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Specialist training in gastroenterology in the
European Community: the case for European Boards

European Board of Gastroenterology

Abstract
Gastroenterological training differs so greatly
from country to country in Europe it is impos-
sible to believe that training is equally good in
each one. This in turn, provides a barrier to the
free migration of doctors with the European
Community. These differences also create
confusion for migrating patients, and call into
question the validity of the European
Commission directives, which pronounce all
qualifications obtained in European Com-
munity countries to be equally acceptable
within the community. The European Com-
mission does not have the power to unify
medical training, but the medical profession
itself acting in concert as a European body
could harmonise the differences to ensure
acceptable standards of training across the
community. The Union of European Medical
Specialists (UEMS) is the representative body
of national medical specialist bodies, which
reports to the European Commission. The
European Board of Gastroenterology, a work-
ing party of the Gastroenterology Section of
the UEMS has agreed acceptable and fair
standards of training for gastroenterologists,
and has developed a system for external
assessment of training centres and faculty. All
three, candidates, faculty, and centre would,
in the event of a successful application, be
awarded the European Diploma of Gastro-
enterology or, in full, the Diploma of
Recognition of Quality of Training in
Gastroenterology. This paper discusses these
problems, some of their origins, and the
proposals of the European Board.
(Gut 1994; 35: 135-138)
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Professional qualifications and freedom to
work in the European Community
One of the more admirable principles of
the Treaty of Rome is that all citizens of the
European Community should be able to live and
work on equal terms in any member country.
The European Commission, the civil service of
the European Community, recognising that pro-
fessional people can be inhibited from migrating
freely within the European Community by the
barrier of different national qualifications has
attempted to lower this barrier by declaring all
professional qualifications to be equally accept-
able across the community.
By doing so the European Commission avoids

the trouble and expense of creating a unified

single set of European Community rules for the
professions. (Indeed, it is not within the powers
of the European Commission to enact such
rules.) This also implies that the European
Commission finds no fault with standards of
training and accreditation within its boundaries.
It is well recognised, however, that there are very
different standards of training in all professions
across the European Community, which makes
it desirable, indeed advisable, for all concerned
in a professional field to know what quality of
training a particular professional has received.

Medical qualifications in the European
Community
Before the broad directive concerning all profes-
sional qualifications was decided, the European
Commission issued a directive in 1975 (75/362/
EC) in which training requirements for doctors,
both undergraduates and postgraduates, were
set out purely in terms of duration. Thus
specialist training in gastroenterology was
simply a matter of spending six years in a
university environment. It contained no speci-
fications as to the number of faculty or its
quality, the clinical tuition or practical skill of
the trainees; in fact, none of the criteria of quality
of education.
By creating such vague standards the medical

education ofeven the least ambitious country has
been made acceptable in the legal terms of the
European Community regulations. From the
outset, however, no member state in the Euro-
pean Community has ever used these low
standards as an excuse to reduce or suppress
their existing educational requirements. Indeed
in the 17 years since the Directive there has been
widespread improvement in the duration and
quality of medical training, in response to
advances in medicine and the demands for high
quality health care that have developed during
this period. At present important changes in
medical education and certification are taking
place in several European Community
countries. '

Directive 75/362 above has been replaced by
93/16/EC which specifies that the six years
of specialist training should contain internal
medicine and at least three years of the specialist
subject: training should be in paid posts with
clinical responsibility as part of the medical team
of the training centre.
A comparable problem of interstate migration

in the USA and of immigration in Israel has been
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resolved by the creation of Boards, which pro-
vide a standard of accreditation acceptable to all,
based on clear standards of training and a system
of external assessment of the centres and the
teaching faculty and the candidates.2 This paper
proposes that such a scheme is feasible and
desirable in the European Community.

Common patterns of medical education in
Europe
Two different patterns of medical training have
evolved in Europe, related to numbers of
students admitted into training and to different
career structures.

In the type oftraining familiar in north Europe
the number of students entering undergraduate
or specialist training is regulated to the capacity
of the training centres and to job opportunities.
Investment in medical education is related to
scientifically based, clinically orientated train-
ing, with individual tuition, close evaluation of
students, and a competitive learning environ-
ment. In specialist education this system is
designed to produce hospital based specialists,
most of whom will take part in teaching and
research.

Another pattern of training has evolved in
countries where there are no fixed numbers of
students, often for constitutional reasons, with
entry open to all who finish secondary education.
Classes are enormous, teaching is by lectures,
with little or no individual tuition or clinical
contact. Large numbers of graduates are pro-
duced who have theoretical knowledge, but who
need continuing education, which is very
difficult to come by. Unemployment is high.
Most specialists so produced practice in out-
patient clinics or offices and provide the doctors
for the prevailing social security systems that
encourage this style of education. The status of
the specialist is commonly defined by law and
protected legally. Specialists are remunerated
at a higher rate than general physicians. A few
continue in hospital medicine, and become
comparable with specialists in the first system.
A specialist qualification in the first system is

awarded only to a seasoned, experienced,
intensively trained doctor. In the second system
the title of specialist means something very
different and is acquired by doctors who are
considerably younger and far more numerous
than in the first.

Incentives and initiatives for change
The problem for patients as for professional
colleagues who are not familiar with all the
different patterns of training in Europe is to
know what sort of specialist they have got.
Without some valid guarantee the attitudes of
the host country's colleagues to migrating
specialists may become prejudiced.
The incentives for European Community

countries to harmonise their medical training
have been slow to develop. In the first place
national bodies have no reason to change to
foreign systems, secondly the pressure from
migrating doctors has been light: despite wide-
spread unemployment only 10000 of the half

million or so specialists in the European Com-
munity have migrated since 1958. Nevertheless
the fear of mass migration of doctors recurs with
each major change towards a free Europe. The
needs of the migrating public, which is numeric-
ally much greater, are only now being seen as a
pressure for change.
One powerful influence for change has been

the increasing participation of specialists from
different countries in the work of international
specialist associations. Until now the main pur-
pose of these associations has been to conduct
research or exchange clinical experience rather
than to discuss training programmes. Now many
have subcommittees concerned with education
matters, but tend to lack strong cross links with
other specialities and even with their national
administrative bodies. Nevertheless the World
Organisation of Gastroenterology (OMGE), has
made extensive recommendations more or less in
line with the Board of Gastroenterology.3

It is understandable that change in medical
training comes only slowly. National medical
bodies associated with medical education have
achieved their own national patterns as a result of
many and complex local evolutionary pressures.
While these bodies may keep a watchful eye on
developments abroad they seldom change as a
result of them. There is, however, evidence of
a move towards a common pattern of specialist
training, particularly for internal medicine, and
the duration of training overall and the numbers
accepted.

European medical organisations concerned
with the quality of training
There are two bodies primarily concerned with
standards and change in specialist medical
training; the European Association for Junior
Doctors' and the Union of European Medical
Specialists (UEMS). Both concerned with the
quality of training in addition to duration and
in manpower.

The UEMS
The UEMS represents the national bodies of
specialists to the Standing Committee of Doctors
of the European Commission (see Figure). The
UEMS is not funded by the European Com-
mission but by the national medical bodies,
which are responsible for sending representa-
tives. In the United Kingdom, for example, the
BMA acts as a facilitator while the individual
delegates are chosen by the Royal Colleges and
Faculties. The UEMS has a small office in
Brussels with two permanent staff; otherwise
its work is done entirely by practising specialist
doctors. The main work of the UEMS, apart
from the Executive Committee, is carried out by
the Monospecialist Sections ofwhich there are 28
representing 39 medical and surgical specialties.
Each Section has 24 members, two from each
member state and will soon have two from
each of the four European Free Trade Area
(EFTA) countries recently affiliated to the
UEMS. Founded at the time ofthe signing of the
Treaty ofRome in 1958 the UEMS moved slowly
at first but with increasing speed and purpose
over the past four years.
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Medical representation in the European Community

I
Council of Ministers

I
European Commission

(Directorates concerned with
medical and health issues

Advisory Committee
on Medical Training

Standing Committee of Doctors of European
Commission - Comite permanent -
(represents all groups: specialists

GPs, junior doctors, etc)

Union of European
Medical Specialists

(UEMS)

I
Monospecialist
Sections (28)

Union of European Medical
Omnipractitioners (GPs)

(UEMO)

Permanent Working G
of European Junio

Hospital Doctors (PN

Jroup European Association of
*r Senior Hospital Physicians
K7G) (AEMH)

European Federation
of Salaried Doctors

(FEMS)

European Boards

Medical Representative Bodies in the European Community. The Standing Committee is alone able to communicate directly with
the Commission. The connection between the UEMS and the Advisory Committee on medical training is informal but effective.

The European Board or the Gastroenterology
Section of the UEMS
The Executive Committee of the UEMS has
recently set up statutes for European Boards in
each Section. The Boards are working parties
with several tasks, one of which is to establish
standards of training, to devise methods of
assessment of this training, and to issue certifi-
cates of recognition of the quality of training.
The Gastroenterology Section of the UEMS

has established The European Board of Gastro-
enterology, which met for the first time during
the first United European Gastroenterology
Week in Athens in September 1992. As required
by the statutes drawn up by the UEMS the Board
has one member from each country from the
Section and another member from each country
from outside the Section chosen by the specialist
society of that country. The choice is intended to
provide a balance between clinical and academic
experience from each country.
The Gastroenterology Section had discussed

training criteria and a qualification for two years
before the Boards were created. At first we hoped
to achieve harmonisation of training by exchange
fellowships of one or two years with clinical
training. This promised to be too slow a process
for the size of the problem even were it not
hindered by social difficulties related to pay
differentials and professional and family com-
mitments. The Section also considered a clinical
examination but, with lincertain demand and the
need for exacting levels of reliability, validity,
and usefulness in a modern examination, this
option was abandoned. Most Boards, particu-
larly those related to internal medicine, have also
decided against examinations. In this we agree
with the European Associate for Junior Doctors
but differ from the European Board of Urology
of the UEMS, which already has an examination
running, and the Organisation Mondiale de
Gastroenterologie (OMGE) - most of whose
delegates feel that examination is the only way of
tackling a problem which, being on the world

scale, is obviously even greater than that of a

European Board.
The Board of Gastroenterology in continuing

the two years ofwork of the Section has created a

qualification named the European Diploma of
Gastroenterology. This will be known as the
Diploma of Recognition of Quality of Training
in Gastroenterology, a ponderous title but one

which gives a more complete and accurate des-
cription and avoids the implication that national
accreditation schemes are in some way lacking.
The Diploma will be awarded: (a) on evidence

of good training; (b) in sound institutions) (c) by
experienced teachers; (d) with the trainees
receiving appropriate tuition and (e) having
clinical responsibility in substantive, paid posts.

This implies that trainers and training estab-
lishments as well as candidates will be assessed
and, if satisfactory, accredited.

Evaluation of candidates and training centres
by external assessors
To start with, evaluation of centres in most
countries will be by on site visits by external
assessors from the Board. In those countries
where such evaluation already exists the Board
would seek to work within the prevailing system,
but send a visiting team to some of the assess-

ments performed each year for verification of
standards and to learn from the experience of
others.

In countries where regular external assess-
ment by inspection visits are routine they are

held to be the most important single aid to the
establishment and maintenance of training
standards in the face of increasing service
demands. In countries where such independent
assessment is unknown the idea may at first be
objectionable. The Board believes, however,
that tact, firmness, and the positive experience of
others will allow this process to be adopted
widely into the national schemes of medical
education and to be welcomed and established

European
Parliament

Economic and
Social Committee
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as the invaluable and powerful aid to good
standards that it has proved to be in the USA,
United Kingdom, Israel, and Holland, among
others.
What the Board will be looking for is a

candidate who has completed the national
requirements for gastroenterological training.
The Diploma is not an alternative, independent
qualification or a short cut. The Board will also
require that the candidate has spent a minimum
two years of internal medicine and four years of
gastroenterology training. The Board will waive
the requirement for general medicine for candi-
dates who have already completed their training
without it. The Board has also drawn up stand-
ards of theoretical and practical clinical and
technical training.4 The candidate must also have
presented two papers at meetings and published
two papers in journals recognised by the Board.
The Board has included three contentious

items in its requirements. The need for external
assessment has been discussed above. The
requirement for training in internal medicine can
be negotiated, but in candidates no more than
one year into their training by 1 August 1993 this
requirement will be a firm one. The Board also
requires some training in abdominal ultrasound.
This can be waived as with general medical
training in specialists who are already accredited
but will be a requirement for the future. It has
been agreed by the Radiology Section of the
UEMS and is already established in several
European countries as a sensible and forward
looking requirement for gastroenterologists in
training and the Board feels strongly that

this development should be supported. The
Specialists' Advisory Committee for Gastro-
enterology ofthe Royal Colleges has accepted the
need for ultrasound in gastroenterological train-
ing. Training guidelines are being discussed with
our radiological colleagues.
The Diploma will, we believe, be worth

having because (a) it represents a high standard;
(b) it will not be awarded automatically; (c)
certain candidates or centres may not, at first
application at least, meet the agreed require-
ments.
The structure and function of the Boards of

the UEMS are well founded. The strength of the
UEMS lies in its close connection with the
administration of the European Community and
in its ability to coordinate all specialties in all
member countries. A further strength lies in its
devotion to quality of training and practice
rather than to quantity and political expediency.

It is to be hoped that the Boards will provide
the mechanism whereby good training and hence
good practice can be supported and stimulated,
and thus make a contribution to the enormous
potential of medicine in Europe.
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