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Abstract

Aim(s)

The project aimed to explore the culture of sonography through the
interpretation of the attitudes, opinions and perceptions of a sample of
practicing sonographers concerning the possible introduction of the graduate
sonographer role. The participants’ insights to their working world provided new
understandings of the research question

“What are the individual attitudes and opinions of sonographers
towards the role of the graduate sonographer?”

Method

A qualitative study was undertaken in two phases using a constructivist
methodology within a critical theory framework. Phase one aimed to explore
participant attitudes and opinions toward the implementation of the graduate
sonographer role. Phase two aimed to explore how the working world may
have influenced the participants’ opinions and attitudes. Data was gathered
from ten purposively selected participants using semi-structured interviews.

Findings

Thematic analysis identified main themes for each phase: protectionism, power
and career frameworks were found to be replicated in both phases.

The shortage of sonographers and the increasing demand for ultrasound
services created an imbalance that had put sonographers in a very powerful
position; able to directly influence sonographer working practice, education and
remuneration. The interpretations of the data suggested that the initial power
base of sonographers was perceived to have been achieved through a culture
of occupational imperialism (delegation down). However, as the occupational
group became established and a workforce crisis deepened, a culture of
usurpation and protectionism evolved within sonography.

Conclusions

A differentiation between graduate sonographer clinical skills, assessed by
competence, and advanced practice sonographer complex clinical skills,
defined by capability has the potential to create a more inclusive, yet clearly
delineated, career structure. This would acknowledge and value the advancing
skills at each grade. This was argued to have the potential to reinvigorate the
culture of occupational imperialism within sonography
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Glossary of terms

Agenda for Change Framework (AfC) — National Health Service (NHS) grading

and pay system for staff, excluding doctors, dentists and some managers.

British Medical Ultrasound Society (BMUS) — a multi-disciplinary body who
maintain standards of sonography practice, advance education and provide

advice and information with regards to ultrasound.

Critical theory — social theory that focuses on critiquing and changing society as

a whole

Consortium for the Accreditation of Sonographic Education (CASE) - an

organisation that accredits sonographic courses delivered within the UK.

Health and Care Professions Council (HCPC) — an independent UK regulatory
body responsible for setting and maintain minimum standards of practice for

health professionals.

Health Education England (HEE) — a Non-Departmental Public Body that
supports the delivery of excellent healthcare by ensuring that the workforce has
the correct numbers, skills and values and behaviours, in the right place at the

right time to meet the needs of the public.
Migratory Advisory committee (MAC)- an independent, non-statutory, non-
departmental public body that advises the government on professional

migration issues.

United Kingdom Association of Sonographers (UKAS) —provides guidance for

professional working standards

Xi
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Chapter One

Contextual Background of the Research

1.1 Rationale for this study

DePoy and Gitlin (2016) advocated that a research topic should have a
personal interest and meaning for the researcher so that the interest was
maintained throughout the long and arduous research journey. Choosing a
research topic that had personal significance was argued to create a platform
for scholarly examination which was made richer by the personal understanding
of the issues presented. The author’s role as both an academic, delivering
postgraduate ultrasound education, and a practicing sonographer provided the
link between personal interest and practical use of the research topic. The
author, in an academic role, was asked to develop a BSc Diagnostic Ultrasound
programme but found this problematic; there were no agreed clinical
competences identified for a graduate sonographer from which to frame and
map the programme learning outcomes. Whilst Skills for Health (2014) had
developed a template for band 5 sonographers, at the point of writing, this
career framework with expected competences (after three years) was still out
for consultation. The lack of agreed, and nationally adopted, clinical
competences that defined a role for graduate sonographers indicated an area

for further exploration.

Furthermore, at the time that this research topic was developed, the author was
involved in a Health Education England (HEE) working party to explore the
ultrasound workforce in the East Midlands area (HEEM); exploring possible
solutions to the deepening sonographer workforce shortage (HEEM,2014).
Being part of this working party increased the author’'s awareness of the
challenges that the ultrasound workforce was facing. Possible solutions were
explored through mapping and educational frameworks. The author’s
experience of the situation was a feeling of great animosity and resistance

towards implementing change amongst some of the members of the forum, as
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well as becoming aware of conflicting agendas between the stakeholders that
appeared to be connected to fiscal and resource competition, as well as the

maintenance of reputation and hierarchical standing.

1.2 Background

Developing a critical narrative of the historical journey of sonography as an
occupation including its professional origins, training and education and
realignment with the Agenda for Change Framework (2004) provided a more in-
depth understanding as to why sonography was a workforce in crisis. The
critical review of the sonography workforce and service demands provided a
contextual background that illustrated why sonography had become a
Department of Health (DoH) priority as indicated in the Health Education
England 2016 -17 mandate (DoH, 2016).

Sonography, as a workforce, had been in a state of crisis for several years
(Parker & Harrison, 2015). Insufficient training, an aging workforce and lack of
foresight and leadership had been documented over the last 20 years as
reasons for the workforce challenges in ultrasound (Parker & Harrison, 2015,
SCoR, 2009). Clinical departments had failed to effectively succession plan for
an ageing workforce with inadequate numbers of students being trained (Parker
& Harrison, 2013). Leadership from professional bodies, on how to address the
workforce crisis, could be argued to have been lacking. This was evident in the
two SCoR (2013) reports which acknowledged the shortage of qualified
sonographers but failed to offer any concrete solutions as to how the ultrasound
stakeholders could address it.

Overseas sonographer recruitment, direct-entry Masters (MSc) sonography
programmes and the implementation of assistant sonographer practitioners all
made little impact on the situation (SCoR, 2009). As the crisis deepened the
concept of a new, lower grade, graduate sonographer, educated at direct entry
BSc (Hons) level and employed at band 5 began to emerge as a possible
solution (Thompson, 2009). However, there was very little appetite, from

sonographers, to develop this level with an apparent reluctance to define and

2
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agree the potential role and identify its respective competencies in order for a
programme to be designed (Parker & Harrison, 2015; Thompson, 2009; Waring
et al., 2015). There was no evidence within the literature of an exploration into
where this resistance to the role amongst the sonographer population was

rooted.

1.2.1 Historical background of sonography

Whilst the use of ultrasound for medical diagnosis was reported as far back as
the Second World War it wasn’t until the mid-sixties that ultrasound became
more commercially available (Lee & Paterson, 2004). Prior to the mid 70’s
ultrasound was firmly in the medical domain of practice. Medical ultrasound
practice (for diagnostic purposes) was historically born from a multidisciplinary
collaboration driven by the advancements in technology and growing clinical
need (Gibbs, 2013). Sonography practice was initially utilized in obstetric care
with a range of medical and non-medical professionals using its diagnostic
capabilities. Professionals such as physicists, obstetricians, midwives and
radiographers were all involved in using medical ultrasound as a safe diagnostic

tool within antenatal care (Lee & Paterson, 2004).

However, by the early 1980’s the biggest proportion of professionals
undertaking ultrasound were radiographers under the delegation of radiologists
(Lee & Paterson, 2004; Ferris, 2005). Initially the radiographer’s practice was
of a limited scope with radiologists preventing the radiographers from
communicating scan reports using the Statement of Conduct issued by the
Radiographers Regulatory Board for Professions Supplementary to Medicine
(now called the Health and Care Professions Council (HCPC)) as justification
for this stance (Price, 2010). Reeves (2002) argued that this resistance from
the radiologist to relinquish some of their roles to the sonographers was mainly

due to the need to maintain a position of power within the radiology community.

During the 1980'’s, with increasing equipment technological advances from
static to real time greyscale scanning, came an increase in demand for routine
obstetric scans (Gibbs, 2013; Meire & Farrant, 1982). The radiologists were
unable to meet the demand; this saw the unofficial lifting of the barrier to

3
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reporting for obstetric examinations (Gibbs, 2013). Witcombe and Radford
(1986) reported that a survey of obstetric departments had indicated many
health authorities had sanctioned their radiographers to work beyond their
professional constraints allowing them to provide comments on obstetric scan
results. This practice of radiographers providing written comments in obstetric
ultrasound examinations paved the way for sonographer (and ultimately all
radiographer) reporting (Price 2010). The unofficial lifting of professional
boundaries was at odds with the regulatory body of that time (Council for
Professions Supplementary to Medicine) and its Professional Statement of
Conduct (Gibbs, 2013; Price, 2010); this led to the Society of Radiographers
mounting pressure on the regulatory body to remove the constraints on
radiographer reporting within the Professional Statement of Conduct and in
1987 it was eventually removed (Gibbs, 2013; Hart & Dixon, 2008; Price, 2010).

Sonographer reporting in general medical ultrasound practice was much slower
to progress moving from proforma reporting in the late 1990’s, that was
checked by the radiologist, to eventually providing full autonomous reports
direct to the referring clinician (Hart & Dixon, 2008). Sonographers, who now
could provide reports, were considered the pioneers for role extension (Gibbs,
2013). This dispensation to allow sonographers the opportunity to extend their
scope of practice into reporting was argued to be the catalyst to attributing
specialty status to sonography (Ferris, 2005). Furthermore, Ferris (2005)
suggested that this specialty status created an elite and exclusive practice
amongst radiographers and sonographers thereby transferring, in part, some of

the “power” status from radiologists to sonographers.

However, even though ultrasound scans accounted for over 22% of all
diagnostic imaging examinations and the role of the sonographer was
expanding, at the time of writing, there remained no statutory regulation of
sonography practice in the UK with professionals relying on regulation through
their primary professional regulatory bodies (Gibbs, 2013). Lee and Paterson
(2004) argued that the issues around regulation of a practice, that included
professionals from a wide and varied professional background, were complex

with no easy solution
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1.2.2 The Development of Ultrasound training and education

In 1977, the Society of Radiographers implemented a training programme for
radiographers wishing to pursue advancement into ultrasound imaging called
the Diploma in Medical Ultrasound (DMU). For other professionals undertaking
ultrasound, a Certificate in Medical Ultrasound was provided (Lee & Paterson,
2004). However, this led to some ultrasound practitioners holding a formal
gualification and some not. As this was not a registered profession and had no
statutory regulation there was no legal requirement to undertake formal training
(Parker & Wolstenhulme, 2012). It was at this time that radiographers
undertaking ultrasound examinations became generally known as
sonographers in recognition of their specialist imaging skills (Lee & Paterson,
2004). In the early 1990’s (in response to the change of radiographer education
moving from a diploma to a BSc (Hons) degree) the DMU was replaced by a
credit-bearing postgraduate qualification that was open to all professionals
(Parker & Wolstenhulme, 2012; Price, 2010). Radiographers and midwives
made up most of the sonographer workforce but, unlike the radiographers (who
preferred to be called sonographers), the midwives held onto to their
professional identity referring to themselves as midwife sonographers (Lee &
Paterson, 2004).

In recognition of the differing levels of training nationally an organization was
formed in 1993 to oversee the quality of the ultrasound programmes. This
organization became known as the Consortium for the Accreditation of
Sonographic Education (CASE) (Parker & Wolstenhulme, 2012). The
consortium was formed by several professional bodies representing those that
were undertaking ultrasound examinations at that time, such as radiographers,
medical physicists and technologists and midwives. CASE'’s aim was to provide
a national overview of the level of training and education expected for safe
practice within ultrasound (Potter, Cairns & Stokes, 2012). At the time of writing
there were six professional organizations within the consortium: Society of
Vascular Technology of Great Britain and Ireland (SVT), Institute of Physics and
Engineering in Medicine (IPEM), The Society and College of Radiographers
(SCoR), The College of Podiatry, Chartered Society of Physiotherapists and
British Medical Ultrasound Society (BMUS), ensuring sonographers,

5
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irrespective of professional background, were trained to a high standard thus
promoting best ultrasound practice (CASE, 2016; Potter et al., 2012). CASE’s
constitution had been to accredit Master’s and Postgraduate level programmes
only with some exceptions being made to short course programmes, but these
were also at level 7 (CASE, 2016). At the time of writing, due to the increasing
pressure from HEE for the development of undergraduate sonographer training,
CASE revised its constitution on accreditation and included approval of level 6

(undergraduate) sonographer education programmes.

Even though the education and training of sonographers had become more
formal and had quality mechanisms to ensure sonographers were appropriately
trained, the role extension to report general medical scans was restricted by
radiologists, as stated earlier, until the late 1990’s (Gibbs, 2013). Even though
sonographer reporting became more accepted as a delegated activity the
radiologists clung on to the ownership/power over the report, only allowing
sonographers to report general medical ultrasound examinations with the
proviso that a radiologist oversaw the list and was available for consultation on
anything abnormal (Hart & Dixon, 2008). Anecdotally, the practice of
radiologists overseeing general ultrasound scanning continues within some
departments suggesting that there remained some reluctance to fully relinquish

ultrasound practice to other professionals outside of medicine.

The turn of the 21t century saw ultrasound practice become a widely-used
imaging modality that was, overall, a sonographer-led service with only a few
radiologists still actively undertaking regular scanning lists (Hart & Dixon, 2018).
Sonographer role extension, mainly due to the longstanding shortfall in the
radiologist workforce (Woodford, 2006) and increasing demand for routine
ultrasound services, facilitated the extension of the sonographer role into
autonomous practice including the reporting of both obstetric and general

medical ultrasound examinations (Hart & Dixon, 2008; Lee & Paterson, 2004).

1.2.3 Sonography career framework development
In 2000, the government recognized the need to drastically modernize the
National Health Service (NHS) resulting in the publication of The NHS Plan,

6
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(NHS, 2000). The key focus of this plan was to provide a patient-centered
service through the extension of professional boundaries and the full use of a
range of clinical skills (Woodford, 2005). Radiology had a longstanding
workforce crisis with insufficient radiologist and radiographer numbers to deliver
an effective service and this was seen by the Society and College of
Radiographers as a great opportunity to explore a new framework (opcit).
Insufficient radiologist numbers provided the catalyst for the “upskilling” of
radiographers enabling them to undertake advanced clinical roles that were
once undertaken by radiologists; whilst at the same time the introduction of the
assistant radiographic practitioner underpinned the registered radiographer
workforce thereby enabling the release of radiographers to advance their

practice.

The four-tier model described a career framework with practice through the
different levels from the most senior, consultant practitioner, advanced
practitioner, practitioner to the basic assistant practitioner (Figure 1).
Subsequently these roles were then matched to the Agenda for Change
framework for pay banding in 2004, which introduced an additional level of
specialist practitioner (Parker & Wolstenhulme, 2012). The implementation of
the Agenda for Change in 2004 mapped the national job specification for
sonographers at band 7, advanced practitioner, arguing the technical skill and
interpretation of ultrasound examinations required higher levels of knowledge
and skills of that required of a band 6, specialist practitioner (opcit). Whilst
most departments adopted this guidance, there was some anecdotal evidence
that indicated the Agenda for Change framework was not adopted nationwide,

with some NHS providers implementing separate pay and career frameworks.

The NHS Knowledge and Skills Framework appraisal tool and the National
Occupational Standards threshold competencies in sonography had been
reviewed extensively over the years to redefine the role description and pay
banding (Hart & Dixon, 2008; Smith & Duffy, 2009; Woodford, 2005). The latest
review by Skills for Health (2014) applied generic practitioner band 5
characteristics (that were developed along with employers and stakeholders) to
the role of sonographer (band 5). The Skills for Health band 5 sonographer

7
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framework comprised core and common specific National Occupational
Standards/competences but contained very little detail of exact clinical
competences required of the role; three years on (at the time of writing) the
band 5 sonographer framework was still out for consultation. Most of the
radiographer sonographer workforce were allocated to an AFC band 7 or 8a
with no other levels of practitioner underpinning these bands. Parker and
Wolstenhulme (2012) suggested that there were some NHS Trusts who
employed midwife sonographers at band 6 due to their limited scope of
practice. It appeared that there were no enforced pay and career frameworks in
place with regards to sonographic practice which led to discrepancies in

application and interpretation between service providers (opcit).

1.2.3.a Assistant Sonographer Practitioners

In 2008, the Society of Radiographers published a reportthat provided a
framework for the role of band 4 assistant practitioners in Ultrasound. This
grading was argued to be appropriate as the assistant practitioners performed
very focused examinations within strict protocols with no requirement for image
interpretation or diagnosis (SCoR, 2012). The band 4 assistant practitioner
(ultrasound) role was further clarified by Coleman (2013) suggesting the role
would be narrowly focused and in a prescribed area of practice, such as

screening, under the supervision of a registered sonographer.

The assistant practitioner role in ultrasound was developed primarily to support
the Abdominal Aortic Aneurysm screening service that functioned outside of the
general ultrasound service provided to primary and secondary care; therefore, it
can be argued to have had little impact on providing a solution to the
sonographer workforce deficit. Furthermore, the Centre for Workforce
Intelligence (CfWI) (2017) stated that this level of practitioner fell outside of the
definition of a sonographer suggesting a possible reason as to why the
assistant ultrasound practitioner (band 4) had not been implemented within

ultrasound services.
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Figure 1: Four Tier Model (DOH 2003)

The consultant practitioner would be required
to demonstrate clinical expertise, professional
leadership, practice and service development,
research, education and professional
development

The Advanced practitioner would have
knowledge and expertise in a specfic field, or
fields

Practitioner, qualified to work at registration,
but would undergo perceptorship to gain
confidence, independence, and competent
clinical practice.

Assitant practitioner would work below
registration level undertaking protocol-limited
tasks under supervision of the state registered

practitioner
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1.3 Workforce initiatives

The Society and College of Radiographer’s report (2009) suggested that there
were several routes that could be explored to grow a stable workforce in
ultrasound. The suggestions included overseas recruitment, “focused”
ultrasound courses (ultrasound programmes that are focused to one aspect of
ultrasound practice such as first trimester ultrasound), assistant practitioners
and direct entry ultrasound courses (post-graduate and undergraduate). Some
of these suggestions of workforce development, such as overseas recruitment
and assistant practitioners in ultrasound, had already been implemented with
very little impact on improving the sonographer workforce deficit (Thompson
2009).

Since 2003 there had been much debate about (and historical reluctance
regarding) the concept of an undergraduate ultrasound training programme that
would result in the creation of a practitioner sonographer at band 5 or 6.
Thompson (2009), on behalf of the Society and College of Radiographers
(SCoR), explored the possibility of an undergraduate sonography programme
and identified some of the advantages and potential issues, such as concerns
regarding a potential lack of emotional intelligence at undergraduate entry, and

a lack of regulation.

Emotional Intelligence (El), as a psychological construct, had courted
considerable debate over the years with its definition differing depending on
what theoretical framework was employed (MacCann, Joseph, Newman &
Roberts, 2014). Whilst there appeared to be little consensus as to whether El
was an individual ability, non-cognitive skill, capability or competence it was
generally agreed that El was an emotional awareness of self and others,
performance efficiency and emotional management (Littlejohn, 2012).
Emotional intelligence was identified as being a crucial skill when working in
areas that were highly emotive such as complex contexts of health care,
trauma and oncology services, all of which sonographers were required to
practice in (MacKay et al., 2015).

10
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Concerns about the lack of emotional intelligence being a barrier for
implementing undergraduate sonographer education continued and were
supported by the thinking that the level of El skills directly influenced the ability
to effectively perform ethical, problem solving, and critical thinking skills
required of an autonomous practitioner (Akerjordet & Severinsson, 2007;
Mackay et al., 2015). Suggestions that El developed as the professional
matured (with age) (Littlejohn, 2012) also provided weight to the argument that
student sonographers on a graduate programme (due to the student age
demographics that this programme would attract) would not have the skills

required for the stressful and emotive practice of sonography.

However, Mackay et al., (2015) found, in a longitudinal study that compared
student emotional intelligence trait scores to qualified radiographers, that El
could be developed through effective educational curricula alongside
embedded clinical practice at an undergraduate level. Thompson (2009)
argued that the barrier of EI for the provision of undergraduate sonography
training had no real substance as other professions, such as midwifery, had
managed to overcome this within their undergraduate programmes. Midwifery
and nursing programmes had notably moved away from functionalistic learning
to transformatory learning processes that facilitated the students to develop El
skills through reflection, supportive supervision and mentorship, enhanced by
service user involvement in delivery and planning of the course content
(Freshwater & Stickley, 2004). All of this placed EI at the core of the midwifery
training thus supporting MacKay et al.,’s (2015) suggestion that EI skills could
be taught in an undergraduate programme.

Midwifery training in the early 1990s, after decades of being restricted to
predominantly post-nursing training (similar to sonography, that was restricted
to practitioners who had a primary profession, usually radiography), was
changed to direct entry undergraduate education (Radford & Thompson,
1993). Challenges to the introduction of undergraduate midwifery education
experienced in Australia, USA and England suggested similarities to that being
experienced with sonography direct entry education; the departure from
traditional education practices being cited as being concerned with cost
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savings, workforce shortage driven, lacking common sense and at risk of
creating a two tier midwifery profession whereby the direct entry graduate
midwives would be less flexible and clinical skills would not be comparable to
those of the postgraduate trained midwives (Radford & Thompson, 1993; Shah
& Hsia, 1996). This scepticism was overcome with sensitive consideration of
the professional concerns and a collaborative approach to developing a

programme that assured midwifery point of entry clinical competency.

Statutory regulation, through professional registration, was also argued to be a
formidable barrier to the development of a sonography undergraduate
programme as this was argued to create significant doubt over the
employability of a graduate sonographer (Parker & Harrison, 2015).
“Sonographer”, at the time of writing, was not a recognized professional title
with no legal requirement to be registered to practice; registration had
historically been achieved through the primary profession with either the
Nursing and Midwifery Council (NMC) or the Health Care Professions Council
(HCPC) as a nurse, midwife or radiographer. The issues concerning
registration had been the most frequently cited reasons why ultrasound
education should be maintained at postgraduate/post-registration level.
Thompson (2009) suggested that whilst regulation was desirable it was not
essential; although anecdotally it has been suggested that most NHS providers
would not consider an application without evidence of registration to a

regulatory body.

However, this barrier was set to change with Health Education England actively
encouraging Higher Education Institutes (HEIs) to develop undergraduate BSc
(Hons) sonography programmes; the SCoR emphasized that the lack of
registration should not be a barrier to undergraduate sonographers being
employed (SoR, 2013). Furthermore, the Government 2016-17 mandate (DoH,
2016) to HEE actively supported the exploration of alternative education routes
that would boost the numbers of appropriately trained sonographers to maintain
a stable workforce; encouraging the introduction of higher apprenticeships in
health with national standards being developed. These actions appeared to be
advocating the employment of sonographers that were not (at that time)
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statutory registered health professionals. Political pressure from the Department
of Health (2016) to increase sonographer numbers within the 2016-17 HEE
mandate to meet service demands was providing impetus for a shift in health

education practice.

In 2007, the Society and College of Radiographers set up the public voluntary
register of sonographers to support the application to the HCPC for sonography
to be a recognized registered profession. This application was not successful;
Gibbs (2013), citing the DoH (2011) command paper, suggested that the
government, at the time of the application, was looking to reduce the cost of
professional regulation and devolve decision making down to a local level
encouraging the establishment of the voluntary registers rather than statutory
regulation. The voluntary register for sonographers, which was originally set up
jointly between the SCoR and the United Kingdom Association of Sonographers
(UKAS) in 2007, continued to be managed and updated by the SCoR. The
purpose of the voluntary register was to enhance public confidence and protect
the public in an area of practice where statutory regulation, at the time of

writing, did not exist.

Over time, with the main barriers of emotional intelligence and professional
registration being deemed to be less of an issue by most ultrasound providers
and practitioners, the development of an undergraduate programme for
sonography education was slowly becoming a reality; driven by government in a
response to meet increasing service demand and to redress the shortage of
sonographers. However, as highlighted by Thompson (2009) and SOR (2013),
there was no professional consensus as to what the clinical role of the
sonographer practitioner at band 5 would be; no agreed band 5 clinical
competence framework existed for this level of ultrasound practice making the
development of an appropriate undergraduate sonographer programme
problematic. The Health Education North West report (Waring et al., 2015),
which gathered data from interviews with twenty ultrasound department leads
(in that region) concerning the future education of the sonographer workforce,
suggested that the undergraduate sonographer model was the most plausible

long-term solution to the workforce crisis. However, with no clear sonographer
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career structure or role definition for the graduate sonographer, there remained
professional unease and resistance to implementing this solution (Waring et al.,
2015)

To develop a career framework from the highest to the lowest band provided a
challenging dilemma for ultrasound as professional roles were typically
developed from the lower levels of practitioner and built on to achieve the
higher levels of advanced and consultant practitioner as outlined in Agenda for
Change (2004) and underpinned by the NHS Knowledge and Skills Framework
(2006). The sonographer workforce faced a similar dilemma to that
experienced by the medical profession with the introduction of the Physician
Assistant/Associate grade, working backwards from consultant practice to that

of practitioner.

The Physician’s Assistant (PA) role was developed in the United States of
America (USA) as a response to the workforce deficit in the medical profession,
increased service demand and limited resources (Drennan, Levenson, Halter &
Tye, 2011; Gerrie & Hollbrook, 2013; Ho & Maddern, 2011; Hooker & Everett,
2012); similarities could be drawn to that of the situation of sonography in the
UK. The Physician’s Assistant was defined by The American Academy of
Physician Assistants as being a health professional who practiced medicine as
a member of a team under the auspices of a supervising physician

(http://www.aaap.org (accessed 2016).

The PA function was described as being similar to that of a nurse practitioner,
providing a further grade level within medical practice (Gerrie & Holbrook,
2013). The impact of implementing this lower grade of practitioner within
medicine (the PA) in USA and Canada was reported as being financially
beneficial yet provided safe and effective care within an integrated care
environment (Hooker & Everett, 2012). However, the development of the PA
programme within the UK faced the same issues as undergraduate
sonographers concerning registration and regulation, professional resistance
and acceptance and discrepancies in defining the PA role (Drennan et al.,
2011; Gerrie & Holbrook, 2013). Despite the inevitable barriers, the PA role
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continued to move forward with more UK HEI's developing programmes and in
the USA there was predicated to be a 30% rise in the PA workforce by 2020.
Interestingly the Physician’s Assistant USA title was changed to Physician’s

Associate in the UK even though the role of this grade was identical.

With the current workforce crisis of doctors in primary care the influx of PA’s
within the medical workforce was more than likely to be mirrored in the UK
(Drennan et al., 2011; Gerrie & Holbrook, 2013). Initially the development of
Physician’s Associate training programmes was slow, however, in January
2016 it was reported that 15 Universities in England and Scotland were
providing training for the Physician’s Associate role; this was in response to
meet the government agenda of having 1000 PAs working in primary care by
2020 (Van De Dreisschen et al., 2016). Furthermore, a survey of 20 NHS
Trusts investigated the adoption and deployment of PAs in primary care and
found that Trusts employed several PAs across a range of services to fill gaps
in medical staffing; employment of the PA within primary care was mainly
hindered by the short supply of PAs to recruit (Halter et al., 2017). The
evidence from literature, at the time of writing, would suggest that the rise in the
PA workforce as indicated by Drennan et al., (2011) and Gerrie and Holbrook
(2013) was indeed mirroring that of the USA. The author suggests that the
innovative approach of introducing a lower support grade to redress the
workforce shortage in medicine may provide a platform for re-evaluating career
frameworks for other professions experiencing a workforce crisis (such as
sonography) encouraging skill mix to provide a more cost effective and efficient

service.

1.4 The Ultrasound workforce

In 2012, the Centre for Workforce Intelligence (CfWI) was commissioned by the
Department of Health (DoH) to explore the potential risks and key issues that
faced the National Health Service (NHS) across all the health professions.
Diagnostic Radiography was identified as a profession in crisis with an
expected rise of 17% in the number of Diagnostic Radiographers required to

meet service needs and therefore it remained on the Migration Advisory
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Committee (MAC) shortage occupation list. Diagnostic Radiography, as
indicated previously, provided the main source of professionals for sonography
training (most sonographers trained first in diagnostic radiography thereby
drawing down on an already depleted workforce (Migration Advisory
Committee, 2015)) suggesting that the workforce deficit in diagnostic
radiography was a major reason for the sonographer workforce being in crisis.
However, very little factual evidence concerning the sonographer workforce, at

this time, was available to determine the extent of the crisis.

The ultrasound workforce was predominantly underpinned by diagnostic
radiographers undertaking postgraduate training (MAC, 2015). Edwards (2009)
suggested that midwife sonographers, whilst on the increase (and a profession
that was having its own workforce challenges) only accounted for approximately
197 practicing sonographers in the UK and some of those did not hold
accredited formal qualifications. In 2011, the Society and College of
Radiographers (SCoR) undertook a survey of ultrasound departments in the
United Kingdom (UK) to ascertain the current state of the workforce with a focus
on staffing and vacancy levels. The findings of the study closely mirrored those
found by the CfW1 with a 10.9% whole time equivalent (WTE) vacancy rate
amongst the respondents (SCoR, 2011). Furthermore, this was documented to
be increasing with a more current vacancy status being reported nationally at
12% (Parker & Harrison, 2015). However, Thompson (2014) reported a
vacancy rate of 18.1% and there was evidence that some regions were
reporting WTE vacancy rates as high as 20% (HEEM 2014). Whilst the
challenges of acquiring robust data concerning an unregistered occupational
group, which did not have its own MAC occupation code (being grouped with
radiography), were evident in the different vacancy rate percentages reported,
all did agree that there was a significant deficit in the UK sonographer

workforce.

The workforce issue in ultrasound was not a new problem; the British Medical
Ultrasound Society’s (BMUS) paper “Extending the Provision of Ultrasound
services in the UK” (2003) highlighted that ultrasound training was failing to
keep up with the service demand for, and natural wastage of, sonographers.
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This was further supported by the Consortium for the Accreditation of
Sonographic Education (CASE) who found (in their survey of UK accredited
programmes) that less than 200 sonographers completed their training in 2009
(Thompson, 2009).

Sonography had been identified on the shortage occupation list for over five
years (MAC, 2015) and had become a Government priority. The 2015-16
Government mandate to Health Education England (HEE) explicitly identified
the sonographer workforce as being key to delivering integrated care;
requesting that HEE worked closely with the Diagnostic Steering Advisory
Committee to ensure that sufficient numbers of appropriately trained
sonographers were provided to deliver services and meet future service
demand (DoH, 2016). To facilitate HEE in workforce planning the CfW1 were,
for the first time, commissioned to investigate the sonographer workforce in

isolation from radiography.

The CfWI published its report in March 2017 indicating the following:

most staff providing ultrasound services worked in radiology and diagnostic imaging
diagnostic radiographer was the most common job role

e non-medical staff made up around 83% of the core workforce — 71% of which were
radiographers

e about 80% of the total ultrasound workforce were women; women accounted for 88% of

the non-medical workforce

around 33% of all women who provided ultrasound were aged 50 plus

agency, locum and bank staff made up around 12% of the total ultrasound workforce

agency staff accounted for around 8% of the total ultrasound workforce

the vacancy rate across all HEE local teams at the time of survey was around 10%

the total long-term vacancy rate across all HEE local teams at the time of survey was

around 4%

e a postgraduate diploma in medical ultrasound was the most common qualification
currently held, and being studied for

e insufficient training staff available’ was cited as the most likely reason why departments
would not offer, were undecided, or planned to reduce ultrasound training in the future

e overall ultrasound activity was increasing but the rate of increase appeared to be
slowing.

Centre for Workforce Intelligence (2017, pg7)

In summary, the report indicated that the sonographer workforce was
predominantly non-medical, drawn mainly from the radiographer workforce, and
educated to postgraduate level. There was a consistently high vacancy rate,

with increasing problems expected in the future due to the large pre-retirement
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workforce. Whilst the findings of the CfwWI (2017) could be argued not to have
indicated anything new, for the first time, it provided a comprehensive report
concerning the sonography workforce. Due to the fragmented structure of how
sonography services were delivered it was argued, however, that this survey
might not have been representative of the national picture of sonography (Cfwi,
2017). The CfWI (2017) survey could be argued to have provided weight to the
HEE drive for the exploration and implementation of alternative training options,
such as an undergraduate BSc, for the maintenance and ultimate increase of
the sonography workforce that would meet the increasing demand for

ultrasound services.

The steady growth in the demand for imaging services overall had been widely
documented, but it was the most recent CfWI1 (2017) report, focusing on
ultrasound services in isolation, that provided the first substantial evidence that
demonstrated the extent of the increase in demand for ultrasound imaging;
stating a 9.4 % increase between 2013-14 and 2014-15 period which indicated
a growth of 4.6%. The increased demand for ultrasound imaging was linked to
increasing government targets (especially around cancer care), delivery of
national screening programmes (such as those seen in obstetric and vascular
services), new protocols for stoke management, reduction in risk thresholds for
GP referral of patients with suspected cancer to further investigations, the
introduction of 24hour -7 day working and the increasing aging population
(CtWI, 2017, Office of National Statistics, 2014; Parker & Harrison, 2015;
RCoR, 2016).

CfWI (2017) highlighted that the highest users of ultrasound imaging were the
age groups over 65 years (22%) and 25-34 years (23%); the 25-34 years age
group was argued to be mainly populated by patients accessing ultrasound
imaging as part of the obstetric screening programme. The CfWI (2017) figures
supported the suggestions that the increasing ageing population and national
screening programmes were key drivers for the increased demand for
ultrasound services. The RCoR (2016) report to HEE, using data from the
Office of National Statistics concerning hospital outpatient activity, highlighted
that 40% of all radiology attendances in 2013-14 were over 60 years of age and
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that patients in age groups of 60-64 and 65-69 used the radiology services the
most; this compared to the CfWI (2017) report that indicated this same patient
group was one of the highest users of ultrasound imaging. In addition to this,
there was evidence from the Office of National Statistics that the ageing
population in the UK (over 65 years) would increase from 14.4 million in 2013 to
17.3 million in 2022 and up to 20.8 million in 2032 suggesting that the demand
for imaging and ultrasound services was projected to escalate further. The
drive to address the sonographer shortage was imperative to maintain the

service in the future.

1.5 Conclusion

Sonographers had gone from being “trailblazers” in extended practice to being
stagnant with very little career structure development since 1990’s (Hart &
Dixon, 2008), however, the experience of the midwifery profession with the
development of an undergraduate provision along with the innovative
development of the lower medical grade of PA suggested that there may be
many lessons that sonography could learn to future proof their practice.
However, after years of procrastination within sonography about how to address
the workforce challenges, mounting political pressure (in the form of DoH HEE

mandates) to find a solution had brought the issue to the forefront.

The HEENW report (Waring et al., 2015) suggested that there was a reluctance
from sonographers toward the implementation of the graduate sonographer.
Although respondents felt it may be a valid solution in the long term, it was
indicated that the graduate sonographer role was “not wanted” in that region. A
collective reluctance amongst sonographers to define the role and clinical
competences required of a graduate sonographer had been previously
acknowledged (Parker & Harrison, 2015; Thompson, 2009), however, there was
very little explanation as to the extent of this resistance, where it was rooted
and its impact. Thompson (2009) suggested that the development of a graduate
sonographer programme and the subsequent employability of a graduate
sonographer in the absence of any consensus on the role and clinical

competences required posed great challenges for both educators and
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employers. The SCoR (2013) indicated, that prior to the implementation of
graduate sonographer education and employment in the workforce, a more in
depth understanding of the role and clinical competences was required to

facilitate a wider adoption of the new grade of sonographer.

1.6 Aims and objectives of the study:

The project aimed to explore the attitudes, opinions and perceptions of a
sample of practicing sonographers concerning the possible introduction of the
graduate sonographer role and the subsequent development of a skill mix from
band 5 to 8 within ultrasound services. Whilst initially the project was intended
to only have one round of interviews the emerging complexities, entwined within
the attitudes and opinions of the participants indicated a need to conduct the
study in two phases to enable a more considered answer to the research
guestion

“What are the individual attitudes and opinions of sonographers
towards the role of the graduate sonographer?”

This research aimed to explore:
1. The attitudes and opinions of the participants toward the role of a
graduate sonographer (phase 1)
2. The participants’ view of their working world (phase 1 and 2)
3. The culture of sonography and its influence when implementing change

in education and career frameworks (phase 2)

The objectives for this project were to:

e undertake a review of the literature to provide a frame of reference for
the findings of this project (aim 1, 2 and 3)

e conduct two phases of semi-structured interviews on a purposively
selected sample of currently practicing sonographers (aim 1 & 2)

e analyze the data using an inductive thematic analysis approach (aim 1 &
2)

e interpret the findings in order to interpret the “world view” of the

participants (aim 1,2 & 3)
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¢ make recommendations from the findings that could inform sonographer

workforce planning and sonography education provision (aims 1, 2 & 3)

1.7 Summary of Chapter One

This research aimed to explore the attitudes and opinions of practicing
sonographers with relation to implementing changes to the career structure
for sonography and how future sonographers may be educated. The practice
of sonography was deemed to be the “trailblazer” for role extension and yet
for over 20 years there had been little change in how sonographers were
recruited, educated and developed.

A professional culture had developed through the creation of this specialist
area of ultrasound practice, but this had led to stagnation and a restrictive
almost singular career structure with very little expectation for development
to higher levels of practice.

Exploration of sonographers’ attitudes and opinions may provide a greater
understanding as to why sonography had remained unchanged for twenty
years and what steps were needed to ensure sonography could evolve to
meet the challenges of the future alongside other professionals.
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Chapter Two

Review of the Literature

2:1 Introduction

An initial review of the literature was undertaken to explore what was
understood about clinical competence and how clinical competence frameworks
were used within health that supported phase one of the study. The review of
the literature presented here provided a critical narrative that enabled the
researcher to contextualize clinical competence and its impact on the clinical
role thereby providing supporting evidence for Aim 1 of the research study.
Following on from the initial review for phase one of the study a second search
of the literature focusing on professional culture, professionalism and
professional identity was undertaken to support aims 2 and 3 of the research
project. The second literature search enabled the researcher to consider
connections (that were indicated in the first phase of the research project)

between clinical competence articulation and professional identity and culture.

Both stages of the literature search informed the research focus of the study;
identifying gaps in the subject knowledge that required further exploration. A
critique of the research methods employed in the literature also provided the
researcher with a rationale for undertaking the methods employed in this study.
The breadth of research methodology included in this review provided a rich
source of knowledge concerning the current understanding of the world of the
sonographer with regards to clinical competence, professional culture and
identity. The themes identified within the literature reviewed provided two foci
for the discussion; clinical competence and capability and the world of the

health professional.

2:2 Literature Review Methodology

Throughout the research fraternity there was much debate concerning the
credibility of literature reviews as a research method and it was from these

challenges to literature review credibility that the systematic literature review

22



Sonography Culture: Attitudes and opinions towards the introduction of the graduate sonographer

was born (Leach et al 2009). However, whilst it was noted that systematic
literature reviews facilitated the researcher to answer a specific question and/or
test theory by summarizing evidence from several research studies they did not
provide a broad enough picture for more complex topic areas often found in
gualitative research or enable a researcher to develop theories and create new
hypotheses (Khan et al 2011). It was therefore imperative that the researcher
understood the purpose of the literature review in order to undertake the most
appropriate strategy ensuring validity (Leach, Neale & Kemp, 2009; Murphy &
Yielder, 2009). Whilst the review of the body of literature was undertaken in a
systematic way it was not the intention of the researcher to provide a systematic

literature review.

The purpose of the literature review was to develop a critical narrative of the
existing body of knowledge that provided a conceptual background. The
identification of controversies and “gaps” in knowledge within the literature that
required further research and consensus of understanding aided the researcher
in the development of the research methodology (development of interview

strategy and identification of sample population).

2:2.1 Research Question

Polgar and Thomas (2013), Leach et al (2009) and Aveyard (2010) concurred
that framing a review question was crucial to a literature review achieving its
purpose. Furthermore, the review question should be clear and unambiguous
but at the same time not be too focused as to exclude knowledge not

considered by the researcher at this early stage.

For the initial review of the literature the author posed the question “What was
understood about clinical competence?” The question deliberately did not
identify a single profession due to ultrasound practitioners coming from a wide
professional background, therefore it was important to capture all professional
perspectives. The author intended that the review question would provide a
broader knowledge base of what was understood about clinical competence
and the controversies surrounding its use to define clinical roles and

frameworks. Professional body sonographer clinical competence guidelines
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and standards were included in the review in order for comparisons from the
wider literature to be made (Section 2.4 outlines in detail the phase 1 search

strategy).

The second review of the literature was carried out to develop the author’s
understanding of the working world within which sonographers practiced. The
second review question was “What is understood about professional
culture and professionalism?”. A wide context of health professions (rather
than focused to sonography) was reviewed so that the author could develop an

understanding of how sonography compared to other professional groups.

2:3 Search Strategy

The parameters under which the researcher conducted the literature search
was termed collectively the search strategy and included the identification,
retrieval and appraisal of the literature to be used in the reviews. Aveyard
(2007) and Polgar and Thomas (2013) suggested that literature searches were,
in the main, conducted using electronic search databases as these provided a
massive library of historical and current literature that was easily accessed and
retrieved. However, as well as undertaking a search through the SHU library
gateway using the databases described in Table 1, a hand search of journals
and reference lists was also carried out to ensure as much literature as possible

was identified and appraised, thus creating a rich source of data.

The potential to identify an extensive pool of literature using electronic
databases was argued to be problematic and could adversely affect the quality
and relevance of the literature review (Aveyard, 2010). It was therefore
important to search using keywords and search terms that reflected the key

variables and concepts (Leach et al 2009).
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DATABASE RATIONALE
MEDLINE About 11 million abstracts and citations
Research included are medical and nursing issues relating to clinical
practice, research and health care.

CINAHL Plus with Full Text Literature from nursing and Allied Health Professional research
Generic
Contains journal articles and books

PUBMED Citations to over 21 million journal articles but very few books — linked
to MEDLINE
Science Direct Over 10 million articles

Literature from engineering, health, medical and technical science and
physical science

Google Scholar Peer reviewed online journals and non-peer reviewed journals
Internet Search Engine

European and American scholarly publishers and books

Table 1: Database Justification

2:3.1 Retrieval and Appraisal of Data

The details of the literature identified from the search were entered into an
extraction matrix; this provided the researcher with a quick reference to the key
information included in each piece of literature reviewed such as central aim,
research design and sample population. Leach et al. (2009) and Aveyard
(2010) both suggested that, when appraising the literature, a critical appraisal
tool should be utilized to ensure a systematic appraisal of the literature was
achieved. It was argued that there was no gold standard for the choice of
critical appraisal tools for any study design including systematic review and
gualitative study design (Katrak, Bialocerkowski, Massy-Westropp, Kumar &
Grimmer, 2004). The lack of consensus on quality criteria for qualitative
research was argued by Murphy and Yielder (2009) to create confusion
amongst researchers and could adversely affect the rigour and trustworthiness

of the findings.

The Critical Appraisal Skills Programme (CASP) tool was initially used to
examine the literature and thereby identified the trustworthiness of the research
and the relevance of the findings to the context of this study. (CASP, 2017.
Making Sense of Evidence. Retrieved 10.07.2017, from http://www.casp-

uk.net/criticalappraisal ). Although it was argued that the GRADE system, as
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advocated by the latest Cochrane review, could determine more effectively the
quality of a body of evidence, using grading against the presence of five factors,
this approach was more relevant to the undertaking of systematic literature
review and not an extended review of a body of literature (Higgins & Green,
2011). However, whilst the purpose of this literature review was to explore a
body of literature to provide context, the author did include within the quality
appraisal assessment the factors of within-study bias (methodological quality),

directness of evidence and risk of publication bias.

2:3.2 Analysis

To identify the key concepts, theories and make connections between the
studies reviewed Leach et al. (2009) suggested that the reviewer needed to
organize and classify the information and thereby create a framework in which
to present new meaning from the literature reviewed. It was the author’s
intention to frame the discussion using inductive thematic analysis. Inductive
thematic analysis enabled the researcher to search for common themes/threads
that extended across the range of literature which provided nuanced and

detailed analysis.

2.4 Phase 1: Review of the Literature Methodology

The search was conducted in two phases, first profession specific and then
multi-professional. On the initial search the keywords “Ultrasound clinical
competence” and “sonographer clinical competence” or “Sonographer
proficiency” or “sonographer professional standards were used (it was deemed
necessary to use BOOLEAN operators to search for terms that were from the
same concept such as “ultrasound and sonographer and “Competence or
Standard or Proficiency”). The use of the BOOLEAN operator ensured that the

search was inclusive using alternatives for each search term.

The initial search returned 715 citations; once peer reviewed, date (1997-2017),
English and subject terms restrictions (Clinical competence, competence,
professional competence) had been applied 48 citations were screened for

eligibility using the inclusion and exclusion criteria (appendix 1). This ensured
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that the literature retrieved was justified and uniform therefore enhancing the
guality and rigour of the search process. No articles identified by the databases
were deemed relevant to this study so a hand search for articles, documents
and reference lists was undertaken resulting in 9 professional documents being
included in the review as indicated on the initial PRISMA (2009) flow chart
(Appendix 2).

An extended search was undertaken removing the restriction to ultrasound and
sonographer in the keywords. This returned a considerable number of citations
and required the very focused subject term of clinical competence to be applied.
870 citations were screened for eligibility using the inclusion and exclusion
criteria (appendix 1), resulting in 63 pieces of literature being scrutinized for
relevance to the review question. The literature search following the process
outlined in the wider literature PRISMA (2009) flowchart (Appendix 3) resulted
in 27 articles that were include in the initial literature review supporting phase 1
of the study.

2:4.1 Phase 1: Literature Quality Assessment

After entering the articles in the critical extraction matrix (appendix 4) key
information about the articles was cross referenced. The 27 articles that met
the inclusion and exclusion criteria included 12 primary research articles, 12
systematic literature reviews and three reports. All 12 primary research papers
were from a qualitative perspective using either qualitative research tools or
mixed methods with the theoretical drive of the study being from a qualitative
perspective. The research methods employed in the primary research projects
were mainly interviews followed by surveys, focus groups and the Delphi
method. A further 9 sources of literature from Government and Professional

bodies were included in the review to gain a political and regulatory perspective.

The distinct preference for qualitative research methods by health
professionals, (as supported by this review of the literature) was identified by
Cardinal et al. (2004) who suggested that the epistemological stance of a
researcher was often influenced by their professional culture. Whilst Cohen,

Manion and Morrison (2007) argued that a purely positivist approach to
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research in health care was problematic and did not capture rich and complex
data, it was also argued that a purely qualitative approach was also flawed
(Appleton & King, 2002). Doyle, Bady and Byrne (2009) suggested that there
was a fundamental shift toward a mixed method approach to research in health

care.

None of the primary research articles identified using pilot studies prior to
collection of data. Gray (2014) advocated that piloting of interview questions,
surveys and questionnaires was essential to ensure accuracy and consistency,
reduce ambiguity and decrease researcher bias. Piloting of the research tool
ensured validity and reliability of the data collected (ibid). Silverman (2010) also
agreed that pilot studies were an essential component of good quality research
whether it was quantitative or qualitative. However, when adopting a
constructionist model for the research project it was argued that piloting an
interview could adversely bias the co-constructed phenomena between
interviewer and interviewee and was therefore ill-advised (Rapley, 2004).
Researchers argued for and against the use of piloting the research tool and
therefore the non-disclosure of the use of pilot studies within the studies

reviewed was not used as an excluding factor.

Data analysis for both the primary research and systematic literature reviews
involved the ordering, structuring and organization of data. The literature
reviews, that identified the analytical approach, used thematic content analysis;
this is suggested to be the most commonly used approach for qualitative
reviews of literature (Marshall & Rossman, 2011). The primary research
articles also used thematic coding for the analysis of the data however only one
article documented using the statistical software package CAQDAS v5.2 to
determine accurate levels of consensus. The remaining studies used
descriptive and interpretive analysis undertaken by the researcher with external

verification to determine levels of consensus.

Ethical approval was identified in only four of the 13 primary research articles;
two did not require NHS ethics and research and development approval as it
was deemed that the participants were competent to give consent and there

was no prior relationship between researchers and participants; one article
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documented that relevant university ethical approval was obtained and one
gained approval from the Research Ethics committees of all hospital and
universities involved in the study. The remaining primary research articles that
did not document obtaining ethical approval included studies that used
professional groups as the participant sample and therefore it could be
assumed that ethical approval was also not required and therefore not
documented. The lack of documentation of ethical approval within the
publications, whilst raising concerns about the governance and quality of the

methodology, did not exclude them from the review.

2.5 Phase 2: Review of the Literature Methodology

The literature search that supported the second phase of the study was
developed to explore what was understood about culture and professional
identity within health occupations. The search was not restricted to sonography
as the researcher wanted to explore the broader context of professionalism and
professional identity across different health professional groups due to
sonographers coming from a wide variety of professional backgrounds. The
search strategy followed the same structure as for the first phase literature
review. Keywords such as “professional culture”, “professional identity” and
“professionalism” were used. BOOLEAN operators such as “professional or

occupational” were used to ensure alternatives were included in the search.

The initial search returned 217 articles for professional culture, 267 articles for
professional identity and 664 articles for professionalism. Duplicates were
removed, resulting in 367 peer-reviewed pieces of literature for further scrutiny.
Inclusion and exclusion criteria (Appendix 5) were applied removing a further 88
articles. After full text appraisal, it was deemed that 22 pieces of literature were

relevant to the research (Appendix 6: PRISMA Flowchart).

2:5.1 Phase 2: Literature Quality Assessment
The articles were entered into the critical evaluation matrix for cross referencing

(Appendix 7). The 22 articles that were deemed relevant to the research topic
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included twelve primary research articles, nine literature reviews and one case
review. Apart from one literature review research paper, none of the literature
review research papers illustrated the search strategy and analytical approach
undertaken (the omission could be argued to be probably due to journal word
limit constraints). Whilst concerning (not being able to assess the rigour of the
research process) the papers were included in the review as it was felt by the

researcher that these papers provided a depth to the critical narrative.

The twelve primary research papers all used a qualitative approach to gather
and analyze the data primarily concerned with values, attitudes and
perceptions. The most popular method was case studies accounting for eight
of the primary research papers; only one of these was a comparative case
study project. Other approaches used longitudinal cohort study, mixed
methods, field trial and focus groups as the methodology for investigating the
research topic. Thematic content analysis was most popular amongst the

studies that used interviews (semi and open) and focus groups.

The diverse research methods and tools for collecting data in the primary
studies provided a rich source of data that could be compared and critically
evaluated against the findings of the literature reviews, thus enhancing the

validity and reliability of this critical narrative.

2.6 Literature Review Discussion: Critical narrative

The author critiqued the literature to explore what was already known about
clinical competence and professional culture within health. Although two distinct
reviews of the literature were undertaken, (Feb 2015 and December 2015) to
support the two phases of the project, the findings were intertwined. The
discussion will firstly explore what is understood about clinical competence and
how it is used within health professions, followed by an exploration of
professionalism and professional culture which will contextualize the world of

the health professional.
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2.6.1 Phase 1: Contextualizing Clinical Competence and Capability
There will be five aspects of clinical competence and capability explored
including: defining competence, professional standards, scope of practice,

frameworks and assessment and training.

2.6.1.a Defining competence

Core competency benchmarks for health professional groups in Australia,
United States of America (USA), and New Zealand were first developed in the
1980’s and not until 2000 for the United Kingdom as a response to the growing
public interest for professional accountability (Gardner et al., 2006; O’Connell et
al., 2014; Verma et al., 2006). It was this professional preoccupation with
clinical competence that resulted in the need for to it to be investigated, defined
and ultimately measured (Cowan et al., 2007). However, the concept of
competence was poorly defined within the literature especially when concerned
with defining professional clinical competence (Banning, 2012; Cassidy, 2009;
Cowan et al., 2007; O’'Connell et al., 2014; Norman & Coopamah, 2007,
Windsor et al., 2012). Differentiating between competence and competency
was fraught with disagreement. McMullan et al., (2003) (cited by Cowan et al.,
2007) stated that confusion surrounding the definition was born from the
inconsistent and interchanging use of competence, competency, capability and

performance.

Cowan et al., (2007) undertook a systematic review of the literature to develop
a definition of the concept of nursing competence. The review found that there
was very little consensus on the definition of nursing competence suggesting a
wealth of ambiguity, contradiction and confusion; findings which were later
supported by Yanhau and Watson (2011). This lack of agreement concerning
the definition of competence was also apparent in medical practice (Epstein &
Hundert, 2002). Gardner et al., (2006) suggested that competence was an
ambiguous notion not supported by evidence-based research. The lack of
consensus concerning clinical competence could be due to the multifaceted and
dynamic concept of competence amongst, and within, occupational groups
(Banning, 2012; Lester, 2014; Verma et al., 2006).
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Butler et al., (2006) argued that, whilst defining competence in midwifery
practice was problematic, the articulation of clinical competence was crucial in
being able to develop the scope and sphere of professional practice. Cowan et
al., (2007) found that defining competence was complicated by the need to
differentiate between competence and competency. Whilst competence was
often defined as the ability to perform a task to an expected level (essentially
what a person can do); competency was concerned with the behaviour that
underpinned the action. The Oxford Dictionary of English (2015) supported and
provided clarity to Cowen et al.,’s (2007) differentiation of the terms (often used
interchangeably) when discussing competence. Competence was defined as
an individual’s ability to do something successfully; competent was an individual
who had the ability, knowledge or skill to undertake a task successfully; core
competency was an occupational defining capability or a specific level of
competence in an occupation. Cowan et al., (2007) concluded their review
suggesting that competence was the complex combination of knowledge,
performance, skill, values and attitudes; thus, suggesting that competence and
competency could not be subdivided, and further research was needed to

develop a more holistic approach to defining competences.

Turrill (2014), whilst acknowledging competence had been traditionally difficult
to define, suggested that it was possible to identify quantifiable professional
characteristics that could be used to determine clinical professional
competence. The key characteristics identified were concerned with the
integration of knowledge and skills with clinical practice (Lejonqgvist et al., 2012;
Turrill, 2014). These fundamental elements of competence were also supported
by Butler et al., (2006), Cowan et al., (2007), Gardner et al., (2005), Homer et
al., (2007), Kaslow et al., (2007), O'Connell et al., (2014), Verma et al., (2005)
and Windsor et al., (2012). However professional attitude and values, effective
communication along with safe practice and self-awareness, were also
highlighted as key components required of the competent practitioner (Butler et
al., 2006; Cowan et al., 2007; Homer et al., 2007). Epstein and Hundert (2002)
succinctly outlined the foundations of competence to include clinical skills,
scientific knowledge and moral development. The core competences identified
were often referred to as domains of practice within the literature (opcit) and
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found to be embedded in most health profession’s clinical competence

frameworks, such as the 4-tier model (DoH, 2003).

Verma et al., (2005) explored the core competences across medicine, nursing,
occupational therapy and physiotherapy identifying common core competences
across the different professional groups. The commonalities identified were
professional accountability, knowledge, communication and application of
knowledge in practice. The recognition of different health professional groups
having generic core competences was outlined in the Health and Care
Professions Council (HCPC) (2013) Standards of Proficiency for the 14
professional groups, the Canadian National Competency Profiles (2014) and
the Victorian Government (2014) Allied Health Capability Framework. However,
the requirement to outline profession specific competences that addressed
technical and practice specific skill requirements across all occupational groups

was also noted.

Competence was often used interchangeably with capability (O’Connell, 2014);
however, Banning (2012) argued that there were differences between
competence and capability; suggesting competence as being a measurable skill
assessed against a standard whereas capability was the holistic ability to adapt
and change, endorsed by Cowan et al., (2007) and Benner (1984). Capability
facilitated the integration of knowledge, skills, attitudes and values in response
to various scenarios demonstrating high levels of self-efficacy (Banning, 2012;
Cowan et al., 2007). However, it was suggested that competence and capability
shared similar foundations in basic skills and knowledge and that they were part
of a transformative continuum; competence was suggested to be an attribute of
capability (Banning, 2012; O’Connell et al., 2014).

The concept of a continuum from competent to capable practice was explored
by Patricia Benner (1984) as cited by Cowan et al., (2007); the significance of
the concept of a continuum is apparent when considering the differences in
practice from a newly registered practitioner to advanced and consultant
practice and when defining competence. It was argued that competences were
prescriptive in their very nature and therefore only appropriate for graduate
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newly registered practitioners (band 5 and 6 practitioners). As the professional
moved towards advanced practice, competences were argued not to
adequately define the complexities of the clinical requirements (Chiarella et al.,
2008; Gardener et al., 2006; O’Connell, 2014). The capable practitioner, in
comparison to the competent practitioner, was adaptable in unfamiliar
situations, able to problem solve and was confident in their own ability (Banning
et al., 2012; Chiarella et al., 2008; O’Connell, 2014). In the author’s opinion,
capability could be argued to be an extension of practice beyond competence
and therefore suggests that capability would better define the role of the

sonographer at band 7 and 8.

The primary purpose for identifying and measuring competence in health care
practice was fundamentally to protect the public from harm by incorporating the
concept into legal, ethical and regulatory frameworks (Bentley & Dandy-
Hughes, 2012; Butler et al., 2008; Lester, 2014; Verma et al., 2005). However,
sonography (at the time of writing) did not have a regulatory body; each
practitioner was legally and ethically bound by their primary profession. This
arguably posed a dilemma when developing clinical competence frameworks
for the graduate sonographer. Further purposes for defining clinical
competence standards were identified as: a method to communicate to service
users and other professional groups the benchmark professional standards of
competence, to inform the development of training curricula, to determine the
eligibility to practice (credentialing) at entry to the profession as well as
returning to practice, international mapping and on-going monitoring,
performance management, to inform job descriptions, personal specifications
and career progression (Chiarella et al., 2008; Homer et al., 2007; Singh et al.,
2010). Verma et al., (2005) succinctly described the purpose of clinical
competences as being to define discipline, practice and specialty which was
further endorsed by Chiarella et al., (2010) who stated that competence

standards gave professional standing and identification of the clinical role.

In conclusion, it was evident from the literature that clinical competence outlined
in a professional standards framework facilitated the articulation and
communication of the definition of practice that specific professionals were
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expected to perform at different levels. The definition of practice created a
unique professional identity, not only for the practitioner but also for the public
(Chiarella et al., 2008; Homer et al., 2007; Singh et al., 2010).

2.6.1.b Professional Standards

Clinical governance had become an increasingly important aspect of health
care delivery as increased vigilance, professional accountability and individual
responsibility had defined medical and non-medical practice (Southgate et al.,
2001). Professional standards had become a means to monitor and ensure
clinical governance (ibid). Threshold standards of practice defined the
professional and instilled a sense of belonging, value and ownership to a
professional group, thus it can be argued that professional standards provided
the building blocks for professionalism (Bulley & Donaghy 2005; Butler et al.,
2006; Chiarella et al., 2008).

It was generally agreed that professional standards were fundamental to safe
practice and had a role in professional regulation, informing clinical practice and
education planning (Andrist & Schroedter, 2001; Bulley & Donaghy, 2005;
Chiarella et al., 2008; Gardner et al., 2005; HCPC, 2013; Victoria Government,
2014; Wing & Baines, 2014). Sonography Canada (2014) advocated that
appropriate practice competencies must be measured against accepted
standards in the profession; the standardization of clinical competences in
practice was vital to ensure equitable quality of care and a safeguard for the
public (Baker, 2006; Epstein et al., 2002; Turrill, 2014). However, Southgate et
al., (2001) argued that formal standards were not appropriate for all levels of
medical practice as they did not consider the more complex clinical
situations/practice. It could be concluded that professional standards that
indicated minimum threshold competences were useful in defining graduate,
entry level professional roles and scope of practice but less appropriate when
defining more advanced practice (Banning et al., 2012; Butler et al., 2008;
Turrill, 2014).

Baker (2006) reviewed medical professional practice and defined a standard as
a general description of what action was required. Professional standards that
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reflected behaviour and performance levels expected of the practitioner in
clinical practice were commonly determined by professional regulatory bodies.
Baker (2006) argued that allowing professional regulatory bodies to solely set
standards of practice was dangerous as this exclusive practice reinforced the
power and dominance status of that professional group; historically this power
status had been evident within the medical profession whereby minimum
standards had been set by the General Medical Council (GMC) with little
consultation with service users (Baker, 2006; Bloor & Dawson, 1994). This lack
of engagement with all stakeholders was argued to reduce confidence in the
minimum thresholds set, due to the lack of transparency and inclusivity in the
process (Gardner et al., 2005). It was suggested that a wider consultation
involving patients, managers and policymakers should be undertaken when
developing standards, competences and thresholds to incorporate different
perspectives (opcit). Widening stakeholder involvement in standard setting
facilitated the blending of evidence with opinion, thus providing a more robust
and defensible standpoint that would increase public confidence (Butler, 2006;
Gardner et al., 2005).

Generic professional standards and competences that were relevant to all
health professionals had been identified and adopted by most Allied Health,
Medical and Nursing professional and regulatory bodies (HCPC, 2013; New
Zealand Medical Radiation Technologists Board, 2011; NMC, 2008; Southgate,
2001). In contrast, in Australia the differences in practice, perspectives and
values that were fundamental to each of the College of Midwives and the
registered nurse competence standards fueled much debate in reaching an
agreement on generic standards and competencies. The nursing competence
standards adopted a more generic, broad ranging, list of standards whereas the
midwifery standards were more specific to the tasks and scenarios found within
midwifery practice (Homer et al., 2007). After a wide consultation The
Australian National Competency Standards for the midwife (2006) used a more
generic approach to setting competence and professional standards, rather

than the historical task-focused approach.
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The debate for and against generic competences and professional standards
continued, with much emphasis on the diluting of professional identity (Michels
et al., 2012). Professional identity, defined using the Social Identity Theory
concept, was how individual professionals perceived and valued themselves in
relation to others (Hall, 2005; Michels et al., 2012). The reluctance to blur
professional identity was firmly linked to a value base; the value an individual
placed on their professional identity and how the individual perceived other

practitioners to value their profession (Hall, 2005).

The fear of dilution of professional identity was argued to be strongly linked to
occupational protectionism which endorsed the maintenance of specialty and
practice specific competences alongside the generic ones within the
professional standards (Chiarella et al., 2008). Occupational protectionism was
reinforced by the strong affiliation to a professional identity which was jealously
guarded through territorial behaviour; often actioned through the articulation of
minimum threshold clinical competence standards for practice (Bate, 2000;
Frenk, et al., 2010; Hall, 2005). The protection of occupational territory was
suggested to foster rivalry between professional groups, lack of collaboration
and interprofessional working (Chiarella et al., 2008). In an attempt to reduce
the territorial behaviours between professional groups the standardization of
practice across common core domains of competence was recognized as good
practice that broke down interprofessional barriers (Verma et al., 2005).
Professional groups and regulatory bodies increasingly adopted the approach
of identifying core generic skills, within their professional standards, that all
practitioners must achieve whilst also acknowledging the need for profession
specific competences (Chiarella et al., 2008; HCPC, 2013; New Zealand
Medical Radiation Technologists Board, 2011; NMC, 2008; Verma et al., 2005).

The United Kingdom Association of Sonographers (UKAS, 2008) outlined
professional working standards specific to Ultrasound. The guidelines, whilst
providing a general overview of standards of professional competence required,
also provided examination specific guidance, listing minimum threshold
performance criteria expected. The identification that individual areas of clinical
practice required unique competence standards was supported by the
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competence profiles set out in the profiles devised by Sonography Canada
(2014) However, unlike the NMC and HCPC, UKAS had no legal standing as it
was not a regulatory body and therefore had no legal platform on which to
define the clinical role and scope of practice, providing guidance rather than

threshold standards of performance (much the same as the SCoR).

Ultrasound (at the time of writing) was not a recognized profession and
therefore had no discrete professional or regulatory body with which to consult.
The articulation of sonographer advanced practice competences was created
by a collective of professional groups (Thompson, 2009) and thereby it was
argued that professional identity and protectionism should have been minimal.
Interestingly, unlike the USA, the UKAS (2008) sonographer framework of
competences only included advanced practice, omitting to identify direct
entry/graduate sonographer competences. The reluctance to recognize
practice competences below advanced practice could suggest that the
collective of professionals demonstrated occupational protectionism; identifying
tasks that could be undertaken by a lower level of practitioner could be
perceived as devaluing the level of expertise and skills required in ultrasound

and thereby threatened the occupational status.

2.6.1.c Scope of Practice

Articulation of standards of practice and competence thresholds were
suggested to be fundamental to the development and determination of the
sphere and scope of clinical practice (Butler et al., 2006). Scope of practice was
defined by the procedures, tasks and processes that the practitioner had
received through education and demonstrated competence which was
permitted by law (Andrist & Schroedter, 2001). The Victorian Government of
Australia (2014) further defined the scope of practice as the delineation of the
health practitioner’s clinical practice which was dependent on qualifications,
competence, performance and suitability as well as the organization’s ability to

support the professional within the clinical role.

The identification of competence standards, that enabled professional self-
regulation, created clarity and definition of the clinical role and scope of practice

38



Sonography Culture: Attitudes and opinions towards the introduction of the graduate sonographer

(Turrill, 2014). Minimum threshold standards needed to be used in conjunction
with the scope of professional practice and were thereby suggested to be
intertwined (Andrist & Schroedter, 2001). However, the appropriateness of
using professional standards and minimum threshold competences to define
advanced practice was questionable and it was argued that they should only be
used to define the scope of practice for entry level practitioners due to threshold
standard’s inability to define practice in more complex clinical situations
(Banning, 2012; Chiarella et al., 2008; Southgate et al., 2001). Verma et al.,
(2005) disputed this, suggesting that the identification of core competencies
within a framework facilitated the mapping of clinical roles and scope of practice
both horizontally and vertically across a range of health care levels of

performance.

2.6.1.d Frameworks

Frameworks provided an opportunity to achieve professional consensus on
core competences and a shared understanding of the scope and requirements
of a clinical role (DoH, 2011; Green, 2010; Verma et al., 2005). Competence
frameworks had a multitude of benefits, not least the ability to provide a
mechanism of support to an adaptable and efficient workforce, as well as
facilitate the ever-changing scope of practice found within health care
professions (Green, 2010; Victorian Government, 2014). For a framework to
support an ever-changing workforce it needed to be non-prescriptive,
unambiguous and flexible to reflect the changing context of service delivery
(Lester, 2014; SCoR, 2013).

The College of Radiographers (2004) developed the four-tier career model in
response to the acute shortage of radiotherapists. This outlined the scope of
practice from assistant to consultant practice by mapping the required skills and
competences (performance indicators) for each level; thereby creating, not only
professional recognition of the scope of practice, but also a career pathway that
illustrated the continuum of professional development suggested by O’Connell
et al., (2014) to be the main purpose of clinical competence frameworks.
However, it could be argued that the four-tier model was at odds with the
suggestion that defined competences were only appropriate for entry level
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graduate practitioners and not for the advanced and more complex levels of
practice found at band 7 and 8 (Brenner, 1984; O’Connell et al., 2014),
therefore not fit for purpose. Lester (2014), after reviewing 40 UK professional
standards concluded that the extent to which competence frameworks were fit
for purpose was variable thereby casting doubt on the effectiveness of
professional competence frameworks in articulating the scope and standard of

practice of health professionals.

When developing a competence framework, the scope of practice, code of
conduct and ethics and the changing face of service delivery all must be
considered to ensure consistency and relevance (SCoR, 2013). Butler et al.
(2006) advocated that the most important requirement at registration of any
health care professional was that they were safe to practice. However, self-
sufficiency, currency, an awareness of the clinical role and their own limitations,
good communication skills and attitude should also be included in any model or
competence framework (ibid). The NHS Knowledge and Skills Framework
(2006) also included these characteristics in the six core dimensions that were
applied to all levels of health service employees. Furthermore, the SCoR
(2013) core disciplines of knowledge and skills, professional development,
personal responsibility and reflective practice indicated the requirement for a
highly professional workforce that was adaptable. The DoH (2011) competence-
based career framework had some similarities to the KSF (2006), using
National Occupational Standards to measure against performance levels in the
determination of levels of practice from assistant to consultant practitioner. The
purpose of the DoH (2011) framework was to primarily identify role, core and
specific competences, education and training requirements, progression routes

and regulation.

From the different frameworks reviewed it was clear that the purpose of a
clinical competence framework was to focus on what a person could do and
how they performed, measured against a standard with the primary focus being
on the knowledge and skills required. In contrast, it was suggested that a

capability framework which promoted the development of skills, behaviours and
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attitudes required to deliver high-quality, safe and effective care would be more

appropriate for extended and advanced practice (Victorian Government, 2014).

The UK HCPC Standards of Proficiency (2013) framework provided statements
about expected competences for allied health professions; both generic and
profession specific, for registrants direct at entry to the profession (with the
omission of sonographer competences). In contrast, New Zealand and Australia
both provided a framework of generic competences and skill levels for 5 scopes
of practice within imaging as well as making statements concerning the
minimum competences required to register and practice as a sonographer
(Australian Institute of Radiography, 2007; New Zealand Medical Radiation
Technologists Board (NZMRTB), 2011). Taking this into consideration, the
United Kingdom Association of Sonographers (UKAS) (2008) guidelines for
ultrasound practice (advanced practice) articulated minimum threshold
competences even though it was argued that competence thresholds were

more appropriate for graduate entry level practitioners.

The UKAS framework provided guidance on general and specific areas of
professional practice and contained similar foci for practice as the Health and
Care Professions Council (HCPC) (2013), National Occupational Standards
(2010) and the Knowledge and Skills Framework (KSF) (2006). An interesting
point to note was that the UKAS framework for advanced practitioners was very
similar to the frameworks designed for graduate level practitioners. This
suggested that the UKAS competence framework for sonographers was not
relevant to their advanced clinical role, which required a higher skill set to
undertake more complex clinical situations and therefore could be argued not fit
for purpose. Furthermore, unlike the NZMRTB no guidance was provided in the
UKAS framework for registrant sonographers at direct entry to the profession;
the lack of recognition of graduate sonographers or any grade below advanced
practitioner in sonography within UK clinical competence frameworks suggested
that professional protectionism, if not driven by those that lead the profession of

sonography was, at least, supportive of it.
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The multiplicity of frameworks (in the author’s opinion) exacerbated the
confusion for professionals, employers and educators when trying to map
professional roles and education learning outcomes. A single UK framework for
sonography, developed collaboratively, that articulated appropriate skill levels
from competence to capability was required; the literature suggested existing

frameworks that had been adapted for sonography were not fit for purpose.

2.6.1.e Assessment and Training

Competence within the literature was consistently explored alongside
assessment; how to determine the quantifiable characteristics that were
assessed against an accepted minimum performance standard created much
debate (Kaslow et al., 2007; Turrill, 2014; Zasadny & Bull, 2015). Assessment
provided a vessel for learning, evaluated progress, determined appropriateness
of curriculum content and delivery and protected the public from unsafe practice
(Kaslow et al., 2007). It was acknowledged that core curriculum content of an
education programme was explicitly linked to the clinical competences required
in practice; it was this, and not the competences themselves, that provided the
foundations and national consensus for the definition of the clinical role (Turrill,
2014).

The assessment of clinical professional competences was littered with
difficulties; primarily concerned with the subjectivity of the process and the lack
of empirical evidence to support preferred methods and tools for assessment
(Cassidy, 2009; Epstein & Hundert, 2002; Gardner et al., 2006; Windsor et al.,
2011; Zasadny & Bull, 2015). It was argued that knowledge and skills were
more easily assessed whereas the soft skills such as patient care, attitudes and
interpersonal skills were more problematic for assessment as the rigour
becomes questionable with the greater subjectivity from the assessor (Cassidy,
2009; Southgate et al., 2001; Windsor et al., 201; Zasadny & Bull, 2015).

Ultimately, the successful assessment of clinical competences that a
practitioner demonstrates leads to certification that provides assurance to the
public. However, it was evident from the literature reviewed that there were

many inconsistencies as to how the competences should be measured and
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assessed. (Andrist & Schroedter, 2001; CASE, 2014; Cassidy, 2009; Epstein &
Hundert, 2002). Epstein and Hundert (2002) argued that most assessments
measured performance not competence as this was an inferred quality,
therefore to ensure public safety and confidence in the profession clinical
competence should be examined more holistically. A holistic appreciation of
competence and its complexity was key for the facilitation of the development of
the registrant from competent to capable professional (Cowan et al., 2007;
Gardener et al., 2006; O’Connell et al., 2014) (graduate to advanced

practitioner).

2.6.1.f Comparisons of Practice — Practitioner to Consultant

It was evident from the literature that consideration of the different clinical
requirements of a newly qualified registrant to that of an expert practitioner
needed to be reflected in the occupational expectations set out in the
professional standards of practice. It was suggested that clinical competence
threshold standards used to define advanced practice, as seen in sonography,
were questionable due to the complex clinical situations found in ultrasound that
required higher levels of skill (Chiarella et al., 2008; Southgate et al., 2001). It
was argued that competence measured the ability to undertake a task
(knowledge) not how to adapt and apply knowledge and skills to different
situations which was required at advanced and consultant practice (Benner,
1984; Cowan et al., 2007; Zasadny & Bull, 2015). This would suggest that, over
time, practitioners developed from competence to a higher level of practice;
competence could only be used to assess and define practice below advanced
practice level (band 7 and 8). In the author’s opinion, a capability framework
rather than a competence framework would be more appropriate for defining

advanced and consultant practice (band 7 and 8).

Benner (1984) was one of the first to explore professional practice progression
and is still cited today even though there has been wide debate and critique of
the narrow interpretative nature of the study (Cowan et al., 2007). Benner used
the Dreyfus Model of Skill Acquisition and adopted the levels novice, advanced
beginner, competent, proficient and expert into nurse practice. The five

competence levels demonstrated the progression in three areas of skill
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performance depicting a transition from protocol guided practice (competent

practitioner) to intuitive and autonomous practice (capable practitioner).

Direct comparisons from the Dreyfus model to that of the four-tier model were
problematic due to the increased number of levels but some similarities to the
banding structure in Agenda for Change (AFC) could be drawn. Table 1
demonstrates the author’s interpretation of how the Dreyfus model used by
Benner could be mapped to both the four-tier model and the Agenda for

Change banding framework.

MODEL  Grade Grade Grade Grade Grade
DREYFUS Novice/beginner  Advanced Competent Proficient Expert
(Benner, Beginner

1984)

4-TIER Assistant Practitioner Advanced Consultant
(CoR, Practitioner Practitioner Practitioner
2004)

AFC (DoH, Band4 Band 5 Band 6 Band 7 Band 8
204)

Table 2 Practitioner model comparison

The four-tier model appeared to be at odds with Benner’'s model with no
identified competent level. However, the Agenda for Change framework that
was developed from the four-tier model did identify a competent practitioner at
band 6. Perhaps this was where the concept of the specialist practitioner that
was competent in a focused area of practice should have been identified in the
four-tier model. Benner’s use of the Dreyfus model of skill acquisition, if applied
to the four-tier model, would make a more complete and cohesive framework
that could be used to define the career/skill progression and would link more
consistently to the Agenda for Change framework used to determine

remuneration for skills and performance.

2.6.1.0 Competence Summary

The literature provided a broad overview of the current understanding of the
concept of competence with an emphasis on clinical competence within health

care. There was no literature identifying sonographer registrant clinical
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competences in the UK. The lack of empirical research into sonographer clinical
competences, whilst concerning, is not surprising as competence setting is
usually driven by the professional bodies (Turrill, 2014). Sonography (at the
time of writing) did not have a professional body as it was not a recognized
profession and was therefore at risk of having non-standardized inconsistent

practice (ibid).

The review of the literature identified that there were no United Kingdom
national standards of competence for sonography although guidelines for
ultrasound practice were published by UKAS (2008). UKAS was not a
regulatory body and therefore the legal standing, accountability and assurance
of public safety provided by these guidelines was questionable. New Zealand,
Australia, USA and Canada all had government published competence profiles
for sonography practice. Furthermore, these also had professional status
through registration to a recognized and accredited sonographer licensing body
(American Registry for Diagnostic Medical Sonography, Australian
Sonographers Association, Canadian Association of Registered Diagnostic
Ultrasound Professionals); however, it is acknowledged that sonography in
these countries was a direct entry profession, unlike in the UK at the time of
writing.  The lack of ultrasound clinical competence standards defined by a
regulatory body could be argued to be contributory factors as to why

sonography was not a recognized profession in the UK.

Clinical competence was regarded as essential within health and social care,
however, there was very little consensus as to the definition of clinical
competence (Cowan et al., 2007). The synonymous use of terms such as
competence, competency, competencies, performance and capability added to
the confusion of the context of clinical competence (ibid). However, there was
agreement that there was a need to identify the professional characteristics to
determine the clinical professional competences required. These characteristics
were consistently identified as integration of knowledge and skills to clinical
practice, attitudes, values, effective communication, safe practice and self-
awareness. Epstein and Hundert (2002) succinctly listed the characteristics as

scientific knowledge, clinical skills and moral development. Generic and specific
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professional competences were deemed appropriate for each health profession
however there was some debate as to the appropriateness of prescriptive
competences beyond entry level registrant, with capability argued to be more

appropriate for advanced practice.

There were many frameworks for clinical competence that mapped to minimum
performance threshold criteria identified in the literature. All the frameworks
reviewed were from either nursing, midwifery, medical, allied health professions
or sport. The review of the literature indicated, at the time of writing, there were
no UK clinical competence frameworks that mapped expected sonographer

competences for all levels of practice.

There was a notable lack of evidence concerning the standardization of
expected competences required in sonography practice and most guidance was
concerned with the technical task orientated aspects of the different
examinations. A framework for sonographer competences expected at each
level of practice had not been developed, at the time of writing, even though
these were in existence in other medical professional groups. The lack of
evidence concerning clinical competences in sonography was most likely a
result of no professional body taking responsibility for guiding and articulating
professional expectations, which was supported by Turrill (2014) but could also

be indicative of professional protectionism using specialty status (Ferris, 2009).

Professional standards and competences were intertwined across all
professional groups and were deemed, overall, as positive. Professional
standards provided consensus on the standardization of competences across a
national picture and thereby created professional identity, professionalism and
accountability as well as safeguarding the public. However, it was noted that
professional identify affiliation and professional values created a platform for
professional protectionism that had the potential to stifle change and growth

within that profession (Chiarella et al., 2008).
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2.6.2 Phase 2: Contextualizing the World of the Health Professional
The world of the health professional will be contextualized through the
exploration of four aspects: Organizational and professional culture,

professional power, professional protectionism and implementing change.

2.6.2.a Culture — Organizational and Professional

The concept of culture had its roots in anthropological literature; it became
increasingly applied to organizations and latterly professions, in the United
States post Second World War, reaching its peak in the mid 1980’s (Davies,
Nutley & Mannion, 2000). Before exploring the concept of professional culture,
it was necessary to gain an in-depth understanding of organizational culture

within which professional cultures exist.

The term organizational culture was an elusive concept that had no consensus
within the literature concerning its definition, however it was agreed that most
organizational culture characteristics were fundamentally historical; a socially
constructed heritage that was holistic and difficult to change (Bloor & Dawson,
1994: Hall, 2005). When exploring the concept of organizational culture there
were two main perspectives, those being modernism and post-modernism
schools of theory. The modernist perspective argued that culture was
something that an organization was, a solid entity that was difficult to change;
whereas the post-modernist perspective suggested that culture was something
an organization had, variables that could be changed and managed (Davies,
Nutley & Mannion, 2000).

The post-modernism perspective of being able to construct and reconstruct
organizational culture was suggested to be the platform for Health Service
management; constant cultural changes being driven by the political and social
agenda (ibid). However, it was argued that when deep seated beliefs and
values were held by members of the organization, even with external political
pressure, high levels of resistance to change would exist. Resistance was
particularly evident when there were powerful groups within that organization

(for example the medical profession within the health service) (Davies, Nutley &
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Manion, 2000) and arguably this power base had seen a rise within

occupational groups such as sonographers.

Organizational culture was argued to emerge from a collective sharing of
perceptions, beliefs, attitudes, values and an agreed norm for behaviour. This
collective sharing facilitated sense making of their world (the way they judge,
value and understand) in a similar and distinctive way (Bloor & Dawson, 1994;
Davies, Nutley & Mannion, 2000). The complexities of organizational culture
were acknowledged; several layers or levels to the concept of culture being
identified (Davies, Nutley & Mannion, 2000). Culture, in its most simplistic form
was characterized by three levels: the basic level of assumption (unconscious
“taken for granted” beliefs that structured the thinking and behaviour); the value
level of culture (represented by the standards and goals that were attributed
worth) and the concrete artefact level of culture (the ceremonies, traditions and
dress codes) (ibid).

As previously alluded to, within an organizational culture there were co-existing
sub-cultures which were created by different occupational or professional
groups; seeking to differentiate themselves from one another by their own
specific cultural values and artefacts (Bloor & Dawson, 1994; Davies, Nutley &
Mannion, 2000). This would suggest that professional culture emerged from
within the organizational culture, however, it was suggested that if the
organization was dominated by one powerful professional group then the
organizational culture could be defined by that particular professional culture
(Bloor & Dawson, 1994).

Weber (1968), cited by Bloor and Dawson (1994), was influential in
understanding organizational and occupational culture. Weber, (a renowned
social theorist) in order to understand how professional collectives were formed,
described a process known as social closure. Social closure (through the
creation of an exclusive professional community) provided a mechanism
whereby groups or collectives of people/professionals could restrict access to
resources and opportunities (authority and income) to produce and maintain

stratification amongst groups thereby creating a hierarchy. Social closure was
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argued to be evident within the Health Service; where often decision making
about policy and procedures was determined and dominated via the
mechanism of social closure from the medical profession (the medical
profession culture influenced the Health Service organizational culture) (Bloor &
Dawson, 1994; Evans, 2008).

Professional culture or professional socialization was often associated with
terms such as indoctrination, internalization, compliance and conformity
(Clouder, 2003); being noted to be almost tribal within the Health Service with
marked differences in professional culture existing between the different
occupational groups (Bate, 2000; Davies, Nutley & Mannion, 2000; Richardson
& Asthana, 2006; Timmons & East 2011). A profession could be defined as an
occupational community that conformed to a set of acknowledged criteria; a
profession seeks to gain control over their specific area of work through the
development of minimum professional standards (threshold clinical
competences), code of ethics, training and the development of specialized
knowledge (Bloor & Dawson, 1994). By doing this they become an exclusive
group of individuals as seen in such groups as physiotherapists, radiographers,
nurses and the oldest professional group being that of doctors (Larkin, 1983;
Witz, 1992, cited by Ferris, 2005). The author notes, that even though it can be
argued that the occupational group of sonography met all the criteria required to
be recognized as a profession, it had (at the time of writing) yet to achieve
professional status. This may have had a bearing on the occupational culture

within sonography.

Whilst sonographers, at the time of writing, were not a recognized professional
group the author argues that they were an occupational community
demonstrating all the characteristics of a profession outlined in the literature
and thereby would also have had a strong professional culture to which the
individuals subscribed. However, the complexity of sonographers, having a
primary profession as well as the secondary profession of sonography, could
create some difficulties especially in challenging times. Beales, Walji &
Papoushek (2011) argued that, when an individual had more than one
professional identity, the individual would regress back to their original
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professional culture where their frame of reference was more deeply
entrenched. This dual professional identity had the potential to create conflict,
with regards to professional cultures within the sonographer community, as it
could be argued that the original occupational affiliation that had professional
status would be stronger than the secondary sonographer affiliation that did not;
thus, creating further subgroups within the main occupational group (Beales,
Walji & Papoushek, 2011).

As seen in organizational culture it was suggested that the dominant
occupational culture within a subgroup would prevail (Bloor & Dawson,1994).
Therefore, it was more likely that within the occupational community of
sonography, where the radiographer was the most prevalent professional
(Cfw1, 2017), the radiography professional culture would be dominant, thus
leading the decision making around professional development, practice and
structure. Perhaps, this was why midwives who were working in a radiographer
dominant occupational community chose to be known as midwife sonographers
rather than as sonographers so as not to lose their professional identity.
However, it was argued that familiarity with the primary midwifery occupational
frame of reference provided a sense of security and identity within the
radiographer dominated sonography occupational culture, rather than being an

act of professional protectionism (Beales, Walji & Papoushek, 2011).

Occupational groups developed highly specialized, and to some extent
exclusive, knowledge bases along with patterns or codes from which they
constructed interpretations of their working world. Interpretations of people,
events, practice and objects were distinct to the group of individuals (Bloor &
Dawson,1994). These codes were formed through conscious schemas that
were developed through learning in the education environment and
occupational socialization within the work environment (and often a combination
of both), as well as unconscious schemas which predisposed an individual to
behave in a specific manner (ibid). Benner (1984) also acknowledged how
knowledge, experience and personal traits influenced the development of the

practitioner.
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Professional socialization was fundamental to the creation of occupational sub-
cultures within organizations as this was argued to be where individuals
acquired values, attitudes, skills and knowledge attributed to a group that they
sought to become a member of and be associated with (Clouder, 2003). Whilst
Bloor and Dawson (1994) tried to separate the educational environment from
the work environment with regards to occupational socialization, Hall (2005)
argued that professional identity (and therefore socialization) was initiated
during the training period, therefore solidifying the professional’s world view and
cultural traditions. Occupational culture was reinforced by the passing on of the
attitudes, customs, behaviours, values and beliefs to the neophytes during the
training period (ibid). The literature suggested that education and training had a
very important influence over the creation and maintenance of occupational
cultures and thus, in the author’s opinion, educational providers could be a key
partner for influencing change in values and attitudes held by individuals within

an occupational community.

The codes and unique socially valued, specific knowledge, skills and behaviour
fostered a group cohesion through the sharing of distinct ideologies, values,
beliefs, norms and interpretations; thereby defining the specific criteria for
professionalism and creating an occupational culture (Evans, 2008; Van Mook
et al., 2009). The distinction between professionalism and occupational culture
was difficult to unravel even though the concept of professionalism goes as far
back as Hippocrates (Evans, 2008). However, it was suggested that, where
occupational culture was attitudinal and collective, professionalism was more
focused on the individual; thereby suggesting that occupational culture defined
the behaviours of professionalism (Hall, 2005). This would suggest that the
collective occupational culture shaped individual professionalism through the
requirement of conformity to the norm. However, Abramm (1992), cited by
Clouder (2003), argued that compliance, rather than conformity, was a better
description of professional behaviour (professionalism) due to the willingness of
an individual to be moulded and shaped by the occupational collective. What
was agreed was that the concept of professionalism meant different things to

different people and that it was a contextual social construct influenced by
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internal (personality traits) and external factors (socialization) (Evans, 2008;
Van Mook et al., 2009).

Practitioners often articulate and draw on discrete elements of their professional
mantle such as altruism, autonomy, integrity, accountability, duty and ethical
and moral standards to justify their areas of control (Bloor & Dawson, 1994;
Evans, 2008). This was evident amongst the medical, nursing and allied health
professionals when setting minimum professional occupational threshold
standards and was the basis for creating a platform of power (Baker, 2006).
Through the creation and maintenance of professional cultures, groups of
individuals sought to control their organizational destinies by drawing on their
skills and codes to highlight that they had specific areas of knowledge and
expertise which others lacked and thus legitimize their dominance (opcit).
Occupational culture provided a group of individuals with power and control
through the creation of an occupational monopoly achieved by clinical
competence thresholds; the desire to maintain this position of power created an

environment for resistance and professional protectionism to thrive (Hall, 2005).

2.6.2.b Professional Power

Professional dominance in health care was first established by the medical
profession, coming to a peak in the 19™ century and to a lesser extent still
exists today (Nancarrow & Borthwick, 2005). The position of power in the
medical profession was substantiated by various factors: those being university
education that was limited to the wealthy classes and, certainly up to the mid
20t century, university education was limited to the male gender thus creating a
power position through patriarchy (Witz (1992) cited by Ferris, 2005); the
development of professional associations provided a powerful political voice
and the instigation of regulation and licensure increased occupational closure;
all of which placed the medical profession in an elitist position (Nancarrow &
Borthwick, 2005). Doctors derived their power from the value society placed on
their medical knowledge and occupational closure (Allsop, 2006; Currie, Finn &
Martin, 2009).
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Weber (1968) cited by Bloor and Dawson (1994) supported suggestions that
the formation of closed social structures by professional communities is a type
of patrimonialist dominance; a form of authority that was rooted in tradition and
maintained by historical cultures seen within occupational groups. Weber’s
explanation of the concept of social closure was unidirectional suggesting that
individuals at the top of the hierarchy could exclude individuals below thus
preserving advantages such as income and authority. This concept was
evident in the early years of the medical profession where technology and
knowledge were withheld from other health occupations and, more recently, in
the latter part of the last century in radiology whereby the radiologists withheld
reporting, ultrasound, fluoroscopy and cross-sectional imaging from
radiographers (Ferris, 2005). Social closure by the medical profession
enhanced the profession’s workplace authority and status providing them with a
monopoly and power to have jurisdiction over the development and scope of
other health practitioners such as nursing, midwifery and professions allied to
medicine (Currie, Finn & Martin, 2009; Nancarrow & Borthwick, 2005). A clear
hierarchy of occupations was formulated by the medical profession thus

preserving its dominance in the field of health care provision (Ferris, 2005).

Weber’s social stratification theory (whilst still cited today) was challenged by
many social theorists due to it only considering a downward direction of the use
of power. Nancarrow and Borthwick (2005) citing work by Kanter (1977) (and
later Tomaskovic and Devey (1993)) argued that power was not unidirectional
as it could also be used in an upward direction. This upward use of power was
referred to as usurpation. Here the use of power was to gain a greater share of
the resources which were controlled by the dominant group. Usurpers were
suggested to be more likely found in a specific group of advanced practitioners
with higher level skills rather than in the leadership role found in the medical
profession. This usurpation had been evident particularly in the role expansion
of nurses and radiographers over the last decade whereby increasingly those
practitioners were undertaking roles previously in the medical domain (Ferris,
2005; Currie, Finn & Martin, 2009)
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Kronus (1976) and Larkin (1982), cited by Nancarrow and Borthwick (2005),
identified a similar concept to usurpation called occupational imperialism,
whereby occupational groups advanced their status through the acquisition of
high status skills and roles poached or delegated from other professional
groups, often higher up in the occupational cultural hierarchy. However, in
contrast to usurpation, for occupational imperialism to exist it was suggested
that the occupational groups seeking to maintain a higher position in the
hierarchy had to delegate lower status skills to subordinates. The delegation of
tasks (role extension) previously undertaken by higher professional groups was
often referred to as vertical substitution and was argued to be evident within
clinical competence frameworks; the extent of role extension in vertical
substitution was controlled by the more powerful occupations, thereby
determining the scope and development of the subordinate groups (Larkin,
1993).

Vertical substitution or occupational imperialism could be argued to be evident
within the radiology culture at many levels: firstly, radiologists expanded their
skills into more interventional radiology, thus improving their power status
amongst surgeons whilst delegating what they saw as lower status skills such
as reporting, and fluoroscopy examinations to the radiographers: radiographers,
in-order to undertake those traditional radiologist clinical skills, delegated
general radiography skills to assistant radiographic practitioners and thus
increased their power status both above and below their occupational level
(Ferris, 2005). The creation of assistant radiographic practitioners within the
radiography hierarchy could be argued to have been a temporary solution to a
workforce deficit within radiography and most of these have since upskilled to
become registered practitioners (SCoR, 2008), thereby making vertical
substitution redundant. In the author’s opinion, the elitist position within
radiography that reporting radiographers secured through occupational
imperialism was still strong today. The extent of role extension and delegation
was continually under the control of the radiologist who was at the pinnacle of

the professional power hierarchy within radiology (Larkin, 1983).
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However, the author suggests that vertical substitution or occupational
imperialism was not fully mirrored in sonography. Even though radiographers
were facilitated by the radiologist to expand their role by the acquisition of high
level skills required to undertake ultrasound examinations, the sonographers, as
they expanded their imaging role failed to delegate lower status skills to
subordinates. This lack of delegation of tasks from professionals to
subordinates was suggested to be due to the perception that it devalued their
skills and knowledge (Ferris, 2005). The lack of delegation of lower (dirty) tasks
to subordinates could be argued to be a form of occupational protectionism.
The maintenance of value, and thereby lack of delegation by the sonography
community, in the author’s opinion did not exhibit power through vertical
substitution and occupational imperialism but through usurpation and specialist

status.

Specialism as a concept was poorly defined and understood with very little
exploration within the literature. However, it was generally agreed that
specialism was where a select occupational group acquired an increased level
of expertise in a specific disciplinary area and that this practice was often
associated with a specific professional title (Nancarrow & Borthwick, 2005).
Ferris (2009) argued that specialism originated in exclusive and restricted
practice; which would suggest that specialism was a form of social closure that
created a position of power within the occupational community, thus creating a
further sub-culture. Within occupational communities such as radiography,
podiatry, physiotherapy and midwifery the sub-culture of sonography had
emerged through their specialization in the use of ultrasound as a diagnostic
imaging tool. This position of power through specialization was further
supported by Bloor and Dawson (1994) who argued that sub-cultures, like
sonography, could often emerge stronger and more powerful than other groups
within the occupational culture (radiographers and midwives) due to the strong
associations with other powerful professional peers; often achieved by the
delegation of the specialist roles from those more powerful professional groups

(Radiologists, Surgeons and Obstetricians).

55



Sonography Culture: Attitudes and opinions towards the introduction of the graduate sonographer

Specialism was often defined as the undertaking of an increasing level of
expertise in a specific field and yet it was argued that specialism and expertise
were not synonymous even though the terms were used interchangeably within
the literature (Donaghy & Gosling, 1999). This divide between specialism and
expertise may be due to formal and informal recognition of specialist practice
that occurred within health care practice. Practitioners who informally regarded
themselves as specialist through additional training were argued to be experts
in an area of their work rather than specialists; few had recognition outside of
their occupational community by reward/remuneration or protection that a

formally recognized specialism attained (Nancarrow & Borthwick, 2005).

Sonography, although currently without national recognition or protection as a
professional title, did have recognition from employers; being generally
remunerated at a higher banding of Advanced and Consultant practice
(although due to the multi-professional nature of the occupational group there
were inconsistencies nationally with grading within sonography) and from other
medical professional groups. Therefore, in the author’s opinion, sonography did
have formal recognition of being a specialism. Furthermore, Ferris (2009)
suggested that there were four characteristics defining specialist practice being:
full time commitment, capacity for the practice to divide, practice that was
challenging and had clinical autonomy and practice that required additional
training and education. It can be argued that the practice of sonography
possesses all the characteristics and thereby supports the claim that
sonography was a specialism, which in turn, through social closure, placed the

occupational community in a position of power.

Nancarrow and Borthwick (2005) argued that the subtle differences between
vertical substitution and specialism were problematic but the main
categorization was that vertical substitution occurred across professional
boundaries whereas specialization occurred within a profession. With the
unique characteristics of an occupational community that included individuals
from several different professional backgrounds it was challenging to determine
how sonography, as a subculture, had achieved its place on the professional
hierarchy. Was it initially created through vertical substitution from the
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radiologists to the radiographers which had now evolved into a specialism

across different professional groups due to increasing service demands?

Beales, Walji and Papoushek (2011) argued that professional power and
control was directly related to the value placed on a skill set and this value
could be determined by the demand for these skills. The higher the demand for
the skills of a closed occupational group the greater their position of power to
control, influence, instigate and/or resist change and development within the
organization. The demand for skills and knowledge created a position of
economic, political and professional power (Allsop, 2006). Professional power
and control created from an imbalance in demand and supply and occupational
monopoly provided safety to the occupational community and thus created a

platform for professional protectionism to grow (Nancarrow & Borthwick, 2005).

2.6.2.c Professional Protectionism

Professional culture, and ultimately identity, maintained jurisdiction and
demarcation of occupational practice which were instrumental in occupational
ring fencing and protectionism due to the fear of losing that exclusive
professional identity (Bate, 2000; Timmons & East, 2011). The demarcation of
boundaries of practice was argued to foster and enhance territoriality between
health professions and thus exacerbate professional protectionism (Bate,
2000). Professional protectionism through the mechanism of social closure was
where practitioners sought to safeguard their knowledge and exert control over
their specific work practices to preserve their professional and social status
(Morgan, 2014).

Bate (2000) argued that every profession regarded itself as elite. This
professional elitism was further enhanced by the credentialing or licensure of
practice undertaken by professional regulatory bodies (Morgan, 2014); the
determination of threshold clinical competences that must be met by individuals
wishing to enter the profession was arguably an exertion of authority over who
was eligible to practice (Morgan, 2014). This restriction to be a member of the
profession was certainly evident within radiography with statutory law restricting
practice to only those who had the appropriate qualifications. However, the
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practice of ultrasound was not closed to professionals through licensure or
registration, leaving education and level of qualification the only options to
ensure exclusivity and social closure to safeguard its occupational status.
When considering the issue of non-closure of sonography through the lack of
requirement for registration and licensure that other medical professions had at
their disposal, it could be argued that it posed a great threat to sonographers
with regards to the safeguarding of occupational territory and thus exacerbated

protectionism amongst the sonographer community (Morgan, 2014).

Protecting an occupational group from encroachment on its practice required it
to be able to articulate the skills, knowledge and attributes that made it unique,
thus creating a professional identity. Professional identity was often articulated
in clinical competence standards or standards of proficiency, which provided
occupational protection through social closure (Nancarrow & Borthwick, 2005).
Currie, Finn and Martin, (2009) also argued that, to protect against
encroachment from other occupational groups, it was also necessary to be able
to identify lower skilled tasks, that could be assigned to other health care
professionals, to facilitate continual upward growth and development of the
clinical skills. Thereby, it is suggested that lack of delegation of lower skill tasks
performed by a specific occupational group did not actually protect the
profession but restricted it and thereby made it more vulnerable to
encroachment. The double-edged sword of protecting occupational standing
through closure and delegating lower skill tasks (commonly termed as dirty
tasks) to subordinates in-order for the practice to grow had (for some
professional groups such as doctors, occupational therapists and
sonographers) been challenging due to the perceptions that delegation would
devalue their practice (Currie, Finn & Martin, 2009, Nancarrow & Borthwick,
2005).

Workforce deficit challenges was argued to be a significant driver for major
shifts in delegation of the so called “dirty tasks” from one occupational group to
another; this was evident in Radiology with a shortage of radiologists initiating
the delegation of some clinical skills to radiographers such as reporting (Ferris,
2009; Woodford, 2005). Delegation had also been seen in medicine where
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nurses had started to undertake some tasks historically undertaken by doctors
and, more recently, with the advent of the physicians’ associate/assistant grade.
Government policies had also been instrumental in breaking down barriers
created by professional traditions. The Department of Health’s NHS Plan
(2002) included a subtitle of “More Staff Working Differently” which outlined the
need to redistribute professional jurisdiction to facilitate a more flexible and
multi-skilled workforce. However, this did not go unchallenged, with the medical
hierarchy perceiving this as potentially de-skilling the medical profession
(Currie, Finn & Martin, 2009). To reduce the resistance to the changes in
practice the doctors were actively involved in the determination of the skills and
job profiles of the professional groups who would be up-skilled thus maintaining
their position of authority. This behaviour of controlling how tasks were
delegated and what remuneration was assigned to the undertaking of these
tasks was arguably professional protectionism; ensuring that the tasks
delegated were given sufficient recognition and thereby not devaluing their
historical role (Currie, Finn & Martin, 2009; Ferris, 2005).

It was evident from the literature that professional protectionism was rife within
the health service and that it was underpinned by affiliation to professional
identity, professional culture and the need to maintain status within the
organizational culture and society. Professional protectionism was directly
connected to the fear and anxiety of not being valued by society and the
organization as well as jealousy of the value placed on other professions (Bate,
2000; Bloor & Dawson, 1994; Morgan, 2014; Ward, 2006).

2.6.2.d Implementing change

Professional protectionism or resistance was present across a range of health
care professions especially where changes in workforce practices were being
advocated (Henderson et al., 2015). The resistance was often associated with
fear, anxiety, jealousy and perceived loss of value (Descombre et al., 2006;
Ward, 2006). Different interests, values and professional cultures could militate
groups against change due to the perceived challenges to, and dilution of, their
occupational identity and sphere of exclusive practice that were directly linked
to their hierarchal status within the organization (Ward, 2006). It was argued
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that long standing traditions and clearly demarcated occupational boundaries
found within professional competence standards and frameworks, along with
strong professional associations with influential professions could make

implementing change difficult (Bloor & Dawson, 1994; Descombre et al., 2006).

It was argued that, in times of change, where cultural values and beliefs were
challenged, professional subcultures might resort to legitimizing their practice
by articulating and enhancing their values, ethics and codes of conduct. This
would undermine the conflicting arguments for change and maintain a position
of control (Bloor & Dawson, 1994). Davies, Nutley and Mannion (2000)
suggested that, during a time of cultural change (professional or organizational),
there should be a balance between continuity and renewal; aiming to negotiate
what practice should be maintained and reinforced and what needed to be
reviewed. Leadership, not enforcement from the top down (often seen in the
health service), was imperative for success; the needs, fears and motivations of
the occupational community needed to be considered to minimize the barriers
and hierarchical dominance created by professional protectionism (Davies,
Nutley & Mannion, 2000; Hall, 2005).

2:7 Literature Review Conclusion

The concept of competence, whilst poorly defined with some confusion of the
terms, competency, competence and competent within the literature, reflected a
professional preoccupation to define and measure clinical competence (Cowan
et al., 2007). The appropriateness of clinical competence to define anything
other than newly qualified graduate practice was debated with the need to
articulate a capability framework for higher levels of performance being
suggested. The discrepancies in frameworks across health care were seen to
be divisive and added confusion to the expectations of practice for different
levels. Ultrasound in the UK (at the time of writing) had no regulatory body with
no requirement for licensure to practice. This contrasted with Australia, New
Zealand, Canada and America where sonography was a recognized profession
and had defined standards of clinical competence from graduate to advanced

practice.
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There was evidence that clinical competence thresholds were used to define
occupational practice and that, by doing so, occupational monopoly and power
base was firmly established. Changes to competence frameworks in order to
delegate skills/tasks to lower level practitioners were perceived as de-skilling
and devaluing the occupational group which resulted in resistance to any
proposed changes in practice (Cowan et al., 2007; Hall, 2005). Occupational
power and attitudes were challenging in times of change and, whilst providing a
perceived position of safety, could also inhibit development and change if not
managed appropriately (Descombre et al., 2006). Hall (2005) argued that
leadership was crucial in times of change; the needs, fears and motivations of
the occupational community needed to be considered to minimize the barriers

and hierarchical dominance created by professional protectionism.

The author found that the literature reviewed in phase one of the study
indicated that there was a gap in knowledge concerning the sonographer
perspective with regards to defining clinical competence and sonographer
characteristics from graduate to consultant practice. The lack of a UK discrete
complete clinical competence framework to illustrate sonographer career and
professional practice development was evident from the literature and
professional documents reviewed. Therefore, the author found that there was a
clear justification to explore sonographer perceptions of clinical competences
and the professional characteristics from graduate to consultant practitioner.
Furthermore, even though a plethora of clinical competence frameworks were
identified, sonography did not have a framework of professional standards that
articulated minimum threshold clinical competences required for registration to
practice. This is argued to indicate a need to explore the sonographer opinion
as to the effectiveness and appropriateness of the frameworks used at that time

to map sonographer practice.

The literature review that supported phase two of the study contextualized the
world of the health professional by exploring organizational and occupational
culture within health services, professional identity, power, specialism and

protectionism. It was acknowledged within an overarching organizational
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culture there were co-existing sub-cultures created by different occupational or
professional groups, which sought to differentiate themselves from one another
by their own specific cultural values and artefacts (Bloor & Dawson, 1994;
Davies, Nutley & Mannion, 2000). Occupational cultures, through social
closure, exhibited power and control by the creation of an occupational
monopoly. This monopoly was maintained through the development of
minimum professional clinical competence standards (Bloor & Dawson, 1994).
By doing this they became an exclusive group of individuals, a profession
(Larkin, 1983; Witz, 1992). Whilst, at the time of writing, sonography had yet to
be recognized as a profession it could be argued that sonography was an
occupational community that demonstrated all the characteristics of a

profession outlined in the literature.

Occupational monopoly, social closure and the increased demand for skills and
knowledge created a position of economic, political and professional power
(Allsop, 2006). Professional power and control, created by an imbalance in
demand and supply, and occupational monopoly provided a sense of safety for
the occupational community and thus created a platform for professional
protectionism to grow (Nancarrow & Borthwick, 2005). Furthermore, the
demarcation of boundaries of practice through the articulation of clinical
competence standards fostered and enhanced territoriality between health
professions, thus encouraging professional protectionism (Bate, 2000). It was
clear from the literature that there was a strong link between the articulation of
clinical competences, professional culture and identity which were highly valued

providing status and protection from encroachment.

The literature reviewed concerning culture, professionalism and professional
identity, whilst contextualized to the health service environment, indicated a lack
of exploration of the concepts within the occupational subgroup of sonography.
Radiography, midwifery, nursing and medicine had all been cited within the
literature with no acknowledgement of sonography as an occupational group.
The exploration of sonographer opinion on their working world potentially could
provide new knowledge concerning the sonographer culture, professional

identity and professionalism; this in turn could lead to new insights in phase two
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of the study into the extent attitudes and opinions are influenced by
occupational culture. Furthermore, there was some doubt created within the
literature as to whether occupational imperialism through vertical substitution or
usurpation through specialism was the process by which sonographers gained
their status. The exploration of sonographer opinion, values and beliefs
concerning how they perceived sonography within the organization (in phase
two of the study) would provide a deeper understanding of the culture of
sonography that could potentially be useful for workforce planners and

educators who propose change to existing and established practice.

2:8 Research Questions

This project was undertaken in two phases in order to answer the overarching
research question

“What are the individual attitudes and opinions of sonographers
towards the role of the graduate sonographer?”

Phasel: explored the individual attitudes and opinions of sonographer towards
the role of the graduate sonographer by investigating

e What the participant understood about clinical competence?

e What the participants thought would be the competence characteristics

from graduate to consultant sonographer?

Phase 2: explored the occupational culture of sonography through the
sonographers’ perceptions of their working world?
e To what extent did the culture of sonography influence the participants’
attitudes and opinions towards career and educational development, with
particular emphasis on the development and implementation of a

graduate sonographer?
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2.9 Summary of Chapter 2

Phase 1 review of the literature explored the concepts of clinical competence and
capability; the evaluation and critique of them against levels of practice suggested
that the articulation of clinical competence was only appropriate for graduate
practitioners. More advanced levels of practice were argued to be better defined
by capability which was a more complex phenomenon to articulate and assess.

Phase 2 review of the literature explored the relationship between occupational
culture, identity, power and protectionism and how influential the articulation of
clinical competence and roles were in maintaining a position of power. Power was
inextricably linked to value and demand placed on the skills of an occupational
group. The perceived loss of value or demand for these skills could increase fear
and anxiety within the occupational group which was often displayed as resistant
behaviour. Usurpation was identified as a possible reason why sonographers were
resistant to changes to their clinical and career frameworks

Due to the multi-professional nature of sonography, as an occupational group,
there appeared to be a plethora of frameworks used in the UK to define
ultrasound roles and competence which had led to an inconsistency of
remuneration. The USA, Canada, Australia and New Zealand had sonography
specific frameworks but notably were recognized as a registered professional
group.

It was evident from the literature that within the culture of health care providers
there was a consistent need to have practice valued and this practice was
protected through the articulation and implementation of clinical competence
frameworks. Value was linked to a hierarchy of power and influence within the
organization. It had been argued that powerful occupational groups were
resistant to change due to the fear of devaluing their clinical practice rather than
considering change as a catalyst for developing skills and evolving their roles.
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Chapter Three
Methodology

Whilst initially the project was intended to only have one round of interviews,
after initial analysis of the early interviews, the emerging complexities, entwined
within the attitudes and opinions of the participants indicated a need for a
methodological change to more fully answer the research question. The initial
phase explored the participants’ attitudes and opinions towards the role and
implementation of graduate sonographers. The rationale for phase one was to
generate data that could potentially be used to help identify clinical
competences which would define the role of a graduate sonographer. This new
knowledge could potentially inform the design of an appropriate undergraduate

sonography education programme.

The emerging data from phase one indicated an overall resistance from the
participants to identify clinical competences and define the role for a graduate
sonographer; an emerging shift in the direction of focus for the study suggested
the need to undertake the second phase. Phase two of the study explored the
opinions and perceptions of the participants concerning their current working
world and how these may have influenced behaviour and attitudes towards the

implementation of the graduate sonographer.

The findings of this study, through the researcher’s interpretation of the
participant’s attitudes, opinions, values and anxieties concerning the
implementation of a graduate sonographer and the existing culture of
sonography may facilitate a more collaborative and inclusive approach toward
implementing change to sonography education and career structure which

would be useful to:

e Health Education England workforce planning
e Professional bodies
e Higher Education Institutes

e Managers of ultrasound services
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The theoretical drive of this study was from a qualitative perspective. The core
components were to explore, describe and interpret the attitudes and opinions
of a sample of practicing sonographers towards the introduction of graduate

sonographers to the workforce structure. The exploration and interpretation of
the attitudes and opinions held by the participant sonographers enabled the

researcher to explore in-depth to what extent the occupational culture of these
practicing sonographers was influential in determining the collective behaviour

towards implementing this change.

An inductive approach to data capture and analysis was undertaken in two
phases: phase 1 enabled the initial capture of the participant’s understanding of
clinical competence and their opinions as to what clinical competences defined
each level of practice from graduate to consultant sonographer; phase two
enabled the construction of new interpretations of the culture of sonography
seen through the eyes of the participants which provided context to the
attitudes, values and beliefs held by the participant sonographers. This chapter
will examine the qualitative methodology and philosophical stance relevant to
this research. The method employed in this research and its methodological

underpinning will also be discussed.

3.1 Qualitative Methodology

Qualitative enquiry, as a method, was argued to be firmly embedded in health
and social care research, being first utilised in the early 1950’s (DePoy & Gitlin,
2016). Qualitative research had faced much criticism concerning rigour and
reliability from the positivist fraternity, being argued to be unscientific, resulting
in subjective and explorative research (Murphy & Yielder, 2009). Unlike the
empiricist ideology that underpinned quantitative research, qualitative enquiry
did not accept that there was one objective truth, suggesting that there were
many truths and thereby embraced, rather than refuted, the subjectivity created
by interpretation (Cohen et al., 2007; Murphy & Yielder, 2009). However, even
though qualitative research continued to be challenged, it experienced a rise in

its popularity and critical standing within the health sciences due to its ability to
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explore processes and meanings that could not be examined or measured by a
guantitative methodology (Denzin & Lincoln, 2011). This was supported by the
findings within the review of the literature whereby all research reviewed
adopted qualitative methodology; thus, it is argued by the author that the
exploration into sonographer’s values and opinions, which could not be
guantified, required a qualitative approach to the gathering of the data and

analysis of the findings.

It was suggested that qualitative enquiry was difficult to clearly define due to not
having its own underpinning theoretical paradigm or distinct methods of
practice, unlike quantitative enquiry (Denzin & Lincoln, 2011). Theoretical
paradigms such as constructivism, feminism and Marxism all claimed the use of
gualitative research methodology. Furthermore, qualitative researchers used
narrative, content, discourse analysis and statistics as well as using
approaches, methods and techniques from ethnomethodology,
phenomenology, hermeneutics, deconstructivism, ethnographies, interviews
and observations, all of which created a complex and confusing picture of
gualitative research (ibid). The complexity of qualitative research was evident
in the findings of the literature review (chapter two) with many different
approaches being used. It was therefore imperative that the author provided
clarity concerning the ontological and epistemological approach used in this

research project

It was agreed that the purpose of qualitative research was to make sense of, or
interpret, the world in terms of the meanings people attach to their experiences,
thereby making their world visible to the researcher (Denzin & Lincoln, 2011).
This suggested that qualitative research was an interpretive approach to
exploring the world; therefore, supporting the author’s opinion that a qualitative
approach was appropriate for this study as it aimed to interpret opinions,
attitudes and values of the participants towards graduate sonographers and

their experiences of the working world of sonography.

Qualitative enquiry was argued to be a situated activity that placed the
researcher in the centre of the study, often becoming the research instrument,
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and required them to use a range of interpretive practices; piecing the individual
meanings together to achieve a more in-depth understanding (Murphy &
Yielder, 2009). The intimate relationship between the researcher and research
project was argued to be influential as to how the research was staged (opcit).
The suggestion that the narrative of the researcher was developed within a
particular research paradigm reinforced how essential it was that the researcher
was clear about the ontological and epistemological stance of the project as this
would define the methodological approach. Denzin and Lincoln, (2011) stated
that all research (irrespective of being either quantitative or qualitative) was
guided by the researcher’s beliefs and feelings of how the world should be

interpreted, understood and studied.

3.2 Philosophical Stance

Philosophical questioning of what we know about the world within which we
exist (ontology) and how we know that this is true (epistemology) has a
significant influence over the design and methods chosen in any research
project (Moses & Knutson, 2012); thereby it was imperative that the researcher
had an awareness of their own epistemological position as this underpinned the
entire research process. Crotty (1998) suggested that, conceptually, ontology
and epistemology were difficult to separate (being mutually dependent) and that

an ontology was associated with a specific epistemology.

3.2.1 Epistemology

The central concern of epistemology is to provide an analysis of the concept of
knowledge (Cardinal et al., 2004) and thereby answer the question of How do
we know what we know? Knowledge was argued to be fundamental to a
researcher’s life; to know something means to have a belief that the knowledge
was trustworthy and could be justified by reasonable evidence (Audi, 2011;
Pascale, 2011). Epistemology is a vast and confusing subject in which there are
a variety of different approaches to knowing and, as a researcher affiliating to
one epistemology in this project, was particularly challenging. The main sources

of knowledge debated in philosophy come from two endpoints of a continuum
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with naturalist (empiricist) at one end and constructivist (experience or reason)

at the opposite end (Moses & Knutson, 2012).

Empiricism assumes there is a real world independent of our experience of it.
Knowledge of this real world is gained by sensual perception such as observing
and direct experience which is followed by thinking about and recording these
experiences to reveal patterns that exist in nature (Pascale, 2011). Positivism,
behaviourism and empiricism are terms used to explain the same
methodological position that is collectively known as naturalism (Moses &
Knutson, 2012). A naturalist seeks to discover and explain patterns that are
assumed to exist in nature (Pascale, 2011). Hume (1711-1776) expanded
further by stating that empiricism was based on facts about the observable
world, a single truth, and was the basis of science. Naturalist scientists seek to

observe and analyse events to make predictions or associations in the future.

Experimental design is at the core of the preferred methods used by
contemporary naturalists closely followed by statistical approaches, and
comparative studies; these methods allow the researcher to control and
compare relevant variables thereby producing robust knowledge that can
facilitate the process of prediction of causal relationships (Moses & Knutson,
2012). However, most of the methods used by a naturalist do not consider the
context from which the information is drawn. The exclusion of context is a real
concern for normative studies such as this, being at odds with the constructivist
standpoint of this research. A constructivist’s objective is to interpret and
understand the phenomena not to provide predictions and therefore it was the
author’s opinion that using an empirical naturalist approach for this project was

not justified.

A constructivist paradigm within a relativist ontology was the position of this
research. This approach supported the researcher’s perception that the
patterns studied to create knowledge were not determined by nature but were
the product of individual construction; each participant sonographer created

their own understanding of the world through beliefs, values and opinions;
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which in turn created multiple realities; there was no one truth to be known
(Moses & Knutson, 2012; Murphy & Yielder, 2009).

Unlike empiricists, constructivists argued that the world was not experienced
objectively (as it is) but that individuals created subjective perceptions of this
world. Individual characteristics such as age, gender, history, culture, language
and era created different contexts that facilitated or obscured a given
perspective of the world (Whewell, 1996:1840). These contexts were what
provided insight and meaning as to what was known about the world. This
subjectivist methodological stance recognized the role of the researcher and the
participant in the co-construction of an impression of the meaning of the world
as they perceived it. The researcher was not independent from the research
(Moses & Knutson, 2012); researcher values should be self-acknowledged in
the process of constructing meaning from the participants’ narratives and
therefore it was the intention of the author to be reflexive throughout the
undertaking of the research project. For constructivists, how knowledge was

gained about the world was complex and created many challenges.

3.2.2: A Theoretical perspective

It was noted by the researcher that ontological and epistemological stances had
many theoretical perspectives. The theoretical lens of Interpretivism was
suggested to create meaning out of the subjective world of human experience
(Cohen et al., 2007). An interpretive theoretical perspective did not provide an
exact picture of the world but an impression of what the world looked like as the
researcher and participants saw it; taking individual meanings of the world and
reconstructing them to create a new understanding. Contextualisation was an
important consideration when constructing new meanings as this could
influence the process and outcome of the interpretations (Cardinal et al., 2004;
Golhkuhl, 2012). It was suggested that behaviour and data were socially
situated, thereby context related and context dependent. To fully understand a
situation, researchers needed to understand the context as this could heavily
influence the behaviour and perspective of the participants (Cohen et al., 2007);
thus, justifying the study being undertaken in two phases (phase one to

understand the participants opinions and attitudes towards graduate
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sonographers and phase two to understand the context in which these beliefs,
values and attitudes were rooted). As a researcher, who had personal

experience of the world of sonography, contextualisation of the interpretations
of the participants was possible and enabled a greater depth of understanding

of the data generated.

In interpretive research the relationship between the participant and researcher
is crucial to ensure that the data generated is trustworthy and meaningful
(Cohen et al., 2007; Goldkuhl, 2012; Murphy & Yielder, 2009). Due to the close
researcher/participant relationship, the researcher was placed at the heart of
the data generation and analysis; it was imperative that the researcher was
reflexive and aware of how their opinions and experiences may have impacted
on the research. The researcher kept a comprehensive research diary
throughout the process to encourage reflexivity at all stages of the research
process thereby enhancing the reliability and trustworthiness of the research

findings (the role of the research diaries will be discussed later in Chapter 6).

Phase one of the study sought to capture the participant sonographer’s opinion
and attitudes concerning the introduction of a graduate sonographer in addition
to the, already existing, advanced and consultant practitioner grades. After six
interviews (during which comparisons were made at the time of transcription) it
became evident that the participant’s attitudes were collectively negative toward
the concept of a graduate sonographer. The researcher identified the need to
contextualise the participant’s responses in order to gain a deeper
understanding of the data being gathered and therefore phase two of the study
explored the values, beliefs and opinions of the participants concerning their
working world of sonography. Due to the multiprofessional nature of the
sonography workforce it was the author’s belief that several perspectives
existed and thereby multiple realities underpinned each participant’s construct
of clinical competence and the working world of sonography. The interpretation
of these multiple realities provided insights as to how these perceptions and
attitudes towards the graduate sonographer grade were formed and why they

were held.
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It is acknowledged that the researcher brought both an educational perspective
as well as sonographic practice knowledge and experience to the research.
Through the interpretation of the participants’ values and opinions towards the
graduate sonographer grade the researcher constructed rich understandings
about their perceptions concerning the occupational culture of sonography and

the influence this might have when implementing change.

3.2.3 Methodology: Qualitative interviews and Critical Theory

Within qualitative research there are four commonly used research designs;
ethnography, grounded theory, case studies and phenomenological studies,
however this research, although qualitative using interviewing for data
collection, did not subscribe to these defined methodologies (Denzin & Lincoln,
2013). By exploring and interpreting the attitudes, values, beliefs and opinions
of a sample of sonographers towards the graduate sonographer role and their
working world, the researcher, sought to see the world of sonography through
their eyes. The interpretation of the participant sonographers’ opinion with
regards to graduate sonographers in relation to clinical competence, role
definition, career frameworks and the current landscape of ultrasound practice
and service delivery facilitated a new understanding of the culture of
sonography and its influence (not explored in the literature previously) through

the participants’ eyes.

Qualitative interviews, as a distinct research method, could be argued to
provide the researcher with thick descriptions that could facilitate the
exploration of complex relationships, patterns and theories (Cohen et al., 2007).
The researcher believed that this research approach, employed within a critical
theory framework, would construct new understandings concerning the culture
of sonography and its influence over participant sonographer’s attitudes and
opinions; thereby empowering not only those who sought to bring about change
but those who were being asked to change (Cohen et al., 2007; DePoy & Gitlin,
2016).

Critical theory originated from a group of German scholars known collectively as

the Frankfurt School and was founded in the 1920’s. It was debated whether
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critical theory was indeed a research methodology or rather a philosophy (world
view) that’s purpose was to understand human behaviour and bring about
change (DePoy & Gitlin, 2016; Ferris, 2005). Critical theorists used language to
discover multiple meanings that exposed a complex and pluralistic world view.
It was the researcher’s opinion that the exploration of the participant
sonographers’ perceptions, values and attitudes concerning the introduction of
a graduate sonographer would provide deeper understanding concerning the
culture of sonography and, through this understanding, empower the

occupational community to move forward and own its destiny.

The overarching philosophy of this study, as previously indicated, was a
constructivist interpretive paradigm working within a relativist ontology, which
supported the use of a qualitative interview method that facilitated the
exploration of multiple constructed realities. Furthermore, it was noted that
these individual realities were also influenced by a complex mix of social and
contextual influences providing thick descriptions and insights (Cardinal et al.,
2004).

The underpinning knowledge generated from the review of the literature (phase
one and two) was critiqued and deconstructed prior to the interviews for each
phase, informing the interview process in keeping with critical theory
methodology (Cohen et al., 2007). A subjectivist epistemological stance
enabled participant and researcher interpretations to be cross-referenced with
the literature findings thereby enhancing the trustworthiness and rigour of the

research findings.

The intention of the research was to use the new understanding within a critical
theory framework thereby enhancing the potential of the research to empower
the occupational group of sonography to lead change and enhance their future

sustainability.
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3.3 Method

This section will define the techniques and procedures employed to collect the
data and its analysis. The methodological approach was the same for both

phases of the project.

3.3.1 Research Ethics and Governance

Punch (2013) suggested that ethical accountability was the sole responsibility of
the researcher and that the academic integrity and respect for all the
stakeholders was paramount. Ethical adherence ensured that a research study
would create no maleficence and promoted beneficence. The project was
undertaken within the university’s ethical governance framework. Approval to
undertake the research was obtained from the university’s ethics and research
governance panels (appendix 8 — Ethical Approval Form DPS1 and appendix 9
— SHU Research Degrees Sub-Committee Ethical Approval DPS3).

NHS approval was not required as participants were identified from professional
body registers, the Voluntary Register of Sonographers and through the
research forum Linkedin. Interviews were not conducted on NHS property and

were undertaken in the participant’s personal time.

3.3.2 Ethical Issues
3.3.2.a Consent

All participants were invited to be individually interviewed by letter which
included information that outlined the study’s purpose, the interview process
and a draft agenda for the interview. Each participant was required to sign a
consent form that informed the participant that they had the right to withdraw
from the study at any point (appendix 10 — invitation letter and appendix 11 -
consent form). The consent forms were the only documents that enabled
matching of participant to the interview data; for this purpose, the consent forms
were kept in a locked compartment which could only be accessed by the
researcher and will be appropriately destroyed after 10 years in line with
Medical Research Council guidelines (https://www.mrc.ac.uk accessed Jan
2018)
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3.3.2.b Confidentiality and anonymity

Participants were informed that their identity would be anonymised from the
data and no reference to their employer would be made within the report. All
audio recording and transcriptions from the interviews were anonymised using a
coding system known only to the researcher. The digital recording was
downloaded onto the researcher’'s computer and then wiped from the recorder.
The researcher undertook the transcribing process to limit access to the raw
data and therefore ensured confidentiality. The transcriptions were stored on a

secure storage interface with access limited to the researcher.

3.3.2.c Risk Assessment

The researcher felt that the risk for the participants was minimal as the
interviews were confidential, anonymous, and were undertaken in an
environment that was agreed by both the interviewer and interviewee. Whilst
the interviews explored some contentious issues none were deemed of a
sensitive nature that would cause psychological harm. During the interviews,
no upset or distress was observed and therefore minimal emotional risk to the
participants was posed. The sample population did not include participants

from vulnerable groups.

Due to the face to face interviews being conducted in a mutually agreed venue
and the remaining interviews being held via the telephone no significant
physical risk to the interviewer or participants was evident. All travel
undertaken during data collection by the interviewer was during daylight hours

and in personal transport. (appendix 8 — DPS1 Risk Assessment)

3.3.2.d Researcher/Participant relationship

When using interviewing as a method of data collection the notion of power
status was argued to be significant being both a social and political interaction
(Cohen et al., 2007). It was argued that, because interview questions were
designed by the interviewer and the interviewee answered them, the
interviewee was essentially under scrutiny and therefore was ultimately
subordinate to the interviewer; being especially evident in structured and semi-

structured interview processes (ibid). Within a critical theory framework, as the
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interviewer, the researcher needed to be aware of the potential power
imbalance. Therefore, in-order to minimise this, the interviewees were provided
with an overview of the topics for discussion during the interview. In contrast, it
was also argued that the power imbalance could also be reversed, in that the
interviewee could be placed in the position of power (Neal, 1995 as cited by
Cohen et al., 2007); this power reversal could be evident if a researcher was
interviewing a person deemed to hold a position of authority or be renowned to
have a significant knowledge base. In this project, the power reversal was not

considered to be significant and would not contaminate the research findings.

The researcher/participant relationship within this study was deemed to be
equitable and amongst peers; Cohen et al., (2007) acknowledged that in this
situation there was a potential to create challenges with regards to reciprocity
and collaboration. However, the researcher argues that in this study the power
base was always in favour of the interviewee as they decided to participate, to

withhold or disclose information and to withdraw at any point.

3.3.3 Population and Sampling

Seidman (2013), Punch (2013) and Gray (2014) all agreed that the sampling
and population strategy was an integral part of any research; be it either
guantitative or qualitative. The sampling method and population must be
consistent with the research strategy to ensure validity of the research findings.
Indeed, DePoy and Gitlin (2016) argued that one of the most important
decisions a researcher made was to determine who would be included in the
sample population. Due to the narrow scope of this study the inclusion and
exclusion criteria for the sample were easy to determine and apply (practicing,

gualified sonographers, working in the UK).

Gray (2014) suggested that, overall, qualitative research usually involved
purposive non-probability sampling. The researcher chose to use theoretical
purposive sampling as this enabled the identification of a homogeneous group
of participants who were most likely to provide relevant and detailed data. The

following characteristics were used in the sampling strategy:
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1. Qualified sonographers.

2. Currently practising in the UK.

Theoretical purposive sampling was suggested to be where individuals, having
predefined characteristics, were selected deliberately to be participants in a
study. Initially it was decided to restrict the sample population to include only
consultant or lead sonographers as it was felt that they would provide a more
holistic view (practice, management, leadership and development) of the world
of sonography. However, after reflection, it was felt that by reducing the sample
to this exclusive group of sonographers the multiple realities that existed within
sonography would not be captured. Consultant and lead sonographers were, in
the main, from a radiography background and thereby it was argued that to only
include them in the sample population would have excluded opinions from not
only other professions undertaking sonography but also advanced practitioner
sonographers (who made up the largest proportion of sonographers) and those

professionals engaged in education but still practiced sonography.

The researcher’s previous knowledge of sonographers and their professional
backgrounds, as demonstrated, influenced the researcher’s decisions on the
selection of the participants to be included in the study, but it was felt that this
underpinning knowledge (rather than creating bias) enhanced the reliability and
validity of the data gathered.

To capture data from a sample that reflected the population of sonography the
researcher extended the theoretical sampling to include maximum variation;
including participants from a large geographic area 