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Editorial 

Navigating the NHS  
pension scheme

The complex regime of taxation on 
pension growth compounded by 

two pension schemes is a myriad of 
complexity that has left many confused.

The workforce census reports for clinical 
radiology and clinical oncology make 
sobering but unsurprising reading, 
highlighting the continuing increase in 
the gap between workforce capacity and 
demand on services. The ill conceived 
2016 changes to tax rules in the UK have 
unfortunately compounded the workforce 
shortages. In simplistic terms, as earnings 
increase, the amount of pension that one 
can save without incurring tax decreases 
– the tapered annual allowance gradually 
reduces the tax-free limit. Many of our 
colleagues have unexpectedly received 
significant tax bills after inadvertently 
exceeding these limits, paying more for the 
privilege of working more for the NHS. In the 
worst cases, the tapered annual allowance 
has left some individuals paying to work. 

As a result many NHS doctors have 
been avoiding additional work, reducing 
sessions or retiring early. The Government 
has acknowledged the crisis and on 6 
August announced that it would consult 
on plans allowing doctors in England 
and Wales to control the amount they 
pay into pensions, starting in April 2020. 
The timing of this however, does not help 
the immediate climbing waiting lists and 
further reduction in clinician morale, and 
will no doubt be a contributor to increased 
winter pressures this year. A downside of 
reduced personal contribution is reduced 
employer contribution, though notably 
some trusts have voluntarily elected to 
pay their equivalent contribution directly 
as salary to the clinician. NHS pensions 
have historically been recognised to be 
larger at retirement than most public 
sector pensions, in part due to higher 
than average employer contributions. 

The complex regime of taxation on 
pension growth compounded by two 
pension schemes is a myriad of complexity 
that has left many confused. All income, 
including non-pensionable pay and pension 
growth is used to determine our personal 
tax allowance. The annual allowance 
tapering rules have created cliff edges – a 
small increase in income above a certain 
level potentially results in a tax bill that 
surpasses the additional earnings. Many 
are finding that the safest and simplest 
option is to reduce sessions or leave the 
scheme, even though this may be worse 
financially in the long term. It would be 
prudent to seek professional advice on 
individual circumstances. I am grateful to 
Mr Mark Timmins, a Chartered Financial 
Planner and Senior Partner at St James’s 
Place Wealth Management for taking time 
to share his knowledge on this topic.  

Changes in the Officer team
On a cheerier note, I am sure you will join 
me in welcoming Dr Jeanette Dickson 
as our new RCR President, and wish her 
all the best for her tenure. A big thank 
you to our outgoing President Professor 
Nicola Strickland, who has been an 
incredibly hard working and passionate 
spokesperson for our specialties, and an 
excellent representative. I would also like to 
welcome Dr Hannah Tharmalingam and Dr 
Stephen Harden, our new Medical Director, 
Education and Training, Clinical Radiology. 

Looking ahead, the Winter 2019 Newsletter 
theme will be on mental health in 
doctors, and dealing with pressures in 
the work place. Please get in touch with 
me (newsletter_editor@rcr.ac.uk) if you 
would like to contribute to the edition – as 
always we welcome a breadth of input.  

http://www.rcr.ac.uk
mailto:enquiries%40rcr.ac.uk?subject=


The RCR 
can and will 
continue to 
make the 
case for more 
doctors, 
which my 
predecessors 
have 
done with 
considerable 
success
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Taking up the mantle of RCR President comes with 
little overt ceremony but fortunately it does include 
a detailed induction and handover. Getting out and 
about, meeting those we collaborate with and want 
to influence is interesting, but also challenging. Those 
with whom we interact do not completely see us as 
we view ourselves. Unsurprising in some ways but, 
as always, significant grist to the reflective mill. 

What do you think of when you think about 
our specialties? For clinical oncology, I think of 
managing a patient holistically. Personally, I love 
the technological advances in drugs and especially 
radiotherapy techniques which have had such 
an impact on improving patient outcomes while 
minimising side-effects. However, the technology, 
for me, is purely an aid to helping the patient, 
not the end in itself of clinical practice. 

For clinical radiology, the technological advances in 
anatomical and more recently functional imaging have 
placed radiologists firmly at the heart of healthcare 
across all sectors. It is a rare patient that does not benefit 
from the enhanced understanding modern imaging 
adds to diagnosis and the ongoing management of 
chronic disease. Interventionalists are at the extreme 
end, where acquiring and interpreting the images leads 
directly to the planned procedure which improves 
symptoms and, in an increasing number of cases, saves 
lives. The technology aids the patient throughout their 
healthcare experience but, again, it is the clinician who 
impacts on patient outcomes. Whether this is as a result 
of the direct interaction between the clinician and the 
patient or with another clinician makes little difference 
– both interactions add tremendous value by tapping 
into a wealth of clinical expertise for patient benefit. 

Bridging the gap
Demand is clearly outstripping current supply across 
the entire health service. This situation will only 
deteriorate as our technological cleverness outstrips 
our manpower supply. We know machine learning 
(ML) in all its guises will help but, as insiders, we know 
that significant help is further away than our political 
masters believe. The RCR can and will continue to make 
the case for more doctors, which my predecessors 
have done with considerable success (especially 
relative to what was available). This must be combined 
with clear and consistent messaging of the direct 
benefits to patient care accruing from our specialties

So how do we place ourselves to best bridge this gap? 
How do we ensure delivery of what we want – safe, 
excellent patient care – when, alone, we cannot provide 
this? I know our best chance to deliver this is to look 
differently at what we do. What can only a doctor do? 

Thoughts on this have changed radically in my medical 
lifetime. One current phrase hints at this concept – 
‘working at the top of your licence’. The complex doctor/
doctor and doctor/patient interactions which our wealth 
of clinical experience makes sense of is, to my mind, the 
role of the doctor. We bring resolution to the ‘difficult’ 
cases which resolutely don’t fit into a tidy box. Do I 
spend more time there than my predecessors? (The 
old-fashioned boss who was ‘consulted’ about clinical 
problems but never got his [and I do mean his] hands 
dirty.) The answer is probably not – but the licence itself 
has changed beyond all recognition. To enable us all to 
work where we add value, we need a team, probably 
larger than previously, to complete straightforward tasks 
under our supervision. That team will, given current 
constraints, have significant non-medical components. 

So how do we ensure patient safety under a different, 
bigger team? In the same way we do for our current 
teams. We actively engage in developing and 
implementing the standards that the team works 
to – wherever they are and however they are trained. 
By influencing and owning the standards directly, 
we will collectively impact on more patients than 
we can as individuals. We can ensure timely, safe 
and competent care for all those who need it.

I take on the role of President from Nicola with, 
I am sure, as much anticipation as she did three 
years ago. I want to build on her legacy, coming 
together to drive home externally the benefits of our 
specialties directly to patient care and outcomes. I 
want us actively to shape a future where we can be 
sure that the healthcare delivered is of a standard 
that we personally would be happy to receive. I 
look forward to taking the journey with you. 

Dr Jeanette Dickson
President

President’s column 

The giftie gie us

The RCR is it's  
Fellows and members.
To make sure that we're representing you 
and prioritisng the issues you care about, we 
want to hear from you. If you have feedback 
or comments on any area of our work, go to 
www.rcr.ac.uk/contact to share your thoughts.  
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How can it be time for the next workforce census 
already? It seems only yesterday that we were asking 
departments to complete their census returns and here 
we are again with another census awaiting completion.

It is a hugely worthwhile exercise. Your data are used 
to support requests for additional staffing for our 
specialties to the Department for Health and Social Care, 
training bodies in the four nations and in Parliament.

In addition to the UK-wide census reports for 
clinical oncology and clinical radiology, this year 
separate summary reports have been published 
for Northern Ireland, Scotland and Wales. The aim 
in future is to provide more in the way of regional 
feedback and additional information stratified by 
special interest. The hope is that these stratified 
reports will support the debates being held with 
relevant people at regional and devolved nation 
level, recognising the shift toward regional workforce 
solutions to regional priorities and issues.

The information contained in the census reports has 
been quoted in Parliamentary debates  
(www.youtube.com/watch?v=Zfokn2n0G0c) 
relating specifically to mechanical thrombectomy for 
stroke (www.parliament.uk/business/publications/
written-questions-answers-statements/written-
question/Commons/2019-06-10/262381 and www.
parliament.uk/business/publications/written-
questions-answers-statements/written-question/
Commons/2019-06-24/268414) and diagnostic 
imaging for cancer. There are explicit requirements for 
both within the Long Term Plan (for England).2 Lobbying 
continues with NHS bodies for increased training 
numbers. In recognition of the workforce shortage, 
the Global Fellows Programme (www.rcr.ac.uk/earn-
learn-and-return-scheme) in England led by Health 
Education England (HEE) – with equivalent programmes 
in the devolved nations – supports the appointment of 
international FRCR-qualified radiologists to be recruited 
to SAS posts with service and development sessions.

Dr Caroline Rubin 
Vice-President,  
Clinical Radiology

From the Faculty of Clinical Radiology 

Radiology: more than just reporting 

It doesn’t add up
Despite irrefutable evidence of the widening gap 
between capacity and demand, the constraints 
on funding from education bodies and hospitals 
has limited the increase in training posts. In order 
to avert a catastrophic failure in diagnostic and 
interventional radiology services, innovative funding 
and service delivery solutions need to be sought. The 
exponential increase in spending on outsourcing is 
unsustainable and the outsourcing companies are 
struggling with capacity. Reporting radiographers 
have been promoted as being the answer. Many 
of these, trained in the NHS, are now working for 
outsourcing companies. The perception that radiology 
is a purely reporting service needs to be challenged. 
The development of rapid access diagnostic centres 
will require consultant radiologist input into triage, 
imaging, immediate reporting with, where indicated, 
image-guided biopsy and appropriate onward 
referral. Interventional radiology has the potential to 
deliver a wide spectrum of innovative techniques 
as well as essential life-saving treatments across the 
spectrum of age and disease processes at reduced 
cost financially and clinically for the NHS and patients. 
Lack of radiologists is already negatively impacting 
on patient care and this is set to get worse.

When science fiction becomes science fact 
To make the case we have looked at the projected 
requirements over the next five and ten years, overall, 
for interventional radiology and for cancer. We are 
now looking at what the service might look like in 
2050 when science fiction turns into science fact 
… When artificial intelligence (AI) has matured to 
support clinical decisions, referral pathways, image 
acquisition, reporting and patients, what will radiologists 
be doing and what will radiology departments look 
like? Where will the future radiologist add value 
and improve patient outcomes? Which evidence-
based interventions in diagnostic and interventional 
radiology should be supported? What can be dropped 
or delivered differently? The required reduction in 
time to diagnosis will only be achieved by delivering 
services differently with imaging at the forefront of 
patient pathways, and with radiologists as the clinicians 
responsible for reducing admissions, length of stay and 
the number of general practice (GP) and outpatient 
clinic visits. If that rationale can be quantified and 
accepted, then perhaps the funding will follow. 

If you have any comments and suggestions for 
the future scoping of radiology services please 
contact me (Caroline_Rubin@rcr.ac.uk).

References

1.  William Bruce Cameron. Informal sociology: a casual introduction 
to sociological thinking. New York: Random House, 1963. 

2. www.longtermplan.nhs.uk/ (last accessed 6/8/19)

Not 
everything 
that counts 
can be 
counted, 
and not 
everything 
that can be 
counted 
counts1

http://www.youtube.com/watch?v=Zfokn2n0G0c
http://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/Commons/2019-06-10/262381
http://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/Commons/2019-06-10/262381
http://www.parliament.uk/business/publications/written-questions-answers-statements/written-question/Commons/2019-06-10/262381
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From the Faculty of Clinical Oncology 

Do you hear the people sing … ?

Well, hello there. You probably weren’t expecting 
to find me here. To be honest, I wasn’t expecting to 
either, but, accepting the smash-and-grab, I’m happy 
to be here. I started work at the RCR a couple of years 
ago as Vice-Chair of the Oncology Registrars’ Forum 
and a Clinical Fellow in education. In both roles, I was 
struck by the relative lack of influence of trainees 
and new consultants. This didn’t make sense to me. 
These clinicians will be leading the speciality over the 
next 30 years so why shouldn’t they play a significant 
part in defining its future? Increasing engagement is 
high on the RCR agenda and it would be fantastic to 
see more junior fellows in Officer and Board roles.

Raising the roof for radiotherapy
There has been a very positive movement towards 
increased radiotherapy advocacy in the UK recently. 
Professor Pat Price and the charity Action Radiotherapy 
continue their great work being pivotal in facilitating an 
inquiry conducted by the All Party Parliamentary Group 
on Radiotherapy (APPG-RT) into the current and future 
state of radiotherapy provision across the country.  The 
RCR was asked to submit evidence and, ably led by Dr 
Tom Roques, Medical Director for Professional Practice 
(MDPP), focused on five key areas of need: workforce, 
funding, information technology (IT) connectivity, 
support for radiotherapy delivery networks and staff 
wellbeing. These points were echoed by the Society and 
College of Radiographers (SCoR) and the Institute of 
Physics and Engineering in Medicine (IPEM) delivering 
a strong, united voice then relayed by the APPG-RT in 
a debate on radiotherapy in the House of Commons. 

Pressure is clearly mounting and it is important not to 
lose momentum. As a Faculty, we have a duty to lead on 
advocacy for radiotherapy which ought to be multi-
faceted to include education, recruitment and research 
in addition to political lobbying. The vehicle with which 
we do this is complex but talks continue with the Royal 
Australian and New Zealand College of Radiologists 
(RANZCR) who, under the inspirational leadership of 
Professor Sandra Turner, drive the hugely successful 
global ‘Targeting Cancer’ campaign. The potential for an 
intercollegiate collaboration providing a multiprofessional, 
sustainable conduit by which the RCR can support the 
excellent work already being undertaken in the UK while 
developing its international profile is an exciting prospect. 

Hannah Tharmalingam 
Vice-President,  
Clinical Oncology

SURFs up for summer
Advances in radiotherapy will ultimately be driven by 
high-quality translational research and clinical trials and 
it is critical we promote academic capabilities within 
our specialty. We have great potential as evident by 
the success of the Summer Undergraduate Research 
Fellowship (SURF) scheme, a fantastic initiative led 
by Dr Chris Jones of the Academic Committee which 
was over-subscribed with medical students looking 
to undertake oncology research projects during their 
holidays. We are also delighted to be working with the 
National Oncology Trainees Collaborative of Healthcare 
Research (NOTCH) to drive trainee participation in 
research. With the development of the Cancer Research 
UK (CRUK) radiation research network (RadNet) 
and its significant financial investment, these are 
exciting times for radiotherapy research and we are 
committed to supporting growth and sustainability. 

50 years of Pride
2019 marked 50 years of the Pride movement 
recognised by numerous Royal Colleges and also CRUK 
under their #prideinresearch banner. There is great 
work going on nationally in education and advocacy 
relating to LGBTQ (lesbian, gay, bisexual, transgender 
and queer) health issues. However, there is a feeling that 
despite these efforts, there remains a lack of awareness 
and understanding among oncologists. We are now 
working with the Association of Cancer Physicians 
(ACP) to promote educational resources within this 
arena and look forward to a more active Faculty 
strategy relating to diversity and equality in general.

Many thanks
Finally, I thank my predecessor, Dr Jeanette Dickson, 
and wish her well for her Presidency. I would also 
like to thank the excellent RCR staff who have made 
me feel very welcome in this new role. I am looking 
forward to the challenges but hope to have some 
fun along the way. Ultimately, however, the RCR is 
for its Fellows and member so please get in touch; it 
would be great to hear what you really want to see.

Increasing 
engagement 
is high on the 
RCR agenda 
and it would 
be fantastic 
to see more 
junior fellows 
in Officer and 
Board roles.
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The importance 
of counting 
something
I first encountered the RCR workforce 
census in 2010 as clinical director in 
Norwich. Each October, heads of service 
are sent a link to upload data on clinical 
oncologists in their department. The 
email was immediately placed in the ‘not 
important and not urgent’ section – that 
is – ignored. After several reminders and 
a judicious phone call encouraging me 
that my data was genuinely important 
the census rose slowly up the ‘to-do’ list 
and was completed, some weeks after 
the initial deadline. I doubtless saw the 
final census report but I am not sure I 
took much notice of it at the time.

As Medical Director for Professional Practice, 
I am now responsible for that same census 
and have a very different perspective on its 
genesis and importance. The 2019 census 
will be the twelfth complete dataset of the 
clinical oncology workforce in the UK. Its 
value lies in the consistency and accuracy 
of the data that is published.  It collects 
details of the oncology workforce on one 
day – 1 October. The questions change 
little from year to year. The census is very 
clearly thought out and designed to make 
data entry as easy as possible. The previous 
year’s information is pre-populated. Most 
of the data comes from job plans with 
some other questions about recruitment 
and unfilled posts, so heads of service 

should be able to upload their data in 
under 30 minutes. Those email reminders 
and follow-up phone calls to heads of 
service have ensured we collect data from 
every centre and so we now have a very 
complete picture of the workforce over 
more than a decade and can accurately 
extrapolate to predict future numbers.

The headline figure from the 2018 census 
(www.rcr.ac.uk/oncology/census) was 
that the current 18% shortfall in consultant 
oncologists will become 23% in five years’ 
time. Some of the most interesting data 
were the details of how we work – more 
hours, with less supporting professional 
activities (SPA) time, and earlier retirements 
than in the past. Our ability to keep on 
fitting in that extra patient, or covering one 
more clinic for a vacant post, is hugely 
laudable but not sustainable in the long 
term. Census data on how we work have 
raised the issue of wellbeing and support 
– more on that in the next Newsletter.

What happens to the data?
The RCR media team did a tremendous job 
in publicising the 2018 census with Jeremy 
Corbyn even referring to it at Prime Minister’s 
Questions (https://www.youtube.com/
watch?v=Zfokn2n0G0c). At a time when the 
whole healthcare workforce feels stretched 
to the limit, complete and accurate data that 
we can quote to policy makers is invaluable 
– for example in our discussions with Health 
Education England about future workforce 
requirements. This year we published the first 
devolved nations reports and many trusts 
have used the census to support cases for 
more training numbers or consultant posts. 

A new RCR year 
– the state of the 
specialties 

Dr Tom Roques Medical Director, Professional Practice, Clinical Oncology, p. 6 
Dr Mark Callaway Medical Director, Professional Practice, Clinical Radiology, p. 7

On the cover

There are details that a census of clinical 
oncologists alone cannot capture. Data on 
medical oncologist numbers is less robust. 
We don’t know numbers of clinical nurse 
specialists or consultant radiographers. 
Doctor numbers do not take account of the 
productivity of individuals or departments, 
both of which would be very challenging 
to measure. Comparisons between 
departments can therefore be misleading 
and should be made with caution.

The Data, Surveys and Audit team at the 
RCR does a tremendous job of making 
sure that the census report is rigorous, 
accessible and useful. The project continues 
all year round. In June we were mining 2018 
data for the devolved nations reports while 
discussing new questions and a timescale 
for 2019. The support of each department 
lead in responding to the request for 
information cannot be underestimated. 
That email you’ll receive in the first week 
of October is genuinely important.

One of Atul Gawande’s five suggestions 
on how to be a good doctor in his 
inspirational book, Better: a surgeon’s 
notes on performance is to ‘count 
something’.1 By counting and analysing 
the same important data – consistently, 
completely and cogently – the RCR 
census has become a hugely powerful 
tool to help to improve the numbers and 
quality of our clinical oncology workforce 
and with it, the care of our patients. 

Reference
1.  http://atulgawande.com/book/better 

(last accessed 27/8/19)
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Money can’t  
buy the solution
This has been a busy period for the RCR 
with lots going on. I was really pleased we 
were able to publish the census in May 
and that again we managed to achieve 
a 100% response rate. This is a very 
powerful document which demonstrates 
the real shortfall in workforce across both 
diagnostic and interventional imaging 
against a backdrop of increasing demand.

This year for the first time we also published 
census reports for the devolved nations 
within the UK, allowing us to demonstrate 
the unique problems faced in each of 
these nations. Imaging and intervention 
are such fundamental steps in modern 
medicine pathways that a failure to deliver 
and support clinical radiology and its 
workforce going forward will result in us 
becoming a rate limiting step in the delivery 
of safe, patient-focused healthcare.

The census also shows how much money 
is being spent on supporting imaging 
services through  in- and outsourcing the 
reporting of images. This figure is in the 
region of £165 million per annum which 
represents a 42% increase on last year. 
With the contentious tax changes to 
pension contributions impacting across 
the medical workforce, we are in a position 
where money may not be able to buy a 
quick solution in the short-term future.

Modern working in radiology
I am chairing two major projects currently, 
guidance on Duty of Candour and a 
piece of work assessing productivity 
within the context of modern working 
for the radiologist. Both of these, as you 
can imagine, are key pieces of work and 
we are taking a different approach to the 
production of each. The working party for 
the guidelines regarding Duty of Candour 
includes representation from medical ethics, 
and a lay and patient representative. This 
work is progressing well and we hope to 
complete early in the new year, when you will 
all have an opportunity to comment on our 
proposals through our open consultation.

With the second piece of work, we 
have completed a major literature 
search to identify what working 
practices exist and what evidence exists 
regarding radiological productivity.

We will use this as evidence for 
discussion at a consensus meeting prior 
to producing the final document.

Quality is key
In the early summer the Health Service 
Investigation Branch (HSIB) produced a 
report into the management of unexpected 
findings on a radiological examination. We 
contributed to the report and have been 
tasked to lead a multidisciplinary piece 
of work into several of the key findings, 
such as the definition of an unexpected 
finding and how to best utilise information 
technology (IT) to set up an alert system. 

A new RCR year 
– the state of the 
specialties 

We will collaborate with our colleagues 
in other specialties via the Academy of 
Medical Royal Colleges, as well as the newly 
established NHSX, established to solve our IT 
issues in pursuit of better ways of working. 

We launched the Quality Standard for 
Imaging (QSI) in June. This is an evolution of 
the former Imaging Standards Accreditation 
Scheme (ISAS) and is designed to refocus 
emphasis away from accreditation toward 
quality improvement in the first instance. 
This new process is designed to be a step-
wise approach for departments to meet 
the standard with more support to achieve 
the accreditation. It will be much more 
interactive and will define a set of standards 
for imaging departments in the UK. We are 
in discussion with the regulator in England 
as to how we can align our respective 
focuses on quality and patient safety to as 
far as possible reduce burdens on services.

So, lots done, as we enter a new RCR 
year with a new President, I just wanted 
to finish by expressing my personal 
thanks to Professor Nicola Strickland 
for the help, support and guidance she 
has given me during my first year in 
Office and all that she has achieved in 
her three-year term as President.
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Why are the pensions of NHS 
professionals generating 
unexpected tax charges?

I’m a London-based chartered financial 
planner and have noticed a steep increase 
in the number of clients seeking my advice 
after discovering they face a substantial tax 
liability due to an increase in their pension 
benefits. Like most defined benefit pension 
schemes, the NHS Pension arrangements 
are complex and have specific issues 
applicable to members. I’d recommend 
you seek professional advice regarding 
your financial planning and aim here to 
provide an overview as to what might 
generate an unexpected tax charge.   

These notes are based on the NHS 
Schemes covering England and 
Wales. There are currently two NHS 
Pension Schemes (NHSPS): 

 – The ‘old scheme’ comprising the 1995 
Section and the 2008 Section, and 

 – The new 2015 NHS Pension Scheme 
(the ‘2015 Scheme’). 

All employees who joined the NHS on 
or after 1 April 2015 automatically joined 
the 2015 Scheme. Additionally, members 
of both the 1995 and 2008 Sections 

may also move into the 2015 Scheme 
depending on their term to Normal 
Pension Age (NPA) as at 1 April 2012. 

The examples used below will focus 
on the rules that apply to the 1995 
Section of the Scheme. This is the 
section most commonly generating 
unexpected tax liabilities, although 
the principles apply to all sections. 

The main causes:
1. Not having a full £40,000 pension 

annual allowance. From 6 April 
2016, individuals with income from 
all sources (‘threshold income’) that 
exceeds £110,000 are affected by the 
‘Tapered Annual Allowance’ and their 
tax-relievable pension contributions will 
be restricted to as low as £10,000 or 
even £4,000 if they have ever taken flexi 
access drawdown! Where the annual 
allowance (after allowing for any carry 
forward) is exceeded, the excess is 
subject to income tax at your marginal 
rate. Additional earnings from private 
practice or other NHS payments can 
cause this problem.  

2. Increasing your pension benefits. 
Typically, only ten programmed 
activities and Clinical Excellence Awards 
are pensionable. Increasing either can 
increase your pension benefits in any 
section but especially the 1995 section 
where there has been significant service.  

The ‘deemed contribution’ is not the 
amount actually paid. Instead, the 
deemed contribution to the NHS Pension 
Scheme and the Additional Pension 
arrangement is calculated as follows. 

How pension annual allowance in 
the NHS scheme is calculated?
1.   Calculate the pension benefit (and 

the additional tax-free cash sum for 
members of the 1995 Section) and, if 
applicable, the amount of Additional 
Pension at the start of the year. 

Mark Timmins
FPFS, Chartered Financial Planner, Senior Partner 
Practice, St. James's Place Wealth Management

On the cover
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Learning that a patient is intending to bring 
a claim for compensation for negligence is 
always a cause for concern. As a solicitor 
specialising in defendant clinical negligence 
work, I work closely with doctors and 
nurses who were involved in providing 
care to a patient when a claim is brought 
against an NHS trust or private individual. 

Lawyers are usually instructed well before 
formal court proceedings have started. At 
this point clinicians may already have been 
involved in duty of candour conversations or 
an internal investigation. The duty of candour 
is helpful in ensuring that early discussions 
take place with a patient and their family 
when something does go wrong. NHS 
Resolution (the body that indemnifies NHS 
organisations in England) is clear that no one 
will be criticised for giving an appropriate 
apology at an early stage. However, often 
the first contact that clinicians have when 
a claim is indicated is when the trust’s legal 
service asks for comments, which may 
be followed by emails from the solicitor 
appointed to represent the trust. This can be 
very worrying especially when the events 
took place years ago or at a different hospital.

Solicitors appreciate this and part of our role 
is to guide clinicians through the process. It 
is often helpful to speak to the solicitor by 
telephone or ask to meet with them. We are 
able to send records and imaging (securely) 
for review. Detailed and frank comments 
early on can save time, stress and ultimately, 
legal costs for the hospital. Often a clinician 
will be able to add valuable background 
information or context so when providing 
comments it is advisable to avoid simply 
reciting the notes. If clinicians are not clear 
what the allegations are, they should not be 
afraid to ask for details. It is usual to instruct 
an independent expert witness to report on 
the care provided in accordance with the 

legal tests for negligence and with radiology 
claims, we will often instruct our expert 
‘blind’ by giving them the information and 
imaging the treating clinician had at that 
time (with no allegations). Once an expert’s 
report is received (supportive or critical) the 
treating clinician’s views on it are sought.

Providing support
In cases where it looks likely that the claim 
can be defended, clinicians may be asked to 
work with the solicitor to complete a witness 
statement for the court and/or to attend a 
meeting with the defence barrister and the 
independent experts to discuss the case in 
detail. The trust’s legal services or solicitor will 
be able to assist with any practical queries 
that arise. A decision to defend a claim to 
trial is made after careful consideration from 
the legal team involved and NHS Resolution. 
Many claims that are resolved are done 
so before or shortly after proceedings 
are issued but not all claims are settled; in 
2018/19 NHS Resolution resolved 43.7% of 
claims without payment of damages and its 
success rate for defending claims that ran to 
trial was 69%. Attending trial to give evidence 
is naturally a daunting prospect but clinicians 
will be well supported by the legal team. 

Most claims are brought months or years 
after the event and can take years to resolve. 
My advice to any clinician involved in a claim 
is don’t panic but don’t ignore requests for 
comments hoping the claim will go away! 
Instead, work closely with the legal team 
and try to answer requests for information 
promptly, but also ask your own questions. 
Seek support from colleagues and try not 
to dwell on the case but consider what can 
be learned and how patient care might be 
improved as a result. 
Declared interests – No interests were declared

Find out more about how the NHS and 
Medical Defence Union handle complaints 
and litigation as well as learning the legal 
profession’s perspective at the RCR's 
Medicolegal event. More details are available 
at www.rcr.ac.uk/event/medico-legal 

2.   Revalue the pension benefits at the start 
of year, using the Consumer Price Index 
(CPI) figure for the year in question. 

3.   Calculate the pension benefit (and 
the additional tax-free cash sum for 
members of the 1995 Section) and, if 
applicable, the amount of Additional 
Pension at the end of the year. 

4.   Check whether the value of pension 
benefits at end of the year exceeds the 
revalued benefits at start of year and 
if so multiply the increase in pension 
value by 16, (and for members of the 
1995 Section add on the increase in 
tax-free cash) to calculate the deemed 
contribution. 

Example of how a £76,000 tax 
liability could be incurred
Consultant A with 35 years’ membership 
of the NHS Pension Scheme by the end 
of the relevant year, going from gold to 
platinum Clinical Excellence Award. 

Pensionable pay increases from 
£158,750 to £179,768 at the start of 
year and CPI assumed to be 2.5%. 

1. Calculate value of pension  
benefits at the start of the year:  
Pension = £67,468.75 per annum  
(34/80 x £158,750)  
Lump sum = £202,406.25 (3 x £67,468.75) 

2. Inflation-proof by CPI (2.5%):  
Pension = £69,155.47 pa  
Lump sum = £207,466.41 

3. Calculate value of pension  
benefits at the end of the year:  
Pension = £78,648.50 per annum  
(35/80 x £179,768)  
Lump sum = £235,945.50  
(3 x £78,648.50) 

4. Determine increase in pension benefits 
over the year and multiply pension by 16:  
Pension = £151,888.48  
(£78,648.50 – £69,155.47 = £9,493.03 x 16) 
Lump sum = £28,479.09  
(£235,945.50 – £207,466.41) 
Total = £180,367.57 

Step 5
Annual allowance is 
exceeded by £170,367.57
The above is a rather extreme example 
but not especially unusual in the case of 
experienced consultants in the 1995 scheme. 

The Health Secretary recently announced 
that NHS professionals will have the 
option of varying the amount of their 
income treated as pensionable from 
next year. This is a welcome step but 
further increases the need for advice 
as this is a far from simple decision. 

For more information or to contact 
Mark visit: www.marktimmins.com  

St. James's Place Wealth Management is 
authorised and regulated by the Financial 
Conduct Authority, firm reference 515150.

Declared interests – No interests were declared

In defence  
of doctors
To follow on from the interviews with barristers 
working to defend patients in medical negligence 
claims, this article looks at cases from the point 
of a view of a solicitor working to defend doctors 
when claims are brought against them.

Elena Goodfellow
Solicitor,  
Bevan Brittan LLP
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One of the most sought-after and 
specialised fields within radiology is that 
of imaging in suspected physical abuse 
(SPA) in children, where skilled paediatric 
radiologists and neuro-radiologists are 
required to give expert assistance to the 
criminal and family courts. Unfortunately, 
the shortage of UK radiologists, and in 
particular paediatric radiologists, has 
contributed to the national shortage of 
experienced individuals who are available 
and, perhaps more pertinently, willing 
to act as expert witnesses, recently 
highlighted by the family courts.1–3 

Adam Oates (Birmingham Children’s 
Hospital) and colleagues have established 
a National Working Group within the 
British Society of Paediatric Radiology 
(BSPR) to explore some of the reasons for 
this crisis, and have published a position 
statement in Clinical Radiology.4 In their 
article, they outline the reasons why current 
radiologists are being dissuaded from 
engaging with the legal system in these 
challenging and sometimes controversial 
cases. These include chronic organisational 
inefficiencies in both medical and legal 
practices and the perceived risk versus 
benefit of getting involved. Solutions may 
include more training opportunities, greater 
NHS trust support to attend trials, better 
video-link facilities and more efficient 
reimbursement to encourage younger 
radiologists to engage in this work.4

As the most senior and experienced 
paediatric radiologists approach 
retirement, the pool of available experts 
is becoming ever smaller. Dr Oates and 
colleagues are concerned that if the 
practice remains unattractive, and court 
requests for radiologists go unanswered, 
the unintended consequences may be that 
they seek other practitioners to interpret 

imaging because they are available, even 
if less skilled to do so. Radiologists have 
a moral duty to help the courts reach 
difficult decisions, but both NHS working 
patterns and legal practices may need 
to evolve to encourage radiologists to 
participate. The BSPR working party, 
alongside the RCR and the Family Division 
of the High Court are making efforts to 
try to address some of these practices. 
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Clinical 
oncology 
curriculum – 
an update on 
progress

We have been working closely with 
colleagues from medical oncology to 
redesign the curricula for clinical oncology 
(CO) and medical oncology (MO). Purpose 
statements for both specialties, based on 
high-level, generic and shared oncology 
outcomes common to both curricula, plus 
specialty specific outcomes, have now been 
approved by the General Medical Council’s 
(GMC) Curriculum Oversight Group. These 
purpose statements outline a training 
model whereby trainees are appointed 
to either CO or MO through the current 
national recruitment process following a 
minimum of two years of internal medicine 
training and achievement of MRCP(UK). 
They will then commence an initial year 
of joint training, which will be known as 
the oncology common stem (OCS). 

The intention is that both CO and MO trainees 
will achieve the same outcomes at the end of 
OCS, including exposure to acute oncology, 
radiotherapy planning and academic/trial 
clinics. This should improve transferability 
and flexibility for trainees wishing to move 
between the two specialties (though there 
will be no automatic ability to switch).

Work is ongoing to develop the curriculum 
content for the OCS year, including reviewing 
that the underpinning scientific knowledge 
to be acquired is clinically relevant and 
achievable for all trainees during the OCS 
year. This provides an ideal opportunity to 
update the oncology courses attended by 
both CO and MO trainees, continuing to 
make them relevant and cost-effective.

The full curriculum will be submitted to the 
GMC for approval in February 2020, with 
implementation in August 2021, and we will 
consult fully on the changes throughout 
this period. With change there are always 
challenges, but my belief is that the new 
curriculum will further develop the close 
working relationship we already have with 
our medical oncology colleagues, improve 
trainee experience and enhance the service 
for our ever-growing number of patients. 

Dr Frances Yuille
Medical Director, Education 
and Training, Clinical Oncology

Dr Owen Arthurs
Consultant Paediatric Radiologist, 
Great Ormond Street Hospital

Dr Adam Oates
Consultant Paediatric Radiologist, 
Birmingham Children’s Hospital 

In collaboration with Family Division of 
the High Court in Manchester, the RCR 
is holding a one-day event for clinicians 
involved in the care and treatment of 
children with suspected non-accidental 
injuries. Find out more online at  
www.rcr.ac.uk/court-survival-guide
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As technology advances and ultrasound equipment 
becomes portable and affordable, with the potential 
to be plugged into your smart phone, the bedside 
applications of point of care ultrasound (POCUS) are 
emerging. The Royal College of Radiologists (RCR) 
supports the principle of trained clinicians delivering 
focused ultrasound imaging in a timely fashion at the 
bedside to facilitate urgent care rule-in/rule-out decisions 
and enable the appropriate management of acutely 
ill patients. It is recognised that the quality of imaging 
provided by hand-held devices will be inferior to high-
end diagnostic-quality ultrasound equipment, and the 
environment for viewing the images will be far from 
ideal. However, delivery of information that will impact 
on patient care in acute situations, where patients may 
be unfit for transfer to the ultrasound department, where 
there is a lack of personnel available to deliver an urgent 
ward-based service or where delays will have a negative 
impact, is to be welcomed. The traditional model of 
clinicians referring patients to an ultrasound service 
provided by radiologists and trained ultrasonographers 
remains the main route of diagnostic practice. POCUS 
will be reserved for the times when the patient may be 
best served by this more direct approach – for example 
in the emergency situation or as an aid to rapid diagnosis 
or treatment. In these situations, it is essential that the 
clinician using ultrasound has appropriate training tailored 
to their specific needs. The RCR, in conjunction with the 
British Medical Ultrasound Society (BMUS), developed 
guidance a number of years ago on the training 
standards for those non-radiologists or non-sonographers 
providing focused ultrasound (www.rcr.ac.uk/
publication/focused-ultrasound-training-standards) 

Setting standards
The Society of Acute Medicine has developed a 
curriculum pack and training pathway for focused acute 
medicine ultrasound (FAMUS; www.acutemedicine.org.
uk/famus), one such example of a POCUS standard. The 

proposed training pathway is considered appropriate, 
with training being competency-based and formally 
assessed; it should ensure that patients are protected 
from medical practitioners with inadequate training, 
isolated practice or without clinical audit of their 
performance. The pathway should help ensure that all 
ultrasound examinations affecting patient management 
are formally recorded and reported and become part 
of the patient’s imaging record. Increasing the numbers 
of competent point-of-care ultrasound practitioners will 
improve patient care. However, the RCR stipulates that 
‘training for medical non-radiologists should be to the 
same standard as for radiologists, albeit restricted to the 
relevant and particular area of their clinical expertise’, 
and therefore the recommendations for ultrasound 
training of medical and surgical specialties should 
be used to support the proposed training pathways. 
The range of pathologies that practitioners will be 
competent to assess is clearly described within FAMUS, 
as is the requirement for image review and referral 
where doubt exists. Governance arrangements should 
include the specification of ultrasound equipment, 
replacement programmes and quality assurance/
maintenance as part of local POCUS agreements. Images 
should be stored on the local picture archiving and 
communication systems (PACS) and a formal report 
should be produced and stored on the local radiology 
information system (RIS) so that it is available for review 
by anyone involved in the ongoing care of the patient.
The Society of Acute Medicine’s curriculum pack and 
training pathway for FAMUS have been produced to 
address the training needs in a number of the more 
common areas where this practice has already developed. 
By adopting the recommendations of the RCR and the 
Society of Acute Medicine, those involved in ultrasound 
training can ensure that wherever ultrasound is 
performed, the patient receives the best possible service.
In recognising the value of POCUS to patients, the RCR 
encourages close working between its members and 
the Society for Acute Medicine to facilitate training in 
FAMUS where resources allow. Collaboration between 
departments will help to streamline patient pathways in 
the acutely unwell, reducing duplication of studies while 
maintaining standards. In addition, the ability of clinicians, 
sonographers and radiologists  to peer review scans 
and reports will provide valuable quality assurance and 
maintain confidence in this emerging imaging discipline.
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Over the years I have attended many 
conferences, often in fairly exotic places. 
Increasingly though, I had formed the view 
that the phenomenon was really a 20th 
century one. You know the sort of thing? You 
sit in a large auditorium and depending on 
your degree of tiredness/interest/need for 
continuing professional development (CPD) 
credits, take notes or doze; check your phone; 
put the final touches to your own lecture … In 
addition, for me and I’m sure you too, these 
events included some committee work and 
the like so there was a real chance of returning 
to the salt mines with an embarrassingly 
small number of CPD credits; exhausted; 
but with a shopping list of things to do.

The chance to meet old friends is often 
a delight and is one of the nicest aspects 
of our professional life; breaking bread 
with like-minded souls and reaffirming 
what Clive James once wrote, that  
‘Some of us are different from the rest 
of us, but so are the rest of us.’

Putting pangs of separation anxiety to 
one side, I wondered if it were possible to 
sit in splendid isolation and contemplate 
the world of imaging and my increasing 
ignorance of it. So, I headed off to the 
hauntingly-beautiful North West corner of 
Ireland with reasonable provisions to see 
whether it made any sense to attend the 
Radiological Society of North America (RSNA) 
conference – the world’s largest radiology 
conference – from a cottage near a small 
picturesque Donegal coastal village. 

I’m not a member of the RSNA, so registration 
cost me $600: $500 for the virtual meeting, 
and the rest a toll for my non-membership. 
The MiFi was going to be an important 
consideration. Its bandwidth was 1.5 MBits/
second on a 3G system compared to your 
typical Wifi bandwidth which is 30–60 MBits/
second (you know, ish). Furthermore, it was a 
‘Pay and Go’ model. Twenty Euro would get 
me about eight Gigabytes, which equated 
to two days' access as it turned out. 

RSNA kicks off at 7 am central time – 
noon for us. I plugged in the MiFi and the 
laptop and technical wizardry followed 
as the RSNA staff assessed its bandwidth 
capabilities. I was in. The reception was 
excellent from the start. The acquisition 
of CPD was very straight-forward. 
Furthermore, the ‘cases of the day’ provided 
an additional opportunity to earn credit. 

Going rogue
How else might I earn points? Realising 
that RCR resources were also available, 
I accessed the website and studied RCR 
modules between nine and noon. Again, 
the visual and audio quality were excellent 
as was the course content. I found that 
there was more detailed interaction 
required by the RCR – and rightly so – to 
gain each CPD credit, but that more credits 
could be earned per unit time compared 
to RSNA. Over the week I chalked up 
over 100 hours of CPD; approximately 
80 courtesy of RSNA (lectures and case 
of the day) and 20 from the RCR.

Those Donegal days took on a surreal 
rhythm. Often the only sound I would 
hear would be the confident voice of 
a radiological authority expounding 
science to an audience of one: me. The 
table where I had set up shop was in 
front of a large window. My view was of 
a tidal bay and beyond it the hill of the 
next peninsula (as shown in the photo). 

Did I miss my friends? Well yes, I did. There 
were moments on a bleak Irish winter’s 
evening when the intricacies of a lecture on 
neuroendocrine tumour imaging allowed 
me to drift into happy memories of what 
Sir Terry Wogan would have called ‘Those 
Quondam Days.’ I will admit that I did raise 
a glass to my friends across the aether; 
smiling as I imagined their revels. But for 
everything there is a time. I had spent 
too much of that at conferences without 
really benefiting from them – pretending 
that what I was doing at a committee 
meeting was akin to negotiating a SALT 
Treaty. It wasn’t of course. Occasionally, 
something good would come of them 
but my late father used to remind me that 
a camel was really a horse designed by 
a committee. For me, they could all too 
easily be a seductive distraction from the 
important business: honing my craft.

Looking across my cold, slate-coloured bay, 
I knew that just beyond the hill on the far 
shore was the Atlantic ocean and Chicago. 
In a way, I had been there. Well, virtually.
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Professor Adrian Dixon
Emeritus Professor of Radiology

At just over my statutory three score 
years and ten, while on the hinterland 
of doing vaguely useful things, it is just 
permissible to discuss these matters. Even 
more so at a time when the NHS is crying 
out for people to continue contributing 
past their supposed retirement date. 

Radiologists of my generation have been 
the luckiest of people. We trained at a 
time when the cross-sectional revolution 
was just beginning and we all learnt the 
new techniques (ultrasound, computed 
tomography and magnetic resonance 
imaging) together. There were relatively few 
textbooks to help us and continuing medical 
education courses were educationally very 
worthwhile. There was a real interest/sense 
of responsibility in sharing errors and helpful 
findings before audit became fashionable. 
Clinico-radiological meetings were great fun 
(with betting books in some departments!). 
Such meetings flourished without some 
of the ennui associated with their modern 
multidisciplinary counterparts. It was 
understood (but unwritten) that some of the 
more senior radiologists would concentrate 
on keeping the plain film load under control 
while leaving some of the newer things 
for the ‘young Turks’. And such senior 
folk still do just that in North America and 
Australasia – some well into their eighties. 

Our generation received free medical 
school education and training; we all have 
a certain debt to repay and we should 
go on contributing for a fair term – in one 
way or another. Therefore I felt somewhat 
embarrassed when I decided to stop 
reporting aged 66. However the introduction 
of yet another picture archiving and 
communication system/computerised 
reporting system and the need to continue 
with things like resuscitation training were 
contributory factors. I was extremely 
fortunate to have other distractions – 
editorial work and subsequently university 
administration. And during my last few 
years in the hospital, it was generous of my 

radiological colleagues to allow me to come 
in to report and teach as a volunteer from 
time to time. I much enjoyed continuing to 
see fascinating images and the badinage 
with colleagues and now somewhat regret 
that I did not keep things going a little longer. 

Picking and choosing
Five years on and the increasing shortage of 
radiologists means that most departments 
are even more desperate to retain/recruit any 
qualified radiologist offering their services. 
I was delighted when our previous RCR 
President helped persuade the powers that 
be that a lighter appraisal process might 
be adopted for senior folk just wishing to 
continue to perform a limited range of 
medical work. A dermatologist aged 70 will 
still be pretty competent at sorting out rashes 
and spots and does not really need to remain 
up to date in things like cardiopulmonary 
resuscitation; ditto for radiologists with 
skills in mammography, musculoskeletal, 
plain radiography, and so on. 

On the other side of the coin is the need to 
keep abreast of what is going on. Radiology is 
an ever-changing discipline; reporting had to 
become more standardised; this is important 
for research and computer trawls. TNM and 
PiRADs terminology change frequently. And 
even doing gentle editorial work, I now realise 
that I am getting ‘left behind’ in many areas! 

So advice about what to do in 
retirement – when it comes:

Do:

1.    Keep up reporting in areas 
where you have expertise for 
as long as you still enjoy it

2.     Offer your considerable talent 
in other areas, such as: 

 – Teaching anatomy to medical students 

 – Helping to promote the sciences and 
health service careers in schools

3.     Enjoy yourself – who knows what lies 
around the corner.   

Don’t:

1.     Go round complaining that medical 
training is not what it was in your day. 
Things had to change – it is different; 
that is all. Radiology remains the most 
exciting and fascinating  of all specialties.

2.     Continue past your sell by date. I 
always remember my surprise at 
finding one centre still doing routine 
lymphangiography when it had all 
but been replaced by computed 
tomography – it came to light by an 
elderly radiologist making a request 
for an operating microscope!

3.     Get too involved with medical litigation 
work (a controversial practice at 
the best of times). I have heard of 
distinguished retired radiologists torn 
to shreds by a barrister who asked 
simple questions like: ‘When was the 
last time that you personally reported a 
magnetic resonance image of the *****’.  

4.     Forget that everyone – including 
you and me – made mistakes 
throughout their careers. 
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28 Aug 1919
Born in Sutton on Trent  

youngest of five children 

1939
Joins RAF 

1971
Presentation on CT at European 

Association of Radiology 
meeting Amsterdam 

1960
Oldendorf publishes 

important papers 
about CT 

Sep 1928
Starts at Magnus 
Grammar School 

1943
Radar instructor RAF

1976
CBE

20 Apr 1972 
BIR conference 
presentation on 

CT scanning

1936
After school works in 
various jobs including 

running a cinema

Oct 1949 
Joined EMI

1975 
Fellow Royal Society, 

Lasker Award

28 August 2019 was the centenary of the 
birth of Godfrey Newbold Hounsfield. 
His remarkable legacy – the computed 
tomography (CT) scanner – has 
revolutionised medical practice worldwide. 
Today doctors are highly dependent 
on this investigative modality for many 
diagnoses. All modern hospitals will be 
equipped with this powerful diagnostic 
equipment whose use continues to expand.

Hounsfield was born on in Sutton on Trent, 
the youngest of five children. He attended 
the Magnus Grammar school where he 
did not show a promising start; although 
he was interested in maths, his reports 
even mentioned he might be 'backward'. 
He preferred tinkering around and making 
things. So much for school reports and 

their predictors of future success. 

After school, Hounsfield joined the Royal 
Air Force (RAF) and worked on radar 
projects before joining EMI in 1949. It was 
in these very early days of computing 
that his interest in computers began. 
In 1958 he helped design the first all-
transistor computer – the Emidec 1100.

This was followed by his work on the CT 
scanner. While on a walk he came up with 
the idea of taking X-ray readings all around 
an object which led to the invention of 
the CT scanner. In October 1971 the first 
brain scans on a human were performed 
at the Atkinson Morley Hospital. This led 
to the famous presentation on 20 April 
1972 at the British Institute of Radiology 

where many realised the importance of 
the work. Soon all hospitals realised that 
they had to have this bit of equipment.

Hounsfield was showered with honours 
and was awarded an FRS in 1975. He 
received the 1979 Nobel Prize in medicine 
with Cormack who had done important 
work on the physics behind CT. He 
received a knighthood in 1981. In spite 
of all this, he remained a modest, shy 
retiring bachelor. He hated giving talks.

Hounsfield remained interested in 
the applications of his invention and 
encouraged younger researchers right 
to the end of his career. He died aged 84 
in 2004 in Kingston upon Thames. The 
Hounsfield Unit is named after him.
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Society for the History of Radiology. Treasurer 
of the International Society for the History of 
Radiology. Past President of the Radiology 
section of the Royal Society of Medicine. 

Reflections on the centenary of the 
birth of Godfrey Hounsfield  
(28 August 1919 – 12 August 2004)

Dr Arpan K Banerjee
Past Chair, British Society for the 
History of Radiology
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What is it?
Differential attainment is the phrase 
used to describe systemic differences 
in outcome (in exams, annual review 
of competence progression [ARCPs] 
and recruitment) when grouping 
cohorts by protected characteristics. 

What are protected characteristics? 
There are nine, under the 2010 Equality 
Act (age, disability, gender reassignment, 
marriage and civil partnership, religion or 
beliefs, race, pregnancy and maternity, sex 
and sexual orientation). Race includes colour, 
nationality, ethnic and national origins.  

Surely everyone does equally 
well at medical school?  
No. Black and minority ethnic (BAME) 
students do less well, as a group, than 
non-BAME students in medical school 
and in postgraduate medical exams.

Does differential attainment just 
apply to BAME students who were 
born and educated overseas? 
No, it applies to BAME students who 
were born and educated in the UK.1 

But I was the gold medal winner in my 
year at medical school and I am BAME.
Good for you! Remember, this is a group 
phenomenon, not an individual one.

Is it just medicine? Just in the UK?
It is not just UK medical schools that show 
this effect, it has also been demonstrated 
across other professions in the UK. And 
differential attainment has been shown 
to be a worldwide phenomenon in 
medicine, wherever it has been studied.

OK, so I know that things have been 
bad in the past but surely this cannot 

be true in 2019: after all, one third of UK 
medical undergraduates are BAME.  
Sadly, there has not been any real change 
in differential attainment over the last 
thirty years despite changes in society. It 
has remained remarkably consistent at 
undergraduate and postgraduate level.

OK, so I am through medical school 
now. Tell me more about  postgraduate 
exam pass rates and about 
international versus UK graduates. 
The table shows pass rates for all 
postgraduate medical exams (published 
by the General Medical Council).2

What causes differential attainment? Is it 
racism … conscious or unconscious bias?  
It still occurs with machine-marked exams 
so it is not primarily a result of examiners 
marking down candidates because of 
the colour of the skin. It is likely to be 
multifactorial. In undergraduate and 
postgraduate exams, it revolves around the 
culture of learning and the behaviour of 
both teachers and students. For example, 
consciously or unconsciously, teachers may 
still pre-judge their students according to 
ethnicity,  and students learn in self-formed 
groups, which self- divide ethnically. At 
postgraduate level, for overseas trained 

doctors, the problems of working away 
from family, being given less good rotations, 
of adapting to NHS culture and of being 
perceived as different, all contribute greater 
challenges than those that a UK-educated 
doctor may face. Some of these factors 
may apply to UK BAME trainees too, since 
they tend to do less well in recruitment.  

What can I do to change this? 
Don’t underestimate your individual effect. 
For overseas graduates, informally mentor 
and coach, offer extra support and extra 
information on the NHS and our culture. 

For undergraduate teaching, mix up 
your students and judge each student 
on their own merits. Most of all, be 
aware of differential attainment. 

A glimmer of good news  
In radiology there is no BAME bias 
for UK trained FRCR2b candidates 
although non-UK trained candidates 
were less likely to pass than those from 
a UK radiology training scheme.3
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Dr Elizabeth Dick
Consultant Radiologist and Associate Director of Medical  
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60 seconds on … 
Differential attainment

Bringing you up to date on educational topics 

Postgraduate Medical 
Exams Pass Rates UK graduates International medical  

graduates  (IMG)

White 75% 46%

BAME (black and 
minority ethnic) 63% 42%

Fellowship Exam Boards for both RCR specialties routinely review 
statistical data for performance by ethnicity and gender.
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Dr Judith Anderson Consultant Clinical Radiologist, Royal Infirmary 
Edinburgh and Training Programme Director for South East Scotland, 
Winner of the 2019 JRF Trainer of the Year Award 
Interviewed by Dr Allan Green and Dr Shueh Lim  

2019 Trainer of the 
Year  Awards

How does it feel to be the ORF trainer of the year?
It feels amazing! I was trained by some brilliant trainers who I still 
work with, as well as lots of enthusiastic new colleagues! The trainees 
make my job so worthwhile; they are all committed, keen to be 
involved and invested in their own training and the future of the unit.

What made you apply for the role of training programme director 
(TPD) in West Yorkshire?
Having received such good support when I was training I wanted 
to provide that for future trainees. To me, there is nothing more 
rewarding than knowing I have contributed to someone’s 
development and success during training.

Trainees in Leeds have credited you with helping enormously 
with regards to the FRCR examinations. What have you done to 
help them?
The investment of all the trainers in the department and 
using a range of methods to support exam preparation 
is invaluable. For the FRCR Part 1 course, having an in-
house weekly teaching course is absolutely crucial and our 
teachers provide extra support just before the exams.

For the FRCR Part 2 exams, we set our teaching sessions in ‘exam 
format’ to allow development of technique as well as knowledge. 
Some of our tutorials and teaching sessions are based around 
single best answer (SBA) questions and others use viva and clinical 
cases so the trainees learn early what is expected of them. 

How should we best support trainees with regard to the pressures 
of service provision and need for teaching and training?
Listening is key. Regular one-to-one and group meetings allow 
discussion and time for people to air their frustrations – often 
leading to solutions. Talking with educational and clinical 
supervisors also helps to see a solution rather than just a problem. 

Reading through the letters of recommendation for the 
award, it is clear that you have provided support to trainees 
in many different ways. What advice would you give to other 
educational supervisors in providing mentoring to trainees?
I think training must be tailored to the individual. Always listen. 
Don’t judge – it takes courage for a trainee to come to you with a 
problem or to explore their difficulties. Think first of strengths, before 
weaknesses, but don’t be afraid of difficult conversations. Don’t avoid 
negative feedback because you find it uncomfortable; delivered 
constructively, this is the feedback that trainees will remember 
and value. Be flexible. If you can say yes to trainee requests, do 
so that when you say no, both of you will be sure you mean it.

What has been the highlight of your time as a training programme 
director (TPD)?
Seeing people overcome their difficulties and feeling I may have 
helped has been the highlight. Having the trainees nominate 
me for this award, and winning, has been really touching.

In a time when radiologists have increased workload and 
time pressures would you still recommend being a TPD?
I’ve loved the role and I would definitely recommend it. I think it is 
by far the most rewarding extended role I have done. There is a fair 
bit of autonomy and change can happen quickly. It is hard work, 
but I think it is a role in which you can really make a difference.

There is a recruitment crisis within interventional radiology 
(IR) especially among female trainees. Why do you think 
this is and how do you think this should be addressed?
People want to be what they can see, I suppose. Female trainees 
looking at IR and thinking about childcare and on-call nights 
may just think it is too much trouble if they don’t have role 
models to follow. In our scheme we have a lot of interest in IR 
and I think that is because our IR team functions very well and 
trainees want to be part of that. I would hope that women in IR 
can be open about the challenges and about the solutions. I 
have always worked less than full time and it is good for female 
trainees to see that it is possible and indeed desirable.

What would be your top advice to a junior trainee as they start 
their career in radiology? 
Strive to give a clinical opinion. We are doctors, making decisions. 
Get off the fence! You will occasionally be wrong but overall your 
reports will have far more value. And always look at the previous 
films, they are the most important investigation in radiology.

Dr Katy Clarke Consultant Clinical Oncologist, West Yorkshire, 
Winner of the 2019 ORF Trainer of the Year Award 
Interviewed by Dr Anthi Zeniou and Dr Finbar Slevin  

Congratulations to this year’s winners and to the  
other outstanding trainers who were nominated. 
Nomination for the 2020 awards will open in January.

JRF Trainer Award: www.rcr.ac.uk/jrf-trainer-award  
ORF Trainer Award: www.rcr.ac.uk/orf-trainer-award 

Read the full interviews online at: 
www.rcr.ac.uk/jrf_trainer_award_winner_interview and 
www.rcr.ac.uk/orf_trainer_award_winner_interview or 
listen at www.clinicaloncologyonline.net/yclon/audio
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loads of room for ward time, partly  
motivated by the desire to sell 
our specialty to students. 

The path of least resistance
These medical students are a fantastic pool of 
resource much like the Toddbrook Reservoir 
above the town of Whaley Bridge. While water 
will take the path of least resistance, a human 
may not. Putting effort into establishing 
better links with medical schools, supporting 
undergraduate societies, supporting electives 
and initiatives for Foundation Trainees to 
access taster weeks in clinical oncology 
would definitely go a long way towards 
diverting some resource from the reservoir. 

The RCR already does a lot of this work 
but we – as trainees – are best equipped 
and positioned to champion these efforts 
and drive enthusiasm for our specialty.

We know that increasing training numbers 
will help mitigate the workforce deficit. Using 
trainee enthusiasm and RCR resource to 
target medical students and foundation 

Now six weeks into the new medical year, 
it’s time I said welcome to all of the new ST1s 
taking up posts in radiology (and oncology 
if any of you are reading this). The first year 
of radiology training is unlike any medical 
training post you’ve experienced before. 
From the feeling of being completely inept 
(and less knowledgeable than the uber 
keen medical student who has spent the 
night swotting up) through to sitting part 1 
physics and anatomy exams and starting 
on-call shadowing in many regions, the 
first year is a steep learning curve that 
may sometimes have you frustrated by 

Dr Nicola Spence
JRF Chair,  
Radiology ST4,  
North of Scotland training scheme

Junior Radiologists’ Forum (JRF)

Making the most of new experiences

the ‘back-to-school feeling.’ Remember that 
next August, when the new cohort of first 
years start, you will look back and realise how 
far you’ve progressed in a very short space 
of time. My advice for anyone starting ST1 is 
to make the most of being supernumerary 
with no significant responsibility, get to 
know the people you are going to be 
working with for the next five years (at 
least), enjoy the lack of on-calls and don’t 
underestimate the power of a cup of coffee!

Thank you and congratulations
It is my pleasure to congratulate Dr Judith 
Anderson, a consultant from Edinburgh, on 
being awarded the JRF Trainer of the Year 
2019. I would also like to say thank you to 
all the very highly deserving consultants 
who were nominated for the award, and 
to everyone involved in our training. 

As I sit down to write this column, I have 
just seen an alert about the developments 
with the Whaley Bridge dam; this was on 
the same day as my friendly interrogation/
welcome meeting with our brand-new 
Foundation Year (FY) One doctor. 

He told me that he wanted a job at home in 
Northern Ireland and that he had wanted 
an Emergency Medicine FY2 attachment. 
He ranked his jobs based on this. He 
reluctantly told me that he had not taken 
oncology into consideration. This made 
me reflect on what we could do better 
to advertise or promote our specialty. 

I have been involved in overhauling the 
undergraduate oncology curriculum at our 
local medical school. We’ve provided more 
opportunity for interaction, removed the 
didactic attention-losing lectures and made 

Dr Kyle Crawford
Vice-Chair ORF,  
Clinical Leadership Fellow,  
Northern Ireland

doctors could form a synergy with 
an increase in training numbers and 
deliver the talent to the front line. 
I hope that in a few years, more of 
FY1s and FY2s who are subject to my 
friendly interrogation will tell me that 
they are rotating through oncology 
because they chose to do so.

Since the last Newsletter there have 
been many changes at the RCR – new 
members of Council, new Vice-President 
of Clinical Oncology and our new 
President Dr Jeanette Dickson with 
whom we look forward to working. I’d 
like to say a big thank you on behalf of 
the JRF to Dr William Ramsden for all 
his hard work during his time as Medical 
Director of Education and Training and 
we welcome Dr Stephen Harden as 
he takes on the role. Last but not least, 
thank you to  former President, Professor 
Nicola Strickland, for all her hard work 
supporting the JRF and trainees, her 
continuing  work on recruitment and 
helping to raise  the profile of the RCR.

Oncology Registrars’ Forum (ORF)

Going with the flow 
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Historical musings

John Macintyre and the 
Glasgow Royal Infirmary
Dr Adrian Thomas
Trustee of the  
British Society for the 
History of Radiology

It’s easy to view our own times as being 
particularly challenging, however, 
each decade has its own issues. It’s 
not so much that we learn from the 
past, but that an understanding of 
the past puts the present into context 
and we become less cynical knowing 
how much has been achieved. As 
radiologists, we are keen to introduce 
new technology so it’s easy for us 
to underestimate the necessary 
resources. If in a given system the 
efficiency or resources are enhanced 
then, all other things being equal, the 
activity will increase. Therefore we 
should expect artificial intelligence to 
facilitate further increases in activity. 

So it was in 1897 that the famous 
Electrical Pavilion opened at the 
Glasgow Royal Infirmary only shortly 

after X-rays had been discovered. The 
X-ray rooms were fitted with state-of-
the-art apparatus, and electricity was 
supplied throughout the hospital. Patients 
could either attend the department or 
be examined in the wards or operating 
theatres. The radiological services 
included plain film radiography, 
radiotherapy, foreign body localisation 
and stereoscopic radiography. 

There is a very modern sound to the 
concerns expressed by John Macintyre 
and his colleagues in Glasgow. By 1903 
Macintyre was exclaiming that the new 
buildings of 1897 were being fully utilised 
and that the staffing numbers needed to 
be increased to cater for the increasing 
numbers of patients! The Electrical Pavilion 
had been built as large as possible in 1897 
yet still by 1903 the demands upon it were 
far in excess of what could be accomplished. 
The department had two medical officers, 
an unqualified assistant and a staff of 
nurses. The role of the radiological nurse 
can be seen as crucial right back the 

earliest days of radiology departments 
and is not a recent addition. By 1903 
the Electrical Pavilion was taking 2,000 
radiographs each year and performing 
many fluoroscopic examinations. In 
1903 Macintyre was also looking forward 
to the rebuilding of the hospital and 
was hoping, as many generations of 
radiologists were to do in subsequent 
years, for still greater facilities. 

Illustration:
Seyuy’s Arrangement for Horizontal 
Examination. State-of-the Art 
apparatus from ‘Radiography’ by S R 
Bottone (1898). Note absence of either 
radiation or electrical protection.

As reported in the Spring issue, the RCR 
has been working with the Association 
of Breast Clinicians (ABC) and Health 
Education England (HEE) to develop a 
formal, standardised training curriculum 
for breast clinicians and to establish a pilot 
programme to train a new cohort of these 
doctors. The curriculum for the Credential 
in Breast Disease Management for Breast 
Clinicians is based largely on the relevant 
sections of the new clinical radiology 
curriculum and was published in the 
summer. It can be found online at www.rcr.
ac.uk/breast-clinicians-credential-pilot

The pilot programme, financially supported 
by HEE, is now under way and ten new 
breast clinician trainees have either 
recently begun training or will do so 
shortly at pilot sites across England. As 
well as hosting one of the pilot trainees, 
the National Breast Imaging Academy 
(NBIA) in Manchester has been a key 
player in the project, handling many of 
the logistics involved with the allocation 
of HEE funds. They will also be developing 
learning resources to support the training.

The pilot trainees are based within breast 
units with symptomatic and breast 
screening services and are linked with an 
established radiology training programme. 
The three-year programme covers multiple 
elements of training which will be learnt 
concurrently, and will often dovetail with 
each other. The first year focuses on clinical 
skills, family history and physics teaching 

in order to pass the physics module of the 
First FRCR Examination. These skills will be 
built upon during the second year at the 
same time as incorporating supervised 
image interpretation and reporting. During 
the final year, in addition to becoming 
increasingly independent in all aspects 
of breast clinical skills, family history risk 
assessment and breast imaging and 
diagnosis, trainees will develop capabilities 
in image-guided breast intervention, 
including biopsies and localisations.

This exciting and innovative new 
programme will ensure that breast clinicians 
across the country are trained to the same 
curriculum and the same standard, allowing 
for formal recognition of their skills and 
greater flexibility in their working lives. 
Upon completion, these accredited breast 
clinicians will be able to lead screening 
services, family history clinics and work in 
symptomatic clinics providing much needed 
support for all of these important services. 

If you would like more information about 
the programme please see the website 
or contact credentials@rcr.ac.uk

Anna Campbell 
Training Policy and  
Projects Manager, RCR

Launch of a new pilot 
programme to train breast 
clinicians and support the 
breast imaging service
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The Royal College of Radiologists

News in brief

The Undergraduate Society of the 
Year Awards and the Undergraduate 
Education Innovation and Excellence 
Prizes opened for the first time in 
November 2018; both prizes attracted 
a good number of applicants. The 
adjudicators of the Undergraduate 
Education, Innovation and Excellence 
Prize for radiology noted that the 
applications received were of a very high 
standard and were quite challenging 
to adjudicate. Winners of the 2019 

prizes were given the opportunity to 
present their research and activities at 
their respective undergraduate days 
and it was particularly encouraging to 
see the engagement activities that the 
2019 winning radiology society (Cardiff 
University Medical Imaging Society 
[CUMIS]) and 2019 winning oncology 
society (Cambridge University Oncology 
society [CUOncSoc]) were involved in 
organising. The next undergraduate days 
will be held around May and June 2020.

Undergraduate awards and prizes
We need your ideas and 
knowledge to share. 
RCR Learning encompasses all of the 
RCR’s range of educational resources 
such as face-to-face events, e-learning, 
webinars, videos and podcasts.

Over the last three years, the range 
of online resources on offer has 
increased enormously in an attempt 
to make it easier for you to complete 
meaningful continuing professional 
development (CPD) at a time and 
place that is convenient to you.

We now have almost 3,000 users 
in around 50 countries and that 
number is growing daily. However, it 
takes willing volunteers to develop 
and maintain the content to ensure 
that we can continually offer new and 
interesting resources and to ensure 
that all areas of practice are covered.  

In return we offer a platform on which 
to share your expertise, CPD credits for 
developing educational resources and 
a new skill to add to your CV. No prior 
experience of e-learning is required as 
we provide all the technical expertise. 
All that we need from you is a good idea 
and the content, which usually starts 
life as a PowerPoint presentation.

If you would like to get involved, please 
email us at rcrlearning@rcr.ac.uk 

Heather Wanstall 
Head of Professional learning 
and Development, RCR

RCR Learning needs you!

Obituaries
Dr Peter Riley 1959–2019 
He was a unique individual with 
perhaps a maverick streak that 
endeared him to colleagues, staff 
and most importantly patients.

Read the full obituary online 
at www.rcr.ac.uk/college/
obituaries/dr-peter-riley

Radiology day
Former RCR President, Professor Nicola 
Strickland, presented a welcome talk 
to encourage the undergraduates to 
take up specialty training in radiology. 
During the mid-morning session, 
consultant radiologist Dr Neelam 
Dugar provided some insight into 
future developments in the use of 
artificial intelligence in radiology, 
which in turn sparked questions 
from the undergraduates. The talks 
ended with a keynote from consultant 
radiographer Mr Wayne Hoban, who 
gave a fascinating talk about his journey 
into forensic radiography, and talked 
briefly on virtopsy (a project aiming to 
develop new techniques to improve 
the outcome of forensic investigations) 
courtesy of Mr Mark Viner,  Senior Tutor 
– Radiography, Barts and The London 
School of Medicine and Dentistry.

Oncology day
The day started with a word cloud 
– the undergraduates were asked 
what the top three or four words 
that came to mind were when they 
thought of pursuing a career in 
oncology. Research was the highest 
trending word. Dr Seamus McAleer 
then quizzed the undergraduates 
on oncology statistics. The highlight 
from the day was the medical 
oncology versus clinical oncology 
debate between consultant medical 
oncologist Dr Ursula McGovern and 
consultant clinical oncologist Dr Aidan 
Jones; their respective presentations 
were well balanced, informative 
and really gave the undergraduates 
food for thought. The day ended 
with another word cloud – this time 
it included the word 'lion' thanks to 
Dr Jones’ slide of an anaesthetised 
lion on a linear accelerator. 

The RCR held its fourth undergraduate 
radiology day on Monday 3 June, and 
second undergraduate oncology day 
on Friday 10 May. Both events attracted 
a significant number of registrations 
from medical students around the 
country. There were also a handful of 
international medical students who 
expressed interest in attending the 

events. The respective programmes 
followed an almost identical format with 
talks from trainees and consultants, 
and a question and answer session at 
the end to allow the undergraduates 
to interact with their presenters. 

Annmarie Booth-Sarki 
Training Policy and Projects 
Administrator, RCR

2019 Undergraduate days
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