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IMPORTANT REMINDER
Medical Policies are developed to provide guidance for members and providers regarding coverage in
accordance with contract terms. Benefit determinations are based in all cases on the applicable contract
language. To the extent there may be any conflict between the Medical Policy and contract language, the contract
language takes precedence.
PLEASE NOTE: Contracts exclude from coverage, among other things, services or procedures that are
considered investigational or cosmetic. Providers may bill members for services or procedures that are
considered investigational or cosmetic. Providers are encouraged to inform members before rendering such
services that the members are likely to be financially responsible for the cost of these services.

DESCRIPTION
Several adjunct techniques of in vivo analysis of polyps are being researched for the purpose
of improving the analysis of lesions and detection of changes in walls of colon. Use of these
devices is proposed to increase the rate of polyp detection and/or to distinguish premalignant
from benign lesions for removal.

MEDICAL POLICY CRITERIA
In vivo analysis of colorectal lesions, including but not limited to polyps, is considered
investigational.
NOTE: A summary of the supporting rationale for the policy criteria is at the end of the policy.

CROSS REFERENCES
1. Confocal Laser Endomicroscopy, Medicine, Policy No. 151

BACKGROUND
During a colonoscopy or sigmoidoscopy as a screening test for colorectal cancer, the
physician must often decide which polyp should be removed for histologic diagnosis. While
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hyperplastic polyps are considered benign without malignant potential, adenomatous polyps
are thought to represent one of the earliest stages in the progression to a malignancy.
Identification of these premalignant lesions is considered one of the cornerstones of colorectal
cancer prevention. The physician must thus balance the time and potential morbidity of
removing all polyps, many of which will be benign, versus removal of those polyps most likely
to be adenomatous.
Several techniques of in vivo analysis of polyps are being researched for the purpose of
improving the analysis of lesions and detection of changes in walls of colon. These methods
are intended to be used as an adjunct to colonoscopy. Some of these methods include
autofluorescence, narrow band imaging (NBI), multi-band imaging, chromoendoscopy, third
eye retroscope and fiberoptic analysis. It is proposed that these technologies may allow for in
vivo analysis of the polyps, possibly avoiding unnecessary biopsies and increasing detection of
difficult to visualize lesions (e.g., flat lesions).
The first system developed was based on the observation that benign and malignant tissues
emit different patterns and wavelengths of fluorescence after exposure to a laser light. This
system consists of an optical fiber, emitting a laser that is directed against three different
regions of the same polyp. The subsequent florescent signal is collected, measured, and
analyzed by a proprietary software system, which classifies a polyp as "suspicious" (i.e.,
adenomatous) or "not suspicious" (i.e., hyperplastic). There are several different types of
spectroscopy-based in vivo techniques that rely on autofluorescence, emitting light at different
frequencies in an attempt to distinguish between hyperplastic and adenomatous lesions.
Narrow band imaging (NBI) is another new technique that allows visualization of the mucosal
surface and capillary vessels and thus may assist in the differentiation of abnormal from
normal mucosa during colonoscopy. Two NBI systems are available. The NBI color chip
system is used in the United States; in this system a single filter with a two-band pass
characteristic is used to generate central wavelengths at 415 nm (blue) and 540 nm (green
and red). The NBI red-green-blue sequential illumination system uses narrow spectra of red,
green, and blue light and a video endoscopic system with a frame sequential lighting method.
The light source unit consists of a xenon lamp and a rotation disk with three optical filters. The
rotation disk and monochrome charge-coupled device are synchronized and sequentially
generate images in three optical filter bands. By use of all three band images, a single color
endoscopic image is synthesized by the video processor. NBI has limited penetration into the
mucosal surface and has enhanced visualization of capillary vessels and their fine structure on
the surface layer of colonic tissue.
Chromoendoscopy, also known as chromoscopy and chromocolonoscopy, refers to the
application of topical stains or dyes during endoscopy to enhance tissue differentiation or
characterization and facilitate identification of mucosal abnormalities. Chromoendoscopy may
be particularly useful for detecting flat or depressed lesions. Standard colonoscopy uses white
light to view the colon. In chromoendoscopy, stains are applied, resulting in color highlighting
of areas of surface morphology of epithelial tissue. The dyes or stains are applied via a spray
catheter that is inserted down the working channel of the endoscope. Chromoendoscopy can
be used in the whole colon (pancolonic chromoendoscopy) on an untargeted basis or can be
directed to a specific lesion or lesions (targeted chromoendoscopy). Chromoendoscopy differs
from endoscopic tattooing in that the former uses transient stains, whereas tattooing involves
the use of a long-lasting pigment for future localization of lesions.
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Virtual chromoendoscopy (also called electronic chromoendoscopy) involves imaging
enhancements with endoscopy systems that could be an alternative to dye spraying. One
system is the Fujinon® Intelligent Color Enhancement (FICE®) feature (Fujinon Inc.). This
technology uses postprocessing computer algorithms to modify the light reflected from the
mucosa from conventional white light to various other wavelengths.
REGULATORY STATUS
Auto-fluorescence
In 2000, the Optical Biopsy™ System (SpectraScience™, Inc.) was approved by the Food and
Drug Administration (FDA).The FDA-labeled indication for the Optical Biopsy™ System reads
as follows:[1]
"The SpectraScience™ Optical Biopsy™ System is indicated for use as an adjunct to
lower gastrointestinal endoscopy. The device is intended for the evaluation of polyps
less than 1 cm in diameter that the physician has not already elected to remove. The
device is only to be used in deciding whether such polyps should be removed (which
includes submission for histological examination)."
NBI
NBI received FDA clearance through the 510K process in 2005. This clearance (K051645)
added NBI with the EVIS EXERA 160A System (Olympus Medical Systems Corp.) to existing
endoscopic equipment. FDA indications are for endoscopic diagnosis, treatment, and video
observation. In addition, in 2012, the EVIS EXERA III System, which has dual focus (DF)
capabilities received FDA approval.[2]
Chromoendoscopy
In August of 2016, the Fuse Colonoscope with FuseBox Processor was cleared for marketing
by the U.S. Food and Drug Administration (FDA) through the 510(k) process.[3] This system is
indicated for use within the lower digestive tract for adult patients. This system includes Lumos
and is intended to be used as an optional adjunct following white light endoscopy and is not
intended to replace histopathological sampling as a means of diagnosis.
In August 2014, the Fujifilm EPX-4440HD Digital Video Processor with FICE and Light Source
was cleared for marketing by the U.S. Food and Drug Administration (FDA) through the 510(k)
process. In October of 2015, the PMA was extended to include and additional digital video
processor, EPX-4440. FDA documents state that FICE can be used to supplement white-light
endoscopy but is not intended to replace histopathologic sampling as a means of diagnosis. In
January 2017, the Fujifilm Processor VP-7000 and Light source BL-7000 was cleared for
marketing by the U.S. Food and Drug Administration (FDA) through the 510(k) process with
the EPX-4440HD as a predicate device.[4] FDA documents state “BLI (Blue Light Imaging), LCI
(Linked Color Imaging) and FICE (Flexible spectral-Imaging Color Enhancement) are
adjunctive tools for gastrointestinal endoscopic examination which can be used to supplement
Fujifilm white light endoscopy. BLI, LCI and FICE are not intended to replace histopathological
sampling as a means of diagnosis.”
In April 2003, the i-scan™ (Pentax), used for virtual chromoendoscopy, was cleared for
marketing by FDA through the 510(k) process.[5] This is a digital image enhancement
technology and is part of the Pentax EPK-i5010 and EPK-i7010 Video Processors. The i-scan
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has several modes that digitally enhance images in real–time during endoscopy. FDA
documents state that i-scan is intended as an adjunct following white-light endoscopy and is
not intended to replace histopathologic analysis.
No dye or stain product has been specifically approved by FDA for use in chromoendoscopy

EVIDENCE SUMMARY
MULTIPLE TECHNIQUES
Systematic Reviews
Lord (2018) performed a systematic review of the diagnostic accuracy of several techniques of
colonic lesion characterization.[6] A total of 22 studies assessing techniques for in-vivo optical
characterization of lesions in patients with colonic IBD during colonoscopy, including 1,491
patients, met inclusion criteria. Techniques examined were virtual chromoendoscopy (VCE),
dye-based chromoendoscopy (DBC), magnification endoscopy and confocal laser
endomicroscopy (CLE). The quality of included studies was rated and there was mixed quality
for all three domains of risk of bias (patient selection, index test, and reference standard).
Pooled sensitivities of CLE, magnification endoscopy, DBC, and VCE were 91% (95% CI: 9498%), 90% (95% CI: 77-96%), 67% (95%CI: 44-84%) and 86% (95%CI: 62-95%), respectively.
Pooled specificities of magnification endoscopy, VCE, and DBC were 87% (95%CI: 81-91%),
87% (95%CI: 72-95%), and 86% (95%CI: 72-94%), respectively, and the area under the
SROC curve for CLE was 0.98 (95%CI: 0.97-0.99). The authors concluded that real-time CLE
is a highly accurate technology while acknowledging that this study is limited by the fact that
most CLE studies were performed by single expert users within tertiary centers.
In 2013, Wanders assessed the sensitivity, specificity, and real-time negative predictive value
or NBI, image-enhanced endoscopy (i-scan), Fujinon intelligent chromoendoscopy (FICE),
CLE, and autofluorescence imaging for differentiating neoplastic from non-neoplastic colon
lesions.[7] A total of 91 studies were included in the analysis (NBI=56, i-scan=10, FICE=14,
CLE=11 and autofluorescence imaging=11). The authors reported the following for each
modality:
•
•
•
•
•

“For NBI, overall sensitivity was 91.0% (95% CI 88.6-93.0), specificity 85.6% (81.389.0), and real-time negative predictive value 82.5% (75.4-87.9).
For i-scan, overall sensitivity was 89.3% (83.3-93.3), specificity 88.2% (80.3-93.2), and
real-time negative predictive value 86.5% (78.0-92.1).
For FICE, overall sensitivity was 91.8% (87.1-94.9), specificity 83.5% (77.2-88.3), and
real-time negative predictive value 83.7% (77.5-88.4).
For autofluorescence imaging, overall sensitivity was 86.7% (79.5-91.6), specificity
65.9% (50.9-78.2), and real-time negative predictive value 81.5% (54.0-94.3).
For CLE, overall sensitivity was 93.3% (88.4-96.2), specificity 89.9% (81.8-94.6), and
real-time negative predictive value 94.8% (86.6-98.1).”

The authors did not recommend autofluorescence imaging as a reliable optical diagnostic
option due to low specificity rates. This study did not assess whether any of these optical
imaging modalities improved patient management or overall health outcomes.
Randomized Controlled Trials
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Iacucci (2018) performed a randomized non-inferiority trial to determine detection rates of
neoplastic lesions in IBD patients with longstanding colitis.[8] A total of 270 patients with
inactive disease were enrolled and divided evenly to be assessed by high definition (HD), dye
spraying chromoendoscopy (DCE), or VCE using i-scan image enhanced colonoscopy.
Neoplastic lesions were classified by the Paris classification and Kudo pit pattern followed by
histological classification using the Vienna classification. VCE was determined to have noninferior neoplastic lesion detection rates compared to DCE. HD rates of detection of all
neoplastic lesions were non-inferior to DCE and VCE. Kudo pit pattern and location at the right
colon were found to predict neoplastic lesions. The authors concluded that HD-WLE alone was
sufficient for detection of dysplasia, adenocarcinoma, or all neoplastic lesions.
AUTO-FLUORESCENCE IMAGING
Systematic Reviews
Nonrandomized Studies
In 2013, Inomata conducted a prospective nonrandomized trial to evaluate colorectal lesions
using a new auto-fluorescence imaging (AFI) system.[9] A total of 88 patients with 163 lesions
greater than 5 mm were evaluated using the novel AFI system which assessed the green/red
(G/R) ratio for each lesion using a computer-assisted color analysis system that permits realtime color analysis during endoscopic procedures. Authors reported significant differences in
the G/R ratios of hyperplastic polyps, adenoma/intramucosal cancer/submucosal (SM)
superficial cancer, and SM deep cancer (p< 0.0001). The mean ± SD G/R ratios were 0.984 ±
0.118 in hyperplastic polyps and 0.827 ± 0.081 in neoplastic lesions. When a cut-off value of
>0.89 was applied to non-neoplastic lesions, the sensitivity, specificity, positive predictive value
(PPV), negative predictive value (NPV), and accuracy were 83.9%, 82.6%, 53.1%, 95.6% and
82.8%, respectively. When a cut-off value of <0.77 was applied to identify SM deep cancers,
the sensitivity, specificity, PPV, NPV, and accuracy were 80.0%, 84.4%, 29.6%, 98.1% and
84.1%, respectively. Additional studies are needed to validate these cut-off values and to
assess the impact of AFI upon improved health outcomes.
The FDA approval for the SpectraScience™ Optical Biopsy™ System was based on a
prospective, nonrandomized phase II study involving 101 subjects from five sites. The data
from this trial have not been published in a peer-reviewed journal but are available as an FDA
summary of safety and effectiveness.[1] Patients who participated in the study had undergone a
prior lower GI endoscopic procedure with at least one polyp identified. They were then referred
for an additional colonoscopy exam, in which fiberoptic analysis of the polyps was performed.
At the time of the colonoscopy, the physicians documented whether or not the polyp was
considered hyperplastic or adenomatous, and whether or not they would remove the polyp.
The fiberoptic probe was then applied to three different portions of the polyp and a segment of
normal adjacent mucosa. The physician did not know the results of the analysis and thus the
test did not affect patient treatment. The effectiveness of the analysis was then calculated as
its ability to correctly identify adenomatous polyps (sensitivity) and to correctly identify
hyperplastic polyps (specificity), either alone or in conjunction with the physician assessment.
The sensitivity and specificity of the physician assessment alone was 82.7% and 50%,
respectively, compared to a combined sensitivity and specificity of 96.3% and 33%,
respectively. In other words, fiberoptic analysis identified additional adenomatous polyps that
the physician had classified as hyperplastic and presumably would not have removed based
on visual assessment alone. This increase in sensitivity comes at the price of a decrease in
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specificity, as more hyperplastic polyps will undergo biopsy. However, according to the FDA,
the risk of taking biopsies of additional hyperplastic polyps is minimal.
The clinical significance of these results and their effect on patient management is difficult to
interpret from the data presented. It is not clear how the physician decided to select additional
polyps for fiberoptic analysis (it is not entirely clear whether all polyps were analyzed and then
underwent biopsy), or whether the same results could be obtained by simply randomly taking a
biopsy of a subset of polyps that were considered hyperplastic on visual assessment. While
adenomatous polyps are considered premalignant lesions, the evolution to cancer is a slow
process requiring seven to eight years, and thus the immediate removal of all adenomatous
polyps is not required. In addition, the finding of an adenomatous polyp serves as a marker
that the patient should undergo more frequent endoscopic exams. It is well known that the
current practice of visual inspection of polyps will certainly miss some adenomatous polyps,
but this lack of sensitivity is considered acceptable if at least one adenomatous polyp is
identified and the patient undergoes more frequent screening.
Few studies have been published on the SpectraScience™ Optical Biopsy™ System since
2002. A feasibility study of fiberoptic analysis of normal, adenomatous, and cancerous tissue in
11 patients was published by Mayinger in 2003.[10] No additional literature on the Optical
Biopsy™ System was found, but a report in 2006 detailed the results of spectral scattering to
different colonic lesions in a small series of 45 patients.[11]
NARROW BAND IMAGING (NBI)
The following evidence review for the diagnostic utility of NBI will focus on RCTs comparing
NBI with white light and standard colonoscopy techniques.
Systematic Reviews
Sabbagh (2011) conducted a meta-analysis of studies (regardless of indication) evaluating NBI
compared to colonoscopy and did not find any significant differences in the mean number of
polyps (five RCT, 2479 participants), the mean number of adenomas (eight RCT, 3517
participants), and the rate of patients with at least one adenoma (eight RCT, 3512
participants).[12] However, individual studies included in the analysis were noted to have
heterogeneous populations and indications, as well as diverse findings. Overall, the authors
concluded that NBI did not improve detection of colorectal polyps when compared with
conventional colonoscopy.
Additional reviews assessing the ability of NBI to differentiate between neoplastic and nonneoplastic polyps have been published; however, these studies are limited due to their
inclusion of nonrandomized studies and lack of analysis regarding the impact of NBI upon
patient management of overall health outcomes.[13]
Randomized Controlled Trials
Data from several randomized trials of NBI versus white-light colonoscopy (WLE) failed to
show any advantage in total detection rate for NBI.[12,14-18] Published randomized trials differ
from the conventional approach to the assessment of diagnostic tests. In these trials patients
were randomized to one test or the other (i.e., they received only one test). In general, when
comparing diagnostic tests, each patient would receive both tests and the test results would be
compared.
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In a 2017 RCT, Min reported on 152 patients (142 were included in the analysis) that
underwent crossover colonoscopies with white light endoscopy and linked color imaging (LCI),
which uses narrow-band short-wavelength light and WL, randomized for order.[19] The
sensitivities in the white light and LCI groups were significantly different, at 73% and 91%,
respectively. Negative predictive value was not reported.
In a 2016 RCT, Klare randomized 380 patients to the NBI arm or the high-definition white light
arm.[20] Accuracy was 73.7% and 79.2%, sensitivity was 82.4% and 79.8%, and negative
predictive value was 75.5% and 73.4% in the NBI and white light arms, respectively. These
values were not significantly different between arms.
Adler published trials in 2008 and 2009. The first trial enrolled 401 participants where the
majority of the patients (89%) were enrolled for a diagnostic colonoscopy and evaluated by
expert endoscopists (>500 patients per provider).[14] The second trial enrolled 1,256
participants evaluated with a screening colonoscopy in a private practice setting by six
endoscopists with substantial lifetime experience (>10,000 total colonoscopies).[15] Both trials
randomized participants to receive NBI or white-light colonoscopy; neither trial showed a
benefit of NBI over white-light for overall polyp detection rate.
In a similar study, with the same conclusion, Rex (2007) enrolled 434 participants, in a
population split between 60% screening colonoscopy and 40% returning for surveillance.[17]
Each participant was randomized to either NBI or white-light colonoscopy. No benefit of NBI for
the detection of adenomas was observed over white-light colonoscopy.
Kaltenback (2008) randomized 434 participants to receive both NBI and a white-light
colonoscopy, or two white-light colonoscopies. Participants were screened by experienced
endoscopists. With the first test, all visible polyps were removed, then the second test was
performed to pick up any additional “missed” polyps; from this difference, the polyp miss rate
was calculated. The major limitation with this method is that removing polyps with the first test
eliminates the opportunity for the second test to “miss” any polyps which were already
removed. NBI did not improve what was termed the “neoplasm miss rate” compared with white
light.[16]
Inoue (2008), in a randomized, controlled trial of 243 patients in Japan, presented data
showing that NBI did improve overall adenoma detection rates over conventional colonoscopy,
as well as improving the number of small (<5 mm) adenomas detected, while the number of
patients with at least one adenoma remained the same.[21] Participants in this trial had a
previous positive colonoscopy or positive fecal occult blood test; approximately 80% were
undergoing polyp surveillance. All testing was performed at an endoscopy center by six
experienced endoscopists. Differences in results may be attributed to different study
populations and/or differences in the version of NBI system used.
In addition to the meta-analysis reviewed above, Sabbagh (2011) randomized 482 patients to
NBI colonoscopy or conventional colonoscopy.[12] They reported the overall rate of polyp
detection was significantly higher in the conventional group compared with the NBI group;
however, no significant differences were found in the mean number of polyps and the mean
number of adenomas detected. A noted limitation of this study was the lack of tandem
colonoscopy in both groups.
In a randomized controlled trial reported by Gross (2011), 100 patients undergoing routine
screening and surveillance were randomized to receive tandem colonoscopies with standard
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definition white light (SDWL) and image-enhanced (HD-NBI) colonoscopy.[22] The main
outcome measurement was the per-polyp false-negative ("miss") rate. Secondary outcomes
were adenoma miss rate, and per-patient polyp and adenoma miss rates. Polyp and adenoma
miss rates for SDWL colonoscopy were 57 % (60/105) and 49 % (19/39); those for imageenhanced colonoscopy were 31 % (22/72) and 27 % (9/33) (P = 0.005 and P = 0.036 for
polyps and adenomas, respectively). Image-enhanced and SDWL approaches had similar perpatient miss rates for polyps (6/35 vs. 9/32, P = 0.27) and adenomas (4/22 vs. 8/20, P = 0.11).
The authors concluded that utilization of multiple recent improvements in image-enhanced
colonoscopy was associated with a reduced miss rate for all polyps and for adenomatous
polyps. It is not known which individual feature or combination of image-enhancement features
led to the improvement.
Kakol (2013) evaluated the usefulness of NBI for detection of missed polyps after colonoscopy
comparing white light (WL) to NBI.[23] After initial colonoscopy 253 patients were randomized to
a second colonoscopy with either NBI or WL. Authors found no significant difference between
missed polyps or adenomas between groups.
East (2012) reported on 214 patients who were randomized to examination with either NBI or
WL in order to determine whether NBI would enhance adenoma detection in high-risk
patients.[24] High risk was defined as a patient with a history of three or more adenomas on last
colonoscopy, colon cancer, and positive fecal occult blood test. There were no significant
differences observed in detection of either polyps or adenomas between groups.
In 2014, Leung evaluated a new generation of NBI (190-NBI), with twice the brightness of
previous versions, upon adenoma detection compared to HD-WL[25] colonoscopy. A total of
360 patients who were scheduled for colonoscopy for symptoms, screening, or surveillance
were recruited to the study. Patients were randomized to receive either NBI or WL upon
colonoscopy withdrawal. The primary outcomes were adenoma and polyp detection rates.
Significantly higher adenoma and polyp detection rates with 190-NBI were reported compared
to HD-WL (adenoma: 48.3% vs. 34.4%, P=0.01; polyp: 61.1% vs. 48.3%, P=0.02). However,
there were no differences in adenoma miss rates between groups (21.8% vs. 21.2%).
In 2014, Wallace published results an RCT which compared NBI to standard colonoscopy and
found no differences between groups.[26] A total of 522 patients were randomized and 927 total
polyps were analyzed. No differences were observed in adenoma detection rate or diagnostic
accuracy, regardless of polyp size.
Several randomized trials addressed both total detection rate and differentiation of neoplastic
from nonneoplastic lesions.
Pohl conducted a randomized multicenter trial in 2009 of virtual chromoendoscopy with the
“Fujinon intelligent colour enhancement” system (FICE or NBI) versus standard colonoscopy
with targeted indigocarmine chromoscopy.[27] This German trial included 764 patients in the
final analysis and reported that FICE/NBI was not superior to control for overall adenoma
detection rates; it was comparable on the differentiation of neoplastic and non-neoplastic
lesions. The sensitivity of FICE/NBI was 92.7% versus 90.4% for the control.
Rastogi (2011) reported on a randomized controlled trial of 630 subjects who were randomized
to undergo colonoscopy with standard-definition white-light (SD-WL), HD-WL, or NBI.[28] The
proportion of subjects with adenomas was 38.6% with SD-WL compared with 45.7% with HDWL and 46.2% with NBI (P = .17 and P = .14, respectively). Adenomas detected per subject
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were 0.69 with SD-WL compared with 1.12 with HD-WL and 1.13 with NBI (P = .016 and P =
.014, respectively). HD-WL and NBI detected more subjects with flat and right-sided adenomas
compared with SD-WL (all P values <.005). NBI had a superior sensitivity (90%) and accuracy
(82%) to predict adenomas compared with SD-WL and HD-WL (all P values <.005). The
authors concluded there was no difference in the proportion of subjects with adenomas
detected with SD-WL, HD-WL, and NBI. However, HD-WL and NBI detected significantly more
adenomas per subject (>60%) compared with SD-WL. NBI had the highest accuracy in
predicting adenomas in real time during colonoscopy.
Additional RCTs were identified[29-31]; however, these studies contained several methodological
flaws in that they only reported on the accuracy of the NBI system in the in vivo evaluation of
colonic polyps. In addition, none of the studies evaluated the impact of this technology on
outcomes including whether or not there would be an improvement in the selection of polyps
for removal during colonoscopy. Furthermore, subsequent RCTs[32] demonstrate no
differences in polyp detection rate of NBI compared to WL.
CHROMOENDOSCOPY
Systematic Reviews
Azizi (2018) performed a systematic review comparing white light endoscopy and
chromoendoscopy for identifying dysplastic or cancerous lesions in patients with ulcerative
colitis without primary sclerosing (PSC) or Crohn's disease (CD).[33] Studies were included if
they reported on colonoscopy detection rates of dysplasia and cancers in UC without
involvement of PSC or CD. Ten studies met inclusion criteria; most were of moderate quality.
Publication bias was not assessed due to the low number of publications per incidence
outcome. A meta-analysis of the five studies reporting overall pick-up rate of
dysplastic/cancerous lesions on WLE random biopsies calculated showed a pooled rate of
5.6%. Only one study reported on the use of chromoendoscopy for ulcerative colitis patients
without PSC. The reported pick-up rate of dysplastic lesions in this study was 7%.
In 2016, Brown updated their 2010 Cochrane review that compared chromoendoscopy and
conventional colonoscopy for the detection of colorectal lesions in individuals at increased risk
of colorectal neoplasia due to family history, previous polyp detection, or previous CRC
resection.[34,35] The review excluded studies of individuals with IBD or a known polyposis
syndrome. Seven RCTs (2727 participants) were included, five of which were used for a metaanalysis. All of these studies were published prior to 2012. The review found that chromoscopy
was likely to yield more people with at least one neoplastic lesion (odds ratio (OR) 1.53, 95%
confidence interval (CI) 1.31 to 1.79; seven trials; 2727 participants), and significantly more
people with three or more neoplastic lesions were also detected, but only when studies that
used high-definition colonoscopy in the control group were excluded (OR 4.63, 95% CI 1.99 to
10.80; two trials; 519 participants). None of the included studies reported any adverse events
related to the use of the contrast dye. However, all the trials had some methodological
drawbacks, and all were graded as low quality. In addition, some of the included studies were
underpowered and significant heterogeneity was present between the included studies
(variability of the colonoscopes used in the studies and differences in dye-spraying technique).
There are also differences in the study inclusion criteria between the included studies).
Representative trials included in the Cochrane review are described below.
Randomized Controlled Trials
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Vleugels (2018) randomized patients undergoing dysplasia surveillance for longstanding
ulcerative colitis at five centers in the Netherlands and the UK to receive autofluorescence
imaging or chromoendoscopy.[36] Patients were eligible if they were age 18 years or older and
were undergoing dysplasia surveillance after a diagnosis of extensive colitis at least eight
years before the study start or left-sided colitis at least 15 years before the study start. Each
group contained 105 patients. Primary outcomes were the proportion of patients in whom at
least one dysplastic lesion was detected and the mean number of dysplastic lesions per
patient. Dysplasia was detected in 12% and 19% of patients in the autofluorescence and
chromoendoscopy groups, respectively. The mean number of detected dysplastic lesions per
patient was 0.13 (SD 0.37) and 0.37 (SD 1.02) for autofluorescence and chromoendoscopy,
respectively. Two and three adverse events were reported in the autofluorescence and
chromoendoscopy groups, respectively. Autofluorescence imaging did not meet criteria for
proceeding to a large non-inferiority trial.
In 2011, Pohl in Germany published a large RCT comparing pancolonic chromoendoscopy
with indigo carmine dye with standard colonoscopy.[37] The study included patients presenting
for primary CRC screening (51%) and patients undergoing diagnostic colonoscopy (49%).
Patients with known IBD, overt bleeding, polyposis syndromes, or a history of surgical
resection were excluded. A total of 1024 patients were randomized, and 16 dropped out,
leaving 496 patients in the chromoendoscopy group and 512 patients in the standard
colonoscopy (i.e., control) group. The mean extubation time was 11.6 minutes in the
chromoendoscopy group and 10.1 minutes in the standard colonoscopy group; the difference
between groups was statistically significant (p<0.001). The primary study outcome, the
proportion of patients with adenomas, differed significantly between groups (p=0.002). A total
of 223 patients (46.2%) in the chromoendoscopy group and 186 (36.3%) in the standard
colonoscopy group had at least one adenoma identified.
In 2010, one large randomized trial involving 660 average-risk patients was conducted at four
centers in the United States.[38] Those eligible for inclusion had an average risk of CRC, were
aged 50 years and older, and were undergoing screening colonoscopy for the first time.
Participants were randomized to undergo chromoendoscopy with indigo carmine dye (n=321)
or standard colonoscopy (n=339). The primary outcomes were the proportion of patients with
at least one adenoma and the mean number of adenomas per patient, which was then
compared between groups. No significant between-group differences were noted for either
outcome. A total of 178 (55.5%) subjects in the chromoendoscopy group and 164 (48.4%)
subjects in the standard colonoscopy group had one or more adenomas (p=0.07). The mean
number of adenomas per subject that were less than 5 mm in diameter differed significantly
between the two groups, which was 0.8 in the chromoendoscopy group and 0.7 in the standard
endoscopy group (p=0.03). However, this difference did not reach statistical significance; nor
was there a statistically significant difference between groups in the number of larger
adenomas. The mean number of adenomas per subject that were 10 mm or larger was 0.11 in
the chromoendoscopy group and 0.12 in the standard colonoscopy group (p=0.70). A total of
39 (12%) subjects in the chromoendoscopy group and 49 (15%) subjects in the standard
colonoscopy group had three or more adenomas; the difference between groups was not
statistically significant (p=0.40). The authors stated that the high rate of adenoma detection in
both groups may have been due to the use of high-definition colonoscopy.
The trial also reported differences in lesion detection rate by size of lesion. For lesions 5 mm or
larger, 151 (30.4%) patients in the chromoendoscopy group and 119 (23.2%) patients in the
standard colonoscopy group were found to have at least one adenoma; the difference between
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groups was statistically significant (p=0.012). For lesions 10 mm or larger, 64 (12.9%) patients
in the chromoendoscopy group and 48 (9.4%) patients in the standard colonoscopy group had
at least one adenoma (p=0.092). The difference between groups in the detection of adenomas
10 mm or larger did not differ significantly; the study may have been underpowered for this
analysis.
In 2008, Stoffel published findings of a study with five sites in the United States, Canada, and
Israel.[39] Eligibility criteria included a personal history of CRC or at least three colorectal
adenomas. The study involved back-to-back colonoscopies, the first of which was a standard
colonoscopy with removal of all visualized polyps. Patients were then randomized to a second
standard colonoscopy with intensive inspection (n=23) or chromoendoscopy (n=27). During the
first colonoscopy, 17 of 50 (34%) patients had adenomas identified: 11 of 23 (48%) in the
intensive inspection group and 6 (27%) in the chromoendoscopy group (p not reported). During
the second colonoscopy, additional adenomas were found in 4 of 23 (17%) in the intensive
inspection group and 12 of 27 (44%) in the chromoendoscopy group (p not reported). The
mean size of adenomas found on the second examination was 3.2 mm in the intensive
inspection group and 2.7 mm in the chromoendoscopy group. This compared with a mean size
of 3.6 mm in the intensive inspection group and 4.7 mm in the chromoendoscopy group during
the first examination. In a multivariate analysis, use of chromoendoscopy was significantly
associated with an increased likelihood of finding at least one additional adenoma on the
second examination (p=0.04).
Le Rhun published findings of a French study in 2006 involving 203 patients with a history of
familial or personal colonic neoplasia or alarm symptoms (e.g., change in bowel habit,
abdominal pain) after age 60 years.[40] Patients were randomized to standard colonoscopy
(n=100) or high-resolution colonoscopy with chromoendoscopy (n=103). In the
chromoendoscopy group, each segment of the colon was examined before and after spraying
indigo carmine dye. The primary end point of total number of adenomas per patient did not
differ significantly between groups. Mean values (SD) were 0.5 (0.9) in the standard
colonoscopy group and 0.6 (1.0) in the chromoendoscopy group. The number of flat adenomas
(at least 5 mm) per patient also did not differ significantly between groups; there was a mean
(SD) of 0.04 (0.20) in the standard colonoscopy group and 0.10 (0.39) in the
chromoendoscopy group (p=0.17).
VIRTUAL CHROMOENDOSCOPY
Systematic Reviews
A meta-analysis by Omata published in 2014 compared the rate of polyp detection by virtual
chromoendoscopy (i.e., FICE or i-scan) with white-light colonoscopy.[41] The review included
patients of all risk levels and was limited to RCTs. Five trials on FICE/i-scan met eligibility
criteria and the analysis did not find a significantly higher detection rate with virtual
chromoendoscopy. The pooled relative risk of adenoma/neoplasia detected by virtual
chromoendoscopy versus conventional chromoendoscopy was 1.09 (95% CI, 0.97 to 1.23;
p>0.05).
Randomized Controlled Trials
Kidambi (2018) randomized 740 patients undergoing screening and surveillance for colorectal
neoplasia to receive colonoscopies with i-scan or with standard high-definition white-light.[42]
Endoscopists were permitted to switch between i-scan and high-definition white-light imaging
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to confirm polyps. Polyps were collected and analyzed by histology. The primary outcome was
adenoma detection rate (ADR, proportion of subjects with at least one adenoma of any size).
Intention to treat and per-protocol analyses were performed. ADR was significantly higher in
the i-scan group for both the intent to treat and per-protocol analyses, with values of 47.2%
and 47.6% in the i-scan group and 37.7% and 37.2% in the standard group, respectively.
However, there was inconsistency across endoscopists. Secondary analyses showed that
increased ADR was associated with improved detection of diminutive flat adenomas in the
right colon. The groups had significantly different rates of neoplasia detection (i-scan, 56.4%;
standard, 46.1%; p=0.005), but not detection of sessile serrated polyps.
Nonrandomized Studies
In 2016, Albrecht assessed the sensitivity, specificity, and positive and negative predictive
values of i-scan. A total of 298 images of colonic lesions were assessed by endoscopists after
undergoing a dedicated training. The sensitivity was 94.2% and the specificity was 90.9%. The
positive predictive value was 87.5% and the negative predictive value was 95.9%. The
intraobserver agreement was 0.9301.
In 2014, a large study using modified back-to-back designs in patients undergoing screening
colonoscopy was conducted by Chung in South Korea, and included 1650 adults at average
risk of CRC, who were randomly divided across three groups.[43] During the colonoscopy, the
endoscope was fully inserted and each of three colonic segments (ascending, transverse,
descending) was inspected twice during withdrawal. Participants received first withdrawal with
narrow-band imaging (NBI), virtual chromoendoscopy using FICE, or white-light colonoscopy
(n=550 each group). White light was used in all groups for the second inspection. Ninety-one
patients (5.5%) were excluded from analysis due to inadequate bowel preparation. For the
primary outcome of adenoma detection rate, no statistically significant difference was found
among the three groups. The percentage of patients with at least one adenoma was 24.5% in
the NBI group, 23.6% in the FICE group, and 25.3% in the white-light group (p=0.75).
Moreover, the mean number of adenomas per patient was 0.35 in the NBI group, 0.36 in the
FICE group, and 0.37 in the white-light group (p=0.59). The adenoma miss rate, defined as an
adenoma identified only during the second inspection, was 22.9% in the NBI group, 26.0% in
the FICE group, and 20.8% in the white-light‒only group; a difference that was not statistically
significant (p=0.30). The mean size of the missed adenomas was 3.6 mm, which was smaller
than the mean size of adenomas found during the first withdrawal, which was 4.4 mm.
A study using a modified back-to-back colonoscopy design was published in 2012 by Kiriyama
in Japan.[44] The study included 102 consecutive patients with increased risk of colon cancer
who received virtual chromoendoscopy using FICE and white-light colonoscopy in random
order. Patients were eligible for study inclusion if they had been referred for a colonoscopy
following sigmoidoscopy or for postoperative surveillance after anterior resection. Those with
known IBD, bleeding, and polyposis syndrome were excluded; the right-sided colon was
examined in the remaining patients. All lesions identified on either examination were removed,
and specimens were sent for evaluation. Two patients were excluded from the analysis
because insertion was not possible, leaving 100 patients in the analysis. A total of 110 lesions
were detected. Of these, 65 lesions were detected using FICE and 45 with white light; the
difference in the number of detected lesions did not differ significantly between groups. Most of
the lesions detected were neoplastic; of these, 59 (91%) were found using FICE and 38 (84%)
were found with white-light colonoscopy. The miss rate was defined as the proportion of total
lesions in that grouping that were detected on the second examination. The miss rate for all
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polyps with FICE (12/39 lesions [31%]) was significantly less than that with white light (28/61
lesions [46%]) (p=0.03). Twenty-six of 59 (44%) neoplastic lesions detected by FICE and 14 of
38 (37%) of neoplastic lesions detected by white-light colonoscopy were at least 5 mm in size.
For neoplastic lesions larger than 5 mm, there was no statistically significant difference
between the FICE and white-light examinations in terms of the number of lesions detected.
In 2010, Cha evaluated South Korean patients at increased risk of CRC due to a personal
history of polyps or gastrointestinal symptoms.[45] A total of 135 patients underwent
colonoscopy, and seven were excluded due to poor bowel preparation or diagnosis of colon
cancer or intestinal disease. Thus, 128 patients were randomized to white-light colonoscopy
(n=65) or virtual chromoendoscopy with FICE (n=63). The overall percentage of adenomas
and the overall number of polyps did not differ significantly between groups. A total of 31
patients (49.2%) in the FICE group and 23 (35.4%) in the white-light group were found to have
one or more adenomas (p=0.12). The mean number of adenomas identified per patient was
also similar between groups: 1.39 in the FICE group and 1.96 in the white-light group (p=0.46).
The number of adenomas less than 5 mm in size (the primary study outcome) differed
significantly between groups. A total of 28 (44.4%) of patients in the FICE group and 14
(21.5%) in the white-light group (p=0.006) were found to have adenomas between 0 and 5
mm. All adenomas identified were low grade and no complications were reported in either
group.
A 2010 study by Chung included 359 asymptomatic patients receiving screening
colonoscopies.[46] All received back-to-back examinations with white-light colonoscopy or FICE
in random order (n=181 received white light first, n=178 received FICE first). In the initial
colonoscopy, a total of 60 (33.7%) of patients in the FICE group and 55 (30.4%) in the whitelight group were found to have at least one adenoma; the difference between groups was not
statistically significant (p=0.74). The adenoma miss rate was 6.6% in the FICE group and 8.3%
in the white-light group; the difference in miss rates was not statistically significant (p=0.59). All
of the missed adenomas were low grade and nonpedunculated. All but one (which was 6 mm)
were 5 mm or less in size. In both Chung studies, virtual chromoendoscopy was not found to
improve the rate of adenoma detection compared with white-light endoscopy and did not
identify more large adenomas.
A 2009 industry-supported multicenter RCT by Pohl in Germany compared FICE and targeted
standard chromoendoscopy using indigo carmine stain.[47] The study enrolled 871 patients
presenting for screening (57%) or diagnostic (43%) colonoscopy. All patients were examined
using high-resolution zoom endoscopes. Patients in the group receiving standard
chromoendoscopy underwent withdrawal using white-light colonoscopy. Indigo carmine was
applied using a spray catheter through the working channel of the colonoscope for further
assessment of any lesions that were identified. In the FICE group, withdrawal was performed
using FICE at the preset for examining colorectal mucosa. Data were available for analysis on
a total of 764 patients (368 in the FICE group, 396 in the standard chromoendoscopy group);
107 patients were excluded for poor bowel preparation, incomplete colonoscopy, or incomplete
documentation. A total of 131 (35.6%) patients in the FICE group and 140 (35.4%) patients in
the standard chromoendoscopy group had at least one adenoma; the difference between
groups was not statistically significant (p=1.0). The number of small adenomas (here defined
as no more than 10 mm) did not differ significantly between groups (p=0.41). The proportion of
large adenomas greater than 10 mm identified in the two groups was not reported. The
proportion of patients with carcinoma was small in both groups and did not differ significantly;
12 (3.3%) in the FICE group and 12 (3.0%) in the standard chromoendoscopy group (p=0.85).
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PRACTICE GUIDELINE SUMMARY
U.S. MULTI-SOCIETY TASK FORCE ON COLORECTAL CANCER
This consensus-based guideline on colonoscopy surveillance after screening and
polypectomy, published in 2012, stated that chromoendoscopy and narrow-band imaging may
enable endoscopists to accurately determine if lesions are neoplastic, and if there is a need to
remove them and send specimens to pathology. The guideline noted that, at this point, these
technologies have not been studied in surveillance cohorts and therefore do not have an
impact on surveillance interval.[48] The task force published evidence based recommendations
for colorectal cancer screening in 2017.[49] These recommendations do not include in vivo
analysis of colorectal polyps.
AMERICAN GASTROENTEROLOGICAL ASSOCIATION (AGA)
In 2008, the American Gastroenterological Association (AGA) published a technology
assessment of image-enhanced endoscopy, which mentions optical and electronic devices
potentially playing a role in colon screening in the future, but currently, more data are
needed.[50] In a 2010 position statement regarding diagnosis of colorectal neoplasia in patients
with inflammatory bowel disease, the AGA stated, “Additional studies are needed to evaluate
the efficiency of other imaging methods, such as narrow band imaging and confocal
endomicroscopy, in detecting dysplasia.”[51]
AMERICAN COLLEGE OF GASTROENTEROLOGY
In 2018, the American College of Gastroenterology (ACG) published an evidence based
clinical guideline on the management of Crohn’s Disease in adults.[52] The guideline makes the
following statements regarding adjunct colonoscopy technologies:
•

•

•

In patients at particularly high risk for colorectal neoplasia (e.g., personal history
of dysplasia, primary sclerosing cholangitis), chromoendoscopy should be used
during colonoscopy, as it may increase the diagnostic yield for detection of
colorectal dysplasia, especially compared with standard-definition white light
endoscopy (conditional recommendation, low level of evidence).
For patients undergoing surveillance colonoscopy there is insufficient evidence to
recommend universal chromoendoscopy for IBD colorectal neoplasia
surveillance if the endoscopist has access to high-definition white light
endoscopy (conditional recommendation, moderate level of evidence)
Narrow-band imaging should not be used during colorectal neoplasia
surveillance examinations for Crohn’s disease (conditional recommendation, very
low level of evidence)

SUMMARY
More research is needed to know whether in vivo assessment of colorectal polyps using
various imaging systems as adjuncts to colonoscopy improves health outcomes. There is not
enough research to show whether there would be an improvement in the selection of polyps
for removal during colonoscopy. Therefore, in vivo analysis of colorectal polyps using any
system is considered investigational.
MED104 | 14

REFERENCES
1.
2.
3.
4.

5.
6.

7.

8.

9.

10.

11.

12.

13.

14.

15.

Optical Biopsy System: Summary of Safety and Effectiveness. [cited 10/4/2018];
Available from: http://www.accessdata.fda.gov/cdrh_docs/pdf/P990050b.pdf
EVIS EXERA III System, 510K Clearance [cited 10/4/2018]; Available from:
https://www.accessdata.fda.gov/cdrh_docs/pdf11/K112680.pdf
Fuse Colonoscope with FuseBox Processor, 510K Clearance. [cited 10/4/2018];
Available from: http://www.accessdata.fda.gov/cdrh_docs/pdf16/K160275.pdf
FUJIFILM Processor VP-7000 and Light source BL-7000, 510K Clearance. [cited
10/4/2018]; Available from:
https://www.accessdata.fda.gov/cdrh_docs/pdf16/K163675.pdf
510(k) Summary: Pentax EPK-i5010 Video Processor. [cited 10/4/2018]; Available from:
http://www.accessdata.fda.gov/cdrh_docs/pdf12/K122470.pdf
Lord, R, Burr, NE, Mohammed, N, Subramanian, V. Colonic lesion characterization in
inflammatory bowel disease: A systematic review and meta-analysis. World journal of
gastroenterology : WJG. 2018 Mar 14;24(10):1167-80. PMID: 29563760
Wanders, LK, East, JE, Uitentuis, SE, Leeflang, MM, Dekker, E. Diagnostic
performance of narrowed spectrum endoscopy, autofluorescence imaging, and confocal
laser endomicroscopy for optical diagnosis of colonic polyps: a meta-analysis. The
lancet oncology. 2013 Dec;14(13):1337-47. PMID: 24239209
Iacucci, M, Kaplan, GG, Panaccione, R, et al. A Randomized Trial Comparing High
Definition Colonoscopy Alone With High Definition Dye Spraying and Electronic Virtual
Chromoendoscopy for Detection of Colonic Neoplastic Lesions During IBD Surveillance
Colonoscopy. Am J Gastroenterol. 2018;113(2):225-34. PMID: 29134964
Inomata, H, Tamai, N, Aihara, H, et al. Efficacy of a novel auto-fluorescence imaging
system with computer-assisted color analysis for assessment of colorectal lesions.
World journal of gastroenterology : WJG. 2013 Nov 7;19(41):7146-53. PMID: 24222959
Mayinger, B, Jordan, M, Horner, P, et al. Endoscopic light-induced autofluorescence
spectroscopy for the diagnosis of colorectal cancer and adenoma. J Photochem
Photobiol B. 2003 Apr;70(1):13-20. PMID: 12745242
Dhar, A, Johnson, KS, Novelli, MR, et al. Elastic scattering spectroscopy for the
diagnosis of colonic lesions: initial results of a novel optical biopsy technique.
Gastrointest Endosc. 2006 Feb;63(2):257-61. PMID: 16427931
Sabbagh, LC, Reveiz, L, Aponte, D, de Aguiar, S. Narrow-band imaging does not
improve detection of colorectal polyps when compared to conventional colonoscopy: a
randomized controlled trial and meta-analysis of published studies. BMC
gastroenterology. 2011;11:100. PMID: 21943365
McGill, SK, Evangelou, E, Ioannidis, JP, Soetikno, RM, Kaltenbach, T. Narrow band
imaging to differentiate neoplastic and non-neoplastic colorectal polyps in real time: a
meta-analysis of diagnostic operating characteristics. Gut. 2013 Dec;62(12):1704-13.
PMID: 23300139
Adler, A, Pohl, H, Papanikolaou, IS, et al. A prospective randomised study on narrowband imaging versus conventional colonoscopy for adenoma detection: does narrowband imaging induce a learning effect? Gut. 2008 Jan;57(1):59-64. PMID: 17681999
Adler, A, Aschenbeck, J, Yenerim, T, et al. Narrow-band versus white-light high
definition television endoscopic imaging for screening colonoscopy: a prospective
randomized trial. Gastroenterology. 2009 Feb;136(2):410-6 e1; quiz 715. PMID:
19014944
MED104 | 15

16.

17.

18.

19.

20.

21.

22.

23.

24.

25.

26.

27.

28.

29.

30.

Kaltenbach, T, Friedland, S, Soetikno, R. A randomised tandem colonoscopy trial of
narrow band imaging versus white light examination to compare neoplasia miss rates.
Gut. 2008 Oct;57(10):1406-12. PMID: 18523025
Rex, DK, Helbig, CC. High yields of small and flat adenomas with high-definition
colonoscopes using either white light or narrow band imaging. Gastroenterology. 2007
Jul;133(1):42-7. PMID: 17631129
Rex, DK, Clodfelter, R, Rahmani, F, et al. Narrow-band imaging versus white light for
the detection of proximal colon serrated lesions: a randomized, controlled trial.
Gastrointest Endosc. 2016 Jan;83(1):166-71. PMID: 25952085
Min, M, Deng, P, Zhang, W, Sun, X, Liu, Y, Nong, B. Comparison of linked color
imaging and white-light colonoscopy for detection of colorectal polyps: a multicenter,
randomized, crossover trial. Gastrointest Endosc. 2017 Oct;86(4):724-30. PMID:
28286095
Klare, P, Haller, B, Wormbt, S, et al. Narrow-band imaging vs. high definition white light
for optical diagnosis of small colorectal polyps: a randomized multicenter trial.
Endoscopy. 2016 Oct;48(10):909-15. PMID: 27448051
Inoue, T, Murano, M, Murano, N, et al. Comparative study of conventional colonoscopy
and pan-colonic narrow-band imaging system in the detection of neoplastic colonic
polyps: a randomized, controlled trial. J Gastroenterol. 2008;43(1):45-50. PMID:
18297435
Gross, SA, Buchner, AM, Crook, JE, et al. A comparison of high definition-image
enhanced colonoscopy and standard white-light colonoscopy for colorectal polyp
detection. Endoscopy. 2011 Dec;43(12):1045-51. PMID: 21971929
Kakol, D, Fraczek, M, Banaszkiewicz, A, Pertkiewicz, J. Narrow-band imaging and white
light endoscopy for detection of missed colorectal polyps - randomized study. Polskie
Archiwum Medycyny Wewnetrznej. 2013 Aug 8. PMID: 23928892
East, JE, Ignjatovic, A, Suzuki, N, et al. A randomized, controlled trial of narrow-band
imaging vs high-definition white light for adenoma detection in patients at high risk of
adenomas. Colorectal disease : the official journal of the Association of Coloproctology
of Great Britain and Ireland. 2012 Nov;14(11):e771-8. PMID: 22958651
Leung, WK, Lo, OS, Liu, KS, et al. Detection of colorectal adenoma by narrow band
imaging (HQ190) vs. high-definition white light colonoscopy: a randomized controlled
trial. Am J Gastroenterol. 2014 Jun;109(6):855-63. PMID: 24751581
Wallace, MB, Crook, JE, Coe, S, et al. Accuracy of in vivo colorectal polyp
discrimination by using dual-focus high-definition narrow-band imaging colonoscopy.
Gastrointest Endosc. 2014 Dec;80(6):1072-87. PMID: 24973171
Pohl, J, Lotterer, E, Balzer, C, et al. Computed virtual chromoendoscopy versus
standard colonoscopy with targeted indigocarmine chromoscopy: a randomised
multicentre trial. Gut. 2009 Jan;58(1):73-8. PMID: 18838485
Rastogi, A, Early, DS, Gupta, N, et al. Randomized, controlled trial of standard-definition
white-light, high-definition white-light, and narrow-band imaging colonoscopy for the
detection of colon polyps and prediction of polyp histology. Gastrointest Endosc. 2011
Sep;74(3):593-602. PMID: 21802078
Hirata, M, Tanaka, S, Oka, S, et al. Magnifying endoscopy with narrow band imaging for
diagnosis of colorectal tumors. Gastrointest Endosc. 2007 Jun;65(7):988-95. PMID:
17324407
Rastogi, A, Keighley, J, Singh, V, et al. High accuracy of narrow band imaging without
magnification for the real-time characterization of polyp histology and its comparison

MED104 | 16

31.

32.

33.

34.

35.

36.

37.

38.

39.

40.

41.

42.

43.

44.

with high-definition white light colonoscopy: a prospective study. Am J Gastroenterol.
2009 Oct;104(10):2422-30. PMID: 19584829
van den Broek, FJ, Fockens, P, Van Eeden, S, et al. Clinical evaluation of endoscopic
trimodal imaging for the detection and differentiation of colonic polyps. Clin
Gastroenterol Hepatol. 2009 Mar;7(3):288-95. PMID: 19168154
Hazewinkel, Y, Tytgat, KM, van Leerdam, ME, et al. Narrow-band imaging for the
detection of polyps in patients with serrated polyposis syndrome: a multicenter,
randomized, back-to-back trial. Gastrointest Endosc. 2015 Mar;81(3):531-8. PMID:
25088921
Azizi, S, Al-Rubaye, H, Turki, MAA, et al. Detecting dysplasia using white light
endoscopy or chromoendoscopy in ulcerative colitis patients without primary sclerosing
cholangitis: A systematic review and meta-analysis. International journal of surgery
(London, England). 2018 Apr;52:180-8. PMID: 29462738
Brown, SR, Baraza, W. Chromoscopy versus conventional endoscopy for the detection
of polyps in the colon and rectum. Cochrane Database Syst Rev. 2010(10):CD006439.
PMID:
Brown, SR, Baraza, W, Din, S, Riley, S. Chromoscopy versus conventional endoscopy
for the detection of polyps in the colon and rectum. Cochrane Database Syst Rev. 2016
Apr 07;4:CD006439. PMID: 27056645
Vleugels, JLA, Rutter, MD, Ragunath, K, et al. Chromoendoscopy versus
autofluorescence imaging for neoplasia detection in patients with longstanding
ulcerative colitis (FIND-UC): an international, multicentre, randomised controlled trial.
The lancet Gastroenterology & hepatology. 2018 May;3(5):305-16. PMID: 29567006
Pohl, J, Schneider, A, Vogell, H, et al. Pancolonic chromoendoscopy with indigo
carmine versus standard colonoscopy for detection of neoplastic lesions: a randomized
two-centre trial. Gut. 2011;60(4):485-90. PMID:
Kahi, CJ, Anderson, JC, Waxman, IH-dcv, et al. high-definition white light colonoscopy
for average-risk colorectal cancer screening. Am J Gastroenterol. 2010;105(6):1301-7.
PMID:
Stoffel, EM, Turgeon, DK, Stockwell, DH, et al. Chromoendoscopy detects more
adenomas than colonoscopy using intensive inspection without dye spraying. Cancer
Prev Res. 2008;1(6-Jan):507-13. PMID:
LeRhun M, Coron E, Parlier D, et al. High resolution colonoscopy with chromoscopy
versus standard colonoscopy for the detection of colonic neoplasia: a randomized
study. Clin Gastroenterol Hepatol. 2006;4(3):349-54. PMID:
Omata, F, Ohde, S, Deshpande, GA, Kobayashi, D, Masuda, K, Fukui, T. Imageenhanced, chromo, and cap-assisted colonoscopy for improving adenoma/neoplasia
detection rate: a systematic review and meta-analysis. Scandinavian journal of
gastroenterology. 2014 Feb;49(2):222-37. PMID: 24328858
Kidambi, TD, Terdiman, JP, El-Nachef, N, Singh, A, Kattah, MG, Lee, JK. Effect of Iscan Electronic Chromoendoscopy on Detection of Adenomas During Colonoscopy.
Clin Gastroenterol Hepatol. 2018 Jun 20. PMID: 29935326
Chung, SJ, Kim, D, Song, JH, et al. Comparison of detection and miss rates of narrow
band imaging, flexible spectral imaging chromoendoscopy and white light at screening
colonoscopy: a randomised controlled back-to-back study. Gut. 2013 Jul 12. PMID:
23853211
Kiriyama, S, Matsuda, T, Nakajima, T, Sakamoto, T, Saito, Y, Kuwano, H. Detectability
of colon polyp using computed virtual chromoendoscopy with flexible spectral imaging

MED104 | 17

45.

46.

47.

48.

49.

50.

51.

52.

color enhancement. Diagnostic and therapeutic endoscopy. 2012;2012:596303. PMID:
22474404
Cha, JM, Lee, JI, Joo, KR, et al. A prospective randomized study on computed virtual
chromoendoscopy versus conventional colonoscopy for the detection of small colorectal
adenomas. Dig Dis Sci. 2010;55(8):2357-64. PMID:
Chung, SJ, Kim, D, Song, JH, et al. Efficacy of computed virtual chromoendoscopy on
colorectal cancer screening: a prospective, randomized back-to-back trial of Fuji
Intelligent Color Enhancement versus conventional colonoscopy to compare adenoma
miss rates. Gastrointest Endosc. 2010;72(1):136-42. PMID:
Pohl, J, Lotterer, E, Balzer, C, et al. Computed virtual chromoendoscopy versus
standard colonoscopy with targeted indigocarmine chromoscopy: a randomised
multicentre trial. Gut. 2009;58(1):73-8. PMID:
Lieberman, DA, Rex, DK, Winawer, SJ, et al. Guidelines for colonoscopy surveillance
after screening and polypectomy: a consensus update by the US Multi-Society Task
Force on Colorectal Cancer. Gastroenterology. 2012 Sep;143(3):844-57. PMID:
22763141
Rex, DK, Boland, CR, Dominitz, JA, et al. Colorectal Cancer Screening:
Recommendations for Physicians and Patients from the U.S. Multi-Society Task Force
on Colorectal Cancer. Am J Gastroenterol. 2017 Jul;112(7):1016-30. PMID: 28555630
Kaltenbach, T, Sano, Y, Friedland, S, Soetikno, R. American Gastroenterological
Association (AGA) Institute technology assessment on image-enhanced endoscopy.
Gastroenterology. 2008 Jan;134(1):327-40. PMID: 18061178
Farraye, FA, Odze, RD, Eaden, J, et al. AGA medical position statement on the
diagnosis and management of colorectal neoplasia in inflammatory bowel disease.
Gastroenterology. 2010 Feb;138(2):738-45. PMID: 20141808
Lichtenstein, GR, Loftus, EV, Isaacs, KL, Regueiro, MD, Gerson, LB, Sands, BE. ACG
Clinical Guideline: Management of Crohn's Disease in Adults. Am J Gastroenterol.
2018;113(4):481-517. PMID: 29610508

CODES
Codes
CPT

Number
44799
45399
88375

Description
Unlisted procedure, small intestine
Unlisted procedure, colon
Optical endomicroscopic image(s), interpretation and report, real-time or
referred, each endoscopic session

HCPCS None
Date of Origin: June 2002

MED104 | 18

