
Connecting members of The Royal College of Radiologists
Summer 2018

Issue 

127

Headline figures  
from the RCR UK 
workforce censuses

An interview with the  
BBC Health Editor

Advice on managing 
the media

RCRNewsletter

In this issue



2

Regulars 

2 Editorial

3 President's column

4 From the Faculty of Clinical Oncology

5 From the Faculty of Clinical Radiology

15 Oncology Registrars' Forum

15 Junior Radiologists' Forum

16 Historical Musings 

17 Letters to the Editor

19 News in brief

On the cover

6 An interview with the BBC Health Editor

8 Advice on managing the media

10  Headline figures from the RCR 
UK workforce censuses

Also in this issue

9  Using social media for education

9   RCR and social media

11   Paint the floors white

12  Association of breast clinicians

12  ESTRO

13  RCR influencing policy 
through the media

13  Experimental cancer medicine 
meets clinical oncology

14 PERFORMS

16 GDPR and you!

18 RCR 18

18 Stepping towards fully remote events

Editor Dr Rowena Johnson 
email: newsletter@rcr.ac.uk 
Design services Design Culture 
Cover image Microgen (Shutterstock)

Published by 
The Royal College of Radiologists 
63 Lincoln’s Inn Fields, London WC2A 3JW 
+44 (0)20 7405 1282 
www.rcr.ac.uk 
enquiries@rcr.ac.uk

A Charity registered with the 
Charity Commission No. 211540

Copy deadline for next issue 
26 July 2018

© 2018 The Royal College of Radiologists 
Articles published in the Newsletter 
reflect the opinions of the authors 
and should not be taken to represent 
the policy of The Royal College of 
Radiologists unless specifically stated.

Dr Rowena Johnson
Editor, RCR Newsletter 

Editorial 

Medicine and the media 

Platforms such as social media 
can in some instances empower 
the patient more than the doctor

The relationship between healthcare 
and the media is enigmatic and powerful 
yet fraught with danger. The summer 
Newsletter looks at our interactions 
with different facets of the media and 
as part of this I am delighted to have 
interviewed Hugh Pym, the BBC Health 
Editor. His face is no doubt familiar 
to many of us as a trusted source of 
healthcare news on a national stage. 

The NHS often dominates the media. A 
recent example is the revelation that an 
information technology (IT) fault dating 
back to 2009 led to approximately 
450,000 women missing their final 
breast screening mammogram thus 
shortening an estimated 75 lives. News 
channels move seamlessly between 
reporting our triumphs and disasters 
and events such as these with their 
potential devastating consequences 
serve understandably to weaken public 
confidence in our healthcare system. 

Mainstream media has a significant impact 
on individual and population health by 
highlighting practice both good and 
bad, influencing health behaviours and 
moulding public perception of doctors. 
Many clinicians, however, shy away from 
using the media as a tool to promote 
their work. Platforms such as social media 
can in some instances empower the 
patient more than the doctor; patients 
can maintain the comfort of potential 
anonymity while doctors are faced with 
a minefield of confidentiality challenges.

The General Medical Council (GMC) has 
produced guidance warning that ‘social 
media can blur professional boundaries 
and change the nature of the doctor–
patient relationship’.1 On the flip side, social 
media campaigns driven by doctors such 
as the junior doctors' strike and the support 
for Dr Hadiza Bawa-Garba have had far 
reaching impact. As part of our discussions 
around media, we also have advice from a 
medico-legal expert on to how to deal with 
journalists should you be approached.

Some colleagues have leveraged social 
media to their advantage. Dr Vikas Shah, 
a consultant radiologist and a leader in 
medical education, has excelled in the 
use of social media for teaching. His 
platform provides accessible and credible 
education to a global audience. The Joint 
Information Systems Committee (JISC) 
awarded him a coveted spot as a ‘Top Ten 
Higher Education Social Media Superstar‘ 
in November 2017 for his innovative use 
of social media, using tools such as polls, 
live video and stories for educational 
activity. His accolades have subsequently 
been covered by The Times Higher 
Education Supplement. He features in our 
Newsletter, sharing insights on his work.

I would encourage you to consider 
using the media as a tool to promote 
our specialties and increase public 
engagement. The barometer of 
the interaction between the media 
and healthcare should be positively 
influenced to empower our practice. 
It can have significant repercussions 
not only on individual consultations 
but on societal and political opinions, 
and subsequently the future of clinical 
radiology and clinical oncology. 

Reference

1.  General Medical Council. Doctors’ use of social 
media. London: General Medical Council, 2013. 
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The theme of this issue on healthcare 
and the media is an interesting one. Many 
doctors, including clinical radiologists and 
clinical oncologists, are nervous about being 
interviewed by the media for fear of being 
misquoted or misrepresented. This is a very 
reasonable concern since, in my experience 
at least, one is rarely allowed a preview 
of the transcript before it goes to print, 
and therefore it has to be taken on trust.

Nevertheless, I would contend that this is a 
risk worth taking, since engaging with the 
media is one of the most powerful ways 
we can raise the profile of our disciplines. 
Think how great it would be if we could 
ask anyone in the street what a clinical 
radiologist or a clinical oncologist does, and 
they were able to respond with a sensible 
and accurate answer. Even knowing that 
we are doctors would be a good start, 
sadly. Thus I believe it is very important 
that we should all seize every opportunity 
to engage with the media whenever this 
can potentially be turned to the advantage 
of our specialties and our patients. 

As a practising clinical radiologist, I find 
that one of the most difficult aspects of 
giving live or telephone interviews on 
behalf of the College is the associated 
time pressure. On the whole, very little 
notice is given (often just a couple of 
hours, if that), which is clearly is either 
impossible, or highly stressful, if one has 
an imminent biopsy, multidisciplinary 
team meeting or other unalterable 
clinical commitment already booked.

Know your stuff 
All Officers are given half a day of media 
training prior to commencing office, which 
at least serves to introduce us to the 
concept of radio or television interviews. 
Advice about trying to make just two or 
three key points in any interview is useful, 
since the time one is given to say anything 
is very limited, and liable to be cut in editing 
if the interview isn’t live. The RCR media 
team (just two staff members) do their 
best to give us topic briefings prior to an 
interview, and it would certainly not be a 
good idea to go into an interview without 
knowing the facts, hoping to be able to 
‘wing it’, since any errors or discrepancies 

Dr Nicola H Strickland 
President

President’s column 

Healthcare and the media

will almost certainly be exposed and 
will be on record for future analysis.

Doctors in the UK are used to being very 
straight and direct with their patients. If 
we are asked a question, we will answer it 
honestly to the best of our ability, and if we 
don’t know the answer at the time we will 
say so. This transparency can lead to lost 
opportunities to get important information 
across in the media interview situation. 
For example – supposing I were asked 
‘How many women in the UK have bled to 
death after childbirth because there was 
no interventional radiologist available to 
treat them with embolisation?’ Instead of 
replying just ‘I don’t know’, the media-savvy 
radiologist would reply ‘Well although I don’t 
know that figure, what I can tell you is that 
the lack of interventional radiologists in the 
UK means that such women can end up 
having surgical removal of their womb to 
stop the bleeding, whereas interventional 
radiology would have stopped the 
bleeding without any surgical operation, 
and would have saved their womb so 
they can have more children’. Whenever 
I listen to politicians being interviewed on 
the Today programme for example, I am 
now aware of this technique being used 
all the time to publicise information that 
the interviewee wishes to disseminate!

Social influence
It is difficult to know how much importance 
to attach to the influence of social media. 
One sometimes has the impression that 
Twitter is merely the playground of the 
vociferous few, sometimes with extreme 
views. However, since politicians and 
other powerful influencers employ Twitter 
managers, and clearly take notice of the 
Twittersphere, it would be foolish to dismiss 
this form of instantaneous communication. 
It is interesting and, at times, frustrating, 
that I now feel inhibited in my personal 
tweets since inevitably they may be 
wrongly interpreted as an expression of 
‘the view of the College’. However, Twitter 
is an extremely powerful way of imparting 
information quickly to a very large audience, 
bearing in mind the extensive outreach of 
networks of followers of followers when 
tweets are repeatedly retweeted. For 
example, we need to attract large numbers 
of qualified overseas radiologists to the UK 
as an urgent stopgap measure to fill the 
huge number (>1,500) of vacant consultant 
radiology posts in the UK. Many of these 
posts could be converted into staff grade 

radiology posts to make them suitable for 
overseas radiologists seeking to come to 
the UK to obtain some specialist radiological 
expertise, in say, four training programmed 
activities (PAs), as well as performing routine 
NHS service work working six direct clinical 
contact PAs (DCCs). Twitter is an ideal way of 
spreading the word about such innovative 
initiatives and – although I will be discussing 
the details of this scheme (which I am 
currently working out with Health Education 
England) in the Autumn edition of the RCR 
Newsletter, I fancy that communication 
via Twitter will have far greater readership 
impact than even our excellent Newsletter! 
It will also be a very useful way of setting 
up mentorship schemes, and support 
networks for, say, Indian, Greek or Middle 
Eastern radiologists working in the UK 
on an ‘earn, learn and return’ basis.

Shaping our future
I was delighted by the enthusiastic response 
to the recent round of RCR committee 
and Officer vacancies, which just proves 
that our Fellows and members are now 
realising that it is largely up to us to shape 
our own future, and that we have to be as 
proactive as possible, and get ourselves 
involved with our College, to achieve 
this aim. Every media opportunity of any 
description that we can seek out and 
use, will help promote the survival of our 
specialties and thus that of our patients.
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a fast-paced clinic and the reminder that 
they have delivered a long-term benefit 
to a person. I am sure these moments 
of space and reduced intensity will 
disappear (they are certainly significantly 
fewer than they once were). How do we 
equip our future colleagues to sustain 
themselves at a constantly intense pace? 

Joined up thinking
In the autumn, in collaboration with 
medical oncology colleagues, the Joint 
Collegiate Council for Oncology (JCCO) 
will embark on wider stakeholder 
feedback on shaping the consultants of 
the future, allowing employers, patients 
and the third sector to have meaningful 
input. In addition, the General Medical 
Council (GMC), has tasked both non-
surgical oncology specialties with 
identifying common competencies 
in training. This should make it easier 
for those trainees wishing to change 
specialties and gives both curriculum 
rewrite groups an important external 
sense check on this significant project. 

Reading list
I recently read the autobiographical novel 
of Adam Kay, a sometime junior doctor 
mainly in obstetrics and gynaecology. I 
would thoroughly recommend it – even 
if only as a reminder of how vulnerable 
trainees can be. What struck me anew 
was the lack of basic knowledge many 
ordinary folk have about the workings 
of their own bodies. I’ve learnt to expect 
this in the very elderly due to a lack of 
human biology in the curriculum when 
they were at school, but I expected things 
had got better among younger patients. 

It has to if we are to engage patients as 
equal partners in their care and promote 
self-management of the chronic illness 
many cancers have become. This could 
also contribute to prevention – a better 
understanding of your body is likely to 
result in caring for it more effectively. 
This may be a challenge too far. The 
media (in the widest sense) could help 
with this but mostly they are concerned 
with binary outcomes – yes or no – 
rather than the multiple shades of grey 
I find in healthcare. Maybe we are not 
the only ones who need to change …

Officer team busy-ness peaks in May and 
June with meetings, the reflections on the 
previous (actual and financial) year and 
setting the hares running for the coming 
year. Every year I promise myself I will 
clear other commitments and leave myself 
breathing space and every year I fail. 

New recruits
From the College point of view, national 
recruitment to clinical oncology went 
well this year. The number and quality 
of applications was stable compared 
with recent years and the recruitment 
days ran more smoothly than last 
year (many thanks to all those who 
volunteered). We had almost twice 
as many appointable candidates 
compared to posts (50 declared). Hot 
off the press we have managed to fill 
all substantive places - great news. 

In May, news broke of problems with the 
recruitment to medical specialties data 
at the Royal College of Physicians (RCP). 
As a result, all RCP, clinical oncology 
and intensive care medicine post offers 
were withdrawn and had to go out to 
offer again. The error will no doubt have 
caused upset and, in some, panic. At a 
time when nationally we are struggling 
to ensure as many foundation and core 
medical training (CMT) doctors stay in 
medicine (and ideally choose oncology) 
as possible, this cannot be helpful. 

Dr Jeanette Dickson 
Vice-President,  
Clinical Oncology

From the Faculty of Clinical Oncology 

 The times, they need  
 to be a-changing

Consultants of the future
Work on rewriting the curriculum 
continues. The shift from a competency-
based framework to an outcomes-based 
format requires significant thought (and 
work). In May, we engaged with Heads of 
Service to find out what they want from the 
consultants of the future. What knowledge 
and skills will those delivering the service 
need to sustain quality, continue to 
improve outcomes and maintain their 
own health for the 35+ years they will be 
consultants? All thoughts on this should 
be directed to Ruth_Gibson@rcr.ac.uk 

What will we be doing differently in 20 
years? While I have no doubt that (artificial 
intelligence notwithstanding) patients will 
still want to talk to people who are experts, 
the questions and information they bring 
to discuss will, I suspect, undergo a sea 
change in complexity. As a trainee, it was 
inconceivable to me that in 25 years' time 
some consultations would include the 
equivalent of a MedLine search to go 
through, with the relative merits of each 
paper and the conclusions drawn justified. 

Keeping up the pace
I think the biggest change we will see 
is the absence of clinical ‘downtime’ 
– uncomplicated and non-complex 
consultations not being done by a medic. 
A recurring theme in conversation with 
colleagues is the ‘quietness’ or ‘space’ 
they find during radiotherapy planning. 
Some still talk about the benefit of routine 
follow-up allowing a breathing space in 



RCR Newsletter Summer 2018 5

From the Faculty of Clinical Radiology 

Perfection is expected

To err is human, to 
forgive divine. 
An Essay on 
Criticism, by 
Alexander Pope.1

No news is good news, so errors or departmental 
failures have a tendency to become headline 
news for a day and then get forgotten. Perfection 
is expected and error is not allowed. 

While everyone may make mistakes, radiologists' mistakes 
are recorded in black and white – the camera never lies. 
An abnormality identified on an imaging investigation 
may, following further investigations, be considered to 
be an over-diagnosis or of irrelevance. Conversely, an 
abnormality that was not identified may subsequently, 
with the benefit of hindsight bias or different imaging 
techniques, be identified as significant. Both are errors.

Not all errors are created equal
Perceptions differ for over- and under-reporting. 
Incidentalomas are an inevitable result of the increasing 
sensitivity of imaging techniques. Litigation and fear of 
missed diagnoses drives a culture of further imaging 
or interval follow-up even when you are almost sure 
something isn’t significant. Patients become Victims 
of Medical Imaging Technology or ‘VOMITs’ as we 
are frequently reminded by clinical colleagues in 
multidisciplinary team meetings (MDTMs). These 
seem to be ‘more acceptable’ than false negatives, 
possibly because patients perceive that they are 
being well cared for and that the service is safe.

The opposite is true for ‘missed’ diagnoses, even when 
no harm has occurred to the patient. Some institutions 
take a view that all discrepancies require documentation 
on trust incident reporting systems and candour 
conversations. The RCR principles on candour, outlined 
in 2015, still stand.2 In general, radiologists are not best 
placed to assess the clinical impact of a radiological error 
or discrepancy. Cases where it is suspected that harm has 
occurred or could have occurred should be referred for 
consideration either by the clinician currently responsible 
for the patient’s care, or to an independent clinical panel. 

All talk and no action
Candour conversations should be conducted by 
a clinician who has an active relationship with the 
patient, following discussion with the radiologist to 
provide understanding of and learn lessons from all 
factors that led to a misdiagnosis or missed diagnosis. 
The additional workload resulting from the trend 
to consider all discrepancies as incidents requiring 
candour conversations would increase considerably 
the stress on radiology services that are already in 
crisis. The RCR will be undertaking further work in 
relation to duty of candour in the coming year.

I recommend ‘Sully’ – the film documenting the enquiry 
into the actions of Chesley Sullenberger, captain of the 
Airbus 320 forced to land on the Hudson river following 
a bird strike, saving everyone on board. Experts, in a 

simulation, were able to land the plane successfully in 
one of the two neighbouring airports. However, this was 
after 14 attempts and only if they had acted immediately 
at the point of impact with no time allowance for the 
required checks.3 It amazes me how often radiologists 
land the correct diagnoses among a plethora of 
confounding factors (including minimal or no clinical 
information, pressure of work and frequent interruptions). 

The potential negative impact of recording all 
discrepancies as serious incidents (SI) and considering 
or undertaking candour conversations is enormous. 
In addition to the lost opportunity costs, the excellent 
work undertaken over many years within learning 
from discrepancy meetings (LDMs), Radiology Events 
and Discrepancies (READ) and learning from peer 
feedback, will fail as errors and discrepancies may not 
be highlighted or discussed.4–6 Serious incidents may be 
lost in the noise of discrepancies, many of which will not 
have altered a clinical pathway or a patient’s prognosis. 

Shifting the emphasis
Reflective practice is feared following the Bawa-Gaba 
case and the potential for reflections on errors to be 
subject to a court production order. Interim guidance 
on reflective practice for trainees, published by the 
Academy of Medical Royal Colleges and Conference 
of Post Graduate Medical Deans (COPMeD), is relevant 
to all.7 The RCR has decided to revise the learning from 
discrepancies guidance to reflect a number of other 
changes.4 READ will become REAL – Radiology Events 
and Learning, recognising that learning can occur from 
excellence and not all events are discrepancies, with 
many errors arising from organisational as well as human 
factors. The LDMs will become Radiology Events and 
Learning Meetings (REALMs) where anonymised cases 
can be submitted anonymously and the learning points 
available for all in a blame-free culture, recognising that 
multiple factors are involved when error occurs, and in 
only a small proportion of cases will significant patient 
harm be solely attributable to a radiological error. 
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How did you get to where you are now?
Starting off as a general reporter in local radio was a 
great training ground before working in various national 
media organisations. I joined the BBC in 2001.

I’ve worked as a political correspondent, 
a business correspondent and Chief 
Economics Correspondent at the BBC. 

I thought the Health Editor role at BBC news would 
be a fascinating challenge, providing an overview 
of the NHS, its funding, organisation, workforce, 
policy issues and patient experience. My late father 
was a general practitioner (GP) so I had some 
understanding of how the NHS and GPs worked.

I’ve been wonderfully privileged to have done the job 
through a period of change and debate about the future. 

What are your preferred sources of  
healthcare news?
There’s a lot of good national press coverage 
as well as bloggers and social media. Social 
media is increasingly important, especially 
in terms of getting think pieces quickly. 

The think tanks are very good at putting  
comments out on the day and some of the 
Royal Colleges are pretty good at keeping 
the media abreast of what’s going on. 

What is your experience in using 
social media for journalism?
Nowadays I’d say Twitter is probably the main 
news source, because things are picked up 
so quickly. Seeing what people are saying, 
and their analysis is important to me. 

How many healthcare news stories come 
out in a day and how much competition is 
there across the different media types?
Health is very wide field and a lot of stories 
come out each day covering patient experience, 
diseases, research and public policy issues. 

The challenge is picking the right stories for the right 
day and the right outlet, focusing on quality not quantity.

Dr Rowena Johnson Editor, RCR Newsletter speaks with  
Mr Hugh Pym BBC Health Editor  

An interview with  
Mr Hugh Pym
RCR Newsletter Editor, Dr Rowena Johnson, interviews 
the BBC Health Editor, Mr Hugh Pym about the 
relationship between healthcare and the media 

There’s a lot of competition when it comes to the main 
news bulletins and outlets. Correspondents and editors 
have to work hard to sell their stories. At very busy news 
times, there are days when you have a really good story 
which doesn’t quite make it. On quieter days, a story 
you didn’t think would be that popular gets picked up. 

How could an organisation such as 
the RCR increase their profile?
Try to think what the media want – 
original stories, not just reactions.

New treatments, new therapies, new approaches 
or something that radiologists are taking on that 
people wouldn’t know about. A bit more about 
the work that clinical oncologists and radiologists 
do would be interesting to the public. 

People are interested in outcomes and diagnostics 
in cancer as well as early diagnosis, and the 
demand for more workforce and resources. 

It’s important to develop relationships with the 
media and to give them time to work on the story. 
Work out which outlets in the media would be 
interested. Develop a range of spokespeople with 
a range of abilities – and maybe some of the newer 
players, as well as the more experienced ones. 

What do you think the biggest 
threats to the NHS are?
I think one of the biggest threats is inadequate  
long-term planning of funding, and a failure to 
grasp the challenge of integration with social 
care. The Government is talking about a long-
term plan, but I think a failure to work out a 
longer-term approach to funding and developing 
consensus around it is the biggest threat.

To what extent do you think the challenges 
that the NHS faces are a result of political 
influences rather than clinical demand?
The fact that the NHS is a big political issue 
is a challenge. Short-term public spending 
reviews and short-term electoral cycle-
driven debates don’t help either. 

When the public 
see what doctors 
do, they’re very 
impressed . I think 
they value the 
role of doctors. 
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The NHS is unique – it’s such a loved and 
respected institution that is so central to 
British public life that it’s hard to imagine 
it not being a subject of political debate. 

What would you focus on if you 
were in charge of the NHS? 
I think it would be working out funding. As 
a share of gross daily product (GDP), we 
spend less than 10% on the NHS, other 
industrialised nations, such as Sweden, 
France and Germany, spend more than 11%. 

How do you maintain political 
impartiality in your role?
It’s a challenge, but the BBC is very proud 
of its tradition of impartiality. We try 
hard to give people a fair representation 
of a debate with analysis as well.

We’re held to account – we get a lot of people 
expressing a lot of views about the BBC. 

What do you think about media 
hype around topics such as 
artificial intelligence?
It reminds me of the internet boom 
and bust. I remember covering the big 
stock market boom in 2000, buoyed 
up by the potential of the internet. 

Nearly two decades on and the internet 
has done a lot of what was predicted. 
It’s changed the face of travel agency, 
it’s changing banking; it’s changing the 
way a certain amount of healthcare 
works in terms of patient information. 

It could be a bit like that with AI. It’s 
being overhyped at the moment and 
everyone thinks it’s going to happen 
overnight, but in 20 years’ time AI will have 
changed a certain amount of society. 

I think people understand that AI can help the 
medical profession with analysis, but you’ll 
always need an experienced doctor as well. 

You’ve touched on how outlets 
such as Twitter have changed 
relationships between healthcare 
and the media. Can you think of 
any other changes in the future? 

One thing the BBC is doing is using 
Facebook to reach out to audiences 
that might feel a little less connected 
with our conventional broadcasts 
and online output. It’s a gateway for 
people to tell us how they feel about 
their health, which is really exciting.

We’re also trying to relate stories which 
might appear a bit dry about the way the 
NHS works with a patient’s experience. 

Are there any particular stories 
that have really stuck with 
you across your career?
The junior doctors’ strike will always be 
memorable. I’ve done a few industrial 
disputes, but the passions and the 
strength of feeling among a workforce 
who hadn’t been seen at all as active 
in industrial relations in the past, 
revealed quite deep-set issues about 
the state of morale in the workforce.

Also, the wonderfully passionate, 
strongly felt views about the NHS 
which appear through social media 
and people emailing me. I feel very 
privileged to be part of covering it – far 
more people get in touch with me as 
Health Editor than in previous roles. 

How do you think the coverage of 
the junior doctors’ dispute affected 
the public’s perception of doctors?
It’s difficult to tell. I think that we had assumed 
that there would be more disgruntled 
patients missing elective surgery or 
procedures on the day of the strike but 
there were very few who complained. 

The public were more supportive 
than people expected; it showed 
their regard for doctors. 

Do you think the public fully 
understands the pressures that doctors 
are under and the difficulties they face?
I think the public probably don’t fully 
understand beyond their own experience. 
We get messages now, and we did during 
the strike, saying how fantastic someone's 
doctor or treatment was. When the public 
see what doctors do, they’re very impressed. 
I think they value the role of doctors. 

Until the strike, they probably hadn’t realised 
the sheer relentless pressure and stress that 
doctors are facing – that they’re working 
flat out. I think it lifted the lid on all that.

I don’t think I’ve encountered any 
increasing hostility towards the 
medical profession – the public are 
blaming the system and funding. 

What are your thoughts on private 
healthcare organisations offering 
or taking over NHS services?
Provided that commissioners control 
the spend, tendering of certain services 
shouldn’t be a problem because the 
contract can always be ended.

I think where it becomes questionable is if 
there is pressure on those commissioners to 
go outside just to save money – that could 
undermine the ethos of the NHS. There’s 
still a bit of a question mark over that. 
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Media exposure 
Medical news stories are interesting to 
the media because they deal with human 
drama and arouse strong feelings. Along 
with stories about medical breakthroughs 
and new treatments, sadly, it is not 
uncommon to find stories criticising the 
actions of individual doctors and the NHS. 

In the MDU’s experience, unhappy 
patients increasingly threaten to go to the 
press or take to social media to complain. 
While radiology and clinical oncology do 
not tend to attract the same attention as 
other specialties, stories about missed 
scans and missed diagnoses often make 
headlines meaning occasionally you could 
find yourself in the media spotlight.  

The following fictional scenario 
shows what can go wrong:
A radiologist was called as a witness at an 
inquest after a 40-year-old female patient 
died from a bowel obstruction due to 
underlying ovarian cancer. The patient had 
been referred by her general practitioner 
(GP) for an urgent ultrasound scan after 
complaining of abdominal bloating but 
the radiologist triaged the scan onto the 
routine list. In a statement at the end of 
the hearing, the patient’s husband publicly 
accused the radiologist of failing his wife. 

The radiologist was asked for a comment 
by a journalist and, taken off guard, she 
suggested the patient should have gone 
to the hospital earlier if she was in pain. 
This was reported in a news story in 
which the radiologist was criticised. 
The patient’s family felt the radiologist 
was trying to deflect blame onto the 
patient and made a complaint to the 
General Medical Council (GMC). 

Managing  
the media

It’s natural to want to defend yourself 
against unfair criticism but it is virtually 
impossible to give your side of the story 
without commenting on the patient’s 
health or sounding defensive. Even if the 
journalist claims to be asking for an off-
the-record chat it is best not to comment. 

You should also bear in mind that even 
if the details are already in the public 
domain, this does not relieve you of 
your duty of confidentiality which 
includes even confirming someone is a 
patient. Remember that confidentiality 
continues after a patient’s death. In 
Confidentiality: responding to criticism 
in the media the GMC says: ‘If you deny 
allegations that appear in public media, 
you must be careful not to reveal, 
directly or by omission or inference, any 
more personal information about the 
patient than a simple denial demands.1 

Unfortunately this means any coverage 
is likely to be one-sided but it’s also worth 
bearing in mind that offering a response 
can give the story additional momentum. 
A heated debate played out in the media 
is likely to keep the story in the headlines 
for longer or give it greater prominence, so 
should be avoided. The GMC warns that: 
‘Disputes between patients and doctors 
conducted in public can also prolong or 
intensify conflict and may undermine 
public confidence in the profession.’1

Similarly, if you are criticised by a patient 
online, think carefully before trying to 
have the post removed or responding 
to rebut the accusations. You may 
inadvertently end up drawing more 
attention to the issue (and yourself) 
than the posting originally attracted. If a 
post is abusive or obscene, the website 
host should provide a means to report 
this although if a post is removed it 
may still appear on another site. 

Dr Sally Old 
Medico-legal advisor, 
Medical Defence Union

So what can you do if you are 
contacted by a journalist? 

The following MDU tips should help you 
to handle the situation professionally and 
avoid breaching patient confidentiality.

–  Get the journalist's details – ask who 
they are, which outlet they work for, 
their deadline and ask for a phone 
number so you can go back to them.

–  A journalist is unlikely to just go away so 
don’t ignore their call, even if all you can 
say is that your duty of confidentiality 
prevents you from commenting.

–  Make a note of what you want to say 
and stick to it. Don’t make off-the-cuff 
remarks – you are always on the record. 

–  If a photographer tries to take your 
picture, don’t duck or cover your 
face as you will look as if you have 
something to hide in the photograph. 

–  Contact the MDU or your own medical 
defence organisation for advice, especially 
if you want to make a statement or want 
to correct misleading information.
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Social media in 
radiology education

Dr Vikas Shah
Consultant Radiologist,  
University Hospitals of Leicester 
@DrVikasShah

Since 2009, the RCR has been using social 
media to connect with its membership 
and the wider clinical radiology and clinical 
oncology communities. Social media 
allows us to share instantly updates and 
responses to recent events as we represent 
and raise the profiles of our two specialties. 

2017 saw the College strengthen its focus on 
social media communications and increase 
engagement with its followers. Our Twitter 
following accelerated past the 10,000 mark 
while we expanded into new territory with 
the launch of our Facebook and Instagram 
accounts. We intend to maintain this 
momentum as we develop and enhance 
our online content, so followers can expect 
much more to come in the future.

Twitter continues to deliver our latest 
news and announcements on key issues 
affecting our specialties, and Facebook 
will also provide College updates and 
opportunities for members and trainees. 
We use Instagram to share photos and 
videos such as highlights from our events, 
and a growing range of informative videos 
can be found on our YouTube channel. 

We strive to reach people through a broad 
variety of platforms and keep our members 
across the world informed. If you use social 
media, please connect with your College 
and join our online community. You can find 
us @rcradiologists on Twitter, Facebook, 
Instagram, YouTube and LinkedIn. 

Get social 
with us!

Ms Beth Skinner
Digital Content Officer

Social media (such as Twitter, blogs, 
social networking, Instagram and 
video hosting sites) is quite new but 
it is difficult to imagine life without it. 
Pictures of cats and the US presidential 
rants continue to be the dominant 
themes, but the popularity of radiology 
education on social media is increasing.1, 2

Social media enables the rapid 
sharing of information and links to 
educational material with an immediacy 
and reach that surpasses most 
other communication methods.

Many younger learners have grown 
up with mobile devices and social 
media and acquire much of their 
knowledge from apps and websites 
rather than traditional textbooks. An 
advantage of using social media to 
deliver education is that the teaching 
happens ‘where the students are’. 

For educators, the appeal of social 
media is the potential to reach a far 
greater target audience than with 
conventional means. While this could 
be an extension of traditional classroom 
teaching, I believe the true power of this 
format lies in the possibility to reach 
people around the world, enabling any 

healthcare professional in almost any 
country (some platforms are restricted 
in some countries) to access learning 
at any time of day. However, it’s not for 
everyone with many still preferring 
the feel of paper books and journals. 

Concerns have been raised around 
privacy on social media, in particular 
the sharing of patient data. The General 
Medical Council has issued guidance on 
sharing radiology images in this way.3 

Good practice dictates that cases should 
not be not posted contemporaneously 
and if the diagnosis is uncommon enough 
that a patient may identify themselves, 
patient consent should be acquired.
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What are the headlines?
Initial findings from the 2017 census are concerning. Against a 
background of increased demand for radiology services, including 
increased demand for complex imaging and interventional 
radiology, the consultant radiologist vacancy rate has increased 
to just over 10%, with insufficient trainees to fill vacant posts. 
While international recruitment is becoming more common 
(just under half of departments sought to recruit from overseas 
in 2017), only about half of attempts result in success. 

Workforce shortages mean that radiology departments are 
increasingly struggling to manage demand. In 2017, very 
few (3%) radiology departments were able to meet their 
reporting requirements within staff contracted hours, which 
gave rise to combined insourcing and outsourcing costs 
of over £100 million. The high levels of auto-reported or 
unreported images continue to give rise to concern, given 
the potential for diagnoses to be missed or delayed.

What can we do about the workforce crisis?  
While there are no quick and easy solutions to the radiology 
workforce crisis, the College continues to lobby and work with 
relevant bodies to seek solutions. There seems to be a strong case 
for increased training numbers alongside continued international 
recruitment initiatives. Strategies for staff retention and skill-mix 
together with robust demand-management procedures are all 
being developed to help hard pressed imaging departments.

The full 2017 clinical radiology workforce report will be available to 
read online later this summer, see www.rcr.ac.uk/radiology/census

What are the headlines? 
The increasing range and effectiveness of treatments, along 
with the aging population mean that demand on cancer 
departments is increasingly outstripping supply. More than 60 
full-time consultant clinical oncologists are needed now to fill 
vacant posts, the shortall is forecast to increase to 250 by 2022.

There is evidence of increased pressure on services. Time 
allocated to supporting professional activities (SPAs) for 
clinical oncologists is being steadily eroded. In 2017, 160 
consultant clinical oncologists had fewer than the minimum 
of 1.5 SPAs required to support an individual’s revalidation.

The number of individuals contracted to work more than ten 
programmed activities (PAs) is increasing, as is travel time between 
clinics. A further 80 full-time consultant clinical oncologists are 
needed now to meet the demand for cancer services in the UK 
to cover the excessive workload (that exists in addition to vacant 
posts) currently being covered by the existing workforce. 

We must also factor in the continuing rise in less than full-time 
working into projections and funding for future trainee numbers. 
The proportion of consultant clinical oncologists working less 
than full-time has risen from 21% in 2012 to 28% in 2017. 

What can we do about the workforce crisis? 
First, skill-mix is essential; as oncologists we should focus on areas 
of complexity and judgement. Second, we need to continue to 
argue for increased training numbers, and justify these by filling 
our training places (something we have achieved in the most 
recent round of recruitment). We must offer medical students 
and foundation doctors positive experiences in clinics or taster 
weeks. Third, we must reduce the loss of trained and experienced 
clinical oncologists, particularly though retirement. The median 
age of retirement in 2017 is 60, reduced from a median age of 
64 over the last two years. If consultants could be incentivised 
to continue to work on less than full-time contracts of six PAS 
and retire at the age of 65, this would result in an estimated 
additional 60 whole-time-equivalent (WTE) consultants over the 
next five years. Workforce is like a partially filled bath, to increase 
the level, we need to turn the taps on and put the plug in.

Clinical oncology is a valued and intellectually stimulating 
career, and we need to value ourselves. Without a cancer 
workforce the UK cannot deliver the cancer care that 
patients and their families expect and deserve. 

The full 2017 clinical oncology workforce report is available 
to read here www.rcr.ac.uk/oncology/census

Now in their tenth years, the RCR workforce census reports are key resources for workforce 
planning in our specialties. The robust data provided by clinical directors and heads of service are 
vital to forecasting workforce numbers and to highlighting any trends which give cause for concern. 
Our thanks go to all those who have responded to the censuses. 

Dr David Bloomfield 
Medical Director, Professional 
Practice, Clinical Oncology

Dr Caroline Rubin  
Vice-President,  
Clinical Radiology

Stand up and  
be counted

Clinical oncology Clinical radiology
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Painting the floors white

Dr Paul McCoubrie 
Consultant Radiologist,  
North Bristol NHS  
Foundation Trust

There are those who claim a cluttered desk 
is a sign of genius. Einstein was famed 
to have one. But, as all good empirical 
scientists know, correlation is not the same as 
causation. A clustered desk doesn't indicate 
genius any more than having a shock of 
white hair or affecting a Germanic accent.

A messy desk is, in fact, just a messy desk. 
It's messy because you are disorganised. 
It's messy because you don't prioritise 
cleanliness. It's messy because you aren't 
bothered by appearances. Whereas, I would 
contend, you should be bothered about a 
messy desk. Otherwise you come across 
as some form of slothful degenerate. And 
all the effort you expend on inculcating 
your professional reputation is utterly 
undone by the state of your desk.

Of course, ‘mess’ is a relative term. I am 
vaguely envious of colleagues whose 
desks are always spotless and minimalist 
in content but am not organised enough 
to manage that. Some are so cluttered 
that they spill over onto the floor, chairs, 
adjacent desks and windowsills. If the 
desk were a cancer, I’d stage it T4 N3 M1.

A dog’s dinner
Similarly, some reporting areas can 
become horrifically cluttered, usually with 
bits of paper dominating the debris. To 
the casual observer, it looks like a dog has 
attacked a book and no one cleared it up. 
Except that every scrap has been written 
on. Numerous spidery scripts indicate 
that several radiologists are to blame.

Most picture archiving and communication 
system (PACS) stations are flanked by a 
number of textbooks in varying degrees 
of disassembly. Typically, this is an early 
version of Teddy Keat's normal variants 
book (also known as The Book of Missed 
Fractures) lying in bits due to a broken 
spine, which is ironic, if you think about it.

A particular bugbear is dirty cups, often 
several generations of them around a 
shared workspace. Some colleagues have 
breathtakingly poor hygiene standards, 
where the weeks-old milky coffee remnant 
acts as some form of culture medium. Woe 
betide anyone that accidentally knocks them 
over and spills the primordial soup within. 

Apart from the potential health and safety 
risks, such jumbled chaos distracts from 
our primary task. It is also dispiriting; such 
disarray doesn’t exactly lift the soul. Put 
this together and you’ve got a pretty 
poor working environment. The sad 
thing is that such antediluvian conditions 
are common place. I’m astonished by 
what radiologists will put up with.

A quick win?
Which leads me onto the title of this 
piece. I met a chap who was a specialist in 
designing production lines. We got talking 
and I was asking him if he had any advice 
for us radiologists. He said that if you want a 
cheap and quick 5% productivity gain, paint 
the floors white. He explained that to paint 
the floor of an industrial unit or factory, you 
have to empty the room of its contents. The 
by-product of doing this is that clutter is 
removed and you usually put the contents 
back in where they should be. This act alone 
is enough reliably to boost productivity.

Just a few months later, I read of another 
individual who painted the floors white. 
Sir David Brailsford, former performance 
director of British Cycling and now 
general manager of Team Sky, insisted 

on the floors of bike maintenance areas 
being painted white to spot impurities. 
He is credited with championing the 
philosophy of ‘marginal gains’, where small 
incremental improvements in any process 
add up to a significant overall gain. 

Brailsford stated that if you broke down 
everything you could think of that goes 
into riding a bike and improved it by 1% 
you’d get a significant increase when you 
put them together. He has been proved 
right with undeniable success. Team 
GB topped the gold medals in the last 
three Olympics. Five of the last six Tour 
de France winners were his cyclists. 

It isn’t just cycling. The aviation safety 
industry is another prime example of this 
approach. Ditto Formula 1 racing. Many 
successful businesses have adopted this 
and its use is spreading in healthcare.

So, when are we going to embrace this 
in radiology? When are we, figuratively 
speaking, going to paint our floors 
white? Given the challenges faced by 
radiologists, can we afford not to adopt this 
approach? In fact, you could get started 
now. Go and wash up your dirty cup.
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Association of  
breast clinicians

The Association of Breast Clinicians (ABC) is 
delighted to be working collaboratively with 
the RCR to produce a new outcomes-based 
curriculum for breast clinician training. 

Breast clinicians are doctors working 
in symptomatic and breast screening 
units across the UK, many as an integral 
part of the radiology workforce with 
mammographic interpretation, ultrasound 
and biopsy skills. Some breast clinicians 
lead screening programmes and others 
work more closely with high-risk women 
or in surgical symptomatic clinics. 

Historically, recruitment was from general 
practice, although more recently, surgical and 
radiology trainees have taken up the role. 
Current membership of the ABC includes 
60 doctors working in the field although 
it is thought that there are other doctors 
working in a similar capacity across the UK. 
Members of the ABC are encouraged to 
join the RCR as associate members, giving 
them access to online resources such as the 
e-Learning Hub (www.rcrlearning.org) and 
the ePortfolio (www.nhseportfolios.org). 

Route to success 
To date, there has been no standard training 
pathway for breast clinicians and training has 
taken many different forms, most commonly, 
a combination of university delivered 
postgraduate modules in specific aspects of 
breast diagnostics such as ultrasound and 
mammography alongside on-the-job training. 
This largely provides specific experience 
based on local service needs, under the 
supervision of a radiologist, surgeon or 
experienced breast clinician. The ABC and 
RCR are developing a new curriculum which 
will address the standards and requirements 
set out in Excellence by design: standards 
for postgraduate curricula.1 There will be 
defined assessment methods across all 
areas of breast disease management and 
professional working, with the end goal being 
a professional credential awarded to those 
meeting these requirements. Dr William 
Ramsden (Medical Director, Education and 
Training, Clinical Radiology) and Dr Caroline 
Rubin (Vice-President, Clinical Radiology) are 
enthusiastic about the ways in which the RCR 
may be able to facilitate and validate the new 
curriculum and assist the ABC with credential 
delivery. In time we hope this will come with 

General Medical Council (GMC) recognition, 
but there is currently no regulatory framework 
for credentials. While some aspects of the 
current model will remain unchanged, 
it is hoped that by providing a series of 
defined assessment criteria, standardisation 
across the four countries of the UK will be 
maintained and excellence encouraged, 
with patient safety being the top priority.

Assuring quality  
This work will build on a previous pilot run by 
the GMC. Several members of the ABC took 
part in that pilot, proving that, with further 
development, a credential would be an 
excellent method of validating the training 
of breast clinicians. A credential would also 
enable breast clinicians to have a recognised 
qualification should they wish to move trusts. 
This transferability of skills highlights the 
final important aim of this new curriculum. 
It will support the current and anticipated 
future workforce crisis that breast radiology 
is facing. It is hoped that the RCR–ABC 
collaboration will lead to improvement in 
recruitment to this field of medicine and the 
anticipated award of a credential will serve 
to assure employers of the high standard to 
which we, a group of non-consultant-grade 
senior doctors work, thereby ensuring 
safe delivery of service to their patients. 

All enquiries regarding membership 
or from radiologists wishing to recruit 
a breast clinician should be made 
via our website www.abcuk.org

Reference
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Dr Zoe Goldthorpe 
President, Association 
of Breast Clinicians
president@abcuk.org

ESTRO 37 
European Society for 
Radiotherapy and Oncology, 
Barcelona, April 2018

Dr David Bloomfield
Medical Director,  
Professional Practice,  
Clinical Oncology

The annual ESTRO meeting rotates around 
European cities in April, bringing together 
like-minded clinical oncologists, radiation 
oncologists, radiographers and physicists 
in a friendly collaborative event to explore 
and discuss challenges and advances in 
radiation oncology and how it integrates 
with other anti-cancer therapies. The 
UK is well represented here, we are the 
second highest national group (just behind 
the Dutch) with 422 delegates out of 
4,500 total. We pull our weight nationally: 
Anthony Chalmers was track Chair for 
radiobiology, Rob Glynne-Jones and 
Mike Joiner were among the five people 
honoured with a lifetime achievement 
award, and Gillies McKenna was awarded 
the annual ‘Gold Medal’ award and lecture.

The buzz at the conference was all about 
the abscopal effect – the possibility 
of enhancing immune therapies by 
enhancing the antigenicity of the tumour 
by damaging it with radiotherapy, leading 
to a distant response. First impressions 
may be that the Europeans are better 
funded with more gizmos, however, 
it is apparent that our strengths lie in 
our multidisciplinary working and our 
ability to produce high-level evidence for 
radiotherapy through large clinical trials 
such as PARSPORT, START and CHHIP.

The National Societies Day precedes the 
conference and links professional bodies. 
Radiotherapy is not well supported by the 
health system in all countries – in Spain the 
Zara founder Amancio Ortega’s foundation 
is providing €320 million funding to 
upgrade linacs in public hospitals, arguing 
that it is the most cost-effective treatment 
for cancer patients. On this theme, a major 
part of the day was the Health Economics 
in Radiation Oncology (HERO) Project – a 
bottom-up costing model to illustrate 
capacity, demand and cost, which the RCR 
is investigating along with the Institute 
of Physics and Engineering in Medicine 
(IPEM) and the Society of Radiographers 
(SCoR). We hope this will evidence just 
how cost-effective radiotherapy is.

ESTRO 38 is in Milan, so if you want to 
join the well-kept secret that is ESTRO – 
you had better book your study leave.
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Over the past year, the RCR has achieved 
more than 600 media mentions, ranging 
from national newspaper, TV and radio 
pieces, through to appearances on local 
radio phone-ins and features in a broad 
spectrum of medical news publications. 

The top issue that captured the attention 
of the media, politicians and stakeholders 
last year was the College’s joint-faculty call 
for more clarity on the UK’s radioisotope 
supply chain after Brexit, which first featured 
in the Evening Standard newspaper in July. 
The RCR’s concerns made front page news 
for weeks and led to appearances before 
both Lords and Members of Parliament 
(MPs), and the College is now in ongoing 
discussions with health and Brexit officials 
to highlight the practicalities of supply. 

Besides Brexit, the other major stakeholder 
engagement topic has been workforce 
provision, particularly in clinical radiology. 
The College worked hard to capitalise on 
breaking news, such as last year’s Care 
Quality Commission (CQC) report into 
Portsmouth Hospitals’ X-ray reporting and 
the recent revelation of missed breast 
screening programme invites. The RCR 
focuses on how these events illustrate 
ongoing staff shortages in general radiology, 
as well as promoting its own 2017 workforce 
findings, which featured in widespread 
local and national media outlets. Last 
year, the College also raised concerns 

Experimental 
cancer medicine 
meets clinical 
oncology

Despite Phase 1 trials playing a critical role in 
the development of anti-cancer treatments, 
exposure to these duing clinical oncology 
training is limited.1 Early phase clinical trial 
collaborations incorporating radiotherapy 
and other agents (chemotherapy/targeted 
agents/novel therapies) are increasing and 
the Clinical and Translational Radiotherapy 
Research Working Group (CTRad) has 
been a driving force this field since 2009.2 

The Experimental Cancer Medicine Team 
(ECMT) at The Christie Hospital NHS 
Foundation Trust, where I am undertaking 
a post-Certificate of Completion of Training 
fellowship, focuses on the delivery of 
early phase clinical trials with increasing 
incorporation of precision medicine. I am 
also studying for a Masters in Research 
(MRes) in experimental cancer medicine, 
affiliated with the University of Manchester.3 
Integration of radiotherapy within clinical 
trials is a key component of module 4.

As a lead sub-investigator, I attend regular 
teleconferences with trial sponsor and 
safety review committees and report 
serious adverse events to sponsors. I 
screen and enrol patients on to trials and 
review new trial protocols. I have acquired 
new skills and enhanced my knowledge 
and confidence in areas not routinely 
covered within the scope of our training. 

I have a weekly radiotherapy planning 
session focused on neuro-oncology – brain 
tumours are an area of ‘unmet need’ for 
Cancer Research UK and I am researching 
high grade gliomas for my project.4 

Through increased involvement of clinical 
oncology trainees in early phase clinical 
trials, trial design and protocol writing, we 
hope to see an increase in investigator-
led trials, incorporating novel therapeutic 
targets and radiotherapy combinations.
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Senior Clinical Research 
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RCR influencing policy 
through the media

Ms Emma Cooper
Media Officer

around the need for more interventional 
radiologists, featuring in various stories 
about stroke thrombectomy provision and 
appearing in national newspapers over the 
festive period calling for more capacity. 

As well as a UK-wide media focus on doctor 
numbers, the RCR has been involved in 
ongoing work to raise awareness in the 
devolved nations, with particular success in 
Scotland. In summer 2017, the RCR worked 
with local clinicians and MPs to draw attention 
to the desperate lack of radiologists in the 
Highlands. Media coverage was followed 
by a training numbers boost from the 
Scottish Government. The situation remains 
grave, and the College has continued to 
highlight issues in local media this year.

In clinical oncology, a key media and 
stakeholder awareness priority has been the 
forthcoming radiotherapy service changes in 
England, and the introduction of proton beam 
therapy. At the start of 2018, the College spoke 
to health media about the nature of the service 
changes, and is now advising the new All 
Party Parliamentary Group on Radiotherapy, 
with the mission of raising public and political 
awareness around the inequalities of service 
provision. The RCR also has a keen interest 
in the rollout and public perception of proton 
beam therapy and was pleased to cover the 
topic during its summer public lecture.

As well as a UK-wide media 
focus on doctor numbers, 

the RCR has been involved in 
ongoing work to raise awareness 

in the devolved nations
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While the breast screening programme is crucial for 
early detection of breast cancer, low incidence rates 
can make it difficult for breast screening readers 
to identify early signs of abnormality and to assess 
their own performance. Personal Performance 
in Mammographic Screening (PERFORMS) is an 
educational, self-assessment and training scheme which 
has been in use for over 30 years to help all breast 
screening readers in the UK. By examining PERFORMS 
test sets, breast screening readers can increase the 
number of cancers they view by 80–90 each year. 

What is PERFORMS?
Participants read sets on their clinical workstation 
and report their decisions using a web-based app. 
When complete, they receive immediate feedback 
concerning how their decisions agree with those 
of the expert panel and also on how well they 
identified early and difficult signs of abnormalities. 

Each participant has their own web page which 
includes their performance data and the anonymised 
performance data of other participants who 
have taken part to date. Once all breast screening 
readers have taken part, each receives detailed and 
anonymous data regarding their performance in 
comparison with their colleagues nationally.

New enhanced learning 
Enhanced feedback has now been developed 
to increase the learning outcomes offered to 
participants who can now examine both current 
and historical test schemes. For each scheme a 
dynamic breakdown of participants by profession is 
available. Interactive tables highlight the top five:

–  False-negative cases that were actually 
malignant, where the majority of 
participants classified them as normal

–  False-positive cases that were normal or benign, but 
which the majority of participants classified as malignant

–  Missed abnormality locations where participants 
missed both the feature type and abnormality location. 

Participants can now review all the cases presented in 
the scheme with relevant information, such as expert 
radiological opinion and pathology and can discuss 
cases anonymously and receive expert feedback.

The benefits
Participation in the PERFORMS scheme (or a similar 
approved radiology performance quality assurance 
scheme for mammography) is encouraged by The Royal 
College of Radiologists. The benefits include:

–  Providing participants with information about their 
strengths and weaknesses in reading performance

–  The ability confidentially to compare oneself 
with colleagues at a national level

–  Continuous feedback which aims to improve new 
breast screening readers’ performance, building 
their confidence and image appraisal skills

–  Identification of under-performing outliers and provides 
further tailored training to improve their performance.

Online enhanced 
training for breast 
screening professionals

Dr Yan Chen
Director of Applied Vision 
Research Centre (AVRC Director), 
Loughborough University

By examining 
PERFORMS 
test sets, breast 
screening 
readers can 
increase the 
number of 
cancers they 
view by 80–90 
each year
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Should Rene Descartes have been alive today, 
he undoubtedly would have been be blue tick 
verified on Twitter. In this current age; those 
with an active and extensive digital presence 
exert influence that newspaper moguls and 
lobbyists can only wish for. Underestimating 
the media as a tool that is solely for receiving 
information rather than something far 
greater is, arguably, one of the simplest 
and most common mistakes made by the 
majority of those who work for the NHS. 

World leaders, UK politicians and indeed 
Jeremy Hunt frequently tweet their opinions, 
using Twitter as a sounding board to test 
the initial reactions/thoughts of the 'public'. 
If you are not engaged with this platform, 

The role of the Oncology 
Registrars' Forum
By the time you read this I will have 
finished my year as Vice-Chair of the 
ORF. I have learned a lot through this 
position, regarding both the internal 
workings of the College and the issues 
and concerns of trainees from different 
cancer centres around the country.

The ORF is one of the principal routes 
through which the College learns of training 
issues ‘on the ground’ either via the bi-
annual meetings or the trainees’ survey. The 
ORF is also responsible for the production 
of various resources to help specialty 
registrars including the trainee induction 
pack, FRCR examination guidance and 
information on applying to work less than 
full time (all available online at www.rcr.
ac.uk/oncology/trainee-resources).

Dr Rashid Akhtar
ST6 interventional Radiology  
Trainee, St Bart's and The Royal  
London Training Programme 
JRF Chair

Junior Radiologists’ Forum

'I tweet, therefore I am'

I recently watched the first two episodes 
of the ‘cancer hospital’ from the BBC 
looking at the work of The Beatson in 
Glasgow. The programmes covered both 
breast and prostate cancer and showed 
a dozen patients undergoing treatments 
ranging from neo-adjuvant chemotherapy 
and hormones through to metastatic 
disease control. Unusually, there were 
generous sections covering radiotherapy, 
brachytherapy and the process of clinical 
trials. I would commend this series to any 
medical student, foundation doctor or 
indeed interested member of the public to 
gain an insight into what oncologists do.

Oncology Registrars’ Forum

Clinical oncology  
and the media

there is no way for your views to reach and 
influence those key decision makers. 

The lack of UK-based radiology representation 
on social media is surprising. Given that 
our specialty interacts with pathology 
from every subspecialty in medicine and 
surgery, we are in prime position to learn 
from, educate and influence one another. 

Twitter can also be used to raise awareness 
of the workforce and equipment shortages 
while simultaneously lobbying our NHS 
and political leaders to take notice. 

On that note, with the JRF survey in full 
swing, I urge all of you to fill it in with as 
much detail as possible. This information 
will allow the JRF to 'lobby' those 
who have influence over our training, 
supervision and our workplace culture. 

Congratulations to Dr Siobhan Whitley 
(Cambridge) who is the winner of the 
JRF Trainer of the Year award 2018. 

There were a record number of trainers 
nominated this year, all of who will receive 
a letter of commendation from the RCR. 
An interview with Dr Whitely detailing 
her advice on and experience of being 
a radiology trainer will be published in 
the autumn issue of the Newsletter. 

At the last JRF meeting, I asked each 
representative to share what made their 
training programmes great. Answers 
ranged from daily consultant teaching to 
great team-bonding get togethers (such 
as a consultant/registrar Crystal Maze trip!). 
Whatever it is that makes your training 
excellent, why not share it with us (and the rest 
of the world) on Twitter? Happy Tweeting!

... share it with us 
(and the rest of the 
world) on Twitter

Members of the ORF attend a variety of 
meetings both internal and external to 
the College. Some groups’ remits cover 
the whole range of College activities 
while others shape College policy in 
areas such as professional learning.

Externally, ORF members participate in 
the Academy of Medical Royal Colleges 
Trainee Doctor Group focusing on issues 
that impact junior doctors in all disciplines. 
Their recent work includes efforts to 
eliminate bullying in the workplace and a 
report on the mandatory costs of training.

I would encourage all trainees who have an 
interest in the state of oncology training in 
its wider UK context to consider standing 
as an ORF representative. Not only does it 
provide greater understanding of College 
life, but also helps to forge links with 
other trainees throughout the country.

Martin Doak
ST7 South East Scotland 
ORF Vice-Chair
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What is the GDPR?
On 25 May 2018, the General Data 
Protection Regulation, known as GDPR, 
replaced the Data Protection Act. The 
GDPR is an update on the Data Protection 
Act to ensure that legislation adequately 
protects personal data in the digital age, 
and it allows individuals more control 
over how their personal data is used. 

How does it affect me? 
The College has created new privacy 
policies and amended current ones in light 
of the GDPR, so you might notice changes 
to our registration and application forms. 

It is important that you understand 
what we are doing with your data. The 
personal data we collect about you is 

necessary and the majority is used for the 
'legitimate purposes' of the organisation (as 
outlined in the Regulations). For example 
maintaining your training records or 
informing you of educational opportunities. 

The College takes your data privacy 
seriously, so in response to this new 
Regulation, we may be in touch with you to 
clarify your preferences in how we contact 
you and the way we use your information. 
If you have any questions about how the 
College uses your personal data, you can 
contact me (data_protection@rcr.ac.uk).

At times we may ask you to give 
explicit consent for your data to be 
used such as if we need to share 
personal data with a third party. 

If you would like to request a copy of the 
personal data we hold about you, known 
as a subject access request, please email 
me (data_protection@rcr.ac.uk). 

We want to keep in touch, 
but it’s on your terms
You’re in control of what we send to you 
and you can manage your preferences 
at any time by logging in to the RCR 
website and visiting the membership 
portal (MyRCR – www.rcr.ac.uk/my-rcr). 
When you visit MyRCR, you can:

–  Review and update the home and work 
contact details that we have for you

–  Change your primary email address 

–  Let us know which communications 
you’d like to receive from us

–  Choose to stop receiving the journal 
in hard copy if you wish, though you’ll 
still be entitled to full online access as 
a benefit of your RCR membership. 

You can find more information about 
GDPR on the Information Commissioner's 
Office website (https://ico.org.uk/for-
organisations/guide-to-the-general-
data-protection-regulation-gdpr/). 

Ms Natalie Creaney
RCR Membership Officer and 
Data Protection Officer

The news is currently full of concern about the funding of 
the NHS making it easy to imagine that the resourcing of 
healthcare and radiology is a particularly modern issue 
and that things were easier in the past – this is not the case.

Having opened in 1897, by 1903 John Macintyre 
was already complaining that demand on the 
electrical department at the Glasgow Royal Infirmary 
was far in excess of what could be accomplished, 
and was looking forward to the rebuilding of 
the hospital and increased resources. 

In a series of letters between Lord Knutsford (Sydney 
Holland, 2nd Viscount Knutsford), who was Chairman of 
the London Hospital House Committee 1896–1931, and 
Sebastian Gilbert Scott (the first full-time radiologist at 
the London, in that he did not perform electrotherapy) 
in which Gilbert Scott requests resources to develop the 
radiology department, there is still a sense of sadness. 
Knutsford wrote: ‘I hate writing this. I believe it is the 

first request from a member of the staff I have ever had 
to refuse, and if I could see any daylight there is nothing 
I would rather do than carry out what you suggest.’ 

The (Royal) London Hospital was part of the voluntary 
hospital movement, funded by voluntary contributions 
raised by interested members of the community. Lord 
Knutsford was called a ‘Prince of Beggars’ from his 
incessant fund raising, and he carried out the ideals of the 
group who had planned the original hospital in 1740. 

As the 20th century progressed, it became more difficult 
to fund modern medicine from charitable donations, with 
expensive radiology equipment partly to blame. There was 
a sense of relief when the NHS was founded and central 
taxation funded healthcare. However, costs and demands 
have continued to rise and we are now concerned about 
how modern medicine can be funded out of taxation. 

Despite this, there are many grounds for optimism, and I 
am sure that John Macintyre and Gilbert Scott would be 
delighted by the achievements of modern medical imaging.

Illustrations:  
Letter from Lord Knutsford to Gilbert Scott, 26 January 1927.

Historical musings

Does anything really change regarding 
radiology funding issues?

Dr Adrian Thomas
Trustee of the British Society 
for the History of Radiology

GDPR and you!
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Dear Editor,
The President (no not that one, Dr 
Strickland) tells us that some of the 
College's snapshot surveys have 
revealed that as many as 230,000 
patients wait for more than a month for 
the reports on their imaging studies. 
Such surveys are unlikely to show 
the full extent of the problem. How 
appalling! Distressing for radiologists 
I'm sure, but what about the poor 
patients? As a serial hospital outpatient 
let me introduce a representative 
sample of the 230,000. In the car park 
and all around the inside of my local 
hospital there are children and working-
aged adults, but overwhelmingly the 
patients are senior citizens like me. The 
public areas resemble a mobility aid 
convention in an old people's home. 
Here are parents, grandparents and 
great grandparents, who have served 
their families and communities well 
and paid their taxes for many years.

So by whatever means, be it artificial 
intelligence or not, a way must be found 
to give them the service they deserve.

As a postscript it is a pleasure to record 
that whenever I attend, incognito, the 
X-ray department (as us OAPs still call 
it!), I receive nothing but kindness and 
professionalism from the radiographers. 
Furthermore, by paying close attention 
to the images while engaging the staff 
in conversation, I am able to provide 
myself with an on the spot report.

Is this the last remaining benefit 
of being a retired radiologist?

Dr Keith Simpkins 
Retired radiologist. Active patient.

Peer review and 
teleradiology
We read the RCR publication Lifelong 
learning and building teams using 
peer feedback (2017) with interest. It 
describes a system for allowing direct 
peer feedback using the radiology 
information system (RIS). The 
authors comment that radiologists 
are often unaware of the outcome of 
patients whose imaging they have 
reported and advocate the regular 

Letters to 
the Editor

peer feedback of further information 
regarding patient outcome, such 
as multidisciplinary team meeting 
(MDTM) discussion, histology results 
and results of further imaging.

Such a system would be of great 
interest to teleradiology companies 
where the reporting radiologists 
have direct access to the trust RIS. It 
would be hugely advantageous to 
teleradiologists to have access to this 
information as part of a feedback loop 
and would go some way to redress 
the balance between information 
available to teleradiologists versus 
in-house radiologists. In addition, the 
process should allow teleradiologists to 
feedback to NHS radiologists, opening 
up a two-way dialogue and fostering 
teamwork across the two sectors.

The system also allows for positive 
feedback on ‘good spots’ or well-
constructed reports which is to be 
welcomed as teleradiologists rarely 
get any positive feedback at present.

The document states that discrepancy 
feedback should be in a simple, non-
judgemental way, recognising hindsight 
bias and other biases. One would 
presume that this should also apply to 
feedback to teleradiology companies, 
which at times can be adversarial.

We would see this peer feedback 
as complementary to the planned 
routine regular audit that some 
teleradiology companies already 
have in place. We note the paragraph 
in the guidance, ‘scoring based peer 
review should NOT be used within 
radiology teams. It is subjective, 
inaccurate, does not provide learning 
opportunities and can undermine 
interpersonal relations and teamwork.’ 
and make the following comments:

That regular peer review audit does 
have a positive beneficial, supportive 
and patient safety role to play:

1)  Patient safety – may identify 
discrepancies requiring 
urgent notification

2)  Education of radiologists – this is 
formalised through written reflection 
on discrepancies which allows 
identification of immediate learning 

points, gaps in knowledge etc. In the 
longer term this allows identification 
of trends which may lead to positive 
changes in practice. Good quality 
reflection leads to deep learning.

3)  Grading the discrepancies allows 
identification of trends such as a 
sequence of serious observational 
discrepancies or for example a 
sequence of subtle interpretative 
discrepancies in a narrow field. It is our 
experience that patterns emerge and 
these can be successfully addressed 
with careful analysis and discussion.

4)  Absolute discrepancy rates are not 
comparable between radiologists 
as they are very dependent on the 
case mix, but they may identify 
outliers and also they may be 
helpful in demonstrating improved 
performance following intervention.

5)  Discrepancies raised during 
the process may be included 
in educational reviews for the 
benefit of other teleradiologists.

6)  Regular audits mean that 
teleradiology companies can 
provide each radiologist with a 
review of their ‘performance’ over 
the year that can be presented as 
evidence at their NHS appraisal. Many 
teleradiologists have commented 
that they find this very helpful.

In summary, we welcome this 
document as a means to foster mutual 
positive feedback between the NHS 
and independent sector. However, 
contrary to the statement that a 
scoring based system should not be 
used, we feel that there is a role for 
grading discrepancies in terms of 
highlighting patient safety issues, 
identifying radiologists of concern and 
monitoring improvements in practice 
following reflection on discrepancies.

Dr Maxine Murray. Consultant 
Radiologist and Senior 
Appraiser Medica Group

Dr Stephen Davies, Medical Director 
Medica Group

Declared interests 
Dr Maxine Murray has declared  
her interest as an employee of  
Medical Group. 

Dr Davies has declared his 
interest as an employee and 
shareholder of Medica Group.



 

Undiagnosed vertebral 
fractures: radiologists 
hold the key
The National Osteoporosis Society 
has published guidance to assist 
radiologists in the identification 
and reporting of vertebral fractures 
(https://nos.org.uk/vertebral-
fracture-identification). 

Vertebral fractures are the most 
common osteoporotic fractures but 
they are commonly missed – up to 
70% go undiagnosed.1,2 Identification 
of these fractures is important as 
they may be the first indication that a 
patient has osteoporosis so diagnosis 
could lead to secondary prevention 
and slowing the progression of the 
disease. Based on this new guidance, 
the RCR and National Osteoporosis 
Society are working together on 
an audit of fracture identification. 

Audit leads should expect to hear 
from the RCR later this year with the 
results to be published in due course.
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 Digital Imaging 2018: 
Radiology Information 
Systems and PACS
Thursday 12 July 2018

Manchester UMIST Conference 
Centre, Manchester  
This one day conference will examine 
how to work with digital imaging, 
radiology information systems and 
PACS to deliver the national ambition of 
a paperless and filmless NHS, improving 
imaging services and timeliness.

Free place available for RCR members. 
(Please quote HCUK00rcr when booking)

For further information and to 
book your place visit http://www.
healthcareconferencesuk.co.uk/
radiology-information-systems-and-
pacs or email judi@hc-uk.org.uk

Ms Emma Duffy
RCR Conference  
and Programmes Manager

Building on the success of the 2017 
annual conference, RCR18 is shaping 
up to be another not-to-be-missed 
event in the College calendar.

This year’s programme, put together by the 
Professional Learning and Development 
Committees under the leadership of Dr 
Di Gilson and Dr Stephen Harden, offers 
attendees 200 high-quality lectures and 
workshops along with e-Posters, proffered 
papers sessions and social activities.

We are delighted that Professor Russell Foster, 
Professor of Circadian Neuroscience, Head 
of the Nuffield Laboratory of Ophthalmology 
and Director of the Sleep and Circadian 
Neuroscience Institute at the University of 
Oxford will be joining us to give this years’ 
President’s Lecture and we’re excited to 
welcome back to Liverpool, Dr Stephen 
Hahn of Anderson Cancer Centre, Texas, 
USA to give the 2018 Middlemiss Lecture.

Supporting the meeting this year as 
headline sponsors are 4Ways Healthcare, 
Univadis and IBM Watson Health. 

For RCR18 we are proud to announce that 
the radiotherapy outlining workshops will 
be run on the College’s brand new outlining 
platform. Delegates at the event will be 
some of the first to experience this tool, 
developed by oncologists for oncologists. 

The event is taking place at the 
ACC Liverpool, 10–12 September, 
for the full programme and to book 
visit www.rcr.ac.uk/rcr18

Don’t miss out  
on RCR18! 

Stepping 
towards fully 
remote events

Ms Heather Wanstall
Head of Professional  
Learning and Development

In early March, the RCR – in collaboration 
with speakers from the Royal Marsden 
and Addenbrooke's, led by Dr Anna Kirby – 
hosted a free half-day event delivered as a 
series of five consecutive webinars aimed at 
supporting multidisciplinary teams wishing 
to implement internal mammary chain 
radiotherapy (IMC-RT) in their departments.

In the first RCR event of this kind, 
30 participants joined from their 
desktops, tablets or phones to 
hear presentations covering:

–  Rationale and indications for IMC-RT

–  Overview of possible techniques

–  Tomotherapy

–  Breath-hold and wide tangents

–  Volumetric modulated arc therapy.

These were presented by a 
multidisciplinary team comprising a 
consultant oncologist, a research fellow, a 
dosimetrist and a radiotherapy physicist. 

Participants had the opportunity 
to put questions to the speakers 
who shared their experience and 
expertise with the audience.

All of our webinars are recorded and 
made available on the RCR’s e-Learning 
hub at www.rcrlearning.org 

Is there a topic on which you would like 
to present a webinar or develop a longer 
event of this type? If so, please contact us at 
rcrlearning@rcr.ac.uk to discuss your idea.



The Senior Fellows' Forum is an ideal place 
for retired or soon to be retired Fellows 
to meet like minded colleagues and to 
find out about continued opportunities 
within the College following retirement. 

A very popular meeting in October 2017 
received a fascinating insight into the 
musical and medical history of George 
Gershwin presented by Professor Roger 
Taylor. Following this, Ms Toni Mount gave 
an equally engaging lecture about the 
struggle of women to enter medicine, 
entitled ‘They dared to be doctors’.

After lunch, the group ventured to just 
outside the City of London walls, for a private 
tour of Charterhouse – led by one of the 
brothers – with many tales ranging from 
the Black Death to Charterhouse’s current 

charitable status providing accommodation 
and friendship to people fallen on hard times.

In April, the Forum met at the College to 
hear a brave and harrowing tale from Dr 
Andy Stockdale about his prolonged battle 
to stop a maverick surgeon, in a talk entitled: 
‘Paterson; convicted breast surgeon. A 
whistle blower’s story’ – food for thought 
and possibly support. This was followed by 
Dr Huw Lewis Jones entertaining us with 
an insight into his passion for art that has 
blossomed following his retirement. The 
afternoon offered the option of tours of the 
V&A Museum, Mayfair or the British Museum.

Upcoming Senior Fellows’ Forum events 
are available to book now, if you are or are 
nearly retired, why not join us. Find out more 
at www.rcr.ac.uk/ SeniorFellowsForum

Senior Fellows' Forum goes from strength to strength

The RCR’s e-learning hub was 
launched in April 2017 and has so far 
had over 1,700 users register to take 
advantage of the free continuing 
professional development (CPD) 
resources that are available.

It has also provided a great opportunity 
for the College to collaborate with other 
organisations such as charities, royal colleges, 
special interest groups and medical scientists.

We have just completed a project 
with the British Society of Urogenital 
Radiology (BSUR) and Prostate Cancer 
UK on pre-biopsy mpMRI for prostate 
which resulted in the development of a 
webinar and e-learning package as well 
as two hands-on workshops which were 
attended by a total of 65 radiologists.

We are now working on a series of 
interactive e-learning modules on targeted 
treatments for lung cancer with Dr 
Elaine Vickers, a medical scientist who 
regularly lectures at the Royal Marsden 
and the Christie hospitals. Section one: 
Molecular pathogenesis of non-small cell 

lung cancer (NSCLC) is now available, 
with others covering targeting signalling 
pathways, angiogenesis inhibitors and 
immunotherapy for NSCLC coming soon.

A joint venture between the RCR, the Royal 
College of Paediatrics and Child Health 
(RCPCH) and the Society and College 
of Radiographers (SCOR) is also under 
way to develop an e-learning resource to 
support the implementation of the recent 
Radiological investigation of suspected 
physical abuse in children guidance 
(available at www.rcr.ac.uk/radiological-
investigation-suspected-physical-abuse-
children). This will include demonstrations 
of how to position the child to achieve the 
best possible images and will be aimed 
at a multidisciplinary audience. It will be 
available on the e-learning hub later in 2018.

To access any of these resources visit 
www.rcrlearning.org or to suggest others, 
email us at RCRLearning@rcr.ac.uk

RCR Learning collaborations gather pace

The Royal College of Radiologists

News in brief

Charterhouse where the group enjoyed a 
private tour.

Trainee Award 
winner correction
Please note that in the spring 
Newsletter article from the trainee 
award winners (page 15), the projects 
were incorrectly attributed. Dr 
Tavare completed the project on 
ambulatory lung biopsy and Dr 
Paddock investigated fetal brain 
imaging in diabetic pregnancy.

Obituaries
Dr George Mackie  
1938–2017
His peers’ trust in him was 
absolute and deserved.
www.rcr.ac.uk/college/obituaries/
dr-george-mackie 

RCR Newsletter Summer 2018 19



Professional Learning and  
Development Conference

RCR18 is kindly supported by:

www.rcr.ac.uk/rcr18 
 #RCR18conf

Get social!
Follow @RCRadiologists on Instagram, Twitter and like our Facebook 
page to be the first to hear about exciting college updates and new 
events. Use #RCR18conf, we’d love to hear what you think.

For more information on our fantastic programme  
and to secure your place, visit www.rcr.ac.uk/rcr18

Monday 10 September  
The promise and pitfalls of proton therapy

Dr Stephen Hahn 
MD Anderson Cancer Centre,  
Texas, USA

2018 plenary lectures:

3 days
190 speakers
180 lectures

20 workshops

Three radiology 
streams and a 

dedicated oncology 
stream spanning all 

three days

Tuesday 11 September  
Circadian rhythms, light and sleep – science to medicine

Professor Russell Foster 
Nuffield Laboratory of Ophthalmology,  
Oxford University Hospitals NHS Foundation Trust


