FOUNDATION COURSE REPORT: Upper Gastrointestinal Endoscopy
Course aims:

1. To provide registrars and clinical officers in training with a basic understanding of:

a. The role of UGI endoscopy in the diagnosis and management of common upper gastrointestinal disorders

b. How to prepare their patients for endoscopy

c. How to recognise and manage endoscopic complications  

2. To give potential future endoscopy trainees a limited practical experience UGI disease and endoscope handling 

3. To assess potential future endoscopists for natural aptitude

Course objectives: 


At the end of the course, delegates should be able to:
1. Describe the common indications and contraindications of diagnostic and therapeutic UGI endoscopy

2. Appreciate the benefits, risks, limitations and alternatives to a variety of endoscopic techniques

3. Discuss the role of endoscopy in the management of dyspepsia, dysphagia, upper GI cancer and UGI bleeding, including varices

4. Recognise the factors influencing the timing of endoscopic intervention

5. Discuss the value of multidisciplinary decision-making

6. Describe the presentation of common endoscopic complications and their initial management

7. Discuss the principle of patient autonomy in relation to endoscopic therapy

Course faculty
UK:

Melita Gordon

Paul O’Toole

Neil McDougall
Geri Keane

Malawi:

Peter Finch

Anstead Kankwatira

Lughano Kalongolera

Gift Mulima
Leo Masamba

Course Administrator: Carolyn O’Leary
Course timetable

Day 1
9:00
Course Introduction (MG)






Pre-course questionnaire 

9:30
Basic Diagnostic Gastroscopy video
with commentary (NM)













Elderly patient with iron deficiency


Unusually tortuous lower oesophagus and poor LOS


Gastric atrophy.  D2 biopsies taken

9:45
The role of endoscopy in the diagnosis and management of dyspepsia (GK)








How to take a proper history (importance of NSAIDs history)

Concept of non-ulcer dyspepsia

Recognising typical GORD 

Management of GORD without endoscopy

Endoscopy negative GORD

Recognising ALARM symptoms

Case selection for endoscopy in uncomplicated dyspepsia

The spectrum of H. pylori associated disease

“Blind” treatment options

Importance of optimising first-line HP eradication regimens
Limited value of endoscopy in recurrent dyspepsia in young patients 

Drawbacks of concomitant PPI therapy 

Limitations in diagnosis of non-erosive “gastritis” without histology

Other causes of erosive gastritis/duodenitis

Peptic ulcers
Difficulty distinguishing benign vs malignant gastric ulcers

Post-endoscopy management of uncomplicated PUD
10:10 Slide show 1 – Benign lesions (Quiz) (NM)






10:30 Non-variceal UGI bleeding (GK)

Principles of resuscitation

Possible causes – and distinguishing features on history and examination

Peptic ulceration as a cause of UGI bleeding

Endoscopic appearances of bleeding ulcers 

Value of endoscopic findings for risk stratification re: rebleeding

Endoscopic management of non-variceal bleeding

Post-endoscopy management of non-variceal bleeding

11:00 Coffee Break

11:30 Upper Gastrointestinal Malignancy in Malawi
(PF)
Incidence and age spectrum of oesophageal and gastric cancer

Risk factors??

Typical history in oesophageal cancer

Dysphagia vs odynophagia

Differential diagnosis of dysphagia

Investigation of dysphagia

Role of endoscopy (and biopsy) in diagnosis
Treatment options

Selecting patients for surgery/chemo/palliative care

Endoscopic treatment options – dilatation/stenting

Case selection and limitations of dilatation & stenting

Gastric cancer – typical history

Endoscopic appearances and differential diagnosis of intragastric mass lesions

Kaposi’s sarcoma
GIST
12:00 Case & panel discussion – Oesophageal cancer (LK, LS, PF, NM)
12:30 Lunch break 

1:30
Portal Hypertension and varices (NM)




What is portal hypertension

HPVG


Pre hepatic / hepatic and post hepatic portal hypertension


Decompensated liver disease

Medical therapy for OV pre endosopy

Endoscopic therapy for OV


Primary and secondary prophylaxis


Schistosomiasis eradication


Rescue therapy: SBT and TIPS

2:00
 Video – Variceal banding  (NM)





2:15
Slide show 2 – Malignant lesions (Quiz) (POT)




2:30 
The Risks of Upper GI endoscopy (POT)

Complications – frequency


Patient factors


Endoscopist factors - KSA


Department / Infrastructural factors

Clinical governance / Audit

GRS

Perforation

Bleeding

Aspiration pneumonia

Risk vs Benefit

Consent

2.55  Endoscopy learning curve and training
 (GK)

Attitude

Training

Courses

Trainers – post course training

3:00
Endoscope decontamination
(POT)



Importance of proper cleaning protocols
Endoscope Design and Function
Basic Scope handling

Demonstration on model
4:30 
Close

Day 2

Divide into 3 groups: delegates with prior experience in Group 1
8:30 – 9:30
Group 1:
Live cases + Kit demonstration
CIU

(AK, GM, NM)
Group 2:
Live cases + Kit demonstration
CIU 

(AK, GM, NM)
Group 3:
Basic torque steering


Skills Lab
(POT)
9:30 – 10:30
Group 1:
Lesion recognition 


MLW

(PF)

Group 2:
Basic torque steering


Skills Lab
(POT)
Group 3:
Live cases + Kit demonstration
CIU 

(AK, GM, NM)
10:30 COFFEE + post course questionnaire
11:00 – 11:55
Groups 1: Raisin Challenge (NM, GK, GM)






Groups 2&3: Hands on banding on pig model (POT)
12:00 – 12:55
Groups 1:  Hands on banding on pig model (POT)




Groups 2&3: Raisin Challenge (NM, GK, GM)
1:00 
Course review + certificates

Feedback and evaluation

1:30 
Close

Delegates:
The course was attended by 17 delegates, including surgical and medical registrars and clinical officers who worked at the following hospitals; QECH, Blantyre, Kamuzu central hospital, Lilongwe, Mzuzu Central Hospital, Zomba Central Hospital. There were also two international delegates one from the UK (currently working as a medical registrar at QECH) and one from MRC / EFSTH in The Gambia.

Most of the delegates attending the course were in specialities (e.g. General Medicine or Surgery) where endoscopy would be relevant to the diagnosis and management of many of the common disease encountered.  However not all the delegates at the outset of the course were sure they wished to pursue endoscopy training or become endoscopists. Prior to the course, nearly all delegates had observed endoscopic procedures but very few had had hands on experience of performing endoscopy. 
Personal aims for the course cited by the delegates:

· Hands on experience / basic scope handling skills
· Improve knowledge and confidence in managing upper gastrointestinal conditions that may be referred for endoscopy
· How existing algorithms and guidelines for management could be adapted for Malawi

· Diagnostic gastroscopy: Indications and contraindications 

· Making a diagnosis: Lesion recognition, role of histology
· Principles of safe endoscopic practice

· Learn how an endoscope works, maintenance and decontamination

· “See if endoscopy is something I would like?”
· Exposure to therapeutic endoscopy – indications, equipment used and an opportunity to observe live cases

Knowledge based training
One of the primary aims of the course, as outlined in the course objectives, was to improve the delegate’s knowledge of common upper gastrointestinal diseases seen in Malawi. Therefore first day of the course consisted primarily of lectures, which covered the management of dyspepsia, portal hypertension and oesophageal cancer (see programme above).  Each lectures covered, symptoms and risk factors, investigations, current management strategies, relevant guidelines and their applicability locally as well as the role of endoscopy to each disease topic.
In order to assess the impact of this aspect of this aspect of the course – the delegates knowledge was assessed pre and post course using a short test developed by the course faculty. The median pre course score was 24.5 (range19-36) and was 28 (range 23-34) immediately following the course.
Skills based training:

Since most of the delegates did not have any prior endoscopic experience, skills training focused on basic scope handling using models. These sessions primarily focused on the principles of torque steering but on the second day trainees also had the opportunity to practice applying oesophageal bands within a pig stomach using the Erlanger simulator.  In addition trainees also observed live endoscopy by the local and visiting faculty, which included diagnostic and therapeutic cases.  
The trainee’s natural aptitude for endoscopy was then assessed through the “raisin challenge” where by trainees were asked to pick-up raisins with biopsy forceps from the antrum and drop them through the pylorus.  Trainees were given 2 minutes and the median score was 2 (range 1-3).  Experienced faculty thought this test correlated well with their global assessment of a trainee’s natural aptitude for endoscopy.

Couse usefulness:
The delegate’s impression of course usefulness was assessed by asking then to cite three aspects of the course that were relevant to their training and to grade the course using a 5-point scale.

Aspects of the course that were useful to the delegates:

· “Clear and genuine reasons for doing endoscopy”

· Management of UGIB, oesophageal tumours and dyspepsia.

· Training in lesion recognition

· Safe endoscopic practice

· Complications of endoscopy

· The role of the MDT in decision making

· Basic scope handling and tips for skills improvement
· The manoeuvres the scope can make

· Scope decontamination
· How endoscopy can be used to manage an UGIB

· An introduction to therapeutic endoscopy and equipment
The average score for course usefulness increased from 4.5 (range 3-5) pre-course to 4.8 (range 4-5) post-course. 

Course relevance to future career
The potential relevance of the course to the delegate’s future career was assessed with an open question on the post-course feedback form where delegates were asked to describe how the course would be useful to their career?  

The delegates cited the following reasons:

· Improving knowledge base: 

· For those who plan to incorporate endoscopy in to their future career: “as a surgical resident we encounter quite a lot of patients with PUD, dyspepsia, gastric and oesophageal cancers. It is good to know when it is appropriate to refer for endoscopy and how to perform the scope and also what to tell the patient when obtaining consent”.
· For those who do not plan to become endoscopists: “I intend to do plastic surgery, but during the first 2 years of general surgery it is useful to know at least the basics to help come up with a diagnosis and what can be done within the limits of endoscopic treatment”.
· Deciding on future speciality: “It has given me the opportunity to get a feel for endoscopy and that it is something I could perform in the future (when training) I am deciding between a career in Gastro and ID and this has been useful in my future decision making” 

· Skills training: “Yes I believe as an African surgeon it is essential to learn these skills, the demand for endoscopy is very high in this setting” in addition “there are a lot of patients who need this service but the people with the skills are not always available”.
· Information on the course was also thought to be applicable to other aspects of General surgical training e.g. colonoscopy or cystoscopy

Course design

As this was a completely new course that had been run for the first time, delegates were asked to feed back about if the course addressed their needs, if there were any areas that were relevant and not covered, what aspects they enjoyed the most, if parts were unnecessary and how the course could be improved in the future.

All delegates attending the course reported it met their training needs. This was despite the trainees being from a range of different specialities and having different levels of previous endoscopic experience.  This may be due to the course design, which enabled trainees with endoscopic experience to focus on lesion recognition rather than scope handling on day 2, to build on their exiting knowledge and not repeat aspects of training which they had covered before. 
Which aspects of the course did you enjoy the most?

· Lectures and small group teaching: “The PP talks + MDT discussion - I found them interesting and nicely interactive”

· Skills training: “Practicing with the endoscope - because I got to see how technical it is”

The delegates suggested a number of topics for inclusion in future courses (outlined below). Some of them had been considered by the faculty prior to the course but were omitted, where relevant reasons for exclusion are outlined.
· “Polyp removal” – The faculty did not include this as there are relatively few indications for this procedure in the upper gastrointestinal tract (UGIT) and therefore it was not felt to be relevant to include in a Foundation Course.

· “Lower GI endoscopy” – Since colonoscopy is rarely performed in government hospitals in Malawi the course deliberately focused on upper GI disease, which is more commonly encountered.

· “More live therapeutic endoscopy”
· Novel and emerging therapeutic procedures: “Insight in to how endoscopy is done in the developed world e.g. anaesthesia for endoscopy and other procedures that are done beyond stenting and banding”
· “To learn the cleaning of the scope” – a lecture on scope decontamination was included on Day 1.

· “Hand out or PP with endoscopy pictures” – delegates were given a PowerPoint with the slides from the talks and relevant European and North American guidelines on a memory stick at the end of the course.
How could the course be improved?

· Delegates with some prior endoscopic experience would have liked more time for lesion recognition sessions and pathology training. Lesion recognition quizzes and a longer session for group 1 was included on the second day of the course. Pathology training was largely omitted in favour of lesion recognition as local histopathology processing times mean it currently infrequently influences management.
· More live cases

· More time for hands on training on the models e.g. “Limit the number of trainees is important to have a better opportunity for hands on experience”
· “More time for questions at the end of the teaching sessions”

Course timing and frequency
· Delegates felt the course should be run annually: “Training should be done every year”

· Course was most appropriate for first or second year Surgical or Medical Registrars or Clinical Officers who are considering an endoscopic career.
Logistics
Some delegates reported they “would like nearer lodging” to the hospital for future courses.
Conclusion

“The course was very useful and I enjoyed it”
The course was well received by all the delegates who felt it was a “well run course with excellent instructors” and provided a “very good taster to endoscopy”. The International delegates reported being “hugely grateful for the trainers, organisers and the local staff” for the opportunity to attend the course.
Delegates attending the course demonstrated an improvement in their knowledge base following the course, felt the course met their training needs and was of relevance to their future careers.  In certain cases in appeared to inspire some delegates who were equivocal about an endoscopy career prior to the course “I am inspired to perform endoscopies. I will be under supervision for first sessions when I get back. Aiming to do 100 cases by the next training session.” Several trainees expressed a wish to “attend a future course”.
