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Summary of recommendationS
1. We recommend that all registered nursing 

and allied healthcare professionals work 
within their code of conduct at all times.

2. We recommend that all patients receive 
care supervised by a registered nurse who 
is accountable for their care throughout 
their time in the endoscopy department.

3. We recommend that delegation of respon-
sibilities is considered, and only delegated 
to an individual deemed competent to 
undertake the task. All staff competencies 
should be clearly displayed in the endos-
copy unit.

4. We recommend that thorough assess-
ments of patient health status are under-
taken before, during and after endoscopy 
procedures by a competent registered 
practitioner (table 1 and figure 1).

5. We recommend that staff who assist with 
complex procedures, or manage the care 
of patients with complex needs, should 
demonstrate a high level of relevant com-
petence. This should be both in the tech-
nical aspects of endoscopic procedures, 
and the higher levels of assessment and 
monitoring required in patients at greater 
risk of deterioration or complications (ta-
bles 1 and 2).

6. We recommend that preprocedure check-
lists are undertaken, and all aspects of 
care throughout the procedure, including 
any changes in health status, must be doc-
umented and reported to the endoscopist.

7. We recommend that all staff have access 
to education and training, in line with 

endoscopy national frameworks, to meet 
professional standards, with regular ap-
praisals of performance and competence 
to support staff development and profes-
sional revalidation.

8. We recommend that all staff actively par-
ticipate in their own educational and skill 
development (table 3).

9. We recommend that all staff have a port-
folio of competencies reflecting their 
education and training. This includes as-
sessments of their competencies by senior 
registered staff, and evidence to support 
to their learning and revalidation. All en-
doscopy services must have an education, 
mentorship and supervision programme 
for all staff.

10. We recommend that due consideration is 
given to the endoscopy environment. All 
areas where patients are cared for must 
have the appropriate staffing skill mix to 
support patients’ needs.

11. We recommend that managers consider 
the numbers of staff, their qualifications, 
skill mix and competencies. There must 
be registered staff responsible for the su-
pervision and direction of appropriate 
care at each step of the patient journey 
(figure 1).

12. We recommend that service managers, 
endoscopy nursing leads and clinical 
leads are responsible for planning fu-
ture service delivery collaboratively. This 
should include workforce requirements 
to meet national guidance and local re-
quirements.
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introduction
The Joint Advisory Group (JAG) on Gastrointes-
tinal Endoscopy provides an accreditation process 
for endoscopy services in England, Scotland, Wales 
and Northern Ireland.1 JAG accreditation standards 
have demonstrated improvement in the quality of 
endoscopy services for patients. Patients undergoing 
endoscopy procedures expect support and care from 
a competent healthcare team. The original endoscopy 
guidance on workforce was published in Gut in 19872; 
since then there have been significant developments in 
endoscopy techniques and the way endoscopy services 
are delivered in all the home nations of the UK. JAG 
does not state the numbers of staff required for an 
endoscopy unit as there are variations in the envi-
ronment, procedure types and patients’ health status. 
This document makes a number of recommendations 
to guide managers’ decision-making on safe staffing 
levels.

There are many job titles and a diversity of roles 
within endoscopy services nationally. For the purpose 
of this document we have referred to registered nurses 
(RN) and to healthcare support workers (HCSW). We 
refer to HCSW as all staff not registered with a profes-
sional body. Where healthcare providers employ other 
allied healthcare professions, for example, operating 
department practitioners (ODP), they must ensure that 
they work safely and effectively within their scope of 
practice and the legal boundaries of their profession, 
and where they undertake the same aspects of care as 
an RN they must meet the same standards.3 4 Scotland, 
Wales, Northern Ireland and England have differing 
health services, however the principles of competent 

staff delivering care to patients are a principle we share 
within the whole of the UK.5–8

There is no one single framework to guide deci-
sion-making on the numbers of staff required to deliver 
patient care within the endoscopy departments.

The key factors to consider are:
 ► Patients’ health status.
 ► The complexity of the endoscopic procedure to be per-

formed.
 ► Skills and competence of staff to deliver safe patient care.
 ► The type, size and layout of the endoscopy unit.

See figure 1.

methodS
This is a consensus document on the competencies 
required by healthcare staff to deliver adult endoscopy 
services throughout the UK. The group included nurse 
representatives from the British Society of Gastroen-
terology Nurse Associates, Royal College of Nursing, 
and JAG for Gastrointestinal Endoscopy; medical 
representatives from the British Society of Gastroen-
terology (BSG); and multidisciplinary representatives 
from the Welsh Association for Gastroenterology and 
Endoscopy (WAGE), Scottish Society of Gastroenter-
ology, and Ulster Society of Gastroenterology. The 
discussions took place via six face-to-face discussions 
and email. The document was also reviewed by the 
BSG Clinical Services and Standards Committee prior 
to publication. The group addressed issues of consider-
able complexity across four nations to reach consensus. 
This document is scheduled for review after 5 years, or 
sooner if major relevant changes to legislation or prac-
tice occur.

Table 1 ASA physical status classification system

ASA pS 
classification Definition Examples, including but not limited to:

ASA I A normal healthy patient Healthy, non-smoking, no or minimal alcohol use
ASA II A patient with mild systemic disease Mild diseases only without substantive functional limitations. Examples include 

(but not limited to): current smoker, social alcohol drinker, pregnancy, obesity 
(30<BMI<40), well-controlled DM or HTN, mild lung disease.

ASA III A patient with severe systemic disease Substantive function limitation; one or more moderate to severe diseases. Examples 
include (but not limited to): poorly controlled DM or HTN, COPD morbid obesity 
(BMI>40), active hepatitis, alcohol dependence or abuse, implanted pacemaker, 
moderate reduction or ejection fraction. ESRD undergoing regularly scheduled 
dialysis, history (>3 months of MI, CVA, TIA or CAD/stents).

ASA IV A patient with severe systemic disease that is a 
constant threat to life

Examples include (but not limited to) recent (<3 months) MI, CVA, TIA or CAD/
stents ongoing cardiac ischaemia or severe valve dysfunction, severe reduction 
or ejection fraction, sepsis DIC, ARD or ESRD not undergoing regularly scheduled 
dialysis.

ASA V A moribund patient who is not expected to survive Examples include (but not limited to) ruptured abdominal/thoracic aneurysm, 
massive trauma, intracranial bleed with mass effect, ischaemic bowel in the face of 
significant cardiac pathology or multiple organ/systemic dysfunction.

ASA VI A patient declared brain dead whose organs are 
being removed for donor purposes

ARD, acute respiratory distress; BMI, body mass index; CAD, coronary artery disease; COPD, chronic obstructive pulmonary disease; CVA, cerebrovascular 
accident; DIC, disseminated intravascular coagulation; DM, diabetes mellitus; ESRD, end-stage renal disease; HTN, hypertension; MI, myocardial infarction; 
PS, physical status; TIA, transient ischaemic attack. 
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recommendations
Consensus was unanimous for all recommendations.

1. We recommend that all registered nursing and 
allied healthcare professionals work within their code 
of conduct at all times.

Standards of professional conduct
Registered nursing staff (RN) are responsible for 
supporting patients through their endoscopy journey, 
ensuring their privacy, dignity, comfort and safety and 
directing them to the next steps in their care pathway. 
It is noted that other allied healthcare professionals are 
employed within endoscopy units; however, all aspects 
of patient care from admission to discharge should be 
supervised by an RN. Registered staff can delegate 
aspects of patient care to unregistered HCSWs where 
it is deemed appropriate. All staff whose names appear 
on a professional register must abide by their code of 

conduct at all times. Nurses, allied healthcare profes-
sionals and HCSWs should be aware of their roles and 
responsibilities with regard to legislation of medicine 
management, professional accountability and respon-
sibilities in delegation of tasks.3 9–11

2. We recommend that all patients receive care 
supervised by an RN who is accountable for their care 
throughout their time in the endoscopy department.

Staff deployment within the clinical area
Decisions that are made locally about the numbers and 
levels of staff within the clinical areas must be assessed 
carefully with consideration given to the following 
areas:

 ► Review of the clinical skills/competencies of the work-
force.

 ► Requirement of drug administration.
 ► Assessment of patient’s individual risk factors.

Figure 1 Considerations for endoscopy staffing levels. JAG, Joint Advisory Group.

Table 2 Procedure complexity matrix

procedure risk level Low risk Medium risk High risk

Procedure OGD
Flexible sigmoidoscopy
Polyp <1 cm

OGD
Flexible sigmoidoscopy
Polypectomy >1 cm <2 cm or multiple 
polypectomy
Colonoscopy
Polypectomy >1 cm <2 cm
EUS
FNA
Argon plasma coagulation
Enteroscopy
PEG

GI bleed
Dilatation
Therapeutic OGD
Variceal banding
EMR
ESD
ERCP/Spyglass©
GA
PEXACT©
Polypectomy >2 cm or multiple 
polypectomy

EMR, endoscopic mucosal resection; ERCP, endoscopic retrograde cholangiopancreatography; ESD, endoscopic submucosal dissection; FNA, fine needle 
aspiration; GA, general anaesthetic; GI, gastrointestinal; OGD, oesophagogastroduodenoscopy; PEG, percutaneous endoscopic gastrostomy. 
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 ► Risk assessment of the procedures to be performed on 
any given day.

 ► Risk assessment of diagnostic versus therapeutic proce-
dures.

 ► Risk assessment of potential impact of identified clinical 
issues.

 ► Environmental placement of staff across the clinical area.
3. We recommend that delegation of responsibilities is 

considered, and only delegated to an individual deemed 

competent to undertake the task. All staff competencies 
should be clearly displayed in the endoscopy unit.

Delegation of patient care
The ability to delegate, assign tasks and supervise is an 
essential competency for all RNs working in all health-
care settings. All decisions relating to delegation by 
RNs or midwives must be based on the fundamental 
principles of safety and public protection.3

Non-registered HCSWs are vital to the delivery of 
endoscopy services and patient care. They require 
education, supervision and support to ensure they 
are competent within their roles and aware of their 
responsibilities.

The Nursing and Midwifery Council (NMC) code 
is clear:
1. The RN should only delegate tasks and duties that are 

within that person’s scope of competence, ensuring that 
they fully understand what is being delegated to them.

2. Make sure that everyone you delegate tasks to is ade-
quately supervised and supported so they can provide 
safe and compassionate care.

3. Confirm that the outcome of any task you have delegated 
to someone else meets the required standard.

Once a task is delegated to an HCSW they become 
responsible for their actions and omissions, however 
the RN retains overall accountability for the manage-
ment of the patient in their care. It is paramount that 
all RNs delegating care take this responsibility seri-
ously and make conscious judgements on the appro-
priateness of the decisions they make. Agency or 
bank RNs have a professional duty to work within 
their knowledge and expertise. All staff assisting in 
endoscopy procedures should have the necessary 
underpinning knowledge to complete the episode 
of patient care safely. In accordance with the code, 
nurses or midwifes must act without delay if they 
believe a colleague or anyone else may be putting 
someone at risk.3 10–12

Endoscopy unit managers are responsible for the 
deployment of staff within the endoscopy unit; they 
must consider the competence and the level of skill 
acquisition of staff required, considering both the 
patient needs and the complexity of the procedure.

Table 3 Novice to expert: excellence and power in clinical 
nursing practice (summarised from Benner18)

The novice or beginner has no experience in the situations in which they 
are expected to perform. The novice lacks confidence to demonstrate 
safe practice and requires continual verbal and physical cues. Practice is 
within a prolonged time period and he/she is unable to use discretionary 
judgement.
Advanced beginners demonstrate marginally acceptable performance 
because the nurse has had prior experience in actual situations. He/she 
is efficient and skilful in parts of the practice area, requiring occasional 
supportive cues. May/may not be within a delayed time period. 
Knowledge is developing.
Competence is demonstrated by the nurse who has been on the job 
in the same or similar situations for 2 or 3 years. The nurse is able 
to demonstrate efficiency, is coordinated and has confidence in his/
her actions. For the competent nurse, a plan establishes a perspective, 
and the plan is based on considerable conscious, abstract, analytic 
contemplation of the problem. The conscious, deliberate planning that is 
characteristic of this skill level helps achieve efficiency and organisation. 
Care is completed within a suitable time frame without supporting cues.
The proficient nurse perceives situations as a whole rather than in terms 
of chopped up parts or aspects. Proficient nurses understand a situation 
as a whole because they perceive its meaning in terms of long-term goals. 
The proficient nurse learns from experience what typical events to expect 
in a given situation and how plans need to be modified in response to 
these events. The proficient nurse can now recognise when the expected 
normal picture does not materialise. This holistic understanding improves 
the proficient nurse's decision-making; it becomes less laboured because 
the nurse now has a perspective on which of the many existing attributes 
and aspects in the present situation are the important ones.
The expert nurse has an intuitive grasp of each situation and zeroes in 
on the accurate region of the problem without wasteful consideration 
of a large range of unfruitful, alternative diagnoses and solutions. The 
expert operates from a deep understanding of the total situation. His/
her performance becomes fluid and flexible and highly proficient. Highly 
skilled analytic ability is necessary for those situations with which the 
nurse has had no previous experience.

Table 4 Endoscopy environment

QP1—respect and dignity The endoscopy service shall implement and monitor systems to ensure that the privacy, 
dignity and security of all patients are respected throughout their contact with the 
service.

QP2—consent process including patient information The endoscopy service shall implement and monitor systems to ensure that informed 
patient consent is obtained for each procedure.

QP3—patient environment and equipment The endoscopy service shall ensure that adequate resources are provided and used 
effectively to provide a safe, efficient, comfortable and accessible service. This is achieved 
through appropriate patient-centred facilities (rooms and equipment).

QP5—productivity and planning The endoscopy service shall ensure that resources and capacity are used effectively to 
provide a safe, efficient service. This is supported by sound business planning principles 
within the service.
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Throughout this document we refer to the Skills 
for Health suite of competencies needed to support 
patients having an endoscopy procedure. These 
competencies can be accessed via the Skills for Health 
website12 (https:// tools. skillsforhealth. org. uk) after 
registration (online supplementary appendix A).

4. We recommend that thorough assessments of 
patient health status are undertaken before, during and 
after endoscopy procedures by a competent registered 
practitioner (table 1 and figure 1).

A patient’s health status needs to be considered prior 
to any referral for an endoscopic procedure. The ASA 
describes a physical status classification system for 
patients which can be used to assess endoscopy patients 
(table 1).13 When assessing the risks and benefits for 
endoscopic procedures, the complexity of the proce-
dure (including sedation and anaesthetic risks), the 
patient’s health status and their physical ability to cope 
with the procedures need to be taken into account. 
A patient undergoing a simple diagnostic endoscopy 
procedure who has no comorbidity (ASA I) can expect 
to have a minimal risk of complications. However, a 
patient who has a history of cardiac disease or respira-
tory problems (ASA III or IV), for example, will have 
a higher risk of complications from the procedure 
and sedation. It is acknowledged that it is difficult to 
precisely predict when a procedure may escalate from 
non-complex to complex.

All patients will be assessed before, during and after 
endoscopic procedures. Where patients are assessed as 
having greater associated risks from comorbidities they 
will require higher levels of monitoring to safeguard 
good outcomes. Consequently, there is a need to trian-
gulate the acuity and dependency of the patient with 
the needs of the procedure and the staffing competen-
cies required to manage the patient’s care and associ-
ated risks.

All patients undergoing an endoscopy procedure will 
require monitoring of pulse, blood pressure and respi-
ration rates as a minimum before and after procedure. 
Sedated patients need additional monitoring. Guidance 
on safe sedation practice for healthcare procedures 
published by the Academy of Royal Colleges in 2013 
outlines these.14 An RN is responsible for the contin-
uous monitoring of the patient’s condition during the 
procedure with pulse oximetry as a minimum, until 
the patient is recovered from the effects of both the 
sedation and the procedure. Where a patient has addi-
tional needs, ECG monitoring or capnography should 
be considered. All staff should have an understanding 
of how monitoring equipment works, and its limita-
tions, and understand that it does not replace direct 
observation of the patient.

The RN/practitioner is responsible for observing 
the patient’s condition, and reporting any concerns 
to the endoscopist immediately, to enable prompt 
corrective actions. Some patients will require a general 
anaesthetic; if this is the case then the anaesthetist is 

responsible for monitoring the patient and advising on 
postanaesthetic care.

5. We recommend that staff who assist with 
complex procedures, or manage the care of patients 
with complex needs, should demonstrate a high level 
of relevant competence. This should be both in the 
technical aspects of endoscopic procedures, and the 
higher levels of assessment and monitoring required in 
patients at greater risk of deterioration or complica-
tions (tables 1–3).

Procedure risk and complexity
Patients attending endoscopy units vary from those 
having no identified health problems to patients 
who are unfit for surgery. The latter patient cohort 
may, however, have lesions requiring removal using 
complex procedures such as endoscopic mucosal 
resection. There are also patients who require emer-
gency life-saving access to endoscopy procedures as 
in acute gastrointestinal haemorrhage. The National 
Confidential Enquiry into Patient Outcome and 
Death enquiry ‘Gastrointestinal Haemorrhage: Time 
to Get Control (2015)’ highlighted deficiencies in the 
care for this group of patients.15 Patients’ needs differ, 
but all patients irrespective of their complexity require 
competent staff to support them safely through their 
procedure.

It is generally the responsible clinician’s duty to 
explain the risks and benefits of the procedure to 
patients. However, it is often endoscopy nursing staff 
who identify patients’ concerns about their procedures, 
or who have concerns about psychological, physical 
and social aspects of care requiring action prior to 
discharging the patient home, for example, responsible 
adult at home, specialist nurse advice.11 16 17

A patient’s health status could have altered from 
the time of referral to the date of admission for their 
procedure; it is the duty of the assessing nurse to esca-
late any concerns regarding patients’ health and fitness 
for procedure.

We have devised a ‘traffic light’ system to group 
procedures by complexity into low, medium and 
high risks; the combination of skills and competen-
cies needed by staff to support the delivery of safe 
patient care becomes evident (table 2). All areas of the 
patient pathway are equally important from admis-
sion, periprocedure, postprocedure, recovery and 
decontamination.

The competencies outlined by Skills for Health 
(online supplementary appendix A) are almost the 
same for a simple procedure as they are for a complex 
procedure.12 Staff assisting with high-risk procedures 
will be expected to have higher levels of experience, 
knowledge, skill, competence and critical thinking in 
dealing with more complex equipment and scenarios 
and are able to support the endoscopist when compli-
cations arise. Experienced staff will have greater situa-
tional awareness and be able to anticipate what actions 
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and equipment are needed, and react in a calm and 
timely manner. Patient monitoring is key to the detec-
tion of early complications and the prompt action 
required to address them.

Benner describes the attributes, skills acquisition 
(table 3), knowledge and expertise that demonstrate a 
transition from novice to expert.18 Not all individuals 
are able to make that transition fully. It is therefore 
incumbent on the endoscopy unit manager and clinical 
lead to provide assessments of skills acquisition and 
feed back to staff.

6. We recommend that preprocedure checklists are 
undertaken, and all aspects of care throughout the 
procedure, including any changes in health status, must 
be documented and reported to the endoscopist.

Documentation
The WHO developed a surgical checklist to reduce 
errors and improve patient safety, endoscopy units 
have adapted and implemented a variation on the 
WHO checklist to reduce errors and improve patient 
safety.19 20 A preprocedure checklist must be under-
taken before the procedure starts to ensure everyone 
is aware of the patient’s identity, their comorbidi-
ties, allergies, the procedure being undertaken, that 
appropriate consent has been obtained and confirmed, 
whether sedation is required, what equipment may be 
needed, and to ensure that each staff member present 
understands their responsibilities and has been intro-
duced to the patient.

Where there are additional needs identified which 
are not in place, the procedure should not begin until 
these are resolved. For example, if a patient is having 
a low-risk procedure but has comorbidities that make 
the patient a higher risk for complication, for example, 
cardiac or respiratory disease, then additional moni-
toring and more experienced staff may be needed to 
support the patient.

Further checks are carried out when the procedure 
is completed, and before the patient leaves the endos-
copy room, where the whole team confirms postpro-
cedure monitoring and care. These include pathology 
samples having been correctly labelled, recorded and 
processed; documentation of the procedure, drugs 
administered, therapeutic procedures, patient moni-
toring and that any complications have been recorded, 
and care has been completed. This should be under-
taken with care if human error is to be avoided, and 
patient care correctly directed.9 19 20

7. We recommend that all staff have access to educa-
tion and training, in line with endoscopy national frame-
works, to meet professional standards, with regular 
appraisals of performance and competence to support 
staff development and professional revalidation.

Endoscopy staff education and training
The endoscopy unit nurse manager and the clinical 
lead hold key roles and responsibilities for service 

delivery by ensuring staff remain educated, motivated 
and deliver appropriate patient care that is up to date 
and evidence based. They have responsibility for plan-
ning staffing levels, and negotiating funding for addi-
tional staff and equipment to deliver patient services.

Staff must be supported in their educational devel-
opment to be able to deliver the required care. Within 
endoscopy services there will be variability in the roles 
and competencies of staff. Managers must have insight 
into these when planning staff training and education. 
Training needs should be assessed at regular inter-
vals, to ensure the demands for the service can be met 
safely and staff have confidence and satisfaction in the 
patient care they provide.21 Where there are causes for 
concern about performance then these must be high-
lighted and addressed within the employing organisa-
tion’s policies and procedures.

Each of the home nations has their own regulators 
to ensure care is delivered to national standards. In 
England, it is the Care Quality Commission, in Scot-
land the Health Improvement Scotland, in Wales the 
Health Inspectorate Wales, and in Northern Ireland the 
Regulation and Quality Improvement Authority.22 23

Within the employing organisation a mentorship 
and supervision programme for all staff is fundamental 
to ensure staff are able to gain the appropriate attitude, 
behaviours, skills and knowledge to support the endos-
copy services by developing professional competence 
and confidence in new areas of practice (NMC code 
practice).

All staff should expect to be supported with oppor-
tunities for education and training within their places 
of work to deliver care to national standards.3 9 24–26

8. We recommend that all staff actively participate in 
their own educational and skill development.

Staff competencies
All of the competencies are listed within the Skills 
for Health website https:// tools. skillsforhealth. org. 
uk.12 This website is a useful resource providing tools 
to assist in the collection of evidence to support each 
individual competency, and can be accessed by individ-
uals after registration on the website.

There are stages of competence, and it should be 
remembered that competence can be gained or lost 
depending on how often the skill is used and prac-
tised. Benner describes the five stages of competence: 
novice, advanced beginner, competent, proficient and 
expert (table 3).18 Where there is a complex patient or 
a complex procedure being undertaken there should 
be a ‘proficient’ or ‘expert’ RN/practitioner present 
to support the patient and to undertake the technical 
aspects of complex high-risk procedures. It is for the 
endoscopy unit manager to assess and decide whether 
an individual member of the team has achieved and 
importantly maintained competence in aspects of 
care they are asked to deliver, and that the individual 
accepts that they are competent.
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Expert nurses/practitioners should support the 
mentoring and education of new and junior staff 
within the team. Utilisation of these skills is an essen-
tial element to achieving a sustainable workforce, to 
team-building and as a support mechanism to maintain 
and improve the education of staff for the benefit of 
patient care (table 3).

9. We recommend that all staff have a portfolio of 
competencies reflecting their education and training. 
This includes assessments of their competencies by 
senior registered staff, and evidence to support to 
their learning and revalidation. All endoscopy units 
must have an education, mentorship and supervision 
programme for all staff.

Education programmes
There are education programmes in the UK to support 
the education of the endoscopy workforce. From 1 
April 2017, JAG provides access to the Gastrointes-
tinal Endoscopy for Nurses (GIN) Programme for all 
services within the UK as part of the annual license 
fee. This developing programme encourages practice 
development within endoscopy and the opportunity to 
apply the endoscopy competence framework to assist 
in delivering evidence-based patient care. GIN also 
provides educational tools for use at unit level allowing 
staff to carry out appropriate roles and responsibilities. 
It supports staff to gain the knowledge and skills to 
lead and promote a safe and patient-centred, learning 
culture within their local team, and supports the 
Global Rating Scale workforce domain.27 28 Interval 
training courses and remote learning opportunities 
are also being made available. The programme uses 
an e-portfolio, which can be linked to NMC revalida-
tion29 to record learning and evidence, for example, 
reflections, Direct Observation of Procedural Skills 
(DOPS) forms and learning hours. As this programme 
is being actively developed during 2017, up-to-date 
information should be sourced from www. jets. nhs. uk.

The All Wales Endoscopy Nurse Competency Frame-
work (AWENcf) is a central component to all current 
endoscopy nurses training in Wales and provides a 
structured approach to ensuring the endoscopy work-
force is competent and safe to deliver high-quality care 
within changing endoscopy service needs. There are 
specific training programmes: ENDO1 is a founda-
tion-level course, ENDO2 is advanced practice skills 
and ENDO3 is leadership and management skills for 
senior nurses at bands 6 and 7. WAGE 2016 courses 
and the academic modules provided by Swansea and 
Bangor Universities have been established and well 
attended. AWENcf also complies with the recommen-
dations set out in the Aligning Nursing Skills Guide-
lines, an All Wales Governance Framework (2014).30

The Northern Ireland education programme hosted 
by Queen’s University Belfast for endoscopy staff is 
a level 3 (120 CATs) short course consisting of three 
modules assessed by the development of a portfolio 

and an examination. The course aims to prepare 
nurses at an advanced level with the knowledge, skills 
and attitudes to manage and care for patients under-
going endoscopic procedures and surgery. The content 
includes related anatomy and physiology, pathophys-
iology, clinical diagnosis, preoperative and postop-
erative nursing care and evidence-based therapeutic 
interventions related to a variety of endoscopy proce-
dures. Related legal and professional issues are also 
covered. A level 2 module, Aspects of Endoscopy (20 
CATs), was recently developed to assist those staff with 
no diploma to access further education with similar 
content to the short course. Currently these courses 
are not mandatory.31

Postgraduate nurse education courses are available 
in other universities within the UK, however. It is 
acknowledged that nationally there has been a signifi-
cant reduction in continuing professional development 
funding and postgraduate nurse education; this has 
been a cause for concern. It is becoming apparent that 
for many nurses self-funding of education is a reality.

These education programmes are an important 
asset to endoscopy services and staff; they assist 
in the development of a portfolio of evidence to 
demonstrate competence which assists registered 
staff in revalidation with the NMC and other profes-
sional bodies.9

There are differences within endoscopy services 
in the UK regarding the skill mix of staff deliv-
ering patient care. Some organisations, for example, 
support the training of unregistered staff to under-
take airway management. These are local decisions 
and the organisation must be able to demonstrate 
that their staff have the underpinning knowledge to 
support the care they are providing and can demon-
strate competencies to undertake that care to the 
same standard as that of a competent registered 
practitioner. Serious consideration should be given 
to developing unregistered staff undertaking such 
roles to the level of assistant practitioner. This will 
necessitate formal education such as that provided 
by the level 5 diploma for assistant practitioners in 
healthcare.32

It is by consensus agreement of the authors that, 
at all times throughout the patient care episode from 
admission to safe discharge, registered staff are present 
to supervise practice and ensure care standards are 
maintained.

10. We recommend that due consideration is given to 
the endoscopy environment. All areas where patients 
are cared for must have the appropriate staffing skill 
mix to support patients’ needs.

Environment
The environments in which endoscopy services are 
accommodated vary extensively, not only in the 
number of procedure rooms and facilities to support 
these but additionally in the layout of the facilities 
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and the patient, equipment and staff flow through 
the unit. All of which can make a difference to the 
numbers and skill mix of staff required (table 4).

In order to achieve JAG accreditation units are 
required to fulfil core standards to demonstrate the 
quality of the patient procedure which include envi-
ronmental standards necessitating appropriate staffing 
levels. It is therefore important that the environment 
in which endoscopy takes place is considered when 
looking at staffing levels. There is a JAG standard 
requiring evidence of a workforce skill mix review and 
impact assessment on at least an annual basis or when-
ever changes to the service, including environmental 
changes, are anticipated.33

JAG standards to consider when staffing units:
Depending on the devolved nation there is an obli-

gation to meet the requirements of gender segregation 
and the provision of adequate resources to ensure a 
safe and accessible service.34 Meeting this require-
ment may well increase the footfall of staff across 
the unit to support a segregated patient pathway 
and flow, and in England the requirement for segre-
gated recovery areas will require additional staffing 
to support both areas to achieve safe recovery and 
discharge. The requirement for additional spaces, 
such as a quiet room for private clinical discussion, 
will also mean considering the availability of staff to 
cover the use of these areas as required at all times. 
Where nurse-led consent is in place there is a need 
to consider the staff required to undertake this role.

11. We recommend that managers consider the 
numbers of staff, their qualifications, skill mix and 
competencies. There must be registered staff responsible 
for the supervision and direction of appropriate care at 
each step of the patient journey (figure 1).

Staff supporting service delivery
Clerical roles
Clerical staff are often the first interaction between the 
endoscopy department and the patient. This could be 
by telephone or a face-to-face interaction. It is vital 
that this is a positive experience for the patients that 
they feel listened to and that consideration of their 
concerns regarding the timing and nature of the proce-
dure is given. Administration staff require good people 
skills, a good telephone manner, sound organisational 
skills, an understanding of waiting list management 
systems and the knowledge to ensure that all patients 
have equitable access to their endoscopy procedure. 
Administration staff are not qualified to give advice 
about medical or nursing matters, but can direct the 
patient to read the advice sent to the patient and to the 
appropriate staff to support the patient.

Registered staff
The majority of staff working within endoscopy depart-
ments are RNs. There are also other allied healthcare 
professionals such as ODPs and radiographers. This 

group of staff has a registered professional body, a 
code of conduct, and they are professionally respon-
sible for the care of patients.

Healthcare support workers
This group of staff undertakes routine tasks delegated 
and supervised by registered staff. This can include: 
decontamination of endoscopic equipment, meeting 
and greeting of patients, setting up rooms, stocking 
cupboards, checking equipment, general cleaning, 
cleaning and making up trolleys, making drinks for 
patients, general housekeeping tasks, making appoint-
ments, supporting RNs in the recovery area and with 
other delegated aspects of care dependent on compe-
tence. This allows nursing staff to focus on the more 
complex aspects of patient care. This group of staff 
has a code of conduct and a minimum set of training 
requirements in order to provide basic care.35–37 There 
is opportunity for HCSWs to expand their roles and 
obtain clinical competencies with additional training 
and assessment to meet the same standard and quality 
of care; these more advance skills should be reflected 
within their job descriptions.

There are codes of conduct for HCSW in Wales, 
Scotland and England.35–37 In Northern Ireland these 
are being considered.38

Decontamination technicians
Decontamination services are increasingly becoming 
centralised and under the control of central sterile 
services. However, there are many decontamination 
services still within the endoscopy environment and 
management structure employing technicians from all 
backgrounds.

Wherever the service is situated and whoever 
manages it, the Regulating Medicines and Medical 
Devices Agency (MHRA)39 states that: ‘All relevant 
members of staff have been fully trained in decontam-
ination protocols’ (p 47). As recommended within 
the document, the Institute of Decontamination 
Sciences has endorsed a number of accredited training 
courses for technicians and has developed generic job 
templates along with national profiles, from which job 
descriptions for endoscopy technicians can be devel-
oped. These can be found on the institute’s website 
at http://www. idsc- uk. co. uk, following the link on the 
tab to the education section.

It is envisaged that over time this will bring endos-
copy technicians into the same group as the Healthcare 
Science staff groups that work within sterile and decon-
tamination services, with the support and networking 
that this will provide to ensure that staffing levels 
and training within this vital area are both safe and 
effective.

DOPS, specifically for decontamination technicians, 
is now being developed in partnership with the manu-
facturers of endoscopes and decontamination equip-
ment. These cover both manufacturer training and 

 on 29 A
ugust 2018 by guest. P

rotected by copyright.
http://fg.bm

j.com
/

F
rontline G

astroenterol: first published as 10.1136/flgastro-2017-100950 on 16 M
ay 2018. D

ow
nloaded from

 

http://www.idsc-uk.co.uk
http://fg.bmj.com/


Dunkley I, et al. Frontline Gastroenterology 2018;0:1–11. doi:10.1136/flgastro-2017-100950 9

ENDoSCoPy

ongoing competence assessments and are available on 
the decontamination page of the BSG website.40

12. We recommend that service managers, endoscopy 
nursing leads and clinical leads are responsible for plan-
ning future service delivery collaboratively. This should 
include workforce requirements to meet national guid-
ance and local requirements.

Tools to support workforce planning
Workforce planning is expected to support a number of 
objectives in the delivery of patient care, not only with 
consideration to aligning the increasing demands and 
complexities of an endoscopy service with a supply of 
staff with the appropriate skills, it also needs to work 
within the resource constraints of the National Health 
Service.

There is a paucity of evidence-based tools with 
which to calculate staffing levels in endoscopy. Tools 
such as the ‘Safer Nursing Care Tool’41 used widely to 
calculate optimal staffing levels and skill mix in the 
inpatient setting necessitates gathering information 
on levels of acuity and dependency on all patients in 
addition to infection rates, levels of complaints, pres-
sure ulcers and falls. In the outpatient setting of endos-
copy, the acuity and dependency of patients varies on 
a daily basis, although it can be broadly categorised 
according to age, known disability, comorbidities and 
procedure type (emergency, routine, diagnostic, thera-
peutic). This information, however, is not always avail-
able when planning ahead, and hence the challenge in 
calculating staffing levels in endoscopy is in guaran-
teeing that skills, competencies and staffing numbers 
can support both the routine diagnostic non-depen-
dent patient procedure and the emergency therapeu-
tic-dependent patient procedure at all times.

The Endoscopy Resource planning tool is available 
for download on the Tract website (registration is 
required to access the tool), it was developed by an 
endoscopy nurse manager. The broad principles of 
this tool allow services to explore and define what is 
staffing is required to fit the demand from services; the 
skills and layout of the endoscopy unit and consider 
staffing work patterns; taking into considerations 
such as study leave, sick leave and annual leave. Ian 
Fretwell, the nurse who developed the tool, explains 
how to use the tool in a video. This tool describes band 
2, 3 and 4 staff as nurses whereas within this consensus 
agreement these staff bands are defined as HCSWs as 
they are not RNs.42

Other endoscopy planning tools have been available 
including:

 ► The productivity and planning assessment tools devel-
oped and hosted by JAG.

 ► Workforce capacity planning and Christmas tree tem-
plate developed in collaboration with National Endosco-
py training programme.

 ► The CROMES toolkit associated with Consultant Rota 
On-call modelling or endoscopy services.

The above tools are currently unavailable at the time 
of publishing.

concluSion
There is no one size fits all in regard to staffing levels; 
we have signposted the processes needed to inform 
safe staffing levels for endoscopy services. Consider-
ation of the patient health status, the complexity of 
the procedure to be undertaken, the competencies 
of staff to care for the patient and support the tech-
nical aspects of the endoscopy procedure alongside 
the layout of the endoscopy unit and legal aspects in 
medicine management will all need to be considered 
before a decision on staffing levels is made. However, 
it is fundamental that an RN has overall responsibility 
for the standards of patient care and the safety of the 
patient.

Providers of endoscopy services need to ensure 
patients are being cared for in a safe manner and to 
national standards. Registered healthcare professionals 
have a duty to uphold the values and codes of practice 
of their registered body, supporting the education and 
development of junior staff.

Where unregistered HCSWs undertake delegated 
aspects of care or duties there is a responsibility for 
the organisation, registered staff and support staff to 
ensure only those with the appropriate competencies 
undertake patient care. All staff should have demon-
strable competency for the care they provide, docu-
mented within a portfolio of evidence validated at 
least annually through the appraisal process.

It is for endoscopy units and departments to use the 
resources available to inform the decisions they make 
with regard to numbers, types and competencies of 
staff. It remains the responsibility of the endoscopy 
unit manager and registered nursing workforce to 
ensure patient care is not compromised.

The competencies outlined in the Skills for Health 
suite for endoscopy together with the GIN and WAGE 
and Northern Ireland education programmes facilitate 
staff education and training.

JAG specifies the framework and standards required 
to provide a safe and high-quality endoscopy service. 
These help providers demonstrate evidence of 
patient-focused care, delivered in a safe setting with 
adequate equipment and a trained workforce that 
meet national standards.

This document identifies the complexity in defining 
staffing levels to provide each patient with safe, 
effective and compassionate healthcare. Examples of 
tools that can be used by endoscopy units to provide 
evidence that they have the right staff in the right place 
providing the right care to meet patient needs have 
been shown.

These tools do not replace the expertise of endos-
copy managers who understand their staff capabili-
ties. Endoscopy staff must have access to appropriate 
education to meet both their development needs and 
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that of the service to ensure the delivery of safe patient 
care.

All endoscopy staff have a duty and responsibility 
to acknowledge the limitations of their abilities and 
to seek support, education and any additional training 
needed to practice safely and competently.
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