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This is one of a series of statements discussing the use of
Gl endoscopy in common clinical situations. The Stan-
dards of Practice Committee of the American Society for
Gastrointestinal Endoscopy prepared this text. In prepar-
ing this guideline, a search of the medical literature was
performed using PubMed. Additional references were ob-
tained from the bibliographies of the identified articles
and from recommendations of expert consultants. When
limited or no data exist from well-designed prospective
trials, emphasis is given to results of large series and
reports from recognized experts. Guidelines for appropri-
ate use of endoscopy are based on a critical review of the
available data and expert consensus at the time the guide-
lines are drafted. Further controlled clinical studies may
be needed to clarify aspects of this guideline. This guide-
line may be revised as necessary to account for changes in
technology, new data, or other aspects of clinical practice.
The recommendations were based on reviewed studies
and were graded on the strength of the supporting evi-
dence (Table 1).1 The strength of individual recommen-
dations is based on both the aggregate evidence quality
and an assessment of the anticipated benefits and harms.
Weaker recommendations are indicated by phrases such
as “we suggest,” whereas stronger recommendations are
typically stated as “we recommend.”

This guideline is intended to be an educational device
to provide information that may assist endoscopists in
providing care to patients. This guideline is not a rule and
should not be construed as establishing a legal standard of
care or as encouraging, advocating, requiring, or discour-
aging any particular treatment. Clinical decisions in any
particular case involve a complex analysis of the patient’s
condition and available courses of action. Therefore, clin-
ical considerations may lead an endoscopist to take a
course of action that varies from these guidelines.

Endoscopy plays an important role in the diagnosis and
management of premalignant conditions of the esopha-
gus. Early recognition of premalignant conditions provides
an opportunity to prevent esophageal cancer or to diag-
nose it at an early stage. This guideline discusses the role

of endoscopy in the management of premalignant condi-
tions of the esophagus. The primary condition addressed
will be Barrett's esophagus (BE), the only known precur-
sor of adenocarcinoma of the esophagus, but the guideline
also covers the role of endoscopy as it applies to the
neoplastic potential of achalasia, aerodigestive cancers,
tylosis, and caustic injuries, which have been suggested to
be risk factors for squamous cell carcinoma. Discussion of
other rare conditions such as esophageal Gl stromal cell
tumors, granular cell tumors, adenomatous polyps, and
papillomas is outside the scope of this guideline.

BARRETT'S ESOPHAGUS

Diagnosis of BE

BE has been defined in the United States by the pres-
ence of specialized intestinal metaplasia of the tubular
esophagus and is recognized as a precursor lesion to
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when technical issues related to biopsy specimens pre-
clude a definitive diagnosis of dysplasia. This diagnosis
requires clarification after aggressive medical therapy of
esophageal inflammation or additional specimen process-
ing or pathology consultation.’® BE has a characteristic
appearance endoscopically, described as a salmon or pink
color in contrast to the light gray appearance of esopha-
geal squamous mucosa, but it should be emphasized that
histologic examination of esophageal biopsy samples is
required to confirm the diagnosis of BE.

The sensitivity of white-light endoscopy alone for the
detection and diagnosis of BE ranges from 80% to 90%.11-13
During endoscopy, special attention and targeted biopsies
should be focused on lesions such as nodules, ulcers, and
other mucosal irregularities because these lesions are
more likely to demonstrate dysplasia or cancer. Adjuncts
to white-light endoscopy used to improve the sensitivity
for the detection of BE and dysplastic BE include chro-
moendoscopy, electrical enhanced imaging, magnifica-
tion, and confocal endoscopy. These techniques are still in
development and are discussed in detail elsewhere.1415

Risk factors for BE and EAC include male sex, white
race, age older than 50 years, family history of BE, in-
creased duration of reflux symptoms, smoking, and
obesity.16-18 Endoscopic screening for BE is controversial
because no randomized, controlled trials (RCTs) have
demonstrated a decrease in mortality, either in general or
from EAC, as a result of screening.1%-21 Because of the lack
of RCT evidence of the efficacy of screening, some have
used models in an attempt to establish a rationale for
screening for BE. One such cost-effectiveness model of







study was 1 per 73 patient-years; however, no subjects







gested acidic substances.®® The time period between the
initial insult and the development of esophageal carcinoma
can range from 10 to 71 years.””88 |t is currently recom-
mended that screening for esophageal carcinoma should
begin approximately 10 to 20 years after the insult, and
previous guidelines suggested a 2- to 3-year interval for
surveillance, although this has not been studied in a prospec-
tive manner.538 The cost-effectiveness of screening for
esophageal cancer in patients with a history of a caustic
injury has not been studied.

RECOMMENDATIONS

1. We suggest that endoscopic screening for BE can be
considered in select patients with multiple risk factors
for BE and EAC, but patients should be informed that
there is insufficient evidence to affirm that this practice
prevents cancer or prolongs life. @O0O0O

2. We recommend no further endoscopic screening for
BE after a screening examination with negative find-
ings. ®&®0

3. We recommend against a surveillance EGD 1 year
after the initial diagnosis of NDBE. ®®®O

4. We suggest that if patients with NDBE are enrolled in
an EGD surveillance program, a surveillance EGD
should be performed no more frequently than every 3
to 5 years, with white-light endoscopy and targeted
plus 4-quadrant biopsies at every 2 cm of suspected
BE. &PO0O

5. We suggest that only patients with BE who are candi-
dates for therapy if dysplasia is identified be enrolled
in EGD surveillance programs. @000

6. We suggest that patients with a diagnosis of BE IGD
undergo additional evaluation to clarify the diagnosis.
This may include additional pathology review, dose
escalation of antisecretory therapy to eliminate con-
founding esophageal inflammation, and/or a repeat
EGD and biopsy. @O0

7. We recommend that an expert Gl pathologist confirm
the diagnosis of LGD and/or HGD. ®&®&®0O

8. We suggest that patients with LGD undergo a repeat
endoscopy within 6 months to confirm the diagnosis,
then annual surveillance endoscopy using a standard
biopsy protocol. ®BOO

9. We suggest that ablation be considered in select pa-
tients with LGD. Appropriate surveillance intervals
after ablation are unknown. &®0O0O

10. We recommend that endoscopic resection of nodular
dysplastic BE be performed to determine the stage of
dysplasia before considering other ablative endo-
scopic therapy. B0

11. We suggest that local staging with EUS = FNA is an
option in select patients being considered for endo-
scopic ablative therapy. @OOO

12. We recommend that eradication with endoscopic re-
section or RFA be considered for flat HGD in select

cases because of its superior efficacy (compared with
surveillance) and side effect profile (compared with
esophagectomy). &&DO

13. We recommend against routine endoscopic surveil-
lance in achalasia. &&®0O

14. We recommend against endoscopic routine screening
in patients with aerodigestive cancer. ®®DO

15. We suggest that screening for esophageal carcinoma
begin at age 30 in patients with tylosis. Surveillance
intervals should be every 1 to 3 years. &00O0O

16. We suggest that screening for esophageal carcinoma
begin approximately 10 to 20 years after caustic injury
and performed every 2 to 3 years. &DOO
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Abbreviations: BE, Barrett's esophagus; EAC, esophageal adenocarci-
noma; ECE, esophageal capsule endoscopy; ESC, esophageal squamous cell
carcinoma; ESD, endoscopic submucosal dissection; IGD, indeterminate-
grade dysplasia; HGD, high-grade dysplasia; IMC, intramucosal carci-
noma; LGD, low-grade dysplasia; NDBE, nondysplastic Barrett’s esoph-
agus; PDT, photodynamic therapy; RCT, randomized, controlled trial;
RFA, radiofrequency ablation.
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