RNSH 2003
Gastro (extra details taken from SGH paper)
Question 5

The best description of Barrett’s oesophagus:

(a) Gastric metaplasia

(b) Specialised intestinal epithelium

(c) Dysplasia

(d) Early adenocarcinoma in situ

(e) Fibrous change

Answer: (b)

Barrett's Esophagus

· metaplasia of esophageal squamous epithelium to columnar epithelium

· complication of severe reflux oesophagitis

· risk factor for esophageal adenocarcinoma

· metaplastic columnar epithelium develops during healing of erosive oesophagitis with continued acid reflux because columnar epithelium is more resistant to acid-pepsin damage than squamous epithelium

· metaplastic epithelium is a mosaic of different epithelial types including goblet cells and columnar cells that have features of both secretory and absorptive cells (incomplete or type III metaplasia)

· more common in men, particularly white men

· prevalence increases with age

· Barrett’s epithelium progresses through a dysplastic stage before developing into adenocarcinoma

· rate of cancer development is 1 in 200 patient years

· if > 2 - 3 cm of intestinal metaplasia – relative risk 30 – 125X

Prevention

· reflux oesophagitis should be aggressively treated with drugs

· erosive oesophagitis should be treated with drugs and surgery

· prevalence of intestinal metaplasia is estimated at 4 to 10% of patients with significant heartburn

· established metaplasia does not regress with treatment; thus, acid suppression and fundoplication are indicated only when active oesophagitis is also present.
Surveillance
· The need and frequency of surveillance endoscopies in patients with established Barrett's esophagus are debated

· risk of developing esophageal adenocarcinoma is related to the length of involved esophageal mucosa

· short segments (distal 2 to 3 cm) appear to be low risk

· long-segment (>3 cm) - advised to have endoscopies at 1-year intervals for 2 years and then every 2 to 3 years

· frequency of surveillance is increased if dysplasia is detected independent of the length of the metaplasia

Treatment

· treatment of choice is oesophagectomy of affected segment

· Photodynamic laser or thermocoagulative mucosal ablation and endoscopic mucosal resection are being evaluated as alternatives

Complications
· can lead to chronic peptic ulcer of the esophagus with high (midoesophageal) and long strictures.

Up To Date

Barrett's esophagus is a condition in which an abnormal columnar epithelium replaces the stratified squamous epithelium that normally lines the distal esophagus. It is the most severe histologic consequence of chronic gastroesophageal reflux disease (GERD) and predisposes to the development of adenocarcinoma of the esophagus.

PATHOPHYSIOLOGY – Barrett's esophagus develops through the process of metaplasia in which one kind of fully differentiated cell replaces another [1]. Metaplasia occurs when tissue is exposed chronically to noxious factors (such as acid reflux) that injure mature cells while simultaneously promoting epithelial repair through the aberrant differentiation of immature, proliferating cells.

The metaplastic columnar cells of Barrett's esophagus are in some ways a favorable adaptation to chronic reflux since they appear to be more resistant to reflux-induced injury than the native squamous cells. Unfortunately, esophageal columnar metaplasia predisposes to the development of adenocarcinoma [2].

PATHOLOGY – Three types of columnar epithelia have been described in Barrett's esophagus [7]:

· Junctional-type epithelium (also called cardiac epithelium) which has a foveolar (pitted) surface and glands that are lined almost exclusively by mucus-secreting cells; these cells resemble those in the gastric cardia.

· Gastric fundic-type epithelium which has a foveolar surface lined by mucus-secreting cells, and a deeper glandular layer that contains chief and parietal cells; these cells resemble those in the gastric fundus.

· Specialized intestinal metaplasia (also called specialized columnar epithelium), which has intestinal-type crypts lined by mucus-secreting columnar cells and goblet cells.  It is the most common histologic type and the only one that has a clear malignant potential. Thus, it is preferable to use the term "specialized intestinal metaplasia" when referring to the increased cancer risk in Barrett's esophagus.
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The metaplastic cells of specialized columnar epithelium contain a number of intestinal-type cells including goblet cells, gastric, small intestinal, and colonic-like columnar cells, endocrine, and Paneth cells with intermediate features [8]. Specialized intestinal metaplasia is indistinguishable histologically from intestinal metaplasia type II or III of the stomach.

The presence of goblet cells is the most useful feature for distinguishing specialized intestinal metaplasia from gastric cardiac or fundic-type mucosa.

Dysplasia

Specialized intestinal metaplasia may become dysplastic. The dysplastic epithelium occasionally appears as a mass, in which case it is called an adenoma.

Dysplasia is graded as low or high grade or indefinite.

