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The decision to treat or not to treat BE and the best treatment
option depends on following factors
1. Patient factors- age, presence of comorbid conditions, length

of BE, degree of dysplasia (low grade, high grade, unifocal
or multifocal, early mucosal cancer), presence of hiatus hernia
and patient’s preference

2. Treating team- experienced endoscopists (specialist in
advance diagnostic and therapeutic endoscopy), GI
pathologists, surgical experts

3. Equipment – high quality endoscopes for imaging and
treating the lesions, instruments and accessories for resection
and ablative procedures

All patients with BE should have enhanced endoscopic imaging
with emphasis on accurate assessment of length and
circumferential involvement, presence of mucosal lesions
followed by four quadrant biopsies every 1 to 2cm. The biopsies
should be reported by expert GI pathologist.
a) LGD – should be kept under surveillance as per AGA

guidelines. Those wishing for intervention can be included
for trials on ablative techniques or chemoprevention.

b) HGD or early cancer- should undergo EMR. If histology
shows no or low grade dysplasia, patient to be kept under
endoscopic surveillance. In case of HGD or early cancer but
negative lateral and basal margins, continue close surveillance.
In case of larger lesions or positive lateral but negative basal
margins, continue EMR or add ablative procedure.

c) EMR shows invasive cancer- surgery is the treatment of
choice.
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