


History

introduction

PreParation and installation

insertion

rotational advancement

WitHdraWal

summary Points

Confidential Material. Do not copy or distribute. ©2009, Spirus Medical, Inc. 
REV February 2009.



H
ist

o
r

y

Endo-EasE discovEry® Training Manual

1

There are several indications necessitating the need for 
small bowel endoscopy, but Obscure Gastrointestinal 
Bleeding (OGIB) remains the most common. Patients 
with OGIB are difficult to diagnose and managing their 
treatment can be challenging. Often these patients require 
repeated blood transfusions and recurring hospital visits. 
The path to diagnosis often involves multiple diagnostic 
procedures that burden our healthcare resources and 
raise questions about patient quality of life.  

The introduction of Capsule Endoscopy (CE) in 2001, 
followed by Double Balloon Enteroscopy (DBE) a few 
years later, radically changed the way the small bowel is 
diagnosed and treated. CE has proven to be an effective 
tool to identify small bowel abnormalities and their 
approximate location. Patients with lesions estimated to 
be beyond the reach of push enteroscopy are often 
referred for a DBE. It has been reported that a complete 
small bowel enteroscopy with DBE is possible, however, 
widespread experience has shown this is not the norm. 
Moreover, DBE remains a technically challenging proce-
dure, often requiring extensive time and resources to 
complete.

Close-up of the Discovery SB's 
smooth, hollow spirals.



The Endo-Ease Discovery® SB is a revolutionary over-tube 
system that enables physicians to perform enteroscopy 
procedures more efficiently. A smooth, compliant spiral 
located at the distal end of the tube rapidly gathers and 
pleats the small bowel. Antegrade enteroscopic introduc-
tion with the Endo-Ease Discovery SB helps to advance 
compatible enteroscopes beyond the Ligament of Treitz, 
the fixed portion of small bowel at the end of the duode-
num. Rotating the Discovery SB beyond the LOT allows 
the spiral to pleat the small bowel in a rapid and con-
trolled manner. The Endo-Ease Discovery SB permits the 
enteroscope to be independently maneuvered while the 
overtube remains in place, which is especially useful dur-
ing piecemeal polypectomy. During this demanding pro-
cedure the Discovery SB holds the gathered small bowel 
in place while the enteroscope is removed with a section 
of the large polyp through the overtube. The scope is then 
quickly reinserted to its previous location to excise the 
remaining portions of a large lesion–a technique not possible 
with DBE.
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The Spirus Medical Endo-Ease Discovery SB (DSB) is an 
instrument designed to facilitate antegrade small bowel 
enteroscopy. The DSB is 118cm long and 48 French in 
diameter with a raised helical element at its distal end 
that is 21 cm long. Two models of the DSB are available 
and differ only in the height of the spiral. The standard 
profile spiral is 5.5mm and is expected to be the choice for 
the majority of DSB cases. The low profile spiral (4.5mm) 
is slightly smaller to accommodate varying patient anatomies.  

Deep advancement into the small bowel can be achieved 
via clockwise rotation of the DSB around the enteroscope 
which pleats the small bowel. This is defined as spiral 
enteroscopy (SE). The DSB’s Gentle-Lock proximal coupler 
permits fixing the Discovery SB to the enteroscope for 
spiral advancement or unlocking to permit pushing of the 
enteroscope through the DSB. The DSB provides rota-
tional advancement, stability and control capabilities. 
The enteroscope can be manipulated as in conventional 
endoscopy. This includes forward and backward move-
ment, tip deflection, rotation of the scope, air/suction, 
insufflation and full use of the accessory channel. The 
DSB is designed to be used with 200 cm long enteroscopes 
with an outer diameter range of 9.1mm-9.5mm. The DSB 
allows all standard therapies to be employed.
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Sedation Recommendations

•	Use	of	propofol	is	strongly	recommended	at	least	until	device	mastery	is	obtained.	

•		Make	sure	propofol	is	maintained	through	the	end	of	the	case	as	the	spiral	is	coming	out	of	the	esophagus.		
	 This	helps	prevent	any	trauma	from	occurring	due	to	the	patient	tensing	up	or	from	their	movements.	

•		Use	lidocaine	spray	5	min	before	every	DSB	procedure.	This	will	aid	in	ease	of	passage	of	the	DSB	and		
	 relaxation	of	the	patient.

•		If	general	anesthesia	is	administered	deflate	the	endotracheal	tube	balloon	when	passing	the	Discovery		
	 SB	spiral	through	the	esophagus	during	both	initial	insertion	and	withdrawal.	This	will	minimize	any		
	 “sandwiching”	of	tissue	between	the	balloon	and	Discovery	SB.	
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1. To begin, the patient is placed in a left lateral decubitus 
position and the neck slightly extended to optimize a 
straight initial pathway. Insert the bite block and fix in place 
by fastening the elastic band around the patient's head. 

2. Before installing the DSB onto the enteroscope, squeeze 
a minimum of one ounce of recommended lubricant into 
the over-tube via the DSB’s proximal coupler. Cover both 
ends of the tube with your thumbs. Vigorously work the 
mixture back and forth through the entire length. Evenly 
lubricate the outside of the enteroscope and insert it into 
the proximal (non-spiral) end of the DSB. 

3. Rotate the DSB during the installation of the entero-
scope. Hold the distal end of the DSB to the proximal 
coupling to allow excess lube to be recycled back into the 
DSB. Be sure to push and pull the scope through the DSB 
multiple times to ensure that there is no resistance. If 
resistance is encountered it may be an indicator of insuf-
ficient lubrication. The enteroscope should move freely and 
easily before it is used. The enteroscope can be relubri-
cated with the remaining lubricant via the flush port on 
the DSB.

4. The DSB should be positioned over the scope so that the 
140cm mark of the enteroscope is lined up with the 
proximal end of the DSB. Turn the Gentle-Lock coupler 
located at the proximal end of the DSB clockwise and lock 
the DSB onto the enteroscope so that the DSB and scope 
are joined together as a coupled device. Note the centime-
ter point on the endoscope just proximal to the Gentle-
Lock coupler for future reference when disengaging and 
re-engaging the enteroscope from the DSB. 
 
5. Generously lubricate the spiral with K-Y Jelly® before 
insertion and continue applying evenly along the entire 
length of the DSB as it is being inserted. 

Endo-EasE discovEry® Training Manual

Lubricant syringe.
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1. Place the patient in left lateral decubitus position with 
the neck slightly extended and the Spirus mouth guard 
inserted. Lock the Discovery SB onto the enteroscope at 
the 140 cm mark (viewed on the enteroscope just behind 
the DSB’s coupler).

2. Verify that the endoscope and DSB spiral are lubricated 
with K-Y Jelly.

3. Introduce the endoscope until the DSB spiral element 
reaches the mouth. 

4. Utilizing fingertip control, gently introduce the DSB 
into the esophagus with gentle, slow rotation and push. 

If using general anesthesia, let down the endotracheal 
ballon as the spiral passes through the esophagus, 
then reinsufflate.   

5. Advance the DSB utilizing slow clockwise rotation and 
gentle push. Minimize air insufflation and attempt to 
advance along the lesser curvature of the stomach to 
minimize looping and optimize the chance for early 
introduction of the spirals into the jejunum. Prior to 
entering the duodenum remove as much air as possible. 

Never advance the locked DSB without visualization 
of the lumen or against excessive resistance. Abdominal 
counter-pressure is often helpful applied to the greater 
curvature of the stomach for loop reduction to facilitate 
initial spiral engagement.

6. Advance the coupled Discovery SB and enteroscope with 
slow gentle rotation and push until the proximal small bowel 
is reached or rotation becomes difficult.  

Endo-EasE discovEry® Training Manual

Figure 1: Discovery SB is introduced 
with clockwise rotation and gentle 
push.
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At this point consider attempting to begin spiral enteroscopy. 
Typically there is a loop in the stomach that prevents the 
optimum straight scope position. Rotation with gentle 
withdrawal of the Discovery SB may help advance the 
scope and begin engagement of spiral enteroscopy (we call 
this the Cantero Maneuver). 
  
When the Discovery SB is in a straight position, usually 
at the 50-65cm mark at the patients mouth, and if spiral 
enteroscopy is not initiated, gentle push to advance is 
attempted with slow rotation.  

Spiral enteroscopy is then attempted. This gentle rotation 
and push to advance of the coupled device is usually 
attempted 2-4 times. If spiral advancement is not successful, 
abdominal counter-pressure may be helpful in preventing 
looping and initiating spiral enteroscopy.  
 
7. If this is not successful in initiating spiral enteroscopy, 
we recommend using the following “over the scope” 
technique to attempt to advance the spirals past the 
Ligament of Treitz (LOT) and begin spiral enteroscopy.

8. The “over the scope” technique is performed as fol-
lows: With the tip of the enteroscope in the proximal 
small bowel, unlock the enteroscope from the DSB and 
advance the enteroscope to the maximal depth of insertion, 
usually past the LOT to the proximal jejunum. 

Apply hook and continuous suction to hold the enteroscope 
to the wall of the small bowel. At the same time, pull back 
the enteroscope and advance the DSB with gentle clockwise 
rotation and gentle push until the 130 to 140cm mark on 
the scope is reached by the DSB proximal coupler. 

Figure 2: Loop formation in the stomach.

Figure 3: Clockwise rotation with gentle 
pullback reduces the loop and engages the 
spiral in the duodenum.
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LOCK the DSB to the enteroscope. The tip of the entero-
scope should now be in the proximal jejunum. Clockwise 
rotation may now initiate spiral enteroscopy. A loop may 
have formed in the stomach and gentle withdrawal of the 
scope may straighten the Discovery SB and advance the 
locked device to begin spiral enteroscopy. 
 
Note: You may attempt the Cantero Maneuver 2 to 3 times as 
explained in step 5 before repeating the “over the scope technique” 
explained above.

9. Keys to early engagement include avoiding air insuffla-
tions, advancing the locked DSB/enteroscope only when 
the lumen is visualized and utilizing abdominal counter-
pressure to prevent looping in the stomach. When utilizing 
the Cantero Maneuver, the DSB may need to be pulled 
back as far as 55 cm, as measured on the DSB at the mouth, 
to achieve a straight scope position. With the DSB locked 
to the enteroscope attempt rotational advancement. 

10. If unsuccessful repeat steps 4 through 8.  

Remember, never advance the locked DSB without 
visualization of the lumen.
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Excessive	resistance	rotating	the	DSB	early	in	the	procedure	is	almost	always	from	a	loop	formation	in	the	
stomach;	slow,	careful	and	deliberate	advancement	through	the	upper	GI	tract	is	required	for	success.		

Rapid	turning	of	the	DSB	will	never	initiate	engagement.		If	rotational	advancement	is	not	successful	it	is	
because	the	spiral	element	needs	to	be	advanced	further	into	the	small	bowel.		

If	spiral	advancement	begins	but	stops	early	in	the	procedure	it	usually	means	that	the	spiral	element	needs	
to	be	advanced	a	little	further	into	the	small	bowel.		This	may	happen	with	a	sharp	angle	at	the	LOT,	where	
only	part	of	the	spiral	is	past	the	LOT.	

For successful introduction of the DSB and enteroscope

KEY tips



1. Rotate the DSB at a moderate pace. Applying very light 
traction may assist effective advancement.

2. Minimize enteroscope air insufflations and remove as much 
air as possible during spiral advancement as this inhibits 
pleating of the small bowel.

3. Use water injection for better visualization of the small 
bowel.
 
4. When rotational advancement slows consider that the 
spiral may need to be advanced slightly further into the 
small bowel. Occasionally a loop has formed and Cantero 
maneuver is needed to reduce the loop and get paradoxical 
advancement.

5. When rotation of the DSB is no longer effective, unlock 
the DSB from the enteroscope and push the enteroscope 
through the DSB to advance. Additional lubrication of the 
endoscope utilizing the DSB’s lubrication port is often needed 
to advance the enteroscope through the DSB due to the 
“squeegee” effect of the Gentle-lock coupler gasket.

6. Apply hook and continuous suction of the enteroscope 
and pull the enteroscope back while rotating the DSB 
clockwise at a moderate pace. Pull back the enteroscope 
until it reaches the ~140 cm mark or significant slippage 
occurs. Note: Unlike in the duodenum gentle push of the 
DSB is not needed while turning clockwise since the DSB 
is already at maximum depth. 

Endo-EasE discovEry® Training Manual
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Figure 4: Discovery SB pleating the 
small bowel.



7. Repeat steps 5 and 6 until no further advancement is 
achieved. Once advancement is no longer successful using 
the above technique, or if rotation becomes difficult, the 
maximal depth of insertion has been reached. 
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•	Minimize	air	insufflations;	inject	water	for	luminal	visualization.

•	Rotate	at	a	moderate	pace	and	do	not	over-steer	the	enteroscope	because	it	will	rub	against	the	bowel		
	 wall	and	slow	down	advancement.	

•	When	advancing	the	enteroscope	through	the	DSB	add	lubrication	to	the	entry	point	behind	the	proximal		
	 coupler.	Move	the	enteroscope	back	and	forth	slightly	(jiggle)	a	few	times	to	lubricate	the	gasket.	

•	If	torque	fatigue	or	buckling	of	DSB	occurs	it	means	that	too	much	turning	of	the	DSB	has	occurred	
	 against	resistance.	Utilize	counter-clockwise	rotation	to	reduce	the	DSB’s	resistance	to	rotation	by	
	 reducing	loops.	

•	If	the	enteroscope	begins	to	rotate	when	the	DSB	is	rotated	it	means	there	is	increased	friction	on	the		
	 enteroscope	causing	the	enteroscope	to	not	move	freely	inside	the	DSB.	This	may	be	due	to	insufficient		
	 lubrication,	a	sharp	angulation	of	the	coupled	device,	DSB	torque	fatigue/buckling,	or	the	thicker	bending		
	 section	of	the	enteroscope	has	been	pulled	back	into	the	DSB.		In	these	situations,	inject	lubrication,		
	 reduce	loops	and	monitor	for	increased	friction.	If	the	enteroscope/DSB	friction	still	occurs	consider		
	 maximal	insertion	has	been	reached	and	begin	removal	of	the	DSB/enteroscope.		

For successful advancement

KEY tips



1. Unlock the DSB and slowly pull the enteroscope back 
through the DSB to the ~140 cm mark while examining 
the small bowel. For maximal visualization, side to side 
sweep of enteroscope tip can easily be accomplished using 
angulation and torque of the enteroscope within the DSB. 

2. Lock the DSB to the enteroscope at the ~140 cm mark 
and remember that the tip of the enteroscope is now ~22 cm 
from the tip of the spiral element.

3. Begin counter-clockwise rotation. Proceed VERY slowly, 
usually one 360 degree turn followed by waiting 3-5 seconds. 
Remember that the scope tip is 22 cm from the end of the 
DSB and there is a delay before the released small bowel 
reaches the tip of the enteroscope.

The enteroscope may have 2-4 meters of pleated small 
bowel behind the spiral element. When using counter-
clockwise rotation, gently push the DSB forward to 
resist allowing the coupled device to come out. It may 
help to visualize push-off of the small bowel with 
counter-clockwise rotation. Initially, try to maintain 
the DSB's insertion position (reference the CM mark at 
the mouth) when withdrawing until counter-clockwise 
rotation is no longer effective.

4. After counterclockwise withdrawal while maintaining 
the DSB position at the mouth is no longer effective for 
withdrawal, slowly allow the DSB to come back utilizing 
counter-clockwise rotation until the DSB ~55 cm mark is 
reached (at the mouth). At this point the proximal spiral 
will be in the stomach near the gastroesophageal junction.

Endo-EasE discovEry® Training Manual
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Figure 5: Counter-clockwise rotation while 
holding depth position.



5. Unlock the enteroscope from the DSB and gently pull it 
back through the DSB withdrawing the enteroscope through 
the proximal jejunum, LOT and duodenum. This maneuver 
allows careful visualization of the duodenum. Pull back 
the enteroscope until it reaches the ~130 cm mark and lock 
the DSB to the enteroscope. 

6. Begin slow counter-clockwise rotation and withdrawal 
of the DSB through the esophagus. 
 
If using general anesthesia, let down the endotracheal 
balloon as the spiral passes through the esophagus, 
then reinsufflate.
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•	NEvER	pULL	ThE	DSB	Back	WIThOUT	cOUNTER-cLOckWISE	ROTaTION!
•	If	the	patient	is	intubated,	let	down	the	balloon	on	the	endotrachial	tube	as	the	spiral	passes	the	endotracheal	
	 balloon	on	both	insertion	and	withdrawal.

For successful withdrawal

KEY tips



1. Minimize air insufflation! Insufflation limits the abil-
ity of the device to pleat small bowel by 2 modalities: 
decreased engagement of the spiral component and dif-
ficulty in compressing the pleated small bowel.

2. Go slowly early in the procedure and allow the endoscopist 
to lead the way through key areas:  stomach, pylorus, bulb 
to second part of duodenum, around the third part of the 
duodenum. This minimizes looping.

3. Always try to keep a short, straight scope. This is par-
ticularly important when the spiral advancement is first 
initiated.  

4. Always assume looping of the Discovery SB is responsible 
any time turning is difficult. Relieve the pressure by attempt-
ing to remove the loop. Turning harder is almost never 
the answer, although turning with moderate difficulty may 
be necessary for spiral advancement when the Discovery 
SB is deep in the small bowel.

5. Looping in the stomach can be removed by a variety of 
techniques including: 
	 •	 Clockwise	rotation	with	pulling	back	the	DSB   
  Cantero maneuver)
		 •	 Abdominal	pressure
		 •	 Straight	pullback	if	the	device	has	resistance	with		
  clockwise or counter-clockwise rotation
	 •	 Over-the-scope	technique

6. Always be aware of the position of the spiral with 
respect to the distance from the mouth and the distance 
from the tip of the scope. The spiral segment is 22cm in 
length and is positioned at the distal end of the DSB. The 
proximal end of the spiral is positioned 70cm distal to the 
green handle rendering a total working length of 92cm. 
The overall length of the DSB (including the green handle 
and Gentle-lock coupler) is 118cm. For example, if the 

Endo-EasE discovEry® Training Manual
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enteroscope’s 130 mark is observed just proximal to the DSB’s 
Gentle-lock coupler then there is 12cm of enteroscope 
protruding from the tip of the DSB.

7. If there is only a small amount of advancement with 
spiraling, then consider that the spiral is not advanced far 
enough past the LOT. The spiral may need to be advanced 
further to get advancement. A technique such as unlock-
ing the DSB and advancing the enteroscope maximally 
with subsequent “hook, suction, and spiraling” may be 
needed to get a little deeper intubation of the DSB to get good 
spiral enteroscopy engagement.

8. Apply more DSB lubricant at the scope shaft proximal 
to the locking device during the procedure to facilitate scope 
advancement through the DSB. K-Y Jelly lubricant on the 
DSB shaft should be liberally and evenly applied to mini-
mize esophageal trauma. Repeated lubrication of these 
sites is recommended and important to maximize performance. 

9. Never forcefully rotate the DSB. When significant force 
is encountered, never continue with the maneuver. 
Reduction and straightening with added lubrication 
decrease resistance during scope advancement.
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Discovery SB proximal end showing 
ergonomic grips, lubrication port and
Gentle-lock coupler features. 



Spiral Enteroscopy: Prospective Multicenter U.S. Trial in 
Patients with Small Bowel Disorders 

 
Morgan DR1, Upchurch BR2, Draganov PV3, Binmoeller KF4, Haluszka O5, Jonnalagadda S,6 

Okolo PI7, Grimm IS1, Chiorean MV9 
 

University of North Carolina, Chapel Hill, NC 1 – Cleveland Clinic, Cleveland, OH 2 – 
Shands Healthcare at the University of Florida, Gainesville, FL3 – California Pacific Medical Center, San Francisco, 

CA4– Fox Chase Cancer Center, Philadelphia, PA5 – Barnes Jewish Hospital/Washington University, St. Louis, MO6 –  
Johns Hopkins Hospital, Baltimore, MD7 – Indiana University Hospital, Indianapolis, IN8 

 
 
Abstract 
 
 
Introduction: Deep enteroscopy (DBE, SBE) has revolutionized management of patients with 
mid-small bowel disorders. Spiral enteroscopy (SE) is a novel approach coupling a standard 
balloon enteroscope with a spiral overtube. Aims of the present study were to determine the 
performance, yield and safety of SE in patients with suspected or established small bowel 
pathology.  
 
Aims and Methods: Prospective, multicenter study with centralized standard database. Patients 
referred for anterograde enteroscopy were eligible. Patients with a history of esophageal stricture, 
advanced cirrhosis, or coagulopathy were excluded. The depth of insertion was measured using 
a standard algorithm. The mean adjusted diagnostic procedure time was calculated for all 
procedures: total time minus therapy time.  
 
Results: 148 patients were enrolled at 10 centers in the U.S. with a median age of 68 (42% 
male). Co-morbid conditions were common: CAD 37.4%, CHF 12%, COPD 16%, and prior 
abdominal/pelvic surgery 55%. Chronic medication use: ASA 27%, clopidogrel 12%, warfarin 
6.3%. Obscure GI bleeding (72%) was the most common indication, of which 32% were overt and 
62% had been transfused within 6 months. Prior diagnostic evaluations: CE 84% (66% 
abnormal), EGD 84%, colonoscopy 91%, push enteroscopy 29%, DBE/SBE 12.5%. Spiral 
enteroscopy beyond the LOT was successful in 96% of procedures. The mean MAC doses: 
propofol 326mg (median 200mg), fentanyl 68mcg, midazolam 3.1mg. The median depth of 
insertion beyond the LOT was 250cm (range 80-600cm), with estimated SB segment depths: 
jejunum (proximal 6%, middle 12.3%, distal 28.8%) and ileum (proximal 44%, middle 6.2%). The 
terminal ileum was visualized in 1 subject.  
 
The mean total procedure time was 45.0 minutes for all procedures, and 35.4 minutes for 
diagnostic procedures. The adjusted diagnostic procedure time for all procedures was 34.4 
minutes. Fluoroscopy was limited (13%). The diagnostic yield was 65%, of which 48% had more 
than one abnormality. 62.3% of findings were localized beyond the proximal jejunum (35% mid-
jejunum, 20% distal jejunum, 7.3% ileum). The most common findings: angioectasias (61.5%), 
inflammation (7.5%), neoplasia (6.8%). APC ablation accounted for 64% of interventions. The 
most common adverse events at 24 hours were: sore throat (28.3%), swallowing discomfort 
(24%), and abdominal bloating/discomfort (19%). There were no serious adverse events 
(perforation, pancreatitis, ileus, death).  
 
Conclusion: Spiral enteroscopy appears to be safe and effective for evaluation of the small 
bowel. The procedure duration (35, 45 minutes) and depth of insertion (250cm) compare 
favorably with other deep enteroscopy techniques (DBE, SBE). 
 
 
 
 
Submitted to DDW® 2009 



Severe Complications of Spiral Enteroscopy  
in the First 1750 Patients 

 
Akerman, Paul A.1; Cantero, Daniel2 

 
University Gastroenterology, Providence, RI, USA1 - National Hospital of Paraguay, Asuncion, Paraguay2 
 
ABSTRACT  
 
Introduction: Serious complications of deep small bowel enteroscopy occur 
infrequently. In published series, severe complications occur in deep small bowel 
enteroscopy in 0.3% to 4% of cases. 
 
Aims and Methods: The aim of this study is to publish all recognized serious 
complications occurring during spiral enteroscopy. There were 1,750 patients who 
underwent spiral enteroscopy from May 2007 until November 2008. Cases have been 
performed in North America and Europe. Data was collected from device 
representatives and a survey of device users. The device used in all cases was the 
Discovery SB which is 118cm long with a hollow spiral 5.5mm high and 22cm long with 
a scope coupler on the proximal end. The Discovery SB has an outer diameter of 16mm 
and an internal diameter of 9.8 mm. The enteroscopes used in the examinations were 
9.2mm Olympus SIF-180 and 9.4mm Fujinon EN450T-5 200cm enteroscopes. Severe 
complications were defined as pancreatitis, non-transient intussusception, severe pain 
after the procedure requiring admission to the hospital, bleeding requiring transfusion or 
admission to the hospital, cardio-pulmonary arrest during a procedure and perforation. 
 
Results: There were no reported complications of pancreatitis, esophageal or gastric 
perforations, severe bleeding requiring transfusion, cardio-pulmonary arrests or deaths 
during or resulting from the spiral enteroscopy procedures. There were 7 severe 
complications (0.4%) reported as a result of the procedure. Six were small bowel 
perforations (0.34%).  All were recognized immediately when the scope tip entered the 
peritoneum. Of these, three small bowel perforations occurred in the duodenum and 
three occurred in the jejunum. All perforations occurred while pushing to advance the 
scope through the stationary overtube. None of the perforations occurred during 
therapeutic interventions. None of the perforations occurred during rotation of the 
overtube to pleat the small bowel. Three of the perforations occurred when the 
experience of the physician was less than 10 cases. One patient experienced severe 
pain after the procedure and was admitted for observation. The patient did not require 
intervention and was later discharged. 
 
Conclusion: The overall severe complication rate was 0.4% and a perforation rate of 
0.34%. All of the perforations were recognized immediately when the scope tip 
visualized the peritoneum. Perforations may be minimized by advancing the 
enteroscope only when the lumen is clearly visualized. 
 
Submitted to DDW® 2009 
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Abstract 
 
Introduction: Indications for small bowel (SB) enteroscopy are increasing, but advancing the 
endoscope to the distal small intestine remains challenging. The Endo-Ease Discovery® SB 
device (Spirus Medical, Stoughton, MA), a novel spiral-shaped overtube FDA-approved for small 
bowel enteroscopy, may allow for simple and quick intubation of the ileum comparable to current 
methods. 
 
Aims & Methods: To evaluate ease-of-use, safety, and efficacy of the Discovery SB during small 
bowel enteroscopy. 33 endoscopists without prior Discovery SB experience from 19 academic 
centers along with 2 Spirus instructors performed SB enteroscopy in human patients as clinically 
indicated during 1 of 4, 2-day training modules. All procedures performed without endo-tracheal 
intubation. Data was collected prospectively. Patient demographics, indication, depth and time to 
maximal insertion, total procedure time, and findings were recorded. Any trauma was 
documented during scope withdrawal and scored 0-5 (0=no trauma, 1 = edema/ erythema, 
2=superficial hematoma/erosion, 3=superficial laceration, 4=deep laceration, 5=perforation). 
Overall means were calculated; Day 1 and Day 2 results were compared. Data was analyzed 
using 2-tailed t-test or rank-sum test for non-normally distributed data. 
 
Results: 90 procedures were successfully performed in 95 patients (72.6% women; mean age = 
48.8 ± 14.2 years). The most common indication was chronic abdominal pain. Mean BMI was 
28.4 ± 17.2 with median Mallampati (M)--airway assessment--score=2 (range=1-4). Endoscopists 
performed a mean of 5 cases. Mean time required for device to engage SB was 10 ± 5.5 minutes, 
with mean time to maximal scope insertion of 20.9 ± 6.4min. Mean depth achieved was 262 ± 
57.4cm beyond the ligament of Treitz. Total procedure time was 33.6 ± 8.0min. In 83.9%, 89.3% 
and 78.5% of patients, trauma score less than or equal to 2 was recorded in esophagus, 
stomach, and intestine respectively. There were no perforations. Trauma score greater than 2 
was documented in 3 out of 5 of patients with a M- score of 4, versus 4 out of the 28 patients with 
a M-score of 1 (p=0.075). There were no statistically significant associations between trauma 
score and the following: age, BMI, time to SB engagement, depth of insertion, time to maximal 
insertion, total procedure time, or Day 1 vs. Day 2 procedures. Depth of insertion was significantly 
greater among endoscopists on Day 2 vs. Day 1 (276.9 ± 53.7 vs. 252 ± 58cm, respectively; 
p=0.043). In 88.9% of cases, endoscopists rated the quality of withdrawal, position, and control in 
the intestine greater than or equal to 4 (scale of 1-5; 5=excellent, 1=poorest). 
 
Conclusion: The Discovery SB allows for safe and easy advancement of the enteroscope into 
the distal small bowel. Maximum depth of insertion utilizing spiral enteroscopy is comparable to 
balloon enteroscopy while taking less time. The device is easy to use and provides deep 
penetration of the small intestine in as few as 5 training cases. 
 
Accepted at ACG® 2008 



EDITORIAL

Spiral enteroscopy: a new twist on overtube-assisted
endoscopy
The spiral is a spiritualized circle. In the spiral
form, the circle, uncoiled, unwound, has ceased to
be vicious; it has been set free.

Vladimir Nabokov

Until recently, the small bowel remained beyond the
reach of direct endoscopic inspection outside the operat-
ing room. No matter how hard the endoscopist pushed
a floppy tube, the twists and contours of the gut eventu-
ally ganged up, loops formed, and forward motion ended.
Novel endoscope designs, like the Sondé enteroscope
that relied on gut motility to move the tip through the
bowel, proved too limiting to ever attain widespread
use. The use of semirigid overtubes was fraught with com-
plications, often pinching or creating shearing forces at
the overtube tip.1 Ultimately, the devices did not enable
much deeper insertion than standard push enteroscopy.2

Variable stiffness enteroscopes offered marginally deeper
insertion without an overtube, but did not clearly improve
diagnostic yield, and they never made it into widespread
commercial production.3 While other areas of GI endos-
copy evolved and flourished, small-bowel imaging re-
mained the province of the radiologist.

Deep small-bowel imaging emerged from the barium
age with the advent of capsule endoscopy. Although it is
a quantum leap beyond contrast studies, capsule endos-
copy still does not offer the ability to insufflate the gut
or repeatedly inspect suspicious areas, much less perform
biopsies or apply therapy. Furthermore, the erratic nature
of capsule passage may lead to incomplete visualization of
portions of the small bowel. Enter double-balloon entero-
scopy (DBE) (Fujinon, Wayne, NJ) in 2001 as the first en-
doscope system that could reliably pass deeply into the
small bowel. The device allows significantly greater direct
endoscopic visualization of the small bowel, with reported
average depths of antegrade insertion more than 200 cm
beyond the ligament of Treitz, and about 130 cm proximal
to the ileoceal valve when inserted anally.4

Visualization of the entire small bowel has been rarely
reported from the antegrade approach only, but more
frequently by combining an antegrade and a retrograde
procedure. Yamamoto et al5 reported achieving total
enteroscopy by combined routes in 86% of patients in
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whom it was attempted. May et al6 reported 45% total en-
teroscopy success. Single-balloon endoscopy (SBE)
(Olympus America, Center Valley Pa), an iteration of
DBE that simply forgoes the second balloon at the tip of
the endoscope, arrived soon after DBE and also allows
deep enteroscopy. Depth of insertion of SBE has been
less well studied than with DBE, but at least 1 case of total
enteroscopy with SBE has been reported.7

Despite its success, balloon enteroscopy has been slow
to catch on in the United States, even at major referral
centers. The reasons for this are not immediately clear, es-
pecially when groups offering diagnostic capsule entero-
scopy proliferate. DBE and SBE may lack traction

because of the perceived long learning curve for the tech-
nique, or due to a reluctance to purchase the additional
equipment that is necessary. However, it more likely re-
lates to the long procedure times reported (well over an
hour in most series), combined with relatively low
reimbursement.

Certainly there appears to be a need for a simpler,
faster method for performing deep enteroscopy; and the
idea of an ‘‘active’’ overtube is not new. Devices originally
designed to speed colonoscopy have been modified for
enteroscopy. The ShapeLock device (USGI, Palo Alto, Ca-
lif), a multi-linked, flexible overtube that can be converted
into a rigid conduit by tensing connecting cables with a le-
ver, was originally designed to reduce looping during dif-
ficult colonoscopies. It was modified and used successfully
in small trials for enteroscopy.8 However, its large outer di-
ameter as well as production and marketing decisions rel-
egated it to ‘‘wait and see’’ status. The Spirus Discovery
threaded overtube (Spirus Medical Inc, Stoughton,
Mass), which was also originally designed (and has been
commercially available) as a colonoscopy aid, was recog-
nized by a group of intrepid endoscopists as a tool that
may have utility in the small bowel. The article by Aker-
man et al9 in this month’s Gastrointestinal Endoscopy
represents the results of their initial investigation.

Instead of ‘‘pushing a noodle,’’ the spiral over-
tube pulls the small bowel over an essentially
stationary endoscope. Its simplicity adds to its
appeal.
Volume 69, No. 2 : 2009 GASTROINTESTINAL ENDOSCOPY 333
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In this proof of concept case series, the investigators
used a 130-cm flexible plastic overtube with an outer di-
ameter of 17.5 mm, and a 5-mm thread at the tip (total
maximum diameter 18.5 mm), along with a 160-cm pediat-
ric colonoscope to examine 27 patients with obscure GI
bleeding. The overtube could not be passed in 2 patients
because of concerns about a Schatski’s ring in one and dif-
ficulty intubating the esophagus in another. They describe
reaching an average depth of insertion of 176 cm beyond
the ligament of Treitz (range 80-340 cm), with an average
procedure time of 36.5 minutes (range 19-65 minutes).
Bleeding sites were identified in 9 of 25 patients (36%)
and treated in 8. There were no major complications, al-
though sore throat and esophageal mucosal injuries
were noted in 22% and 28%, respectively. No direct men-
tion was made of the difficulty or ease of the procedure;
however, the authors describe the device as enabling
a slow, controlled withdrawal during which bipolar cautery
was applied to bleeding sites.

The investigators intended first and foremost to show
that spiral enteroscopy, as it is fittingly called, can reliably
allow endoscopic visualization of a significant portion of
the proximal small bowel. Furthermore, they hoped to
show that this could be done safely and in a time-efficient
manner.

Two of these endpoints appear to have been reached.
The average procedure time in this series approximates
times reported for standard push enteroscopy, with or
without an overtube, and is about half the time we expect
to spend doing DBE or SBE. Of course, the procedure du-
ration is largely controlled by the operator. The study sug-
gests that the maximum depth reachable with spiral
enteroscopy is fairly obvious to the operator and further
attempts at advancement gain no additional ground.
This occurs either because enough small bowel has
pleated onto the overtube that the threads slip with addi-
tional rotation or the overtube simply will not turn fur-
ther. The point of maximal insertion with DBE is less
clear. Even at depths of 200 cm or more, repeating cycles
of advance and withdrawal may result in additional gain,
especially when modifications such as insertion of a stiffen-
ing wire or application of abdominal pressure are added.
Yamamoto describes completing total antegrade entero-
scopy only after persisting more than 4 hours (personal
communication). It remains unclear from the current liter-
ature what depths and yields would be achieved if DBE or
SBE were limited to 30 minutes.

Spiral enteroscopy appears to be reasonably safe, at
least in this small series. Although follow-up was not
ideal, no major complications were reported. Sore throat
and mucosal abrasions would be expected with manipula-
tiondespecially prolonged rotationdof a large overtube.
No pinch or shearing injuries from the interface of the
overtube and the endoscope were reported, possibly be-
cause the tip of the overtube had been fitted with a soft,
snug seal. It is notable that small-bowel trauma from the
334 GASTROINTESTINAL ENDOSCOPY Volume 69, No. 2 : 2009
rotating threads was not reported and that the device did
not appear to cause torque injury to the stomach or in-
testine. Again, no formal imaging or other investigation
beyond soliciting patient complaints was pursued. The in-
vestigators chose not to proceed in a patient with a Schat-
ski’s ring and another in whom initial intubation proved
difficult. With the device in general use, such restraint
may not be universal.

Newer versions of the overtube have a smaller outer di-
ameter and a softer thread that comes in a standard ver-
sion and a lower-profile version, so esophageal trauma
may be less of a problem. The trade-off, however, is that
the smaller overtubes can only be used with dedicated en-
teroscopes with an outer diameter no greater than 9.4 mm
(such as the enteroscopes designed for single- and dou-
ble-balloon procedures, which retail for $37,000 and
$47,000, respectively) and will not be usable with the
‘‘off the shelf ’’ pediatric colonoscope. In the initial series,
one physician rotated the overtube and another guided
the endoscope. The 2-physician model is not practical in
most endoscopy suites, and it remains to be seen how eas-
ily one stationdeither overtube rotation or endoscope
controldcan be handled by a nurse or technician. Finally,
all patients underwent propofol sedation for the proce-
dure, and it is unclear whether many patients would toler-
ate spiral enteroscopy with midazolam and fentanyl
sedation.

The less certain endpointdand this is true with al-
most all reports of deep enteroscopy techniquesdre-
mains the actual depth of insertion. The authors
describe reaching depths of up to 300 cm beyond the
ligament of Treitz, with an average depth reached of
175 cm. These distances are similar to those reported,
at least in the North American experience, to double-bal-
loon enteroscopy. However, reports of depth of inser-
tion in deep enteroscopy are like reports from
fishermen concerning the size of the fish that got
away: they are almost entirely subjective, have not
been studied in any standardized manner, and are prob-
ably exaggerated. Measuring depth of insertion in DBE
relies on adding the sum of multiple advancements mi-
nus estimates of slippage.10 Although 1 cycle may be
fairly accurate, the accumulated errors, especially toward
the end of the procedure, when slippage may exceed
advancement, make these estimates highly suspect. At
a recent international consensus meeting on DBE, the
participants just barely achieved a 50% vote in favor of
using the cumulative cycle technique for estimating
depth of insertion, and then only because no better
technique appears to exist.11 Radiographic estimates
and measuring during withdrawal are equally unreliable.
In practice, many centers in which DBE is performed
have abandoned attempts at formal measurement and
rely on estimates of the general segment of bowel
reached (ie, midjejunum, proximal ileum, etc). In a re-
cent article on SBE, no mention at all was made of
www.giejournal.org
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depth of insertion.7 During spiral enteroscopy, measure-
ment of depth of insertion relies on visual estimates of
the amount of small bowel that is seen passing the tip
of the scope during both insertion and withdrawal.
Comparing depth of insertion in vivo to the experience
with a pig intestine model may help in making these es-
timations, but it does not guarantee accuracy.12 That
said, in one abstract in which 2 patients with tumors
were identified by spiral enteroscopy, the estimated
depth of the lesion closely matched the location at
surgery.13

Although it was not a stated endpoint, the diagnostic
yield of spiral endoscopy in this series (33%) appears
low, at least when compared to data from DBE series,
which report identifying bleeding sources in about 75%
of cases.14 These yields seem low, even compared to older
literature on push enteroscopy, which reports identifying
obscure bleeding in 45% to 80% of cases.15 This may
mean that actual depth of insertion was less than esti-
mated, or, as the authors point out, this may be a factor
of the patient population and patient selection. This
Central and South American group of patients had not
undergone the same rigorous work-up prior to deep en-
teroscopy as those patients in North American, Japanese,
and European series (ie, no mention of transfusion re-
quirement prior to the study, no capsule enteroscopy,
CT scanning, etc). Clearly, formal studies in other popula-
tions are needed.

Nevertheless, spiral enteroscopy represents a dramatic
shift not only in how we perform small-bowel endoscopy
but in how we think of endoscopy in general. Instead of
‘‘pushing a noodle,’’ the spiral overtube pulls the small
bowel over an essentially stationary endoscope. Its sim-
plicity adds to its appeal. Combine this with relatively
rapid achievement of maximum depth of insertion, which
makes deep enteroscopy more financially appealing to
busy endoscopy centers, and spiral enteroscopy begins
to sound like it may earn a place on the endoscopists’
growing shelf.

However, as with all new technologies, impediments
and unintended consequences can cast shadows on
even the most promising devices. Can we be sure that
the rotational forces of the overtube won’t traumatize
the bowel or other structures in other circumstances,
such as inflammatory bowel disease, extensive abdominal
surgery, etc? Can the device be removed quickly in case of
an emergency? What is the learning curve for the average
endoscopist? What conditions will render spiral entero-
scopy unsuccessful or even dangerous?

Ultimately, we will have to wait for additional studies in
other patient populations, performed by investigators
without a financial interest in the technology in order to
better assess the diagnostic yield of spiral endoscopy.
This technology, along with any other new enteroscopy
devices, will need to be measured against balloon entero-
scopy, which represents today’s reference standard for
www.giejournal.org
nonsurgical enteroscopy, both in terms of an objective
measure of depth of insertion as well as diagnostic and
therapeutic outcomes.

Those of us who perform deep enteroscopy look for-
ward to seeing additional studies of spiral enteroscopy.
We will then be able to tell whether it represents a real
advance or is another idea that held promise but fails to
deliver. Ultimately, we await a devicedwhether it is a mod-
ification of the spiral system or something completely
differentdthat will allow reliable, total nonsurgical entero-
scopy in one session. Until that time, we will continue to
use unsatisfying surrogate markers like depth of insertion
and diagnostic yield to tell us how far we are along that
path.
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Small Intestinal
Enteroscopy: Coding and 
Reimbursement Considerations

 The Endo-Ease Discovery® SB is part of the 
Endo-Ease® Endoluminal Advancement 
System, a revolutionary, patented “rotate-to-
advance” technology in flexible endoscopy 
from Spirus Medical. For the enteroscopist, 
the Endo-Ease Discovery SB overcomes the 
technical limitations associated with exami-
nation of the long, convoluted configurations 

The Spirus Medical Endo-Ease Endoscopic 
Overtube is indicated to aid endoscopic 
insertion and advancement to the mid-ileum 
during diagnostic and therapeutic upper GI 
endoscopy and enteroscopy. The Endo-Ease 

To date, endoscopic examination of the small 
intestine, extending into the jejunum and/or 
ileum, has been hampered by serious tech-
nical and procedural limitations. In clinical 
evaluations, the Spirus Medical Endo-Ease 
overtube has been proven to be effective in 
achieving an insertion depth of 400cm 
beyond the Ligament of Treitz, when used 
with a slim enteroscope. The Endo-Ease 
Discovery SB offers enteroscopists a tech-

of the small bowel. To help answer customers’ 
coding and reimbursement questions about 
Spiral Enteroscopy™, the following infor-
mation is provided for educational and 
strategic planning purposes. Please speak with 
your Spirus Medical sales professional for 
personal service or additional information.

is used with an endoscope of appropriate 
diameter and length (such as an enteroscope 
or pediatric colonoscope*) (K080050, April 6, 
2008)1. 

nology solution that not only allows 
diagnostic visualization of the small bowel to 
the mid-ileum, but also permits tissue acqui-
sition and therapeutic intervention. The 
appropriately selected patient is an indi-
vidual referred to a Gastroenterologist for 
diagnosis and/or therapeutic intervention of 
a persistent intestinal complaint without an 
etiology uncovered by standard EGD and/or 
colonoscopy2.  

Regulatory Clearance

Clinical Significance

Product Description

The Endo-Ease Discovery SB is a 

single-use, disposable 48 French, 118 

centimeter overtube with a nominal 

5.5mm (standard profile) or nominal 

4.5mm (low profile) raised helical 

element at its distal end. Use of this 

technology with an existing compat-

ible enteroscope allows all standard 

therapies to be employed. 

The Discovery SB offers the option 

to stabilize the small bowel at any 

point the physician chooses while the 

scope is independently advanced. 

Spirus Medical’s proprietary Vari-

Flex Shaft is more uniformly flexible 

at the distal end and transitions grad-

ually to a less flexible proximal end, 

resulting in an optimal integration of 

torque transmission and flexibility. 

Coding the professional and technical 
components of a small intestine endoscopy 
relies upon details in the patient’s medical 
record, including the patient’s chief complaint 
for the principal ICD-9-CM diagnosis 
code(s), past medical history for concomitant 
ICD-9-CM diagnoses code(s), and the 
enteroscopist’s procedure note for appro-
priate HCPCS considerations. While Spirus 

Medical believes the following information 
to be correct, it is shared for educational and 
strategic planning purposes only. The actual 
selection of codes remains the sole responsi-
bility of the provider. Since individual 
insurers have different requirements and 
since coding information is subject to change 
without notice, providers are encouraged to 
speak with their payers as needed.

Health Policy Considerations
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The 44360 family of Level I CPT codes 
describes small-intestinal endoscopy beyond 
the second portion of the duodenum, not 
including the ileum; whereas the 44376 fam-
ily of Level I CPT codes describes small 
intestine endoscopy beyond the second por-
tion of the duodenum, including the ileum.3  

To appreciate the range of CPT coding con-
siderations for enteroscopy, physicians and 
their professional coders are encouraged to 
review a current copy of CPT 2008 issued by 
the American Medical Association.  Common 
enteroscopy CPT codes include, but are not 
limited those listed in the table at right.  

Since enteroscopy is typically an outpatient 
procedure, facility coders would consider 
the following CPT codes, Ambulatory 
Payment Classifications (APCs) and associ-
ated 2008 Medicare National Average 
Payments.   

Dependent upon individual payer contract 
terms, the following Level II HCPCS codes 
as indicated in the table may be considered.

Physician Coding Considerations

Hospital Coding & Reimbursement Considerations

Source: Hospital Outpatient Prospective Payment System, final rule. Federal Register, November 27, 2007, pages 67045-6. 

Source: American Medical Association. HCPCS 2008, Medicare’s National Level II Codes. 

Source: CPT 2008. Current Procedural Terminology (CPT®) is a registered trademark of the AMA. 

At Spirus Medical, we are committed to 
advancing the diagnosis and treatment 
of gastrointestinal (GI) disorders with 
our “Rotate-to-Advance” endoluminal 
technology platform. To appreciate the 
ease and rapidity of the Endo-Ease 
Discovery SB, please schedule a product 
demonstration with your local Spirus 
Medical sales professional. 

*  Only available for enteroscopes 200cm x 9.1mm–9.5mm outer diameter.
1  www.fda.gov
2  Eisen GM et al. Enteroscopy. Gastrointestinal Endoscopy 2001; 53:871-3. 
3  ASGE Practice Management Committee. Coding for “deep enteroscopy” procedures in an era of emerging technology.  
 Gastrointestinal endoscopy, 2008, 67, 3, 391-393.

CPT Definition Facility
  RVU Total 

         

APC Ambulatory Payment Classification (APC) Description   Relative Weight  2008 CMS  
   Nat'l Average

HCPCS Description     

44360 Small intestinal endoscopy, enteroscopy beyond second portion of duodenum, not including ileum; diagnostic with or
 without collection of specimen(s) by brushing or washing (separate procedure). 4.28

44361 With biopsy, single or multiple 4.71

44363 With removal of foreign body  5.61

44365  With removal of tumor(s), polyp(s) or other lesion(s) by hot biopsy forceps or bipolar cautery.  5.29

44376 Small intestinal endoscopy, enteroscopy beyond second portion of duodenum, including ileum; diagnostic, with or 
 without collection of specimen(s) by brushing or washing (separate procedure). 8.14

44377 With biopsy, single or multiple 8.68

44378 With control of bleeding (eg, injection, bipolar cautery, unipolar cautery, laser, heater probe, stapler, plasma coagulator) 12.01

44379 With transendoscopic stent placement (includes predilation) 11.22

44799 Unlisted procedure, intestine Carrier Priced

142 Small Intestine Endoscopy (includes CPTs 44360, 44361, 44363, 44365, 44376, 44377, 44378).   9.529  $607

153 Peritoneal & Abdominal Procedures (CPT 44799) 25.6947 $1,636

384 GI Procedure with Stents (CPT 44379) 24.9814 $1,591

A4270  Disposable endoscope sheath, each.

C1726 Catheter, balloon dilatation, nonvascular. 



Learning the Endo-Ease Vista® technique is rather 
simple.  However, like anything new you’ll need to 
temporarily slow down a bit before resuming your 
normal rhythm. Keep in mind that the spiral element 
serves mainly for positioning and stabilization.

This guide compiles physician preferences found to be 
useful in the handling of the Endo-Ease Vista. This 
compilation visually summarizes some Vista techniques 
for colononoscopy / ileoscopy and also hi-lights useful 
points for installing the device on your scope, inserting it 
into the patient and intra-procedural considerations. 

When first learning this technique you will notice a slight 
difference in tactile feedback. Start with easier 
screening patients to get a feel for the system before 
performing more difficult cases.  Any contraindications 
for colonoscopy would preclude the use of this device.

This guide should not be used in lieu of reading the 
instructions for use included with each device.

The Endo-Ease Vista will fit endoscopes with an outer 
diameter measuring 10.5mm - 11.6mm. If you are using a 
scope with variable stiffness, set it to the softest setting.

The proximal end of the Vista should be lined up to the 
115cm - 120cm mark on the scope. This is the minimum 
setting but the scope can be set a little further into the 
Vista to expose more of the distal insertion tube.

Squeeze a generous amount of lubricant into the coupler 
located on the proximal end of the device. Hold the Endo-
Ease tip over a 4x4 or drape in order to collect the 
lubricant pushed through the device.

Work the lube back and fourth during installation before 
locking in place. Evenly spread lube over the spiral. 

Ideally, insertion to the cecum should be performed while 
the Vista is coupled (locked) with the endoscope; however, 
some physicians prefer to back-load the Vista before 
insertion begins. The scope can then be independently 
inserted through the recto-sigmoid utilizing techniques 
preferred by the physician. The Vista is then rotated and 
pushed over the scope.  Lock the Vista onto the scope at 
its115cm - 120cm mark and advance as a coupled unit.

To insert, find the lumen with the angulation knobs, then 
rotate clockwise while gently pushing. Use of the water jet 
during insertion can help reduce friction and resistance. 
Minimal insufflation during insertion maximizes the 
performance of the device and patient comfort.
 
Like routine colonoscopy, abdominal counter pressure or 
patient positioning alterations may prove beneficial at 
certain times during insertion. 

Kinks and sharp bends in the Vista can cause resistance. Try 
to keep the coupled unit as straight as possible outside 
patient.

Slow down going through the sigmoid and left colon. This will 
allow for less looping, better set up of the device and less 
time getting through the remainder of the colon. 

As with routine colonoscopy, be aware of very fixed or 
extremely angled recto-sigmoids, especially early on in the 
learning curve when you are developing new tactile skills.

Always maintain visualization by keeping the endoscope 
centered in the lumen, when advancing the Vista or the 
endoscope.

Techniques for
Colonoscopy
& Ileoscopy

Introduction

Copyright 2009, Spirus Medical, Inc. All rights reserved.
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Fundamental Path Challenges

Options Caution

KEY

Vista® Technique for Colonoscopy & Ileoscopy

Always keep scope centered in the lumen while minimizing insuflation. 

Resistance to turn or excessive pain encountered.

Potential Loop, Tight Angle or Stricture
Do not push or try to rotate with excessive force to advance.

Recto-Sigmoid Sigmoid and Proximal to Cecum

Gentle clockwise turning and pushing to advance as soon as first spiral is engaged.

Lesion proximal to sigmoid.

Perform multiple passes
leaving Endo Ease in place.

Withdrawal: Retract endoscope to original fixation point. Lock in place. Use 
counter-clockwise rotation to withdraw coupled unit.

Continued Resistance is Encountered
As in routine colonoscopy, conditions such as 
fixed recto-sigmoids, tight angles, strictures and 
tethering by adhesions may make insertion 
extremely difficult. It may be wise to re-evaluate 
the patient as a candidate for colonoscopy.

Control device with your fingertips. Do not rely on a firm grasp to rotate. 

Rotate the Vista with gentle push to advance until it reaches
the desired colonoscopic insertion point or until the device 
is inserted to the handle. 

Advance endoscope to the desired insertion point. Utilize hook-suction-pullback 
and other standard endoscopic techniques such as back and forth motions of the 
scope to tether the ileum. 

If an external length of Vista 
prevents full scope insertion, 
disengage unit and rotate clock-
wise while pushing forward over
the scope (guide-wire maneuver).

The Vista can be back-loaded onto the 
scope before insertion begins. The scope 
can then be independently inserted through 
the recto-sigmoid utilizing techniques 
preferred by the physician. The Vista is then 
rotated and pushed over the scope.  Lock 
the Vista onto the scope at its120cm mark 
and advance as a coupled unit.

ILEAL INTUBATION

Disengage the Vista from the scope. 
Advance the endoscope through the Vista.

Gently pull back coupled unit (counter-clockwise may be utilized as well). 
Re-advance with clockwise rotation and gentle push. Use standard 
techniques to advance.
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