
In this issue of Endoscopy International Open, the Mayo Clinic
team of Dr. Iyer Prasad published a comparative quality assess-
ment of the endoscopy videos recorded in their previous pub-
lished work on Barrett esophagus screening [1, 2]. Their initial
work compared the yield of 2 different endoscopic examina-
tions: unsedated transnasal esophagoscopy (uTNE) and seda-
ted esophago-gastro-duodenoscopy (sEGD).

In uTNE, the tube is covered with a single-use plastic sheath
that makes sterilization between procedures unnecessary
(Endosheath, TNE-5000, Vision Sciences, Orangeburg, NY,
USA). The endoscope’s sheath has an outer parallel biopsy
channel made from the same material. Due to its short length,
it can only examine the esophagus. In sEGD, a standard high-
definition 9.8-m endoscope (GIF-180, Olympus America, Cen-
ter Valley, PA, USA) is used.

Transnasal esophagoscopy (TNE) was used both in hospital
(huTNE) and in a community setting through a specially de-
signed mobile research vehicle (muTNE). Esophago-gastro-
duodenoscopy (EGD) was used in hospital. The screening popu-
lation consisted of individuals aged older than 50, with or with-
out gastroesophageal reflux disease (GERD) symptoms.

The conclusion of the first study [1] was that both hospital
and mobile van uTNE screening had comparable clinical effec-
tiveness to sEGD (complete examination of the esophagus in
96% to 100% of cases, and similar participation rates [40% to
45%] and safety profile). Mean recovery time with uTNE was
significantly shorter compared to sEGD (15 minutes versus 1
hour). Rates of successful biopsy acquisition were significantly
lower in the uTNE groups compared to sEGD due to inability to
advance the TNE scope with the biopsy sheath through narrow
nasal passages and patient intolerance (80% versus 100%), but

switching to a smaller sheath allowed subsequent esophageal
examination [1, 3]. Esophagitis was diagnosed in 32% and Bar-
rett esophagus in 8% of screened individuals [1].

The current study [2] published in Endoscopy International
Open expands upon the previous findings and concludes that
the overall quality and gastroesophageal junction visualization
of uTNE and sEGD are comparable.

To better understand the big picture in which this paper ap-
pears, we need to ask ourselves a few questions.

Do we need to screen for Barrett’s esophagus?

There are currently 3 published guidelines, by the American So-
ciety of Gastrointestinal Endoscopy (ASGE) in 2012, the British
Society of Gastrointestinal Endoscopy (BSG) in 2014 and the
American College of Gastroenterology (ACG) published in
2016 [4, 5, 6].

All guidelines note that the current risk factors for Barrett’s
esophagus are age older than 50, white race, male sex, smok-
ing, obesity, chronic GERD symptoms and family history of first
degree of Barrett’s esophagus or esophageal adenocarcinoma.

The guidelines state that endoscopic screening of the gener-
al population is not justified when there are no risk factors or
only 1 risk factor is noted. Screening can be considered when
multiple concomitant risk factors are present, especially in
men with chronic GED symptoms.

However, ASGE guideline states that “endoscopic screening
for BE is controversial because no randomized, controlled trials
(RCTs) have demonstrated a decrease in mortality, either in
general or from EAC, as a result of screening”.
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If screening for Barrett’s esophagus is decided, do
we have to use endoscopy or are there other means?

Capsule endoscopy [7, 8], string capsule endoscopy [9], and Cy-
tosponge [10] are alternative means for Barrett’s esophagus
screening, with reported sensitivities 60–70% and specificities
85–100%, when endoscopy is viewed as a confirmatory test.
Capsule endoscopy may also explore other segments of the GI
tract besides the esophagus.

If endoscopy is to be used for Barrett’s esophagus
screening, is small-caliber unsedated transnasal
endoscopy (uTNE) comparable to standard sedated
endoscopy (sEGD)?

Besides the abovementioned study by Prasad et al. [1], there
were 2 other comparative randomized crossover studies com-
paring uTNE with sEGD. Their population consisted of patients
screened for Barrett’s esophagus or with Barrett’s esophagus
surveillance.

In the first paper by Jobe et al. [11], uTNE was performed
with a 5.1-mm diameter, 65-cm long endoscope (Olympus,
USA), which was able to visualize the esophagus and the stom-
ach, but not the duodenum. uTNE and sEGD detected Barrett’s
esophagus and dysplasia with similar sensitivity, with moderate
agreement between the two methods (k =0.59). 71% of pa-
tients preferred uTNE.

In the second paper by Schariff et al. [12], uTNE was per-
formed with a 5.9-mm diameter, standard-length endoscope
(EG530N, Fujinon, USA), which can be used to perform a full
EGD. uTNE had a sensitivity and specificity for Barrett’s esoph-
agus of 98% and 100%, respectively, while the sensitivity and
specificity for detecting intestinal metaplasia were 96% and
100%, respectively. Fifty-nine percentof patients preferred
uTNE.

In conclusion, uTNE compared favorably to sEGD for Bar-
rett’s esophagus screening and surveillance. ACG guidelines
state that “uTNE can be considered as an alternative to conven-
tional upper endoscopy for Barrett’s esophagus screening”.

Current manufacturers offer small-caliber pediatric gastro-
scopes with 4.9mm to 6.00mm diameter range, which have
been used extensively for uTNE examination in different set-
tings [13, 14].

If unsedated transnasal endoscopy is to be used for
Barrett’s esophagus screening, would it be desirable
to see the stomach and duodenum also?

In a recent screening study in a population of asymptomatic in-
dividuals (mean age 52, range 26–83) where EGD was used as a
confirmatory test, only 42 of 263 individuals (16%) had normal
mucosa when gastric biopsies where performed: 50% had su-
perficial gastritis and 34% had atrophic gastritis [15]. Atrophic
gastritis is a risk factor for gastric cancer, especially when ex-
tensive and warrants endoscopic surveillance with multiple
biopsies and OLGA/OLGIM staging [16].

Also, in a recent systematic review of population based
endoscopic screening on 3063 individuals from Sweden, Italy
and China (symptomatic and asymptomatic, ages 18–80),
EGD revealed the prevalence of esophagitis in 6.4% to 15.5%
of cases and Barrett esophagus with confirmed intestinal meta-
plasia from 1.3% to 1.6%. The same patients had associated
gastroduodenal erosions in 5.3% to 49.9% of cases, peptic ulcer
in 4.1% to 17.2% cases and gastric neoplasia in 0.1% to 1.1% of
cases [17].

Are these gastro-duodenal findings clinically significant? Ex-
cept for gastric neoplasia, the importance of other lesions is dif-
ficult to quantify. Although, it has been noted that Helicobacter
pylori infection seem to protect against Barrett’s esophagus de-
velopment, it is safe to presume that if Barrett’s esophagus and
gastric neoplasia risk factors are similar (older age, smoking,
obesity), both lesions incidence should be increased in a high
risk population [18, 19].

So, where are we with the findings from this paper?
We need to weigh the advantages of a presumed higher par-

ticipation in community setting (not confirmed here [1]) and
the ease of non-sterilization with the disadvantages of less
than 100% ability to biopsy and not examining the gastroduo-
denal mucosa. Cost efficacy analysis taking into account all
these variables are warranted.
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