
 

 

ANNUAL SPECIALTY REPORT 2013 
(Sept 2012 – Dec 2013) 

 
Section 1. Details of the college/faculty 
Name of college/faculty: Royal College of Radiologists 
Specialty: Clinical Radiology and Clinical Oncology 

 
Section 2. Contact details 
Contact details for the person responsible for submitting this form to the GMC 
Name: Joe Booth 
Address: 63 Lincoln’s Inn Fields, London, WC2A 3JW 
Job title: Executive Director, Specialty Training 
Telephone number: 020 7406 5913 
E-mail: joe_booth@rcr.ac.uk 

 
*****Please read the guidance prior to completing the questions***** 
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Quality Assurance 

1. Please provide a summary of local (deanery/LEP) specific concerns. 
The guidance asks that this section be used to provide “summaries of local concerns previously reported to us”. As the RCR has 
not reported any concerns to the GMC in this period there is nothing to update here. However we do have a process for recording 
and managing concerns, which follows the principles of the Quality Framework by seeking local resolution of issues.  
 
Description Specialty Deanery/ LEP Evidence Action & Outcome 
     

2. Quality improvements in 2013 
What was the issue that required addressing and how was it identified? Specialty: Clinical Radiology 

We have a large number of trainees working in smaller departments and whose views are therefore not reported in the GMC 
survey. We were lacking local intelligence about specialty-specific issues in training. 

What actions were taken? 
We have developed the training scheme evaluation tool to gather supplementary data from our trainees. This takes the format 
of the regional advisor meeting with trainees and discussing issues with them to reach a consensus. The tool was piloted in 
2012 and has been used in a modified form in 2013. 

What evidence do you have regarding the outcomes? 
So far the tool has proved useful in identifying concerns, for example in relation to consultant supervision. In addition it has 
allowed us to clarify issues surrounding handover. 

How could this be used by others? 
A similar approach could be used by others although they may wish to use questions more suited to their own specialties. This 
will be undertaken for clinical oncology in 2014. 

 
What was the issue that required addressing and how was it identified? Specialty: Clinical Radiology and Clinical 

Oncology 
The College recognised that it had no formal mechanism in place to register and manage training concerns raised through the 
QA processes and ad hoc contacts. 

What actions were taken? 
We established a structured approach to the management of concerns. The College recognises the leading role of Deaneries 
and their role in seeking local resolution, as defined in the GMC Response to Concerns process, and provides a supportive 
specialty advisory role. The structured approach will aim to identify national training concerns relating to curriculum delivery. 

What evidence do you have regarding the outcomes? 
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We have been able to track and appropriately manage a (small) number of concerns, some closed following local action and 
some still ongoing.   

How could this be used by others? 
In the same way 

 
What was the issue that required addressing and how was it identified? Specialty: Clinical Radiology 

Underperformance at the handover question has been a repeated issue in the annual GMC survey. It appears to emanate from 
scoring of the question weighting the value of a nurse being present at handover, which is not appropriate in Clinical Radiology.  

What actions were taken? 
The GMC had been contacted by a deanery to get agreement for trainees to interpret the presence of a radiographer as 
equating to the presence of a nurse.  This change resulted in a good score for handover in that deanery.  It is of serious concern 
that the inappropriate wording of the question causing red outliers across the UK may be masking real problems with handover 
in some training schemes and we will encourage this approach by all Deaneries in future, and will communicate this to trainees 

What evidence do you have regarding the outcomes? 
Improved ratings 

How could this be used by others? 
Specialties to be aware of how inappropriate questions and scoring might skew survey results  

 
 
Curriculum Approvals Updates 
 

3. Please provide an update for items noted in the decision letters you received on 27/08/2013, 31/10/2013 & 
14/01/2014. 

 
Description of request Update 
Clinical Oncology 
The GMC would like you to report through your ASR on the 
uptake of the QI module and to seek doctors in training and 
trainer feedback as to its content and deliverability, over the next 
two years, with a view to considering amendments if few doctors 
in training take it forward. 

 
We have not introduced a new “QI module”. The approved 
curriculum change was to allow a QI project as an alternative to 
an audit. It is too soon to have anything to report on the uptake 
of this – likely to be 2015 before any significant data available. 

Clinical Radiology 
Update on minimum of two MDTAs per year for the post-core 
years training. 

Too soon to have anything to report – likely to be 2015 before 
any significant data available. Final approval of the curriculum 
was only achieved January 2014 (because of delay to 
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interventional radiology). The MDTA forms are now being added 
to our ePortfolio.  

Subspecialty: Interventional Radiology 
Update requested on: Point 3: College's JAG representative 
working with BSGAR to draw up the training guidelines for 
endoscopy training for those radiology trainees wishing to 
undertake this as part of their subspecialty expertise. Also Point 
4. Use of QIP as alternative to annual audit. 

Point 3. Nothing to report 
 
Point 4. It is too soon to have anything to report on the uptake of 
this – likely to be 2015 before any significant data available. 

Update on moving doctors to the current curriculum 
Clinical Radiology 
The College had previously recommended that all trainees should transfer to the 2010 curriculum and assessment system by 
August 2012. Our communications in support of the recently approved 2013 curriculum changes include: “In line with GMC 
guidance, all trainees will be required to transfer to the 2013 curriculum from their next ARCP after 1st February 2014”. We 
therefore expect all trainees to be on the current curriculum by mid-2014. 
Clinical Oncology 
The communication process for the introduction of the 2013 curriculum made it clear that: 
“In line with GMC guidance, all trainees will be required to transfer to the 2013 curriculum from their next ARCP after 1st January 
2014. The structure of training and assessment is unchanged so all trainees currently following the 2010 curriculum are expected to 
move across to the same position in the new curriculum following their next ARCP”. 
 
We therefore expect all trainees to be on the current curriculum by mid-2014. 
 
 
Education Policy Developments 
 
For our work on the preparedness of recent graduates, we are interested in the college/faculty perspective on the 
preparedness of recent graduates. 
 
1. Does the college/faculty have a view on the preparedness of recent graduates/FDs or on the quality of undergraduate education 
and training? 
Please see paragraph 2. 
 
2. Does the college/faculty have any evidence on the preparedness of recent graduates/FDs or on the quality of undergraduate 
education and training? 
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In 2013 the College surveyed UK medical schools to investigate undergraduate radiology teaching.  Of the 16 responses most were 
aware of the RCR undergraduate curriculum but the vast majority do not use it to structure their course, though approximately half 
of the returns indicated that they use the RCR curriculum partially. The courses were very variable in their contents varying from 
just ad hoc teaching in radiology based on their clinical attachment to well-structured courses. Some centres have developed in 
good e-learning modules often based on IPad and mobile phone technology.   
 
In the Clinical Oncology biannual Oncology Registrar Forum Report (ORF), 43.3% of trainees reported that the lack of junior doctor 
experience was an issue and necessitated increased SpR presence on the wards. There was an increased need to supervise 
simple procedures and a general lack of general medical experience impacting on ability to recognise and manage the unwell 
patient.  
 
 
3. Does the college/faculty have a view on the outcomes for undergraduate education set out in Tomorrow’s Doctors (2009)? 
We recognise that the outcomes have been left deliberately broad to allow for individuality of undergraduate medical curricula. We 
face a particular problem with diagnostic radiology as no competencies relating to imaging are specified. Although largely a 
postgraduate subject, there are certain important skills that FY1 doctors require. The RCR has developed an undergraduate 
radiology curriculum which can be taken up by medical schools if they so wish. We would like to see its adoption encouraged for 
two reasons. First, we consider that there are certain basic image interpretation skills that FY1 doctors must possess, such as 
interpretation of NG tube position on Chest X-ray. Secondly, as imaging becomes more complex, requesting clinicians must 
develop a greater understanding of the value and limitations of varying imaging techniques, both for the benefit of their patients and 
the appropriate use of resources. 
 
 
 
We are interested in college/faculties support for trainers. 
 
4. Please describe the college/faculties arrangements or resources to train, support or accredit/recognise trainers. 
The College has a structure whereby Regional Advisors are appointed to represent the College, support local training personnel 
and provide externality to other regions at ARCP. Regional Advisors are always experienced in postgraduate education, often 
having been College Tutors/TPDs. 
 
For a number of years the College has run a series of training days around the country to prepare people for (or support them in) 
roles as educational and clinical supervisors. In the last year we have adjusted the format and content of these days to reflect the 
GMC’s requirements for recognition of trainers. Content includes the role of supervisors, the purpose and application of specialty-
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specific WPBAs, curriculum structure, appraisal and feedback skills, managing trainees in difficulty. This includes provision of a 
workbook to facilitate their collection of evidence to demonstrate how they meet the requirements for recognition.  
We also know that in many places there is local deanery or LEP-led training, though we think we can add value by being specialty-
focussed. 
 
For clinical radiology we run twice-yearly meetings for Heads of School, TPDs and Regional Advisors to allow dissemination and 
sharing of information and best practice and discussion of issues. For clinical oncology we run similar biannual meetings for 
regional advisors and will have now started inviting TPDs and College tutors to alternate meetings. 
 
 
We are also interested in compliance with the GMC’s requirements on the currency of exams and number of attempts. The 
full requirements are at http://www.gmc-uk.org/education/postgraduate/9813.asp 
 
5. Does the college/faculty already meet the GMC’s requirement that ‘No candidate will normally be allowed more than six 
attempts at an examination’? If not, when will the college/faculty meet this requirement? 
Yes, and this is stated on our website.  We are observing the full GMC guidance which goes on to say “Following six failed 
attempts, a candidate must provide evidence of additional educational experience to the royal college or faculty for each re-sit.” It is 
very unlikely that this would ever apply to UK trainees as our curriculum requirements for progression at ARCP would mean that 
most trainees would run out of time before running out of attempts. For First Part Clinical Oncology exams we have long had a limit 
of four attempts and this is being retained. 
 
6. Does the college/faculty already meet the GMC’s requirement that passes in exams taken whilst outside GMC-approved training 
programmes can be considered for a CCT only when ‘the candidate enters or re-enters the programme within seven years of 
passing the examination’? If not, when will the college/faculty meet this requirement? 
Yes, this is stated on our website, though in practice the only likely application would be for a clinical oncology trainee who had 
completed MRCP more than seven years before recruitment to the specialty, rather than to FRCR examinations. 
 
 
We are undertaking work on health and disability in medical education and training and want to build up a picture of work 
being undertaken by others.  
 
7. Please tell us about any initiatives you have undertaken related to disabled doctors and medical students and those with health 
conditions. We are particularly interested in work around reasonable adjustments, occupational health services for medical students 
and doctors, and specialised careers advice. 
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For a number of years we have incorporated reasonable adjustments into our examinations. However, beyond this, such activities 
take place more at LETB and employer level. 
 
We are contributing to the work of the Medical Schools Council's Selecting for excellence group, which is looking at best 
practice in selection to medical school and how to widen access to the profession for people from lower socioeconomic 
backgrounds. This year, we also included in the National Training Survey, on a pilot basis, a series of questions around 
socioeconomic status. 
 
8. Please tell us about any work on widening access or social mobility that your college or faculty is involved in. 
We are not currently involved in this work. 
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