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Introduction
Policy context
Labour’s 10-Year Health Plan, Fit for the Future, set out bold ambitions to reshape the NHS through three key shifts: hospital to community, analogue to digital, and treatment to prevention. It makes clear the ambition to move from a centralised system to one where patients have greater control over their care and front-line staff are empowered to shape and improve services. Since its release last July, the question has been less about what and more about how, with the Medium Term Planning Framework published in December starting to offer a clearer delivery route, with wider guidance already published or planned for soon. 
At the same time, the NHS is still under pressure to improve productivity, accelerate access to diagnosis and treatment, and respond to evolving population needs. A new operating model is emerging, with central and regional structural and leadership changes, significant job cuts, and early local work underway transitioning to neighbourhood health services.
Staying focused amid such reform is challenging with the pressures of finances, targets and league tables creating considerable constraints. Many have noted that we’ve been circling the same themes – prevention, community care, quality – for two decades. Yet health care remains burdened by complexity, silos and short-lived strategies, prompting questions as to whether the governance theories and approaches that have dominated the NHS in recent decades, notably those influenced by the New Public Management discourse, are equipped to deliver the scale of change required. With its emphasis on relationships, power redistribution and rebuilding trust – relational ambitions – Fit for the Future signals a change in approach, one that combines a strong relational focus with transactional solutions like the NHS App. The plan declares, ‘This Plan is unashamedly a means of redistributing power in our society.’[endnoteRef:1] [1:  	Department for Health and Social Care (2025). Fit for the Future: 10 Year Health Plan for England (NHS England). P22.
] 

Our research
Curious about what needs to be different this time to achieve these ambitions, while preserving this important relational core – which arguably represents the most fundamental and visionary change – with funding from the Health Foundation, Bryan Jones and I conducted research designed to elicit a broad range of views from across local government, the NHS and social-purpose organisations. We spoke to experienced leaders well placed to comment on the various reform waves of last 20 years to surface what truly moves the needle by listening to experiences from the NHS and beyond.
Our 12 conversations built on earlier analysis of key public sector reform discussions from the past 3 years. That initial phase helped us map dominant reform discourse and identify areas of consensus. One insight stood out: there’s growing recognition that approaches grounded in trust, co-production and local problem-solving are needed. These are often grouped under the term ‘relational public management’ and are seen as a necessary recalibration following years of an over-reliance on approaches that have instead been more narrowly conceived and have arguably paid insufficient attention to the creation of public value. 
We chose voices with experience that reflects this shift and could help us understand what has made them successful in their host context, as well as to what extent they might be replicated, and what might help or hinder this work. 
Key findings
Eight themes consistently emerged – one key requirement for sustainable success with seven enablers. 
We learned that relational reform is critical. It’s a foundational, strategic necessity that isn’t discussed enough. It requires fortitude, scaffolding and collective commitment. This work is about future-proofing the NHS, asking challenging but necessary questions about how care is provided, and focusing on what matters most to patients and professionals. It is both human and deeply worthwhile, and now – while the system is amid redesign – is an opportunity to consider this more deeply.
Our research analysis identifies a central tension between relational and transactional approaches. Relational approaches create trust, improve outcomes, reduce crisis demand, build staff purpose and align with the ambitions of Fit for the Future, whereas transactional approaches deliver scale, consistency and throughput. Relational care works, but the system is not always designed to enable or sustain it and ensure it is reliably accessible to the right people at the right time in the right place. These tensions are not new.
This begs the question: What must structurally change to allow relational and transactional approaches to coexist at scale, as a durable, system‑supported norm that strengthens quality and productivity?
It is clear different assumptions and mindsets shape how change is pursued in today’s NHS, and they often clash in practice, which makes addressing this question harder (Box 1). We must bridge these disparate agendas – which, after all, share the same underlying ambitions – and set aside limiting assumptions to move from today’s system to the one envisaged by Fit for the Future. Relational care is more likely to be achieved at scale if it is endorsed by a broad tent of reformers as part of a wider reform narrative informed by operational reality, with the aim of delivering relational, quality, efficiency and productivity focused gains as part of a coherent, multifaceted approach. This ambition aligns with key points already made in the Health Foundation work in 2024.
One interviewee articulated the opportunity as follows, ‘If you analyse it, at least 25% of an NHS professional’s time is wasted on pointless tasks, pushing people around the system. We have created sub teams of sub teams, yet lost the essence of a true, flourishing team – this is the number one problem. We need to think how can we help people to develop good relationships and be proactive, not reactive. Doing that allows a reduction in this waste which can then be used to move upstream and support people in new ways.’
Though our thinking is still evolving around what this means as we move forward through reform, we’re sharing these themes now to work in the open. We welcome your reflections. Do these themes resonate? Are we asking the right questions? 
Box 1. A comparison between relational and transactional service design from Differentiating between transactional and relational service design © Basis Ltd, 2025
	
	Transactional service
	Relational service

	Primary focus
	Optimised process and user journey
	Relationship, partnership and trust

	Purpose
	Enable a person to do the thing they want or need in the easiest way possible
	Identify what support is most helpful by testing and learning with the citizen

	For
	The user, customer
	The resident, person, citizen

	By
	The provider (done to)
	The helper with the citizen (done with)

	Delivery
	A linear resolution of the problem with little variation
	Iterative resolution of the problem, variation is expected

	Mantra
	Trust the process
	Trust the people

	Technology usage
	Simplify the process and automate where possible
	Used to aid the work of relationship building

	Measurement
	Outputs
	Progress, learning, what matters to the individual

	Network
	Few actors
	Wide network of helpers

	Decision making
	Governed by protocols created by the provider and applied by workers
	Helpers, operating within clear boundaries, informed by advice based on need 

	Volume costs
	High volume of individuals, low cost
	Lower volume of individuals, high cost



[bookmark: Introduction][bookmark: Key]Key for successful reform: Balancing transactional and relational practice
Services must shift from ‘patch up and ship out’ models to practices grounded in staff–patient and staff–staff relationships.
· An over focus on transactional practice (for example, judged by activity levels) often perpetuates demand rather than addressing the real problems.
· Shift from narrow targets to healing relationships between staff and those receiving care.
· Build trust by starting with people’s contexts and designing care around their lives.
· Prioritise honesty and humility, reflection and storytelling to address system trauma and burnout.
Examples:
· North East London NHS Foundation Trust’s (NELFT) Relational Care Faculty is reframing mental health safety from isolated fixes to a trust-building, system-wide programme. Staff and patients co-design care and trauma is explored in safe learning spaces.
· Changing Futures Northumbria’s Liberated Method replaces the assess-do-refer model with small-caseload caseworkers with access to specialists as needed to respond to the needs of people’s lives and building authentic trust.
· Sutton Primary Care Networks’ Tech for Better Care project is driven by the recognition that services haven’t responded effectively to certain patient cohorts’ biopsychosocial needs or invested time in listening to them deeply and responding to their needs. They’ve created group spaces for people to engage with each other and build relationships.
· Brent ICP’s Health Matters is a genuine partnership formed with community and faith organisations and businesses, delivering clinical and non-clinical interventions outside of normal settings – building trust and engagement in statutory services and identifying health needs that would otherwise have been missed.
Questions we’re exploring:
· What is the right balance between relational and transactional models across different settings and cohorts?
· What are the practical operational changes that enable relational work (not just rhetorical support)?
· How can relational care be defined – and should this be adapted to local contexts or collaboration?
· Which front-line practices, and examples outside of health, strike the right relational and efficiency balance now, and how can they be scaled?
· How do we balance person-centred adaptability in day-to-day work with the technical rigour of good process design?
· Many people ostensibly support the relational care agenda but are less sure about how to operationalise it, or are put off from doing so – why is this and what can be done to address this?
· How best do we measure, monitor and evaluate relational care approaches?
· How can we successfully resist the shift to neighbourhood services being overly technocratic?
[bookmark: Enablers]Enablers to this fundamental shift
1. ‘Risk reframed’ and front-line empowerment
Risk can be reframed as an opportunity.
· Shift from a mindset of ‘what might go wrong’ to ‘what happens if we don’t act’.
· Move from ‘no without permission’ to ‘default to yes under clear guardrails’; early intervention is valued.
· Staff closest to patients hold essential contextual intelligence that can pre-empt crises – risk can be mitigated through relationships. Recognise front-line knowledge and agency as valuable and essential to managing risk.
· Normalise honest sharing of near misses to foster learning.
· Use relational spaces (eg coaching and peer learning) to allow staff to process risk and refine their practice, building that greater agency.
· Frame risk as shared with communities through adult-to-adult conversations, building collective ownership.
Examples:
· Changing Futures Northumbria’s Liberated Method ‘default to yes’ (unless the rules and principles approach overrides that to induce a no/not yet) reframes risk and empowers staff.
· In their work they saw that the more knowledge of someone’s context and aspirations, the less that risk featured in the discourse; knowledge (what is) tended to act as antidote to risk (what if?).
· Experienced change consultants described pilot teams as ‘antibodies’ that challenge system norms, often creating a resistance – this needs to be better recognised and worked with to be sustainable.
Questions we’re exploring:
· How does your organisation embody how it holds risk now in common routines and practices?
· What could ‘risk reframed’ look like in your practice and what operational changes does it need?
· What enables us to still be secure in the decisions being made when risk is reframed? 
· Where does ‘no without permission’ now dominate – and what’s the case for change?
· How might communities co-design new risk and responsibility protocols?
2. Flexible financing and governance
Flatten hierarchies and shift from a mindset of compliance as an end in itself – adherence to centrally defined protocols, performance targets and regulatory frameworks – to a focus on shared impact through outcome-focused partnerships informed by evidence, context and relational depth.
· Pool budgets around high-need cohorts, not siloed programmes.
· Design procurement to reward learning, adaptability and relational impact.
· Embed greater agency through debriefs, peer reviews and iterative goals.
· Democratise governance by embedding patients and staff in oversight.
· Shift from upward accountability to a mindset of ‘corporate in service to the frontline’.
Example:
· The Changing Futures Northumbria ‘Procurement for Learning’ contracts prize relationships and iterative goals over fixed outputs.
Questions we’re exploring:
· Which budget silos hinder prevention – and where could pooling help?
· How can contracts reward relationships, learning and course correction?
· How can governance orientate people outward to their communities?
· Which local organisations already work this way – and how can the NHS support and learn from them?
3. New skill sets and capabilities
Redesigning the NHS demands new DNA at every level.
· Key traits: personal staying power, comfort with ambiguity, emotional intelligence, tolerance for failure, curiosity and an explicit focus on learning, and a willingness to pivot.
· Core skills: analysis for learning, adaptive leadership, design thinking, community engagement expertise, data literacy for improvement, strategic storytelling, and coaching.
· Leaders at all levels must know how to (and be better supported to) navigate the natural systemic defensiveness that can occur with change.
· Active talent management is essential, with recruitment for values.
Examples:
· NELFT’s Open Dialogue training equips all practitioners with facilitation and reflection skills.
· At Changing Futures, when learning infrastructures were built in, so that learning rather than productivity became the focus, productivity went up.
· Many we spoke to highlighted the need for leaders who can hold ambiguity and support teams through emotional upheaval.
Questions we’re exploring:
· Which capabilities feel like gaps where you are?
· What opportunities are there to introduce leadership development programmes that emphasise design thinking, emotional intelligence, group dynamics and navigating complexity?
· In what ways can new partnerships at place offer opportunities to learn from those who work with citizens in different ways to the NHS norm?
4. Genuine community co-production
Recognise that proximity to power fosters agency, opportunity and understanding.
· Real co-design means devolving decision making – eg participatory budgeting, 
resident-chaired boards and community hubs.
· Embed accountability through two-way feedback loops and transparent data.
· Move beyond paternalism by listening to, believing and building around community needs – towards shared ownership of the process. Institutions are not driving and potentially distorting the agenda.
· Treat power as something to be held and exercised equally.
Examples:
· Brent Health Matters runs an annual grants programme, for voluntary and community organisations and individuals, prioritising addressing health inequalities, supported by population health data.
· In Thurrock, some council services sit in community spaces (libraries, cafes, schools), building trust and surfacing hidden needs before crisis.
· In East Ayrshire, council action plans were co-drafted by neighbourhoods, with work supported by staff recruited for curiosity and coached to serve local agendas.
· Alaska’s Nuka System uses neighbourhood health boards where service users and providers share decision-making power.
Questions we’re exploring:
· Where do transactional processes override human connection in your work?
· How could we embed ‘nothing about us, without us’ beyond token consultations – and when and for who is this most effective?
· How can we learn from those already redefining ways we can support more active versions of citizenship across the wider public sector – such as those highlighted by influential thinkers including James Plunkett.
· What’s the sustainable approach within real-world constraints?
· How do meaningful feedback loops survive productivity, financial and political pressure?
5. Distributed, adaptive leadership
Leaders should frame problems, not prescribe solutions.
· Prioritise relational presence over hierarchical command.
· Model honesty and humility through informal interactions and front-line shadowing.
· Emotional intelligence and authenticity are essential – leaders must hold uncertainty and guide teams through defensiveness stirred by change and ongoing ambiguity.
· Empower self-managing, multidisciplinary teams to reset priorities locally.
Examples:
· Changing Futures Northumbria empowered teams to reset priorities weekly, with leaders providing strategic framing.
· Learning as an explicit management strategy was core to their work at Changing Futures, supporting improvement and increased speed. 
· Over a decade ago, Hampshire’s Integrated Neighbourhood Team transformation paired 
off-site ‘labs’ with executives shadowing GPs, setting an experimental tone.
Questions we’re exploring:
· What might ‘air cover’ look like in your organisation, to use professional judgement and agency differently?
· Which leadership rituals (at every level) foster adaptive mindsets?
· What’s the role of patients as citizens in this way of working – and could this help reshape the social contract with the NHS?
6. Embedded learning and iteration
Large-scale change happens incrementally through prototyping, evaluation and peer learning.
· Focus on prototyping (‘test and grow’), not pilots (‘test and replicate’), to adapt and scale organically and avoid the ‘pilotitis’ and wheel reinvention that characterises so much change work in health care. 
· Build evaluation into the work and reinforce permission to test, learn and reflect.
· Protect time and resource for experimentation (take an incubator approach alongside business as usual).
· Be ‘outward facing’ and invest in external horizon scanning and the internal knowledge management and absorptive capacity to pull in novel concepts into your own setting.
Examples:
· NELFT’s Relational Care Faculty pairs Open Dialogue training with rapid-cycle Quality Improvement pilots.
· Changing Futures embeds fortnightly debriefs and peer review into every case.
· Experienced consultants reported working with local authorities to support change; treating prototypes as living systems, not models frozen by scale challenges. Scaling is planned in from the start with change within current structures, with principles clearly defined and starting small, growing at pace (‘thin-slice prototyping’).
· Thurrock Council’s Buurtzorg-inspired wellbeing teams act as distributed, self-managed teams, empowering staff to solve problems locally, reducing burnout and boosting a sense of ownership.
7. Use data differently
Data as a proactive force for improvement.
· Use real-time signals and qualitative insights from those working closest to people in need to steer prevention upstream.
· Use predictive analytics to surface who’s ‘wobbling’ and trigger early support.
· Treat data with humility – always partial, and as a tool for learning, not control.
· Seek to measure the relational.
Examples:
· Brent’s dashboards trigger upstream prevention, and the team is now looking to use social progress and health equity indices, which could be a powerful tool to shape services and neighbourhood partnerships.
· The Liberated Method tracks individual case flags to pre-empt crises.
· In the Sutton Primary Care Networks’ Tech for Better Care project AI works in the background of the group spaces to capture information on emerging needs. This information is then used to iterate the service and spot signs of exacerbations.
Questions we’re exploring:
· What early warning signals do your data surface – or miss?
· How might you pair dashboards with ‘what’s worrying you?’ check-ins?
· What opportunities are there to embed data storytelling skills in staff and leadership development, in support of significant improvement? 
[bookmark: Messy]The messy reality
Relationally focused service provision matters – and works – but it’s emotionally demanding. The system envisioned through these interviews is very different from today’s NHS reality. In some examples, relational approaches took a toll even as they reconnected staff with their intrinsic motivations.
One interviewee explained that, ‘Power is not discussed enough: new ways threaten people’s existing professional knowledge and authority. Yet relational care is foundational; everything else can still exist and is needed, but can then happen within a human-rights, person-centred, less restricted context.’
Plus, we already know what is necessary to help people flourish and thrive at work, and empowering staff to act on these intrinsic motivators is central to the reform agenda. As another interviewee said, ‘When people feel trusted, supported by their teams, and confident in their skills, they are far more likely to improve, innovate and stay.’ Adding, ‘Personally, I think in health care provision, relational care is not just about empathy and trust. It is about purposeful and disciplined teamwork, shared purpose, and aligned improvement capability.’ 
To make change happen and for relational approaches to be sustainable, these interviews suggest that we must also design systems that address:
· Emotional labour and burnout: Holding people’s pain in a more relational relationship takes a toll. Leaders often feel isolated and overwhelmed. Reflection spaces and peer support help.
· Systemic resistance and isolation: Relational pioneers face protocols, risk-averse cultures, scepticism on relevance and implementability, and defensiveness. Many felt scapegoated or sidelined.
· Bureaucratic complexity: Procurement, finance rules and rigid metrics stifle innovation. Many feel programmed to wait for top-down instructions.
· Supportive learning spaces: Where relational work sticks, it’s scaffolded by coaching, peer forums and action-learning sets.
· Small wins and impact: Relational approaches are impactful as well as yielding subtle but meaningful shifts – like a patient feeling heard, or a team rediscovering purpose. These moments matter.
· Perseverance and grit: Success hinges on committed champions who weather scepticism and keep returning to ‘why this matters’. They recruit allies around shared values, choose words carefully when pitching to sceptics and refuse to give up in the face of setbacks. Adaptive leadership – comfort with ambiguity, willingness to hold dissonance – is essential.
Collectively, these experiences beg us to answer the question of how we better embed the learning on the emotional reality into operational change processes and system design, not only to support a transition to a new type of service delivery but also to make it sustainable, joyful and hopeful. Shifting from a reliance on visionary individuals who can push this through to a system designed to sustain these different ways of working will take dedicated action. 
We must not forget either that today’s new ambitions are not happening in a vacuum; there has been much change and challenge for the NHS in recent years. One interviewee commented that in their long years of experience, ‘normally the system and people bounce back from challenging periods but I’m not seeing that now’.
[bookmark: Insights]From insights to action
Many of these themes aren’t new but too often these more relational considerations sit at the margins of reform discussions in the NHS. We heard impressive examples of leaders pushing against system defensiveness, rebuilding trust, and knitting transactional and relational threads together. If we’re serious about making ‘relational’ a default alongside ‘transactional’, we need to be prepared to act on what they are telling us matters.
Our ambition now is to work towards a clearer map of technical changes that can nurture successful change within an NHS trust and in work happening in partnership at place and neighbourhood level – while appreciating the very likely need for local contextualisation and adaptability. Our future work must answer the central question:
What must structurally change to allow relational and transactional approaches to coexist at scale, as a durable, system‑supported norm that strengthens quality and productivity?
1. Where is the right balance between relational and transactional models across different settings and cohorts?
2. What are the practical operational changes that enable relational work (not just rhetorical support)?
3. How can relational approaches be connected to existing frameworks (NHS Impact, Getting It Right First Time, neighbourhood health services)?
4. What system conditions (culture, skills, leadership behaviours, governance) must change for relational work to be sustained rather than fragile? What can we learn from elsewhere?
Tell us which questions are of most importance to you, and whether you’re ready to explore these in your context – or if we should be asking something else. Continue the conversation by emailing us at catherineharrison9@gmail.com or bryan.jones@health.org.uk.
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