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Abstract: When we talk about visualization methods in surgery, it is important to mention that the
diagnosis of tumors and how we define tumor borders intraoperatively in a correct way are two main
things that would not be possible to achieve without this grand variety of visualization methods we
have at our disposal nowadays. In addition, histopathology also plays a very important role, and its
importance cannot be neglected either. Some biopsy specimens, e.g., frozen sections, are examined
by a histopathologist and lead to tumor diagnosis and the definition of its borders. Furthermore,
surgical resection is a very important point when it comes to prognosis and life survival. Confocal
laser endomicroscopy (CLE) is an imaging technique that provides microscopic information on the
tissue in real time. CLE of disorders, such as head, neck and brain tumors, has only recently been
suggested to contribute to both immediate tumor characterization and detection. It can be used
as an additional tool for surgical biopsies during biopsy or surgical procedures and for inspection
of resection margins during surgery. In this review, we analyze the development, implementation,
advantages and disadvantages as well as the future directions of this technique in neurosurgical and
otorhinolaryngological disciplines.

Keywords: confocal laser endomicroscopy; optical technologies; neurosurgery; otorhinolaryngology

1. Introduction

Complete tumor resection is of utmost importance and a deciding factor in the treat-
ment of numerous tumors, even if surgery is followed by adjuvant therapy. Although
complete tumor resection is the aim of the surgeon, it may fail due to limited recognition of
tumor cells at the resection side. Despite adjuvant therapies, incomplete resection of a tumor
poses a risk for tumor recurrence, decreased quality of life and shortened lifespan [1,2].

Intraoperative diagnosis of tumor cells and the definition of tumor borders are based
on a variety of visualization methods as well as on the histopathologic examination of a
limited number of biopsy specimens in the form of frozen sections. Frozen sections are
typically used to define and differentiate tumor cells ex vivo. They are removed during
the resection process. Current surgical visualization tools include surgical “microscopes”,
laparoscopes, ultrasonography, intraoperative MRI and CT, as well as more sophisticated
navigation devices.

However, none of these can differentiate tumor tissue from normal tissue at a cellular
level. An important distinction is necessary to achieve higher accuracy in malignant
surgical tumor therapy.

Moreover, intraoperative histopathology shows several shortcomings and many biop-
sies are inconclusive. Firstly, the tissue architecture of the tumor can be altered and
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mechanically destroyed during specimen preparation. Secondly, due to tissue hetero-
geneity, sampling errors are possible. Thirdly, the lack of real-time interactivity with the
pathologist and a waiting time of about 30 min for the results disrupt the surgical workflow.
In summary, optimal surgical therapy includes the combination of maximal resection of
diseased tissue with minimal damage to the normal tissue [1]. This is only achievable with
the ability to identify cellular structures and differentiate tumors from normal functional
tissue intraoperatively. Hence, there is an urgent need for new technological equipment
combined with new surgical concepts.

The aim of the imaging technique called confocal laser endomicroscopy (CLE) is to
provide microscopic information on tissue in real time [3]. This can only be achieved by
bringing the microscope into the patient’s body through miniaturized fiber-optic probes.
Like that, the common way of taking a tissue sample from the patient can be avoided. In
addition, the second step of bringing the tissue sample under the microscope in order to
analyze it is not necessary anymore. This technique allows a histopathologic analysis in
real time with a resolution down to 1 µm. The cell’s cytoarchitecture can be visualized
clearly with a 1000-fold magnification. In the year 2004, CLE was first introduced in
gastroenterology and became an enrichment for this discipline since it supported the
current standard endoscopy while performing optical biopsies [3,4].

CLE allows an intraoperative assessment of tissues at the cellular level, especially in
the resection zone (Figure 1). This offers a wide range of advantages, especially in the field
of oncological surgery [5]. The application of CLE-assisted surgery in surgical oncology
comprises numerous procedures and specialties [6–9] with the goal of increasing not only
the initial diagnosis but also the therapeutic options by extending the resection borders
and, more importantly, protecting the functionality of normal tissue in critical areas of the
human body. Therefore, we would like to focus on the use of CLE in oncological surgery,
demonstrating the revolutionary potential and perspectives that this new method offers in
different surgical disciplines. This interdisciplinary approach aims to bring surgical cancer
therapy to the cellular level.
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Figure 1. The problem faced in neurosurgical tumor treatment and how CLE could help to in-
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ning. The lines show the resection borders. 
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a pinhole that is positioned in the beam path of the detected light, whose mission is to 
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Figure 1. The problem faced in neurosurgical tumor treatment and how CLE could help to increase
the intraoperative visualization perspectives. The green dots represent the confocal scanning. The
lines show the resection borders.
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This article describes the CLE-based surgical technique, its implementation in the
operating theater, its advantages, its future perspectives and planned developments, in
order to offer new frontiers and create milestones in brain, head and neck surgery.

We will describe different CLE technologies available on the market with their pros
and cons, focusing on adopting and implementing CLE in the daily routine. Furthermore,
we will summarize the advantage of using CLE, the currently available technology and the
limitations that one has to face in both disciplines using CLE.

2. Technology and Methodology

The confocal microscopes that are used in laboratories have a big similarity to the
CLE devices that are available for clinical use. The difference between these microscopes
is that they are extremely miniaturized. Marvin Minsky was the inventor of the confocal
microscope in 1957 [10]. The target was to focus white light on one single point. The
specimens were examined by the movement of the white light measurement point by
passing through it to get structural information about the desired area in order to acquire
both the x, y plane (surface) and the z-direction (depth). In contrast to conventional light
microscopes, where the entire specimen is illuminated, the confocal microscope illuminates
only a small point whose diameter is limited by diffraction. This procedure has to be
repeated until the entire specimen is scanned point by point. A computer collects the
information and reconstructs the image. The main principle of the confocal microscope is a
pinhole that is positioned in the beam path of the detected light, whose mission is to block
the light coming out of the focal plane. On the one hand, it leads to a reduction of the depth
of field, but in return, the resolution along the optical axis (z-direction) gets improved.

In the following, we will analyze the available confocal systems approved for medical
diagnosis and surgical purposes.

2.1. Cellvizio 400 and 800

The confocal laser endomicroscopic system Cellvizio® (Mauna Kea Technologies, Paris,
France) consists of a blue laser-scanning unit (LSU-488), an infrared laser-scanning unit
(LSU-800), imaging mini-optical probes and the corresponding software.

The micro, mini-optical probe of the Cellvizio® system is composed of thirty thousand
optical fibers. Various confocal probes (Gastroflex™, GastroFlex™ UHD, ColoFlex™,
ColoFlex™ UHD, CholangioFlex™, UroFlex™, CystoFlex™, AQ-Flex™ 19, CystoFlex™
UHD all manufactured by Mauna Kea Technologies, Paris, France) are available and can
be used according to the clinical need. The lateral resolution of each probe is 1 µm with a
confocal image field of view of 240 µm with a maximum 55–65 µm depth. For real-time
imaging, a 4 kHz oscillating mirror for horizontal line scanning and a galvanometric mirror
for frame scanning are integrated. The frame rate is 12 images per second. The blue laser
uses an excitation wavelength of 488 nm and a light emission detector of 500–650 nm.
The red laser uses an excitation wavelength of 785 nm and a light emission detector of
800–810 nm. After the calibration of Cellvizio®, the endomicroscope is ready to use. A
foot pedal allows to start and stop videos. With the Cellvizio® software the videos can be
exported and modified.

2.2. Five-1 and Five-2

Five-1 technology (Optiscan Pty Ltd., Notting Hill, VIC, Australia) is an incorporation
of a conventional gastroscope (Pentax, Tokyo, Japan) and the neurosurgical tool Convivo
(Zeiss Meditec, Oberkochen, Germany). Only a single optical fiber is utilized for the
excitation source as well as for the detection pinhole. There is a flexible connection of
the probe to the laser source and the detection and image processing CPU. The excitation
wavelength used by the solid-state blue laser is 488 nm. In comparison to that, the detection
of light emission is at 505–585 nm. The laser beam is navigated by an electromagnetically
actuated control system offering resonant scanning in both x- and y-axes and is directed
into the specimen via a miniature objective lens. Lateral resolution is close to 0.7 µm. Z-axis
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actuation is achieved by an electrically controlled shape-memory alloy that enables the
scanning of the tissue as deep as 250 µm from the imaging window in 4 µm increments.
Vertical resolution (“optical slice thickness“) is approximately 7 µm. Each raster-scanned
image is a horizontal optical section of 500 × 500 µm in size. The miniaturization helps
to integrate the CLE imaging head into a handheld rigid endoscope probe with an outer
diameter of 7 mm. That way the probe is well suited for endoscopic diagnosis or surgical
applications. The rigid probe is available on the market in different lengths and identically
constructed probes have been integrated into standard gastroenterological endoscopes,
which are well established in clinical practice. Furthermore, the collection of serial images
is achievable at a scan rate of 0.8 frames per second with a resolution of 1024 × 1024 pixels.
In addition, a rate of 1.6 frames per second at 1024 × 512 pixels is possible. This leads
to an approximation of a 1000× magnification on a screen. If the examiner changes to a
review mode, it is possible to magnify details in a digital way up to 10,000 times with image
software while the examination is still going on and without any interruption.

2.3. Other Clinically Available Confocal Systems

Another group of CLE devices is the Vivascope family 1500, 2500 and 3000, (Caliber
ID, Rochester, NY, USA) available only for cellular imaging of the skin and the HRT-
RCM -I, -II -III family (Heidelberg Retinal Tomograph—Rostock Corneal Module, from
Heidelberg Engineering, Heidelberg, Germany) for confocal imaging of the cornea used
in ophthalmology. The confocal technology used by both groups is based on a confocal
reflectance mode without the special preparation of fluorescent agents.

There are numerous fluorescent dyes used for confocal imaging. In this review, we
will focus on those that have been approved for clinical use. Different dyes have approval
for different indented uses. The following subsections will analyze each with regard to the
specialty they are used in.

3. CLE in Neurosurgery

CLE of neurosurgical disorders, such as intracranial neoplasms, has only recently been
suggested to contribute to both (A) immediate tumor characterization and detection as a
completion tool to surgical biopsies during stereotactic biopsy or neurosurgical procedures,
and (B) inspection of resection margins during neurosurgery.

The first studies were performed on rodents. Sankar et al. [11] first assessed the use
of miniaturized handheld confocal microscopes on mice in an experimental glioblastoma
model. In this study, the authors used intravenous fluorescein and topical acriflavine as
contrast agents. They performed systematic biopsies on tumoral and nontumoral tissue
including the margins and came to the conclusion that confocal microscopy could easily
identify the different types of tissues. In addition, it may be a good tool to assist neurosur-
geons when it comes to the detection of infiltrative brain tumor margins during surgery.
A great advantage can also be the fact that the sampling error can be avoided during the
procedure of taking biopsies of heterogeneous glial neoplasms. This huge potential could
lead to the supplementation of conventional intraoperative frozen-section pathology.

In 2014, Georges et al. [12] evaluated the use of label free CLE assessment of glioma
biopsies and came to the result that the image quality was high and cellular structures
were very well differentiated. Martirosyan et al. [13] evaluated the use of a variety of
rapid-acting fluorophores in providing histological information on gliomas, tumor mar-
gins and normal brain in animal models to assess the boundary of the infiltrative tumor.
In vivo CLE imaging was assessed with indocyanine green (ICG), fluorescein sodium (FNa),
5-aminolevulinic acid (5-ALA), acridine orange (AO), acriflavine (AF) and cresyl violet
(CV). They concluded that macroscopic fluorescence was effective for gross tumor detec-
tion, but near-infrared (NIR) CLE performed using ICG enhanced the sensitivity of tumor
detection, providing real-time true microscopic histological information precisely related
to the side of imaging because NIR CLE performed using ICG revealed individual tumor
cells and satellites within peritumoral tissue. They also concluded that CLE provided rapid
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histological information precisely related to the side of microscopic imaging with imaging
characteristics of cells related to the unique labeling features of the fluorophores.

Foersch et al. 2012 used CLE in order to study multiple C6 glioma cell line allografts
implanted into the brain of healthy Wistar rats in vivo [14]. In that way, (A) general feasi-
bility was demonstrated by using allografts expressing endogenous fluorescence without
any dyes, and (B) a variety of fluorescent agents were examined in wild-type C6-glioma
allografts. Attention was given to the distinction between healthy tissue and tissue changes.
For the evaluation of further clinical application and in order to develop a set of endomicro-
scopic criteria, they took fresh resection specimens of various types of intracranial tumors
for direct confocal endomicroscopic imaging ex vivo. A histomorphologic discrimina-
tion between neoplastic and healthy tissue was reached both in vivo and ex vivo due to
characteristic fluorescent staining patterns and some unique morphologic features.

In 2013, Peyre et al. [15] compared CLE in a mouse model of aggressive meningiomas
with corresponding histology images. They concluded that CLE imaging could reliably pro-
vide images of meningothelial and fibroblastic mouse meningiomas as well as of malignant
meningiomas. These images correlated with the findings of the pathologist. Due to this
imaging method, a sharp definition of the border between the brain and the tumor could
be shown, and the identification of embedded nerves and vessels was possible. Moreover,
the extension of tumors along Virchow–Robin spaces into the adjacent brain was observed
with CLE in all mouse models that were used in this study.

Starting in 2011, there have been several studies on human brain tumors:
In 2011, Sanai et al. [16] published the first feasibility study in human brain tumors with

intraoperative CLE. They analyzed the most frequent brain tumors (gliomas, metastasis and
meningiomas), as well as less frequent ones (hemangioblastomas, central neurocytomas).
They concluded that intraoperative CLE was a feasible technology for the resection of
human brain tumors. Preliminary analysis demonstrated reliability for a variety of lesions
in identifying tumor cells and the tumor–brain interface. In addition, they used 5-ALA with
CLE and reported that intraoperative CLE could visualize cellular 5-ALA-induced tumor
fluorescence within low-grade gliomas (WHO I and II) and at the brain tumor, whereas
conventional methods for 5-ALA tumor fluorescence detection (microscopy with filter) did
not show any sign of fluorescence.

Charalampaki et al. 2015 used CLE for the first time integrated into neurosurgical
treatment [17]. The goal was to figure out the best technical considerations needed for
performing CLE in neurosurgery. They also investigated how CLE can be a part of the
neurosurgical daily workflow in the operating theater as an ex vivo diagnostic module
and tried to integrate the CLE technique in an easy way into the neurosurgical daily
routine. To achieve this aim they used endoscopic and microscopic settings and provided
an immediate and intraoperative histopathologic diagnosis of the entire entity in real time.
Furthermore, they explored the best conditions for an evaluation using CLE for in vivo
diagnosis of different types of intracranial and intraspinal neoplasia. They used fluorescein
in vivo but stopped very soon after four cases because of an insufficient distribution of
fluorescein in the intracellular space. They continued with ICG, which offers much better
intraoperative CLE images because of the advantages of ICG to penetrate deeper into the
tissue, to highlight only the cell cytoplasm and to overcome the hemoglobin fluorescence
so that erythrocytes were not visible anymore (Figure 2).

Eschbacher et al. used CLE ex vivo in random tumors (gliomas, schwannomas, menin-
giomas, hemangioblastomas, etc.) [18]. Eighty-eight regions were visualized with CLE,
and corresponding biopsy samples were examined with routine neuropathological anal-
ysis. The pathologist working in a blinded fashion reviewed a subset of the images in a
further evaluation of the usefulness of the device as a diagnostic tool. They concluded that
intraoperative confocal imaging was very well correlated with corresponding traditional
histological findings, including the identification of many pathognomonic cytoarchitec-
tural features of various brain tumors. In the blinded study, 92.9% of the tumors were
diagnosed correctly.
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Figure 2. State-of-the-art visualization of the brain today is 10-fold magnification without cell
visualization (pictures below). With CLE, we can see tumor borders (above left) and tumor-free zone
at the end of the surgery (above right).

Most recently, Pavlov et al. demonstrated the feasibility of intraoperative in vivo
pCLE both in surgery and in the biopsy of gliomas [19]. In their prospective observational
study, two contrast agents were used: 5-aminolevulinic acid or intravenous fluorescein.
A 0.85 mm probe was used for stereotactic procedures, modified with the biopsy needle
to have a distal opening. While performing open brain surgery, a 2.36 mm probe was
used. The neurons’ autofluorescence in the cortex of the brain was observed. CLE images
permit a clear distinction between healthy tissue and pathological tissue in open surgery
and stereotactic biopsy using fluorescein. A huge difficulty was the establishment of
5-aminolevulinic acid confocal patterns. Neither intraoperative complications related to
pCLE nor the use of either contrast agent was observed. Initial feasibility and safety of
intraoperative pCLE were examined during stereotactic biopsy procedures and primary
brain tumor resection. It was shown that pCLE of brain tissue is applicable to surgical
guidance during operations, to improve the biopsy yield and to optimize the resection of
glioma that could be achieved with the analysis of tumor margins.

Acerbi et al. studied the ex vivo fluorescein-assisted CLE technique on a blind com-
parison of CLE pictures to frozen sections [20]. They found a high correlation score with
correct diagnosis and concluded that CLE can be a future complementary technique for
intraoperative diagnosis in glioblastoma surgery. Furthermore, Restelli et al. described in
their 2021 review the correlation between CLE and classic histopathological pictures for
different kinds of tumors located in the brain [21]. They concluded that histopathological
intraoperative diagnosis as well as tumor margins can be very well differentiated with the
use of CLE techniques.

Cheyouo et al. evaluated the cytoarchitecture of the cerebellum and the substantia
nigra by testing the usefulness of unenhanced near-infrared confocal laser reflectance
imaging [22]. For this study, two fresh human cadaver brains were examined by utilizing
a confocal near-infrared laser probe. They demonstrated the reliability of unenhanced
near-infrared reflectance imaging when it comes to the identification and distinction of
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neurons and the cytoarchitecture in detail of two regions in the human brain such as the
cerebellum and substantia nigra by using fresh human cadaver brain.

Charalampaki et al. 2019 used CLE as an assisted surgical technology for multifluores-
cent microscopy. They showed that both the number of options for real-time diagnostic
imaging and the therapeutic options could be augmented. This is achievable if the resection
borders of cancer are extended at a cellular level and, more essentially, if the functionality
of normal tissue is protected in the adjacent areas of the human brain [23].

Cui et al. 2020 presented a compact label-free and contactless reflectance confocal
microscope with a 20 mm working distance that provided <1.2 µm spatial resolution over
a 600 µm × 600 µm field of view in the near-infrared region [24]. Results showed great
potential for the proposed system to be translated into use as a next-generation label-free
and contactless neurosurgical microscope.

In addition, automatic tissue characterization with pCLE would support the surgeon
not only with the determination of the diagnosis but also with guidance during robot-
assisted intervention procedures.

A deep learning-based framework was proposed by Li et al. to be able to define brain
tissue for context-aware diagnosis support in oncology in neurosurgery [25]. They demon-
strated how this deep learning framework can be applied in a way so that glioblastoma
and meningioma tumors can be classified based on endomicroscopic data. In consideration
of the results, the proposed image classification framework led to a significant improve-
ment compared to state-of-the-art feature-based methods. Furthermore, the classification
performance is ameliorated by using video data with an accuracy of 99.49%. We summa-
rized the aspects of the most important intraoperative studies performed with the CLE
technique [16,17,19,20,23,26–33] and their results in Table 1.

Table 1. Intraoperative use of CLE in neurosurgery.

Name of the Study Date Author Number of
Patients Stain Used Results

Laser-Scanning Confocal
Endomicroscopy (LSCE) in the

Neurosurgical Operating Room: a
review and Discussion of

future applications

2011 Sanai, N.
[16] 10 Fluorescein

5-ALA

- There are technical limitations
in visualization. Specifically, in
regard to the identification of
nuclear morphology, cytoplasm
characteristics and
nuclear-to-cell ratios

Comparing High-Resolution
Microscopy Techniques for Potential

Intraoperative use in Guided
Low-Grade Glioma Resections

2015 Meza, D.
[26] 7 5-ALA

- Out of the three techniques
investigated, only DAC
microscopy was able to offer
high image resolution
comparable to histology

- Disadvantage of DAC: requires
a laser-scanning mechanism to
achieve sectioning

Confocal Laser Endomicroscopy for
Real-time Histomorphological

Diagnosis: Our Clinical Experience
with 150 Brain and Spinal

Tumor Cases

2015 Charalampaki,
P. [17] 150 Acriflavine,

Fluorescein

- Key features of different types
of brain and spinal tumors
were observed

- CLE offered benefits for
patients, neurosurgeons and
other oncological disciplines

- In general, waiting times for
histopathological review have
been greatly reduced using CLE
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Table 1. Cont.

Name of the Study Date Author Number of
Patients Stain Used Results

Intraoperative Probe-Based
Confocal Laser Endomicroscopy in
Surgery and Stereotactic Biopsy of

Low-Grade and High-Grade
Gliomas: A Feasibility Study

in Humans

2016 Pavlov, V.
[19] 9 5- ALA (3)

FNa (6)

- Cellvizio allowed for successful
differentiation between healthy
and pathological tissue

- The intraoperative dyes do not
pose any intraoperative risks

- Fluorescence allows better
differentiation between
tissue types

Prospective Evaluation of the
Utility of Intraoperative Confocal
Laser Endomicroscopy in Patients

with Brain Neoplasms using
Fluorescein Sodium: Experience with

74 Cases

2016 Martirosyan,
NL. [27] 74 FNa

- Mean duration of intraoperative
CLE was approximately 16 min

- Glioma specificity and
sensitivity were 94% and 91%

- Meningioma specificity and
sensitivity were 93% and 97%

- CLE could allow for interactive
identification of tumor areas
and improve tumor resection

Visualization of Brain
Microvasculature and Blood flow in

Vivo: Feasibility Study using
Confocal Laser Endomicroscopy

2021 Belykh, E.
[28] 20 FNa

- CLE allows for precise details of
real-time cell movements.

- CLE allowed for classification of
the microvasculature in gliomas
into normal and abnormal.

- Microvasculature was visible
for up to 30 min after
2 mg application.

Probe-Based Three-Dimensional
Confocal Laser Endomicroscopy of

Brain Tumors: Technical Note
2018 Belykh, E.

[29]
Mice: 19

Patients: 31 FNa

- 3D-rendered images allow an
increased spatial understanding
of cellular architecture
and structures

Confocal-Assisted Multispectral
Fluorescent Microscopy for Brain

Tumor Surgery
2019 Charalampaki,

P. [23]
Rats: 22

Patients: 13 ICG

- Optimizing microsurgery by
improving its safety and
efficiency is an important aspect
of oncological neurosurgery

- There are different techniques
that are being investigated in
order to determine the
best approach

- A technique of importance is
the use of ICG and CLE to help
contrast tumors and
tumor margins

- There are still limitations to
overcome; however, CLE
proves promising

Intraoperative Confocal Laser
Endomicroscopy Ex Vivo

Examination of Tissue
Microstructure During

Fluorescence-Guided Brain
Tumor Surgery

2020 Belykh, E.
[30] 47 FNa

- Specificity of CLE: 90%
- Diagnostic features were able to

be identified and allowed for a
distinction between healthy
brain tissue and
lesional gliomas
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Table 1. Cont.

Name of the Study Date Author Number of
Patients Stain Used Results

Ex Vivo Fluorescein-Assisted
Confocal Laser Endomicroscopy

(CONVIVO System) in Patients with
Glioblastoma: Results from a

Prospective Study

2020 Acerbi, F.
[20] 15 FNa

- Blind comparison between
CONVIVO-Zeiss and frozen
image showed a high
correlation of correct diagnosis.

- CLE can be used as a
complementary tool for
intraoperative diagnosis during
glioblastoma surgery

Intraoperative Imaging of Brain
Tumors with Fluorescein: Confocal

Laser Endomicroscopy in
Neurosurgery. Clinical and

User experience

2021 Höhne, J.
[31] 12 FNa

- CLE allowed high-quality
visualization of fine structures,
anatomical details and
microstructures.

- Comparative validation from
neuropathologists is crucial for
CLE success

Intraoperative Confocal Laser
Endomicroscopy: Prospective in

Vivo Feasibility Study of a
Clinical-Grade System for

Brain Tumors

2022 Abramov, I.
[32] 30 FNa

- Interpretable CLE results were
attained in 7 min

- Positive correlation between
interpretable image acquisition
and surgeon experience,
cumulative length of CLE time
and CLE time per case

- Accuracy, sensitivity and
specificity were at 94%, 94%,
and 100%, respectively

- The safety and feasibility of
obtaining noninvasive biopsy
results were proven successful

Real-Time Intraoperative Surgical
Telepathology using Confocal

Laser Endomicroscopy
2022 Abramov, I.

[33] 11 FNa

- CLE identification has proven
to be faster than
neuropathological analysis
(6 min vs. 23 min)

- CLE does not only allow
quicker analysis but also allows
a less invasive approach to
pathology by allowing
pathologists to view the images
simultaneously with
the surgeons

CLE: confocal laser endomicroscopy; FNa: sodium fluorescein; 5-ALA: aminolevulinic acid; GFP: green fluorescent
protein; MG: magnifying glasses; DAC: dual-axis confocal microscopy.

CLE allows the neurosurgeon not only to determine the tumor biology and the tumor
margins directly but also to distinguish between normal and pathological tissue. Apart
from that, it allows the visualization of important accessory structures such as nerves
and vessels, which in return permits a precise resection and an assured conservation of
functionality.

4. CLE on Ent Applications

Squamous cell carcinomas of the head and neck (HNSCCs) represent one of the six
most common cancer types worldwide, accounting for about 5% of all human malignan-
cies [34]. The majority of patients are initially treated with surgery [35]. Thereby, complete
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tumor resection is highly important for patient outcome and is routinely controlled during
the operation by rapid section histology [36]. However, this technique delays the surgical
procedure and requires an additional tissue resection in order to obtain a histological
verification of cancer-free resection borders. For histological diagnosis, another operative
procedure combining an endoscopic examination of the upper aerodigestive tract and
a biopsy of the suspicious mucosal region is needed prior to the tumor resection itself.
Against this background, CLE is a promising technique not only for the visualization and
differentiation between healthy mucosa, benign lesions, dysplasia and invasive cancer
but also for the identification of tumor borders and the verification of R0 resections in the
management of head and neck cancer.

Though numerous studies have confirmed the potential benefit of CLE for nonin-
vasive real-time histological imaging in gastroenterology [37–43], gynecology [44,45],
urology [46,47], pneumology [48–50], and neurosurgery [11–23,51] over the past years,
there is a limited number of studies with small patient cohorts in the field of head and
neck surgery [52,53]. White et al. first described the applicability of CLE in the head
and neck region in 1999 using six healthy control tissue specimens and described its mor-
phological similarity with corresponding H&E-stained microscopic sections [54]. This
first description of CLE imaging in the head and neck area was followed by numerous
in vitro [55–60] and in vivo studies [61–91] focusing on the noninvasive detection of head
and neck cancer using CLE. Table 2 gives an overview of the most important in vitro and
in vivo studies on CLE applications in the head and neck region over the past 23 years.
While in most of the in vitro as well as the first in vivo studies, tissue autofluorescence
seemed to be adequate to provide valuable CLE images [54–56,58,60,61,65,67,69,70], an
optimized tissue contrast was reported in other trials using topically or systemically ap-
plied fluorophores, including acriflavine, 5-aminolevulinic acid, fluorescein, proflavine or
hypericin [57,59,62–64,66,68,70,72–74,76–80]. From 2016 on, systemically applied fluores-
cein (i.v. application) was used in nearly all published CLE in vivo studies in the head and
neck region and presumably provides the best tissue contrast and quality of generated
CLE images [81–84,88–91]. Further studies have to show if other fluorescent dyes, e.g.,
indocyanine green, can potentially enhance tissue contrast even more.

Table 2. CLE studies head and neck region.

Study Year No. of
Cases/Samples Fluorescent Dye Main Results

ex vivo

Clark et al. [55] 2003 17 none HNSCC patients; good visualization of tumor
morphology as well as adjacent tumor-free tissue

Just et al.
[56] 2006 26 none

larynx biopsies (healthy, dysplasia, benign +
malignant tumors); good correlation with

histology; primary endpoints Se/Sp

Abbaci et al.
[57] 2009 27 AF/F/5-ALA

laryngectomy specimens; tumor, dysplastic and
healthy tissue portions of each specimen were

examined; description of CLE morphology
compared with HE staining

Muldoon et al.
[58] 2012 13 none HNSCC samples; primary endpoints Se/Sp; good

correlation with histology

Vila et al. [59] 2012 38 P
HNSCC samples; 7 examiners for the evaluation of

CLE images after initial training; primary
endpoints Se/Sp/IRR/Ac
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Table 2. Cont.

Study Year No. of
Cases/Samples Fluorescent Dye Main Results

Linxweiler et al.
[60] 2016 185 AF/none

HNSCC samples (n = 135) + healthy controls
(n = 50); visualization and discrimination between
neoplastic and non-neoplastic tissue; identification
of the tumor border; evaluation of CLE images by

ENT surgeons, pathologists and laymen after
initial training; primary endpoint: correct

identification of tumor border and
tumor localization

in vivo
(M)

Farahati et al.
[61] 2010 60 none

10 healthy mice, 50 mice with chemically induced
tongue cancer; description of CLE morphology;

primary endpoints Se/Sp/IRR

in vivo
(H)

White et al.
[54] 1999 6 none healthy controls; description of CLE morphology;

good correlation with histology

Zheng et al.
[62] 2004 5 5-ALA

2 healthy controls; 3 tongue cancer patients;
description of morphology, good correlation

with histology

Thong et al.
[63] 2007 not indicated 5-ALA/F/H

tissue samples + in vivo measurements in humans
and mice; good correlation with histology;
differentiation between healthy tissue and

tumor tissue

Thong et al.
[64] 2007 2 5-ALA/F

healthy control patient + tongue cancer patient;
description of morphology; good correlation

with histology

Maitland et al.
[65] 2008 8 none HNSCC patients; description of CLE morphology;

good correlation with histology

Haxel et al.
[66] 2010 5 AF/F healthy controls; description of CLE morphology;

good correlation with histology

Pogorzelski
et al.
[67]

2012 15 none
HNSCC patients; development of a diagnostic

score; good differentiation between healthy tissue
and tumor tissue

Thong et al.
[68] 2012 6 F/H

healthy controls; description of CLE morphology;
good correlation with morphology; application of

a 3D fluorescence imaging prototype

Pierce et al.
[69] 2012 30 none

moderate to severe dysplasia + HNSCC patients;
good correlation with histology; primary

endpoints Se/Sp/PPV/NPV

Just & Pau [70] 2013 10 none visualization of laryngeal mucosa from healthy
controls and patients with premalignant lesions

Contaldo et al.
[71] 2013 6 AF healthy controls; visualization of different

histological structures

Nathan et al.
[72] 2014 21 F i.v.

visualization of premalignant and malignant
lesions of the head and neck mucosa

(12 dysplasias, 9)

(9 carcinomas); good correlation with histology;
primary endpoints Se/Sp/PPV/NPV

Dittberner et al.
[73] 2016 12 F i.v.

automated analysis of CLE images from neoplastic
and non-neoplastic oral tissue; primary

endpoint AUC
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Table 2. Cont.

Study Year No. of
Cases/Samples Fluorescent Dye Main Results

Moore et al.
[74] 2016 24 F i.v.

visualization and discrimination between benign,
precancerous and malignant lesions of the head

and neck; primary endpoint interobserver
agreement; good correlation with histology

Volgger et al.
[75] 2016 19 F i.v.

visualization and discrimination between healthy
tissue and various grades of dysplasia up to

squamous cell carcinomas of the laryngeal mucosa;
primary endpoints Se/Sp; CLE helpful for the

discrimination between noninvasive
laryngeal lesions

Goncalves et al.
[76] 2017 7 F i.v.

visualization and differentiation between severe
dysplasia to invasive carcinoma (n = 3) and benign

tumors (n = 4) of the vocal cords; primary
endpoints Se/Sp/PPV/NPV/IRR

Aubreville et al.
[77] 2017 12 F i.v.

automated analysis of CLE images of the
cancerous and tumor-free oral mucosa from
12 HNSCC patients using a deep learning
approach; primary endpoints Se/Sp/AUC

Englhard et al.
[78] 2017 11 FITC-labeled Ab

visualization and differentiation between HNSCC
and tumor-free tissue using CLE in combination

with FITC-labeled EpCAM and EGF-R-antibodies;
in vitro (cell lines) + in vivo (HNSCC samples,

n = 11; healthy mucosa samples, n = 5); primary
endpoint antigen specificity of the Abs

Goncalves et al.
[79] 2019 7 F i.v.

visualization and differentiation between
squamous cell carcinomas (n = 3) and benign

tumors (n = 4) of the vocal folds; primary
endpoints Se/Sp/PPV/NPV/IRR

Shinohara et al.
[86] 2020 10

AF
Food Red
No. 106

visualization of and differentiation between
HNSCC and adjacent healthy tissue using

autofluorescence, topical AF, or AF + Food Red
No. 106; best results with AF only

Sievert et al.
[84] 2021 5 F i.v.

visualization and differentiation between
oropharyngeal squamous cell carcinomas and

adjacent healthy tissue; assessment of free
resection margins; primary endpoints

Se/Sp/PPV/NPV/Ac

Wenda et al.
[85] 2021 2 F i.v.

Visualization of tumor tissue in one patient with
sinonasal inverted papilloma and one patient with

sinonasal squamous cell carcinoma

Dittberner et al.
[87] 2021 13 F i.v.

visualization of and differentiation between
HNSCC and adjacent healthy tissue; primary

endpoints Se/Sp/Ac/; concordance between CLE
imaging and histology

Sievert et al.
[82] 2021 13 F i.v.

generation and evaluation of an eight-point score
for correct assessment of malignancy in laryngeal
and pharyngeal squamous cell carcinoma; primary

endpoints Se/Sp/Ac/NPV/PPV/AUC

Sievert et al.
[83] 2021 5 F i.v.

CLE-based assessment of safe surgical margins in
laryngeal cancer patients; primary endpoints

Se/Sp/NPV/PPV/Ac
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Table 2. Cont.

Study Year No. of
Cases/Samples Fluorescent Dye Main Results

Sievert et al.
[81] 2022 13 F i.v.

generation and evaluation of a larynx and pharynx
confocal imaging score for correct assessment of

malignancy in laryngeal and pharyngeal
squamous cell carcinomas; comparison between

CLE experts and CLE nonexperts; primary
endpoints Se/Sp/Ac

Abbaci et al.
[88] 2022 44 patent blue V

visualization of and differentiation between
HNSCC tumor core and its margins; primary

endpoints Se/Sp

Sievert et al.
[89] 2022 5 F i.v.

visualization of and differentiation between tumor
and adjacent healthy tissue in 5 laryngectomy

patients; primary endpoints Se/Sp, ROI of tumor
and healthy tissue

Sievert et al.
[90] 2022 10 F i.v.

visualization and evaluation of diagnostic value of
intraepithelial capillary loops and atypical vessels
in 10 laryngectomy patients; comparison between

tumor vs. healthy tissue; primary endpoints
Se/Sp/NPV/PPV/Ac

Sievert et al.
[91] 2022 12 F i.v.

generation and evaluation of a confocal imaging
score for correct assessment of malignancy in oral

cavity squamous cell carcinomas; primary
endpoints Se/Sp/Ac/NPV/PPV/AUC

H—Hypericin; AF—Acriflavine; F—Fluorescein; 5-ALA—5 aminolevulinic acid; P—Proflavine; Ab—Antibodies;
FITC—Fluorescein isothiocyanate; Se—Sensitivity; Sp—Specificity; PPV—Positive predictive value; NPV—
Negative predictive value; Ac—Accuracy; IRR—Inter-rater reliability; AUC—Area under the curve.

Most of the studies published on CLE in the head and neck region addressed the appli-
cability of CLE for real-time imaging of histological tumor architecture compared to healthy
or dysplastic head and neck tissue and reported a sensitivity and specificity for the differen-
tiation between neoplastic and tumor-free tissue ranging from 45.5% up to 100% and from
40% up to 100%, respectively [65,76,79]. Nearly all studies confirmed a good correlation
between CLE morphology and histology and stated a relevant benefit for the intraoperative
evaluation and the surgical management of suspicious mucosal lesions [54,68,72]. The most
relevant morphological criteria for accurate differentiation between tumor and healthy
tissue include tissue homogeneity, cell size, borders and clusters, intraepithelial capillary
loops, atypical vessels, and the nucleus/cytoplasm ratio [81,82,89–91]. Based on these
observations, Sievert et al. developed CLE imaging scores assessing different combinations
of the aforementioned morphological characteristics for laryngeal, pharyngeal, and oral
cavity squamous cell carcinomas [81,82,91].

In addition to correct identification of tumor tissue, few studies addressed the question
if CLE can be used to confirm tumor-free resection borders in head and neck cancer surgery,
which would be highly beneficial in the surgical management of head and neck cancer as
an alternative to frozen-section histology. In those studies, tumor tissue as well as tumor
resection borders were evaluated with a CLE probe after intravenous application of fluores-
cein during the surgical procedure and compared with the results of H&E histology [83,84].
Reported accuracy, sensitivity, specificity, negative predictive value, and positive predictive
value for a correct assessment of resection borders ranged from 80% to 86%, 72% to 90%,
79% to 88%, 76% to 82%, and 86% to 88%, respectively. Only one study addressed the ques-
tion if CLE can be used to detect the border between cancer and adjacent non-neoplastic
tissue. In this study, Linxweiler et al. investigated specimens from 135 HNSCC patients
and 50 healthy controls and could show that, with the help of an experienced pathologist,
tumor borders can correctly be identified in 97% of cases [60] (Figure 3). One study also
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investigated the potential use of CLE for noninvasive real-time imaging of sinonasal lesions
and reported safe applicability with excellent imaging quality [85].
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Figure 3. Comparison between CLE and H&E morphology of tissue in the head and neck area.
Confocal laser endomicroscopy (CLE) images (left picture, fresh frozen samples) and H&E-stained
slides from the respective FFPE tissue are shown for skeletal muscle of the soft palate (A), adipose
tissue of the cheek (B), a nonkeratinizing squamous cell carcinoma of the tonsil (C) and a keratinizing
squamous cell carcinoma of the tongue (D). As shown in (D), tumor borders (black line), as well as
tumor localization (black star), can clearly be identified using CLE technology. CLE and H&E images
are shown in 40× magnification.

These studies illustrate that CLE imaging represents a highly promising technique for
head and neck surgery providing real-time optical biopsies not only for the evaluation of
suspicious mucosal lesions but also to potentially improve the quality of surgical treatment
in terms of R0 resections by better identification of tumor borders and correct assessment
of resection margins. Clinical studies addressing this potential application of CLE during
tumor resections including higher patient numbers must show if one can reach a relevant
benefit in patients’ functional outcome and survival compared with conventional rapid
section histology, ideally in a prospective, randomized, controlled study design.

A major limitation of all studies published so far on the in vivo application of CLE in
the head and neck region is the comparably low number of patients with a maximum of
44 patients. Moreover, it has to be considered that systemically applied fluorescein is not ap-
proved by the Food and Drug Administration (FDA) and the European Medicines Agency
(EMA) for a clinical application separate from diagnostic angiography and angioscopy of
the eye vasculature, although the risks of severe adverse events seem to be low [38,80].
Apart from that, one has to keep in mind that there is no CLE microprobe available specif-
ically designed for application in head and neck surgery so far, with tumors frequently
located at hardly accessible areas, e.g., the hypopharynx or larynx. However, the Cellvizio®

GastroFlexTM microprobe, which was used in most head and neck studies is quite flexible,
with a diameter of only 2.7 mm, and therefore is supposed to be maneuverable enough to
reach any anatomical area of the upper aerodigestive tract.

As various in vivo studies published on CLE application in the head and neck region
have proven that CLE is an applicable tool in an intraoperative setting without resulting in
a relevant elongation of operation time or causing any harm to the patients, future trials will
have to address relevant endpoints, e.g., a higher rate of R0 resections or better protection
of healthy tissue adjacent to the tumor with a better functional outcome for the patients in
order to promote the use of CLE in clinical routine. Another so far sparsely addressed future
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application of CLE could be the real-time analysis of molecular biomarkers, as first studies
have proven that antibody-linked fluorophores are able to specifically detect their targets
and can be visualized with CLE in vivo [41,42,78]. Additionally, initial studies developed
automated analysis tools for CLE images of oral tissue using distance map histograms [73]
or deep learning technologies [65]. Further studies enrolling a higher number of patients
will have to substantiate these promising results.

5. Limitations of CLE

From our 12 years of experience on CLE techniques, it is important to mention that imag-
ing with CLE and histopathology in vivo have some limitations that are mentioned below.

(1) There are some fluorescent agents for instance cresyl violet and acriflavine that have
no approval for their use in a clinical setting in neurosurgery. For this reason, we
prefer fluorescein and indocyanine green for intravenous application, since the use
of both fluorescent agents is well known for a lot of years now in clinical practice.
Systems that are working label free will be the best outlook for the future.

(2) Even if we found out during our observations that the strongest signal of the applied
fluorescent agent was on the surface of the tumor, the infiltration depth of the endomi-
croscope is limited, which could represent a mentionable disadvantage. Nevertheless,
the next generation of confocal systems (e.g., with near-infrared probes) could possi-
bly provide a solution to this problem. Furthermore, confocal systems which have
numerous excitation wavelengths, will make clinical use easier in the future.

6. Conclusions

The application of CLE-assisted surgery in oncologic surgery includes plenty of proce-
dures and specialties with a lot of common goals. First of all, both the initial diagnostic
accuracy has to be increased, and the therapeutic options can be augmented if the resection
borders are extended. Secondly, the functionality of normal tissue in critical areas of the
human body has to be protected.

In our research, we tried to demonstrate this new method that revolutionizes and
influences with its great potential and perspectives not only the diagnosis but also the
treatment of several pathologies that are known in various regions of the brain, head
and neck. In summary, this paper gives a description of CLE as a surgical technique and
demonstrates its implementation in the operating theater, its advantages, its potential in the
future and its progress in different oncological surgical fields. In conclusion, it can be said
that CLE-assisted surgery not only improves the representation of histological diagnosis
significantly compared to other methods such as the hematoxylin and eosin staining that
are time consuming and take several days but also identifies the borders between cancer
and healthy tissue, which leads to maximization of cancer resection.
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29. Belykh, E.; Patel, A.A.; Miller, E.J.; Bozkurt, B.; Yağmurlu, K.; Woolf, E.C.; Scheck, A.C.; Eschbacher, J.M.; Nakaji, P.; Preul, M.C.
Probe-based three-dimensional confocal laser endomicroscopy of braintumors: Technical note. Cancer Manag. Res. 2018, 10,
3109–3123. [CrossRef]

30. Belykh, E.; Zhao, X.; Ngo, B.; Farhadi, D.S.; Byvaltsev, V.A.; Eschbacher, J.M.; Nakaji, P.; Preul, M.C. Intraoperative Confocal Laser
Endomicroscopy Ex Vivo Examination of Tissue Microstructure During Fluorescence-Guided Brain Tumor Surgery. Front. Oncol.
2020, 10, 599250. [CrossRef]

31. Höhne, J.; Schebesch, K.M.; Zoubaa, S.; Proescholdt, M.; Riemenschneider, M.J.; Schmidt, N.O. Intraoperative imaging of brain
tumors with fluorescein: Confocal laser endomicroscopy in neurosurgery. Clinical and user experience. Neurosurg. Focus 2021,
50, E19. [CrossRef] [PubMed]

32. Abramov, I.; Park, M.T.; Belykh, E.; Dru, A.B.; Xu, Y.; Gooldy, T.C.; Scherschinski, L.; Farber, S.H.; Little, A.S.; Porter, R.W.; et al.
Intraoperative confocal laser endomicroscopy: Prospective in vivo feasibility study of a clinical-grade system for brain tumors.
J. Neurosurg. 2022, 1, 1–11. [CrossRef] [PubMed]

33. Abramov, I.; Park, M.T.; Gooldy, T.C.; Xu, Y.; Lawton, M.T.; Little, A.S.; Porter, R.W.; Smith, K.A.; Eschbacher, J.M.; Preul, M.C.
Real-time intraoperative surgical telepathology using confocal laser endomicroscopy. Neurosurg. Focus 2022, 52, E9. [CrossRef]
[PubMed]

34. Ferlay, J.; Shin, H.-R.; Bray, F.; Forman, P.D.M. Estimates of worldwide burden of cancer in 2008: GLOBOCAN 2008. Int. J. Cancer
2010, 127, 2893–2917. [CrossRef]

35. Marur, S.; Forastiere, A.A. Head and Neck Cancer: Changing Epidemiology, Diagnosis, and Treatment. Mayo Clin. Proc. 2008, 83,
489–501. [CrossRef]

36. Chiesa, F.; Mauri, S.; Tradati, N.; Calabrese, L.; Guigliano, G.; Ansarin, M.; Andrle, J.; Zurrida, S.; Orecchia, R.; Scully, C. Surfing
prognostic factors in head and neck cancer at the millenium. Oral. Oncol. 1999, 35, 590–596. [CrossRef]

37. Wallace, M.B.; Sharma, P.; Lightdale, C.; Wolfsen, H.; Coron, E.; Buchner, B.M.; Bansal, A.; Rastogi, A.; Abrams, J.; Crook, J.; et al.
Preliminary accuracy and interobserver agreement for the detection of intraepithelial neoplasia in Barrett’s esophagus with
probe-based confocal laser endomicroscopy. Gastrointest. Endosc. 2010, 72, 19–24. [CrossRef]

38. Wallace, M.B.; Meining, A.; Canto, M.I.; Fockens, P.; Miehlke, S.; Roesch, T.; Lightdale, C.J.; Pohl, H.; Carr-Locke, D.; Löhr, M.; et al.
The safety of intravenous fluorescein for confocal laser endomicroscopy in the gastrointestinal tract. Aliment. Pharmacol. Ther.
2010, 31, 548–552. [CrossRef]

39. Polglase, A.L.; McLaren, W.J.; Skinner, S.A.; Kiesslich, R.; Neurath, M.F.; Delaney, P.M. A fluorescence confocal endomicroscope
for in vivo microscopy of the upper- and the lower-GI tract. Gastrointest. Endosc. 2005, 62, 686–695. [CrossRef]

40. Kiesslich, R.; Burg, J.; Vieth, M.; Gnaendiger, J.; Enders, M.; Delany, P.; Polglase, A.; McLaren, W.; Janell, D.; Thomas, S.; et al.
Confocal laser endoscopy for diagnosing intraepithelial neoplasias and colorectal cancer in vivo. Gastroenterology 2004, 127,
706–713. [CrossRef]

41. Goetz, M.; Ziebart, A.; Foersch, S.; Vieth, M.; Waldner, M.J.; Delaney, P.; Galle, P.R.; Neurath, M.F.; Kiesslich, R. In vivo molecular
imaging of colorectal cancer with confocal endomicroscopy by targeting epidermal growth factor receptor. Gastroenterology 2010,
138, 435–446. [CrossRef]

42. Foersch, S.; Kiesslich, R.; Waldner, M.J.; Delaney, P.; Galle, P.R.; Neurath, M.F.; Goetz, M. Molecular imaging of VEGF in
gastrointestinal cancer in vivo using confocal laser endomicroscopy. Gut 2010, 59, 1046–1055. [CrossRef] [PubMed]

43. Meining, A.; Saur, D.; Bajbouj, M.; Becker, V.; Peltier, E.; Höfler, H.; Hann von Weyhern, C.; Schmid, R.M.; Prinz, C. In vivo
histopathology for detection of gastrointestinal neoplasia with a portable, confocal miniprobe: An examiner blinded analysis.
Clin. Gastroenterol. Hepatol. 2007, 5, 1261–1267. [CrossRef]

44. Carlson, K.; Pavlova, I.; Collier, T.; Descour, M.; Follen, M.; Richards-Kortum, R. Confocal microscopy: Imaging cervical
precancerous lesions. Gynecol. Oncol. 2005, 99, S84–S88. [CrossRef] [PubMed]

45. Tan, J.; Quinn, M.; Pyman, J.M.; Delaney, P.M.; McLaren, W.J. Detection of cervical intraepithelial neoplasia in vivo using confocal
endomicroscopy. BJOG 2009, 116, 1663–1670. [CrossRef] [PubMed]

46. Wiesner, C.; Jäger, W.; Salzer, A.; Biesterfeld, S.; Kiesslihc, R.; Hampel, C.; Thüroff, J.W.; Goetz, M. Confocal laser endomicroscopy
for the diagnosis of urothelial bladder neoplasia: A technology of the future? BJU Int. 2011, 107, 399–403. [CrossRef] [PubMed]

47. Sonn, G.A.; Jones, S.E.; Tarin, T.V.; Du, C.B.; Mach, K.E.; Jensen, K.C.; Liao, J.C. Optical biopsy of human bladder neoplasia with
in vivo confocal laser endomicroscopy. J. Urol. 2009, 128, 1299–1305. [CrossRef]

http://doi.org/10.1007/s11548-018-1806-7
http://www.ncbi.nlm.nih.gov/pubmed/29948845
http://doi.org/10.1002/lsm.22347
http://doi.org/10.3171/2016.1.FOCUS15559
http://doi.org/10.1111/micc.12678
http://doi.org/10.2147/CMAR.S165980
http://doi.org/10.3389/fonc.2020.599250
http://doi.org/10.3171/2020.11.FOCUS20783
http://www.ncbi.nlm.nih.gov/pubmed/33386020
http://doi.org/10.3171/2022.5.JNS2282
http://www.ncbi.nlm.nih.gov/pubmed/35901698
http://doi.org/10.3171/2022.3.FOCUS2250
http://www.ncbi.nlm.nih.gov/pubmed/35921184
http://doi.org/10.1002/ijc.25516
http://doi.org/10.4065/83.4.489
http://doi.org/10.1016/S1368-8375(99)00043-3
http://doi.org/10.1016/j.gie.2010.01.053
http://doi.org/10.1111/j.1365-2036.2009.04207.x
http://doi.org/10.1016/j.gie.2005.05.021
http://doi.org/10.1053/j.gastro.2004.06.050
http://doi.org/10.1053/j.gastro.2009.10.032
http://doi.org/10.1136/gut.2009.202986
http://www.ncbi.nlm.nih.gov/pubmed/20639250
http://doi.org/10.1016/j.cgh.2007.05.019
http://doi.org/10.1016/j.ygyno.2005.07.049
http://www.ncbi.nlm.nih.gov/pubmed/16143376
http://doi.org/10.1111/j.1471-0528.2009.02261.x
http://www.ncbi.nlm.nih.gov/pubmed/19781048
http://doi.org/10.1111/j.1464-410X.2010.09540.x
http://www.ncbi.nlm.nih.gov/pubmed/20707794
http://doi.org/10.1016/j.juro.2009.06.039


Diagnostics 2022, 12, 2697 18 of 19

48. Fuchs, F.S.; Zirlik, S.; Schubert, J.; Vieth, M.; Neurath, M.F. Confocal laser endomicroscopy for diagnosing lung cancer in vivo.
Eur. Respir. J. 2013, 41, 1401–1408. [CrossRef]

49. Lane, P.M.; Lam, S.; McWilliams, A.; Le Riche, J.C.; Anderson, M.W.; MacAulay, C. Confocal fluorescence microendoscopy of
bronchial epithelium. J. Biomed. Opt. 2009, 14, 024008. [CrossRef]

50. Thiberville, L.; Moreno-Swirc, S.; Vercauteren, T.; Peltier, E.; Cavé, C.; Heckly, G.B. In Vivo Imaging of the Bronchial Wall
Microstructure Using Fibered Confocal Fluorescence Microscopy. Am. J. Respir. Crit. Care Med. 2007, 175, 22–31. [CrossRef]

51. Snuderl, M.; Wirth, D.; Sheth, S.A.; Bourne, S.K.; Kwon, C.-S.; Ancukiewicz, M.; Curry, W.T.; Frosch, M.P.; Yaroslavsky, A.N.
Dye-Enhanced Multimodal Confocal Imaging as a Novel Approach to Intraoperative Diagnosis of Brain Tumors. Brain Pathol.
2013, 23, 73–81. [CrossRef] [PubMed]

52. Abbaci, M.; Breuskin, I.; Casiraghi, O.; De Leeuw, F.; Ferchiou, M.; Temam, S.; Laplace- Builhé, C. Confocal laser endomicroscopy
for non-invasive head and neck cancer imaging: A comprehensive review. Oral. Oncol. 2014, 50, 711–716. [CrossRef] [PubMed]

53. Volgger, V.; Conderman, C.; Betz, C.S. Confocal laser endomicroscopy in head and neck cancer: Steps forward? Curr. Opin.
Otolaryngol. Head Neck Surg. 2013, 21, 164–170. [CrossRef]

54. White, W.M.; Rajadhyaksha, M.; González, S.; Fabian, R.L.; Anderson, R.R. Noninvasive Imaging of Human Oral Mucosa in Vivo
by Confocal Reflectance Microscopy. Laryngoscope 1999, 109, 1709–1717. [CrossRef] [PubMed]

55. Clark, A.L.; Gillenwater, A.M.; Collier, T.G.; Alizadeh-Naderi, R.; El-Naggar, A.K.; Richards-Kortum, R.R. Confocal microscopy
for real-time detection of oral cavity neoplasia. Clin. Cancer Res. 2003, 9, 4714–4721.

56. Just, T.; Stave, J.; Boltze, C.; Wree, A.; Kramp, B.; Guthoff, R.F.; Pau, H.W. Laser Scanning Microscopy of the Human Larynx
Mucosa: A Preliminary, Ex Vivo Study. Laryngoscope 2006, 116, 1136–1141. [CrossRef]

57. Abbaci, M.; Casiraghi, O.; Temam, S.; Ferchiou, M.; Bosq, J.; Dartigues, P.; De Leeuw, F.; Breuskin, I.; Laplace-Builhé, C. Red and
far-red fluorescent dyes for the characterization of head and neck cancer at the cellular level. J. Oral Pathol. Med. 2015, 44, 831–841.
[CrossRef]

58. Muldoon, T.J.; Roblyer, D.; Williams, M.D.; Stepanek, V.M.; Richards-Kortum, R.; Gillenwater, A.M. Noninvasive imaging of oral
neoplasia with a high-resolution fiber-optic microendoscope. Head Neck 2012, 34, 305–312. [CrossRef]

59. Vila, P.M.; Park, C.W.; Pierce, M.; Goldstein, G.H.; Levy, L.; Gurudutt, V.V.; Polydorides, A.D.; Godbold, J.H.; Teng, M.S.; Genden,
E.M.; et al. Discrimination of Benign and Neoplastic Mucosa with a High-Resolution Microendoscope (HRME) in Head and Neck
Cancer. Ann. Surg. Oncol. 2012, 19, 3534–3539. [CrossRef]

60. Linxweiler, M.; Al Kadah, B.; Bozzato, A.; Bozzato, V.; Hasenfus, A.; Kim, Y.-J.; Wagner, M.; Igressa, A.; Schick, B.; Charalampaki,
P. Noninvasive histological imaging of head and neck squamous cell carcinomas using confocal laser endomicroscopy. Eur. Arch.
Otorhinolaryngol. 2016, 273, 4473–4478. [CrossRef]

61. Farahati, B.; Stachs, O.; Prall, F.; Stave, J.; Guthoff, R.; Pau, H.W.; Just, T. Rigid confocal endoscopy for in vivo imaging of
experimental oral squamous intraepithelial lesions. J. Oral Pathol. Med. 2010, 39, 318–327. [PubMed]

62. Zheng, W.; Harris, M.; Kho, K.W.; Thong, P.S.; Hibbs, A.; Olivo, M.; Soo, K.C. Confocal endomicroscopic imaging of normal
and neoplastic human tongue tissue using ALA-induced-PPIX fluorescence: A preliminary study. Oncol. Rep. 2004, 12, 397–401.
[CrossRef] [PubMed]

63. Thong, P.S.P.; Kho, K.W.; Zheng, W.; Harris, M.; Soo, K.C.; Olivo, M. Development of a laser confocal endomicroscope for in vivo
fluorescence imaging. J. Mech. Med. Biol. 2007, 7, 11–18. [CrossRef]

64. Thong, P.S.-P.; Olivo, M.C.; Kho, K.-W.; Zheng, W.; Mancer, K.; Harris, M.R.; Soo, K.-C. Laser confocal endomicroscopy as a novel
technique for fluorescence diagnostic imaging of the oral cavity. J. Biomed. Opt. 2007, 12, 014007. [CrossRef] [PubMed]

65. Maitland, K.C.; Gillenwater, A.M.; Williams, M.D.; El-Naggar, A.K.; Descour, M.R.; Richards-Kortum, R.R. In vivo imaging of
oral neoplasia using a miniaturized fiber optic confocal reflectance microscope. Oral Oncol. 2008, 44, 1059–1066. [CrossRef]

66. Haxel, B.R.; Goetz, M.; Kiesslich, R.; Gosepath, J. Confocal endomicroscopy: A novel application for imaging of oral and
oropharyngeal mucosa in human. Eur. Arch. Otorhinolaryngol. 2010, 267, 443–448. [CrossRef]

67. Pogorzelski, B.; Hanenkamp, U.; Goetz, M.; Kiesslich, R.; Gosepath, J. Systematic intraoperative application of confocal en-
domicroscopy for early detection and resection of squamous cell carcinoma of the head and neck: A preliminary report. Arch.
Otolaryngol. Head Neck Surg. 2012, 138, 404–411.

68. Thong, P.S.P.; Tandjung, S.S.; Movania, M.M.; Chiew, W.-M.; Olivo, M.; Bhuvaneswari, R.; Seah, H.-S.; Lin, F.; Qian, K.; Soo,
K.-C. Toward real-time virtual biopsy of oral lesions using confocal laser endomicroscopy interfaced with embedded computing.
J. Biomed. Opt. 2012, 17, 0560091–05600910. [CrossRef]

69. Pierce, M.C.; Schwarz, R.A.; Bhattar, V.S.; Mondrik, S.; Williams, M.D.; Lee, J.J.; Richards-Kortum, R.; Gillenwater, A.M. Accuracy
of In Vivo Multimodal Optical Imaging for Detection of Oral Neoplasia. Cancer Prev. Res. 2012, 5, 801–809. [CrossRef]

70. Just, T.; Pau, H.W. Intra-operative application of confocal endomicroscopy using a rigid endoscope. J. Laryngol. Otol. 2013, 127,
599–604. [CrossRef]

71. Contaldo, M.; Poh, C.F.; Guillaud, M.; Lucchese, A.; Rullo, R.; Lam, S.; Serpico, R.; MacAulay, C.E.; Lane, P.M. Oral mucosa
optical biopsy by a novel handheld fluorescent confocal microscope specifically developed: Technologic improvements and
future prospects. Oral Surg. Oral Med. Oral Pathol. Oral Radiol. 2013, 116, 752–758. [CrossRef] [PubMed]

72. Nathan, C.A.O.; Kaskas, N.M.; Ma, X.; Chaudhery, S.; Lian, T.; Moore-Medlin, T.; Shi, R.; Mehta, V. Confocal laser endomicroscopy
in the detection of head and neck precancerous lesions. Otolaryngol. Head Neck Surg. 2014, 151, 73–80. [CrossRef] [PubMed]

http://doi.org/10.1183/09031936.00062512
http://doi.org/10.1117/1.3103583
http://doi.org/10.1164/rccm.200605-684OC
http://doi.org/10.1111/j.1750-3639.2012.00626.x
http://www.ncbi.nlm.nih.gov/pubmed/22882328
http://doi.org/10.1016/j.oraloncology.2014.05.002
http://www.ncbi.nlm.nih.gov/pubmed/24932530
http://doi.org/10.1097/MOO.0b013e32835df135
http://doi.org/10.1097/00005537-199910000-00029
http://www.ncbi.nlm.nih.gov/pubmed/10522947
http://doi.org/10.1097/01.mlg.0000217529.53079.59
http://doi.org/10.1111/jop.12316
http://doi.org/10.1002/hed.21735
http://doi.org/10.1245/s10434-012-2351-1
http://doi.org/10.1007/s00405-016-4145-8
http://www.ncbi.nlm.nih.gov/pubmed/20050982
http://doi.org/10.3892/or.12.2.397
http://www.ncbi.nlm.nih.gov/pubmed/15254708
http://doi.org/10.1142/S0219519407002108
http://doi.org/10.1117/1.2710193
http://www.ncbi.nlm.nih.gov/pubmed/17343482
http://doi.org/10.1016/j.oraloncology.2008.02.002
http://doi.org/10.1007/s00405-009-1035-3
http://doi.org/10.1117/1.JBO.17.5.056009
http://doi.org/10.1158/1940-6207.CAPR-11-0555
http://doi.org/10.1017/S0022215113000765
http://doi.org/10.1016/j.oooo.2013.09.006
http://www.ncbi.nlm.nih.gov/pubmed/24237726
http://doi.org/10.1177/0194599814528660
http://www.ncbi.nlm.nih.gov/pubmed/24699456


Diagnostics 2022, 12, 2697 19 of 19

73. Dittberner, A.; Rodner, E.; Ortmann, W.; Stadler, J.; Schmidt, C.; Petersen, I.; Stallmach, A.; Denzler, J.; Guntinas-Lichius, O.
Automated analysis of confocal laser endomicroscopy images to detect head and neck cancer. Head Neck 2015, 38, E1419–E1426.
[CrossRef] [PubMed]

74. Moore, C.; Mehta, V.; Ma, X.; Chaudhery, S.; Shi, R.; Moore-Medlin, T.; Lian, T.; Nathan, C.-A.O. Interobserver agreement of
confocal laser endomicroscopy for detection of head and neck neoplasia. Laryngoscope 2015, 126, 632–637. [CrossRef] [PubMed]

75. Volgger, V.; Girschnick, S.; Ihrler, S.; Englhard, A.S.; Stepp, H.; Betz, C.S. Evaluation of confocal laser endomicroscopy flat lesions
of the larynx: A prospective clinical study. Head Neck 2016, 38, E1695–E1704. [CrossRef]

76. Goncalves, M.; Iro, H.; Dittberner, A.; Agaimy, A.; Bohr, C. Value of confocal laser endomicroscopy in the diagnosis of vocal cord
lesions. Eur. Rev. Med. Pharmacol. Sci. 2017, 21, 3990–3997.

77. Aubreville, M.; Knipfer, C.; Oetter, N.; Jaremenko, C.; Rodner, E.; Denzler, J.; Bohr, C.; Neumann, H.; Stelzle, F.; Maier, A.
Automatic classification of cancerous tissue in laser endomicroscopy images of the oral cavity using deep learning. Sci. Rep. 2017,
7, 11979. [CrossRef]

78. Englhard, A.S.; Palaras, A.; Volgger, V.; Stepp, H.; Mack, B.; Libl, D.; Gires, O.; Betz, C.S. Confocal laser endomicroscopy in head
and neck malignancies using FITC-labelled EpCAM- and EGF-R-antibodies in cell lines and tumor biopsies. J. Biophotonics 2017,
10, 1365–1376. [CrossRef]

79. Goncalves, M.; Aubreville, M.; Mueller, S.; Sievert, M.; Maier, A.; Iro, H.; Bohr, C. Probe-based confocal laser endomicroscopy in
detecting malignant lesions of vocal folds. Acta Otorhinolaryngol. Ital. 2019, 39, 389–395. [CrossRef]

80. Shahid, M.W.; Crook, J.E.; Meining, A.; Perchant, A.; Buchner, A.; Gomerz, V.; Wallace, M.B. Exploring the optimal fluorescein
dose in probe-based confocal laser endomicroscopy for colonic imaging. Interv. Gastroenterol. 2011, 1, 166–171. [CrossRef]

81. Sievert, M.; Mantsopoulos, K.; Mueller, S.K.; Eckstein, M.; Rupp, R.; Aubreville, M.; Stelzle, F.; Oetter, N.; Maier, A.; Iro, H.; et al.
Systematic interpretation of confocal laser endomicroscopy: Larynx and pharynx confocal imaging score. Acta Otorhinolaryngol.
Ital. 2022, 42, 26–33. [CrossRef] [PubMed]

82. Sievert, M.; Mantsopoulos, K.; Mueller, S.K.; Rupp, R.; Eckstein, M.; Stelzle, F.; Oetter, N.; Maier, A.; Aubreville, M.; Iro, H.; et al.
Validation of a classification and scoring system for the diagnosis of laryngeal and pharyngeal squamous cell carcinomas by
confocal laser endomicroscopy. Braz. J. Otorhinolaryngol. 2021. [CrossRef] [PubMed]

83. Sievert, M.; Oetter, N.; Aubreville, M.; Stelzle, F.; Maier, A.; Eckstein, M.; Mantsopoulos, K.; Gostian, A.-O.; Mueller, S.K.; Koch, M.; et al.
Feasibility of intraoperative assessment of safe surgical margins during laryngectomy with confocal laser endomicroscopy: A
pilot study. Auris Nasus Larynx 2021, 48, 764–769. [CrossRef] [PubMed]

84. Sievert, M.; Stelzle, F.; Aubreville, M.; Mueller, S.K.; Eckstein, M.; Oetter, N.; Maier, A.; Mantsopoulos, K.; Iro, H.; Goncalves, M.
Intraoperative free margins assessment of oropharyngeal squamous cell carcinoma with confocal laser endomicroscopy: A pilot
study. Eur. Arch. Otorhinolaryngol. 2021, 278, 4433–4439. [CrossRef] [PubMed]

85. Wenda, N.; Kiesslich, R.; Gosepath, J. Confocal laser endomicroscopy - first application and validation of malignancy criteria.
Laryngorhinootologie 2021, 100, 818–823.

86. Shinohara, S.; Funabiki, K.; Kikuchi, M.; Takebayashi, S.; Hamaguchi, K.; Hara, S.; Yamashita, D.; Imai, Y.; Mizoguchi, A. Real-time
imaging of head and neck squamous cell carcinomas using confocal micro-endoscopy and applicable dye: A preliminary study.
Auris Nasus Larynx 2020, 47, 668–675. [CrossRef]

87. Dittberner, A.; Ziadat, R.; Hoffmann, F.; Pertzborn, D.; Gassler, N.; Guntinas-Lichius, O. Fluorescein-Guided Panendoscopy for
Head and Neck Cancer Using Handheld Probe-Based Confocal Laser Endomicroscopy: A Pilot Study. Front. Oncol. 2021, 11,
671880. [CrossRef]

88. Abbaci, M.; Casiraghi, O.; Vergez, S.; Maillard, A.; Ben Lakhdar, A.; De Leeuw, F.; Crestani, S.; Ngo, C.; Koscielny, S.;
Ferchiou, M.; et al. Diagnostic accuracy of in vivo early tumor imaging from probe-based confocal laser endomicroscopy
versus histologic examination in head and neck squamous cell carcinoma. Clin. Oral Investig. 2021, 26, 1823–1833. [CrossRef]

89. Sievert, M.; Aubreville, M.; Gostian, A.-O.; Mantsopoulos, K.; Koch, M.; Mueller, S.K.; Eckstein, M.; Rupp, R.; Stelzle, F.;
Oetter, N.; et al. Validity of tissue homogeneity in confocal laser endomicroscopy on the diagnosis of laryngeal and hypopharyn-
geal squamous cell carcinoma. Eur. Arch. Otorhinolaryngol. 2022, 279, 4147–4156. [CrossRef]

90. Sievert, M.; Eckstein, M.; Mantsopoulos, K.; Mueller, S.K.; Stelzle, F.; Aubreville, M.; Oetter, N.; Maier, A.; Iro, H.; Goncalves, M.
Impact of intraepithelial capillary loops and atypical vessels in confocal laser endomicroscopy for the diagnosis of laryngeal and
hypopharyngeal squamous cell carcinoma. Eur. Arch. Otorhinolaryngol. 2022, 279, 2029–2037. [CrossRef]

91. Sievert, M.; Oetter, N.; Mantsopoulos, K.; Gostian, A.-O.; Mueller, S.K.; Koch, M.; Balk, M.; Thimsen, V.; Stelzle, F.; Eckstein, M.; et al.
Systematic classification of confocal laser endomicroscopy for the diagnosis of oral cavity carcinoma. Oral Oncol. 2022, 132, 105978.
[CrossRef] [PubMed]

http://doi.org/10.1002/hed.24253
http://www.ncbi.nlm.nih.gov/pubmed/26560348
http://doi.org/10.1002/lary.25646
http://www.ncbi.nlm.nih.gov/pubmed/26372409
http://doi.org/10.1002/hed.24303
http://doi.org/10.1038/s41598-017-12320-8
http://doi.org/10.1002/jbio.201600238
http://doi.org/10.14639/0392-100X-2121
http://doi.org/10.4161/jig.19953
http://doi.org/10.14639/0392-100X-N1643
http://www.ncbi.nlm.nih.gov/pubmed/35129541
http://doi.org/10.1016/j.bjorl.2021.06.002
http://www.ncbi.nlm.nih.gov/pubmed/34348858
http://doi.org/10.1016/j.anl.2021.01.005
http://www.ncbi.nlm.nih.gov/pubmed/33468350
http://doi.org/10.1007/s00405-021-06659-y
http://www.ncbi.nlm.nih.gov/pubmed/33582849
http://doi.org/10.1016/j.anl.2020.02.001
http://doi.org/10.3389/fonc.2021.671880
http://doi.org/10.1007/s00784-021-04156-4
http://doi.org/10.1007/s00405-022-07304-y
http://doi.org/10.1007/s00405-021-06954-8
http://doi.org/10.1016/j.oraloncology.2022.105978
http://www.ncbi.nlm.nih.gov/pubmed/35749803

	Introduction 
	Technology and Methodology 
	Cellvizio 400 and 800 
	Five-1 and Five-2 
	Other Clinically Available Confocal Systems 

	CLE in Neurosurgery 
	CLE on Ent Applications 
	Limitations of CLE 
	Conclusions 
	References

