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We read the article by Subramanian et al. [1] with great

interest. The authors provided a concise but complete

overview of the current state of endoscopic treatment

modalities for nondysplastic and dysplastic Barrett’s

esophagus (BE). They concluded that visible lesions in BE

should be treated with endoscopic resection, either endo-

scopic mucosal resection (EMR) or endoscopic submucosal

dissection (ESD), and with radiofrequency ablation (RFA)

of residual intestinal metaplasia. We would like to make

some additional comments in regard to the treatment of

patients with dysplastic BE.

As mentioned in the article, current guidelines recom-

mend endoscopic treatment, i.e., ablation, as an option for

patients with low-grade dysplasia (LGD) in BE. However,

before considering endoscopic treatment for a patient with

LGD, it is important that the diagnosis of LGD is con-

firmed by an expert pathologist. It is known that histolog-

ical evaluation of BE is associated with a high

interobserver variability, especially in cases of LGD.

Various studies have shown that a relatively high number

of LGD cases are downstaged to nondysplastic BE after

revision [2]. Furthermore, even after revision by an expert

pathologist, the SURF trial reported that more than 27 % of

BE patients with LGD were found to have no dysplasia

during follow-up [3]. This high number of patients with no

dysplasia during follow-up likely can be explained by an

incorrect initial diagnosis and consequently these patients

probably had a much lower risk of neoplastic progression.

It is also important to emphasize that ablative treatments

are not without complications, e.g., stricture formation after

RFA has been reported in 7–12 % of cases [3, 4]. For this

reason, it is essential that further risk stratification strategies

will be developed to identify the subgroup of LGD patients

who will benefit from ablative treatment in order to reduce

unnecessary adverse events and costs in patients without a

risk of neoplastic progression. It can be expected that the

inclusion of additional risk factors for developing high-

grade dysplasia and adenocarcinoma in BE, e.g., a known

duration of BE of C10 years, longer length of BE, and

presence of esophagitis [5], may help in risk stratification.

Furthermore, it is recommended to ablate LGD only after

revision by an expert pathologist and with two consecutive

endoscopies confirming a diagnosis of LGD.

When it is decided that a segment of Barrett’s esophagus

should be ablated, it is advisable that patients are referred

to a center with ample experience in ablative techniques in

order to improve treatment outcomes. A recent study

showed that the rate of complete eradication of intestinal

metaplasia after RFA increases when performed by an

experienced endoscopist [6].

EMR, ESD, and RFA are all newly developed tech-

niques and therefore long-term follow-up data are limited.

Conclusions regarding the (cost-)effectiveness and recom-

mendations on the optimal treatment strategy of different

types of patients are preliminary. Furthermore, complete

eradication of (dysplastic) BE does not preclude recurrence

of BE, and even after complete eradication of BE, endo-

scopic surveillance is still indicated. A recent retrospective

cohort study with a follow-up of up to 5 years reported a

recurrence risk of 6.2 and 39.5 % for dysplasia and BE,

respectively. Recurrent dysplasia was detected after a

median follow-up of 44 months [7]. A small cohort study

(n = 54) from The Netherlands reported a recurrence risk

C. Kestens (&) � P. D. Siersema

Department of Gastroenterology and Hepatology, University

Medical Center Utrecht, Heidelberglaan 100, 3584 CX Utrecht,

The Netherlands

e-mail: c.kestens@umcutrecht.nl

123

World J Surg (2015) 39:606–607

DOI 10.1007/s00268-014-2764-z



of 7 % for dysplasia. All cases of dysplasia were detected

4–5 years after complete eradication of BE [8]. These

results suggest that endoscopic surveillance after complete

eradication of BE should be at least 5 years, but more data

on recurrence rates and time to recurrence are required to

further optimize surveillance guidelines.

In conclusion, endoscopic treatment for dysplastic BE

has been shown to be effective in the definitive treatment of

BE. In line with the article by Subramanian et al. [1], we

believe that further risk stratification is necessary to select

patients with LGD who will indeed benefit from endo-

scopic treatment. Long-term results are limited and up to

now have shown that endoscopic treatment does not pre-

clude recurrent dysplasia and/or intestinal metaplasia.

Therefore, it seems advisable that patients be followed for

at least 5 years after endoscopic treatment of BE.
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