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Abstract
Robotic colonoscopes could potentially provide a comfortable, less painful and 
safer alternative to standard colonoscopy. Recent exciting developments in this 
field are pushing the boundaries to what is possible in the future. This article 
provides a comprehensive review of the current work in robotic colonoscopes 
including self-propelled, steerable and disposable endoscopes that could be 
alternatives to standard colonoscopy. We discuss the advantages and disad-
vantages of these systems currently in development and highlight the technical 
readiness of each system to help the reader understand where and when such 
systems may be available for routine clinical use and get an idea of where and in 
which situation they can best be deployed.
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Core Tip: Colorectal cancer is a common cause of cancer related mortality. Detection 
and removal of precancerous polyps reduces the risk of colorectal cancer. Colonoscopy 
is the gold standard investigation for colorectal polyps and cancer but can be 
uncomfortable due to the mechanics of the procedure. Robotics has the potential to 
reduce the discomfort and improve the procedure for patients, while improving key 
performance indicators. Robotics can offer a more intuitive endoscopic appearance, 
using various methods to negotiate the colon to reduce discomfort. Robotics could lead 
to a more effective, better tolerated, safer, autonomous colonoscopy with minimal 
operator interaction.
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INTRODUCTION
Colorectal cancer incidence
Colorectal cancer (CRC) is the third most diagnosed cancer and the second most common cause of 
cancer related mortality worldwide[1]. Many countries, particularly those with a high human 
development index (HDI), continue to see an increasing incidence[2]. Rapid increases in the incidence of 
CRC can be seen in countries transitioning from medium to high HDI[2]. Although CRC aetiology is 
heterogeneous, the majority are sporadic, and the increasing incidence has been attributed to the 
western lifestyle and increasing levels of obesity[3].

The majority of CRCs have a detectable precursor lesion, a colonic polyp, which can be present for 
many years before cancer develops[4]. Endoscopic resection of colonic polyps has been shown to reduce 
cancer related mortality by up to 53%[5]. More and more countries are utilising screening programmes 
to control the increasing incidence of CRC. Screening programmes vary in nature and often utilise faecal 
testing such as faecal immunochemical testing (FIT). However, colonoscopy remains the gold standard 
for diagnosing and removing colonic polyps. Colonoscopy is also utilised in many polyp, colitis, and 
hereditary CRC surveillance programmes[6-9].

Despite the recommendations for colonoscopy as a diagnostic, screening, or surveillance tool, it is 
often underutilised. Delays in colonoscopy following a positive FIT has been shown to increase the 
likelihood of finding advanced adenomas, CRC, and advanced CRC[10]. A meta-analysis looking at 
second evaluation after a positive faecal occult blood test found that only 72.5% underwent a second 
evaluation in the form of any lower gastrointestinal investigation[11]. Additionally, a recent interna-
tional survey of FIT screening programmes found that only 79% of those with a positive FIT underwent 
a colonoscopy[12]. Studies from Lee et al[13] and Zorzi et al[14] suggest the risk of CRC related mortality 
is double in those with a positive FIT who refuse colonoscopy than those who undergo a colonoscopy
[13,14].

The reason for a lack of follow-up investigation may be the decision of a healthcare worker, for 
example due to co-morbidity. However, approximately 10% of those with a positive faecal blood test 
that are not followed up are due to patient refusal to have a colonoscopy[15]. Alternative tests such as 
computed tomography colonography (CTC) and colon capsule are available, and their merits will be 
discussed in future sections. Several qualitative studies have been done exploring the barriers and 
facilitators to colonoscopy. Although the barriers are numerous, complex, and interrelated, previous 
bad experiences of colonoscopy and fear of pain or discomfort are commonly cited[15-17].

History of colonoscopy
The first descriptions of an endoscope came from Bozzini in 1805 which he called the Lichtleiter (light 
conductor)[18,19]. Several rigid endoscopes were subsequently invented, but it was over a century 
before Wolfe and Schindler developed the semi-rigid gastroscope which paved the way for our 
endoscopes of today[20]. The evolution of the modern endoscope gained speed in the 1950s when 
Hirschowitz and Curtiss developed the fibreoptic endoscope[21]. A flexible endoscope was developed 
in Japan to assess of the lower GI tract, the first colonoscope, and by the late 1960s Shinya introduced 
therapeutics by performing the first polypectomy[21,22]. The charged couple device (CCD) was 
developed and in the 1980s the videoendoscope was born. Since then, the optics have been the mainstay 
of research focus and endoscope advancements. We have ever evolving improvements in the optics 
such as high definition, magnification, and an increasing range of image enhancement virtual 
chromoendoscopy options. And although the technique by which we perform colonoscopy has been 
refined, reducing risk and discomfort, we still push and torque a semirigid tube from the distal end to 
advance around the colon. The introduction of electromagnetic guidance, such as ScopeGuide 
(ScopeGuide Endoscope Insertion Tube System, Olympus America, Inc., Allentown, PA), allowed 
further refinement of the technique. However, it was not until the 1990s, with advances in robotics, that 
the potential for a new way to perform colonoscopy was explored.

Robots in endoscopy
Following Food and Drug Administration (FDA) approval in 2000 of robotic surgical master-slave 
platforms such as da Vinci and Zeus, there has been an upsurge in interest in robotic endoscopic 
devices. Figure 1 shows the increasing number of robotic colonoscopy articles on PubMed[23]. Robotic 
colonoscopy has potential benefits over conventional colonoscopy (CC) for the patient as well as the 
endoscopist and service provider. Robotics in colonoscopy is not only limited to diagnostic procedures, 
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Figure 1 PubMed search for “robotic colonoscopy” showing the increasing number of papers over the last 3 decades[23]. 

the additional dexterity and triangulation offered by many robotic platforms has great potential in 
therapeutic procedures such as endoscopic submucosal dissection (ESD).

Recent advances in robotics and miniaturisation, as well as the evolving nature of artificial intel-
ligence (AI) in endoscopy, make this the perfect time to explore robotic colonoscopy. The expanding use 
of surgical robotic platforms should make patients and endoscopists more accepting of these new 
technologies in endoscopy. The potential for teleoperated endoscopes to facilitate “medical distancing” 
is also a concept of increasing interest given the current severe acute respiratory syndrome coronavirus 
2 global pandemic.

For robotics to be accepted in endoscopy they must not only offer the same role as CC, but more. The 
ideal robotic colonoscope should fulfil several criteria as listed in Table 1.

POTENTIAL BENEFITS OF ROBOTIC COLONOSCOPY OVER CC
Patients
Much work in robotic colonoscopy is aimed at delivering a less painful and lower risk endoscopic 
procedure by reducing the forces on the colonic mucosa and tethering structures. The principal method 
of reducing this discomfort is through altering the actuation method. Many devices have taken 
inspiration from nature through biomimicry, for example inchworm or snake like movements. Others 
use external actuation, such as magnets to pull the device through the colon. A lower discomfort 
procedure also offers the potential for less anaesthetic/sedative use, further lowering the risk of 
colonoscopy[24]. Miniaturisation, and particularly capsule endoscopy, have the potential to offer a less 
invasive, less embarrassing, and more convenient option for patients. Some devices may even be 
provided in a community setting, negating the need to travel to hospital. Although incomplete 
colonoscopy rates have improved over the last few decades, there remain a number of patients who 
require a second procedure. Robotics has the potential to reduce the number of failed procedures by 
improving caecal intubation rates (CIRs).

Endoscopists
Training in both the diagnostic and therapeutic aspects of colonoscopy take considerable time[25,26]. 
Robotics has the potential to make colonoscopy training easier through more intuitive controls, 
autonomous features and the increased dexterity offered by many platforms. Less loop formation and 
lower discomfort rates could translate into improved completion rates. The improvement in manoeuv-
rability could reduce polyp miss rates and potential post-colonoscopy CRCs. Robotics has the potential 
to ‘democratise’ colonoscopy, reducing the variability in polyp detection rates by improving the 
detection rates of less well performing endoscopists. Many platforms are aiming to improve the 
ergonomics of colonoscopy in an attempt to reduce fatigue and endoscopy related musculoskeletal 
injuries[27,28].

Service providers
Our forebearers in surgical robotics have yet to provide any clear answers as to the cost effectiveness of 
robotic procedures. The initial purchase costs are often high, but the cost benefit thereafter is unclear 
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Table 1 The features of the ideal robotic colonoscope

No. Ideal robotic colonoscope features

1 Affordable

2 Acceptable to patients and endoscopists

3 More comfortable than conventional colonoscopy

4 Lower risk than conventional colonoscopy

5 Improved caecal intubation rate compared to conventional colonoscopy

6 Offer at least comparable mucosal visibility with the option of image enhancement (virtual chromoendoscopy)

7 Capable of taking biopsies and therapeutics such as polypectomy

8 Offer integration with artificial intelligence for polyp detection and characterisation

9 Ideally have autonomous features, such as self-navigation

10 Reduce the training time to achieve competence compared to conventional colonoscopy

11 Procedure times should be less than, but must not be significantly longer than, conventional colonoscopy

12 Have sustainability in mind in the manufacturing, reprocessing or disposal of the device

and variable between procedures[29-32]. The Endotics robotic colonoscope, discussed in detail later, 
claims to offer a cost neutral alternative to standard colonoscopy[33]. Although few robotic colono-
scopes are at a technology readiness level (TRL) to perform health economics studies, we will aim to 
discuss several potential benefits to service providers.

Unsedated procedures offer cost and efficiency saving benefits through utilisation of less anaesthetic 
and recovery staff, as well as a quicker turnaround within the department. There is an increasing 
demand on endoscopy services caused by an aging population, increasing environmental and 
behavioural risk factors, and ever increasing screening and surveillance populations[34]. The addition of 
the recent pandemic associated service provision issues and enhanced infection control and prevention 
measures are stretching endoscopy departments to their limit[35]. The ideal robotic colonoscope to ease 
these pressures would require less staff and be quicker, pain-free, teleoperated, mobile and have 
therapeutic capabilities. A single use device would negate the cost associated with reprocessing, as well 
as potentially reducing cross contamination[36]. Improvements in sustainability may also be achieved 
using single use devices which reduce the need for carbon- and water-heavy reprocessing facilities.

AVAILABLE ALTERNATIVES TO COLONOSCOPY
Alternative procedures to assess the colon are required if a patient refuses or is unfit for a colonoscopy, 
or in the event of an incomplete colonoscopy. There are a number of alternatives to CC, most commonly 
CTC and colon capsule endoscopy (CCE). The advantages and limitations of these commonly used 
alternatives are shown in Table 2.

CTC, until the recent adoption of CCE, was the most commonly used alternative to colonoscopy. CTC 
has a similar sensitivity to colonoscopy for the detection of large (> 10 mm) polyps and CRC[37,38]. CTC 
is better tolerated than CC and over half of patients have an additional pathology detected on the scan
[37,39]. However, approximately 30% of CTC patients require further investigation, often in the form of 
a colonoscopy to remove polyps[38]. CTC is significantly less sensitive than colonoscopy for detection of 
small polyps and flat lesions such as sessile serrated lesions[40].

CCE is better tolerated than CC[41]. A recent meta-analysis showed that when compared with CC, 
CCE had a sensitivity and specificity of 87% and 88% respectively, for detection of polyps ≥ 6 mm[42]. 
However, a large retrospective study by Benech et al[43], showed that 19% of CCEs had a missed 
advanced adenoma when they underwent a further procedure[43]. When comparing CTC to CCE, 
Spada et al[44] compared 100 patients with an incomplete colonoscopy and found a relative sensitivity 
of 2.0 in favour of CCE for identifying polyps ≥ 6 mm[44]. The recently published TOPAZ study also 
suggested CCE was superior to CTC for the detection of polyps ≥ 6 mm and non-inferior for polyps ≥ 10 
mm[45]. However, some inherent biases and flaws in methodology of the TOPAZ study have been 
pointed out by Burr et al[46] which cast some doubt on the validity of these results[46]. A meta-analysis 
of CTC vs CCE in incomplete colonoscopies showed that CCE had superior diagnostic yields for all 
polyp sizes (37% vs 10%), but poorer completion rates (76% vs 98%)[47].

Magnetic resonance imaging techniques, magnetic resonance colonography (MRC), have also been 
evaluated as an alternative to CC. MRC has the benefits of being non-invasive and not carry the 
radiation risks associated with CTC. However, magnetic resonance imaging scanners can be claustro-



Winters C et al. Robotic colonoscopy review article

WJG https://www.wjgnet.com 5097 September 21, 2022 Volume 28 Issue 35

Table 2 Advantages and limitations of conventional colonoscopy alternatives

Procedure Advantages Limitations

Conventional 
colonoscopy

Extensive knowledge base and expertise already available, 
diagnostic and therapeutic capabilities. Gold standard

Bowel cleansing required, painful for some (sedative and analgesics 
often required), prolonged training period required, risk of 
perforation due to forces required

CT colonography
[39,41,101]

Lower intensity bowel cleansing, shorter procedure, less 
discomfort (no sedation or analgesia needed), other intraab-
dominal pathology can be detected, lower risk of perforation, 
better patient tolerance

Low dose radiation used, lower sensitivity for small and flat 
polyps, no therapeutic capability, no direct mucosal visualisation, 
limited evidence of a benefit in CRC incidence or mortality

Wireless capsule 
colonoscopy

Minimally invasive, painless, better patient tolerability, low 
perforation risk

Aggressive bowel cleansing required, lower sensitivity than CC for 
polyps, no control of the capsule, no therapeutic capability, risk of 
capsule retention, limited battery life can cut out before complete 
colon visualisation

CRC: Colorectal cancer; CC: Conventional colonoscopy; CT: Computed tomography.

phobic for some and are very time consuming procedures. A meta-analysis in 2009 found the sensitivity 
of MRC for the detection of CRC was 100%, but was only 84% for polyps ≥ 10 mm[48]. A study in 30 
lynch syndrome patients who underwent tandem MRC then colonoscopy, found that MRC was unable 
to detect any lesions under 10 mm, including one missed cancer[49]. Another study of MRC in 
asymptomatic individuals found MRC and colonoscopy had sensitivities of 78.4% and 97.3%, 
respectively, for polyps ≥ 6 mm[50]. Although some meta-analysis suggest MRC has a good sensitivity 
for the detection of CRC, other meta-analysis suggest the sensitivity for detection of all lesions could be 
as low as 75%[51].

CHALLENGES FOR ROBOTIC COLONOSCOPY
As technologies advance, many of the technical challenges to robotic colonoscopy are being resolved. 
The deformable, slick surface of the colon and it’s many and varying orientations and bends make for a 
challenging environment and a multitude of solutions have been proposed by various research teams.

Locomotion
The first challenge for any robotic device is locomotion. Passive locomotion is adopted by most capsule 
endoscopes, in which the device passes through the gastrointestinal tract by natural peristalsis. 
However, the lack of control has the consequence of potentially missing lesions and rules out any 
therapeutic application.

Actively controlled robotic colonoscopes can be divided into internally and externally actuated 
devices. Internally actuated devices control propulsion by interacting directly with the surrounding 
environment by means of wheels, propellers, belts or bio-mimicked animal-like movements. Much 
inspiration for the locomotion of these devices has been taken from nature with many attempting to 
copy the movements of animals such as snakes, earthworms, or caterpillars, and some even mimicking 
the movement of micro cilia. These actuation principles are achieved using electromechanical or 
pneumatic mechanisms, or a combination of both. External actuation involved controlling the internal 
device by means of an external mechanism such as magnetic fields and field gradients. With external 
magnetic actuation comes the challenge of localisation of the endoscope within its environment.

Localisation
Localisation refers to the position and orientation (i.e., pose) of the device. Localisation can be relative or 
absolute. Relative localisation is a well-developed technology and is implemented in a number of 
wireless capsule endoscopes (WCE) giving an estimated position with respect to the anatomy. Absolute 
localisation gives an accurate position and orientation. Several proposed solutions have been invest-
igated in endoscopes including magnetic, ultrasound, radiofrequency and computer-vision technology. 
Many WCEs use radiofrequency localisation, current capsules have an error in position on average 38 
mm and up to 100 mm[52]. Magnetic localisation is gaining increasing academic interest, and can be 
combined with magnetic actuation. Magnetic localisation can perform a 6 degrees of freedom (DOF) 
localisation with an average error in position and orientation under 5 mm and 6 mm, respectively[53].

Miniaturisation
Miniaturisation is a challenge for all robotic colonoscopes, but is of particular importance in capsule 
endoscopy. A capsule endoscope contains several components: External case, optical window, light 
emitting diode (LED), lens, image sensor, radio frequency transmitter, antenna, and a power source. 
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Powering a capsule endoscope to allow for the variable colonic transit times requires a battery 
sufficiently large and often means adjusting the frames per seconds, and ultimately sensitivity, to 
preserve battery life. All this must then fit within a safe size for transit through the GI tract. Most 
capsule endoscopes are 11 mm in diameter and up to 32 mm in length with a battery life now exceeding 
10 h and often containing two cameras[34]. One proposed method to overcome the miniaturisation 
challenge is external actuation via magnetic coupling, reducing the size of the battery in capsules and 
the need for intricate mechanisms of locomotion. One such commercially available capsule endoscope 
which already takes advantage of magnetic coupling is the NaviCam (Ankon Technologies, Wuhan, 
Shanghai, China) for inspection of the upper gastrointestinal tract[54].

Patient tolerance
The goal for most robotic colonoscopes is to improve the patient experience. For most devices this takes 
the form of reducing discomfort and risk. Capsule endoscopes achieve this by causing no distortion to 
the GI tract during their passive transit. Actively controlled devices aim to traverse the colon retrograde 
while reducing distortion and pressure exerted, resulting in less pain. Potentially also reducing the risk 
of perforation associated with the forces often required to torque and push around the colon in CC. 
Various actuation methods aim to tackle this problem by rolling, walking, inching, slithering, or pulling 
with magnets along the colon.

Cost
Not many robotic colonoscopy devices have health economic studies assessing their financial impact. 
Even the colon capsule, which is now available as an alternative to CC in some health services such as 
the National Health Service in the United Kingdom, has yet to show any cost effectiveness benefit over 
CC[55].

Sustainability
Reprocessing presents a massive challenge in robotic colonoscopy due to the intricacy of some devices. 
Many researchers are pursuing the potential of single use devices. With over 18 million endoscopic 
procedure per year in the United States, endoscopy is the third highest generator of waste in healthcare. 
Endoscope reprocessing uses up to 100 L of water as well as the electricity, heat, disinfectants and 
detergents[56]. Single use endoscopes have the potential to avoid this carbon heavy process. Provided 
the disposal of the device does not incur a higher carbon footprint, single use robotic devices have the 
potential to present a greener option for colonoscopy.

Autonomy
Perhaps the most notable evidence of robotic autonomy in day-to-day life is in automotive vehicles 
which can park and even navigate with minimal external input. However, medical robotics is also 
seeing an evolution in autonomy. Standard colonoscopy is completely under the control of the 
endoscopist with no autonomy. The introduction of AI for polyp detection has moved endoscopy into 
the first level of autonomy by visually assisting the endoscopist. Robotic colonoscopes have the 
potential to push the levels of autonomy much further. Devices capable of autonomously navigating the 
colon are being researched. However, with such levels of autonomy come challenges such as ethical and 
legal considerations.

TRL
TRL assessment was introduced by NASA in the 1980 to replace the traditional research and 
development categories: Basic research, feasibility, development, and demonstration[57]. TRL provides 
an objective 9 stage assessment of how advanced a technology is towards adoption[58]. When 
discussing each device, we will attempt to give our objective assessment of the TRL of each device. The 
score assigned will range from 1 (basic principles of the technology observed and report) to 9 (proof of 
real-world successful use of the technology) as described in Table 3, and a score will be assigned to each 
device described alongside the device characteristics in Table 4.

ROBOTIC COLONOSCOPES
For the purpose of this review article a selection of the most advanced platforms will be discussed, 
dividing them into active flexible platforms, passive devices, robot assisted platforms and robotic 
platforms with therapeutic applications. A table offering additional detail on the devices, as well as 
several more devices, is available in Supplementary Table 1.

https://f6publishing.blob.core.windows.net/002384af-5a46-453d-994d-40c2d9498953/WJG-28-5093-supplementary-material.pdf
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Table 3 Technology readiness levels as applicable to robotic colonoscopy[57,102,103]

TRL Definition Supporting information relevant to robotic colonoscopy

1 Basic principles observed and reported Published research on the core principals of the technology

2 Technology concept and/or application formulated Moving from principals to applied research with potential 
applications speculated

3 Analytical and experimental proof of concept Active research and development proving the concept within a 
laboratory setting. Benchtop testing

4 Component validation in laboratory environment Proof of concept and safety in an ex-vivo animal colon

5 Component/system validation in a relevant environment In-vivo animal testing with an aim at providing relevant 
evidence for human testing or FDA approval

6 High fidelity alpha protype demonstration in a relevant 
environment

Clinical trials assessing feasibility and safety in small number 
of humans

7 Beta prototype demonstrated in a relevant environment Clinical safety and effectiveness trials. Determination of risks 
and adverse events. Final design validation

8 Completed system and qualified to relevant requirement/standards 
through testing and demonstration

FDA or equivalent approval

9 Actual system proven through successful operation Device being marked with post-market studies proving real 
world operational capability

Adopted from United States Department of Defense Technology Readiness Assessment (TRA) Guidance document, and the supporting evidence required 
from the United States Department of Defense Technology Readiness Assessment (TRA) Desk book. TRL: Technology readiness level; FDA: Food and 
Drug Administration.

Table 4 Active flexible colonoscopy platforms with technology readiness level

Device name (manufacturer) Latest study Outcomes TRL

Aer-O-Scope-GI View Ltd., Ramat Gan, Israel[21,
59-61,63,64] 

2016: Human tandem study, 58 CRC screening patients. 
CIR: 98.2%. CIT: 11 min. 87.5% of polyps detected. No 
PREMs

CE marked and FDA approved. 
Balloon propulsion model no 
longer manufactured

8

ColonoSight-Stryker GI Ltd., Haifa, Israel[65,66] 2008: Human study on 178 participants. CIR 90%. CIT: 11.2 
min. No PREMs

FDA approved. No longer 
manufactured

8

Consis medical-Beer’Sheva, Israel[21,67] None available No regulatory approvals 3

Endoculus-Department of Mechanical Engineering 
& Division of Gastroenterology, University of 
Colorado, United States[20]

2020: In-vivo and ex-vivo porcine colon in one. Unable to 
traverse an in-vivo colon, but capable of negotiating an ex-
vivo porcine colon

No regulatory approvals 4

ENDOO robotic colonoscope-Endoo Project, Pisa, 
Italy[87-89]

2020: Ex-vivo porcine colon human simulator study No regulatory approvals 4 

Endotics-ERA Endoscopy SRL, Peccioli, Italy[69-
74]

2020: Learning curve study of 57 participants. CIR and CIT 
improved to 100% and 22 min following a learning block. 
PREMs: Mild or no discomfort in most

CE marked and FDA approved. 
Commercially available in Europe 
and Japan

8 

Invendoscope-Invendo Medical GmbH, Weinheim, 
Germany (acquired by Ambu A/S, Copenhagen, 
Denmark in 2017)[21,77-79]

2018: Human study on 40 participants using the SC210 
model. CIR 95%. CIT 14.2 min. No PREMs on this study, but 
previous studies reported lower pain scores than CC

CE marked and FDA approved. 
No longer manufactured

8

Magnetic Flexible Endoscope-STORM lab, Leeds, 
United Kingdom & Nashville, TN, United States[4,
53,85,86,104]

2020: In-vivo porcine study. Clinical trial due 2022 No regulatory approvals 5

TRL: Technology readiness level; CIR: Caecal intubation rate; CIT: Caecal intubation time; FDA: Food and Drug Administration; CRC: Colorectal cancer; 
CC: Conventional colonoscopy; CE: Capsule endoscopy.

Active flexible colonoscopy platforms
Aer-O-Scope: The Aer-O-Scope (GI View Ltd., Ramat Gan, Israel) is a single use flexible colonoscope 
that uses a CO2 propulsion system to self-advance through the colon. With a 200o field of view offered 
by two cameras it aims to offer better visibility behind folds while reducing discomfort. The device 
works by inflating two polyurethane balloons (Figure 2), the first balloon is inflated at the rectum to 
create a seal, a second balloon which pulsates and has a hydrophilic coating to reduce friction is inflated 
proximal to the first. Using the seal between the balloons, CO2 is inflated, and the pneumatic force 
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Figure 2 Aer-O-Scope (GI View Ltd., Ramat Gan, Israel). A: Single use colonoscope scanner; B: Workstation. Citation: Images supplied directly by the 
manufacturer with email detailing permission to use attached as a text file.

propels the proximal balloon forward. To protect the colon, the system controls the pressure so it does 
not exceed 60 mbar[59]. The most recent version of the device is equipped with two working channels to 
allow therapeutics[21]. Tip control is achieved using a hand-held controller. Once in the caecum, the 
pressures are reversed to propel the proximal balloon back towards the rectum while maintaining 
colonic distension for visibility.

Safety of this novel propulsion method was first demonstrated in 20 pigs in 2006 were only minor 
petechiae and no adverse events were noted[60]. That study was quickly followed by a clinical trial in 
the same year on 12 healthy young adults[61]. In this study 10 out of 12 procedures were completed to 
the caecum with the other two stopping at the hepatic flexure. In both these cases CC was also unable to 
progress beyond the hepatic flexure due to redundant colon in one and pain in the other. Caecal 
intubation occurred in an average of 14 min for the 10 completed. Two subjects requested analgesia, 
while the other 10 had a non-sedated procedure. Mild localised submucosal petechial lesions, thought to 
be related to balloon friction, were noted on 4 of the follow-up conventional colonoscopies. No other 
clinically significant adverse events were reported.

A further prospective, non-randomised clinic trial was published in 2016 on 58 CRC screening 
patients who underwent tandem colonoscopies with the Aer-O-Scope followed by CC[59]. Caecal 
intubation was achieved in 98.2% (94.4% in the training cohort and 100% in the study cohort). The Aer-
O-Scope detected 87.5% of the polyps found by CC, and 100% of those ≥ 5 mm. Caecal intubation was 
achieved in a mean of 11 min. No mucosal damage or adverse events were reported. Patients were 
sedated and no patient related experience measures have been reported on.

A prospective clinical trial using the Aer-O-Scope completed recruitment on clinicaltrial.gov in 
November 2021 but the results have not yet been published at the time of writing and are likely to be for 
a newer model of the colonoscope[62]. The Aer-O-Scope is CE marked and received FDA approval in 
2016[63]. GI View Ltd no longer produce the self-propelled version of the Aer-O-Scope, instead opting 
to use the technology on a new version which is a single use robotic colonoscope without the balloon 
self-propulsion[64].

Following correspondence with GI View Ltd, they felt the advances in colonoscopy technique, with 
improved CIRs and within shorter times, limited the need for a self-propelled device. Instead, they are 
choosing to concentrate on a single use colonoscope with a larger lens aimed at improved polyp 
detection, while maintaining similar controls to reduce the need for new training.

ColonoSight: ColonoSight (Stryker GI Ltd., Haifa, Israel) is a self-advancing system composed of a 
reusable colonoscope (EndoSight) covered by a single use plastic sleeve (ColonoSleeve). The Colono-
Sleeve is a multi-lumen sheath that is inflated with air and progressively unfolds to propel the device 
through the colonic lumen. The IntraPull force that insufflates the air for propulsion is controlled using 
a foot pedal. The other controls resemble those of a standard colonoscope using a wheel and pully 
angulation control system. Push, pull and torque can also be used, similar to standard colonoscopy. On 
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reaching the caecum, air insufflation is directed toward the tip, insufflating and reversing the pressure. 
A CCD camera with an LED is used to capture image, eliminating the need for fibre optics. The device 
contains a working channel for therapeutic tools. The outer surface, tip and channels of the endoscope 
are single use, therefore negating the need for reprocessing of the reusable EndoSight component[65].

Shike et al[65] describe that the operation and safety of the instrument was first tested on animals (12 
pigs and 7 sheep) with a mean progression into the colon of 80 cm. In-vitro dye and culture studies as 
well as in-vivo culture testing confirmed the integrity of the disposable sleeve to protect against bacterial 
transfer. A clinical trial published in 2008 included 178 participants achieved a 90% CIR in a mean caecal 
intubation time (CIT) of 11.2 min. The CIR in the final 50 participants was 94%, suggesting a possible 
learning curve effect. 40 participants underwent polypectomy, with biopsies and argon plasma 
coagulation was also performed. No immediate complications were noted, and no complications were 
reported at a two week follow-up telephone call. Participants received intravenous sedation and no 
patient experience measures are reported on. Physicians reported the IntraPull helped progress the 
device[65]. The ColonoSight Model 510B received FDA approval in 2004[66]. Stryker GI Ltd acquired 
Sightline Technologies Ltd, the original manufacturer, in 2006 and the device is no longer 
manufactured. The reason for discontinuation is not clear, but Stryker GI Ltd have focused on laparo-
scopic endoscopic equipment rather than colonoscopes, so they may not have had the infrastructure to 
market a new colonoscope or they may have chosen to integrate the technology into laparoscopic 
equipment.

Consis medical: Consis medical (Beer’Sheva, Israel) have developed a semi-disposable, single use 
colonoscope that self-propels along the colon by means of an inverted sleeve pressurised with water. 
The head of the device can be removed and sterilised at the end of the procedure, with the sleeve 
cartridge being disposable[67]. The reusable head contains a camera, light source, steering system and 
water/air nozzle. Human colon simulation and animal tests were due to take place in 2018 but no 
published results are yet available[21].

Endoculus: Endoculus (University of Colorado, United States) is a multi-DOF fixed tether single use 
robotic capsule endoscope. Locomotion is via two independently controlled motor drives with micro-
pillared treads, offering 2-DOF skid steering. Via a fixed tether the Endoculus contains channels for 
insufflation and irrigation, and a working channel for introduction of endoscopic instruments. The tip of 
the capsule contains a complementary metal-oxide-semiconductor (CMOS) camera and an adjustable 
LED. The fixed tether is narrow in diameter and very flexible, however the motorised tip is larger than a 
standard colonoscope at 6.0 cm × 3.0 cm × 2.3 cm. The research team feel the device could be made 
smaller with advanced manufacturing techniques[68].

In-vivo testing was carried out in a porcine colon. The device was inserted manually to 10 cm but was 
then unable to negotiate the sigmoid colon. The research team postulated that this was due to friction 
from the narrow sigmoid colon in a pig on the non-tread sides of the device. Ex-vivo testing on a porcine 
colon was subsequently conducted on a 40 cm mid colon section. The Endoculus was capable of 
negotiating the ex-vivo colon at speeds up to 40 mm/s both in an insufflated 6 cm diameter colon and 
also in a collapsed lumen[68].

Endotics: Endotics (ERA Endoscopy SRL, Peccioli, Italy) is an FDA and CE marked biomimicking 
colonoscope on sale in Europe and Japan[69]. The electropneumatic system uses proximal and distal 
clamps to attach to the colon wall and in a semi-autonomous process of extension and retraction of the 
shaft between the clamps it progresses along the colon in an inchworm fashion. Image is captured via an 
integrated CMOS camera lit by an LED light source. The device has a 3 mm working channel, 
insufflation and suction, and is single use. A 180o steerable head is controlled using a handheld control 
unit[70].

In-vitro studies reported in 2009 showed the Endotics E-worm system reduced the pressure on 
sensors around a pig colon by 90% compared to CC. An in-vivo animal study showed no complication of 
the clamping system at follow-up colonoscopy 7 d later[71]. In a pilot tandem study of 40 patients in 
2009 the Endotics system only managed to achieve a CIR of 27.5% with mean CIT of 57 minutes, 
compared to a CIR of 82.5% for CC. The patient experience for the Endotics system was reported to be 
much better with average pain and discomfort scores of 0.9 and 1.1 out of 10, compared to 6.9 and 6.8 
for CC[71].

A second tandem human study on 71 participants was published by Tumino et al[72] in 2010 aimed at 
assessing the Endotics ability to detect polyps. The CIR was 81.6% for the Endotics system and 94.3% for 
CC, with mean CIT 45.1 (± 18.5) min compared to 23.7 (± 7.2) min, respectively. None of the participants 
required sedation for the Endotics procedure, with 14/71 asking for sedation during the subsequent CC 
procedure. The Endotics system showed a sensitivity of 93.3% for the detection of polyps, detecting 
14/15 polyps seen on CC. 6/71 (8.4%) of participants reported mild adverse events (nausea, headache, 
abdominal pain and discomfort) which the authors say, due to the tandem nature of the study, couldn’t 
be distinguished from bowel cleansing or CC related adverse events[72].

A retrospective analysis of 5 years of Endotics examination in a single centre in Italy reported on 102 
procedures performed due to incomplete CC. The Endotics system was able to complete a colonoscopy 
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in 95/102 (93.1%) of these patients. Mean CIT was 51 (± 22.5) min[73]. A learning curve study from 
Trecca et al[74] in 2020 presents two blocks of 27 and 28 participants. The CIR improved from 92.7% to 
100% and the CIT from 55 to 22 min between the first and second block. The polyp detection rate and 
adenoma detection rate was 40% and 26.7%, respectively. The procedure was reported as mild or no 
distress in most cases with 92.7% willing to have a repeat Endotics procedure[74].

Endotics have performed a health economics study comparing Endotic robotic colonoscopy to 
standard colonoscopy in the Italian healthcare system and found the robotic colonoscopy to be 
comparable in price to standard colonoscopy, €441.25 vs €426.25, respectively[33].

Invendoscope
The Invendoscope (Invendo Medical GmbH, Weinheim, Germany) has a number of models with several 
CE and FDA approvals[75,76]. The single use computer-assisted device is propelled through the colon 
by an inverted sleeve driven by 8 wheels (Figure 3). The wheels grip the inside of the inverted sleeve to 
move forward and backwards. Control is via a handheld joystick. The tip of the colonoscope is 
robotically assisted and can be defected up to 180o, is equipped with three LEDs and a CMOS vision 
chip with an 114o field of view. Standard colonoscope functions such as insufflation, suction and 
irrigation are available, as well as a 3.2 mm working channel.

Animal testing using the SC20 model on the in-vivo small bowel of 5 pigs showed the device could be 
inserted through 3 small bowel loops and there was no mucosal damage found on microscopic 
pathological examination[77]. In a clinical trial of the SC40 model published in 2008, using two varying 
length prototypes in 34 participants, CIRs of 79% and 90% were achieved. CITs were 26 min and 20 min. 
The shorter of the two prototypes had a lower CIR, longer procedure time and more pain and bloating. 
Five cases had to be excluded due to instrument defects. Two of the failures to achieve caecal intubation 
were due to pain. Overall, the participants gave a mean acceptance rating of 1.96 (range 1-6). No 
immediate or delayed complications were reported[77].

A clinical trial on the Invendo SC20 model published by Groth et al[78] in 2011 found a CIR of 98.4% 
in 61 volunteers. Median CIT was 15 min and only 3/61 (4.9%) requested sedation. There were 32 
polypectomies and no device-related complications reported. Water instillation was used in half of the 
cases to aid progression. Endoscope malfunctions were experienced in 2 cases. Post-procedure pain and 
discomfort scores were 1.6 and 2.3 out of 6, respectively[78].

Invendo Medical GmbH was acquired by Ambu in 2017 and the SC40 inverted sleeve wheel driven 
prototype has been replaced by the SC200 and then the SC210 which are manually inserted single use 
devices utilising robotic tip controls[21].

Only a conference abstract could be found on the Invendo SC210 model. In this clinical trial 40 
participants underwent colonoscopy with the SC210, CIR was 95% with a median CIT of 14.2 min. Most 
patients (35/40) received propofol sedation. Twelve patients had polypectomies performed. There were 
3 complaints of abdominal pain post-procedure and one self-limiting haemorrhage from the sigmoid 
colon, but no major complications[79].

The SC210 model no longer has any robotic locomotion, with the only robotics left being tip 
deflection, making it predominantly a single use colonoscope. Since the acquisition by Ambu, the 
Invendoscope is no longer on the market. Following correspondence with Ambu, the long scope length 
(220 cm) required for the self-propelled version made it difficult to control looping. Physicians also 
reportedly found it difficult to transition to the robotic tip control of the SC210 so Ambu have decided to 
focus on conventional control mechanisms.

Robotic capsule colonoscope
A European FP6 project called “Versatile Endoscopic Capsule for GI TumOr Recognition and therapy” 
(VECTOR project) was tasked to explore magnetic capsule endoscopy from 2006 to 2011. One of the 
outputs of the project was a magnetically controlled capsule for colonoscopy. A 13.5 mm × 29.5 mm 
endoscopic capsule containing 6 LEDs and a CCD camera capable of 550 × 582 pixel resolution and a 
120o field of view was designed. The capsule also contained 3 permanent magnets and a triaxial 
magnetic sensor to monitor the magnetic link. Power and transmission to and from the capsule was 
achieved via a 2 mm cable. The capsule was controlled using an external permanent magnet fixed to a 
robotic arm end effector which was found to offer more precision than manual control[80]. The robotic 
arm has 6 DOF and an additional 7th DOF was added at the end effector-magnet connection. The capsule 
trajectory is controlled by means of controlling the robotic arm and the magnetic attraction between the 
external and internal magnets pulls the capsule along the colon. The initial version of the device was not 
able to insufflate the colon, so a Foley catheter had to be passed rectally to insufflate[81].

A benchtop study of the magnetic capsule colonoscope was undertaken, including 11 endoscopist 
and 11 trainees, who performed the robotic capsule colonoscopy and CC on an ex-vivo porcine colon 
used to simulate a human colon. All 22 participants were able to complete the procedure using both the 
robotic capsule and conventional colonoscope. Pins inserted in the phantom colon were found with a 
mean accuracy of 80.9% (± 11.0%) in the robotic capsule procedures and 85.8% (± 9.9%) in the CC 
procedures[81].
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Figure 3 Invendoscope SC20 (Invendo Medical GmbH, Weinheim, Germany). A: Workstation; B: Drive unit; C: Deflectable tip; D: Working channel. 
Citation: Groth S, Rex DK, Rösch T, Hoepffner N. High cecal intubation rates with a new computer-assisted colonoscope: a feasibility study. Am J Gastroenterol 
2011; 106: 1075-1080. Copyright© The Authors 2020. Published by Creative Commons Attribution-NonCommercial-No Derivative Works 3.0 License.

The next prototype from the same team of researchers, named the Magnetic Air Capsule, included a 
soft multi-lumen tether to allow insufflation, washing, suctioning, lens cleaning and a working channel 
for passing therapeutic tools. Ex-vivo testing on a porcine colon within a human phantom model was 
undertaken using 12 participants and all participants were able to complete an 85 cm phantom 
colonoscopy, with 85% (± 11%) of the beads found. In-vivo porcine testing proved the device was 
capable of traversing an average distance of 800 (± 40) mm in an average of 900 (± 195) seconds[82].

The VECTOR project team were also able to explore several other aspects of robotic colonoscope 
design. Experiments exploring the human robot interface were conducted and teleoperated (remote 
control) was found to be more reliable than a human/robot cooperative haptic control using a 
torque/force sensor[83].

Following on from the VECTOR project, some of the research team have gone on to develop the 
technologies further in the ENDOO magnetic colonoscope and the magnetic flexible endoscope (MFE).

MFE
The MFE research team (STORM lab, Leeds, United Kingdom and Nashville, TN, United States) has 
developed the soft tether capsule colonoscope technology further (Figure 4). Advancements in the 
localisation and real time pose estimation allow closed loop control of the endoscope. Closed loop 
control allows the user to steer the endoscope based on what they see from the video feed rather than 
controlling movement of the robotic arm and attempting to translate that into the movement desired of 
the endoscope tip[53,84]. Further developments have allowed the capsule to levitate in the colon lumen 
rather than skimming along the mucosal surface. Autonomous navigation and autonomous retroflexion 
have been demonstrated in porcine studies[4,85]. Laboratory based learning curve studies and task load 
assessments suggest a quicker learning curve than with CC and a lower perceived workload[86]. In-vivo 
porcine studies have not demonstrated any safety concerns and even novice user were able to navigate 
the device 85 cm into a pig colon[84]. The platform is currently undergoing final pre-clinical steps in 
preparation for first-in-human trials.

ENDOO
The ENDOO project (Pisa, Italy) was a European H2020 project between 2015 and 2019 that also 
designed a magnetically actuated soft tether robot. A permanent magnet in the capsular tip of the 
endoscope is pulled through the colon using closed loop interaction with an external permanent magnet 
on an industrial anthropomorphic robotic arm[87,88]. The capsular tip has two 1080p CMOS cameras to 
allow stereoscopic, 3-dimensional, views. Four LEDs offer white light illumination, and 4 ultraviolet 
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Figure 4 Magnetic flexible endoscope (STORM lab, Leeds, United Kingdom and Nashville, TN, United States).

LEDs allow narrow band imaging. The 160 cm soft tether carries 4 channels, including a 3.7 mm 
working channel, providing suction, irrigation, lens cleaning and insufflation. The soft tether also 
integrates nylon cables to allow variable stiffness of the shaft.

Ex-vivo testing using a porcine colon in a human abdomen simulator compared key functionalities, 
forces generated, simulated polyp detection and usability when compared to CC in 10 expert 
endoscopists and 5 trainees. The forces generated by the robotic colonoscope were significantly less than 
those generated by CC, with cumulative interaction forces of 16.5N for CC and 1.67N for the robotic 
colonoscope. The robotic colonoscope was able to complete the procedure 67% of the time with a 
comparable polyp detection rate to CC[89].

PASSIVE COLONOSCOPY
Passive colonoscopes are capsule devices designed to assess the colon with movement through the 
gastrointestinal tract passively via natural peristalsis. There is now a commercially available colon 
capsule endoscope, the PillcamTM COLON2 (Given Imaging, Yokneam Illit, Israel). Researchers have 
also been exploring the addition of further robotics within capsular devices in an attempt to overcome 
some of their disadvantages. Advances in miniaturisation, image capture and batteries have allowed 
researchers the space within the small confines of a safe capsule size to add further robotics. A full 
review of these devices is beyond the scope of this review but have been done in detail by Manfredi[90] 
and Slawinski et al[91].

ROBOT ASSISTED FLEXIBLE ENDOSCOPY PLATFORMS
The previously described robotic platforms aim to provide an alternative to CC. However, some 
researchers have been developing platforms to assist with some of the challenges of performing CC by 
adapting the current colonoscope. Adding robotic controls to existing endoscopes could improve the 
ergonomics and assist with the difficult learning curve associated with colonoscopy.

The Endodrive (ECE Medical Products, Erlangen, Germany) is a platform using a rotating engine and 
foot pedal to control shaft insertion. Rotation and tip control is still required[92]. Rozeboom et al[93] 
present a robotic-assisted flexible colonoscope that uses an add-on to the handle of the colonoscope that 
convert the wheel control mechanism into a robotic joystick control. CIR using Rozeboom’s device was 
68%[93]. Robotic steering and automated lumen centralisation (RS-ALC, Enschede, Netherlands) is 
another platform which uses joystick control of an add-on to the endoscope handle with the addition of 
lumen centralisation software. A study of novices and experts on a colon simulation model found that 
novices had a faster CIT and polyp detection rate with the RS-ALC than CC. The opposite was found of 
experts, who found CC better[94]. The master–slave endoscopic operation robot (EOR; Kyushu Institute 
of Technology, Kitakyushu, Japan) which is in its third iteration, added on therapeutic tools. The EOR 
version 3 uses a rotary motor, rotating handle, torque sensor and mini joystick which allows haptic 



Winters C et al. Robotic colonoscopy review article

WJG https://www.wjgnet.com 5105 September 21, 2022 Volume 28 Issue 35

feedback and 4 axis movement. An ex-vivo colon phantom study using 8 endoscopists performed 48 
colonoscopies with a CIR of 100% and CIT of 118.5 (± 89.4) seconds[69].

ROBOTIC FLEXIBLE ENDOSCOPES WITH THERAPEUTIC APPLICATIONS
Advances in the therapeutic capabilities of gastrointestinal endoscopy and the evolution of natural 
orifice transluminal endoscopy (NOTES) have led researchers to look to robotics to enhance the 
dexterity offered by our endoscopes. A number of systems have been developed that claim to offer 
greater triangulation, dexterity and DOF to improve our ability to perform procedures such as ESD, 
third space endoscopy and NOTES. Examples include Endoluminal Assistant for Surgical Endoscopy 
(EASE; KARL STORZ/IRCAD, Strasbourg, France) (Figure 5), K-FLEX (EasyEndo Surgical, Daejeon, 
Korea) and the MASTER (EndoMASTER Pte, Singapore)[95-97]. A detailed review of these devices is 
beyond the scope of this review article but has been done by Lim[98].

CONCLUSION
Endoscopy is an expanding speciality with colonoscopy demand rising by at least 5% per year[99,100]. 
Yet a significant number of people decline to undergo colonoscopy due to several factors including pain 
and previous bad experiences[16,17]. Robotics has the potential to provide an alternative to CC. 
However, the ideal robotic platform must be affordable; versatile and capable of performing precise 
movements while maintaining patient comfort. The potential for robotics to improve the dexterity of an 
endoscope in the ever-expanding field of therapeutic endoscopy is also worth consideration and likely 
to be something we will see in the future. Researchers developing new medical devices must keep 
sustainability in mind. And with a global pandemic in the forefronts of everyone’s minds, the potential 
for robotics to provide a ‘medically distanced’ procedure will be appealing to many.

AI has not been covered in this review article but is likely to be integrated in robotic colonoscopes. AI 
in endoscopy has many facets, including image assistance for lesion detection or characterisation, but 
also integrates closely with robotics in the form of autonomous movement/navigation. Although for 
many this seems like science fiction and not yet requiring discussion, the technology is available. The 
MFE device can autonomously navigate a pig colon.

However, advances in AI and increasingly autonomous tasks introduce a number a challenges. 
Regulatory, ethical and legal uncertainty is likely to take time to overcome, hindering commercial-
isation. Integration is therefore likely to be slow, with a gradual increase in the autonomy of devices 
despite the technology being available for further autonomy.

The technology to allow a completely autonomous colonoscopy, including diagnostics, with an 
endoscopist only required on a supervisory capacity is not so far away. Autonomous robotic 
colonoscopy has the potential to increased capacity with fewer operators required to perform more 
procedures. Endoscopists could potentially be trained much quicker. Robotics has the potential to raise 
the standard of procedures, democratising colonoscopy, thus reducing post-colonoscopy CRCs, 
reducing complications and improving the colonoscopy experience for patients.

Some of the devices discussed have reached TRLs of 8 and gained FDA or CE marking, however few 
have yet been adopted enough to perform post-marketing studies or health economics studies. 
Although, the Endotics health economics study has shown promising result, health economics studies in 
other areas of robotic healthcare, such as surgery, have been fraught with conflicting results.

Several of the discussed robotic colonoscopes have been modified, removing some of the robotics and 
opting to pursue the single use colonoscope market. It is probable that the improvements in endoscopy 
technique have put off commercialisation for the purpose of improved caecal intubation. However, 
much of the need for these devices is to improve patient experience, which now seems to be the focus of 
many research teams. What may seem like more intuitive controls will still be different to the standard 
endoscope controls experienced endoscopists have grown used to. Resistance to change is going to be a 
challenge for all new devices.

These technologies are often expensive initially, but the cost should not be confused with the 
potential cost effectiveness of a test which is more acceptable, with the subsequent reduction in 
morbidity and mortality. Technological advances are happening at an exponential rate and although 
none of the device to date have challenged the dominance of CC, it is probable that one will in the very 
near future.
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Figure 5 Endoluminal assistant for surgical endoscopy (EASE; KARL STORZ/IRCAD, Strasbourg, France). A: Flexible tip with antagonistic 
tendons with tools attached; B: Slave unit. Citation: Permission for use and images provided directly by the lab who developed the device. Email confirmation 
attached as a text file.
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