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Crohn’s disease (CD) is a chronic inflammatory disorder as-
sociated with both mucosal and transmural inflammation of the 
bowel wall, involving mainly the small intestine and the colon, 
but possibly the entire gastrointestinal tract as well as other 
organs.1 Small bowel involvement occurs in about 70% of CD 
patients, with up to 30% patients presenting with disease lim-
ited to the ileum.2,3 Currently, there is no gold standard for di-
agnosing small bowel CD. Evaluation of the small intestine with 
barium radiography is limited by the relative insensitivity for 
detection of early inflammatory lesions, and endoscopic evalu-
ation is confined to the most distal and proximal small bowel 
alone. 

There are a growing number of reports comparing capsule 
endoscopy (CE) with other diagnostic tests for use in patients 
with small bowel CD. CE has been prospectively evaluated in 
the diagnosis of nonstricturing small bowel CD, as compared 
with small bowel follow-through (SBFT), ileocolonoscopy (IC), 
push enteroscopy (PE), enteroclysis (EC), computed tomography 
enterography (CTE) and magnetic resonance enterography (MRE) 
with most results showing a significant improvement in diag-
nostic yield with CE.4-9 

Meta-analysis of CE in CD has been conducted previously. 
Triester et al.2 reported that CE is superior to barium radiography 
and IC for nonstricturing small bowel CD; whereas, CE showed 
no significant difference, as compared to alternate diagnostic 
modalities in patients initially presenting with suspected CD. Di-
onisio et al.9 reported diagnostic yield in patients with suspected 
and confirmed small-bowel CD, indicating that CE was superior 
to SBFT, CTE and IC in the evaluation of suspected CD patients. 
CE was also a more effective diagnostic tool in established CD 

patients, as compared with SBFT, CTE, and PE. 
In this issue of Gut and Liver, Choi et al.10 reported results 

from meta-analysis with published original articles only. After 
excluding preclinical studies and articles such as reviews, edi-
torials, letters, abstracts, and comment, 24 articles were finally 
included in the study. Cases were divided into suspected and 
confirmed CD. The primary outcome was diagnostic yield and 
diagnostic accuracy of CE. Patient satisfaction, therapeutic im-
pact on treatment, and additional diagnostic information gain 
in comparison to other modalities were evaluated as secondary 
outcomes. Quality Assessment of Diagnostic Accuracy Studies-II 
tool was used to determine the risk of bias. Applicability of con-
cerns for individual studies was graded as low, high, or unclear. 
Diagnostic modality of detecting lesions of suspected CD was 
much higher with CE, as compared to SBFT (CE, 66.0% vs SBFT, 
21.3%; IYw, 0.44; 95% confidence interval [CI], 0.29 to 0.59; I2, 
30%) and EC (CE, 75.7% vs EC, 29.4%; IYw, 0.50; 95% CI, 0.21 
to 0.79; I2, 52%). CE was a more effective diagnostic modality in 
patients with established CD, as compared with EC (CE, 68.5% 
vs EC, 36.7%; weighted incremental yield, 0.39; 95% CI, 0.28 to 
0.50; I2, 0%). However, it was unclear whether CE was superior 
to CTE or MRE as a diagnostic tool. CTE and MRE are rela-
tively advanced imaging modalities especially for extraluminal 
inflammation; and MRE is particularly effective for detecting 
transmural inflammation, stenosis, and extraluminal lesions 
such as abscesses and fistula. If patients with known stenosis 
or stricture were included, the diagnostic yield of CTE and MRE 
would have been higher than CE, since these can present in up 
to 25% of CD cases. CE showed significantly higher diagnostic 
yield for terminal ileum lesion, as compared to IC, but not CTE. 
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With regards to patient’s satisfaction, CE was preferred to other 
modalities due to absence of discomfort during insertion or dif-
ficulty in swallowing. 

Limitation of this study included no definite criteria for the 
diagnosis of CD by CE, and various criteria for suspected CD 
among the studies. Up to 20% of asymptomatic control patients 
had nonspecific small bowel abnormalities, suggesting that 
many findings on CE might be nonspecific or unrelated to CD. 

Although CE showed benefits compared to other modalities, 
routine use of CE in CD should be avoided, because capsule re-
tention is a major concern in CD. CE may be helpful in CD pa-
tients without stricture, since in such cases, the physician needs 
to confirm the presence of active disease. CTE or MRE are the 
preferred modalities for cases of suspected stricture or stenosis. 

Large scaled randomized prospective studies are needed to 
further establish the role of CE for diagnosis and evaluation of 
suspected small bowel CD. 
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