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Radiofrequenzablation (RFA) 



Endoskopisch therapierbare 
Krebsvorstufen und Frühkarzinome 

im OGI Trakt  
•  Ösophagus:  

– Barrett-Ösophagus 
•  LGIEN/HGIEN/mucosales Karzinom  

–  intramucosale Plattenepithel-Karzinome 
•  Magen:  

– Adenome, Frühkarzinome, neuroendokrine 
Tumore (NET) 

•  Duodenum: 
– Adenome, Papillenadenome 



Barrett-Ösophagus 

Histologie:  
Intestinale Metaplasie mit 
Becherzellen 

Endoskopie:  
Typische Schleimhautzungen 



Progression zum Adenokarzinom 



Barrett: Intraepitheliale Neolasien  

•  Referenzpathologie (neu) 
•  LGIEN ohne sichtbare Veränderungen:  

– Kontrolle im ersten Jahr alle 6 Monate, dann 
jährlich 

– alternativ RFA des Barrett-Ösophagus (neu) 
•  HGIEN ohne sichtbare Veränderungen:  

– RFA 
•  LGIEN + HGIEN und sichtbare Veränderungen:  

– endoskopische Abtragung (Mukosektomie) (neu)  



Barrett Ösophagus mit HGIEN 
„klassische“ Kappen-EMR 



Barrett-Ösophagus: HGIEN 



Barrett-Ösophagus: HGIEN 
Multiband-EMR 



Barrett-Ösophagus: HGIEN  
Abschließende RFA 



Barrett-Adenokarzinom  



Barrett-Frühkarzinom 

•  Endosonographie, CT-Thorax/Abdomen: 
•   T1, N0, M0 :  
•  endoskopische Resektion (EMR/ESD) 
•  anschließend ggf. RFA des Rest-Barrett  
 
•  > T1 oder N+, M0 ! OP ! 



Kappenmucosektomie: 
Barrett-Frühkarzinom 



OP nach EMR 

•  wenn 
•  L1/V1   
•  G3  
•  > 500 µm Infiltration 
•  R1 basal 

•  Endoskopische Abtragung dann nur große 
Biopsie! 
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This article has an accompanying continuing medical education activity on page e14. Learning Objective: Upon completion of this
CME activity, successful learners will be able to discuss the effectiveness and safety of endoscopic resection of mucosal adeno-
carcinoma of the esophagus.

BACKGROUND & AIMS: Barrett’s esophagus–associated high-
grade dysplasia is commonly treated by endoscopy. However,
most guidelines offer no recommendations for endoscopic treat-
ment of mucosal adenocarcinoma of the esophagus (mAC). We
investigated the efficacy and safety of endoscopic resection in a
large series of patients with mAC. METHODS: We collected data
from 1000 consecutive patients (mean age, 69.1! 10.7 years; 861
men) with mAC (481 with short-segment and 519 with long-
segment Barrett’s esophagus) who presented at a tertiary care
center from October 1996 to September 2010. Patients with low-
grade and high-grade dysplasia and submucosal or more
advanced cancer were excluded. All patients underwent endo-
scopic resection of mACs. Patients found to have submucosal
cancer at their first endoscopy examination were excluded from
the analysis. RESULTS: After a mean follow-up period of 56.6 !
33.4 months, 963 patients (96.3%) had achieved a complete
response; surgery was necessary in 12 patients (3.7%) after
endoscopic therapy failed. Metachronous lesions or recurrence of
cancer developed during the follow-up period in 140 patients
(14.5%) but endoscopic re-treatment was successful in 115,
resulting in a long-term complete remission rate of 93.8%; 111
died of concomitant disease and 2 of Barrett’s esoph-
agus–associated cancer. The calculated 10-year survival rate of
patients who underwent endoscopic resection of mACs was 75%.
Major complications developed in 15 patients (1.5%) but could be
managed conservatively. CONCLUSIONS: Endoscopic therapy is
highly effective and safe for patients with mAC, with excellent
long-term results. In an almost 5-year follow-up of 1000 patients
treated with endoscopic resection, there was no mortality and less
than 2% had major complications. Endoscopic therapy should
become the standard of care for patients with mAC.

Keywords: Barrett’s Esophagus; Esophageal Cancer; Endoscopic
Mucosal Resection.

The incidence of adenocarcinoma of the esophagus has
been increasing rapidly in recent decades, and

adenocarcinoma is now the cancer with the greatest relative

increase in incidence over the past 20 years.1 Patients with
adenocarcinoma still have a poor prognosis because it is
usually only diagnosed at advanced stages, even though
surveillance programs for patients with Barrett’s esophagus
have been established inmost countries.When it is diagnosed
at an early stage, treatment is curative in almost all cases.2–7

During the past 15 years, endoscopic therapy has become
an established and important component of the treatment
algorithm for early neoplasias in patients with Barrett’s
esophagus. All of the international guidelines published by
the various specialist societies recommend endoscopic
therapy in the presence of high-grade dysplasia in Barrett’s
esophagus.8–12 However, not all of the guidelines offer
recommendations for the approach in patients with early
adenocarcinoma (T1). The current guidelines of the
specialist societies in the United States also do not take any
position on the approach in patients with mucosal adeno-
carcinoma (mAC), although numerous published studies
from various centers are available on endoscopic therapy for
mucosal Barrett’s carcinoma.8,13 All of the series document
excellent results with endoscopic therapy, but most of the
publications only include small numbers of cases and have
short follow-up periods. In addition, patients with high-grade
dysplasia (HGD) and mucosal Barrett’s carcinoma are com-
bined in almost all of the publications, making it impossible
to draw any clear conclusions thus far on the efficacy of
endoscopic therapy in mucosal Barrett’s carcinoma.

The present study was conducted to investigate the safety
and efficacy of endoscopic therapy for mucosal Barrett’s

Abbreviations used in this paper: APC, argon plasma coagulation; ER,
endoscopic resection; HGD, high-grade dysplasia; LSBE, long-segment
Barrett’s esophagus; mAC, mucosal adenocarcinoma of the esophagus;
PPI, proton pump inhibitor; RFA, radiofrequency ablation.
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1000 Patienten nach EMR bei 
Barrett-Adenokarzinom 

•  2% Komplikationen 
•  Keine Mortalität! 
•  140 Metachrone Rezidive: 14,5% 

– 115 endoskopisch therapiert 
– 94% Langzeitremission 

Pech et al. Gastroenterology 2014 



Ösophagus:  Plattenepithel-
Frühkarzinom 

 
 

 

 

 
Abtragungsfläche 

 
dito 

 



Magen: Präpylorisches Adenom 



Magen: NET 



Papillenadenom: 
Endoskopische Papillektomie 



Papillenadenom: 
Endoskopische Papillektomie 



Komplikationen: Endoskopische 
Papillektomie 

•  Endoskopische Papillektomie – Ergebnisse 
und Langzeit-“Follow up” in täglicher 
klinischer Praxis   U. Will et al. 2009 

•  Gesamtkomplikationsrate 18,5 % (n=10/54; 1 
Individuum mit 2 Komplikationen): Blutung 
(n=3); Pankreatitis (n=7); Perforation (n=1;  
Letalität: 0 %). 

•  CAVE: FAP ausschließen! 



Duodenaladenom 



Duodenaladenome: Komplikationen 
der endoskopischen Resektion 

•  Blutungen (mit Nachblutungen in 11 -25%): 
stationäre Überwachung 

•  Rezidive bis 23%: Nachsorge 
•  CAVE: FAP ausschließen! 
 



Interventionelle Endoskopie: 
Möglichkeiten und Grenzen 

•  Sicheres endoskopisches Komplikations-
management, Notfall-OP-Bereitschaft 

•  Risikoarme Konstellation:  
– Endoskopische Intervention sicher und mit 

minimaler Morbidität 
•  Risikoreiche Situation:  

– Diskussion eines elektiven chirurgischen Eingriffs 
•  Inoperable Patienten:  

–  Intensive Abwägung der Indikation + Aufklärung 
 



48 Jahre Papillenadenom 





Vielen Dank für Ihre 
Aufmerksamkeit! 


