Key Conditions in Year 1 of Training
Key Conditions in early training are defined as those conditions which may be life threatening if undiagnosed over a period
of 12 hours.
These key conditions must be documented and communicated to the treating team immediately upon diagnosis.
Trainees need to be aware of their own limitations in terms of knowledge of these conditions and know when they should
ask for help.
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Key Conditions in
Year 1 of Training
The list of key conditions below must, as a minimum
requirement, be covered in formal and informal teaching
sessions in the first four months of training before a
trainee goes on call in order to:

O&G Imaging
•
•
•
•
•

Viability scanning
Ectopic pregnancy
Tubo-ovarian masses
Ovarian masses
Ruptured Ovarian Cysts

Musculoskeletal System
•	Equip trainees with key skills and knowledge
of Radiology relevant to on call activities and
emergency radiology.
•	Facilitate and guide learning of Radiological Anatomy
through clinically relevant principles.
•	Facilitate and guide learning of basics in clinical
radiology in the areas of safety, complications,
consent & communication, reporting skills and
radiological procedures.
•	Provide a sound foundation for future training and
learning of Clinical Radiology.

•
•
•
•
•

Fracture/Dislocation
Spine fracture/dislocation
Spinal Cord injuries
Epidural haematomas
Septic Arthritis/Osteomyelitis/Discitis

Chest

Management of Contrast Reactions

•
•
•
•
•
•
•
•

Neuroimaging

Abdomen

• Subarachnoid haemorrhage
•	Extradural/subdural haemorrhage (including skull
fractures)
• Cerebral parenchymal haemorrhage
• Cerebral abscess, Empyema
• Venous sinus thrombosis
• Herniation

• Free gas
• Bowel obstruction
• Volvulus
• Trauma to abdominal organs
• Abdominal aortic aneurysm and rupture
•	Mesenteric ischaemia/other organ ischaemia/
infarction
• Testicular torsion
• Abdominal sepsis
• Abscess, collections and drainage
oH
 ydronephrosis/ pyonephrosis
o Acute abdomen e.g. appendicitis, pyelonephritis,
emphysematous cholecystitis, intra-abdominal
abscesses including subphrenic collections.

List of Key Conditions in
Early Training

•
•
•
•
•

Stroke
Diffuse Axonal Injury
Hypoxic brain injury
Cord compression
Cerebrovascular injury

Head and Neck
•
•
•
•
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Foreign bodies
Retropharyngeal abscesses
Tonsillar abscess
Ruptured Oesophegus

Pneumothorax (especailly tension pneumothorax)
Pulmonary embolus
Pulmonary oedema
Aortic/vascular trauma
Aortic dissection
Cardiac tamponade
Typical/Atypical infections (TB)
Flail Chest

Paediatrics
•
•
•
•
•

Airway foreign body
Intussusception, pyloric stenosis, ,malrotation
Epiglotitis/croup
NEC
NAI
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Vascular Imaging and Interventional
Radiology
•

Acute aortic syndromes
o Trauma (psuedoaneurysm/ intramural haematoma)
o Aneurysm (rupture/ inflammatory/ mycotic)
oD
 issection

•

Extravasation/ haemmorhage/thromboembolism
o Trauma
oG
 I bleed and management
o P eripheral, pulum and visceral

Trainee Requirements –
Management of Contrast
Reactions

Training Site Responsibilities
Training departments need to prepare a checklist
containing the key conditions in early training and ensure
that trainees have had adequate teaching and exposure to
these conditions in the first four months of training prior
to going on call. The checklist should be fully completed
prior to trainees going on call.

Tools for Training - Key
Conditions in Early Training
A template for key conditions in early training has been
developed as a tool to assist with teaching and learning
about these conditions.
The early training template, a number of completed

Trainees are expected to complete training in
management of contrast reactions in their first year of
training.

template examples and a suggested outline for teaching
year 1 trainees are provided on the following pages.
The early training template is structured as follows:

Trainees are expected to complete an accredited CPR
course and hold a current CPR certification.

KEY CONDITIONS Y1

Condition
Definition
Clinical Presentation
Pathology
Where it Occurs
Complications
Differential Diagnosis
Radiology
Modality/Technique
Associated Conditions
Features
Artefacts
Clinical Impacts
Sensitivity/Specificity
Management Plan & Communications
Relevant Anatomy
See examples of completed early training matrix templates on the following pages.
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Early Training Matrix Examples
Example 1
Condition

Cerebral Parenchymal Haemorrhage

Definition

Primary haemorrhage within the brain

Clinical Presentation

Presents as a stroke (sudden focal neurological deficit) and may have associated
headache.

Pathology

It is assumed that trauma has been excluded but this always needs considering.
Hypertension is the most common cause and the typical location is the basal
ganglia, but also occur in brainstem and cerebellum. Hypertension causes
accelerated atherosclerosis, hyaline arteriolosclerosis and when severe
hyperplastic arteriolosclerosis often with fibrinoid necrosis. Sometimes small
“Charcot-Bouchard” aneurysms can form on minute penetrating arteries of basal
ganglia.
A lobar haemorrhage still can be due to hypertension but other potential causes
need careful consideration. Cerebral venous thrombosis should be considered.
In elderly patients a lobar haemorrhage may be due to amyloid angiopathy. In
younger patients consider an AVM, vasculitis and drug abuse. Haemorrhage
related to a neoplasm either primary or secondary should also be considered.

Where it Occurs
Complications
Differential Diagnosis
Radiology
Modality/Technique

Noncontrast CT mainly. CT angiography and/or contrast enhanced CT if suspect
non-hypertensive haemorrhage.

Associated Conditions
Features

High attenuation mass (50-70HU) acutely. Hypodense area may be active
bleeding. Maybe isodense acutely in rare cases of anemia or bleeding diathesis.
Fades from the periphery with time (“melting iceberg appearance”). Develops
small adjacent oedema in subacute phase. Then loses mass effect and may leave
very little residua, usually a slit-like gliotic space.

Artefacts
Clinical Impacts

33-50% die most within first 48hrs. 20% living independently at 6months.

Sensitivity/Specificity
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Example 1 cont.
1. Diagnose intracerebral haemorrhage on CT.
2.	Does it fit with a hypertensive haemorrhage based on typical location, age
and medical history? If not consider another cause based on these same
factors and any other clues on the films e.g. any big or dense vessels? Always
consider a non-hypertensive cause if a lobar (peripheral) haemorrhage.
3.	Consider performing a CT angiogram (try to include as much of the brain
as possible and especially the area of the haemorrhage) or a routine post
contrast scan (or both).
4.	Assess for intraventricular or extraaxial extension, mass effect, secondary
hydrocephalus and herniation.
5. Contact clinical team.

Relevant Anatomy

Important to assess epicentre of haemorrhage relative to key brain anatomical
structures. Know basic venous anatomy to assess for dense thrombosed vein e.g.
internal cerebral vein in basal ganglia haemorrhage. Ventricular system and basal
cisterns for secondary effects of mass effect (Is anything missing because it is
effaced?)

KEY CONDITIONS Y1

Management Plan
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Example 2
Condition

Subarachnoid Haemorrhage

Definition

Haemorrhage into the subarachnoid space between the pia and arachnoid
membranes.

Clinical Presentation

Sudden “worst ever” headache. May have reduced GCS and may have
neurological findings.

Pathology

Berry aneurysm are saccular true aneurysm that tend to occur at branch points
within or near the Circle of Willis. Thought to be due to the altered flow dynamics
and areas of wall weakening at these sites.
They are relatively common being found in 2-5% of the population. 20-30% have
multiple aneurysms. They are more common in females. There is a weak familial
risk. They are associated with various connective tissue diseases especially adult
polycystic kidney disease. Smoking is also a risk factor for aneurysmal SAH.

Where it Occurs

At the common sites of Berry aneurysms but haemorrhage will spread widely
through the subarachnoid space and into ventricles with time. Most common sites
are anterior communicating artery, posterior aspect of terminal ICA either related
to posterior communication artery or anterior choroidal artery, middle cerebral
artery bifurcation, basilar tip and PICA origin from vertebral artery. Predominant
site of haemorrhage may give clue to site of aneurysm or in the case of multiple
aneurysms which one bleed.

Complications

Associated intraparenchymal haemorrhage, rebleed, hydrocephalus, cerebral
vasospasm.

Differential Diagnosis

Pseudosubarachnoid hemorrhage due to cerebral edema effacing basal cisterns,
Normal structures such as calcified choroid plexus extending through foramen of
Lushka, Traumatic SAH, Vascular causes other than Berry aneurysm rupture such
as intradural vertebral dissection or AVM, Benign perimesencephalic haemorrhage
(diagnosis of exclusion, should have typical history and benign clinical course,
low pressure bleed anterior to brainstem usually limited by Lilliquist’s membrane).

Radiology
Modality/Technique

CT Brain C-, CT angiography, Conventional Angiography.

Associated Conditions
Features

High attenuation acute haemorrhage within the basal subarachnoid cisterns.
Small or subtle haemorrhages may only be seen in dependent areas such as
interpeduncular cistern or occipital horns of lateral ventricles. Also evaluate
posterior fossa carefully which often suffers from beam hardening artefact. Look
for asymmetry in lateral and Sylvian fissures.

Artefacts

Beam hardening artefactartifact.

Clinical Impacts
Sensitivity/Specificity
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Sensitivity is very good early after the onset of symptoms but will reduce will
time after this and also depends on the volume of bleed. Patients suspected of
having a SAH with a negative CT should have a lumber puncture looking for
xanthochromia.

© 2014 RANZCR. Radiodiagnosis Training Program – Curriculum Version 2.2

Example 2 cont.
1) Diagnose SAH on CT.
2) Look for complications such as hydrocephalus and if the presentation has
been delayed ischemia from vasospasm.
3) Perform a CT angiogram trying to optimise image quality and ensure good
coverage of the most likely source of hemorrhage e.g. scan higher if you think
there might be a pericallosal aneurysm.
4) Contact the clinical / neurosurgical team.
5) Look for and assess the aneurysm that caused the haemorrhage but don’t
be satisfied with that, look for the 2nd or 3rd aneurysm. Is there any obvious
vasospasm on the CTA?

Relevant Anatomy

Cerebral arterial vasculature especially circle of Willis, Normal cerebral structures
that can mimic haemorrhage through physiologic calcification for example.

KEY CONDITIONS Y1

Management Plan
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Example 3
Condition

Testicular torsion

Definition

Torsion of the spermatic cord

Clinical Presentation

Acute scrotal pain, onset frequently at night, scrotal swelling and œdema, testis
difficult to palpate, thickened tender spermatic cord.
Atypical presentations may delay diagnosis leading to testicular necrosis:
Abdominal, RIF or flank & groin pain, nausea, vomiting, undescended testis,
normal testicular lie, bilateral torsion (10%), detorsion and hyperæmia.

Pathology

1.	Extravaginal torsion in fœtus & neonate: the testis, epididymis and tunica
vaginalis twist on the spermatic cord. Undescended testis may delay
diagnosis.
2.	Intravaginal torsion – most commonly peripubertal. Bell-clapper deformity
in which the tunica vaginalis completely surrounds the testis. Congenitally
absent posterior anchoring occurs in 12% and allows the testicle to twist.

Frequency

Approx 1:125 males. < 10% are > 30 years of age.

Morbidity

Salvage rate 80-100% if repaired within 6 hours.
0% at 24 hours.
5-10% spontaneous detorsion: high risk of recurrence.

Differential Diagnosis

Acute epididymitis/epididymo-orchitis; abscess; torsion of the epididymal
appendix; incarcerated hernia; hæmatoma; trauma; ruptured varicocele; scrotal
tumour; vasculitis; Fournier gangrene; acute idiopathic scrotal œdema.

Radiology
Modality/Technique

For atypical cases: high frequency US and sensitive colour flow Doppler/power
Doppler; straddle view.

Associated Conditions

Undescended testis.

Features

Swelling, hypoechogenicity; heterogeneity indicates necrosis, and echogenic areas
may indicate hæmorrhage; torsion knot in cord; echogenic infarcted testis, tunica
albuginea and mediastinum more common in neonatal torsion.

Pitfalls

Flow not demonstrated in 10-20% of normal pre-pubertal testes; normal
asymmetry may give false positive in young child; capsular flow; necrotic abscess
has no central flow.

Clinical Impacts

Immediate surgical detorsion/orchiectomy and bilateral orchidopexy: US should
be reserved for those with atypical features.

Sensitivity/Specificity

86-100%/77-100%; unilateral absent flow in a symptomatic enlarged testicle is
highly specific.

Management Plan

A classic presentation at a typical age with consistent physical findings merits
urgent operative repair without imaging confirmation. If imaging is equivocal,
urgent surgical exploration should proceed.

Relevant Anatomy

Spermatic cord, testis, epididymis, vascular supply and intratesticular arteries and
veins, tunica albuginea, tunica vaginalis, inguinal herniæ.
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Example 4
Condition

Pulmonary œdema

Definition

Abnormal accumulation of fluid in the extravascular compartments of the lung.

Clinical Presentation

Dyspnœa, hypoxæmia, tachypnœa, orthopnœa, tachycardia, crepitations and
rales.

Pathology

Hydrostatic pressure œdema.
Permeability œdema with diffuse alveolar damage.
Permeability œdema without DAD.
Mixed œdema.

Where it Occurs

Pulmonary interstitium and alveoli.

Complications

Respiratory failure, hypoxæmia.

Differential Diagnosis

Pneumonia, aspiration pneumonia.

Radiology
CXR, HRCT

Associated Conditions

Heart failure, fluid overload, renal failure, neurogenic, aspiration, lung injury,
ARDS, chemotherapy, shock, hypersensitivity, pulmonary embolism, negative
pressure (upper airway obstruction), postobstructive (airway), veno-occlusive
disease, near-drowning, drowning, high altitude, reperfusion, reexpansion,
postpneumonectomy, postreduction, air embolism, asthma, opiate overdose,
marathon runners, decompression sickness, pregnancy & childbirth.

Features

Septal lines, peribronchial cuffing, alveolar œdema.

Pitfalls

Imaging findings lag behind clinical changes; COPD; gravitational effects; mitral
regurgitation (RUL); underlying disease e.g. pneumonia, toxic injury.

Clinical Impacts

Correlate imaging appearances with clinical features.

Sensitivity/Specificity

Variable. Principal discriminatory features for the different causes of PO are
distribution of pulmonary blood flow, distribution of pulmonary œdema and the
width of the vascular pedicle. Ancillary findings are pulmonary blood volume,
peribronchial cuffing, septal lines, pleural effusions, air bronchograms, lung
volume and heart size. Accuracy 80-90%. 5% false positive and 11% false
negative can be achieved.

KEY CONDITIONS Y1

Modality/Technique

Management Plan

Depends on cause.

Relevant Anatomy

Pulmonary alveoli, interstitium, vasculature, cardiac chambers and systemic veins.
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Advice for Training Sites

Non Medical Expert Role

Teaching First Year Trainees Key Conditions
in Early Training

The expectation of trainees and trainers is that the skills
defined in the non medical expert roles are incorporated
into all aspects of training and radiology practice. Non
medical expertise is in no way viewed as being mutually
exclusive from medical expertise.

Trainees should always be able to ask for help from senior
departmental staff in a timely manner and expect that
their request is responded to in a timely manner with
patient safety being paramount.
Training sites should aim to provide in-house supervision
and exposure to key conditions in early training, so the
trainee acquires the core knowledge and skills defined
by this module as well as any other skills relevant to that
institution’s needs and clinical practice environment.
Teachers should facilitate and promote self-learning
behaviour through for example discussion and
presentation of relevant case materials. Tutorials with
discussions, not lectures, should be the dominant learning
format.
Sessions should be structured using key educational
principles as follows:
• Provide context for topic & probe prior knowledge
• Ask WHY topic is important
• Explore WHAT should be learned
• Discuss HOW this can be achieved
•	Provide EXAMPLES which illustrate, and guide
discussion
•	Summarize key learning points, and identify areas for
further learning
Training sites should aim to provide the following items to
in-house training for first year trainees:
•	Involvement in film-based tutorials at least twice a
week.
•	Rostered session(s) off each week for either course
attendance or self-directed learning.
•	Preparation of short specific anatomy or technique
presentations for other trainees, under guidance of a
named clinical supervisor or consultant on at least a
monthly basis.
•	Presentation of basic and emergency cases in
radiological meetings.
•	Attendance at clinico-radiological conferences and
other radiology rounds at least twice a week.
Page 54

Team Work
Radiologists establish and maintain cooperative
relationships with patients, with radiology staff and with
other clinicians to optimise patient care and to facilitate
research and education.
Key competencies: At the end of training Radiology
trainees are able to:
1. Develop their role in the provision of patient care and
the expectations of the patient and clinician requesting
imaging
a)	Assist referring doctors to select the most
appropriate and effective investigative pathway.
b)	Assist the radiology team to organise and prioritise
the workload.
c) Supervise investigations and procedures.
d)	Advocate for patient needs and improve patient
satisfaction.
e)	Produce a structured report that communicates
the important findings and addresses the clinical
question.
f)	Research clinical/radiological problems through
literature and internet.
g)	Check reports with supervising radiologist and
consult clinicians for additional information as
appropriate.
h) Prepare the report in a timely manner.
i)	Alert referring clinicians to important or unexpected
findings.
j)	Develop interventional skills through radiologist
mentoring and study.
k)	Recognise competence and limitations and seek help
appropriately.
l)	Participate in departmental and multidisciplinary
meetings.
m)	Continually update knowledge through personal
study and teaching programs.
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2. Demonstrate knowledge and communication of the
strengths and limitations of the resources available for
patient care: equipment, personnel, infrastructure, time
constraints, cost

d)	Organise and maintain educational materials and
resources.
e)	Promote the education of all staff groups and the
process of learning from them.

a)	Demonstrate knowledge of departmental work flow,
equipment and the abilities of team members.
b)	Recognise constraints and other commitments
and rationalise competing demands to deliver the
optimum sustainable system of patient care.
c)	Discuss with patients and clinicians their
expectations in relation to the medical system,
clinical setting, test requested and report availability;
and if there are any expectations that are not
realistic, provide an explanation as to why.
d)	Reach realistic agreements regarding service delivery
with relevant colleagues e.g. ‘CT at 4pm’ or ‘inpatients will be done within 24hours’.
e)	Communicate any significant changes from the
agreed management, minimising impact on the
patient and the service.

Learning opportunities

3. Manage working relationships effectively and
professionally

Radiologists recognise the importance of communication
in best practice of medicine.

a)	Obtain informed and willing consent from the
patient through communication with the patient and
referring doctor.
b)	Discuss possible, common or serious complications
with patients and check that patients comprehend
the information being provided to them.
c) Ensure correct patient, correct procedure, correct site.
d) Ensure pre-procedure checks are satisfactory.
e) Give and receive feedback constructively.
f)	Manage conflict with patients, staff and clinicians in
a professional manner seeking to comprehend other
points of view and exploring constructive solutions.
g) Act with integrity.
h) Help and support colleagues and staff.
i) Employ practices that promote a safe workplace.
j)	Work cooperatively with managerial, governmental
and professional bodies.

They acknowledge the vital role of good communication
skills in all of their extended roles.

4.

Facilitate research and education

a)	Attend departmental and interdepartmental
meetings, study groups and conferences.
b) Arrange, prepare and present meetings.
c)	Participate in audit, peer review, research and quality
improvement.
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These capabilities may be gained through learning
activities such as:
• Reflective practice as a trainee.
•	Observation of the behaviour of senior radiologists
and departmental staff.
• Discussion with senior staff and peers.
• Formal feedback in Appraisal sessions.
• Liaison with referring practitioners.
•	Participation in conferences, inter-disciplinary
meetings and continuing education.
•

Education in conflict management.

Key competencies: At the end of training Radiology
trainees are able to:
1.

Demonstrate good communication skills

a)	Convey their expert opinion, degree of certainty in
the diagnosis and its implications effectively.
b)	Listen to and discuss issues and concerns with
patients, colleagues and students.
c)	Respect patient confidentiality, privacy, and
autonomy.
d)	Demonstrate an awareness of the legal implications
of their actions.
e)	Encourage discussion, questions and interaction in
imaging encounters with patients and/or their family.
f)	Show initiative to alter the mode of communication
appropriately. For example, phone through urgent,
important or unexpected findings; confirm the receipt
of important findings.
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Communication Skills

2. Participate in activities using feedback to ensure
good communication and continually develop their skills
a)	Seek and accept the opinions of others when their
skills are being evaluated.
b)	Provide effective feedback to others regarding their
abilities.
c)	Show appreciation of the importance of non-verbal
behaviour and of trust in effective communication.
d)	Demonstrate follow up to ensure comprehension by
the other party, and to ensure that communication
has been effective. For example, confirm that patients
comprehend the procedures to which they have
consented and that bad news has been delivered
with empathy and compassion.
e)	Participate in positive relationships with those
who are in a position to observe and evaluate their
abilities and skills e.g. sonographers, radiographers,
clinical consultants, fellow trainees.
f)	Demonstrate follow up to check their own and
other’s compliance with agreements.
3.

Learning opportunities
These capabilities may be gained through learning
activities such as:
•	Observation of the behaviour of Senior Staff with
discussion of this behaviour.
• Formal feedback in Appraisal sessions.
• Observation of departmental staff.
• Liaison with referring practitioners.
•	Participation in Conferences/ inter-disciplinary
meetings/ continuing education.
• Attendance at communication skills workshops.
•	Discussion of conflict management or training in
conflict management.

Communicate effectively across different settings

a)	Demonstrate ability to focus on important
information that must be conveyed, and to reconcile
this with the amount that patients, students,
colleagues or others can assimilate.
b)	Adjust communication to meet the needs of different
audiences. For example, communication with a
colleague, communication with a patient, a lecture
to students, a lecture to the local radiology branch or
a large conference; local meeting; student settings;
public meetings or public setting.
c)	Communicate effectively with people from different
social, cultural and linguistic backgrounds.
d)	Use trained interpreters when they are required and
are available (and appreciate the risks of using family
/ friends in paramedical roles).
4. Demonstrate the ability to recognise difficult
communication situations, and to work within these
situations to achieve the best possible outcome
a)	React professionally to inappropriate communication
or actions by others that arise from strong emotion,
such as frustration, grief or sadness.
b)	Acknowledge the difficulties inherent in these
situations and work towards solutions.
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c)	Address challenging communication issues in a
competent manner, including: obtaining informed
consent, delivering bad news, addressing anger,
confusion and misunderstanding.
d)	Demonstrate knowledge and application of the basic
principles of conflict resolution and negotiation.

Patient Support & Advocacy
As health advocates, radiologists responsibly use their
expertise and influence to advance the health and
well-being of individual patients, communities, and
populations. Their knowledge of the risks and costs of
imaging procedures, are balanced against the benefits
to individual patients and the community. Advocacy may
occur individually or as a group when influencing public
health policy.
Key competencies: At the end of training Radiology
trainees are able to:
1.

Advocate for individual patients

a) Participate in Multidisciplinary Team meetings.
b)	Negotiate on behalf of patients during clinical
encounters for investigations that minimize
risk, radiation exposure and cost. For example:
negotiation to substitute non-ionising imaging
studies in patients, particularly children or pregnant
females.
c)	Report adverse events and act in accordance with
the local quality and safety framework.
d)	Participate in Quality Improvement Projects where
appropriate.
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2.

Advocate for the profession

a)	Provide support to the profession through Junior
Forum membership and participation in branch
meetings, ASM and other educational events as
appropriate to the stage of training.
3.

Advocate for trainees

a)	Comment responsibly during completion of
assessment of training site forms.
b)	Provide support for other trainees that require
assistance.
c)	Notify the supervisor of training or other College
officers of issues having significant adverse impact
on training.
d) Advocate for other health care team members.
e)	Participate in training and educational activities of
other staff.
f)	Contribute in oral or written form to the
development of manuals, procedural documents and
other resources required by other health care team
members.
g) Advocate for the community.
h)	Provide accurate information to the community
and consumer groups regarding issues relevant to
radiology.

Learning Opportunities
These capabilities may be gained through learning
activities such as:
•	Discussions with senior staff about health system
issues.
•	Observation of more senior trainees and radiologists
in their tasks.
• Involvement in department planning activities.
• Conduct of patient surveys.
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• Activities within local branch of the College.
• Participating in multidisciplinary staff meetings.
•	Participating in change management process in
department.
• Public speaking to community groups.
•	Review relevant sections of the National Patient
Safety Education Framework.

Management & Administrative
Skills
Radiologists make decisions regarding effective utilisation
of finite health care resources in the context of individual
patient care. They provide leadership in healthcare
organisations and ensure effective work practices through
adequate staffing and development of policies and
procedures.
Key competencies: At the end of training Radiology
trainees are able to:
1. 	Participate in activities that contribute to the
effectiveness of healthcare organisations and
systems
a)	Initiate, organise and complete an audit of
departmental practice as it relates to running of the
department (eg. Patient waiting times).
b)	Demonstrate competence in workload management
in an area of the radiology department, e.g. CT. Take
responsibility, in conjunction with other department
staff, for smooth and efficient day to day operation of
this part of the department.
c) Manage clinical and other correspondence effectively.
d) Respond to correspondence promptly.
e)	Document procedures/activities in case-notes
appropriately.
f) Respond to complaints appropriately.
2.

Manage their practice and career effectively

a)	Set priorities and manage time to ensure that outside
activities and personal life do not impact adversely
on patient care and practice requirements.
b) Allocate finite healthcare resources appropriately.
c) Triage requests for radiological examinations.
d)	Work to help radiologists use their time effectively,
eg by managing, in conjunction with other staff, an
area of the department such as CT on a day-to-day
basis.
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e)	Ensure information is available for patients through
verbal &/or written communication.
f)	Apply the practice privacy policies which govern
the use of patient personal information within the
service and its disclosure to other parties.
g)	Apply protocols for gaining patients’ consent to the
use of their personal information.
h)	The trainee demonstrates knowledge of the proposed
uses of personal information and communicates this
information to the patient.

e)	Serve in administration and leadership roles, as
appropriate.
f)	Participate in department organisation, eg as
registrar representative on committees as required.
g) Create call and other rosters fairly.
h)	Be aware of hospital guidelines relating to OHS, EEO
etc.
Resources: Clinical Audit in Radiology, 100+ recipes, ed
Godwin R et al. Published by RCR.

Learning opportunities

allowances in the form of additional time, resources
or altered practice for those from a different cultural
background.
c)	Admit error and acknowledge the contributions of
others.
d)	Identify and disclose personal interests, and act to
resolve potential conflicts of interest.
e)	Recognise and appropriately respond to incompetent,
unprofessional or unethical behaviour.
f)	Recognise and respect privacy and confidentiality
with regard to patients and colleagues.
g)	Obtain appropriate and informed consent when
working with patients.

These capabilities may be gained through learning
activities such as:

2. Give priority to patient care and to continuity of care

• Regular supervisor review
• Review of outstanding reports
• Observation of senior staff
• Formal instruction in daily team activities
•	Instruction such as workshops on team work and
roles
• Studying Management courses
•	Progressive responsibility for conduct and reporting
of studies
• Time management workshops
• Discussion of budgeting and costs with senior staff
• Career mentorship
• Participation in departmental audit activities
• Career information form RANZCR website
• Participation in research projects

a)	Act to ensure high standards of diagnosis,
management and safety for patients. Ensure that
imaging protocols, image interpretation, procedures
and other professional services are conducted
optimally.
b)	Make time for urgent studies, retrieve previous
images for comparison, and rapidly communicate
unexpected results to clinical team members.
c)	Maintain responsibility for patient care until it
is formally assumed by others. Ensure that the
transmission of information, including details of
treatment, images and reports, occurs in an effective
and timely fashion.
d)	Answer letters, pages, e-mail, and phone calls
promptly.

Professionalism

3. Behave appropriately towards patients and colleagues

Radiologists aim to deliver the best possible quality
of health care with integrity, honesty and compassion.
Radiologists exhibit high standards of personal and
interpersonal behaviour and they practice ethically with
active concern for the patient, their profession and society.
Key competencies: At the end of training Radiology
Trainees are able to:

a)	Behave in a manner that is inclusive of social,
ethnic and religious groups. Avoid interpersonally
destructive behaviour and encourage inclusive and
constructive behaviour in others.
b)	Ensure that communication with the patient,
the patient’s social network and other health
professionals is directed toward the best possible
outcome. Ensure that conflicts and/or inadequate
communication do not impact adversely on patient
care.

1. Behave ethically
a)	Prioritise the interests of the patient. Identify their
own capacities and limitations, and seek advice or
direct assistance when appropriate.
b)	Recognise the importance of tolerance and
respect for other value systems, and make realistic
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4. Support accountability and the development of the
profession
a)	Observe regulatory requirements as required by
government, medical defence bodies, medical boards
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Research & Education
Radiologists recognise the importance of participating in
and encouraging life long learning. They contribute to the
appraisal, collection, dissemination and comprehension
of health care knowledge. They assist and promote
the education of clinical colleagues, other health care
providers, students, patients, the community & other
bodies. Radiologists recognise the importance of research
and actively participate in advancing the knowledge of
their speciality.

Learning Opportunities

Key competencies: At the end of training Radiology
trainees are able to:

These capabilities may be gained through learning
activities such as:

1. Adopt a scholarly approach to practice

•	Study or review of ethical and professional codes of
practice of the College, Medical Boards and other
bodies
• Observation of others performing at a high standard
•	Discussion of the trainee’s own practice and any
issues they may have experienced or wish to explore
with their supervisor
• Feedback from supervisors
•	Negotiating a learning contract with a
supervisor concerning performance in the area of
professionalism
•	Developing a portfolio of cases or situations
illustrating professional issues
• Participating in cultural awareness training
•	Preparing a service profile for the department and
compare this with the surrounding community, or
levels of service generally by radiology
•	Writing up reflective commentary of critical incidents
or cases where an ethical or professional issue
emerged
•	Taking a course relating to ethics in medicine and/or
radiology
•	Review legal aspects of medical litigation related to
radiology and membership of a MDT.
•	Document incidents that may have medico legal
implications and notify and discuss these incidents
with supervisor or a senior colleague
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a)	Effectively manage their own learning and apply this
to their clinical decision making.
b) Design, implement and evaluate an audit cycle.
c)	Demonstrate commitment to lifelong learning by
a process of enquiry in order to maintain current
knowledge of radiological literature.
d) Present at clinical meetings or grand rounds.
e) Participate in College learning activities.
f)	Describe current thinking in the profession
concerning management of patient risk, risk/benefit
of investigation and resource allocation.
2. Apply the principles of evidence based medicine
a) Conduct literature searches.
b)	Critically appraise published work relevant to their
practice.
c)	Apply analysis from literature to radiological
environment and practice.
d)	Interpret statistical results in order to assess validity
of findings in published works.
e)	Participate in literature review meetings (eg journal
clubs).
f) Participate in a statistical skills course.
3. Develop educational skills and techniques
a) Outline principles of adult learning.
b) Employ self directed learning skills and activities.
c)	Select the most effective means to deliver a message
clearly, accurately and efficiently to a given audience.
d) Teach junior trainees and other health workers.

Page 59

KEY CONDITIONS Y1

and funding bodies such as Medicare. Maintain
medical registration and medical indemnity.
b)	Recognise the basic legal aspects of medical
litigation and the potential for radiologists to be
defendants or consultants in litigation.
c)	Recognise the importance of life long learning.
Arrange to participate in or conduct educational
sessions at a level appropriate to the stage of
training.
d)	Balance personal and professional responsibilities to
ensure patient care, personal health and sustainable
practice.

e)	Mentor junior trainees at a level appropriate to the
stage of training.
4. Develop research skills
a)	Describe and participate in the process of study
design and evaluation.
b)	Submit an original manuscript of publishable quality
reporting research in any area of radiology.
c)	Participate in annual registrar research / audit
presentation.
d) Present scientific material at an academic meeting.
e) Describe conflict of interest issues.
f)	Describe preparation and provision of advice for
grant application.

Learning Opportunities
These capabilities may be gained through learning
activities such as:
• Presentation at scientific meetings
• Presentation at departmental meetings
•	Preparation of grant applications in collaboration
with senior colleagues
• Publication of peer reviewed papers
• Submission of posters or papers to conference
• Statistical skills courses
• Critical appraisal courses
• Journal clubs
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