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Policy promotes service user engagement in health services design and delivery. Various tools exist 
to support the engagement of citizens within health services design. We consider community 
engagement within the context of primary care delivery in remote and rural areas of Scotland. We 
present findings from three years of qualitative work with community members and healthcare 
professionals within five different remote and rural areas, undergoing primary care service changes. 
364 interviews were carried out with community members and healthcare professionals on their 
experiences of, and feelings towards, the services changes. A key theme to emerge from our 
thematic analysis of the qualitative data is experiences of community engagement. In this paper we 
present our analysis of this theme. We identify different types of community engagement discourse 
within community and healthcare professional interviews. We illustrate these themes and, through 
consideration of five case study areas, demonstrate how these discourses can co-exist within the 
same service change process. The paper presents our sub-themes on community engagement 
relating to discourses of inclusion and exclusion; the role of the General Practitioner (GP); 
conceptualisations of the organisational role of the NHS; discourses of fear and, finally, community 
members understandings of what it means to be active “agents of change” (or not) within health 
services redesign. We argue that context is as important as method when it comes to facilitating a 
positive community engagement experience for citizens. Our findings have relevance to the 
emerging social science literature on citizen experience of public sector community engagement 
activities.  

 

Keywords: community engagement; primary care; services change; rural; Scotland 
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Introduction 
 

Various phrases are used to refer to the process of involving citizens within the design of statutory 
healthcare services such as community engagement, citizen engagement and service user 
participation. We use “community engagement” to encompass the informing and consulting with 
current and potential users of primary care services within a geographical location - for the purpose 
of collaboratively designing locally appropriate services change. This type of community engagement 
or citizen involvement is promoted in health and other public sector policy in the UK (see, e.g. Milton 
et. al., 2012; Chadderton et. al., 2013; Wright-Bevans, Walker and Vosper, 2020;) and devolved 
national scales (see, e.g., Farmer et. al., 2015; Nimegeer and Farmer, 2016 O’Hagan et. al., 2019) as 
well as internationally (see e.g. Kenny et. al., 2014). However, as others have noted (e.g. Durose et. 
al., 2013; Wilson et. al., 2018), policy is not necessarily translated into efficacious engagement 
practice. In this paper, we consider the Scottish context and the experience of communities within 
remote and rural areas. 

The existing literature on community engagement in the design of healthcare services change is not 
abundant. A greater literature exists on community engagement in public health initiatives and 
interventions in the Global South (e.g. Njuguna et. al., 2020; Karim et. al., 2018). Studies 
demonstrate that community empowerment and engagement strategies, including the training of 
local people to carry out health-promoting roles, can have a positive impact on rural communities’ 
health (e.g. Neal, Knowles and Drummond, 2018). There is also a body of work looking barriers to 
primary care use, and facilitators to encourage its use within rural areas, often with regards to 
Indigenous people or marginalised groups (e.g. Champion, Franks and Taylor, 2008); Durey et. al., 
2016). 

Community engagement is also used as a term in studies that consider levels of, and reasons for, 
participation in certain types of medical intervention as patients (e.g. Brunisholz et. al., 2020) or in 
public health initiatives such as cancer screening or smoking cessation (e.g. Attree et. al., 2011; 
Croager et. al., 2018). Some work extends beyond the notion of patients to preventative and 
restorative practices such as participation in social or walking groups (e.g. Rigby, Dodd-Reynolds and 
Oliver, 2020). Rigby, Dodd-Reynolds and Oliver (2020) identify “participation biases” towards “white, 
more socioeconomically advantaged, middle-to-older aged, female and able-bodied adults”. Work 
has identified similar participation biases within health services planning (e.g. Munoz, 2014). Other 
authors have written about the concept of “social stratification” (Healthwatch England, 2018) in 
health services engagement and how processes of unequal power and resource distribution underlie 
the absence of certain groups within engagement processes (see e.g. De Freitas and Martin, 2015; 
Shimmin et. al., 2017).  

In the literature that does consider (rural) community engagement in statutory health services 
design, authors have noted the tokenistic implementation of community engagement policy that is, 
essentially, a tick box exercise in information giving (e.g. Kilpatrick, 2009). This reflects a discourse 
within the wider participation literature – that many engagement activities do not move beyond the 
“non-participation” and “tokenism” rungs in Arnstein’s (1969) ladder of participation. The ladder is a 
conceptualisation of how citizen participation, and associated levels of power, range from low to 
high – or from “non-participation”, through “tokenism” and towards “citizen control”. Kenny et. al.’s 
(2015) review found a need specifically within the context of rural community participation to “move 
beyond mandated tokenism”, suggesting that effective engagement may lie in the ‘highest’ rungs of 
the ladder (Arnstein, 1969), i.e. “citizen control”, “delegated power” and “partnership”. However, as 
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Kenny et. al. (2013; 2014) point out, little published research examines the outcomes or evaluates 
the ‘success’ of community engagement in rural health services design. 

Although not specifically looking at community engagement in statutory health services planning, 
the work of Jones et. al. (2018) does give some insights into what might ‘work well’ in this context. In 
rural Australia, they identify six features of “transformational community engagement” including 
identifying and responding to community need, reputation and trust, and knowledge-sharing and 
program adaptation. They suggest that ‘successful’ community engagement in health services 
planning is relational, involves emotion (trust) and requires transparency and flexibility from services 
providers. This echoes Kenny et. al.’s (2013) assertion that ‘success’ requires “shared understanding” 
and “honest discussion”.      

In work examining the longer-term impacts of engagement in health services planning, it was found 
that community members and healthcare planners can have contrasting narratives of what 
happened and that citizens attribute ‘unsuccessful’ engagements to the use of “methods that were 
insufficiently attuned to the local social context” (Farmer et. al., 2015; Munoz, Bradley and Hines, 
2018). This may be partly because health services are not well versed in the shared social and 
cultural history of communities (Munoz, 2014). This echoes findings from Nimegeer and Farmer 
(2016) who, in the rural context, demonstrate that language is used by citizens and healthcare 
professionals to enact, challenge and subvert the power dynamics inherent in community-engaged 
design processes. Although they point-out that power struggles can occur between citizens not just 
on the boundary of community-service provider. Kilpatrick (2009) notes issues of power in her work 
on community engagement in rural health services and argues that its success requires the 
“transfer” of some power from health systems to citizens – she notes the challenges inherent in a 
relinquishing of power by statutory providers. As do Jeffery and Ervin (2011, p. 125) in their 
consideration of transformational change to a rural health service, based on community 
engagement, concluding that “few…organisations would demonstrate the willingness to 
accommodate such change, or undertake a needs analysis that is chiefly community driven”. Kenny 
et. al. (2014) note the “unequal positions of power” of statutory provider and community member 
and suggest that citizens be given “training in participatory processes”.        

A systematic literature review highlights that engagement methods can be both inclusionary and 
exclusionary (Munoz, 2014). The review finds  that ‘successful’ engagements are associated with 
processes that paid attention to “past experiences of co-production within the community” (Munoz, 
2014). Doing so allows healthcare planners to be cognisant of, and negotiate, the tensions and 
pressure points within the community that might otherwise be inflamed (Munoz, 2013).  

Farmer and Nimegeer (2014) and Nimegeer et. al. (2011) show that methods such as serious game 
play can engage rural communities in services planning processes – but also how the outcomes of 
this work can vary between different communities.  Although not in the rural context, the work by 
Williams et. al., (2014) demonstrates that deliberative approaches to healthcare design making that 
involve communities can be experienced by citizens as processes that include “enjoyment” and 
“learning”. Yet this study identified that participants felt their input had “minimal impact” on the 
realised redesign of primary care within their localities.  

Much of the community engagement in rural health services planning evidence is from the Scottish 
or Australian contexts and is based on individual, project-defined activity. It is not, therefore, as 
McEvoy et. al. (2019) also demonstrate in the Irish context, about community participation as part of 
a “routine way of working”. Jones et. al.’s (2018) paper is one of the few pieces of work to consider 
community engagement across multiple healthcare sites – in their narrative analysis of seven 
Australian evaluations of the implementation of new models in rural primary care, they find that 
community engagement and shared decision-making is important to finding models that improve 
access to rural primary care.   
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This paper responds to the call from Haldane et. al. (2019) for greater understanding of how 
participation in health services is “influenced by shifts in social, economic and political contexts over 
time” and to growing evidence on the sociology of services change and community engagement 
(Stewart, 2019). 

Methods 
 

The research presented in this paper formed part of a three year project within five case study areas 
of Scotland classified as “remote and rural” within the Scottish Government’s urban-rural 
classification. Each area was selected by the local NHS Board to take part in a Scottish Government-
funded initiative to develop and test new ways of delivering primary care in remote and rural areas. 
The NHS is the umbrella term for statutory health and care services provided within the United 
Kingdom – these services are funded through taxation and provided free at point of care. The 
initiative (referred to as the “programme”) had the objective of developing and testing new delivery 
models for primary care provision in remote and rural Scotland that would build sustainability and 
local appropriateness of service. An action research process was selected by the programme 
managers to allow for continuous input of community opinion and responsiveness to any issues that 
arose. As part of this action research, the authors were commissioned to undertake qualitative 
research with community members and healthcare professionals. Our work was granted ethical 
approval by the relevant university ethics board; NHS ethical approval was not required. The findings 
were fed back to programme managers, and research participants, in order to inform development 
of the services throughout the programme  

The qualitative research involved interviews with community members and health and care 
professionals. This allowed us to obtain views about experiences of services change and the 
engagement process that accompanied it. Baseline interviews were carried out by telephone, but 
three subsequent rounds of fieldwork were undertaken in the study sites and conducted face-to-
face. Interviewees for the baseline work were recruited through the Programme Manager, Local NHS 
staff contacts, Patient Participation Groups and Public Partnership Forums using a snowballing 
method. In the rounds of fieldwork, Patient Participation Groups and Community Councils were used 
as starting points. Additional interviewees were found by contacting previous participants, patient 
groups, Community Councils, local community organisations and third sector workers and 
interviewees were again recruited through snowballing method. It was decided to include third 
sector interviewees and to organise drop-in visits to community groups to widen the range of 
interviewees and reach deeper into communities.  

In total, 203 individual participants and 14 community groups took part in the research. Some 
participants were interviewed only once, while others were interviewed up to four times in different 
rounds of fieldwork. This allowed us to examine trends in perception over time. Thus, in total we 
conducted 364 separate interviews (49 health and social care professionals, 16 non-clinical 
professionals, 121 community residents and 17 third sector workers). These were audio recorded, 
transcribed by a professional transcription company and subject to thematic analysis. Interviewee 
codes in brackets follow quotations.  The abbreviations CM, HSCP, HCM and TSW denote community 
member, health and/or social care professional, non-clinical health care professional/manager and 
third sector worker respectively.  The corresponding ID number belongs to the interviewee and 
remains constant throughout.  The letter and number after the hyphen refer to the case study site 
and the fieldwork round respectively. 
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Findings: Community Engagement in Rural Health Services Change 
 

The communities involved in our research experienced different types of primary care services 
change: 

A) Instigation of fly-in, fly-out GP service and new health and social care worker roles within the 
community; 

B) Introduction of a new Multi-Disciplinary Team to provide day and out of hours coverage; 
C) GP practice mergers – with retention of physical surgery spaces; 
D) GP practice mergers – with potential closure of physical surgery spaces; 
E) New ways of recruiting to existing GP vacancies – with some practice mergers. 

Community members were generally satisfied with the safety, breadth and standard of primary care 
provided in their local area – both before and after services change. They highly valued service 
proximity, continuity of care and having a relationship with a GP over time. Perceptions of citizen 
satisfaction with engagement in the services redesign process were higher in areas where there was 
no discussion of GP practice merger or closure of physical surgery spaces. Particularly in community 
C, the retention of physical surgery spaces (with reduced opening hours) was seen by citizens as an 
indication that their needs and opinions were being considered. 

The engagement activities within each of the case study communities were carried out by staff from 
the associated operational NHS unit; with A and B belonging to operational unit 1 and C, D and E 
belonging to operational unit 2. In all the communities, the engagement generally took the form of 
staff travelling out to pre-arranged open community meetings to gather views and conduct 
discussion.   

Interview data highlighted that communities and NHS staff often had different expectations of the 
aims and character of consultation and engagement.  In the following findings section, we outline 
the key themes to emerge on community engagement from our thematic analysis.  

 

Discourses of Inclusion and Exclusion  
 

In communities A and B, many people felt the primary care services changes had been “inclusive of 
the community’s voice”. Whereas in communities C, D and E, there was a much more mixed suite of 
perceptions with some people feeling there had been a degree of inclusion and others feeling that 
there had been no inclusion at all. When considering our analysis over time, in communities A and B 
there was at least a partial feeling of inclusivity right from the start of our fieldwork. However, 
dissatisfaction continued to be expressed in communities C and E, and to an even great extent in 
community D, up to and including within the final round of interviewing. Interviewees talked about 
their opposition to change being hardened because of frustration and disillusionment with the 
community engagement process.   

In communities C and D, our analysis of the first round of interviews suggested that most residents 
felt their voice was not included in the service change deliberations. However, over time, this 
changed towards many feeling that there was some consideration of their ‘local’ views. When we 
explored this topic within the data collected in communities C, D and E, their discourses around 
inclusion/exclusion focused more on feeling “unheard” rather than dissatisfaction with the model of 
service change. 
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The Figure of the General Practitioner 
 

A key sub-theme to emerge within the analysis of discourses of inclusion and exclusion was the role 
of the GP in community engagement processes. In communities D and E, dissatisfaction was 
expressed about a perceived lack of communication from GP practices and a need for further 
information. This was related to the wish expressed by many interviewees that a GP should live in 
and be a part of the community in which they practice.  However, for some healthcare professionals, 
the importance of a sense of professional distance, a fear of living in a ‘goldfish bowl’ and 
increasingly heavy workloads were described in contrast to this.   

Opinion was divided amongst community interviewees about the extent to which GPs should be 
actively involved in engagement and whether GPs and/or Practice Managers should go to local 
meetings.  Although most healthcare staff thought that good communication with their practice 
population was important, it was sometimes said that attending such meetings was not part of a 
GP’s role.  

In community C, members of the practice team attended a community group for older people to 
answer questions about the re-organisation of primary care and this engagement was reported as a 
great success.  However, in sites C, D and E, professional interviewees did not necessarily see a need 
to involve the community in developing services or communicate with patients on a regular basis.  
HCPs often felt that GPs must weigh up the time taken to travel to and attend community meetings 
with the benefits that may arise from their attendance: 

“I don’t know who or what within the practice is blocking this.  Their interaction with the community 
is appalling at every level other than the one to one” (CM65-E2). 

The Community Council had attempted to contact the local practice to invite GPs to meetings to 
establish “a line of communication” (CM123-E2) in order to feedback to the practice and give them 
an opportunity to communicate with their patients.  However, GPs did not feel they had the time to 
attend such meetings when they were struggling to cover clinical time and feared being a “punch 
bag” for complaints (HSCP3-E2).  For one community interviewee, a reluctance to engage and 
communicate represented “an era which is 10 years out of date” (CM52-C2).   

The importance of engagement and having a two-way dialogue was highlighted by a professional 
interviewee who believed it was key to learning about the community and ensuring that “at least 
people know you are listening” (HSCP37-D2).  They saw it was important to explore different ways of 
communicating and meeting the community because “you see people as people rather than 
patients” (HSCP37-D2). This level of GP engagement was unusual amongst the interviewees who 
tended to think it was not part of a GP role; that they did not have time to do it on top of their 
clinical workload and that there were other channels for feedback. In the opinion of one 
interviewee, smaller practices did better than larger ones at local engagement because they saw 
themselves as part of the community as opposed to a service provider to the community (HCM137-
D2).   

 

Notions of the NHS as Organisation 
 

Lack of communication and transparency remained an on-going concern reported by community 
interviewees in several communities.  Interviewees in communities C and E routinely expressed 
dissatisfaction with the level of information from “the NHS” and criticised what they perceived as a 
lack of transparency and openness from the organisation: 
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“In a lot of ways, it suits the Health Board not to say anything and work in the quiet like the way 
some big organisations do, ‘this is going to happen, oh we did make it public’ but you have to go and 
look for it.  They could say they put it in their web pages or something.  It’s public knowledge but it’s 
not actually” (CM126-D2). 

Another community interviewee (CM157-B3) remarked that he felt sorry for the “messenger”, who 
had the job of trying to make the community accept a change they did not want.  He suggested that 
the NHS should be more honest and try to discover and discuss people’s greatest fears.  Community 
interviewees tended to believe a greater explanation of change would allay fears and counteract 
rumours:   

“the more you communicate the less scary the change is and for the elderly particularly it is a scary 
thing.  They have been used to all their life … to one doctor and then suddenly to be told you might 
see one of five.  That is a scary thing” (TSW54b-C2). 

“People don’t understand what goes on behind the scenes and it could be explained to them and 
then there wouldn’t as much apprehension and complaints” (CM52-C2). 

This demand for explanation was highlighted by a community member who wanted the NHS to 
“show people the workings out” (TSW56-C2).  In her experience people can be cautious, sometimes 
thinking the worst rather than the best if they are not informed about change: 

“people don’t like to be treated like they’re stupid and it is their service after all, so I think they have a 
right to know how things come about” (TSW56-C2).  

She believed consultation should be about empowering people and that failure to inform patients of 
key decision-making processes was patronising and disrespectful.  Explanation of change and 
decision-making was regularly called for, so that even if an idea could not be taken forward, the 
public would know the reasons why: 

“If communities understand the reasoning beyond decision-making and planning, then that goes a 
long way to bringing us on board” (CM114b-B3). 

[The NHS has to] “prove in action that they are actually listening or explain why it’s not possible to 
get what is being asked for, then it’s much easier to come to a compromise.  It’s much easier to 
compromise if you are told ‘you can’t have this, because …’” (CM104-B3). 

“They would come to us when they wanted us to do something or when they wanted input, but I 

don’t think they were particularly good at keeping us informed of progress or lack of it” (CM114b-

B3). 

 

Active Agents of Change? 
 

In the thematic analysis of our first rounds of interviews, the majority view within each of the sites 
was that citizens did not feel to be  active agents within the change process. However, over time the 
view changed within communities A, B and C to one where many community members felt they had 
been involved to a certain extent. This change was not seen in communities D and E – in these areas, 
even when it was acknowledged that consultation opportunities had been provided on service 
change, dissatisfaction and uncertainty were expressed routinely about the extent of community 
influence on decisions, which people felt had been made prior to public engagement taking place. 
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This was an area where the views of residents and healthcare professionals/managers often 
diverged.  Inviting feedback gave many community members the impression that they may have 
influence on the eventual form of the service change, yet they described frustration that the format 
of subsequent changes left them feeling that they had not been able to influence anything. 
Healthcare professionals, on the other hand, described the same community engagement events 
and activities in a positive light – often as forums which had given community members the chance 
to have their say even though actual services change may not necessarily reflect the community’s 
ideal solution. It was possible to identify three broad types of view on community members as active 
agents of change. 

 

The Public Should Not Influence the Services Changes 

 

This theme relates to views that the public could or should not influence the nature of service 

change and was particularly expressed in communities D and E. It was considered that change 

should be NHS-driven because the public do not know (or understand) the budgeting and logistical 

constraints. One interviewee felt that the Health Board having a public meeting, in which citizens 

contributed to service design, was analogous to letting a child have free pick in a sweetie shop, 

commenting “you can consult about anything but … you can’t just be given a [public] wish list” 

(HCM51c-C1). He added, “they are asked so much for their input and comments and suggestions and 

with all due respect they don’t know what they are asking for” (HCM51c-C1). Scepticism was 

expressed by another: “the idea that the community is always going to solve the problem is a bit 

naïve” (HSCP51aC1):  

The public are discussed as not understanding the limitations imposed by the “bigger picture” of 

regional services planning and potential competition between “priorities” for funding: 

“It’s like la la land … everybody is constantly asked about what they would like rather than any 

concept of the whole thing costing some money or being a limited resource” (HSCP51a-C1). 

 Another interviewee (HSCP174-B3) commented that it would be nice for the community to have a 
say and be kept abreast of what is going on, but it did not necessarily mean they were ‘right’ in their 
response because they did not understand budget and policy settings.   

 

The Public Should be Involved, to a Degree 

  

The second general view was that the public should be ‘involved’ in service planning and give 

feedback to some extent, but they were often unable to clearly articulate what the parameters for 

this should be. This view was voiced by some healthcare professionals and residents, especially in 

communities A, B and C. This theme also highlighted the impact of time and budget constraints on 

meaningful consultation and developing relationships with a community:  

“Previously we’ve gone to communities with a bit of a blank sheet and said what do you want and 

that turns into a discussion that maybe isn’t as focussed as it could be or isn’t as aware of the 

barriers and constraints that any new model has to work under” (HCM160-B2.). 
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He thought building relationships with the community had been successful in helping to develop the 

service model in one particular area, but was uncertain whether this could be replicated in other 

communities given time and financial pressures.  He believed there was a compromise between the 

extremes of simply telling people what they are getting and handing them complete budgetary 

control: 

“To impose a model on a community that doesn’t meet needs is pointless and to just give them the 

budget is to take away a huge amount of organisational support and knowledge and institutional 

and professional expertise that realistically, the provision of good healthcare needs” (HCM160-B2).  

He pointed out the constraints on service management and planning, believing there will never be a 

perfect solution and there will be frustration on both sides: 

“The community will always feel to an extent that they’ve had something imposed on them because 

to an extent they always have, because there are national standards which are quite important” 

(HCM160-B2). 

The importance of maintaining a dialogue was routinely highlighted by community interviewees who 

wanted to be kept informed, even at times when the only message was ‘nothing is happening or 

changing right now’.  In the view of the same interviewee, the community is not an expert and has to 

rely on the NHS to communicate why they are doing things (CM114b-B3).   

 

The Public have the Right to be Active Agents of Change 

 

This theme summarises the view that the public have the right to be actively involved in services 
design because they are the ‘taxpayer’ and the ‘customer’ This third view was expressed mainly by 
residents: 
 
“At the end of the day we are the people that fund it, it’s for us.  We pay their wages.  I know that’s 
an old cliché … they should be answerable to us.  In a perfect world they would take into 
consideration what we think, what we actually want and need and tailor it round that way … in a 
way that’s fair” (CM126-D2). 

 A need for feedback and ‘involvement’ was commonly acknowledged but was framed in general 
terms, as a principle rather than a staged process that could be followed 
 
“For too long we’ve done things to the community and said ‘this is how it is and this is what we are 
going to provide because this is what our boxes somewhere say we should provide’” (HSCP53-C2). 

The interviewee believed that the legislation makes clear community engagement should not simply 
be a token gesture but should ensure that “we should be doing things with people and listening to 
the people” (HSCP53-C2).   
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However, citizens also suggested that people may only enact their ‘right’ to influence when they 
perceive an urgent ‘threat’ to service provision. It was suggested that community satisfaction, with 
engagement and services, may be signalled through “silence”: 

“Communication is a bit better.  I think people are more satisfied … when people are not as upset 
about something, everything just goes quiet.  People don’t come back and say well this is better.  
They just don’t complain” (HSCP102-A2). 

It was suggested that different communication methods are required to reach all parts of the 

community and encourage wider enactment of citizens’ right to engage. Interviewees recognised 

that reaching all community members within a consultation can be difficult.  One person remarked 

that there are people who shout about everything and others that remain silent (CM118-B2).  

Community engagement could always be improved according to one resident who say this as a 

question of being creative and gathering feedback in different ways (CM159-B2): 

“There’s always a danger that people just expect everything to be done for them, so I think the more 

people are encouraged to be involved and take a part in keeping it sustainable is always good” 

(2D159). 

“People are coming onto that sort of idea that if they want something to happen, they’ve got to 

make it happen.  You just can’t do it with money, they’ve got to get involved themselves” (CM159-

B2). 

 

 

A Token Gesture 

 

Even in areas where community members felt relatively well informed about changes, they generally 
did not feel they had been actively involved in the service development or change process.  Most 
community interviewees felt ‘consulted’ but not actively part of a ‘co-produced’ service, particularly 
in communities C, D and E.  Dissatisfaction, frustration and uncertainty were expressed routinely 
about the extent of community influence on decision-making in all areas, with final conclusions 
being imposed from ‘outside’ was equated with NHS management writing policies “in their ivory 
towers” (2A052). One resident felt that the NHS had tried hard to make the new service work but 
that the community had played a role in developing the model: 

“The NHS … have done a very good job and have worked very hard at it but I think we’ve got what 
the NHS ultimately intended for us to have and I think that while they did a good exercise of 
appearing to listen to us, I’m not sure our input mattered awfully” (CM83a-A2). 

One interviewee called consultations a “sop to the community” (CM50-C2) and explained she felt 
cynical about whether the community consultation had a direct influence on decisions or actions 
subsequently taken.  Interviewees commonly discussed a lack of communication and ‘token’ 
engagement despite being aware of policies that call for consultation and engagement: 
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“The so-called consultation process was a joke.  They obviously did not either listen or, if they 
listened, they didn’t pay attention to anything anybody told them … it was a tick box thing.  You’ve 
got to with consult people … you consult with people and then tell them what they’re going to get” 
(CM68a-E2). 

“You feel they have their agenda and they just go through the motions of having the odd meeting, so 
it can appear democratic” (CM136a-D2). 

“There is this feeling that the apparatchiks of the NHS are here to hand down the solution without us 
being consulted” (CM134z-D2). 

Describing his experience of consultation, a former Community Council member (CM114b-B3) 
thought the Council had been informed to some extent but had often had to “dig” for itself and 
drive the engagement.  He felt only partially satisfied with engagement and thought the NHS would 
send staff members for meetings and would respond to correspondence, but not in a way that he 
considered pro-active:  

“That seemed to be coming down to us rather than being done in partnership with us.” (CM114b-B3) 

“They would come to us when they wanted us to do something or when they wanted input, but I 
don’t think they were particularly good at keeping us informed of progress or lack of it” (CM114b-
B3). 

A key theme within discussions of tokenism relates to feelings that engagements with the NHS did 
not lead to any incorporation of community opinions into subsequent services change. Interviewees 
felt that promises had not been fulfilled and the community had “zero” influence in the consultation: 

“It was one of these situations, ‘I hear what you are saying but …’.  And that will always be the case.  
We have no teeth.  We cannot say we demand this … everyone put forward their views … within the 
financial constraints and all other constraints.  I am sure this is how we’ve ended up where we are at 
this moment in time” (CM158a-B3). 

This demonstrates that even in communities where the interviewees felt their voices had been 
“heard”, they were unsure whether their contribution had had any effect; believing what might look 
like ‘acceptance’ was in fact frustration and disengagement: 

“[The community] can’t see that anything is going to change … we’ve been knocked … about so much 
and been ignored.  It’s more of a case everybody has been worn down … It’s getting to a ‘what’s the 
point?’ … it’s a ‘what’s the point?’ acceptance rather than it is fine …” (CM104-B3). 

This interviewee went on to explain that she thought consultation had been a ‘tick box exercise’. 
This view of community resignation and acceptance was shared by others: 

“It is a situation that has been forced upon us, accepting it is the bottom line, definitely ... I don’t 
think anybody would agree that it is the ideal situation but there is a level of acceptance that’s 
human nature, you just wear them away…” (CM158a-B3). 

Some interviewees described feeling that the NHS had listened and that their communities had been 
able to influence some aspects of their service model even if they had not been involved actively in 
the change process.  However, interviewees often found it difficult to give specific examples.  For 
example, community protest did achieve concessions from the NHS about emergency provision in 
the opinion of one interviewee (CM157-B3).  In community D during our last round of fieldwork, the 
example of resisting a change to fixed appointments in one GP surgery was given by one community 
interviewee (CM131-D3).  In community A, the majority of interviewees thought they had had the 
opportunity to take part in consultations and to give their views.  As one resident said, “I think there 
was every opportunity for people to say what they thought and still is” (CM149-A2) and interviewees 
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generally felt communication with the NHS had improved over the course of the programme.  
However, opinions differed on whether their views had had any influence on NHS decision-making 
and what, if any, community suggestions had been taken on board.  Examples were given of 
community influence included modifications to a GP transport tender process. 

NHS front line staff also felt dissatisfaction with their perceived inability to facilitate community 
engagement activities and/or activities organised centrally by the Board and “flown in” to their local 
communities. Some professionals also highlighted a lack of communication from management based 
outside their areas; particularly a lack of support with taking forward local ideas for improvement.  
For example, after local professionals had suggested a new service proposal, one interviewee felt 
“their locally sourced and money saving idea hadn’t been appreciated or even acknowledged” 
(HSCP103-B3). 

 

Community Discourses of Fear 
 

Another key theme is around fear of services change. Discussion of fear was present within the 
interviews of each community, especially those carried out closer to the start of the programme.  

When we interviewed people in rounds two and three of the fieldwork, the discourse of fear had 
declined in communities A, B and C to a level where few people now couched their discussion of 
services change in a fear discourse: 

“It is an improved system.  For the people on [the island] it was a bit of a scary move because we 

were used to having a doctor actually on the island whereas the other islands had never had that.  So 

it took a bit of getting used to.  It was a bit scary at first to think we hadn’t got a doctor on tap … but 

I think, now we have got over that, I think the service is really good” (CM86-A2).  

The picture was more mixed in community E and in community D, the fear discourse was still strong. 
In both communities D and E there was discussion of GP practice mergers. Within the community 
where fear of change remained highest, it was associated with greater feelings of the ‘unknown’, i.e. 
community members described not being able to understand what changes were taking place and 
that the NHS as an organisational body did not communicate frequently or adequately enough. 
When community members couched discussions of services change in a fear discourse, this was 
often linked to their perception of any services change being motivated by public sector cost cutting: 

“what they mean by consultation is you will be told what’s going to happen… People in their minds 
know it isn’t.  It is a detriment.  It is a way of saving money” (CM134z-D2). 

The association of service change with saving money was very common amongst community 
interviewees and viewed in a negative light.   

 

Discussion –Context and Method in Place-Based Community Engagement 
 

The analysis of our qualitative data revealed several key themes within community members’ 
discourses of community engagement. Many talked about their experiences in broadly negative 
ways. Although interviewees did talk to us about dissatisfaction with some of the service changes 
that took place, their conversations were more generally focused on expressing dissatisfaction with 
the way in which community engagement was undertaken (or not) by healthcare professionals 
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and/or the NHS as an organisation. Our analysis suggests that the way in which community 
engagement activities are undertaken may be at least as important as the actual engagement 
methods in terms of whether they generate citizen satisfaction.  

We have seen that dissatisfaction arose in several areas including those where community members 
saw a difference between their expectation of engagement and the reality of their experience. In 
many instances, this was due to community members experiencing engagement activities as 
tokenistic (Kilpatrick, 2009). Community engagement experiences were largely of citizens being 
asked questions by NHS staff, who often visited from outside their locality in order to undertake 
engagement. This process did not generate feelings of “empowerment” but rather feelings of 
“consultation” (Kilpatrick, 2009). Most participants felt dissatisfied with consultation and expected 
community engagement to be more about the types of “partnership” and “delegation” identified by 
Kilpatrick (2009). Community members’ dissatisfaction was linked to their expectation of partnership 
and actual experience of consultation without feedback on influence. Interestingly, community 
dissatisfaction was maintained longer over time in communities D and E, in which we identified 
themes around scepticism of NHS staff about the communities’ ability and/or right to participation. 
In these communities, staff were more likely to view engagement as giving the community a “blank 
sheet” rather than working together within shared understanding of parameters. This suggests 
community satisfaction may also be linked to staff understandings of the concept of engagement.     

Feelings of dissatisfaction were also sometimes related to the degree of involvement of GPs. Many 
community members saw it as “essential” that GPs play an active role in services re-design and 
community engagement activities. Many citizens spoke to us about dissatisfaction stemming from a 
perceived lack of engagement by GPs in community life in general and service planning activities in 
particular, especially in communities D and E. In these areas, some healthcare professionals also 
spoke to us about how engagement is “not their job”. GPs already working long days felt it beyond 
the scope of their job to engage in community activities or engagement events in the evenings and 
weekends. This discord, it seems, contributed to building resentment on both sides. This may reflect 
a clash between “traditional” community views of the rural GP and views of staff within a 
modernising healthcare system. Tensions were also apparent when community members’ discourses 
of fear of services change were considered. Fear was often bound up with conceptualisations of the 
NHS as a monolithic, non-listening, organisation. This was compounded when people felt that 
decisions were made by the NHS, and the public were unable to “see the workings”. Frustration 
emerged as community members felt a lack of transparency and openness. It is interesting to reflect 
that this sense of frustration was linked to a lack of feedback from the NHS to community members. 
This was not necessarily linked to tokenistic underpinnings, but to a paucity of communication of 
outcome and influence. Community members may feel ‘engaged’ in an event or consultation, but 
these feelings are not sustained if visibility of how their views have influenced services change (or 
not) is not provided. Listening to communities and then making a services change, but not 
disseminating that to citizens, means the process lacks the visibility of “responding to community 
need” that is essential to a positive citizen experience (Jones et. al., 2018). It is vital to ensure that 
community members “trust” in the process and the people involved in it. Without this, community 
members are unlikely to report a positive experience of engagement (Jones et. al., 2018).   

The existing literature on engagement in rural health services design suggests that the higher rungs 
of Arnstein’s ladder will result in a higher level of community satisfaction (Kenny et. al., 2013). Our 
study suggests that this is increasingly the type of engagement that communities in rural Scotland 
expect. However, when engagement tends towards consultation only, or does not show visibly that 
community views are truly considered, citizen satisfaction with the process suffers. Our analysis 
shows that satisfaction with community engagement is highest when community members feel this 
interaction has been “genuine”, i.e. one that the healthcare professionals/managers want to 
undertake for the purposes of listening to the community. Crucial to generate this feeling of the 
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‘genuine’ is to communicate back to citizens, in a timely manner, how their views have been 
considered.    

The notion of tokenism permeates many community members’ discourses about engagement. Our 
study has shown that even relatively small steps could make progress towards countering this, such 
as keeping the community informed of progress change in-between community meetings and, 
crucially, being open and explicit about how community opinions have helped to shape service 
design (or not). There is a theme of being “ground down” by consultation within our data – a feeling 
that community members give their opinion time and again but that it does not matter or make any 
influence on NHS  services. This type of engagement – with no obvious result for the community – 
creates the opposite effect than sought for through engagement; instead of feeling like active agents 
of chance, community members start to feel like people on the “losing side”. This echoes Kenny et. 
al.’s (2014) conclusions that with the higher rungs of participation may come greater community 
satisfaction with the engagement process itself. However, it seems particularly hard to achieve the 
“shared understanding” and “honest discussion” promoted by Kenny et. al. (2014). More research is 
needed to investigate whether this is due to patient perceptions, healthcare professionals’ attitudes, 
the appropriateness of engagement methods used or the historical and cultural context of the 
community in question. Our research suggests that it is a complex mixture of all these things that 
affects how community members experience engagement and perceive its degree of “success”. 

We feel that context may be just as important as method in generating citizen satisfaction with 
engagement in the design of services change. Whereas guidance documents for engagement have 
tended to focus on methods implementation, we need to move beyond this to help facilitate the 
underlying contextual facilitators for engagement that citizens feel are meaningful, such as trust, 
transparency, genuineness and impactfulness. 

Although we recognise that “local social context” (Farmer et. al., 2015) and “social and cultural 
history” (Munoz, 2014) play important roles within community engagement, the key underlying 
theme in data from this study is around visibility. Community members’ dissatisfaction is tied to 
notions of not knowing whether they have been listened to, not knowing whether their ideas have 
been useful, not knowing what is happening and not knowing what part community input has played 
in the service reconfiguration. Addressing visibility increases community satisfaction with existing 
engagement methods. It could be that explicit visibility acts to create the feeling of “transfer” of 
power from healthcare provider to citizen as suggested by Kilpatrick (2009). The participants in our 
study, despite the best intentions of many healthcare staff, felt their comments went into the “black 
hole” of the NHS and, therefore, they did not know whether they had been impactful or valued. 
Valuing community participation is about much more than saying thank you at the end of an 
engagement event.   

 

Conclusions 
 

We conclude that a perceived lack of transparency in both consultation and services change 
implementation contributed to dissatisfaction, frustration and disillusionment with the engagement 
process, which compounded the difficulty of introducing change in some areas. This suggests that 
visibility of what happens with community views after engagement events is important in generating 
community trust and, therefore, the buy-in necessary to achieve active engagement of citizens in 
services change re-design (Jones, et. al., 2018).  

Through our analysis, we have seen that communities and NHS staff often had different expectations 
of the aims and character of engagement.  Although the need for community engagement is 
recognised in national policy, our research highlights the difficulties encountered in putting this into 
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practice in small rural communities where residents are fearful of change, as they often characterise 
this as the withdrawal of valued services that underpin the identity of their community. This echoes 
findings from the Australian context (Kilpatrick, 2015) that highlight rural communities’ fear of 
change. Although the communities within our study were not technically experiencing a reduction in 
their services, the greatest levels of fear and highest levels of dissatisfaction with the engagement 
process were in areas where the proposed changes incorporated some discussion of the merger of 
GP practices.    

A disparity was evident in our data between community and professional views about the adequacy 
and role of engagement and the extent of patient involvement.  Although communication was 
viewed to have improved over time in some of our study communities, a lack of effective 
communication was commonly reported in others – particularly those in which potential GP practice 
mergers were considered. Community interviewees talked about their opposition to change being 
hardened through frustration and disillusionment with the engagement process.  Even where it was 
acknowledged that consultation opportunities had been provided, dissatisfaction and uncertainty 
were expressed routinely about the extent of community influence on service change decisions, 
which people often felt had already been made prior to public engagement events occurring.  In 
communities D and E, community members spoke about a perceived succession of ‘negative’ 
experiences with engagement that did nothing to alleviate their concerns about services change.  To 
allay community members’ fears of service change, the community must perceive there to be open 
and transparent communication channels, alongside information sharing on an on-going basis. 
Although international literature already shows that features such as trust, openness and 
transparency of motivation are important to community satisfaction and successful engagement, our 
study also shows that dissatisfaction is generated when there is a discrepancy between community 
expectation of high level participation and a reality that is experienced much more as a lower 
participation level, such as consultation. As policy in countries such as Scotland, which promotes 
high levels of participation, becomes increasingly well-known by citizens, healthcare services 
decision-makers and professionals may have to contend with expectations of high-level 
participation. Anything else may appear tokenistic (Kilpatrick, 2009). In the communities where fear 
of change was highest, the NHS staff also described a fear of engagement, linked to notions of 
handing a “blank sheet” of paper to a community and being presented with a list of unfeasible 
demands.      

Our analysis suggests that engendering a sense of involvement will require a greater degree of 
decision-making power to be given to community members; a greater transparency over how 
community views are taken into account and a greater degree of feeling within the community that 
they receive adequate levels of feedback and opportunities for dialogue.  Differing views about the 
role and extent of consultation between community and healthcare professional interviewees 
highlights a need for greater clarity about the purpose and outcome of engagement.   

The perceived lack of transparency in both engagement and implementation of changes is shown to 
have contributed to dissatisfaction, frustration and disillusionment with the engagement process 
compounding the difficulty of introducing change in some areas.  Further research could help to 
identify appropriate and effective models of community engagement in rural communities 
experiencing this type of service re-design as well as explore ways of broadening participation, 
facilitating co-production and building community resilience. Our study suggests that this must 
include careful consideration of visibility as to how community views are taken into account.  
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 Citizens and healthcare staff have differing experiences of health services change 

 Engagement relates to feelings of inclusion/exclusion, fear and agency 

 Expectations can leave citizens feeling consultation is tokenistic 

 Citizen dissatisfaction can stem from feelings of being unheard or uninformed 

 Context is as important as method in facilitating positive community engagement 
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