Contribution of chromoendoscopy and magnification endoscopy in the assessment of Barrett’s esophagus 
The reason for choosing Barrett’s esophagus (BE) as a subject of research is completely justified, proving its practical actuality and importance through an informed connection with the esophageal adenocarcinoma. Within the last years, numerous studies have been published in USA and Western Europe analyzing the prevalence of BE, the demographical, clinical and endoscopic features of patients, as well as the diagnosing methods which allow the identification of patients and interception of preceding neoplastic lesions. In Romania, there are not many studies approaching the previously mentioned subjects and therefore this research aims to study the features of BE patients within our country and the most appropriate endoscopic diagnosing methods for these patients.
The general part presents the actual stage of the knowledge regarding the importance and controversies arisen by BE. The bibliographic study briefly and rigorously exposes the BE definition, classification, epidemiology, risk factors, histological modifications, factors connected to the malignant progression, as well as BE diagnosing, management, screening and monitoring, relying on 158 bibliographic titles.  

My personal research included 3 prospective studies made in the Clinic of Gastroenterology of Mureş County Clinical Hospital, structured in such manner as to allow the achievement of the targeted aims. 

The achieved data base included the following information:

· Information taken from patients: epidemiologic, consumption of toxic substances, clinical manifestations;

· Endoscopic data: hiatal hernia, reflux esophagitis, the endoscopic aspect of Barrett’s esophagus classified according to Prague classification, description of mucosal and or vascular patterns resulted from chromoendoscopy and magnification or narrow band imaging (NBI), indication of the number, place and pattern where biopsies have been taken from;
· Histological data: the histological reports included the presence of intestinal metaplasia certified by the presence of goblet cells, cardiac, fundic or pancreatic  metaplasia, the presence of dysplasia according to Vienna classification of digestive track neoplasias, the presence of inflammation at the level of cardia, body and gastric antrum, the evidence of Helicobacter pylori at the level of body or gastric antrum;
The main aims of research were the following:

1. Assessment of incomplete intestinal metaplasia prevalence at the level of gastroesophageal junction, as well as in patients with endoscopic suspicion of short BE, on a group of patients performing upper digestive endoscopy, no matter the indication of examination;
2. Assessment of chromoendoscopy usefulness with methylene blue and magnification endoscopy in diagnosing incomplete intestinal metaplasia in short BE patients as compared with randomized biopsy samples taken through white light endoscopy and assessment of the correlation between the columnar epithelium and mucosal patterns according to Takao Endo classification;
3. Determination of narrow band imaging endoscopy role in detecting incomplete intestinal metaplasia and dysplasia in BE and analysis of predicting histological diagnosing according to mucosal and vascular patterns obtained through narrow band imaging;
The first study prospectively aimed the prevalence of incomplete intestinal metaplasia (MII) at the level of gastroesophageal junction, analyzing 485 consecutive patients with indication of endoscopic examination divided into two groups: a group of patients with normal endoscopic aspect of gastroesophageal junction and a group of patients with  endoscopic aspect of columnar metaplasia in distal esophagus. I have proved an IIM prevalence of 15,3% in patients with normal aspect at the level of cardia (CIM) and a BE prevalence of 8,3%, in case of BE patients the prevalence values being different according to the presence of reflux symptomatology. I have also noticed that short BE under 3 cm is predominant in our geographical region. The demographic, clinical, endoscopic and histological features of the two analyzed groups have brought arguments supporting the inclusion of patients in distinct groups. BE patients were mainly men, with ages between 40 and 59 years mainly, smokers and having the body mass index (BMI) > 30kg/m². Clinically, the symptomatology has been dominated by reflux, the reflux symptoms having a higher rate of evolution, being more frequent and severe. The reflux esophagitis and hiatal hernia have been frequently highlighted by endoscopy and no histological correlation has been settled between BE patients and Helicobacter pylori infection, the cardia inflammation or the presence of MII antrum. The CIM patients have been equally divided on the following criteria: sex, age, normal weight and having a symptomatology dominated by epigastric pain. From a histological point of view, there is an obvious relationship between CIM and the inflammation of cardia, the distal infection with Helicobacter pylori, the MII antrum and antrum inflammation. 
The main aim of the second study consisted in the assessment of the contribution of methylene blue chromoendoscopy and magnification endoscopy in detecting MII in short BE patients as compared with the standard protocol of BE assessment which sets out taking randomized biopsy samples using white light conventional endoscopy. 50 patients have been prospectively assessed, 24 of the patients being included within the group of patients assessed by methylene blue chromoendoscopy and magnification endoscopy  with targeted biopsies, while 26 patients have been assessed by conventional endoscopy and random biopsy sample taking from the columnar mucosa. Data obtained revealed that even though using methylene blue chromoendoscopy and magnification endoscopy there is no significantly larger number of MII patients, these endoscopic methods allow taking a significantly small number of biopsies and a higher percentage of positive biopsies for IIM in comparison with white light standard endoscopy with randomized biopsies. Results showed that taking biopsy samples of areas colored in methylene blue increases the detection of MII 3,9 times as related to taking biopsies from non-capturing areas, furthermore existing an increased sensitivity of MII diagnosis by taking biopsy samples of dark blue areas, as compared with light blue areas. Using simultaneously the magnification endoscopy as well, we also assumed the settlement of a correlation between the mucosal patterns obtained according to Takao Endo classification and the 3 histological types of columnar metaplastic epithelium encountered in BE. The targeted biopsies taken of areas covered by tubular and villous pattern lead to the histological diagnosis of IIM, the association having a statistical significance in case of the villous pattern. The simultaneous use of chromoendoscopy and magnification endoscopy increases MII diagnosis, the probability of MII detection being higher with every additional biopsy taken. 
The third personal research sets out the assessment of the contribution of narrow band imaging – NBI in detecting MII and dysplasia in comparison with white light conventional endoscopy, as well as the prediction of the histological result according to the mucosal and vascular patterns obtained by NBI. 84 patients have been prospectively analyzed being assessed for EB screening and monitoring. Although close to the statistically significant threshold, NBI has not detected significantly more NBI patients, but using this method a significantly smaller number of biopsies have been taken and more positive biopsies for MII resulted. The white light standard endoscopy identified a patient with the diagnosis of indefinite dysplasia, while NBI diagnosed 4 patients with indefinite dysplasia and 6 patients with low dysplasia, resulting a prevalence of low dysplasia in 7,14%. Taking targeted biopsies of the 4 mucosal patterns identified according to Sharma classification, it came out that the villous pattern is correlated with a positive histological examination for IIM and the irregular pattern is associated to low dysplasia. 
