World J Surg (2015) 39:566-567
DOI 10.1007/500268-014-2778-6
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Eastern and Western gastroenterologists disagree on what
endoscopic features define Barrett’s esophagus: salmon-
colored mucosa in the West [1] and distal palisading vas-
cular arborizations in the East [2]. British and American
pathologists (and many others who embrace either the
British or the American viewpoint) disagree on what type
of columnar mucosa must be seen in a biopsy specimen
from the lower esophagus to seal a diagnosis of Barrett’s
mucosa [3, 4]. Eastern and Western pathologists—in spite
of consensus meetings in Padua, Vienna, and other lovely
venues—cannot decide what dysplasia is [5]. In addition to
these geographic differences, locally codified and sup-
ported by venerable American, British, and Japanese pro-
fessional associations [3, 6, 7], those supposedly united by
common definitions are separated by an alarming degree of
interobserver variability. In spite of Spechler’s partiality to
pink [1], other American endoscopists may have very dif-
ferent perceptions of the color of a salmon. Three goblet
cells at the squamocolumnar junction may be sufficient for
a pathologist to declare Barrett’s esophagus and sentence
the patient to a lifetime of surveillance and oncophobia,
while a more prudent colleague would mention the very
focal metaplasia without referring to the ‘B’ word. Since
the 1980s, dysplasia in Barrett’s mucosa has been the
object of innumerable studies based on the highly decep-
tive, but inexplicably revered, x statistics, whose results
can be cynically summarized as follows: there is good
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agreement on the absence of dysplasia and on the presence
of high-grade dysplasia, but the categories ‘indefinite’ and
‘low-grade’ could just as well be decided by tossing dice
[8, 9]. Yes, there is agreement on high-grade dysplasia,
except that a Japanese and a German pathologist might call
it cancer ... [5, 10].

In light of these radical differences, the question posed
by Rugge et al. [11], “Are we speaking the same lan-
guage?”, rhetorically asked in the title of his insightful yet
depressing article published in this issue of the World
Journal of Surgery, comes as a gross understatement. In an
unusually lucid and detached fashion, the authors present a
systematic list of what prevents clinicopathologic consen-
sus on Barrett’s esophagus and its complications. The
consequences of these different, and in some cases even
conflicting, definitions and guidelines are easy to envision:
a diagnostic and therapeutic study based on a certain set of
criteria is largely irrelevant to a setting where different
criteria apply. Or is it?

At a time when the concepts of tolerance and diversity
are touted with almost religious fervor, the world seems to
become ever more divided and less accepting of national
boundaries, religious, linguistic, and ethnic differences,
and there is little realistic hope that Rugge’s tepid exhor-
tation (“we need internationally accepted criteria”) will be
embraced soon. Other solutions are clearly needed, and
some may be already available with help coming from two
diverse sources: immigration studies and big data.

Several of the world’s major countries were built on
immigration or have opened their borders to people wish-
ing to settle there. As a result, large segments of the pop-
ulation in North America, Oceania, and parts of Europe
have their ancestral origin in other geographic areas. These
countries, such as the USA and the UK, have well struc-
tured medical licensing, training, and specialty certification
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systems. Thus, one can assume that most, if not all, gast-
roenterologists licensed to practice in the USA and the UK
have undergone training there, have passed their boards,
are members of their national professional societies, and
are familiar with the guidelines promulgated by them. A
similar assumption can be made for pathologists. We can
also assume that a gastroenterologist practicing in the USA
will biopsy the esophagus according the guidelines of the
American College of Gastroenterology, irrespective of the
patient’s national origin. While the US pathologist will
diagnose Barrett’s mucosa if there are goblet cells, and the
UK pathologist will be content with columnar epithelium,
in each country all patients will have had a relatively
uniform endoscopic description of their distal esophagus
and a diagnosis based on the locally accepted guidelines.

Reports have suggested that Barrett’s esophagus is less
common in East Asia than in the West [12]. To acquire
some insights into these alleged differences, we used a
large national pathology database of more than half a
million patients with esophageal biopsies to investigate
East Asian patients seen in the US medical system com-
pared with non-Asian Americans. All esophageal biopsy
specimens were evaluated by a single group of pathologists
who used consistent criteria. We hypothesized that if the
reported geographic differences were real, the prevalence
in these populations would be similar to that found in the
ancestral countries. On the other hand, if the differences
were spurious, i.e., due to different clinical and histopath-
ologic criteria used in those countries, there would be no
significant variation amongst the ethnic groups. The prev-
alence of histologically confirmed Barrett’s mucosa was
12.0 % in non-Asian Americans and 6.1 % in East Asians
(with an odds ratio of 0.48 and 95 % confidence interval
0.43-0.53). These numbers, comparable to those reported
from previous Asian and American studies, suggest that
when numbers are large enough, the influence of different
criteria is obliterated [13].

The use of big data for clinical research is slowly
gaining acceptance, in part based on the concept that
database analysis can afford to sacrifice some accuracy in
exchange for being able to include thousands or even
millions of individual data points and paint a more reliable
picture of reality [14]. In the case of Barrett’s research, we
may have to forego the unattainable dream of reaching for
universal definitions of its anatomy, histology, and pro-
gressing steps. Instead, by studying available data from
very large populations, we may get closer to a reality that
will ultimately transcend the current definitional diatribes.
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