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Information submitted to Health Education England workforce planning 
and education commissioning round – 2015/16 
 

Current and future workforce demand and supply  
 
1.1 Summary forecasts 
 
1.1.1. Forecast workforce demand  
The Royal College of Radiologists (RCR) believes that the NHS in England requires a minimum of 
eight whole-time equivalent (WTE) consultant radiologists per 100,000 head of population1. This 
level of resource will help satisfy the increasing workload demands being made on radiology 
services by patients, other healthcare professionals and as a result of the decisions made by the 
aims of policymakers.  
 
The UK currently has around 4.7 trained radiologists per 100,000 population, a figure which has 
remained more or less static over the past 5 years. Figures for comparable European nations 
include Germany 8.1, France 9.3, Sweden 10.8, Denmark 12.1 and Italy 16.0.  
 
The population of England is expected to rise to around 57.4 million by 2022. If the target of eight 
WTE consultants per 100,000 people is to be met, a headcount of 4,864 consultants will be 
required. The 2014 headcount was 2,663.  
 
The target of eight WTE consultants per 100,000 people is justified by the following:  
 

 There has been a year-on-year increase in the number of radiology examinations carried out 
in England. In total, the number has risen by 42% in the last 10 years, from 28.8 million per 
annum in 2003 to 40.9 million per annum in 2014. This upward trend is likely to continue. 
The RCR projects that, by the time trainee radiologists starting training in 2016 become 
consultants (mostly in 2022), the number of radiology examinations carried out in England 
will be around 62 million per annum.  
 

 The biggest percentage increase in examinations in the next ten years is expected to be in 
MRI (from 2.7 million in 2014 to 7.8 million in 2022) and CT (5.2 million to 12.3 million). It 
must also be noted that MRI and CT are complex, large data volume examinations with 
multiple images, and therefore (per patient examination) are more labour intensive and time-
consuming for a radiologist to interpret and report, thus continuing a trend for the increasing 
workload per examination falling on a radiologist that has been experienced over the last ten 
years.   
 

 Radiology has a central role in tackling cancer (more than 300,000 new cancers are 
diagnosed annually in the UK). Guidelines recently published by the National Institute for 
Health and Care Excellence (NICE) has lowered the risk threshold for GP referral of many 
suspected cancers for further investigation, such as by x-rays and CT and MRI scans2. Once 
implemented, this will inevitably result in a large increase in imaging demand.   
 

 Expectations of radiology services have increased among patients and other healthcare 
professionals. Media coverage of x-rays and imaging scans going unreported for 30 days or 
more has prompted concerns about delays in diagnosing cancer and other diseases and 
illnesses. Radiology services are being expected to provide routine services 24 hours a day, 
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7 days a week. These are challenges that radiologists can only address with adequate 
staffing.  
 

 Radiology services are currently stretched to breaking point. A survey in February 2015 
revealed that over 300,000 patients are currently waiting more than a month for the results of 
X-rays and over 8,000 are waiting over a month for the results of CT and MRI scans. The 
implications of these delays for patient care are significant.    

 

 Around one in ten substantive consultant radiology posts was vacant at the time of the 
census (338 out of 3,001). Posts are being advertised but trusts are failing to appoint owing 
to a lack of suitable candidates or that no candidates apply in the first place. As a result, 50% 
of these posts have remained unfilled for nearly a year or longer. In other words, there are 
inadequate numbers of radiologists for NHS trusts to recruit from.   

 

 Many consultant radiologists are already working in excess of the hours they are being paid 
for. No doubt, they see it as a professional necessity to prevent or catch-up on backlogs of 
unreported scans and x-rays, or to prepare for multidisciplinary team meetings. The goodwill 
and altruistic behaviour of consultants cannot be relied upon as a long term solution in 
managing workload demands made on radiology services or as a credible workforce 
planning tool.  

 

 Possible expansion of national cancer screening programmes. Dependent on the outcomes 
of trials, breast screening could be expanded to cover women aged 47 to 73 (currently, 
women aged 50 to 70 are covered), whilst lung and ovarian cancer screening programmes 
could be introduced by the early 2020s. This expansion will place yet a further increased 
burden on radiology services.  

 

1.1.2. Forecast workforce supply and turnover  
Table 1 provides a projection of the number of radiologists entering and exiting the consultant 
workforce for the next seven years (2015 to 2022). This in turn provides headcounts for each of 
these years. A mid-year headcount can be established to determine whether there are adequate 
numbers to meet demands made on radiology services.  
 
 

Table 1. Consultant radiologist workforce projections - entrance, exits and headcount (2015 to 
2022) 
 

Year  Headcount 
beginning of 
year 

Entrants  
during year 

Exits during 
year 

Headcount 
end of year 

Projected 
headcount – 
mid-year census 
date 

2015 2,663 161 63 2,761 2,712 
2016 2,761 182 80 2,863 2,812 
2017 2,863 185 79 2,969 2,916 
2018 2,969 184 94 3,059 3,014 
2019 3,059 191 69 3,181 3,120 
2020 3,181 184 75 3,290 3,236 
2021 3,290 187 79 3,398 3,344 
2022 3,398 187 76 3,509 3,453 

 
The above projection is based on the following assumptions: 
 

 Headcount for beginning of 2015 is the headcount figure established in the RCR 2014 
census.  
 

 Entrants during the year represent the number of trainees completing radiology training 
minus 11% (to account for those who customarily choose to work outside of England). Data 
are derived from training records held by the RCR.  
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 Exits during the year represent those retiring from the NHS. Data are derived from the RCR 
2014 census, known dates of birth and a mean retirement age of 62.  

 
 
1.1.3. Forecast under-supply 
From the headcount figure, the number of whole-time equivalent (WTE) consultant radiologists can 
be calculated. The RCR 2014 workforce census, which collected data on those working less than 
full-time, established that there was a headcount:WTE ratio of 1.06:1.00. This ratio has been applied 
to projected numbers of WTE consultants and WTEs per 100,000 population for each year up to 
2022. Population size for England is based on the Office for National Statistics’ 2013 figure and 
increased by 0.7% for each year. 
 
The WTE consultant radiologist figure per 100,000 people has been projected to rise slightly 
between 2015 and 2022, from 4.67 to 5.66 (Table 2). However, these figures fall well short of the 
target of eight WTEs per 100,000 people to meet projected demands on radiology services. 
 
 

Table 2. Projected number of WTE consultant radiologists and WTEs per 100,000 people  
 

Year  Projected 
headcount  

WTEs Population  WTEs per 
100,000 

2015 2,712 2,549 54,624,606 4.67 
2016 2,812 2,643 55,006,978 4.81 
2017 2,916 2,741 55,392,027 4.95 
2018 3,014 2,833 55,779,771 5.08 
2019 3,120 2,933 56,170,230 5.22 
2020 3,236 3,042 56,563,421 5.38 
2021 3,344 3,143 56,959,365 5.52 
2022 3,453 3,246 57,358,081 5.66 

 
The required WTE and headcount figures allowing for eight WTE consultants per 100,000 people 
are listed in Table 3.  
 
 

Table 3. WTEs and headcount of consultant required to meet target of eight WTEs per 
100,000 
 

Year WTEs required Headcount required 

2015 4,370 4,632 
2016 4,401 4,665 
2017 4,431 4,697 
2018 4,462 4,730 
2019 4,494 4,763 
2020 4,525 4,797 
2021 4,557 4,830 
2022 4,589 4,864 

 
The difference between the projected headcounts in Table 2 and required headcounts in Table 3 
represents the under-supply of radiologists for each year up to 2022. The difference for 2015 is 
1,920, and for 2022 the difference is 1,411. The gap is therefore narrowing. This is a step in the right 
direction in achieving the target of eight WTE consultants per 100,000 people. For this to hold 
throughout the period:  
 

 Annual rates of retirement need to remain around 3% to 4% of the total consultant workforce  
 

 A large proportion – 89% – of radiologists completing training will need to enter the 
consultant workforce every year.  

 
1.1.4. Addressing the under-supply  
In the radiology section of the Health Education England (HEE) workforce plan for 2015-16 it was 
stated: “In the longer term HEE is increasing training volumes so that any structural shortfall can be 
closed in future years.”3  
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The gap between the size of the current consultant workforce and that needed is too large for it to 
be closed in an acceptable timeframe simply by increasing training numbers. To do so would require 
an increase from the current base of around 200 new trainees each year to around 455 for each of 
the next 5 years, as modelled below. Training programmes could not cope with an increase of this 
magnitude.  
 
Closing the gap will therefore require a combination of increased training numbers, innovative 
models of training to make the most of existing capacity, and recruitment from outside of the UK. 
Innovative models of training already exist in the form of three radiology academies (in Leeds, 
Plymouth and Norwich) whose establishment together with investment in electronic learning 
materials enabled a significant increase in trainee intake in the early 2000s. Establishment of 
additional academies in other parts of the country, together with further enhancement of the 
electronic learning materials, could enable significant numbers of additional trainees to be appointed 
each year without detrimental effects on training.  
 
Addressing the structural shortfall by increasing training numbers alone  
It is important to consider the implications of this option, in order to appreciate its impracticality.  
 

 Increasing the number of new radiology trainees to 455 starting ST1 training each year for 
the next five years, starting in 2016 until 2020, would provide around 405 radiologists 
entering the consultant workforce between the years 2022 and 2026. This figure takes into 
account that 11% of those completing training will not work as consultants in England.   

 

 The number of new consultants will therefore far exceed those retiring, to the extent that the 
increase in headcount will gradually lead to the target of eight WTE consultants per 100,000 
people being met in 2026.  
 

 According to the NHS Oriel medical training recruitment website there are 207 ST1 radiology 
training places in England starting in 2015. On this basis we can calculate the additional 
training places required to increase training numbers to 455:  
 
There would need to be an additional 248 training places in 2016 (and thereafter until 
2020).   

 
 
 

Table 4. Increase in headcount required to meet the target of 8 WTEs per 100,000 people 
by 2026 – Part 1 
 

Year Headcount 
beginning of 
year 

Entrants  during 
year 

Exits during 
year 

Headcount end 
of year 

2022 3,398 405 76 3,727 
2023 3,727 405 91 4,041 
2024 4,041 405 77 4,369 
2025 4,369 405 87 4,687 
2026 4,687 405 72 5,020 

 
 
 

Table 5. Increase in headcount required to meet the target of 8 WTEs per 100,000 people 
by 2026 – Part 2 
 

Year Headcount end 
of year 

WTEs Population  WTEs per 
100,000 

2022 3,727 3,503 57,358,081 6.11 
2023 4,041 3,799 57,759,588 6.58 
2024 4,369 4,107 58,163,905 7.06 
2025 4,687 4,406 58,571,052 7.52 
2026 5,020 4,719 58,981,049 8.00 
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1.2 Detailed / component forecasts 
 
1.2.1. Consultant radiologists-population ratio  
Population growth can be used as one indicator of increasing health service demand. The RCR 
2014 census reported the number of whole-time equivalent (WTE) consultant radiologists in England 
as being 2,503, serving a population of 53.8 million. This works out to be 4.6 per 100,000 people – a 
decrease from 4.7 in 2012. In only two regions has this figure increased, while the remaining saw 
static or decreasing WTE figures for their growing populations. It must also be noted that the 
calculations for 2014 are based on the 2013 Office for National Statistics (ONS) population dataset4 
(ONS data is due to be released in July 2015). Therefore, a further decrease in WTE consultants per 
100,000 people is likely due to a rise in population since 2013. 
 
 

Figure 1. Percentage increase/decrease in WTE consultants per 100,000 population, 2012 – 
2014 England 
 

 
In parentheses – 2012 WTE per 100,000 to 2014 WTE per 100,000 
WTE figures rounded up to one decimal point.  

 
Meeting health and service needs 
A health and service needs approach has been advocated as a model to estimating future health 
workforce size5. This is an approach that the RCR supports. Evidence of the increasing demands 
made on radiologists in the NHS, in diagnosing diseases and contributing to management of patient 
care, can be found in Sections 1.2.4 to 1.2.9. As such, the RCR believes that the NHS in England 
requires a minimum of eight WTE consultant radiologists per 100,000 people 1. This level of 
resource will help to satisfy the demands made on radiology services. It would also bring the UK in 
line with comparable European countries.  
 
To allow for eight WTE consultants per 100,000 population in 2015 (estimated population for 
England is around 54.6 million):  
 

 The current number of 2,503 WTE consultants should instead be 4,370.  
 

 As of 31 March 2014, there was a headcount of 2,663 (including some working less than full-
time) providing the work of 2,503 WTE consultants – a ratio of 1.06:1.00.  

 

 By applying this ratio, it is possible to calculate that there needs to be a headcount of 4,632 
to provide the work of 4,370 WTE consultants. An additional 1,969 consultant radiologists 
are required in 2015. 
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Population increase 
The Office for National Statistics has projected that population figures for England will increase to 
56.6 million by 2020 and 58.6 million by 2025.6 It is reasonable to assume that by 2022 the 
population for England will around 57.4 million. Therefore to achieve the target of eight WTE 
consultants per 100,000 people in 2022 there need to be 4,589 WTE consultants, or a headcount of 
4,864. This represents a substantial increase on the 2014 headcount figure of 2,663. An additional 
2,201 consultant radiologists will be required by 2022. 
 
Ageing population 
Workforce planners need to take into account that the population is not only increasing but also 
ageing. This has implications for radiology departments. Hospital outpatient activity data for England 
during 2013-14 show that those aged 60 and above accounted for 40% of all radiology attendances 
(700,000 out of 1.78 million)7. Patients in the age groups 60 to 64 and 65 to 69 used radiology 
services the most. UK population projections from the Office for National Statistics estimate that 
those aged 65 and above will increase from 14.4 million in 2012 to 17.3 million in 2022 and 20.8 
million by 20328. Increasing numbers of the elderly are likely to have a greater effect on demand for 
radiology than many other medical specialties.  
 
1.2.2. Unfilled consultant radiology posts 
Demand for consultant radiologists in the NHS is already far outstripping their supply. Evidence of 
this is the significant number of unfilled consultant posts and the length of time these posts are left 
vacant.  
 

 As of 31 March 2014, the total number of substantive consultant posts was 3,001, of which 
338 were unfilled.  
 

This represents 11% of total posts, although in some regions the percentage was high as 17% - see 
Table 6. 
 
 

Table 6. Unfilled consultant posts by region, 2014 
 

Region Total substantive 
posts 

Unfilled posts Unfilled posts (% of 
total) 

East Midlands 201 31 15% 
East of England 275 35 13% 
London 574 35 6% 
North East 157 19 12% 
North West 449 75 17% 
South Central 232 18 8% 
South East 199 34 17% 
South West 300 22 7% 
West Midlands 317 40 13% 
Yorkshire & Humber 297 29 10% 

England 3,001 338 11% 

 
Particular ‘hotspots’ can be found in the North West (75 unfilled posts) and West Midlands (40). This 
is graphically illustrated in Figure 2.  
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Figure 2. Unfilled consultant posts in the UK, 2014 
 

 

 
 

Further evidence that NHS trusts are experiencing considerably difficulty recruiting consultant 
radiologists:  
 

 Of the 338 unfilled posts, 138 (41%) have been advertised but trusts failed to appoint. In 
many cases, this was due to a lack of suitable candidates being identified for interview or 
appointment, or there were no candidates applying in the first place.  

 

 Recruitment difficulties have meant that most consultant radiology vacancies remain unfilled 
for considerable periods of time. Figure 3 shows that 50% (n = 168) of the 338 vacancies 
reported on 31 March 2014 have been unfilled for eight months or more, and 41% for more 
than one year. Again, as with unfilled posts being advertised but failing to appoint, the 
difficulty stems from a lack of suitable candidates applying or being identified for 
appointment. 
 

 There was a 72% increase in the number of unfilled posts in the UK over four years between 
2010 and 2014. 
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Figure 3. Percentage of unfilled consultant radiology posts left vacant by time period – 
England, 2014 
 

 
Number of unfilled posts in parentheses. 

 
 
1.2.3. Excess work currently undertaken by radiologists 
The RCR 2014 census collected information on the amount of excess work undertaken by 
consultant radiologists. As stated in section 1.2.1, the 2014 figure for WTE consultant radiologists in 
England was 2,503. Calculation of WTE figures conform with the current NHS convention of 
excluding programmed activities (PAs) that exceed ten PAs. Ten PAs represents 40 hours of work 
per week. However, many consultants work in excess of ten PAs, mainly out of professional 
necessity to meet workload demands made on their services. If this excess were taken into account 
the uncapped WTE figure for 2014 would be 2,687. The overall excess would be 184 WTE 
consultants (i.e. the difference between the conventional and uncapped WTE figures) and this 
represents a shortfall in the number of consultants if they were to all work to a limit of ten PAs.  
 
1.2.4. Increase demand for diagnostic imaging  
Accurate and timely diagnosis of disease and injury is a cornerstone of medical care. Millions of care 
episodes in the NHS now involve clinical radiology at some stage. The increasing demand for x-ray, 
imaging, scanning and ultrasound examinations is a reflection of how advanced medical technology 
can contribute to the diagnosis and management of cancer and other serious conditions affecting 
patients.  
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Figure 4. Imaging and radiodiagnostic examinations for England – actual (2003 to 2014) and 
projected (2014 to 2023) numbers 
 

 
Data source:  
2003-04 to 2013-14 – NHS England. Annual imaging and radiodiagnostic data. Leeds: NHS 
England, 20149 
 
2013-14 to 2022-23 – projected figures based on average annual increases derived from 
2003-2004 to 2013-14 data 

 
 
Effective use of this technology is reliant on radiologists diagnosing diseases from the resulting 
images and discussing and working with GPs and other clinicians to optimise patient treatment and 
care. It is recognised that access to imaging and reporting underpins 80% of all clinical decisions 
throughout the patient pathway10. 
 
2003-04 to 2013-14 
Figures from NHS England for 2003 to 2014 show a substantial increase in the number of 
examinations for each key radiological modality11. The average year-on-year increase for:  
 

 MRI exams - 12.3% 

 CT exams - 10.1% 

 Ultrasound - 5.3% 

 X-rays - 1.4%.  
 
In total, the number of radiology examinations has risen by 42%, from 28.8 million to 40.9 million.  
 
2013-14 to 2022-23 
Many trainee radiologists starting training in 2016 will become consultants in 2022-23. By then, it is 
projected that the number of MRI, CT, ultrasound and x-ray examinations will have risen 
considerably – in total, to 62.1 million examinations (see Figure 4). The workload associated with 
such an increase cannot be delivered unless there is a significant increase in the consultant 
radiology workforce.  
 
1.2.5. MRI and CT examinations  
In terms of volume of different types of radiology examinations, the biggest percentage increase in 
the next ten years will be in MRI and CT. The RCR projects that the number of MRI examinations 
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will increase from 2.7 million in 2013-14 to 7.8 million in 2022-23, and CT examinations from 5.2 
million to 12.3 million over the same period. The projection is based on the following:  
 

 Continuation of the upward trend in the number of MRI and CT examinations starting from 
2003-04 until 2013-14 (see Figure 4) 

 

 The number of CT scanners in the UK has increased from 7.29 per million people in 2002 to 
8.66 in 2012, and MRI scanners from 4.99 to 6.81 in the same period12. This upward trend is 
expected to continue. Especially so, if recommendations made by the RCR to increase the 
number of CT and MRI scanners in the NHS by 33% are accepted as part of the new 
national cancer strategy13 (the UK currently has fewer CT and MRI scanners per head of 
population than most European and OECD countries).   

 

 Expectations and demand from patients, carers and other healthcare professionals that 
advanced technologies such as MRI and CT scanners should be increasingly used in 
healthcare. Revised and new clinical guidelines continue to cause switching of imaging 
activity from modalities such as fluoroscopy and ultrasound to CT and MRI. The threshold for 
use of CT and MRI is also being lowered. For example, growth in cardiac imaging is set to 
rise significantly as radiation dose rates per scan in CT reduces (and the use of such 
imaging thus becomes safer), and therefore allowing filtering of all patients presenting with 
chest pains. There is increasing use of MRI in the diagnosis of dementia, which coupled with 
increasing prevalence of dementia associated with an ageing population (see Section 1.2.1.), 
will lead to further growth in MRI scanning. 

 
Increase in images per examination 
As well as an increase in the number of MRI and CT examinations, the number of images produced 
by these examinations is much greater compared to the radiology modalities they are replacing, e.g. 
X-ray. The added value of MRI and CT technologies in diagnosing disease is that they cover several 
body regions (e.g. chest, abdomen and pelvis) during an examination. Compared to a single plain X-
ray, MRI and CT are complex, large data volume examinations with multiple images produced, and 
therefore for a single patient episode it takes longer to report competently by a consultant 
radiologist. This clearly has implications on workload, including mental effort expended, when CT 
and MRI reporting is undertaken. For example, in CT the radiologist was looking at 50% to 75% 
more images per examination in 2010 than three years earlier14.  
 
1.2.6. Participation in multidisciplinary meetings  
Multidisciplinary meetings (MDTMs) are integral to the delivery of optimal care, allowing for 
formalised communication between radiologists, oncologists, physicians and surgeons. Through 
MDTMs survival outcomes improve when, for example, managing breast cancer15. The improvement 
in survival is partly related to the specialist review of diagnostic imaging by radiologists and resultant 
alterations in patient management plans.  
 
However, recent studies have reported an expansion in the number of cases discussed in MDTMs, 
which impacts on the workload and time commitment of radiologists. This is to an extent where the 
benefits gained through MDTMs are being threatened16. Data from the RCR 2014 census show that 
90% of radiology consultants spent on average between 0.5 and 1.5 sessions per week preparing 
for and attending MDTMs. This represents between 5% and 15% of a full-time consultant’s work. 
Qualitative comments made through the RCR census highlighted the difficulties services had in fully 
committing to MDTMs, and also that many radiologists were using their own, unpaid, time to prepare 
for MDTMs.      
 
1.2.7. Expectations of patients and health professionals  
As part of a responsive health service radiology services are expected to make timely diagnosis, or 
exclude serious pathology, of conditions such as cancer. Diagnosis of cancer at an early stage by a 
radiologist can help to initiate successful treatment before the cancer becomes untreatable. This 
expectation is not always being met by radiology services, due mainly to a shortage of radiologists, 
as seen departments failing to meet their full reporting requirements.  
 
Timely reporting of radiology examinations  
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Data from the recent RCR census shows that 90% of radiology departments in England failed to 
meet their full reporting requirements for the period 1 April 2013 to 31 March 2014. Surveys of 
departments conducted by the RCR have highlighted the extent of the problem. On a particular day 
– 26 February 2015 – it was revealed that over 300,000 patients were waiting more than a month for 
the results of their X-rays or CT and MRI scans17. The findings of this survey were covered by the 
national press with the suggestion that a person’s chances of surviving are much lower if there was 
delay in diagnosing cancer18.  
 
Out-of-hours radiology 
Radiology departments are being challenged to provide routine inpatient and emergency imaging in 
the evenings, at night and/or the weekends. This provision also includes radiologists being available 
to interpret scans and images and discuss the findings with other physicians or surgeons. According 
to the RCR 2014 census, 73% of consultant radiologists already work evenings, nights and/or 
weekends on a regular basis. However, this has a knock-on effect as departments lose sessions 
during the week to allow these radiologists to rest and compensate them for this arrangement. The 
calls for 24/7 radiology will no doubt continue. It has been advocated by the Department of Health, 
who not only see the clinical benefits of such an arrangement but also an economic one in fully 
utilising expensive NHS facilities and equipment.19 However, this will lead to scanning equipment 
being overused, resulting in more break-downs and replacements required more quickly20. 
 
1.2.8. Tackling cancer  
Approximately one-third of the population will develop a cancer in their lifetime. Recent projections 
estimate that one in two people born after 1960 in the UK will be diagnosed with some form of 
cancer over the course of their life21. Radiology is expected to play a central role in diagnosing 
cancer early and therefore laying the basis for successful treatment. The centrality of radiology is 
reflected in recent National Institute for Health and Care Excellence (NICE) guidelines on the 
recognition and referral of suspected cancer 2. The guideline effectively lowers the risk threshold for 
GP referral of many cancers for investigations, such as by X-rays and CT and MRI scans. The 
implications of the new guideline on workload in radiology services are still to be fully considered, 
but will result in a large increase in imaging demand.   
 
NHS England announced in January 2015 new initiatives as part of an early diagnosis programme 
for cancer services22. However, if these initiatives are implemented beyond the piloting stage, they 
can only be successfully realised if there are adequate numbers of radiologists in place. These 
initiatives include offering patients the option to self-refer for diagnostic tests and lowering the 
threshold for GPs to refer patients for imaging examinations. The RCR position is for strengthening 
the relationship between general practice and radiology services, to allow for effective 
commissioning and greater integration of primary and secondary care. For patients this could mean 
early diagnoses of potentially serious conditions being made.  
 
1.2.9. Cancer screening programmes  
In submitting evidence to the development of a new cancer strategy for England, the RCR 
highlighted the role radiologists can have in making more rapid and consistent diagnosis of cancer 
using enhanced and developing imaging techniques13. The primary objective of any strategy for 
cancer should be its prevention or early identification to allow for more successful treatment and 
outcome. National screening programmes are central in realising this objective. However, any 
expansion of current, or introduction of new, screening programmes will place an increased burden 
on radiology services. Three possible initiatives could be rolled-out by the early 2020s:  
 

 NHS Breast Screening Programme – extending the programme to cover women aged 47 to 
73 (currently, only those aged 50 to 70 are covered). Trials are being conducted to evaluate 
the potential benefits of this extension23. If the extension was implemented now, according to 
population figures from the Office for National Statistics, the number of women potentially 
covered in the UK would increase from around eight million (aged 50 to 70) to 10.2 million 
(aged 47 to 73).  
 

 CT-based lung screening programme – could be introduced (dependent on ongoing trials) 
targeted at current and former smokers aged 55 to 74. About 40,000 people develop lung 



Page 12 

  

 

cancer each year in the UK. The intention is to identify lung cancer at a very early stage so 
that it can be treated successfully.24  
 

 Ultrasound-based ovarian cancer screening programme – could be introduced (dependent 
on the results of trials) for women aged 50 to 74. The number of women falling into this 
category is 9.03 million (ONS population estimates 2013).  
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1.3 Forecast supply from HEE commissioned education 
 
The position of the RCR is that there needs to be an increase in the number of training posts in 
radiology. This is to address serious concerns the RCR has over the future size and therefore ability 
of the consultant workforce to deliver quality clinical care. Projections of increased demand for 
imaging services and radiologists, as well as the consequences of not meeting these demands, 
have been presented in Section 1.2. The evidence that follow is mainly based on data collected by 
the RCR in its role of supporting training, on trainee numbers and projections on numbers expected 
to enter the consultant workforce. 
 
1.3.1. Recruitment into radiology training  
Clinical radiology is one of the most popular medical specialties in terms of number of applicants for 
recruitment into training posts. This is demonstrated by the following: 
 

 A 100% fill-rate for the 207 ST1 radiology posts in England starting in August 201525. During 
selection stage 479 applicants were deemed appointable to these posts.  
 

 A competition ratio (applicants per post) for radiology training that exceeds the overall ratio 
for all medical specialties for the last three years of CT1/ST1 recruitment – see Table 7 and 
Figure 5. 

 
These figures indicate that there is an adequate supply of potential trainees should the number of 
training posts increase in the near future. During the 2014 recruitment round, 367 of the 798 
applicants (46%) for the 227 training posts in radiology applied only for this specialty. For the 2012 
to 2014 recruitment rounds there were between 3 and 4 times as many applicants than training 
posts in radiology. 
 
 

 

Table 7. Competition ratios (applicants per post) for ST1 radiology training posts – 2012 to 
2014 
 

Year Applications Posts Competition ratio 

2012 693 181 3.8 
2013 751 185 4.1 
2014 798 227 3.5 
 

Source: NHS Medical and Dental Recruitment and Selection website26 

 
 
 

Figure 5. Comparison of competition ratios for CT1/ST1 training posts – 2012 to 2014 
 

 
Source: NHS Medical and Dental Recruitment and Selection website 

 
1.3.2. Attrition 
Of the 942 who started radiology training in England between 2010 and 2014 a very small proportion 
– 7% (n=66) – dropped out and had no plans to complete. It is inevitable that some trainees will drop 
out of future radiology training programmes but the numbers are expected to be small based on past 
trends. 
 
Projections of attrition levels for consultant radiologists – the main reason being retirement – are 
discussed in Section 1.4.2. 
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1.3.3. Completion of radiology training 
Specialty training in radiology aims to ensure that trainees are fully competent to provide a high 
quality service at consultant level in the NHS. The skill and knowledge levels, and attributes, 
expected on completion of training are detailed in the RCR specialty curricula for clinical radiology27 
and interventional radiology28.  
 
The minimum length of the training programme for clinical radiology is five years, and for 
interventional radiology six years. However, trainees have, and many take, the option to train less 
than full-time (LTFT) and/or take time out of training for out-of-programme research or training, 
maternity leave and other causes of absence. This has the effect of extending the length of training. 
Table 8 provides an estimate of the number of trainees in each English region expected to complete 
their training from 2015 until 2020. The estimate is based on setting the date of completion five 
years, or six years in the case of interventional radiology, after the trainee has started his or her 
training programme, or during the course of the training programme on what the trainee (i.e. starting 
training LTFT, maternity leave, etc.) has told the RCR. For 2021 and 2022, a projection for England 
has been made should current (i.e. 2014 and 2015) numbers of training posts remain the same for 
2016 and 2017.  
 
 
 

Table 8. Estimated numbers of trainees completing radiology training programmes in 
England – 2015 to 2020 
 

Region 2015a 2016 2017 2018 2019 2020b 2021 2022 

East Midlands 12 16 15 14 16 N/A   
East of England 17 14 17 16 21 N/A   
London 51 54 61 37 47 N/A   
North East 5 10 9 12 11 N/A   
North West 24 32 20 30 29 N/A   
South Central 7 19 21 21 13 N/A   
South East 4 4 5 9 9 N/A   
South West 15 17 21 20 22 N/A   
West Midlands 15 13 17 20 21 N/A   
Yorks & Humber 31 26 22 28 26 N/A   

England – total 181 205 208 207 215 207 210c 210c 
 

a2015 – actual (n=30) and expected (n=151) completions 
b2020 – regional breakdown currently not available 
c2021 and 2022 – estimates based on continuation of current number of training posts 

 
 
1.3.4. Trainee to consultant continuum 
Data from the most recent RCR census were examined to see how many radiologists completing 
training in England between 1 April 2012 and 31 March 2013 were working as consultants on the 
census date of 31 March 2014. The designated one- to two-year time gap, for this investigation, 
between the completion of training and the census date was thought appropriate to allow for 
radiologists to apply for, or take time out for research, study or further training before starting a 
consultant job.  
 
Current employment status  
Of the 153 who completed training in England between 1 April 2012 and 31 March 2013, 66% 
(n=102) were found to be working in the UK, mainly as NHS consultants, within one to two years. 
Those radiologists who no longer live or work in the UK or hold a GMC licence to practise made up 
9% of the sample. The current employment status of 25% of the sample is unknown. The RCR is 
planning further work in this area, to find out more about the ‘unknowns’ and also motivations for not 
immediately pursuing a NHS consultant post.   
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Table 9. Current status of radiologists completing training in England between 2012-2013 
 

Status  Headcount  % of total  

UK NHS consultant post 96 63% 
UK Academic (university contract) post 2 <1% 
UK Mixed NHS consultant/academic post  1 <1% 
UK Staff grade or equivalent or other NHS 
post 

3 2 

Living/working outside of the UK 12 8 
No GMC license to practise  1 <1% 
Unknown 38 25 

Total 153 100 

 
 

Country of work 
For those completing training between 1 April 2012 and 31 March 2013 in England whose current 
whereabouts are known, 84% (n=97) remained in the country to work, mainly as NHS consultants. 
Sixteen percent moved out of England - 5% to another UK country to practise radiology, and 11% 
outside of the UK. The last figure corresponds with the findings of an earlier study by the RCR, 
which found that 11% of those completing training between January 2009 and December 2013 are 
now based outside of the UK. It must be noted that these figures do not include the ‘unknowns’ in 
the sample. 
 
 
 

Table 10. Country of work 1-2 years after completing radiology training in England  
 

Country Headcount % of total  

England 97 84% 
Northern Ireland 0 0% 
Scotland 2 2% 
Wales 3 3% 
Outside of UK 13 11% 

Total 115 100 

 
 
Trainees completing training in other UK countries  
During the same period – 1 April 2012 to 31 March 2013 – 43 radiologists completed their training in 
Northern Ireland, Scotland or Wales. Five of these radiologists (two from Wales and three from 
Scotland) chose to work as consultants in England as of 31 March 2014. This figure balances the 
five radiologists who trained in England and chose to work as consultants in another UK country.    
 
 
New consultants 
Of the 97 who were trained in England and remained in the country to work as consultant 
radiologists the following details can be ascertained:  
 

 Number working LTFT = 15; full-time = 82 
 

 The university from which the 97 new consultants gained their primary medical qualification 
was obtained through the GMC database, to indicate (although not with absolute certainty) 
their country of origin. Based on available data, the numbers coming into England to train 
and remain to work as consultant radiologists is similar to numbers leaving the country after 
completing their training. 
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Table 11. Country of origin of new consultants trained and working in England  
 

Country Headcount % of total  

England  75 77% 
Rest of the UK 6 6% 
Outside of the UK 16 16% 

Total 97 100% 
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1.4 Forecast supply – other supply and turnover 
 
Factors influencing future supply of radiologists: 
 
1.4.1. Less than full-time working  
As of 31 March 2014, there were 617 consultant radiologists working less than full-time (LTFT) in 
England, representing 23% of the workforce. The extent of LTFT working has increased since 2010. 
 
 

Table 12. Less than full-time working, England 2010 to 2014 
 

 2010 2012 2014 

Number working LTFT 434 535 617 
% of workforce working LTFT 19% 20% 23% 

 
 
 

Figure 6. Headcount of male and female consultant radiologists in each age group working 
less than full-time, England 2014 
 

 
 
 
The 2010 to 2014 increase in LTFT working may be part of a long-term upward trend. When 
examining those working LTFT, women are much more likely than men to fall into this category. 
Figure 6 shows that 42% of female consultants (395 out of 947) in 2014 worked LTFT compared to 
only 13% of male consultants (222 out of 1,716). Women are much more likely than men to work 
LTFT in all age groups. At the same time there is a gradual process of change in the gender 
makeup of the consultant workforce. Currently, 36% are women but this increases to 41% in the 35 
to 39 age group. Amongst trainees expected to complete their radiology training in 2015 to 2019, 
42% (503 out of 1,196) are women. These trends mean that the extent of LTFT working amongst 
consultant radiologists could grow in the long term.    
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Less than full-time working has implications in the supply of WTE consultant radiologists. 
Radiologists working full-time and LTFT are aggregated to provide a headcount figure and, in turn, a 
lower figure for WTE consultants is derived. As already mentioned, the current national ratio is 2,663 
headcount to 2,503 WTEs, or 1.06:1.00. Any calculation as to workforce supply, usually expressed 
as WTEs, will need to take this ratio into account. This thinking should also apply when determining 
the number of training places in radiology, e.g. 100 trainees would result eventually (although not 
immediately) in 94 WTE consultant radiologists. 
 
1.4.2. Retirement 
The single main reason for leaving the consultant radiology workforce is retirement. Therefore, it is 
worth focussing on the numbers of consultants expected to retire from the NHS in England over the 
next 15 years. Based on date-of-birth details collected by the RCR, it is possible to forecast the 
numbers of consultant radiologists in the current workforce retiring year-by-year up to 2029 (see 
Table 13). The forecast is based on a retirement age of 62 (the mean and median ages of those 
retiring during 2013-14). 
 
It is forecast that 23% (n=706) of the current workforce will retire by 2022. By 2029 it will be 46% 
(n=1,225). The average number of retirements per year will be around 80 (although for some years it 
is forecast that retirements will exceed 90). 
 
 

Table 13. Numbers of consultant radiologists in the current workforce expected to retire from 
the NHS in England – 2015 to 2029 forecast 
 

  Cumulative totals 
Year Retirements Retirements % of 2014 workforce 

2015 63 63 2% 
2016 80 143 5% 
2017 79 222 8% 
2018 94 316 12% 
2019 69 385 14% 
2020 75 460 17% 
2021 79 539 20% 
2022 76 615 23% 
2023 91 706 27% 
2024 77 783 29% 
2025 87 870 33% 
2026 72 942 35% 
2027 86 1028 39% 
2028 89 1117 42% 
2029 108 1225 46% 

 
These retirements represent experienced consultants exiting the workforce. The number of 
retirements should be a factor when determining the number of training places required, in 
replenishing the consultant workforce to meet population-based health and service needs (the view 
of the RCR is that there should be eight WTE consultant radiologists per 100,000 people – see 
Section 1.2.1). 
 
Estimated retirements of consultants with specialty interest areas.  
Through the recent RCR census we have identified 298 consultant radiologists described as 
generalists (with or without an area of specialty interest) and working in England who are expected 
to retire by 2019. The vast majority of consultants, as well as being generalists, also have expertise 
in one or more specialty areas of radiology. The retirement of these radiologists will therefore impact 
on the delivery of specialist services in radiology. Those specialties most affected by expected 
retirements in the next five years are listed in Figure 7.  
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Figure 7. Estimated count of retirements by subspecialty interests in the next five years 
(England, 2014 to 2019) 
 

 
 
 
1.4.3. Outsourcing  
As already mentioned, a significant problem exists in radiology departments meeting their full 
interpreting and reporting requirements. This is mainly due to an inadequate number of radiologists 
working within their contracted hours. As a necessity, departments are using either, or a 
combination of, additional paid reporting, ad-hoc locums and outsourcing to commercial companies, 
to address their reporting shortfalls. Radiology departments in the UK are increasingly turning to 
these methods, as detailed in Table 14.   
 

 

Table 14. Methods used to meet shortfall in reporting requirements 
 

 % of respondents 

Methods used to meet shortfall (multi-response) 2010 2012 2014 

Additional paid reporting by own radiologists outside contracted 
hours  

62% 57% 79% 

Outsourcing of reporting to an independent sector company  33% 34% 58% 

Employing ad-hoc locums 29% 38% 48% 
 

Information from RCR census reports, 2010 to 2014 
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Departmental spend on outsourcing (for the period 1 April 2013 to 31 March 2014) was collected 
through the RCR census. Included in this consideration is overnight and daytime outsourcing to 
teleradiology companies, employment of ad-hoc locums and additional payments to radiologists 
already contracted to the department (also called ‘insourcing’). Table 15 details the known and 
projected spend by region. In summary:  
 

 Known spending for outsourcing across England totalled just over £36.4 million. This is 
based on information submitted by 105 radiology departments. 

 

 Total spending has been projected to be just under £47 million. The projection is based on 
ascertaining the mean spend figure from the 105 departments and applying it to the 140 
departments who indicated they outsourced.  

 

 The projected spending on outsourcing is equivalent to the combined annual salaries of 555 
NHS consultants (point 5 of the 2014 pay scale for England). 

 
 

Table 15. Radiology departmental spend on outsourcing in England – 1 April 2013 to 31 March 2014 
 

 
 

No. of depts. 
submitting 
expenditure 
data 

Total 
expenditure 

Mean 
expenditure 

No. of 
depts. 
outsourcing  

Projected 
expenditure  

Projected 
expend. / 
consultant 
salary 

East Midlands 7 £2,160,959 £308,708 8 £2,469,667 29 
East of England 9 £3,254,761 £361,640 16 £5,786,242 68 
London 11 £3,300,395 £300,036 20 £6,000,718 71 
North East 3 £588,000 £196,000 8 £1,568,000 19 
North West 19 £7,251,058 £381,635 22 £8,395,962 99 
South Central 7 £2,354,050 £336,293 9 £3,026,636 36 
South East 10 £6,249,959 £624,996 10 £6,249,959 74 
South West 12 £2,579,757 £214,980 15 £3,224,696 38 
West Midlands 15 £4,847,525 £323,168 18 £5,817,030 69 
Yorks & Humber 12 £3,820,554 £318,380 14 £4,457,313 53 

England -Total  105 £36,407,018 £336,584 140 £46,996,223 555 
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Section 2 - Drivers of service demand change 

Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new 
evidence which impacts in the light 
of this - do you think there is the 
need for a different message for 
Framework 15? 
Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term, specifically:  

We believe that our 
population is getting 
older, and that for our 
workforce, preferences for 
a change in patterns in 
working is increasing. 

Population: The Office for National 
Statistics project those aged 65-
plus will increase to around 17.3 
million in 2022 and 20.8 million by 
2032.  
 
Workforce: There is evidence from 
the recent RCR census that the 
extent of less than full-time (LTFT) 
working is increasing. Currently, 
around 23% of the consultant 
radiology workforce work LTFT. As 
consultants get older there is an 
increasingly likelihood that they will 
work LTFT – 40% of those aged 
60-64 do so, compared to less than 
15% in those aged in their 30s.  
 
Framework 15 should also take 
into account that women are much 
more likely than men to work LTFT. 
RCR census data for consultants 
demonstrate this (42% female: 
12% male consultants). There is 
also a gradual process of change 
in the gender make-up of the 
workforce (around 40% of trainees 
and consultants aged 40 or below 
are women).  
 
LTFT working is increasingly seen 
as part of a flexible workforce in 
radiology. The flexibility is in 
allowing for more effective 
utilisation of staff and optimal use 
of resources to provide services 
outside of normal working hours. 
However, if more consultants have 
a preference for working LTFT 
working, it will have implications for 
workforce planning including future 
training numbers. 
 

How do you think this will have an impact 
as a driver of service demand? 
 
An ageing population has been identified 
as a main driver of service demand in 
radiology. This is because those in the 
age group 60 and above, compared to 
other age groups, use radiology services 
the most – these people accounted for 
40% of 1.78 million radiology 
attendances according to 2013-14 
hospital activity data issued by the Health 
and Social Care Information Centre. 
Increasing numbers of the elderly are 
therefore likely to increase demand for 
radiology compared to many other 
medical specialties.  
 
The Independent Cancer Taskforce in 
their recent report recognised the needs 
of older people in respect to diagnosing 
cancer.1 More than one-third of cancer 
diagnoses occur in the elderly, and when 
diagnosed it is likely to be in an 
emergency setting and the cancer at a 
late stage (meaning it is less amenable 
curative treatments). This indicates 
substantial service demands and needs 
(i.e. for routine imaging to identify cancer 
at an earlier stage) are going unmet.   
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The influence of 
technology is growing in 
healthcare and beyond, 
with staff and patients 
using it to increase 
personalisation and 
control in their life. What 
will be its possible impact 
in healthcare in the years 
ahead? The influence of 
genomics and research 
will also play a vital part. 

MRI and CT scanners are 
advanced technologies and their 
sophistication and capabilities 
expected to increase. This enables 
radiologists to better identify (or 
confirm the absence of) cancers 
and other serious conditions at an 
earlier stage. This in turn 
influences expectations and 
therefore the demand for the use of 
these technologies. The number of 
CT and MRI scanners per million 
people has increased in England 
(albeit from a low base compared 
to other OECD countries) and this 
increase is expected to continue. In 
our evidence submission to the 
Independent Cancer Taskforce, the 
RCR recommended 33% more CT 
and 20% more MRI scanners as 
being necessary part of the 
national cancer strategy for 
England2. A report commissioned 
in 2015 by Cancer Research UK - 
Horizon scanning: an evaluation of 
imaging capacity across the NHS 
in England – found that demand for 
CT and MRI scans is likely to 
increase by around 9% per annum 
for at least the next 5 years3.  

How will technology and innovation 
impact on service demand in the near 
future, and what education/training will 
the current workforce need to meet that 
demand? 
 
Better and more technologies, such as 
CT and MRI scanners, will raise 
expectations and therefore the demand 
made on radiology services. We have 
already seen a 10% to 12% year-on-year 
increase since 2003 in the number of CT 
and MRI examinations and there is no 
real indication that this trend will 
diminish. On the contrary, demand is 
likely to increase. Current thinking 
amongst policymakers is for substantially 
more use of diagnostic technologies to 
improve population health and patient 
outcomes through earlier diagnosis of 
cancer and other serious conditions. For 
example, recent guidance published by 
NICE recommends that adults presenting 
to GPs with clinical features associated 
with a positive predictive value of 3% or 
more for cancer should be referred 
urgently for investigation which more 
often or not takes the form of diagnostic 
imaging. However, the NICE guidance 
does not take into account that NHS 
radiology services are struggling to cope 
with current levels of demand. A RCR 
survey in September 2015 identified 
around 230,000 patients in England 
waiting more than a month for results of 
X-rays and scans4.   
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Wider factors are creating 
global pressures to 
constrain the cost of 
publicly funded 
healthcare, with the wider 
concept of wellness 
increasingly taking root, 
which people will expect 
the health service to 
respond to. 

Investment now to increase the 
size of the radiology workforce 
could pay dividends in the future in 
helping to constrain wider spending 
in the NHS. The Independent 
Cancer Taskforce places early 
diagnosis of cancer at the centre of 
its economic modelling in 
contributing to the £22 billion 
efficiency savings that the NHS is 
aiming to realise by 20201. The 
rationale is that the cost for the 
NHS of treating an early stage 
cancer is much lower than treating 
a later stage cancer. Radiology can 
also contribute to overall NHS cost 
savings in other ways. Rapid 
access to x-rays and scans can 
prevent hospital admissions, 
inpatient stays and allow earlier 
discharge in many situations. 
 
In the past 20 years the financial 
efficiency of imaging has 
increased, driven by reductions in 
cost of equipment, introduction of 
IT technology and increased 
workforce productivity. However, 
these financial efficiency gains are 
being compromised by radiology 
departments having to pay out 
substantial amounts for 
agency/locum staff and overtime 
payments due to inadequate 
staffing numbers to meet workload 
demands. 
 

Economics will play a part in influencing 
service demand and NHS funding will 
shape service demand in the near future 
(QIPP, funding, economics). 
 
Clinical needs of patients will continue to 
be the main driver of service demand in 
radiology, and adequate funding must be 
found to meet these needs. The extent of 
the funding required is not insignificant. 
The Five Year Forward View indicates a 
9% per annum growth in NHS costs 
related to cancer over the next 5 years. 
Some of this growth will cover the 
increase in the volume of tests and 
examinations required due to the policy 
drive for earlier diagnosis of cancer. 
 
Economics will also be a main 
determinant in ensuring the increased 
demand for radiology will be met. 
Appropriate payment and reimbursement 
mechanisms must be place to incentivise 
hospitals and professional staff to meet 
this demand. 
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Patients are going to want 
high quality services 
anytime, any place, 
anywhere, with a more 
equal (and challenging) 
relationship with staff, but 
one still based on care 
and a better work life 
balance. 

The Horizon Scanning report 
commissioned by Cancer 
Research UK recommended the 
development of out-of-hospital 
diagnostic centres, or multi-
disciplinary diagnostic centres, that 
are able to offer separate services 
for planned and community care3. 
These centres will be piloted as 
part of the Accelerate, Co-ordinate, 
Evaluate (ACE) programme 
initiated by NHS England. The 
RCR welcomes the piloting of such 
initiatives in overcoming barriers to 
diagnostic imaging, making it 
easier for patients to access 
imaging services and placing such 
services early in the patient care 
pathway.  

What is the shorter-term impact of 
changing patterns of expectations on 
service demand? 
 
Realising the widespread roll-out of 
initiatives to meet preferences for 
anytime, anyplace and anywhere 
services through community based 
diagnostic centres and 7-day diagnostic 
services, is very much dependent on 
adequate radiology workforce numbers 
being in place. This requires a very 
significant increase in training more 
radiologists.  
 
The delivery of planned and community 
care by NHS radiology departments is 
currently being compromised due to 
department’s having to provide services 
to support hospital-based emergency, 
inpatient and cancer care. There is 
simply not the adequate workforce 
numbers to realise on a large scale the 
idea of out-of-hospital diagnostic centres 
or other community-based initiatives at 
present. 
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Section 3 – Patients and population  

Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new 
evidence which impacts in the 
light of this - do you think there is 
the need for a different message 
for Framework 15? 
Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term, specifically:  

With people living longer 
with more people living with 
multiple and complex 
conditions (and with our 
workforce being currently 
predominantly trained to 
treat distinct and different 
disease in isolation after a 
health crisis has occurred). 
How can we educate/train 
the workforce to support the 
prevention of ill health and, 
where ill health occurs, 
support staff to work across 
organisational boundaries to 
support high quality care for 
people with a range of health 
needs (across physical, 
mental health and social 
care)?  

The Independent Cancer 
Taskforce, in its strategy for 
cancer services, recognises that 
the number of people diagnosed 
and living with the disease will 
continue to grow rapidly in the 
foreseeable future. Radiology 
plays a role in increasing survival 
from cancer, through making early 
diagnosis and monitoring of the 
disease in people, and thereby 
allowing oncologists and nurses to 
provide specialised treatment and 
care. The diagnosis of cancer 
underpins any recovery package, 
which also takes into account 
treatment and care, to improve 
patient outcomes. As more 
patients are diagnosed with and 
treated for cancer, more will enter 
programmes of monitoring and 
surveillance. This is one of the 
main drivers of the expected 
increase in demand for imaging in 
the next 10 years. 

What are the possible/likely impacts on 
service demand – activity and 
epidemiology? 
 
An increasing number of people are 
surviving their primary cancers, but 
associated with this is a growing need 
for health services to tailor preventative 
approaches to reduce and monitor 
signs and symptoms of secondary 
cancer. Five-and ten-year survival rates 
for different types of cancers vary from 
around 10% to over 95%, and to 
potentially reduce recurrences of 
cancer there needs to be follow-up care 
and monitoring pathways. We already 
see follow-up care pathways in 
operation for people surviving breast 
cancer, and similar pathways are due 
be rolled out for patients surviving other 
forms of cancer. Increasing cancer 
survivorship will continue to create a 
rising demand for active surveillance 
that involves regular imaging. 
 

Our patients and population 
are likely to be at different 
stages of being informed, 
active and engaged in their 
own healthcare (including 
using for example, data and 
online records), with our 
challenge being to support 
the development of a 
workforce which can support 
high quality care for all 
patients.  

Patients should be supported 
when making decisions about 
their own healthcare. Being 
supported means being informed, 
and this means having access to 
the results of diagnostic 
examinations to discuss any 
treatment options with their GP or 
hospital physician. Findings from 
Cancer Research UK (Horizon 
Scanning report3) show strong 
support for patients having access 
to the reports of their imaging 
studies but a recognition that this 
creates a further demand on the 
time of radiologists.  

How will needs identified by patients 
and the public affect service demand 
in the shorter term? 
 
Time taken to report on the results of 
diagnostic examinations is of utmost 
importance for most patients. A survey 
carried out by the RCR in September 
2015 identified some 230,000 patients 
in England waiting 30 days or more for 
the results of their radiological 
examination3. The delay in reporting is 
mainly due to workload demands made 
on radiology departments, resource 
(including workforce) constraints, and 
the need to maintain high levels of 
quality in providing a professional 
service. 
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Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new 
evidence which impacts in the 
light of this - do you think there is 
the need for a different message 
for Framework 15? 
Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term, specifically:  

Patients will increasingly be 
members of a community 
of health, with the number 
of carers projected to rise 
significantly in the years 
ahead. Five Year Forward 
View highlight four ways in 
which we can engage with 
communities and citizens in 
new ways, to build on the 
energy and compassion that 
exists in communities across 
England, namely:  

 Better support for carers 

 Creating new options for 
health-related 
volunteering 

 Designing easier ways 
for voluntary 
organisations to work 
alongside the NHS 

 Using the role of the NHS 
as an employer to 
achieve wider health 
goals 

The RCR welcomes the idea of 
partnerships with patient groups in 
ensuring the NHS delivers quality 
and responsive services. The 
RCR Lay Members Network are 
consulted and sought for a 
patient’s view in formulating 
guidance documents aimed at 
radiologists and radiology 
departments. This is in recognition 
that a patient’s experience is 
broader than just the clinical 
aspects of care. 
 
 
 
 
 
 

How will these trends affect service 
demand in the short term and how can 
we support patients and communities 
of health through our lever of 
workforce planning? 
 
Increased patient and community 
involvement will no doubt lead patients 
to be more informed in influencing how 
local NHS services should be 
delivered. In terms of radiology there 
will be demands for better patient 
experience, through the provision of 
care pathways designed so that 
patients can access diagnostic services 
in settings and during periods of the 
day and week that are most convenient 
for them. Active patient involvement will 
also lead to the demand for effective 
image waiting lists and reporting turn-
around times for X-rays, CT and MRI 
scans. To meet all these demands will 
require increased capacity, including 
adequate workforce numbers, in NHS 
radiology departments.   
 

Developing substantial 
community provision to 
bring about a substantial 
reduction in the numbers of 
people with learning 
disabilities placed 
inappropriately in 
institutional care is a central 
part of Sir Stephen Bubb’s 
report in 2014 
(‘Winterbourne View – time 
for change ).  

Not aware of any new evidence. What will be the service demand 
impact of the changes to transform 
care for people with Learning 
Disabilities (such as those outlined in 
Transforming Care for people with 
Learning Disabilities)? 
 
Not aware of any new evidence. 

Parity of esteem for Mental 
Health will be supported 
through delivering 
improvements in areas such 
as integration, waiting and 
access targets and in the 
area of psychiatry liaison 

Not aware of any new evidence. What education/training does the 
current workforce require to be able to 
make parity of esteem a reality?  
 
Not aware of any new evidence. 
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Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new 
evidence which impacts in the 
light of this - do you think there is 
the need for a different message 
for Framework 15? 
Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term, specifically:  

Five year forward view 
draws attention to the NHS 
being committed to making 
substantial progress in 
ensuring that the boards and 
leadership of NHS 
organisations better reflect 
the diversity of the local 
communities they serve, and 
that the NHS provides 
supportive and non-
discriminatory ladders of 
opportunity for all its staff, 
including those from black 
and minority ethnic 
backgrounds. 

The RCR supports the 
commitment highlighted in the 
Five Year Forward View 
document. Faced with a workforce 
shortage and domestic 
recruitment problems to fill vacant 
positions for consultant and staff 
grade radiologists, international 
recruitment of staff is seen as an 
attractive option. The UK 
Migration Advisory Committee has 
added radiology to the national 
shortage occupation list to make it 
easier for NHS trusts to fill vacant 
post with international radiologists. 
However, successful recruitment 
and staff retention is very much 
dependent on a supportive 
environment being in place for 
these potential staff members, 
and also opportunities to progress 
in their careers without any 
unnecessary hindrances.  
 
 

How can we use our levers in the short 
term to support this commitment? 
 
HEE should play an active role in the 
international recruitment of radiologists. 
The Independent Cancer Taskforce 
has recommended that HEE implement 
a short-term international effort for 
radiologists to reduce consultant staff 
vacancy rates1. The RCR is in a 
position to advise HEE in developing 
initiatives and programmes to recruit 
and support these radiologists once in 
post. We have produced a Working in 
the UK webpage and present the 
attractions of working in this country at 
international conferences, but it is 
recognised that more resources is 
required to further these initiatives.  
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Section 4 – Models of care 

Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new 
evidence which impacts in the light 
of this - do you think there is the 
need for a different message for 
Framework 15? 
Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term, specifically:  

Five Year forward View 
outlines a number of 
possible future service 
models including  
• multispecialty community 
providers (MCPs), which 
may include a number of 
variants 
• integrated primary and 
acute care systems (PACS) 
• additional approaches to 
creating viable smaller 
hospitals 
• models of enhanced health 
in care homes 
 
The expertise to support 
the piloting and introduction 
of these models need to be 
considered. Existing NHS 
services and areas of the 
healthcare workforce may 
work with others in new and 
different ways (e.g. 
community pharmacy). 

New service models integrating 
primary and secondary care 
should involve radiology services. 
Very often radiology is the key to 
diagnosis and deciding on best 
treatment for patients. Rapid 
access to X-rays and scans is 
therefore central to any integrated 
model of care.  
 
As stated above, out-of-hospital 
diagnostic centres and multi-
disciplinary diagnostic centres will 
be piloted, making it easier for 
patients to access diagnostic 
services. However, there is 
currently insufficient numbers of 
radiologists to realise the national 
roll-out of such initiatives.  
 
 

How could future service models 
develop in the short term in line with 
these developments and the learning 
from the Vanguard sites, and what 
education/training will the current 
workforce need to make these models 
work? 
 
The development of networks of 
expertise in envisaged by the RCR as a 
future service model in radiology5. It is 
proposed that radiology services 
collaborate to form networks serving a 
population of several million rather than 
a few hundred thousand as it currently 
the case with an individual department 
based in a NHS trust. Technological, 
organisational and cultural factors will 
need to be accounted for if such 
networks are to be realised and 
sustained. The RCR is supporting the 
East Midlands Radiology (EMRAD) 
consortium which has been adopted as 
a Vanguard project by NHS England as 
part of the next stage in implementing 
the Five Year Forward View.  

Services are likely to 
become increasingly 
integrated in the future, 
enhanced through policies 
such as the Devolution of 
Local health and social care 
budgets, the integrated care 
pilots and integrated 
personal commissioning. 
Partnerships will become 
increasingly important, 
including with partners 
beyond NHS and social 
care.  

The RCR welcomes an integrated 
approach to healthcare, for 
example through commissioning 
entire cancer pathways and 
integrated cancer alliances as 
envisaged by the Independent 
Cancer Taskforce.  

How could future service models 
develop in the short term in line with 
these drivers, and what 
education/training will the current 
workforce need to make these models 
work? 
 
In regards to integrated cancer care 
pathways the aim is to diagnose cancer 
in patients at an early stage (stage 1 or 
2) and improve patient experience. 
Service models and training of staff will 
need to reflect these aims.  
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Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new 
evidence which impacts in the light 
of this - do you think there is the 
need for a different message for 
Framework 15? 
Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term, specifically:  

We may increasingly see 
centres of specialisation in 
some specialties in some 
areas.  

The current workforce crisis is 
leading to the concentration of 
specialist radiological expertise in 
a few centres of excellence. The 
RCR do not believe that this is in 
the best interest of patients. Good 
quality imaging services is 
important for further medical 
decision-making in many 
healthcare situations. Availability 
of onsite radiologists for other 
clinicians to discuss the findings 
from radiology examinations is 
also important. As such, radiology 
is regarded as an essential 
hospital service and does not lend 
itself to be confined to a few 
centres of specialisation.  
  

How could future service models 
develop in the short term in line with 
these drivers? 
 
Rather than centres of specialisation the 
RCR view networks of specialised 
radiologists as a concept worth 
exploring. Most radiologists have one or 
two areas of specialty interest. With the 
right IT and telecommunications 
infrastructure these specialists could 
work as a network across different 
hospitals.   
 

We will see the ongoing 
development of services in 
the area of urgent and 
emergency care  

Radiology departments are being 
challenged to provide seven-day 
routine emergency daytime and 
out of (normal working) hours 
imaging, and radiologists during 
these hours to discuss the results 
of examinations with other medical 
professionals. 
  

How could future service models 
develop in the short term in line with 
these drivers? 
 
The RCR supports and envisages a 
network model of reporting of 
emergency scans. This is because 
emergency reporting tends to be low 
volume for most radiology departments 
and it may be more cost-effective if NHS 
departments collaborate to form 
networks of expertise to provide 
coverage 24 hours a day, 7 days a 
week. The network would serve the 
emergency reporting needs of several 
NHS departments and not just one. 
Networks would make more effective 
use of NHS resources, including 
workforce, but is dependent on the 
appropriate information and 
communication technology being in 
place. 
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Timescale/time horizon 

Framework 15 message:       Longer term – to 15 years Shorter term to 5 years 

 Are you aware of any new 
evidence which impacts in the light 
of this - do you think there is the 
need for a different message for 
Framework 15? 
Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term, specifically:  

Five Year Forward View 
highlights new developments 
such as the evidence based 
diabetes prevention 
service and encouraging 
new capacity in under 
doctored areas.  

An evidenced based approach in 
delivering imaging and screening 
services is one that should be 
encouraged. Trials are currently 
being undertaken to evaluate the 
benefits of extending the NHS 
Breast Screening Programme to 
women aged 47 to 73, and 
introducing CT-based lung cancer 
and ultrasound-based ovarian 
cancer screening programmes. 
More needs to be done in the field 
of health services research 
relating to radiology - in particular 
to understand the full extent of 
unrecognised unmet need and 
undiagnosed populations in 
conditions where diagnosis would 
influence the course of a disease.    

How could such approaches affect 
service models in the near future?  
 
Not aware of any new evidence 
 

 



Page 33  
 

Section 5 – Future workforce characteristics 

Timescale/time horizon 

Framework 15 message:        Longer term – to 15 years Shorter term to 5 years 

Below are the 5 future 
workforce characteristics 
set out in Framework 15 

In your evidence please highlight 
any or all of the following: 
- Are these workforce 

characteristics still valid? 
- Any evidence you are aware of 

work which is underway and 
which contributes to the 
achievement of the workforce 
characteristics 

- Any gaps you are aware of 
 

Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term education and training 
needs required for the current 
workforce to meet these characteristics: 

The workforce will include 
the informal support that 
helps people prevent ill 
health and manage their 
own care as appropriate. 

Radiologists are very much in the 
forefront of tackling high profile 
diseases such as cancer. As such, 
we support the concept of 
preventive healthcare and recognise 
the importance of carers in allowing 
others to manage their on-going 
medical conditions. Especially so, 
as more people are living longer 
with chronic diseases. Support for 
these patients should take into 
account both informal and formal 
providers. 
 

In providing population based 
screening services – e.g. for breast 
cancer and in future CT-based lung 
cancer screening – radiology 
departments have the opportunity to 
foster preventative health behaviours 
and healthy lifestyles amongst 
individuals. Involvement of radiology 
departments in promoting cancer 
prevention can realise a number of 
public health benefits. 
 

Have the skills, values and 
behaviours required to 
provide co-productive and 
traditional models of care as 
appropriate. 

The attributes outlined in 
Framework 15 correspond with the 
practical, educational and 
professional values and behaviours 
detailed in the RCR training 
curriculum for clinical radiology6. 
The purpose of the curriculum is to 
help develop consultants of the 
future recognising: 
 
- Clinical radiology is a dynamic 
medical specialty that must work 
with other specialties to respond to 
the needs of patients  
 
- Clinical radiology relies on the 
multi-professional team and so 
radiologists must work with other 
healthcare professionals to put the 
needs of the patient above their 
own. 

Appropriate time in job plans and 
resources for professional development 
will be required to help realise the 
professional values and behaviours 
required of consultants. Recent RCR 
census data however informs us of a 
large number of consultant radiologists 
having only 1.5 or less supporting 
professional activities (SPAs) in their 
job plans, to allow for professional 
development, training and other non-
direct clinical care activities. The 
recommendation by the Academy of 
Medical Royal Colleges is that 
consultants have 2.5 SPAs in their job 
plans.7 What is further worrying is that 
around one-third of consultant 
radiologists in the younger age groups 
(i.e. 40 or below) are reported as 
having 1.5 SPAs or less (RCR 2014 
census). It is the younger consultants 
who are especially likely to benefit from 
appropriate SPA time in order to realise 
the values and behaviours outlined in 
Framework 15.     
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Timescale/time horizon 

Framework 15 message:        Longer term – to 15 years Shorter term to 5 years 

Below are the 5 future 
workforce characteristics 
set out in Framework 15 

In your evidence please highlight 
any or all of the following: 
- Are these workforce 

characteristics still valid? 
- Any evidence you are aware of 

work which is underway and 
which contributes to the 
achievement of the workforce 
characteristics 

- Any gaps you are aware of 
 

Please detail your evidence about 
the longer term 

Please detail your evidence about the 
shorter term education and training 
needs required for the current 
workforce to meet these characteristics: 

Have adaptable skills 
responsive to evidence and 
innovation to enable ‘whole 
person’ care, with 
specialisation driven by 
patient rather than 
professional needs. 

Patient safety is paramount in 
radiology. Radiologists must be 
aware of the radiation doses 
associated with CT scans, and 
therefore perform scans only on 
patients with appropriate clinical 
indications and carry out follow-up 
or repeat scans when clinically 
necessary. Work and research in 
the area of radiation safety is 
ongoing, and one that all 
radiologists must take account of in 
their day-to-day professional 
practice.  
 

One of the key messages of the RCR 
training curriculum is that patient safety 
must be placed at the centre of 
healthcare. All imaging modalities have 
risks and hazards associated with 
them. Appropriate radiation doses must 
be evaluated and controlled dependent 
on the types of patients (adults, 
children) being scanned. The training 
and professional development of 
radiologists should reflect the centrality 
of patient safety has in healthcare. In 
many ways, radiologists need to adopt 
a public health mind-set and consider 
the dangers in exposing patients to 
radiation.  
 

Have the skills, values, 
behaviours and support to 
provide safe, high quality 
care wherever and 
whenever the patient is, at 
all times and in all settings. 

In England over 30 million 
radiological examinations are 
carried out in the NHS. The 
resulting images from the great 
majority of these examinations are 
interpreted and reported on by 
radiologists. With such volume of 
work and because clinical diagnosis 
relies on interpretation from a 
person, there will be some 
diagnostic errors and reporting 
discrepancies. Because error is 
inherent in radiology, there need to 
be systems in place to support 
radiologists in openly discussing 
and learning from these cases. This 
support will contribute to the 
provision of safe, high quality care. 
 

Learning from error is an important 
aspect of professionalism that the RCR 
encourages, as it leads to improvement 
in patient safety. In most radiology 
departments there is a system of 
‘learning from discrepancy’ meetings 
when errors are presented and 
discussed with learning and education 
in mind. 
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Deliver the NHS 
Constitution: be able to 
bring the highest levels of 
knowledge and skill at times 
of basic human need when 
care and compassion are 
what matters most. 

The interests of patients are at the 
forefront of the radiology profession. 
This is reflected in RCR guidance 
on undertaking intimate radiology 
examinations, which emphasises 
the need for sensitivity and respect 
for patients’ dignity.8       
 

The radiologist as caring and 
compassionate healthcare professional 
is promoted by the RCR. The RCR 
training curriculum states that trainees 
must: 

- Treat patients with dignity and as 
individuals  

- Approach and listen to patients with 
an open caring mind  

- Development of a caring nature and 
empathy 

- Respect patients’ and carers’ views  
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Section 6 – Any other evidence not included elsewhere 

Insert evidence here…. 
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