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1.  What impact is GIRFT’s focus on low complexity, high volume having on 
elective IBD care and what are the opportunities to improve access to timely 
elective surgery? 
 
It may be too early to tell yet and I have not looked into this specifically, but I anticipate 
it will improve access to elective IBD care. The high volume, low complexity programme 
(HVLC) is certainly improving efficiencies in theatre utilisation and surgical care. This 
should improve access to surgery and reduce surgical waiting times. 
 
2.  I would like to ask how we balance the opposing GIRFTs? ie GIRFT for acute 
medicine says more specialists and Gastro says less.  In my role as Clinical 
Director it is difficult to fight Gastro position against acute medicine. 

 
This is certainly a challenge. However, we need to ensure alternatives to admission and 
more proactive elective care to reduce the high volume of emergency admissions, 
thereby easing pressure on acute medicine and improving patient flow. This helps get 
patients to the correct ward/specialty care first time, reducing length of stay and 
improving outcomes. Having specialty in-reach, specialty hot clinics and more day case 
activity will also support acute medicine. 
 
3.  There is some discrepancy between national GIRFT reports. Acute medicine 
suggests getting wider specialties to help on acute medicine rotas, to help with 
the acute medicine workload. It would be good if the national reports sang from 
the same hymn sheet as a Trust Clinical GIRFT lead. 
 
The front door/back door, emergency/elective care, generalist/specialist issues are a 
real challenge, but these are polarities that need to be managed rather than problems 
that can be effectively solved. Specialties do need to support the acute take and can do 
this in a number of ways. They need to help reduce the volume of emergency 
admissions by more proactive elective care, providing alternatives to admission, hot 
clinics, in-reach, day case options, advice & guidance, helplines etc. Unfortunately, 
gastroenterology has the highest burn out of all medical specialties. We are pulled in 
many ways because of our emergency/ward work, GI bleed on calls, high clinic load, 
endoscopy work and the pressures of acute medicine. When we are pulled more into 
acute medicine then we either end up having to provide elective specialty capacity as 
overtime (seven day working, not seven day service, exacerbating burn out), or our 
specialty gets provided by agency staff at premium rate (leaving your 
gastroenterologists demoralised and feeling they would be better leaving and joining an 
agency so they can get to do their specialty work). 
 
4.  We understand ERS 2.0 is in progress - it will be useful to engage with ERS to 
improve user interface for clinical assessment service to triage and provide 
advice /guidance. 
 



I agree, engagement is key so we can ensure we make it easy for referrers to get it right 
first time with the service they refer to. Early advice and guidance and specialty triage is 
also really important to help with this. 
 
5.  You mentioned being keen to expand current capacity in relation to 
investigations rather than separate standalone hubs. What do you see as the 
main challenges and opportunities for IBD with diagnostic and community hubs? 

 
Diagnostic hubs or Community Diagnostic Centres (CDCs) will be beneficial and 
provide extra capacity. For endoscopy I do favour expanding existing services where 
possible, because of the economies of scale and safety that this provides, but also 
because of therapeutics and training. A diagnostic endoscopy procedure can easily turn 
into a therapeutic one, for example if we find and remove a polyp and the patient 
develops some bleeding. We train the next generation of endoscopists on more straight 
forward diagnostic procedures, which will be the kind of procedures that move out into 
CDCs. That means CDCs must also provide training. We will need to move the trainers 
to the CDCs to help with this, but they may also be providing therapeutic services at the 
trusts. Therefore expanding endoscopy units in trusts may be preferable and more 
flexible/efficient. It won't be one size fits all though. Some trusts’ endoscopy units are 
"land-locked", so can't easy expand and may benefit from a CDC. Some CDCs may in 
themselves be large in size too, to help provide the economies of scale needed. In 
relation to our IBD patients, they do have lots of other diagnostic tests too such as 
ultrasound scans or CT scans etc. I am sure CDCs will help increase capacity and 
reduce waiting times overall for a variety of services and so I do support these.  

  
6.  What about ERCP? 

 
I have included ERCP issues and recommendations in the GIRFT gastro national 
specialty report. I am sorry I did not have enough time to include this in the launch 
webinar. Please have a look at the gastro GIRFT national specialty report (pages 92 to 
99) for the section on ERCP. 

 
7.  Big question for me is how we can use FIT testing on colonic imaging 
pathways?  Some of my colleagues in Greater Manchester are reluctant to step 
LGI suspected cancer referrals down based on a negative FIT (<10) due to lack of 
national guidance on this issue, however the trend in referrals and the demand / 
capacity mismatch means that we cannot wait for this. 
 
The pandemic has led to huge backlogs of referrals and procedures. Many services 
have been using FIT tests to help triage/prioritise what to do first, even in advance of 
national guidance. Currently only around 3 to 4% of 2 week wait (2WW) lower GI 
referrals actually turn out to have bowel cancer. Although there will be some patients 
with bowel cancer who are FIT negative, we do know patients with a high FIT test are 
much more likely to have bowel cancer. Services are also using a much lower positivity 
cut off for symptomatic FIT tests than is used for the national bowel cancer screening 
programme, so this does seem a helpful way to prioritise patients given the 
circumstances we have ended up in with the pandemic. Some services are then 
stepping down their 2WW referrals that are FIT negative to more of a routine clinic 
referral or routine procedure. National guidance is also being developed around the use 
of FIT testing.  



 
8. Do you have any thoughts regarding how commissioning must change to 
incentivise providers to plan care around improving outcomes rather than 
incentivising more activity of limited value? 
 
I agree we do need to focus on clinical outcomes. This is what is important to patients. 
Also better clinical outcomes for patients will be more cost-effective care, so 
commissioners would be getting better value for money if they did focus more on these. 
The GIRFT programme has really helped to show that getting care right first time 
improves outcomes for patients and is more cost-effective care. Commissioners have 
been involved in the stakeholder process of GIRFT and are on board with this 
programme.   
 
9. Are there any plans in future to show endoscopy in Model Hospital on its own 
as a specialty rather than embedded within surgery/medicine? 
 
This is a good suggestion. In most trusts gastro do provide the biggest proportion of the 
endoscopy procedures undertaken and I was asked to cover endoscopy as part of my 
gastroenterology lead role. Hence this is covered in the gastroenterology specialty 
report. I agree there would be some merit in endoscopy having its own section on model 
hospital though and I may look into this for the future. 
 
10. In terms of research, what was the variation in terms of Trust delivery and 
how do we engage at Trust level to emphasise the importance of research 
especially as it does improve patient care? 
 
There was very wide variation. For example, 49% of trusts who responded to the 
research questions in our questionnaire did not allocate any consultant PAs in 
gastroenterology to research, and only 13% who responded allocated five or more PAs 
in total from their gastroenterology consultants to research. Our question focused on 
trust or departmental PAs though, so may not have included university academic PAs. 
92% of trusts who responded were in a Clinical Research Network (CRN) and 95% of 
these trusts were participating in at least one research study. The number of patients 
trusts reported to have recruited into research studies in the last two financial years 
ranged from 2 to 3,204 patients. 
The pandemic has helped highlight the importance of research to clinical care and 
outcomes, particularly with the rapid development of a vaccine for COVID-19. Hopefully 
trusts will be more receptive to this now. I have emphasised this in the GIRFT report, 
see pages 143 to 144, including a case study example of how research has improved 
clinical outcomes and reduced emergency admissions. 
 
 
11. Some recommendation need additional resources. How can GIRFT support in 
getting additional resources? 
 
GIRFT does not allocate funding, but the GIRFT website and GIRFT implementation 
teams can support trusts by sharing best practice examples or business cases/protocols 
and encouraging networking etc. We do know getting the care right first time is the most 
cost-effective care. Trusts may need to speculate to accumulate really by investing in 
staff and services to allow better, more cost-effective care in the long run.    



 
12. How do we get CEO and COOs to recognise Gastro against the other 42 
specialties in GIRFT, especially in the smaller DGH? 
 
We need to raise awareness to CEOs and COOs by emphasising that gastroenterology 
has the highest level of burnout of all medical specialties and our waiting lists now are 
second only to orthopaedics. There needs to be real urgency to support the specialty to 
recover services. We are a multi-organ medical and interventional specialty and are 
involved in lots of pathways of care for other specialties too, resulting in a bottle neck 
and delayed care. 
 
13. RAS (vetting of all OP referrals) was "enforced" on our department – I 
understand the benefit but it needs significant time dedicated to it each week (4 
hours on average). Is it right to have a clinical session doing this? This is leading 
to a desk driven service rather than seeing patients. 
 
Senior clinical triage does need sufficient time allocation to do this properly and needs 
to be appropriately job planned. The danger with insufficient time allocation for this is 
that it is easier to just tick "see in clinic", rather than to arrange direct to test 
investigations and write back to patients/referrers with advice and results. This then 
defeats the object of a RAS or CAS. Our clinic waiting times are very long and we must 
use this resource to its best effect and help move a patient's care on wherever we can. 
A well run CAS, RAS or advice & guidance service is cost-effective and beneficial for 
patients, referrers and services.  I appreciate it feels like a desk driven service, while we 
are assessing all the backlog of referrals from the pandemic. Hopefully in the long run 
this will become more of an efficient real-time business as usual service, reducing 
waiting times and helping clinics run much more efficiently.    
 
14. How do we triangulate the existing deep dive action plans with the national 
reports? There are also key GIRFT metrics available on Model Hospital. From the 
project management side of it, what is the vision of GIRFT national team? Where 
does the GIRFT report sit in terms of reporting the Trusts’ progress against the 
recommendations?  
 
The GIRFT implementation teams can help trusts to triangulate existing deep dive 
action plans with the national report recommendations. There will be key metrics for 
gastro coming onto model hospital imminently, which will refresh regularly and help 
trusts to track their progress. The GIRFT national team does also monitor progress of 
national recommendations from GIRFT reports. Each trust should also have a board 
level GIRFT clinical champion. 
 
15. (1) How to manage the tensions with the need for physicians to manage the 
acute take? (2) How we manage the mismatch between consultant vacancies and 
availibility? And (3) will there be a tool to allow trusts to benchmark their position 
within the national data set?  
 
1) Please see answers above (to questions 2 and 3) regarding the competing priorities 
of gastro and the acute take. 2) Gastro consultant staffing is definitely a challenge, with 
high numbers of vacancies nationally. I feel we need to use other members of the MDT 
as best we can, to make sure members are working to the top of their licence and that 



consultants are supported to be as efficient and effective as possible. Also making jobs 
more flexible and trying to protect specialty time, rather than load general medicine onto 
gastroenterologists, will make the best use of the consultant resource you have and 
make the jobs more professionally satisfying, so that you are more likely to recruit to 
your vacancies. 3) There will be gastro metrics on model hospital to help trusts to 
benchmark themselves regionally and nationally. 
 
16. How does GIRFT/BSG view the drive to set up new diagnostic centres and 
how do trusts use the limited workforce available to facilitate this? 
 
GIRFT and BSG do support the use of community diagnostic centres (CDCs). I agree a 
bigger challenge is how to staff these, with the overstretched workforce we have. 
Providing more diagnostics is much more than buying extra CT scanners or building 
extra endoscopy rooms. It is being able to staff the centres, report the scans and 
perform the endoscopies etc. There will also be an investment in developing and 
expanding the workforce, but this will take time to train up. In the meantime, we do need 
to ensure we use the current MDT workforce as effectively and efficiently as we can. 
 
17.  There seems to be no national policy on expanding general medicine as a 
specialty (excluding health care elderly) and currently specialties respiratory, 
gastroenterology, diabetes and endocrinology end up tasked looking after these 
patients who are increasing. All specialties (also GIRFT driven) want to 
concentrate (appropriately) on their specialty but this leaves a gap and a real 
headache for trusts. More SpRs will be coming through with more specialised 
training unwilling to deliver/cover GIM. Can GIRFT influence national strategy? 
 
Please see answers above (to questions 2 and 3) regarding the competing priorities of 
gastro and the acute take. The changes that have come in with "Shape of Training" will 
actually make specialty registrars come through with more generalist and less specialist 
training. Gastro trainees will end up with an extra year of general medical training (IMT3 
year) and lose a year of specialist training instead, as this will go down from 5 years to 4 
years (they will come through to gastro specialty training at ST4 level, instead of ST3 
level). This is in recognition of the increasingly comorbid population we serve. This does 
mean we need to protect gastro specialist training time, to help trainees reach the 
required competencies for their completion of training and for independent consultant 
specialist practice in a shorter specialist training envelope. GIRFT reports are helping to 
try and influence national strategy and help service provide better, more cost-effective, 
clinical care. 
 
18.  We are currently experiencing "winter type" bed pressures and have not been 
below Opel 3 since August. The Trust is increasing the pressure on all medical 
teams to increase the bed base, with us being expected to take an additional 
medical ward over the winter. Despite having several SIs due to missed 
surveillance and subsequent cancer diagnoses, I am struggling to convince the 
Trust that increased inpatient work will exacerbate the extremely large outpatient 
backlog and therefore increase the risk of poor outcomes from patients. Any 
advice on how to tackle these divergent issues? 
 
Please see answers above (to questions 2 and 3) regarding the competing priorities of 
gastro and the acute take. I think the challenge here is making the Trust realise that 



their services are perfectly designed to give them the outcomes that they currently have 
e.g. Opel 3+. If they want to change this, they are going to have to do things differently. 
Otherwise we are like workers working with blunt tools. We need to redesign the way 
we work to effectively sharpen our tools. Hence we need more alternatives to 
admission, rather than more of the same. Better, more timely, elective care will reduce 
the volume of emergency presentations. Gastroenterology has a huge outpatient and 
day case practice, compared to many other medical specialties. Hence trusts need to 
appreciate "consultant head count does not equal bed count" when sharing out the 
inpatient general medical caseload between all physicians. They need to look at our 
whole job plans to factor in the competing elective priorities we have or they risk further 
burnout of the gastroenterology workforce. 
 
19. Much of the data outcomes are based on funnel plots. Are funnel plots 
validated for this purpose? eg a small "cottage hospital" might be expected to 
have a lower mortality than the large teaching unit it serves 
 
The GIRFT data packs enable clinical conversations, so the data on its own is not just 
taken at face value. We can sense check data with the GIRFT questionnaires and help 
interpret data with the trusts in their deep dive visits. We did also include in the data 
packs information on the size of the trust and the demographics of the population they 
serve, so that this was also factored into the clinical conversations. The deep dive visits 
did seem to be universally well received and did help shape the trust recommendations 
and the national specialty report. 
 
20.  The Cheshire and Merseyside endoscopy network has achieved some 
tremendous achievements - these were shared with the North East and Cumbria 
network earlier in the week. Would you be able to describe the process you used 
to achieve this and also the achievements - lots here mirrored what has been 
done through GIRFT - should we be even more ambitious and extend to a 
regional gastro service too? 
 
Sorry I did not have time to go through the tremendous achievements of the Cheshire & 
Merseyside Endoscopy Network in this GIRFT webinar. This network was set up back in 
2018 and it does pre-date my GIRFT visits in Cheshire & Merseyside. I have been 
involved in this network during my time as Endoscopy Lead for Wirral University 
Teaching Hospital NHS Trust (WUTH). The network is led by Dr Neil Haslam (who is 
also a GIRFT ambassador) and Dr Ash Bassi. Their endoscopy improvement project 
manager is Karen Lloyd. There is information on the JAG website about the 
achievements of this network. 
https://www.thejag.org.uk/news/the-super-endoscopy-team-how-eight-endoscopy-units-
across-cheshire-and-merseyside-came-together-to-form-an-endoscopy-network  
I agree we should be even more ambitious and look at regional gastro networks too, 
although I appreciate it is perhaps easier to align endoscopy units as they are all 
working to the same agenda of JAG requirements for accreditation.  
 
21. Are there specific referral pathways for potential IBD in children? 
 
Unfortunately, the GIRFT gastro specialty report just deals with adult gastroenterology 
services, rather than paediatrics. There are GIRFT programmes that do cover paediatric 
services (e.g. paediatric surgery, paediatric critical care, paediatric trauma & 



orthopaedics etc), but I am not aware of any specific pathways for potential IBD in 
children as this was not within the remit of the work I have undertaken. 
 
22. To what extent did visits and data packs look at use of biologics, role of 
biologics MDTs? Can a focus on these support the recommendations around 
reducing acute admissions and surgery? 
 
We did not look specifically at the use of biologics within our data packs or GIRFT visits 
for gastro, other than showing the variation in the switch from Infliximab to biosimilar 
Infliximab (see page 112 to 113). This was because of competing pressures of what we 
had room to include and also because of data analyst time. I did meet with the GIRFT 
clinical leads for rheumatology and dermatology early on in the process of developing 
our specialty data packs, as these three specialties do all use a lot of biologics. 
Rheumatology appeared to have the highest use of biologics and so it was felt it would 
be best if biologic practice was dealt with in the Rheumatology report, rather than 
duplicate this in the gastro GIRFT report. Please see the medicines optimisation section 
of the Rheumatology report regarding biologics practice. I agree appropriate use of 
biologics in IBD should reduce acute admissions and surgery. 
 
23. You mentioned that to expand endoscopy capacity, the GIRFT 
recommendation is to expand existing sites rather than create additional new 
smaller sites, due to economies of scale.  This sounds counter to the requirement 
to implement community diagnostic hubs, what are your thoughts please?   
 
Please seen answer above (to questions 5 and 16) on community diagnostic centres. 
Certainly there are economies of scale and better flexibility running more endoscopy 
rooms side by side in a trust, rather than building a small stand-alone community 
diagnostic endoscopy unit. 
 
24. Is there new guidance for surveillance scopes for patient on treatments such 
as infliximab? 
 
The BSG have published comprehensive guidelines on the management of IBD in 
adults, which also includes information on surveillance colonoscopy.  
https://www.bsg.org.uk/wp-content/uploads/2019/12/BSG-IBD-Guidelines-2019.pdf 
 
25.  How are we going to tackle the huge shortage of gastro consultants? There 
are still not sufficient 'others' to help eg CNSs/Nurse Endoscopists? 
 
This is a huge challenge. The BSG and gastro Specialty Advisory Group (SAC) have 
been pushing to try and increase the number of gastroenterology trainees, to help 
increase the gastroenterology consultant workforce. However, this will take several 
years to come to fruition. There is also genuine concern that the high levels of burnout 
in gastroenterology (highest level of all medical specialties) will result in more early 
retirements and loss of consultants numbers overall. This makes for a rocky time ahead 
and emphasises the need to reduce general medical commitments for 
gastroenterologists to preserve specialty time wherever possible, allowing 
gastroenterologists to do what only gastroenterologists can do. This would also improve 
job satisfaction and hopefully reduce the numbers of premature consultant losses to 
early retirement, or loss of activity from sick leave. In addition, using administrative 

https://www.bsg.org.uk/wp-content/uploads/2019/12/BSG-IBD-Guidelines-2019.pdf


support to help all members of the gastro MDT to work to the top of their licence, to 
allow the best use of clinical time. 
 
26. Post COVID there has been an increase use of emergency services to access 
face to face contact with a doctor. Has GIRFT looked into including guidance on 
managing this and does GIRFT have any recommendations to address this 
nationally? Also does GIRFT recommendations cover quality management of 
electronic referrals and electronic advice and guidance and the need to reduce 
variation in this area? 
 
GIRFT has previously issued guidance on emergency care, which is available on the 
GIRFT website - 
https://www.gettingitrightfirsttime.co.uk/advice-and-guidance/ 
GIRFT has also recently updated metrics on non-elective patient flow and has started to 
book in regional or ICS level visits with non-elective patient flow data packs. I have 
included recommendations in my GIRFT gastro national specialty report regarding 
triaging solutions to direct referrals appropriately and improve outpatient waiting times 
(see section on managing patient demand, page 49 to 53). 
 
27. Expanding competencies in colonoscopy (eg: polypectomy) is likely to reduce 
the need for repeated procedures and therefore burden on endoscopy services if 
diagnosis and therapy can be performed in a single sitting. How do we deliver 
high quality endoscopists with these skills within the scope of the new “shape of 
training” model? Achieving competencies in colonoscopy is difficult enough 
within a 5-year training programme. 
 
I agree this is a challenge and, quite rightly, there is no intention of reducing the 
required competency level to achieve JAG sign off in colonoscopy, even though higher 
specialty training time in gastro is being reduced from 5 years to 4 years because of 
"Shape of Training" changes. This means we need to adapt the way we train 
endoscopists, to allow quicker acquisition of skills. This will include using things like 
immersion training, training academies, simulation training etc. We also need to protect 
specialty training time during higher specialty training, to allow appropriate 
competencies to be achieved within the shorter training envelope. 
 
28.  Are recommendations regarding AHP included e.g. pharmacists, 
psychologists as these staff can help with waiting lists of Drs and/or nurses but 
also provide a more holistic approach and another point of expert contact for 
patients?  
 
Gastro is a multi-disciplinary team specialty and all members of the MDT do play a vital 
role in enhancing patient care and outcomes. I have not made specific 
recommendations in this national report regarding pharmacists or psychologists, 
although did often discuss these roles in deep dive visits in relation to enhancing IBD 
care in particular. I also specifically asked in the GIRFT gastro questionnaire whether 
trusts provided psychology support for patients with IBD. Only 90 trusts answered this 
question and of these only 26 (28.9%) did provide this. Expanding AHP input into gastro 
services will certainly help increase capacity and improve outcomes within the specialty, 
allowing all members of the MDT to work to the top of their licence. 
 



29. One of the dilemmas of managed specialty networks is that the hub and spoke 
relationship ends up becoming a one way street without the commissioning to 
support this.  Is there any inclusion of this area within the guidance? 
 
Commissioners are included in the stakeholder feedback and dissemination of GIRFT 
national specialty reports. These reports also include a section on notional financial 
opportunities, which also help to focus the minds of trusts and commissioners on what 
can be achieved when we get the care right first time. GIRFT now intend to do more 
regional visits to help trust network together and support each other more. 
 
30.  The report highlights workforce issues, in particular with regards to nursing 
staff. We are recruiting but cannot retain staff as they feel they are not supported 
with adequate training, due to their heavy workloads and on-call duties.  
 
I agree there are challenges in both the nursing and medical workforce in gastro and I 
have emphasised the importance of the MDT a lot in this national specialty report. 
Supporting services to give the right care first time is more cost-effective (so allows for a 
potential expansion in staffing) and also more professionally rewarding. Hopefully this 
will ultimately help with staff recruitment and retention. 
 
31. It was great to see nutrition included in the report. As the Gastroenterology 
Lead Dietitian at my trust, I work separately to the Nutrition Team. As nutritional 
care in Gastro expands past PN and PEGs, will GIRFT consider this in the future? 
 
Dieticians do play a vital role in gastro and in nutrition services / nutritional care for our 
patients. I would have loved to include more about this in my GIRFT national report, but 
was limited by what national data sets are available to use for benchmarking and also 
by time constraints. As gastro is a multi-organ medical and interventional specialty I did 
have to make sure I used some representative available metrics from multiple 
subspecialty areas, yet still keep the data pack to a size that would be manageable in a 
two hour deep dive visit and keep the national report from becoming too unwieldly. 
Unfortunately this meant I could not cover every aspect of our specialty. This gastro 
report is already one of the longest GIRFT national specialty reports. We are looking at 
doing regional or ICS level work with GIRFT moving forward, so nutrition may again 
feature in this if possible. 


