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ABSTRACT

Introduction The 2017 Joint Advisory Group on
Gastrointestinal (Gl) Endoscopy (JAG) census
highlighted the pressure endoscopy services
were under in meeting national targets and the
factors behind this. In 2019, JAG conducted a
further national census of endoscopy services

to understand trends in activity, workforce and
waiting time targets.

Methods In April 2019, the census was sent

to all eligible JAG-registered services. Collated
data were analysed through various statistical
methods. A further comparative dataset was
created using available submissions from the
2017 census matched to services in the current
census.

Results There was a 68% response rate
(322/471). There has been a 12%-15% increase
in activity across all GI procedures with largest
increases in bowel cancer screening. Fewer
services are meeting waiting time targets
compared with 2017, with endoscopist, nursing
and physical capacity cited as the main reasons.
Services are striving to improve capacity: 80% of
services have an agreed business plan to meet
capacity and the number using insourcing has
increased from 13% to 20%. The workforce has
increased, with endoscopist numbers increasing
by 15%, nurses and allied health professionals
by 14% and clerical staff by 30%.

Conclusions The 2019 JAG census is the most
recent and extensive survey of UK endoscopy
services. There is a clear trend of increasing
activity with fewer services able to meet national
waiting time targets than 2 years ago. Services
have increased their workforce and improved
planning to stem the tide but there remains a
continued pressure to deliver high quality, safe
endoscopy. In light of the COVID-19 pandemic,
JAG recognises that these pressures will be
severely exacerbated and waiting time targets for
accreditation will need adjustment and tolerance
during the evolution and recovery from the
pandemic.

Significance of this study

What is already known on this topic

» The last census highlighted the increasing
burden on endoscopy services and the
areas of workforce, activity and planning
that could benefit from improvement.

What this study adds

» This census is the first to highlight the
trends in activity, workforce and wait
times across UK endoscopy services. Our
results provide an updated view of how
endoscopy services are working and
responding to the pressure of increasing
demand. Waiting times have worsened
and fewer trainee lists are dedicated for
training. There are strategies employed by
services to counteract this through more
capacity planning, increased workforce
recruitment and insourcing.

How might it impact on clinical

practice in the foreseeable future

» The results of the census provide a unique
view of the working patterns of endoscopy
services nationally. Understanding this
helps us to identify areas to improve
on in order to ensure services meet
standards. Furthermore, services are under
unprecedented pressure due to COVID-19
and these results may provide areas to
focus on over the coming months.

INTRODUCTION

Endoscopy in the UK is in an era of posi-
tive change and development. Over the
past two decades, we have seen the imple-
mentation of quality assurance stand-
ards,'™ national bowel cancer screening
programmes,® ° an electronic certifica-
tion system® and novel safety initiatives’
driven by the Joint Advisory Group on
Gastrointestinal Endoscopy (JAG).® The
JAG Global Rating Scale (GRS), a quality
improvement tool for endoscopy services,
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Overall response rate of services to census by country and service type. Figures above bars denote number of responses by number of

registered services. Acute, services within National Health Service (NHS) hospitals that provide emergency services; independent, services within the
independent/private sector; non-acute, services within NHS hospitals with no emergency care, for example, community hospitals.

has now been used as a blueprint for promoting high-
quality endoscopy in the international arena.” '* Addi-
tionally, services can apply for JAG accreditation—if
awarded it is a recognition that a service provides
high-quality endoscopy, meeting set criteria that incor-
porate the latest standards from national and interna-
tional bodies.

However, there are several challenges facing UK
endoscopy services. Increased workload is a clear
driving force behind this, with previous models
predicting up to a 44% increase in activity over §
years.'! Recognising this, JAG conducted a national
census of endoscopy services in 2017.'* This ‘state
of the nation’ gave us a clear view of the true burden

Table 1 Endoscopic procedures by type

Service by type Comparative results (150 services)

2017

Procedure Acute Independent Non-acute Total census 2019 census P value % change
Upper Gl endoscopy 768812 68528 29504 866844 361153 385871 0.57 +6.84
Colonoscopy (std) 549114 72074 14775 635963 250847 283836 0.001*  +13.15
Colonoscopy (BCS) 64921 238 3003 68162 23091 30311 0.20 +31.27
Flexible sigmoidoscopy (std) 264205 27960 7863 300028 123440 135747 0.37 +9.97
Flexible sigmoidoscopy (BCS) 142064 2396 7636 152096 36992 63250 <0.001* +70.98
Transnasal endoscopy 6537 18796 1352 26685 - - - -
Capsule endoscopy 12133 598 0 12731 4992 5884 0.006*  +17.87
Enteroscopy 1137 11 0 1148 561 624 0.79 +11.23
Endoscopic retrograde 46326 208 422 46956 18694 20419 0.42 +9.23
cholangiopancreatography
Endoscopic ultrasound 22928 0 0 22928 9141 9931 0.22 +8.64
Total Gl procedures 1878177 190809 64555 2133541 832049 935873 - +12.48
Gl procedures<age 16 2221 1329 0 3550 894 554 0.30 -38.03
Other non-Gl procedures, for 153517 25014 4170 182701 77690 97749 0.72 +25.82
example, bronchoscopy
Total all endoscopic 2033915 217152 68725 2319792 910633 1034176 - +13.57

procedures

Comparative results are demonstrated on the right side of the table.
flgastro-2020-101538
*Significant result.

BCS, bowel cancer screening procedure; Gl, gastrointestinal; Std, standard procedure.
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Figure 2 Mean percentage change in gastrointestinal (GI) endoscopic procedure numbers between 2017 and 2019 in the comparative cohort.
BC, bowel cancer screening procedure; colon, colonoscopy; ERCP, endoscopic retrograde cholangiopancreatography; EUS, endoscopic ultrasound;

Flexi, flexible sigmoidoscopy; std, standard procedure.

on services. It demonstrated a significant proportion
of services were not meeting waiting time targets,
often driven by a lack of workforce and constrained
resources.

The census gave us a unique and novel view of the
challenges faced by endoscopy services. Building on
this, we conducted a further national census in 2019
to identify trends in service delivery and understand
the pressures that services face moving into the next
decade. This article describes the results of the most
recent survey of UK endoscopy services. Since then,
at the time of writing, the COVID-19 pandemic is
expected to have significant implications for endos-
copy services for the foreseeable future. These data
may act as a benchmark when services are planning
their longer term recovery.

A contract to reduce long waits

An ad-hoc arrangement

An ongoing contract for regular activity

Combination of above

METHODS

Study design

Census question items were informed by the previous
census, focusing on service activity, waiting time targets
and workforce. Questions were created, adapted and
reviewed by key JAG stakeholders under the remit of
the JAG Endoscopy Services Quality Assurance Group.
A final version of the survey was agreed between
members before wider dissemination. Survey questions
can be viewed in online supplementary file 1.

Data collection

The biennial census was submitted to all UK JAG-
registered services in April 2019. Services were asked
to complete and return questions within 4 weeks.
Response rates were reinforced by weekly reminder

[ outsourcing
M Insourcing

20 30 40
% of total

Figure 3 Contractual methods of outsourcing and insourcing by percentage of total.
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Figure 4  Percentage of services meeting waiting time targets for urgent cancer, routine and surveillance waits by (A) country and (B)

accreditation status.

emails. Responses were collated for statistical analysis.
Data were collated across services, some including
multiple sites. There was no patient involvement and
formal ethics approval for this study was not required.

Statistical analysis

Descriptive statistics were performed with categor-
ical data reported as proportions (percentages) and
numerical data as mean and SD or median and IQR,
depending on normality of data.

Outcome variables (based on question items) were
analysed in turn for associations with core demo-
graphic data. Categorical data were analysed through
cross-tabulation statistics using %> or Fisher’s Exact test
(where appropriate). The Kruskal-Wallis test was used
to determine differences between continuous outcomes.
Variance between continuous and ordinal variables
was performed using Friedman’s test. Missing data or
inapplicable data were excluded from analysis where
appropriate.

A comparative analysis was performed comparing
the 2017 and 2019 datasets. In order to do this, core
variables were identified common to both datasets and
filtered by service identification (ID) number to create a

Endoscopist capacity

Physical capacity

Nursing capacity

Nursing recruitment

Unplanned demand

Endoscopist recruitment

Availability of General Anaesthetics lists
Admin capacity

Other

Nursing skill mix

Lack of approved business plan or capacity plan
Endoscopist job planning
Decontamination issues

Admin recruitment

comparative cohort. Descriptive statistics were reported
as described above. Direct comparison of contin-
uous and dichotomous data over time was performed
using the Wilcoxon signed-rank and McNemar tests,
respectively.

Statistical significance is indicated by p<0.05 unless
otherwise stated. All statistical calculations were
performed using IBM SPSS V.25.

RESULTS

Demographics

The response rate was 68.4% (322/471) from eligible
services. The responses by country and service type
can be seen in figure 1.

There were 43 (13.35%) linked assessments (multiple
sites within a service). Where known, 44.34% of
services were JAG accredited. Across services, the
median number of rooms per site per acute service was
3 (IQR 24, range 1-12), independent service 1 (IQR
1-2, range 1-2) and non-acute service 1 (IQR 1-2,
range 1-9). A total of 150 services met the criteria for
comparative analysis (58% were acute, 36% indepen-
dent, 6% non-acute).

Figure 5

5 10 15
% of total responses

Reasons for services not meeting waiting time targets, by percentage response rate (in order of decreasing frequency).
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Figure 6

Activity

Procedures

In total, 2133541 adult gastrointestinal (GI) endo-
scopic procedures were performed in one calendar
year. The breakdown by service and procedure type
can be seen in table 1.

In 2017, there was a per service mean of 5741.74 GI
procedures performed increasing to 6625.91 in 2019:
a 15.40% increase. Analysis of the comparative cohort
revealed a 12.48% increase in total GI procedure
numbers (see table 1). The comparative change is
displayed in figure 2.

List delivery

An endoscopy list is one session of endoscopy activity,
that is, half a day. In March 2019, a total of 31938
lists were delivered across 322 services (mean 99.19,
SD 95.71). There were 7006 additional lists made up
of 3188 (45.5%) ‘waiting list initiative’ lists (extra lists
created to meet demand), 1443 (20.6%) weekend lists
run by a local team and 2375 (33.9%) insourced lists
(commissioned service from independent providers to
operate endoscopy lists on site). Across one calendar
year, 17.2% (29/169) of services outsourced activity
to external providers and 36.1% (61/169) of services
insourced activity. Where known, there was an average
of 19.62 lists outsourced and 18.95 lists insourced per
month per service. Services employ several methods to
enable this (see figure 3).

There was no significant association of region with
outsourcing (p=0.85) or insourcing (p=0.49). Accred-
itation status had no association with outsourcing
(p=0.20) but a significant relationship with insourcing
(x*(1)=15.43, p<0.001), where unaccredited services
are more likely to insource. In the comparative cohort,

(A) Did not attend (DNA) rates defined by services type or county. (B) Number of cancelled procedures per month defined by service
type or country. Pairwise statistically significant differences highlighted (*).

outsourcing activity from 2017 to 2019 reduced from
15.2% to 11.9% (p=0.33) but insourcing increased
from 12.6% to 19.9% (p=0.03).

List activity

Services were asked for the number of procedures
booked onto routine lists. Oesophagogastroduodeno-
scopy (OGD) service lists had a median of 10 proce-
dures per list (IQR 10-12); OGD training lists median
8 (IQR 7-8); colonoscopy service lists median 5 (IQR
5-6) and colonoscopy training lists a median of 4 (IQR
3-4).

Supporting patient flow

Across acute services, 13.66% (22/161) of services
were used to support patient flow from their emer-
gency departments. The median number of days per
year that services supported flow was 12.5 (IQR
3.75-46.75). Supporting patient flow occurred as a
response to a major internal or external trust incident
on a median of 1day per year (IQR 1.0-12.0) across
all acute services.

Planning

The majority (79.8%) of services have an agreed business
plan to meet capacity and demand with 9.9% of services
having a §-year plan. 85.7% of services routinely collect
data for demand and capacity. Data for list utilisation
are collected per service by 58.1% and per endoscopist
by 33.9%. Data for utilisation of points are collected
per service by 46.3% and per endoscopist by 25.8%.

Wait times
Services were asked about meeting wait time targets
where applicable. Overall, 73.7% (151/205) of

Ravindran S, et al. frontline Gastroenterology 2021;12:451-460. doi: 10.1136/flgastro-2020-101538
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Table 2 Breakdown of number of endoscopists by service and session commitment (a session=halfday, 1 list or 4 hours)

Service by type

Comparative results (150 services)

Role Acute Independent  Non-acute  Total 2017 census 2019 census P value
Consultant gastroenterologist 1422 (81.38) 654 (30) 62 (29.4) 2138 838 980 <0.01*
Consultant colorectal surgeon 895 (40) 555 (23.94) 53 (20) 1503 605 684 <0.01*
Consultant upper Gl surgeon 435 (35) 231(14) (24) 686 283 325 0.02*
Consultant other 172 (42) 99 (11.89) 4(12) 285 136 122 0.87
Nurse/clinical endoscopist 573 (100) 32(35.2) (49) 644 208 271 <0.01*
Non-medical endoscopist 46 (42) 4 (49.5) 0(0) 50 1" 22 0.27
Primary care endoscopist 46 (42) 20 (95.58) 13 (104) 79 29 33 0.50
Non-consultant grade endoscopist 176 (46) 8(54.75) 9(26) 193 103 88 0.10
(eg, staff grade)

Total 3765 1603 210 5578 2213 2525 -

Median sessions per year per individual in brackets. Comparative results are in right hand column.

Bold indicates significant results.
*Statistical significance.
Gl, gastrointestinal.

services met their urgent cancer wait targets, 68.7%
met routine targets (193/281) and 63.4% met surveil-
lance targets (163/257).

Across routine and surveillance targets, there was
a significant association with service type, region and
accreditation (p<0.001, Fisher’s exact (FE) test). For
urgent cancer wait, service type (p=0.002, FE test)
and region (p=0.001, FE test) had a significant asso-
ciation but accreditation status did not (p=0.45, FE
test). Figure 4 shows the association of country and
accreditation status with waiting time targets.

Endoscopists

mConsultant
Gastroenterologist
.(:unsunam Colorectal

IConsunanl UGI surgeon

[E Consultant Other

[NurselClinical
endoscopist

mOther non-medical
endoscopist

[IPrimary care endoscopist

gNon consultantgrade
endoscopist

Nurse & AHPs

[WBand 2 Nurse/AHP WTE
WBand 3 Nurse/AHP WTE
[WBand 4 Nurse/AHP WTE
[EBand 5 Nurse/AHP WTE
[HBand 6 Nurse/AHP WTE
[HBand 7 Nurse/AHP WTE
[IBand 8 Nurse/AHP WTE

Compared to 2017, the proportion of services that
meet targets for urgent cancer has fallen by 7.3%, routine
waits 6.0% and surveillance waits 10.0%. Reasons for
not meeting waiting times are shown in figure 5 (note,
services may have multiple reasons why).

Did not attend (DNA) and cancellation rates

In March 2019, the mean standard DNA rate was
3.48% (SD 3.07) and mean number of procedures
cancelled per month was 5.01 (SD 12.11). There was
a significant association of region with standard DNA

Trainees

W Gastroenterology trainees
ENon-medical trainees

W Other medical trainees
Wsurgical trainees

Clerical

WBand 2 Clerical WTE
WBand 3 Clerical WTE
[WBand 4 Clerical WTE
[HBand 5 Clerical WTE
[0Band 6 Clerical WTE
WBand 7 Clerical WTE
[CIBand 8 Clerical WTE

Figure 7 Breakdown of endoscopy workforce by role (AHP, allied health professional, WTE, working time equivalent). UGI, upper gastrointestinal.
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Table 3 Endoscopy trainees by specialty including percentage
of lists dedicated to training

Trainee specialty Total Per service % of trainee’s lists

number mean (SD) that are dedicated
for training

Gastroenterology 543 3.21(3.35)  55.51

Surgical 456 2.70(2.20)  55.0

Other medical (eg, 93 0.55(1.17)  36.99

radiology)

Non-medical (eg, trainee 258 1.53(5.42)  49.58

clinical endoscopists)

Total 1350 7.99(6.97) 5193

rates (p<0.001) and service type with both DNA rates
and procedure cancellations (p<0.001; see figure 6).
Accredited services had a significantly lower mean
cancellation number (p=0.049) compared with other
services.

There was no difference in standard DNA rates
between acute services who undertake BCS and non-
BCS services (p=0.51). The mean BCS DNA rate
was 1.33% (SD 2.81) and number of BCS procedures
cancelled per month was 0.86 (SD 2.39). There was
no association of region, service type or accreditation
status with BCS DNA rates or procedure cancellation
numbers. When comparing standard and BCS lists,
there were significantly lower DNA rates (p<0.001)
and cancelled procedures (p<0.001) in the BCS
cohort.

Workforce
Figure 7 shows the breakdown of the endoscopy work-
force by role.

Endoscopists
There was a total of 5578 endoscopists employed
across all services; the full breakdown of endoscopists
by role is shown in table 2

Between 2017 and 2019, total endoscopist numbers
increased by 14.1%. There were significant increases in
gastroenterology, colorectal and upper GI consultant

Table 4 Nurse and allied healthcare professional staffing and
vacancy levels

Grade Total Per service WTE Total WTE  Vacancy
WTE mean (SD) vacancies rate (%)
Band 8 227 0.71(3.01) 14 5.81
Band 7 445 38(4.77) 23 4.91
Band 6 961 2.98 (4.73) 57 5.60
Band 5 3851 11.96 (12.92) 599 13.46
Band 4 253 0.79 (2.07) 31 10.92
Band 3 6055  18.81(282.54) 59 0.96
Band 2 1068 3.32(5.25) 128 10.70
Total 12680  39.94(284.81) 911 7.29

WTE, whole time equivalent.

Endoscopy

endoscopists and nurse/clinical endoscopists in the
comparative cohort (see table 2).

Trainee endoscopists
Overall, there were 1350 endoscopy trainees across
169 acute services (mean 7.99, SD 6.97; see table 3).
Direct comparative analysis revealed a 28.1% increase
in total trainee number between 2017 and 2019.
There is a statistically significant  differ-
ence in the number of lists per week per trainee
(x*(28)=25.82,p<0.01). Training lists are dedicated
lists for trainees, where the number of procedures are
reduced. Out of the total number of lists performed by
trainees, approximately half (51.93%) are dedicated
training lists (see table 3). In 2017, 76% of trainee lists
were for training purposes.

Nurses and allied healthcare professionals (AHPs)
There was a total of 12680 nurses and AHP whole
time equivalents across all services (see table 4).

There was a statistically significant difference in
vacancy rate between regions (X2(9)=22.43, p=0.01).
London had the highest median vacancy rate (11.69%,
IQR 4.14-20.02) and Wales the lowest (median 0, IQR
0-5.99). There was a significant association between
service type and vacancy rate (x*(2)=13.06, p=0.001).
Acute services had significantly higher vacancy rates
(median 7.42, IQR 3.03-14.77) compared with inde-
pendent (median 0, IQR 0-20.0; p=0.01) and non-acute
services (median 0, IQR 0-9.24; p=0.02). There was no
effect of accreditation status on vacancy rate (p=0.29).

The average percentage sickness for March 2019
varied significantly among nursing and AHP roles
(*(6)=394.14, p<0.001). Band 2 and 5 AHPs and
nurses had the highest percentages of sickness reported
(per service mean of 4.05% and 5.38%, respectively).
The median percentage of days lost through sickness
(measured across 1month) was 7.63% (IQR 0-25.6).
The highest percentage of absence through sickness
was in band 5 (median 1.28%, IQR 0-6.78). There
was a significant difference in sickness based on service
type (x*(2)=60.99, p<0.001), but there was no effect
of region (p=0.25) or accreditation status (p=0.09).

In the comparative cohort, there was an overall
13.9% increase in nursing and AHP staff. Signif-
icant increases were seen in band 3 (p<0.01), band
5 (p<0.01) and band 7 (p=0.04) grades. There was
no significant difference in overall vacancy numbers
across bands between 2017 and 2019.

Clerical and admin staff
A total of 1914 clerical staff were employed with 138
vacancies (vacancy rate 6.73%).

Between 2017 and 2019, there has been a 30.09%
increase in clerical staff. Significant increases were
observed in band 3 (p<0.01) and band 8 (p<0.01)
positions.
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DISCUSSION

The JAG 2019 census represents the most recent and
extensive self-reported survey of activity, workforce
and wait times within UK endoscopy. The previous
census highlighted how services had difficulty meeting
waiting time targets. It appears that this has only
been exacerbated in recent times with ability to meet
national targets declining across all waiting time types.
Over 25% of services did not meet urgent cancer wait
targets. There is a clear impact of region on waiting
times, with England and Wales performing better. The
three most frequent reasons for not meeting targets
were endoscopist capacity, physical capacity and
nursing capacity.

There is a greater pressure on services with approx-
imately 12%-15%increase in the number of proce-
dures over the past 2years. BCS procedures saw the
largest net increase in our comparative cohort of
services but there were also significant increases in
standard colonoscopy and capsule endoscopy. The
increase in BCS procedures is reflected by the highest
level of uptake in recent years with 61.7% of eligible
participants ‘attending’ or ‘taking up screening’."
The further considerable impact of the switch from
the faecal occult blood test to faecal immunochemical
test on demand for BCS colonoscopies will not have
been captured in this census. Some national develop-
ments may help curb the flow of increased demand.
The new post-polypectomy and post-colorectal cancer
surveillance guidelines are predicted to reduce surveil-
lance demand through reduction in the number of
inappropriate colonoscopies.'* This will have a cumu-
lative impact over time, potentially reducing demand
for surveillance and thereby releasing capacity for
screening and symptomatic procedures. The impact of
the COVID-19 pandemic will undoubtedly have an, as
yet, unmeasured negative impact on meeting demands
for endoscopy.

The increasing pressure on services appears to have
had a knock-on effect with an increasing pressure on
training. Results demonstrate a shift towards fewer
training lists in general, with more service-driven
training, an effect that is exaggerated by rising numbers
of trainee endoscopists. Additionally, the number of
lists per week per trainee varies significantly depending
on the background of the trainee. This echoes previous
studies that highlight the lack of accessible training for
surgical trainees and differences in list accessibility
between trainee types,'® which ultimately may have
an impact on competency acquisition.'” Cumulatively,
this perhaps signifies a change in how training occurs.
We may see this amplified with the advent of ‘Shape
of Training’, which will shorten the effective training
time for endoscopy within training programmes.'®

Our results show that services have been fighting the
increasing tide of demand through several sustained
changes. An increasing number of services routinely
collect data regarding capacity and demand to inform

planning. There have been improvements in capacity
planning with 79.8% of services having some form of
business plan to meet demand, compared with 66%
in 2017. Perhaps as a result, there has been a trend
towards increased insourcing of lists to overcome the
barriers of physical capacity. One inhibitory factor may
be the use of endoscopy areas for supporting patient
flow, which occurs in 13% of acute services. This may
have a negative impact on patient experience, affects
physical capacity and is not recommended in current
guidance."” Interestingly, there are significantly lower
DNA and cancellation rates in BCS compared with
standard procedures, as seen in the previous census.
This may relate to differences in the patient population
and more dedicated preassessment and preprocedural
contact within the BCS programme.

Workforce capacity was previously cited as a barrier
to meeting targets.'’ '* Our results demonstrate the
significant increase in gastroenterologists, surgeons
and clinical/nurse endoscopists to meet increasing
demand. Concurrently, there has been a 14% increase
in the number of nurses and AHPs, with no significant
change in vacancy numbers. However, there is close
to 8% absence through sickness, with significantly
variable levels among different staffing bands and
service types. Staff health is important to recognise in
the context of increasing workload. The NHS 2018
staff survey identified that 39.1% staff felt unwell as a
result of work-related stress.”’ Furthermore, a recent
national survey of consultant gastroenterologists found
that 20% of respondents had experienced significant
stress with excessive work as the main contributor.*'

JAG accreditation is voluntary, with close to half
of all registered services achieving this status. Our
analyses demonstrate that accredited services are less
likely to insource and have fewer cancelled standard
(non-BCS) procedures. Planning and productivity are
embedded into accreditation standards so these results
are unsurprising." JAG accreditation may also influ-
ence the training and quality of endoscopy,® providing
added evidence for the benefits of accreditation.

Limitations

The authors acknowledge the limitation of survey-
based methods, specifically introduction of bias
through non-response. There was a lower response
rate compared with the 2017 census which is likely
to reflect the change in GRS submission deadlines to
being service specific. Accredited services now submit
their GRS returns on the anniversary of their initial
assessment which may impact on census adherence.
Regional low response rates may skew the propor-
tionate data demonstrated, introducing further bias.
Despite this, the response rate achieved is thought to be
acceptable for reporting of survey outcomes.”* Use of
the comparative dataset meant that direct comparisons
could be made, but generalisability of results will be
limited. For example, the 38% reduction in paediatric
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endoscopy procedures may not be fully represent-
ative of the national picture and could be explained
by variations in reporting of paediatric data between
censuses, with likely under-reporting of procedures.
Lastly, census data are self-reported so data reliability
and validity cannot be fully ensured.

Future considerations

Services will need to focus on how to improve produc-
tivity in light of the challenges described but also
continue to maintain and deliver high-quality endos-
copy. JAG provides guidance on how services can
work towards this, including support on optimising
insourcing, accreditation preparation and workforce
development (https://www.thejag.org.uk/JAGguid-
ance). The way we review and respond to quality is
already changing with the roll out of the National
Endoscopy Database (NED) and greater transpar-
ency of key performance indicators.”> Newer metrics,
including monitoring of post-colonoscopy colorectal
cancer rates, are now integrated within service assess-
ment by JAG.**# Future publication will additionally
describe safety-specific census data. In the coming
year, the update to the GRS will also play a part in how
services demonstrate they are meeting and maintaining
standards. NED could support future census delivery
by increasing procedural data accuracy, thereby over-
coming several of the aforementioned census limita-
tions, and providing a clearer picture of endoscopy
activity. Lastly, and perhaps most importantly, the
effect of COVID-19 on delivery of endoscopy services
is unprecedented. There has understandably been a
significant fall in total procedure numbers recorded
by NED? and recovery following the pandemic will
mean ‘playing catch up’, but this remains a relative
unknown at the time of writing.

The census gives us a clear and unique perspective of
the continued demand on our endoscopy services and
identifies areas to focus on as we respond to newer
challenges in 2020.

Twitter Siwan Thomas-Gibson @SiwanTG
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