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The gastro-oesophageal junction (GOJ) is by definition the
uppermost border of the gastric fold(s). In a normal situa-
tion, the squamo-columnar transition-zone (‘z-line’) and the
GOJ are at the same level, both situated at the level of the
diaphragm [1, 2]. If the GOJ is above the diaphragm (prag-
matically defined as more than 2 cm) this is called a hiatal
hernia [3].

Visible mucosal breaks at the distal oesophagus is indica-
tive of oesophagitis, and according to the length and circum-
ferential extension of these breaks, the oesophagitis is classi-
fied as grade A, B, C or D. A higher grade is indicative of
more severe reflux [4, 5].

If a salmon-pink mucosa appears in a length of ≥1 cm
above the GOJ, and if histology from such an area confirms
columnar epithelium (metaplasia) this has been called Barret’s
oesophagus [2]. The clinical significance of Barret’s oesoph-
agus is dependent upon the orad circumferential and tongue-
like extension (Prague C and M criteria) and the type of co-
lumnar cells. With gastric type of cells (gastric metaplasia)
only, the risk for transformation to dysplasia is negligible,
while the presence of intestinal metaplasia is a marker of
higher risk and surveillance is recommended. Furthermore,
intestinal metaplasia is a common finding at the GOJ in pa-
tients with reflux symptoms even without columnar lined dis-
tal oesophagus (i.e. the GOJ and the z-line at the same level)
[6]. Recent guidelines from the European Society of
Gastrointestinal Endoscopy as well as from other societies
defines the presence of columnar epithelium with a minimum
length of ≥1 cm above the GOJ containing intestinal metapla-
sia as Barret’s oesophagus [7, 8].

In a recent publication by Sebastinelly et al., it is stated that
‘the diagnosis of Barret’s oesophagus was made if the distal
oesophagus was lined with columnar epithelium with a

minimal length of 1 cm (tongues or circular) containing
specialised intestinal metaplasia at histological examination
[9]’. However, when presenting the study at the first interna-
tional consensus conference on reflux and bariatric surgery in
Montpellier, France, on the 28th of June, it was presented as
gastric metaplasia only, and all areas less than 3 cm. If this is
correct, it is open for discussion whether Barrets was found or
not. I will encourage the authors to clear up their findings and
present them in this journal.
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