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lor. Diferenta ratei patologiei asociate migratiei suprahiatale JEG a fost calculata pentru grupurile delimitate cu inaltimea migratiei 0.5
cm, 1.0 cm, 1.5 cm, 2.0 cm, 2.5 cm si 3.0 cm.

Rezultate. Migratia reversibila a JEG suprahiatal sub 0.5 cm a fost cauzal-asociata patologic in 2,94%. Corespunzator Tnaltimii
migratiei JEG suprahiatal, rata patologiei asociate a alcatuit: pentrudiapazonul 0.5+0,9 cm — 8.54%, pentru diapazonul 1,0+1,4 cm —
9,20 %, pentru diapazonul 1,5+1,9 cm — 10.45%, pentru diapazonul 2.0+2,4 cm — 93.62%, pentru diapazonul 2.5+2.9 cm — 84.5%,
pentru migratia 23.0 cm — 87,5%. Asfel, s-au apreciat doua puncte semnificative: migratia sub 0.5 cm a fost asociata cauzal-patologic
cu o rata practic nula (zero) a patologiei de reflux si distanta de migratie de 20 mm a fost apreciata ca punctul cu care face cea mai
nalta diferenta de asociere causal-patologica a diapazoanelor adiacente.

Concluzii. Astfel, sub aspect endoscopic, (1) migratia reversibila a JEG suprahiatal pana la 0.5 cm poate fi considerata migratie
fiziologica. (2) migratie reversibila excesiva (patologicd) a JEG suprahiatal poate fi considerata deplasarea JEG pe un diapason 20.5
cm +<2.0cm, (3) hernie hiatala glisanta reversibila poate fi considerata deplasarea reversibila a JEG suprahiatal cu 20 mm si mai mult.
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Aim of study. In various physiological and pathological conditions, the gastroesophageal junction (GEJ) can migrate suprahiatal.
The range of reversible displacement of the suprahiatal GEJ is different. From this point of view, there are 3 anatomical-physiological
situations: (1) reversible physiological migration of suprahiatal GEJ, (2) excessive (pathological) migration of suprahiatal GEJ and
(3) reversible hiatal hernias. The differentiation of these situations is not well clarified. The objective of the present study was the
endoscopic evaluation of the rate of causal-associated pathology as a criterion for differentiating the above situations, depending on
the diapason and the type of suprahiatal GEJ migration.

Materials and methods. 470 cases of migration of GEJ through the hiatal orifice into the posterior mediastinum (suprahiatal) were
analyzed endoscopically (proendoscopy and retroflexion of the stomach endoscope). The investigations were performed by an
endoscopist. The Olympus Exera Ill GIF HQ190 endoscopic complex was used. The methodology of endoscopic measurements
and the determination criteria for the associated pathology were unique for all patients. Causal-associated pathology was considered
erosive reflux esophagitis, post-erosive and post-reflux scarring sequelae, esophageal columnar metaplasia with gastric metaplasia
and Barretts esophagus. The rate of associated pathology was calculated according to the "absent-present” criterion for each patient
regardless of the number of associated pathologies and their type. The difference in the rate of pathology associated with suprahiatal
GEJ migration was calculated for the groups delimited with the migration height of 0.5 cm, 1.0 cm, 1.5 cm, 2.0 cm, 2.5 cm and 3.0 cm.
Results. Reversible migration of suprahiatal GEJ below 0.5 cm was pathologically-associated in 2.94%. Corresponding to the height
of the suprahiatal GEJ migration, the rate of the associated pathology was: for the 0.5 + 0.9 cm range - 8.54%, for the 1.0 + 1.4 cm
range - 9.20%, for the 1.5 + 1.9 cm range - 10.45%, for the 2.0 + 2.4 cm range - 93.62%, for the 2.5 + 2.9 cm range - 84.5%, for
the migration 23.0 cm - 87.5%. Thus, two significant points were assessed: the migration below 0.5 cm was causally- pathologically
associated with an insignificant rate (2.94%) of reflux pathology and the migration distance of 20 mm was assessed as the point with
which it makes the highest difference (10.43% and 93,42%) in causal-pathological association of adjacent tuning forks.
Conclusions. Thus, from an endoscopic point of view, (1) reversible migration of suprahiatal GEJ up to 0.5 cm can be considered a
physiological migration. (2) excessive (pathological) reversible migration of the suprahiatal EGJ can be considered the displacement
of the GEJ on a tuning fork 20.5 cm + <2.0cm, (3) reversible sliding hiatal hernia can be considered the reversible displacement of the
suprahiatal GEJ by 20 mm and more.
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Scopul lucrarii. Neoplasmele ale colonului sunt predispusi spre cresterea si aparitia urmatoarelor complicatii: hemoragii, ocluzii
intestinale, dar nu in ultimul timp si dezvoltarea cancerului colorectal. Polipectomie endoscopica prin diatermoexcizie este indicata cu
scop preventiv si rdmane a fi o rezolvare chirurgicala minim invaziva moderna pentru acest contingent de pacienti.

Materiale si metode. Studiul prospectiv a inclus 302 de pacienti cu neoplasmele benigne si maligne de diferite dimensiuni a colonului,
care au fost supusi polipectiei endoscopice prin diatermoexcizie in perioada anilor 2018-2022, cu varsta cuprinsa intre 19 - 89 ani.
Criteriu de includere in studiul a fost prezenta neoplasmelor ale colonului, preponderent de dimensiuni 15 — 45 mm.

Rezultate. Din 302 de pacienti inrolati in studiul la 71,9 % de cazuri ( 217 pts) polipectomie prin diatermoexcizia a fost efectuata in
volum deplin. Tn a doilea grup 28,1 % (85 pts) cu neoplasme de dimensiuni mari a fost necesara polipectomie suplimentaré in perioada
3 - 6 luni. In majoritatea cazurilor n=181 (59,9 %) examenul histopatologic a confirmat adenomul tubular, in n=109 (36,2 %) cazuri -
adenomul tubular-vilos, la 12 (3,9 %) pacienti s-a depistat adenocarcinomul. Tn caz de adenocarcinom colonoscopia de control a fost
indicata peste 3 luni si s-a confirmat absenta recidivelor de neoplasm. Complicatiile majore ca perforatia colonului au survenitla 4 (1,3
%) pacienti, care au fost operati in mod urgent. Hemoragiile intraoperatorii n=7 (2,1 %) au fost stopate endoscopic prin endoclamarea
si diatermocoagulare.

Concluzii. Polipectomie endoscopica prin diatermoexcizie este o metoda de electie pentru neoplasmele ale colonului cu rata
complicatiilor nesemnificativa.

Cuvinte cheie. Polipectomie endoscopica, adenom tubulo-vilos, adenocarcinom
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Aim of study. Neoplasms of the colon have a very high probability of growth and the appearance of the following complications:
hemorrhages, intestinal occlusions, but not least the development of colorectal cancer. Endoscopic diathermoexcision polypectomy is
indicated for preventive purposes and remains a modern minimally invasive surgical solution for this contingent of patients.
Materials and methods. The prospective study included 302 patients with benign and malignant neoplasms of different sizes of the
colon, who underwent endoscopic polypectomy by diathermoexcision between 2018 and 2022, were aged between 19 and 89 years.
The inclusion criteria of the study was the presence of neoplasms of the colon, predominantly 15-45 mm in size.

Results. Among 302 patients enrolled in the study in 71.9% of cases (217 pts) polypectomy by diathermoexcision was performed
in full volume. In the second group, 28.1% (85 pts) with large neoplasms required additional polypectomy in the period between
3 to 6 months. In the majority of cases n=181 (59.9 %) the histopathological examination confirmed tubular adenoma, in n=109
(36.2 %) cases - tubular-villous adenoma, in 12 (3.9 %) patients adenocarcinoma was detected. In case of adenocarcinoma, control
colonoscopy was indicated after 3 months and the absence of neoplasm recurrences was confirmed. Major complications such as
colonic perforation occurred in 4 (1.3%) patients, who were urgently operated. Intraoperative hemorrhages n=7 (2.1 %) were stopped
endoscopically by endoclamation and diathermocoagulation.

Conclusions. Endoscopic diathermoexcizion polypectomy is a method of choice for large colonic polyps with insignificant complication
rate.
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Scopul lucrarii. Endoscopia si ultrasonografia sunt specialitati relativ tinere, iar succesele medicinei contemporane sunt in mare
masura determinate cu aparitia si dezvoltarea lor.

Materiale si metode. Aceasta lucrare se bazeaza pe documentele pastrate si amintirile martorilor despre istoria dezvoltarii endoscopiei
si ultrasonografiei in Republica Moldova (RM), precum si pe date statistice privind starea actuala in domeniu.

Rezultate. Primele examene endoscopice efectuate in RM includ bronhoscopia rigida in Institutul de Ftiziopulmonologie in anul 1954,
si fibrogastroscopia (FGS) in cadrul Institutului de Oncologie (1966) si a Spitalului Clinic Republican (SCR) din 1976. Din 1979, in
noul sediu al SCR Dr.V.Gufu este autorizat sa deschida un cabinet si apoi o sectie de endoscopie, dotata cu FGS, fibrocolonoscopie,
fibrobronhoscopie, laparoscopie diagnostica, urmata din 1983 si de ultrasonografie (USG). Din acest moment incepe formarea
structurii nationale de endoscopie, inclusiv deschiderea cabinetelor si sectiilor de endoscopie si USG Tn Chisindu si raioanele RM,
dotarea cu echipament si pregatirea personalului. Medicii au fost instruiti la locul de munca in sectia de endoscopie a SCR, la sedintele
ale Societatii Stiintifice de Endoscopie, infiintata in 1980, precum si la cursul de specializare si perfectionare in endoscopie si USG
in cadrul USMF ,Nicolae Testemitanu” (deschis in 1989). n prezent, in RM exista o retea larga de cabinete si sectii de endoscopie,
Societatea stiintifica ,V.M.Gutu”, inregistrata in 2017, Comisia de specialitate ,Endoscopie” si Comisia de atestare profesionala la
Ministerul Sanatatii, functia de endoscopist in personalul spitalelor.

Concluzii. in pofida succeselor obtinute, endoscopia din RM are nevoie de masuri ulterioare de dezvoltare, inclusiv extinderea retelei
de cabinete si sectii, un sistem stabil pentru formarea tinerilor specialisti, dobandirea de catre acestia a diverselor competente in
domeniu si introducerea specialitatii ,Endoscopie” in nomenclatorul de pregatire si educatie a medicilor.
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Aim of study. Endoscopy and ultrasonography are relatively young specialties, and the successes of contemporary medicine are
largely determined with their appearance and development.

Materials and methods. This paper is based on preserved documents and witnesses' memories about the history of the development
of endoscopy and ultrasonography in the Republic of Moldova (RM), as well as on statistical data regarding the current state in the
field.

Results. The first endoscopic examinations performed in RM include rigid bronchoscopy in the Institute of Phthisiopulmonology in
1954, and fibrogastroscopy (FGS) in the Institute of Oncology (1966) and the Republican Clinical Hospital (RCH) in 1976. Since
1979, in the new headquarters of RCH Dr. V.Gutu is authorized to open an office and then department of endoscopy, equipped with
FGS, fibrocolonoscopy, fibrobronchoscopy, diagnostic laparoscopy, followed by ultrasonography (US) from 1983. From this moment,
the formation of the national endoscopy structure begins, including the opening of endoscopy and USG offices and departments in
Chisinau and districts of RM, the supplying of equipment and the training of personnel. The doctors were trained at the workplace
within RCH department of endoscopy, at meetings of the Scientific Society of Endoscopy, established in 1980, as well as at the
specialization course in endoscopy and US within the Nicolae Testemitanu University (opened in 1989). Currently, in the RM there is
a wide network of endoscopy offices and departments, the V.M.Gutu scientific society, registered in 2017, the ,Endoscopy” specialty
commission and the professional attestation commission at the Ministry of Health, the position of endoscopist in hospital staff.



