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Abstract

BACKGROUND & AIMS: This American Gastroenterological Association (AGA) guideline is 

intended to provide an overview of the evidence and support endoscopists and patients on the 

use of computer-aided detection (CADe) systems for the detection of colorectal polyps during 

colonoscopy.

METHODS: A multidisciplinary panel of content experts and guideline methodologists used the 

Grading of Recommendations Assessment, Development and Evaluation framework and relied 

on the following sources of evidence: (1) a systematic review examining the desirable and 

undesirable effects (ie, benefits and harms) of CADe-assisted colonoscopy, (2) a microsimulation 

study estimating the effects of CADe on longer-term patient-important outcomes, (3) a systematic 

search of evidence evaluating the values and preferences of patients undergoing colonoscopy, and 

(4) a systematic review of studies evaluating health care providers’ trust in artificial intelligence 

technology in gastroenterology.

RESULTS: The panel reached the conclusion that no recommendation could be made for or 

against the use of CADe-assisted colonoscopy in light of very low certainty of evidence for the 

critical outcomes, desirable and undesirable (11 fewer colorectal cancers per 10,000 individuals 

and 2 fewer colorectal cancer deaths per 10,000 individuals), increased burden of more intensive 

surveillance colonoscopies (635 more per 10,000 individuals), and cost and resource implications. 

The panel acknowledged the 8% (95% CI, 6%–10%) increase in adenoma detection rate and 2% 

(95% CI, 0%–4%) increase in advanced adenoma and/or sessile serrated lesion detection rate.

CONCLUSIONS: This guideline highlights the close tradeoff between desirable and undesirable 

effects and the limitations in the current evidence to support a recommendation. The panel 

acknowledged the potential for CADe to continually improve as an iterative artificial intelligence 

application. Ongoing publications providing evidence for critical outcomes will help inform a 

future recommendation.
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Colorectal cancer (CRC) is the third most common cancer worldwide and ranks as the 

third most common cause of cancer-related mortality in the United States.1,2 CRC arises 

from the slow progression of neoplasia from precursor polyps (eg, adenomas and serrated 

lesions).3,4 The ability to detect and resect polyps during colonoscopy, as part of screening 
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or surveillance programs, reduces the incidence and mortality of CRC; however, this 

protection is highly dependent on colonoscopy quality.5–9

More than 15 million colonoscopies are performed annually in the United States, 

however, studies have demonstrated variable quality of colonoscopies across key quality 

indicators.10 Adenoma detection rate (ADR), defined as the percentage of patients 

undergoing colonoscopy with at least 1 adenoma resected, is currently considered one of 

the most relevant quality indicators and is inversely correlated with risk of post-colonoscopy 

CRC (PCCRC, defined as a CRC diagnosed after a colonoscopy in which no cancer 

was found).5,7,11 Studies have found that approximately 25% of adenomas are missed at 

colonoscopy.12 Missed polyps may be attributed to a failure of detection (especially of subtle 

or flat lesions) and/or to inadequate or incomplete mucosal inspection during withdrawal.

In recent years, there has been an exponential rise in studies assessing the impact of artificial 

intelligence (AI)-based technology with real-time computer-aided detection (CADe) of 

polyps.13,14 CADe systems for endoscopy were first described in the early 2000s, but it 

was only after advancements in machine learning, such as use of deep learning–based 

algorithms, that the practical applications of CADe were realized.15,16 The most common 

underlying deep learning architecture used for CADe is a convolutional neural network, 

which automatically learns features through filter optimization from colonoscopic imaging 

data.17 Each of the CADe systems learns how to detect polypoid lesions after training on a 

large data set of expert-labeled endoscopic images and videos and demonstrates remarkable 

generalizability with robust performance when deployed on previously unseen colonoscopic 

images and videos.18 The high performance of CADe systems and capability to deploy them 

in real time has led to the development of several CADe platforms that have sought approval 

from the US Food and Drug Administration as medical devices for marketing purposes.

Although CADe-assisted colonoscopy may increase ADR, there is a risk of overdiagnosis, 

as most of the polyps detected during colonoscopy are diminutive in size (<5 mm) 

and of low malignant potential. Furthermore, the association between ADR and cancer 

incidence is nonlinear, with a likely plateau effect over a 45% cutoff.9 Overdiagnosis 

refers to additional ineffective or unnecessary medical consequences of a diagnosis, 

such as intensive surveillance and follow-up that may not be clinically beneficial.19 As 

detection rates increase, the likelihood of both screening effectiveness and overdiagnosis 

(ie, detection of polyps that would not have progressed to clinical CRC during a lifetime) 

increases, Thus, improving colonoscopy quality by means of increasing ADR will also 

increase the proportion of colonoscopy recipients who are put into a more intensive 

surveillance algorithm, leading to increased costs, risks, resource use, and burden associated 

with surveillance colonoscopy. There is also an anticipated increase in the resection of 

hyperplastic polyps. Finally, the impact of CADe-assisted colonoscopy on long-term patient 

outcomes, such as risk of CRC or CRC-related mortality, is unclear.

Guideline Objective

The objective of this guideline was to make a recommendation on the role of CADe-assisted 

colonoscopy.
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Target Audience

The target audience of this guideline includes gastroenterologists, endoscopists, primary 

care providers, people undergoing colonoscopy, administrators, and policy makers. These 

guidelines are not intended to impose a standard of care for individual institutions, health 

care systems, or countries, but to provide guidance as the basis for rational informed 

decision making.

Methods

Overview

This document represents the official recommendations of the American Gastroenterological 

Association (AGA) and was commissioned and approved by the AGA Institute Clinical 

Guidelines Committee and the AGA Governing Board to provide timely, methodologically 

rigorous guidance on a topic of high clinical importance to the AGA members and the 

public.

The guideline was developed using the Grading of Recommendations Assessment, 

Development and Evaluation (GRADE) framework to prioritize clinical questions, identify 

patient-centered outcomes, and conduct an evidence synthesis. The guideline panel further 

used the Evidence to Decision framework as a transparent approach to developing 

recommendations and to provide implementation considerations for clinical practice.20 

Therefore, the panel considered the tradeoff between desirable and undesirable effects, 

patient values and preferences, feasibility, acceptability, resource utilization, health equity, 

and environmental impact.

Collaboration

This guideline was co-developed with the MAGIC (Making GRADE the Irresistible 

Choice) Evidence Ecosystem Foundation and the BMJ Rapid Recommendation series.21 

The collaboration between the BMJ recommendation panel and the AGA guideline panel 

allowed for collective efforts in conducting22 and updating23 systematic reviews (SRs), as 

well as shared evidence profiles.

Guideline Panel Composition and Conflicts of Interest

Members of the guideline panel were selected on the basis of clinical and methodological 

expertise after review of all conflicts of interest (COIs). The guideline panel 

included content experts, members with experience in evidence synthesis, and guideline 

methodologists. In addition, as part of a collaborative effort, the co-chair of the BMJ 

guideline (F.F.) served as a panel member. The panel contributed to the formulation of 

clinical questions and outcomes of interest, reviewed the evidence, contributed to the 

judgments using the Evidence to Decision framework, and participated in the development 

of guideline recommendations through a series of web-based meetings.

AGA adheres to National Academy of Medicine recommendations for managing COI 

disclosures in the development of clinical practice guidelines. All members of the 

guideline development group, including guideline panel chair, guideline panel members, 
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methodologists, and content experts, completed a disclosure statement before commencing 

work. Members were expected to update their disclosures in writing as changes occurred 

throughout the development process. All members of the team were advised not to accept 

new speaking engagements or consulting arrangements with an honorarium during the 

guideline development process and until 12 months after publication date. The AGA COI 

policy is available on request. All COI disclosure forms are maintained at the AGA National 

Office in Bethesda, Maryland.

Formulation of Clinical Questions and Determining Outcomes of Interest

The guideline panel identified 2 clinically relevant questions on the use of AI technologies. 

However, to facilitate the collaboration, it was decided that this guideline would focus on 

CADe only and a future guideline would address the role of computer-aided diagnosis, 

which allows for real-time diagnosis of polyp histology.

The following clinical question was formulated using the PICO format, which frames a 

clinical question by defining a specific patient population (P), intervention (I), comparator 

(C), and outcomes (O): In patients undergoing colonoscopy (screening, surveillance, and 

follow-up for positive fecal immunochemical test), should CADe-assisted colonoscopy 

vs standard colonoscopy be used? The panel rated the following outcomes as being of 

critical importance: CRC-related mortality, CRC incidence, and PCCRC incidence. The 

panel deemed the following outcomes as important (but not critical): ADR, advanced 

ADR, sessile serrated lesions detection rate, adenomas per colonoscopy, adenoma miss rate, 

polypectomies of nonadenomatous polyps per colonoscopy, withdrawal time (inspection 

time), number of colonoscopies per lifetime, perforations, and bleeding events. The panel 

used predefined thresholds for the minimum clinically important difference to aid the 

certainty of evidence assessment determined by clinical experts.

Evidence Review and Synthesis

The panel conducted multiple SRs to summarize and synthesize the evidence regarding 

the use of CADe, including a commissioned modeling study to examine the long-term 

impact of CADe. This guideline is based on the following bodies of evidence: (1) an SR 

examining the desirable and undesirable effects (ie, benefits and harms) of CADe-assisted 

colonoscopy, (2) a microsimulation study estimating the effects of CADe on longer-term 

patient-important outcomes (not evaluated by existing randomized controlled trials [RCTs]), 

(3) a systematic search of evidence evaluating the values and preferences of patients 

undergoing colonoscopy, and (4) an SR of studies evaluating health care providers’ trust 

in AI technology for polyp detection during gastroenterology.

Certainty of Evidence

The certainty of evidence was judged using the GRADE approach. Briefly, using this 

approach, evidence from a body of RCTs starts as high-quality evidence and evidence 

from observational studies starts at low-quality evidence.24 This evidence can be further 

rated down for risk of bias in the evidence, indirectness, inconsistency, imprecision, and 

publication bias. In selected cases, evidence from observational studies may be rated up if a 

large treatment effect is observed, if there is a dose–response relationship, or if all plausible 
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confounding and bias would reduce a demonstrated effect or suggest a spurious effect if no 

effect was observed. For modeling studies, we relied on the following GRADE guidance to 

determine the certainty of evidence model (gradeworkinggroup.org). Evidence profiles and 

summary of finding tables were developed for each intervention using the MAGIC platform, 

MAGICapp (https://magicevidence.org/magicapp).

Development of Recommendations

The panel used the GRADE approach and the Evidence to Decision framework. The 

Evidence to Decision framework considers the balance of desirable and undesirable effects 

of the intervention, certainty of evidence, resource use, cost, equity and health disparities, 

acceptability, and feasibility. The recommendations are labeled as “strong” or “conditional” 

according to the GRADE approach. The phrase “the guideline panel recommends” is used 

for strong recommendations and “the guideline panel suggests” is used for conditional 

recommendations. Rarely, the panel may make no recommendation when the tradeoff is 

closely balanced and the certainty of evidence around the critical outcomes is uncertain. The 

interpretations of the strength of recommendations are summarized in Table 1.

Panel members met online and developed the recommendations on the basis of the evidence 

summarized in the evidence to decision table (see Supplementary Material). For this 

recommendation, the panel took a population perspective and reached a consensus on the 

certainty of evidence; balance of benefits and harms; and assumptions about the values and 

preferences associated with the decision, health equity, acceptability, and feasibility. The 

panel did not explicitly incorporate resource considerations (such as direct or indirect costs 

or cost-effectiveness). The panel agreed on the final recommendation and remarks by means 

of consensus, with the majority of panel members agreeing with the final recommendation.

Review Process

This guideline was submitted for public comment and external peer review and was 

approved by the AGA Governing Board.

Results

Systematic Review and Meta-Analysis of Randomized Controlled Trials of Computer-Aided 
Detection–Assisted Colonoscopy

A recently published SR and meta-analysis of RCTs evaluating the efficacy and safety of 

CADe was used to inform this guideline.23 This SR and meta-analysis included 44 RCTs 

with more than 30,000 participants who underwent CADe-assisted colonoscopy. Based on 

data from 32,108 participants in 41 RCTs, CADe-assisted colonoscopy was associated with 

a higher polyp detection rate (56.1% vs 47.9%; relative risk [RR], 1.22; 95% CI, 1.15–1.28) 

and a higher ADR (44.8% vs 37.4%; RR, 1.22; 95% CI, 1.16–1.29) compared with standard 

colonoscopy. Across 6 studies with tandem colonoscopy design (total patients, n = 2769), 

the authors found that adenoma miss rate was lower with CADe (missed adenomas, n = 

154 of 957 [16.1%] in CADe vs 374 of 1061 [35.3%] in standard colonoscopy; RR, 0.47; 

95% CI, 0.36–0.60). Advanced colorectal neoplasia detection rate, defined as at least 1 

histologically proven advanced adenoma, advanced serrated lesion, or both, detected on 
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colonoscopy, was also reported. Combining data from 22 studies (N = 19,645), CADe 

outperformed the standard group in advanced colorectal neoplasia detection rate (12.7% vs 

11.5%; RR, 1.16; 95% CI, 1.02–1.32).

With respect to non-neoplastic polyps and withdrawal time, there was an 11% increase in 

the likelihood of resected polyps being non-neoplastic (34.0% in CADe group vs 28.8% in 

the standard group; RR, 1.11; 95% CI, 1.04–1.19). Pooling data from 30,276 procedures 

in 2 groups showed using CADe resulted in trivial prolongation of both total withdrawal 

time (9.17 vs 8.60 minutes; mean difference, 0.57 minutes; 95% CI, 0.31–0.83 minutes) and 

inspection time (8.34 vs 7.95 minutes; mean difference, 0.31 minutes; 95% CI, 0.14–0.48 

minutes).

Microsimulation Modeling Study of Computer-Aided Detection and Colorectal Cancer–
Related Outcomes

Data from a modeling microsimulation study were used to inform the effect on critical and 

important outcomes of CRC incidence, CRC-related mortality, post-colonoscopy cancer, as 

well as perforation, bleeding, and burden of increased surveillance colonoscopies.25 This 

modeling study was conducted as part of the development of BMJ Rapid Recommendations 

and was used to inform both guideline panels. The modeling team developed a 

microsimulation Markov model to simulate 10-year follow-up for 100,000 individuals aged 

60–69 years participating in CRC screening programs (ie, primary screening colonoscopy 

and colonoscopy after a positive fecal immunochemical test). The model incorporated data 

from large RCTs and registry studies, providing information on CRC risk, survival rates by 

cancer stage, and adenoma prevalence. For colonoscopy screening, data from a multinational 

RCT provided evidence of the effects of screening on cancer incidence and survival.26 

Data from an Italian registry study, validated against outcomes from the Dutch national 

screening program, provided evidence for patients undergoing colonoscopy after a positive 

fecal immunochemical test.27,28

The model assumed 100% participation in screening and surveillance and incorporated 

different ADR ranges to simulate the performance of endoscopists with varying skill 

levels.29 Sensitivity analyses were conducted to test the robustness of these assumptions by 

evaluating different ADR categories, nonlinear relationships between ADR and CRC risk, 

and various impacts of CADe on ADR. The model also incorporated data on surveillance 

guidelines, polypectomy practices, and adverse event rates from screening trials and pooled 

data from various programs; however, cost was not explicitly incorporated into the model. 

RRs, absolute effect estimates, and certainty of the evidence are outlined in the summary of 

findings table (Table 2).

Systematic Review of Patient Values and Preferences

An SR (based on a protocol) was conducted to assess patients’ values and preferences 

regarding the use of CADe during colonoscopy. A comprehensive search, performed on 

August 7, 2023 across 2 major databases (ie, Embase and Medline) identified 7101 records, 

of which only 2 relevant articles were identified.30,31 The authors then broadened the search 

to include articles related to patient values and preferences of screening tests and identified 
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1 SR (including 23 studies) on stated preference elicitation for different CRC screening 

tests.32

In 1 of these individual studies, the authors evaluated the perspectives of Dutch patients 

undergoing endoscopic procedures on the potential use of AI in health care, willingness 

to implement AI, and perceived advantages and disadvantages of its use.30 The authors 

found that patients expressed concerns about a potential reduction in personal contact 

with clinicians, with >60% of participants listing this as a key issue. However, a similar 

proportion of patients believed that AI could enhance the quality of care and reduce 

diagnostic waiting times. An important limitation is that this study was not specifically 

focused on AI-assisted colonoscopy. A second study evaluated patients’ perception 

regarding the importance of AI use during colonoscopy and found that >65% would choose 

an endoscopist who uses AI with CADe during colonoscopy over one who does not, with 

58% reporting the use of AI to be very or somewhat important in colonoscopy.31

The SR of 23 studies revealed that patients placed a considerable value on screening test 

characteristics that could reduce CRC mortality.32 These studies highlighted the importance 

of mortality reduction and improvements in care quality as critical factors influencing 

patient preferences for the use of AI tools, such as CADe. Nonetheless, patients were also 

concerned about potential burdens, including increased health-related anxiety, overdiagnosis, 

and the possibility of requiring more frequent surveillance colonoscopies.

Systematic Review of Studies Evaluating Provider Trust in Artificial Intelligence 
Technology

An SR was conducted of providers’ perspectives and trust towards AI for colonoscopy (S. 

Soleymanjahi, MD, unpublished data, January 2025). A comprehensive search, performed 

through July 2024 across multiple databases, identified 2044 unique records with 48 more 

references from manual search and citation chasing. A total of 45 full-text studies were 

assessed and 13 were included. These studies addressed interest, willingness, and perceived 

concerns about and barriers to integrating CADe into practice.

This review identified 12 studies evaluating attitudes of health care providers. The review 

found that a high portion (85%; 95% CI, 80%–90%) of health care providers and 

stakeholders find the use of AI technology in colonoscopy interesting, and a large portion 

(74%; 95% CI, 68%–80%) believed that its use would result in improvements in adenoma 

detection. A considerable portion (43%; 95% CI, 16%–71%), however, were concerned 

about increased costs; 40% (95% CI, 16%–67%) were concerned about accountability 

for incorrect diagnosis; and 23% (95% CI, 12%–37%) were concerned about medicolegal 

issues. Some health care providers found the use of CADe to be too distracting in their daily 

practice.

Rationale

Although the panel initially made a draft recommendation suggesting the use of CADe 

(conditional recommendation), after significant feedback during the public comment period, 

the panel reconvened and ultimately made a NO RECOMMENDATION statement. This was 

based on a vote, as there was a lack of consensus among the panel members.
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The panel agreed that the increase in ADR is an important benefit because it is an 

established quality indicator. The ADR increase, however, was primarily attributable 

to detection of diminutive to small polyps with low potential for progression to 

adenocarcinoma. This results in surveillance colonoscopies at shorter intervals and a greater 

lifetime number of colonoscopies, most of which are not individually likely to prevent CRC. 

The panel placed a higher value on long-term outcomes of CRC incidence and mortality 

and deliberated the close tradeoff between the uncertain and trivial to small benefits on 

reducing CRC incidence and CRC-related mortality, and the potential increased burden of 

more frequent, potentially unnecessary, surveillance colonoscopies, increased health-related 

anxiety, overdiagnosis, and increased resources.

The panel acknowledged the limited data on patient values and preferences, but also 

recognized that, as an intervention used primarily by endoscopists, the decision to use CADe 

may not be conducive to a shared decision-making approach at the level of an individual 

person.

Summary of the Evidence

Desirable and Undesirable Effects and Certainty of the Evidence

The panel acknowledged the close tradeoff between the desirable and undesirable effects. 

Across all of the patient-important outcomes, CADe is possibly associated with an absolute 

reduction in CRC incidence of 11 fewer cancers per 10,000 individuals (over 10 years), with 

a number needed to treat of 909 (but we are very unsure). These cancers are presumably 

post-colonoscopy cancers that are prevented due to use of CADe. However, the true benefit 

on these critical outcomes remains very uncertain (because of limitations in the conclusions 

and inputs from the modeling study and limited events). For CRC-related mortality, the 

evidence suggests there may be a trivial or no benefit with 2 fewer CRC-related deaths per 

10,000 individuals over 10 years, with a number needed to treat of 5000 (low certainty of 

evidence). For colonoscopy outcomes, CADe may lead to an absolute increase in ADR of 

8%, an absolute increase in the advanced colorectal neoplasia detection rate of 2%, and an 

absolute increase in sessile serrated lesion detection rate of 1%. The adenoma miss rate may 

be reduced by 19% (Table 2).

With respect to the undesirable effects, CADe may have little to no impact on adverse 

events from colonoscopy (eg, perforation and bleeding) and no clinically meaningful 

increase in withdrawal time; however, CADe likely leads to an increase in non-neoplastic 

polyp detection (and resection) associated with unnecessary costs. Furthermore, CADe may 

increase the number of colonoscopies performed per patient over a 10-year period. With 

CADe, 635 more individuals per 10,000 will need a follow-up (surveillance) colonoscopy 

(low certainty of evidence). This is due to the increased detection of adenomas, especially 

diminutive or small adenomas, which are of low malignant potential, but contribute to a 

higher number of polyps, resulting in more frequent colonoscopy.

Finally, the panel also reviewed a systematic review of 8 nonrandomized studies including 

9782 participants, which demonstrated that CADe did not lead to an increase in ADR (44% 

vs 38%; risk ratio, 1.11; 95% CI, 0.97–1.28).33
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Other Considerations in the Evidence to Decision Framework

In addition to considering the desirable and undesirable effects, the panel also reviewed the 

limited evidence on patient values and preferences. There was no study that specifically 

evaluated patient values and preferences for AI-assisted colonoscopy. However, based on 

the SR of patient values for CRC screening tests, the panel concluded that patients may 

value the potential reduction in CRC incidence with CADe-assisted colonoscopy and its 

ability to enhance colonoscopy quality. The panel also acknowledged that some patients 

voiced concern about AI misuse, decrease in quality care, and privacy issues. The panel 

concluded that there may be important uncertainty or variability in patient values and 

preferences and further research is needed to directly assess patient attitudes toward CADe-

assisted colonoscopy, especially in terms of balancing its potential advantages with the 

perceived drawbacks and potential burdens (increased health-related anxiety and more 

frequent surveillance colonoscopies).

Although CADe was judged to be feasible to implement, the panel acknowledged the limited 

data on acceptability, especially by gastroenterologists. The panel noted that effectiveness 

of CADe may be lower in clinical practice compared with its performance in RCTs.33 

In addition, endoscopy unit leadership may need to engage with endoscopists to promote 

uptake and monitor use.34 The studies evaluating provider attitudes and trust demonstrated 

that although the use of AI would improve adenoma and polyp detection, concerns about 

cost of the technology; accountability for incorrect diagnosis; and medicolegal issues were 

important.

The panel discussed the potential impact of CADe on resource utilization. The modeling 

study suggested that the implementation of CADe may result in a substantial increase 

in follow-up procedures. These, in turn, may result in substantial increase in costs and 

a reduction of available resources for the coverage of the population. The panel noted 

that the impact of CADe on resource utilization might change, depending on future 

surveillance interval recommendations that are issued, considering the increased polyp 

detection (especially of diminutive lesions) resulting from CADe. Furthermore, the cost of 

purchasing CADe (through a flat fee or subscription-based model) for an individual health 

system or for a national CRC screening program must also be factored in. Cost-effectiveness 

studies are needed to help understand the long-term impact of CADe on cost-effectiveness.

The impact of CADe on health equity was also discussed. A recommendation for the use of 

CADe may negatively impact available resources and reduce equitable access to clinicians 

who perform AI-assisted colonoscopy. Furthermore, CADe systems are costly and only 

available to those who have the resources and infrastructure for implementing their use, and 

the costs of implementing a CADe system are not reimbursable through insurance. From a 

global perspective, a recommendation for CADe may result in inequity. Furthermore, there 

may be a negative impact on environmental health (gradeworkinggroup.org). The panel also 

felt that there may be perceived concerns around the development of these AI models, 

particularly with regard to the quality of the data sets used for their developments. Concerns 

about model derivation in relation to racial and ethnic bias may introduce mistrust among 

patients of different backgrounds (see Supplementary Material).
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Knowledge Gaps

The guideline panel identified the following knowledge gaps that need to be addressed in 

future studies:

• The role of AI in health care is rapidly evolving and the impact of widespread 

adoption of AI tools, such as CADe, on population health are unknown. Studies 

focused on long-term patient-important outcomes are needed.

• The role of a combined strategy of CADe plus computer-aided diagnosis may 

offset the increase in non-neoplastic polyps that are detected and resected with 

CADe alone. Trials assessing these combination strategies must be performed.

• Future guidelines that address recommended post-polypectomy surveillance 

intervals should consider the changing landscape of polyp detection in the 

context of this technology.

• There are ongoing ethical and legal implications with concerns about breaches in 

patient privacy and data security, as well as ownership of health care information 

used by AI platforms.35

• In addition, there is currently no legal framework for health care errors. For 

example, if a PCCRC is detected with CADe-assisted colonoscopy, some authors 

have suggested that the responsibility should be shared between the device 

constructors and the physicians who use it.33

• More transparency is needed around the development and evaluation of 

commercially available CADe systems, with more detailed information about 

the algorithms and image data sets used for training and validation, including 

their limitations, ideally before commercial use.36

• There are several CADe devices in the market, and periodic updates are to be 

expected for most of them. The individual differences among them or among 

upgrades are unclear and potentially impactful on clinical outcomes.

• The role of CADe in educational settings is still unclear, with concerns 

around the potential negative impact of AI in skill development, especially on 

recognition and detection of polyps.

Plans for Updating This Guideline

This guideline will be updated in approximately 1–2 years when new data become available.

Supplementary Material

Refer to Web version on PubMed Central for supplementary material.
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Recommendation: In adults undergoing colonoscopy, the AGA makes 
no recommendation on the use of CADe-assisted colonoscopy. (No 

recommendation, very low certainty of evidence)

Remarks:

• This recommendation underscores the overall very low certainty of evidence 

on long-term outcomes deemed critical for decision making (ie, CRC 

incidence, CRC mortality, and PCCRC). The panel acknowledged the 

evidence for CADe in improving ADR as an important surrogate outcome.

• As an iterative tool, the panel highlights the likely potential for CADe as 

an AI application to continually improve with further training and validation 

over time. As this technology improves, and with additional studies evaluating 

long-term critical outcomes (ie, CRC incidence, CRC mortality, and PCCRC), 

an update of this recommendation is planned.

• Evidence gaps to be addressed include data from diverse patient populations 

and settings (eg, community and academic endoscopists), studies evaluating 

impact on colon polyps of greater clinical significance (eg, advanced 

adenomas), or more difficult to detect polyps (eg, sessile serrated lesions), 

information on resource implications, access to colonoscopy, patient 

values and preferences, cost-effectiveness, and impact on long-term patient-

important outcomes.
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