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Background 
 

This Workstream did not have an HEE prescribed strategic aim other than for the professional body 
to iden�fy specific ac�vi�es for diagnos�c and therapeu�c radiography. The Society of Radiographers 
iden�fied ongoing development of the imaging support workforce and enhanced prac�ce in 
radiography as key ac�vi�es.  
 
For the report rela�ng to the imaging support workforce please see report Workstream 8b. 
 
For the model of engagement for both DRAD and TRAD please see separate document1. For an 
example of a DRAD case study site agenda see appendix 1 and for TRAD Advisory Group (TRAD AG) 
see appendix 2. 

This report sets out the ac�vi�es and associated outputs about ongoing development for 
radiographers under the following sec�ons: 

A. Understanding Enhanced Practice 
B. Enhanced Practice vs Advanced Practice, the conundrum 
C. The four pillars of practice 
D. Valuing all modalities equally 
E. Recommendations 
F. Appendices 

  

 
1 WRAP model of engagement for workstreams 3,4,7,8b,9b 
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Section A: Understanding Enhanced Practice 

The discussions with colleagues as part of the WRAP programme highlighted the confusion 
surrounding Enhanced Prac�ce and what it means for the profession. This is not surprising. In the 
2019 report of HEE’s workforce modelling project, available here, Professor Leary noted the problem 
of ‘a large functional workforce with no specific boundary’. Further complicated by the ‘negative 
implications due to mode of implementation of advanced clinical practice (ACP) and different levels of 
complexity of practice that are service or individually driven’. This is s�ll the scenario in 2023.  

Figure 1 below is based on the proposed model in HEE’s Enhanced Prac�ce workforce modelling 
project report, available here, and informed by the WRAP programme. 

Figure 1: Guide to level of prac�ce, academic range and level of leadership for radiographers 

Agenda for Change Level of Clinical 
Prac�ce 

Academic range Level of Leadership 

7 & 8 Consultant 
Prac��oner 

Masters Degree/ 
PhD/Professional 

Doctorate 
to 

Post-doctoral specialist 
qualifica�ons 

System Leader 

7 Advanced Prac��oner 

Postgraduate 
Diploma/Masters 

Degree 
to 

PhD/Professional 
Doctorate 

Service Leader 

6-7 Enhanced Prac��oner 

Postgraduate 
Cer�ficate/Postgraduate 

Diploma 
to 

Masters Degree 

Service Leader 

5-6

May move to another 
area of work, 

addi�onal 
responsibility e.g. 

CT/preceptor 

CPD and study days 
to  

Postgraduate 
Cer�ficate/Postgraduate 

Diploma 

Leader of self and 
others 

5 Newly Qualified 
Radiographer 

HCPC approved pre-
registra�on award 

to 
CPD and study days 

Leader of self and 
others 

4 Advanced Prac��oner Founda�on Degree or 
equivalent Level 5 

Leader of self and 
others 

3 Senior Support 
Worker 

Appren�ceship Level 3 Leader of self and 
others 

2 Support Worker Care Cer�ficate Self-aware 

https://www.hee.nhs.uk/our-work/enhanced-practice-0
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The Ins�tute for Appren�ceships and Technical Educa�on (IFATE) has approved a Level 6 Enhanced 
Clinical Prac��oner Appren�ceship. Details are available by clicking here. 

On the website it suggests that this appren�ceship would be suitable for a Proton Principal 
Radiographer or a Repor�ng Radiographer.  

In July 2022 to aid managers HEE published An employer’s guide to the enhanced clinical 
prac��oner appren�ceship,  accessible here. 

The College of Radiographers Educa�on and Career Framework (ECF), accessible here, addresses 
Enhanced Prac�ce  

In the ECF lists the types of roles that radiographers who are Enhanced Prac��oners might have: 

 Clinical reporting  
 Radiation protection  
 Specific modalities, such as cross sectional imaging modalities, nuclear medicine or 

mammography  
 The delineation of organs and volumetric outlining  
 Practitioner-led mark-up and ‘on treatment’ review  
 Non-medical prescribing and/or  
 Contribution to multidisciplinary decision-making about a patient’s cancer management plan 

 

During the fi�h mee�ng of the TRAD UK Advisory Group the members were asked some specific 
ques�ons to help inform the educa�on and training of TRAD Enhanced Prac��oners. The five 
ques�ons and their summarised comments are in Box 1 overleaf. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.instituteforapprenticeships.org/apprenticeship-standards/enhanced-clinical-practitioner-v1-0
https://haso.skillsforhealth.org.uk/wp-content/uploads/2022/08/2022.08.03-ECP-Apprenticeship-Employer-Guidance.pdf
http://www.sor.org/ecf
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 Box 1: TRADs’ comments about Enhanced Prac�ce 

1. What is your understanding of Enhanced Practice (EP) for Therapeutic Radiographers?  
How would you incorporate this into the service? 

- The four pillars of practice should be addressed in the role (not necessarily equally divided) 
- The role might replace the ‘team leader’ in area of specialism (i.e. technical development, 

imaging, disease site-specific, practice educator) with robust information and expectations, 
 

2. What are the enablers of developing this level of practice against the four pillars? 
- Having experienced staff in the workplace,  
- The leadership vacuum,  
- Staff engagement and manager buy-in,  
- Benefit for the patient,  
- A positive team/department culture to have buy-in to develop these roles,  
- Staff are keen to be recognised, progress and feel valued, 
- Recognition of the role nationwide, 
- Appropriate Banding for increased responsibilities.  

 
3. What do you perceive the barriers are to developing this level of practice against the four 

pillars? 
- Funding for training,  
- Accessing the education that is needed, 
- Protected time within clinical roles,  
- Confusion that will exist between Enhanced Practice and Advanced Clinical Practice (ACP), 

There are existing ACP roles which are actually EP roles, 
- The focus on the clinical pillar at the expense of the other pillars.  

 
4. What are Enhanced Level Practitioners currently doing in practice (current roles)? 
- Breast markups in pre-treatment,  
- Imaging specialists, could be a Band 6 and above who acts as an imaging practitioner and 

,authorises additional images. 
- SABR/SRS leads, possibly like Band 7s who act as imaging review radiographers, developing 

image specialists,  
- Review radiographers,  
- Dosimetrists, could be a Band 6 dosimetrist who does OAR contouring, dosimetry reviews 

for imaging issues on set, replan recommendations, 
- Team leaders.   

 
5. What do we see as the future of EP roles (in order to future proof the schema)? 
- Standard protocol plan sign-off, 
- Incorporation of four pillars,  
- Align job roles across ODNs, a way of building site-specific teams,  
- AI which will cause radiographer roles to further evolve, 
- Behaviours and positive role modelling at the core to support staff, students and patients – 

more people focused less process focused.  
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Section B: Enhanced Practice vs Advanced Practice, the 
Conundrum 
 

On page 9 of HEE’s employer’s guide (available here) there is a figure (see below) illustra�ng the 
similari�es and differences between Enhanced and Advanced Prac�ce. Helpfully this points to the 
key difference: an Enhanced Prac��oner is proficient at what they do and an Advanced Prac��oner 
is an expert. 

 

Figure 2: Enhance prac�ce compared to Advanced Prac�ce  

 

 

 

                   

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A DRAD manager who is trying to understand the role of the Enhanced Prac��oner stated: ‘As I 
understand it from the new framework even people that would quite comfortably call themselves 
Advanced Practitioners, now they're probably more Enhanced Practitioners for example Reporting 
Radiographers.  I actually think radiography as a profession has a far bigger challenge to align itself 
to other AHPs because we've been a bit too nonchalant about it. I think it's going to take a huge 

Uses reflec�on in ac�on to func�on in 
unpredictable environment 

 
Manages risk but defers major decision 

making 
Uses freedom to act within own scope of 

prac�ce 
 

Found in different se�ngs and across 
professions 

Has a specific body of knowledge 
Uses complex clinical decision making but 

confers with others for overall plan 
O�en manages a caseload, some�mes 

providing interven�ons as part of a 
dedicated clinical pathway 

 
Post-registra�on qualifica�on / CPD and 

occasionally Masters qualifica�on 
Evaluates and creates 

Will work within na�onal and local 
protocols where these exist 

Proficient 

Uses reflec�on in ac�on extensively in an 
unpredictable environment 

 
Manages risk  

Uses freedom to act, and provides 
professional leadership and supervision in 

situa�ons that are complex and 
unpredictable 

 
Found in different se�ngs and across 

professions 
Has a highly developed specific body of 

knowledge 
Uses a high level of complex clinical 
decision making, including complete 

management of episodes of care 
Manages defined episodes of clinical care 

independently, from beginning to end  
Masters Level 

Evaluates and creates 
Will shape the design and delivery of local 

protocols where these exist 
Expert 

Enhanced Practice Advanced Practice 

https://haso.skillsforhealth.org.uk/wp-content/uploads/2022/08/2022.08.03-ECP-Apprenticeship-Employer-Guidance.pdf
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cultural shift.’  Another manager agreed and explained: ‘we recognise the Enhanced Practice 
challenge, and we are trying to retrofit’. 

An experienced university radiography course leader explained the history behind the conundrum. At 
the �me the Mul�disciplinary Framework for Advanced Clinical Prac�ce for Radiography was 
launched the professional body stated that to be an Advanced Prac��oner the �tle holder had to 
have a Masters Degree.  However, there are radiographers who have been in these roles for about 
twenty years who are now being told they are not Advanced Prac��oners because they haven’t got 
the ‘piece of paper’.  There are a lot of radiographers who class themselves as Advanced 
Prac��oners but are in fact Clinical Experts and are not involved in the other areas of Advanced 
Prac�ce. They went on to advise that most universi�es are trying to address the problem. They are 
offering Masters programmes as a ‘bolt on’ a�er qualifying.  This enables the learner to develop the 
non-clinical skills and have the other atributes. This group can then worry about developing clinical 
specialist skills later. They concluded: ‘It is politically sensitive and a difficult situation to be in. It will 
be a huge problem to solve’.  
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Section C: The four pillars of practice 

The Radiography Educa�on and Career Framework (accessible here) ‘embeds the four pillars of 
prac�ce: 

 Clinical Practice
 Leadership and Management
 Education
 Research and Development

at every level of prac�ce and within every role’. 

Development of radiography prac��oners should include all four pillars, although the extent to 
which any pillar is embedded in a role will vary.  

For successful workforce transforma�on the leadership and management pillar is essen�al2. 

Radiographers are socialised into a medical model and into a service that is opera�onally managed 
and transac�onally led. However, to effect change in the workforce requires transforma�onal 
leadership. 

The WRAP team were privileged to interview two transforma�onal leaders: 

1. Jeanette Owens, Lead X-ray Imaging, University Hospitals NHS Trust, her interview 
transcript can be accessed here.

2. Pamela Parker, Consultant Sonographer Manager, Hull University Teaching Hospitals NHS 
Trust, her interview transcript can be accessed here.

Jeanete champions X-ray services and explains ‘there is no reason why progression in X-ray services 
cannot be competency-based including from Band 5 to Band 6 in exactly the same way as it is in 
other modalities’. 

Pam champions the four pillars in sonography prac�ce and calls for a staff guide that directs staff 
towards a leadership course that fulfils the requirements for Advanced Prac�ce. 

A manager from one of the DRAD case study sites agreed about leadership skills. She reported that 
‘it seems to be missing amongst the newly qualified radiographers and some seniors. I appreciate 
that some of it needs to be learnt by experience. I have people who are keen on specialising, but I 
think they are missing out on skills that you can learn in the HEIs about transformation and 
compassionate leadership’. This is a day-to-day issue for all radiographers. The staff are so keen to 
get to Band 6/ Band 7/Band 8a and when they get to these posts, they do not have the background 
experience, and can burn out quite quickly’. 

2 Multi-professional framework for advanced clinical practice. https://www.hee.nhs.uk/sites/default/files/documents/multi-
professionalframeworkforadvancedclinicalpracticeinengland.pdf. 

http://www.sor.org/ecf
https://www.hee.nhs.uk/sites/default/files/documents/multi-professionalframeworkforadvancedclinicalpracticeinengland.pdf
https://www.hee.nhs.uk/sites/default/files/documents/multi-professionalframeworkforadvancedclinicalpracticeinengland.pdf
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Section D: Valuing all modalities equally 
  
The opportunity to develop and progress through the Agenda for Change pay Bands should exist 
equally across all clinical areas of diagnos�c Imaging and Radiotherapy. Unfortunately, this is not the 
situa�on. WRAP has found numerous examples where diagnos�c radiographers are required to 
change the area they work in simply to get promo�on. One senior manager at a case study site 
suggested: ‘the profession needs to review how it considers the different modalities and the use of 
the word specialised. There is misalignment between how the profession sees the different modalities 
versus the reality. You will never use the learnt skill of using 3D orientation and perception of an 
object in front of you as well as you do when you're in plain film’.  

The lack of value placed on the core modality is evidenced by the plethora of �tles that it is given by 
the professionals: 

 X-ray imaging 
 Plain film (this is curious as all imaging is digital) 
 General X-ray 
 Projectional radiography (gaining popularity but not sure the patients understand this term). 

The confusion about how the staff refer to this modality and how they o�en use mul�ple �tles for 
the same modality is illustrated in the quote below. 

 

‘Projectional radiography is seen as a place to put your newly qualified radiographers before they 
go into a modality. Others say it is a speciality in itself, I agree but is it acting as such? Advanced 
Practice/Reporting is seen as an offshoot of plain film, but it doesn’t need to be. Plain film has to 
stand alone as a modality. What is there to tempt people into plain film? We have seen newly 
qualified radiographers go straight to CT/MRI and recently directly to Interventional Radiology.  
There is an argument for learning your trade in ‘X-ray’ before going to another modality. Plain 
film is an art form’. 

Senior Radiology Services Manager 

 

 

 

Would a suitable �tle that would value this modality be Plain X-ray? This �tle would then correctly 
differen�ate it from the CT use of X-rays. 

  

radiographers 
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Section E: Recommendations  
 

1. The Society of Radiographers should explore additional ways of supporting the imaging and 
radiotherapy workforce to  embrace all four pillars of practice. 

2. It is recommended that radiographers are directed towards  leadership courses that fulfil the 
requirements for Enhanced Practice and Advanced Practice. 

3. The Society of Radiographers should undertake a deep dive into the current employment 
and deployment of reporting radiographers and provide a guide for managers about 
Enhanced Practice and employment of ‘reporting radiographers’. 

4. The Society of Radiographers is urged to lead on the naming of the ‘X-ray’ modality and not 
leave it to chance. 
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Section F: Appendices 
 

Appendix 1: Example of a DRAD case study site meeting agenda 

 

 

Radiography Workforce Reform Priorities  

Meeting 5 agenda 

Wednesday 29th March 11:00-12:30 

Time Item Lead 

11:00 – 11:05 Welcome and apologies Rachel Forton 

11:05 – 11:15 Notes/Actions from meeting 4: 

NNUH pilot possible case study to include 
in WRAP report 

Link WRAP sites: 
 

Mary Lovegrove 

11:15-11:30 Update on WRAP since meeting 4 Lindsey Bunn and Mary 
Lovegrove 

11:30 – 12:00 Workstream 8 

Support Workforce and ongoing 
professional development 

Mary Lovegrove 

12:00 – 12:15 Workstream 9 

Enhanced Practice and radiographers 
reporting 

Mary Lovegrove 

12:15-12:25 WRAP next steps 

Thank you 

Mary Lovegrove 
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Appendix 2: TRAD Advisory Group meeting 5 agenda  

 

 

 

 

 

 

 

 

WRAP TRAD Advisory Group 

Meeting 5 March 13:30-15:00 

AGENDA 

 

Time Item Presented by 
13:30 Welcome  

Actions from meeting 4, see notes 
Mary Lovegrove 
Kate Tabbernor 

13:40 Enhanced Practice TRAD 
The discussion 

Melanie Clarkson 

14:30 Principles of standardisation of assessment Mary Lovegrove 
Kate Tabbernor 
 

14:45 Update on other WRAP activities 
Apprenticeships 
Preceptorship 

Mary Lovegrove 

14:55 Final meeting – meeting 6 March 21st 13:30-
15:00  
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Pam Parker Consultant Sonographer/manager/transformational leader 


Hull University Teaching Hospitals NHS Trust  


Four pillars and levels of practice 


‘I think we need to worry about the four pillars in sonographer practice. There is still the prevailing 


situation where many sonographers are employed at Band 7 with a focus on clinical practice without 


the other aspects of their work, in a contemporary service, reflecting the four pillars of practice.  


The clinical sonography practice is of a very high standard and there isn’t a culture or drive for 


multiple consultant sonographers and there is little support from Consultant Radiologists to develop 


this role. 


I recognise that pay bandings and national job profiles should be reviewed. In sonography this may 


cause some disruption and concern. Particularly if it is specified that to be paid as an Advanced 


Practitioner in sonography, the sonographer will have a defined scope of practice across all four 


pillars.    


In 2010 there was a directive from the government for healthcare services to be more cost efficient. 


Radiology Service Managers subsequently asked why all sonographers were employed at Band 7 and 


advised that we needed to establish Band 6 sonographer posts. We then undertook a questionnaire 


to ascertain what people at that time understood by ‘direct entry ultrasound’ and what was the role 


of a Band 6 sonographer? We struggled to answer the question about the Band 6 sonographer 


because the national profile that existed was for a reporting radiographer at Band 7. This situation 


has still not been resolved.’ 


Education and training of the sonography workforce 


‘Without recognised regulation of the sonographer title BMUS (see outline framework on the next 


page) has stated that’: 


 ‘Entry routes into sonography should be CASE equivalent i.e. the education 


and learning outcomes should be meet CASE learning outcomes for the relevant  


academic level of study.’ 


 


‘The shortage of sonographers has led to the development of undergraduate direct entry  


sonography courses.  The current preferred CASE approved model is the BSc(Hons) Medical 







 


 


Ultrasound Level 6 degree apprenticeship. Graduates from these courses then enter a period of 


preceptorship before becoming an Enhanced Practitioner’.   


‘However, there was no career structure, which was the trigger for Health Education England to 


commission a working party, led by BMUS, to write a career progression document with a career and 


progression framework (see figure below). Initially the framework defined a trainee sonographer, a 


graduate sonographer, and an Enhanced Practitioner in Sonography. Then the knowledge and skills 


required to become an Advanced Practitioner in Sonography, the scope of clinical practice of an 


Advanced Practitioner in Sonography, and finally a Consultant Sonographer were added to complete 


the career framework. The challenge is mapping this across to the four pillars, because, as already 


noted, many of the sonographers in the current workforce align with the clinical practice pillar for an 


advanced practitioner, but they do not map to the other three pillars’. 


 


 


BMUS Career and Progression Framework 


‘It is important that service managers and sonographers are supported and that sonographers are 


assimilated onto the new framework. In 2022, prior to the publication of the Career Framework, 


BMUS published the preceptorship and capability framework for sonographers1, setting out what is 


needed to support newly qualified sonographers, and more experienced sonographers, which gave 


the text and context to the framework. It states quite clearly that you need to be a postgraduate to 


fulfil the role of an Enhanced Practitioner. FASP (NHS Fetal Assessment Screening Programme) insists 


that sonographers working in this service are postgraduate and CASE accredited. This means that no 


sonographer can work in the UK and fulfil an employers’ potential without a postgraduate 


qualification.’  


 
1 https://www.bmus.org/mediacentre/news/bmus-preceptorship-and-capability-development-


framework-for-sonographers/ 


 



https://www.bmus.org/mediacentre/news/bmus-preceptorship-and-capability-development-framework-for-sonographers/

https://www.bmus.org/mediacentre/news/bmus-preceptorship-and-capability-development-framework-for-sonographers/





 


 


 







 


 


Innovative staffing model 


‘Locally we looked at what needed to be put in place to retain staff and keep them interested in their 


work, and provide the best patient care. At the same time one of our consultant radiologists was a 


member of the BMUS standards group and then he became the Clinical Director. This situation was 


key to the successful to the implementation of our new sonography workforce model to address our 


service challenge. He agreed to transfer some unfilled funded radiologist sessions to the sonography 


budget line to fund a consultant sonographer post.’  


‘When I was appointed to the Consultant Sonographer post I reviewed the sonography structure in 


the department.  We have MSK/head and neck/obstetrics/general medical as sub-specialties and we 


needed line management for the sub-specialties. We created six posts: the consultant post and five 


advanced practitioner posts at 8a. The staffing was one full-time consultant and 4.6 w.t.e. Band 8a 


specialist sonographers, who are working as advanced practitioners.’ 


‘We also secured some funding from HEE to develop the education and training capacity to increase 


the education and training resources including simulation and a training suite. In addition, we 


appointed two Band 8a clinical mentors, who support trainee sonographers and help them to get the 


relevant experience they need. These four (0.5 w.t.e.) mentors have also developed inhouse training 


programmes. Furthermore, we are about to appoint to a peripatetic mentor post across the ICS, 


resulting in three w.t.e. mentors, and when one of the consultant radiologists retires, we aim to 


develop more specialist obstetric sonographer posts to match the general medical posts. These 


Advanced Practitioners (specialist sonographers) are required to demonstrate they work across all 


four pillars of practice and they line manage any Enhanced Practitioner Sonographers. In addition, a 


paediatric sonographer post has just been approved.’  


Leadership development 


‘The Trust offers bite-sized leadership training. My leadership journey started with a LEO (leading an 


empowered organiation) programme and then I completed a PgC in Leadership.’  


 


 


Essential developments 


1. ‘A formal collaborative partnership with radiologists is the only way that we can develop 


transformative services and start to address the long waiting lists in ultrasound.  


2. The funding for education and development must be really transparent. Guidance from the 


professional body as to how to access any education and development funds would be 


helpful.  


3. Guidance for staff that directs them towards a leadership course that fulfils the requirements 


for advanced practice. 


4. Regulation  


As an Advanced Practice Sonographer, the practitioner will have to work under Patient Group 


Directives (PGDs) and potentially request alternative imaging. This will not apply to any 


sonographer who has attended a direct access course until sonographers are regulated. 


Unless you are a regulated professional you cannot work under PGDs, you cannot give steroid 


injections or perform prostrate biopsies. Currently any sonographer who is nor regulated will 


have a limited scope of practice.’ 
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1. Introduction  


There is a large multi-professional workforce in health and social care which manages much of 
the day to day risk of the service and provides complex care to patients. This population is a 


valuable mission critical resource but has high rates of turnover and retention issues.  
 
Like of other healthcare workforces, it operates at level of complexity and within a sphere.   


2. Approach  


To gain a fuller understanding of the problem as a concept, soft system methodology (SSM) 
was applied (Langley et al., 2009; Checkland 1981). SSM originated in systems engineering 
and has been in use for over thirty years. The workforce overall and its interrelational nature can 
be thought of as a system that is dynamic and not static.   


 
One of the principle approaches of SSM is understanding the real-world situation with all the 
players involved in determining this. It also uses an approach that asks specific questions. This 
process is often shortened to the term CATWOE.   


 
CATWOE was defined by Peter Checkland (1981) as part of SSM. It is a checklist for thinking 
and a technique that other industries use to identify the what they are trying to achieve, what 
are the problem areas and how is the solution going to affect the business and people involved 


in it.   
 
This is an iterative process that allows us to understand the real world and build explanative 
models. The iterative process began with data collected by one of the authors over a number of 


years. This data consisted of activity data of “work as done” (Hollnagel 2015).  
 
Data was collected or utilised from the sources shown in Figure 1.  
 


Figure 1 the sources of data.  
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Step One: Identifying the problem  


The problem was pre identified by HEE. The Enhanced Practice Group (EPG) was brought 
together to understand the problem and look at potential approaches and solutions.  
 
Step Two: Problem situation described  


A large functional workforce with no specific boundary. Negative implications due to mode of 
implementation of advanced clinical practice (ACP). A group of demand meters but not pace 


setters. Different levels of complexity of practice that are service or individually driven   
 
No apparent relationship between job titles and complexity of practice-lots of professions, job 
titles and areas of practice.   


 
Signals from the workforce that they felt disenfranchised.  
 
According to the data in cancer and other areas there is an established level of complex 


practice which is not “advanced” but for which there is significant demand.  
 
This workforce is significant-will the market tolerate a significant shift in practice or 
employment?   


 
We currently model workforce as a service, not safety critical industry  
 
Relies on Division of labour and “skills buckets” rather than demand/risk modelling and 
workload redistribution. 


 
Step Three: Root definitions (this is a statement that concisely describes a system of 
interest) 


1. What the system will do?  
2. How it is done?  
3. Why it is being done (long term aim)?   
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From this emerged the questions:   
 


• Is this the right direction? Have we identified the issue?  


• Is enhanced the right word?  


• What are the alternatives?  


• What education is needed to support enhanced level practice?  


• What educational level is enhanced practice? How does this differ from the education that is 
already in place?  


• How does this overlap with advanced practice?   


• Enhanced practice as a route to advanced and an end in itself?   


• What are Public and workforce perceptions?  


• What are our key messages?  


• What are the key needs of the workforce and citizens?  
 


The application of CATWOE  


Customers The customers are the end users of the service (patients, families, colleagues, 
employers and others with a stake in the role).  
 


Actors The workforce currently doing high volume, complex work that is not “advanced” 
according to the ACP Framework (HEE 2017).  
 
Transformation To identify this group, its purpose, its edges and its situation with respect to 


other workforces and customers.   
 
Weltanschauung (is this the right thing to do?) The stakeholders (customers) say this is the right 
thing to do.  


 
Owners of the process The HEE Enhanced practice steering group.  
 
Environmental constraints The context (before advanced?) the labels (why not specialist?) the 


wider policy issues and constraints including funding and culture/value of work as done.  
 
Step 4: Conceptual Modelling  


After the identification of the issue to be examined a conceptual model/explanative model of the 
real world was constructed.  
 


The current workforce in health is a complex system. It is hard to model for several reasons. 
These include the factors shown in Figure 2.   
 
Figure 2 Factors that make defining and modelling the workforce challenging (Leary and Dix 


2018)   
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3. Understanding the current workforce  


There is no robust data collection which depicts the levels at which people are performing. Pay 
grades can be misleading as workers may be under or, more frequently, over performing. Some 
data is available, for example we know how many HCPs register each year from training 
programmes, but without destination data its not possible to say where they go to work. Using 


several sources of data such as data from NHSD, HEE, NHS Employers and other agencies a 
multi-professional “best guesstimate” was constructed and is shown in Figure 3.  
 
Figure 3 An estimation of the distribution of the nursing AHP and HCP workforce by level of 


practice.   
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4. Understanding the work as done 


A data/literature mining exercise was done to determine different levels of practice in the real 
world. The data comes from around 45,000 workers in 27 organisations. It was then compared 


to the literature particularly the work of Benner (1984), Dreyfus and Dreyfus (1986) and Bloom 
(Anderson et al 2000). The workforce sediments into seven areas or levels of practice (which 
overlap). These are shown in Figure 4.  
 


Figure 4 The emerging real world levels of practice.   
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5. Who are the Enhanced Practice workforce in the 
real world?  


Several examples of enhanced practice across professions are given here.  


 
Ken is a community occupational therapist working with a palliative care team at a hospice. He 
assesses patients and maximises their function with the aim of improving quality of life. He 
offers a range of complex interventions post assessment from working/brokering with the local 


authority on adaptions to relaxation techniques and breathlessness management. He works 
closely with the multidisciplinary team for example with specialist nurses on symptom control.   
 
Clare is a physiotherapist specialising in back pain. She manages a caseload of patients and 


provides primary treatment as well as referring to other members of the multidisciplinary team, 
for example surgical colleagues. Clare is undertaking an advanced clinical practice course 
including prescribing which she hopes will help her manage more complex patients and 
complete episodes of care, allowing the service to expand.    


 
Bhavin is an optometrist working in a satellite centre of a large acute Trust. He sees first contact 
ophthalmic patients performing a full assessment and either treats/advises or refers onto an 
ophthalmic consultant.   


 
Simon is a registered nurse working in interventional radiology. He is a non-medical prescriber. 
It allows him to provide better access to medicines such as pain relief before, during and after 
procedures, thereby releasing consultants so they can continue with procedures.  


 
Breda is a Lead Play Specialist. She leads a play service at a large acute Trust which employs 
four other play specialists working across different children and young adult services. She is an 
expert in distraction therapy for children in cancer services. She works as part of a 


multidisciplinary team.   


6. Why not “specialist”?  


Within the EPG and stakeholder groups the “why not specialist”? question for this level of 
practice was discussed. This was also discussed opportunistically with wider workforce groups 


such as professional associations. This included specialist professional groups.   
 
The initial data indicated that specialist outside of medicine and some specific professional roles 
(for example District Nursing and Health Visiting) was distributed across different levels of 


practice. A descriptive model is shown in Figure 5. Lack of data means this model is limited but 
“specialist” knowledge was articulated for example in the support worker workforce. As 
specialist knowledge is articulated across all levels of complexity there was a consensus not to 
use “specialist” as a level of practice. This challenge has been articulated before in the 
literature-particularly in nursing.   


 
Figure 5 There is a probable gradient of specialist knowledge across levels of practice.  
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7. The bigger picture-the context of the Enhanced 
Practice Workforce  


A workforce within a complex system is not static and the levels of practice and complexity 
reflect this. The enhanced practice workforce is contextualised here with the other levels of 
practice. Table 1 shows how the workforce is currently emerging i.e. a range of academic 


qualifications, overlap in levels of practice as represented by the four pillars.  


 
Table 1: A matrix of context for Enhanced Practice   
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This needs further development but the stakeholders welcomed this approach and it has tested 
well.  


8. Lessons from implementing The Advanced 
Practice Framework   


A separate piece of work (Appendix A) was undertaken to examine the experience of 


implementation of the ACP framework. Several issues were identified which could be beneficial 
learning points for the implementation of any new frameworks 
.  
Some headlines:  


 
ACP being a “new” job rather than an area of practice appears to have an effect-positive and 
negative.  
 


ACP being the only option for clinical progression is seen as negative.  
 
ACP role being unclear and confusing to stakeholders   
 


There is a spectrum of advanced role from working within clinical rotas to advancement in ones 
original professional sphere 
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Initial findings are in Appendix A.   


9. Answering the questions-the views of the 
stakeholders  


Is this the right direction? Have we identified the issue?  


The stakeholders felt that the issue had been identified and that this was the right direction to 


take. The stakeholder workshops concluded that the project was important.   
 
Is enhanced the right word?  


Most stakeholders felt this was the right word. One stakeholder felt it might be confusing, Two 
professional groups used a differently terminology but did not object to Enhanced as a 
descriptor. Although there was some discussion of reclaiming the term ‘specialist’, ultimately, 


the group agreed that ‘enhanced’ is a good term as it has not been used before. The term 
‘enhanced’ provides a distinction from simply number of years in a role or competencies and 
tasks.    
 


There was agreement that ‘enhanced’ should be used to describe the level of practice rather 
than act as a title. The definition of the ‘enhanced’ practice should span the four HEE pillars, but 
it is not necessary that each level will be equally proportioned.    
 


What are the alternatives?  


There was consensus on Enhanced however alternatives such as specialist were considered 


and eliminated.   
 
What education is needed to support enhanced level practice?  


Post qualification education was important.   
 
What educational level is enhanced practice? How does this differ from the education 


that is already in place?  


Post qualification was the consensus. In the real world data this was usually a post graduate 


level qualification. The group agreed that enhanced practice would be best placed at a 
postgraduate level. It was noted that there should be flexibility in the educational requirements 
needed to practice at this level as a large part of the workforce may be lost if academic 
requirements are too rigid. Learning could be supplemented by partaking in in-house training, 


workshops and mentoring programmes, as this would enable practitioners to develop the core 
capabilities that allow them to practice at this level – eg transferrable skills, thinking and 


decision-making – as tasks can be learnt.    


 


To demonstrate the development of core capabilities, the group agreed that a portfolio of 
evidence consisting of reflections and case studies would be useful. Rather than representing 
the skills and experience a practitioner has at a specific point in their career, portfolios should 
be representative of their capabilities across their career. The group agreed that revalidation to 


reflect on previous experience should also be included.    
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 It was noted that, given the large number of practitioners in the workforce practicing at an 
‘enhanced’ level, training would need to be completed in-house. However, this raises questions 
around consistency, credibility and a possible strain on the training workforce.   
 


How does this overlap with advanced practice?   


This level of practice fuses well with advanced practice.  It was noted that exploring the border 


with advanced practice raised several new questions to be mindful of. Specifically, participants 
noted advanced practice has manifested into two branches with advanced practitioners either 
undertaking more complex work within their area of focus or stepping out of their traditional area 
to take on roles previously done by other professions, such as junior doctors. It was therefore 


asked whether this will be the same in enhanced practice. It was also noted that it may be 
easier to define the space around enhanced practice to understand what it isn’t before exploring 
the border.    
 


Enhanced practice as a route to advanced and an end in itself?   


Although Enhanced is a precursor to Advanced it should very much be valued as a highly 


functional level of practice and service delivery. There is value in practicing at the ‘enhanced’ 
level and it is a legitimate endpoint. Some practitioners may prefer the brokering aspect of 
practice rather than being decision-makers. Therefore, skills practitioners at this level possess 
should be recognised and valued.  


 
What are Public and workforce perceptions?  


The public and workforce perceptions were favourable.   
 
What are our key messages?  


That this workforce is valued and necessary.   
 
What are the key needs of the workforce and citizens?  


To be able to access the services of a large, functional workforce and for the system to retain 
that workforce.   


 
Employers 
Defining this level of practice will be important in enabling employers and the rest of the 
healthcare workforce to recognise the value and work of these practitioners. A clear 


understanding of ‘enhanced’ practice will help employers understand the structure of their 
workforce and utilise skills in the most productive way possible which will be cost effective, 
improve retention and improve patient experience.  This will be though contextualising all levels 
of practice to meet employers’ requirements.   


 
The workforce  
For practitioners working at this level of practice, it will provide a sense of legitimacy, making 
them feel recognised and valued for the work they do. There will be a need to provide clarity on 
what this new level of practice means to and for the workforce, noting that this is not merely a 


box ticking exercise. It should be explained that there is a clear progression pathway should 
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practitioners want to transition into advanced practice. The language used must reiterate this 


group’s value in the workforce.    
 
Citizens  
It was noted that the public will not understand the differences between practitioners working at 


an enhanced level compared to another level of practice. However, patients will understand 
enhanced practice can offer consistency of care and time, which they value greatly.   


10. Glossary  


ACP - Advanced Clinical Practice  


EPG - Enhanced Practice Group  
HEE - Health Education England 
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Value all imaging services equally 


Career progression in X-ray (plain film/projectional radiography) – a creative innovator 


Interview with Jeanette Owen Lead X-ray Imaging at University Hospitals Plymouth NHS Trust  


Jeanette was the first manager, as part of WRAP, to state that there isn’t a career structure in ‘X-


ray’. She refers to this service as ‘X-ray’ as that is the 


imaging modality used, it is a simple term, and the 


patients and general public recognise it. When 


considering the other options available Jeanette 


stated: ‘ I appreciate that CT uses X-rays to produce 


the image but CT is a recognized term for staff and 


patients. The term ‘plain film’ is incorrect as we no 


longer use film and projectional radiography, which 


may work for radiographers, will be shortened to PR, 


which for patients could be confusing as it is an 


abbreviation that is often used in medical care’.  


Jeanette is very proud of her career in X-ray. She explains that ‘there is nothing boring or static about 


the service. Most days I am challenged by the work. She asserts that ‘the concept that you come to a 


grinding halt if you stay in this modality and only progress to more exciting avenues within other 


modalities is complete nonsense’. 


Jeanette describes herself as a leader rather than a manager. Her personality type and behaviour is 


aligned to leadership. She has developed her leadership knowledge and skills to masters level and 


has also completed the Mary Seacole leadership course.  


Her concern is that most imaging services are managed by radiographers who have previously 


worked in scanning, and furthermore, universities advise students that if they wish to progress, they 


will need to work in cross-sectional imaging. She emphasises that ‘it is important we rebalance the 


mindset and value X-ray. We are influenced by recent history. Previously you needed to be qualified 


three to five years before you could apply for a job in CT. This situation is changing very quickly 


because of changing service needs, and many organisations are recruiting newly qualified 


radiographers directly into cross-sectional imaging.   


 
‘Whatever title we use needs 


to be coherent and one that 


the general public 


understands.’ 







 


 


She has recently recruited another 29 radiographers, when they are all in post there will be a total of 


104 radiographers in the X-ray team (excluding interventional radiology), three times the number of 


radiographers who are working in CT. Jeanette claims that ‘there is no reason why progression in X-


ray services cannot be competency-based including from Band 5 to Band 6 in exactly the same way 


as it is in other modalities.  


 


 


 


 


 


 


 


 


 


 


Jeanette explained that in the large team there are five musculo-skeletal reporting radiographers, 


one chest reporting radiographer, and a specialist maxillo-facial reporting radiographer. They are all 


employed at Band 7 as Enhanced Practitioners, there are plans to increase the number.  


Also included in this team are two Band 4 Assistant Practitioners; one Band 3 Assistant Practitioner 


apprentice and two more about to start at Band 3 


 


 


 


 


 


 


 


 


 


 


The level of practice that is missing at UHPT is Band 6. However, with the range of examinations and 


the scope of practice it should be possible to develop a progression point at Band 6 that addresses 


the four pillars of practice: 


• Clinical Practice 


Services provided within X-ray, including paediatrics*: 


• In-patient X-ray: chest/abdominal X-ray; skeletal X-ray 


• Theatre Fluoroscopy imaging 


• Mobile Imaging 


• Fluoroscopy 


• Out-patient X-ray and GP Imaging service 


• ED (A&E) 


• Single-handed peripheral sites 


• Extracorporeal Shock Wave Lithotripsy (EWSL) Service 


*Interventional Radiology (IR) has been separated out as the IR service is very large. 


Potential X-ray career opportunities at UHPT (mapped to SoR ECF) 


 Band 3 Apprentice 


Assistant Practitioner 


Band 4 Assistant 


Practitioner 


 


Band 5 


Radiographer 


 
Apprenticeship 


course 


2 year to-up to BSc (Hons 


diagnostic radiography) 


Band 6  Enhanced 


Practitioner 


 


Band 7  Reporting 


Radiographer  


 


Band 8  Team 


leader  


 







 


 


• Education 


• Leadership and management 


• Research and development 


Jeanette is disappointed that Interventional Radiology has been separated out as that used to be a 


good area for the X-ray based radiographers to rotate to and widen their experience. 


Jeanette described her experience when she first took on the post of lead radiographer for theatre 


and mobile imaging. There were 42 theatres, 37 wards, four of which were intensive care. This was a 


huge responsibility for a Band 6. She argued that this should be changed to raise the status of this 


work because of the varied techniques and the range of competencies required across the breadth 


of this service. Jeanette went on to advise that ‘our students and newly qualified practitioners tell us 


that the work is still as challenging’.  


‘The outcome was a promotion to Band 7, evidence that I am a creative innovator.’ 


 







