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Definition
Telemetric gastrointestinal capsule imaging (also referred to as the camera pill or wireless capsule
endoscopy) is a noninvasive diagnostic imaging system for use in viewing the esophagus or
gastrointestinal (GI) tract, especially the small bowel, which is not accessible to standard upper endoscopy
and colonoscopy. A small capsule (approximately 11 × 26 mm) is swallowed and moves through the GI
tract via peristalsis, capturing video pictures which are transmitted to sensors taped to the body and
stored on a portable recorder. The strength of the signal is used to calculate the position of the capsule
as it passes through the GI tract. Video images are stored on a portable recorder and later downloaded to
a computer, from which they may subsequently be viewed in real time. The capsule passes naturally from
the body with the stool and, being disposable, is not recovered.
Guideline
Members are eligible for esophageal or small bowel capsule endoscopy coverage (when performed by
gastroenterologists or independent diagnostic testing facilities under the general supervision of a
gastroenterologist) for any of the following indications:
1. Esophageal varices for members with cirrhosis and portal hypertension and no prior variceal
bleeding
Cirrhosis and portal hypertension are defined as a Child's class B or C stage or a class A with a low
platelet count (<140,000), an enlarged portal vein diameter (> 13 mm) or evidence of collateral
circulation on ultrasound.
An initial camera pill evaluation is considered reasonable and will enable the presence and/or size of
varices to be determined. Follow-up studies are permissible as follows:
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a. No varices — repeat at 3 years.
b. Small — repeat every 1–2 years (diameter > 0 and < ¼ of the video circumference for the
frame that shows its largest diameter).
c. Medium to large — repeat not medically necessary; endoscopy is the appropriate modality
for subsequent evaluation (≥ ¼ of the circumference).
2. Small Bowel
a. Occult GI bleeding — the medical record must document the presence of GI bleeding and
contain reports of previous negative upper and lower endoscopies performed during the
current episode of illness.
b. Iron deficiency anemia with confirmed blood loss only — the medical record must document
the presence of anemia secondary to blood loss and reports of previous upper and lower
endoscopies.
c. Celiac sprue — when celiac disease is present and member fails to improve post threemonth trial of gluten-free diet and has abnormal weight loss and diarrhea.
d. Crohn’s disease — diagnosis known — but it is necessary to determine whether there is
small bowel involvement.
e. Crohn's disease — diagnosis suspected — when there is a strong clinical suspicion of the
disease (prior radiological study to exclude stricture must have been performed, which did
not demonstrate the presence of Crohn’s disease). All of the following must be present:
i.
ii.
iii.
iv.

Abdominal pain.
Occult or overt GI bleeding.
Diarrhea.
Weight loss.

Note: For this indication, coverage may be provided without the member having undergone
a prior upper GI endoscopy and colonoscopy.
The medical record must document that a diagnosis of the disease requires confirmation; if
the diagnosis is known, the documentation must reflect that it is necessary to determine
small bowel involvement. For those members in whom there was a high clinical suspicion of
Crohn's disease and who had a capsule endoscopy performed without prior upper endoscopy
or colonoscopy, the medical record should document a prior radiologic procedure that
excluded strictures.
f.

Colitis — for those cases in which a diagnosis of colitis of an indeterminate type affecting
the colon is known and in whom a more specific diagnosis is sought by evaluating for
possible small bowel involvement. The medical record must document that the test is
necessary in order to evaluate small bowel involvement.

g. Angiectasias of the GI tract — for the diagnosis of angiectasias, as evidenced by recurrent
episodes of obscure GI bleeding.
h. Small bowel neoplasm — for the diagnosis of small bowel neoplasm when the diagnosis has
not been previously confirmed by other studies (e.g., upper gastrointestinal endoscopy,
colonoscopy, push enteroscopy, nuclear imaging or radiological procedures).
The member must have neoplasm symptoms; all of the following must be present:
i. Abdominal pain.
ii. Occult or overt GI bleeding.
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iii. Diarrhea.
iv. Weight loss.
OR
v. Have documented polyposis syndrome associated with small bowel neoplasia.
OR
vi. Have other history suggesting the presence of small bowel neoplasia (i.e.,
intermittent obstruction or intussusception) and have undergone prior diagnostic
testing (i.e., upper GI endoscopy and/or colonoscopy and radiological studies) to
assess these symptoms.
Note: The requirement for prior examination by upper and lower endoscopies may
be waived for members with documented intussusception of the small bowel without
established etiology.
i.

Inflammatory bowel disease. All of the following must be present:
i.
ii.
iii.
iv.

j.

Abdominal pain.
Occult or overt GI bleeding.
Diarrhea.
Weight loss.

Other conditions — evaluation of malabsorptions syndrome or protein-losing enteropathy
of an obscure origin, as evidenced by the following:
i. Diarrhea with greasy voluminous foul-smelling stool, and
ii. Weight loss despite adequate food intake.
OR
iii. Anorexia, and
iv. Flatulence, and
v. Abdominal distention.
Appropriate prior negative or non-diagnostic evaluations of the esophagus, stomach,
duodenum/small intestine, and colon by flexible endoscopy, and complementary radiologic
procedures and/or microbiologic studies must be documented.

k. Evaluation prior to surgery — evaluation of extent of small bowel involvement with
arteriovenous malformations or lymphangiectasia for members who are contemplated for
surgical resection of the small bowel to control recurrent bleeding or protein loss is
reasonable.
Limitations/Exclusions
1. Gastrointestinal tract must be patent
2. Patency systems to verify GI tract patency prior to camera pill ingestion (e.g., Given® AGILE as an
accessory to the PillCam™) are not considered medically necessary, as there is insufficient evidence
to support its use.
3. The SmartPill™ motility testing system (CPT 91112), which measures pressure, pH, transit time and
temperature is not considered medically necessary, as there is insufficient evidence to support its
use. (Note: Medicare coverage added as exception eff. 10/12/19)
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4. The camera pill colon (e.g., PillCam Colon®) is not considered medically necessary, as there is
insufficient evidence of therapeutic value.
5. The camera pill is not considered medically necessary for any of the following:
a. Bright red blood per rectum.
b. Colorectal cancer screening.
c. Hematemesis.
d. Crohn’s disease, when used for management rather than diagnosis. (Coverage is provided
when utilized to determine extent of small bowel disease).
e. Detection of small bowel malignancies in the absence of obscure GI bleeding or symptoms
suggesting Crohn’s disease.
f.

For the evaluation of gastroesophageal reflux.

g. For the follow-up evaluation of medium to large esophageal varices.
h. Confirmation of lesions or pathologies that are:
i. Normally within the reach of upper or lower endoscopes (lesions proximal to the
second portion of the duodenum or distal to the ileum).
OR
ii. Previously discovered by any of the following diagnostic modalities:
1. Prior endoscopy (including push enteroscopy).
2. Colonoscopy.
3. Radiology.
Revision History
7/12/2019 — Medicare coverage added for SmartPill eff. 10/12/19.
5/11/2018 — added SmartPill to Limitations/Exclusions as investigational.

Applicable Procedure Codes
91110

Gastrointestinal tract imaging, intraluminal (eg, capsule endoscopy), esophagus through ileum, with physician
interpretation and report

91111

Gastrointestinal tract imaging, intraluminal (eg, capsule endoscopy), esophagus with physician interpretation
and report

Applicable ICD-10 Diagnosis Codes
A18.32

Tuberculous enteritis

A18.39

Retroperitoneal tuberculosis

A18.83

Tuberculosis of digestive tract organs, not elsewhere classified

C17.0

Malignant neoplasm of duodenum

C17.1

Malignant neoplasm of jejunum

C17.3

Meckel's diverticulum, malignant

C17.8

Malignant neoplasm of overlapping sites of small intestine

C17.9

Malignant neoplasm of small intestine, unspecified
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C49.A3

Gastrointestinal stromal tumor of small intestine

C49.A4

Gastrointestinal stromal tumor of large intestine

C78.4

Secondary malignant neoplasm of small intestine

D01.40

Carcinoma in situ of unspecified part of intestine

D01.49

Carcinoma in situ of other parts of intestine

D13.2

Benign neoplasm of duodenum

D13.30

Benign neoplasm of unspecified part of small intestine

D13.39

Benign neoplasm of other parts of small intestine

D37.2

Benign neoplasm of endocrine pancreas

D50.0

Iron deficiency anemia secondary to blood loss (chronic)

D50.9

Iron deficiency anemia, unspecified

E16.4

Increased secretion of gastrin

I77.6

Arteritis, unspecified

I85.10

Secondary esophageal varices without bleeding

I85.11

Secondary esophageal varices with bleeding

K31.811

Angiodysplasia of stomach and duodenum with bleeding

K31.82

Dieulafoy lesion (hemorrhagic) of stomach and duodenum

K50.00

Crohn's disease of small intestine without complications

K50.011

Crohn's disease of small intestine with rectal bleeding

K50.118

Crohn's disease of large intestine with other complication

K50.119

Crohn's disease of large intestine with unspecified complications

K50.012

Crohn's disease of small intestine with intestinal obstruction

K50.013

Crohn's disease of small intestine with fistula

K50.014

Crohn's disease of small intestine with abscess

K50.018

Crohn's disease of small intestine with other complication

K50.019

Crohn's disease of small intestine with unspecified complications

K50.10

Crohn's disease of large intestine without complications

K50.111

Crohn's disease of large intestine with rectal bleeding

K50.80

Crohn's disease of both small and large intestine without complications

K50.811

Crohn's disease of both small and large intestine with rectal bleeding

K50.812

Crohn's disease of both small and large intestine with intestinal obstruction

K50.813

Crohn's disease of both small and large intestine with fistula

K50.814

Crohn's disease of both small and large intestine with abscess

K50.818

Crohn's disease of both small and large intestine with other complication

K50.819

Crohn's disease of both small and large intestine with unspecified complications

K50.90

Crohn's disease, unspecified, without complications

K50.911

Crohn's disease, unspecified, with rectal bleeding

K50.918

Crohn's disease, unspecified, with other complication

K50.919

Crohn's disease, unspecified, with unspecified complications
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K52.0

Gastroenteritis and colitis due to radiation

K55.1

Chronic vascular disorders of intestine

K55.21

Angiodysplasia of colon with hemorrhage

K57.11

Diverticulosis of small intestine without perforation or abscess with bleeding

K57.13

Diverticulitis of small intestine without perforation or abscess with bleeding

K57.51

Diverticulosis of both small and large intestine without perforation or abscess with bleeding

K57.53

Diverticulitis of both small and large intestine without perforation or abscess with bleeding

K63.81

Dieulafoy lesion of intestine

K76.6

Portal hypertension

K90.0

Celiac disease

K92.0

Hematemesis

K92.1

Melena

K92.2

Gastrointestinal hemorrhage, unspecified

R10.10

Upper abdominal pain, unspecified

R10.11

Right upper quadrant pain

R10.12

Left upper quadrant pain

R10.13

Epigastric pain

R19.5

Other fecal abnormalities

R19.7

Diarrhea, unspecified

R63.0

Anorexia

R63.4

Abnormal weight loss

R93.3

Abnormal findings on diagnostic imaging of other parts of digestive tract
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