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� Introduction
• Barrett’s oesophagus (BE) is a precancerous 

condition requiring structured surveillance to 

prevent oesophageal adenocarcinoma.

• The Seattle protocol is the global standard for 

systematic biopsy during BE surveillance.

• Culturally and linguistically diverse (CALD)

populations may face communication, literacy, 

and cultural barriers affecting adherence to such 

protocols.

• Aim: To evaluate the impact of CALD 

background on the quality and adherence of BE 

surveillance within a major metropolitan 

hospital.

� Methods
Design: 10-year retrospective audit (2010–2019) at 

Northern Health, Melbourne, Australia.

Cohort: All patients with histologically confirmed BE 

(≥10 mm).

Data collected:

• Demographics, language background, interpreter 

use, socioeconomic status (IRSAD), surveillance 

timing, biopsy adherence.

Outcome measures:

• Adherence to Seattle biopsy protocol.

• Endoscopic follow-up timing and dysplasia/cancer 

detection.

Analysis: χ², Fisher’s exact, and Mann–Whitney U tests 

(IBM SPSS v28).

� Results
Total patients: 376 BE paBents → 791 endoscopies.

Adherence to Seattle protocol: 38.1%.

Non-adherence associated with:

• Overseas-born patients (65.8% vs 58.5%, p=0.064)

• English as a second language (80.6% vs 60.1%, p=0.001)

• Interpreter use (81.2% vs 60.2%, p=0.001)

No association with socioeconomic disadvantage (IRSAD, 

p>0.05).

Dysplastic detection:

• Higher in biopsy-adherent group (6.4% vs 4.3%, 

p=0.006)

• Slightly higher cancer detection at index endoscopy in 

non-adherence group (1.4% vs 1.0%).

Follow-up adherence: 84% of CALD patients maintained 

recommended surveillance timing.

� Conclusion
• While interpreter-supported follow-up ensures 

CALD patient engagement, quality of surveillance

(Seattle biopsy protocol adherence) remains 

suboptimal.

• Interpreter services alone are insufficient —

additional strategies are needed:

• Enhanced clinician cultural and linguistic training.

• Dedicated BE surveillance nurse support.

• Multilingual patient education and repeated face-

to-face consultations.

• Ensuring equitable, high-quality BE surveillance 

demands targeted organisational and 

communication interventions beyond translation 

alone.


