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1. IFSO guidelines (position statement)

2. Mechanisms 
1. Reflux and bariatric surgery
2. Pathophysiology of Barret’s and OA 

3. Literature on bariatric surgery and oesophageal adenocarcinoma

4. Epidemiology 
1. of oesophageal adenocarcinoma
2. Nature of other exposure related malignancies 

 



Barrett’s screening 

• Barrett’s oesophagus (no dysplasia) Follow up endoscopy 3-5 years

• 25 fold increased risk of oesophageal adenocarcinoma with 
Barrett’s

•     Screening for BE in the general population is not recommended.

•     Screening for BE can be considered in those with chronic reflux 
and multiple risk factors (male)

•     Screening for BE should generally not be performed in women 
with chronic GERD or men younger than 50 years with chronic 
GERD.



• Oesophageal carcinoma and (adenocaricnoma) are rare 

•  39% re obesity Highest population attributable fractions 
were observed for oesophageal adenocarcinoma  

• Efficacy of Barrett’s screening programs is unclear

• To account for population ageing with time since exposure 
and the latent period, generally use prevalence data for the 
age category 10 years younger than the corresponding 
cancer incidence age category. 

• (For example, cancer incidence in the 45–54 years age 
group in 2010 should be  attributed to exposure in the 35–44 
years age group in 2001).

Screening criteria World Health organisation



IFSO position statement



Mechanis





Prior literature oesophgeal carcinoma and 
bariatric surgery 

Impact on risk Risk age Follow up

Lazzati, 2023 1.5  ve 2.3 IRR 1.54
(0.99-2.38)
.05

40.4 6.06 

Bevilacqua 2020 - 0.04% 42.8 5.3

Andalib - 1.45 (95%CI: .19–
65.5)

44.4 7.6

Meret 2017 - (SIR 1.6; 95% CI .7–
3.2)

40 3.7

Schaeuer 0 vs 16 

Leslie 0.5% 46.7 3.9

WY 2022 1.8/3.5 54 13.8

Melestrom - 0.1% ? ?

https://www.soard.org/article/S1550-7289(20)30336-1/abstract




Victorian oesophageal cancer diagnosis 



The glove associating oesophageal cancer 
and bariatric surgery does not fit 



20 year cohort study of 11,595 patients
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SIR = 12/1.79 = 6.70 (95% CI: 3.46 – 11.71) 
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20 Year outcomes of oesophageal carcinoma following bariatric surgery 
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