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Comparison of nuclear texture analysis and image cytometric
DNA analysis for the assessment of dysplasia in Barrett’s
oesophagus
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BACKGROUND: Dysplasia is a marker of cancer risk in Barrett’s oesophagus (BO), but this risk is variable and diagnosis is subject to interobserver variability. Cancer risk in BO is increased when chromosomal instability is present. Nucleotyping (NT) is a new method that
uses high-resolution digital images of nuclei to assess chromatin organisation both quantitatively and qualitatively. We aimed to
evaluate NT as a marker of dysplasia in BO and compare with image cytometric DNA analysis (ICM).
METHODS: In all, 120 patients with BO were studied. The non-dysplastic group (n ¼ 60) had specialised intestinal metaplasia only on
two consecutive endoscopies after 51 months median follow-up (IQR ¼ 25 – 120 months). The dysplastic group (n ¼ 60) had highgrade dysplasia or carcinoma in situ. The two groups were then randomly assigned to a training set and a blinded test set in a 1 : 1
ratio. Image cytometric DNA analysis and NT was then carried out on Feulgen-stained nuclear monolayers.
RESULTS: The best-fit model for NT gave a correct classification rate (CCR) for the training set of 83%. The test set was then analysed
using the same textural features and yielded a CCR of 78%. Image cytometric DNA analysis alone yielded a CCR of 73%. The
combination of ICM and NT yielded a CCR of 84%.
CONCLUSION: Nucleotyping differentiates dysplastic and non-dysplastic BO, with a greater sensitivity than ICM. A combination score
based on both techniques performed better than either test in isolation. These data demonstrate that NT/ICM on nuclear
monolayers is a very promising single platform test of genomic instability, which may aid pathologists in the diagnosis of dysplasia and
has potential as a biomarker in BO.
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The incidence of oesophageal adenocarcinoma is rising rapidly in
the developed world. Barrett’s oesophagus (BO) is a precursor
lesion that confers a 30- to 100-fold increased risk of oesophageal
adenocarcinoma above that for the general population, with
incidence rates of 0.4 – 2% per annum in non-dysplastic BO
(Cameron et al, 1985; Hameeteman et al, 1989; Thomas et al, 2007;
Yousef et al, 2008; Sikkema et al, 2010). Progression appears to
occur through a metaplasia – dysplasia – carcinoma sequence
(Weston et al, 1999; Montgomery et al, 2001). High-grade
dysplasia (HGD) confers a high probability of cancer, but rates
of progression vary substantially in different studies with reported
5-year cumulative incidences of oesophageal adenocarcinoma
ranging from o10 – 59% (Reid et al, 2000a; Buttar et al, 2001;
Schnell et al, 2001; Overholt et al, 2007). The diagnosis of HGD is
associated with inter-observer variation among community
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pathologists (Alikhan et al, 1999) as well as between specialist
GI pathologists (Downs-Kelly et al, 2008).
There is much interest in the utility of molecular biomarkers in
BO, both to predict which patients may develop cancer (and
therefore offer therapy) and to aid prognostication by guiding
surveillance intervals following therapy. Genomic instability seems
to be a fundamental property of neoplastic progression that
develops before the onset of cancer, and a large body of evidence
now suggests that most oesophageal adenocarcinomas arise in
association with a process of gain or loss of whole chromosomes or
large portions of chromosomes (Reid et al, 2010). Abnormalities in
DNA ploidy are a consequence of genomic instability that has been
shown to predict future cancer risk in non-dysplastic BO when
measured by flow cytometry, with a relative risk of 5.0 for
aneuploidy (Reid et al, 2000b). Our group has also demonstrated
that DNA ploidy, measured by image cytometric DNA analysis
(ICM), predicts cancer progression in non-dysplastic BO following
PDT, with a hazard ratio of 8.2 (Dunn et al, 2010). Image
cytometric DNA analysis using digital images of Feulgen-stained
nuclei is an accurate method to estimate DNA content, and
comparable with flow cytometry on thick sections (Baldetorp et al,
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specimen. Fifteen hundred nuclei were automatically captured,
measured and classified in each case. To exclude possible artefacts
and non-representative nuclei (like doublets, necrotic or cut cells),
all images were certified by trained personnel and stored in digital
galleries.

DNA ploidy analysis
Optical density and nuclear area were measured and integrated
optical density of each nucleus was calculated as previously
described (Kristensen et al, 2003). A histogram representing the
DNA content was produced and analysed according to the
European Society for Analytical Cellular Pathology guidelines
(Haroske et al, 2001). Ploidy-related parameters such as DNA
index and percentages of cells exceeding 5c (5c ER) and 9c (9c ER)
were also noted.

AIMS

NT by grey level entropy matrices

The aim of this study was to evaluate NT for the diagnosis of
dysplasia arising in BO and compare with DNA ploidy as measured
by image cytometry.

When analysing digital images of nuclear monolayers stained with
Feulgen, the measured intensity of light is proportional to the DNA
content at each pixel position and is referred to as the grey level.
The higher-order statistical analysis is performed on squareshaped groups of pixels (called windows, see Figure 1). Window
size defines the size of elements in the cell nuclei being described.
In order to characterise the distribution of grey levels within all
such windows of an image, the grey level entropy matrix (GLEM)
was defined (Yogesan et al, 1996). The matrix element P(i, j|w)
contains the estimated probability of a first-order grey level
entropy value j within a window of size w  w centred around a
pixel with grey level value i (Yogesan et al, 1996). Entropy is a
measure of uniformity, so homogeneous image structures will give
low entropy values whereas inhomogeneous structures will give
high entropy values. Thus, the GLEM will describe both the
distribution of local entropies and the distribution of grey levels in
a given image. This is a way to quantify differences in chromatin
structure throughout the nucleus.
The logarithmic entropy used here is defined as

PATIENTS AND METHODS
Patient selection
A total of 120 patients from the UCLH Barrett’s Oesophagus cohort
were included in the study. These were separated into two groups
according to histology. The first group had specialised intestinal
metaplasia (SIM) on four-quadrant biopsy at baseline surveillance
endoscopy, which was confirmed by two specialist GI pathologists.
To confirm that these patients were true non-dysplastic with low
risk of progression, all had at least one follow-up surveillance
endoscopy with a minimum follow-up of 2 years, which showed
SIM only. The median follow-up was 51 months (IQR ¼ 25 – 120).
The second group had HGD confirmed by two specialist GI
pathologists. All patients were naive to endoscopic treatment at
baseline. Analysis was undertaken on representative biopsies
displaying SIM or HGD from one level of BO per patient. Two
40 mm sections were cut from formalin-fixed paraffin-embedded
(FFPE) tissue and then nuclear monolayers were prepared and
stained with Feulgen as previously described (Pretorius et al,
2009).

Digital image analysis
All the slides were studied using Nucleotyping Analysis System
(Room 4, East Sussex, UK). This is an automated image cytometric
analyser that consists of a microscope (Axioplan 2, Zeiss, Jena,
Germany), a 546-nm green filter, and a black-and-white, highresolution digital camera (AxioCam MRm, Zeiss). The pixel
resolution obtained with this lens is 254 nm per pixel on the cell

j¼

G
X

PðiÞ log fPðiÞg; PðiÞ40;

i¼1

where P(i) is the normalised frequency of occurrence of grey level i
within a window of size w  w and G is the number of grey level
quantisation levels in the image. In this study, the number of grey
levels in the image was reduced by re-quantisation from 1024 to 64
before the computation of the matrices, and the matrices were
computed with a window size of 9  9 pixels.

Adaptive textural features
In a previous study (Yogesan et al, 1996), nine features based on
the GLEM were defined, and were subsequently shown to be of
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Figure 1 Example of a nucleus stained with Feulgen and captured by digital imaging. The schematic on the left demonstrates a window comprising nine
pixels in a 3  3 square. The numbers correspond to the grey level of each individual pixel.
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1992; Kaern et al, 1992; Chen et al, 1995; Dunn et al, 2010).
Advantages of ICM over flow cytometry include low set up cost,
smaller number of nuclei required and greater sensitivity for nondiploid cell populations.
Nucleotyping (NT) is a methodology that uses powerful
computers to interrogate nuclear DNA structure and organisation
both quantitatively and qualitatively. Nucleotyping can be
performed on the same high-resolution digital images of stained
nuclei used for DNA ploidy analysis. As large-scale genomic
instability correlates with large-scale re-arrangement of interphase
nuclear chromatin, NT has potential as a single platform biomarker
of cancer risk. Nuclear textural features have been shown to aid
prognostication in several cancers including prostate, breast, head
and neck and gynaecological tumours (Nielsen et al, 2008). The
utility of NT for the assessment of BO has not been evaluated.
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prognostic value in prostate cancer (Jorgensen et al, 1996). These
nine features are weighted sums of the normalised GLEM element
values, based on relatively simple weight functions. In a unified
approach to statistical texture feature extraction, we have proposed
a new method to extract only two adaptive features (Albregtsen
and Nielsen, 2000; Albregtsen et al, 2000; Nielsen et al, 2001). By
using an adaptive weight function, extra weight is given to matrix
elements that discriminate well between the two classes. For each
patient, the nuclear images were grouped into area intervals
according to the number of pixels in the image (A0 ¼ o1000
pixels, A1 ¼ 1000 – 1999 pixels, A2 ¼ 2000 – 2999 pixels, y ,
A10 ¼ 410 000 pixels) (Nielsen and Danielsen, 2006). Within each
of these area groups (Aa), the average entropy matrix P(i, j|w, Aa,
oc) and the variance entropy matrix s2(i, j|w, Aa, oc) were
computed for each of the two classes, o1 and o2. We then
 jjw; Aa ; oc Þ and s2 ði; jjw; Aa ; oc Þ
calculated average matrices Pði;
over all the learning set cases in each class oc, for each of the area
intervals. Using this two-step procedure, we avoid biasing the
average and variance by an eventual uneven number of nuclei in
each class and area interval. Based on these matrices, we computed
a class difference matrix and a squared Mahalanobis class distance
matrix, that is, the squared difference between the two class
element values, divided by the average of the two class variances
for that particular GLEM element (Nielsen and Danielsen, 2006).
Using these class difference and distance matrices, we extracted
two adaptive features from each nucleus, using the squared
elemental Mahalanobis distance as a weight in a weighted
summation of the GLEM, summed over the positive/negative
partition of the class difference matrix, respectively. Finally, mean
feature values were calculated for each patient from all nuclei
defined by the area intervals Aa, where a ¼ 1, 2, y , 5. The result is
a low-dimensional set of texture features, based on an adaptive
weight function that gives extra weight to matrix elements that in a
statistical sense discriminate well between the two classes.

Table 1

Clinical characteristics of patients
Group A
Group B
(non-dysplastic) (dysplastic)

Number of patients
analysed
Age (years)
Mean (±s.d.)
Gender
Male/female
Barrett’s length (cm) Mean (±s.d.)
DNA ploidy
%
abnormality

54

58

54.7±11.4
42/12
4.8±2
0

69.6±9.2
49/9
7.0±3.8
65

t-test

Po0.001
P ¼ 0.42
Po0.001
Po0.001

Adaptive features training set

Group 0
Group 1

–4

–2

0
2
Discriminant score

4

6

Adaptive features test set
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Group 0
Group 1

Experimental design
Designing a classifier and properly evaluating its performance
requires a training set and test set containing a sufficient number
of cases (Schulerud et al, 1998; Nielsen et al, 2008). The training set
is used to design the classifier, while the test set is used for
evaluating its performance. In the training set, the cases’ outcome
is known and actively used to design the classifier. We used a
prospective sampling method and patients from each group were
randomly assigned to either the training set or the independent
test set in 1 : 1 ratio.

Designing and applying the classifier
In the classifier design phase, two adaptive nuclear texture features
and their differences were calculated for each case. Each of the
three resulting features were evaluated on the training set using
linear discriminant analysis in SPSS for Windows statistical
package (Version 14.0, SPSS Inc., Chicago, IL, USA). The feature
with highest correct classification rate (CCR) was selected. This
single feature was then applied to the test set where the outcome
was not known.

RESULTS
Patient characteristics and the results of DNA ploidy analysis are
shown in Table 1. Of the 120 patients, 112 were successfully
analysed. Gender and race did not differ significantly among
groups. There was a significant difference in mean age between
group A (55 years (range 28 – 81)) and group B (70 years (range
47 – 84)). Barrett’s segment length ranged from 1 to 15 cm and was
significantly lower in patients in the non-dysplastic group. There
British Journal of Cancer (2011) 105(8), 1218 – 1223
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Figure 2 (A) Graph demonstrating NT model discirminant analysis on
the training set. (B) Graph demonstrating NT model discriminant analysis
on the validation set.

was a significant difference in the presence of DNA ploidy
abnormalities, with no patients displaying aneuploidy in the
non-dysplastic vs 65% in the dysplastic group.

Adaptive features
The selected adaptive feature’s CCR was 83% (see Figure 2A).
Applying the adaptive feature to the reserved blinded validation
set, gave a CCR of 78%. When all 112 patients were evaluated, the
sensitivity and specificity for dysplasia by NT was 71% and 93%,
respectively. This compared to a sensitivity of 70% and specificity
of 100% for DNA ploidy abnormalities. When analysis was
undertaken combining both markers in a panel, the overall
sensitivity was 76%, specificity 93% and CCR ¼ 84%.
A Pearson w2 analysis investigating the relationship between
ICM positivity and nuclear texture positivity in relation to
dysplasia was performed (see Table 2a and b). There was a
significant correlation for both ICM (Pearson w2 ¼ 53.2; Po0.001)
and NT (Pearson w2 ¼ 46.6; Po0.001) with the presence of HGD.
The combination score of both ICM and NT (see Table 2c) had the
highest correlation with dysplasia (Pearson w2 ¼ 53.5; Po0.001).
& 2011 Cancer Research UK
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Table 2

Results of confusion matrices and w2 analysis evaluating both methods

Dysplasia
No dysplasia
HGD
Total

Nucleotyping – Pearson v2 ¼ 46.6

ICM – Pearson v2 ¼ 53.2

Combined score – Pearson v2 ¼ 53.5

NT result

ICM result

NT and ICM

0

1

Total

0

1

Total

0

1

Total

50
17
67

4
41
45

54
58
112

52
19
71

0
38
38

52
57
109

50
14
64

4
44
48

54
58
112

Post hoc misclassification analysis
As noted above, NT classified some of the non-dysplastic in the
dysplastic category and some of the dysplastic in the nondysplastic category. We set out to investigate these patients further
and evaluate whether the apparently false classification had any
clinical or histological relevance.
Thirteen patients in the dysplastic group were classified
incorrectly. Sampling error may be a contributing factor as we
did not micro-dissect out areas of HGD, and if there was a very
small focus of dysplasia, the population of abnormal nuclei would
be relatively small and may not have been identified. The use of
micro-dissection to remove only the epithelium of interest has
previously been described but this was necessary due to the use of
larger prostate core biopsy samples (Pretorius et al, 2009). The use
of single sections from routinely collected FFPE biopsies makes
this a more practical technique for wider application.
Four cases from the non-dysplastic BO group were misclassified
as dysplastic by NT. Two patients were indefinite for dysplasia
on biopsies 2 years later and a third patient had aneuploidy but
no dysplasia on biopsies 3 years later. The fourth patient had
no dysplasia or DNA ploidy abnormality after 3 years follow-up.
It therefore remains to be seen whether these patients had
sub-microscopic changes that could not be assessed by histopathology.

DISCUSSION
We describe a method of measuring large-scale genomic
instability, using nuclear texture analysis to assess chromatin
structure and organisation both quantitatively and qualitatively.
Our results show that NT can accurately differentiate patients into
low- and high-risk subsets by the presence or absence of HGD. Our
method uses digital image analysis on the same nuclei used to
assess DNA ploidy, which is advantageous as this can be translated
into a single platform biomarker, with potential for automation
and high throughput. Furthermore, this combination of features
was independently tested on a blinded validation set, therefore,
reducing errors of bias or overfitting of data that are inherent to
other statistical models.
Current published guidelines for the surveillance of BO
recommend a random biopsy sampling method to categorise
patients by histological grade. This approach is based on analysis
of retrospective population studies on neoplastic progression, and
the emergence of endoscopic therapy to treat dysplastic BO at an
early and curable stage (Overholt et al, 2005; Shaheen et al, 2009;
Pouw et al, 2010). Yet, the presence of dysplasia is an imperfect
marker of risk of progression to cancer due to issues of lack of
compliance with surveillance, biopsy sampling error and interobserver variability for dysplasia assessment. Conversely, the
absence of dysplasia is an imperfect marker of disease quiescence,
as the normal morphological appearance of non-dysplastic BO
may harbour multiple genetic alterations, which have been shown
& 2011 Cancer Research UK

to increase cancer risk. This may lead to false reassurance that the
patient has low risk of progression and delay effective treatment.
Molecular changes may, therefore, represent a better method of
risk stratification in BO.
Genomic instability has great potential as a biomarker in BO as
it is a common finding in oesophageal adenocarcinoma and
increases in prevalence through the metaplasia – dysplasia – carcinoma sequence (Chaves et al, 2007). DNA ploidy abnormalities are
a measure of chromosomal instability, yet despite evaluation in
prospective phase 4 biomarker trials, their use has not been
adopted routinely (Reid et al, 2000b, 2001; Rabinovitch et al, 2001;
Galipeau et al, 2007). This may be explained by the technical
difficulty, inter-laboratory reproducibility and cost of using flow
cytometry to analyse DNA content. There may also be reluctance
to rely on a single biomarker alone, as a panel of biomarkers may
more accurately define an individual’s future cancer risk. This has
been eloquently described by Reid’s group who, using a
chromosomal instability panel combining 9p loH, 17p loH and
DNA content abnormalities, demonstrated that the combination of
all three was a better predictor of oesophageal adenocarcinoma
than any one biomarker alone (relative risk ¼ 38.7; 95% CI ¼ 10.8 –
138.5; Po0.001) (Galipeau et al, 2007). This panel required a
combination of platforms, including short tandem repeat polymorphisms for LOH, as well as flow cytometry, which would be
difficult to perform outside of specialist research centres. New
single platform techniques to measure chromosomal instability,
such as SnP and gene chip arrays (Paulson et al, 2009), are being
developed that may provide rapid throughput of FFPE material,
but the accuracy and cost implications for surveillance programmes remain unclear.
When we combined DNA ploidy and NT, we found our CCR was
slightly better than either test in isolation. Nucleotyping yields
extra information over DNA content, as changes in chromatin
organisation may occur in apparently diploid cells. When using the
combination score of both tests, there remained some outliers who
were misclassified. Some of these may be explained by sampling
error as the median length of BO was significantly higher in these
patients. Other studies have also suggested that individual clonal
size within a Barrett’s segment, rather than segment length itself,
provides additional prognostic information (Maley et al, 2006). As
current practice dictates random four-quadrant biopsy, it is
difficult to overcome sampling error, although promising new
cytological techniques, that sample a larger field of the Barrett’s
segment are being investigated (Lao-Sirieix et al, 2009).
The statistical analysis used to generate each model was
complex, using higher-order statistics. When analysing several
feature combinations from multiple data points, care must be
taken not to introduce errors in statistical analysis by overfitting of
data. This can occur when a feature set or parameter values may
accurately describe the samples in the training set rather than
general properties of the group. Using the separate training and
testing sets approach is therefore a necessity, as if the selection
procedure in the training phase results in overfitting, this will be
British Journal of Cancer (2011) 105(8), 1218 – 1223
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demonstrated in the test set. Encouragingly, when using adaptive
features (and hence strongly reducing the probability of overfitting), the CCR was similar in both the training and test sets,
indicating that our classifier model was not subject to statistical
bias by overfitting. In addition, we used the GLEM adaptive
features method for the first time in a clinical study. This method
was previously shown to outperform the classical static features in
a study on the most difficult set of Brodatz texture pairs (Nielsen
et al, 2004). This unified statistical approach may allow for
generalisable interpretation of data in future nuclear textural
analysis studies.
The samples chosen for these analyses were diagnosed as either
non-dysplastic or HGD. As this was a discovery study testing
several textural features on small group of patients, we felt that two
histologically distinct groups were necessary for algorithm
generation. In order to avoid equivocal diagnoses, we did not
attempt to evaluate low-grade dysplasia (LGD), as this is associated
with high inter-observer variability between pathologists (Kerkhof
et al, 2007). Low-grade dysplasia is a heterogeneous group
(dysplastic and reactive) and therefore a lot of patient follow-up
is required to determine which are true high-risk LGD that
progress to HGD/cancer. We also do not have access to a
sufficiently sized cohort of patients to carry out our analysis.
Low-grade dysplasia is the group that causes the most diagnostic
difficulty however, and in order for this methodology to be useful
in clinical practice further evaluation of this group would be
valuable. Another group that was not evaluated was intramucosal
cancer as this group requires EMR specimens to assess the vertical
depth of tumour invasion and the presence of lateral or deep
margin involvement by carcinoma, which cannot be assessed using
standard mucosal biopsies (Lauwers et al, 2009).
The type of HGD (i.e. intestinal-type vs gastric foveolar-type)
may have had a negative effect on the sensitivity of our test. The
diagnostic criteria for Barrett’s foveolar-type dysplasia have been
published since this study was commenced (Mahajan et al, 2010).

In variance to intestinal-type dysplasia, foveolar-type dysplasia is
typified by non-stratified and basally oriented nuclei that have
predominately uniform and smooth nuclear contours. Given this,
some of the changes one typically uses to grade dysplasia within
intestinal-type dysplasia are not applicable. Other factors that may
have contributed to confounding bias include age and length of
BO, both significantly increased in the dysplastic group. These
limitations can only be overcome in a concerted phase 4
prospective multicentre trial involving patients with non-dysplastic BO at baseline with longitudinal follow-up (Pepe et al, 2001).
A major advantage of NT and ICM is the routine use of FFPE
tissue, which allows analysis on archival material and therefore
the potential for longitudinal phase 4 studies on large populations
already undergoing surveillance.
In conclusion, we have demonstrated that NT adaptive features
may contribute with DNA ploidy for the classification of dysplastic
vs non-dysplastic BO. The textural features used to differentiate
normal from dysplastic tissue were similar to those used in studies
of other early cancers. Furthermore, when combining ICM and NT,
an 84% CCR was achieved. These data demonstrate that
combination of ICM/NT is a promising single platform test, which
may aid pathologists in the diagnosis of dysplasia and has
potential as a novel biomarker for cancer progression.

ACKNOWLEDGEMENTS
This work was undertaken at UCLH/UCL who received a
proportion of funding from the Department of Health’s NIHR
Comprehensive Biomedical Research Centres funding scheme. The
views expressed in this publication are those of the authors and
not necessarily those of the Department of Health. This work was
supported by the Cancer Research UK Experimental Cancer
Medicine Centre, University College London and by a Cancer
Research UK project grant to LBL.

REFERENCES
Albregtsen F, Nielsen B (2000) Texture classification based on cooccurrence
of gray level run length matrices. Aust J Intell Info Process Syst 6: 38 – 45
Albregtsen F, Nielsen B, Danielsen HE (2000) Adaptive gray level run length
features from class distance matrices. Proc 5th Int Conf Pattern Recognit
3: 738 – 741
Alikhan M, Rex D, Khan A, Rahmani E, Cummings O, Ulbright TM (1999)
Variable pathologic interpretation of columnar lined esophagus
by general pathologists in community practice. Gastrointest Endosc 50:
23 – 26
Baldetorp B, Ferno M, Fallenius A, Fallenius-Vecchi G, Idvall I, Olsson H,
Sigurdsson H, Akerman M, Killander D (1992) Image cytometric DNA
analysis in human breast cancer analysis may add prognostic information in diploid cases with low S-phase fraction by flow cytometry.
Cytometry 13: 577 – 585
Buttar NS, Wang KK, Sebo TJ, Riehle DM, Krishnadath KK, Lutzke LS,
Anderson MA, Petterson TM, Burgart LJ (2001) Extent of high-grade
dysplasia in Barrett’s esophagus correlates with risk of adenocarcinoma.
Gastroenterology 120: 1630 – 1639
Cameron AJ, Ott BJ, Payne WS (1985) The incidence of adenocarcinoma in columnar-lined (Barrett’s) esophagus. N Engl J Med 313:
857 – 859
Chaves P, Crespo M, Ribeiro C, Laranjeira C, Pereira AD, Suspiro A,
Cardoso P, Leitao CN, Soares J (2007) Chromosomal analysis of Barrett’s
cells: demonstration of instability and detection of the metaplastic
lineage involved. Mod Pathol 20: 788 – 796
Chen TL, Luo I, Mikhail N, Raskova J, Raska K (1995) Comparison of flow
and image cytometry for DNA content-analysis of fresh and formalinfixed, paraffin-embedded tissue in breast-carcinoma. Cytometry 22:
181 – 189

British Journal of Cancer (2011) 105(8), 1218 – 1223

Downs-Kelly E, Mendelin JE, Bennett AE, Castilla E, Henricks WH,
Schoenfield L, Skacel M, Yerian L, Rice TW, Rybicki LA, Bronner MP,
Goldblum JR (2008) Poor interobserver agreement in the distinction of
high-grade dysplasia and adenocarcinoma in pretreatment Barrett’s
esophagus biopsies. Am J Gastroenterol 103: 2333 – 2340
Dunn JM, Mackenzie GD, Oukrif D, Mosse CA, Banks MR, Thorpe S,
Sasieni P, Bown SG, Novelli MR, Rabinovitch PS, Lovat LB (2010) Image
cytometry accurately detects DNA ploidy abnormalities and predicts
late relapse to high-grade dysplasia and adenocarcinoma in Barrett’s
oesophagus following photodynamic therapy. Br J Cancer 102: 1608 – 1617
Galipeau PC, Li X, Blount PL, Maley CC, Sanchez CA, Odze RD, Ayub K,
Rabinovitch PS, Vaughan TL, Reid BJ (2007) NSAIDs modulate
CDKN2A, TP53, and DNA content risk for progression to esophageal
adenocarcinoma. PLoS Med 4: e67
Hameeteman W, Tytgat GN, Houthoff HJ, van den Tweel JG (1989) Barrett’s
esophagus: development of dysplasia and adenocarcinoma. Gastroenterology 96: 1249 – 1256
Haroske G, Baak JP, Danielsen HE, Giroud F, Gschwendtner A, Oberholzer M,
Reith A, Spieler P, Bocking A (2001) Fourth updated ESACP consensus
report on diagnostic DNA image cytometry. Anal Cell Pathol 23(2): 89 – 95
Jorgensen T, Yogesan K, Tveter KJ, Skjorten F, Danielsen HE (1996)
Nuclear texture analysis: a new prognostic tool in metastatic prostate
cancer. Cytometry 24: 277 – 283
Kaern J, Wetteland J, Trope CG, Farrants GW, Juhng SW, Pettersen EO,
Reith A, Danielsen HE (1992) Comparison between flow cytometry and
image cytometry in ploidy distribution assessments in gynecologic
cancer. Cytometry 13: 314 – 321
Kerkhof M, van Dekken H, Steyerberg EW, Meijer GA, Mulder AH, de
Bruine A, Driessen A, ten Kate FJ, Kusters JG, Siersema PD, CYBAR

& 2011 Cancer Research UK

Comparison of nucleotyping and DNA ploidy in BO
JM Dunn et al
Pouw RE, Wirths K, Eisendrath P, Sondermeijer CM, Ten Kate FJ, Fockens
P, Deviere J, Neuhaus H, Bergman JJ (2010) Efficacy of radiofrequency
ablation combined with endoscopic resection for Barrett’s esophagus
with early neoplasia. Clin Gastroenterol Hepatol 8: 23 – 29
Pretorius ME, Waehre H, Abeler VM, Davidson B, Vlatkovic L, Lothe RA,
Giercksky KE, Danielsen HE (2009) Large scale genomic instability as
an additive prognostic marker in early prostate cancer. Cell Oncol 31:
251 – 259
Rabinovitch PS, Longton G, Blount PL, Levine DS, Reid BJ (2001)
Predictors of progression in Barrett’s esophagus III: baseline flow
cytometric variables. Am J Gastroenterol 96: 3071 – 3083
Reid BJ, Blount PL, Feng Z, Levine DS (2000a) Optimizing endoscopic
biopsy detection of early cancers in Barrett’s high-grade dysplasia. Am J
Gastroenterol 95: 3089 – 3096
Reid BJ, Levine DS, Longton G, Blount PL, Rabinovitch PS (2000b)
Predictors of progression to cancer in Barrett’s esophagus: baseline
histology and flow cytometry identify low- and high-risk patient subsets.
Am J Gastroenterol 95: 1669 – 1676
Reid BJ, Li X, Galipeau PC, Vaughan TL (2010) Barrett’s oesophagus and
oesophageal adenocarcinoma: time for a new synthesis. Nat Rev Cancer
10: 87 – 101
Reid BJ, Prevo LJ, Galipeau PC, Sanchez CA, Longton G, Levine DS, Blount
PL, Rabinovitch PS (2001) Predictors of progression in Barrett’s
esophagus II: baseline 17p (p53) loss of heterozygosity identifies a
patient subset at increased risk for neoplastic progression. Am J
Gastroenterol 96: 2839 – 2848
Schnell TG, Sontag SJ, Chejfec G (2001) Long-term nonsurgical management of Barrett’s esophagus with high-grade dysplasia. Gastroenterology
120: 1607 – 1619
Schulerud H, Kristensen GB, Liestol K, Vlatkovic L, Reith A, Danielsen H
(1998) A review of caveats in statistical nuclear image analysis. Anal Cell
Pathol 16: 63 – 82
Shaheen NJ, Sharma P, Overholt BF, Wolfsen HC, Sampliner RE, Wang KK,
Galanko JA, Bronner MP, Goldblum JR, Bennett AE, Jobe BA, Eisen GM,
Fennerty MB, Hunter JG, Fleischer DE, Sharma VK, Hawes RH, Hoffman
BJ, Rothstein RI, Gordon SR, Mashimo H, Chang KJ, Muthusamy VR,
Edmundowicz SA, Spechler SJ, Siddiqui AA, Souza RF, Infantolino A,
Falk GW, Kimmey MB, Madanick RD, Chak A, Lightdale CJ (2009)
Radiofrequency ablation in Barrett’s esophagus with dysplasia. N Engl J
Med 360: 2277 – 2288
Sikkema M, de Jonge PJ, Steyerberg EW, Kuipers EJ (2010) Risk of
esophageal adenocarcinoma and mortality in patients with Barrett’s
esophagus: a systematic review and meta-analysis. Clin Gastroenterol
Hepatol 8: 235 – 244
Thomas T, Abrams KR, de Caestecker JS, Robinson RJ (2007) Meta
analysis: cancer risk in Barrett’s oesophagus. Aliment Pharmacol Ther 26:
1465 – 1477
Weston AP, Badr AS, Hassanein RS (1999) Prospective multivariate
analysis of clinical, endoscopic, and histological factors predictive of
the development of Barrett’s multifocal high-grade dysplasia or
adenocarcinoma. Am J Gastroenterol 94: 3413 – 3419
Yogesan K, Jorgensen T, Albregtsen F, Tveter KJ, Danielsen HE (1996)
Entropy-based texture analysis of chromatin structure in advanced
prostate cancer. Cytometry 24: 268 – 276
Yousef F, Cardwell C, Cantwell MM, Galway K, Johnston BT, Murray L
(2008) The incidence of esophageal cancer and high-grade dysplasia in
Barrett’s esophagus: a systematic review and meta-analysis. Am J
Epidemiol 168: 237 – 249

This work is published under the standard license to publish agreement. After 12 months the work will become freely available and the
license terms will switch to a Creative Commons Attribution-NonCommercial-Share Alike 3.0 Unported License.

& 2011 Cancer Research UK

British Journal of Cancer (2011) 105(8), 1218 – 1223

Molecular Diagnostics

1223
study group (2007) Grading of dysplasia in Barrett’s oesophagus:
substantial interobserver variation between general and gastrointestinal
pathologists. Histopathology 50(7): 920 – 927
Kristensen GB, Kildal W, Abeler VM, Kaern J, Vergote I, Tropé CG,
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