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1. Barrett's with no visible dysplasia 
(lesion)

All visible barretts lesions should go 
through MDT irrespective of histology

2. All histopathology reports for LGS and indefinite for 
dysplasia 

- Should be reported by 2x GI pathologists and be clearly 
documented on the pathology report 

- P53 immunostaining should be used up front to aid 
histopathology diagnosis

Barrett's indefintie for dysplasia 

First scope

High dose PPI 

Repeat scope in 6/12

Second Scope

Definite dysplasia

Manage as per that pathway 

Second scope 

No definite dysplasia 

Refer back to a non dysplastic 
surveillance pathway 

- When stepping down to a normal 
surveillance interval, check quality 

of latest scope e.g. Prague 
classification, number of biopsies 

etc 

- NB Occassionally in cases of 
persistent multifocal indefinite 

dysplasia and high individual risk 
factors (eg super ling barretts, FH 

OAC, male, overweight etc)

RFA may be considered (off 
guideline)

Barrett's low grade dysplasia 

First scope

High dose PPI

Repeat in 6/12

Second scope

- LGD confirmed- refer to 
Radiofrequency ablation (RFA)

-No dysplasia- repeat again in 6 
months

Refer back to non dysplastic 
surveillance intervals (requirement: 
2x negative scopes before stepping 
down to non dysplastic surveillance 

pathway)

Check quality of the latest scope 
e.g. Prague classification, number of 

biopsies etc 

Oesophago-gastric cancer Standards of Care  

B    tt’s Dysplasia Management  

Conditions 1+2 must be 

met before proceeding 

down the pathway 

Endoscopic 

management 


