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De novo Barrett oesophagus post SG 
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Around 3200 patients out of 6.4 million bariatric surgery 
patients (0.05%) are estimated to develop oesophageal 
cancer in 20 years (Plat et al, Obes Surg 2021).

B) Circumferential Barrett’s esophagitis in the distal 
esophagus.

A) A single tongue of Barrett’s esophagus in the 
distal esophagus.

C) Histopathology of biopsies taken from the Barrett’s appearance in picture (A) showed intestinal glandular 
mucosa with goblet cells and mild chronic inflammation. (Left) Magnification 12.5 times. (Right) Magnification at 
100 times of the circled portion of the image on the left.

1.5 years
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The proposed mechanism of pseudo-columnarisation of the lower oesophagus following 
sleeve gastrectomy

Glandular-type gastric mucosa 
epithelium and no goblet cells.
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Population screening program

• Cancer Council of Australia 
• The potential benefits of an organised population screening program for 

cancer must outweigh any potential harms that may result in the use of a 
screening test in people who are otherwise well.

• Whiteman & Kendall (MJA 2015) 
• For widespread Barrett’s oesophagus screening to be considered, the costs of 

detection need to be reduced substantially with no compromise in accuracy.



Endoscopy should be considered for patients without upper GI symptoms who are 
planning to undergo a bariatric procedure due to the 25.3% chance of an unexpected 
finding that may alter management.



Study rationale: Should we perform routine 
screening endoscopy prior to bariatric surgery?

• No controlled trials with defined outcome measures undertaken to 
demonstrate a clinical benefit of screening endoscopy prior to sleeve 
gastrectomy.

• There is the potential for harm, cost and an unknown number needed 
to treat.



Aims

• To determine whether the use of pre-operative screening endoscopy 
results in material and minor changes to the surgical plan.

• To determine the prevalence of de novo Barretts and the outcome of 
patients with pre-operative Barretts post-SG
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Demographics

Routine care Screening endoscopy p-value 

Age, years 44.0  11.4 49.8  10.5 <0.001 *

Male gender, n (%) 40 (11.9) 45 (30.0) <0.001 ^

Preoperative weight, kg 123.5  23.8 128.6  23.1 0.042 *

Preoperative BMI, kg/m2 44.8  7.6 45.4  7.2 0.420 *

Preoperative symptomatic reflux, n (%) 80 (22.7) 42 (28.0) 0.003 ^

Preoperative PPI use, n (%) 73 (20.7) 34 (22.7) 0.068 ^



Part 1 
Post-operative outcome routine care vs screening endoscopy



Abnormal findings on screening endoscopy
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Changes to the operative plan based on 
screening endoscopy

• All patients underwent sleeve 
gastrectomy. 

• Minor changes to to operative plan 
occurred in 18% including alteration 
of fasting protocol and PPI. Only 3 
patients had concurrent hiatus 
hernia repair.

18

82

Minor change



Clinical outcomes – screening endoscopy vs 
routine care
• Duration of follow-up median 13.5 months.
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Clinical outcomes - screening endoscopy vs 
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Part 2
Matched pre-operative and post-operative endoscopy findings 



Barrett oesophagus
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Conclusion

• Screening endoscopy in high-risk patients identified abnormalities in 47.3% of 
patients but did not significantly change operative management.

• Post-operative endoscopic outcomes were favourable regardless of having pre-
operative endoscopy. 

• There was no advantage to screening endoscopy and no disadvantage to not 
performing it either. Therefore, selective pre-operative endoscopy screening for 
those symptomatic or high-risk for Barrett oesophagus maybe more helpful.

• The rates of Barrett oesophagus remained low at 13 months post-operative with 
some regressed and improved post-operative. This does not support the notion 
of sleeve gastrectomy causing an accelerated progression to Barretts.

• Early postoperative surveillance is of limited value and longer-term endoscopic 
follow-ups should be considered.
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