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Advanced Endoscopy Training in UK –what's in there for Pakistan?

Introduction:

ver the past few decades, the field of  gastrointes-Otinal (GI) endoscopy has undergone substantial 
advancement. Procedures such as gastrointestinal bleed 
management, stricture dilation, foreign body removal, 
colonoscopy with level 1 polypectomy are now regar-
ded as basic endoscopy skills. More advanced endos-
copic procedures such as Endoscopic Retrograde Chol-
angiopancreatography (ERCP), Endoscopic Ultra-
sound (EUS), luminal stenting, colonoscopy with level 
2 and 3 polypectomy, and full-thickness resection are 

1,2
increasingly common .

It is well accepted that high-quality endoscopy corre-
lates with improved patient care and experience. There-
fore, there is a need to ensure high-quality training prog-
rams for these advanced skills. Significant improvem-
ents in advanced endoscopy training and service pro-
vision have been observed in United Kingdom (UK) in 

In this review, we present an overview of  advanced 
endoscopy training in the UK and current endoscopy 
training in Pakistan, and how the UK experience can be 
applied and adapted to improve GI endoscopy training 
in Pakistan. In our article, our focus would be mainly on 
ERCP and EUS.

ERCP

the last two decades due to the development of  moder-
nizing programs by the Joint Advisory Group (JAG) on 
GI Endoscopy, JAG Endoscopy Training System 

3
(JETS), and Global Rating Scale (GRS) . Pakistan needs 
to learn a lot from the UK in this regard.

ERCP is technically a difficult technique. To perform it 
without complications, a lot of  experience and skill is 
required. Therefore, it should be performed only when 
there is a strong indication and the benefits outweigh 
the risks. The risks must be clearly explained to the pati-

4
ents . Due to this reason, and to keep the complications 
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Gastrointestinal endoscopy revolutionized the diagnostic as well as therapeutic paradigms of  many gastrointestinal diseases. 
Advanced endoscopy procedures like ERCP and EUS have gained paramount importance in recent times. Structured 
training in basic as well as advanced endoscopy techniques is essential to boost the confidence of  the trainee and ensure 
positive patient outcomes.
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This review article used the databases, published literature, and a large number of  research journals to find out the latest data 
on the standards of  advanced endoscopy training to improve patient care.

With advanced endoscopy being established across the world in patient-care, it is the need of  the hour to establish standards 
and mechanisms for endoscopy training in Pakistan. The UK systems can offer a roadmap to achieve this goal. 
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Abstract

To excel in the field of  endoscopy, studies have established that an endoscopy trainee should be assessed based on his skill 
and expertise; not based on a particular number of  procedures. The endoscopists must benchmark their performance 
against their peers to assess their competency. The training of  endoscopists should be on real patients, in addition to practice 
on simulators. Also, training programs and curricula should be well structured.
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EUS has emerged as a very important diagnostic and 
therapeutic GI endoscopy technique, but its training is 
more demanding and requires not only technical skill 
but also clinical discretion. In the present era, there is an 
increased emphasis on competency-based medical 
education. This emphasizes that competency should be 
assessed by what milestones have been achieved by trai-
nees rather than being based upon an arbitrary number 

9
of  procedures . The emphasis on a minimum number 
of  procedures has lost its importance because every 
trainee's learning capability is different and some will 
require a greater number of  procedures to achieve the 
same level of  competency. The American Society for 
Gastrointestinal Endoscopy (ASGE) has recommen-
ded 150 EUS procedures before assessing compete-

10
ncy . But in a study conducted by Wani et. al., the auth-
ors noticed that no trainee could become an indepen-

To improve the quality of  performance of  endosco-
pists, endoscopists need to monitor their practice 
continuously against accepted standards, and some find 
it helpful to benchmark themselves against peers. But a 
challenge to this is the lack of  infrastructure to collect 
and analyze the data. The ERCP Quality Network is a 
web-based tool started in the USA to assess the perfor-
mance of  endoscopists. The endoscopists enter key 
points of  the case of  endoscopy onto a server and data 

7
is analyzed . The UK also has a National Endoscopy 
Database (NED) which started in 2013 under the 
patronage of  JAG. Endoscopy data from all the units 
across the UK is uploaded. It helps to improve the 
service quality at endoscopy centres, improve training 

8
standards, and for research purposes .

EUS

to a minimum, the trainees don't get a chance to practice 
it more frequently during their training. So, it becomes 
necessary to go through an extra year of  advanced trai-
ning in addition to three years of  standard training to be 

5signed off . It is very important to devise effective tools 
to assess the competence of  a trainee. An important 
tool developed in this regard is “The EUS and ERCP 
Skills Assessment Tool” (TEESAT). TEESAT is a 
procedure-specific tool to assess the competency of  
endoscopists regarding ERCP and EUS. It has a 4-point 
scoring system to assess all the technical and cognitive 

6aspects of  the procedure .

Comparison between College of  Physicians and 
Surgeons Pakistan (CPSP) and JAG endoscopy 
training

9
dent trainee before at least 225 procedures . For now, 
competency-based assessment is still evolving and the 
minimum number of  procedures is still unclear.

Developing countries in Asia (including Pakistan) face 
two challenges regarding advanced skills such as EUS/ 
ERCP development:

For instance, in the UK as per JAG recommendation, a 
minimum of  200 and 300 upper GI endoscopy and 
colonoscopy procedures respectively are required to 

15,16gain competence for independent practice . On the 

Scope of  advanced endoscopy in Pakistan

EUS/ERCP training requires at least 2 levels of  training 
(level 1 and 2).  ERCP procedures with low difficulty 
grades (level 1 / 2 procedures) can be performed by the 
majority of  gastroenterologists (Tertiary Teaching Hos-
pitals and General District Hospitals in Pakistan) and 
there is no need for patients to travel to an expert centre.  
On the other hand, complex cases (level 3/4 proce-
dures) are left to expert endoscopists in higher specialist 
centres. Delivery of  ERCP/EUS services in Pakistan is 
in accordance with the hub-and-spoke model in which 
the secondary care hospital (hub) at the centre is comp-
lemented by first-level healthcare facilities and mobile 

12
outreach units (spokes) which offer fewer services . 
The hub and spoke model is used to help connect the 
resources limited peripheral health care facilities to a 
resource replete hub. The resource replete hub helps by 
material means and offers technical expertise and trai-
ned human resources. The effectiveness of  the linkage 
depends upon a well-organized system at both the hub 

13
and spoke .

Although quality metrics and skill assessment tools are 
important for the determination of  endoscopy profici-
ency, most training programs still rely on the subjective 
assessment and the total number of  procedures perfor-
med as a criterion for the appraisal of  trainees' compe-

14
tency .

· An ever-increasing demand for skills in such 
complex procedures

11
· An existing shortage of  training programs
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The significant differences in both training program-
mes are based on the fact that the UK has structured 
centralized quality assurance programmes such as JAG 
and GRS that have considerably improved the stand-

3
ards of  training and practice of  endoscopy . Moreover, 
the BSG Endoscopy Quality Improvement Programme 
(EQIP) has been launched to further elevate the quality 
of  endoscopy service provision across the country with 

19a multifaceted approach .

other hand, under the CPSP curriculum, only 120 of  
each procedure are considered sufficient for a final year 
trainee to attain satisfactory competence. Similarly, 
participation in at least 300 ERCP and 250 EUS proce-
dures is obligatory in the UK before the competency is 

17,18acknowledged for independent practice . While in 
CPSP, the corresponding minimum numbers of  such 
procedures are way less, as shown in table 1.

Apart from the variations in competency standards, the 
number of  years of  training differs between the two 
programs. In the UK, endoscopy training is delivered 
within gastroenterology and general medicine training 
program over a minimum of  5 years, after which one 
receives a Certificate of  Completion of  Training but 
endoscopy competence achievement is separate from 
this. While in CPSP, the gastroenterology fellowship 
program comprises 3 years of  training for which a 
candidate becomes eligible after completing his/her 

20
FCPS-1 in internal medicine . As gastroenterology is a 
vast field, a comprehensive training program with maxi-
mal hands-on practice opportunities is required for one 
to fully grasp the skills of  advanced endoscopy. How-
ever, CPSP does not seem to offer a similar level of  
training due to the reduced number of  training years 

Annals of  King Edward Medical University

ERCP should be carried out at only those centres where 
safety standards are high; as measured by key perfor-
mance indicators. Emergency ERCP should be made 
available. Hub and spoke model should be implemen-
ted. Hubs should have the most experienced endosco-
pists and highest quality services while spokes will 

Another concern is the standard of  training provided by 
the endoscopy centres in Pakistan as most centres 
perform a limited number of  procedures while some of  
them do not even perform many of  those procedures 
which have been recognized for training, due to the lack 
of  related equipment and specialist doctors. On the 
other hand, endoscopy centres in the UK such as the 
Wolfson's Unit of  Endoscopy, St. Mark's Hospital, and 
Sheffield Teaching Hospital, are included in the World 
Endoscopy Organization's (WEO) list of  “centres of  
excellence” on behalf  of  their outstanding reputation in 

21training and education of  endoscopy . These training 
centres are well-equipped with the latest facilities and 
perform a large number of  endoscopy procedures, for 
instance, the Wolfson's Unit of  Endoscopy, St. Mark's 
Hospital owns 6 procedure rooms having latest endo-
scopy equipment, and together with a smaller two-room 
unit at Central Middlesex hospital, performs 18,000 
endoscopies each year under the supervision of  speci-

22
alist endoscopy doctors . This number is far greater 
than the number of  endoscopy procedures performed 
by any of  the leading training centres of  Pakistan, for 
example, 6000 endoscopies are done annually at the Aga 

23Khan University Hospital .

compared to the UK.

Despite the difference above, in CPSP, endoscopic non-
technical skills (ENTS) such as communication skills, 
sedation management, and scope disinfection are areas, 
central to endoscopy training. These skills are very imp-
ortant as advanced endoscopy carries significant risks 
and complications, and effective communication, con-
sent, and safety assurance is essential to prevent and 
manage these if  it arises.

UK ERCP service framework

To improve the quality and availability of  ERCP across 
the UK a framework has been formed. Following are 
the standards for service development and training 
improvement:



The endoscopy trainee must complete >300 procedu-
res before being appointed as a consultant. Unselected 
cannulation rate should be >80% for the last 50 cases. 
The trainee should know basic ERCP skills and be able 
to recognize and manage complications without any 

17
assistance .(Table 2)

Curriculum development; an important aspect

Curriculum development is an important aspect of  
endoscopy and it is still evolving. Certain things are very 
important and merit a brief  discussion. There is a rapid 
development of  new techniques in endoscopy with the 
advent of  new technology. This is increasingly relevant 
as ERCP has shifted from a diagnostic to therapeutic 
procedure making it more challenging to achieve com-
petency. In the future, the demand for interventional 
endoscopy would likely increase and this would equate 

24
to an increase in the need for therapeutic endoscopists . 
Although simulator-based learning techniques are the 
mainstay of  the initial stages of  training, its learning 
curve to that of  patient-based endoscopy varies signi-

25ficantly . As such patient-based learning during training 
is necessary and it can be done efficiently by the step-
wise introduction of  complex procedures in the train-

provide fewer services but they will have access to all 
kinds of  services. The performance should be regularly 
assessed independently to ensure compliance with 
established policies and suggest improvements. There 
should be a national registry to record the details of  
ERCP cases from all the centres. It will provide data for 
research and also it will be very helpful in improving the 
standards of  service.

Anthony Christopher Bateman Wicks (“Tony”) was a 
consultant physician and gastroenterologist at Leicester 
General Hospital . He is one of  many who revolutioni-27

zed the concept and proposed that instead of  being 
trainee-centred, patients should be the centre in the 
development of  advanced endoscopy training prog-
rams. This strengthened our understanding of  patients' 
needs; empowering subsequent development of  quality 

28services, workforce, and training assessment tools . 
(Table 3) The implementation of  this concept is evident 
in the development of  the Global Rating Scale (GRS) 
of  the UK, which has led to significant improvement in 

29the quality of  endoscopy services and practice . 
Therefore, this approach will help us plan a better future 
of  endo-scopy training and service provision.

European Society of  Gastrointestinal Endoscopy 

In the current era of  rapidly progressing endoscopy tec-
hniques, competency-based medical education is para-
mount. As such the development of  efficient assess-
ment tools like the Direct Observation of  Procedural 
Skills (DOPS), and “The EUS and ERCP Skills Assess-

6,26
ment Tool” (TEESAT) would be required .

WHAT PAKISTAN NEEDS TO DO

Curriculum development

ing.

A Patient-Centred Approach
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Punjab Advisory Group Endoscopy (PAGE)

(ESGE) has developed its curriculum in 2019. The met-
hodology is as follows. The development of  a curricu-
lum includes a clear description of  the skills required 
(pre-adoption); defining the different steps to achieve 
the technique (training), and finally elaborates the crite-
ria for assessment of  competency and conditions for 
technique implementation in a centre (autonomous 

36implementation and assessment) .

In Punjab, Pakistan, there is a greater need for the deve-
lopment of  a joint advisory group; Punjab Advisory 
Group Endoscopy (PAGE) for competent EUS/ 
ERCP training and quality assurance of  the training 
procedures. The challenge would be to use the resour-
ces wisely to ensure that the improvements introduced 
are sustainable. JAG has played a central role to address 

37this challenge in 2001-2010 . A formal curriculum with 
defined goals and effective training methods should be 
developed.

Endoscopy training has evolved greatly over the past 
decade and should be supervised by experts. Training 
should focus on the importance of  sedation/analgesia 

Conclusion:

4. Cotton PB, Hawes RH, Barkun A, Ginsberg GG, 
Amman S, Cohen J, et al. Excellence in endoscopy: 
toward practical metrics. Gastrointestinal endo-
scopy. 2006;63(2):286-91.

techniques, obtaining informed consent, and knowle-
dge of  medical ethics. To shorten the learning period, it 
is necessary to have a well-organized training program 
and curriculum. Teaching conferences should be held 
regularly to improve the trainees' understanding and int-
erpretation of  endoscopic findings to improve patient 
care. Lastly, trainees should still be regularly assessed 

38once they have completed their training .

With advanced endoscopy being established across the 
world in patient care, it is the need of  the hour to 
establish standards for endoscopy training in Pakistan. 
The focus should be shifted to patient-centred training. 
Competency-based education should be the basis of  
assessment. Benchmarking against peers and endo-
scopy centres, with patient-based learning should be the 
features of  endoscopy training. To achieve new miles-
tones in the field of  endoscopy in the province, there is 
a need to develop Punjab Advisory Group Endoscopy 
(PAGE) with clear goals, effective training methods, 
formal curriculum development, and regular assess-
ment of  trainees.

References:

1. Feurer ME, Draganov PV. Training for advanced 
endoscopic procedures. Best Practice & Research 
Clinical Gastroenterology. 2016;30(3):397-408. 

2.  Kandiah K, Subramaniam S, Bhandari P. 
Polypectomy and advanced endoscopic resection. 
Frontline gastroenterology. 2017;8(2):110-4.

3. Siau K, Green JT, Hawkes ND, Broughton R, 
Feeney M, Dunckley P, et al. Impact of  the Joint 
Advisory Group on Gastrointestinal Endoscopy 
(JAG) on endoscopy services in the UK and bey-
ond. Front-line gastroenterology. 2019;10(2):93-
106.

5. Kowalski T, Kanchana T, Pungpapong S. 
Perceptions of  gastroenterology fellows regarding 
ERCP competency and training. Gastrointestinal 
endosc-opy. 2003;58(3):345-9.

April - June 2022 | Volume 28 | Issue 02 | Page 232

Annals of  King Edward Medical University



21. Centres of  Excellence | World Endoscopy Organi-
zation (WEO) [Internet]. Worldendo.org. 2021 
[cited 18 March 2021]. Available from: https:// 
h t t p : / / w w w. wo r l d e n d o. o r g / a b o u t - u s / 
committees/education/centres-of-excellence/

18. Wani S, Keswani RN, Petersen B, Edmundowicz 
SA, Walsh CM, Huang C, et al. Training in EUS and 
ERCP: standardizing methods to assess compe-
tence. Gastrointestinal endoscopy. 2018;87(6): 
1371-82.

23. Rasool S, Ahmed S, Siddiqui S, Salih M, Jafri W, 

22. Wolfson Unit for Endoscopy - St Mark's Hospital 
[Internet]. St Mark's Hospital. [cited 29 April 2021]. 
Av a i l a b l e  f r o m :  h t t p s : / fi l e : / / / w w w. 
stmarkshospital.nhs.uk/services-a-z/wolfson-
unit-for-endoscopy/%23:~:text=The%2520 
Wolfson%2520unit%2520has%2520six,endoscopi
es%2520are%2520performed%2520per%2520yea
r.

17. Party BE. ERCP-The Way Forward. A Standards 
Framework. 2014.

Journal of  Gastroenterology. 2015;110(7):956-62.

16. Rees CJ, Gibson ST, Rutter MD, Baragwanath P, 
Pullan R, Feeney M, et al. UK key performance 
indicators and quality assurance standards for 
colonoscopy. Gut. 2016;65(12):1923-9.

19. Rees CJ, Koo S, Anderson J, McAlindon M, Veitch 
AM, Morris AJ, et al. British Society of  gastroenter-
ology endoscopy quality improvement programme 
(EQIP): overview and progress. Frontline gastro-
enterology. 2019;10(2):148-53.

15. Beg S, Ragunath K, Wyman A, Banks M, Trudgill N, 
Pritchard MD, et al. Quality standards in upper 
gastrointestinal endoscopy: a position statement of  
the British Society of  Gastroenterology (BSG) and 
Association of  Upper Gastrointestinal Surgeons of  
Great Britain and Ireland (AUGIS). Gut. 
2017;66(11):1886-99.

20. Residency-Gastroenterology | MC, Pakistan | The 
Aga Khan University [Internet]. Aku.edu. 2021 
[cited 18 March 2021]. Available from: https:/ 
http://www.aku.edu/mcpk/residency/Pages/gast
roenterology.aspx 

9. Wani S, Hall M, Keswani RN, Aslanian HR, Casey B, 
Burbridge R, et al. Variation in aptitude of  trainees 
in endoscopic ultrasonography, based on cumula-
tive sum analysis. Clinical Gastroenterology and 
Hepatology. 2015;13(7):1318-25.

6. Wani S, Keswani RN, Petersen B, Edmundowicz 
SA, Walsh CM, Huang C, et al. Training in EUS and 
ERCP: standardizing methods to assess compe-
tence. Gastrointestinal endoscopy. 2018;87(6): 
1371-82.

11. Cotton PB, Eisen G, Romagnuolo J. Grading the 
complexity of  endoscopic procedures: results of  an 
ASGE working party. Gastrointest Endosc. 2011; 
73(11):868–874.

7. Garrow DA, Romagnuolo J, Cotton PB. Comparing 
ERCP practice and outcomes by level of  experi-
ence. Gastrointestinal Endoscopy. 2009;69(5): 
AB231.

10. Eisen GM, Dominitz JA, Faigel DO, Goldstein JA, 
Petersen BT, Raddawi HM, et al. Guidelines for 
credentialing and granting privileges for endoscopic 
ultrasound. Gastrointestinal endoscopy. 2001;54 
(6):811-4.

14. Patel SG, Keswani R, Elta G, Saini S, Menard-
Katcher P, Del Valle J, et al. Status of  competency-
based medical education in endoscopy training: a 
nationwide survey of  US ACGME-accredited 
gastroenterology training programs. American 

13. Datta V, Srivastava S, Singh M. Formation of  quality 
of  care network in India: challenges and way for-
ward. Indian Pediatr 2018;55(3):824–7. 

8. Lee TJ, Siau K, Esmaily S, Docherty J, Stebbing J, 
Brookes MJ, et al. Development of  a national auto-
mated endoscopy database: the United Kingdom 
national endoscopy database (NED). United 
European gastroenterology journal. 2019;7(6):798-
806.

12. The Hub & Spokes Model in Pakistan | The Global 
Compact on Refugees | Digital platform [Internet]. 
The Global Compact on Refugees | Digital 
platform. 2020 [cited 9 December 2020]. Available 
from:https://globalcompactrefugees.org/article/
hub-spokes-model-pakistan

April - June 2022 | Volume 28 | Issue 02 | Page 233

Annals of  King Edward Medical University



32. Cammarota G, Pirozzi G, A.Martino A. Reliability 
of  the “immersion technique” during routine upper 
endoscopy for detection of  abnormalities of  
duodenal villi in patients with dyspepsia. Gastro-
intest Endosc. 2004;60(4):223-228.

37. Valori R. Joint Advisory Group on Gastrointestinal 
Endoscopy (JAG) achieves enduring large-scale 
change. Frontline gastroenterology. 2019;10(2):91-
2.

38. Kim JS, Kim BW. Training in endoscopy: esophago-
gastroduodenoscopy. Clinical endoscopy. 2017;50 
(4):318.

35. Sewell JL, Boscardin CK, Young JQ. Learner, 
patient, and supervisor features are associated with 
different types of  cognitive load during procedural 
skills training: implications for teaching and 
instructional design. Acad Med. 2017;92(8): 
1622–31

36. Bisschops R, Dekker E, East JE, Johnson G, Nunes 
PP, Sanders DS, et al. European Society of  Gastro-
intestinal Endoscopy (ESGE) curricula develop-
ment for postgraduate training in advanced endo-
scopic procedures: rationale and methodology. 
Endoscopy. 2019;51(10):976-9.

33. Yamamoto H, Yano T Kita H. New system of  
double-balloon enteroscopy for diagnosis and 
treatment of  small intestinal disorders. Gastro-
enterology. 2003;125(12):1556-1557.

31. Trindade AJ, Lichtenstein DR, Aslanian HR. 
Devices and methods to improve colonoscopy 
completion (with videos). Gastrointest Endosc. 
2018;87(6):625-34.

34. Song LM, Adler DG, Chand B, Conway JD, Croffie 
JM, DiSario JA, et al. Chromoendoscopy. Gastro-
intestinal endoscopy. 2007;66(4):639-49.

Hamid S. Evaluation of  quality and patient 
satisfaction during endoscopic procedure: a cross 
sectional study from south Asian country. Journal 
of  the Pakistan Medical Association. 2010; 
60(12):990.

27. Clarke R. The professor and the politician. BMJ. 
2017;359(24):j3972.

24. Bisschops R, Dekker E, East JE, Johnson G, Nunes 
PP, Sanders DS, et al. European Society of  Gastro-
intestinal Endoscopy (ESGE) curricula develop-
ment for postgraduate training in advanced endo-
scopic procedures: rationale and methodology. 
Endoscopy. 2019;51(10):976-9.

30. Gress FG, Adams TL, Bozymski EM, Brown RD, 
Edelstein MA, Jowell PS, et al. Guidelines for 
advanced endoscopic training. Gastrointestinal 
endoscopy. 2001;53(7):846-8.

25. Ekkelenkamp VE, Koch AD, de Man RA, Kuipers 
EJ. Training and competence assessment in GI 
endoscopy: a systematic review. Gut. 2016;65(4): 
607-15.

26. Barton JR, Corbett S, van der Vleuten CP, 
Programme EB. The validity and reliability of  a 
Direct Observation of  Procedural Skills assessment 
tool: assessing colonoscopic skills of  senior endo-
scopists. Gastrointestinal endoscopy. 2012;75(3): 
591-7.

28. Tierney M, Bevan R, Rees CJ, Trebble TM. What do 
patients want from their endoscopy experience? the 
importance of  measuring and understanding pati-
ent attitudes to their care. Frontline gastroenter-
ology. 2016;7(3):191-8.

29. Johnston D. The future of  the endoscopy global 
rating scale. gastrointestinal nursing. 2009;7(6):20-
6.

April - June 2022 | Volume 28 | Issue 02 | Page 234

Annals of  King Edward Medical University


