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 New curricula for IR and CR have been approved by the GMC 
 Both documents can be viewed on the RCR website 
 The GMC commended the work that went into the curriculum review – this quote 

is taken directly from their decision letter 
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The curriculum has changed for a number of reasons: 
 
1) The current curriculum is a long (almost 200 pages!), repetitive and not very user 

friendly document.  In practice it is rarely used. 
2) The current curriculum is competency-based and focused on granular lists of 

knowledge skills and behaviours – this is an educational approach that is out of 
date and the cause of the problems listed in 1. 

3) The shape of training report requires a greater focus on flexibility, transferability 
and maintaining general competencies 

4) The GMC released new standards for postgraduate medical curricula, which 
required all curricula to be rewritten to meet these standards, including taking an 
outcomes-based approach. 
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 The new curriculum is structured around 12 ‘exit outcomes’ which describe at a 
high level what a trainee should be able to do by the time they CCT – i.e. the 
capabilities that would be expected of a day 1 consultant. 

 These exit outcomes are expressed at a high level and have been called capabilities 
in practice (CiPs for short). 

 There are 12 CiPs in the CR curriculum.  The first 6 are ‘generic’ and reflect the 
capabilities expected of all doctors, such as communication, teamworking and 
teaching skills.  The remaining 6 are specific to radiology. 

 Assessment of the CiPs is based on the concept of ‘entrustable professional 
capabilities’ – more on this later. 

 There are no changes to examinations or work place-based assessment.  There are 
some small format changes to the forms used to record some workplace based 
assessments to move from a tick box format to a free text format. 

 The curriculum includes progression grids that specify which entrustment level 
trainees should be at for each CiP at each stage of training, making the 
requirements for trainee progression very clear and not based on potentially 
differing views of what counts as expected progress. 

 The long tables of knowledge skills and behaviour have been replaced with more 
concise, high level tables of presentations and conditions that should be much 
more user friendly than the current lists of knowledge, skills and behaviour. 
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 There is no change to the length training, however there is a change in 
terminology and a shift in emphasis. 

 Trainees will still need to complete two years of foundation training as a minimum 
before entering radiology training. 

 The first three years of training will be general radiology training – the term core 
has been removed as it suggests that a radiologist can be trained in three years 
and that anything beyond that is optional or not strictly necessary. 

 There is a critical progression point at the end of ST3 where trainees will be 
required to show that they have achieved the CiPs to level required for the end of 
this stage of training before they can progress to special interest training.  This will 
include passing the FRCR2a exam.  The curriculum does allow professional 
judgement to be used in this progression decision and makes it clear that an 
otherwise excellent trainee who has not yet passed the 2A exam for reasons not 
linked to their ability should not necessarily be stopped from progressing. 

 During ST4 and ST5 trainees will begin special interest training, but also maintain 
and continue to develop general radiology skills in line with shape of training 
requirements.  The curriculum suggests that in ST4 60% of a trainee’s time should 
be spent on general radiology with 40% on special interest training, while in ST5 
that is flipped so that 40% of their time is general radiology and 60% is special 
interest training.   

 The curriculum again allows flexibility in these training time splits dependent on 
trainee and service need and detailed arrangement should be agreed between  
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trainees and their supervisors.  There is also flexibility in the details of how general 
skills are maintained.  It was important that we highlighted the fact that general 
skills are maintained in order to meet GMC and shape of training requirements. 
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As previously mentioned, the CiPs are high level outcomes that describe what a day 1 
consultant should be capable of. 
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These are the 6 generic CiPs, covering capabilities expected of all doctors.  They are 
intentionally high level. 
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These are the 6 radiology-specfic CiPs, covering capabilities expected of all 
radiologists, in all special interest areas.  They are intentionally high level. 
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 Within the curriculum, each CiP has a number of descriptors that illustrate some of 
the skills and behaviours that would be expected of trainees showing achievement 
of that CiP.  This list is still high level, brief and not intended to be exhaustive.  It 
provides further guidance about what is expected under that CiP. 

 Each CiP is also linked to suggested evidence that could be included in a trainee’s 
e-portfolio to show progress towards achieving this CiP.  This is suggested evidence 
only, it is not necessarily required and there may be a range of other ways not 
listed that a trainee could evidence this progress. 

 Each CiP is also mapped to the domains of the GMC generic professional 
capabilities.  This is a GMC requirement. 
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 The long tables of knowledge, skills and behaviours present in the current 
curriculum have been removed and replaced with a table of presentations and 
conditions, described at systems level. 

 These tables list at a high level presentations for which trainees should be able to 
develop an imaging strategy, imaging features for groups of conditions that 
trainees should be able to recognise, and skills in specific imaging modalities and 
techniques that trainees should be able to demonstrate. 

 These are also described at a high level and the curriculum gives specific guidance 
around the tables of presentations and conditions emphasising the above, in 
particular that these tables should be applied using common sense. 
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 This example shows how the table looks for cardiac radiology – grouping 
presentations and conditions and describing them at a high level. 

 In the third column, trainees capabilities in specific imaging modalities are 
described as  ‘proficient/experience/specialist’ – more on this on the next slide. 
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 Modalities labelled as those in which a trainee should be proficient are examples 
of imaging procedures where all trainees should be entrusted to act fully 
independently by CCT. 

 Those labelled as ‘experience’ are imaging procedures that all trainees should have 
a knowledge of the role, indication, contraindications, and limitations of as a 
minimum.  They should be able to advise on when and how to refer for these 
procedures even if they do not perform them themselves.  Only trainees 
specialising in these areas would be expected to become proficient in these 
imaging procedures. 

 Imaging procedures labelled as ‘specialist’ are those that only trainees completing 
special interest training in those areas would be expected to develop skills in. 
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The CR curriculum also includes a table of practical procedures that all radiology 
trainees should be able to perform.  This allows all radiology trainees to support the 
acute take in line with shape of training and GMC requirements. 
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 As mentioned previously, the CiPs will be assessed using the concept of 
entrustable professional activities.  Trainees will need to demonstrate that they 
have met the required entrustment level for their stage of training. 

 At the lowest level this would involve the trainee being entrusted to observe only 
(level 1) or to act with direct supervision (level 2).  As trainees progress they would 
be expected to act with minimal supervision (level 3) or independently (level 4).  
For IR procedures additional guidance is given on these levels around whether the 
supervising doctor is expected to be present in the operating theatre or available 
within the department. 

 This approach of entrustment levels is also being used in a number of other 
specialties, including the physician and surgical specialties. 
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The same concept is used to assess the generic CiPs, however the descriptors relating 
to each level has been adapted to apply to non-clinical activities. 
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 The programme of assessment includes progression grids that show the minimum 
level that trainees should achieve for each CiP by the end of each stage of training.  
Trainees may achieve higher than these levels and record of this will show that 
they are making above expected progress. 

 This progression grid shows the expected levels for the generic CiPs.  Some of the 
expected levels are high from the beginning of training, since trainees will have 
developed these during foundation training. 
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This grid shows the expected levels for the specialty specific CiPs, clearly showing 
how trainees are expected to progress throughout training and also clearly illustrating 
that it will take trainees until the end of ST5 to become fully independent in all CiPs 
and that the length of training is justified. 
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Levels are also given for the procedures mentioned earlier and other activities that 
allow radiologists to support the acute unselected take. 
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 The curriculum also aims to prepare trainees for future developments in radiology 
with a section on emerging technology and a section on emerging techniques. 

 Emerging technology covers (but is not limited to) AI 
 Importantly, trainees (and therefore trainers) are expected to keep up to date with, 

embrace and evaluate emerging technologies and should be prepared to adapt 
these tools into clinical practice once validated 
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 Emerging techniques includes hybrid imaging and post mortem imaging 
 Trainees should be prepared to undertake specific training in emerging techniques 

and not assume that their general radiology skills will be enough 
 Trainees may not be performing these techniques themselves, but should have an 

awareness of their role, indication, contraindications, and limitations as a 
minimum 
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 For IR there is also no change to the length training 
 Trainees will still need to complete two years of foundation training and three 

years of general radiology training before transferring to the IR subspecialty 
curriculum. 

 There is a critical progression point at the end of ST3 where trainees will be 
required to show that they have achieved the CiPs to level required for the end of 
this stage of training before they can progress to IR subspecialty training.  This will 
include passing the FRCR2a exam.  

 General radiology skills must be maintained during subspecialty training and 
trainees should continue to work towards achievement of the CR CiPs.  This is 
necessary to meet GMC and Shape of training requirements 

 As a guideline, we recommend that IR trainees should spend 25-30% of their time 
during ST4-ST6 maintaining and further developing their general radiology skills. 
70-75% of their time will be spent gaining practical experience of image guided 
minimally invasive procedures and developing the additional skills required to 
evaluate and consent patients for these procedures, run specialists clinics, clinically 
manage patients under the care of IR throughout the patient episode from referral 
to discharge, and provide acute and emergency access to minimally invasive 
procedures. 

 The percentage breakdown is to be viewed as a guideline only and the curriculum 
allows for flexibility in these training time splits dependent on trainee and service 
need.  Detailed arrangements should be agreed between trainees and their  

21 



supervisors.  There is also flexibility in the details of how general skills are 
maintained.   
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IR trainees must achieve all of the CiPs contained in the CR curriculum, plus two IR-
specific CiPs 
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 The IR curriculum has separated sections for IR and INR, which mirror the structure 
of the CR curriculum 

 There are tables of presentations and conditions for general IR and INR, but more 
comprehensive lists of procedures 

 Progression grids are provided as in the CR curriculum, using the same 4 point 
entrustment scale 
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There are no changes to the types of workplace based assessment used within the 
curriculum and the nature of what is being assessed will not change 
There will be a small change to how the feedback from some WPBA is recorded 
This affects the Mini-IPX, MDTA, and RAD-DOPS forms, which will have a free text 
format rather than a tick box structure 
This brings these forms in line with other radiology WPBA, similar WPBA in other 
specialties and will facilitate high quality feedback rather than a simple rating system 
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There are no changes to the exams 
The exam syllabuses are no longer found within the curriculum document, but will be 
present as additional guidance on the curriculum page of the RCR website 
This allows small changes, such as updating out of date legislation, to be made 
without changing the curriculum.  This allows these changes to be made without 
requiring GMC approval 
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There are no changes to the appraisal process 
Changes will be made to the ES structured report to record a trainee’s progress 
against the CiPs, procedures and milestones 
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The ARCP decision aid details the requirements for progress at ARCP 
There are no changes in the number of assessments required 
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Likewise for IR, there are no changes to the number of assessments required 
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Implementation of the new CR and IR curricula has been delayed due to COVID-19.  
Trainees will now transfer after their ARCP for the 2020/21 training year, by August 
2021 
A new look curriculum web page was launched in January 2020 – this has now been 
updated to reflect the postponement of implementation 
 
There will be a full programme of support for implementation 
All materials for implementation will be available through the web page 
All trainees will need to transfer to the new curriculum by August 2021  
The first ARCPs assessing progress against the new curriculum will take place in July 
2022 
 

29 



30 



 This slide lists the activities and support planned for implementation – if you think 
we are missing something that you would find useful, or think that there is 
something on this list that is unnecessary, please let us know 

 As mentioned, there will be a new look curriculum web page on the RCR website 
 We will also be producing short videos introducing the new elements of the 

curriculum and including tutorials on how to complete some commonly queried 
tasks in Kaizen 

 We will have a curriculum champion in each region, who will help to ensure that 
information about the new curricula and implementation is communicated 
effectively and act as a point of contact for queries or feedback.  They may provide 
information at regional meetings or advise the RCR of any regional meetings so 
that a member of RCR staff can attend 

 There will be a training slide set, similar to this one available on the curriculum 
web page, as well as an implementation checklist, calendar, FAQ , terminology 
guide, guidance for ARCP panels and on using the entrustment scales 

 The guidance for exams will include the anatomy and physics syllabus 
 We are working on producing a document providing examples of good practice in 

simulation and also highlighting where simulation resources are available for 
training programmes to use 

 A section on post mortem imaging will be included on the RCR learning hub 
 There will also be a document that maps the lists of knowledge, skills and 

behaviour from the current curriculum to the new CiPs 
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Any feedback or questions can be directed to curriculum@rcr.ac.uk 
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