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In less than 3 years capsule endoscopy (CE) has become
the first technique elected for the study of small bowel dis-
ease. This is a non-invasive technique that allows visualising
the whole mucosa of the small bowel and has shown its effec-
tiveness in patients with obscure digestive haemorrhage [1]
and also in other intestinal pathologies such as Crohn’s dis-
ease, N-said enteropathy, intestinal diseases specific in elder
patients or polyposis syndromes [2-5].

However, this new technique has limitations in that it
does not permit biopsies to be taken, nor therapeutic pro-
cedures. Although these problems may be difficult to solve,
it would not be surprising that, in short or medium term,
the new technologies will allow their partial resolution. On
this basis, some authors have suggested that non-medical
staff (a well-trained nurse) could pre-check a recorded video,
indicating abnormal or doubtful images found, and then a
practitioner would interpret them [6-9] (Bossa, Levinthal,
Niv, Fernandez-Urién). In the Bossa et al. [6] article pub-
lished in this number, a qualified nurse and an endoscopist
review independently 39 consecutive CE studies, and there
is a high level of agreement in the results (index k> 0.85).
There were only some discrepancies in minor findings, such
as minimum mucosal abnormalities missed by the nurse. All
the images detected by the endoscopist were also found by
the nurse and, for that reason, the authors suggest that the
endoscopist could limit his work to the revision of only those
images previously indicated by the nurse.

Some characteristics of CE make it specially indicated for
this strategy. Firstly, it is not a procedure depending on the
endoscopist’s skills and therefore the expertise of the person
who reviews the tape does not imply more or less risk of
complications, discomfort nor quality of image. This argu-

DOI of original article:10.1016/.d1d.2006.03.019.
* Corresponding author. Fax: +34 95 5008805.
E-mail address: juanm herrerins.sspa@juntadeandalucia.es
(3.M. Herrerias).

ment had already been used against the same approach in
conventional endoscopy such as rectosigmoidoscopy in col-
orectal cancer screening achieved by trained nurses. This was
probably one of the reasons used to reject this strategy in most
of the European countries although a majority of the articles
published were favourable [ 10,11]. Secondly, CE can be fully
reviewed at any moment and the training to interpret it, at least
to distinguish between normal and abnormal images, is not
long. Further to the already mentioned Bossa et al. [6] arti-
cle, two other articles have been published on this topic with
similar results [7,8]. Levinthal et al. {71, with 20 reviewed
explorations, give a result of 93% of abnormalities found by
the nurse. Niv and Niv [8], in a study with 50 explorations,
got full agreement between the nurse and the endoscopist in
96.8% of significant lesions. In Spain, Ferndndez-Urién et
al. [9] have presented similar results, although slightly less
favourable (matching: 86%) in a series of 20 explorations.

In any case, it would be necessary to take some factors into
account when evaluating this strategy. The conditions that
give this percentage of agreement between nurses and endo-
scopists are probably optimum, because the data is obtained
from a protocol in which the operator is highly motivated and
the nurses have much experience in conventional endoscopy
(over 13 years in the Bossa et al. study).

Yet, in the last two studies referred to, contrary to what
happened in the Bossa et al. [6] series, important abnormal-
ities were missed by the nurse (2/27 in the Levinthal et al.
series and 3/50 in the Niv and Niv’s series). Although the
prevalence of these false negatives was low (7.4% and 6%),
the number is not negligible, furthermore since it is not due
to limitations of the technique itself, as in other cases, but to
a strategy directed to reduce cost in personnel. In this sense,
only Niv and Niv study includes in its results a cost-benefit
analysis with: estimated cost of 1 h of the practitioner and
the nurse; time spent by the practitioner and the nurse to
review the recording as well as time spent by the practitioner
to review the images selected by the nurse and time needed
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to do the report. According to these authors, prior revision
and selection of images carried out by a nurse would save
approximately $324 per exploration. Obviously, this analy-
sis depends on the cost-time of each professional that could
considerably vary from one country to another. On the other
hand, in their calculation, Niv and Niv have not taken into
account the cost of the false negatives due to the pre-review
by the nurse (6% in this series). Since the material and human
cost of this procedure is rather high, this concept could reduce
up to 20% the savings given by Niv and Niv.

On the other hand, there could be a medical-legal confiict,
since the final responsibility of the correct diagnostic inter-
pretation of any technique falls on the practitioner who elabo-
rates and signs the report. In case the nurse misses significant
lesions in the report to be afterwards reviewed by the practi-
tioner, the responsibility of the diagnostic error could partially
or totally fall on the latter. In this context, it is possible that
some of the practitioners prefer to review the lecture of an
exploration alone since they are the people responsible for the
results, just as many patients could prefer their exploration
be reviewed by a specialist even if it means additional cost.

So, the Bossa et al. article and others more recently
published open a debate on the suitability of this strategy,
quite attractive at first sight, but still with some aspects of
controversy. Wide studies that would allow to determine
the sensitiveness of the pre-review by non-medical staff
with various operators, as well as strict analysis of cost-
effectiveness in various means, will provide in the near future
the evidence necessary to adequately weigh up this strategy.
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