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Abstract
Health systems are struggling not because they 
are failing, but because they are being asked 
to manage illness generated elsewhere. Across 
advanced economies, rising chronic disease, 
early onset multimorbidity and widening 
inequalities reflect the conditions in which 
health is produced, not simply the performance 
of healthcare.

This paper (commissioned for Enlighten’s 
NHS 2048 initiative in Scotland) argues 
that these pressures arise from a deeper 
misalignment between a wealth-centred model 
of prosperity and the requirements of human 
health. It explores how the social and material 
conditions of modern economies become 
biologically embodied over time, generating an 
unsustainable demand for healthcare.

In response, the paper proposes a reframing of 
prosperity as health and offers a simple policy 
test to distinguish reforms that reduce future 
harm from those that merely seek to absorb 
it. Recentring care as essential infrastructure 
becomes key to aligning policy with long-term 
health outcomes.
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1 Introduction
Health systems across advanced economies are 
entering a period of sustained and intensifying 
pressure. High levels of chronic disease, the 
early onset of multimorbidity, persistent health 
inequalities and a growing strain on public 
health services have become defining features 
of the policy landscape.1 These challenges are 
widely recognised and many countries have 
articulated ambitions around prevention, early 
intervention and person-centred care. Yet 
outcomes have not kept pace with intent. 

Scotland provides a particularly clear and well-
documented illustration of these dynamics. 
Higher than average prevalence of chronic 
disease and earlier onset of multimorbidity 
have been compounded by high levels of health 
inequality.2 Such disparities have sometimes 
been dubbed the ‘Scottish effect’ or more locally 
the ‘Glasgow effect’—suggesting an unexplained 
gap between policy aspiration and health 
outcomes.3  

This gap has generated a familiar response: 
a search for better evidence, improved 
implementation and more efficient service 
design.4 While these efforts are necessary, they 
have not been sufficient. Despite repeated 
reform initiatives, prevention remains fragile, 
care struggles to gain institutional traction 
and demand continues to rise. Public health 
systems such as the National Health Service in 
Scotland absorb these pressures with remarkable 
commitment, but with diminishing room to 
manoeuvre.5

This paper starts from the premise that these 
difficulties cannot be understood—or resolved—
through operational reform alone. They point 
instead to a deeper question about purpose: 
what the health system is ultimately being asked 
to do and how that task is shaped by wider 
policy choices. In particular, the paper argues 
that current debates underestimate the extent 
to which pressures on the NHS are generated 
outside healthcare and overestimate what 
medicine can reasonably be expected to offset.

Rather than offering another programme 
of recommendations, the paper seeks to 
reframe how choices about the reform of the 
health service is understood. It examines how 
prevailing assumptions about prosperity shape 
the conditions of life that produce health and 
illness over time, how those conditions translate 
into patterns of demand faced by public health 
systems and why care and prevention—despite 
repeated rhetorical endorsement—remain 
structurally marginal.

The analysis is not simply conceptual. It is aimed 
towards policy. Drawing on existing Scottish 
debates and examples, the paper explores what 
it would mean in practice to re-centre care as 
a core organising principle, rather than as a 
residual or discretionary activity. It argues that 
many of the necessary ingredients are already 
present, but that their impact is constrained by 
the absence of a consistent way to judge whether 
reforms alter the conditions that generate ill 
health or merely manage their consequences.

To address this need, the paper proposes a 
simple policy test to guide decision-making in 
relation to the reform of NHS Scotland. The test 
is not intended to rank policies or assess political 
intent. Its purpose is to make visible a distinction 
that is often implicit in reform debates: whether 
a given intervention contributes to reducing 
future harm and improving future health, or 
whether it primarily cushions the downstream 
costs of existing patterns of ill health.

The aim throughout is pragmatic. By clarifying 
choices rather than prescribing solutions, the 
paper seeks to support a more grounded debate 
about reform—one that recognises the limits 
of healthcare acting alone, the central role of 
care in sustaining health over time and the 
importance of aligning policy decisions with 
the kind of health system—and the kind of 
economy—Scotland wishes to lock in for the 
future. In other words, this paper argues, health 
reform must lie at the heart of the wellbeing 
economy.6  
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2 The Terrain of Health
Scotland’s health challenges are by now well-
rehearsed. High levels of chronic disease, early 
onset of multimorbidity, stark health inequalities 
and growing pressure on NHS services have 
become familiar features of the policy landscape. 
What is less often acknowledged is that these 
challenges do not primarily reflect failures of 
clinical care. Nor should they be viewed as the 
aggregate result of poor individual choices. 
They are better understood as the predictable 
consequences of the social and material 
conditions in which people live over time: what 
might be described as the terrain of health.7 

Health is often treated as a static state—
something one either has or lacks.8 But 
biologically, it is better visualised as a dynamic 
process. Living organisms survive and flourish 
by continually adapting to changing external 
conditions. Nutrition, stress, physical activity, 
housing quality, income security, social 
connection and time for rest and recovery 
all exert continuous influence on the body’s 
regulatory systems. When these systems are 
repeatedly pushed beyond their capacity to 
adapt, the result is not sudden collapse but 
gradual physiological wear and tear. Over time, 
this cumulative strain manifests as chronic 
disease.9

Physiology provides a useful language for 
understanding this process. The body maintains 
internal stability through mechanisms of 
regulation—what physiologists refer to as 
homeostasis.10 When external pressures are 
occasional or short-lived, the body adapts 
and returns to balance. But when pressures 
are chronic—persistent stress, poor nutrition, 
insecurity, pollution—the body is forced into 
repeated adaptive responses.11 The cumulative 
cost of these responses is known as allostatic 
load: the biological burden imposed by long-
term exposure to adverse conditions.12 As 
allostatic load increases, regulatory systems shift 
their set points. Metabolic control weakens. 
Inflammation becomes chronic. Resilience 
diminishes. Disease risk rises.

At the population level, these processes do not 
occur randomly. They follow social gradients. 
Where disadvantage is continuous rather 
than episodic, allostatic load accumulates 
earlier and more rapidly. In Scotland, this 
is visible in the well-documented pattern of 
early onset multimorbidity in more deprived 
communities. People experience multiple long-
term conditions years earlier than their more 
affluent counterparts, often during what would 
otherwise be considered working age.13 This 
pattern is not adequately explained by genetics, 
ageing or individual behaviour alone. It reflects 
the biological imprint of environments that are 
systematically misaligned with health over the 
life course.14

Seen in this light, chronic disease is not an 
aberration. It is not a failure of willpower, 
nor a failure of medicine. It is the embodied 
consequence of sustained exposure to hostile 
conditions. Disease becomes, in a sense, a signal: 
evidence that the terrain within which health is 
produced has been eroded.15 This perspective 
does not deny the value of medical treatment. 
Nor does it imply biological determinism. It 
recognises instead that health is shaped long 
before individuals enter clinics or hospitals—
and that the distribution of disease across 
society mirrors the distribution of disadvantage 
embedded in everyday life.16

This understanding has important implications 
for how we interpret demand on health services. 
Rising levels of chronic disease do not indicate 
that medicine has become less effective. On 
the contrary, modern healthcare has become 
extraordinarily successful at keeping people 
alive with long-term conditions. But when the 
terrain worsens or remains unchanged, success 
in treatment translates into rising prevalence 
and growing demand for ongoing care. The 
NHS finds itself managing the accumulated 
consequences of upstream failures over which it 
has little direct control.

To grasp the scale of the challenge facing public 
health services in advanced economies, it is 
therefore necessary to look beyond healthcare 
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itself and examine the forces that shape this 
terrain in the first place. Those forces do not 
arise accidentally. They are shaped by the 
structures, institutions and norms embedded 
in society. In particular, they arise from the way 
in which prosperity is defined, pursued and 
measured across the economy. Understanding 
the impact of that overarching vision is essential.  

3 Prosperity as Wealth
Every society operates with an implicit vision of 
prosperity. This vision is rarely debated explicitly, 
but it performs a powerful organising function. 
It shapes what is valued, what is measured, what 
attracts investment and what is treated as a cost. 
In contemporary political economies, prosperity 
is overwhelmingly framed in terms of wealth: 
rising GDP, productivity, profit and consumption 
are treated not merely as indicators of activity 
but as governing objectives in their own right.17

This framing does more than influence economic 
policy narrowly conceived. It shapes housing 
systems, labour markets, food production, 
urban design and time use. It privileges activities 
capable of generating scale, speed and financial 
return, while systematically undervaluing those 
that sustain balance, stability and wellbeing. In 
doing so, it exerts a quiet but decisive influence 
over population health long before healthcare 
enters the picture.18

When prosperity is equated with growth, the 
success of institutions is judged by how much 
they produce and how fast they expand. Work 
intensifies. Time becomes scarce. Productivity 
gains are pursued through speed, standardisation 
and control. These dynamics can sometimes 
deliver material abundance for some of the 
population. But they also generate insecurity, 
stress and inequality as structural by-products.19 
Stable livelihoods, secure housing, nourishing 
diets, clean environments and supportive social 
relationships—foundations of health over time—
are often treated as constraints on expansion 
rather than as goals in their own right.

The result is a gradual erosion of the terrain of 
health. This terrain is not simply a backdrop 
to individual behaviour. It is actively shaped 

by policy choices, market incentives and 
institutional design. In Scotland, its degradation 
is visible in everyday conditions that are 
unevenly distributed across the population. 
Poor-quality housing exposes many households 
to cold, damp and mould, placing chronic strain 
on respiratory and cardiovascular systems. 
Insecure and low-paid work concentrates time 
pressure and stress, limiting opportunities for 
rest, recovery and care across the life course. 
Fuel poverty compounds material deprivation 
with physiological stress.20

Food environments provide a particularly clear 
illustration. In many Scottish communities—
especially those facing higher deprivation—access 
to affordable, nourishing food is constrained, 
while energy-dense, ultra-processed products 
are readily available. These environments do not 
merely influence choice at the margins. They 
shape habitual diets in predictable ways, altering 
metabolic regulation and increasing the risk of 
obesity, diabetes, cardiovascular disease and poor 
mental health over time.21 Such outcomes are not 
accidental. They are the foreseeable consequences 
of food systems organised around volume, shelf-
life and price rather than nourishment.

It is worth noting that political support for 
‘Big Food’—including ultra-processed food 
(UPF)—is significantly aided by the claims of 
the industry to offer an engine of economic 
growth.22 But that same formula contributes 
to an epidemic of chronic disease. A recent 
study for the UK estimated the social costs of 
food-related chronic disease at £268 billion 
each year—almost twice the value of the food 
sector to the economy and four times the cost of 
ensuring that every person in the country could 
afford to eat well (Figure 1).23

‘Big Pharma’ is quick to offer palliative responses 
to this damage and it too receives political 
support for its promise of growth.24 But the 
unholy alliance of ‘Big Food’ and ‘Big Pharma’ 
does nothing to address the root causes of a 
broken food system. We end up with a ‘false 
economy’ whose rewards flow primarily into the 
pockets of shareholders and whose rising social 
costs threaten to overwhelm the public purse. 
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A comparable logic extends into the digital 
and algorithmic systems (including AI) which 
are increasingly embedded both at work and 
at home. Introduced primarily to increase 
efficiency and productivity, these systems 
often accelerate pace, intensify monitoring and 
compress time rather than freeing it. In doing 
so, they add new layers of cognitive load and 
chronic stress, reinforcing the same patterns 
of strain produced by other growth-oriented 
systems.

Crucially, the health impacts of these dynamics 
are socially patterned. Those with fewer 
resources have less capacity to buffer stress, 
gain access to healthier environments or avoid 
damaging conditions. Disadvantage becomes 
continuous rather than episodic. Over time, 
social gradients are translated into biological 
gradients. Inequalities become embodied. The 
resulting patterns of illness are neither random 
nor mysterious. They are cumulative, socially 
produced and deeply predictable.25

From this perspective, framing chronic disease 
primarily as a problem of individual behaviour 
or clinical management obscures its origins. Nor 
is it adequate to speak of “lifestyle” as though 
it were freely chosen. The terrain within which 
health is produced has been systematically 
reshaped by a wealth-centred vision of 
prosperity—and the consequences of that 
reshaping are now written into Scotland’s disease 
profile.

Once the terrain of health has been shaped 
in this way, healthcare systems inherit the 
consequences. If the NHS is struggling to 
cope with rising demand, this is not because 
it has failed to deliver care. It is because it has 
been positioned downstream of forces that 
continuously generate ill health. Medicine does 
not create these patterns of illness, but it is 
required to respond to them. It is at this point 
that the limits of a treatment-centred system 
become visible.

Figure 1: The economic costs of unhealthy vs health diets (Source The False Economy of Big Food, 2024 [ref 23]) 
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4 The Tragedy of Care
Unpacking the dynamics of prosperity as wealth 
is vital in understanding the demotion and 
denigration of care—not only within the health 
service but across society. The tragedy of care—
and the systemic bias against prevention—do 
not arise because care and prevention are poorly 
understood, nor even because their importance 
is contested in principle. It arises because 
systems organised around accumulation and 
growth are structurally ill-suited to recognise, 
value or sustain the work of restoration on which 
health depends. 

This misalignment operates through a 
combination of structural and normative bias. 
Structural bias arises through what economists 
call Baumol’s cost disease.26 In care-intensive 
activities, productivity gains are inherently limited 
because the work itself depends on human time, 
attention and presence. A nurse cannot safely 
care for twice as many patients simply by working 
faster. A single GP cannot double the size of their 
list without compromising the doctor-patient 
relationship. A carer cannot provide meaningful 
support by halving the time spent with each 
person. The quality of care is inseparable from the 
time devoted to it.

In economies where prosperity is defined by 
productivity growth, this creates a systematic 
disadvantage for care-related activities. 
As productivity rises in sectors capable of 
automation, standardisation and scale, care 
appears increasingly costly by comparison. Its 
relative expense is interpreted as inefficiency, 
rather than as a reflection of the kind of work 
it involves. Funding systems, performance 
frameworks and investment decisions 
systematically favour activities that can 
demonstrate rising output per unit of labour, even 
when those activities do little to sustain health 
over time and sometimes militate against it.

This structural bias against care is reinforced 
by a powerful normative one. Care work has 
historically been feminised, informalised and 
moralised.27 It has been associated with natural 
obligation, emotional labour and assumed 
availability rather than with skill, expertise or 

economic contribution. Much of it has taken 
place in households and communities, outside 
formal markets and beyond the reach of 
conventional economic accounting. It represents 
what the feminist author Nancy Folbre has called 
the invisible heart of the economy.28

Even when care is professionalised, these 
associations persist. They shape pay, status and 
authority within institutions. They influence 
which forms of work are seen as central to 
system performance. Medical intervention 
and technological innovation have tended to 
align more closely with masculinised norms of 
technical mastery, decisiveness and control—
qualities that map easily onto institutional 
hierarchies and measures of value.29

Cultural patterns such as these help to clarify 
why prevention has remained so difficult 
to realise within wealth-centred systems. 
Prevention depends on the very capacities 
that growth-oriented systems struggle to 
sustain: continuity, long-term attention and 
the maintenance of conditions within which 
self-regulation remains possible. Prevention 
is inherently care-intensive and its benefits 
accumulate slowly over time rather than 
appearing as immediate outputs.

As a result, prevention consistently loses out 
within systems under pressure. Preventive 
initiatives are launched, piloted and often 
praised. But they remain vulnerable because 
they lack institutional protection. When 
acute demand rises—as it inevitably does in 
environments that continue to generate ill 
health—resources are drawn back towards 
visible intervention and crisis management. 
Prevention is deferred, fragmented or 
abandoned, not because it is ineffective, but 
because it depends on care in systems that do 
not reliably value or safeguard care.

In this sense, the failure of prevention is not 
an anomaly, an oversight or an accident. It 
is a predictable outcome of economies and 
institutions organised around growth and 
accumulation. Where there is no protected 
space for maintenance and restoration, systems 
become locked into managing breakdown rather 
than sustaining balance.
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5 Prosperity as Health
The analysis so far points to a clear and 
uncomfortable conclusion. A wealth-centred 
vision of prosperity reshapes the conditions 
of life in ways that steadily erode health. That 
erosion becomes biologically embodied as 
chronic disease, which health systems are 
then required to manage downstream through 
medicine and pharmaceuticals. The result is 
a system that becomes ever more effective at 
treating illness while remaining structurally 
constrained in its ability to reduce the volume of 
illness it must treat.

At the core of this pattern lies not simply a 
failure of healthcare, but a failure of vision. 
Prosperity defined as wealth is organised around 
a particular dynamic: accumulation and growth. 
Success is measured by expansion—rising 
output, increasing throughput, continuous 
acceleration. Within this logic, there is no 
intrinsic point of sufficiency or balance. Systems 
are oriented towards movement rather than 
maintenance, towards pushing forward rather 
than holding steady. Once growth becomes 
the governing objective, it becomes difficult to 
recognise when limits have been reached, and 
harder still to slow down or reverse course once 
those limits are exceeded.

This dynamic matters profoundly for health, 
because health operates according to a 
fundamentally different logic. Health cannot 
be accumulated indefinitely. It cannot be 
maximised without constraint, stockpiled for 
future use, or expanded endlessly without 
consequence. Health is a condition of balance 
that must be actively sustained over time and 
restored when disrupted.30 When prosperity is 
framed in terms of wealth, health appears as a 
cost—something that constrains productivity or 
requires expenditure. When prosperity is framed 
as health, that relationship is inverted: economic 
activity becomes a means to sustain balance 
rather than an end in itself.31

Prosperity as health begins from this different 
dynamic. Health, in this sense, is not the absence 
of disease, nor a state of optimisation or peak 
performance. It is the capacity of individuals 

and populations to maintain balance over 
time: to absorb shocks, adapt to changing 
circumstances and return towards equilibrium 
after disruption.32

This capacity for balance is not passive. Living 
systems possess an inherent tendency towards 
regulation and repair, but that tendency 
operates successfully only within certain limits. 
Physiological systems can adapt to stress, 
variation and challenge—but only up to a point. 
When pressures remain within tolerable bounds, 
recovery is possible. When those bounds are 
repeatedly exceeded—through chronic stress, 
deprivation, pollution, poor nutrition or 
insecurity—regulatory mechanisms become 
overwhelmed. The capacity to restore balance 
erodes, and the risk of breakdown increases.33

Prosperity as health therefore requires more 
than the avoidance of harm or the management 
of damage once it has occurred. It requires the 
active maintenance of conditions within which 
the natural propensity of living systems to 
restore balance can operate. Success is measured 
not by the volume of activity generated, but by 
whether social and economic arrangements 
sustain environments in which recovery remains 
possible and cumulative damage is avoided over 
time.

Seen in this way, prosperity as health reflects 
the realities of living systems at multiple 
scales. At the level of the body, health depends 
on homeostatic regulation: the continual 
adjustment of physiological processes to 
changing conditions. At the level of society, 
health depends on material security, time, social 
connection and supportive environments that 
allow people to live within tolerable bounds of 
stress and strain. At the planetary level, health 
depends on ecological balance and the integrity 
of the systems that sustain life itself. Without 
attention to these conditions, the capacity for 
self-regulation erodes, and health deteriorates 
even in the presence of advanced medical 
intervention.34

This shift in dynamic—from accumulation to 
balance—is central. Where growth-oriented 
systems struggle to recognise limits or to pause 
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once they have been exceeded, a health-centred 
vision places limits, thresholds and resilience 
at the centre of decision-making. It asks not 
whether activity can be expanded, but whether 
it undermines or supports the conditions for 
continued adaptation and recovery.

The same shift has profound implications for 
the positioning of care and care work in the 
economy. If prosperity is understood as health 
and health depends on balance then care cannot 
remain marginal to economic purpose. Care is 
not simply a response to ill health after the fact. 
It is the work that sustains the conditions under 
which balance can be achieved and maintained 
in the first place.35

Care, in this sense, operates across several 
interconnected levels. At the most fundamental 
level, it involves maintaining the ecological 
conditions that sustain life on the planet: 
protecting the integrity of soils, water, climate 
and biodiversity within which human and non-
human systems regulate and regenerate. At the 
level of the body, care supports the homeostatic 
processes through which physiological systems 
maintain equilibrium and recover from stress. 
At the level of social life, care involves the 
conscious, relational work through which people 
support one another to maintain the integrity 
of the material and social terrain within which 
health is produced.36

Across these levels, care is characterised by 
attentiveness, continuity and responsiveness to 
limits. It does not aim to eliminate fluctuation or 
disruption—both are inevitable—but to prevent 
fluctuation from becoming destabilising and 
disruption from becoming chronic. In doing so, 
care enables the inherent regulatory capacities 
of living systems to function effectively. Care 
functions as a vital restorative force: holding 
systems within the bounds where self-regulation 
remains viable.

Likewise, prevention becomes central to 
economic purpose. If prosperity is defined by 
the capacity of individuals and populations to 
maintain balance over time, then preventing the 
accumulation of allostatic load is not secondary 
to treatment; it is foundational. Investment in 

secure housing, nourishing food environments, 
time, income security, education and social 
connection is no longer justified primarily by 
downstream savings to healthcare budgets, but 
by its direct contribution to prosperity.37

This is the critical reordering implied by 
prosperity as health. Care and prevention 
cease to be framed as costs to be justified 
against growth. They become the primary 
means through which prosperity is pursued. 
Medicine retains its essential role in diagnosing 
and treating illness. But it no longer carries 
the impossible burden of compensating for 
environments organised against health.

Taken together, prosperity as health and 
economy as care describe a coherent alternative 
to wealth-centred models of success. They 
replace a logic of accumulation with a logic of 
balance. They replace a fixation on expansion 
with an orientation towards maintenance, repair 
and restoration. They do not reject economic 
activity, technology or medical innovation. 
But they reorder priorities, placing the work of 
sustaining the conditions for health at the centre 
of social and economic life.38

The challenge that follows from this reorientation 
is to find a way to embed it effectively and 
consistently within policy. That requires a test 
capable of distinguishing reforms that genuinely 
move institutions towards prosperity understood 
as health from those that merely cushion the 
costs of prosperity understood as wealth.

6 Policy Directions 
Consistent with Care
The preceding sections have argued that 
Scotland’s health challenges arise not primarily 
from failures of medicine or implementation, 
but from a deeper misalignment between how 
prosperity is understood and how health is 
produced. If prosperity is reframed as health, and 
if health depends on balance sustained over time, 
then care must move from the margins of policy 
to its centre. Many of the elements necessary 
for this shift are already present in Scottish 
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policy debates. What is missing is a clearer 
organising logic: one that treats care as essential 
infrastructure, embeds prevention structurally 
and judges reform by whether it reshapes the 
conditions that generate ill health rather than 
merely managing its consequences.

Recentring care does not point to a single 
programme or blueprint. It implies a set of 
alignment choices: ways of realigning incentives, 
metrics, and institutional priorities so that 
care and prevention are no longer rhetorically 
endorsed but structurally embedded.

First, care must be treated as essential 
infrastructure, not as residual expenditure. 
Continuity, coordination, time, and relational 
support are foundational to managing chronic 
disease and multimorbidity, yet they remain 
vulnerable to erosion whenever systems come 
under acute pressure. Policy aligned with 
prosperity as health would protect care capacity 
explicitly, recognising continuity as a clinical 
asset rather than an inefficiency.

Second, performance and accountability 
frameworks must be rebalanced. What is 
measured shapes behaviour. Current regimes 
privilege throughput, access, and episodic 
activity. While these measures matter, they 
systematically obscure what sustains health 
over time. Embedding measures of continuity, 
coordination, and long-term outcomes—
particularly for people with multiple long-term 
conditions—would help shift institutional 
attention from volume to durability.

Third, care roles across health and social care 
should be professionalised and elevated. Care 
work is skilled, outcome-critical labour, yet 
its status, pay, and progression rarely reflect 
this reality. Strengthening care roles, including 
coordination and boundary-spanning functions, 
is not ancillary to prevention; it is central to it.

Fourth, policy must recognise time as a 
therapeutic resource. Effective care for chronic 
disease requires time to listen, understand 
context, coordinate across services, and support 
change. Time spent on follow-up and relational 
work should be treated as legitimate clinical and 
care activity, not as lost productivity.

Fifth, upstream determinants that drive 
avoidable demand must be integrated 
into NHS sustainability planning. Food 
environments, for example, are powerful 
determinants of chronic disease, yet they are 
often treated as matters of individual behaviour 
rather than system design. Aligning food 
regulation, planning, and public procurement 
with health objectives—particularly for children 
and disadvantaged communities—addresses 
demand at source rather than downstream.

Sixth, policy should avoid reinforcing the false 
economy of chronic disease management. 
Pharmaceuticals deliver genuine clinical benefit, 
but prevailing incentives can normalise indefinite 
disease management where upstream prevention 
is feasible. Distinguishing clinical value from 
systemic lock-in is essential to preventing long-
term dependency from crowding out care.

Seventh, prevention and care initiatives must 
move from pilots to permanence. Perpetual 
piloting fragments provision and undermines 
confidence. Where evidence supports impact, 
care and prevention models should be 
structurally embedded and protected from 
displacement during operational crises.

Finally, leadership should be framed around 
stewardship of population health. Success 
should be judged not only by operational 
recovery, but by progress in reducing future 
harm and moderating demand. Stewardship of 
health over time is not an optional leadership 
attribute; it is a core responsibility under 
prosperity understood as health.

These directions are not controversial in 
isolation. Many of them exist in some form 
both in the academic literature on healthcare 
and in policy prescriptions of one kind and 
another. What has been missing is a discipline 
for deciding whether policy choices genuinely 
move institutions in this direction, or whether 
they leave underlying dynamics intact. That is 
the purpose of the Policy Test proposed in the 
following section.
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7 A Policy Test for 
Health Reform
The analysis set out in this paper leads to an 
uncomfortable but necessary conclusion. The 
difficulties experienced by advanced economies 
in addressing chronic disease, embedding 
prevention and sustaining their health services 
are not primarily failures of evidence, intent or 
professional commitment. They are symptoms of 
a deeper misalignment between how prosperity 
is understood and how health is produced.

This misalignment shapes what is valued, 
funded and protected when systems come under 
pressure. It helps explain why care remains 
marginal to institutional design even as its 
importance is repeatedly affirmed, and why 
prevention is persistently endorsed in principle 
but rarely embedded in practice. Both depend 
on time, continuity, stability and long-term 
investment in balance—precisely the qualities 
deprioritised in systems organised around 
productivity, throughput and growth.

For policymakers, the challenge is therefore not 
simply to identify effective interventions, but to 
decide what kind of system those interventions 
reinforce. This paper proposes a simple but 
powerful test to make that choice explicit:

Does this intervention move institutions 
closer to prosperity understood as health   
—or does it merely cushion the costs of 
prosperity understood as wealth?

The policy test is intended as a decision 
discipline, not a scoring tool. It distinguishes 
between reforms that reduce the future 
production of ill health and those that primarily 
expand system capacity to absorb ill health 
already produced. It does not divide policies into 
“good” and “bad”. Measures that cushion the 
costs of ill health are often necessary, particularly 
in periods of acute operational pressure. But 
the test clarifies what such measures can and 
cannot achieve—and guards against mistaking 
stabilisation for reform.

At its core, the test asks whether policy acts 
upstream on the conditions of life, or whether 
it treats rising demand as fixed. It asks whether 
care is protected or squeezed when pressure 
increases; whether success is measured in 
sustained wellbeing or short-term activity; and 
whether future demand is likely to be lower, 
later, or less intense if the policy succeeds exactly 
as designed. 

To clarify how this Policy Test operates in 
practice, Table 1 below illustrates its application 
to a range of current or recent policy directions in 
Scotland. 
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Policy direction Primary policy intent Performance against the 
policy test

Key risks and structural 
vulnerabilities

NHS operational 
recovery and 
improvement plans

Restore access, reduce 
waiting times, stabilise 
services

Predominantly cushions 
costs of ill health by 
expanding capacity and 
throughput; does not alter 
demand trajectory on its own

Becomes default mode of 
reform; crowds out care 
and prevention; rising 
demand treated as fixed

Primary care reform 
and Pharmacy First 
Scotland

Improve access, reduce 
pressure on GPs and 
acute care

Conditional: can reduce 
future harm if oriented 
toward continuity and 
proactive care; cushions costs 
if used mainly for diversion 
and throughput

Access without continuity 
accelerates activity; 
workload shifts without 
disease modification

Food environment 
regulation

Reduce exposure 
to unhealthy food 
environments

Strongly reduces future 
harm by acting upstream 
on a major driver of chronic 
disease

Benefits accrue slowly and 
are politically vulnerable; 
risk of dilution or delay

Care reform, 
integration, and 
National Care Service 
proposals

Address fragmentation, 
unmet need, and 
workforce instability

Conditional: aligns with 
prosperity as health only if it 
materially strengthens care 
capacity

Governance change 
without investment 
leaves care fragile; care 
squeezed during acute 
NHS pressure

Digital health, data 
reform, and AI 
initiatives

Improve efficiency, 
coordination, and 
decision support

Conditional and amplifying: 
can support care or intensify 
throughput depending on 
governance

Efficiency gains 
reinvested in activity; time 
compressed rather than 
freed; surveillance over 
care

Population health 
planning and 
strategic needs 
assessment

Shape service 
configuration and 
investment according to 
long-term epidemiology 
and inequality patterns

Conditional: reduces future 
harm if it redirects resources 
towards prevention; cushions 
costs if it primarily manages 
projected growth

Becomes descriptive 
rather than directive; 
lacks budgetary force; 
long-term allocation 
logic overridden by acute 
performance pressures

Performance and 
outcomes framework 
reform 

Align measurement 
and incentives with 
continuity, coordination 
and long-term 
population health

Structurally decisive: 
advances prosperity as 
health if prevention and 
relational care are valued; 
cushions costs if throughput 
and access remain dominant 
metrics

Access and activity 
targets remain primary 
signals; prevention weakly 
measured; institutional 
behaviour defaults to 
volume and speed 

Housing, fuel 
poverty, and energy 
efficiency policy

Improve living 
conditions and reduce 
household costs

Strong potential to reduce 
future harm by stabilising 
health terrain

Health impacts often 
treated as secondary; 
benefits sit outside health 
budgets

Work, time, and 
employment policy

Support economic 
participation and 
productivity

Conditional: can protect 
health if it stabilises time and 
security; undermines health if 
it intensifies work and stress

Productivity logic 
overrides health; stress 
and insecurity embedded 
as normal

Table 1: Application of the policy test across a range of Scottish policy proposals
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The policies shown in Column 1 of Table 1 
are consistent with several strands of health 
and social care reform, including proposals 
articulated in the Service Renewal Framework 
(2025–2035).39 They are not presented here as an 
exhaustive catalogue but as a representative set 
of strategic levers and directions through which 
the system is presently seeking to rebalance 
access, prevention, community capacity and 
efficiency. 

The results of the test (Column 3 in Table 1) 
show whether the policy directions primarily 
cushion costs, promote prosperity as health 
or are conditional on their implementation. 
Column 4 in the Table identifies the key risks 
and vulnerabilities associated with each policy 
direction when seen from the perspective of 
prosperity as health. Several distinct patterns 
emerge. 

Much of the reform agenda within NHS 
Scotland is necessarily focused on recovery: 
reducing long waits, stabilising workforce 
pressures and improving operational 
performance. These measures are often 
indispensable. But they tend to assume rising 
demand as given, responding through additional 
activity or ‘improved efficiency’ rather than by 
reshaping the terrain that produces ill health. 
When judged against the policy test, they largely 
cushion costs rather than alter causes.

By contrast, policies that intervene directly in 
the conditions of life—particularly those that 
reshape environments rather than relying on 
individual behaviour change—more clearly align 
with prosperity understood as health. Measures 
to improve food environments, for example, 
clearly work upstream of clinical demand. They 
reduce exposure to known drivers of chronic 
disease and in doing so reduce the need for 
medical intervention downstream. Their effects 
are slower and less visible than additional 
treatment capacity. But the impacts accumulate 
over time and have demonstrable potential to 
reduce future harm and improve population 
health.

Between these two poles sits a number of 
reforms whose impact depends heavily 
on how they are designed and governed. 

Investment in primary and community care, 
proactive outreach to people at high risk 
of chronic disease, digital and algorithmic 
systems (including AI) all have the potential to 
strengthen continuity, coordination, and long-
term support. When such reforms are oriented 
towards sustained relationships and consistent 
follow-up, they can reshape demand and slow 
disease progression. But when they are oriented 
primarily towards access, speed and throughput, 
they risk being absorbed into the same 
intervention-heavy logic they were intended to 
relieve.

The same is true of reforms to care and 
integration. Structural change to governance 
or accountability can be important, but on its 
own it does not guarantee better care. Reforms 
pass the policy test only when they result in 
materially strengthened care capacity: improved 
conditions for the care workforce, greater 
continuity for people with complex needs, 
and stronger protection for care activity when 
systems come under pressure. Without this, 
reorganisation risks becoming an expensive 
rearrangement that leaves underlying dynamics 
untouched.

Proposals for new workforce models also 
fall into this conditional category. In fact, 
the role of work is a vital element in the care 
economy—both in and beyond the formal 
healthcare sectors. The conditions of work 
in care-related occupations are particularly 
vulnerable to attack—partly from escalating 
demand and partly as a result of the structural 
and normative pressures identified earlier in the 
paper. These pressures can easily be intensified 
by policy reforms focussed on narrow measures 
of productivity, which contribute to poorer 
working conditions and rising stress. On the 
other hand, measures that protect relational 
work, stabilise time and support economic 
participation could act to alleviate stress, 
improve the conditions of care and reduce future 
demand from ill health.  

In summary, what this analysis reveals is not 
a failure of will or a lack of opportunities 
but a persistent tension. Scotland’s strategic 
frameworks consistently articulate a 
commitment to prevention, person-centred care, 
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integration and reducing inequalities. Yet many 
of the mechanisms through which policy is 
delivered—funding flows, performance metrics, 
professional hierarchies and crisis-driven 
decision-making—continue to reflect a wealth-
centred vision of prosperity, in which success 
is measured by activity and output rather than 
sustained health.

Making this tension explicit is the first step 
towards resolving it. The policy test does not 
demand that every intervention act upstream, 
nor does it deny the necessity of operational 
recovery. It does, however, require honesty 
about what different kinds of policy can achieve. 
Measures that cushion the costs of prosperity as 
wealth may be unavoidable in the short term. 
But they should not be mistaken for reform.

Reform, in the stronger sense, begins 
when economic and social institutions are 
progressively realigned around prosperity 
understood as health: when care is treated as 
infrastructure rather than residual expenditure; 
when environments that generate ill health 
are actively reshaped; and when success is 
measured by reduced future harm rather than 
better management of present demand. Scotland 
already possesses many of the policy ingredients 
for such a shift. The challenge now is to apply 
them consistently—and to judge new proposals 
not only by how they perform today, but by what 
kind of health system they lock in for tomorrow.
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8 Conclusion: 
Governing for Health 
This paper has argued that the pressures 
facing health systems in advanced economies 
cannot  be understood—or resolved—through 
operational reform alone. Rising demand, 
chronic disease and widening inequalities are 
not simply challenges of delivery or efficiency. 
They are the downstream consequences of a 
dominant vision of prosperity organised around 
wealth, growth and accumulation. This vision 
systematically erodes the conditions required for 
health over time.

Seen through this lens, the NHS appears not as 
a failing institution but as a system increasingly 
required to absorb harm generated elsewhere. 
Medicine has become highly effective at 
managing illness once it appears.  Yet it is 
structurally constrained in its ability to reduce the 
volume of illness it must treat. Care—the work 
of maintaining balance, enabling recovery and 
sustaining the conditions for health—remains 
marginal to how prosperity is conventionally 
measured, rewarded and governed.

The alternative set out in this paper is not 
simply another programme of reform. It is a call 
for a shift in organising principle. Prosperity 
understood as health reorients attention from 
accumulation to balance and from short-term 
output to long-term resilience. An economy 
oriented towards care recognises that health 
depends on the sustained maintenance of the 
ecological, biological and social terrain of health 
and that this work is economically foundational 
rather than residual.

The applied examples demonstrate that this 
distinction is not abstract. Policy choices 
already made—and those currently under 
consideration—align differently depending 
on whether they act upstream to reduce the 
production of ill health or downstream to 
manage its consequences. In the absence of an 
explicit decision discipline, systems organised 
around growth and throughput tend to default 
towards downstream absorption—even where 
upstream alternatives are available.

The policy test proposed in this paper offers 
a way to make that choice visible. It does not 
eliminate the need for judgement. Nor does 
it deny the necessity of stabilisation under 
pressure. It does, however, clarify what different 
kinds of policy can reasonably be expected to 
achieve and what kind of health system they are 
likely to entrench over time.

For policymakers, the implication is not that 
every reform must act upstream, but that 
the balance of policy effort matters. Without 
deliberate protection for care, prevention and 
the conditions of health, health services will 
continue to face rising demand regardless of 
how effectively they are managed. Governing for 
health therefore requires coherence across policy 
domains, patience with interventions whose 
benefits accrue over time and a willingness to 
judge success by reduced future harm rather 
than managed present pressure.

Scotland has long articulated ambitions 
for prevention, integration and reducing 
health inequalities. It also has a longstanding 
commitment to a wellbeing economy. The 
challenge now is alignment. The choice is 
between a rising tide of ill health which the 
NHS must continue to absorb at cost and the 
possibility of reform to improve and sustain the 
conditions through which people can remain 
well.

That choice is not technical. It is political, 
economic and moral. Making it explicit is the 
first step towards a healthcare system—and a 
society—that is organised not simply to treat 
illness, but to support health as the basis of 
shared prosperity.
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