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Location of Barrett’s Adenocarcinoma
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Proximal margin of
Barrett's metaplasia

Early cancer
lesion

Table 1. Prevalence of the location and distribution of the cancer
development

Locally
Early advanced
Barrett’s adenocarcinoma adenocarcinoma
mucosa (n = 112) (n="177)
Distal third: n (%) 92/112 (82) 65/77 (84.4)
Proximal or middle third: n (%) 20/112 (18) 12/77 (15.6)
p Value <0.05 <0.05

Surgical Endoscopy 2006; 20: 235-38



Progression to Cancer
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0.3%-0.5% rate of progression from NDBE to dysplastic BE

Ong, World J Gastroenterol, 2010




RISING INCIDENCE OF ESOPHAGEAL ADENOCARCINOMA
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Strategies to avoid BE Cancers

* |dentify patients to screen for BE
* High quality screening and surveillance exams

* Adequate endoscopic therapy and follow up

#1
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The all-too-common clinical occurrence

57% of new EAC also has a new diagnosis of BE

Tan et al. APT 2020; 52: 20736




Problem with Current Screening

~10,000 per year
0f--1o,c)ool * Only 7% of EAC
83‘;,,%33 diagnosed via screening
dia each year
in the USA, only |
| B i * 40% of cases arise in
= 1 s A pts w/out symptoms
,% -52%  No
5,220 :diagnosad « 52% of cases arise in
02%) pts with GERD
® [2.2] A% symptoms
3 Endoscopy "—=\a .
©million (10%) @ Y720
[26.0] Diagnosed with

NYSGii R | RUTGERS HEALTH Vaughn et al Nat Rev Gastro Hep 2015 12; 243-48




Prevalence of BE with risk factors
RiskFactor |PrevalenceofBE |

Family history BE/EAC 23% SCREEN

Age >50vy/o 6.1%

Male sex 6.8%

Smoking 3.2%

Obesity 1.9%

GERD 2.3%

GERD + 1 risk factor 12.2% SCREEN

GERD +2 risk factor 13.4% SCREEN

GERD +3 risk factors 14.6% SCREEN

stee%, R | Qumseya et al GIE 2019; 90; 335-59
48thAnnuu| RUTGERS HEALIH Shaheen et al. AJG 2022; 117: 559-587 9
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Screening in primary care at Northwell Health

Missed opportunities to screen for Barrell's esopbagus in the primary care setting
Esophageal adenocarcinoma has a rapidly rising incidence in the United States.

An algorithm derived from
national sereening guidelines
and a Barrett's screening model
identified eligible patients

AMARAARAAAR

Approximately 7 out of 10 eligible patients were not screened for Barrett’s Esophagus

4 @ .
N\ E E . Screened with endosocpy
5 30.5%
&'/ :
S 3535
Number of pati identified
936,371 ielnd ot i
esophagus
PATIENTS SCREENED
sl Tri t al GIE 2023; 98: 162-
R|RUTGERSHEALTH rindade et al GIE 2023: 98: 162-69
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How to Screen

o Identifying high-risk patients for P> e Screening with a nonendoscopic 4—}-‘ 9 Endoscopy

Barrett's esophagus to screen 1 [ swallowable device

Normal

esophagus
Computer o
algorithm y
3 ! GI
' guidelines
Barrett's
Educ_m-ng esophagus
physicians without
dysplasia
Letters 1o 3-5 years
high-risk
patiants

Barrett's
esophagus
with dysplasi

Tools to identify high-risk
patients for Barrett's
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Barrett’s screening

OUR STRATEGY IS
FOCUSED ON
HELPING YOU

GETTING
EXPEDITED
STANDARD OF
CARE

' A COMPUTER ALGORITHM
IDENTIFIES YOU AT
INCREASED RISK FOR

BARRETT'S ESOPHAGUS

A PATIENT INFORMATION LETTER IS
SENT TO YOUR HOME ADDRESS AND
YOU MAKE A CALL AT THE NUMBER

FOR FREE TELEPHONE CONSULTATION

FOR INITIAL
CONSULTATION

CALL 516-562-3335
@
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Dr. Arvind Trindade

Director of Endoscopy

Long Island Jewish Medical Center
Northwell Health System
Associate Professor of Medicine at

Hofstra/Northwell

Usman Ali Akbar

BE Screening Project Focal Person
Long Island Jewish Medical Center
516-562-3335

uakbar@northwell.edu

CALL FOR AN INITIAL CONSULTATION/PRE-SCREENING
OVER THE PHONE WITH THE MEMBER OF THE
CLINICAL TEAM

Office for in-person consultation

600 NORTHERN BOULEVARD, SUITE 111,
GREAT NECK,NY
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BARRETT'S
ESOPHAGUS

SCREENING
PROGRAM

brochures

When the normal lining of the

ovophagus changes 10 the lining of the

mestine due (o a combenation of risk

factary, it s called Basren’s esophagus

« Gatroesophageal reflux disease (GERD)

.

Obesicy/ Overweight

Age 30

Family history of Barretv's Esophagsis
Famly hastory of Esophageal Cancer
Male gender

Hsaal hermia
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HOW DID WE IDENTIFY YOU?

CHARTS ARE
IDENTIFIED
THROUGH A
COMPUTER
ALGORITHM
BASED ON
STANDARDIZED
GUIDELINES

« Upper endoscopy
o A Noo-invasive procedure done in
yur doctur s office

Early sreening can prevent shinarinal
unue growth or carch it early, whach can
he rrested with endaseogic procedurey
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Importance of High-Quality Exam and PEEC

PEEC-Post Endoscopy Esophageal Adenocarcinoma: EAC
detected before the next surveillance endoscopy in a patient

with NDBE

PEEN-Post Endoscopy Esophageal Neoplasia: HGD/EAC
detected before the next surveillance endoscopy in a patient

with NDBE

Time window of 6 months-3 years after screening or surveillance
endoscopy

>
Lw. ,.!,. Wani et al. Gastroenterology 2022; 162: 366-372
— — Desai et al. Endoscopy 2022; 54:881-889
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Magnitude of PEEN/PEEC

PEEC TREND OVER TIME

® <000 w2001-2005 = 2006-2010 2011-2015  ®Aher 2015

ngolTh-lmddpaw\doocomWMmmPEEC)umeim EM: esophageal adeno-
carcinoma HGD, high-grade dysplasia.

Meta-analysis of 52 studies with 145,726 patients
* Proportion of PEEC was 21% (95%ClI 13-31%)
* Proportion of PEEN was 26% (95% 19-34%)

NYSGE%,

48th Annual
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High Quality Screening and Surveillance Exams

Table 6. umnpwummmmammw‘

Identify esophageal landmarks, including the location of the diaphragmatic hiatus, gastroesophageal Critical for future examinations
junction, and squamocolumnar junction
Clean mucosa well using water jet channel and carefully suction the fluid Remove any distracting mucus or debris and

|

Examine the Barrett's segment using chromoendoscopy (including virtual chromoendoscopy) Enhances mucosa pattern and surface

|

Use the Paris classification to describe superficial neoplasia Standardized reporting system

Shaheen et al. AJG 2022; 117: 559-587




Prague Classification and ID of Landmarks

Fig. 4: Endoscopic diagnosis of Barrett oesophagus.

From: Barrett ocsophagus

a ’; W Adhererce to guality indicatars » Barmett’s esophagus wrveillance w1
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"1':" Table J  Information regarding adherence 1o quality statements and corretation (0 dysplasia yield.
1l
(i Katernent (v) Adhecence v non sdherence Dywplavta detection P Value
| ' 15 (78%) ws. 39 22%) 48 (26%) wi. 3 (10%) 0.006
i 2 121 (70%) . 33 O1%) 43 (4%) vi. 10 (19%) 0.0)
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s R | RUTGERS HEALTH Antony et al. Clin Res Hepatol and Gastroenterol 2018; 42: 591-96
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Inspection Time and Dysplasia Detection

82.1 i

Proportion of patients {%)
3

40
30
20
10
0
< 2 minutes 3 -4 minutes 5-6 minutes = 7 minutes
Barrett’s Inspection Time
W Patients with suspicious lesions W Patients with HGD/EAC
NYSGE Gupta et al GIE 2012; 76: 5131-8
RUTGERS HEALTH .




Adherence to Seattle Protocol

* Dysplasiais focal despite molecular changes
being a field defect.
* Adherence to SP only 20%

Targeted
sampling

* Full compliance with SP samples only 5-10% of BE \_,f\g?g;g) .
mucosa.
* Potential to miss a lesion if:
Not visible
Focal Seattle

s> Protocol
L\ biopsies

\ K
\
ANGON S \‘
YRR NN
A\
l|
\

Not captured by SP biopsy
Long segment of BE

é%{ 1) Wani S etal. GIE 2019; 90: 732-741
EeE 2) lyer & Chak. Gastroenterology 2023;
New York Course ‘I 64:707_1 8
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Importance of Recognition of Lesions

Essential to recognize VL:

* VLs harbor dysplasia

* EMRfor complete removal and staging.
A recent video-based survey study of 22 academic and
22 community physicians

 28% of HD-WLE VLs missed

* 31% of NBI VLs missed

* Volume of 5 surveillance EGDs a month associated

with improved VL detection with NBI.

Beveridge CA et al. GIE 2023; 97: 241-7

New York Course
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NBI/Virtual Chromoendoscopy

Table 3. Barrett’s Esophagus International Group NBI
Classification of Mucosal Appearance Suggestive
of Barrett’s Esophagus-related Dysplasia®®

Mucosal pattern Classification

Circular, ridged, villous, or tubular Regular
Absent or irregular Irregular

Vascular patterns

Regular blood vessel appearance along or between Regular
mucosal ridges with normal, long-branching
patterns

Focally or diffusely distributed vessels not following| Irregular
normal mucosal architecture

£' - Singh et al. EIO 2015; 3; E14-18
stee%, R | RUFGERS HEALIH Holzwanger et al. TIGE 2023; 2:

48th Annual _
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NBI Example

62-year-old
male with
abdominal
pain.

Initial EGD
4 weeks
prior
negative.
Imaging+
CBD stone.

Referred for o SN
ERC p. = = = \%‘5; T~

g
=S¥
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Adjunctive Use of WATS-3D
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Recent WATS-3D Studies
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Adjunctive Use of Wide-Area Transepithelial
Sampling-3D in Patients With Symptomatic
Gastroesophageal Reflux Increases Detection of
Barrett's Esophagus and Dysplasia

Shatee, MDD WS MACE', Robett D Octee. M0 FROIC, Mondal L. Sngee, MM, D' Wil 1 Satvens, MD, MM
Sechen Srevisan. NOT, Wived Kaul MO TADGS, Arend ), Tendade. MU TADG", Arrvt Acraapa bl NO®, Sobert D Ve, WY
Michae! § S, MO NBA'Y and Matihew ) Mciniey, MDD TACG

N mmmumtmﬁm L W upper for

Banett's esep lined epithelium, with torceps hiopsies
('ll)hlinhy-ld shnal (1MW), Repest 1 then often necessary to confiem a
BE diagrosi, The aim of this study wm 1o assess the rield of IM lrading fo » dlagnosns of BE by the
20aRtion of wide-arma transepitheial sampiing (WATS. 30) to FB in the screening of patients with GERD,

Wo performod 2 prospective registry study of with GEND

endoscopy. Patients had both WATS-30 and FB, ancunlmnwlhm
roguiar, iragule (<] em MWImlMMWI((I»duﬂ.ﬂ
postible ng-segment BE (23 cm) Demographics, IM ylold, and dysplasia yledd ware
mupw-nmm-mmnmmmnsomwumn divded by cases
detected by FB_ Cliniclans were ashed If WATS. 30 resuits affocted patient management.

OF 23,033 patients, 6,829 (28 5%) met sndoscopic criberls for BE, Of thase, 2,878 (42.1%) had IM
IdestiNed by sithe: Fll or WATS. 3D, Ameng patients futilling sedescopic criteria for BE. the adjunctive
yledd of WATS- 30 was 76.5% and staotte yield was 18 1%, One Shousand thioe hundred seventeen
patients (19.3%) who fulfilled endoscopic BE critera had IM detected solely by WATS. 3D, Of 240
patients with dyaplasia, 107 (44,6%) were found solely by WATS. 3D, Among patients with positive
WATS- 30 bett negative FB, the cams plan chianged in 90.7%,

mmmnvnonnmmm-mmommuu mmntmmmm
BL in a0 additional one-fifth of pat Fur app y
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ORIGINAL ARTICLE: Clinical Endoscopy

Benefit of adjunctive wide-area transepithelial sampling with
3-dimensional computer-assisted analysis plus forceps biopsy
based on Barrett's esophagus segment length

Arvind ). Trindade, MD," Robert D. Odiee, MD, FRCPe,” Michael 5. Smith, MD, MBA,' Vivek Kaul, MD'

New Hyde Park, New York Clry, Bochester, New Yook, Boston, Massachisets, USA

Hackground and Alms: Wide-area trunsepithelial sampling with Sdimensional computerasseted  analysis
(WATS-30) has been shown 1o Increase the diagnostic ysekd of intesainal metaplasin (IM) and dysplasia within
8 segment of suspected o known Barrett's esophagus (BE) when used us an adjunct w forceps blopsies, Few
data are avadlable regarding how segment length affeces WATS-3D yield, The purpose of this study was 10 eviluate
adjunctive WATSAD use in pathents with visrying lengths of BE

Methods: A towl of 3471 patients (52 9% male; mean age, 63 years) enrolled in 2 registry studies were included in
this studly, AN patients were being screened o surveyed for BE with both forceps blopsies and WATS-AD, The
sdjunctive and absolute yield of WATSAD was calculated according to the length of the patient's BE segment

Results: The overall sdjunctive and absolute incressed diagnostic yields with WATSAD were 47.6% and 17 5%,
respectively, for detection of IM, and 139% and 2 4% for detecton of dysplasia. IM and dysplasis detection
both Increased with the wse of WATSAD reguardless of segment length. Increase in IM diagnostic yiekd was signif
icantly higher in short- versus long-segment cases but hgher in long-segment cases for dysplasia detection

Conclusions: This stucy shows thar when WATS-AD s added as an adpunct o forceps blopsies, it s effectve at
Incressing the diagnostic yield of both BE and associated dysplanks in putients with bogh short and long segments
of enophageal colummar-lined epithellum. (Gastrosntest Endosc 2023,98:316-2%.)



Risk Stratification of Nondysplastic BE

* Tissue Cypher * Previse EsoPredict

* Biomarkers (p53, p16, AMCAR, * 4 DNA methylation markers
HER-2, CD68, COX2, HIF1 alpha, * 5-year progression risk level,
CD45R0) score, and progression rate

* Spatial biology via Al algorithm * Low

* 5-year progression risk score * Low-moderate
(score 0-10) * High-moderate

* High

High risk scores may allow for closer inspection in tertiary centers and decreased
surveillance intervals

)

48th Annual
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Location of Dysplasia

Right half Left half Odds ratio Odds ratio
Study or subgroup Events Total Events Total  Weight M-H, random, 55% O M-H, random, 95% O
Bahin 2016 80 117 7w 17.7% 4671268411 —.
Bibbo 2016 18 28 10 28 124% 3124108 967] ——
Cassini 2013 a &0 19 60 1568 4,66 {2.16, 10.05) ——. e
Enestvedt 2013 123 154 n 15 176% 15.7419.02, 27.“} =
Karyawasam 2012 46 0 34 50 17.0% 1.83]098.3.43 e
Pech 2007 240 380 140 380 19.7% 2.94(2.19, 395 *
Total (95% C1) 819 819  100.0% <
Total events 548 m
Heterogeneity: Tais = 0,47, Chw* = 3398, df = 5 (P<0.00001); 1" = 85%
Test far averal effect: Z = 4,68 ( <0.00007) oo 0.} ! 0
Favours lefr hall  Favours rightt hall
LI . s Ll L B . P & P
w Tublar esaphagan Odds ratio Odds ratio
Study oc wbgroup  Tvents Total  Gwents  Total  Wuight MM, random, 95% O M random, 25X 0O
y Camwron 2013 5 0 ) 6 01N 2500(120, 52079 .
3 - A Cotton ot # 2014 . 1 ? 1 was 02N (018 14| -t
Before ablation, d : ! »medmm ! Matvey 2011 5 U] ) 0 Q1% 25.00(1.20, 52073 -
located in the right half versus the left half A /' commonly at the top of the gastric folds (TG it g I L ey m
3 o . . AR > 3 Kamay 2007 1 " ] 53 1525 00 [ 08 Th1A2 -
(OR 4.3, 95% ClI 2.33-7.93, P <0.001) (OR 533, 95% Q1 '-75"5-2?- P =0.003) Sami 2019 oM TR T I T T 2521107, 5.99) .
Vaccam 2011 a 4 0 4 A% RL00[1I0 HME 1|
Total (93% O) m L1 100.0% e
Tettal eyents on A . +
Muterngeneity: Bae' = 100 Ch = 1417 di =6 (P« 0,00); F = S8 00 Y ! 0
Test e overall effect 2« 295 (P« 000)) faanmirs Tubutar evphugn Twouny TCF

» Fla. 4 Forest ot fue the distribution of recurrent dysidasia in Baerett's esophaaus sedments after ablation. TGF top of gastric folds

Trindade et al. Endoscopy 2021; 53: 6-14
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Adeqguate Eradication of BE with Dysplasia

Raised BE Flat BE

' Barrett’s '
. 1 \ esophagus _‘
s & = v \ BN crvo '\ RFA
— - __A—' ™ & '. "n.“. A 2
o ) E " A \ gE \ e & \

GOAL of Endoscopic Therapy is Eradication of ALL BE

NYSGE%,
48th Annual
New York Course




Ablate the GEJ/TOGF to Prevent Recurrence

Before ablation, dy.s;lwa was more commonly i Recurrence of dysplasia was l,o'c‘hud more
located in the right half versus the left half commonly at the top of the gastric folds (TGF)
(OR 4.3, 95% C1 2.33-7.93, P <0.001) / (OR 5.33; 95% C1 1.75-16.21, P = 0.003)

NYSGE
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Adequate Post Treatment Surveillance

Table 7. Recommended endoscopic surveillance intervals
following CEIM based on worst pretreatment histology

Worst pretreatment histology Suggested endoscopic surveillance

Low-grade dysplasia 1 yr following CEIM
3 yr following CEIM
Every 2 yr thereafter

High-grade dysplasia 3 mo following CEIM
6 mo following CEIM
12 mo following CEIM
Annually thereafter
Intramucosal carcinoma 3 mo following CEIM

6 mo following CEIM
12 mo following CEIM
Annually thereafter

CEIM, complete eradication of intestinal metaplasia.

é%( Shaheen et al. AJG 2022; 117: 559-587
NYSGE

45th Annual
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Conclusion: Strategies to avoid BE Cancers

* |dentify patients to screen for BE
* High quality screening and surveillance exams

* Adequate endoscopic therapy and follow up

R | RUTGERS HEALTH



Thank You
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