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[bookmark: _Toc198578206]Introduction 
Labour’s 10-Year Health Plan, Fit for the Future, outlined a profound shift in the NHS: moving from centralised, transactional systems toward relational, community-based care where patients hold greater agency and frontline professionals are empowered to shape services. While these ambitions align with longstanding themes in NHS reform - prevention, community care, quality – there’s good reason to believe it might be different this time, with a greater emphasis on relationships, trust, and redistribution of power as strategic levers for systemic change. The plan explicitly states that it is ‘a means of redistributing power,’ signalling a shift toward approaches grounded in trust, relationships, and shared decision‑making.
Despite years of reform efforts, healthcare remains hindered by complexity, siloed structures, burnout, and short-lived strategies. Reform must now move ‘from the inside out,’ anchoring change not just in technology and metrics, but in how people relate, work, and make decisions together. With funding from the Health Foundation, this summary of learning from a research project draws from our interviews with leaders across the NHS, local government, and social-purpose organisations. Eight major themes emerged - one central requirement (balancing transactional and relational approaches) and seven enabling conditions that could make relational reform sustainable.
Relational reform: The foundational shift
Interviewees stressed that relational reform is a foundational, strategic necessity that has historically been undervalued and under‑resourced.
Our research suggests that an over-emphasis on ‘transactional’ approaches - focused heavily on activity, processes, protocols, and metrics - often perpetuate demand rather than address root needs. ‘Relational’ approaches instead focus on context, trust, iterative learning, and co-designed care. Examples such as North East London NHS Foundation Trust’s Relational Care Faculty and Changing Futures Northumbria illustrate how relational care can rebuild safety, reduce waste, and reconnect staff with meaningful work. The research, when considered alongside the demand and scale of the NHS, also suggests that to achieve such change at scale, right across the NHS, will take more than a subtle recalibration. It will need a new way of thinking and acting – one that achieves the appropriate balance between transactional rigour and relational depth, at a given time, not necessarily one replacing the other. The system and those working in it must become better able to flex and adapt appropriately to the need of the moment. A central tension repeatedly surfaced: relational approaches generate trust, outcomes, and reduced crisis demand, while transactional approaches deliver scale and consistency. Reform depends on designing a system where these can coexist productively rather than compete.
The challenges ahead are to operationalise this balance to make it reality in mainstream services, not just as the margins, and to make it sustainable. Anecdotally, many professionals support relational principles but feel unsure how to apply them under existing constraints. Reformers must do more to bridge differing mindsets, align goals, and elevate relational care as part of a wider reform narrative - one that includes quality, efficiency, equity and productivity gains, alongside patient experience. The experience of those interviewed shows this shift requires courage, long-term commitment, and structural support rather than short-term initiatives.
Seven enablers of relational reform
1. ‘Risk reframed’ and frontline empowerment
Risk should be approached not as a constraint but as an opportunity for proactive action – ‘what happens if we don’t act’ rather than risk aversion. Staff closest to patients hold vital contextual knowledge - yet current systems often constrain them. A ‘default-to-yes’ approach with clear guardrails can unlock creativity and earlier intervention. Learning from near-misses, peer learning spaces, and community-owned risk protocols can build shared responsibility and trust. Interviewees noted that deeper knowledge of a person’s context often acts as an antidote to perceived risk, reducing reliance on rigid controls.
2. Flexible financing and governance
Hierarchies and compliance-driven governance limit adaptability. Interviewees advocate for pooled budgets around high-need cohorts, procurement that rewards learning, and shared outcome frameworks. Governance must shift from upward accountability to an understanding that corporate functions are in service to the frontline and embed patients and staff in decision-making structures. It should orient people outward to communities, not upward to compliance structures.
3. New skill sets and capabilities
Redesigning the NHS requires new DNA at every level. Core traits include emotional intelligence, adaptability, tolerance of ambiguity, analysis for learning, design thinking, data literacy, and strategic storytelling. Leaders must navigate systemic defensiveness and cultivate space where honesty and humility allow for experimentation. Leaders must also help teams navigate the emotional upheaval and systemic defensiveness that accompany new ways of working. Recruitment and training should prioritise values and learning orientation.
4. Genuine community co-production
Proximity to power fosters agency, opportunity, and understanding.  Genuine co‑production treats power as something exercised equally, not delegated temporarily. Co-production must go beyond consultation and power should be shared through mechanisms like participatory budgeting, community-led boards, and transparent feedback loops. Institutions must resist paternalism by listening, believing and building around lived experiences. Examples from Brent, Thurrock, East Ayrshire, and Alaska’s Nuka System demonstrate the effectiveness of devolved, trust-based models.
5. Distributed, adaptive leadership
Leaders should frame problems rather than dictate solutions. Visibility, humility, and relational presence are essential. Interviewees highlighted emotional intelligence and authenticity as essential capabilities in holding uncertainty and supporting teams. Multidisciplinary teams should have autonomy to adjust priorities locally, supported by leaders who hold uncertainty and provide ‘air cover.’ 
6. Embedded learning and iteration
Change must be incremental and iterative - more ‘test and grow’ than ‘test and replicate.’ Prototypes should be treated as living systems that evolve with learning rather than models frozen by scale pressures, with evaluation built into daily work, and protected time for experimentation and peer review. Thin-slice prototyping and cross-sector collaboration offer promising pathways, and investment in external horizon-scanning and internal knowledge management and absorptive capacity allows novel concepts to be pulled in.
7. Use data differently
Data should support learning, not control, and be data treated with humility – it is always partial. Real-time signals and qualitative insights from frontline staff can drive upstream prevention and predictive analytics can identify early signs of need (‘who’s wobbling’). Measuring relational impact is possible and important. Dashboards should be paired with conversations - not used as proxies for human judgment.
The emotional and practical realities
Relational approaches within the current system are deeply meaningful but can be emotionally demanding. Professionals described burnout, systemic resistance, and bureaucratic constraints. Relational pioneers often feel isolated. The suggested gains are significant, yet even the small wins - a patient feeling heard, a team rediscovering purpose - demonstrate profound value. Systems must therefore scaffold this work with support structures, coaching and peer learning mechanisms, to help staff hold risk differently and to support their agency, but also in recognition of the emotional containment role that they play, currently taken for granted. Without supportive structures such as reflection spaces and coaching, staff can feel isolated, overwhelmed, or even scapegoated as they challenge established norms. Some experienced leaders noted that, unlike previous cycles of strain, they are no longer seeing the system or its people ‘bounce back’ in the same way, underscoring the urgency for a fundamentally different reform approach.
From insight to action
In writing this report, we acknowledge that many of these insights are not new – the value is drawing to attention that they currently sit only at the margins of health reform discourse. Now is the time to centre them if we’re serious about success. The next phase of our work centres on a key question raised through this analysis: What must structurally change to allow relational and transactional approaches to coexist productively and sustainably at scale?
The objective is clear: move beyond visionary individuals and build systems designed to sustain different ways of working, suitable for the challenge at hand - practical, hopeful, human, and fit for the future.
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