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Editorial 

To err is to be human …

When we make mistakes, we 
often deal with them by excessive 

introspection arguably, the 
more conscientious a doctor, 

the more self-critical.

The Spring Newsletter should feel more 
substantial – I am delighted to say 
that we have increased the number of 
pages available due to a constant rise 
in submissions. Despite this, I would 
like to apologise to those who are 
not featured. This edition focuses on 
training, with a series of varied articles 
from trainees and those involved in 
delivering training. At present there are 
1,447 trainees in clinical radiology and 418 
trainees in clinical oncology in the UK. 

The challenges faced by today’s trainees 
have been brought into sharp focus by 
the desperately sad case of Dr Hadiza 
Bawa-Garba. At the centre of it is the 
tragic death of a six-year-old boy, Jack 
Adcock. Without being cognizant of all the 
information, the facts as we know them 
will have far reaching consequences on 
how trainees, and indeed all clinicians, 
practise. The reality is that our clinical 
expertise across all specialties is shaped 
not only by our formal training but by 
the errors and near-misses that we have 
faced personally. When we make mistakes, 
we often deal with them by excessive 
introspection – arguably, the more 
conscientious a doctor, the more self-
critical. Reflective practice and a culture 
of openness has no doubt improved 
professional development and patient 
care; however, this is now unfortunately 
compromised by fear of reprisal. 

The articles on training in this edition 
take on a more positive tone, and I 
hope you enjoy them. There are many 
trainees excelling in their fields, which is a 
testament both to their individual talents 
and the quality of the training they receive. 

We also feature the second part of an 
interview with Dame Fiona Caldicott, the 
National Data Guardian. Should you wish 
to revisit the first part of her interview, 
past Newsletters can be found online at 
www.rcr.ac.uk/college/rcr-newsletter

I am pleased to see a constant rise in the 
number of submissions to the ‘Letters to 
the Editor’ section, which allows personal 
opinion to be presented and discussed  
in a professional forum. Some of you may 
be interested in a letter considering the 
European Congress of Radiology and, if 
in agreement, members of the European 
Society of Radiology may choose to 
invoke their democratic rights as they 
see fit. The College itself is however, an 
apolitical organisation and does not 
involve itself in party politics domestically 
or abroad, nor does it offer a view on the 
political make up of any government. 

I look forward to seeing you again in  
the Summer. 

If you would like to write to me about 
any of the articles that you read in the 
Newsletter or any other issues affecting our 
specialties, please don't hesitate to contact 
me at newsletter_editor@rcr.ac.uk

http://www.rcr.ac.uk
mailto:enquiries%40rcr.ac.uk?subject=
http://www.rcr.ac.uk/college/your-college-news/newsletter/rcr-newsletter
mailto:newsletter_editor%40rcr.ac.uk?subject=
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I speak and write often about the dire lack 
of funding for much needed increased 
numbers of radiology trainee posts in 
the UK to meet the 9% average national 
shortage of radiology consultants.  
However, as ‘the Cancer College’, it is 
important that we are all familiar with issues 
affecting both our major disciplines.

The clinical oncology workforce
In clinical oncology, while the fill rate  
of trainees is better than in most medical 
specialties, it is still not 100%. The ongoing 
drive to raise awareness of clinical oncology 
as a career choice is having a positive 
effect though, and there is a continued rise 
in the calibre of trainees being appointed. 
The majority of clinical oncologists in 
the UK are now female, and a trend 
towards less than full-time working in the 
discipline is evident in both genders.

The latest clinical oncology workforce 
census has revealed some very concerning 
issues, paralleling those we have already 
seen in clinical radiology. The number of 
clinical oncology consultant vacancies 
in the UK has doubled in just one year, 
and the retirement age (at which clinical 
oncologists stop working altogether, 
rather than ‘retire and return’) has fallen 
for the first time this year from 62 to an 
average of 59 years. This emphasises 
the need to make all job descriptions 
as attractive as possible to entice newly 
qualified trainees to work in areas outside 
London and other major cities, and to 
retain older consultants in the profession.

Problems and solutions 
Many problems in clinical oncology are 
similar to those in clinical radiology, but 
their potential solutions are less apparent. 
Lobbying for more clinical oncology 
trainees is not an easy option if extant 
training posts are not 100% filled. Overseas 
recruitment of clinical oncologists is not 
an economical or practical solution since 
the majority of overseas training schemes 
produce pure radiation oncologists, 
whereas the UK service needs a 
combination of radiotherapy and systemic 
anti-cancer treatment – especially where 
the current vacancies exist. The nature 
of many tasks in clinical oncology lends 
itself to delegation to non-doctors (therapy 

Dr Nicola H Strickland 
President

President’s column 

Challenges for the  
‘Cancer College’

radiographers, dosimetrists, physicists, 
nurses and pharmacists) working in  
clinical oncology team environments,  
and so such role extension could be safely 
expanded. Conversely, for the vast majority 
of radiological work, the medical training 
of a doctor confers a major advantage 
in both reporting and interventional 
activities. Unfortunately all the non-
doctor professions where role extension 
of clinical oncology tasks is possible 
are themselves already short-staffed. 

Establishment of extensive and reliable 
vendor-neutral regional information 
technology (IT) connectivity would 
benefit both our disciplines, but any 
benefit is predicated upon there actually 
being enough clinical oncologists and 
radiologists at regional level to do the 
work. Such IT networks would help 
support smaller centres, especially 
to cover sickness, leave and so on. 
Remote contouring in radiotherapy, for 
example, would prevent many patients 
having to travel for their radiotherapy.

There’s still hope
Hope may lie in signs that there is 
growing recognition (by the government, 
regulators and bodies such as Health 
Education England) that the major gaps 
in the cancer diagnostic and treatment 
workforce are a current insurmountable 
bottleneck to delivering the five-year 
cancer strategy, to which the Government 
is supposedly committed. Cancer is 
an emotive subject and I live in hope 
that this failure to deliver adequate 
cancer healthcare will lead ultimately 
to appropriate remedial measures.

Leading by example 
There are many aspects to good medical 
training, not least the need for senior 
trainees and consultants to set an example 
and act as leaders and role models for 
their more junior colleagues. Personal 
integrity and colleague support are key 
factors and both are very topical.

Integrity in our personal behaviour is 
fundamental to earning respect from  
our patients, peers and juniors. The whole 
profession is undermined by recently 
reported cases of dishonesty relating 
to manipulating waiting list initiatives 
and in-sourced out-of-hours reporting 
figures, or time spent in the private sector 
which is rostered for the NHS. Council 
has already discussed these matters, and 

will address them further; the College 
needs to be made fit for purpose to deal 
with this and other governance issues 
(since this is not currently the case). There 
will be more formal and widespread 
consultation in due course, but any views 
and ideas from Fellows and members 
are welcome now or at any time. 

Support for our junior colleagues is of 
paramount importance. Rota gaps and 
increasing stress from the heavy workload, 
sometimes compounded by systems 
failures, are leading to working conditions 
where even the best and most conscientious 
trainee doctors are liable to make errors 
of judgment and medical practice. 

In these difficult times, it’s heartening to 
see that colleagues are still willing to give 
their time to the College: a big thank you 
to all who have put themselves forward 
for the recent round of College elections. 

Dates for the diary
On a happier note, the Society of 
Radiologists in Training (SRT) and 
Oncology Registrars’ Forum (ORF) have 
each put together fantastic programmes 
for their annual conferences; the SRT in 
Cardiff (10–11 May) and the Annual Trainee 
Oncology Meeting (ATOM) in Manchester 
(12–13 May). The Junior Radiologists’ Forum 
(JRF) and the SRT are also collaborating 
this year to run trainee workshops at 
RCR18 in Liverpool (10–12 September). 

Membership survey
Finally, my thanks to the Fellows and 
members who have completed the 2018 
Membership Engagement Survey. Your 
feedback really does influence the work of the 
College and its emphasis. We will be reporting 
on this year’s survey later in the year with 
the full report being launched at RCR18. 
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within stretched departments means 
that innovative training rotations and 
funding will be required to ensure that 
these additional posts are realised. 

Trusts and health boards with unfilled 
consultant posts may wish to develop 
funded post Certificate of Completion 
of Training (CCT) fellowships to support 
additional training and experience, 
with the added benefits of delivering 
a service element and freeing up 
training posts for recruitment.

An increase in the number of retirements 
could be attributed to changes to pension 
regulations and the stress of working 
in hard-pressed departments. Flexible 
retirement packages and annualised 
contracts have the potential to reduce 
the loss of valuable, experienced senior 
colleagues with the added bonus that 
they often provide cover for annual 
leave, preferring to holiday ‘off season’.

Work is continuing to increase 
recruitment from abroad and the 
RCR is working with the Global Health 
Exchange and the British Association of 
Physicians of Indian Origin (BAPIO).

RCR resources
There are a number of ways in which the 
College can help departments struggling 
to meet demand and a page has been 
developed on the website linking to some 
of the many resources that the RCR has 
available (www.rcr.ac.uk/clinical-radiology/
service-delivery/support-departments-
under-pressure), including the Sustainable 
Future for Diagnostic Radiology series, 
reporting standards, networking, working 
in the UK, mentoring, RadJobs.co.uk, 
service review, RCR Learning, medical 
educator development and the Imaging 
Services Accreditation Scheme.

Point of contact
If you can’t find what you are looking 
for or want advice, please contact 
me on caroline_rubin@rcr.ac.uk
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Departments under pressure
There is no radiology department in the 
UK that is not under pressure because 
of an inexorable increase in workload 
and staffing shortages. The annual RCR 
workforce census again highlighted 
the ongoing crisis in terms of workload, 
staffing, retirements and significant 
spending on outsourcing, insourcing and 
locums.1 The RCR backlog survey has 
repeatedly identified significant numbers 
of imaging examinations waiting over a 
month for a report with resultant patient 
anxiety, potential delayed diagnoses and 
inefficiencies.2 Reporting delays in England 
were highlighted in December 2017 by 
the Care Quality Commission (CQC), who 
undertook a survey designed to assess 
the situation in England concerning 
radiology reporting. Many thanks to all 
who helped to complete these surveys 
which give the most robust data available 
to support the case for additional staffing. 

An RCR working group, lead by Dr 
Matthew Trewhella, is developing a 
business case based on the premise 
that consultant-led and properly staffed 

Dr Caroline Rubin 
Vice-President,  
Clinical Radiology

From the Faculty of Clinical Radiology 

What can the RCR do for you?

diagnostic imaging and interventional 
radiology services are cost effective 
with greater potential to ‘Get it right first 
time’. Cost savings that may be accrued 
with the use of expeditious imaging 
or image-guided intervention, such as 
reduction in negative appendicectomy 
rates in children with availability of a 
comprehensive paediatric ultrasound 
service, or mechanical thrombectomy in 
stroke, will hopefully release resources 
to fund additional training numbers. 
The RCR will be pushing hard for 
any money saved to be put towards 
funding additional training numbers.

Workforce plans
The report on the Cancer Workforce 
Plan identifies the requirement for an 
additional 668 consultant radiologists by 
2021.3 This is welcome news and the RCR 
is working with Health Education England 
(HEE) and equivalent organisations in 
the devolved nations to increase the 
number of funded training posts, with 
agreement for an additional 35 per 
year for the next five years in England 
and ten per year in Scotland. The new 
radiology academy in Wales, due to open 
in 2018, and new academy developments 
in the East Midlands and Northern 
regions, will provide additional training 
capacity. However, training capacity 

http://www.rcr.ac.uk/clinical-radiology/service-delivery/support-departments-under-pressure
http://www.rcr.ac.uk/clinical-radiology/service-delivery/support-departments-under-pressure
http://www.rcr.ac.uk/clinical-radiology/service-delivery/support-departments-under-pressure
http://RadJobs.co.uk
mailto:caroline_rubin%40rcr.ac.uk?subject=
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Leading the RCR clinical oncology team is first and 
foremost a privilege, especially as the role is directly 
elected by one’s colleagues, but also undoubtedly 
busy. Halfway through my tenure as Vice-President, 
I have been reflecting on my experiences. A difficult 
thing to get one’s head around, when working with 
non-NHS organisations, is the immediacy. Invitations 
appear, often with little or no notice, regardless 
of importance. If one of the Officer team cannot 
attend – we all still have a clinical practice and 
patients requiring attention – then I am in ‘phone 
a friend’ territory. The Faculty now numbers over 
2,000 but most have the same constraints on their 
time; I don’t know everyone personally, but often an 
interested person can be persuaded to ‘volunteer’. 
My thanks to all of you who have assisted so far, but 
also to those who still answer my phone calls, text 
messages and emails. Tweets will be added by the 
time you read this article (be afraid, be very afraid). 

New experiences
If, after phoning around, I remain ‘Billy no mates’, 
prioritising what is the best bang for the clinical 
oncology buck is the order of the day. For me, this 
has led to some novel experiences. Following the 
College response to a call for evidence on the health 
implications of Brexit, mainly around workforce and 
access to medical radioisotopes, I gave evidence to 
both the House of Lords Select Committee on the 
European Union and the House of Commons Health 
Select Committee. My first surprise on visiting the 
(English) seat of government was that the Lords 
were in the building I recognise as Parliament and 
the Commons were housed across the road in a 
building above Westminster tube. Second impression 
of the parliament building – if the Care Quality 
Commission (CQC) were to visit, the signage would 
‘need improvement’; directions were less than ideal! 

Likely questions are communicated in advance 
but there is no guarantee that this is actually what 
will be asked, or what else may crop up during the 
45 minutes or so in the hot seat. From a College 
standpoint, it’s vital to work in the points we need to 
make, answering the questions that should have been 
asked, but it’s not in my comfort zone. Awareness 
of the issues concerning the College as a whole is 
essential when one represents both Faculties.

Consulting on consultations
A significant part of my time is spent co-ordinating 
responses to consultations on a wide range of 
important topics, from the specific, such as protons, 
to the more general such as restrictions on driving or 
prescription of medicines available over the counter. 

A main concern is trying to gain a true impression 
of the concerns and opinions of our membership. 
Consultations often have a very tight timeframes so 
even after they have been posted on the relevant 
Clinical Oncology Online Forum (COOF), often I still 
end up referring to my contacts list seeking someone 
to explain things to me in words of one syllable. 

A function of the College is to influence both policy 
makers and other health professionals about the 
value of our specialties. Regular meetings take place 
with the ‘usual suspects’ including Cancer Research 
UK (CRUK), the British Medical Association (BMA) 
and other Royal Colleges. Both Faculties have similar 
but not identical issues, so it is important to make 
sure all concerns are aired. For those organisations 
where we have more common interests in joint 
service delivery, we have more formal partnership 
working via the various Boards which I have 
touched on before. At present, the College is hosting 
the Chemotherapy Board. The work programme 
includes advocating for access to chemotherapy 
for elderly patients as well as cross-professional 
chemotherapy prescribing competencies.

Opportunities to work closely cross-Faculty  
with our radiology colleagues present themselves 
less frequently than one would expect. At  
present we are working jointly on advice about 
the new British Safety Standard Directive (BSSD – 
Ionising Radiation (Medical Exposure) Regulations 
(IR(ME)R) updated) and artificial intelligence (AI) 
– core to service delivery in both specialties. 

On the road
In addition to the (sometimes less than tangible) 
above, the College produces a lot of useful resources 
around continuing professional development 
(CPD), job planning, training and so on. One way of 
highlighting these is via a programme of regional 
visits. If you can’t come to the College … then twice 
a year the College will come to some of you. This 
spring it is the turn of Thames Valley – my thanks in 
advance to the local heads of service for their support 
in arranging this. We are also visiting Swansea, Wales 
on 12 April – our thanks to Dr Martin Rolles of the 
Standing Welsh Committee for his help in organising 
this visit. If you wish to attend, please email  
amy_grant@rcr.ac.uk 

Late last year Southampton drew the hosting straw. 
The visit was well received with positive feedback. 
One of the consistent themes of these visits is the 
patchy awareness of the resources the College has 
available and how much behind the scenes work to 
try and improve our clinical lives occurs. Much like 
the Romans we need more well informed voices 
in the crowd – all volunteers gratefully received … 

From the Faculty of Clinical Oncology 

What have the Romans …

Prioritising what 
is the best bang 
for the clinical 
oncology buck 
is the order 
of the day

Dr Jeanette Dickson
Vice-President, 
Clinical Oncology

mailto:amy_grant%40rcr.ac.uk?subject=
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How do you think this country is doing in 
terms of information governance, compared 
with other developed countries?
I’m not an expert in what’s going on overseas but I think 
we’re doing reasonably well. Views across European 
countries tend to be well aligned but it’s more complicated 
with the United States; their laws are quite different to ours. 

Do you think the laws around information 
governance can potentially stifle the cross-
pollination of knowledge between institutions?
Yes, if people don’t do their ‘homework’. The case 
with Google DeepMind was a recent example 
where a lot of confidential patient information was 
being sent to a third party with an incorrect claim 
that it was for direct care. The issues and mistakes 
in this instance have been acknowledged and I 
believe that the parties involved have learnt a lot. 

While rules may delay progress, they are important because 
they protect the public, many of whom are not happy 
about their health and care data going to organisations 
such as Google or even to pharmaceutical companies. 

When you listen to public opinion, by and large 
people trust the NHS, but they don’t trust commercial 
organisations. We need to educate people about the 
different companies that use personal data and why – 
where the benefits are and where information can be 
safeguarded for use without risk to patient privacy.

While the rules around information governance 
may stifle cross-pollination of research between 
institutions, there are also rules in place that 
enable data to be used by organisations, provided 
they obey the law and good practice. 

Dr Rowena Johnson Editor, RCR Newsletter speaks with  
Dame Fiona Caldicott National Data Guardian for Health and Social Care  

An interview with  
the National Data  
Guardian – part 2 
In the second part of this interview,  
Dame Fiona Caldicott, National Data Guardian,  
tells us more about the changing use and  
application of data within modern healthcare. 

In clinical radiology and clinical oncology, there’s 
a lot of interest in artificial intelligence (AI). The 
College is interested in the development of an 
AI programme that will recognise normal chest 
X-rays. It hasn’t been done but if, for example, 
hundreds of thousands of anonymised chest 
X-rays were sent out to assist in the development 
of such a programme, would that be acceptable?
It comes back to the purpose of sharing the 
information. Anonymisation means that it’s possible 
to do more with images than if you had to get 
consent, but you should still be able to explain to 
interested citizens where data is going and why. 

Another consideration is how you deal with situations 
where previously undetected abnormalities are found 
during the process of working on the algorithm. With 
truly anonymised data you can’t go back to the patient 
to inform them of the findings. You’ve got to find a way 
of being able to link up the anonymised data with the 
person to whom it belongs. It’s possible, but it’s that 
interface which worries people; how secure is it? How 
easily can it be breached? Could people access the 
anonymised data and link it to the real person with bad 
intent? It’s not simple, but there’s a lot of work going on 
in this area, particularly in relation to AI algorithms.

Is that being undertaken by  
commercial companies?
Yes and that’s where the public begin to worry. 
We’re having to get much better at explaining 
these things; often when the public understand 
what data is being used for and can see 
the benefits, their outlook is altruistic. 

 We need 
to educate 
people about 
the different 
companies who 
use personal data 
and why, where 
the benefits 
are and where 
information can 
be safeguarded 
for use without 
risk to patient 
privacy
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The public need to have confidence in  
their ability to consent (or not) to their data 
being shared – I utterly believe in their right 
to say ‘no’, or that it is anonymised to the 
Information Commissioners standard. 

What improvement in data 
protection are you most proud of?
The introduction of Caldicott Guardians 
for health and care organisations was a 
huge step forward, particularly when it 
happened back in the nineties. They have 
made a real difference to the protection 
of people’s data. Having somebody in the 
system locally who knows what can and 
can’t be done was a fantastic development. 

More recently, I’m proud of achieving clarity 
on the rights of the public. It’s important to 
have people taking into consideration that 
we’re talking about human beings and their 
information and thinking about how to protect 
it in a world where there’s so much scope to get 
carried away with the potential for its use. The 
emphasis is on knowing the circumstances 
where you can share data appropriately. Patient 
consent is the simplest option but then there 
are other options. Getting more clarity about 
those things has been quite an achievement.

What do you think about the use of 
messaging services such as WhatsApp 
in hospitals? It’s not uncommon for 
clinical teams to exchange patient 
information on it under the assumption 
that it’s an encrypted service. 

I think there are some dangers there. If 
you lose a patient’s data or if they find out 
that you’ve got their data and shared it 
against their wishes, that’s quite serious 
in the context of professional ethics. 

There are a lot of benefits of technology and 
I think we will have an increasing number 
of apps to support patients, but that’s not 
the same as using apps in a professional 
setting to transfer confidential information. 
I would say be careful and look at the rules.

Do you feel that the NHS almost 
needs to have some sort of secure 
system, similar to WhatsApp, in 
which teams would quickly be 
able to exchange information?
I think we’re probably in that position 
already. We’ve made a lot of progress 
in recent years but it’s still important to 
know when you can and can’t share 
data, have great security and understand 
what to do if a breach happens. 

Regarding the Ransomware attack 
last May, why do you think the 
NHS was so badly affected?
I don’t agree that it was badly affected.  
Out of around 200 trusts, only 47 were 
affected, which I understand was a result  
of not having updated their software  
and their firewalls. 

By failing to keep their security and software 
up to date, they had missed applying 

patches that would have prevented 
them being affected by the attack. 

Many people dealt with the attack by turning 
the system off; a better solution would have 
been not opening email attachments that 
caused the problems. This has highlighted the 
need for better advice for organisations so that 
they know what to do when things go wrong. 

It also highlighted our reliance on email and 
how we cope when the system is down. 
I would say that given the size of some 
of the organisations that were affected, 
the impact was minimal but we have 
learned some very important lessons. 

I thought it was interesting that 
shortly afterwards Oxford University 
Hospitals Trust were informed that our 
fax machines were being disabled …
I’d been trying to get rid of the fax machines 
for about two years! Misdialled fax numbers 
are the cause of so many breaches of data 
protection. A very simple way of dealing 
with this problem was to stop sending faxes.

Many thanks to Dame Fiona Caldicott 
for her insights into a complicated and 
current issue. More information on the 
work of the National Data Guardian 
is online: www.gov.uk/government/
organisations/national-data-guardian 
Read the first part of this interview at 
www.rcr.ac.uk/college/rcr-newsletter 

http://www.gov.uk/government/organisations/national-data-guardian
http://www.gov.uk/government/organisations/national-data-guardian
http://www.rcr.ac.uk/college/rcr-newsletter
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We feel that such skills are further developed 
alongside those in special interest areas 
during the post-core years and do not 
wish to see training shortened.

Curricula activities
Our curricula are currently being revised 
according to the 2017 General Medical 
Council (GMC) standards. Although their 
clinical content will not alter radically, there 
are emphases on the inclusion of generic 
professional capabilities (GPCs) and ensuring 
curricula are ‘outcomes based’. The RCR 
curricula already contain much generic 
material, but GPCs will be common to all 
postgraduate medical specialties with some 
allowance for their differing clinical contexts. 

Outcomes-based curricula mean that trainees’ 
acquisition of knowledge and skills will be 
judged against broad criteria (for example, 
providing timely, accurate and clinically 
useful reports on imaging studies) rather 
than the achievement of multiple, individual 
competencies. These broad outcomes 
will be underpinned by more detailed 
descriptors and lists of expected capabilities. 

Our existing system of workplace-based 
assessments (WPBAs) will remain, with 
areas of activity in the curricula mapped to 
appropriate means of evaluation. To reinforce 
the formative nature of the assessments, the 
intention is for some elements of scoring to 
be replaced with free-text comments and 
an overall estimation of performance will be 
mapped to trainees’ independence or degree 
of support needed in the area evaluated.

The e-portfolio for trainers and trainees 
will be moving to a new platform which 
will allow greater customisation ‘in house’. 
All trainee data in the current e-portfolio 
will be imported into the new system, 
which we expect to trial in summer 2018.

Radiology-specific developments
We are working on the development 
of RCR-recognised ‘credentials’ to 
support common training in two areas; 
interventional neuroradiology (INR), 
to train medical personnel needed to 
join interventional neuroradiologists in 
providing acute interventions such as 
mechanical thrombectomy in stroke 
and coiling of intracranial aneurysms, 
and breast physicians (not radiologists), 
who provide an essential service in 
breast imaging and related clinical 
areas but do not have an established 
national curriculum or qualification to 
recognise their training. Both of these 
are currently at proposal stage.

The new, single FRCR 2A examination 
was introduced successfully in December 
2017 and has replaced the previous 
modular system. This change was 
made to address concerns that trainees 
were constantly preparing for exams 
to the detriment of other aspects of 
training. Another major development 
has been the introduction of automated 
examinations, allowing all candidates to 
view the same material simultaneously, 
improving reliability and fairness and 
potentially increasing exam capacity. 
This was implemented for anatomy 
in FRCR 1 in early March. Automated 
exams for the long-cases and rapid 
reporting in FRCR 2B will begin in April. 
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There are many developments under 
way affecting postgraduate medical 
education. This article includes those 
specific to clinical radiology and 
those that affect both Faculties.

General developments
The Shape of Training report sets the 
direction for postgraduate medical 
education in the future, training doctors 
to look after an aging population with 
multiple co-morbidities.1 It emphasises 
the need to train more generalists and for 
areas of specialist practice to become the 
subject of additional ‘credentialed’ training, 
to build the workforce required and to 
allow doctors flexibility to pursue specialist 
interests throughout their careers.

The institution of these policies is still the 
subject of negotiation between the steering 
group charged with implementing the 
report and colleges. Some of the policies, 
such as mandating the need to maintain 
general acute skills in the context of the 
specialty throughout training are already 
addressed by our existing curricula. 

Although the Clinical Radiology Faculty is 
looking at the development of credentials 
in very specific areas, neither Faculty 
wants to see the separation of general 
(core) from special interest training, as 
this risks potentially reducing training to 
the acquisition of only general skills. 

Education  
and training
Clinical radiology

Dr William Ramsden
Medical Director,  
Education and Training,  
Clinical Radiology



ward doctors and those who have recently 
qualified and have expressed an interest in 
clinical oncology. There is some evidence 
that this has improved recruitment. Making 
the ward doctor experience better on 
our cancer wards, where attachments 
are hard due to patients often being very 
unwell, is a challenge to overcome. Getting 
ward doctors into outpatient clinics and 
radiotherapy planning areas, possibly 
as a taster week, could be helpful.

Bright young things
The national recruitment selection process 
is run by Health Education England (HEE). 
The RCR is working with HEE to remedy 
administrative issues from 2017. Despite 
these, the fill rate, particularly in England, 
was very high and favourably compares 
to other medical specialties. That being 
said, we must not be complacent and 
should continue to work hard to attract the 
best medical students and new doctors.

Common ground
As mentioned by Dr Ramsden, the Shape 
of Training report is beginning to influence 
thinking about the future of training 
in oncology.2 As part of this, we will be 
working closely with the Medical Oncology 
Specialty Advisory Committee to develop 
a shared vision for training, with more 
clearly expressed commonalities across 
the two non-surgical oncology curricula. 
We will continue to make the case that it 
typically takes at least five years to train 
someone to the level needed to start 
a consultant clinical oncologist role.

Our Curriculum Committee has 
already started rewriting the clinical 
oncology curriculum in line with the 
new General Medical Council (GMC) 
standards and expectations. 

This will feed into discussions with medical 
oncology and the Shape of Training team. 
We need GMC approval prior to launch, 
so the timeline is somewhat unclear, but 
we would be hoping to begin introducing 
this in 2019. The clinical content of the 
curriculum will be largely be unchanged 
and the College will provide any additional 
support and resources required.

A positive attitude
Training posts are largely full up and down 
the country and national recruitment went 
well, with new recruits proving to be of 
an extremely high standard and calibre, 
committed to a career in clinical oncology. 
Importantly, in the General Medical Council 
(GMC) survey, these trainees report 
80–90% overall satisfaction. This shows 
that we are doing well compared to other 
medical specialties and demonstrates that, 
despite difficulties regarding pressure of 
work and increasing workload, training is 
being delivered to a very high standard. 
Please keep this going and advocate a 
career in clinical oncology to all you meet 
including medical students, ward doctors, 
current trainees in clinical oncology and 
when you encounter students and doctors 
in other specialties and departments. 
Your positive attitude not only enthuses 
trainees but our own medical colleagues 
and the environment we work in.
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New doctors start making choices 
about their careers very early. The RCR 
supports its members in encouraging 
any young person to join the clinical 
oncology workforce, looking after patients 
with cancer throughout the UK.

With cancer incidence and survival both 
increasing, the number of people living 
with cancer is expected to double in the 
next 20 years.1 Virtually all doctors will 
come into contact with patients who 
have or have had cancer, so even if a new 
doctor doesn’t want to specialise in clinical 
oncology, a positive exposure to cancer 
will benefit both them and their patients. 

Starting young
The Undergraduate Oncology Steering Group 
is an enthusiastic group looking to bring 
together those of you with undergraduate 
training responsibilities in your departments 
and universities to share good practice, 
provide support and contribute to the Medical 
Schools Council’s exam question bank 
(among other things). An Undergraduate 
Day has been planned for 18 May, bringing 
together educationalists and medical 
students. If you’re interested in attending 
please email undergraduate@rcr.ac.uk

A taste of ...
Since we shared the good practice for 
taster days, many departments up and 
down the country have provided tasters for 
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Clinical oncology

Dr Frances Yuille
Medical Director,  
Education and Training,  
Clinical Oncology
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The General medical Council's generic 
professional capabilities framework4

Clinical oncology 
curriculum rewrite project

Dr Graeme Lumsden
Consultant Clinical Oncologist, 
Chair of the Clinical Oncology 
Curriculum Committee

‘I would rather stick pins in my eyes’ was 
my initial response on seeing the advert 
from the RCR for a clinical fellow to help 
rewrite the curriculum. We all know about 
the curriculum; it’s that 120-page document 
we enthusiastically print out at the start 
of our training, only to realise it’s probably 
more useful as a door stop or a cure for 
insomnia. The idea of spending one day a 
week for the next year trying to rewrite it 
simply didn’t appeal. However, approaching 
the end of my training and with a CV 
as barren as the Sahara, sometimes 
needs must, so I dusted down what 
educational experience I had and applied.

One year on I have to admit, I’ve had a great 
time. The RCR was always something of 
a black hole to me; I knew of it as a place 
where important people made important 
decisions about our training but I had no 
idea about its underlying structure. I have 
since had the opportunity to work with 
College staff and Officers and observe 
various educational committees. I’m 
now far more aware of the current issues 
affecting clinical oncology training both 
nationally and locally which I feel will 
be invaluable to me moving forward. 

Moreover, working at the College is a 
welcome break from clinical work. There is 
an endless supply of herbal teas, people are 
nice and smile at me and I’m doing a job that 
genuinely allows me time to think, develop 
my own ideas and try to drive change. 

As regards the curriculum, change is afoot 
under direction from the General Medical 
Council (GMC). The new document, built 
on their generic professional competencies 
will hopefully be much shorter, more 
user-friendly and far more reflective of 
modern clinical oncology. Trainee input 
has been strongly considered and should 
result in a curriculum that is both relevant 
and useful to us throughout our training.

Work on the curriculum will progress 
over the next year and I am looking 
forward to continuing in my role. I would 
recommend a clinical fellowship post to 
any trainee as a fun and rewarding way 
of getting involved with the College. 

Finding Nemo; 
a trainee out 
of water…

Dr Hannah Tharmalingam
RCR Clinical Fellow

In 2017, the General Medical Council (GMC) 
published several documents outlining 
new standards and requirements which 
all postgraduate curricula must meet, 
including Excellence by design: standards 
for postgraduate curricula and the General 
professional capabilities framework.1,2

Postgraduate curricula are having to be 
rewritten in accordance with this framework 
which consists of nine interconnected 
domains with patient safety at the heart 
of them. They are also focused on high 
level communication skills, effective team 
working and encouragement of excellence.

These domains are:
– Professional knowledge
– Professional skills
– Professional values and behaviour
– Leadership and team working 
– Patient safety and quality improvement
– Education and training
– Research and scholarship
– Safeguarding vulnerable groups
– Health promotion and illness prevention.

Each domain includes a descriptor 
outlining the capabilities and expected 
levels of performance across all curricula. 

Need for modern curricula
The new standards set out in Excellence 
by design require all curricula to describe 
fewer, higher level generic, shared 
and specialty-specific outcomes.1

Generic outcomes should:
– Be transferable across all specialties 
– Allow for greater flexibility in training
–  Focus on professional values 

and behaviours as outlined in 
Good medical practice.3

Shared outcomes may involve a 
number of specialties where work 
may overlap such as clinical oncology, 
medical oncology and palliative care.

Specialty-specific outcomes will only 
relate to clinical oncology, largely 
revolving around the safe delivery of 
radiotherapy and systemic treatments. 

Work at the RCR
Over the past year, the Curriculum 
Committee has been drafting and reviewing 
the new clinical oncology curriculum. 
Much of the work has been carried 
out to a very high level by Dr Hannah 
Tharmalingam, an RCR Clinical Fellow.

Once the draft version is ready it will 
be circulated widely for discussion and 
comment before submission to the GMC 
towards the end of 2018.

Moving forward
Once ready, the curriculum is approved 
we will have a document which will allow 
us to train clinical oncologists who are 
capable of working in a modern NHS.
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Clinical oncologists and clinical radiologists 
spend most of our time underground, in 
thick-walled caverns. We peer in dark little 
rooms, at dark little screens. We use our 
developed forepaws to push mice around. 
Whether you like it or not, we are the 
moles of the medical animal kingdom. 

There are some key differences; MV versus 
KV, Primovist versus Cisplatin. Your clinics 
tend to be a bit quieter than ours. But 
there's lots of common ground. We all 
love a good colourful positron emission 
tomography (PET) scan. We share the same 
College. We are all fascinated by the use of 
science to illuminate and treat patients.

Clinical oncology registrars 
need radiologists’ help!
When contouring, trainee oncologists 
have little or no idea of what they’re doing! 
I've spent hours lovingly drawing around 
what I thought was a tumour, only to find 
on review with my consultant that the 
'abnormality' has been present on every 
scan the patient had ever had, is commonly 
referred to as the 'aorta' and does not 
need a radical dose of radiotherapy. 

In a recent survey of trainees by the 
Oncology Registrars' Forum, a third of 
respondents felt that their training in 
radiology was inadequate for radiotherapy 
planning, and only 5% received teaching 

from a radiologist. For over 80% of clinical 
oncology registrars, computed tomography 
(CT) and magnetic resonance imaging (MRI) 
anatomy are self-taught. We are dependent 
on radiology to diagnose tumours and 
delineate our treatment plans; it is essential 
that our knowledge is as good as possible.

How can we better share knowledge 
between radiology and oncology? 
In my deanery, the radiology departments 
have welcomed oncology trainees for 
teaching sessions and for multidisciplinary 
team (MDT) preparation. This improves 
our anatomy knowledge and it allows 
us to identify the characteristic spread 
of disease. I appreciate that clinical 
work is busy enough already but if you 
do come across an oncology registrar 
looking confused at the back of the 
MDT, consider allowing them to watch 
you review scans before the meeting 
– it will be invaluable to them, painless 
for you and may make radiotherapy 
treatments even more accurate.

The Imaging for Oncology Trainees 
project is delivering online learning 
modules to support oncologists 
in their understanding of medical 
imaging. Find out more on page 19. 

Declaration of interests 
Honoraria from IQVIA for Healthcare Information

Moles of the 
world, unite!
Dr Robert Rulach
Specialty Registrar, 
Beatson West of Scotland 
Cancer Centre
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Exception 
Reporting

Keeping trainees safe
As the Guardian of Safe Working at my 
trust, I’m responsible for confirming 
processes ensuring safe working hours 
for junior doctors are followed, providing 
oversight and reassurance to the trust. 

The importance of safe working 
conditions for doctors has come in 
to sharp focus recently following the 
conviction of Dr Hadiza Bawa-Garba for 
gross negligence manslaughter after 
the death of Jack Adcock in 2015. 

As a profession, we have made huge 
progress in the last decade with respect 
to openness and accountability, moving 
away from a blame culture, and looking 
to see outcomes as the product of 
a system, not just individual actions. 
Reflective practice, regardless of clinical 
outcome, has become established as a 
cornerstone of appraisal and professional 
development. How long this continues 
following this case remains to be seen. 

Safe working hours is just a part of this 
picture. The pressure on working hours 
for trainees within radiology is likely to 
be varied across the country, with higher 
reporting most likely in centres where 
trainees provide part of the on-call or 
out-of-hours service. As with so many 
challenges presently facing clinical 
radiology, an increase in numbers of 
trainees and consultants is urgently 
needed to ensure that we can continue 
to provide the service that patients 
need, in a way that is safe for patients 
and doctors – now and in the future.

Step outside the department
Although circumstances makes it difficult, 
we must ensure that the potential 
benefits to patients that radiology can 
offer are realised. To do this, people who 
understand and care about radiology 
need to be seen and heard by people of 
influence within hospitals, commissioning 
groups, universities and medical 
schools. We can’t do all this without 
ever leaving the X-ray department.
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Dr James Briggs
Consultant Clinical Radiologist
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'I don’t have enough time, I don’t know who to 
talk to and why try to change the system as 
when you leave the change leaves with you.'

That is rather a negative view of 
implementing change at junior doctor 
level and while I can’t speak for all, it may 
reflect a large number of junior doctors’ 
opinions. It is certainly one of the reasons 
why I’m taking a year out of medical 
training for a medical leadership and 
management scheme; I wanted to find 
out ‘how to get things done’ to make a 
change for patients and my colleagues. 

The Fellowship of Medical Leadership 
and Management (FMLM) gives a trainee 
from F2 to pre-Certificate of Completion 
of Training (CCT) the chance to take 12 
months to work in an affiliated national 
medical organisation, ranging from NHS 
England to Macmillan Cancer Support 
to BUPA. Trainees gain skills in strategy, 
project management and leadership. Most 
importantly it takes people out of their 
usual environment to get a completely new 
perspective on healthcare and possibly 
to allow them to look at their job in a new 
light when they return to clinical work. 

Do doctors need to be leaders? 
We certainly do not get enough leadership 
training at a junior level and we often 
find leadership roles thrust upon us as 
we go through our career. The General 
Medical council (GMC) feel very strongly 
that leadership is essential, stating that 
‘unless doctors are willing to contribute 
to improving the quality of services 
and to speak up when things are 
wrong, patient care is likely to suffer.’1

Is there evidence for leadership? 
The FMLM highlights evidence 
demonstrating that a good team is 
important for morale, effectiveness and 
reducing error. The national staff survey 
suggests 90% work in a team but only 40% 
of us work in a team that displays elements 
such as team objectives, interdependent 
working and regular meetings. 

Good teams need good leadership; 
people who set clear goals, invoke a 
culture of non-blame and learning and 
pro-actively engage staff and patients.

What have I done? 
In my first few weeks of the clinical 
fellowship, we had sessions on leadership 
theory and working effectively with people. 
We also got an opportunity to understand 
the structure of the NHS and to role play 
as hospital trust mangers, members of 
Clinical Commissioning Groups (CCGs) and 
even local councillors. Lastly, we visited 
Westminster to hear from senior civil 
servants and Members of Parliament (MPs) 
with a health interest. We had a chance 
to practice how to meet with MPs and 
talk in their language to invoke change. 

Having now joined my host organisations 
(the RCR and Macmillan Cancer Support), 
I have been able to attend meetings to see 
how large organisations run day to day, 
but also how they work out their strategy 
for the year. I am involved in a national 
project to implement better data collection 
of patients’ long-term side-effects after 
radiotherapy. I must admit that I felt out of 
place initially sitting at a desk rather then 
working in clinic or running the ward round. 
However, as time passes I am finding how 
we try and solve the entrenched difficulties 
in healthcare fascinating and inspiring. 
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Leadership and learning are 
indispensable to each other

Radiology Café is an innovative website 
aimed at radiology trainees and those 
interested in joining the specialty. Originally 
providing general information about the 
ST1 application and interview process, 
over time it has expanded to encompass 
a wide variety of topics from exam tips to 
portfolio advice. There's even a blog.

ST1 application and FRCR exam tips – 
sharing my experience throughout training 
to encourage others to join the specialty. 

Mock anatomy exams – 1,800 images with 
arrows and clear answers. Following positive 
feedback, further work into more exam-related 
resources including mock rapids is planned. 

FRCR physics notes – Produced in 
collaboration with another trainee (Dr Sarah 
Abdulla), a comprehensive set of notes and 
diagrams for the FRCR Physics exam. 

Future developments 
Collaborative working has been so rewarding 
and we would love to hear from anyone 
with material they would be willing to 
share with trainees. If you have an idea 
about a new project please get in touch via 
the website www.radiologycafe.com
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Less than full-time (LTFT) training is when 
a reduced number of hours are worked 
per week, elongating the training period.

Pros
–  Reduces risk of burn out and stress.

–  Potentially more opportunities to 
leave training and enter research.

–  Fewer days make longer 
commutes more tolerable.

–  Facilitates equal opportunities and equal 
representation of gender in medicine.

–  Better for family life and open to 
both fathers and mothers.

Cons
–  In an under-resourced NHS, rota 

gaps may be hard to fill and job 
sharing can be difficult to arrange.

–  Possible additional strain 
on the wider team.

–  Potential for patient follow-
up to spill into days off.

–  Careful timetable planning is 
essential to ensure thorough 
coverage of the curriculum. 

In conclusion, it is important to 
acknowledge and resolve any potential 
pitfalls of LTFT training to allow the 
many benefits, which include creating a 
diverse, highly motivated workforce.

Less than 
full-time 
training:  
less is more?

Dr Morag Brothwell
ST4 clinical oncology,  
East of England Deanery

Engaging with the RCR through the Clinical 
Oncology Editorial Board has been a hugely 
rewarding, fun and educational experience, 
especially working alongside a fellow trainee 
member on the Board, allowing us to discuss 
ideas more informally. The RCR has been 
supportive in helping the Editor, Dr Charlotte 
Coles, engage with trainees to improve 
the scope of the journal, including highly 
successful workshops held in Glasgow and 
Belfast. In addition, everyone at the College 
has been extremely helpful in supporting the 
set-up of the Clinical Oncology podcasts. 
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My role as the Trainee Editorial Board 
member for Clinical Radiology involves 
working closely with the Editor, Dr Grant 
Baxter. I have learned about how the 
journal’s Editorial Board and strategy teams 
work and how articles are selected and 
commissioned. I am constantly learning 
about the latest articles being published 
and have a unique opportunity to discuss 
these with high-profile, international authors 
when producing the Clinical Radiology 
podcasts. In my role, I also contribute to the 
journal’s social media profile by producing 
tweets for specific articles and conferences.

All three of us found our roles highly 
rewarding and the editorial teams have 
welcomed our input. This is an experience 
we would thoroughly recommend! 

RCR journals: an opportunity  
for trainees to get involved

Having recently gone out of programme to 
undertake a PhD, I thought applying for the 
Clinical Oncology Trainee Editorial Board 
member role would be helpful in gaining 
insight into the mysterious world of journals 
and academic publishing. I had some 
experience reviewing manuscripts as part 
of the lab, but had not been a personally 
accountable reviewer before so thought 
the post might also offer some experience 
of this. When I started, the recent editorial 
trainee, Saif, was very generous with his time 
and a useful person to bounce ideas off. 
Close contact with the Editorial Board and 
strategy group is a great way to learn how a 
journal operates from the inside, and to get 
involved in changes to improve the journal. 
As part of my role I have been finding new 
ways to disseminate the journal’s research, 
such as through social media and building 
educational content into the journal. 
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Could you be the next Trainee 
Editorial Board member? 
We are looking to recruit the clinical radiology 
and clinical oncology researchers of the 
future to help advise the Editorial Boards on 
how early career radiologists and oncologists 
access and engage with published research. 

The Trainee Editorial Board member 
role is a huge opportunity to:

–  Actively participate in all aspects 
of the editorial process

–  Gain insights into academic publishing

–  Understand peer-review, commissioning, 
bibliometrics and publication ethics

–  Broaden your professional network 

–   Contribute to discussions about 
future ‘hot topics’ in your specialty

–  See your ideas for the journal put into action.

Applicants should be motivated, pro-active 
and imaginative. The Editorial Boards want 
to be sure that trainee Board members feel 
appreciated, encouraged and valued. 

If you think that this role might be for you, find 
out more online at  
www.rcr.ac.uk/trainee-EdBoard 

Dr Nassim Parvizi
Current Trainee Editorial 
Board member

Dr Saif Ahmad
Former Trainee Editorial 
Board member and 
current Podcast Editor

Three specialty trainees who have been involved  
with the RCR’s two journals over the past couple  
of years share their experiences. 

Dr Ben O'Leary
Current Trainee Editorial 
Board member

Clinical RadiologyClinical Oncology
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Bythell and Barclay's 1912 X-ray, Diagnosis and Therapy 
is one of my favourite books. By 1912 radiology 
had an established position in medicine, hence the 
need for this book which emphasises that the X-ray 
department needs to be under medical supervision 
and that poor techniques will result in an incorrect 
diagnosis and unnecessary complications in therapy. 

Of particular interest is the statement that radiology 
is an addition to, but does not replace, traditional 
techniques used by doctors in diagnosis. The usefulness 
and accuracy of the radiological information will 
be greater when information from all sources is 
combined; radiology can not be used as a short cut 
to avoid clinical examination. However, the value of 

radiological findings when intelligently correlated with 
the clinical results can scarcely be overestimated. 

Barclay became a leader in gastrointestinal radiology, 
and his classic and highly influential The Digestive 
Tract was published in 1933, when he was in Oxford. 
The illustration is from that book. He recognises that 
the background for every serious endeavour is in 
the questioning of the authority of tradition. 

Many of the assumptions of his (and my) student days 
were found to be fallacious in practice. In his writings 
Barclay shows that we must question even the most 
plausible anatomical or physiological conceptions. 
He described some of the most disastrous chapters in 
the chequered history of medicine – we can recognise 
the fallacies and misapprehensions of the past, but 
are less aware of our own areas of blindness. 

Barclay encourages a thoughtful and intelligent  
practice of radiology and his words are still relevant today. 

Historical musings

Nothing really 
changes ...

Dr Adrian Thomas
Trustee of the British Society 
for the History of Radiology
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Dr Susannah Brock  
Consultant clinical oncologist,  
Quality Assurance Lead, 
Clinical Oncology

The need to ensure that the training of our 
future oncology and radiology colleagues 
is as good as it can be is vital. We need to 
produce clinicians who are not only able 
to manage increasingly complex patients 
using more numerous and more complex 
diagnostic and treatment options but who are 
also able to act as mentors, trainers, leaders, 
managers, budget-holders and perhaps 
academics. All this while also maintaining a 
realistic work–life balance and the capacity 
to adapt to inevitable changes throughout 
their future careers! The need to ensure 
that no training opportunities are wasted is 
crucial. Quality assurance (QA) is the key.

The RCR can help by identifying and sharing 
good practice, and raising areas of general 
concern (such as lack of time to train) with the 
General Medical Council (GMC) in the annual 
specialty report we are asked to provide them. 
The GMC, Oncology Registrars’ Forum (ORF) 

and Junior Radiologists’ Forum (JRF) surveys 
are the main sources of information for the QA 
team, coupled with direct liaison with Training 
Programme Directors, Regional Specialty 
Advisers and local tutors via regular Heads of 
Training days, reports on GMC survey results 
and the Speciality Training Board meetings.

What do the GMC results tell us?
For many local trainers, the GMC survey results 
are awaited with some dread. The results are 
provided in a relatively simplistic form, with the 
responses to general and programme specific 
questions displayed by deanery and colour 
coded, red (a ‘below’ outlier – must do better) 
or green (an ‘above’ outlier – congratulations!) 

Using the GMC reporting tool, it is possible 
to interrogate the data closely, sometimes 
down to specific hospital and training 
grade of doctor. Where trainee numbers 
are small, a discontented trainee or an 
error in filling in the answers can make 
all the difference to the final rating. 

However, looking at the results more broadly 
across the nation, and particularly looking 
at trends across the years, can give a good 
indication of where sharing of good practice 
could improve training across the board. 
This was clearly demonstrated in the case 
of induction; one Deanery was clearly doing 
this well, while several were in the red. The 
induction format of the highly rated region 
was shared and, following some detailed work 
from the ORF Chair and QA lead, formed the 
basis of an induction guidance document for 
all to use. The following year all the results for 

Quality 
assurance  
of training 
Ensuring high-quality training? 

induction across the nation were improved to 
the extent that no reds were present for this 
area. Much as many of us may mock induction 
(another fire extinguisher demonstration?), if 
we do not explain our systems and policies 
to trainees, how can we expect them to 
function and learn at a high level? 

Similarly, particular areas of concern can 
be drilled into via the programme-specific 
questions, which are written by the Specialty 
Training Boards of the College, to provide 
evidence to try to bring about change. One 
recent ongoing example is the negative effect 
on training for clinical oncology trainees who 
participate in a general medical on-call rota.

… and the JRF and ORF surveys
The bi-annual ORF and JRF surveys are a really 
useful and in-depth source of information 
and can be used alongside the GMC survey 
to identify good practice and where any 
problems may lie. The GMC trainer survey 
is new and so currently less well established, 
with a lower response rate making the initial 
response data less valid. Hopefully, response 
rates will improve as the survey becomes more 
established and training, and time for training, 
moves higher up on the agenda. In future, 
Annual Review of Competence Progression 
(ARCP) outcomes and FRCR pass rates could 
be used alongside the survey data to help 
us all deliver the best training that we can. 

The College QA team works hard to support the 
delivery of good training. We are always open to 
suggestions, ideas and comments; suggestions 
can be passed to QATraining@rcr.ac.uk

QATraining@rcr.ac.uk
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I led a prospective clinical research study assessing 
fetal brain growth in diabetic pregnancy using in utero 
magnetic resonance imaging (iuMRI). Following three 
scans during the third trimester, three-dimensional 
(3D) iuMRI volume acquisitions were obtained and 
manually segmented to construct models of the fetal 
brains to assess volume differences and growth rates.

Initial patient recruitment and data acquisition was 
funded by The Royal College of Radiologists (RCR) 
Constance Thornton Fellowship. Having demonstrated 
‘proof of concept’, I was awarded (after a gruelling 
interview!) the Professor Isherwood prize (British 
Society of Neuroradiologists, BSNR) which funded 
completion of patient recruitment, data collection 
and analysis. Since concluding the study, I have 
presented my findings at several national meetings 
and published it as first author in Clinical Radiology.1

Additionally, I conducted research on imaging of 
suspected physical child abuse in infants and young 
children which I presented at the International Pediatric 
Radiology Congress 2016 and was awarded the Young 
Researcher Award for best scientific oral presentation. 
Attendance was generously funded by the Sir Ernest 
Finch travelling fellowship (Sheffield Children’s Hospital).

My more ‘formal’ research training was through a 
Postgraduate Certificate in Clinical Research from the 
University of Sheffield, funded by the National Institute for 
Health Research (NIHR). Balancing the PGCert with clinical 
work, research and postgraduate exams challenged my 
time management skills to the limit; organisation was key.

The challenges 
The hardest aspect of undertaking research as a 
trainee is that you have to keep driving your research 
forward alongside competing demands on your 
time, while developing and maintaining clinical skills 
to become a safe and competent radiologist. As for 
maintaining a healthy work–life balance ... let's just 
say that some months were easier than others! 

Was it worth it? 
Absolutely. I have developed a wide range of skills that will 
hopefully serve me well as I look forward to combining 
clinical research within a consultant job plan. Most of 
all, I thoroughly enjoyed the intellectual challenge.

As for 
maintaining a 
healthy work–life 
balance ... let's 
just say that 
some months 
were easier 
than others! 

Dr Aniket Tavare  
Clinical Fellow, Leeds 
Teaching Hospitals Trust

Dr Michael Paddock ,  
ST5 Clinical Radiology, 
Sheffield Teaching Hospital

Experiences of winning the Outstanding 
Radiology Researcher Award

Lung cancer is the leading cause of cancer mortality and 
the UK has the second lowest survival rate in Europe.2  
A key bottleneck to effective cancer care is tissue diagnosis. 

Despite being a lynch-pin in the work-up of patients 
with suspected lung cancer, a number of inefficiencies 
exist in the procedure; for example, patients may 
experience delays in undergoing biopsy or spend 
unnecessary time in hospital while dealing with 
the anxiety of a potential cancer diagnosis. 

On rotation through Barnet hospital, I encountered 
the ambulatory lung biopsy service run by Dr Sam 
Hare. The service eschews the use of pre-procedural 
pulmonary function testing (PFT) as a risk stratifier; 
aims for early discharge (30 minutes) if there is no 
evidence of post-biopsy pneumothorax; and uses 
outpatient ambulatory Heimlich valve drainage for 
large pneumothoraces. This radical new approach is 
clearly much better for patients and the department.

The approach could be used in other hospitals, with huge 
clinical benefits and concomitant cost savings so we 
decided to publish an evaluation examining diagnostic 
accuracy, complication rates and the financial and other 
efficiencies.3 This paper ‘proved’ such a service can work 
in the NHS. We performed a follow-up study. Although 
our service did not require lung function results, patients 
often had them for other reasons. We found neither of 
the two commonly used adverse PFT parameters were 
independent predictors of Heimlich valve insertion or 
pneumothorax.4 Our service was subsequently awarded 
several national awards. Most importantly, other centres 
are adopting our approach, improving patient experience 
and helping the NHS enhance its performance.

Find out more about applying for this award at  
www.rcr.ac.uk/outstanding-clin-rad-researcher-award
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The award recognises the contribution of clinical radiologists to radiology research in the NHS.  
Joint winners of the 2017 Trainee award talk about their experiences below. 
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Congratulations to those of you who 
recently passed the FRCR 2A. To 
those who didn’t – don’t worry. To 
quote the late President of India, Dr 
APJ Abdul Kalam, ‘FAIL merely is an 
acronym for “first attempt in learning”’. 
May your next attempt be successful. 
Good luck to those about to sit it!

#Bawa-Garba
It is impossible to be a trainee and not 
have been shaken by the Bawa-Garba 
case. The strength of feeling is especially 
keen for radiologists – our mistakes are 
quite literally black and white, for all to see 
for evermore. Junior Radiologists' Forum 
(JRF) reps will be working with the RCR 

successful in passing all four modules at 
first attempt last year. Furthermore, over 
half of trainees self-funded the cost of 
the Part One courses. Trainees spent on 
average £1,700 preparing for the FRCR Part 
Two examination, the majority of which 
was not covered by their study budgets. 

Changes in working patterns vary in 
their effect on training experiences; 71% 
of trainees view the presence of a ward 
registrar as positive. On the other hand, 
100% of trainees involved in Hospital at 
Night state this service provision does 
not benefit training. Of those involved 
in Hospital at Night, 80% do not have 
access to additional study budget to 
retain the general medical skills required 
for these shifts. One respondent stated:

‘Hospital at Night does not form part of 
our curriculum and impacts on general 
clinical oncology training time. With the 

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

Junior Radiologists’ Forum

A culture of openness and honesty

Despite huge pressures on budgets and 
staff shortages in clinical oncology, 81% 
of registrars responding to the (soon 
to be published) 2017 ORF survey rate 
UK training as ‘excellent’ or ‘good’. 

The survey has highlighted some areas that 
need work to improve the quality of training. 
These include half of trainees stating 
that FRCR Part One preparation courses, 
for which attendance is compulsory, are 
inadequate. This needs to be addressed, 
especially as only 45% of trainees were 

Oncology Registrars’ Forum

ORF survey — the headlines

and with the Academy of Medical Royal 
Colleges to present our concerns to the 
relevant bodies to ensure patient safety 
remains paramount through a culture 
of learning from previous experiences 
in an environment of openness.

JRF survey
Please look out for the JRF survey. We 
hope to release it in the upcoming few 
months. The results are widely used 
in College guidance to deaneries and 
trainers on to how to deliver training. We 
hope the 'Culture' section of the survey 
will help to highlight areas in need of 
improvement within the work place, 
including support from senior colleagues, 
bullying and harassment. There has 
also been recent concern about Health 
Education England’s (HEE) working group 
on restructuring study leave budgets 
nationally. To ensure our study budget 

new contract and the additional hours 
taken away doing Hospital at Night, 
at our hospital six months of training 
are lost over the five-year period!’ 

The survey also reflects a change in the 
workforce with more trainees aiming to 
work less than full-time as consultants. 
This will need to be considered during 
future workforce planning to make 
the most of the skills available. 

Despite the increasing demands placed 
on them, many consultants dedicate 
a considerable amount of time to 
training their registrars. One way to 
help recognise these individuals is to 
nominate them for the ORF Trainer 
Award, which closes on 14 April 2018. 
Find out more online at www.rcr.ac.uk/
clinical-oncology/awards-and-prizes/
oncology-registrars-forum-trainer-award

Dr Caitlin Bowden
ST6 in Clinical Oncology,  
South Wales Training Scheme,  
joint ORF Chair

Dr Georgina Casswell 
ST5 in Clinical Oncology, 
Severn Training Scheme, 
joint ORF Chair

is protected, we must have the evidence 
to prove the vast majority of trainees are 
attending courses. We hope the survey 
will shed some light on this matter.

Dedicated volunteers
I'd like to acknowledge all the hard work  
of the JRF reps, Executive, College Officers 
and the umpteen other boards and 
committees that make the College work. 
The hours spent on a monthly basis, both 
on and offline make a huge difference 
– and it is important we commend 
this effort and are thankful for it.

If there is anything you think the JRF 
should be doing please get in touch 
with your local trainee rep, or contact 
me directly at mr.mrakhtar@gmail.
com or tweet me @TheRadiologyReg

http://www.rcr.ac.uk/clinical-oncology/awards-and-prizes/oncology-registrars-forum-trainer-award
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mailto:mr.mrakhtar%40gmail.com?subject=
https://twitter.com/radiologyreg
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The National Breast Screening Programme 
(BSP) is turning 30, having commenced 
in 1988, two years after the publication 
of the Forrest Report.1 I was appointed 
at the beginning and estimate that I 
have read a over quarter of a million 
mammograms and diagnosed over 2,000 
cancers. The programme in 2014–2015 
screened over two million women and 
diagnosed over 18,000 cancers.2 

Development of the workforce to deliver 
the new screening service was a challenge. 
I went back to my half-Dutch roots for two 
weeks training at the screening centre in 
Nijmegen, Holland, as there was no capacity 
in UK training centres. Thirty years later, 
delivery of a trained radiological workforce 
to replace the multiple retirements 
from the BSP remains challenging.

Population increase and age extensions 
to the screening programme have tripled 
the numbers since the start. Locally 
we began with one mobile unit and 
films transported back to base to be 
processed by hand; we now have three 
mobile units, digital mammography 
and images appearing in seconds. 

No longer do we load films onto roller 
viewers to review Sherlock Holmes style, 
with a magnifying glass. We live in an age 
of digital stereotactic and tomosynthesis-
guided biopsies with greater diagnostic 
accuracy and reduced requirement for 
open surgical biopsies. Technological 
advances in mammography, ultrasound 
and magnetic resonance imaging (MRI) 
have changed the delivery of the service. 

As a participating centre in the MARIBS trial, 
Southampton was a pilot site for the delivery 
of high-risk screening within the BSP.3–4

As a new consultant in 1988, I wondered 
whether advances in prevention or 
treatment would obviate the requirement 
for screening and early diagnosis. I 
anticipated that digital mammography 
was only a decade away (rather than 
25 years). Would computer-assisted 
detection (CAD) replace the requirement 
for personnel trained in mammography 
screen reading? Would genomics and 
personalised screening obviate the need 
for radiologists or even the screening 
programme as currently delivered? 

While I would be delighted if research into 
prevention and treatment or advances 
in artificial intelligence or genomics 
reduced the reliance mammographic 
screening for breast cancer, I predict 
that a breast screening programme will 
still be needed for the next 30 years.
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Dr Caroline Rubin
Vice-President, Clinical Radiology

30 years of  
breast screening 
A personal reflection

The College’s two specialties of clinical 
radiology and clinical oncology, like all 
of medicine, operate in an environment 
that continually demands more of its 
doctors. This applies not only to patient 
care but also to the regulatory and 
societal expectations of doctors. There 
is an increasing emphasis on probity in 
a context which is much broader than 
clinical care and service development.

One of the College’s three pillars is 
leadership – setting standards for and 
the expectations of how doctors in our 
specialties practice. The College must lead 
by example. It is therefore embarking on 
a comprehensive review of its top level 
governance – going right back to the 
Royal Charter which gives the College 
its powers. The review will embrace the 
roles of the College as a membership 
body and a charity. It will include how we 
might express the broader expectations 
of doctors and the meaning of Fellowship 
of the College. Council will formulate ideas 
and consult widely with all Fellows and 
members. Proposals for change will be 
bought to an Annual General Meeting.

Ahead of the formal consultation, which 
is some months away, please let us know 
what you think about these ideas and what 
Council should explore. Please send your 
thoughts to sara_townsend@rcr.ac.uk

RCR leading by 
example:  
call for ideas and input 

Mr Andrew Hall
RCR Chief Executive
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The role of artificial intelligence (AI) and 
the threat/opportunity it offers to us grows 
on what seems like a daily basis. And there 
is more. Although he acknowledged the 
impact of multidisciplinary team meetings 
(MDTMs) and teleradiology on practice, 
David did not really evaluate the full impact 
of the digital revolution that swept through 
our profession when we were young 
consultants. This had two main impacts. 
First, it dramatically increased the volume 
of images over a thousand-fold. It would 
be naive to expect that would be matched 
by a thousand-fold increase in staffing 
numbers. Second, it liberated the image 
from the hegemony of the all-powerful 
X-ray/radiology/imaging department. Now, 
the image would be freely available at the 
place where it counted ... within the clinical 
team that asked for it. Our mistake was 
not to realise this and follow the image to 
become embedded within clinical teams as 
the imaging specialist within those teams. 
This could be enabled in the future because 
the 'grunt-work' of ploughing through an 
ever growing pile of reporting could be 
managed by harnessing AI and teleradiology 
in effective and efficient methods.

David finished his essay by pondering an 
approach to the Royal Colleges to assist in 
the imaging training of clinicians, essentially 
'giving away' our profession. I would counter 
by saying that there is another way, as I 
suggest above, which is to work with our 
College to enable radiologists to de-centralise 
from a dark department of workstations 
to become, instead, a valued member of a 
clinical team at the patient interface. This 
would answer the question posed by David's 
article 'Why do radiologists go to medical 
school?'. To become imaging clinicians.

Professor Andy Evans 
Professor of Breast Imaging, 
University of Dundee, Hon Consultant 
Radiologist, NHS Tayside

Emeritus Professor Thomas Sherwood 
Professor of Radiology and Clinical 
Dean, University of Cambridge

Dr Simon Blease 
Consultant Musculoskeletal Radiologist 
Advanced Skeletal Imaging Partners

Dear Rowena

The FPO (Freedom Party) are now in 
power in Austria as part of a coalition. 
Austria is therefore the only government 
in Western Europe where the far right are 
in power. The FPO were formed by former 
Nazis in the 1950s. Herbert Kickl, of the 
Freedom Party, is now interior minister 
and the government plans to limit doctor/
patient confidentiality for migrants. 

Is it right that College members who 
believe in equal treatment for all 
patients to attend ECR in Vienna and 
stay members of ESR which is based 
in Vienna? Should we ask for the 
conference and the society office to 
be relocated? Is ignoring the situation 
in Austria and carrying on business as 
usual providing tacet approval for the 
government of Austria and it policies? 

Dear Editor,

I belatedly discovered Dr David Wilson's 
article in the autumn Newsletter during 
a Christmas cull of unread material in my 
office. I read it through and felt compelled 
to add my views. My colleague Dr Wilson 
correctly identifies the dramatic shift in the 
position of our profession and worries that 
we may have missed the boat in saving 
it. There are yet more forces to consider. 

‘Men of age object too much, consult 
too long, adventure too little, repent 
too soon and seldom drive business 
home to the full period; but content 
themselves with a mediocrity of success.’ 

Francis Bacon wrote this in the single 
gender convention of his time; old 
women are the same of course. We 
know we are a cantankerous lot, and 
quite pleased with it. Occasionally 
we are racked with guilt about our 
influence. The old vote more than 
the young, and that’s power. So we 
determine who’s in government 
and therefore the way the country 
is shaped. Present calamities, such 
as Brexit and so on, are our doing. 
And we are an ever more intractable 
burden on the NHS, oh yes. 

The College now has its Senior 
Fellows’ Forum: enjoyable meetings 
where we natter about past and 
current times. I have a (senior) letter 
saying the forum might act as a 
pressure group, and that is plainly 
a daft notion. Royal Colleges are 
about driving forward the best of 
professional practice, now, not then. 

There is a useful thing about having 
oldies in the College. Longevity has 
given them perspective. So they have 
a handle on history; and if they are 
wise, they know what not to repeat. 
Television makes occasional good 
use of that: it is quite interesting to 
hear what Lord Heseltine has to say 
about the contemporary political 
scene. So perhaps that is where, 
rarely, judiciously, an oldie can pipe 
up; and say what is not a good idea. 

With caution of course, and 
always mindful of Francis Bacon 
above, and of James Thomson’s 
(1700–1748) ideal retreat: 

‘An elegant sufficiency, 
content, Retirement, rural 
quiet, friendship, books.’

If you would like to write to the 
Editor, please get in touch at 
newsletter_editor@rcr.ac.uk

View previous issues of the 
Newsletter online at www.rcr.
ac.uk/college/rcr-newsletter

Letters to 
the Editor
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The Royal College of Radiologists

News in brief
 

The College, in collaboration with the 
Society and College of Radiographers, 
developed standards for the provision 
of an effective imaging service back 
in 2009. These standards form the 
benchmark standard for imaging 
services achieving accreditation.

ISAS supports diagnostic imaging services 
to manage the quality of their services and 
make continuous improvements; ensuring 
that their patients consistently receive high-
quality services delivered by competent 
staff working in safe environments. In most 
services, preparation for ISAS accreditation 
is led by radiographer colleagues, but buy 
in and engagement across all staff within 
imaging services including the management 
team and radiologists, is essential.

NHS England strongly endorses participation 
of diagnostic services in accreditation 
schemes, and the Care Quality Commission 
(CQC) take account of accreditation status in 
their inspection approach. 

We have seen a recent increase in services 
expressing interest in becoming ISAS 
accredited so wanted to take the opportunity 
to point out to members the support 
available to familiarise yourselves with the 
requirements of the standards.

Visit the website: The newly updated RCR 
ISAS webpage provides a host of information 
for those seeking to learn more about ISAS 
and practical steps to get on the road to 
accreditation: www.rcr.ac.uk/isas 

Learn about the ISAS standard:  
Updated in January 2017 and available on 
the RCR website, the ISAS Standard V3.0 
includes the five domains of leadership and 
management; clinical; facilities, resources and 
workforce; patient experience; and safety. 
The standard is designed to be used within 
the accreditation scheme, though all imaging 
departments should find it useful in driving 
local quality improvement. 

Join a webinar: The RCR is hosting a series 
of webinars on the accreditation process. Visit 
the RCR website for more information. 

Speak to us or arrange a visit:  
The College can meet with your service to 
discuss how ISAS can work for you and its 
benefits. To speak about ISAS, or discuss 
arranging a visit contact Chris Woodgate 
(ISAS@sor.org), the ISAS Officer for both 
colleges or visit the RCR website. 

CPD credits are available for engagement 
with the ISAS standards and their application 
in your service.

The Imaging Services Accreditation Scheme (ISAS)

RCR audit commended 
at national meeting
The RCR audit of outcomes following 
curative intent radiotherapy for NSCLC 
reported a two-year survival of 44%. 

The team benchmarking this against 
international comparators using a online 
case-mix tool and found no evidence 
of inferior outcomes. The project was 
presented as a poster at The British 
Oncology Group annual meeting in Dublin 
in January and was awarded a poster prize.

2018–2019 membership 
subscription rates
Membership subscription renewal 
is due on 1 June 2018. For details of 
fee rates for 2018/2019, membership 
categories, how to pay, discounts and 
claiming tax relief visit www.rcr.ac.uk/fees

Correction 
Please note that in the winter 2017 
issue of the Newsletter, Anthea 
Cree was incorrectly listed as a 
consultant clinical oncologist. 
Dr Cree’s correct title is Clinical 
Research Fellow in clinical oncology.

Obituaries
Professor Stanley Dische 1927–2017 
Stanley Dische will be remembered as 
a respected and valued teacher who 
trained generations of oncologists 
who have benefited from his wisdom 
and clarity over the years.

Professor Judith Adams 1945–2017
Professor Adams was outgoing 
and full of joie de vivre, delighting 
in recognising friends old and new 
at meetings around the world.

Dr Bruce Olgilvie 1941–2017
As a doctor he was a true  
patient-centred professional.

Obituaries are available online 
at www.rcr.ac.uk/obituaries

Several Oncology Registrars' Forum 
(ORF) trainee surveys in recent years 
have indicated that many clinical 
oncology trainees experienced 
difficulty in accessing radiology 
training. The RCR appointed Dr Nuradh 
Joseph, specialty registrar at the 
Christie Hospital in Manchester, as 
one of the first RCR Clinical Fellows 
with a specific educational remit: to 
investigate how the College could best 
support clinical oncology trainees in 
this area and to begin the process of 
developing some learning resources.

The Imaging for Oncology Trainees project 
was the result and the first three of a 
planned suite of 13 modules have now been 
completed. Each session is developed by 
a current clinical oncology trainee (post-
first FRCR) supported by clinical oncology 
and clinical radiology consultants. 

Other specialists such as physicists 
and doctors from other disciplines 
may also be involved.

Each session is developed as a PowerPoint 
presentation with audio narration added and 
covers objectives, outline, anatomy, different 
imaging modalities and references. These 
are available on www.rcrlearning.org 

Reaction to the sessions on prostate, 
gynaecological and oesophageal cancers 
has been extremely positive, with some 
consultants stating that they also found them 
a useful revision exercise for CPD purposes.

Work on a further ten sessions covering 
lung, head and neck, colorectal – anal, 
colorectal – rectal, breast, brain, lymphoma, 
pancreas, sarcoma and bladder is under 
way. They will be made available on the 
RCR e-learning hub at www.rcrlearning.
org as they reach completion later in 2018. 

Imaging for oncology trainees – true cross faculty working
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Continuing Professional Development

Forthcoming events
Our programme of events is designed to help train and equip clinical 
radiologists and clinical oncologists throughout their medical 
careers; from management courses and annual professional 
updates to CPD-related and medical education conferences.

Designed and delivered by experienced and world renowned 
experts, our courses are unrivalled and offer unique access 
and insights with our faculties of top-class speakers. 

Events take place across the country and provide high-quality, 
professionally delivered lectures along with the opportunity to network 
with colleagues and peers. All College events are CPD accredited and 
certificates of attendance are provided for appraisal and revalidation.

Other forthcoming 
events

1 May Radiology: Getting it right Clinical 
Radiology audit form 2018
Organiser: CR Audit Committee 
Venue: The Royal College of 
Radiologists, London

The 2018 RCR Audit Forum will continue to 
promote maintaining quality in radiology 
and will include a variety of high-profile 
speakers covering a range of topics including 
the national diagnostic programme, 
‘Get it right first time – radiology’.

For full programme details  
and to book online visit 
www.rcr.ac.uk/radiologyevents or 
www.rcr.ac.uk/oncologyevents

For further assistance  
please contact RCR Learning on 
conf@rcr.ac.uk or +44 (0)20 7406 5942

15 May Imaging of musculoskeletal injury
Organisers: Dr Qaiser Malik  
and Dr Susan Cross
Venue: Cavendish Conference Centre, London

A one-day musculoskeletal imaging 
symposium aimed at radiologists, sports 
physicians and allied healthcare professionals 
with a special interest in the diagnosis and 
management of sports injuries. 

26–27 June Inspiring future 
academics in clinical oncology
Organisers: Dr Ananya Choudhury  
Venue: The Christie Hospital, Manchester 

An essential event for those interested in an 
academic career in clinical oncology. This is 
a fantastic opportunity for trainees to meet 
researchers from different backgrounds 
at various stages of their careers.

9–10 April Teaching skills for 
radiologists and oncologists 
Organiser: Kati Szeless
Venue: The Royal College of 
Radiologists, London

23 April Supervisor skills 
Organiser: Kati Szeless
Venue: The Royal College of 
Radiologists, London

12–13 May Annual trainee oncologists 
meeting (ATOM) 2018
Organiser: Dr Shermaine Pan 
Venue: The Christie Hospital, Manchester

9 June Supervisor skills
Organiser: Kati Szeless 
Venue: The Studio, Birmingham

26 June CO Audit
Organiser: CO Audit Committee
Venue: The Royal College of 
Radiologists, London

We are excited to welcome you back 
to the ACC Liverpool for RCR18. 

Submissions for the CR George  
and Vera Ansell abstract, CR  
Audit and CO Wormald abstract 
competitions are now being  
accepted for presentation at RCR18. 

Please visit www.rcr.ac.uk/college/
rcr18/abstract-competitions 
for more information on how 
to submit your abstract. 

Closing date: 12 noon, 
Thursday 12 April 2018.

RCR18 offers something for everyone 
— fully integrated plenary lectures, 
exciting named lecturers and, three 
radiology lecture streams, two 
workshop streams and an oncology 
stream that spans all three days.

For more information on our 
fantastic programme and to secure 
accommodation throughout 
Liverpool at a discounted rate, 
courtesy of the Liverpool Convention 
Bureau, visit www.rcr.ac.uk/rcr18

Book your place today to take 
advantage of our early bird rate.

http://www.rcr.ac.uk/radiologyevents
http://www.rcr.ac.uk/oncologyevents
mailto:conf%40rcr.ac.uk?subject=
http://www.rcr.ac.uk/college/rcr18/abstract-competitions
http://www.rcr.ac.uk/college/rcr18/abstract-competitions
http://www.rcr.ac.uk/rcr18

