Editorials

Rewilding general practice

RECONNECTING WITH WHAT MATTERS
Lyn Jenkins, a retired GP like me, and
now, increasingly, taking the perspective
of patients, has proposed the ‘rewilding’
of NHS general practice.1 Answering the
question ‘What is rewilding?’, the charity
Rewilding Britain states:

‘ … restoring ecosystems to the point where
nature can take care of itself, and restoring
our relationship with the natural world.
Reconnecting with what matters. Rewilding
is hope for the future.’  2
In its current persecuted, demoralised,
and exhausted state,3 UK general practice
desperately needs hope for the future,
built on a commitment to reconnecting
with what matters. The ecosystems of
the natural world have been profoundly
destabilised by the human urge to control
and exploit the environment, without first
seeking to understand its substance and
complexity. Rewilding challenges land
management to step back from targets
and rigid expectations, to resist the allure of
control, to let nature find its own path, and
to learn from what emerges.
THE DELICATE ECOSYSTEM OF GENERAL
PRACTICE
At a smaller scale, but in very similar
ways, the delicate ecosystem of general
practice has been severely undermined by
successive policy initiatives that have sought
to control and exploit the transactions
between patients and professionals without
any real attempt to understand their nature
or complexity. Perhaps the most potent
example of this process is provided by the
issue of continuity of care.
Over a lifetime of research, Barbara
Starfield, together with her team at Johns
Hopkins University, established that health
services based on a strong system of
primary healthcare produce better health

“In its current persecuted, demoralised, and
exhausted state, UK general practice desperately
needs hope for the future, built on a commitment to
reconnecting with what matters.”
outcomes at lower cost and with less health
inequity.4 Such a system provides:
• first contact accessibility and use;
• identification with a regular source
of care, that is, person- (rather than
disease-) focused care over time;
• comprehensiveness of services available
and provided; and
• coordination (when care from other
places is required).5
Starfield argued that the remarkable
potential of primary care was mediated by
the ability to integrate ongoing care around
the needs of particular individuals, families,
and communities rather than focusing
on the standardised care of particular
diseases. This ability dictates, not only
thorough knowledge of the transactions of
scientific medicine, but also a commitment
to fostering and maintaining long-term
relationships with patients: knowledge
of biology must be combined with an
understanding of the power of biography.6
Both of these matter and the delicate
balance between the two represents the
pre-existing natural ecosystem of general
practice, which has been much valued
by patients and professionals alike. Since
Starfield’s death in 2011, the association of
continuity of care with lower mortality has
been confirmed repeatedly.7-8
Yet, long before the rigours and constraints
of the COVID-19 crisis, policy priorities
of standardisation, bureaucratisation,

“… long before … the COVID-19 crisis, policy
priorities of standardisation, bureaucratisation, and
commodification had, gradually but inexorably, tilted
the balance of primary care towards the transactional
and away from the relational.”
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and commodification had, gradually but
inexorably, tilted the balance of primary
care towards the transactional and away
from the relational. This correlated with
lower recruitment to general practice and
lower levels of patient satisfaction. While
lip service is paid to patient-centred care
and shared decision making, no one in
power seems ever to have understood
that these require a different approach to
each individual patient, informed by their
predicament and their context, and that
this is completely incompatible with the
inflexibilities of a protocolised, standardised,
and crudely incentivised system.
With the pandemic came the need to
protect both patients and staff and hence
the switch to virtual consultations and
a drastic reduction in the ability of most
practices to offer continuity of care. As is
now becoming clear, it is much harder
to build a trusting relationship virtually
and, just when fear was everywhere, trust
was falling away in the absence of faceto-face consultations. In this context, it is
important to remember that little over a
year ago, Matt Hancock, the then Secretary
of State for Health and Social Care, insisted
that ‘all [GP] consultations should be teleconsultations’ and that we mustn’t ‘fall back
into bad old habits’, but free up clinicians to
concentrate on what ‘really matters’ (about
which he had not a clue).9 Of course, it is
now blindingly obvious that face-to-face
consultations do really matter and Sajid
Javid, Hancock’s successor, is working
equally clumsily to reverse what was being
advocated only last year. How could any
delicate ecosystem survive such a complete
lack of understanding and such vacillating
policy?
HOPE FOR THE FUTURE
Knowledge and understanding are essential
to the success of any attempt at rewilding.
Tragically, COVID-19 arrived at a point in the
history of medicine when medical research
was being systematically corrupted by the

“While lip service is paid to patient-centred care and
shared decision making, no one in power seems
ever to have understood that these require a different
approach to each individual patient …“
desire to control and exploit, dictated by
the economic imperatives of the medical
industrial complex. The triumph of science
has been the rapid creation of vaccines that
have drastically reduced the risk of dying
among the most vulnerable and particularly
the very old. However, giving noveltechnology vaccines to healthy children,
many of whom have already been infected
and who are at very low risk of serious
consequences, and the use of booster doses,
are already mired in controversy because of
the prevailing lack of transparency and the
selective publication of data. Vast sums of
money are at stake10 and trust in science
is at a low ebb just when it is most needed.
The research base of medicine appears to
be yet another delicate ecosystem that has
been exploited to destruction.
The concept of rewilding has the potential
to forge clear links between medical
research, primary healthcare, and the
health of the planet. All need nurturing
and protection from exploitation. All need
to be underpinned by a commitment to
social justice and equity.11 Further, we are
witnessing an extraordinary prevalence of
overdiagnosis and overtreatment, all of it
futile, wasteful, and damaging to patients,

and all compounded by a significant
environmental impact.12
Again, these harms are driven by
the desire to exploit disease for profit
and it is well time that politicians and
policymakers worldwide paid attention to
these very serious threats to patients, the
environment, and the financial viability of
healthcare systems. A strong system of
primary healthcare built on long-term,
trusting relationships has the power to
resist these repeated waves of exploitation.
So, let’s rewild general practice,
reconnect with the crucial relationships
that really do matter, and rebuild hope for
the future of us all.
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