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Introduction 

Hypothesis: 

 

’Nuanced’ primary care can reduce care costs to 
the wider care sector and enhance care quality 
more generally’ 

 
Note: wider care costs refer to summed per capita costs associated with ASC, 
Community care, in-patient elective/non elective care, Outpatient and A&E 
attendances and OoH care. 
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Introduction_2 

Kingsnorth Medical Practice 

 

• 11,000 list size 

• >8FTE (GP and Nurse) 

• Moderate overall deprivation 

• Mix of rural/urban 

• PMS 

• Advanced outreach LTC nurse (600 LTC caseload) 

• Strong risk based telephone consultation service (GP led) 

• GPwSI (MSK, T&O, and complex diabetes) 
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Data flows 
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 Current practice sign-up rate: 76%  

15 of 19 
flowing 

15 of 17 
flowing 

19 of 21 
flowing 

22 of 30 
flowing 

33 of 34 
flowing 

36 of 61 
flowing 

10 of 14  
flowing 



Findings 
1. Practice staffing size does not discriminate for variance in NEL per capita costs – 

Practices with larger FTE numbers were no more or less likely to have different 
NEL costs when compared with smaller practices.  

2. Ditto for practice staffing to list ratio (staffing intensity). 
3. When practice statistically clustered - significant differences were observed 

between clusters groups 1 (less deprived practices with lower staff to population 
ratios) and 4 (more deprived practices with higher staff to population ratios). 

4. Cluster 4 had a significantly lower per capita NEL cost per patient.  
5. Kingsnorth Medical Practice (KMP) is a statistical outlier at the low end of the 

cluster distribution (i.e. beyond the 95% lcl) 
6. Despite the fact that there are highly significant variations in consultation 

intensity, for the majority of practices included in the analysis, there were no 
significant differences in cost per capita between ‘hot’ and ‘cold’ practices 
(notable exception was KMP) 

7. If the cost reduction capabilities observed at the KMP are attributable to the 
configuration of the practice (running ‘hot’ with notable nuances in the way 
business is done) – potential cost savings are likely to be highly significant if the 
operating model were rolled out across the CCG 

8. Significant patient quality dividends? 
 



Potential cost reductions 

Per capita costs 
difference  
between cluster 
1 and 4 

Per capita costs 
difference  
between cluster 
1 and 4 
 

Per capita costs 
difference 
between cluster 
1 and KMP 
 

Per capita costs 
difference 
between cluster 
1 and KMP 
 

All care costs 
captured in the 
KID 

NEL care costs All care costs 
captured in the 
KID 

NEL care costs 

£191 per patient £111 per patient £479 per patient £232 per patient 



Policy implications/questions 
 
 

1. Practice size, intensity of staffing or consultation intensity appear to confer no 
significant benefits in terms of wider cost reduction in the care system. However 
a more nuanced way of providing primary care may be capable of achieving 
highly potent costs reductions 
 
 
 
 
 
 
 

2. What appetite is there for wider application of KMP type configurations 
elsewhere and who might facilitate such change? 

3. Does the Carr-Hill formula for adequately adjust for primary care demand – 
especially MM and increased utilisation of primary care services by younger age 
cohorts? 

4. What are the implication for wider care integration – time to re-think what a 
primary care led care system looks like? 

 

“This suggests that enforced (GP 
practice) collaboration can result in 
clinician disengagement and dampen 
innovation compared to 
collaborations that have emerged 
from the bottom up” (Goodwin and 
others, 2004; Guthrie and others, 
2010). 



Distribution of consultations/100,000 

Kingsnorth 
Medical Centre 



Distribution of SAR/100,000 



Costs vs statistical cluster (FTE_1000 

& IMD_2015) 
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