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Surgical Endoscopy 2006; 20: 235-38

Location of Barrett’s Adenocarcinoma



Progression to Cancer

Ong, World J Gastroenterol, 2010

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



1975-1979 1980-1984 1985-1989 1990-1994 1995-1999 2000-2004 2005-2009 2009-2016

20-49 0.1 0.1 0.16 0.22 0.35 0.38 0.43 0.4

50-69 1.04 1.7 2.6 3.74 4.79 5.41 5.8 5.97

70+ 1.92 2.65 4.82 7.37 9.58 11.74 12.82 13.3

20-85+ 0.54 0.77 1.26 1.83 2.49 3.03 3.45 3.76
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Figure Courtesy of Sachin Wani and adapted from : Kolb J, Han S, Wani S. Gastroenterology 2020

RISING INCIDENCE OF ESOPHAGEAL ADENOCARCINOMA



Strategies to avoid BE Cancers

• Identify patients to screen for BE

• High quality screening and surveillance exams

• Adequate endoscopic therapy and follow up



The all-too-common clinical occurrence
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57% of new EAC also has a new diagnosis of BE

Tan et al. APT 2020; 52: 20-36



Problem with Current Screening
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Vaughn et al Nat Rev Gastro Hep 2015 12; 243-48  

• Only 7% of EAC 
diagnosed via screening

• 40% of cases arise in 
pts w/out symptoms

• 52% of cases arise in 
pts with GERD 
symptoms



Prevalence of BE with risk factors
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Risk Factor Prevalence of BE

Family history BE/EAC 23% SCREEN
Age >50 y/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

Qumseya et al GIE 2019; 90; 335-59 
Shaheen et al. AJG 2022; 117: 559-587



Screening in primary care at Northwell Health
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Trindade et al GIE 2023; 98: 162-69



How to Screen
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Barrett’s screening brochures
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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

Wani et al. Gastroenterology 2022; 162: 366-372
Desai et al. Endoscopy 2022; 54:881-889

PEEN



Magnitude of PEEN/PEEC

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

 

Sawas et al. Clin Gastroenterol Hep  2022; e31-e-50



High Quality Screening and Surveillance Exams
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Shaheen et al. AJG 2022; 117: 559-587



Prague Classification and ID of Landmarks
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Shaheen et al. AJG 2022; 117: 559-587
Antony et al. Clin Res Hepatol and Gastroenterol 2018; 42: 591-96



Inspection Time and Dysplasia Detection
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Gupta et al GIE 2012; 76: 5131-8



Adherence to Seattle Protocol
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• Dysplasia is focal despite molecular changes 
being a field defect.

• Adherence to SP only 20%
• Full compliance with SP samples only 5-10% of BE 

mucosa.
• Potential to miss a lesion if :

Not visible
Focal
Not captured by SP biopsy
Long segment of BE

1) Wani S et al. GIE 2019; 90: 732-741
2) Iyer & Chak. Gastroenterology 2023; 

164:707-18



Importance of Recognition of Lesions
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Beveridge CA et al. GIE 2023; 97: 241-7

• Essential to recognize VL:
• VLs harbor dysplasia 
• EMR for 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. 



NBI/Virtual Chromoendoscopy

Singh et al. EIO 2015; 3; E14-18
Holzwanger et al. TIGE 2023; 2: 
257-66
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• 62-year-old 
male with 
abdominal 
pain.

• Initial EGD 
4 weeks 
prior 
negative.

• imaging+ 
CBD stone.

• Referred for 
ERCP. 

NBI Example



Adjunctive Use of WATS-3D

Month Day, Year 22



Recent WATS-3D Studies



Risk Stratification of Nondysplastic BE

• Tissue Cypher
• Biomarkers (p53, p16, AMCAR, 

HER-2, CD68, COX2, HIF1 alpha, 
CD45R0)

• Spatial biology via AI algorithm 
• 5-year progression risk score 

(score 0-10)

• Previse EsoPredict
• 4 DNA methylation markers
• 5-year progression risk level, 

score, and progression rate
• Low
• Low-moderate
• High-moderate
• High

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



Location of Dysplasia
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Trindade et al. Endoscopy 2021; 53: 6-14



Adequate Eradication of BE with Dysplasia

Raised BE Flat BE

GOAL of Endoscopic Therapy is Eradication of ALL BE



Ablate the GEJ/TOGF to Prevent Recurrence



Adequate Post Treatment Surveillance

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



Conclusion: Strategies to avoid BE Cancers

• Identify patients to screen for BE

• High quality screening and surveillance exams

• Adequate endoscopic therapy and follow up



Thank You
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