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Barrett’s Esophagus
Background
The diagnosis, surveillance, and treatment of
Barrett’s esophagus remain a vexing clinical
concern. The American College of Gastroen-
terology recently released an update of its
clinical practice guideline.

Conclusions
The incidence of esophageal cancer continues
to rise at a rate faster than that of breast can-
cer, prostate cancer, and melanoma. In white
men, annual incidence is 3.6/100,000, but the
incidence is only 0.8/100,000 in black men and
0.3/100,000 in white women. 

Most patients with locally advanced adeno-
carcinoma of the esophagus are found to have
Barrett’s esophagus on pretreatment tissue
samples. 

Data are lacking to document the impact of
the diagnosis of Barrett’s esophagus on mor-
tality from adenocarcinoma of the esophagus.
Current 5-year survival of adenocarcinoma of
the esophagus is 13%.

The clinical definition in the United States
of Barrett’s esophagus remains unchanged:
the proximal displacement of the squamo-
columnar cell line, containing intestinal meta-
plasia, beyond the gastroesophageal junction.
Prevalence is estimated at 1.6% of the popu-
lation.

There are no data on the risk of adenocar-
cinoma of the esophagus in patients with a
columnar cell–lined esophagus without meta-
plasia.

Studies have documented good interob-
server reliability for endoscopic recognition of
Barrett’s esophagus, but this diagnostic con-
sistency drops considerably for affected seg-
ments less than 1 cm in length.

Nearly 10% of patients with erosive
esophagitis have been diagnosed with Bar-
rett’s esophagus on diagnostic studies after
healing of the inflammation.

Implementation
Barrett’s esophagus is most commonly found
in white men over age 50 years with long-
standing heartburn. Nevertheless, presence of
heartburn is an insensitive risk factor for Bar-
rett’s esophagus.

Patients with Barrett’s should receive acid
suppression with proton pump inhibitors once
or twice daily. Fundoplication is a surgical op-
tion, but up to 20% of these procedures have
failed at 5 years.

There is insufficient evidence to recommend
diagnostic screening of targeted populations at
this time.

Erosive esophagitis should be healed prior to
biopsies to establish the diagnosis of Barrett’s
esophagus.

Although multiple biopsies are required to
establish the diagnosis, only the columnar-
lined esophagus requires sampling. A four-
quadrant biopsy for every 2 cm of Barrett’s
mucosa is recommended. Specimens should be
reviewed by GI pathologists to avoid diagnos-
tic variation.

Although most gastroenterologists actively
monitor patients with Barrett’s esophagus, data
supporting the value of this approach are lack-
ing. Patients undergoing long-term surveil-
lance should be on proton pump inhibitors to
reduce inflammation that impairs visual recog-

nition and pathologic reading of tissue samples.
Patients with low-grade dysplasia often re-

ceive follow-up endoscopy at 6 months. If fol-
low-up tissue does not contain high-grade dys-
plasia, these patients usually receive annual
endoscopy until there is no dysplasia on two
consecutive endoscopies. Of patients with low-
grade dysplasia, 40% will be dysplasia-free on
subsequent samples and two-thirds will have
no long-term dysplasia.

The 5-year risk of adenocarcinoma of the
esophagus in patients with high-grade dyspla-
sia is greater than 30%. These patients should
be counseled on therapeutic options, which in-
clude intensive surveillance, esophagectomy,
and ablative techniques. Esophagectomy is no
longer a required procedure for high-grade dys-
plasia. Active surveillance of high-grade dys-
plasia should include a four-quadrant biopsy
every 1 cm of the affected area to avoid miss-
ing new cancers.

Esophagectomy of high-grade dysplasia is
associated with a 33% complication rate and a
7-day length of stay even with newer laparo-
scopic surgical techniques. Vagal-sparing
surgery with and without colonic interposition
can help avoid dumping syndromes associated
with esophagectomy alone.

Photodynamic therapy has been used in Eu-
rope as an alternative to surgery for high-
grade dysplasia. In one major study, 78% of
treated patients cleared the dysplasia, com-
pared with 39% in the control group. Photo-
dynamic therapy has a 5-year all-cause mor-
tality of 8%, similar to that of surgery.

Patients who become free of dysplasia
should be managed for their risk as reflected by
their previous level of diagnostic severity.

Esophageal capsule endoscopy has potential
to provide noninvasive diagnosis but should
still be viewed as experimental at this time.

Promising technologies now under devel-
opment include the improvement of endo-
scopic imaging with different photochemicals,
better diagnosis using biomarkers, and med-
ications for the chemoprevention of cancer
transformation. None of these technologies is
ready for general clinical application at this
time.
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First a.m. Colonoscopy
Yielded More Polyps
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S A N D I E G O —  Colonoscopies
performed first thing in the morn-
ing yielded significantly more
polyps and more histologically con-
firmed polyps than did those per-
formed later in the day, according
to a study presented at the annual
Digestive Disease Week.

“In medicine it’s well known that
errors accumulate, particularly in
anesthesia and surgery, as the day
progresses,” said Dr. Brennan M.
Spiegel of the Uni-
versity of California,
Los Angeles. “Any
surgeon will tell you
that he’d rather be
the first case of the
day if he has to go
under the knife.”
The study he pre-
sented appears to
extend these results
to both surveillance
and screening
colonoscopy.

Dr. Spiegel and
his colleagues per-
formed a retrospective analysis of
500 consecutive patients seen at
the West Los Angeles Veterans Ad-
ministration Medical Center in
2006-2007. At that institution,
colonoscopy cases begin at 7:45
a.m. and typically end at 1 p.m.
The investigators divided that time
into five segments that they ana-
lyzed separately.

Colonoscopists found a mean of
2.6 polyps per patient seen before
8:30 a.m., 2.1 polyps between 10
a.m. and 11:30 a.m., and 1.2
polyps after 1 p.m. On average,
the first colonoscopy of the day
found 20% more polyps than did
those performed later in the day,
a statistically significant differ-
ence. The trend line was also sta-
tistically significant. 

The investigators noticed a sim-
ilar pattern when they restricted
their analysis to histologically con-
firmed polyps. The colonoscopists
found a mean of 2.1 hyperplastic
polyps during the first case of the
day, 1.6 in cases between 10 a.m.
and 11:30 a.m., and 1.1 in cases af-
ter 1 p.m. That trend line also was
statistically significant.

The first case of the day re-
mained a significant independent
predictor of polyp yield even after
the investigators controlled for a
host of potential confounders in a
multivariate analysis (P = .004).
They controlled for patient-level
factors such as age and body mass
index, provider-level factors such
as which individual colonoscopist
performed the procedure and
whether he or she was a fellow,

and procedure-level factors such as
the quality of the bowel prep and
the withdrawal time. 

Of those factors, the only other
independent predictor of polyp
yield was whether or not a fellow
was participating in the procedure.
Fellow participation was a strong
predictor of higher yield (P =
.00001). Dr. Spiegel suggested that
one reason the presence of fellows
may have improved yield is that
there were “two [sets of] eyes on
the screen instead of one.”

The study generated some 
critical comment
during the question-
and-answer period.
Although no one in-
tentionally assigned a
specific type of case
to a specific time pe-
riod, one audience
member said that
there might be some
undetected bias in 
appointment times,
with a certain type of
patient choosing ear-
lier or later appoint-
ments. 

Another physician noted that
some colonoscopy centers per-
form many more procedures per
day than does the West Los Ange-
les VA Medical Center, and sug-
gested that the result might have
been different if the study had
been conducted elsewhere. 

Another audience member
commented, “I worry that when
the New York Times or the Wall
Street Journal gets ahold of this pa-
per and publishes it widely, we’re
going to begin to have great diffi-
culties scheduling patients in the
afternoon.”

Dr. Spiegel agreed that the study
should be repeated elsewhere be-
fore anyone takes it too seriously.
“And whether it’s the New York
Times or anyone else, we have to
emphasize that we have no idea
that this impacts advanced adeno-
matous cancer” in terms of sur-
vival, he said. 

But if the results are generaliz-
able and colonoscopists are simply
more vigilant earlier in the day, Dr.
Spiegel suggested that clinicians
look to other industries, such as
air-traffic control and long-distance
trucking, that depend on constant
vigilance. In those industries,
strategies such as split-shift sched-
uling, visible prompts, and fre-
quent reminders to be vigilant
have proved helpful.
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On average, the
first colonoscopy
of the day found
20% more polyps
than did those
performed later in
the day, a
statistically
significant
difference.




