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Occasional reports

The need for an increased number of consultant
physicians with specialist training in gastroenterology
ROYAL COLLEGE OF PHYSICIANS OF LONDON
COLLEGE COMMITTEE ON GASTROENTEROLOGY

SUMMARY Medical gastroenterology has developed with great rapidity in the last decade with the
introduction of new investigative and therapeutic techniques. Nearly every district general
hospital now has on its staff a consultant physician with this special interest, and yet there is still a
need for a further expansion in the number of such consultants. This memorandum explains why
and where further consultants are needed.

CLINICAL NEED
More than 10% of a district hospital's beds are
occupied by patients with gastrointestinal
disorders.1 Hospital admission statistics, however,
grossly underestimate a hospital's workload in
gastroenterology because so many patients are
managed as outpatients.

In one third or more of the patients seen as out
patients with gastrointestinal symptoms, no
structural, infective or biochemical defect is shown;
many of them suffer from functional disorders, with
a psychosocial component.2-4 Analysis of the
symptoms and exclusion of structural disorders by
appropriate investigation is time-consuming; such
symptoms also tend to be recurrent or chronic with
need for repeated medical consultation.3
These common symptomatic disorders make a

major demand on investigative facilities because
they have to be carefully distinguished from other
common disorders which cause great disability and
can shorten life. More cancer deaths arise from the
gastrointestinal tract than any other system; about
200 patients will die from this cause in an average
health district each year, compared with 160 patients
from carcinoma of the bronchus and 60 women from
carcinoma of the breast.5 Other significant causes of
mortality are peptic ulcer and hepatic cirrhosis
which together account for about 30 deaths annually
in the average district.
To meet these investigative needs many district

general hospitals have now created a gastrointestinal
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investigation unit equipped for endoscopy, biopsy,
and function tests.7-10 Such units are staffed by a
sister and one or more nurses who provide a full
time service. Physicians not only need to supervise
this unit, but also to provide an outpatient con-
sultation service for general practitioners. As a
general practitioner with a list of 2500 will see about
300 patients a year with gastrointestinal symptoms,6
liaison between hospital consultant and general
practitioner has a major influence on the optimal use
of diagnostic services. Further, the importance of
collaboration between physician and surgeon is
increasingly recognised. Joint medical and surgical
outpatient clinics foster this collaboration and
benefit patients in the recommendation of appro-
priate medical or surgical procedures and in long
term care. Physicians now play an important role in
preoperative diagnostic tests such as cholangi-
ography or colonoscopy, which increase the
precision with which surgical procedures can be
planned. Physicians also collaborate with surgical
colleagues in the care of patients before and after
operation, especially with regard to metabolic and
nutritional needs and advice about drug therapy.

RAPID AND CONTINUING DEVELOPMENT OF
GASTROENTEROLOGY
It may be asked in what way gastroenterology has
expanded and how is the speciality continuing to
develop? The examples of clinical developments in
the appendix show that the medical gastro-
enterologist is performing many diagnostic and
therapeutic procedures which have been only
recently developed, he is using treatments which
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require more detailed supervision of patients than
hitherto, and to some extent he is taking over roles
previously performed by colleagues in other
disciplines.

National surveys in 1972, 1976, and 1979 have
shown a steady rise in the number of gastrointestinal
units and in the number of endoscopies performed.8
By 1978, 197 units were identified, each of which
performed on average 556 upper gastrointestinal
endoscopies (OGD), 50 ERCP's and 47 colon-
oscopies a year. A further survey10 of the next three
years in 41 units, chosen as a representative sample
of district general and teaching hospitals, showed
that the demand for investigative, and also particu-
larly for therapeutic, procedures continued to
increase (Table 1).

In 1981, all units performed diagnostic
oesophagogastroduodenoscopy, 90% undertook
colonoscopy and 64% provided ERCP. The
proportion of units offering therapeutic endoscopy
was 94% for the oesophagus, stomach, and
duodenum, 74% for the colon and 42% for the
biliary system. On the basis of these findings
predictions were made that the annual demand for
diagnostic procedures in every district general
hospital serving 250 000 is likely to rise to 1000
upper gastrointestinal endoscopies and 100-200
colonoscopies (that is about 25 procedures a week).
Every unit needs to perform, or have access to,
ERCP which may often be provided in a centre
serving about half a million." Further, it is likely
that the additional demand for therapeutic
procedures each of which can be time consuming
and take one hour or more, is likely to rise to three
or more weekly for each unit.10
There would appear to be two main reasons for

the growth in demand for endoscopy. First, is
accuracy of diagnosis due to direct visualisation and
the possibility of biopsy. Second, there is the
possibility of therapy. The cost effectiveness of
increased accuracy in diagnosis has been well
illustrated for 95 patients who were referred for
upper gastrointestinal endoscopy after a barium

Table l Survey'" showing increase in investigative and
therapeutic procedures 1979-81

Average numberlunit

Procedure 1979 1980 1981

Diagnostic OGD 892 1019 1164
Diagnostic ERCP 66 76 108
Diagnostic colonoscopy 61 78 122
Therapeutic OGD 48 53 71
Therapeutic ERCP 28 32 41
Therapeutic colonoscopy 18 20 34

meal;' l in almost half the patients there was a
resulting change of management. In 1977 the cost of
a barium meal and endoscopy were not greatly
different. 12 Almost all therapeutic endoscopic
procedures replace surgical operations and can be
done as outpatient procedures or with a very short
admission to hospital.

IMMEDIATE NEED FOR MORE CONSULTANT
SESSIONAL TIME AND SUPPORTING STAFF
A physician with interest in gastroenterology sees on
average 6-10 new outpatients and more than 20
follow up patients with gastroenterological disorders
each week. In the wards most such physicians care
for 6-10 patients with digestive disorders in addition
to 10-20 patients with other illness, and provide a
consultative service for medical and surgical
colleagues. 13 This clinical commitment occupies two
to three sessions weekly.9 13 If the physician
organises and supervises a nutritional service this is
likely to occupy the equivalent of at least one extra
session weekly,'4 making a total of three to four
clinical gastroenterological sessions in addition to
the sessions spent on care of patients with general
medical disorders.

This sessional allocation takes no account of the
time now involved in the diagnostic and therapeutic
techniques already described. To cope with the
investigative procedures four to five half-day
endoscopy sessions (analogous to a surgical 'list'),
are needed weekly in a district general hospital
serving 250 000.8 Additional sessions are, or soon
will be, needed for therapeutic manoeuvres.
The average workload of a district general

hospital physician with a special interest in gastro-
enterology varies greatly according to local
circumstances. The average time spent on gastro-
-enterology in two surveys conducted in 1980 and
1982 was as follows:9 13 outpatient consultations and
follow up sessions (1-2); inpatient care (1); ward
consultations ± nutrition14 (1); diagnostic
procedures (1-2 - additional sessions are often
undertaken by surgical colleagues or clinical
assistants); therapeutic procedures (1)); making a
total of 5-7 sessidns.
The demand fot gastroenterological consultations

and procedures is growing and these figures are
likely to increase as younger consultants develop the
specialty in their hospitals. Most physicians with this
special interest-find that the proportion of their time
devoted to the specialty rises to 60-70% within a few
years of appointment.
To meet this demand for recently introduced

procedures the physician needs supporting staff.
Skilled and dedicated nursing staff are needed to
care for the large number of patients, to assist with
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procedures and to take charge of equipment. Junior
medical staff do not usually contribute to the work
unless they are in post for the several months
needed to gain experience. It is likely that routine
diagnostic endoscopy will increasingly be
undertaken by general practitioner clinical
assistants, but at present funding for such posts (two
or more sessions weekly) is often not available.
Despite this help, the consultant will still have to
undertake some of the diagnostic work and most of
the therapeutic procedures each of which requires
considerable skill, only obtained after appropriate
training and with continued experience. The
consultant also has to take administrative charge of
the unit, train the staff and undertake procedures on
an emergency basis out of ordinary working hours.

It is apparent that the recent rapid advance in
diagnostic and therapeutic procedures, and in new
effective treatments, including nutritional support,
has overtaken established work patterns and many
hospitals have not allowed for this new work in their
consultant timetables. To meet ordinary demands a
district general hospital needs to allocate at least six
consultant and two clinical assistant sessions to
medical gastroenterological work and larger districts
will require more.

PRESENT NUMBER AND DISTRIBUTION OF
CONSULTANT PHYSICIANS WITH A SPECIAL
INTEREST IN GASTROENTEROLOGY
Reports prepared for the Committee on Gastro-
enterology of the Royal College of Physicians
(London) show that in 1980 there were 271
physicians with a special interest in gastroenterology
distributed throughout the country (Table 2) and

Table 2 Distribution of consultants in 1982

Number of Nominal Population per
Region consultants population (xl03)consultant (xl03)

East Anglia 8 1895 237
Mersey 12 2453 204
Northern 17 3114 183
North West 23 4035 175
Oxford 7 2328 333
South West 12 3066 255
Thames NE 33 3757 114
Thames NW 29 3470 120
Thames SE 22 3597 163
Thames SW 16 2953 185
Trent 18 4594 255
Wessex 13 2750 212
West Midlands 27 5181 192
Yorkshire 22 3592 163
N Ireland 10 1547 155
Scotland 30 5131 171
Wales 11 2807 255
Total 310 56 270 182

that by 1982 the total had risen to 310.13 15 The rapid
expansion of the specialty may be judged by the fact
that in 1980 73% of these physicians were aged less
than 50. Most spend about half their time practising
general medicine and half gastroenterology; very
few practise only gastroenterology.

THE NEED FOR MORE CONSULTANTS
Experience throughout the country now suggests
that every health district needs at least one physician
with a special interest and training in gastro-
enterology. The few districts without such an
appointment should be encouraged to make one.

All districts now need to allocate at least six
consultant sessions for medical gastroenterological
work and the rapid growth in diagnostic and
therapeutic benefits offered by the specialty suggest
that more sessions are already needed in many
districts and will soon be required in others. It is
recommended that one physician with a special
interest in gastroenterology is now needed for every
150 000 of the population.'4 16 17 Smaller districts
thus need one such physician, larger districts often
need two and University Hospitals may need more
than two to cope with specialised techniques
teaching and research. It is apparent from Table 2
that few regions provide this level of service. If the
estimated need is correct, an expansion from 310 to
about 400 physicians with a special interest in
gastroenterology should be anticipated.
The particular advantages of two physicians with a

special interest in gastroenterology working
together are: (1) Together they can provide the
service which is now needed but cannot be
adequately supplied by one physician working
alone. (2) Each can contribute some sessions each
week to diagnostic and therapeutic procedures and
still give adequate time to outpatient consultation
and inpatient care of patients with both general
medical and gastroenterological disorders. (3) They
can complement one another's particular skills. For
example, one might provide special techniques
applicable to the liver, biliary system and pancreas,
while the other contributes colonic procedures.
Alternatively, one can concentrate on difficult
endoscopic procedures and the other on hepatic,
metabolic, and nutritional problems. (4) Two
physicians with similar training can deputise for one
another during absence and stimulate each other's
interest.

PAEDIATRIC GASTROENTEROLOGY
Gastrointestinal disease in childhood has been the
subject of considerable research and development
particularly in academic units. 18 For example,
endoscopy even in early infancy has led to the
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recognition of inflammatory bowel disease where
formerly no clear diagnosis was possible, and the
investigation of acute and chronic diarrhoea in
childhood is becoming increasingly sophisticated
with the recognition of food sensitivity and different
types of infection. Long term parenteral nutrition
for intractable diarrhoea is an increasingly
important aspect of paediatric gastroenterology.
The Specialist Advisory Committee in Paediatrics

has recently agreed to recognise training for paedia-
tricians with a special interest in gastroenterology. It
has been suggested that a group of paediatricians
with this special interest is needed for each 0O5 to 1
million and a referral centre for each 3-5 million of
the population.

Summary and recommendations

(1) Medical gastroenterology has advanced rapidly
in the last decade. Appropriately trained
physicians now provide a diagnostic and thera-
peutic service which in part replaces work
formerly provided by other specialities such as
radiology and surgery, and in part offers new
techniques not previously available.

(2) All physicians with special training in gastro-
enterology are also trained in general medicine,
and nearly all wish to make a full contribution to
the general medical work of their district as well
as provide a gastroenterological service.

(3) All district general hospitals now need a
physician with a special interest and training in
gastroenterolgoy; many larger hospitals need
two such physicians and University Hospitals
may need more.

(4) Current job descriptions and time allocations
often do not take accout of the need for sessions
devoted to improved clinical care and to
diagnostic and therapeutic procedures. It is
recommended that one consultant with a special
interest in gastroenterology is needed for every
150 000 of the population.

(5) Paediatric gastroenterology is now recognised
for specialist training within general paediatrics
and development of this branch of paediatrics is
needed, partly on a district, and partly on a
regional or subregional basis.
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