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 QUALITY IMPROVEMENT                    Strengthening citizenship: a healthcare 
improvement priority
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We propose that strengthening citizenship could help realise 
some of the substantial changes that are being called for in 
mainstream health policies. We highlight the way that current 
healthcare improvement agendas entail, and depend upon, 
large-scale and complex cultural change. But, we suggest, 
there is a severe limit to how far such cultural change can 
be engineered from above or through conventional quality 
improvement methods. In summary, we argue that support-
ing what we call ‘civic culture’ – a culture that encourages 
and  enables effective citizenship – may be a precondition for 
 bringing about policy aspirations and related improvements.
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Introduction

It has long been recognised that desired changes in healthcare 
are unlikely to come about unless people’s energies and ideas 
are harnessed.1 Mary Dixon-Woods has summed this up recently 
by stressing the importance of ‘coalitions of the willing’ rather 
than ‘diktats’ both in quality improvement and in health policy 
more broadly.2 A number of key policy trends underline the critical 
importance of this insight and point towards a major implication, 
which we summarise as the need to strengthen ‘civic culture’ – ie 
a culture of citizenship – in health services (see Box 1 for summary 
definitions of these ideas and their relevance). We suggest that 
encouraging citizenship should now be seen as a priority for 
those who lead and work in healthcare. This emerging priority 
is not only supported by insights from quality improvement, but 
strongly resonates with established policy directions, including 
new models of care and collaboration, as well as discussions about 
staff wellbeing. The suggestion that citizenship is a healthcare 
priority may have seemed doubtful to many before the COVID-19 
pandemic, but this should no longer be the case.
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Broader visions of improvement encompass cultural 
change

Quality improvement in a narrow sense – or ‘QI’ – refers to a set 
of methods that have proved useful in defining, delivering and 
measuring specific improvements. These methods include, for 
example, the Institute for Healthcare Improvement’s ‘Model 
for Improvement’, Lean and Six Sigma. Quality improvement 
in a broader sense treats QI as but one of a number of system 
supports that can underpin improvement – which include, for 
example, effective institutional leadership and management. 
These two senses converge in the widespread acceptance that 
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Box 1. Summary account of citizenship and civic 
culture

A citizen is a member of a community who, in principle, is in a 
position to help shape the shared life, direction and practices 
of that community. A civic culture is one that encourages 
and enables members to exercise the rights and duties of 
citizenship by fostering opportunities for individual and collective 
participation, including through critique, disagreement and 
shared deliberation. The idea of citizenship is typically applied to 
individuals’ roles within a nation state, but it can also be applied 
to organisational, regional or more local affiliations.3,4

Everyone who works in and is served by healthcare organisations 
can be a citizen both of those organisations and of surrounding 
communities. This is not to deny that in practice opportunities 
and capabilities to exercise citizenship will vary substantially. 
For example, healthcare professional identities may sometimes 
give individuals an unusual degree of power or status within 
an organisation or community, but often professionals may 
themselves be relatively powerless and anonymous but still able 
to make a contribution. Similarly, both professionals and patients 
can act as citizens within healthcare organisations although their 
potential contributions will likely reflect differences in power and 
influence arising from their other specific identities and roles.

By necessity this is a brief simplified account which we believe 
is adequate for our purposes. There are competing models 
of citizenship and there are also important critiques that can 
be made of appeals to citizenship (eg as ways of indirectly 
controlling people or ‘off-loading’ responsibilities) but we leave 
these complications aside here.5
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all successful improvement work depends upon attention to the 
contexts of improvement, including health system cultures.

One of the most striking and challenging features of mainstream 
currents in health policy is that they call for improvements that 
require fundamental cultural changes. Taken together, such 
changes would add up to a major reorientation or ‘rebalancing’ 
of the health system.6–8 For example, fundamental changes that 
are being routinely advocated for and pursued – in the NHS and in 
many other systems – include the following: greater integration of 
care across various boundaries including clinical care, social care 
and public health; more partnership working or even co-production 
between professionals and patients; more use of personalised 
models so that care is responsive to the concerns and perspectives 
of individuals; and more systematic attention to the social 
determinants of health.

All of these shifts in thinking and practice are being proposed 
as important healthcare improvements, but they do not fit neatly 
into a conventional QI paradigm. They are not about producing 
better widgets in existing healthcare boxes. If anything, they are 
about refashioning, and sometimes dispensing with, accepted 
widgets and boxes. QI has a role to play – a valuable supportive 
role in identifying effective methods and indicators of change – 
but it is insufficient unless coupled with a more expansive view of 
improvement.

Yet there is a severe limit to how far complex cultural changes 
can be ‘engineered’ from above; almost by definition they need to 
be owned and lived out on the ground. In addition, foundational 
transformations cannot be achieved unless the methods adopted 
to implement them are suited to the changes being sought; 
to succeed they must embody the ideas and values that they 
espouse. The people who organise services and the professionals 
and others who make them work on the ground are being asked 
to form new kinds of relationships, to be more fully responsive 
to diverse needs and perspectives and to embrace new ways of 
thinking and acting. The levels of responsiveness and forms of 
flexible partnership being encouraged are not best advanced 
through standardised directives or protocols but require ongoing 
creativity, dialogue and debate; in other words, they require 
effective citizenship.

Why citizenship matters

A strong civic culture encourages and builds upon citizenship 
within communities and institutions. It fosters networks of 
relationships that enable joint deliberation and debate and 
underpin coordinated action.9,10 Talking about strengthening 
civic culture is similar to advocating for ideas such as ‘distributed 
leadership’ or ‘communities of practice’ but it is a more inclusive 
and far-reaching ambition. Like these other notions, it recognises 
the importance of utilising everyone’s accumulated experience 
and capabilities and the crucial contribution of bottom-up 
participation and collaboration in practice development, but, in 
addition, it has relevance across very diverse settings and roles 
and can transcend organisational boundaries. Furthermore, it 
acknowledges disagreement as well as agreement as a potentially 
constructive principle.

The relevance of citizenship is unarguable in some contexts 
such as a public health crisis. But it also has obvious application in 
those ongoing policy currents that see healthcare institutions as 
principal actors within their geographical communities. The idea, 
developed in the US, of hospitals as ‘anchor institutions’, operating 

in partnership with other agencies and social movements to 
address the social determinants of health and deploy population 
resources, is increasingly prominent in the UK.11,12 This model 
clearly depends upon health professionals finding ways of working 
with other community citizens who have different perspectives, 
purposes and lines of accountability. Citizenship here is rooted 
in, but an extension of, professional collegiality. By necessity it 
means transcending professional boundaries and being ready to 
negotiate between conflicting kinds of concerns and claims. This 
may, for example, involve health services staff being responsive 
to, and willing to participate in, ‘citizen-led’ approaches to health 
planning and potentially re-designing services accordingly. 
The ‘Wigan Deal’, which has piloted this approach, also shows 
how this kind of collaboration and responsiveness requires 
considerable devolution of power to frontline staff.13 Citizenship 
and professionalism are thus not only complementary but can 
be combined. Civic culture, including civic professionalism, is a 
crucial counterweight to the top-down pressures of health service 
managerialism.

However, exactly the same arguments apply to the need for 
citizenship within healthcare organisations and systems. Calls for 
integration and co-production mean that health professionals 
need to work across internal health system boundaries and 
to forge forms of collaboration with colleagues and patient 
populations in ways that cross lines of expertise and authority. 
It clearly does not make sense to say that frontline staff should 
be empowered to think of themselves as citizens outside of their 
employing institutions but not within them. But the arguments 
for citizenship within healthcare systems are also practical. What 
underpins many of the deep-seated changes being advocated in 
healthcare is a recognition that biomedical approaches need to 
be combined with other approaches. In concrete terms, new policy 
directions are aiming to address a healthcare landscape in which, 
for example, older patients may have five different conditions 
and have been prescribed 15 different kinds of medication. In 
very many instances, such patients’ interests will be best served 
by looking across the range of their needs and combining diverse 
professional and patient perspectives through an emphasis 
on shared decision-making, support for self-management and 
community assets. This requires complementing the reductionism 
of biomedical reasoning with synthesising processes – bringing 
together people and ways of thinking.

Complexity requires inclusion and creativity

In summary, greater responsiveness to patients and social 
contexts means that provision of healthcare becomes more 
complex, variegated and contested and this requires new 
capabilities, flexibilities and responsibilities from professionals.14 
Indeed, once we have acknowledged the importance of respect 
for patients and patient inclusion the same logic also compels 
us to recognise the crucial role of respect for staff and staff 
inclusion. Luckily this need to attend to both the support and 
engagement of health services staff is increasingly accepted. 
It is found in discussions around staff wellbeing and also in 
a broader shift in emphasis away from managerialism.15 For 
example, the developing NHS ‘People Plan’ shows an interest not 
just in building a larger, more motivated and flexible staff but 
in the importance of culture change to support effective staff 
engagement.16 However, we suggest that the current discussions 
around the importance of staff may not get to the crux of what 
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is needed. The change being called for is welcome; notably, 
it has been recognised that staff motivation that stems from 
extrinsic managerial norms and targets, especially where these 
work through fear, are suboptimal and that services that create 
and underpin a positive culture and inclusive and compassionate 
leadership are likely to offer more sustainable and high quality 
care. We would suggest, however, that insofar as this is interpreted 
as being about changing the mix of sticks and carrots it falls short 
of what is needed.

Health services that are more responsive and flexible will involve 
debate and disagreement as part of a healthy working culture. 
It might even be said that ‘staff engagement’ that does not 
result in a measure of disagreement has not started to work. 
There will still be a place for the tools of managerial change – 
targeted investments, exemplar projects, reworked incentives 
and so on; such tools can make a contribution but only if staff 
are encouraged to engage with them critically, appropriate them, 
adapt them and even resist them in creative ways. Calling for this 
kind of shift may sound radical to some, but nothing less can deal 
with the complexity of current policy ambitions. On the other 
hand, perhaps it is not that much to ask. What we are talking 
about will probably seem quite familiar to anyone who has paid 
attention to high-functioning teams where inclusion and routine 
dialogue is core to what makes them work.17 It is also compatible 
with the conditions of success identified in the most insightful and 
carefully grounded QI scholarship. For example, Liberati et al’s 
ethnography of an exceptionally safe maternity unit identifies 
the importance of ‘organisational citizenship’ as one of a range 
of factors that helps underpin successful improvement.18 Good 
management welcomes citizenship and steers contestation away 
from undue conflict and towards something productive.

Conclusion

It is not easy to develop strategies for bolstering citizenship 
and this would be the subject for another and longer piece, but 
perhaps we can offer some indications here. In a nutshell it 
involves a shift in emphasis not just from top-down to bottom-up 
influence, but also from vertical to horizontal relationships. In part 
this means not equating the managerial hub of institutions with 
their ‘centre’. Rather, wherever people come together to give and 
receive care, or to support one another, is a centre and can be a 
source of civic action. A key job for system and institutional leaders 
is not to stifle citizenship. This involves giving an absolute priority 
to establishing a climate of respect and recognition for everyone 
irrespective of formal position or role. It also means both inviting 
and welcoming input from across boundaries inside and outside 
healthcare institutions, and encouraging, valuing and harnessing 
grass roots activities and networks. The latter may be either or 
both social or professional in focus but can help build solidarity 
and trust and generate ideas and platforms for improving the 
way things are done. This is mirrored, for example, in Braithwaite’s 
observation that ‘all meaningful improvement is local, centred on 
natural networks of clinicians and patients’.14 Flourishing ‘bottom-
up’ networks would ideally result in ‘speaking up’ being seen as 
an unremarkable norm rather than as a virtue for exceptional 
circumstances.

Finally, we wish to underline the importance of this theme for 
staff wellbeing. There is now, quite rightly, a heightened concern 
about workforce wellbeing and sustainability. The importance 
of these concerns and ongoing efforts to engage staff and build 

inclusive models of working are reinforced when connected to the 
idea of citizenship. As has been stressed by many scholars since at 
least Aristotle, citizenship and wellbeing are closely interlinked: the 
more we are able to influence our activities and the ways they are 
defined and organised the more likely we are to feel valued and be 
fulfilled.

Position papers about ‘resetting’ healthcare in the wake of 
COVID-19 – including, where possible, holding on to lessons 
and successful innovations – only reinforce the importance of 
integrated care, including partnerships with communities and 
patients.19–21 Our specific recommendations are, first, that every 
time mechanisms of community involvement or co-production 
are rightly invoked or planned the same level of attention and 
priority is explicitly paid to staff participation, and, second, that 
in this process staff wellbeing is included as a core feature of 
quality.22 The latter not only because ‘care’ of staff matters 
but also because support for staff motivation and creativity is a 
prerequisite for progress.23 Many policy aspirations can now be 
advanced under the banner of supporting citizenship in health 
services. ■
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