
Welcome to the NHS Endoscopy 

Conference!

01st May 2025

15 Hatfields Conference Centre, 

Chadwick Court, London, SK1 8DJ

EVENT LOGO



Chair Opening Address

Mr Anil Vara, Bsc (Hons), Msc, MBA, CMgr, FCMI
Director of Elective Recovery (Ex) and Clinical 

Technologist in Nuclear Medicine
University Hospitals Sussex NHS Foundation Trust

EVENT LOGO



Keynote Speaker

Dr Umakant Dave
Consultant Gastroenterologist

Swansea Bay University Health Board

EVENT LOGO



How to maintain wellbeing and reduce 
burnout in endoscopy workforce 

Dr Umakant Dave, MBE, MD, FRCP, FAcadMEd

Welsh Ass for Gastro & Endoscopy (WAGE) President,
Consultant Gastroenterologist, Swansea Bay UHB  & Honorary Senior Lecturer

.

• Conflict of interest: ESRT instructor
• I claim no expertise!
• Listen to your own wisdom

• Systems and organisations need to do more to support us



My story



Stress and Burn-out

• Stress is the body's reaction to feeling threatened or under pressure.

• Stress is the mediator for many negative outcomes, but not all 
stressful situations are bad!

• Burn-out results from chronic workplace stress that has not been 
successfully managed. It is characterized by: exhaustion; detachment 
from one's job, feelings of being ineffective



Gastroenterology/ Endoscopy scenario

• Most gastroenterologists in the USA experienced moderate levels of 
burnout, while junior gastroenterologists had higher levels of stress 
than senior gastroenterologists (Keshwani et al 2011)

• Burnout in gastroenterology trainees within the East of England 
Deanery was 35% (Ong et al BMJ Open Gastroenterol. 2020)

• Statistically significant associations between work satisfaction and 
burnout among gastroenterologists and endoscopy staff was found in 
Germany.



Burnout Impact

• Patient safety

• Staff health and Wellbeing

• Maladaptation (Alcohol, drug, gambling…)

• Productivity and resource utilisation

• Patient satisfaction and Complaints

• Staff retention



Causes of burnout
• Excessive workload and dysfunctional workplace

• Lack of control, sense of unfairness

• Breakdown of community

• Discrimination, bullying and harassment (27% staff)

• Systems and culture: moral injury

• Neuroticism as a predictor of Burnout and extent of 
Exhaustion

• Imposter Phenomenon
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Imposter Phenomenon (IP)

• Measured levels of IP, burnout, 
wellbeing and perfectionism

• Overall, 75% of medical 
students reported experiencing 
frequent to intense levels of IP 

• Similarly in clinicians 75% of 
respondents also reported 
experiencing frequent to 
intense levels of IP

• No significant difference 
between different levels of 
training

Welsh survey ‘23, 215 participants (Medical Students and Clinicians)



Some solutions for personal wellbeing



Confidence

• Control attention

• Action

• Attitude towards failure

• Attitude towards oneself

• It not only helps with success but significantly 
improve our wellbeing



Prevent Musculoskeletal injury

• 89% of endoscopists report musculoskeletal injuries 
(MSI) compared to 37% of physicians in other specialties.

 
• Similarly, studies show that over 50% of endoscopy 

nurses suffer from MSI injuries related to their work.

• Training and adherence to preventive aspects reduces 
injury and improves wellbeing



When you change your mind about stress it changes 
your body.

Physiological response when stress is viewed as a challenge 
were similar to experiencing joy- Courage response

Stress makes us social, reaching out to others for help and to 
give help (Oxytocin response)- Tend and Befriend response

We have option to use them apart from Flight/ Fight response

Dr Kelly McGonigal, Harvard Health Psychologist.



A Wandering Mind Is an Unhappy Mind (and increases stress)
KILLINGWORTH MA AND GILBERT D
SCIENCE• 2010

Mind wondering to negative aspects is a default 
so learning to be present reduces that tendency



(Rumination)



Kim E, Bae S; Front. Psychol. 2019

PTSD V/G PTG and role of reflection

• 80% of doctors in USA experienced trauma in the previous year- Arch Surg 2012
• PTSD prevalence 15% in doctors compared to 3-4% in population- Eur J Psychiat 2016
• Self-reporting screening measures showed very high prevalences of PTSD in HCW (25.4%), the 

diagnostic interview showed the prevalences to be 7.9% for PTSD (twice rate of public)- The 
Lancet Psychiatry, 2022



Dispositional mindfulness

Trainable ability to pay attention to inner thoughts, emotions, 
and experiences in a non-reactive way



A systematic review. Complementary Therapies in Medicine 24 (2016) 19–28



ENHANCED STRESS-RESILIENCE TRAINING 
(ESRT) FOR
Graduate-Entry Medical Students

A Mixed-Method Investigation

L Sanders, G Budd, C Lebares, U Dave, A Kemp

Acknowledgement: Prof Andy Grant



Results

Significant time x group interaction:

F (2, 90) = 6.30, p = .003, n2p = 0.123, BF10 = 

18.18.

Psychological Flexibility 
(n = 47)



Welsh Nurses Pilot Study: 
PM-344 Capstone Project Year: 2023, Swansea University

Liam J. Williams, Dr Alice Hoon, Dr Umakant Dave and Ms Heather Whitaker

• 6 endoscopy/ GP surgery nurses

• 3 minutes mindfulness meditation at the beginning of a shift

• Post-study WEMWBS scores increased, fairly significantly compared to 
the original mean scores of the pre-study versions (the most significant 
differences were seen in participants who had poorer wellbeing prior to 
starting the study)

• Helping them to be more present and aware in their work, enhancing their 
ability to deal with job-related stresses and to further ameliorate the nurse-
patient relationship.

• 5 out of 6 will highly recommend it to colleagues



Are benefits long term?

• 288 medical & psychology students were given either a 15 hour 
mindfulness course (144 students)  or normal curriculum (144 
students). 

• Six years later effects on wellbeing and better coping strategies 
persisted. 

• PLoS One. 2018 Apr 24;13(4)

https://www.ncbi.nlm.nih.gov/pubmed/29689081




8 steps to Wellbeing
• Diet and Nutrition

• Sleep

• Exercise

• Reappraisal of Stress

• Mindfulness

• Gratefulness

• Self-compassion and Self-care

• Being part of a supportive network



ROI of wellbeing initiatives
• For every £1 spent on supporting the mental health and 

wellbeing of their workforce, employers get (on average) 
about £4.70 back in increased productivity.

• For doctors: 
• Improved patient satisfaction

• Better morale

• Higher quality of care

• Reduced medical errors

• Improved recruitment and retention



• Doubt
• Stigma
• Disruptions
• Retribution 
• Increased Burden
• Zero Sum Game

• Adaptability (of the intervention) 

• What’s essential? What’s malleable?

• Culture (surrounding the intervention)

• Champions

• Evidence dissemination

• Beta-test with thought/opinion leaders

• Leadership endorsement 

• Identify the coin of the realm

• Infrastructure (supporting the intervention)

• Protected time

• Use established service gaps

• Reciprocity

• Lift not just Shift 

Slide Provided by Dr Lebares



Learning that has helped me:

• Accept, “Life will be challenging” and be kind to myself and 
colleagues

• Normalise talking about difficulties and mental health issues

• Running

• Mindfulness & Gratitude 

• Books/ podcast: Self-compassion, Only Human

• Job crafting/ Chosen suffering

• Umakant.dave@wales.nhs.uk
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Market Access Manager

Pentax Medical UK



Paul Whittle

Market Access & Communications Manager

paul.whittle@pentaxmedical.com

PENTAX Medical UK

Partners in endoscopy

mailto:paul.whittle@pentaxmedical.com


Page 33

NHS Endoscopy Landscape

Workforce challenge
• Existing workforce pressures due to insufficient Gastroenterologist/Endoscopist numbers

• Predicted further decline in workforce numbers due to imminent retirements & poor recruitment

Population challenge
• The population is aging

• Cancer prevalence is increasing at all ages

• Diagnosis is expected/directed to be achieved earlier
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Endoscopy Transformation

There has been a BIG focus separating Diagnostics from the Acute setting

Significant resource allocated to low-risk procedures to free up resource in the Acute setting

CDC’s taking Endoscopy back in to the Community

Extra Endoscopy activity in Outpatient & Clinic settings

Was the released capacity used strategically?
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Endoscopy Pathways

Full system pathways must be prioritised

These pathways will inevitably mean certain stakeholders such as GPs or Nurse 
Endoscopists need more/different skills as they see more patient groups/more pathologies

Regional Networks will need to create their 
own solutions, such as:

Expanded CDCs

Stand alone community endoscopy (including GP practices)

Critical diagnostic aspects of biopsy/pathology will phase out, replaced by AI (as the 
technology comes around)
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What does that look like on the front line?

More staff 
training 
covering 
more skill 

sets

More clinical 
locations 
within the 
service

More 
equipment 
required

More Decon 
capacity 
required

Scopes to 
be 

transported 
to more 

locations

Scopes 
transported 
across town

New logistical 
& 

Sustainability 
measures
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kWh 22 times lower than the cabinet

64% less single-use plastic waste was generated

approximately 2,628kg less waste per year

Actual savings to the decontamination unit 

in FY23-24 was £107,856.59

Independent Real-World Evaluation of 

PlasmaTYPHOON+ & PlasmaBAG
Comparison to Surestore & storage cabinet

“There is a need for a coordinating force to drive and 

manage the various stakeholders required to update 

/ create guidance for drying cabinet replacement 

systems like PlasmaTYPHOON+”
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Suppliers or Partners
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Pathway consultancy
•In-depth analysis of the patient flow through the Hospital

•Engage a wide range of stakeholders

•Uncover genuine opportunity and need for change

•Deliver real change within an organisation
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Thank you!
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Chair Morning Reflection

Mr Anil Vara, Bsc (Hons), Msc, MBA, CMgr, FCMI
Director of Elective Recovery (Ex) and Clinical 

Technologist in Nuclear Medicine
University Hospitals Sussex NHS Foundation Trust
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Case Study

Christopher Thomas
CEO

Inform People Ltd



THRIVE
Increasing capacity and performance 

through list utilisation at scale



informpeople.com

Introduction 

How THRIVE supported in 
improving performance 
across multiple regions, 
with some Trusts 
increasing productivity by 
up to 

23% 
year on year.



informpeople.com

Diagnostic Procedure Waiting 
Times have not yet recovered 
from Covid-19

NHS Budgets are more restricted 
than ever before

Nationwide staffing 
issues/shortages 

Why a new approach?

*Information taken from the NHS Statistics Statistical Commentary Report 
for February 2025

There is a need to do more with 
what we already have



informpeople.com

How this can be 
addressed

Understand current capacity and 
list utilisation 

Set goals on what should be 
achieved - KPIs

Test changes in working 
practices, monitor the impact, 
sharing success AND failures 

‘Data alone will not solve problems: it is 
an enabler to achieve change’.

Extract from NHS Sponsored Innovation Agency detailing 
the impact of THRIVE on a trust in the Cheshire & 
Merseyside Endoscopy Network available on their 
website



informpeople.com

Starting Point

Started with an Excel sheet 
being used in 1 trust to monitor 
productivity

Moved to digital system across 
the region 

Accepted as a key part of 
regional endoscopy user group 
meetings 

Move to cross region reporting 
tool to share best practice

Excel Trial Site 

Aintree 
University

CDC Hub

Countess of 
Chester Macclesfield

Cheshire & Merseyside

Lancs & South 
Cumbria

Mid Cheshire

Royal Liverpool 

Southport & 
Ormskirk

St Helens & 
Knowsley

Warrington & 
Halton 

Wirral University 

Greater 
Manchester South Yorkshire

North Yorkshire 
& Humber

THRIVE Diagnostic Hub



informpeople.com

What is THRIVE?

Cloud based real time activity data 

Minimal input requirements 

Set baselines for future improvement

Set and track KPIs at scale 

Share best practice



informpeople.com

THRIVE in use

Nurses/HCA’s - Stop/Start button 

Unit Managers - Unit overview 

Senior Manager - Quick access live 
reporting and curated reports to 
monitor KPIs designed for Endoscopy

Regional Team - Detailed 
management reports for trials and 
support for business  change



informpeople.com

Cheshire & Merseyside 
Results

42 % reduction in late 
starts 
over a 3 year period 

175 hours per month 
at this 1 trust in C&M

March 25March 22



informpeople.com

Cheshire & Merseyside 
Results

Increase on average points per 
list, both planned and achieved

Number of lists completed 
remaining steady 

Single Location Results: 

March 
2024

March 
2025

Planned 9.82 10.40

Achieved 8.80 9.50

*kept anonymous for GDPR 
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Streamlined 
Reporting

Example of 1 reporting stream 
that has been simplified in 
Cheshire & Merseyside, 
reducing overall admin 
requirements. 

Example based on measuring 
performance against KPIs on a 
weekly basis.

Network Wide Weekly 
KPI Performance Reports

Record extra 
performance data 

Report Request 
from BI

Export Data

Format Data

Create Trust 
Report

Collate all Trust 
Reports

Input using 
THRIVE 

Booking System



informpeople.com

Cost of THRIVE

To run THRIVE for a whole year 
would require an increase 
productivity by 

3 OGD’s (or  2 Colons) 
per room 
per year



informpeople.com

Whats next… 

EXTRA Greater Manchester …

The THRIVE team are incredibly helpful and always on 
hand to support when needed. We have seen a number 
of valuable and measurable benefits of THRIVE and have 
received great feedback from staff using the tool.

Lucy Howard, Lancs and South Cumbria 

I love this tool, previously I was collecting turnaround 
times, start/finish and room utilisation by hand - THRIVE 
saves me and my team so much time. 

Carole Lyth, Clinical Service Manager Endoscopy 

THRIVE is brilliant for measuring data and performance, 
which is then presented in a clear, easy to understand 
format… The admin support is extremely helpful and 
responsive.

Kelly Langley, Unit Manager

We have been truly impressed by the ease of 
implementation and the user-friendly nature of the 
system itself. Our teams have been highly engaged and 
have found the onsite training and support to be 
exceptional. I eagerly anticipate our first data set and the 
service improvements that THRIVE will enable us to 
achieve in the future.

Craig Prince, Service Manager 

January 
2024

January 
2025

Change

Planned 
Points

9.36 9.65 + 0.29

Achieved 
Points

8.09 8.43 + 0.34

Session 
Utilisation

80.93% 86.87% + 5.94%

Did Not 
Attend Rate

8.04% 6.05% - 1.99%

Hospital Cancellation 
Rate

4.26% 3.35% - 0.91%



informpeople.com

Questions and 
Contact Information

Chris Thomas, 
CEO 
Inform People Ltd
Chris@informpeople.com

Cloud based real time activity data 

Minimal input requirements 

Set baselines for future improvement

Set and track KPIs at scale 

Sharing of best practice

mailto:Chris@informpeople.com
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Dr Tim Elliott
Business Development 

Director
Medilogik



…………  we've come a long way

'Hold the endoscope still and 
I'll thread the patient over it'

           Michael Debakey



MEDILOGIK 

Dr Tim Elliott

•Business Development Director

Dr Tim Elliott

•Business Development Director

tor

www.medilogik.co.uk 

Ryan Beegan
Managing Director

Dr Tim Elliott

Business Development Director

David Simpson

Product Director

http://www.medilogik.co.uk/


Company Overview

❖ MEDILOGIK formed in 2012

❖Multi-skilled team of 25 located throughout the UK

❖ Staff have > 130 years endoscopy experience

❖ All development work carried out in the UK for the UK market



❖ Endoscopy Reporting for Gi, Respiratory & Urology

❖ with our proprietary HD Image & Video Capture

❖ delivered via our fully managed Azure Cloud

❖ supported with FHIR Integration to customer EPR 

EMS  Core Product



❖ 

EMS  Colonoscopy Report



Customer Base

❖ All Independent/Private Sector suppliers with >5 Units. 

❖  Scotland - 5 Health Boards  Wales - 6 Health Boards 

❖  NHS Trusts – 52 LIVE at present and growing month by month

MEDILOGIK EMS Customer Map by Post Code MEDILOGIK Customers – Google My Maps

https://www.google.com/maps/d/viewer?mid=1G4AkwBPttQQ0rsngmEa55Gh7vw4Op6A&ll=53.736921516018434%2C-3.922953359374999&z=4


EMS  Annual Customer Activity 

❖ > 100 Azure cloud instances across UK & Ireland

❖ > 20k configured users 

❖ > 1 Million procedure reports signed off 

❖ > 5 million images saved each year 



Supporting GI National Requirements

EMS

JAG

GRS

NEDi2.1

JETS

Training

BSG 
Q&S



NED Uploads & Supplier Comparison
Quarter to March 2025

https://ned.thejag.org.uk/SupplierStatus.aspx



Security & Standards



In use by >70% of NHS Customers   

• Advantages of scheduling module:
oreal time status across the organisation
oselect appointments from any hospital in the database
ocalculation of breach dates to meet WT targets
omatch appointments to Endoscopist technical ability
oOptimises endoscopy list utilisation 

Scheduling & Booking 



❖Cloud Hosted ERS with image capture
❖ Inbound Integration with Trust EPR 
❖Outbound Proc Report and images to Trust TIE
❖GRS Audit Reports
❖NEDi2.1 and JETS uploads
❖Enhancements driven by User Groups
❖All Enhancements delivered at no additional charge
❖No downtime – FREE Upgrades delivered OOH
 

What can you expect from EMS  



EPR Integration
MEDILOGIK integrate with 

Altera Health
Daedalus (Lorenzo)
EPIC
InterSystems TrakCare
Meditech Expanse
Orbis
Oracle Cerner
System C



Medtronic PillCam Integration

❖ 



Supporting NHS Regions & ICB’s 

Scenario 1 - ICB of 3 Trusts all LIVE with EMS

Scenario 2 - ICB with 1 Trust LIVE & additional Trusts joining.

Scenario 3 - with no current EMS Trusts.



1 - Region EMS Report Share



2 - Add Trust(s) to existing EMS Environment



3 - New ICB with 4 Trusts 



ICB Solution Benefits 

❖  Multi tenancy ICB solution

❖  Maintains 'sovereignty' for each Trust activity & KPI’s

❖  Legacy Reports uploaded and visible across all Trusts

❖  Patient History visible across all Trusts 

❖  Economies of scale for EMS Licence, Integration & Cloud Hosting 



Please visit any of the team for more information  

Questions ?



Current Development Workload 

❖ Enhanced EPR Integration

❖ Integration with Medtronic PillCam

❖ Optical Diagnosis

❖ Post Colonoscopy Colorectal Cancer Audit  

❖ Nurse Care Plan & Pre-assessment Module

❖ Additional Specialities e.g. ENT



Post Colonoscopy Colorectal Cancer Audit 

Workflow

❖ Upload Cancer Registry/MDT Data to EMS

❖ Map against EMS procedures  

❖ Display results in an EMS data view for Audit

❖ Specification agreed and work in progress. 

Post-Endoscopy Upper GI (PEUGIC)

❖ Data set to be agreed to use same workflow 



Optical Diagnosis – Resect & Discard



Who:  

What:  

How:

MediShout: Partly owned by the NHS and founded by two doctors

A one-stop app digitally connecting our customers to our support teams

Digital Triage, self-guided question sets, image-based troubleshooting, escalation to 

our technical experts.

MediShout<> MEDILOGIK Partnership

Benefits: 1. Immediate reporting of issues

2. Self-guided resolutions of common issues

3. Improves JAG compliance

4. Saves staff time

MediShout’s application is proven to reduce admin burden: Peer-reviewed study

https://pubmed.ncbi.nlm.nih.gov/36545177/


Planned/Possible add Specialities 

❖ Committed to adding ENT Module

❖ Opportunities to add further Oscopies such as 

     Arthroscopy

     Colposcopy 

     Hysteroscopy



Partnership Opportunities  

❖ CHKS

❖ Ergea

❖ Dr Doctor

❖ Health Edge

❖ IQ Endoscopes

❖ Medishout

❖ Medtronic

❖ Odin-Vison 



Procurement Route

❖ Direct via NHS Terms & Conditions

❖ G-Cloud 14

❖ Framework Partners 

For advice and guidance on most suitable option

Ryan Beegan will be pleased to assist 



MEDILOGIK Contacts

Ryan Beegan

Managing Director

ryan.beegan@medilogik.co.uk

Dr Tim Elliott

Business Development Director

tim.elliott@medilogik.co.uk

David Simpson

Product Director

david.simpson@medilogik.co.uk

Medilogik Limited
5 Deansway, Worcester, WR1 2JG

Tel: +44 (0) 1473 351666
www.medilogik.co.uk 

mailto:david.simpson@medilogik.co.uk
mailto:tim.elliott@medilogik.co.uk
mailto:david.simpson@medilogik.co.uk
http://www.medilogik.co.uk/
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Integrated Foregut Pathways

Prof. Reza Nouraei MA BChir PhD FRCS

Consultant Airway and Laryngeal Surgeon
Nottingham University Hospitals NHS Trust

1 May 2025

The NHS Endoscopy Conference, London



#TeamNottingham

Acknowledgement: We have received unrestricted educational grants from Pentax.



Demand for Endoscopy is increasing



But its diagnostic yield remains low



But its diagnostic yield remains low



Endosc Int Open. 2018 Apr; 6(4): E383–E394.

But its diagnostic yield remains low



It has had minimal impact on early disease detection



Large numbers of patients are not actually
concerned about cancer



Testing has risks



Most cancers are not actually identified in patients
referred to suspected cancer pathways



The three ideas behind our approach

1. Clinical History as Diagnostic Technology

2. One-stop Awake, Definitive, and Holistically-Supported Endoscopies

3. Vendor-neutral, technology-enabled, tariff-supported communication 
and quality-assurance within and between specialties



The governing frameworks for the approach



Which area does our approach cover?



The Neurobiology of Foregut Symptoms



The Neurobiology of Foregut Symptoms



The biology has been optimised to control 
integrated functions



One diagnostic biology has become fractured across 
organ-based, technology-driven pathways

Image result for chevalier jackson

https://www.google.com/url?sa=i&rct=j&q=&esrc=s&source=images&cd=&cad=rja&uact=8&ved=2ahUKEwj3tpiM6ovfAhUQvxoKHQFDBKEQjRx6BAgBEAU&url=https://www.researchgate.net/figure/Chevalier-Jackson-courtesy-of-Wellcome-Library-London_fig3_279628957&psig=AOvVaw3FRtJnCa8gOOyi021BmvNX&ust=1544207136566907


With consequence



Throat & Oesophagus vs. Oesophagus and Stomach



  Dyspepsia
   Epigastric Pain
   Nausea & Vomiting
   Early Satiety

   History of peptic ulcers 

Throat & Oesophagus vs. Oesophagus and Stomach



Clinical History as Diagnostic Technology



Clinical History as Diagnostic Technology
Co-localisation



Clinical History as Diagnostic Technology
The Integrated Foregut Clinical History



Clinical History as Diagnostic Technology
The Nonspecific Symptoms Pathway Approach

“…Patients referred have a 
comprehensive history taken, including 
details of their symptoms, and will 
usually receive a range of tests, 
including blood tests, chest X-ray, CT 
scan and endoscopy to rapidly progress 
them to the most appropriate 
diagnostic and treatment pathway…”



Integrated Foregut Clinical History
A Systems-based Approach



Clinical History as Diagnostic Technology
Reducing “Semantic Ambiguity”



Clinical History as Diagnostic Technology
Structured Language as “Test Ingredients”



Clinical History as Diagnostic Technology
Implemented as “Pre-Visit Planning”



Clinical History as Diagnostic Technology
Diagnostic Problems List



The Integrated Foregut Clinical History:
Why not ask the GP to do it?



The Integrated Foregut Clinical History:
Why not ask the GP to do it?



The Integrated Foregut Clinical History:
Is it cost-effective?

CT Neck with Contrast requires:
• To registered staff (band 6)
• One cannulator (band 3)
• One imaging assistant (band 2)

Integrated Foregut Clinical History requires:
• One trained band 6 nurse



The Integrated Foregut Clinical History:
Can it reduce downstream variation?



The Integrated Foregut Clinical History:
Does it work?

A total of 301 (241 H&N and 60 UGI) patients, referred through the suspected-cancer 
(2week-wait) pathway, underwent pre-visit planning.

❖H&N pathway waiting time fell from 51 days before pre-visit planning, to 28.3 days;
❖16.6% of patients (10/60) originally referred for Gastroscopy did not need it;
❖10.8% of H&N patients (10/93) who needed Gastroscopy had major oesophageal 

pathologies, including oesophageal cancer and Eosinophilic Oesophagitis.



Path-of-Swallowing Endoscopy



High-definition transnasal endoscopies are not
available



Creating a Specific Visual Documentation Standard



Using the BSG Documentation Standard as
Template for Path-of-Swallowing Endoscopy



Awake Endoscopy must be equivalent or 
superior to examinations under general anaesthesia



Panendoscopy Standard



Endoscopy Optimised for Early Disease Detection



Endoscopy Optimised for Early Disease Detection



Endoscopy Optimised for Early Disease Detection



Endoscopy Optimised for Early Disease Detection



Endoscopy Optimised for Early Disease Detection



Endoscopy optimised to avoid known pitfalls



Full path of swallowing endoscopy in all cases



Video recording of all examinations with 
second-reading



Vendor-neutral endoscopy data integration



Complete Oral & Pharyngeal Endoscopy 
requires
holistic
patient
support



Creating the Mindful Endoscopy Team



Validated Patient-Reported Experience Measures



Patient Experience drives immediate 
reflective practice



Agreement with commissioners around tariff



Audit and Post-investigation Cancers



In Summary



In Summary

1. The vagus nerve shows no deference to ‘traditional specialty boundaries’

2. Clinical History as diagnostic technology

3. Standardised pathways within and between specialities

4. Holistically-supported Awake and Definitive Endoscopies

5. Fully captured endoscopies to enable community → specialist support

6. Clearly defined standards supported by best-practice tariffs

7. Perpectual quality assurance 



Clinical History as Diagnostic Technology
Structured Language as “Test Ingredients”



Clinical History as Diagnostic Technology
Structured Language as “Test Ingredients”



Lunch & 

Networking
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Chair Afternoon Reflection

Mr Anil Vara, Bsc (Hons), Msc, MBA, CMgr, FCMI
Director of Elective Recovery (Ex) and Clinical 

Technologist in Nuclear Medicine
University Hospitals Sussex NHS Foundation Trust
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Keynote Presentation
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Dr Charlie Andrews
GPwER in Gastroenterology
Somer Valley Medical Group



GPwER in 

gastroenterology
Dr Charlie Andrews



What is a GPwER (GP with extended role)

‘a GP with a UK license to practice, who is maintaining a primary care medical role, 
but undertaking an activity that is beyond the scope of general practice and requires 

further training’

(RCGP, 2021)



Standardised 
pathway

Integrated 
training 

programme

Community 
leadership

Innovative roles







2023-2025 cohort

2024-2026 cohort

The Southwest GPwER programme 

• Launched April 2023

• Cohort 1 – April ‘23 – April ’25

• Cohort 1 – Sept ‘25 – Sept ‘27

• 4 GPs training per year

• 2-year programme, ‘all-in-one’ 
programme

• Clinical training 

• Education programme



The GPwER in gastroenterology training programme





The GPwER framework

• A competency-based framework 

• Completed October 2024

• Approved and endorsed by the BSG and PCSG

• ‘Best practice’ for the development of a GPwER

• Guidance around:

• The acquisition and demonstration of appropriate clinical knowledge, skills and 
experience

• Ongoing appraisal and continued professional development



Capabilities in practice Comprehensive curriculum





• Mixed methodology evaluation:

• Formative process evaluation of training programme

• Impact evaluation of pre-existing GP-led community Gastro services 

• Economic evaluation

www.pcsg.org.uk/gpwer-training-programme-
evaluation/



Formative process evaluation of training programme

• 4 GPs have completed year 1 of 
programme

• Oversubscribed

• 100% found online portal easy to use and 
the course to be well organised

• 100% increased knowledge/confidence 

• 100% increased motivation for GP

• All GPs felt they would be equipped to 
work independently

• Feedback from GPs and clinical 
supervisors has been extremely positive

MODULE Pre-
module 

score

Post 
module 

score

Paired T-
Test

Upper 
Gastrointe
stinal 49% 82%

t=4.6, 
p<0.01, 

df=4

Lower 
Gastrointe
stinal 63% 86%

t=3.5, 
p<0.05, 

df=3



CASES

Community GPwER 
gastro clinic (Bristol)
850 patients
>50% seen and 
discharged back to GP
25% - endoscopy
13% - repeat clinic

FIT negative symptomatic 
clinic (Norfolk)
200 cases audited 
90% discharged from GPwER 
clinic within 6 weeks
286/300 managed without 
the need for endoscopy

Impact evaluation of pre-existing GP-led community Gastro services 



Regional programme National programme

GPs trained (5 yrs) 16 112

Discounted total cost of 

training

£375,000 £1,898,000

Discounted cost per GP £23,440 £16,950

Minimum required OP referrals 

avoided over 5 year period

58.92 (annually)

1.37 (weekly)

36.45 (annually)

0.85 (weekly)

The above is based on 4 GPs training per year (regional programme). Scaled to 4 
GPs across each of the 7 English NHS regions, ie. 28 GPs per year (national 
programme). 

Economic evaluation 



Sustainability of the GPwER



Sustainability

Is the GPwER a cost-effective addition to the GI healthcare system?

Potential cost-saving per GPwER per year:

GPwER referral triage – 21% OP appointment avoidance, 30 referrals per 
session cost saving per year per GP : £33,538.52 

GPwER community clinic - 6 new patients per session (258 patients managed in 
the community per year) : £30,571.52 

*Based on the 25/26 national outpatient tariff for a gastroenterology appointment (£230 new)

**Cost per session of £28,768.45 (including GPwER cost of £15,352.48 + clinic overheads £13,416)



ICB case study

750 general gastroenterology referrals are received per month (+ 250 endoscopy) 

GPwER can triage 30 referrals per session worked = 300 sessions per year 

The total cost of running 300 clinics per year = £200,710.32

The total saving to the system = £434,700

Yearly total cost saving = £233,989.68

*based on a 21% rate of referrals being returned to GP



Sustainability and service output

Job plan: 
• 1x clinical triage session per week
• 1x GPwER-run community clinic per week

Number of fully 
trained GPwER 
over 5 year period

Total cost saving  
per year (£)

Number of 
referrals avoided

Number of 
patients seen in 
community clinic

20 (regional) 1,282,200 * 5,418 5,160

140 (national) 8,975,495 * 37,926 36,120

*Based on cost saving of £33,538.52 (triage clinic session) and £30,571.52 (outpatient clinic session) 



Why now?

The changing NHS 
landscape

A framework and 
training 

programme

Policy alignmentSystem-wide need

Clinician interest 



A more collaborative future

• Better management of gastroenterology 
waiting lists

• Improved communication between 
primary and secondary care

• Greater gastroenterology expertise within 
the community

• GP recruitment and retention 



Thank you for listening

Charles.andrews@nhs.net
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Introduction to CASES 

• A GP led pre-referral triage service to enhance referral quality whilst 
upskilling referrers and improving the patient journey 

• GPs with special interest triage routine referrals directed by Primary Care 
to 10 secondary care specialties; Cardiology, Dermatology, Ear, Nose and 
Throat, Gastroenterology, General Surgery, Gynaecology, Haematology, 
Neurology, Respiratory and Urology.

• CASES GPs receive mentorship from secondary care specialists. 

• CASES is contracted to triage referrals within 2-3 working days (98% in 2 
days, 100% in 3 days)

• Data collected to inform referrer education, pathway improvement and 
service development 



CASES Gastroenterology outcomes  

Data Feb 24 to Jan 25



CASES Gastroenterology outcomes 2 

Outcome Percentage 

Refer back to GP for the following additional information 2.0%

Refer back to GP with the following advice/guidance 16.6%

Refer onto Secondary Care 79.4%

Return to GP (incorrect speciality) 1.6%

Return to GP 2 week wait referral required 0.4%



Primary Reason for Referral

Data Feb 24 to Jan 25



Referral Outcomes – other specialties

Data Feb 24 to Jan 25



Evaluation of CASES Service

CASES underwent a recent external evaluation and the highlights were 
as follows: 

• Every referral passed through CASES, saves the NHS money on a cost 
of CASES review versus outpatient appointments saved basis.

• There are additional savings realised, based on less quantifiable areas, 
such as earlier cancer detection, patients attending with full work ups 
etc.

• The service has upskilled GPs and improved relations and 
understanding between primary and secondary care particularly in 
relation to pathway development and changes.



Keynote Presentation

EVENT LOGO

Dr Ed Seward
Consultant Gastroenterologist and Divisional 

Clinical Director
University College London Hospital



Rewriting 
Pathways of 
Care
NHS Endoscopy Conference May 2025

Ed Seward

GI Divisional Clinical Director UCLH

NHS London Clinical Director for Endoscopy



Learning objectives

Why endoscopy lends itself to improvement

Learning from examples of improvement

The importance of the bigger picture in endoscopy improvement



Whipps Cross 2006

1994 JAG formed

2004 NCEPOD report

2004 GRS piloted 

2006 Audit lead

2009 Endoscopy lead

Cullinane M, Gray AJG, Hargraves CMK et al. Scoping our 
practice: the 2004 report of the confidential enquiry into 
patient outcome and death.











Problem #1 – when a pathway isn’t straight

Observation: all patients going through 2ww colorectal clinics 
ended up having a colonoscopy (>90% on audit), sometimes 
inappropriately

Idea: shouldn’t we just go straight to a colonoscopy? What does 
the clinic add in terms of patient care?

Plan: Straight to test



When a pathway isn’t straight…straight to 
test

Needed to address NPSA and JAG concerns over safety of prep

Allowed a more rational approach to investigation (eg CTC in >80s 
or performance score >1)

Nurse endoscopists trained and supported to make calls



Straight to test

2 weekly meetings to troubleshoot 
problems

Stakeholder engagement sessions 
with patient groups, GPs and 
colorectal/endoscopy teams

Audit outcomes

BMJ Awards finalist

Taken up nationally by CRUK

Now standard of care



Learning points

Don’t tolerate a poor patient pathway, aim for best clinical 
outcomes

Approach it logically – process mapping is great for this

Hothouse your project, meet regularly

Consult everyone, it improves your idea and gets buy-in 



UCLH 2014

Observation: Data from Dundee 
suggested a ‘negative’ FIT was 
100% predictive of the absence 
of cancer

Idea: could we replicate this 
with local data, as a means of 
improving the 2ww pathway

Plan: Lever Cancer Alliance to 
fund a study across North 
London

Mowat C, Digby J, Strachan JA, Wilson R, Carey FA, Fraser CG, Steele RJ. 
Faecal haemoglobin and faecal calprotectin as indicators of bowel disease in 
patients presenting to primary care with bowel symptoms. Gut. 2016 
Sep;65(9):1463-9. doi: 10.1136/gutjnl-2015-309579.



Problem #2 – is FIT fit?

This was a big ask

Study performed and data collected and written up

FIT < 10 = 0.5% CRC risk, FIT > 10 = 10% CRC risk

80% of 2ww referrals are FIT < 10

What do we do with this?

Laszlo, H. E., Seward, E., Ayling, R. M., et al. (2022). Faecal immunochemical test for patients with ‘high-risk’bowel symptoms: a large 
prospective cohort study and updated literature review. British Journal of Cancer, 126(5), 736-743.



Problem #2 – is FIT fit?

Initially rejected for clinical use

Then came Covid – overnight accepted as triage tool

Meta-analysis confirmed efficacy of FIT
Booth, R., Carten, R., D'Souza, N., et al (2022). Role of the faecal immunochemical test in patients with risk-stratified suspected colorectal 

cancer symptoms: A systematic review and meta-analysis to inform the ACPGBI/BSG guidelines. The Lancet Regional Health–Europe, 23.

But what about ‘FIT negatives’?





Problem #2 – is FIT fit?

Concentration of ‘FIT negatives’ in secondary care allowed 
collection of data

Outcomes collected for 600 patients across NCL

No missed cancers, very low pathology rate, very high 
investigation rate

= FIT <10 a reliable predictor of the absence of pathology
Seward et al BSG 2025



Learning points

Embrace innovation

Don’t be afraid to push back if you think you’re right

Surround yourself with good people

See an idea through

Collect data, and more data, and then more data



Problem #3 – outpatients out of control

Observation: Massive and increasing demand for gastroenterology 
outpatients

Idea: can we look at other models of care to fix our problem?

Plan: outpatient transformation programme to introduce 
improvement bundle to NCL outpatients



Problem #3 – outpatients out of control

Out Patient Bundle

GP    update pathways of care

     FIT/FCP

     advice and guidance

Hospital   RAS

     ‘School of IBS’

Chronic care  Reducing F2F (this was pre-Covid!)

     Patient portal



Problem #3 – outpatients out of control

Out Patient Bundle

GP    update pathways of care

     FIT/FCP

     advice and guidance

Hospital   RAS

     ‘School of IBS’

Chronic care  Reducing F2F 

     Patient portal





Wolverhampton idea

Patients get pre-assessed and 
managed virtually

UCLH data: slashed wait times for 
new OPD

Upfront investigations = early 
diagnosis, good for patients

Shifted problem to follow-ups

= further improvement cycle…

Yeo JH, Graham D, Seward E, et al
P247 Rapid access service – is it an efficient way of 
triaging gastroenterology referrals?
Gut 2022;71:A160-A161.



Learning points

Try and think outside the box

Do not reinvent the wheel, borrow (and also share!)

Don’t be afraid to fail – not everything is achievable

Relentlessly pursue your improvement cycles



Summary

You are surrounded by endoscopy improvement experts

Scrutinise your pathways

Relentless scrutiny is the only way to maintain improvement

Endoscopy transformation does not stop in endoscopy



Any questions?

edward.seward1@nhs.net
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