Guidelines on the Diagnosis and Management of Barrett’s Oesophagus

[image: image1.jpg]County Durham and Darlington NHS

NHS Foundation Trust




CDDFT Guideline

	Reference Number
	

	Title
	Guidelines for the Diagnosis and Management of Barrett’s Oesophagus

	Version number 
	1.0

	Document Type
	Guideline

	Original Policy date 
	July 2012

	Date approved
	

	Effective date
	

	Approving body
	Quality and Healthcare Governance Committee

	Originating Directorate
	

	Scope
	Trust-wide

	Last review date
	N/A

	Next review date 
	

	Reviewing body
	Clinical Effectiveness & Therapeutics Committee

	Document Owner
	

	Equality impact assessed
	Yes

	Date superseded
	N/A

	Status
	

	Confidentiality 
	

	Keywords 
	Barrett’s oesophagus, Endoscopy, surveillance.


Approval

	Signature of Chairman of Approving Body
	

	Name / job title of Chairman of approving Body:
	

	Signed paper copy held at (location):
	


Table of Contents

Document Control Information………………………………………………………………………3


Version control table…………………………………………………………………………3


Table of revisions…………………………………………………………………………….3

1. Purpose………………………………………………………………………………………….4

2. Guideline application / inclusion criteria ….…………………………………………………4         

3. Need for Surveillance    ……………………………………………………………………….4                                                     

4.      Exclusion Criteria …………………………………..………………………………………….5

5.      Screening and Surveillance Recommendations…………………………………………... 5
6.      Management of Dysplasia ………………………………………………………………..5 - 6
7.      Follow up ………….……………………………………………………………………………6
Appendix A
Patient information Leaflet ………………… …………………………………………………   7-10
Appendix B   
   
Reference Guideline   ………………………………………………………………………….…. 10 
Appendix C

Definition of terms………………………………………………………………………………….  11
Appendix D

Flowchart ………………………………………………………………………………………….   12                                                     
Document Control Information

Version control table

	Date of issue
	Version number
	Status

	01 Aug 2012
	1.0
	

	
	
	

	
	
	

	
	
	


Table of revisions

	Date
	Section
	Revision
	Author

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	

	
	
	
	


Guidelines for the Diagnosis and Management of Barrett’s Oesophagus
1. Purpose
To standardise the management of patients with Barrett’s oesophagus in line with the best evidence available currently.

2.  Guideline application / inclusion criteria
All patients with Barrett’s oesophagus

Barrett’s oesophagus is defined as ‘an oesophagus in which any portion of the normal squamous lining has been replaced by metaplastic columnar epithelium. In order to make a positive diagnosis of ‘Barrett’s oesophagus’ a segment of columnar metaplasia of any length must be visible endoscopically above the oesophago-gastric junction and confirmed or corroborated histologically’ (BSG 2005)

The diagnosis of Barrett’s requires systematic biopsy of the abnormal-appearing oesophageal mucosa to document intestinal metaplasia and to detect dysplasia.

      3. Need for surveillance

The rationale for surveillance in Barrett’s oesophagus is based on the increased risk of developing adenocarcinoma and the poor prognosis of this cancer when presenting symptomatically. Surveillance may detect adenocarcinoma of the oesophagus at an earlier stage with a better prognosis than when patients present with symptoms. However, it should be clarified that the efficacy of surveillance is unproven. 
Disadvantages of endoscopic surveillance should also be discussed, including the physical and psychological morbidity, and the fact that surveillance cannot guarantee to detect every tumour that may develop. The results of BOSS trial would inform this discussion in due course.

Therefore the aim of surveillance in Barrett’s oesophagus is detection of dysplasia and early cancer in patients where there is potential to prolong life expectancy with a therapeutic intervention. 
         4. Exclusion Criteria

In the absence of endoscopic therapy for the management of high-grade dysplasia, patients who are deemed unfit for surgical intervention should not currently be included in the surveillance programme.
         5. Screening and Surveillance Recommendations

· Endoscopic screening of patients with chronic heartburn to detect Barrett’s is not recommended. 

· The length of Barrett’s oesophagus has been defined as the distance between the transition from Oesophageal mucosa to gastric mucosa (Z-line) and the upper end of the gastric folds. 

· The length of Barrett’s oesophagus has been linked to an increased risk of developing dysplasia or carcinoma development but the relationship seems weak. Consequently, modifying clinical management according to Barrett’s length is not warranted at present.

· At endoscopy for both diagnosis and surveillance of Barrett’s oesophagus, circumferential, quadrant biopsies should be taken every 2cm of endoscopically visible columnar-lined oesophagus and further multiple biopsies of any abnormal-looking mucosa

· It is vitally important for accurate diagnosis that the precise sites of biopsies taken are recorded by the endoscopist in terms of distance from the incisor teeth and relation to the oesophago-gastric junction and the squamo-columnar junction.

· Surveillance  of Barrett’s oesophagus without dysplasia, where indicated should be considered at 2 yearly intervals

         6. Management of Dysplasia (see flowchart)
Low-grade dysplasia (LGD)
Extensive re-biopsy after intensive acid suppression for 8–12 weeks-
If LGD is persisting, surveillance should be six monthly for as long as it remains stable. If apparent regression occurs on two consequent examinations, surveillance internals may be increased to 2–3 yearly.
High-grade dysplasia
This is associated with a focus of invasive adenocarcinoma in 30–40% of patients. 
Barrett’s oesophagus patients with a histological diagnosis of high-grade dysplasia should be re-scoped after intensive acid suppression with further extensive biopsies and referred to the Upper Gastrointestinal Cancer Multidisciplinary Team for further management

‘Indefinite for dysplasia’
Diagnosed when there are changes suggestive of dysplasia but inflammatory changes make the distinction impossible. 
Endoscopy should be repeated with extensive biopsies following a course of PPI therapy. If this, together with a subsequent endoscopy and multiple biopsies at 6 months fail to reveal definite evidence of dysplasia, then the patient can return to routine surveillance.
          7. Follow up

· Patients should be commenced on a long-term proton pump inhibitor, the dose determined by symptom relief.

· Role of PPI in asymptomatic patients is unclear at present. However, in clinical practice, most patients are advised long term PPI based on the premise that chronic acid exposure may contribute towards Barrett’s oesophagus.

· Outpatient follow up is recommended for some patients once after initial endoscopy for confirmation of diagnosis. This and further follow up is at the discretion of the Consultant Gastroenterologist

· All Barrett’s oesophagus patients should be given printed information on ALARM symptoms and advised to seek medical help promptly.

Appendix A
Patient information leaflet:
Barrett's Oesophagus

In Barrett's oesophagus the cells that line the lower oesophagus are abnormal. The main cause is long-standing reflux of acid from the stomach into the oesophagus. People with Barrett's oesophagus have an increased risk of developing cancer of the oesophagus. The risk is small, but you may be advised to have regular endoscopies to detect precancerous changes to the cells in the oesophagus. If precancerous changes develop then treatment to remove or destroy the precancerous cells may be advised.

Understanding the oesophagus and stomach

When we eat, food passes down the oesophagus (gullet) into the stomach. Cells in the lining of the stomach make acid and other chemicals which help to digest food. Stomach cells also make a mucus which protects them from damage caused by the acid. The cells on the inside lining of the oesophagus are different and have little protection from acid.

There is a circular band of muscle (a sphincter) at the junction between the oesophagus and stomach. This relaxes to allow food down, but normally tightens up and stops food and acid leaking back up (refluxing) into the oesophagus. So, the sphincter acts like a valve.

What is Barrett's oesophagus?

Barrett's oesophagus is a condition which affects the lower oesophagus. It is named after the doctor who first described it. In Barrett's oesophagus, the cells that line the affected area of oesophagus become changed. The cells of the inner lining (epithelium) of a normal oesophagus are pinkish-white, flat cells (squamous cells). The cells of the inner lining of the area affected by Barrett's oesophagus are tall, red cells (columnar cells). The columnar cells are similar to the cells that line the stomach. Another name sometimes used by doctors for Barrett's oesophagus is columnar-lined oesophagus (CLO).
Is Barrett's oesophagus harmful?
The changed cells of Barrett's oesophagus are not cancerous. However, these cells have an increased risk (compared with normal oesophageal cells) of turning cancerous in time. The changed cells in Barrett's oesophagus can develop something called dysplasia. A cell with dysplasia is an abnormal cell. It is not cancerous, but is more likely to develop into cancer than other cells. It is often called a precancerous cell. There are various degrees of dysplasia from low-grade dysplasia to high-grade (severe) dysplasia. Cells that are classed as high-grade dysplasia have a high risk of turning cancerous at some point in the future. But note: if you have Barrett's oesophagus, the chance that it will progress to dysplasia, then to high grade dysplasia, and then to cancer is small. In the majority of cases, the changes in the cells remain constant, and do not progress. About 1 in 20 people with Barrett's oesophagus develops dysplasia (usually after a number of years). And, only a proportion of those with dysplasia progress (over months or years) to develop cancer. Studies have shown that, for a person diagnosed with Barrett's oesophagus, their lifetime risk of developing cancer of the oesophagus is about 1 in 20 for men and about 1 in 33 for women.
What causes Barrett's oesophagus and how common is it?
The cause in most cases is thought to be due to long-term reflux of acid into the oesophagus from the stomach. The acid irritates the lining of the lower oesophagus and causes inflammation (oesophagitis). With persistent reflux, eventually the epithelial (lining) cells change to those described above. It is thought that about 1 in 20 people who have recurring acid reflux eventually develops Barrett's oesophagus. The risk is mainly in people who have had severe acid reflux for many years. However, some people who have had fairly mild symptoms of reflux for years can develop Barrett's oesophagus.

Barrett's oesophagus seems to be more common in men than women. It typically affects people between the ages of 50 and 70 years. Other risk factors for Barrett's oesophagus that have been suggested include smoking and being overweight (particularly if you carry excess weight around your middle).

More about acid reflux:
What are the symptoms of acid reflux and oesophagitis?

Heartburn is the main symptom. It is a burning feeling that rises from the upper abdomen or lower chest up towards the neck. (It is confusing as it has nothing to do with the heart.) Other common symptoms include:

· Pain in the upper abdomen and chest

· feeling sick 
· an acid taste in the mouth

· bloating

· belching

· burning pain when you swallow hot drinks.

Like heartburn, these symptoms tend to come and go, and tend to be worse after a meal. People with Barrett's oesophagus will usually have (or will have had in the past) the symptoms associated with acid reflux and oesophagitis.

What causes acid reflux and whom does it affect?

The sphincter at the bottom of the oesophagus normally prevents acid reflux. Problems occur if the sphincter does not work very well. This is common, but in most cases it is not known why it does not work so well. However, having a hiatus hernia makes you more prone to reflux. A hiatus hernia is when part of your stomach protrudes through the diaphragm into the lower chest. (See separate leaflet called 'Hiatus Hernia' for more details.)

Most people have heartburn at some time, perhaps after a large meal. However, about 1 in 3 adults has some heartburn every few days, and nearly 1 in 10 adults has heartburn at least once a day. In many cases it is mild and soon passes. However, it is quite common for symptoms to be frequent or severe enough to affect quality of life. It is people who have severe and long-standing reflux who are more likely to develop Barrett's oesophagus.

How is acid reflux treated?

A medicine which prevents your stomach from making acid is a common treatment and usually works well. Some people take short courses of treatment when symptoms flare up. Some people need long-term daily treatment to keep symptoms away. An operation to tighten the sphincter muscle is an option in severe cases which do not respond to medication, or where full-dose medication is needed every day to control symptoms.

There are also various things that you can try to change in your lifestyle that may help to treat your acid reflux. These include losing weight if you are overweight, stopping smoking if you are a smoker and reducing your alcohol intake if you drink a lot of alcohol. The treatment of acid reflux is discussed fully in a separate leaflet called 'Acid Reflux and Oesophagitis' .

How is Barrett's oesophagus diagnosed?

Barrett's oesophagus itself usually causes no symptoms. However, you are likely to have, or have had, the symptoms of long-standing or severe reflux disease described earlier.

Endoscopy (gastroscopy)

You may have an endoscopy if you have severe or persistent symptoms of acid reflux. For this test, a thin, flexible telescope is passed down the oesophagus into the stomach. This allows a doctor or nurse to look inside. This test can usually help to diagnose Barrett's oesophagus. The change in colour of the lining of the lower oesophagus from its normal pale white to a red colour strongly suggests that Barrett's oesophagus has developed.
A biopsy

If Barrett's oesophagus is suspected during endoscopy, then several small samples (biopsies) are taken of the lining of the oesophagus during the endoscopy. These are sent to the lab to be looked at under the microscope. The characteristic columnar cells which are described above confirm the diagnosis. The cells are also examined to see if they have any signs of dysplasia (see above).

What is the treatment for Barrett's oesophagus?

Treatment of acid reflux

This treatment is as described above. You are likely to be advised to take acid-suppressing medication for the rest of your life. It is unclear as to whether treating the acid reflux helps to treat or reverse your Barrett's oesophagus and more studies are ongoing. However, this treatment should help any symptoms that you may have.

Surveillance

When you have been diagnosed with Barrett's oesophagus, you may be advised to have an endoscopy and biopsy at regular intervals to monitor the condition. This is called surveillance. The biopsy samples aim to detect whether dysplasia has developed in the cells, in particular if high-grade dysplasia has developed.

The exact time period between each endoscopy and biopsy sample can vary from person to person. It may be every 2-3 years if there are no dysplasia cells detected. Once dysplasia cells are found, the check may be advised every 3-6 months or so. If high-grade dysplasia develops, you may be offered treatment to remove the affected cells from the oesophagus. (Treatment details are discussed later.)

However, there is debate as to the value of surveillance and, if it is done, how often it should be done. Briefly, some doctors argue that most people with Barrett's oesophagus do not develop cancer. Many people would need to have regular endoscopies to detect the very few who develop high-grade dysplasia. In addition, complications are likely to occur in a small number of people who have endoscopy. And, even if you develop high-grade dysplasia and have treatment, there is a risk from developing complications from treatment. So, in effect, there is a debate as to the benefit versus the risk of surveillance. Your specialist will advise what is best for your particular circumstances.

Surgery may be considered

If you develop high-grade dysplasia or cancer of the oesophagus, the traditional treatment is to have an operation to remove the oesophagus (oesophagectomy). This is a major operation and complications following surgery, sometimes serious and life-threatening, are not uncommon. But remember - most people who develop Barrett's oesophagus do not go on to need an oesophagectomy. Also, newer therapies that have recently been developed are becoming more popular options if you develop high-grade dysplasia or early cancer.

Newer treatments

Various ways of removing just the abnormal dysplastic cells from the lining of the oesophagus (or even early cancers that just affect the lining on the oesophagus) have recently been developed. These include the following:

Laser therapy . The abnormal cells can be destroyed by a laser from an instrument that is inserted into the oesophagus. A recent refinement of this is called photodynamic therapy.

Photodynamic therapy (PDT) is a type of laser treatment. For this you are given a medicine that makes your cells very sensitive to light for several hours. After taking the medicine you have an endoscopy. During the endoscopy, a laser light is shone at the abnormal section of your oesophagus. The cells which are sensitised by the medicine react to the laser light and the cells are destroyed. Nearby normal cells then multiply and replace the destroyed abnormal cells. There are possible side-effects from PDT which include narrowing of the oesophagus (called a stricture) which may affect swallowing. Also, some people may develop skin reactions because of the medicine that is used.

Epithelial radiofrequency ablation (EFA). This treatment uses a radiofrequency energy coil. Again, this involves an endoscopy. During the endoscopy a small coil is guided towards the abnormal section of your oesophagus. The coil then emits heat energy which destroys the abnormal cells. Nearby normal cells then multiply and replace the destroyed abnormal cells.

Argon plasma coagulation. This treatment uses a jet of argon gas, together with an electric current, to burn away dysplastic cells.

Endoscopic mucosal resection (EMR). This is a procedure that is done via instruments passed down the side of an endoscope. Basically, the affected inner lining of the oesophagus is stripped off. Research continues to find out which treatment is best. If you are diagnosed with Barrett's oesophagus, your specialist should be able to give you up-to-date information on the pros and cons of surveillance, and also on the current situation about the various treatment options should you develop dysplastic changes to

the cells.

A further note

If you have Barrett's oesophagus and you develop any new symptoms such as weight loss, vomiting blood or difficulty swallowing, it is important that you see a doctor urgently. These are some of the symptoms that you may get from complications of gastro-oesophageal reflux and Barrett's oesophagus. These complications are rare but can include an ulcer or cancer of the oesophagus.

Appendix B
Reference Guideline:
Guidelines for the diagnosis and management of Barrett's columnar-lined oesophagus

A Report of the Working Party of the British Society of Gastroenterology, principal authors: A Watson, RC Heading, NA Shepherd. Available online at:
http://www.bsg.org.uk/images/stories/docs/clinical/guidelines/oesophageal/Barretts_Oes.pdf
Appendix C

Definition of terms:

Oesophagus

The muscular organ that passes food from the mouth to the stomach.

Barrett's Oesophagus
Barrett's oesophagus is a condition which affects the lower oesophagus. It is named after the doctor who first described it. In Barrett's oesophagus, the cells that line the affected area of oesophagus become changed. The cells of the inner lining (epithelium) of a normal oesophagus are pinkish-white, flat cells (squamous cells). The cells of the inner lining of the area affected by Barrett's oesophagus are tall, red cells (columnar cells). The columnar cells are similar to the cells that line the stomach. Another name sometimes used by doctors for Barrett's oesophagus is columnar-lined oesophagus (CLO).
Endoscopy (gastroscopy)

A thin, flexible telescope is passed down to inspect the oesophagus, stomach and duodenum. 

A biopsy

If Barrett's oesophagus is suspected during endoscopy, then several small samples (biopsies) are taken of the lining of the oesophagus during the endoscopy.

Surveillance

After a diagnosis of Barrett's oesophagus, the patient may be advised to have an endoscopy and biopsy at regular intervals to monitor the condition.

Proton Pump Inhibitor (PPI)

Medication used to suppress the production of acid in the stomach.

Dysplasia

A cell with dysplasia is an abnormal cell. It is not cancerous, but is more likely to develop into cancer than other cells. It is often called a precancerous cell. There are various degrees of dysplasia from low-grade dysplasia to high-grade (severe) dysplasia. Cells that are classed as high-grade dysplasia have a high risk of turning cancerous at some point in the future.
Appendix D
Flowchart for the management of dysplasia in patients with Barrett’s oesophagus
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