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Healthcare delivery is complex. The development of
symptoms, their recognition as abnormal experiences and
subsequent help-seeking are affected by several factors. On
a daily basis there are stories in the media about new devel-
opments and new therapeutic interventions. At the same
time, there are negative reports highlighting ongoing en-
quiries, waiting lists and chaos in the NHS. There is often
a dissonance in what patients and carers expect and what is
provided in clinical care.

As discussed previously, there are many challenges
faced by the NHS [1]. These challenges reflect changing
societal expectations, demographic shifts, and evolving so-
cietal needs. We believe that a key solution is to understand
and renew medicine’s social contract. A harmonious rela-
tionship between healthcare providers and potential users
of such services is important [2], and medicine’s social con-
tract can provide a way forward.

Medicine’s social contract:
Health cannot and should not be seen in isolation from

factors such as poverty, education, housing, overcrowding,
lack of green spaces, poor access to transport, secure em-
ployment, etc., which are all affected by geopolitical fac-
tors.

Traditionally, social contract emerged as an implicit
unsigned contract between the monarch and their sub-
jects where through giving up certain liberties and paying
tax contributions the subjects expected the ruler to pro-
vide safety and security. This concept has been applied
to medicine and is between health professionals and pa-
tients but also between funders and healthcare profession-
als as well as the population including patients. This so-
cial contract according to Cruess and Cruess [3] has simi-
larities with moral contract, compact or covenant and as a
metaphor, emphasises medical professionalism [4]. In view
of the changes in society and societal expectations and ad-
vances in healthcare, there is an urgent need to explicitly
restate and review medicine’s social contract.

Medicine’s social contract is between the funders (the
government in this case), patients and their carers as well
as the general population and those who provide healthcare.
As demographics change, newer conditions and treatments
emerge, demands change. Thus, dialogue has to be an on-

going one [3]. Although there are three partners, they of-
ten do not have equal say and responsibility. The govern-
ment provides funding and in return expects competencies,
skills, accountability and transparency from the profession-
als who expect that funding be adequate and sufficient, they
be allowed self regulation and clinical autonomy and a role
in helping develop policies. Patients and public expect the
government and the healthcare professionals to provide ac-
cessible, appropriate, equitable and good quality services,
the policymakers to be held accountable and for themselves
to be an equitable partner in any discussions. Patients and
their carers and families expect health care providers to be
professional, skilled, altruistic, moral, transparent, account-
able and source of public good. The social contract pro-
vides a framework for ongoing discussions as political and
economic climates change. As Cruess and Cruess [3] sug-
gest social contract has to be evolutionary through (regular)
open discussion. Medical professionalism and professional
values are related to the social contract [4] by ensuring that
physicians belong to what is described as a community of
practice. The tension between the partners must be man-
aged [5].

Following our previous observations [1] we suggest
following recommendations which are in no particular or-
der.

Suggestion 1: Recruitment and retention:
Recruitment and retention of NHS staff needs to be

one of the top priorities. There are notable gaps in ge-
ographical areas and across specialities [6,7]. Workforce
planning needs to be long-term as a core component of the
social contract. The culture and ethos of public sector must
be celebrated. Trainingmust be supported through practical
scaffolding: accommodation, meals, and security during
early careers. For many, medicine has shifted from a pub-
licly supported vocation to a high-risk personal financial
investment and thus from a sense of vocation and purpose
to asset management. Employers have a moral and ethi-
cal duty to look after their staff and thus simple measures
like spaces to relax, providing affordable nutritious food,
access to affordable childcare (including hospital crèches),
flexible return-to-work arrangements can help staff feel ap-
preciated. Lack of flexibility is a key problem [8]. A key
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debate must be had to look at recruitment from elsewhere
and emigration of British-trained staff.

Suggestion 2: Infrastructure:
Physical infrastructure for the NHS must be regularly

upgraded. There must be an adequate number of beds with
a variety of options such as non-residential facilities, short-
stay wards and community hubs and beds through to long-
stay wards, where appropriate. This requires clear part-
nerships with social care, councils and local communities.
Public health services must be brought back into the NHS
as an integral part of health care and public education. Us-
ing 5- or 10-year NHS plans as a basic starting point, with
regular consultation with staff and public is a good start but
there must be room for innovation.

Suggestion 3: Newer professions:
In the past couple of decades there has been an in-

creased development in the numbers of newer medical pro-
fessionals. These include physician assistants, physician
associates, nurse practitioners, nurse specialists, who can
be incredibly important partners in healthcare delivery but it
is urgent to identify their roles, responsibilities, regulation,
career development, etc. These are welcome developments
but need careful thought rather than being seen as simply
cheaper options. It has been suggested that the role of these
new professions can be innovation, enhancement, delega-
tion and substitution [9] not only this requires extremely
careful and critical thinking within the healthcare systems
but also discussions with partners.

Suggestion 4: Public Health:
People, populations and patients must be encouraged,

educated and trained to take responsibility for their own
health through public education. In this evolving era of AI
and ever-increasing reliance on the internet to assess one’s
health and health needs it is essential that patients, their
families and carers and the general population get correct
and culturally relevant information in an accessible format.

Suggestion 5: Health impact assessment of policies:
As a recent study [10] noted that the Home Office pol-

icy following the Windrush scandal increased rates of psy-
chiatric disorders in black minority populations, it is imper-
ative that the impact of all policies on health should be as-
sessed to avoid similar unintended consequences. Political,
commercial and geographical determinants of health must
be considered and decisions made accordingly. Learning
from examples of good practice elsewhere in the world can
be incredibly helpful.

Suggestion 6: Regulation:
Regulatory bodies have an important role to play pro-

vided they can get their own house in order. Regulation
should enable sustained and sustainable improvement, not
crowd it and must be facilitatory rather than punitive. Cur-
rent punitive approaches often generate a climate of fear,
anger, frustration and disappointment. Often the people
who have the most workload tend to have the least amount
of power and are likely to be blamed when things go wrong.

Individual practitioners under investigation should be sup-
ported and where needed coaching and mentoring must be
made available.

Suggestion 7: Service development:
Specialisation is essential and helpful in providing

long-term high-quality secondary care. However, it has
been seen in practice that many specialist services tend to
put up the moat bridges to exclude patients due to pres-
sures and limited resources. Perhaps a new model of care
would be that specialists also work as generalists part of the
week. Generalists and specialists must work together and
ensure professional development. Better coordinated use
of telehealth and AI can help focus on providing best qual-
ity healthcare. Joint learning and training across disciplines
and across specialties can help provide better care.

Suggestion 8: Legal impact:
Medical scandals add to the NHS bill and there needs

to be a clear debate about the implications of legal interven-
tions, compensation, and other related costs. Medical Pro-
tection Society [11] noted that clinical negligence claims
cost the NHS US $4.3 Billion last year. An open honest de-
bate between public and politicians is indicated as has been
demonstrated in other countries [12].

This is not a call to mourn or even return to a “golden
age” of the NHS as there probably never was. Societal
expectations and circumstances were different. Many so-
called reforms were well-intentioned and necessary but
equally many were influenced simply by simple political
ideologies and dogma. The opportunity now is to explic-
itly restate the social contract—aligning expectations with
reality, sharing responsibility, and designing systems that
allow doctors to practise well, sustainably, and with pride.
The time is ripe to look at the NHS afresh-what it stands for
and how best to help it in a sustainable manner. In order
for the NHS to survive and flourish, all stakeholders need
to bring new ideas about work of the NHS and their expec-
tations from the NHS to the table and agree on these param-
eters. With increasing use of AI and telehealth, it should be
easier to connect health with education, employment, hous-
ing, transport, social care and justice among others. It is
essential that all stakeholders are actively involved in any
change as true partners. Healthcare professionals must feel
that they have a stake and agency rather than things being
done to them. Learning from other countries sharing exam-
ples of good practice can help foster new ideas and energy.
NHS must have a long-term plan with cross-party support
rather than being a political football.

Key Points
• Health needs to be seen not in a silo but linked with

housing, employment, poverty, education, transport, and
other social determinants, all of which are affected by po-
litical and commercial determinants.

• For the NHS to thrive and survive, it needs long term
planning in infrastructure, training and workforce planning.
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• Additional factors such as the role of regulatory bod-
ies, clinical negligence, compensation costs, and health im-
pact assessment of all policies need to be taken into account
for the survival of the NHS in the long-term.
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