Bar, InterContinental Hotel, Double Bay

1930 Conference Dinner  Stillery Restaurant, InterContinental Hotel, Double Bay

FREE WIFI

The code for internet for our  

event will be SUGSS2018

Just select ‘Intercontinental’ in 

the WIFI options. You will then 

be taken to your browser, 

then select ‘Visitors’ and enter 

the code SUGSS2018.
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Venue:  STILLERY BAR & DINING 

  InterContinental Sydney Double Bay, 33 Cross St, Double Bay

Date:     Saturday 17 November, 7pm – late 

Cost:     $0 per delegate (included in registration) 

  $120 per accompanying person  

  (unfortunately no children are permitted)

Includes: Pre-dinner drinks and a gastronomical menu, accompanied by fine beverages

Don’t miss this opportunity to unwind with friends and colleagues, enjoying fine foods and beverages in the exquisite 

surrounds of the InterContinental Hotel Sydney Double Bay.

This social function has allocated seating, so please ensure you record your preferred seating on the table 

allocation sheet located at the registration desk.

Conference Dinner

10 SUGSS 2018 Annual Meeting

Tickets are still 

available - see 

the registration 

desk NOW!
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A collection of electronic posters is available for viewing within the trade exhibition during the 

catering breaks. The following abstracts will go into the draw to win $ 500!   Winner to be announced 

at the Conference Dinner.

Laparoscopic repair of central tendon diaphragmatic hernias in adults – a case report and review of the literature 

Ngee-Soon Lau, Royal Prince Alfred Hospital

Strategies to prevent post hepatectomy bile leak: an Australia and New Zealand Survey - Arsalan Bakhtiar, Royal 

Prince Alfred Hospital

Inferior vena cava resection and reconstruction with bovine pericardium: post-operative complications and 
outcomes - Paul Morris, Royal Prince Alfred Hospital

Resected sleeve weight as a reproducible measure in laparoscopic sleeve gastrectomy - Peter Yoon, University of 

Western Sydney, Blacktown Hospital

Laparoscopic Roux-en-Y gastric bypass as a salvage procedure for failed fundoplication in a 19 month old 
neurologically impaired child - George Balalis, Flinders Medical Centre

Last year’s SUGSS Medtronic Travelling Fellowship Winner* 

SUGSS/Medtronic Travelling Fellowship Report: Biomarker patterns refining the selection of pancreatic cancer 

patients for surgery - Chris Nahm, Royal North Shore Hospital

* exempt from ePoster prize  
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How I manage laryngopharyngeal reflux disease

Gregory L Falk

Management of LPR depends upon an understanding 

of the disease. Several studies demonstrating the 

pathophysiology will be discussed demonstrating the 

difference in pattern of physiological change between 

heartburn reflux and LPR reflux. Patients with severe 

heartburn reflux often have some element of LPR 

symptomatology. These are grouped in the heartburn 

reflux group.

Different patterns of abnormal physiology exist with high 

rates of oesophageal dysmotility and high rates of delayed 

gastric emptying in the LPR group there is usually decreased 

lower oesophageal sphincter tone but no hiatus hernia 

and frequently no heartburn or regurgitation. High rates 

of pulmonary aspiration encountered. Contradistinction to 

heartburn reflux patients where motility is usually normal, 

there is reduced tone but often a hiatus hernia and gastric 

emptying is only occasionally abnormal.

Initial studies of symptomatology following surgery in the 

two groups were presented at the college meeting in Perth 

many years ago. Patients were assessed by two channel 24 

hour pH. It was apparent that cure of symptomatology was 

not possible although some amelioration of symptoms was 

seen. It was evident that better techniques for identifying 

patients suitable for surgical treatment was necessary.

A novel technique of scintigraphy was developed and this 

will be demonstrated. It has aided our understanding of the 

nature of laryngopharyngeal reflux disease. An approach 

to the diagnosis and management of this disease will be 

outlined including factors which are indicative of a poor 

outcome for surgery, and methods of selecting for medical 

and surgical treatments.

Laryngopharyngeal reflux – 10 year results and what it 

means for my patients

David Gotley

The outcome of anti-reflux surgery in patients with 

suspected gastro-oesophageal reflux (GOR)-induced 

laryngopharyngeal symptoms is frequently uncertain. 

This is due to the variety, intensity and chronicity of these 

symptoms, and the difficulty in ascribing them to GOR, 

which has a prevalence of up to 15% in the population, 

not always symptomatic. Symptoms include burning 

tongue, lips, mouth and burning throat, globus, “scratchy” 

sensations in the throat, dysphonia, and chronic cough. 

The most commonly encountered of these symptoms in 

our practice is chronic cough. 

We have recorded prospectively all our patients who 

have undergone laparoscopic fundoplication since 1991. 

Within this cohort is a group of patients with chronic 

cough who we have previously studied prospectively using 

pre and postoperative cough scores and laparoscopic 

Nissen fundoplication. This study enabled us to provide 

realistic counselling to patients with cough who undergo 

fundoplication.

Patients in our database have provided pre-operatively 

their primary presenting symptom. This has allowed us to 

follow long term the success or failure in gaining control of 

chronic cough with fundoplication, in patients with proven 

GORD. The long-term results demonstrate a degree 

of success, but complete elimination of cough in these 

patients is often not forthcoming.

I will outline a clinical approach to these patients that 

is realistic and practical, with the aim of minimising 

disappointment for patients and the surgeon.

Posterior fundoplication (pretty strong) 

David Gotley

There is now an abundant literature comparing outcomes 

from fundoplication using various degrees of wrap. This 

includes randomised controlled trials and meta-analyses. 

These demonstrate that for effective control of reflux, 

Toupet fundoplication (270 degree) is no different to the 

Nissen, or 360 degree fundoplication. However, the Toupet 

provides patients with less dysphagia and gassy retention.

Our own data over 17 years will be presented and concurs 

with the above findings, with similar sustained quality of 

life measures for the two operations. While differences in 

outcomes between the two procedures statistically favour 

the Toupet over the Nissen, our data show that they are 

generally equivalent at 10 years postoperatively. That 

seems like a long time to wait.

Reoperation rates are increased for the Nissen (7%), and 

are entirely due to redo surgery for dysphagia, rather than 

recurrent reflux, which is equivalent for the 2 operations 

(3%).

Positive satisfaction rates at 10 years for the Nissen are 

88% and 90% for the Toupet.

From the evidence, two proposals can reasonably be 

made:

1. Cross out “Pretty Strong” and re-rate the Toupet 

correctly as “Very Strong”, just like the Nissen.

2. Perhaps we should be discussing with our patients why 

we are NOT doing a Toupet fundoplication instead of a 

Nissen- this would be what we call “informed consent.” 
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Avoiding fundoplication in hiatal surgery

Michael Talbot

Introduction: Surgical fundoplication creates a non-

physiologic anti-reflux valve that is effective both in treating 

reflux but also creating a range of side effects. Discovery 

of the effectiveness of fundoplication for reflux was 

accidental, and much controversy exists about the best 

configuration, be it 360 degree, 270 degree, 180 degree 

or 90 degree. A 0 degree fundoplication i.e. re-creation of 

normal anatomy with steps taken to ensure fixation of the 

oesophagus inside the abdomen is clearly another viable 

alternative.

Methods: Discussion of the history and physiology of 

hiatal repair as a stand-alone procedure vs hiatal repair 

with fundoplication.

Conclusions: There are many instances where 

fundoplication offers no clear benefit to anatomic 

reconstruction. In these situations a fundoplication may 

offer nothing other than risk of side effects.

Pledget crural repair and posterior wrap

David Gotley

Longevity of a reflux operation is crucial for best practice- 

nobody wants a second operation for the same thing. 

We have previously published on anatomical patterns of 

failure of anti-reflux surgery (Br J Surg. 2005 Aug;92(8):996-

1001). These studies demonstrated a consistent pattern of 

failure in both the Nissen and Toupet operations, with the 

posterior part of the wrap herniating into the hiatus due 

to dilatation of the hiatal ring, with distortion of the wrap 

and breakthrough reflux. Further posterior herniation 

can ultimately breakdown the wrap attachments to the 

diaphragm and increase herniation reflux. Sutures were 

always found to be intact.

A reduction in recurrent herniation and reflux has been 

achieved over time by using Teflon pledgetted repair of the 

posterior hiatus if there is a large hiatal ring, and careful 

fixation of the wrap and oesophagus to the margins 

hiatal ring. This does not appear to cause increased 

diaphragmatic referred pain as has been alleged in the 

past. The Teflon serves to anchor the posterior wrap by 

adhesion, and can serve to prevent suture cheese-wiring 

in thin or soft crural muscle in particular circumstances.

A short video will be presented of the technique.

A randomised trial comparing reflux symptoms in 

sleeve gastrectomy patients with our without hiatal 

hernia repair: 4 year follow up

J. Cole Cowling, M.D., Brad Snyder, M.D., Erik B. Wilson, 

M.D., Shinil K. Shah, M.D., Todd D. Wilson, M.D.

Department of Surgery, University of Texas McGovern Medical School, 

Houston, Texas

Background: Sleeve gastrectomy is currently a popular 

and effective surgical option for treatment of obesity 

but concern remains over the effect of the operation on 

gastroesophageal reflux and the efficacy of concomitant 

hiatal hernia repair on this outcome.  Our group previously 

published a randomized controlled trial comparing 

laparoscopic sleeve gastrectomy with and without hiatal 

hernia repair, with 50 patients in each arm demonstrating 

improvement in acid reflux in both arms but no significant 

difference in GSRS between the groups at 12 month follow 

up.  Here, we report long term 4 year follow up data on this 

same study group.

Objective: To report the long term reflux symptoms in 

patients undergoing sleeve gastrectomy with and without 

hiatal hernia repair

Methods: Long term follow up data of 4 plus years was 

sought on 100 patients who had previously undergone 

sleeve gastrectomy and who had been randomized to 

a posterior crural repair group or a nonrepair group in 

a previous study.  Results were obtained on 64 of these 

patients.  Their Gastrointestinal Symptom Rating Scale 

(GSRS) scores were compared between the groups and 

to their preoperative scores.  Patients who had been 

converted to gastric bypass were excluded.

Results: In the repair group, GSRS improved by average of 

1.7 points (preop mean 10.7).  In the nonrepair group GSRS 

improved by 1.4 points (preop mean 12.9).  At 4 plus years, 

with 61% follow up (excluding bypass conversions), the data 

demonstrated no significant difference in preoperative 

to current GSRS scores for either group (repair P = 0.52, 

nonrepair P = 0.18) or between the groups (P = 0.71).  

Overall, 42 of 61 patients, 69%, had improvement in their 

reflux symptoms, consistent with the 66% of patients who 

had improvement at 12 months in the original publication.  

From the original 100 patients, 5% were converted to 

bypass and none were converted to duodenal switch. 

No follow up data was available to compare analyze BMI, 

long term weight loss, acid reducing medication use or 

presence of a new hiatal hernia.

Conclusion: Our follow up data suggest that simultaneous 

crural repair and sleeve gastrectomy does not significantly 

reduce long term reflux symptoms compared to 

sleeve gastrectomy alone. It also suggest that while the 

improvement seen in reflux symptoms at 12 months 

was better than it was at 4 years, it appears that reflux 

symptoms are not significantly different from the patients 

preoperative condition in the long term.    
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Role of oesophageal physiology and anatomic studies 

in investigating symptoms after bariatric surgery.

Michael Talbot

Introduction: When presented with a patient who has 

side effects resistant to dietary and medical therapy 

following bariatric surgery a number of investigative tools 

are available to help determine which are the physiologic 

abnormalities driving the patient’s symptoms. Investigative 

options include gastroscopy, anatomic studies and 

physiologic studies which can examine oesophageal acid 

exposure or motility and bolus transit.

Methods: Review of data obtained through the multi-

modal assessment of patients presenting with foregut 

symptoms after bariatric surgery.

Results: Gastroscopy is an adequate screening test, but 

it routinely fails to adequately explain symptoms in the 

majority of patients. The most reliable post-endoscopy 

tests appear to be 3D CT and High-resolution manometry. 

Barium swallow and reflux studies may add more data if 

the diagnosis remains uncertain. Abnormalities diagnosed 

include hiatus hernia, motility disturbances and functional 

stenosis most frequently. Visceral hypersensitivity appears 

to be a factor in some patients, but they can still have 

underlying abnormalities driving their symptoms.

Conclusions: Before considering complex revision surgery 

for symptoms after bariatric surgery it is worthwhile to 

consider additional tests beyond endoscopy.

Annual Reza Adib SUGSS Oration. RYGB as a primary 
procedure for reflux - An obsession with evidence and 
data driven decision making

Reza Adib, The Wesley Hospital Brisbane

When surgical treatment of GERD is indicated in a severely 

obese patient, bariatric surgery rather than fundoplication 

should be strongly considered.

The surgeon has the opportunity to substantially improve 

the patient’s quality of life, positively impact multiple 

chronic medical conditions, and possibly reduce the excess 

long‐term mortality risk associated with severe obesity in 
an acceptably safe, minimally‐invasive, and cost-effective 
manner.
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Revisional laparoscopic sleeve gastrectomy post gastric 

band in over 130 patients: An Australian experience

Dr Yujin Ko1, Dr Tulsi Menon2, Mr Phil Le Page1, Mr David 

Martin1, Mr Craig Taylor1

1Concord Hospital, 2SJOG Midland Hospital (previously worked in 
Concord)

Biography: Yujin is a Resident Medical Officer in Sydney, 

who recently worked on the Upper GI unit at Concord 

Hospital, and has an interest in Surgery.

Background: A significant proportion of patients 

experience poor weight loss, weight regain or inadequate 

dietary compliance following gastric band surgery. Some 

require revisional bariatric surgery. Many believe the 

Laparoscopic Sleeve Gastrectomy to be another form of 

a “restrictive” procedure, and so may not be a suitable 

revisional option; this remains an area of discussion. Here 

we analyse the effectiveness of revisional Laparoscopic 

Sleeve Gastrectomies post Gastric Band in 136 patients.

Method: A retrospective observational study was 

performed on a prospectively collected database of 148 

consecutive patients that had undergone conversion from 

prior Gastric Banding to Laparoscopic Sleeve Gastrectomy 

by 3 Bariatric Surgeons from Nov 2008 to Jan 2018. Revision 

operations were performed as a two-stage procedure in 

all. Weight loss and complications were analysed.

12 patients were excluded due to complications from the 

Gastric Band.  Follow-up rate was 100% up to 3 months, 

60% up to 12 months and 53% up to 2 years. 

Results: Mean %EWL post- Laparoscopic Sleeve 

Gastrectomy at 6 months, 12 months, 18 months, 24 

months and 36 months were 64.8 % + 32.95,  84.36% + 

46.08,  78.44%  +  51.42,  74.67% + 53.56 and 74.48% + 

26.5, respectively. 

One patient had an intraoperative splenectomy for 

bleeding.  There was no leak or mortality in our cohort of 

patients.

Conclusion: Laparoscopic Sleeve Gastrectomy after failed 

Gastric Banding is results in effective weight loss in the 

short to moderate term with minimal complications when 

performed in expert hands.  This study to our knowledge 

has the largest cohort of patients in Australia.

Prize Paper Abstracts
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Long-term outcomes and satisfaction following mesh-
reinforced hiatus hernia repair

Dr Daniel Chan1,2,3, Dr Sonia Tran2,3, Dr Shaveen 

Kanakaratne3, Dr Hannah Bruce3, Dr Cynthuja 

Thilakanathan3, Dr Nicholas Bull2,3, A/Prof Michael 

Talbot1,2,3

1St George Private Hospital, 2University of New South Wales, 3Upper GI 
Surgery

Biography: Daniel is in his final year of SET training at the 

St George Hospital network and is pursuing a career in 

Upper GI surgery. He is an early career researcher with 

over twenty peer-reviewed journal publications in Upper 

GI, bariatric and surgical oncology. 

Purpose: Mesh-reinforced laparoscopic hiatus hernia 

repair is an alternative to traditional primary suture repair 

and is promoted to reduce recurrence rates. However, 

although the role of mesh-reinforcement in abdominal 

hernias is well established, the role of mesh in hiatus 

hernias is less clearly defined and little is known of long-
term symptom relief. We present a single surgeon, single 

institution experience to examine the long-term quality of 

life and patient satisfaction of this technique.

Methodology: A review was conducted of all patients 

undergoing mesh-reinforced laparoscopic hiatus 

hernia repair from 2005–2012. Data was retrieved 

from a prospective database and electronic clinical 

records.  Patients were also contacted with telephone 

questionnaires to assess ongoing proton pump inhibitor 

(PPI) use, gastroesophageal reflux Visick and satisfaction 
scores (completely dissatisfied to satisfied, 0–10).  

Results: 224 laparoscopic hiatus hernia repairs were 

performed on 192 patients during this period. 119 patients 

were female and mean age was 59 years (range 22–88 

years). The mean follow-up was 54.5 months. Primary 

repair was performed in 37 cases (19%), biologic mesh-

reinforcement in 25 (13%), polypropylene in 50 (26%) 

and ePTFE in 80 (42%). The questionnaire response rate 

was 65.7%. The majority of patients (74, 81%) reported 

improvement or complete resolution of their symptoms. 

Mean patient satisfaction was positive at 8.6. Half of 

patients remained on PPIs (50%), although 12% of these 

were as prophylaxis.

Conclusion: Mesh-reinforced laparoscopic hiatus hernia 

repair can achieve long-term quality of life and patient 

satisfaction despite a proportion of patients still requiring 

regular PPIs for their symptoms. 
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Perioperative outcome of elderly patients ≥75 
years undergoing gastric resection for gastric 

adenocarcinoma: A 15-year single centre experience

Dr Elinor Tan1,2, Associate Professor Charbel Sandroussi1,2

1Royal Prince Alfred Hospital, 2The University of Sydney

Biography: Elinor graduated from the University of 

Sydney in 2017 and continued to pursue a higher degree 

by research (MPhil). Her research experience begins as 

a medical student where she presented in conferences 

organised by the IGCC, ANZGOSA and GSA. Under the 

supervision of A/Professor Sandroussi, one of the highest 

volume cancer surgeons in NSW, her passion in surgery 

and research developed. Their research were globally 

received as she continued to present in international 

meetings organised by the ESSR (European Society for 

Surgical Research) and ASCO (American Society of Clinical 

Oncology) on subject matter concerning surgical treatment 

of geriatric oncology patients. 

Background: The number of elderly patients diagnosed 

with gastric adenocarcinoma (GA) is expected to increase. 

This study aims to evaluate the results of surgical treatment 

of GA in the elderly.

Method: From Jan 2000 to Dec 2015, 156 patients underwent 

gastrectomy for GA in our institution. Clinicopathological 

data, short- and long-term postoperative outcomes of 44 

elderly (≥75 yr) and 112 younger (<75 yr) patients with GA 

were compared. Perioperative variables on overall survival 

were analysed using the multivariate cox model.

20 SUGSS 2018 Annual Meeting

Result: The median follow-up time was 43 months. The 

proportion of patients aged ≥75 years that underwent 

gastrectomy increased with time (2000-2004 v 2005-

2010 v 2009-2015: 21% v 28% v 32%, p=0.029). Comorbid 

medial conditions were more common in the elderly 

(Anaemia, p=0.006; Hypertension, p=0.001; Cardiovascular 

comorbidity, p<0.001). Tumour pathological characteristics 

were similar between both arms (Tumour stage III, IV: 43% 

v 32%, p=0.194, respectively). The majority of elderly and 

younger patients underwent a D2 gastrectomy (80% v 

73%, p=0.411, respectively). Elderly patients were less 

likely to receive chemotherapy treatment (p<0.001). 30-

day mortality rate was similar between the elderly and 

younger groups (2% (n=1) v 0%, p=0.109, respectively). 

One postoperative death was related to pneumonia. 

Complication rate was higher in the elderly group (Clavien-

Dindo ≥2, 50% v 31%, p=0.029). Elderly patients were 

more likely to develop pulmonary complications (p=0.021). 

Overall survival (OS) and disease-free survival (DFS) were 

similar between both groups (Elderly v Younger: 5-year OS, 

46% v 65%, p = 0.182; 5-year DFS, 42% v 51%, p=0.713). 

Multivariate analysis reveals Tumour stage III, IV (p<0.001) 

and vascular invasion (p=0.024) as independent predictors 

of overall mortality.

Conclusion: Age alone is not a contraindication to curative 

resection. Selected patients with gastric adenocarcinoma 

who are over the age of 75 can benefit from resection. 

Close attention to postoperative pulmonary care is 

essential in this population.

Perioperative	 outcomes	 of	 elderly	 patients	 undergoing	 gastric	 resection	 for	 gastric	
adenocarcinoma:	A	15-year	single	centre	experience	
	
Background	The	number	of	elderly	patients	diagnosed	with	gastric	adenocarcinoma	(GA)	is	expected	to	increase.	This	study	aims	to	evaluate	the	results	of	surgical	treatment	of	GA	in	the	elderly.			
Method	From	Jan	2000	to	Dec	2015,	156	patients	underwent	gastrectomy	for	GA	in	our	institution.	Clinicopathological	data,	short-	and	long-term	postoperative	outcomes	of	44	elderly	(≥75	yr)	and	112	younger	(<75	yr)	patients	with	GA	were	compared.		Perioperative	variables	on	overall	survival	were	analysed	using	the	multivariate	cox	model.		
Result	The	median	 follow-up	 time	was	43	months.	The	proportion	of	patients	aged	≥75	years	 that	underwent	 gastrectomy	 increased	with	 time	 (2000-2004	 v	 2005-2010	 v	 2009-2015:	 21%	v	28%	v	32%,	p=0.029).	Comorbid	medial	 conditions	were	more	 common	 in	 the	elderly	 (Anaemia,	p=0.006;	Hypertension,	 p=0.001;	 Cardiovascular	 comorbidity,	 p<0.001).	 Tumour	 pathological	 characteristics	were	 similar	 between	 both	 arms	 (Tumour	 stage	 III,	 IV:	 43%	 v	 32%,	 p=0.194,	 respectively).	 The	majority	 of	 elderly	 and	 younger	 patients	 underwent	 a	 D2	 gastrectomy	 (80%	 v	 73%,	 p=0.411,	respectively).	Elderly	patients	were	less	likely	to	receive	chemotherapy	treatment	(p<0.001).	30-day	mortality	 rate	 was	 similar	 between	 the	 elderly	 and	 younger	 groups	 (2%	 (n=1)	 v	 0%,	 p=0.109,	respectively).	One	postoperative	death	was	related	to	pneumonia.	Complication	rate	was	higher	in	the	elderly	group	(Clavien-Dindo	≥2,	50%	v	31%,	p=0.029).	Elderly	patients	were	more	likely	to	develop	pulmonary	 complications	 (p=0.021).	 Overall	 survival	 (OS)	 and	 disease-free	 survival	 (DFS)	 were	similar	between	both	groups	(Elderly	v	Younger:	5-year	OS,	46%	v	65%,	p	=	0.182;	5-year	DFS,	42%	v	51%,	 p=0.713).	Multivariate	 analysis	 reveals	 Tumour	 stage	 III,	 IV	 (p<0.001)	 and	 vascular	 invasion	(p=0.024)	as	independent	predictors	of	overall	mortality.		
Conclusion	Age	alone	 is	not	 a	 contraindication	 to	 curative	 resection.	 Selected	patients	with	gastric	adenocarcinoma	 who	 are	 over	 the	 age	 of	 75	 can	 benefit	 from	 resection.	 Close	 attention	 to	postoperative	pulmonary	care	is	essential	in	this	population.	
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Post-operative complications after en-bloc multivisceral 
resection for upper abdominal tumours 

Dr Paul Morris1, Dr David Coker1, Dr David Yeo1, A/Prof 

Charbel Sandroussi1

1Royal Prince Alfred Hospital

Methods: Consecutive patients who underwent en-bloc 

upper abdominal resections for tumours involving multiple 

organs were identified and retrospectively reviewed. 

Primary outcomes were short-term complications as per 

the Clavien-Dindo Classification (CDC) and Comprehensive 

Complication Index (CCI). Secondary outcomes were 

overall survival and recurrence-free survival. 

Results: We identified 56 consecutive patients who 

underwent resection from 2012 to 2018. Tumour 

histopathology was heterogeneous, the most common 

being renal cell carcinoma (n=12). Median (range) highest 

CDC grade was II (0 - IVb), with mean (range) CCI of 29.39 

(0 – 99.9). Eleven (11) patients had one or more Grade 3a 

or higher complications. There was a statistically significant 

relationship between liver resection (OR 4.63, p=0.033) and 

Charlson Comorbidity Score (mean 6.54 vs 5.07, p=0.039) 

and the presence of a Grade 3 or higher complication, 

however only liver resection was significantly related to 

an increase in CCI. There was no perioperative mortality. 

On Cox regression univariate analysis, lymphatic invasion 

(HR 4.00, p=0.002) and liver resection (HR 2.93, p=0.015) 

had statistically significant associations with reduced 

recurrence-free survival.

Conclusion: In appropriately selected patients, and when 

undertaken in centres with appropriate subspecialist 

surgical teams and intensive care services, en-bloc 

multivisceral resection of upper abdominal tumours is 

safe. Presence of a Grade 3 or higher complication was 

related to liver resection and Charlson Comorbidity Score.
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Anterior Dor or posterior Toupet with Heller myotomy 

for achalasia cardia. A systematic review and meta-
analysis 

Dr Manjunath Siddaiah-subramanya1, Prof Ashraf 

Memon, Muhammed2,3,4,5,6, Yunus, Rossita7, Prof Khan 

Shahjahan3  

1Fellow, UGI Surgery, Sir Charles Gaidner Hospital, Perth, WA, Australia  
2South East Queensland Surgery (SEQS) and Sunnybank Obesity Centre, 
Sunnybank, Queensland, Australia 3School of Agricultural, Computing 
and Environmental Sciences, International Centre for Applied Climate 
Science, University of Southern Queensland, Toowoomba, Queensland, 
Australia 4Mayne Medical School, School of Medicine, University of 
Queensland, Brisbane, Queensland, Australia 5Faculty of Health Sciences 
and Medicine, Bond University, Gold Coast, Queensland, Australia 
6Faculty of Health and Social Science, Bolton University, Bolton, 
Lancashire, UK  7Institute of Mathematical Sciences, University of Malaya, 
Kuala Lumpur, Malaysia

Biography: Qualified in India progressing to BST in UK and 

SET training in QLD. Having worked for a year as a fellow in 

general surgery and a year as general surgery consultant 

I am currently in my first year of ANZGOSA training. 

Been involved in research and teaching at various levels 

throughout the training, which has resulted in 14 research 

papers, 1 book chapter and a Masters with another 

masters in teaching in progress. 

Background and Aims: Partial fundoplication is commonly 

performed in conjunction with Heller myotomy as an anti-

reflux procedure for achalasia. It is however controversial 

whether anterior Dor or posterior Toupet partial 

fundoplication is an anti-reflux procedure of choice. The 

aim was to perform a systematic review and meta-analysis 

of studies comparing these two procedures.

Material and Methods: A search of PubMed, Cochrane 

database, Medline, Embase, Science Citation Index, Google 

scholar and current contents for English language articles 

comparing Dor and Toupet fundoplication following Heller 

myotomy between 1991 and 2018 was performed. The 

outcome variables analyzed included operating time, length 

of hospital stay (LOHS), overall complication rate, quality 

of life (QOL), postoperative reflux, residual postoperative 

dysphagia, treatment failure and reoperations. The meta-

analysis was prepared in accordance with the PRISMA-P 

statement. Random effects model using the inverse variance 

method was used for all studies to obtain the pooled 

estimate of odds ratio and weighted mean difference.
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Results: Seven studies (3 RCTs and 4 Non-RCTs) totaling 

486 patients (Dor = 245, Toupet = 241) were analyzed. 

LOHS was significantly shorter for Toupet repair compared 

to Dor procedure (WMD 0.73, 95% CI: 0.47 to 0.99; P 

<0.0001). Furthermore, patients after Toupet experienced 

significantly better QOL than those after Dor (WMD 1.68, 

95% CI: 0.68 to 2.73, P < 0.001). All other variables showed 

comparable effects for these two procedures and includes 

(a) operating time (WMD -5.11, 95% CI: -19.45 to 9.24; P 

=0.49); (b) complication rates (OR 0.62, 95% CI 0.18 to 2.14; 

P = 0.45); (c) reoperation rate (OR 1.93, 95% CI: 0.54 to 6.85; 

P=0.31); (d) postoperative reflux (OR 0.75, 95% CI 0.28 to 

2.03; P = 0.57); (e) postoperative dysphagia (OR 0.87, 95% 

CI 0.34 to 2.20; P =0.77) and (f) treatment failure (OR 0.99, 

95% CI 0.43 to 2.27; P=0.98).

Conclusion: Our systematic review and meta-analysis 

revealed that except for significantly shorter length of 

hospital stay and better QOL associated with Toupet 

fundoplication, but both Dor and Toupet were found 

to produce effective and equivalent results in terms of 

postoperative reflux, dysphagia, complication rate and 

treatment failure following Heller myotomy. The choice 

of antireflux procedure following Heller myotomy for 

Achalasia should be left at the surgeon’s discretion. 
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e-Kiddna Event Management

Ph +61 7 3398 3071

Fax +61 7 3337 9855 

email: info@e-Kiddna.com.au

Attendance Verification:
An electronic Certificate of Attendance will be emailed to all delegates early 
next week.

Disclaimer:  

Information contained in this brochure was correct at the time of publication. 

However, it may be necessary, due to unforeseen circumstances for sections to 

be changed. The organisers will endeavour to keep changes to a minimum. 

WE WOULD LIKE TO THANK OUR SPONSORS:

www.sugss-meeting.com

PRINCIPAL SPONSOR

GOLD SPONSORS

SILVER SPONSORS


