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Abstract
Purpose of the work. The practice of endoscopy in Colombia was modified when Resolution 1043 of 2006 
authorized specialists in general surgery, internal medicine and pediatrics to perform endoscopy after com-
pleting one year of training in endoscopy at an institution of higher education. This, together with the deve-
lopment of relationships with different specialties within endoscopy, generated a disordered scenario which 
many considered to be unjust and unequal. Training requirements became differentiated. A world of tensions 
and interests among specialists, scientists, health care providers and service providers led to this consensus. 
Starting with fundamental agreements, it makes recommendations for unification of educational features that 
will allow endoscopic practices which aim for quality and whose central axis is the best interest of our patients.

Materials and Methods. This consensus is a descriptive, cross-sectional social research study with a 
mixed approach (qualitative and quantitative) based on the Delphy method. The information in this study was 
obtained from the event titled “Acuerdo en lo fundamental” (agreement on fundamental issues) organized on 
June 23, 2012 by the president of the Colombian Association of Digestive Endoscopy (ACED). Qualitative 
data were taken from four roundtables discussions in which 34 participants discussed 25 survey questions. 
The quantitative data were taken from final voting and from an individual, private electronic survey. 75% or 
greater agreement was defined as consensus. Qualitative analysis employed discourse analysis oriented 
around five variables related to formative aspects. Basic descriptive statistics centered around percentages 
were used for quantitative analysis. 

Results. Participants in the consensus included 34 directors or representatives of 8 of the 9 graduate 
university programs with specialties in the digestive tract, former presidents of 11 scientific associations, pro-
fessors of gastrointestinal endoscopy, the vice president of the  Ibero-American Nurses Association, directors 
of institutes of endoscopy, teachers at institutes of endoscopy and four chiefs of graduate resident programs. 
Some issues upon which consensus was reached include: 81.9% agreed that endoscopy is not simply a 
diagnostic technique; 88.2% disagreed with one year training as recommended for gastrointestinal endoscopy 
with quality parameters; 100% underlined that training in endoscopy should take place within qualified and 
accredited university teaching; More than 84.9% did not recommend training general practitioners, nurses or 
medical technicians in endoscopy; 85.3% recommended 2-year programs for basic training in endoscopy with 
1 to 2 years for advanced endoscopy. 

Conclusions. The Colombian consensus agrees that endoscopy is an element of support for both diag-
nostic and therapeutic practice. Training for quality endoscopy requires solid theoretical knowledge and skills, 
solid technical skills and knowledge and training in how to make ethical judgments. The basic requirement for 
training in gastrointestinal endoscopy should be that the student is enrolled in a clinical, surgical or pediatric 
gastroenterology subspecialty program. Responsibility for training in endoscopy should be in the hands of 
university professors and at well supported teaching hospitals and medical centers. The training time for basic 
endoscopy should be two years while advanced endoscopy requires at least another year and should be 
targeted towards a specific advanced field.

Key words
Endoscopy training, digestive diseases, endoscopy consensus, quality of endoscopy, Colombia.

IntroductIon

The scenario of gastroenterology and endoscopy practice 
in Colombia is very complex since it is determined by diffe-
rent conceptions, norms and interests.

Technical Appendix 1.1 (human resources) of Resolution 
1043 of 2006 which sets out the conditions required of 
health service providers determines that gastroenterology 
and digestive tract endoscopy can be exercised by, “...phy-
sicians specializing in gastroenterology, pediatric gastroen-
terology, coloproctology, internal medicine with a subspe-
cialty in gastroenterology, and pediatrics, pediatric surgery, 
general surgery and internal medicine who demonstrate 
certification of one year training in upper gastrointestinal 

endoscopy from an institution of higher learning recogni-
zed by the state.” (1)

Law 1164 of 2007 which concerns Human Resources in 
Health care (2) and which was subsequently amended by 
Law 1438 of 2011 (3), determines, “...features regarding 
training, practice and management of health occupations.” 
This must be consistent with the Colombian population 
and the characteristics and objectives of the general system 
of health care and social security defined in Law 100 of 
1993 (4).

The exercise of the aforementioned laws, issued by the 
Ministry of Social Protection, complicates the scenario 
when determining the relationship that health care human 
resources must have in relation to the scenario of the 



Rev Col Gastroenterol / 27 (3) 2012184 Original articles

Ministry of Education whose general guidelines, which 
touch upon graduate education, are stipulated in Law 30 of 
1992 (5) and Law 115 of 1994 (6).

We can appreciate that the definition of formative fea-
tures for the practice of gastroenterology and endoscopy 
were dictated from a setting different from that of educa-
tion and prior to any consideration for the search for har-
monious relations that working and teaching spaces must 
have especially in an area as sensitive as is the Colombian 
population’s digestive health.

The apparent inconsistencies generated by these broad 
regulations have caused many tensions among specialists 
in different areas, among scientific associations, among the 
aforementioned ministries, among physicians who have 
travelled abroad to receive training, particularly in endos-
copy, and who then return and seek recognition of their 
professional qualifications (ICFES), among those specia-
lists who practice clinical and/or surgical)  gastroentero-
logy who study for a subspecialty, and among those who 
practice endoscopy after being specialists and receiving 
one year of training.

In the context of this reality we called for this consensus. 
We are convinced that gathering together all the represen-
tatives of the different scenarios that have arisen, especially 
those involved with endoscopic practice, will permit us to 
develop a strong conceptual approach to the formative, 
ethical, educational and professional issues that should be 
reordered from the current situation. For this reason it has 
been called the, “Agreement on Fundamentals (Acuerdos 
Fundamentales).”

Therefore this study aims to demonstrate basic agree-
ments that must be taken into account by government 
bodies. In the end these are the voices of the universities, 
the scientific associations and the highest scientific authori-
ties who have built the last 50 years of history, and who are 
building the present, of gastroenterology and endoscopy of 
in Colombia.

This first part of our research focuses on the consensus 
achieved regarding the formative issues of gastrointestinal 
endoscopy.

GenerAl objectIve

To establish agreements on minimum basic issues that the 
training of specialists should have in order to exercise qua-
lity digestive endoscopy.

SpecIfIc objectIveS

•	 To understand the concepts and scope of gastrointesti-
nal endoscopy.

•	 To propose the knowledge, skills and training required 
prior to exercising quality endoscopy.

•	 To establish the characteristics required to be responsi-
ble for gastrointestinal endoscopy.

•	 To define what kind of professionals should be trained 
to perform digestive endoscopy.

•	 To propose times, prior training and levels of com-
plexity that a specialist must have to perform quality 
endoscopy. 

MAterIAl And MethodS

Study type

Descriptive cross-sectional study with a mixed qualitative 
and quantitative approach 

participants

Those who were invited and who participated in the 
“Acuerdo en lo Fundamental” consensus were a nurse (vice 
president of an Ibero-American association of gastroente-
rological nursing), four graduate students (chief residents) 
from gastroenterology and endoscopy programs and 29 
physicians (internists, general surgeons, gastroenterolo-
gists, coloproctologists, gastrointestinal surgeons) among 
whom were 8 of the 9 directors (or their representatives) of 
the accredited graduate programs in this country, five presi-
dents (or their representatives) and 11 former presidents of 
associations of digestive tract disease sciences; professors; 
and professors and directors of endoscopy institutes who 
are considered to be opinion leaders.

The educational research group consisted of three people 
with Master’s Degrees in Education and a research assis-
tant who designed and implemented the study, did all data 
entry and analysis, and wrote this paper.

83% of participants were male and 17% were female, 80% 
were over 40 years old, 13% of the participants have practi-
ced medicine for between 15 and 20 years, and 63 % have 
practiced medicine for more than 20 years.

data collection techniques

The Delphy method for conducting consensus (7) was 
used for data collection. Within a scientific and humanistic 
environment experts expressed their views in a democratic 
debate. The conclusions defined as recommendations were 
independently and objectively developed based on the 
arguments expressed by all participants.

Two main variables (or dimensions) were defined: for-
mation and ethics. In this article we are presenting the con-
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sensus reached with respect to the first variable “formative 
issues.”

Survey No. 1 (Figure 1) was elaborated with 25 ques-
tions divided into five groups as secondary variables (or 
categories):
•	 Conception of digestive endoscopy
•	 Requirements for quality practice of endoscopy
•	 Responsibility for endoscopy training
•	 Candidates trained in endoscopy
•	 Prerequisites, training times and levels of complexity of 

training in endoscopy.

The survey was pilot tested twice with 8 gastroenterologists 
who belong to the Colombian Association of Digestive 
Endoscopy (ACED) who answered the survey individua-
lly and privately. Upon completion, clarity, relevance and 
intent of each question was discussed with each partici-
pant. Based upon their remarks, appropriate adjustments 
were made to produce the final survey.

The activities at the four round tables to which the 34 
participants were assigned were defined, and a moderator, 
a secretary and a research group counselor were appointed 
for each table.

Questions 1 2 3 4 5
1. What is endoscopy for you?
It is only a diagnostic and therapeutic method linked to some specialties 1 2 3 4 5
It could become an entire medical specialty 1 2 3 4 5
It is a technique that requires training 1 2 3 4 5
2. What does quality digestive endoscopy practice require?
Theoretical Knowledge 1 2 3 4 5
Practical training in skills and abilities 1 2 3 4 5
Previous training in clinical specialization 1 2 3 4 5
Previous training in surgical specialization 1 2 3 4 5
Comprehensive theoretical and practical training (including ethics and values  , administration and management) 1 2 3 4 5
3. Who should teach digestive endoscopy?
Gastroenterologists 1 2 3 4 5
Endoscopic Surgeons 1 2 3 4 5
Teachers of graduate university programs 1 2 3 4 5
Professionals in high tech endoscopy institutes 1 2 3 4 5
Professionals in high tech endoscopy institutes with university recognition 1 2 3 4 5
Professionals in institutions supported by scientific endoscopy associations 1 2 3 4 5
4. Who should be taught digestive endoscopy?
General practitioners working in national territories 1 2 3 4 5
Professional Technologists working in rural areas 1 2 3 4 5
Professional Nurses for screening programs 1 2 3 4 5
Doctors specializing in Internal Medicine 1 2 3 4 5
Doctors specializing in General Surgery 1 2 3 4 5
Doctors specializing in Pediatrics 1 2 3 4 5
Others?
5. How long should the formation of a qualified endoscopist take? And what should the priorities be?
Six months included in the internal medicine and general surgery programs that prioritize basic endoscopy 1 2 3 4 5
One year after finishing general surgery 1 2 3 4 5
Two years of basic and advanced endoscopy included in the medicine and general surgery specialization programs 1 2 3 4 5
Two years as a sub-specialty including basic and advanced endoscopy following completion of programs in internal 
medicine, surgery or pediatrics 

1 2 3 4 5

Three or four years included in sub-specialty programs in gastroenterology, hepatology, coloproctology, 
gastrointestinal surgery with emphasis on advanced endoscopy.

1 2 3 4 5

Figure 1.  Survey No. 1 Formative Issues in Digestive Endoscopy. Each question can be answered according to a Likert scale of 1-5 (1 Strongly 
Disagree, 2 Disagree, 3 Neutral (neither agree nor disagree), 4 Agree, and 5 strongly agree).
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The moderator was charged with developing the second part 
of the research model (Figure 2) which included explaining 
the problem and organizing the first step of having all of the 
participants answer the questionnaire individually in writing. 
Then the moderator organized the second step of the process 
which was the group discussion to attempt to reach a consen-
sus. The following task for the moderator was to represent her 
or his group’s consensus with the other three working groups. 
Finally, the moderator was charged with encouraging final res-
ponses to the third release of the survey. These responses were 
individual, private and electronic in order to avoid the effects 
of the leader’s opinions in group discussion (8).

MethodoloGy of AnAlySIS

The quantitative part was handled with descriptive statis-
tics focused on determining percentages. Consensus was 
considered after obtaining 75% or more of the total vote in 
the third release of the survey (electronic voting, individual 
and private). Finally three groups were settled to define the 
consensus: one corresponding to the sum of the percenta-
ges obtained as “strongly agree” and “Agree”, the second to 
the sum of the percentages obtained as “Strongly Disagree” 
and “Disagree” and the third group to the percentage obtai-
ned as “Neutral (neither agree nor disagree).”

The qualitative part was addressed from the content 
analysis method taking the round table discussions recor-
ded in audio. The focus of the analysis was guided by the 
categories previously defined and discussed (9).

ethIcAl ISSueS

At the beginning of the entire data collection activity all 
participants were informed of the research objectives and 
consensus objectives, especially on the confidentiality 
with which data would be handled. Authorization was also 
requested in writing (by way of consent) so that all sessions 
(roundtables and general meetings of the whole group) 
could be recorded on audio and video. These records are 
secured and under safeguards.

reSultS

The presentation of the consensus below is organized 
according to the aforementioned categories. 

Questions and responses to questions are included for 
each graph. Statistical results greater than 75% in the final 
vote are highlighted in black. The ratings are shown in the 
figures. Graphs are followed by summaries of the argu-
ments that led to the respective consensus with direct quo-
tes indicated in the text. Arguments are the main axes of the 
qualitative content analysis.

Figure 3 shows Category 1, the Concept of endoscopy, 
and the question based on this concept, what is endos-
copy for you? This question sought to explore the nature 
of the general conception that participants had about 
endoscopy.

In Figure 3 consensuses of 81.9% and 90.9% were obtai-
ned regarding the conception and scope of gastrointes-
tinal endoscopy. As one participant said, “...endoscopy is 
not simply sticking a tube in and pulling it out again, it’s 
something integrated.” In other words, endoscopy cannot 
be taken as a simple diagnostic or therapeutic method but 
rather is part of a broader concept of general medical and 
surgical knowledge of digestive diseases. The proper inter-
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Figure 2. Methodological design of “Acuerdo en lo Fundamental” 
(Taken and modified from Batarrita J. Between consensus and scientific 
evidence. Medical technology evaluation. P. 67. 2005). 
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Figure 4 shows consensus of 94.1%, in favor of theoreti-
cal knowledge, 97.1% in favor of practical training in skills 
and abilities and 100% in favor of comprehensive theoreti-
cal and practical training. 

For the participants talking about quality in the practice of 
endoscopy necessarily includes the domain of knowledge, 
abilities, “...developed with the help of the teacher,” skills, 
“...perfected in the course of training and practice,” and 
achievement of a, “...humanistic and ethical development 
that must be immersed in training programs since they are 
a central part of the professional practice.”

Moreover, the technological development of endoscopy 
and high costs of instruments, tools, support and mainte-
nance requires administrative and management skills, the-
refore training must transcend spaces which focus only on 
digestive diseases.

pretation of results depends on the conceptual domain of 
the practitioner.

Similarly, endoscopy cannot be seen as only a simple, or 
even a very advanced, technique because its use requires 
comprehensive training in theoretical, practical and ethi-
cal issues. Performance of endoscopy on people implies 
having humanistic and quality considerations because, “...it 
includes the whole relationship with the patient, beginning 
with taking the patient’s history and continuing until the 
outcome of the diagnosis.” And, “...endoscopy is linked to a 
whole that is the overall approach to the patient. And, “...it 
is linked to the complete medical task.”

Figure 4 shows consensuses regarding the second cate-
gory which explores academic, institutional and training 
requirements through the question, “What does the prac-
tice of quality digestive endoscopy require?

A. Is endoscopy only a diagnostic and therapeutic 
method associated with some specialties?

B. Is endoscopy a technique that requires training?
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Figure 3. A. Is endoscopy only a diagnostic and therapeutic method associated with some specialties? B. Is endoscopy a technique that requires training? 

Figure 4. A. Theoretical knowledge; B. Practical training in skills and abilities; C. Comprehensive theoretical and practical training.
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Coloproctology are required to undergo two years of tra-
ining in order to practice endoscopy.

It is agreed that ideally in the future, the law must demand 
prior training in digestive diseases, from the clinical or sur-
gical standpoint in the specialties of gastroenterology, gas-
trointestinal surgical, pediatric gastroenterology or colo-
proctology. All of these face, to a greater or lesser degree, 
clinical and surgical challenges that require knowledge of 
how to overcome a wide spectrum of clinical and surgical 
problems. In addition legally required training time should 
be equitable.

Figure 6 shows the consensuses regarding the third cate-
gory which explored who should be people responsible 
for imparting training in endoscopy throughthe question, 
“Who should teach digestive endoscopy?

Figure 5 concerning the need to have clinical training or 
pre-surgical endoscopy training in accordance with current 
legal requirements, shows broad consensuses of 97.1% 
in favor of previous training in clinical specialization and 
94.2% in favor of Previous training in surgical specializa-
tion. One participants said, “The surgeon must have the 
concepts and clinical knowledge, and the internist must 
have certain abilities and surgical skills.” While another 
said, “However, current regulations require only one year 
of training in endoscopy so that specialties from general 
surgery, internal medicine or pediatrics can be part of the 
human talent needed to perform an endoscopy.”

Currently Colombia has a double standard for trai-
ning requirements because those who take a subspe-
cialty in Gastroenterology or Surgical Gastrointestinal or 

Figure 5. A. Previous training in clinical specialization; B. Previous training in surgical specialization.
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Figure 6. A. Gastroenterologists; B. Endoscopic Surgeons; C. Professionals in high tech endoscopy institutes; D. Professionals in high tech endoscopy 
institutes with university recognition.
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Figure 6 concerning who should teach digestive endos-
copy shows consensuses of 78.8% in favor of gastroentero-
logists providing this training, 100% in favor of endoscopic 
surgeons providing this training, 82.3% in favor of profes-
sionals in high tech endoscopy institutes and 90.9% in favor 
of  professionals in high tech endoscopy institutes with uni-
versity recognition. Figure 6 does not endorse, per se, that 
these categories should teach endoscopy. 

In contrast, the places where endoscopy is taught should 
have all the physical and pedagogical structure supported 
by university programs with qualified registration or accre-
ditation. These features should target all institutions that 
aspire to be training sites, including high technology ins-
titutes. In other words, the formation processes cannot be 
above the law which clearly says that “...we should not have 
training programs outside of university programs.”

Figure 7 concerning who should teach endoscopy shows 
a 100% consensus. Following this logic, one who teaches “... 
should know what is going to be taught ... and know how to 
teach what will be taught ... according to the law.”

Figure 7. Teachers from graduate university programs.

Therefore, an endoscopy teacher must meet three requi-
rements: “... be a university level professor, teach endoscopy 
within university programs, and teach within university 
medical centers”.

The defense of these qualities seeks to safeguard against 
the risks of inadequate teacher training. Nevertheless, we 
cannot forget other factors related to the characteristics of 
each university such as whether or not a university places 
academic interest above money, and whether or not an ins-
titution has the real possibility of offering high technology 
and adequate sites for practice.

Not all programs can ensure these high quality require-
ments because, “... there are many garage universities with 
no technology, and that is a problem we cannot ignore.”

The development of the teacher is an element that assu-
mes fresh significance in relation to new needs and new 
technologies, “... you have to train educators. They need to 
have training and excellence in education.” In particular, 

training should not be confused with formation because 
the connotations and degree of integrity, ethics, and huma-
nistic conceptual learning required are different. “You can 
be in one place, you can build or teach a technique, but you 
may not have the ability to form endoscopists, one thing is 
to train and another is to form.”

As shown in Figure 8, the possible role of scientific asso-
ciations and accrediting institutions in relation to training 
programs does not generate positive consensus, “...because 
it is not their primary function ... they do not replace the 
role of the university, they should be providers and devel-
opmental agencies.”

Figure 8. Professionals in institutions supported by Scientific 
Associations of  Endoscopy.

Figure 9 concerns the fourth category about who should 
taught digestive endoscopy, in other words who should be 
candidates for training and formation in endoscopy.

Figure 9 shows general consensuses of 90.9% against 
training general practioners working far from cities in 
endoscopy , 96.9% against training technicians in endos-
copy, 84.9% against training professional screening nurses 
in endoscopy, 81.8% against training doctors specializing 
in internal medicine in endoscopy, 80.6% against training 
doctors specializing in general surgery in endoscopy and 
100% against training doctors specializing in pediatrics in 
endoscopy.  This opposition was specifically against perfor-
ming procedures.

To be consistent with the consensus results from the 
first group of questions which understand endoscopy as 
an integral element of digestive disease management, these 
responses lead to a conclusion that neither non-medical 
personnel nor physicians without a special in areas directly 
related to digestive diseases are appropriate for solving 
endoscopic care issues even in the most remote areas of the 
country. Providing training in endoscpy to these groups 
would be neither fair nor just to the patients.

In fact, one participant thought that, “...this would be a 
social evil, this would be an antiethical thing ... this would 
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be as if only from necesiity if there is no neurosurgeon in a 
remote area then we take a general practitioner to train in 
operating on aneurysms.” One participant said that a per-
son who uses the fact that she or he is working in a remote 
area to gain support to become an endoscopist, “... returns 
to the big cities to work the very day after receiving legal 
certification.”

Even though it was understood that current law allows, “... 
the internist or general surgeon, with one year of training...” 
to practice endoscopy and “... provide a service to people in 
remote areas to which they have a right ... “ we obtained a 
consensus that, in the future internists, surgeons and pedia-
tricians should not be given this brief type of training.

For the sake of quality,which has ethical implications 
about the type of professional that provides endoscopic 
services, training in endoscopy should be exclusively for 
dcotors in a medical subspecialty in surgical or clinical gas-

troenterology or in adult or pediatric coloproctology. This 
will be shown in the following consensus. In any case, it was 
agreed that in places other than Colombia where general 
practitioners, nurses and health technicians play different 
roles, training them in endoscopy may have a place, espe-
cially in screening programs.

Figure 10 concerns the fifth category which explored the 
time, scope and training requirements needed prior to stu-
dying endoscopy through the questions, “How long should 
the formation of a qualified endoscopist take? And what 
should the priorities be?”

Figure 10 shows a consensus of 100% against recom-
mending a 6 month training program for basic endoscopy 
within the general surgery and/or internal medicine pro-
grams.  There was an 88.2% consensus against a 1 year 
training program in basic endoscopy after finishing general 
surgery, internal medicine or pediatrics, despite the fact 

Figure 9. General practioners working far from cities; professional technicians in rural zones; professional screening nurses; doctors specializing in 
internal medicine; doctors specializing in general surgery;  doctors specializing in pediatrics.
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that this is currently accepted by the law.  There was an 
85.3% consensus against two years of full time training in 
the internal medicine or surgery programs.

Although current regulations allow “... basic endos-
copy for handling basic emergencies in outlying areas of 
Colombia to be performed by a surgeon with one year of 
training.” the consensus is, “One year of training helps a 
physician look for gastritis, but it is not enough to interpret 
and handle emergencies.” And, “... with basic training one 
can remove a foreign body or interpret where bleeding is 
located and what is causing it ... but it is not enough to make 
decisions or control endoscopic treatments.” Instruction 
time is insufficient to provide the physician with the neces-
sary elements for making more complex decisions or per-
forming more complex actions.

The consensus considered that, given the current com-
plexity of endoscopy, especially in its role as a diagnostic 
and therapeutic tool for treatment of patients with diges-
tive diseases, quality training requires at least three years to 
approach the level of basic and advanced endoscopy when 
that training takes place within a subspecialty program of 
clinical or surgical gastroenterology. “Technological deve-
lopment and knowledge of endoscopy have enabled pro-
gress and the emergence of new techniques which require 
specific training and dedication in every area.”

Thus, basic endoscopy may be learned sufficiently well in 
two years, but at least one more year is required to reach 
an advanced level, but this must always (over and over) be 

within programs only for “gastroenterologists, gastrointes-
tinal surgeons, proctologists, eventually pediatric gastroen-
terologists and pediatric surgeons, “...and within university 
programs with qualified registration or accreditation.

The third or fourth year which include advanced endosco-
pic approaches should focus on ERCP, endoscopic mucosal 
resection (EMR or mucosectomy), endosonography, ente-
roscopy, prosthetics and other areas because it is logical that, 
“The commitment is to focus on a specific field and do very 
well in that field.” Until more specialized medical centers are 
developed in Colombia, in addition to those that now exist, 
training outside of the country will remain the primary alter-
native for specific fields of advanced endoscopy.

Finally, the realities of professional practice and training 
in digestive endoscopy today mean that increased time and 
prerequisite for training in endoscopy have the provision of 
greater benefits for patients and society as their principal aim.  

dIScuSSIon

The Real Academia Española (Royal Academy of the 
Spanish Language) defines consensus as, “Consensual 
agreement produced amongst members of a group.” (10) 
This occurs through consultations or expert commissions 
which seek decisions or agreements in diverse social or pro-
fessional situations whenever there may be differences that 
somehow create tensions damaging an otherwise a harmo-
nious environment.

Figura 10. Prerequisites, training times and levels of complexity of training in endoscopy.
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With this and with the perception of some difficulties in 
the practice of gastrointestinal endoscopy, the Colombian 
Association of Digestive Endoscopy (ACED) gathered a 
group of experts for the first Colombian consensus called 
the “Acuerdo en lo Fundamental.” Its results have been 
presented above. The research findings have provided evi-
dence of conceptual, educational, professional and ethical 
issues that cut across the different actors and contexts of 
training in gastrointestinal endoscopy in Colombia.

After expressing the legal, academic and working comple-
xity of gastrointestinal endoscopy, as well as its occasional 
disorganization, the study has made clear that the reality is 
that the goals of training are not being met with full profile 
physicians practicing gastrointestinal endoscopy. National 
training programs for specialization in gastroenterology 
define those goals for the graduate profile as forming, “...
leadership specialists with skills to impart knowledge and 
develop research programs...” with extensive knowledge 
in digestive system skills, and, “...to understand, learn and 
implement various technological advances in gastrointesti-
nal endoscopy.” (11, 12) An entry requirement for all pro-
grams in the country is that the student be a specialist in 
internal medicine and/or general surgery. Until 2006 the 
practice of endoscopy was authorized only for graduates of 
these programs, with endoscopy being understood as an 
important, but not central or final, medical practice related 
to digestive diseases.

The current consensus reached agreements showing the 
impertinence of accepting training times for endoscopy of 
only one year following a general specialization. It shows 
the relevance of scientific, technological, social and ethical 
implications for requiring basic endoscopy training time 
of not less than two years, and total training time of bet-
ween 3 and 4 years for advanced endoscopy. In both cases, 
training must always be part of a clinical gastroenterology, 
clinical pediatric gastroenterology, gastrointestinal surgery, 
coloproctology, or pediatric surgery sub-specialty in accor-
dance with international standards (13, 14, 15).

These formative features are supported by the importance 
of development of cognitive abilities and technical skills in 
procedures related to digestive diseases and by the capacity 
required of the physician to interpret a digestive condition 
and design an appropriate approach for treatment, recovery 
or rehabilitation (13). A positive consensus was also reached 
on the importance of explicitly introducing training activities 
related to ethics, values, administration and management.

The consensus has not ignored the law currently in force 
in Colombia in 2012.  Those laws allow general surgeons or 
internists with a 1 year training supported by a university to 
perform an endoscopy. The consensus did not ignore the 
governmental motivation for authorizing this type of prac-
tice. It approach s motivation was based on criteria of univer-

sality, equity and equality which are defined as principles in 
the Health and Social Security System because of an appa-
rent or actual shortage of specialists in this area (Article 153 
of Law 100 of 1993 and Article 3 of Law 1438 of 2011).

The consensus has proposed, as opposed to these postu-
lates, another principle of the same system and aforemen-
tioned laws: the principle of quality. There have been many 
demonstrations which led to the consensus which has been 
reached for recommending against continuing the practice 
of endoscopy, even of basic diagnostic endoscopy, with so 
little preparation time. This practice is not moral or ethi-
cal because its alleged fairness and equality cannot assure 
patients whether or not the practitioner has adequate and 
sufficient preparation according to the opinion of the grea-
test gastroenterology experts in the country.

The central criterion for endorsing endoscopy training as 
adequate is not certification in a specific number of proce-
dures (15). Rather, supervised, followed up, academic and 
technological study and research are required to turn a cer-
tain number of procedures into evidence of really adequate 
training. This is formative evidence that in truth becomes 
an instrument that generates social justice.

These considerations regarding prerequisites and minimum 
formation times did not arise out of prejudices or apriori jud-
gments. These are the observations and reflections of teachers 
and professionals, most of whom have over 20 years of tea-
ching experience and work. For these experts the center of the 
discussion is the understanding what endoscopy is.

The consensus broadly rejected viewing endoscopy as a 
specialty independent of digestive disease specialties. They 
also do not perceive it to be a simple technique which can 
be indiscriminately applied by other specialties when they 
focus on other digestive diseases. Instead, digestive endos-
copy is seen as part of comprehensive training in the gas-
troenterological specialties previously mentioned.

In this sense the consensus was careful not to assign respon-
sibility of endoscopic formation to practice centered techni-
ques, even if they are highly specialized. Neither economic nor 
technological resources can replace or displace the compre-
hensive training provided by gastroenterology and endoscopy 
teachers. Those teachers should be prepared according to the 
existing programs for educational qualification at universities 
and elaborated by international scientific associations.

Discussions in international bodies such as the American 
Association of Gastrointestinal Endoscopy (AAGE) and 
the American Society of Gastrointestinal Endoscopy 
(ASGE) begin with an established core curriculum and 
focus on training and quality issues such as holistic unders-
tanding of endoscopy, biosecurity compliance, improved 
interpretation of endoscopic findings, identification of risk 
factors, limitations of procedures and quality measures. 
(14, 15) In contrast, her in Colombia we must still resolve 
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challenges that are not strictly related to training, patient 
care and research, but have other concerns such as the type 
of recruitment system for intermediaries and the definition 
of tariff floors.

Nevertheless, it is the responsibility of all parties to resolve 
differences regarding the formative dimension in endoscopy. 
Everyone involved in medical practice has a moral and ethi-
cal duty to go beyond interests which remove our attention 
from ensuring the integral welfare of our patients.

concluSIonS 

The main agreements of this consensus are shown in 
Table 1. They postulates demand to be heard and seen 
by government agencies, academia, universities, scienti-
fic associations, health care institutions, and especially 
by the medical professionals upon which much of the 
integral and gastroenterological health of Colombians 
rests.

Table 1. Recommendations for gastrointestinal endoscopy training from the First Colombian Consensus on Endoscopy Practice, “Acuerdo en lo 
Fundamental” - June 23, 2012.

Conception of digestive 
endoscopy

Digestive endoscopy should be understood as an element of support within the diagnostic and therapeutic practice 
of treating digestive diseases.

Requirements for quality 
practice of endoscopy

Training in quality endoscopy requires solid theoretical knowledge, development of abilities, technical skills and 
implementation based on reasoning and scientific, social and ethical judgment and conduct.

Requirements for being 
trained endoscopy

Entry requirements for training in gastrointestinal endoscopy should be membership in a medical or surgical 
subspecialty program in digestive diseases of adults or children.

Requirements for teaching 
endoscopy

Responsibility for endoscopy training belongs to qualified teachers who must belong to a university program, be 
specialists in clinical or surgical gastroenterology and digestive endoscopy and teach in a university setting or in one 
endorsed by a university.

Prerequisites, training times 
and levels of complexity of 
training in endoscopy

The minimum training time for basic endoscopy should be two years. For advanced endoscopy it should be at least 
another year, and it should be targeted at a specific advanced field. These times should be within gastroenterology 
subspecialty programs.
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