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INTRODUCTION

Gastro-entero-pancreatic 
neuroendocrine tumors (GEP-
NETs) are a heterogeneous 
group of neoplasms with unclear 
et iology that may present 
with or without symptoms. 
Epidemiological studies reported 
that the small bowel and the 
rectum are the most common 
site for primary GEP-NETs [1-3]. 
Unfortunately, a large number 
of patients (about 60% of small 
bowel NETs and 30% of rectal 
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ABSTRACT

Background & Aims: Neuroendocrine tumors (NETs) are a heterogeneous group of neoplasms with unclear 
etiology that may show functioning or non-functioning features. Primary tumor localization often requires 
integrated imaging. The European Neuroendocrine Tumors Society (ENETS) guidelines proposed wireless-
capsule endoscopy (WCE) as a possible diagnostic tool for NETs, if intestinal origin is suspected. However, its 
impact on therapeutic management is debated. We aimed to evaluate the yield of WCE in detecting intestinal 
primary tumors in patients showing liver NET metastases when first-line investigations are inconclusive. 
Method: Twenty-four patients with a histological diagnosis of metastatic NET from liver biopsy and no 
evidence of primary lesions at first-line investigations were prospectively studied in an ENETS-certified tertiary 
care center. Wireless-capsule endoscopy was requested before explorative laparotomy and intra-operative 
ultrasound. The diagnostic yield of WCE was compared to the surgical exploration. 
Results: Sixteen subjects underwent surgery; 11/16 had positive WCE identifying 16 bulging lesions. Mini-
laparotomy found 13 NETs in 11/16 patients (9 small bowel, 3 pancreas, 1 bile ducts). Agreement between 
WCE and laparotomy was recorded in 9 patients (Sensitivity=75%; Specificity=37.5%; PPV=55%; NPV=60%). 
Correspondence assessed per-lesions produced similar results (Sensitivity=70%; Specificity=25%; PPV=44%; 
NPV=50%). No capsule retentions were recorded.
Conclusions: Wireless-capsule endoscopy is not indicated as second-line investigation for patients with 
gastro-entero-pancreatic NETs. In the setting of a referral center, it might provide additional information 
when conventional investigations are inconclusive about the primary site. 

Key words: wireless capsule endoscopy – non-functioning endocrine tumor – NET – diagnosis – diagnostic 
yield. 

Abbreviations: DBE: double balloon enteroscopy; GEP-NET: gastro-entero-pancreatic neuroendocrine tumor; 
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somatostatin receptor scintigraphy; WCE: wireless capsule endoscopy.
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NETs) already have nodal or liver metastases and, consequently, 
poor prognosis at the time of diagnosis [1]. Also, approximately 
11% to 14% of subjects with GEP-NETs have metastatic lesions 
with unknown primary tumor. Particularly, localization of 
mid-gut tumors might be challenging due to their usually 
small size. In these patients, resection of the primary lesion is a 
palliative treatment that could reduce local complications and 
might even increase survival [4, 5]. Therefore, a multimodality 
imaging approach including computed tomography (CT), 
magnetic resonance imaging (MRI), positron emission 
tomography (PET), somatostatin receptor scintigraphy (SSRS) 
and endoscopy is often necessary for detecting the primary 
tumor [6]. The recently updated European NET Society 
(ENETS) guidelines for the management of NETs consider 
wireless capsule endoscopy (WCE) in the workup of metastatic 
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NET with unknown primary, but its impact on the clinical 
management of these patients is still debated and adequate 
data is lacking. 

Our study aimed to evaluate the yield of WCE in detecting 
primary tumor in patients showing liver NET metastases when 
first-line investigations are negative or inconclusive. 

Capsule excretion rate, level of bowel preparation, rate of 
adverse events were also assessed.

METHODS

Study population and design
The study was performed at the Fondazione IRCCS Istituto 

Nazionale dei Tumori,  National Cancer Institute, ENETS 
centre of excellence (Milan, Italy). In this setting, about 70% 
of the patients with GEP-NET already present liver metastases 
at the time of diagnosis, of whom 10% have unknown primary 
tumor location after initial investigations. In a small percentage 
of these cases, the primary neoplasia remains undetected even 
after second-line examinations have been performed. From 
January 2007 through October 2012, 24 patients (mean age, 53 
years range 33-75; M/F:13/11; BMI 23 kg/m2, range 16.5-29.4; 
23 Caucasian/1 Hispanic; 3 heavy smokers; 1 celiac disease) 
with histologic diagnosis of NET obtained on liver biopsies and 
no evidence of primary lesions after full investigations were 
referred to our Centre. No family history of NETs was reported. 
All patients had negative or inconclusive total body CT, MRI, 
PET, SSRS, double-contrast barium enema, upper- and lower 
GI endoscopy. Part of them (21%) underwent also PET/
CT without clear findings. Wireless capsule endoscopy was 
therefore requested before surgical exploration. Endoscopic 
ultrasound was not performed and patients underwent directly 
intra-operative ultrasound. Sixteen out of 24 (69.5%) were 
symptomatic for carcinoid syndrome. 

Informed consent describing the clinical issue and 
evaluating risks and benefits of the suggested procedures 
was signed by patients before performing any diagnostic or 
therapeutic investigations. As this study is a secondary data 
analysis of consolidated clinical practice at our institution, 
patients were not required to sign a specific consent form for 
research.

Wireless capsule endoscopy 
Patients were asked to fast at least 8 hours before the 

exam. Bowel preparation was performed by using a standard 
preparation for colonoscopy (4 liter of polyethylene glycol 
electrolyte lavage solution the day before plus 1 liter of water the 
day of the examination, associated with a 3 days fiber-free diet). 

Wireless capsule endoscopy was performed using the 
PillCam SB 1 and PillCam SB 2 capsules (Given Imaging 
Limited, Yoqneam, Israel). Entire WCE recordings were 
analyzed by means of Rapid Software (Given Imaging Ltd). 
Images were evaluated on QuadView automatic modality at 
15 frames first, and switched to manual modality, double or 
single photogram, in case of suspected lesions. Red marks were 
reviewed at the end of the analyses. The WCE images were 
analyzed by an expert physician (> 250 procedures performed 
in subjects with suspected small intestine tumor). The SPICE 
index was calculated for each suspicious bulges. Wireless 

capsule endoscopy were considered positive in the presence 
of bulges with an index of 2 or higher [7]. 

Surgical exploration 
Surgical exploration was performed by means of a mini-

laparotomy approach through a midline incision across the 
umbilicus. The whole duodenum, jejunum, ileum and colon 
were inspected and palpated looking for any nodules within the 
intestinal wall. Also the mesentery was accurately checked for 
the presence of lymph node metastases that, when present, can 
drive the surgical exploration towards a better defined region. 
Intraoperative pancreatic ultrasound was also performed.

Once the intestinal and lymph node extension were 
evaluated, the primary tumor(s) was/were resected with an 
adequate margin (approximately 10 cm) together with the 
relative portion of the mesentery and the tributary vessels and 
lymph nodes. Enlarged lymph nodes close to the root of the 
mesenteric vessels were removed, preserving when possible the 
vascular supply to the intestinal tract. The intestinal continuity 
was restored avoiding in all cases any temporary bowel 
deviation. Surgeons were not blinded to the WCE findings.

Statistical analysis
Data are expressed as mean values, ratio and frequency. 

Sensitivity and specificity of WCE were elaborated together 
with the relative Confidence Interval. Statistical analysis 
was performed with MedCalc Software, (MedCalc Software, 
Mariakerke, Belgium) and with GNU Software (PSPP, Boston, 
MA, USA).

RESULTS

Wireless capsule endoscopy provided good visualization of 
the small bowel in 21/24 subjects. Three patients were excluded 
due to poor small bowel cleansing. Intestinal preparation was 
judged as optimal in 74% of cases. No cases of capsule retention 
were recorded. Mean gastric transit time was 40 ± 21 minutes; 
mean small intestinal transit time was 274 ± 115 minutes. 
Despite the physicians’ advice, five patients refused to undergo 
surgical exploration. Sixteen subjects agreed to undergo surgery 
and were enrolled into the study. Among these latter, 11 (68.7%) 
had a positive WCE examination identifying a total of 16 bulging 
lesions (2 jejunum, 10 ileum, 1 ileocecal valve, 3 undetermined 
jejunum or ileum). Mini-laparotomy was able to find the primary 
tumor in 11/16 patients: 7 subjects had NET of the small bowel, 
whereas 3 had pancreatic NET (1 associated with appendix 
lymphangitic neoplasm) and 1 biliary well-differentiated NET. 
One of the 7 patients with primary intestinal NETs had three 
multifocal jejunal tumors. Totally, 9 intestinal NETs were 
diagnosed by surgery (3 jejunum, 1 jejunum-ileum passage, 4 
ileum and 1 ileocecal valve). Wireless capsule endoscopy finding 
of small ileal polyps was considered as a negative case since 
diagnosis of NET was histologically ruled out from samples 
obtained during previous ileum-pancolonscopy. Moreover, 
one patient had mesenteric infiltration by extra-lymph node 
tumoral growth at surgery and sign of ileal compression at WCE. 
Although the anomaly of the intestinal wall was not due to a 
primary tumor, the two investigations were considered from a 
diagnostic point of view as concordant. 
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All primary lesions were histologically classified as well 
differentiated, except for one with a poorly differentiated 
pancreatic NET. A scheme of the study design is illustrated 
in Fig. 1. Wireless capsule endoscopy and laparotomy were in 
agreement in 9 cases (both positive in 6 subjects, both negative 
in 3 subjects). Two had negative WCE and positive laparoscopy, 
5 had positive WCE and negative laparotomy (Sensitivity 75%, 
95%CI 0.44-1.00; Specificity 37.5%, 0.39-0.71; PPV 55%, 0.2-
0.54; NPV 60%, 0.17-0.3). When correspondence between the 
two investigations was referred to each bulging lesion (correct 
diagnosis and same intestinal site), results were as follows: 
7 tumors were identified by both WCE and laparotomy, 9 
suspected bulging lesions found by WCE were not confirmed 
by laparoscopy (in 6 cases no tumor was found and in the 
remaining 3 a lesion was found in a different location), 3 NETs 
found by laparotomy in the small bowel were not visualized 
by WCE and 3 negative WCE were confirmed by the negative 
surgical exploration of the intestine (Sensitivity 70%, 95%CI 
0.42-0.98; Specificity 25%, 0.05-0.49; PPV 44%, 0.19-0.68; 
NPV 50%, 0.1-0.9). 

Overall, the diagnostic yield of WCE on a per-patient and 
per-lesion analysis was 56% and 45%, respectively. Findings 
of capsule endoscopy and surgical exploration are detailed 
in Table I. An example of correctly diagnosed NET and false 
positive findings at WCE are illustrated in Fig. 2.

DISCUSSION

In all our 24 subjects having histologically diagnosed 
NET with liver metastases, traditional upper plus lower GI 
endoscopy and integrated imaging (such as multidetector 
CT scan, MR, and SSRS) were performed without identifying 
the primary site of the neoplasms. Therefore, investigation 
of the mid-gut was conducted by means of WCE, which was 
preferred to double balloon enteroscopy (DBE) because of its 
low invasiveness, lower risks and costs, considering that DBE 
would not have spared the patients the surgical exploration. 
Moreover, DBE strictly depends on the operator’ skills and 
bares further risks related to anesthesia. Furthermore, at the 

time of the study, DBE was not an available technique at our 
Institution. Finally, data from previous studies regarding the 
diagnostic yield of DBE in case of suspect GEP-NETs are 
contrasting. Bellutti and coworkers reported a diagnostic yield 
of DBE for primary tumor search in patients with metastatic 
or suspected NET of 33%, that is, inferior to the one achieved 
in our study by means of WCE [8]. Moreover, other studies 
evaluated the diagnostic yield of WCE and DBE at detecting 
small bowel mass lesions responsible for OGIB, reporting 
divergent findings [9, 10]. In our Institution, PillCam SB1 
system was used on 5 cases, whereas the remaining 19 subjects 
underwent videocapsule endoscopy by means of the PillCam 
SB2 system. Despite the PillCam SB2 providing superior image 
quality to the PillCam SB1, several studies demonstrated 
that the PillCam SB2 did not produce a statistically greater 
diagnostic yield [11, 12]. For this reason both groups were 
included in the design of the study. Poor small bowel cleansing 
occurred in 3 patients, which were excluded from the study, 
thus accounting as a limitation of wireless endoscopy. The cases 
with failed preparation could have been repeated, but resources 
for such an expensive procedure have to be considered 
as another potential limiting factor. These limitations are 
eventually counterbalanced by the limited tools available in 
order to directly explore the small intestine.

Subsequently, WCE study was followed within one month 
by surgical exploration, which provided accurate evaluation of 
liver, pancreas, lymph nodes and suspicious masses thanks to 
intra-operative ultrasound in addition to palpation. Therefore, 
it was used as standard of reference for the diagnosis. Indeed, a 
recent study demonstrated both laparotomy and laparoscopic 
exploration can effectively identify the unknown primary 
lesion in patients presenting only with liver or node NETs 
metastases in 86.7% of the cases [13]. Moreover, the authors 
found multifocal intestinal lesions in 52.4% of the cases. In 
these patients, it could be important to localize and remove 
the primary lesion for different reasons. First, curative 
treatment can be achieved in case of feasible resection of the 
distant metastasis, which is often the case for liver metastases. 
Secondly, in patients with unresectable liver metastases it has 

Fig. 1. Flow-chart illustrating the study design.
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Table I. Results of diagnostic procedures. Comparison between wireless capsule endoscopy (WCE) and surgery.

Lesions 
per patient

WCE Laparotomy mts Pathology

1 Jejunum-ileum Jejunum-ileum Liver, LN well diff carcinoid tumor

2 Ileum Pancreas Liver moderate diff carcinoid 
tumor

3 Bulging close to the 
valve 

Ileum Liver well diff carcinoid tumor

4 a Jejunum Jejunum
Liver, LN, 

peritoneum

well diff carcinoid tumor

b Jejunum Jejunum well diff carcinoid tumor

c Ileum _

d _ Jejunum well diff carcinoid tumor

5 _ Ileum Liver, LN well diff carcinoid tumor

6 Multiple small polyps 
jejunum/ileum ( - )

Biliary trees adenoma Liver well diff carcinoid tumor

7 Ileum Pancreas and Appendix Liver well diff carcinoid tumor

8 Ileum _ Liver

9 a Ileum Intestinal wall infiltration 
by lymph knot Liver, LN

well diff carcinoid tumor

b Ileum _

10 Ileum Ileum Liver well diff carcinoid tumor

11 _ Pancreas Liver, LN well diff carcinoid tumor

12 a Jejunum-ileum _
Liverb Jejunum-ileum _

13 a Ileum Ileum
Liver, LN

well diff carcinoid tumor

b Ileum _

14 _ Ileum Liver, LN well diff carcinoid tumor

15 IIleum _ Liver

16 _ _ Liver

Multifocal lesions are indicated with letters (N°a,b,c,d…); (-): lack of a corresponding lesion at capsule 
endoscopy and/or surgical exploration; LN: lymph nodes; mts: metastases.

Fig. 2. Wireless capsule endoscopy images showing 2 bulges falsely interpreted 
as submucosal mass (a,b) and 2 intraluminal masses confirmed as ileum NETs 
after surgical exploration and resection (c,d).
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the palliative aim of avoiding local complications, such as 
obstruction and bleeding. Finally, even when curative resection 
of liver metastases is no longer a possibility, the resection of 
primary tumors (mesenteric lymph node metastases included) 
may still provide substantial survival benefit [4,5,14-16]. 
However, strong evidences supporting this approach are 
lacking and the ENETS Consensus Guidelines suggest caution: 
an interdisciplinary team should evaluate patients that fit for 
surgery with unresectable liver metastases [17].  

In our series, 8 cases out of the 24 originally screened, 
were not eligible to complete the study. Therefore, comparative 
analysis between endoscopy and laparoscopy was performed on 
16 subjects. However, the relatively small number of patients 
enrolled reflects the rarity of the very selected disease described. 

Previous studies investigating the yield of WCE in the 
detection of small intestinal lesions in comparison with 
various imaging techniques have shown that WCE is superior 
to CT enteroclysis and small-bowel follow-through [18-21]. 
Indeed, the introduction of WCE has significantly improved 
the diagnostic yield of small bowel tumors whose detection 
has been notoriously challenging due to the limitations of 
other imaging modalities. Nearly one third of the NETs affect 
the small bowel and studies addressing the detection of these 
tumors by WCE after failure of other techniques have produced 
mixed results [22-25]. Van Tuyl et al. in 20 consecutive NET 
patients with unknown primary showed that WCE was able 
to reveal small bowel abnormalities in 12 (60%) patients and 
the diagnosis of NET was histologically confirmed in half 
of them [23]. However, since in this study not all patients 
underwent surgery, the number of false positive and negative 
WCE findings remains unclear. During the conduction of this 
study, Frilling et al. evaluated 10 patients with metastasized 
NET with an undetected primary site on standard imaging and 
showed that WCE identified lesions suggestive of small bowel 
tumors in 8 (80%) patients [25]. Again, surgical exploration 
and histological confirmation of small bowel NET was possible 
in only 6 patients; this represents an important limitation since 
without histology as a gold standard, WCE diagnostic accuracy 
cannot be reliably measured.  

In the present study, WCE identified the small bowel as the 
site of the primary tumor in 11 subjects. However, diagnosis 
of small bowel NET was confirmed only in 5 (41%) cases 
after surgical and ultrasound exploration were performed. 
Our results are more in line with what was found in a smaller 
series by Johanssen and coworkers, in which surgery was 
performed in all patients with positive WCE but not in those 
with normal endoscopic findings [24]. Indeed, our per-patient 
diagnostic yield was higher than the one reported in that study 
(56% vs 45%). However, due to the limited dimensions of the 
populations enrolled in both studies, such difference has to be 
considered cautiously.

In our series, WCE examinations showed more than one 
lesion in 4 (25%) patients. If correspondence between the two 
investigations was referred to each bulging lesion. Only 6 of the 
15 bulging lesions on WCE corresponded to surgical findings. 
Thus 9 of 15 cases were false-positive results.  False positive 
results are usually caused by small bowel contractions, extrinsic 
compression, lymph stasis or submucosal lesion of other 
type. The nature of a mass lesion at WCE cannot be reliably 

determined by the endoscopic appearance. The presence of 
alarm signs (bleeding, mucosal disruption, irregular surface) 
has been shown to improve diagnosis of small bowel tumors 
and reduce false positive findings [25-27]. However, as is the 
case in our series, when these signs are lacking the distinction 
between an innocent bulge and a malignant mass is even more 
difficult. Recently, a scoring system based on morphological 
semi-objective criteria has been proposed to increase a 
diagnostic yield in the definition of small bowel bulges detected 
by WCE without alarm signs [7]. We applied this index in 
our selected population with confirmed liver NET metastases 
and unknown primary tumor in order to better discriminate 
suspicious bulges and to provide further data in literature 
about its clinical application. The characteristics of our study 
population and the fact the physician analyzing the WCE 
recordings was not blinded to the patient‘s medical file could 
at least in part explain the higher rate of false positive cases 
found compared to other studies [25-27]. On the other hand, 2 
out of 5 patients with negative WCE were found to have small 
bowel NET.  False-negative results for small bowel tumors on 
WCE have been previously reported [28] but data from NET 
patients are only from one recent study; when findings from 
surgical specimens were compared to endoscopic results, small 
NETs (< 1 cm) with sub-mucosa extension were not detected 
by WCE [25]. Indeed, in our population, in one of the two 
patients with negative WCE the size of the escaped nodule 
was 0.8 cm. Other possible factors for false negative findings 
might be rapid small bowel transit, orientation of the camera 
away from the lesions, partial bowel preparation, delayed small 
bowel transit or perceptual error. 

Finally, intraoperative ultrasound allowed to identify 
three cases of pancreatic NETs, two of which were patients 
originally identified by WCE as suspected ileal carcinoid 
(false positive) and one had a negative capsule endoscopy. 
It must be acknowledged that performing EUS would have 
likely detected these lesions and samples could have been 
obtained for histologic examination. This should be considered 
as a limitation of our study. Indeed, EUS is a very sensitive 
technique for the detection of early pancreatic lesions but, 
unlike capsule endoscopy, it does not allow the exploration of 
the entire length of the small intestine [29, 30]. Nevertheless, 
WCE has been performed in highly selected and complex 
patients, without baring risks or discomfort to them as 
compared to other methods. No case of capsule retention or 
peri-procedure adverse events have been recorded, confirming 
the safety of WCE in this type of patients.

CONCLUSION

In our experience, WCE is not indicated as a second line 
investigation for patients with suspicious GEP-NET due to a 
limited diagnostic yield. However, in the setting of a referral 
center where a multi-disciplinary team is available, this 
methodology might provide helpful additional information 
and guide surgery when conventional investigations and 
integrated imaging do not clarify the primary tumor site. 
The proposed surgical exploration was proved to be very 
successful during the study, confirming data reported by 
previous works.



156 Furnari et al

J Gastrointestin Liver Dis, June 2017 Vol. 26 No 2: 151-156

Conflicts of interest: No conflict to declare. Financial support: No 
financial support has been received to perform this study.

Authors’ contribution: M.F., A.B., E.S., V.M., E.M., G.B.: design 
of the study, writing of the manuscript; M.F., G.D., G.B., F.C., and 
E.M.: data collection and analysis; T.V.: data analysis, writing of the 
manuscript; D.C.: data collection. All authors approved the final 
version of the manuscript.  

REFERENCES

 1. Modlin IM, Lye KD, Kidd M. A 5-decade analysis of 13,715 carcinoid 
tumors. Cancer 2003;97:934-959. doi:10.1002/cncr.11105

 2. Hauso O, Gustafsson BI, Kidd M, et al. Neuroendocrine tumor 
epidemiology: contrasting Norway and North America. Cancer 
2008;113:2655–2664. doi:10.1002/cncr.23883

 3. Yao JC, Hassan M, Phan A, et al. One hundred years after “carcinoid”: 
epidemiology of and prognostic factors for neuroendocrine tumors 
in 35,825 cases in the United States. J Clin Oncol 2008;26:3063–3072. 
doi:10.1200/JCO.2007.15.4377

 4. Hellman P, Lundstrom T, Ohrvall U, et al. Effect on surgery on the outcome 
of midgut carcinoid disease with lymph node and liver metastases. World 
J Surg 2002;26:991-997. doi:10.1007/s00268-002-6630-z

 5. Ahmed A, Turner G, King B, et al. Midgut neuroendocrine tumours with 
liver metastases: results of the UKINETS study. Endocr Relat Cancer 
2009;16:885-894. doi:10.1677/ERC-09-0042

 6. R amage JK,  Ahmed A,  Ardi l l  J,  e t  a l ;  UK and Ireland 
Neuroendocrine Tumour Society. Guidelines for the management of 
gastroenteropancreatic neuroendocrine (including carcinoid) tumours 
(NETs). Gut 2012;61:6-32. doi:10.1136/gutjnl-2011-300831

 7. Girelli CM, Porta P, Colombo E, Lesinigo E, Bernasconi G. Development 
of a novel index to discriminate bulge from mass on small-bowel capsule 
endoscopy. Gastrointest Endosc 2011;74:1067-1074. doi:10.1016/j.
gie.2011.07.022

 8. Bellutti M, Fry LC, Schmitt J, et al. Detection of neuroendocrine 
tumors of the small bowel by double balloon enteroscopy. Dig Dis Sci 
2009;54:1050-1058. doi:10.1007/s10620-008-0456-y

 9. Li XB, Ge ZZ, Dai J, et al. The role of capsule endoscopy combined with 
double-balloon enteroscopy in diagnosis of small bowel diseases. Chin 
Med J (Engl) 2007;120:30-35.

 10. Ross A, Mehdizadeh S, Tokar J, et al. Double balloon enteroscopy detects 
small bowel mass lesions missed by capsule endoscopy. Dig Dis Sci 
2008;53:2140-2143. doi:10.1007/s10620-007-0110-0

 11. Metzger YC, Adler SN, Shitrit AB, Koslowsky B, Bjarnason I. 
Comparison of a new PillCam SB2 video capsule versus the standard 
PillCamTM SB for detection of small bowel disease. Reports in Medical 
Imaging 2009;2:7-11. doi:10.2147/RMI.S4227

 12. Park S, Chun HJ, Keum B, et al. Capsule Endoscopy to Detect Normally 
Positioned Duodenal Papilla: Performance Comparison of SB and SB2. 
Gastroenterol Res Pract 2012;2012:202935. doi:10.1155/2012/202935

 13. Wang SC, Parekh JR, Zuraek MB, et al. Identification of unknown 
primary tumors in patients with neuroendocrine liver metastases. Arch 
Surg 2010;145:276-280. doi:10.1001/archsurg.2010.10

 14. Givi B, Pommier SJ, Thompson AK, Diggs BS, Pommier RF. Operative 
resection of the primary carcinoid neoplasms in patients with liver 
metastases yields significantly better survival. Surgery 2006;140:891-
898. doi:10.1016/j.surg.2006.07.033

 15. Capurso G, Rinzivillo M, Bettini R, Boninsegna L, DelleFave G, Falconi 
M. Systematic review of resection of primary midgut carcinoid tumour 

in patients with unresectable liver metastases. Br J Surg. 2012;99:1480-
1486. doi:10.1002/bjs.8842

 16. Frilling A, Modlin IM, Kidd M, et al; Working Group on Neuroendocrine 
Liver Metastases. Recommendations for management of patients with 
neuroendocrine liver metastases. Lancet Oncol 2014;15:e8-e21. 
doi:10.1016/S1470-2045(13)70362-0

 17. Niederle B, Pape UF, Costa F, et al; Vienna Consensus Conference 
participants. ENETS consensus guidelines update for neuroendocrine 
neoplasms of the jejunum and ileum. Neuroendocrinology 
2016;103:125-138. doi: 10.1159/000443170

 18. Hara AK, Leighton JA, Sharma VK, Heigh RI, Fleischer DE. Imaging 
of small bowel disease: comparison of capsule endoscopy, standard 
endoscopy, barium examination, and CT. Radiographics 2005;25:697-
711. doi:10.1148/rg.253045134

 19. Voderholzer WA, Other M, Rogalla P, Beinhölzl J, Lochs H. 
Diagnostic yield of wireless capsule enteroscopy in comparison with 
computed tomography enteroclysis. Endoscopy 2003;35:1009-1014. 
doi:10.1055/s-2003-44583

 20. Marmo R, Rotondano G, Piscopo R, Bianco MA, Cipolletta L. Meta-
analysis: capsule enteroscopy vs. conventional modalities in diagnosis 
of small bowel diseases. Aliment Pharmacol Ther 2005;22:595–604. 
doi:10.1111/j.1365-2036.2005.02625.x

 21. Ell C, Remke S, May A, Helou L, Henrich R, Mayer G. The first 
prospective controlled trial comparing wireless capsule endoscopy 
with push enteroscopy in chronic gastrointestinal bleeding. Endoscopy 
2002;34:685-689. doi:10.1055/s-2002-33446

 22. Rondonotti E, Pennazio M, Toth E, et al; European Capsule Endoscopy 
Group; Italian Club for Capsule Endoscopy (CICE); Iberian Group for 
Capsule Endoscopy. Small-bowel neoplasms in patients undergoing 
video capsule endoscopy: a multicenter European study. Endoscopy 
2008;40:488-495. doi:10.1055/s-2007-995783

 23. Van Tuyl SA, van Noorden JT, Timmer R, Stolk MF, Kuipers EJ, Taal 
BG. Detection of small-bowel neuroendocrine tumors by video capsule 
endoscopy. Gastrointest Endosc 2006;64:66-72. doi:10.1016/j.gie.2006.01.054

 24. Johanssen S, Boivin M, Lochs H, Voderholzer W. The yield of wireless 
capsule endoscopy in the detection of neuroendocrine tumors in 
comparison with CT enteroclysis. Gastrointest Endosc 2006;63:660-665. 
doi:10.1016/j.gie.2005.11.055

 25. Frilling A, Smith G, Clift AK, Martin J. Capsule endoscopy to detect 
primary tumour site in metastatic neuroendocrine tumours. Dig Liver 
Dis 2014;46:1038-1042. doi:10.1016/j.dld.2014.07.004

 26. Mergener K, Ponchon T, Grainek I, et al. Literature review and 
recommendations for clinical application of small-bowel capsule 
enteroscopy, based on a panel discussion by international experts. 
Consensus statements for small-bowel capsule endoscopy, 2006/2007. 
Endoscopy 2007;39:895-909. doi:10.1055/s-2007-966930

 27. Shyung LR, Lin SC, Shin SC, Chang WH, Chu CH, Wang TE. Proposed 
scoring system to determine small bowel mass lesions using capsule 
endoscopy. J Formos Med Assoc 2009;108:533-538. doi:10.1016/S0929-
6646(09)60370-3

 28. Lewis BS, Eisen GM, Friedman S. A pooled analysis to evaluate 
results of capsule endoscopy trials. Endoscopy 2005;37:960-965. 
doi:10.1055/s-2005-870353

 29. De Lisi S, Giovannini M. Endoscopic ultrasonography: Transition 
towards the future of gastro-intestinal diseases. World J Gastroenterol 
2016;22:1779-1786. doi:10.3748/wjg.v22.i5.1779

 30. Mekky MA, Abbas WA. Endoscopic ultrasound in gastroenterology: 
from diagnosis to therapeutic implications. World J Gastroenterol 
2014;20:7801-7807. doi:10.3748/wjg.v20.i24.7801

http://dx.doi.org/10.1002/cncr.11105
http://dx.doi.org/10.1002/cncr.23883
http://dx.doi.org/10.1200/JCO.2007.15.4377
http://dx.doi.org/10.1007/s00268-002-6630-z
http://dx.doi.org/10.1677/ERC-09-0042
http://dx.doi.org/10.1136/gutjnl-2011-300831
http://dx.doi.org/10.1016/j.gie.2011.07.022
http://dx.doi.org/10.1016/j.gie.2011.07.022
http://dx.doi.org/10.1007/s10620-008-0456-y
http://dx.doi.org/10.1007/s10620-007-0110-0
http://dx.doi.org/10.2147/RMI.S4227
http://www.ncbi.nlm.nih.gov/pubmed/?term=Park S%5BAuthor%5D&cauthor=true&cauthor_uid=22548051
http://www.ncbi.nlm.nih.gov/pubmed/?term=Chun HJ%5BAuthor%5D&cauthor=true&cauthor_uid=22548051
http://www.ncbi.nlm.nih.gov/pubmed/?term=Keum B%5BAuthor%5D&cauthor=true&cauthor_uid=22548051
http://www.ncbi.nlm.nih.gov/pubmed/?term=Capsule+Endoscopy+to+Detect+Normally+Positioned+Duodenal+Papilla%3A+Performance+Comparison+of+SB+and+SB2
http://dx.doi.org/10.1155/2012/202935
http://dx.doi.org/10.1001/archsurg.2010.10
http://dx.doi.org/10.1016/j.surg.2006.07.033
http://dx.doi.org/10.1002/bjs.8842
http://dx.doi.org/10.1016/S1470-2045(13)70362-0
http://dx.doi.org/10.1159/000443170
http://dx.doi.org/10.1148/rg.253045134
http://dx.doi.org/10.1055/s-2003-44583
http://dx.doi.org/10.1111/j.1365-2036.2005.02625.x
http://dx.doi.org/10.1055/s-2002-33446
http://dx.doi.org/10.1055/s-2007-995783
http://dx.doi.org/10.1016/j.gie.2006.01.054
http://dx.doi.org/10.1016/j.gie.2005.11.055
http://dx.doi.org/10.1016/j.dld.2014.07.004
http://dx.doi.org/10.1055/s-2007-966930
http://dx.doi.org/10.1016/S0929-6646(09)60370-3
http://dx.doi.org/10.1016/S0929-6646(09)60370-3
http://dx.doi.org/10.1055/s-2005-870353
http://dx.doi.org/10.3748/wjg.v22.i5.1779
http://dx.doi.org/10.3748/wjg.v20.i24.7801

