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EXECUTIVE SUMMARY
The Universities of Leeds and Bradford facilitated a pilot project as part of the ultrasound 4-tier structure development and skill mix, in collaboration with the Department of Health, the Strategic Health Authority for Yorkshire and the Humber and four clinical ultrasound sites. These sites were at the Mid Yorkshire NHS Trust, York Hospitals NHS Trust, Leeds Teaching Hospitals NHS Trust, and Calderdale & Huddersfield NHS Foundation Trust. 

The main aim of the pilot was to explore the potential for ultrasound practice at practitioner level. 

Six students, three from the University of Bradford, and three from the University of Leeds were chosen for the pilot from the BSc Radiography third year undergraduate cohorts. The course ran in the academic year 2006-2007 concurrently with the third year of the undergraduate radiography programmes.

The area of ultrasound practice chosen for the pilot was first trimester pregnancy dating scans. The syllabus was developed by the two Universities based on the content of the existing post-graduate ultrasound programme delivered at the University of Leeds. The programme content was incorporated into two existing modules at the University of Bradford with two new optional modules developed at the University of Leeds.

All six students successfully completed the BSc Radiography degree programme and the ultrasound pilot programme. None has gained employment that would allow the practice of both radiography and sonography at practitioner level. One student has secured an ultrasound training post and has enrolled straight onto a postgraduate ultrasound programme.

BACKGROUND

Strategic Context

In their document “Meeting the Challenge: A Strategy for the Allied Health Professions” (DH 2002) the Department of Health (DH) stated that a move to reduce patient waiting times and the extension of routine screening procedures to cover more conditions would increase the demand for diagnostic imaging services and expressed concern at areas of workforce and capacity shortage. Furthermore, the National Health Service (NHS) Improvement Plan (DH 2004) laid out an ambitious new aim that -

 “By 2008, no one will wait longer than 18 weeks from general practitioner (GP) referral to hospital treatment”. 

According to DH Performance Data (DH 2007) giving the total number of imaging and radiodiagnostic examinations or tests by imaging modality for England, the number of ultrasound examinations performed in the year 2006-7 shows an increase of 65% from the year 1995-6, the second largest increase with the largest in magnetic resonance imaging. This is shown as Appendix 1. 
The White Paper “Our Health, Our Care, Our Say: A New Direction for Community Services” (DH 2006), promotes care closer to home and speedy access to key diagnostic tests. Ultrasound technology is becoming increasingly sophisticated and mobile, requiring little adaptation of the environment to allow examinations to be undertaken in a variety of settings across the wider community. It is becoming the non-invasive technique of choice in acute, elective and community settings. This is not the case for other imaging modalities, which often require specific working environments and bulky equipment not readily available in a mobile form, so it is likely there will be a disproportionate growth in ultrasound as an imaging modality. It is also likely that ultrasound services delivered in the community in a variety of diverse settings will be a development for serious consideration in the future.

An increased demand for access to ultrasound services in a range of diverse settings, waiting list initiatives and the possibility of new screening programmes will bring a need to expand the workforce with an opportunity to review the skills and skill mix necessary to deliver those services. The document “Radiography Skill Mix: A Report on the Four-Tier Service Delivery Model” (DH 2003) advocated four tiers of practice within clinical imaging:-

Assistant Practitioner - a non-registered health care assistant who performs protocol-limited clinical tasks under the direction and supervision of a practitioner registered with the Health Professions Council (HPC).

Practitioner 
- an HPC registered practitioner who autonomously performs a wide-ranging and complex clinical role, is accountable for his or her own actions and for the actions of those they direct.

Advanced Practitioner - an HPC registered practitioner who performs autonomously in clinical practice with advanced roles and responsibilities, including some that have traditionally been the remit of medical colleagues. The advanced practitioner also defines the scope of practice of others and continuously develops clinical practice within a defined field,


Consultant Practitioner - an HPC registered practitioner who provides clinical leadership within a specialism, bringing strategic direction, innovation and influence through practice, research and education.

This model is shown as Appendix 2.

The Sector Skills Council Skills for Health (SfH 2007) identified a career framework for the healthcare workforce with 9 tiers to provide a more flexible career and skills model to allow health care workers with transferable and competence based skills to progress through the framework. This would enable the changing needs of health care to be addressed from the perspective of the service, the workforce, the individual health worker and ultimately the patient. The model commences with initial entry level jobs at level 1 through to more senior staff at level 9 and incorporates the Radiography Skill Mix 4- tier structure. This model is shown as Appendix 3.

Within clinical imaging at this time, the majority of ultrasound education is provided as a post-graduate continuing professional development (CPD) opportunity. Although most of the current courses take graduates, or equivalent, who are registered health care professionals with at least one-year postgraduate clinical experience, some people enter radiography undergraduate programmes with the sole aim of progressing to further ultrasound training and practice as soon as they can. Whilst the majority of postgraduate ultrasound students are radiographers, programmes or individual modules can also be accessed by midwives, clinical technologists, clinical scientists, nurses, obstetricians, and gynaecologists. 

Current medical ultrasound courses offered are at Masters Level with the postgraduate certificate (PgC), postgraduate diploma (PgD) or Masters Degree (MSc) awarded according to the breadth and scope of study. Successful completion produces a sonographer competent at advanced practice level. There are very few sonographers employed as practitioners or consultant practitioners.

Local Context

Within the national picture, there is a need to expand the workforce to deliver ultrasound services. Locally, the West Yorkshire Imaging Forum identified the need for this pilot and NHS Yorkshire and the Humber (formerly the West Yorkshire Strategic Health Authority) agreed to support the development of a practitioner level sonographer. This would contribute to the expansion of the local ultrasound workforce and to facilitate the delivery of ultrasound services in the wider community by enabling the release of autonomous advanced practitioners to address the more complex procedures. There will inevitably be financial constraints into the future so consideration was given to the possibility of funding some of this workforce expansion from existing resources.

A pilot project for this development was agreed within the Yorkshire and the  Humber Strategic Health Authority (SHA) to take this forward and a Steering Group was set up consisting of clinical radiology/ultrasound managers, lecturer/practitioner (advanced practitioner) sonographers, members of the Department of Health (DH), SHA and the Universities of Leeds and Bradford. They recognised there were elements of the ultrasound workload that could be performed at practitioner level with the appropriate clinical supervision from an advanced or consultant practitioner. This path had the potential to expand the number of access routes into sonography and facilitate the implementation of a 4-tier model in an ultrasound setting, providing a structure for career progression.

The Steering Group considered three models:

Option 1

Three-year direct entry into medical ultrasound

The Steering Group discounted this option as being high cost with a long lead- in time that would produce a practitioner able to work in a relatively narrow sphere of imaging. It was also felt that if this gave a lead to other modalities to follow the same path, it would produce an imaging workforce in discrete groups with little flexibility or transferability of skills and appeared to be diametrically opposed to a policy requiring a flexible and multi-skilled workforce in the future.

Option 2

Postgraduate qualification to allow clinical practice at practitioner level

This option was seen as cost effective, building on skills already acquired. The training period would be 12-24 months depending on the appropriateness of the degree subjects studied. Completion of this training would then allow the student to build the admission requirements, in a modular format, to access the MSc in Medical Ultrasound and progress to advanced practitioner status or other healthcare related training. Where radiography graduates are in a surplus, this route would also provide a career opportunity to help retain those graduates in a healthcare setting.

Option 3

Incorporation of appropriate ultrasound practitioner education into the existing Diagnostic Radiography degree

This option was seen as cost-effective but it could disproportionately recruit new graduate radiographers into ultrasound as a modality, though with the general decline in plain film examinations and the increased demand for ultrasound, this may not be an inappropriate shift. This model would mean that, on qualification, the radiographer has developed the competencies to perform a specified range of ultrasound examinations at practitioner level, in addition to the radiography competencies, allowing for flexibility in a clinical setting. This option would also provide a more appropriate training and career structure for the small but consistent number of radiography undergraduates who undertake that degree in order to be able to access ultrasound training later, and who do not wish to enter diagnostic radiography as a long-term career. This could be offered to current undergraduate students when they enter Year 3 of their training and numbers would be limited to those agreed with the clinical service. 

The Steering Group decided that Option 3 was the most appropriate model

The Steering Group then discussed a range of clinical ultrasound examinations that were undertaken in sufficient volumes to make them suitable for a practitioner level sonographer to undertake with the proper clinical supervision.

These were:

Obstetrics:
First trimester dating scans, measuring crown-rump length (CRL) and observing heart activity. 

Vascular:
Aortic aneurysm screening (when this clinical practice becomes routinely established)





Deep vein thrombosis (DVT) “two point 

compression” scanning

Infertility:
Follicle tracking in the treatment of infertility (this may also be undertaken by nursing staff).

Exclusion scanning:
Undertaken for clearly defined presenting symptoms where a full abdominal ultrasound examination is not required in the first instance.

Follow-up scans:
involving the monitoring or measurement of a lesion, organ or vessel.

Based on low clinical risk and appropriate volume, obstetrics was selected as

the only clinical area/examination for development during the pilot phase. The 

other areas may be  explored for future development based on service need.

The initial proposal was for an integrated project to include the practitioner level pilot alongside the recruitment of a consultant sonographer for a one-year secondment to explore developments in community based ultrasound services, how the practitioner role could support these changes and to identify the scope of the practitioner role within an acute setting. Following DH agreement initially to fund only the practitioner development, the Steering Group agreed to phase the project into two stages with Phase 1 as the practitioner level pilot. The funding for Phase 2 was not agreed by the DH at this time. The integrated project would have provided an impetus for the acceptance of the practitioner sonographer role and further implemented the 4-tier structure in sonography.

PILOT STRUCTURE

Objectives

The main aim of the pilot was to explore the potential for ultrasound practice at practitioner level.

The objectives were-

To develop the 4 tier model in an ultrasound setting,

To provide a structure for career progression within ultrasound,

To expand the number of access routes into a career in medical ultrasound,

To assist in expanding the workforce within ultrasound to cope with  future developments, increasing demands and initiatives,

To integrate the practitioner sonographer pilot into the radiography educational programme,

To create first post opportunities to employ practitioner sonographers.

Methodology

The agreed access route to be piloted was the current BSc Honours radiography programme. An existing radiography undergraduate student, who had successfully completed the Year 1 and Year 2 syllabuses, would elect to undertake specially designed modules in Year 3 that would build skills and competencies in ultrasound imaging to the appropriate practitioner level in the agreed area of clinical practice (obstetric dating). These modules would be delivered as modifications of, or options to, those required in the existing radiography graduate programme. The successful students would complete the BSc course with a degree in Diagnostic Radiography (Honours), plus an additional practitioner level competency in the specified ultrasound examination.

The pilot was introduced for the Year 3 undergraduate radiography cohorts at the Universities of Leeds and Bradford in the academic year 2006/7. Those interested in participating in the pilot were asked to submit a written statement as to why they wished to participate, along with a clinical reference, usually from a lecturer/practitioner with whom they had worked who had knowledge of their academic success and clinical performance. The students were then interviewed, against agreed criteria, by their respective university and a representative from the clinical pilot sites. There were originally six students from Leeds, two withdrew, and three were chosen from the remaining four. Four students from Bradford expressed an interest in the pilot and three were chosen, making a cohort of six for the pilot.

The taught lecture components of the educational programme were delivered during October, November, and December 2006 with clinical practice taking place during the period January to April 2007: academic assessments were undertaken in January and May 2007.

Academic & Clinical Framework

The training for the practitioner level sonographer was delivered through the collaboration of the University of Bradford and the University of Leeds undergraduate radiography programmes, and four clinical pilot sites.

The syllabus was developed collaboratively and based on the content of the existing post-graduate programme at the University of Leeds. Programme content was incorporated into two existing modules at the University of Bradford with two new optional modules developed at the University of Leeds.

Although the 6 students were taught together as a group across both University sites, each University worked on their own scheduling programme to ensure the modules would fit into their students existing BSc Diagnostic Radiography timetable. Each University applied for, and received approval for the minor modifications to the undergraduate radiography programme from the Society & College of Radiographers, the Health Professions Council, and their own institution. 

The modules encompassed a total of 300 hours of study, divided into:-


Lectures




 15 hours


Seminars/tutorials



  50 hours


Directed Study



  75 hours


Other (clinical practice)


160 hours

The academic credit and teaching and learning time allocated for the pilot within the undergraduate radiography programmes were:


Ultrasound of Early Pregnancy

10 credits at level 3








10 taught hours


Ultrasound Science & Technology
10 credits at level 3








10 taught hours

Ultrasound Practice
5 weeks of clinical ultrasound practice 

(target 150 examinations)

Four pilot sites were identified for clinical placements. These sites met agreed quality criteria, including availability of an appropriate number of relevant examinations and the support available for the students. The sites chosen already had experience of supporting clinical placements for postgraduate ultrasound training at the University of Leeds and each placement was measured against a checklist adapted from an existing University placement quality checklist. The pilot sites were Calderdale and Huddersfield NHS Trust, Leeds Teaching Hospitals NHS Trust, Mid Yorkshire NHS Trust and York Hospitals NHS trust. 

Ultrasound lecturer/ practitioners (advanced practitioners) were appointed for 5 weeks, funded by the pilot, one on each clinical site on a secondment basis to train, supervise, mentor and support students during their clinical placements. This role was seen as a key element to support the students in developing their key skills and competencies. Continuity between the lecture programme and the clinical practice education was considered important so all the lecturer-practitioners received a copy of all lecture notes and presentations. The academic leads from the University also visited clinical sites to asses how the students were progressing.

The amount of clinical experience was decided on the basis of what is completed in the post-graduate ultrasound course and a total of 5 weeks was agreed for the pilot as this compares favourably with the amount of clinical time for dating scans in that course.

Each student completed a clinical learning portfolio designed to evidence their experiential work-based learning and other relevant experiences. Minimum experience & competence levels were identified and described.

In the portfolio, the students were required to:

detail experiences related to the management of early pregnancy (eg. attend ante-natal clinic and shadow a midwife)

log all ultrasound examinations undertaken

record progress between levels of competence

Each student was expected to:

observe a minimum of 10 examinations performed by a supervisor with explanation (competence level “observed”)

perform a minimum of 10 examinations under direct instruction from a supervisor (competence level “supervised”) 

perform a minimum of 100 examinations independently with the supervisor in the room and ready to assist if necessary (competence level “unassisted”)

All the examinations were undertaken with in vivo early pregnancy referrals in the clinical environment of the host clinical site and the decision to move from one competence level to another was a joint one between the student and the supervising lecturer practitioner, with the relevant date noted. 

In addition, all clinical hours were logged with a target minimum of 150 hours in total and a final summary page of experience completed to show the number of observed/supervised/unassisted examinations under the following headings:

trans-vaginal scans

live intra-uterine pregnancy

multiple gestation

ectopic pregnancy

miscarriage

maternal pelvic pathology

other

All the records were signed by the supervising lecturer/practitioner and an agreed pro-forma was used by the students to record the results of each scan. 

Academic assessment content was standardised across the two Universities although the two programmes required different modes of delivery to ensure parity with the other undergraduate students in the cohort at each institution. A structured assignment (Bradford) or a seen examination (Leeds) was administered for the Science and Technology content and a case study assignment of 3000 words using a reflective style was used for the Early Pregnancy Dating content (Leeds & Bradford). All students undertook the same clinical assessment and had to complete their portfolio for assessment of clinical competence.

Management

An initial Pilot Development Steering Group to consider the original integrated pilot project was set up in early summer 2006. This is shown as Appendix 4. Following failure to secure funding at that time for the appointment of a consultant practitioner as part of the initial proposal, a Steering Group to progress Phase 1 of the pilot was set up to develop the required teaching and learning materials and manage the process. This is shown as Appendix 5. It comprised of representatives from the two collaborating educational institutions, the radiology managers and lecturer/ practitioners from the four pilot sites, the Strategic Health Authority for Yorkshire and the Humber, and primary care.


There was also consultation with the Society and College of Radiographers and it was proposed that reports be submitted to them and to the Department of Health Diagnostics Branch as appropriate to report and/or highlight progress and issues encountered.

In addition, an assessment sub-group was established to agree the clinical assessment documentation and developed practice standards at practitioner level, including scope of examination reporting. This group was made up of the 4 lecturer/practitioners and the representatives from both Universities.

Funding

The costs for Phase 1 of the pilot included:

a part-time Project Manager to plan and administer the pilot: 

curriculum development, approval and accreditation and delivery of 

the equivalent of 30 academic credits at level 3:

secondment of ultrasound lecturer/practitioners (advanced practitioners)  for clinical supervision of the students:

supervision of the overall pilot and training programme:

evaluation of the pilot.

The funding was provided by the Department of Health and is shown as Appendix 6.

PILOT STUDENT OUTCOMES

All six undergraduate students on the pilot successfully completed their radiography degree. One student had to repeat an assessment in one 10-credit radiography module and was successful – this did not directly involve pilot content.

All six students successfully completed the ultrasound pilot content.

One graduate has been accepted onto the post-graduate ultrasound course at the University of Leeds to commence in September 2007.

Four graduates have been employed as radiographers with no ultrasound role at this time.

One graduate is not yet employed.

INTERVIEW RESPONSES

The stakeholders and interested parties for the pilot were identified as the:

students participating in the pilot,

rest of their BSc Radiography degree cohort,

current post-graduate ultrasound student cohorts,

Department of Health,

Strategic Health Authority for Yorkshire and the Humber

Society & College of Radiographers

service managers of the clinical areas involved in the pilot,

ultrasound lecturer/practitioners in the clinical areas used for the pilot,

academic staff from the University of Bradford and the University of Leeds.

Each group member or identified representative was asked a series of questions either by interview (face to face or telephone) or by email. In most cases the interviews were carried out individually but in others they were done with a group. A list of the interviewees is shown as Appendix 7. 

It was agreed with all the interviewees that their responses would be given anonymously and, if interviewed individually as part of a larger group, would be recorded collectively as a group rather than as individuals. The responses are recorded as received although some of the respondents did not use the correct terminology or had an unusual perspective on the issue covered by the question.

Each interviewee was asked to identify at least one strength, weakness, opportunity and threat associated with the pilot. These are integrated collectively in the SWOT analysis under the themes that emerged from the responses.

Students

Pilot Students

Two students were interviewed together as they were still in the Leeds area. Of the four remaining students, three had obtained jobs out of the area and one was on holiday. These four students were sent the list of questions and given the option to respond by letter, email or telephone, two of the four responded giving a total of four responses.

What were the drivers for this pilot project? Strategic? Local?

The requirement for all pregnant patients to be scanned within the first trimester 

means there is a full schedule to do this but there is a shortage of sonographers.

Do you think this is a cost effective way of producing practitioner sonographers?

There was uncertainty about the cost effectiveness of this method. 

If fewer people are doing the post-graduate ultrasound course, this was seen as an alternative and if it is attached to the undergraduate radiography programme then the set up and process is already in place.

Did you join the radiography course to become a radiographer or as a route into ultrasound?

One student always wanted to be a sonographer and joined the radiography programme to access the ultrasound programme eventually.

The other three wanted to do radiography but recognised this as an alternative route into ultrasound or an alternative career option.

How do you think you will be utilised in the department? How would you like to be deployed?

The students would like to be able to carry out radiography and sonography examinations where and when needed, either on organised sessions during the week or on a 50% radiography/50% sonography basis. There was recognition that both sets of skills needed regular practice. 

Do you think having the extra ultrasound skills will affect your job prospects for radiography?
Although the feeling was that having an additional skill set should enhance their CV and make them a more attractive employee, there was some uncertainty as to whether managers are actually aware of the pilot and what advantages such students would bring to their department. Such a lack of knowledge about the pilot and its outcomes could be a disadvantage if it made managers unsure as to what the professional priority and direction of the applicant was.

Are there any other areas of sonography that could be utilised for practitioner sonographers? Such as?

Aortic screening.

Kidneys.

Would you like to have the opportunity to have the skills for other examination areas?

Yes. It would be nice if there were modules for other areas that could be added on later to increase skills, but only one area was selected for the pilot at this time.

How do you think practitioner sonographers who have followed this path will be accepted in the clinical department by advanced practitioner sonographers? Radiographers?

The perception was that the sonographers with whom the students had worked during the pilot were, overall, very encouraging, their main concern being the short amount of time the students spent in clinical practice. However, generally the feeling was that acceptance would be cautious and slow.  They did not know about the radiography staff.

Compared to the radiography course, what do you see as the major challenge to the acceptance of this educational route for sonography?

The outcomes are very specific but there is a short time in clinical practice with only 5 weeks to learn the necessary skills compared to three years for the ultrasound postgraduate course. (NB. The postgraduate diploma course is actually 15 months)

Did you have any problems during your sonography clinical practice?

None of the students had any problems with clinical practice and felt it was the best part of the course.

Did you have any problems during the sonography academic portion of the course?

No, it was a lot of work but it was worth it.

Did you identify any problems with the course from your perspective?

The time spent in the clinical area should be in a five-week block rather than a week then a gap before the next week.

Some training on breaking bad news would have been helpful.

Some anatomy lessons were too long to get into the sessions.

Who were your contacts/mentors during your sonography clinical experience?

Lecturer/practitioners, advanced practitioner sonographers, University staff and superintendent sonographers.

One respondent could not identify a named lecturer/practitioner.

Do you think the support provided was adequate for your sonography clinical and academic course as it was in addition to the radiography course?

There was plenty of support but more time in clinical practice would have been an advantage.

Did you have any problems with the rest of the cohort because you were part of the pilot?

No, though many of them thought the pilot students were crazy taking on the extra work. Not many of the cohort put their names forward for ultrasound but quite a few wanted to do something similar in other areas such as computed tomography or magnetic resonance imaging.

Why did you agree to join the pilot?

The reasons were mixed – only ever wanted to do ultrasound, wanted to do both and have a mix of skills, to experience sonography as a consideration for future career options, to add to a CV and to find out individually if sonography was an option for the future or not.

Would you recommend this practitioner sonographer type of course to other undergraduate radiography students? 
Yes if they are interested in sonography but it is a lot of work. Other imaging areas such as CT and MRI could use the same template.

What are your future plans?

To join the post-graduate ultrasound course.

To do radiography in the short term and perhaps consider sonography later.

Will you continue on to the postgraduate ultrasound course?

One has been accepted on the course to commence September 2007, the rest are not sure but may consider it in the future after first working in radiography.

20. Any other comments?

The course was hard work, exciting but challenging clinically. They were glad they took the opportunity to participate but acknowledged it was hard work and not to be undertaken in this format by anyone already struggling with the radiography course. Some felt their radiography grades suffered during the last year.

Year 3 BSc Radiography Cohorts

The pilot students were chosen from the BSc Radiography undergraduate third year cohorts at the Universities of Bradford and Leeds. 

The majority of the rest of the students from these cohorts had completed the course and left the University by the time of the evaluation so each was sent a questionnaire with a stamped addressed return envelope.

From seventy-one students in all, eleven replies were received. 

Not all respondents answered all the questions and several gave the same or similar answers.

What do you think this project is about?

To challenge the traditional route into ultrasound and preparing newly qualified radiographers with a ready path for advanced practitioner status in ultrasound.

To provide graduate radiographers to carry out pregnancy dating scans in order to free up advanced practitioner sonographers for more complex scans.

To increase the number of sonographers and implement a skill mix.

To cut costs in the NHS – it is a cheaper way to train sonographers.

To give an early insight & footing on to this career path, it is a good 

opportunity for those interested in sonography.

To train sonographers faster. 

Why do you think such a pilot for practitioner level ultrasound practice has been proposed at this time?

There is increasing demand for ultrasound examinations plus the move 

towards image provision in a primary care setting and the shortage of sonographers. 

There are long waiting lists for more complex ultrasound examinations and having practitioners to do the dating scans frees up the advanced practitioners to address this.

To raise awareness of ultrasound as a career path and provide role extension for sonographers within the 4-tier model.

To produce assistant practitioners for ultrasound dating scans.

To cut costs.

What do you think about the concept of developing an ultrasound practitioner in this way rather than following a traditional undergraduate route for imaging practitioners?

With this route, a student could have missed out on radiography practice in lieu of sonography practice, especially if they do not pursue ultrasound as a career.

It is a very good idea as they are two completely different fields.

It is a good idea and prepares those with an interest in sonography for a quick pathway into the profession.

It reduces the time needed to train ultrasound practitioners.

This way means there is far too much work to do alongside the radiography programme, increasing the pressure and workload.

It is unnecessary; there are enough radiographers who want to do ultrasound as a postgraduate qualification.

It is not a good idea; practitioners not fully trained and have minimal experience.

It is a cheap trick to cut costs. Sonographers are highly trained individuals.

How do you think the option of entering sonography in this way would affect your employment and career prospects?

It enhances prospects as it shows motivation, commitment, and interest in 

another imaging modality and career pathway.

It enhances the chance of moving directly on to a sonography course without working as a radiographer.

It reduces the chance of getting a radiography job unless ultrasound skills are particularly wanted.

It depends on whether the sonography skills are recognised.

It could make it more difficult for radiographers to move into sonography if they had not done it at undergraduate level first.

Some employers may welcome a multi-skilled employee but some may wish radiographers to concentrate on radiography at least for the first 2 years.

It would not make a lot of difference.

The radiography department would not want to release radiographers to do sonography just as an assistant practitioner. (NB. This is the actual response but the term should be “practitioner”).

What do you see as the future career path for radiographers entering sonography by this method?

There is no future; it makes more sense to produce fully qualified post-graduate sonographers.

They could move on to train as a sonographer with a wide range of examinations.

These practitioners could be trapped into only doing obstetric scanning.

If the ultrasound skills are not utilised within the first year of graduating they may be lost.

A more focused career path into sonography but with reduced radiography experience so it may be difficult to switch between the two.

Were you interested in joining this project?

Yes
 3     


No 
8
If yes, why? If no, why not?

Why?

There was an interest in ultrasound but not enough clinical experience to commit to the project and it provided an opportunity for career progression.

Why not?

No special interest in obstetrics. 

Wanted to get some radiography experience first and this pilot could detract from radiography prospects.

It is an insult to sonographers and newly qualified radiographers.

There was a limited range of examinations taught.

There are reports of repetitive strain injury in sonographers.

Not particularly interested in sonography at this stage.

It meant there would be far too much work on top of the radiography degree and sonographers will not accept it.

8.  Would you have been interested in an alternative to obstetric ultrasound for such a project? 
Yes
6

No
4

Not sure
1
If yes, what would you have chosen?

Magnetic resonance imaging (MRI)

General ultrasound eg abdomen & pelvis

Legs for deep vein thrombosis (DVT)/vascular work

Computed tomography (CT)

Film reporting

Are there any other comments you wish to make about the pilot project?

It will be interesting to see what happens in the next few years

Ultrasound is very specialised and radiographers should complete the full postgraduate sonography course for the sake of their careers and safe practice

Some sonographers may feel it is unnecessary and people already feel their job is undermined

It is a good idea but it does not affect the chances of getting on to a postgraduate ultrasound course

Current Postgraduate Ultrasound Students 

Of the current student cohort of 12 for the postgraduate diploma in ultrasound, nine attended the discussion.

Are you familiar with this pilot project?

Do you know what it is for?

The group were shown a presentation on the pilot project before the discussion

Why do you think it has been proposed at this time?

Because of the perceived shortage of sonographers and practitioners are cheaper, plus the increase in patient expectations regarding the availability of examinations and current government initiatives.

Do you think such a development will help the waiting list initiatives?

Most of the group were not sure it would. Ultrasound is a difficult imaging modality and this approach for dating scans will put a lot of responsibility on newly qualified radiographers who have few counselling skills. It will also increase the responsibility and workload of the advanced practitioner as they would be expected to take responsibility for the practitioners and their work.

How would you suggest this issue is addressed?

If the number of available scanners was not increased, then the advanced practitioner could not be scanning if the practitioner was. Scanners do not usually sit idle during a busy working day. 

Alternatives suggested for decreasing wait times were extending the working day and utilising advanced practitioners already available, possibly with a dedicated scanning room and staff for, say, dating scans.

Do you think there is a need for an ultrasonographer at practitioner level?

Most of the group could see no need for practitioner sonographers and could not identify what such a role would encompass.

What do you think about the concept of developing an ultrasound practitioner in this way?

Some identified the problem of the practitioner staying within their prescribed 

boundaries, citing their experience with assistant practitioners in radiography where these boundaries had been extended to meet the workload and the fact that the practitioners would get bored with one area and want to progress.

What could be alternative academic routes for developing practitioner sonographers? 

A dedicated undergraduate programme.

A branching programme similar to the model used in nursing.

An extra year on the BSc radiography programme.

9.  What do you see as the future for such practitioners?
Most could see no future as they could see no need for a practitioner sonographer in the first place. If there were practitioners, they would soon get bored with one area and want to progress to advanced practitioner level.

10.Do you think there should be such developments in other ultrasound    

     examination areas?

A better area to start with would be areas where a diagnosis has been made already so follow up scans simply follow progress although it was acknowledged that such area may not be as busy as first trimester scanning.

11. Such as?

Aortic screening and follow-up scans

Do you think practitioner sonographers will have any impact on your role     as advanced practitioner sonographers?

Although the practitioners would write a report to a pro-forma, an advanced practitioner needed to be on hand in case there was any deviation from the norm identified by the practitioner on the scan. This would interfere with the workload of the advanced practitioner in addition to having the responsibility for the practitioner. 

13.  Any other comments you wish to make?
There was concern that the area chosen was potentially very emotive for the clients, who could easily become upset if they felt the person carrying out their scan was not a “qualified sonographer” with experience. This could be further exacerbated if the practitioner sonographer has to fetch someone else if they are unsure of their results or thought there could be an abnormality present. 

Such a role would add a significant responsibility on to the newly qualified, mostly young, radiographers with little or no counselling skills or life experiences in an emotional area, using a difficult imaging modality.

Some of the group thought it may be a disadvantage to the new graduates with sonography skills when applying for radiography posts as it sent a signal that ultrasound was where they ultimately wanted to be so would not stay in radiography. 

4.  OTHER STAKEHOLDERS
Department of Health

The original Steering Group members representing the Department of Health and the West Yorkshire Health Authority changed during the pilot. These changes were due to the restructuring and merger of three Strategic Health Authorities, which meant some individuals moved on. The new Strategic Health Authority’s function meant new structures and roles for individuals. As a result, new representatives joined Steering Committee towards the end of the pilot and so were unable to comment in an informed way

Although there was representation from, and discussion with, the Department of Health for this pilot and despite repeated attempts to set this up by telephone, face to face or email response, there has been no input from the Department of Health representatives into the evaluation process due to pressure of work.

Yorkshire and the Humber Strategic Health Authority 

Due to the reorganisation and merger of three Strategic Health Authorities and Primary Care Trusts, the original staff representatives are no longer employed by the NHS or have moved on to other organisations. Therefore, it has not been possible to elicit a response from the following representatives:

The current Yorkshire and the Humber SHA 18 week initiative team 

The current PCT commissioning team 

Representatives from the current ante-natal health screening team 

Input into the evaluation process was available from only one of the SHA representatives.

What were the drivers for this pilot project? Strategic? Local?

The drivers for Phase 1 were seen as the current government initiatives on waiting lists (to be reduced to 6 weeks by 2008) and providing care closer to home, increased service activity in ultrasound and the increasing provision of regular screening scans for various conditions. In addition, there is the possibility that the practitioner can be utilised in areas outside the mainstream current hospital provision and the implementation of the 4-tier system in ultrasound would bring it into line with diagnostic and therapeutic radiography services.

How will it move forward from here? Short term? Long term?

If the pilot identifies positive findings it is hoped that this method of training for a specific examination could be built on to explore the feasibility of additional modules in other specialties and to develop a broader range of professionals to undertake specific ultrasound examinations (such as midwives, GP’s, practice nurses etc.) However, this must be service driven.

To help the service identify demand and supply, a review of current and future service provision across health communities should be undertaken. Thereafter, further work on the feasibility of developing a 4-tier model similar to that in radiography should be explored. If a need is identified and funding is made available, it is hoped that Phase 2 of the initial integrated project proposal could undertake this work.

If it continues how will it be funded?

Through the Department of Health and the Strategic Health Authority. 

Phase 2 would be through matched funding from both organisations.

What about extending similar ultrasound training to other professional groups?

With the development of modules in specialised areas, it is possible to develop professionals into sonography from other fields, such as midwives, general practitioners, and practice nurses 

What is the cost per student of this method compared to the current method of training sonographers?

There is no firm information on costs. Set up costs, development costs, contingency monies, back fill for the lecturer-practitioners in the clinical areas must all be considered for such costings but there is no data easily available to allow the costs for this route, the current training route and any others options to be compared

Is there a waiting list for first trimester ultrasound screening? If so, is this the best way of reducing those waiting lists? Other lists?

No information was available, but probably not. The waiting list initiative team or the clinical areas themselves would have that information. Practitioners carrying out dating scans would free up the advanced practitioners to tackle the waiting lists for more complex examinations.

How would you determine whether such a training method is cost effective or not? 

There was no information as to whether this method of training sonographers was cost effective or how it compared to the costs for the current post-graduate routes. There are no benchmark figures available for comparison. 

How will you monitor whether this approach has any effect on waiting lists and times?

Although waiting list information is received from the Trusts, there is no way of identifying whether the introduction of practitioner sonographers will have an effect on them at this time. More information is needed in order to do this.

What do you see as the major challenge to the acceptance of this educational route?

There is no feel for how the practitioner or this method of training them will be accepted in the clinical departments though the National Imaging Board is very enthusiastic about the development.

Any other comments?

There is optimism about the outcomes and the future.

The Society & College of Radiographers

From your professional, strategic perspective, what were the drivers for this pilot project?

The 4-tier structure needs to be implemented across all areas of imaging and therapy practice.

The recognition that ultrasound services are under pressure in terms of the waiting list initiative.

This pilot has the potential to highlight future directions for the structure of imaging services.

How would you like it to move forward from here? Short term? Long term?

There has been an aura of elitism created around ultrasound and an expectation that time should be served in radiography first but the competencies achieved in the undergraduate programme within the pilot are no more significant or different from those in computed tomography (CT), magnetic resonance imaging (MRI), nuclear medicine (NM) and other similar areas. In the short term, to see related educational programmes across the country adopt a similar process in other programmes and other disciplines.

In the long term, it offers the opportunity to develop a model for the delivery of a flexible imaging workforce. It could be possible to commission with a whole group of imaging areas that have common education and training components but specialist outputs. Such a model would fit for X-ray based imaging, MRI, ultrasound, CT. with as much as 50% common core knowledge.

Does this project fit with the professional body view of the development of a four-tier system?

Yes.

There has been a mention of adding a fifth tier, that of associate practitioner. Where would this fit and why would you consider it necessary? Would this be only for sonography?

Although the 4-tier model advocated by the Society and College of Radiographers (2002) for imaging and the 9 tier model proposed by Skills for Health (2007) which has a level for associate practitioner do fit together, the College of Radiographers will not adopt the term “associate practitioner” as it is too confusing.

What do you see as the major challenge to the acceptance of this educational route?

The perception that the practitioner role is “dumbing down” ultrasound practice.
Do you think there is a place in clinical imaging for practitioner sonographers?  What is it?

Yes. To pick up routine or standardised studies or screening examinations which do not require an advanced practitioner in the first instance. Ultrasound is not special but it does require a spectrum of skills from the very simple to the highly complex to fulfil patient requirements. It is possible in the future that there will also be an assistant practitioner tier.

What do you think would be the best route to produce them?

The pilot project was an excellent piece of work very well done. However, it did draw from a more able group, which could further add to the perception of ultrasound as elitist. There were also significant additional resources put into the pilot. One route would be to have ultrasound as one of several options the student could choose as a specialty at the start of an undergraduate programme or at the end of the second year or the start of the third year with the ultrasound clinical environments much more integrated into the whole programme.

Most postgraduate ultrasound courses take radiographers with a minimum of 1 year’s experience, many 2 years. What are your major concerns regarding the fact that these practitioner sonographers are new, mostly young, graduates with no qualified clinical experience?

If the practitioner sonographer competencies are clearly defined and successfully completed, then they are no different to newly qualified radiographers.

The number of identified competencies in many fields is limited, which is why it is difficult to get a suitable job description for practitioner sonographers to enter the workforce. This is not a problem that the educationalists can solve. The service managers must be much clearer about exactly what they want from such a practitioner, where they want them to work and what they wish to achieve by their use before a valid set of realistic competencies can be articulated and achieved. That clinical leadership must come from the service managers.

How do you envisage the practitioner sonographers will be used in clinical departments?

Hopefully as and where they are needed in both radiography and ultrasound so there is practice in both skill sets.

What other examinations would you consider them doing?

Vascular and cardiac work. 

Musculo-skeletal ultrasound is a growing field. 

Rheumatology.

Do you think having the extra ultrasound skills will affect the graduates’ job prospects? In what way?

It should surely be an advantage. If it is not, then there is a major issue with clinical departments.

Do you think this is the best way forward for reducing waiting times for routine ultrasound obstetric screening?

There are very few waiting lists for dating scans. What it will do is free up the advanced practitioner to address the ultrasound waiting lists in more complex areas.

How do you anticipate this practitioner sonographer pathway will be accepted in a clinical department by advanced practitioner sonographers and radiographers?

Most radiographers will be oblivious to the whole process. 

The current workforce will see this as a threat until it is properly handled and promoted. It is actually an opportunity because it should mean they could move up the tiers. There is a cultural mythology that the process is one of dumbing down - this could become a reality if the clinical support is ineffective. The issue is one of change and change management.

14. Any other comments?

The project was largely driven by enthusiastic educationalists and they are to be commended for an excellent job very well done. There needs to be a wider rollout of such a programme, driven by identified service needs, so the posts are pre-described and available for practitioner sonographers to go into.

Radiology Service Managers

The service manager, or equivalent, from each of the four pilot clinical sites was interviewed

What were the drivers for this pilot project? 

Strategic?

Ultrasound is identified as a key modality so a potential increase in scanning requirements and waiting list initiatives will need more staff. It also gives an opportunity for a re-designed workforce.

Local?

There is a clear commitment from all the clinical sites to participate in appropriate and on-going research into imaging roles and to engage with local Universities. New approaches to education and training need to be explored and tested before they can be considered effective or not.

There is interest in the concept of a practitioner sonographer and whether they would be practical to use or cheaper to produce. This links with the shortage of sonographers and whether some current work could be done by practitioners but although recruitment of sonographers appears difficult, there is no clear picture as to whether this is real or perceived.

The opportunity to begin implementation of a 4-tier and more open career structure in ultrasound. 

How would you like it to move forward from here? 

Short term? 

It would be good to repeat the process with a wider range of candidates who were not as carefully selected and with not as many resources provided to see if it would still be as successful.

Consideration should be given to a wider remit for the examinations to be taught.

Long term?

There must be a move on to the consultant practitioner role in order for there to be a true 4-tier system. This role should have been in place first to add credibility to the practitioner role but more work needs to be done on the actual practitioner role, with a systematic approach to the elements they could carry out and how these would fit with future service needs.

There was a query on what the consultant role entailed and whether the term should be “principal” rather than “consultant”.

Do you have a waiting list for first trimester ultrasound screening? 

None of the departments has a waiting list for dating scans at this time.

How would you determine whether it is a cost effective approach for reducing ultrasound waiting lists? 

It is difficult to evaluate from the pilot project and only 6 students, there is not enough data. The particular examination chosen for the pilot does not have a waiting list and it may prove more cost effective if the practitioner role was broad enough for the overall workforce to be reduced or if their presence would allow the release of advanced practitioners for more complex examinations that do have a waiting list.

Is the practitioner scanning to the protocol and what is the cost if an advanced practitioner is also needed for that examination? 

It is cost effective as a pilot route from the manager’s perspective as it did not really cost them anything, but the Universities may not see it that way as they put many resources into it.

There is no firm conviction that the presence of practitioners would drive down costs or reduce the number of sonographers required to provide the service.

Simpler scans done by practitioners would release advanced practitioners for more complex examinations, so improving service efficiency.

 How would you utilise these practitioners in your department?

This would depend on the examinations they could do and the service needs. 

The ideal would be to mix and match as needed to match workforce to need. 

There was some concern that one set of skills may deteriorate if not used all the 

time, especially the ultrasound skills which are very practice dependent.

In some departments, the practitioner sonographer is not needed now because there is not enough work for them.

They would be more useful if trained in more than one examination.

How do you think practitioner sonographers who have followed this path will be accepted in your department by advanced practitioner sonographers? Radiographers?

One manager did not see this as a problem in the long term especially if all 4- tiers are introduced to give progression. Others had noted a mixed response both good and bad, with resentment from some sonographers.

What do you see as the major challenge to the acceptance of this as an educational route for producing a practitioner sonographer?

The issue may not be so great if they are perceived as competent in the clinic but the biggest concern identified was the amount of knowledge acquired, the lack of practice in training, and the lack of people skills and dealing with bad news.

Do you think there is a place in clinical imaging for practitioner sonographers? What is it?

Yes.  By covering simpler/screening/routine examinations, it will allow the advanced practitioner to address waiting lists in other areas and provide a career path to the consultant practitioner. Practitioners can do some of the advanced practitioner work where outcomes are not dependent on the scan itself if they are taught correctly and scan to agreed protocols.

There may be a role for the utilisation of practitioners in the wider community to provide a better skill mix and challenge the private imaging providers.

Not sure - it is difficult to separate the scanning from the reporting and if the practitioner cannot report does the examination lose something to the detriment of the patient? 

What do you think is the best way to produce them?

Possibly with a branching programme from the radiography undergraduate programme similar to the one in nursing.

There should be some accreditation for practitioners but not necessarily a degree.

As part of the discussion, it would be helpful to see a comparison of skills and usefulness with direct entry sonography graduates at practitioner level and students from this pilot.

A direct entry course may pick up students from other health professional groups who would like to do sonography.

Open mind – no strong feeling one way or another as long as the outcomes address the service needs.

Do you think having the extra ultrasound skills will affect the radiography graduate’s job prospects?

It would depend on the departmental workload but with a radiography degree and ultrasound skills, it will give more choices as things change in the future. 

The response would be positive if there is a need for both sets of skills but if there is no opportunity to use the sonography skill set then it is of no value.

Would there be the option for some reduction in the post-graduate course if the practitioner eventually took that route?

Statistics: number of first trimester obstetric scans: number normal to abnormal;

One manager gave a figure of 5,500 scans per year; the others did not have the figures. 

None of the managers had figures for the ratio of normal to abnormal.

Will you include this role in your workforce planning or simply see it as an added advantage if available?

The role probably would not be included at this time as the use of the role depends on many variables not yet identified.

One manager had included one post in the current workforce plans but it had not been approved.

Any other comments?

The Universities have done an excellent job in difficult circumstances with a very short timescale. Recruitment into the project was not ideal because of the late approval of funding.

The pilot was made more difficult by the issues of and late agreement over funding, and a lack of clarity. With Phase 2 there was a clear progression path but without it, this route just looked like a cheap option and removed the validity for the practitioner role. The development of the consultant practitioner sonographer role is vital to make the 4-tier structure complete.

Communication could have been improved; it was not easy to articulate what the programme was about.

The clinical departments would be willing to participate again though the process this year seemed very rushed and the numbers of students they could take would need careful consideration.

It cannot be known if such initiatives/innovations will work unless they are tried.

There is development of community hospitals with ultrasound services. Where would the practitioner fit in these plans? Sessional? Permanent? Team approach with an advanced practitioner?

Other areas to consider for ultrasound practitioners – aortas, full bladders, 

Downs syndrome screening, kidney size

Dating scans seemed like an odd choice. It is perceived as an easy examination and it is not. Some students struggled with the specific personal and communication skills needed in this area.

It does give an alternative to the current ultrasound training route.

Not yet convinced of the validity of the role.

Ultrasound Lecturer/Practitioners

Each clinical site had a lecturer/practitioner appointed for the duration of the pilot. These appointments normally worked as an advanced practitioners.

Responses were received from all four lecturer/practitioners.

What were the drivers for this pilot project? Strategic? Local?

There is some prestige in being involved in the first pilot.

There is a need to fill a gap in the workforce and it is very difficult to recruit sonographers to current vacancies. 

The need to expand into the 4-tier system.

The 18-week waiting list initiative.

How would you like it to move forward from here? Short term? Long term?

The programme should be repeated with the same examination

The scope of practice should be expanded into other areas to address other screening programmes that will be implemented in the future.

There are concerns about aortic screening. Although these examinations may be follow-ups, by definition if they need a follow up, they are not normal.

The pilot needs to run another year to see where it is heading, and expand into other areas.

This is difficult to say. Although the student may have the competency to scan, there was a lack of confidence. It may be difficult logistically to employ them in a dual role.

Any concerns regarding their dealing with what could be very emotive issues for the client?

Not really. All sonographers learn as they go along including the advanced practitioners although the students did find some situations quite frightening and a lot of responsibility.

It is useful to have sonographers who have had some experience working as a radiographer.

The lack of knowledge regarding aftercare and answering the client’s questions was apparent.

How would younger students with less life experience cope and how would clients feel having someone so young care for them?

How do you think they will be utilised in the department?

50% radiography-50% sonography or as needed for the clinics, there is not enough work to use them full-time in sonography.

Practitioners could carry out any routine scans, standard measurement, and routine screening using a pro-forma to record what they see without giving a diagnosis.

There must be a decision made on what makes a practitioner different from an advanced practitioner.

It is not sure they can be utilised efficiently as they cannot be left completely unsupervised.

Do you think having the extra ultrasound skills will affect the radiography graduate’s job prospects?

It depends on the needs of the department as to whether it is an advantage or not. 

Information about the pilot is not disseminated well enough yet for managers outside the area to know about the course and what it can provide for them.

It will not make any difference.

Do you have a waiting list for first trimester ultrasound scanning?

No. It is sometimes difficult to fit in dating scans because of the needs of other health professionals who also need to see the patient but there is no real waiting list for the department. 

How would these practitioners be deployed to reduce ultrasound waiting lists?

The advent of practitioners would free up advanced practitioners to address more complex examinations for which there are waiting lists.

By scanning low risk pregnancies but a sonographer still needs to be available for advice and help if needed.

Do you see it as interfering with the workload of the advanced practitioners because of the supervision/advice which may be required for the practitioner? 

No. There are so few sonographers around & there are so many more complicated examinations for the advanced practitioner.

Yes it could do because of the requirement for supervision. Some sonographers are willing to take that responsibility, some are not, and it could take them away from their own workload.

How do you think practitioner sonographers who have followed this path will be accepted in your department by advanced practitioner sonographers? Radiographers?

Five weeks is seen as not enough clinical practice so there are concerns about their skill level – it is acceptable now because it is only a pilot. The approach and personality of the student in clinical practice can make a difference to how they are perceived as a practitioner sonographer.

The pilot was not well received by the sonographers at first; they feel threatened, especially those that have been qualified longer. 

They would not be accepted in a large, busy department as the sonographers see them as a hindrance rather than a help. They may do better in smaller departments.

Do you think there is a place in clinical imaging for practitioner sonographers? What is it?

Yes. Dating scans, other screening procedures as they come on board, any examination that can be done to a protocol and does not need an opinion or diagnosis will free up the advanced practitioner.

Yes. There is a lot of work sonographers currently do that could be done by someone not as qualified, allowing the advanced practitioner to move to the consultant practitioner role. Both new roles are needed for it to work.

Yes but there is uncertainty as to how useful the scan is if the person scanning cannot report on what they see.

Not sure as they will always need support and supervision from the sonographers.

What do you think is the best way to produce them?

This way seems to work but doing radiography first is not a problem either. 

There is no issue with students qualifying as a radiographer and then going straight onto the full ultrasound course without working as a radiographer first.

Consider a two-year course to produce practitioners or a combined course as it used to be for diagnostic and therapy with year 3 a specialist year for any imaging modality.

Both the academic and clinical components need to be extended. The timing was not good for the students as it put them under a lot of pressure at a busy time in their radiography course.

Don’t know. Direct entry is a possibility but sometimes radiographic imaging knowledge can be an advantage.

What do you see as the major challenge to the acceptance of this educational route?

The short time spent in clinical practice and the limited skills of the practitioner.

The route seems very limiting as the students wanted to go further than the remit of the course.

Advanced practitioners need to accept it as a valid route into sonography.

Did you have any problems during the course with the student’s clinical practice? If so, what were they?

The short time spent in clinical practice. The clinical practice time should be in a block rather than split weeks.

Variation in communication skills and the age and life experience of the students – essential in the area of dating scans.

Male student had a problem getting trans-vaginal scanning experience.

Some students expressed the concern that, even though they had passed the clinical assessments, they were not totally comfortable scanning a list unsupervised.

Did the students have any problems with the course?

They had to put in a lot of extra time and sometimes they thought the 5 weeks clinical practice was not enough for them to practice their skills.

Most of the problems were with communication. The students had not realised how difficult the communication issues were, compared to radiography. 

The level of responsibility was a shock and the amount of work and information required was more than expected.

Only having 5 weeks clinical practice plus a heavy academic workload because of the timing of the pilot within the undergraduate programme.

What contact did you have with the students during their course? With the University?

Worked with the student when in clinical and had email contact with them if they had any questions when they were not in the department.

There was plenty of contact with, and support from, the University.

There was good support but the superintendents should be involved from the start of the planning process, especially when making decisions about the number of students they can support. The number of students from different areas of health care asking for clinical experience in ultrasound is increasing.

Statistics: number of first trimester obstetric scans: number normal to abnormal;

No idea. 

Perhaps 25% abnormal – that depends on how it is defined. For example are twins considered an abnormal scan or must it be something serious?

Around 5% at the most are abnormal.

Possibly 1-2 out of a list of 10 would need help from a sonographer.

Any other comments?

There was disappointment that Phase 2 did not go ahead as originally planned.

All the students should be taught trans-vaginal scanning.

The students need better communication skills and role-play for approaching and dealing with patients and delivering bad - or good - news.

In the 4-tier system, the practitioner radiographer does not need supervision so why is this necessary for practitioner sonographers? Is practitioner the wrong term?

It was great to be in at the beginning and it would be disappointing if it fizzled out now.

Would do it again but only with one student.

Would like to see the whole of the country take it up

Enjoyed the experience very much.

University Academic Staff 

Each of the two academic sites (the University of Bradford and the University of Leeds) identified a lead for the pilot project. The two leads were interviewed as well as some of the other lecturers who had been invited to contribute to several of the lectures for the pilot. 

In total, five academic staff were interviewed and are shown in the list of interviewees at Appendix 7.

What were the drivers for this pilot project? Strategic? Local?

The reduction of waiting lists to 18 weeks to 6 weeks by 2008. 

All pregnant patients are to have a first trimester dating scan. There is Government funding for this but the initiative is struggling because of the lack of sonographers in the work force (though sometimes this is an issue about choosing the right candidates for the post-graduate course to reduce the attrition rates). There are also more opportunities for other post graduate courses now; it is not just ultrasound any more.

To address the implementation of the 4-tier structure in ultrasound as currently all sonographers are stuck on one grade.

How would you like to see it move forward from here? Short term? Long term? Other areas?

Do not know. Will the students go on to complete the ultrasound course? Will they be employed and utilised as half-and-half? 

This option could not be maintained over a long period but the pilot is a good indicator that it can be done and incorporated within the BSc Radiography course.

The concept can be extended to computed tomography: magnetic resonance imaging: nuclear medicine: trauma imaging and other areas of ultrasound.

To continue if possible but it may be ahead of its time and need a 5-10 year plan before this approach becomes embedded in the profession.

To continue towards the implementation of 4-tiers in sonography.

From an education perspective, is this a cost effective way of producing practitioner sonographers?

Do not know if it was such a good idea and dating scans were a strange area to 

choose.

If it was a continuous process with backfill funding and within the standard radiography degree – yes. If not – no. 

It is a very cheap method with six practitioners trained for £60K but these practitioners would get no financial reward from it if they practice ultrasound.

Any concerns regarding their dealing with what could be very emotive issues for the client? How is this addressed during their course?

Yes but it may be that they cannot learn these skills until they have to do it. The use of role-play would help them learn some of the necessary skills.

Possibly, but this was where the clinical need was perceived.

Although the students may say they were not very confident, when assessed, five out of the six were very good and all said the experience had made a difference to their approach to their patients in radiography.

How do you think they will/should be utilised in the department? 

This course gives limited skills in ultrasound. The practitioners are multi-skilled but whether they will be used in that way is debatable.  50% radiography, 50% sonography.

As required in order to release the advanced practitioner to address more complex examinations – they are more flexible. 

It gives the department the potential to reconfigure the imaging work force.

As the practitioner sonographer has competencies in a limited clinical area, they should be used in that area as appropriate but certainly with opportunities to practice their skills.

It should expand their skill base with the acquisition of skills that can be used in radiography and sonography.

Do you think they will make a difference? If so, how?

Do not know. There are not enough of them at this time to make a difference. If they do, it will be because they may be able to free up the advanced practitioner to address areas on the waiting lists.

It will only make a difference to their local department for a short time because of the limited student numbers in the pilot. 

They should be able to ease fluctuations in demand and deployment providing flexibility, a reserve capacity, and a multi-skilled workforce. Radiology is not currently providing ultrasound services as and when needed.

Do you think having the extra ultrasound skills will affect the radiography graduate’s job prospects?

It should improve their job prospects if they apply around the Yorkshire and Humber area. Otherwise, managers outside the area may not know about it - it is not known how widely the course information has been disseminated.

Only if they apply to a department that is informed about the pilot and its outcomes and has taken the process on board.

It does have the potential for tension, as multi-skilling is a more complex arrangement – who owns them?

How do you think practitioner sonographers who have followed this path will be accepted by advanced practitioner sonographers? Radiographers?

It may be a problem because although the practitioner works alone to a pro-forma/protocol report, they must go to an advanced practitioner if they feel there is a problem, so disrupting the work of the sonographer.

Advanced practitioners have accepted the practitioner sonographer role and radiographers will accept it once they understand the issues.

Originally, there was a lot of resistance from radiographers and sonographers and this persists in some who were not directly involved with the pilot students, but the majority of those involved have been supportive and impressed by the students.

Do you think there is a place in clinical imaging for practitioner sonographers? What is it?

Practitioner sonographers probably will not happen because of changes coming in ultrasound practice. Many clinicians are doing their own ultrasound examinations and this will increase in some areas of practice. The advanced and consultant practitioner will probably stay, but the practitioner may be another issue.

Yes. In a well defined, limited, high volume area. The practitioner sonographer could be a radiographer who has done a short course in a specific examination area for example.

There may be a place for practitioner sonographers in screening procedures such as aortas but non-professionals can also be trained to do this.

Not sure. Is there an issue about de-skilling the ultrasound workforce from advanced practitioner down to practitioner?

What do you think is the best way to produce them?

Do not know. It depends which is most cost effective. 

Other groups could be trained to carry out ultrasound examinations in their field, which could relieve pressure on the advanced sonography practitioners.

Direct entry degree for sonography.

Short courses in specific ultrasound areas of examination with focused clinical areas for clinical practice.

There are different levels of performance in the current model and that is not cost effective.

What do you see as the major challenge to the acceptance of this educational route?

Ultrasound is a dynamic procedure and 90% of the diagnosis is from what is seen on the scan so it is not only about producing the images. Someone still needs to report on the images produced by the practitioner and third party reports are not good.

There is an academic argument against this route because of the extra work it puts on the student in the third year of their undergraduate programme.

The issue of only 5 weeks clinical is not valid. This length of time for the number of examinations to be performed was directly extrapolated from the post-graduate ultrasound programme.

What criteria did you use for choosing the students to participate in the pilot?

Do not know, not involved in the process. Their academic record was probably considered but prospective practitioner students should spend time in the sonography clinical area before being accepted.

The third year undergraduate radiography students were asked for expressions of interest in the pilot in the form of a written statement and a clinical reference. 

In Leeds, six students applied, two dropped out and three were chosen from the remaining four. In Bradford, four applied and three were chosen to make a total of six. The students who applied were interviewed against agreed questions and had to produce an academic reference from their lecturer/practitioner on their academic success and clinical performance.

Did the extra workload have any effect on them? If so, what?

They did not find it a struggle, all the comments from students were positive.

Yes, in some cases their marks for the radiography modules suffered.

Not really but there was increased pressure because of the challenge to fit everything in but only successful academic students were chosen for the pilot.

Did the rest of their cohort have any problems with them because they were part of the pilot?

There was a lot of jealousy from the ones not selected.

None.

Did you have any problems during the course with the syllabus content? Student’s clinical practice?

Where to stop the knowledge input with reference to the normal v. abnormal pathology. The students wanted more.

Counselling and delivering bad news was a problem.

Communication as a whole. The students found this very difficult, as they were so close to the patient during the examination.

Is there anything you would change for another course?

Do not really know, but there does not seem to be any point of doing exactly the same thing again. 

The assessments should be the same for both Universities or the learning outcomes should be agreed and then each can use their own assessment tool rather than adjusting one to meet the other.

Some lectures have been refined such as fetal measurements and communication issues. Clinical practice was good and should stay as it is.

Any other comments?

Students should have spent some time in sonography clinical areas before being accepted for the pilot.

Is this a practitioner or assistant practitioner? The role may straddle more than one tier.

There was not enough information disseminated to the people actually involved in training in the clinical areas, it went to senior managers, and they made the decisions on number of students with little discussion with clinical staff.

The practitioners need to be employed over a period of time to be able to assess their impact/value for money.

The ultrasound service must be matched to need. There may be limited use for practitioners in the community but there could be no follow through or adequate supervision unless paired with an advanced and/or consultant practitioner.

The students were a joy to work with; they were exceptionally motivated and performed very well.

SWOT ANALYSIS OF RESPONSES

The SWOT analysis was compiled from all the responses. More than one person gave the same response and often the same point was seen as a strength and a weakness, an opportunity and a threat depending on the perspective of the interviewee.

The responses have been grouped to address specific themes identified from the analysis.

STRENGTHS

Educational issues

This is a transferable model with the potential to be implemented in other imaging 

areas.

It gives a transferable model for proper training in ultrasound that can be used for 

other non-imaging groups currently not properly trained.

The clinical learning environment is ready and able to cope with practitioner 

students.

Adding the practitioner course on to existing and established radiography 

programmes makes it more cost effective.

The pilot identified motivated radiography students in their third year: they were 

used to learning at that stage so they performed well.

This approach would always have a new group of undergraduate radiography 

students to choose from so the best students could be chosen with this approach 

and are more likely to succeed.

It gives the students an insight into sonography before considering it as a career 

path and may help to reduce the attrition rate for the postgraduate ultrasound 

course.

Impact on clinical service provision 

The limited range of examinations for practitioners could increase their practical skill for that particular examination.

As it is very intense and concentrates on one area only, these skills may be further improved.

Practitioner radiographer with sonography skills may be attractive to 

managers.

The production of sonography practitioners could allow more flexibility in clinical areas with a skill mix of practitioner and advanced practitioner working as a team.

There is an improved skill mix with a radiographer/sonographer, allowing a more flexible workforce.

This is a cheap way to address ultrasound waiting lists.

Skills mix and career progression 

The advent of practitioners would free up advanced practitioners to address the 

more complex examinations that make up the waiting lists.

The pilot looked at the question of practitioner sonographers and tried to address 

some of the issues surrounding it.

WEAKNESSES

Educational issues

There was a perception that there was not enough clinical experience in the pilot. 

The five clinical weeks should have been organised as a single block of 

experience.

There were considerable resources and support put into the pilot and six students. 

Is it realistic and cost effective to replicate this method for larger student groups 

and a broader selection process?

More lectures and training/practice/role play on breaking bad news to deal with the 

communication issues that will present with dating scans.

Impact on clinical service provision

Practitioner sonographers in the department will impinge on the role and time of the 

advanced practitioner who will have to take responsibility for their supervision.

There is only a limited range of skills and examinations taught to the practitioner.

As it only gives a limited skill set in ultrasound, it may become boring for the 

practitioner.

Reorganisation of the workload would be necessary to accommodate practitioner 

sonographers and advanced practitioners.

Practitioner radiographers with sonography skills may not be attractive to 

managers.

A radiographer/practitioner sonographer may lose their scanning skills or not be as 

effective or competent if they do not regularly perform sonography.

This approach may be seen as a cheap option to produce sonographers.

There is no clarity from service managers as to what exactly they or the service 

needs from practitioners.

General organisation of the pilot

There was discontinuity in the organisation of the pilot and the funding from the 

Department of Health and the Yorkshire and the Humber Strategic Health 

Authority.

Removal of Phase 2 (consultant practitioner) from the whole process significantly 

reduced the validity and acceptance of the practitioner role.

It was a complex and often difficult clinical area to choose for a pilot.

On occasion, senior managers did not consult with their staff prior to agreeing to 

the pilot.

Successful students may go straight to the postgraduate ultrasound course, so 

defeating the object of producing practitioner sonographers.

OPPORTUNITIES

Educational issues

It could be possible to extend this approach to in-house teaching, in conjunction 

with the Universities, to extend the practitioner’s range of skills.

A similar approach could be used for computed tomography and magnetic 

resonance imaging services.

Impact on clinical service provision

Introducing practitioners would give flexibility and allow a thorough review of the working day, current practices, delivery sites and utilisation of staff and equipment.

With a double set of skills there is the potential for matching skills to need.

The option for sonographers to work in areas outside the mainstream hospital, either alone or in a team and challenge provision from independent providers.

The opportunity for providing services closer to the patient.

The development of peripatetic sonography services.

Skills mix and career progression 

The development of consultant practitioners would provide a further role/tier for the advanced practitioners to make the practitioner role viable and produce a properly trained workforce at all levels.

It is another way to provide a 4-tier structure in ultrasound with the introduction of a practitioner level.

Implementing the 4-tiers would aid progression of a career structure for sonographers.

Introduction of practitioners is a great opportunity, as it will allow the current workforce the potential to move to the next tier.

The introduction of practitioner sonographers would give the advanced practitioners time for more complex cases.

THREATS

Educational issues

There is not wide acceptance of this educational route in the clinical departments.

Impact on clinical service provision

There are no first post opportunities for employment. 

There is no clear clinical leadership from service managers to utilise practitioners 

with both skill sets. 

The service may not be ready for these individuals.

Employing Trusts do not have jobs ready with these specified competencies.

Change management is not properly promoted in clinical departments and the role 

is slow to be recognised in workforce planning

There is a challenge from new market entrants / private imaging providers where 

clinicians undertake scanning procedures.

General organisation of the pilot

There has been limited input from the Department of Health and the Strategic 

Health Authority representatives.

Lack of input may be a threat to further progression of this initiative.

The initiative is not publicised more widely to other regions to improve clinical 

vision and strategic consideration of the 4-tier system.

There is slow development of the consultant practitioner role to extend the 4-tier 

structure. The availability of this role would have added more validity to the 

practitioner role during the pilot.

There is funding shortfall/ financial constraints for the 4-tier model or late approval 

of funding in the future.

No firm benchmarking information on set up costs, development costs, contingency 

monies, or cost effectiveness can be provided in order to compare with the current 

method of sonographer training.

DISCUSSION

From the perspective of the six pilot students, the pilot course was a success. All of them successfully completed the practitioner sonographer course and graduated from the radiography programme. They enjoyed the experience and felt it added to their overall clinical skills.

From an academic perspective, the pilot course was a success. It was successfully integrated into the undergraduate radiography programme, using a model that could be used for other areas of ultrasound or other areas of imaging.

From a professional perspective, the pilot course was a success.  A defined and agreed scope of practitioner level competencies for first trimester dating scans emerged from the Steering Group for Phase 1 of the pilot. These are shown below.

Practitioner Standards

Routine presentation for dating scan.

Gestational age </=18 weeks

Perform gestation sac diameter: crown rump length: head circumference: femur length as appropriate.

Estimate gestational age.

Limited check of the fetus.

Recognise deviation from normal and refer to advanced practitioner.

Exclude adnexal mass.

Written proforma report.

TV scanning not assessed.

30 minutes per patient (in the assessment setting).

In addition, observations of the students in their clinical practice indicated that they exhibited differentiating characteristics from those of the advanced practitioners, signifying a difference in clinical practice between the practitioner and the advanced practitioner. These characteristics could be seen in their decision-making abilities, their level of confidence in the role and their communication skills. Identified factors that contributed to these differentiated skills were the student’s lack of experience in a health care setting, their lack of autonomous practice and their unfamiliarity with the patient group compared with the advanced practitioner.

What cannot be commented on in terms of success is whether these practitioner sonographers can or will be able to function in a clinical department either full time in sonography or part time alongside a radiography role. They have a clearly identified skill set for dating scans but unfortunately on completing their training, there were no opportunities available for them to work clinically in a role which included sonography so the only assessment as to their fitness for purpose is from an academic point of view, having successfully completed the course. Even though there is individual enthusiasm for developing the practitioner role, there is no strong conviction from any of the interview groups that the introduction of practitioner sonographers by any route is practical, cost effective or the ideal way forward. There does not seem to be a clear clinical vision or agreement as to whether there really is a role for the practitioner and, if there is, what that role may be and how they should be produced. The Steering Group included representatives from the four clinical sites used for the pilot. However, there was no sense that there had been any extensive, wide ranging and serious strategic consideration from the clinical perspective (either locally or nationally) by managers as to how they intend to use a practitioner sonographer: the identification of the specific skills they would need; exactly what issues could be addressed or resolved with their use and whether there is a commitment to their inclusion in the workforce planning process. 

The 4-tier model for imaging was proposed in 2002.The first tier is for an assistant practitioner and in ultrasound at this time, there has been little or no progression of this role although the Society & College of Radiographers is currently working with the National Imaging Board on the issue. It would seem logical that the process to produce sonographers at any tier should start from the clinical perspective of an identified need. From this comes a strategy and definition of the essential characteristics of the role, with the academic providers then developing whatever is needed to ensure the validity of the education (content and process) and the acquisition of the appropriate clinical skills to underpin that role, ensuring fitness for purpose. 

Although the Strategic Health Authority and all four clinical sites were enthusiastic in participating in the pilot and indicated they were very willing to work with the Universities and be actively involved in new initiatives, the impression is that this process has in effect been operationally led by the academic providers. The pilot was significantly disadvantaged by the non-appointment of a consultant sonographer, as initially proposed, to lead the strategic direction and operation of this pilot and the identification of the practitioner role. This inevitably led to an academic focus and bias to the pilot. If there was no identification of the role characteristics or job description for the practitioner sonographer emerging from the clinical perspective, then it is hardly surprising that there were no posts encompassing that role available for the successful students. 

This also means that there can be no evaluation of a joint radiography/sonography practitioner role and whether such an option could make any difference to service delivery and waiting lists. In addition, the lack of opportunity for the pilot students to immediately and regularly practice their new clinical sonography skills may mean they will lose them.

Most of the interviewees working in imaging articulated the strong opinion that the Department of Health and the Strategic Health Authority missed a valuable opportunity by not funding both aspects of the original pilot proposal along with expressing concern that this decision undermined the acceptance of practitioners into the sonography workforce. The information that could have been gained from the proposal to develop a consultant practitioner to explore developments in community based sonography services, how the practitioner role could support these services and the identification of the essential characteristics of the practitioner sonographer role within the community would have done much to progress the implementation of three of the 4-tiers in ultrasound. It would also have progressed the identification of a career path for sonographers, as well as moving towards a workforce prepared to provide community imaging services and reduce the current ultrasound waiting lists. The use of ultrasound as the imaging modality of choice looks set to increase over the next few years with the introduction of further government initiatives and screening programmes. 

It would appear that the current workforce is insufficient to meet these demands although there are no direct statistics available to show the number of qualified sonographers currently in the system, nor are there any comparison figures over several years to show whether the number is increasing or decreasing. If the sonography workforce is insufficient, there is the potential for other groups of health care workers both professional and non-professional, or the independent and private sectors, to carry out ultrasound examinations perhaps with very little structured education or clinical experience. 

With the advent and expansion of digital imaging, conventional radiographic imaging has changed radically and forever. The digital explosion has allowed the advent of other modalities such as computed tomography and magnetic resonance imaging and new digital innovations in ultrasound will probably change the nature of that modality. These changes could mean that the composition of the total workforce necessary to provide imaging services may need revising, perhaps radically. Ultrasound has a reputation for being an elite branch of the imaging profession but the within the Department of Health document Agenda for Change (DH 2004), all roles in health care have an identified skill set which is rewarded accordingly. As with other branches of imaging, there may be skill sets that identify roles within ultrasound that do not need an advanced practitioner or even a practitioner. The approach used in this pilot could be one way to address changes that may become necessary in the imaging workforce in all modalities to ensure the correct skill mix is available in the right place as needed for the future.

From the responses of some of the interview groups, there is a need for significant work to be done to explain and promote the re-modelling of imaging services to the current workforce – such action may prove to be a necessity rather than a choice. Surely the issue is to provide the best care for the patient in as cost-effective manner as possible by utilising staff at all levels as appropriate to the task in hand. A flexible process for skill mix and case mix could be one way forward. It has not been possible within this pilot to identify whether it is cost effective to produce a practitioner sonographer by this route compared to any other option. As this pilot linked into an existing and resourced course, it was probably cheaper than the current postgraduate route but that comparison is invalid, as it does not compare like with like in terms of the outcomes.

The questions generated debate amongst the students interviewed, often negative and, not surprisingly, the responses were dependent on where the interview group saw themselves in the current system. The majority felt the development of practitioner sonographers with limited skills by this route was conceived as a money saving option to reduce waiting lists, to move towards implementation of the 4-tier system and to address the issue of a perceived shortage of sonographers, which was often seen as a false assumption. For example, none of the current postgraduate ultrasound students interviewed had, at the time of the interview, been able to obtain a post in ultrasound on completing their course. If there are vacancies, shortage of cash means they are not being filled. Most of the postgraduate sonography students could not see the need for a practitioner sonographer and could not identify what such a role would encompass. This is not surprising - this is probably the group that feels most threatened by the idea of practitioner sonographers. From the responses of the undergraduate radiography students (eleven from seventy one), the issue of practitioner sonographers would seem to be one in which the majority have no interest at all. There were indications that this could have been because ultrasound was the only imaging option offered and, within ultrasound, the only area offered was first trimester dating scans. There may well have been more interest for other imaging areas or other areas of ultrasound.

Whilst recognising that this pilot is a very small section of overall Department of Health imaging strategy, the lack of engagement from some representatives from the Department of Health and the Strategic Health Authority was seen as disappointing, as was the decision by DH not to concurrently fund “Phase 2” of the pilot. There were significant personnel changes and/or reorganisations at the Department of Health and the Strategic Health Authority over the time frame of the development and implementation of the pilot which meant that strategic input, direction and leadership was perceived as less effective than it might have been. It was very difficult to progress  some aspects of the  pilot project when decisions on funding and agreements to proceed were made late in the planning process: changes in personnel significantly impaired the effectiveness of their input and support. The Universities of Bradford and Leeds have been commended by many of the interviewees for doing an excellent job in the development, organisation, and implementation of this pilot in a very short time under difficult circumstances. The partnership, commitment, and collaboration of the strategists, educators, and clinicians will be essential in implementing change in service delivery and this has been very successful in this pilot.

Finally, in reviewing the main aim and objectives of this pilot, there has been mixed success in achieving them. 

The main aim was:

To explore the potential for ultrasound practice at practitioner level

The pilot did indeed explore the potential for ultrasound practice at practitioner level though limited to one examination skill set, but in order for this potential 

to be maximised, there needs to be wider professional acceptance and support. 

The objectives were:

To develop the 4 tier model in an ultrasound setting

The pilot has moved forward the debate regarding the 4-tier system in ultrasound but it considered only the practitioner sonographer. Phase 2 of the pilot would have addressed the consultant practitioner role but there has been no consideration of the assistant practitioner, which is the first of the four tiers.

To provide a structure for career progression within ultrasound

With an outcome of only six practitioner sonographers and no available jobs for them, it is not possible to say the pilot has provided a structure for career progression within ultrasound. Even so, it has opened the debate on the practitioner tier and identified that the 4-tiers should be addressed as a whole concept. It is difficult to implement this piecemeal – each tier affects the one above or below and it could be argued that such a career structure cannot be provided without a clear clinical strategy for the development and deployment of sonographers at all four tiers.

To expand the number of access routes into a career in medical ultrasound

The pilot has identified a route into medical ultrasound that is not a postgraduate one. Whether it would allow a career path has not been identified. As this pilot was part of an undergraduate programme, its modules have already been assigned academic credits within that programme. These credits cannot be used a second time against a course leading to advanced practitioner. How these practitioners would progress to advanced practitioner role has not been addressed.

To assist in expanding the workforce within ultrasound to cope with  future developments, increasing demands and initiatives

The pilot has assisted in expanding the workforce within ultrasound from an academic perspective. It is now up to the clinical areas to decide if they will use them or not and how they will be deployed.

To integrate the practitioner sonographer pilot into the radiography educational programme

The pilot successfully integrated the practitioner sonographer pilot into the undergraduate radiography programme. Despite the increased workload, all the students successfully completed both programmes.

To create first – post opportunities to employ practitioner sonographers

The pilot has not created first post opportunities to employ practitioner sonographers: creating those posts is an issue for the clinical managers. What the pilot has done is identify a route by which they can be produced.

7  CONCLUSIONS
This was a bold, forward-thinking project that is considered to have been a success.  It was organised and managed with obvious enthusiasm from the academic participants however the reaction of clinical participants / stakeholders was mixed.  Ultrasound practitioner level standards have been developed and successfully implemented in an academic setting - the clinical validity of these standards has yet to be established.
Educational issues

1.
The project devised a successful focussed and integrated academic and clinical ‘add-on’ training model that has potential wider application, e.g. in CT and MRI practice.

The duration and sequence of the clinical experience (5 separate weeks) may not be optimal. Student prior experience with the client group, in this case first trimester antenatal women and families, needs adequate consideration to ensure additional skills and knowledge are built into teaching and learning.  

2.
The project utilised a small selected group of interested, motivated and capable students.  A significant additional commitment was required from the students and thus the model may not be suitable for an unselected or larger group.  It is possible that the model could be adapted to work-based learning for appropriately selected radiography practitioners. 

3.
The ‘taster’ experience afforded by the project has the potential to improve postgraduate ultrasound training completion rates and reduce attrition. 

4.
The quality of the clinical learning experience, and the students’ subsequent confidence on programme completion, depends on the enthusiasm and support available at their individual clinical placement site.

Impact on clinical service provision 

5. 
Limiting training to a focussed scope of practice has the potential to increase quality of practice and address specific waiting lists targets in a cost effective and timely manner.  Job satisfaction in a limited role will need to be maintained.

6.
Availability of ‘dual competence’ practitioners has the potential to increase workforce/service flexibility and allow skills to be matched to need.   Cross-department liaison and deployment would be needed to fully exploit these advantages and help maintain dual competence. 

7.
It was difficult to find an area of clinical practice suitable for practitioner level practice and focused training. Focussing on first trimester obstetric practice has potential to have a direct impact on implementation of national screening programmes (Down’s syndrome), as well as the indirect effect of releasing more highly / diversely skilled staff to address other waiting lists / targets (6 week diagnostic target in the 18 week pathway).

Skills mix and career progression 

8.
The pilot adopted a systematic and organised approach for exploring the concept of the sonographer practitioner. Its success has created a realistic opportunity to introduce practitioner level to the 4-tier structure into sonographic practice. 

9.
Utilisation of sonographer practitioners for some routine and focussed examinations should release the advanced practitioner workforce for more complex examinations and promote role extension into interventional procedures. Introduction of sonographer practitioners is  considered the first step in implementing the 4-tier system into sonographic practice and should facilitate the introduction of Consultant sonographic practitioners.

10.
The local ultrasound community considers implementation of the practitioner sonographer a great opportunity but believes strongly that this should be integral to implementing the wider career progression strategy identifying Consultant practitioner roles and developing the current advanced practitioner workforce to produce an appropriately trained workforce at all 4 framework levels. 

General organisation of the pilot

Changes in strategic personnel impaired the ability of the pilot to deliver the original proposed integrated exploration of a 4-tier structured ultrasound workforce. Failure to formally look at Consultant practice, overall service re-design and to engage a wide range of clinical stakeholders more effectively have limited the scope of the initiative and given it an educational bias.  Lack of liaison and communication may explain why acceptance of the project findings beyond the immediate project participants is limited and why opportunities for first-post employment were not developed.  

8   RECOMMENDATIONS

Educational issues

1.
Disseminate information about the pilot to clinical departments and other academic institutions.  


This will promote the training model and help gain acceptance for 
this educational route with other universities and clinical departments. Local dissemination of information should help ensure adequate enthusiasm and support across all practice placement sites for future students. 

2.
Repeat the project. However further implementation should not progress without commitment from clinical managers to incorporate practitioner sonographers into workforce planning and provide appropriate first-post employment opportunities.

3.
Consider the interface between practitioner (undergraduate level 3) and advanced practitioner (postgraduate M level) training.


This should include assessment of the associated implications for employment, return on investment and the impact of project participation on an individual student’s subsequent ultrasound training and practice from student and supervisor perspectives. 

4.
Explore this training model in other areas of ultrasound practice and in other areas of clinical imaging, e.g, CT and MRI.

Clinical service provision, skills mix and career progression 

5.
Redesign clinical services to align service skill, competence and supervision requirements to appropriate workforce skills and competences across the full 4-tier career progression framework. 


Identification and development of Consultant practitioner roles in ultrasound will give added legitimacy to practitioner role development. 


However, such a review should extend across the whole imaging service and consider the benefits of the ‘dual competence’ radiography practitioner. 

6.
Clarify what is needed from a practitioner sonographer.


Service managers should undertake a thorough review of the working day, current practices, delivery sites and utilisation of staff and equipment.  


The practitioner sonographer role should be defined in terms of a standard job description and associated Agenda for Change 
banding and profiling. 

Consider the potential of the 4-tier sonographic workforce to increase diversity and effectiveness of service provision. 


Service managers might evaluate this in terms of:

providing diagnostic / screening services closer to patients;

lone or team working in community settings; 

developing peripatetic sonography services;

competing with new market entrants / private / independent/clinician providers of scanning services. 

8.
Monitor the long term professional impact of introducing a dual competence radiographer / sonographer practitioner. 
This might include evaluation of job satisfaction, retention and 
recruitment levels and incidence of work-related upper limb disorder. 

9.
Use recognised and effective change management strategies to explore and 

implement significant changes to training and working practices.  This requires appropriate liaison between strategic and operational personnel. 

General organisation 

10.
Underpin further progression of this initiative with committed and sustained strategic input.  


A partnership approach between the DH, SHA, educational institutions and clinical imaging departments is likely to have maximum impact and the appointment of a substantive project manager is strongly recommended.


11. 
Publicise the initiative locally and nationally.  Publication of papers and delivery of conference presentations will help to improve the vision of the ultrasound community and help to develop a strategic approach to considering the 4-tier carer progression framework in ultrasound.  

12. 
Ensure adequate and appropriate funding for further exploration, development and implementation of the sonography 4-tier model.


Future projects should include benchmarking information on set up costs, development costs, contingency monies, and an analysis of 
cost effectiveness in comparison to existing methods of sonographer training and service provision.

Marie Whyke

MBA. BSc. BEd. TDCR. HDCR. DCR(R). CTCert. RT
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 Appendix 1

Title:
Total number of imaging and radiography diagnostic examinations and tests by imaging modality England, 1995-96 to 2006-07






Source:
Department of Health form KH12















Year
X-Rays
CT
MRI
Ultrasound
Radio-isotopes
Fluoro-scopy
Total










1995-96
18,503,844
1,709,244
347,817
4,031,292
467,916
1,077,914
26,138,027

1996-97
19,167,629
1,056,365
394,940
4,456,816
506,412
1,232,795
26,814,957

1997-98
19,474,590
1,172,656
473,074
4,790,532
722,096
1,179,979
27,812,927

1998-99
19,876,933
1,254,474
522,138
5,018,434
699,654
1,244,632
28,616,265

1999-00
19,967,296
1,359,852
585,797
5,255,330
727,255
1,256,965
29,152,499

2000-01
19,913,022
1,488,752
632,594
5,382,582
539,141
1,253,847
29,209,938

2001-02
19,806,876
1,625,304
705,706
5,571,979
537,653
1,222,296
29,469,814

2002-03
19,512,924
1,767,791
786,646
5,635,358
551,423
1,295,639
29,549,781

2003-04
20,056,669
1,992,826
857,550
5,937,383
582,742
1,221,102
30,648,272

2004-05
19,818,330
2,141,652
944,935
6,029,104
560,337
1,190,487
30,684,845

2005-06
20,585,678
2,481,571
1,118,487
6,469,396
623,532
1,209,029
32,487,693

2006-07
21,011,234
2,728,119
1,257,972
6,715,486
588,638
1,249,161
33,550,610

Key








X-Rays

Radiographs: no fluoroscopy





CT

Computer tomography





MRI

Magnetic resonance imaging





Ultrasound

Obstetric and non-obstetric ultrasound




Radio-isotopes
Radio-isotopes





Fluoroscopy

Fluoroscopy
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Director of Education Commissioning

West Yorkshire  WDC

Aileen Moss



Senior Portfolio Manager






West Yorkshire SHA

Dawn Stephenson


Diagnostic Programme Director






West Yorkshire SHA

Jayne Andrew


Programme Manager






Yorkshire and the Humber SHA

Carol Wilby
Policy & Implementation Lead for Imaging, Diagnostics Branch


Department of Health

Richard Evans
Chief Executive Officer


College & Society if Radiographers

Audrey Patterson
Director of Professional Policy


College & Society of Radiographers
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Phase 1  Pilot Steering Group

Karen Chan
Lecturer Practitioner & Senior Lead Ultrasound & Breast


Calderdale & Huddersfield NHS Trust

Kirsty Cutt
Lecturer Practitioner & Ultrasound Superintendent. York Hospitals NHS Trust

Alison McGuinness
Lecture Practitioner & Clinical Specialist Sonographer. Mid-Yorkshire NHS Trust

Orlaigh McGuinness
Lecturer Practitioner & Advanced Practitioner Ultrasound


St.James Hospital


Leeds teaching Hospitals NHS Trust

Bev Snaith
Consultant Radiographer


Mid-Yorkshire NHS Trust

Gail Coster
Radiology Manager


Mid-Yorkshire NHS Trust

Nigel Marsh
Directorate Manager Radiology Services


York Hospitals NHS Trust

Kevin Peters



Lead Superintendent Radiographer






Leeds Teaching Hospitals NHS Trust

Mark Rodgers
Radiology Manager


Calderdale & Huddersfield NHS Foundation Trust

Anne-Marie Dixon
Senior Teacher Division of Radiography


University of Bradford

Jean Wilson



Head of Allied Health Sciences.






University of Leeds

Jan Giles



Commissioner






Kirklees Primary Care Trust

Alison Watkins


Workforce Development Manager


NHS Yorkshire & the Humber

Jill Walker
Regional Antenatal/Child Health Screening Manager


NHS Yorkshire & the Humber

Appendix 6 

Pilot Project Phase 1 Costs

Project Management (Band 8)

0.2WTE Project Manager to plan and administer the pilot, 

provide co-ordination and monthly reports to the 

Department of Health Diagnostics team.




£8,500.00

Curriculum Development

Design 3 new modules/amend existing modules and 

undertake approval and accreditation process:

Ultrasound of Early Pregnancy – 10 credits at level 3

Ultrasound Science & Technology – 10 credits at level 3

Ultrasound Practice – 10 credits at level 3.

150 hours supervised clinical practice –(22 days/4.3 weeks)
£5,000.00

Curriculum Delivery

Cost of modules

£500.00/module/student = £1500.00 per student for 6 students
£9,000.00

Ultrasound Lecturer/Practitioner secondment (Advanced Practitioner)

Clinical supervision per student = 4.3 weeks

5 weeks at top of band 7(£36,416.00 per year) = £3,793.00

For 6 students = 






        £23,000.00

Overall Pilot/training programme supervision


£5,000.00
Pilot evaluation







£5,000.00

TOTAL







         £55,500.00
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INTERVIEWEES

Gail Coster
Directorate Manager


Mid Yorkshire NHS Trust

Nigel Marsh
Directorate Manager Radiology Services


York Hospitals NHS Trust

Kevin Peters
Lead Superintendent Radiographer


Leeds Teaching Hospitals NHS Trust

Mark Rodgers
Radiology Manager


Calderdale & Huddersfield NHS Foundation Trust

Karen Chan
Service Lead for Ultrasound & Breast / Lecturer Practitioner





Calderdale & Huddersfield NHS Foundation Trust

Kirsty Cutt


Lecturer Practitioner/Ultrasound Manager





York Hospitals NHS Trust

Alison McGuinness
Clinical Specialist Sonographer/Lecturer Practitioner





Mid Yorkshire NHS Trust

Orlaigh McGuinness
Lecturer Practitioner

Leeds Teaching Hospitals NHS Trust

Jean Wilson
Head of Allied Health Sciences, School of Healthcare, University of Leeds

Anne-Marie Dixon
Senior Teacher, Division of Radiography, University of Bradford

Rosie Conlon
Programme Manager Medical Ultrasound


Allied Health Sciences, School of Healthcare, University of Leeds

Jane Arezina
Module Manager Obstetrics & Professional Studies


Allied Health Sciences, School of Healthcare, University of Leeds

Paul Arnold
Lecturer in Medical Imaging


Allied Health Sciences, School of Healthcare, University of Leeds

Audrey Patterson                Director of Professional Policy

College & Society of Radiographers

Students
Ultrasound postgraduate diploma cohort August 2007 


The University of Leeds Sonography practitioner level pilot students (selected from the BSc Radiography student cohorts graduating 2007)

The University of Bradford

The University of Leeds 


Remainder BSc Radiography student cohorts graduating 2007

The University of Bradford 

The University of Leeds
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