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Drawing upon the literature in the field of social mobilising theory and demonstrating your awareness of the work of Marshall Ganz, construct a compelling and evidence based, ‘public narrative’, for a proposed change or improvement in a service that your department, or organisation provides.
Evaluate how useful an approach such as this might be for healthcare scientists, who are seeking to influence within healthcare today. 


Introduction 

The concept of social mobilising is based on a number of theories, including ‘depravation, resource action, political process and social movement’ theories, which have developed from social or political need in the US and Europe over the last century (Sen and Avci 2016, pg125).  Social mobilisation often occurs when societal pressures become such that they are no longer tenable, resulting in unorthodox methods of promoting change. Social mobilising theory relates to the power of ‘collective action’ and ‘social influence’ in creating change, by encouraging individuals to collectively work towards change which would not necessarily benefit the individual (Rogers et al. 2017). 

Part of the key to success for social mobilisation is specific, well defined goals with an element of hope, but the ‘output(s) depend on the motivated, committed and voluntary participation of members and supporters’ (Ganz, 2010, pg2).   By encouraging individuals to be committed to ‘the greater good’, this can allow for widespread social movement, with the likelihood of this being successful increased due to personal investment. Key examples of social movements in the last century include the suffragettes, civil rights and the movement against apartheid in South Africa. Social movements, however, do not always exist for positive causes, and can result in detrimental change within society.  The ‘anti-vax’ movement, based on the publication of data reporting a link between the MMR vaccine and autism in 1998, caused a movement of the public to reject vaccination, with these outcomes remaining today, even though the work was proven to be falsified and later redacted. This shows the impact of social movements and how the effects can be longstanding when the message is seen as impactful or controversial. 

Social movements often occur outside of established structures, and examples of social movements historically within organisations are few (Boyd et al. 2013, pg21). Therefore, social movements within organisations such as the NHS, it could be argued, are not traditional social movements as they are within an ‘institutional structure’ (Boyd et al. 2013, pg21). However, social movements can ‘combine outsider and insider efforts’ in institutions to ‘interact and influence each other, collectively producing change’ and therefore social movement within the healthcare setting can be seen as an effective way to ‘assert new visions and disrupt or directly contest existing arrangements’. (Schneiberg and Lounsbury 2017, pg238). Outsider efforts could be seen to be people outside of your immediate work environment or specialism, such as healthcare scientists across multiple disciplines.

Marshall Ganz, a prominent academic in the field of social mobilising theory, describes ‘framing, public narrative, mobilising and organising’ as the ‘four key components of social mobilising and organising’ (Boyd et al. 2013, pg17).
Framing and public narrative are similar in that they are designed to engage individuals with the narrative (i.e. the call to action) and are used to pull together a group of individuals by emotional ‘by-in’, in order to gain a large number of participants and use this momentum to push forward action towards achieving the end goal (mobilising). The element of personal storytelling is a powerful narrative in engaging individuals in being emotionally invested in a cause which may otherwise not be personally relevant or important to them. As quoted in ‘Organising care around patients’ (Chambers & Taylor, 2021, pg19) from Ganz (2008): ‘A story is like a poem. It moves not by how long it is, nor how eloquent or complicated.  It moves by offering an experience or moment through which we grasp the feeling or insight the poet communicates. The more specific the details we choose to recount, the more we can move our listeners, the more powerfully we can articulate our values.’  

Organising focusses heavily on leadership to drive forward the momentum and passion which has been harnessed ‘into purposeful and effective action’ (Boyd et al. 2013, pg19). Leadership is a key element of the success of a call to action, with the model of an authoritative, commanding leader actually detrimental to the success of the movement; leadership at all levels, utilising soft power and distribution of roles, is a more effective model (Boyd et al. 2013). 

A current example of powerful public narrative is ‘The Post Office Scandal’; the scandal itself occurred a number of years ago to a relatively small number of individuals, with little public interest or involvement at the time.  However, a television drama has provided a platform for storytelling, which has created a public movement with calls for exoneration of individuals involved who had been wrongly criminally prosecuted for fraud.  This story does not impact the wider public in any way in terms of personal or financial gain, but the powerful storytelling involved has created emotional investment, and in turn social movement, of the British public; this has resulted in significant pressure on public figures and political parties, with the Prime Minister now involved in pushing forward the exoneration of the post office staff.

A further example of the efficacy of social movements, specifically in healthcare, is the ‘100,000 Lives’ Campaign in the US.  The ‘cri de coeur’ (translation from French being ‘a passionate appeal, complaint or protest’) was as follows: ‘Some is not a number. Soon is not a time.’, with a specific goal of preventing 100,000 needless deaths by June 14, 2006 (an 18-month window) (IHI, 2006).  The specificity of the goal and timing encourages participation by giving the call a sense of urgency and making the success quantifiable.  In order to evaluate the success of a social movement, it is important to reflect on what has been achieved and whether it has ‘fulfilled one’s stated demands’ (Turner 2023, pg107). However, this is not the only measure of success of a movement, as it may have unintended positive outcomes, such as relationship and network building, education of how to create a call to action, and learning from any negative outcomes for future movements. 


Public Narrative 
My public narrative is directed towards the government, my Trust Board, and clinicians from all disciplines. 

My family are my number one priority, and are something I am fiercely protective of, and especially since becoming a parent I’ve understood the desperate need to safeguard someone I love at all costs. How it feels to have an overwhelming, frantic desire for others to be as invested in my child’s wellbeing as I am. In the families of my patients, I see individuals who are desperate for their loved ones to be looked after, loved, and cared for as I want my own family to be cared for in return. I care passionately about my patients because in them I see someone’s grandparents, parents, partners and children.  A number of patients I care for have repeated contact with hospital care for long periods, often over a number of years, with many having treatment as condition management, rather than as a curative measure.  These patients often report that they don’t know why they are seeing me, what they are being treated for, or that they don’t get a say in their treatment, understand their options, or know the risks and benefits of different procedures. This isn’t right, or fair, and certainly something I would be horrified and furious to encounter in the care of my own family. 

But how do we know what individual patients want, or need? By speaking to people, finding out their individual values, and making this in to something distinct and measurable. By collecting information about what matters to people, rather than two-dimensional figures about numbers and waiting times, we can provide qualitative data as evidence to the government that is a real, tangible demonstration of performance, which in turn will allow care to be driven in a more personalised, holistic direction.  Consultants are bound by the current numerical ‘measures of success’, and keeping these figures within national targets is often the basis behind decision making. The National Vascular Registry, for example, is mandatory in England but optional in Wales, meaning consultants can choose not to contribute data to this. The data taken in to account is quantitative, rather than qualitative, meaning the quality of care is not being assessed. The South East Wales Vascular Network Annual Report (2022-2023), for example, gives figures of admission rates, operation numbers, and symptom to procedure waiting times, but very limited patient experience data, with nothing collected that is vascular-specific (SEWVN Annual Report 2023). 

Good quality care cannot be solely based on numbers. For example, one individual with a chronic wound may see a primary amputation as the best outcome for their quality of life, compared to repeated visits to a healthcare setting for wound care, hospital admissions, and ultimately a secondary amputation which could result in decreased mobility and prosthetic options. This, however, might not be offered if amputation rates are high; as discussed with a surgeon in my Trust, even amputations for palliative patients are currently restricted as these ‘make the numbers look bad’.  This is clearly unacceptable; putting patients through surgery that does not improve their life quality or length, but rather serves to keep them off a list of ‘failures’, is not caring for patients and their individual needs. Unfortunately, clinicians have their hands tied by the measures of success and the targets they currently need to meet, which I argue are not fit for purpose. 

Another example of this is patients with arteriovenous fistulas for dialysis; healthcare trusts are financially penalised if patients have a central venous line for dialysis, as the target is for as many patients as possible to have autologous fistulae. Some patients will have multiple operations to attempt a working fistula, and I recently encountered an unwell, elderly gentleman who has a line and a failed fistula. He doesn’t want another fistula, he is 87, and feels his quality of life will be better with the line, and when the line fails, he’s aware that will be the end of his life. He is being persuaded to have another fistula. This is not for his best interests, but rather to fulfil a target. That is not good healthcare, and this needs to urgently change, to stop clinicians feeling the need to pressure patients into poor decision making. 

Patient reported outcome measures (PROMS), are a tool which is evidenced to ‘lead to better communication and decision making between doctors and patients and improves patient satisfaction with care’ (Nelson et al. 2015, pg1). Currently, usage of these are limited, with PROMS in England only collected for hip and knee replacement operations, and they stopped collection of these for hernia and varicose vein surgery (NHS Digital, 2023). This feels like a step backwards, like we are moving away from using these quality of life measures as standard practice.  PROM collection and application of findings needs work; ‘the PROMs movement has largely been driven by the agenda of researchers or service payers and has failed to focus effectively on improving the quality of care from the patient’s perspective’ (Nelson et al. 2015, pg1), and therefore we need to start implementing these findings to change things that matter to patients. 

In my department, the only government-reportable outcome measure that is taken in to account is our waiting list. Anything done in less than 8 weeks is fine.  Considering our current waiting list is 6 weeks, and outpatients account for approximately 20% of our workload, this is not representative of what we do and how well we do it. It doesn’t say how well we treat patients, the times we have taken patients back to the ward ourselves in wheelchairs as porters are overstretched, and they have been waiting a long time in a chilly waiting room in pyjamas. When a patient has cancer and lives far away, so we make sure they have all their hospital appointments on the same day to help them. When a patient has been upset over the findings of a scan, so we have given them a cup of tea and had a chat to reassure them. Things we hope people would do in return when caring for our own loved ones.

By 2030 we should have Quality of Life measures considered as the main measures of success for all clinicians, for all services, with significant value associated with this, rather than basing success on absolute quantitative values (e.g. numbers of amputations, numbers of elective or emergency patients). We need to change the ‘figures of success’. 

This will pose a huge challenge to people working in healthcare; changing the rules of what constitutes ‘a favourable outcome’, thinking on a personal level about what we would want for the care of our loved ones, and providing this for our patients. It will require effort from numerous parties to make this work. But, we can do this, and we are working towards this, and this will make the care of our patients more like the care we want for the people we love. With palliative care PROMs being developed in Wales, and work in my own Trust on vascular-specific PROMs, we can implement these changes to make life more tolerable for our patients, to give their lives and their care back to them, and give them the power to choose what they need for a better life. 

This is a slow, laborious process, and it is taking too long. But if there is acceptance from the UK government that these quality measures have value, and arguably more value than static figures around time related targets and absolute patient numbers, we can make change towards adoption of quality of life measures for all services, for all patients, to inform future research and development. To make care more caring. 





Evaluation
Social mobilisation is a technique which could be used to great effect by Healthcare Scientists (HCS); there are currently over 56,000 HCS in the NHS workforce (NHS England, 2020) with HCS in Wales ‘involved in over 80% of all clinical diagnoses that directly impact upon patient care’ (Welsh Government, 2018), and HCS forming ‘the fourth largest clinical group’ in NHS Scotland (Scottish Government, 2024). Because of this, HCS actually have significant influence in changing practice in patient care and within the NHS as a whole. There is the National School of Healthcare Science in England, and a Healthcare Science Network in Wales (Welsh Government, 2018), which shows these groups can work as a collective; by working together, HCS can use ‘shared values and commitment’ to ‘provide access to additional resources’ and ‘develop new ways of working’ to ‘enhance receptivity of the organisation’ to ‘calls to action’ (Boyd et al. 2013, pg6). 

However, as healthcare scientists work across 50 different disciplines (Welsh Government, 2018), with a wide range of levels of patient contact, creating a cohesive approach to issues within this workforce may be complex. Having issues which are common across this workforce that can be sold to the collective as relevant may not be possible, and therefore, perhaps HCS need to ‘buy-in’ to causes that may not be relevant to them in their work but are important to other HCS to create the concept of a group force, with the knowledge that when you want to highlight an issue, you will have the support of the group behind you.

Healthcare scientists often work outside of the NHS as part of their role, with many having heavy involvement in industry and academia, meaning they have wide-ranging scope to create external pressure on healthcare to help push forward movements from multiple directions. 

HCS are at the forefront of care within the NHS and as per NHS England’s Chief Scientific Officer Strategy (2020), are expected to innovate ‘integrated models of care’ with ‘digital and data-led services’ to enable an ‘integrated patient journey’. In doing this, HCS can be advocates for patients; as a clinical scientist I am obliged by the Health Care Professions Council (HCPC) to advocate for the wellbeing of patients I come in to contact with, as per standard 7.4: ‘You must make sure that the safety and well-being of service users always comes before any professional or other loyalties.’ (HCPC, 2024). Therefore, all work to develop integrated models of care of the future should be done with the benefit of patients in mind, as they are our primary focus. Regardless of the healthcare discipline and degree of patient interaction, all HCS work contributes towards the care of the patient, therefore, I feel my call to action could be seen as relevant to healthcare scientists across all disciplines.  





Conclusion
Social mobilisation is a powerful tool for change, particularly in the NHS; by communicating the need for change through stories that relate to individuals on a personal level, it is possible to invoke a social movement for long term change and improvement. By advocating for causes they are passionate about, healthcare scientists in particular have the ability to drive forwards change in patient care due to their considerable involvement, and therefore influence, within clinical management. By working as a collective force, with the ability to engage with the public, peers and stakeholders through relatable storytelling, healthcare scientists can be a force for good in the NHS workforce. 
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