
The purpose of this study was to identify risk factors that could 
be used to formulate a strategy for more cost effective 
surveillance of Barrett’s esophagus. 
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Our results demonstrated a compelling progression of likelihood 
ratios directly related to increasing age with the strongest 
relationship in the oldest age group (80+) where veterans were 
2.53 times as likely to progress as not compared with other 
groups (p<0.0007). Non-significant positive likelihood ratios were 
also found among African American veterans (LR 3.23), those with 
and without gastroparesis (LR 2.02), diabetes (LR 1.15) but not 
among different strata of BMI and among those with and without 
GERD, hiatal hernia, Gastric surgery, NSAID use, PPI use and H2B 
use.  Three variables, Vietnam Service, Alcohol Use and Tobacco 
use were found to exert a statistically insignificant and 
unexpected small protective effect (LR 0.73, 0.81 abd 0.90 
respectively). 

The major shortcoming of this study is that it is relatively 
underpowered as our electronic medical record review was 
restricted to VISN2 enrollees (n=100k) and our data were severely 
limited by requiring longitudinally sampled pathology specimens 
from each subject.  Based on these findings, we believe more 
significant likelihood ratios can be discovered with a larger 
sample.  But from our analysis we suggest that current 
surveillance strategies used in Barrett’s esophagus might be 
improved by modification to consider the relationship between 
subject age and risk of progression.  Trends for other risk factors 
warrant further analysis.  We hope to expand our pool of data as 
we await the results of the BEST trial which aims to provide 
prospective data on the natural history of Barrett's progression 
across all VA sites. 

This material is the result of work supported with resources and use of the facilities at the Stratton VA Medical Center, Albany, NY 
and the VISN 2 Data Warehouse, Syracuse, NY.  Statistical analysis was provided by ePhysiciansoffice.com. 

Table 1. Risk Factors 

Age Race BMI 

Vietnam Service GERD Gastroparesis 

Hiatal Hernia Diabetes Gastric Surgery 

Alcohol Use Tobacco Use NSAID Use 

PPI Use H2B Use 

The study was conducted by electronic medical record audit in 
cooperation with the Veterans Integrated Service Network 2 
data warehouse.  Risk factors of interest were prospectively 
identified.  Any patient with a pathological diagnosis of 
Barrett’s esophagus made on two different occasions at least a 
year apart was included (n=515).  Progression was established 
by review of SNOMED and ICD-9 codes for advanced disease in 
each patient over time.  Those who did not progress were 
categorized as group 1 while those who later developed either 
high grade dysplasia or adenocarcinoma of the esophagus were 
categorized as group 2.  The study enrollees were then 
stratified by risk factor of interest (see below) and likelihood 
ratios calculated using an automated multivariate analysis tool. 
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