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The New BSG Barrett’s Guidelines  

(2013-14) 

• Definition of Barrett’s Oesophagus 

• Who should undergo surveillance 

• High risk factors to be taken into consideration for 
determining surveillance intervals 

• Managing dysplasia in Barrett’s (NICE guidance 
followed BSG) 

• Standards for training and QA for endoscopic 
treatment 



For HGD and Barrett’s-related adenocarcinoma confined to the mucosa endoscopic therapy 
is preferred over oesophagectomy or endoscopic surveillance. (Recommendation Grade B) 

 
 90% agreement (53% A+, 37% A, 10%U) 

BSG guidance 2013 – 14 
 

Visible dysplasia, HGD and T-1a 

ER should be considered the therapy of choice for dysplasia associated with visible lesions 
and T1a adenocarcinoma. (Recommendation Grade B) 

 
 95% agreement (58% A+, 37% A, 5%U) 



Diagnosing and reporting BO 

• BO defined as change to the 

distal squamous epithelium by 

metaplastic columnar 

epithelium, clearly visible 

endoscopically (>1cm) above 

GOJ, and confirmed 

histopathologically. 

• GOJ is the proximal end of 

gastric folds 

Is this Barrett’s Oesophagus? 





Standardisation of BO endoscopic reporting 



Standardisation of Histopathology for BO 



Guidelines-1: Diagnosing BO 

 2005 

 

• CLO, no need for 

SIM-Histological 

corroboration 

• Screening not 

recommended 
 

      2014  

 

• CLO-Report using 

Prague criteria (CM) 

• Screening not 

recommended 

routinely 

• Consider screening  

in high risk population 
 

 Age >50, white race, male sex, obesity,  
family H/O Barrett’s cancer 



Guidelines-2: Surveillance 

 2005 

• 2 yearly surveillance 

• Target biopsy + 

Quadrantic biopsies 

every 2 cm 

2014  

• High resolution endoscopy 

should be used  

• Short segment (< 3 cm) with no 

SIM on repeat biopsy-No need 

for surveillance 

• Short segment BO + SIM-

Surveillance 3-5 yearly 

• Long segment-2-3 yearly 

• Target biopsy + Quadrantic 

biopsies every 2 cm 

 



Guidelines-3 

  2005 

 

• ID-Re-biopsy after PPI-

further surveillance in 6 

months 

 

• LGD-re-biopsy after 

intense acid suppression 

in 8-12 weeks-6 monthly 

surveillance 

 

 2014  

 

• ID-Re-biopsy after PPI-

further surveillance in 6 

months 

 

• LGD-acid suppression-6 

monthly surveillance (note 

that NICE Guidance now 

offers them RFA) 

 

 
Phoa et al, JAMA 2014 



Guidelines-4 

 2005 

 

• HGD-If changes persist 

after intense acid 

suppression-Surgery 

• If unfit for surgery-

ablation/EMR 

2014 

• HGD or early visible lesions-
endoscopic therapy preferred 

• ER is the therapy of choice for 
HGD  and T1a (lesions) 

• CT/PET/EUS has limited role 
for staging in HGD/T1 cancers 
prior to ER 

• Flat HGD-RFA 

• Surgery for T1b and beyond 





Surveillance Flow Chart for NDBO 



Surveillance Flow Chart for Dysplastic BO 



Flow Chart for management of HGD/IMC 



IMC HGIN  LGIN superficial  
sm invasion 

ER RFA Surgery 

deep 
sm invasion 

Treatment concept and considerations  



Service Provision 

Endoscopic therapy of Barrett's neoplasia should be performed at centres where endoscopic 

and surgical options can be offered to patients. (Recommendation grade C)  

 

89% agreement (72% A+, 17% A, 11%U)  

ER should be performed in high volume tertiary referral centres. RFA should be 

performed in centres equipped with ER facilities and expertise. (Recommendation Grade C)   

 

Round 1: 74% agreement (42% A+, 32% A, 16%U, 5% D, 5% D+) 

94% agreement (33% A+, 61% A, 6%U) 

There is not sufficient evidence to guide on minimum procedure 

volume per centre, however  consensus was reached for 15 ERs 

per year 



Radiofrequency ablation 

• 2003: new simple, ablation technique for removal of BE 

• Balloon-based electrode for circumferential RFA: HALO360 

• Catheter-based electrode to treat residual islands: HALO90  

 



Outcome 12 mo EGD + biopsies EGD + biopsies 

EGD + 4Q/1cm bx: HGD: 3 monthly, LGD: 6 monthly 

AIM-dysplasia study  
Treatment protocol 

LGD/HGD in BE 

HALO90 2,4,9 mo Surveillance 

Sham procedure HALO360 0 mo 2:1 

Randomization  



 

 

 

 

 

 

 
 

 

 

 

• CR-IM: 77% vs 2% (p<0.001) 

• CR-D: 86% vs 21%  (p<0.001) 

• Note: all lost-to-FU cases were considered ‘failures’ 

AIM-dysplasia study  
Primary outcome 



RFA for HGD: EURO II cohort 
Treatment protocol 

HGD/EC in BE 

ER of visible lesion 

EGD with NBI/lugol  
And 4Q/1cm Bx 

Residual BE? 

Escape ER 

HALO360/90 

every 2-3 months 
Max 2 x HALO360 

Max 3 x HALO90 

Primary HALO360 



EURO II cohort  
Conclusions 

Results (November 2009): 

118 patients / 55 completed therapy 

• CR-Neoplasia 100%, CR-IM 96% 

• Adverse events (no intervention required) 

– 12 superficial mucosal lacerations 

– 1 melena 

 

Conclusions:  

When performed by trained, expert endoscopists in carefully 

selected patients after ER, adverse events related to RFA are 

infrequent and mild 



AMC 5 Years Data 

(Phoa, Gastroenterology, 2013) 

• First European Prospective Study at 5 years 

in HGD/EC patients 

• >90% of patients remain in CR-IM; CR-

NEO at 5 years (3 recurrences all treated 

endoscopically) 

• 3 average RFA sessions, consistent with US 

registry 

• 0% BG in ER specimens (<1% in bx 

samples, all at the SCJ) 

• "The favorable long-term outcomes validate 

this treatment approach as a safe and 

effective alternative to esophagectomy " 

RFA for Dysplasia/Early Cancer Is Durable Out to 5 Years 



(Jankowski, Gastro, 2012) 

• An int’l multidisciplinary, evidence-based 

review of different management strategies 

for BE  

• 80% agreement was used to establish 

consensus for each statement, including 

• “Risk of progression from HGD to cancer 

is approx 10% per yr.” 

• “Endoscopic treatment should be preferred 

over surgical treatment for management of 

most patients with HGD in BE” …and “over 

surveillance for HGD/T1m” 

• “RFA is currently the best available 

ablation technique for the treatment of 

flat HGD and for eradication of residual 

BE mucosa after local EMR” 

BADCAT Consensus Statement 

28 



United Kingdom RFA Registry Participants 2014 
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 12 mo All patients undergo endoscopy with biopsy at 12 months 

and then re-enter surveillance programme based on entry grade or physician preference 

HALO RADIOFREQUENCY ABLATION (RFA) REGISTRY FLOW CHART

HGD/ IMC x 2 

RESCUE EMR AT ANY STAGE FOR VISIBLE LESIONS 



Male:Female (%) 81:19 

Mean age 69 (40-90) 

Baseline Histology (%) 

• IMC 

• HGD 

• LGD 

 

25 

72 

3 

Barrett’s length (M) prior to RFA (mean) 5.6 cm (1-20) 

Mean No. HALO Ablations during protocol (range) 

            - Mean no. HALO 360 

            - Mean no. HALO 90 

2.5 (1-6) 

1.4 

1.8 

EMR before RFA (%) 

 

RESCUE EMR DURING RFA 

52% 

 

7% 

Median follow up after ablation 24 months (IQR 11.0-25.0) 

Results 
 (n=508, Completed  Protocol 1.1.14) 



12 month outcomes 

Complete eradication
 BE (n=353)

Complete eradication
all Dysplasia (n= 429)

Complete eradication
 HGD (n=445)
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  2007-2010 2011-2013 P value 

No. Patients completed Treatment 
Protocol 

265 245   

Mean age (Range) 68 (40-87) 69 (44-90)   

Male: Female (%) 80:20 84:16   

Baseline Histology (%) 
- LGD 
- HGD 
- IMC 

  
3 
56 
41 

  
3 
69 
28 

  

Previous PDT (%) 9 3   

Baseline BE length at start of RFA 
(maximum extent, cm) 

6 (1-20) 4.7 (1-16)   

EMR prior to RFA (%) 128/265 
48% 

145/245 
59% 

P0.0163 

Rescue EMR during RFA treatment 
(%) 

35/265 
13% 

8/245 
3% 

0<0.0001 

Median time to End of protocol 
(months) 

12.6  10.3   

Reversal of IM at end of protocol (%) 149/265 
56% 

200/245 
82% 

P<0.0001 CHI2 

Reversal of Dysplasia at end of 
treatment protocol (%) 

204/265 
77% 

222/245 
91% 

P<0.0001 CH2 

Progression to Cancer 10/265 (4%) 7/245 (2.9%) P0.56 

Median time to most recent biopsy 
from first Treatment for those still in 
follow up,  (months) 

31 (3-72) 
  
n=218 

13 (2-32) 
  
n=211 

  

% free of Dysplasia at most recent 
follow up 

97% 90%   

% Free of IM at most recent follow up 91% 93%   



A surveillance programme in your Trust 

• Is your Trust surveillance strategy designed to 
detect dysplasia? 

– An agreed surveillance protocol 

– Structured surveillance lists, at least 2 slots/pt. 

– Trained endoscopists to improve lesion recognition 

– Use of simple techniques e.g. good mucosal wash with 
Infacol®, HRWLE imaging and enhanced imaging 
(2.5% acetic acid or NBI) 

– Seattle biopsy protocol followed 

– Designated GI Pathologist, x2?  



Surveillance for Barrett’s Oesophagus in local 

Trusts 

• Is there an agreed Dysplasia management pathway in 

your Cancer Network? 

– Are dysplasias discussed at SMDT with appropriate 

Staging CT 

– 2 pathologists reviewing histology at SMDT 

– Trained Endoscopist to do ER 

– Are your surgeons on board with endoscopic management 

of HGD 

– Pathway for RFA referral (regional centres) 



So here’s what your balance sheet might 

look like…. 
CANCER NETWORK DURHAM & NTH TEES 

Population (Taken from cancer network website)                  1,200,000  

Adult Population                      960,000  

Estimated Number of patients with Barrett's Oesophagus 15,360 

LGD                               614  

HGD                               138  

Cancer Risk per Year                                 77  

Actual Mortality Oesophageal Cancer in this Network                               385  

If  20% of the patients with HGD are treated with RFA 

TOTAL NUMBER OF PATIENTS TO TREAT 28.00 

CAPITAL COSTS AND WARRANTY OVER 5 YEARS 

Generator and Trolley £49,500 

Extended warrany for addttional 4 years (total 5 years) £9,000 

Total set up costs for 5 years £58,500 

ANNUAL RUNNING COSTS FOR RFA ABLATION   

Ist Procedure £470 

1 Halo Sizing Balloon (3441C) £1,300 

1 Halo 360 Ablation Catheter (32041-xx) £25 

1 Halo Cleaning Cap (CP-001B/002B) 

2nd Follow Up at 10 Weeks 

Halo 90 Ablation Catheter for focal treatment (90-9100) £920 

Potential 3rd follow up at 20 Weeks £920 

Halo 90 Ablation Catheter for focal treatment (90-9100) 

Consumable cost per course of treatment per patient £3,635 

Consumables for all patients  per year £101,780 

Saving on Oesophagectomy is £2760 per patient (NICE) £2,760 

Savings for all patients per year £77,280 

Savings over 5 years (including set up costs) £327,900 



A Step by Step approach 

• NICE guidance CG 106 & IPG 244/344 to justify  

– need for audit (eg UK National Registry)  

• Local ‘new techniques and medical devices panel’  

– Trust and directorate/HoS support; cancer network support  

• Training – operator and support team  

– Dedicated lists & organisation  

• Business case to CCG commissioners  

– Demand and capacity (Nov-Feb usually)  

• OPCS and HRG codes FZ24A/B/C  

• Multiple CCGs but usually one will often take lead for specifics  

– Activity paid by PbR; ‘excluded devices’ – ‘pass through’ consumables 
costs  

– Service developments should be ‘cost neutral’; cost efficiency ; quality 
benefits; bed days saving; align with Trust objectives 

– QIPP ‘pump priming  
 



Thank you for your 
attention 


