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1. Are biopsies from the Neosquamous Epithlium

Comparable in Depth

to those from Untreated  Squamous Epithelium

and, 

2. Are these  biopsies Sufficiently Deepto detect 

buried glandular mucosa 

Bergein F. Overholt, Patrick J. Dean, Charles J. Lightdale

W1331 DDW 2009

In Barrettôs, after PDT and RFA...



91%88%90%Lamina Propria (%)

734 115 58 Biopsies (N)

60 12 23 Patients (N)

In Barrettôs, after PDT and RFA...

Overholt, Dean, Lightdale #W1331 DDW 2009

Post-RFAPost-PDT
NO

Ablation

14%16%7% Muscularis Mucosae (%)

Submucosa present 0-5% 



1.  Refute the hypothesis that biopsies from post-ablation 

neosquamous ep. are different from controls and of 

inadequate depth to detect for buried Barrettôs.  NYET

2. Reported rates of buried Barrettôs after ablation likely 

reflect true rates of buried Barrettôs. NYET

Buried Barrettôs probably uncommon to rarebut   

not proven by this study

In Barrettôs, after PDT and RFA...

Overholt, Dean, Lightdale #W1331 DDW 2009

Their Conclusion 



Buried Barrett After Radiofrequency Ablation for 

Neoplastic Barrettôs

100%37%36%Lamina Propria (%)

ER

Neosquamous

(n=14)

Neosquamous

(n=194)

NO Rx Squamous 

(n=60)

T1882 Pouw. Amsterdam. DDW 2009

100%10%10%Muscularis Mucosae (%)

0%0%
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Biopsies Biopsies 



Other things to Worry About: Double Muscularis Mucosae

77

ÅIn 7/8 resections from Barrettôs.  None  of 352 resections if NO Barrettôs

Takuba.  Human Pathology 1991 

ÅIn 14/15 [93%] of Barrettôs resections 
Nishimaki. Surgery Today 1994 



ÅIf you canõt reach Muscularis Mucosae, havenõt ruled it out

Å No technology applicable yet to rule it out

Å Success is measured by absence of CA down the road 

ergo LETõS STOP scratching the surface looking for   

subterranean evil - doers



Hereôs one:  a healthy-long-actuarial-life-Barrettôs-person [HLAL -BP]

1. Ablate the Barrettôs 

2. Laparoscopic fundoplication

3. Stop the meds& the Dexa scans, Serum B12ôs, Plavix anxiety, 

& maybe    nosocomial pneumonias

4. Reduce aspiration pneumonitis riskin the mature years ócause 

PPIôs  in conventional doses donôt prevent reflux

You Like Modeling



RFA in a Multi -center Community Practice Registry

4  Practices:  Atlanta, Merrinville IN, Nashville, Sarasota FL 

ÅStudiesé.all conducted at tertiary centers under controlled          

circumstances

Background:

Å Less is known about outcomes of RFA when performed in           

expert community practices

Whatôs the hypothesis?

1. University tertiary centers: Do lower income, lower 403b and 

interminable meetings enhance RFA expertise? Oré.

2. Does tenure steady the hand  and sharpen the endoscopic eye?  Oré.

3.  In large Clinics in Rochester MN & Cleveland.  No outside distractions so 

can work late, burn more? 



429 Patients had Barrettôs Ablation

RFA in a Multi -center Community Practice Registry

Á326 (76%) had NO dysplasia

Á103 had Dysplasia



Conclusion: In the hands of expert community practitioners 

éé.Outcomes comparable to published studies

RFA in a Multi -center Community Practice Registry

Question

Why was this study done? 



Eosinophilic Esophagitis

Pa

>15 Eos/HPF

Regenerative Hyperplasia



Distinctive GI Lesions and Their Associations

Lymphocytic Colitis 1985 Bo-Linn & [1976 Lindstrom]

­Celiac Disease ®30%

­Drug- induced ®list grows

­Infections, e.g.Brainerd Diarrhea

CD4 T-helper cells

An association doesnôt/shouldnôt change the basic diagnosis of a 

distinctive lesion

At the end of the day still 

remains Lymphocytic Colitis

CD8-T suppressor cells


