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ADVANCES IN GERD

Section Editor: Prateek Sharma, MD

C u r r e n t  D e v e l o p m e n t s  i n  t h e  M a n a g e m e n t  o f  A c i d - R e l a t e d  G I  D i s o r d e r s

G&H  What is the importance of Barrett 
esophagus in relation to esophageal cancer?

PS  Barrett esophagus is the only known premalignant 
condition of esophageal adenocarcinoma, the incidence 
of which continues to rise in the United States and 
among the Western population. Barrett esophagus is 
diagnosed in approximately 10% of patients undergoing 
endoscopy for chronic symptoms of gastroesophageal 
reflux disease (GERD), which include heartburn and 
regurgitation. However, GERD is not the only risk fac-
tor for Barrett esophagus; up to 5% of patients without 
chronic GERD are diagnosed with Barrett esophagus.

G&H  What diagnostic tests can be used to 
screen for Barrett esophagus?

PS  Endoscopy with biopsy is the current standard of 
care for making a diagnosis of Barrett esophagus. Spe-
cifically, endoscopy is used to identify a columnar-lined 
esophagus in the distal portion. If the columnar lining 
is 1 cm or greater, biopsies should be obtained from the 
esophagus. Documented intestinal metaplasia confirms 
the diagnosis of Barrett esophagus. The most important 
aspect at the time of endoscopy is to recognize the 
anatomic gastroesophageal junction and determine if 
columnar lining greater than 1 cm extends above this 
landmark.

Diagnostic Testing for Barrett Esophagus

G&H  What benefits and limitations are 
associated with endoscopy with biopsy?

PS  There are major benefits to upper endoscopy; it 
allows for direct visualization of the esophageal mucosa 
and specifically for assessing for any changes that may 
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indicate dysplasia or cancer within Barrett esophagus. 
Any visible lesion, such as a nodularity, erosion, or fri-
ability, should raise suspicion for neoplasia and should 
be biopsied.

Although it is the gold standard for making a 
diagnosis of Barrett esophagus, endoscopy with biopsy 
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EsoCheck (Lucid Diagnostics) is a balloon that is 
attached to a tether. The device is positioned back and 
forth in the area of the gastroesophageal junction and 

has certain limitations and complications (although 
rare). It is an invasive method and requires sedation to 
be performed, and patients have to take a day off from 
work in order to undergo the test. Occasionally, intes-
tinal metaplasia and dysplasia can be missed, even with 
biopsy. Bleeding and perforation are rare but reported 
complications of endoscopy.

G&H  What tools are currently available to 
eradicate cells before they become cancer?

PS  If patients have Barrett esophagus without dyspla-
sia, they are enrolled into surveillance programs. These 
patients undergo endoscopy every 3 to 5 years, with 
the goal of identifying either high-grade dysplasia or 
early esophageal adenocarcinoma with biopsy. If high-
grade dysplasia or cancer is observed, patients should 
undergo treatment to prevent invasive adenocarcinoma. 
For endoscopic treatment, clinicians should first use 
endoscopic resection to remove the abnormal, raised, or 
nodular areas. The remainder of the flat Barrett esopha-
gus is then ablated using radiofrequency ablation, hybrid 
argon plasma coagulation, or cryotherapy.

G&H  What tests are coming on the market 
to diagnose Barrett esophagus? How are they 
performed?

PS  A number of noninvasive tests are being evaluated. 
Some of these tests are already on the market, while oth-
ers are undergoing testing and are not ready for clinical 
use. The capsule-based volumetric laser endomicroscopy 
(VLE) test (NvisionVLE Imaging System, NinePoint 
Medical) consists of a tethered capsule that is attached 
to a laptop computer. The patient swallows the capsule, 
which, with the help of the tether, the clinician can 
move back and forth and adjust to the area of the gas-
troesophageal junction and the esophagus. The capsule 
provides 3-dimensional VLE images of the esophagus 
and the gastroesophageal junction. By looking at those 
images and at the position of the lens and the cells, the 
clinician can start making a diagnosis of intestinal meta-
plasia and dysplasia.

The Cytosponge (Medtronic) technique also uses 
a capsule attached to a string. Within the capsule is a 
sponge. The patient swallows the capsule, which, upon 
reaching the stomach, loses its outer covering and 
expands into a bristled sponge. As the string is pulled 
back through the gastroesophageal junction and the 
esophagus, the bristles collect cells. Those cells can then 
be tested for the presence of trefoil 3 factor, which can 
help determine whether the patient has Barrett eso
phagus.

In order to fit in a 
clinician’s practice, the 
test has to be as good 
as upper endoscopy and, 
at the same time, cost 
significantly less.

the distal esophagus to collect cells for a panel of mark-
ers that would indicate whether the patient has Barrett 
esophagus.

One of the challenges with all of these noninvasive 
tests is that they are still undergoing trials. Thus, endos-
copy with biopsy continues to be the gold standard. 
Even if one of these tests has a positive result, patients 
will still have to undergo endoscopy to confirm the pres-
ence of Barrett esophagus and, more importantly, that 
there is no dysplasia and/or cancer. These abnormal areas 
may still need to be resected or undergo targeted biopsy.

G&H  How will these new tests fit into 
clinicians’ practices?

PS  These tools hold promise in office-based testing. 
For example, rather than scheduling patients in an 
outpatient clinic for an endoscopy to screen for Barrett 
esophagus, clinicians can run some of these noninvasive 
tests in their office.

G&H  What are the economic implications of 
these new tests?

PS  The diagnostic performance of the new noninvasive 
tests continues to be tested in studies, and they need 
to show high accuracy. Cost-effectiveness studies that 
compare these new tests with endoscopy with biopsy 
then need to be conducted. A device can be noninvasive 
and safe, but a high cost can make its use prohibitive. 
In order to fit in a clinician’s practice, the test has to be 
as good as upper endoscopy and, at the same time, cost 
significantly less.

G&H  What are the priorities of research?
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PS  The main priority is to identify the patient popu-
lation that needs screening. All society guidelines rec-
ommend against screening the general population and 
propose targeted screening. We know what the risk fac-
tors are for esophageal adenocarcinoma—chronic reflux 
symptoms, high body mass index, increased abdominal 
circumference, smoking, and presence of hiatal her-
nia—but we still need a simplified scoring mechanism 
that can stratify these risk factors and determine which 
patients should be screened.

Dr Sharma serves as a consultant for Olympus. He has 
received grant support from US Endoscopy, Fujifilm, Iron-
wood Pharmaceuticals, and Medtronic.
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