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Management of early OG cancer

• T1a
• Up to but not beyond MM
• m1 / m2 / m3

• T1b
• Submucosal, does not breach 

musc propria
• sm1 / sm2 / sm3



However: a heterogenous group!



48yo female

• Routine OGD for reflux
• Dysplastic appearances at GOJ

• ESD à T1b sm2, LVI+

• Anxious and wants to avoid 
surgery



• 2ww OGD for abdo pain
• Area of likely early invasive cancer 

seen
• ESD à T1b sm3 “at least”, with 

cells up to the diathermied deep 
margin
• Poorly differentiated
• CT / PET clear

• “Do what you think is best doc”

67yo female



68yo male

• Longstanding reflux
• Long segment Barretts
• ESD for area of invasive 

cancer
• T1a, poorly differentiated, 

signet ring cells

• Now: complex stricture
• Further dysplastic areas



Early Disease and Endoscopic Management



Metaplasia – dysplasia – carcinoma sequence

Barrett’s with 
no dysplasia

Low-grade 
dysplasia 
(LGD)

High-grade 
dysplasia 
(HGD)

Oesophageal 
adenocarcinoma

Squamous
epithelium

0.12-0.5% per year

5 - 20% per year

0.5 - 13% per year

Desai, Gut 2011; Hvid-Jensen NEJM 2011; 
Bhat, JNCI 2011; Duits, Gut 2013
Shaheen, NEJM 2009



Approach to patients with Barrett’s
Good quality endoscopy

Visible lesions 

no yes

4q bx 
every 2 cm

No dysplasia

Surveillance

LGD/HGD

RFA or 
EMR

Targeted bx

intramucosal 
cancer

EMR or 
ESD

Invasive 
cancer

Staging Chemo +/-
surgery

X

X

X

X

X

XX

X X

X

X X

2cm

2cm

Seattle protocol



Invasive 
cancer

no yes

4q bx 
every 2 cm

No dysplasia

Surveillance

LGD/HGD

RFA or 
EMR

Targeted bx

intramucosal 
cancer

EMR or 
ESD

Invasive 
cancer

Staging Chemo +/-
surgery

� LGD à rescope in 6 months
� Second LGD (confirmed by expert pathologistà

RFA
� HGD à RFA or EMR 

Approach to patients with flat dysplasia
Good quality endoscopy

Visible lesions 



Therapeutic Options for flat dysplasia 

• Radical EMR

• Argon Plasma Coagulation 

• Photodynamic therapy

• Radiofrequency ablation



Radiofrequency Ablation

• Radiofrequency energy delivered by a bipolar electrode

• Thermal ablation to a depth of 500 μm
• Indicated only to ablate flat Barrett’s mucosa

• NICE approved (2010) for treatment of HGD, BSG 
approved for persistent LGD (2014)



Types of RFA devices
• HALO360 Primary circumferential ablation long segment BE

• HALO90 
• Secondary ablation of residual Barrett’s

• Primary ablation short segment BE



Circumferential and focal RFA

HALO 360 HALO 90



RFA - Ablation depth

Ablation depth

RFA – ALA PDT

EMR

Porfimer PDT



Evidence for RFA

• Prospective multicentre trial for non-dysplastic BE (5y follow up): CR-IM 92%

• Sham controlled RCT for dysplastic BE (1y follow up): CR-D 90.5% vs 22.7%, 
CR-IM 77.4% vs 2.3% 

• Durability at 3 year: CR-D 98%, CR-IM 91% 

• UK HALO Registry: >700 patients (335 complete treatment): CR-D 81%, CR-
IM 62%

• 2 RCTs for BE with LGD: 25% risk reduction for HGD/Cancer and 35- 88% 
remission rate

(Fleischer 2008, Fleischer 2010, Shaheen 2009, Shaheen 2011, 
Haidry 2013, Phoa JAMA 2014, Barret Gut 2021)



PROs and CONs of RFA

PROs
• Excellent response rate for dysplasia
• RCT available
• Good safety profile (stricure 0-6%)
• Low incidence of  buried glands
CONs
• Costs
• Multiple treatments required (average 2)
• 6-10% stricture rate



Approach to patients with early visible lesions
Good quality endoscopy

Visible lesions 

no yes

4q bx 
every 2 cm

No dysplasia

Surveillance

LGD/HGD

RFA or 
EMR

Targeted bx

intramucosal 
cancer

EMR or 
ESD

Invasive 
cancer

Staging Chemo +/-
surgery



Endoscopic options: Conventional EMR

Multiband 
mucosectomy

Snare & Cap



Endoscopic options: Endoscopic 
submucosal dissection (ESD)

} PROs
} Allows en block resection (lesions >15mm)
} Oncologically sound
} Lower R1 resection rate of superficially 

elevated lesions

} CONs
} Technically difficult
} Long learning curve
} Higher risk of acute and late complications

Deprez DDW 2010



ESD vs EMR for OSCC
• No RCT available
• Large retrospective series (mainly from Asia but now Europe too) 

show that ESD associated to 
• higher R0 resection rate than EMR (100 vs 53%, p<0.05) 
• lower local recurrence rate (0.9 vs 9.8%; p<0.05) 
• higher 5-year survival rates (95.2% vs 73.4%; p<0.01)

Probst 2015, Takahashi 2010, Park 2016, Nagami 2017 



Pathological implications – EMR vs ESD

Martelli, Am J Gastro, 2016

EM
R

ES
D



ESGE guidelines for endoscopic therapy in ESCC

Pimentel-Nunes, GIE, 2022



Terheggen, Gut 2016

Barrett’s-related neoplasia: RCT EMR vs ESD

No evidence that ESD 

should be preferred to EMR 

for Barrett’s neoplasia



ESGE guidelines for endoscopic therapy in 
Barret’s associated lesions

Pimentel-Nunes, GIE, 2022



Not all early Barrett’s cancer are curable by EMR



What after curative resection of Barrett’s neoplasia

• Risk of recurrence approx. 15% at 5 years

• Subsequent EMR allows curative resection of 
residual neoplasia in >90%

• Ablation of residual Barrett’s (RFA or APC) reduces 
10-fold risk of recurrence 

• Post ER ablation induces sustained Barrett’s 
remission in 87-90% of cases

(Pech O, Gastoenterology 2014, Knabe Am J Gastro 2022, Manner 
Endoscopy 2014, Phoa Gut 2016)



NICE Guidelines on 
Barrett’s Oesophagus

Revised in 2023

Coming soon!



What comes after ESD?



Current guidelines

• Current recommendations for T1bN0 
oesophageal cancer are to offer 
radical treatment (i.e. surgery for 
ACC, dCRT or surgery for SCC)

• Based on theoretical risk of nodal 
metastasis (commonly cited 4-16%)

• …Survival rate after surgery does not 
start at 100%



T1a, T1b sm1

• Low risk of spread

• 114 patients 1996-2009
• 6.6% local recurrence rate
• No metastatic disease



High risk T1b?

• >=500nm
• Poorly diff
• LVI+

• Plenty of studies citing low (5-10% rate of nodal metastasis), but…

• 75 T1a, 51 T1b
• 21.6% nodal met rate, 36% if LVI+

• 248 T1b patients (any T1b)
• 30.9% nodal metastasis rate over 5y f/u



PREFER study

• Retrospective: 120 patients over 11 years
• Prospective: 9 units, 2017-22



So what do we know about T1b…

• Small numbers
• Hugely variable outcome reports
• Lack of prospective trials

So what happened to those patients…



48yo female

• Routine OGD for reflux
• Dysplastic appearances at GOJ

• ESD à T1b sm2

• Anxious and wants to avoid 
surgery

No residual disease in 

surgical specimen



• 2ww OGD for abdo pain
• Area of likely early invasive cancer 

seen
• ESD à T1b sm3 “at least”, with 

cells up to the diathermied deep 
margin
• Poorly differentiated
• CT / PET clear

• “Do what you think is best doc”

67yo female

No residual disease in 

surgical specimen



68yo male

• Longstanding reflux
• Long segment Barretts
• ESD for area of invasive 

cancer
• T1a, poorly differentiated, 

signet ring cells

• Now: complex stricture
• Further dysplastic areas, at 

least one area of adenoca

Don’t know yet!



We need better data!



CONGRESS

endosCopic resectiON, esophaGectomy or gastrectomy foR Early oeSophagogastric cancerS

A national retrospective audit of management and outcomes for early 
OG cancers



The problem

• Massive risk of overtreating patients who 
may not have residual disease
• A lack of large datasets to gauge true risk 

of nodal metastasis
• The (un)known variability of practice 

nationally
• What about T1a?  Gastric?



The solution

• CONGRESS:  a national retrospective audit
• Early OG cancers:  T1a/T1bN0 (clinically or ESD staged)

• REDCap online data capture

• Standard collaborative authorship model
• Local lead consultant + named local collaborators



CONGRESS

• Anonymised 
patient, disease, 
treatment, and 
outcome variables

• 2015 - 2022 Unit 
survey

Diagnostic 
data

Treatment 
– multiple 

rounds 
possible

Outcome 
and 

survival



Next steps
• Currently in RedCAP

final piloting phase

• Wider advertising, 
recruitment, and 
opening to data entry 
soon

• Please contact me or 
steering group for 
questions!



Thank you


