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Our Digestive System
The digestive system runs from the mouth to the anus and includes the stomach, 
the small and large bowels (intestines) and a number of accessory organs. The role 
of the digestive system is to turn food and liquid into the building blocks that the 
body needs to function effectively. See the image of the digestive system below. 
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This booklet 
is about 
Barrett’s 
Oesophagus
Barrett’s oesophagus 
is the term used for a 
condition where the 
normal cells lining of
the oesophagus have 
been replaced with 
abnormal cells.

This booklet helps 
to explain what causes 
Barrett’s oesophagus 
and what symptoms 
are associated with it. 
It will help you to identify 
when your doctor needs 
to investigate the 
problem. The information 
also highlights what 
treatments are available 
to help reduce symptoms.
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Overview
The oesophagus is also known as the gullet. In Barrett’s oesophagus, normal 
cells of the gullet change. They become cells that do not look normal. The 
abnormal cells replace the normal cells lining the oesophagus. Abnormal cells 
start where the oesophagus and stomach meet. They spread upwards from 
there. It’s possible for Barrett’s oesophagus to lead to cancer. This happens in 
a few people with this condition, but most people will not develop cancer.

What causes the development 
of Barrett’s oesophagus?
The exact cause is unknown, but it is strongly linked to long-term gastro-
oesophageal reflux disease (GORD). GORD can cause the symptoms of heartburn 
and reflux. About 11 in 100 people with GORD will get Barrett’s oesophagus. 
That risk increases with the length of time people have symptoms. This risk also 
rises when symptoms happen more often. With GORD, acid and non-acid stomach 
juices leak or reflux into the oesophagus.The stomach contents inflame and 
injure the oesophageal lining. This is called oesophagitis. 

Find out information on heartburn and reflux at gutscharity.org.uk/information/
heartburn. If you could like a copy, please email us at info@gutscharity.org.uk 
or call 020 7486 0341.

Acid and
stomach 
contents
back up 
into the 
oesophagus

Stomach

OesophagusStomach showing 
reflux backing up 
into the oesophagus
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Over time, in some people with GORD, the lining of the oesophagus changes. 
The oesophagus lining can transform to resemble the bowel’s lining. This change 
is called intestinal metaplasia.

Other risk factors for Barrett’s oesophagus include:

    Older age.

    Being male. Barrett’s oesophagus 
    is more common in white men. 

    Family history of Barrett’s 
    oesophagus.

    Having a higher than healthy
    body weight.

    

    Smoking.

    Being diagnosed with a hiatus 
    hernia. A hiatus hernia is where the 
    stomach abnormally extends from 
    the abdomen into the chest.
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How is Barrett’s oesophagus diagnosed?
Endoscopy
Doctors diagnose Barrett’s oesophagus by looking at the oesophageal lining. 
They use a procedure called endoscopy. This is a test done by a doctor or 
clinical endoscopist (usually a specialist nurse). They use a small tube (the width 
of a small finger) with a camera on the end. They insert it into the oesophagus 
and stomach via the mouth. Local anaesthetic spray and sedation can be used 
to make the procedure more comfortable. 

The area of interest is where the oesophagus meets the stomach it is called the 
gastro-oesophageal junction. Doctors identify Barrett’s oesophagus by its red 
coloured lining. It replaces the normal pink lining of the oesophagus. It goes 
from the junction up the oesophagus. Biopsies are then taken to confirm 
diagnosis. A pathologist will identify the cells of Barrett’s oesophagus under the 
microscope. They also look for abnormal cells (dysplasia), which can be graded 
into low-grade or high-grade dysplasia. 

Dysplasia increases the risk of cancer in Barrett’s oesophagus. If low-grade 
dysplasia is found, a repeat endoscopy in six months is ordered. This is to reassess 
and see if referral to a specialist centre for treatment is needed. Doctors quickly 
refer people with high-grade dysplasia to a specialist centre. This is because the 
risk of progression to cancer is higher. 

A newer endoscopy method is called transnasal endoscopy. The instrument is 
thinner and inserted through the nose rather than the mouth. This might be a more
comfortable procedure. It is currently available in some centres, but not all of them.

The endoscope 
is passed through 
the mouth into the
oesophagus

Oesophagus
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Capsule sponge
The capsule sponge test is a new test that is available in some areas of the UK. 
It is used to find Barrett’s oesophagus in people who have persistent heartburn 
and reflux symptoms. When you have this test, you are asked to swallow a small 
capsule with a sponge inside. The sponge is attached to a piece of thread. The 
capsule dissolves in the stomach about seven minutes after you swallow it. Then, 
it releases the sponge inside. A nurse will then gently pull the thread to remove 
the sponge. 

On the way out, the sponge collects cells from the lining. The cells are then 
checked in the lab. The goal is to see if there are any changes in the cells using 
a special stain called TFF3. If this does show cell changes, you will then be asked 
to attend for an endoscopy to confirm if there is Barrett’s present.

1. Capsule 
is swallowed
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Understanding your endoscopy report
Your endoscopist will measure the Barrett’s oesophagus with a system called 
the Prague classification. 

M shows the length of the Barrett’s segment, including any peaks, known as tongues. 
C refers to the length of the Barrett’s segment fully around the gullet.

M5C4 means the Barrett’s is 5cm long at its longest point and is fully around 
the gullet for a depth of 4cm.

Symptoms
The main symptom associated with Barrett’s oesophagus is reflux. 
Reflux symptoms are:

    Heartburn (burning feeling behind the breastbone).

    Bringing food back up (regurgitation).

You may also have a metallic taste in your mouth or have a sore throat. This is 
worse after lying down. Waking from reflux symptoms at night is a strong risk 
factor. Sometimes people with Barrett’s oesophagus do not report symptoms 
as their oesophagus is less sensitive to reflux. Ignoring symptoms of reflux or 
self-medicating with antacids can lead to a delayed diagnosis. 

How does Barrett’s oesophagus 
affect you over time? 
Most people with Barrett’s oesophagus have GORD symptoms, and usually 
they are controlled well with medications. Others may have symptoms 
despite medication and will need surgery to prevent acid reflux or repair a 
hiatus hernia. In comparison to the general population, people with Barrett’s 
oesophagus are 30 times more likely to develop a type of oesophageal 
cancer calledoesophageal adenocarcinoma. However, only 1 in every 300 
people with Barrett’s will develop this cancer each year. It is considered 
uncommon and a small risk.
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What impact can Barrett’s oesophagus 
have on your life?
The diagnosis of Barrett’s oesophagus 
can affect a person in many ways. 
These include the impact on 
wellbeing due to the symptoms and 
fear of oesophageal cancer. 

Watch out for these symptoms:

    Trouble swallowing.

    Frequent regurgitation of food or 
    being sick (vomiting) after eating 
    or drinking.

    Pain on swallowing.

    Weight loss.

    Anaemia 
    (symptoms of feeling tired).

    Vomiting blood.

    Changes to your voice. This might 
    involve having a hoarse voice.

If any of these are experienced, then a doctor should be consulted. Further tests 
may be done. If cancer is found, it may be treated endoscopically, with surgery
or with chemotherapy. Treatment will depend on the stage of the cancer. The 
stage describes the size of the tumour and the spread of cancer outside the 
oesophagus.

Persistent reflux can sometimes cause an oesophageal stricture (narrowing of 
the gullet). This can make it hard to swallow. Endoscopy can treat strictures by 
stretching them.

There is also a fear of developing cancer. All these factors can cause great upset 
and feelings of hopelessness. If you feel any of these, tell your doctor. They can 
then offer support. Many specialist centres run nurse-led support groups. A support 
group lets you share information, advice and support.
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What treatment is available 
for Barrett’s oesophagus?
Barrett’s oesophagus without dysplasia (abnormal cells)

A person without dysplasia would be at low risk of cancer. People without 
dysplasia may be treated with the options below. However, these treatments 
do not remove Barrett’s oesophagus so, they do not eliminate the small risk 
of oesophageal cancer.

Medicines 
The most used medicines for Barrett’s oesophagus are proton pump inhibitors 
(PPIs). Omeprazole and lansoprazole belong to this group, but there are others. 
They reduce stomach acid production. This, in turn, reduces acid reflux into the 
oesophagus. Some people that are intolerant to PPIs are recommended to have 
different medications, such as famotidine. These are usually well tolerated but 
much less effective than PPIs, especially in the long term. Medical treatment will 
be prescribed by your doctor. You should continue to take medical treatment if 
you have been diagnosed with Barrett’s oesophagus. There is ongoing research 
on drugs to prevent cancer progression, like aspirin and PPIs. 

Lifestyle changes
These are all aimed at reducing acid reflux. They include: 

    Weight loss.

    Drinking less alcohol.

    Stopping smoking.

Find out information on heartburn and reflux at gutscharity.org.uk/information/
heartburn. If you could like a copy, please email us at info@gutscharity.org.uk 
or call 020 7486 0341.

Surgical options
If medication and lifestyle changes do not help, surgeons may undertake a 
laparoscopic (keyhole surgery) Nissen fundoplication. This is where the upper 
stomach is wrapped and stapled around the lower oesophagus. 

Endoscopic options 
Some younger people with very long segments of Barrett’s and a strong family 
history of cancer might be recommended to have endoscopic ablation of Barrett’s 
oesophagus (see page 11). However, this needs to be discussed with a specialist. 

    Smaller meal portions.

    Not eating within three hours 
    of bedtime.
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The treatment for Barrett’s oesophagus 
has changed a lot in recent years. 
Previously, people with high grade 
dysplasia were either monitored closely 
until cancer was found, or referred for 
surgery to remove the oesophagus. 

Oesophagectomy is a major operation 
to remove the oesophagus. It is now 
mostly used for people with 
oesophageal cancer. Minimally invasive 
endoscopic therapy for Barrett’s has 
changed the management of 
early-cancer or high-grade dysplasia. 
It removes or treats the affected part of 
the oesophageal lining. Treatment is 
usually done at specialist centres with 
an endoscopic camera. The choice of 
procedure depends on various factors. 

Endoscopic mucosal 
resection (EMR)
This is a technique for removing small 
areas of abnormality from the lining 
of the gullet, stomach or duodenum. 
EMR can assess the abnormal Barrett’s
tissue better than a biopsy. So, it gives 
more information about the best 
treatment for you. At the same time, 
the EMR also treats the abnormal area. 
EMR removes pre-cancerous cells or 
small cancers. It does this without 
major surgery. It is usually done under 
sedation. When EMR is performed, 
there is a risk (approximately 1 in 50) 
of bleeding. If bleeding occurs, it will 
usually stop by itself but a hospital stay 
may be needed to observe and treat it. 
Rarely, a small hole can develop in the 
lining of the area removed (perforation)
This happens in about 1 in 200

procedures. If this happens, it will mean
a hospital stay for antibiotics and 
feeding, and maybe an operation to 
repair any damage. After the procedure, 
the scar will heal. It’s common to have 
some chest discomfort and pain when 
swallowing for the first 2–3 days. If 
this continues, or you have trouble 
swallowing, the scar may have 
narrowed the oesophagus. This occurs 
in about 1 in 20 people. An endoscopy 
can treat it by stretching the scar.

Endoscopic submucosal 
dissection (ESD)
This removes early-stage cancer in 
the lining of the oesophagus. The 
treatment is like EMR but takes a longer 
time and carries a higher risk of 
perforation (1 in 50). It is done under 
a general anaesthetic. The doctor 
might recommend a short hospital 
stay after the ESD. This procedure is 
becoming more common, particularly 
for larger areas of abnormality.

Radiofrequency ablation (RFA)
This is a technique that lets the 
endoscopist burn away the abnormal 
cells in the oesophageal lining. It is 
done under sedation. It is very safe and 
effective at removing abnormal cells, 
but it can only be used on flat areas. So, 
it is often used after EMR has removed 
any raised areas. The technique is 
often called HALO® RFA or Barrx®. 
There are different types of devices. 
The doctor will decide the best device 
for your type of Barrett’s. The choice 
depends on the size of the affected 
area. People often need several 
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treatments to entirely remove the 
Barrett’s. Radiofrequency ablation 
has been used for years in the UK, the 
USA and Europe for treatment. It is 
now the preferred first-line technique 
in the UK for high-grade dysplasia. 
NICE has also approved it for some 
patients with low-grade dysplasia.

Cryotherapy
This is a technique that lets the 
endoscopist freeze the abnormal 
cells. It is done under sedation. Like 
the RFA, it can only be used on flat 
areas. It has been used in the USA, 
the UK and Europe as part of 
research studies with good results. It 
is currently used in the UK as part of 
research studies and your doctor 
might discuss participation in these 
studies if you are eligible. 

Does Barrett’s 
oesophagus need 
to be monitored 
and, if so, how? 
People are usually entered into a 
surveillance programme. It ensures 
regular monitoring, usually by 
endoscopy. Capsule sponge may 
also be offered instead of endoscopy 
for surveillance in some hospitals. 
During endoscopy, biopsies are 
taken to check the cells. Monitoring 
Barrett’s oesophagus is vital. A biopsy 

may find no dysplasia during one 
endoscopy, but this does not mean 
the person will never get dysplasia or 
cancer in the future.   

However, this depends on fitness and 
other medical risks. Surveillance 
endoscopy frequency varies by person. 
It depends on the type and length of 
the abnormal lining seen. Guidelines
suggest endoscopic surveillance plus 
biopsies should be done:

    Every 2 to 3 years in people with 
    long-segment Barrett’s oesophagus. 
    Long segment means a length of 
    3cm or more.

    Every 3 to 5 years for people with 
    short-segment Barrett’s oesophagus 
    with intestinal metaplasia. Short 
    segment means a length of less 
    than 3cm. Intestinal metaplasia 
    means oesophageal cells that have 
    changed to pre-cancerous cells.

An individual’s risk should factor in 
their age, sex and family history of 
oesophageal cancer. It should also 
consider their smoking history. So, the 
screening frequency could be adjusted.

People with short-segment Barrett’s 
oesophagus without intestinal 
metaplasia would not usually be 
offered endoscopic surveillance. 
This is because these people are 
not at increased risk of cancer. This 
diagnosis should however be 
confirmed with two endoscopies.
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What to ask your doctor
     Are there any other medications 
     I can try? If not, am I suitable for 
     surgery?

     How often do I need an endoscopy?

     Is my ongoing surveillance 
     appropriate?

     Is there a Barrett’s oesophagus 
     patient support group or specialist 
     nurse in my area?

Where can I get more 
information?
Guts UK Charity is a member of an 
organisation called Action Against 
Heartburn. The organisation provides 
links to other charities that can 
provide help and support. You can 
find moreinformation at 
actionagainstheartburn.org.uk.

What further research 
needs to be done on 
Barrett’s oesophagus?
Several research areas are needed to 
improve the treatment of Barrett’s 
oesophagus. Early diagnosis is a key 
strategy in cancer research, and work 
using non-endoscopic methods to 
find Barrett’s include saliva biomarkers 
and breath testing, as well as the newly 
introduced capsule sponge. Blood 
markers for identification of Barrett’s 
oesophagus are also being 
considered but much more research 
and trials are needed before these 
can be used.

There is also work needed to assess 
more accurately which patients are 
likely to progress to cancer, improving 
the quality of surveillance endoscopy 
and the improving access to specialist 
centres for treatment. 
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Guts UK 
is the national charity
for the digestive system
Our three main areas of work are:
   Information and support
   Raising awareness and public education
   Research with patient and public involvement 
   and engagement (PPIE)
Guts UK provides information and support to people affected by digestive 
conditions and symptoms. We raise vital awareness about our guts and 
fund life-changing research into the digestive system. Our mission is a 
world where digestive conditions are better understood, better treated 
and everyone who lives with one gets the support they need.

At Guts UK we only want to send you information you want to receive, the way you want to receive it. We take great care of your personal data and never sell or swap data. 
Our privacy policy is online at www.gutscharity.org.uk and you can always change your preferences by contacting us at info@gutscharity.org.uk or calling 0207 486 0341.

Get in touch
If you need information and support for digestive conditions or symptoms,
please call our freephone Helpline on 0300 102 4887 
(Monday to Friday, 10am to 2pm). 

Alternatively you can use the online form on our website 
at www.gutscharity.org.uk/helpline.

For general enquiries about anything else, please call us
on 0207 486 0341 or email info@gutscharity.org.uk. 
You can find out more about Guts UK at 
www.gutscharity.org.uk.

@GutsCharityUK



We know more about what goes on up there 
than what goes on in here.

IT’S TIME THE UK GOT 
TO GRIPS WITH GUTS
Support Guts UK today
www.gutscharity.org.uk

Far too many of us ignore or shrug off what our gut is telling us. 
58% of people are embarrassed to talk about their digestive 
condition or symptoms. 

Guts UK exists to change that. We empower people to seek help.



We are incredibly grateful for all donations made to Guts UK in support of our work. We will write to thank you for your donation but understand that 
sometimes, donors prefer not to receive this kind of communication. Please tick here if you do not wish to receive a thank you.

Donation Form

Registered Charity: 1137029

I would like to make a donation to Guts UK.

        Title                                    First name                                                            

Surname

Address

                                                                                                                                              Postcode

           Tel                                                                           Email

Guts UK Reference: 012 

If you wish, please share with us your motivation for giving today. This will help us tailor our thank you:

Please tick here if you do not wish to receive a thank you letter to acknowledge your donation.

I would like to support Guts UK with a donation of

£5                £10                 £25                £50              £100              £500             Other    £

I enclose a cheque payable to Guts UK                 OR Please debit my credit/debit card

Card no.                                                                                             Expiry                             CVC / Security code

Address 
(if different 
from above)

OR 
Please call me on                                                                                 to take my details

Signature(s)                                                                                                                                     Date

Please turn every £10 I donate into £12.50 at no extra cost to me, by adding gift aid to my donation.      Add Gift Aid 
I am a UK taxpayer, please treat all donation I make or have made to Guts UK in the past 4 years as Gift Aid donations until further notice.
For more information on Gift Aid please see below.

Signature(s)                                                                                                                                     Date
                                                I am happy for all gifts of money that I have made to Guts UK charity (Core) in the last four years and all future gifts of money that I make 
                                                to be Gift Aid donations. I am a UK taxpayer and understand that if I pay less Tax & Capital Gains Tax in that year that the amount of Gift 
                                                Aid claimed on all my donations across all charities, it is my responsibility to pay any difference. Guts UK charity claims 25p for every £1 
                                                you donate from the tax you pay for the current tax year. If your circumstances, name or address change please do let us know.

Welcome to Guts UK
Information is power. Armed with information, patients can make informed 
decisions and take control. Choose how you can stay in touch with Guts UK 
and keep up to date with our latest information and research:

Please return this donation form 
to this FREEPOST address:
Freepost GUTS-UK-CHARITY

By email      
By post   
By telephone

Alternatively, you can: 
Call us on 020 7486 0341
or go to gutscharity.org.uk/donate.


