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Letters to the Editor

Relevance of Position and Movement of the
Gastroesophageal Junction in Gastroesophageal

Reflux Disease

TO THE EDITOR: Gastroesophageal reflux disease (GERD)
and its complications are increasingly recognized in many parts of
Asia, largely due to an increasing prevalence of obesity. Obese
subjects are found to have frequent transient lower esophageal
sphincter (LES) relaxations (TLESRs) and more likely to re-
flux' with underlying mechanisms being unclear. Besides the cir-
cular muscle, recent evidence suggests a role for longitudinal
muscle in the opening of lower sphincter,2 which may be relevant
in the pathogenesis of GERD. Kim and colleagues’ utilized
high-resolution manometry to characterize TLESRSs especially
esophageal movement which they hypothesized to be different in
patients with GERD from in controls. The study, however did
not suggest a difference in degree of esophageal shortening using
LES lift. There were a number of limitations which might explain
the negative results, some that had been addressed in the paper.

The study did not assess the presence of hiatus hernia which is
an anatomical defect of the gastroesophageal junction (GE]), com-
monly present in severe form of GERD. More recent evidence,
using a novel Hall-effect technique that allows continuous meas-
urement of the location of the GE]J without the need for fluoro-
scopy, indicates that TLESRs are a severe but transient form of hi-
atus herniation.” Furthermore, partial hiatus hernia is likely to be
common especially in the presence of obesity and raised intra-ab-
dominal pressure.” High-resolution manometry is able to discern
the separation of pressure components of the LES’ which is a sign
of hiatus hernia but the sensitivity is poor. LLES lift is a poor meas-
ure of esophageal shortening, not sensitive during complete TLLESR
or hiatus hernia and a small movement may not be detected.” A re-
liable knowledge of position of the GE]J is also relevant especially
with regards to the acid pocket, which is an area of unbuffered
postprandial gastric acidity, immediately distal to the GEJ.” Acid
pocket is enlarged in hiatus hernia and it provides a reservoir of
acid available to reflux whenever the intrinsic sphincter fails.”

To conclude, there are unanswered questions on the exact
mechanisms underlying GERD but 2 points may be of interest."’
One is whether hiatus hernia represents the severe end of a spec-

trum to the degree of proximal displacement of the GE] relative
to the diaphragm and whether mild reflux disease is related to
mild displacement not detected by current techniques. Secondly, it
is more important to determine events close to the GE]J since this
is where most pathologies occur including the adenocarcinoma.
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