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The vanishing radiologist—an unseen danger, and a danger
of being unseen
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Key Points
• Radiology has developed into a central and important part of patient care.
• A combination of technological developments, increasing workload and radiologists' behaviour run the risk of diminishing the
visibility of radiologists to referrers and patientsRadiology has developed into a central and important part of patient care.

• It is vital for the successful future of radiology that we remain conscious of the need to maintain visibility of who we are and
what we contribute to patient care.

While construction of a newwing of our radiology department
is underway, most of my Consultant Radiologist colleagues
have been temporarily relocated to a quiet out-of-the-way cor-
ridor elsewhere in the hospital, until our new offices are ready
for occupancy. Their new corridor is accessible through a door
with a key-pad lock, and their move there initiated a conver-
sation about whether access to the corridor for referrers,
radiographers and other colleagues should be by swipe-card
or key-code.1

This led to me think about the visibility and accessibility of
radiologists, attributes which have waxed and waned over
time.

Diagnostic radiologists (and some other specialists) have
sometimes been considered “peripheral” to clinical care. We
have not traditionally been responsible for directly managing
our own patients. In some ways, we have been viewed as “the
doctor’s doctor”, providing information and direction to those
who make the clinical decisions concerning their patients.
Some radiologists may like it this way, enjoying the benefits
of contributing to patient welfare, without what can be seen as

the messy downsides of having to interact directly with pa-
tients as individuals.

Despite these misperceptions, radiology as a specialty has
succeeded in establishing our importance in healthcare. The
increasing power of our tools, our ability to use those tools to
detect and diagnose disease, and the development of
Interventional Radiology have all increased direct involve-
ment of radiologists in patient care, increasing our visibility
to patients and referring colleagues. Multi-disciplinary team
meetings (MDMs) have moved radiologists to a central role in
contributing to clinical decision-making. In many ways, the
understanding of our role in adding value to healthcare is now
at its highest level ever [1, 2].

Clinical practice has also changed in recent decades. Using
investigations, including imaging, to support a bedside diag-
nosis (based on history-taking and clinical examination) has
largely been replaced by a greater direct reliance on those
investigations. In many circumstances, imaging has replaced
(or at least reduced the use of) the traditional clinical tools of
inspection, palpation, percussion, and auscultation. This has
undoubtedly enhanced clinical care, and, pari passu, the cen-
trality of radiology in medicine.

And yet, there are dangers that radiology may retreat or be
pushed back into relative invisibility, and potential consequent
peripherality. Our technological innovations may ultimately
work against us.

1. Artificial intelligence (AI)—while many of the more
over-wrought predictions of the impending demise of ra-
diology [3, 4] carry little weight, the belief that

1 By the way, my temporarily-relocated colleagues decided just to keep the
door to their office corridor wedged open. Low-tech common sense prevailed.
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radiologists can and will be replaced in the near future by
algorithms is widely prevalent. This can act as a disincen-
tive to otherwise-interested young doctors entering our
specialty. Additionally, it carries the danger that col-
leagues in other specialties may be led to believe that
our work can be done by algorithms acting independently,
or directly by referrers supported by AI. Undoubtedly, AI
will change what we do, and how we do it [5]. It is up to
us to make sure that we remain central to the use of AI in
radiology, and to delivery of care in the AI era. Above all,
we must understand this new technology, ensure it is de-
ployed safely and ethically, and that all involved grasp
that it is a tool aiding better healthcare, not a replacement
for human-led medical practice.

2. PACS and voice-recognition dictation have vastly speed-
ed up the delivery of radiology reports, removing delays
previously required to collate a patient’s previous images,
and to transcribe dictated reports. Undoubtedly this has
been beneficial, but it has led to increased prevalence
among referrers of the view that radiology is a service to
be used much like laboratory tests: always and rapidly
available, anonymously delivered, just another “test re-
sult”. A friend of mine describes this as seeing radiolo-
gists as “FBC (full blood count) machines with a pulse”.
We have become hamsters on a wheel, running as rapidly
as we can in one place, just to keep the wheel moving. In
the pre-PACS era, referring clinicians looking for urgent
reports or discussion of findings usually needed to visit
the radiology department and interact face-to-face with
the radiologist. This allowed the development of close
working relationships, whereby referrers became used to
the language used by specific radiologists, and radiolo-
gists gained an understanding of the specific needs of
referrers [6]. A recent ESR survey of radiologists’ percep-
tions of our role and identity identified increasing work-
load and lack of direct patient contact as significant threats
to our standing and visibility [7]. The benefits of digitiza-
tion are undoubted; we should nott allow these advances
entrap us in an ever-accelerating cycle of demand and
speed, thereby reducing direct interaction with patients
and referring colleagues, and loss of the benefits built up
by these relationships.

3. Teleradiology has been a boon to radiology and delivery
of medical carein some circumstances. Provision of sub-
specialist opinions remotely can increase the value deliv-
ered by radiology in any location. Imaging services can be
delivered to remote locations without a constant on-site
specialist presence. Out-of-hours off-site rapid reporting
can enhance imaging service delivery regardless of the
time of day [8]. However teleradiology also introduces
distance (physical and metaphorical) between radiologists
and both referrers and patients. If used as a routine method
of delivery of radiology service teleradiology risks

diminishing radiology’s value reducing radiologists from
direct participants in medical care to disinterested pro-
ducers of outputs (reports). To avoid damage to our stand-
ing caused by the use of teleradiology radiologists should
work to educate payers and referrers that teleradiology is a
valuable and helpful adjunct to on-site radiology service
not a substitute for it

4. Structured reporting—some radiologists fear a move from
prose reporting to structured reporting may reduce the
standing of our reports in the eyes of patients and referrers
from that of clinical consultations among colleagues (how
we generally see our work) to the status of laboratory
reports [6]. Nonetheless, the arguments for, and the trend
towards structured reporting, are too strong to resist [6, 9],
at least for complex subspecialist reports. We need to
ensure that, while delivering what may be seen as “just
another investigative output”, we emphasise the addition-
al value of our inputs into clinical care, which go far
beyond the text or content of a report [1, 2].

5. Modes of communication have changed over the careers
of older radiologists. Shannon Forrest, a pilot and aviation
safety advocate, writes (about his industry) “Given that an
entire generation has grown up using texting and electron-
ic messaging as their primary form of communication —
and as a result, has not developed social skills or human
interaction etiquette to the degree of their predecessors—
a new CRM (Crew Resource Management) problem may
be looming on the horizon. Electronic learning certainly
can teach the academic basics behind situational aware-
ness, decision making and the like, but it is no substitute
for good old-fashioned face-to-face CRM to address con-
cerns, solve specific problems and remind flight depart-
ments that aviation is a team sport” [10]. The same can be
said about our work—there is no substitute for face-to-
face interaction with colleagues and patients. Younger
radiologists have grown up in a world where remote, elec-
tronic communication is both easier and more pervasive
than in the past. It is also easier to lose the benefit of
human interaction in this world.

6. COVID led to greater “bunkering” of radiologists, work-
ing behind closed doors, to avoid the risk of infection and
consequent depletion of available staff numbers (“on-site”
distancing). Off-site teleradiological reporting also in-
creased.Many of us moved rapidly from a situation where
we had daily face-to-face contact with referrers and col-
leagues, to one where our only communication with
others was over the telephone. This made sense in the
early phase of the pandemic; we needed to ensure the
capacity of radiology departments to continue to function,
and unnecessarily risky behaviour of key workers had to
be curtailed. Furthermore, the use of online capabilities
permitted maintenance of multidisciplinary conferences
during the pandemic, preserving standards of care. But,
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for the reasons given above, we should nott allow this way
of working to become the norm. The COVID pandemic is
not normal life; medical practice mandated by it should
equally not become the norm, beyondwhat is necessary in
the (hopefully) short term.

The notion of working in peaceful isolation, spending a given
number of hours daily in front of a workstation, producingmean-
ingful and valuable output before packing up and going home,
can be attractive. In some circumstances, we may be more pro-
ductive (if productivity can be counted in reports generated) in
this type of environment. After all, we do not need much more
than regular coffee and a dark room to do a lot of what we do.
But if we acquiesce in (or actively work towards) our work style
becoming more isolated, solitary, and workstation-dependent,
we do a disservice to ourselves, our patients and our future col-
leagues.We have spent many decades striving to bring radiology
to the centre of patient care. That is not going to change any time
soon, but what could change is the perception of the contribution
of radiologists. If we are hidden away in an office, rarelymeeting
patients or referrers, it is only a small step to being forgotten. We
will still produce reports, which will still be important, but we
may find ourselves emerging from our bunkers in the future,
troglodytes blinking as we encounter daylight, strangers to those
with whom we once spoke, peripheral to any decisions about
resources or planning, having lost our standing to others who
have taken advantage of our invisibility.

So, however much our technology, work circumstances and
inclinations may conspire, let us not allow ourselves become
the recluses of medicine. We cannot expect recognition for our
contribution if we hide from view. By being aware of the risks
and dangers of invisibility, we can mitigate them, and continue
to represent our specialty positively, and in plain sight.
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