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BRIEF SUMMARY OF PRACTICE GUIDELINE
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Diagnosis and Management of Barrett’s Esophagus, Dysplasia and Early Esophageal
Adenocarcinoma: Focusing on American and European Guidelines

Ah Young Yoo and Moon Kyung Joo

Division of Gastroenterology, Department of Internal Medicine, Korea University Guro Hospital, Korea University College of Medicine, Seoul,

Korea

Barrett’s esophagus (BE) is one of the most prominent diseases in Western countries because of its potential to progress to dysplasia
or adenocarcinoma. Recently, the American College of Gastroenterology (ACG), American Gastroenterology Association (AGA), and
European Society of Gastrointestinal Endoscopy (ESGE) developed clinical guidelines for the diagnosis and management of BE. All
three guidelines commonly stressed the necessity of the endoscopic eradication of confirmed, nonnodular low grade dysplasia or
high grade dysplasia, as well as the endoscopic elimination of the remaining BE after an endoscopic resection of visible mucosal
abnormalities. An endoscopic resection is also considered for the optimal management of esophageal adenocarcinoma confined
to the mucosa (T1a), and even in selective cases of submucosal invasion (T1b). As endoscopic therapy becomes the mainstay for
the treatment of BE and its complications, the eligibility of pathologic or endoscopic experts and the BE expert center are being set
and strengthened. This paper introduces the statements of the ACG, AGA and ESGE guidelines and compares the similarities and
differences between them. (Korean J Gastroenterol 2019;74:11-16)
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Table 1. Screening and Surveillance for Barrett’'s Esophagus

Biopsy protocol

Endoscopic device

Biopsy protocol

Guideline Screening . . ) Endoscopic report during Surveillance interval
during screening for surveillance .
surveillance
ACG’ Male: chronic In suspected BE, High-definition/ Prague classification, Mucosal 3to 5 years interval
(>5 years) and/or at least 8 random high-resolution the location of the abnormalities
frequent (weekly or biopsies; In short white light diaphragmatic with
more) GERD (1-2 cm) segments  endoscopy; routine hiatus, GEJ and SCJ four-quadrant
symptoms and two of suspected BE, use of advanced biopsies at 2 cm
or more risk factors  at least 4 biopsies imaging techniques intervals
for BE or EAC per cm of other than
Female: considered circumferential BE, electronic
in individual cases and one biopsy chromoendoscopy is
by multiple risk per cm in tongues not recommended
factors for BE or EAC  of BE
ESGE®® Considered in All visible mucosal High definition Prague criteria; All visible mucosal BE 1<, <3 cm:
patients with abnormalities and endoscopy; location (in cm from  abnormalities 5 years
longstanding GERD random 4-quadrant  chromoendoscopy, incisor), size and and random BE 3<, <10 cm:
symptoms biopsies every2cm  optical appearance (Paris 4-quadrant 3years
(i.e. >5 years) and chromoendoscopy, classification) of any  biopsies every BE >10 cm: referred

multiple risk factors
(age =50 years,
white race, male
sex, obesity,
first-degree relative
with BE or EAC)

autofluorescence
endoscopy, or

visible abnormality;
erosive esophagitis

confocal laser (LA classification);
endomicroscopy is location and number
not routinely of biopsies

advised

2cm

to BE expert center

ACG, American Colleague of Gastroenterology; GERD, gastroesophageal

reflux disorder; BE, Barrett's esophagus; EAC, esophageal

adenocarcinoma; GEJ, gastroesophageal junction; SCJ, squamous columnar junction; ESGE, European Society of Gastrointestinal Endoscopy; LA,

Los Angeles.
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Table 2. Diagnosis and Management of Low Grade Dysplasia of Barrett’s Esophagus

Guideline Pgthologlc Indefinite for dysplasia Surveillance endoscopy Surv.elllance Endosc.oplc EndO.SCO.pIC
diagnosis biopsy resection eradication
ACG’ Review by two A repeat endoscopy after Every 12 months A four-quadrant LGD without Nonnodular BE with
pathologists, at optimization of acid biopsy at every life-limiting confirmed LGD
least one of suppression for 1 cm interval comorbidity;
whom has 3-6 months; repeated Nodular BE with
specialized indefinite for dysplasia confirmed LGD
expertise in Gl — 12 months interval
pathology
AGA® Confirmed by an  Not stated Every 6 months 2 times A four-quadrant BE with LGD with  Confirmed and
expert Gl — annually for 2 years,  fashion every endoscopic persistent LGD;
pathologist then every 3 years 1-2 cm with visible by RFA; surveillance
thereafter, if no target biopsies abnormalities 2 years interval then
dysplasia (no matter how 3 years thereafter;
subtle) 4 quadrants every
2 cm with any visible
columnar mucosa
ESGE™ Confirmation by ~ Optimization of antireflux A surveillance interval of ~Not stated All visible A confirmed diagnosis of

an expert Gl medication and repeat 6 months; no dysplasia abnormalities, LGD in the subsequent
pathologist endoscopy at 6 months;  at the 6 month regardless of the  endoscopies

No dysplasia or endoscopy — 1 year degree of

indefinite for dysplasia interval; a confirmed dysplasia

in subsequent biopsy
— surveillance strategy
following nondysplastic
BE

diagnosis of LGD in the
subsequent
endoscopies —
endoscopic ablation

ACG, American Colleague of Gastroenterology; Gl, gastrointestinal; LGD, low grade dysplasia; BE, Barrett’'s esophagus; AGA, American
Gastroenterology Association; RFA, radiofrequency ablation; ESGE, European Society of Gastrointestinal Endoscopy.

Table 3. Diagnosis and Management of High Grade Dysplasia and Esophageal Adenocarcinoma of Barrett’s Esophagus

Management of

Guideline Management of HGD Moz?cr_lralgaeg\:gt Management of T1b EAC afizr:]:rllrygsgczgic Role of EUS Role of surgery
resection
ACG’ Endoscopic resection Endoscopic Multidisciplinary approach;  Endoscopic EUS findings T1aor T1b sm1: poor
for nodular HGD; therapy endoscopic resectionisan  ablation of the should not differentiation,
endoscopic alternative option for remaining BE preclude the lymphovascular
eradication for superficial (sm1) disease, performance of invasion,
nonnodular HGD a well-differentiated EMR to stage incomplete
neoplasm lacking early neoplasia; endoscopic
lymphovascular invasion, may have a role resection;
poor surgical candidates in assessing and T1bsm 2-3:
sampling regional  esophagectomy
lymph nodes in with neoadjuvant
T1b EAC chemotherapy
ESGE™® Visible abnormality: Endoscopic Endoscopic resection inall  Complete Not stated Not stated
endoscopic resection resection the following criteria: SM eradication of all
Non-visible: random 4 invasion <500 um; well or remaining BE
quadrant biopsy — if moderate differentiation, with RFA

negative, repeat after
3 months; if HGD
confirmed, endoscopic
ablation

absence of lymphatic or
vascular invasion; negative
deep resection margin

HGD, high grade dysplasia; EAC, esophageal adenocarcinoma; BE, Barrett’'s esophagus; EUS, endoscopic ultrasonography; ACG, American
Colleague of Gastroenterology; EMR, endoscopic mucosal resection; ESGE, European Society of Gastrointestinal Endoscopy; SM, submucosal;
RFA, radiofrequency ablation.
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