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Executive summary
This document is our 2017 – 2019 operational plan which builds upon our prior 2016
– 2017 operational plan published earlier this year. It takes account of the evolving
policy context, for example the publication of the Five Year Forward View for Mental
Health, the GP Forward View and guidance relating to the development of five year
Sustainability Transformation Plans.
This document describes our strategic priorities for the next two years, which have
not changed from 2016/17. Our priorities will be delivered through our
transformational change programmes, which have developed further. We describe
progress to date in 2016/17 and our plans for the next two years to address the triple
aim of the Five Year Forward View. We therefore set out how we will meet the needs
of our local population by improving health and wellbeing; driving transformation to
improve quality of care; and by improving the efficiency of local NHS services to
ensure financial sustainability.
We also outline how we will achieve the nine national ‘must-do’ priorities and meet
the NHS Constitution standards through the delivery of our plan, comprising our
transformation programmes and summarised on our plan on a page (PoaP).
The Northumberland, Tyne and Wear and North Durham Sustainability and
Transformation Plan (STP) is an ‘umbrella plan’. For the most part, it is built out of
existing programmes of work within the local health economies within the STP
footprint although there are some additional transformational changes. Our two year
operational plan, sitting below the STP, is the detailed delivery plan for years two
and three of the remaining four years of the STP.
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Plan on a page 2017/18 - 2018/19 (Years 2 & 3)

Better Health for Sunderland

Our Vision
Delivered by:
Measured by:
national targets

local targets
Underpinned by
our values

Transforming care out of hospital (through integration
and 7 day working)
CANCER
Continue to perform well

Improve to performing well

Reduce emergency
admissions by 12% by 2019

Maintain the number of
smoking quitters at
2015/16 levels

Patient centred

DEMENTIA

Inclusive

Transforming in hospital care, specifically urgent and
emergency care (7 day working)
DIABETES
Improve to performing wel l
Reduce years of life lost by
15% by 2019

Responsive

Innovative

Enabling self care and sustainability

LEARNING DISABILITIES

MATERNITY

Improve to performing well

Improve to performing wel l

MENTAL HEALTH
Continue to perform well

Improve health related
Deliver a productivity plan Deliver prescribing savings
quality of life for people
of £22.5m
of £7.1m
with LTCs by 8.9% by 2019
Empowering

Integrity

Open and Honest

Sustainability

Maximise the use of resources to improve
outcomes for the people of Sunderland

Transformational Changes 2017/18 - 2018/19
In Hospital

Ensure a safe and sustainable model for acute services by delivering a single clinical operating model across the local health
economy.

Community Care System

Jointly commission a fully integrated unplanned and planned community care system that interfaces effectively with specialist services

General practice

Sustain and transform general practice in line with the General Practice Forward View

Mental health

Deliver the Mental Health Forward View in full, including Child and Adolescent Mental Health Services Transformation Plan

Learning disabilities

Continue Transforming Lives programme including the Primary Care Learning Disabilities/Autism strategy

Childrens & maternity
Cancer
Cardiovascular disease
Prevention

Enabled by

Governed by
Underpinned by
system wide
principles
To deliver
Its triple aims
Implementing
Transformation
priorities
Version 0.4 21.12.16

Joint commissioning &
Better Care Fund
Primary care cocommissioning

Ensure safe and sustainable services for improved outcomes in maternity and ensure the best start in life
Improve cancer outcomes, reducing smoking, increase screening uptake, early diagnosis and improve patient cancer pathway
experience including survivorship and end of life care
Optimise the length and quality of life for patients with, and at risk of CVD, through robust primary and secondary prevention,
streamlined pathways and integrated services that meet national standards
Implement a whole system approach to increase healthy life expectancy and reduce smoking and alcohol related admissions
through prevention with an initial focus on self-care, making every contact count and smoke-free NHS premises
Contract management
Organisational development
Medicines optimisation
IT infrastructure
(CQUIN)
Telehealth

CCG Governing Body

CCG Localities

Research and development

Transformation and A&E Delivery Board

One system for health and social care

7 day services

Evidence based approach

Prevention focused

Mental health and physical
health of equal importance

Reform methodology
Health & Wellbeing Board

Effective, safe care and positive patient experience

NHS England The Five Year Forward View
Better Health
Care and quality
Sustainable funding
Northumberland, Tyne and Wear and North Durham Sustainability and Transformation Plan (NTW ND STP) at a local level
Scaling up prevention, health and welbeing

Out of hospital collaboration

Optimal use of the acute sector

1. Introduction
1.1 Our Vision for 2018/19
Our Vision, agreed by all our member practices, is to achieve Better Health for

Sunderland.
We will deliver this through:

 Transforming out of hospital care (through integration and 7 day
working);
 Transforming in hospital care, specifically urgent and emergency
care (7 day working);
 Self-care and sustainability.
We will do this by having a whole system approach working closely with citizens,
patients, carers, providers and partners.
This Operational Plan describes the work we will be undertaking during 2017 –
2018 and 2018/19 to ensure the delivery of our Vision and strategic objectives.

1.1.1 Values
Informed through local engagement with our member practices, patients and local
people we have identified a set of core values which will continue to shape and
underpin all of the work we undertake to deliver our vision. The seven core values
are presented below:

1.1.2 System principles
The following system wide principles have been agreed and underpin the delivery of
the transformational change programmes described in this plan:







Evidence based;
Effective, safe care and positive patient experience;
Prevention focused;
Mental and physical health of equal importance;
7 day services;
One system for health and social care across Sunderland

1.2 Strategic Context
Sunderland Clinical Commissioning Group’s (SCCG) two year operational plan (the
‘plan’) needs to be read and understood in the context of NHS England’s Five Year
Forward View and the requirements of national NHS planning guidance published in
December 2015 and in September 2016.

1.2.1 NHS England’s Five Year Forward View
Published by NHS England in 2014, the Five Year Forward View (the ‘Forward
View’) identifies three key challenges facing the NHS, including:






Improving health and wellbeing, focusing on preventing illness, supporting
people to improve their own health and wellbeing and bending the demand
curve;
Improving the quality of care that people receive, focusing principally on care
redesign, delivery of the NHS Constitution standards and outcomes in clinical
areas, including for example: cancer; dementia; diabetes; learning disabilities;
maternity; and mental health.
Sustainability; this is about ensuring services are efficient to sustain a high
quality NHS and securing good value for patients and the public from the money
spent on commissioned services.

According to the Forward View the future of the NHS depends on addressing these
challenges and to do this fundamental change is needed. The Forward View sets out
a vision for the future and plans to overcome these challenges, including the
development and implementation of Sustainability and Transformation Plans (STPs),
delivered by health and social care organisations working together in a geographic
footprint to ensure the transformation and sustainability of local services (section
1.2.3).
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1.2.2 National NHS planning guidance
The NHS operational planning and contracting guidance 2017-19, published in
September 2016, updates the planning guidance published in December 2015 and
the requirements to have two separate but connected plans - a one year
organisational plan for 2016/17 and a five year Sustainability and Transformation
Plan which is place based to deliver the triple aim of the Forward View: better health
and wellbeing; better care; and financial sustainability.

1.2.3 Sustainability and transformation plans
The December 2015 planning guidance introduced Sustainability and Transformation
Plans. During 2016 NHS organisations were asked to come together, working with
local authorities and other partners, to develop these plans for the future of health
services in their area to meet the challenges outlined in the Forward View.
The focus during 2016 has been to develop the STP. Having agreed the STP
footprint of Northumberland, Tyne and Wear and North Durham (NTW ND), the
health and social care organisations within the STP footprint, including Sunderland
Clinical Commissioning Group, have come together and developed the draft STP,
which has been published and is available on the our website.
The development of the NTW ND STP has been led by a strategic partnership board
of senior representatives from the organisations involved working within the local
health and social care system footprint. Whilst the partnership is new, the work to be
taken forward in the plan is largely built on developments that had already been
agreed and in progress.
The draft STP sets out what the organisations will be working on over the next two
years. The NHS operational planning and contracting guidance 2017 – 2019 updates
the earlier guidance and shifts the focus to STP implementation, through individual
organisation operational plans.

1.2.4 Organisational operational plans
In December 2015, NHS organisations were asked to produce a one year
operational plan for 2016/17. The recent guidance published in September 2016
requires the development of two year organisational operational plans (2017-2019),
backed up by 2 year contracts which align with the two year activity and performance
assumptions agreed within the STP.
The two year organisational operational plans are years 2 and 3 of the STP.
The 2016 national planning guidance re-affirms the 2015 nine national ‘must-do’
priorities as the priorities for 2017/18 and 2018/19. However, there have been some
updates in the nine areas reflecting the evolving policy context.
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Priorities
STPs
Finance
Primary care
Urgent and
emergency care
Referral to treatment
times and elective
care
Cancer

Mental health
People with learning
disabilities

Improving quality in
organisations

Descriptor
Implement agreed STP milestones
Deliver CCG and NHS provider organisation control totals
and achieve local system financial control totals
Ensure the sustainability of general practice by implementing
the General Practice Forward View
Deliver the NHS Constitutional standards including the five
elements of the A&E Improvement Plan and implement the
Urgent and Emergency Care Review
Deliver the NHS Constitution standard; streamline elective
pathways and implement the national maternity services
review, Better Births.
Implement the cancer taskforce report; deliver the NHS
Constitution standards and make progress in improving one
year survival rates; roll out stratified follow up pathways and
commission all elements of the Recovery Package.
Full implementation of the Mental Health Five Year Forward
View
Deliver the Transforming Care Partnership plans including
reducing inpatient bed capacity, improving access to
healthcare for people with learning disabilities and making
reasonable adjustments for people with learning disabilities
and autism
Implement plans to improve quality of care

1.3 Our operational plan 2017 - 2019
This two year operational plan comprises years four and five of our five year
strategic plan, covering the period 2014/15 to 2018/19.
To inform the development of our operational plan for 2016/17, we undertook a
comprehensive review of our transformational change programmes for 2015/16
taking account of our progress over years one and two of our five year plan, national
guidance and the Forward View. Our operational plan, published in April 2016,
covered a three year period because we continued with some of the existing
priorities from 2015/16 but also because we identified additional new priorities. Our
experience tells us that a twelve month period is not sufficient to implement
transformational change.
Despite the fact that our prior plan was for three years, we have reviewed it against
the updated national planning guidance, developing policies and alignment with
NTW ND STP priorities.
During the period2017 to 2019 we will continue to focus on the priorities we identified
in 2016/17 which have been updated in the light of progress. They are summarised
on our plan on a page (PoaP).
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Our plan reflects progress to date in respect of our transformational programmes and
sets out our plans over the next two years. It also includes how we will achieve the
national nine ‘must-do’ priorities through the delivery of our transformation
programmes and how our plan supports the delivery of the three STP
transformational areas:






Scaling up Prevention, Health and Wellbeing to improve the health and
wellbeing of our public and patients designed by the Directors of Public Health
from each of the local authorities;
Improve the quality and experience of care through Out of Hospital
Collaboration by scaling up the new models of care from our Vanguards and
the development of a resilient and robust primary care sector; and
The Optimal Use of the Acute Sector by exploring and developing alternate
service models which ensure high quality sustainable care.
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2.0 Key Challenges
Our plan aims to address the three key challenges identified in NHS England’s
Forward View to improve health and wellbeing; improve care and quality; and ensure
sustainability.

2.1 Health and wellbeing challenge

Health is determined by a complex interaction between individual characteristics,
lifestyle, and the physical, social and economic environment. People in Sunderland
are living longer but are at risk of spending their extended years in poor health as a
result of high levels of poverty, deprivation and lack of opportunity which influence
behaviours such as poor diet, lack of exercise, smoking and excessive alcohol use.
Without greater focus on prevention and the wider determinants of health, health
inequalities will widen.
A summary of the high level health challenges for Sunderland is summarised below:








Responding to changes to the population structure including, fewer children and
younger working age adults, more elderly population and increasing ethnic
diversity. 8.3% of the Sunderland population is aged 75 years and older
compared to the England average of 8.1% (based upon 2014 mid-year
population estimates);
Tackling poverty through increasing employment, educational attainment and
skills to give every child the best start in life and break intergenerational cycles of
disadvantage. For Sunderland, prevalence of childhood poverty is 23.6% against
the England average of 18.6% (based on the 2013 snapshot from HMRC). In
Sunderland 25.3% of the population aged 16-64 are qualified to NVQ level 4 or
equivalent or above (higher education) compared to 36.7% for England (based
on 2015 data from the Annual Population Survey);
Tackling the big four lifestyle risk factors – smoking, excessive alcohol use, poor
diet, and low levels of physical activity – including for people with multiple
unhealthy behaviours. The prevalence of smoking in adults aged 18 years and
over is 22.8% in Sunderland compared to the England average of 18.0% (based
on 2014 data from the Integrated Household Survey);
Preventing early deaths from cancer, cardiovascular disease and respiratory
disease. The people of Sunderland on average live shorter lives than the
England average. Life expectancy at birth is 77.3 years fort males and 80.8
years for females compared to 79.5 for males and 83.2 years for females in
England (based on data for 2012-2014);
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 Managing the likely increase in the level of long term conditions, including
increasing proportions of people with multiple long term conditions;
 Delivering better integrated care for individuals and reducing the over-reliance on
hospital services, through promotion and support for self-care;
 Tackling poor mental health through prevention and building individual and
community resilience; and
 Addressing teenage pregnancy, smoking during pregnancy, breastfeeding and
child obesity.

2.2 Care and quality challenge

The quality of general practice is high but pressures are increasing (rising demand
for GP appointments; increasing workload; growing complexity of need; and
changing patients’ expectations) and workforce recruitment and retention in
Sunderland and the wider North East has historically been challenging.
There are a number of challenges facing our two hospital providers, City Hospitals
NHS Foundation Trust and South Tyneside NHS Foundation Trust. To provide the
level of service to the required quality standards, duplication in service provision at
each hospital site is no longer sustainable due to workforce and financial pressures.
The two hospital trusts are working more closely together undertaking a clinically led
service review programme to look at the best service configuration to ensure the
services are the highest quality within existing and reducing resources.
Using the NHS RightCare programme packs, we have benchmarked ourselves
across a range of clinical areas and indicators, for example, cardiovascular disease,
cancer and maternity, to understand where we can increase quality of care; drive
improvements in patient outcomes to deliver better health for our local population
and reduce inequalities; and deliver better value for the investment. We are
progressing this work to reduce variation, improve quality and identify opportunities
for more efficient service delivery.
Pressures have arisen this year in Children and Young People services because the
service has been unable to manage throughput given the increased numbers of
referrals. Waiting times have increased. We have provided additional non-recurrent
funding to address and improve waiting times in light of increased referral pressures.
We have made significant progress in 2015/16 and 2016/17 in implementing our Out
of Hospital model of integrated care to provide person centred, co-ordinated care for
some of the most vulnerable people in the City. We continue to mainstream the three
work streams (Community Integrated Teams; Recovery at Home; and Enhanced
12

Primary Care) and build upon the progress to date to drive quality improvements
through risk stratification, multi-disciplinary working and care at the right time and
place. Sunderland is one of fourteen national Vanguards testing the Multi-Specialty
Community Provider care model for out of hospital care.

2.3 Funding and efficiency challenge
NHS England’s ‘pace of change’ funding policy was designed to bring all CCGs
closer to their target funding. The adjustments made to the funding formula have
resulted in SCCG being deemed to be the most overfunded CCG in England outside
London, moving from 12% to 18.6% over funded position. As a result of our distance
from target (DFT), we receive minimal programme growth over the next three years
(2017 to 2020), compared to other CCGs, which effectively is a real terms cut in
funding (figure 1 below).

£m

Figure 1

In addition to the minimal growth allocations that we will receive, the HRG4+
allocation adjustments recently announced have added an additional financial
pressure to our plan leading to a further financial efficiency requirement of £2.1m.
Due to this challenging financial position we have identified the need to support the
productivity plan in 2017/18 with drawdown of historic surpluses, whilst
transformation plans are developed and implemented.
2017/18 and 2018/19 will be the most financially challenging period in the history of
the CCG. Rapid delivery of productivity requirements will need to be achieved in
order to remain within available allocations.
In addition to the significant financial challenges we face, local health economy
(LHE) partners have worked together to understand the overall financial gap in
Sunderland and South Tyneside. All stakeholders agree that the significant scale of
the LHE financial challenge will require a collaborative approach in order to ensure
whole system sustainability.
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3.0 Addressing the challenges
As discussed in section 1.3, our priorities for 2017 to19 remain unchanged from our
prior 2016 to 2019 plan.
Our transformational programmes, which will deliver our priorities, also seek to
address the Forward View challenges – the ‘triple aim’. They will also deliver the
national nine priorities and support the delivery of the NTW ND STP.
CCG transformational
programme
In hospital
Community care system
General practice
Mental health
Learning disabilities
Childrens’ and maternity
Cancer
Cardiovascular disease
Prevention
Sustainability

National ‘must-do’

STP transformation area

Improving
quality/finance
Urgent and
emergency care/STP
Primary care
Mental health
People with learning
disabilities
RTT and elective
care
Cancer/ Improving
quality
Improving
quality/prevention
Prevention

Optimal use of acute sector

Finance/Improving
quality

Out of hospital collaboration
Out of hospital collaboration
Out of hospital collaboration
Out of hospital collaboration
Optimal use of acute sector
Scaling up prevention, health
and wellbeing
Scaling up prevention, health
and wellbeing
Scaling up prevention, health
and wellbeing
Finance

3.1 Implementing the NTW ND STP
Our transformational programme supports the delivery of the STP transformation
areas.
STP transformation area

Scaling up prevention, health and
wellbeing
SCCG transformation programme
Community care system including the
Out of Hospital model
Sunderland’s All Together Better programme is part of the national New Care
Models vanguard programme aimed at achieving the triple aim through the
integration of services around the patients.
Empowering patients to self-care is an essential element of the approach:
 Multi-disciplinary teams empower patients to take control of their health and social
care needs;
 The Recovery at Home service maximises independent living;
14

 Enhanced primary care will support patients with moderate needs and long term
conditions to manage their conditions more effectively; and
 Our telehealth and telecare projects have enabled and promoted self-care, for
example the Florence text messaging service
Self-care and patient activation is an area for development in 2017/18 and we will
have a model operational by September 2017, and embedded by March 2018. This
will build upon a pilot project delivered by Sunderland Carers Centre during 2016/17
and learning from our neighbours in South Tyneside’s Pioneer programme, a ‘Better
U’. We will work closely with our partners in the Third Sector, particularly Age UK
Sunderland and Sunderland Carers Centre as well as statutory partners, to deliver
this element of the care model.
SCCG transformation programme
Prevention
There was agreement in January 2016 by Sunderland’s Transformation Board to
focus on prevention. The Board have agreed alcohol and smoking as priorities and
to implement ‘Making every contact count’ (MECC) into healthcare settings across
the Sunderland system. MECC is an approach to behaviour change that utilises
millions of day-to-day interactions to support people to make positive changes to
their physical and mental health and wellbeing. The aim is to create a healthier
population, improve health outcomes and reduce plan health inequalities. The Board
have agreed to take forward the action plan that has been developed.
SCCG transformation programme
CVD (secondary prevention)
Our plans in 2017/18 focus on secondary prevention to ensure people with CVD risk
factors, for example high blood pressure, atrial fibrillation and raised cholesterol, are
optimally treated and managed in primary care. We will also develop and implement
a new model of integrated self-care and rehabilitation to support people with preexisting long term conditions and also those at risk of developing long term
conditions.
STP transformation area
SCCG transformation programme

Out of hospital collaboration
Community care system including the
Out of Hospital model
To date two separate models of Out of Hospital provision have been developed in
Sunderland and South Tyneside localities reflecting the different contexts, local
relationships, challenges and opportunities although each have similar aims and
objectives. We have received confirmation of the award of transformation funding in
2016/17 of £400k relating to testing/ further developing the South Tyneside model,
working closely with Sunderland’s All Together Better programme around learning,
sharing, spreading. South Tyneside CCG will then be expected to bid for
transformation funding over the next three years to support the implementation of the
MSCP care model. This will enable further opportunities for joint working and a
potential single out of hospital model across the local health economy where this
provides benefits for both localities.
SCCG transformation programme
General Practice
To support the transformation described in this plan, we need to sustain and
transform general practice. We agreed a five year commissioning strategy and
financial plan in 2015 for general practice and our focus in 2016/17 has been to
deliver a key strategic objective of the strategy: to increase capacity and build the
15

workforce. Our strategy aligns with the GP Forward View (GPFV) and is a solid
foundation to build upon to deliver the GPFV commitments, including to improve
access to general practice services and to help manage the work load pressures in
general practice. Our GP Alliance is a key partner in the delivery of the Enhanced
Primary Care work stream of Sunderland’s All Together Better programme and is
now enabling the provision of primary care at scale.
STP transformation area
Optimal use of the acute sector
SCCG transformation programme
In hospital
The collaboration between City Hospitals Sunderland NHS FT and South Tyneside
NHS FT is a blueprint for the STP system. The establishment of the South of Tyne
HealthCare Group, accompanied by a single integrated management structure
across the trusts, enables and oversees the ‘Path to Excellence’ programme. This
programme is based upon a series of clinical service reviews to reconfigure and
transform clinical pathways across both hospital trusts to address workforce
pressures and to ensure safe, high quality services whilst continually improving
patient and staff experience. The services being reviewed in phase one include
maternity and gynaecology, stroke and paediatrics.

3.2 Our transformational programmes
The diagram below (figure 2), drawn from the CCG Improvement and Assessment
Framework, aims to show how our plan supports the delivery of the Forward View.
However, whilst our programmes have been aligned to the delivery of one of three
aims of the Forward View, there are interdependencies. We anticipate that the
impact of the priorities within our transformation areas will be wider than the domain
to which they have been aligned. An example of this is prevention; whilst this is a
separate programme to develop and implement a whole systems approach across
the City, prevention is built into our transformation programmes, wherever possible.
In addition there are two transformation programmes where delivery is not led by us,
namely Prevention and In Hospital.

Improving health
and wellbeing







Cardiovascular
disease, including
diabetes
Prevention
Personal health
budgets










Leadership








NTW ND STP
Sunderland
Transformation and A&E
Delivery Board
CCG’s relationships
within the local health
economy (South Tyneside
and Sunderland)
Senior Leadership VG
development group







Community care
system

General practice
Children and
maternity
Dementia
Cancer
Learning
disabilities and
autism
Mental health
In hospital
Continuing
Healthcare

Improving care
and quality

Sustainability
Sustainability
programme
Care redesign –
All Together
Better programme
Local digital road
map
Medicines
optimisation

Figure 2
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3.3 Delivering better health and wellbeing

Cardiovascular disease
Of the health conditions that lead to more early deaths for our local population
compared to England, circulatory diseases account for 18.4% of the gap between
Sunderland and England for male life expectancy and 13.5% of the life expectancy
gap between Sunderland and England for women. Preventing early deaths is a
priority.
The NHS RightCare programme also highlighted cardiovascular disease (CVD) as
an area where we can improve quality of care, health outcomes and make
efficiencies. Opportunities for improvement exist in detection, prevention, and
disease management.
During 2016/17 we looked at how we provide care for cardiovascular disease and
used the STAR (Socio-Technical Allocation of Resources) method to help us to
understand where to prioritise resources for coronary heart disease and ensure
outcomes shape future provision and deliver best value.
Initial analysis also highlighted variation between our practices both in recorded
prevalence and in how patients are managed. For coronary heart disease, recorded
prevalence in Sunderland is 4.8% (13,691 persons) compared to a prevalence of
3.2% in England; despite this an estimated 2,269 persons in Sunderland are likely to
have undiagnosed heart disease (based on data from the 2016 Cardiovascular
Disease Profiles). Our plan for CVD requires a targeted approach on identifying and
managing long term conditions within this area with a focus on prevention and selfcare, delivered through evidence based interventions including secondary prevention
and appropriate treatment and monitoring.
Our ambition in Sunderland is that people, at high risk of, and diagnosed with
cardiovascular disease, will live longer and healthier and have a better quality of life
as a result of implementing evidence based primary and secondary prevention
interventions. We will deliver this by working with and supporting primary care to
ensure patients with hypertension, hyperlipidaemia, hyperglycaemia and nondiabetic hyperglycaemia receive optimal care and drug treatment. Work has been
ongoing to develop an incentivised CVD bundle (covering high blood pressure,
cholesterol, glucose and pulse check) for potential inclusion in the General Practice
Quality Premium in 2017/18 which should support improvement of HbA1c control.
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We will also develop an innovative and integrated self-care and rehabilitation
service, which will treat a person holistically, and not as a condition, offering a menu
of options to support people to make positive lifestyle changes. This service will help
to address a gap in current services, for patients who are at high risk of developing
CVD. This will be complimented by implementation of the National Diabetes
Prevention Programme in 2018/19.
People with diabetes are at risk of a range of health problems including CVD and
those who are obese or overweight are at risk of developing diabetes. During
2016/17 we have implemented a number of programmes of work focusing on the
management and treatment of diabetes including:




A local incentive scheme (LIS) has been offered to our practices with a focus on
type 2 diabetes. This LIS aims to improve outcomes for patients in Sunderland
with type 2 diabetes through a number of interventions; and
Sunderland General Practice Alliance (GPA) have been leading on the
development of Enhanced Primary Care within the Vanguard MCP, including:
‾ 4 locality GP access insulin initiation hubs with education and mentorship
provided by the Diabetes Specialist Nurse
‾ Launched MYDiagnostick for atrial fibrillation (AF) to case find AF patients.

What will we do?
Optimise the length and quality of life for patients with, and at risk of CVD,
through robust primary and secondary prevention, streamlined pathways
and integrated services that meet national standards.

From 2017 onwards, we will deliver this by:
 Improved management for patients with hypertension, hyperlipidaemia,
hyperglycaemia and non-diabetic hyperglycaemia in primary care;
 Developing and implementing an innovative and integrated self-care and
rehabilitation service;
 Bidding for national transformation funding to support our diabetes treatment and
care priorities; and
 Being part of wave 3 of the National Diabetes Prevention Programme to ‘go live’ in
April 2018.

Prevention
Early in 2016 Sunderland’s Transformation Board identified and agreed prevention
as a priority for the Sunderland system. The Board is a partnership Board attended
by Executive Directors from SCCG; City Hospitals Sunderland NHS FT; South
Tyneside NHS FT; Northumberland Tyne and Wear NHS Mental Health Trust;
Director of Public Health; Chief Executive of Sunderland’s General Practice Alliance;
18

Sunderland City Council; Chair of Sunderland HealthWatch; Secretary of
Sunderland’s Local Medical Committee; and North East Ambulance Service.
During 2016, the Transformation Board held two workshops to agree the focus and
approach to prevention. The Board agreed to focus on smoking and alcohol and to
roll out ‘Making Every Contact Count ‘(MECC). MECC aims to maximise the
opportunities for health professionals to engage people in conversations about how
they can make healthy choices. The Board recognised that this initiative needs to be
implemented in a structured and consistent way but recognise the starting point of
each organisation.
Having identified organisational leads provider partners are taking forward the
agreed action plan, supported by Public Health, to embed MECC into every
healthcare setting in Sunderland.
Joint working has also started to take place within our local health economy. South
Tyneside’s Integration Pioneer, well known for its ‘Better U’ programme, facilitated a
workshop in November 2016. The purpose of the workshop was to learn from our
neighbour and broaden the impact of the All Together Better programme to
increase independence and the health and wellbeing of local people, and reduce
their use of statutory health and care services.

What will we do?
Implement a whole system approach to increasing healthy life expectancy
and reducing smoking and alcohol related admissions through prevention
with an initial focus on self-care, Making Every Contact Count and smoke
free NHS premises.









We will implement the action plan developed by the Sunderland Transformation
Board using the national CQUIN to support its implementation;
We will continue joint working with South Tyneside to ensure long term condition
management is maximised through proactive self-care (secondary prevention);
We will continue the NHS Rightcare pathway transformation (CVD and cancer)
with a focus on primary and secondary prevention;
We will embed the self-care approach into our Vanguard Programme in 2017/18
using the Patient Activation national tool. Our successful bid for funding for
2017/18 includes £150k to support this work;
We have appointed a Falls Co-ordinator for the next year to review our approach
to falls across the community care system and ensure all opportunities for
reducing falls are optimised; and
We will continue the roll out of the Care Homes tablet using the NEWS score
across all care homes across Sunderland engaging with general practice to
ensure the benefits are realised.
19

Personal health budgets
Children eligible for NHS Continuing Care and adults in receipt of NHS Continuing
Health Care have been eligible for personal health budgets (PHB) to ensure
continuity of care in the services they receive and choice, and direct control of how
their budget is spent. This was extended to everyone with a long term and/or mental
health condition from 2015/16.
Progress in 16/17
 We have arrangements in place with the Local Authority to offer all patients who
are eligible for Continuing Health Care funding (CHC) a personal health budget.
The take up has been low within this client group. However, we are making full
use of the regional forums and masterclasses to help to develop our
improvement plans.

What will we do?
 To expand our offer we will develop an outline plan to determine what our local
offer will be and put the required actions in place to achieve this recognising that
the local offer should be produced in partnership with stakeholders to identify
where personal budget would be most beneficial for the Sunderland population;
 We will also consider the operational elements, which would be needed to support
the expansion of the PHB offer and how a staged roll out/expansion can be
project managed; and
 As the All Together Better programme develops, the new model of care will
enable in time more people to access the benefits of a PHB as it is a component
of the MSCP structure.
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3.4 Improving care and quality

Community Care System
Delivering integrated, seamless care and reducing the over-reliance on hospital
services is an aspiration shared by both SCCG and Sunderland City Council (SCC).
Having reviewed the governance arrangements during 2016 to support the delivery
of our transformation programmes, we are now integrating the Out of Hospital and
Urgent Care transformation programmes on our 2016-2017 plan and establishing a
community care system transformation programme.
Jointly commission a fully integrated unplanned and planned community
care system that interfaces effectively with specialist services
The community care system transformation programme aims to ensure that patients
in Sunderland are able to have both their urgent and planned health and social care
needs met in a safe, effective and efficient way in the community, including through
self-care; leaving hospital care for those whose needs require specialist services. It
will ensure Sunderland has an integrated whole system of care where patients have
access to the right information, staff with the right skills, at the right time and in the
right place according to their needs.
This programme covers the following priorities: urgent care and mainstreaming the
Out of Hospital model of care - All Together Better Sunderland programme
(incorporating also end of life, whole system ambulatory emergency care and the
development of a single commissioning model for out of hospital from 2017/18
onwards).

Urgent care
We have undertaken significant reform in urgent care across the City during years one
and two of our five year plan (section 1.3), completing the implementation of the previous
urgent care strategy. However, during this period national and regional urgent care models
have changed in light of the National Urgent and Emergency Care Review, led by NHS
England.
At the same time as undertaking the reform of urgent care in recent years, we have
accelerated the delivery of our Out of Hospital model through the All Together Better
Sunderland programme transforming care by delivering more planned and proactive
services out of hospital, based on the principle of integrated or patient centred coordinated care, particularly for those who have a number of long term conditions and have
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regular contact with the health and care system. The approach is illustrated in figure 3
below:
Community resources and Resilience:

Enhancing Primary Care:

Elderly Frail / High Risk
Population:

Robust Health and Wellbeing Strategies – Health
Promotion; Self- Management; Leisure;
Recreation; Meaningful Occupation; Housing,
including extra care; Strong Voluntary Sector;
Faith organisations

Patients who will benefit
from better coordinated
care and enhanced longterm condition
management, including
self-management

High risk patients who will
benefit from multi-disciplinary
person-centred coordinated
care. Comprehensive care
plans including risk
management planning

Providing alternative to hospital admission.
Supporting individuals to recover from illness or crisis and
to regain independence in their own home or as close to
home as possible.
Facilitating discharge for individuals who have to be
admitted, ensuring their stay is no longer than necessary.
Preventing unnecessary admission into long term
residential or nursing care.
Reducing the requirement for an on-going social care
package of support.

2% - 5%

North Locality
Practices

Risk Stratification

North Integrated Teams

West Locality
Practices

Community Connectors

West Integrated Teams

East Locality
Practices

Community Connectors

East Integrated Teams

Washington
Locality
Practices

Self Management

Washington Integrated Teams

Coalfields
Locality
Practices

Self Management

Coalfields Integrated Teams

Recovery at Home Service
Community Integrated
Recovery at Home
Telecare and Community
Equipment
Therapies

Urgent Care Centres

111 / 999
Urgent Response; Triage;
Navigation to
appropriate response

Ambulatory
Emergency
Care

Community Resources and Resilience:

5% - 10%

City-wide multi-agency Resource Hub:

Hospital

H

24 hour Single Point of
Access – the Intermediate
Care Hub

GP Out of Hours
Co-located with Recovery
at Home Service

Figure 3

A refresh of the strategy was agreed as a priority in the 2016/17 plan and this is now
complete. Our refreshed urgent care strategy is the next stage of our journey to ensure
that we have the best fit between urgent and planned care in and outside of hospital.
Having completed the refresh of the strategy earlier this year, we are undertaking a
Listening Exercise with stakeholders and importantly with the people who use urgent care
services in Sunderland during November and December 2016 to seek their views on
current services. This feedback will support the development of a new urgent care model,
led by clinicians. The new model of care will take a whole system approach, considering
not only the existing urgent care centres and GP Out of Hours contracts, general practice
and pharmacies but also Sustainability and Transformation Plans across South Tyneside
and Sunderland, and reform work underway in Ambulatory Emergency Care, the
Ambulance Service, and General Practice at scale (including Extended Hours in Primary
Care) as set out in our Commissioning Strategy for General Practice. Key
interdependencies include the Out of Hospital commissioning model (Multi-Specialty
Community provider) and the regional North East Urgent and Emergency Care Vanguard.
Following the development of a clinical model, the next step will be to develop options for
future service configuration which we will formally consult upon during March to June
2017. The results of this consultation and engagement work will inform our urgent care
commissioning plans. The final services are expected to be in the scope of our MSCP.
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The implementation of the strategy could lead to changes in the current urgent care
service configuration but a core component of the strategy will be a requirement to ensure
long term sustainability of urgent and emergency care services across Sunderland.

What will we do?
During 2017/18:
 We will consult with patients, the public and stakeholders on the proposed
service configuration;
 We will implement the commissioning plan for urgent care in Sunderland that
results from the engagement process; and
 We will ensure urgent care is a key consideration in the scope to be agreed for
the MSCP.

Ambulatory Emergency Care
Ambulatory Emergency Care (AEC) is a way of managing a significant proportion of
emergency patients on the same day, without admission to a hospital bed. It is a
transformational change in care delivery.
‘AEC is not a location, but a philosophy of care’
The AEC programme within Sunderland during 2016/17 consists of five key areas,
tackling specific patient pathways as well as the AEC concept itself.
1. AEC pathways: Cellulitis and DVT
2. AEC Decision Makers: Clinical Leadership and Challenge. Capacity is decision
makers and action takers not cubicles, beds or trolleys or chairs
3. Direct Access to AECU: Patient accessing right service first time
4. Patient, Public and Staff Engagement: Engage key stakeholders in change
5. IT Solutions: Map of Medicine to support pathways within General Practice
Initiatives undertaken during 2016/17 include:






We began a pilot in October 2016 to provide direct telephone advice/contact
between GPs and Acute Physicians (Consultant Connect) based on the learning
from Stockport MSCP. The project aims to support admission avoidance, and
stream patients to the right place within the hospital, so patients get to the right
specialty first time or attend as a planned attendance rather than an urgent case;
In April 2016, we held an improvement event focusing on implementing Deep
Vein Thrombosis (DVT) and Cellulitis pathways across acute, primary and
community services, supporting the wider AEC Whole System Work Programme.
The DVT pathway has introduced Point of Care Testing to Nurse Practitioners
and GPs to help avoid patients attending hospital for unnecessary diagnostics
and treatment;
Further pathways are currently being explored for 2017/18, and the Consultant
Connect project is providing rich information as to what these pathways could
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be, rather than the traditional way of reviewing the most prominent Health
Resource Groups.
We will continue to develop AEC within City Hospitals Sunderland and the
community supporting admission avoidance, as well as reducing length of stay
during 2017/18 and beyond.

End of Life
End of Life Care (EoL) is a key element of many areas of transformational change.
We are working towards having a whole system approach to End of Life across
health and social care in Sunderland to ensure patients will receive high quality
individualised care, delivered at the right time by the most appropriate service.
We are working in partnership with providers to deliver our End of Life Plan. Our
2016/17 plans will continue into 2017/18 and beyond and include;


Integrated Working
End of Life is part of the Community Integrated Team, which will include an End
of Life Specialised Nurse in each Locality Team to ensure that the patient wishes
are met during their care and at end of life.



Training and Education
We are continuing our education and training programme, which is delivered by
clinical staff at St. Benedict’s Hospice. Training is provided across all health and
social care organisations, including care homes and GP practices. The training
aims to ensure that staff delivering end of life care are competent in their roles, as
well as to be able to provide emotional, psychological and spiritual support to
service users, their families, friends and carers both during the patient’s illness
and into bereavement. The training meets national standards.
In 2017/18 we are planning to implement the Gold Standard Framework across
providers.



Service Review
We are currently reviewing the End of Life services that we commission to ensure
that they reflect nationally recommended standards and guidance.



Electronic Palliative Care Co-ordination System
We are developing an Electronic Palliative Care Co-ordination System to allow
different providers of end of life care (such as District Nurses and General
Practitioners) to be able to view patient records and input into them. This will
ensure that the most up to date information is available to staff and enable them
to respond appropriately to the patient’s condition and needs.
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Out of hospital
The NTW ND STP is currently in the process of developing a system-wide offer for
out of hospital care which will allow services to be delivered closer to home, reducing
pressure on the hospital sector and unwarranted variation in care.
The All Together Better Sunderland is our transformation programme for Out of
Hospital care (OOH) in Sunderland. The £6.5m award in 2015/16 and £4.8 million
award in 2016/17 to Sunderland is supporting the delivery of our care model and has
enabled us to accelerate delivery and testing the MCP approach. In November we
submitted a third value proposition for further funding in 2017/18.
During 2016/17 we mobilised the three key work streams of the transformation
programme: Community Integrated Teams; Recovery at Home and Enhanced
Primary Care.
During 2017/18, we will:
 Learn from the work of our neighbour, the South Tyneside Pioneer Programme,
and broaden the impact of our care model as we recognise that the self-care and
prevention element of our care model requires further development and this will
be a key element of our work programme. We will have a model of self-care
operational by September 2017 and embedded by March 2018;
 Learn from the pilot projects delivered in 2016/17 as part of our Enhanced
Primary Care programme, to support leadership development, organisational
learning and infrastructure required to enable general practice at scale to
become part of a future MSCP;
 Review pathways in the Recovery at Home service and use of the service by
general practice and Emergency Department (ED);
 Further integrate community mental health pathways with our Community
Integrated Teams to support a more holistic approach;
 Refine our risk stratification to improve outcomes for our most complex and
vulnerable patients;
 Learn from the Newcastle/Gateshead Care Home Vanguard and regional
learning on frailty pathways;
 Work with our local hospice and EoL strategy group to align our processes and
have clear information sharing arrangements in place; and
 Continue our joint approach to learning across each of the five vanguards in the
North East to inform and support the development of the STP, the spread of the
MCP model, including opportunities for shared models of operation with South
Tyneside.

Out of Hospital Commissioning
Partnership structures for provider delivery of OOH care model, and commissioner
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assurance functions have been in place since April 2015. Joint Better Care Fund
(BCF) arrangements are also in place across SCC and the CCG, and both
commissioners have agreed to work to a single model of commissioning for OOH
from 2017/18 onwards in line with the MSCP framework, published in July 2016. The
framework states that whilst care redesign is by far the most important job, no system
can just restructure its way to transformational change through transactional
processes; every MSCP, sooner or later, needs to be commissioned.

What will we do?
We are part of the ‘fast follower’ programme, and have been working with Attain to
progress our work in this area.
Key aspects of the work (figure 4) have started at pace and will continue through
2017/18 including:

Scope

Outcomes

Sunderland Multispeciality Community
Provider
Contract Management Framework

Organisational form

( Governance , Memorandum of
Understanding, Roadmap)
Figure 4

 A Joint Senior Leadership Group of the main integration partners, including South
Tyneside NHS Foundation Trust, Sunderland Care and Support, Sunderland City
Council and Sunderland GP Alliance, has recently been established to support the
development of the MSCP with independent organisational development (OD)
support and facilitation overseeing provider and commissioner key actions;
 The Leadership group have agreed to work to a Memorandum of Understanding
(MOU), as a sign of an active commitment to working towards a shared end goal
and system vision. In addition to the MoU, there is also a roadmap being created
and documented;
 Further work is required with partners in order to confirm the scope of the budgets
which should be included within the MSCP contract;
 The MOU describes an ambition for the contract to include all elements of the
OOH model, including Urgent Care Centres, all community nursing, all adult social
care, mental health and learning disability services, community healthcare
services, GP services and GP out of hours. Analysis needs to be undertaken as to
what is appropriate out of hospital, and what is appropriate in hospital, in effect
aiming to reduce the number of contracts and enabling providers to work together
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to achieve two key contracts - in hospital and out of hospital. The ambition is to
commission the MSCP by April 2018, whilst recognising that not all services may
be in the scope until April 2021; and
Both providers and commissioners are considering their key actions required
including working in shadow MCP format from 1st April 2017.

General Practice
We took on responsibility to commission general practice in 2015 because of the
central role of general practice in out of hospital care and because of the need to
ensure sustainability for general practice. 2015/16 saw the development of a
commissioning strategy for general practice, supported by a financial plan.
During 2016/17


We successfully re-procured three Alternative Provider Medical Services (APMS)
contracts which were due to terminate in 2015/16. We commissioned a single
APMS contract to sustain service provision. Variation in quality of care would be
reduced by one provider delivering primary medical services across three sites.
With current recruitment difficulties in Sunderland in the current and medium
term, the size of contract (registered list size of 13,541) could increase the
opportunity for potential providers to attract staff and deploy a wider skill mix.
This approach supports the national strategy of larger practices to ensure
sustainability.



We have worked with NHS England to develop a primary medical care services
assurance framework to enable local NHS England and CCG teams to respond
to primary care medical quality issues. We have established a Local Quality
Group (LQG). The LQG will develop, in collaboration with member practices, a
dashboard which can be shared with practices on a quarterly basis to illustrate
key areas of performance for practices to consider where there are identifiable
variations in clinical care.



The focus over 2016/17 in implementing the strategy has been on building the
general practice workforce and increasing capacity both to support core general
practice activity and the out of hospital transformation.



We have invested £1.75 per registered patient to enable General Practice to
engage in the reducing variation in primary care and make full use of the Map of
Medicine software.
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Workforce
We have always adopted a proactive approach to supporting general practice to
increase capacity and build the workforce. Work commenced in November 2014 to
support the recruitment of GPs through the development of a GP Career Start
programme - a developmental programme for newly trained GPs to be placed with a
GP mentor in a GP practice, whilst undertaking additional education and
development in line with their career interests and aspirations. Ten GPs are now
participating in the Career Start Programme with funding identified for another five
GPs per annum over the next three years.
Earlier this year we developed and commissioned a provider for a Practice Nurse
Career Start scheme and Health Care Assistant Career Start scheme. This will bring
an additional twenty Practice Nurses into the workforce along with twenty Health
Care Assistants over the next two years. Many of the posts are in practices that
have not previously had access to Practice Nurses and Health Care Assistants. The
Health Care Assistant programme also facilitates the nursing career pathway by
providing a twenty seven month development programme from apprenticeship to
pre-registration nursing entry level.
We have match funded the national clinical pharmacy pilot to encourage practice
participation. The national pilot currently provides clinical pharmacy services to
fifteen practices across Sunderland.

Workload
In general practice, there are many schemes that practices are incentivised to
participate in which are above and beyond the tasks detailed in their core contract.
Practices can sign up to deliver a range of enhanced services with different payment
mechanisms and monitoring requirements. We know from our engagement work
when developing the general practices strategy that the current combination of
nationally directed and locally commissioned GP services and incentive schemes
overwhelm GP practices in their day to day work. Practices found these additional
services time consuming and bureaucratic, limiting ability to engage to achieve
sustainable, transformational change.
Delegated co-commissioning provides the opportunity to reduce bureaucracy and
duplication for practices involved in the provision of these services and focus on a
smaller number of key outcomes rather than delivery of detailed outputs through the
development and implementation of a General Practice Quality Premium.
During 2016 we have been reviewing all the enhanced services to develop and
implement a local outcome based Quality Premium from April 2017. We are working
with our GP Practices to develop a framework which will focus on outcomes as
opposed to transactional ‘number crunching’ outputs, ensuring that the areas link
with our transformation programmes, for example, cancer, CVD, learning disabilities
and autism.
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Out of Hospital model and general practice
General practice is at the heart of the OOH care model. The Enhanced Primary Care
programme within this model will help to support the sustainability and quality in
general practice because it is supporting general practice to develop interventions
which will improve the quality of services, reduce unnecessary variation and help
practices to work together and provide care closer to home.
During 2016/17, working with Sunderland GP Alliance, we have:
 Launched Map of Medicine (MoM) as a clinical reference tool to standardise care
pathways;
 Fully integrated primary care colleagues into Community Integrated Teams;
 Started to align GP practices to care homes to reduce handoffs between primary
and community teams;
 Developed an ‘at scale’ hub and spoke ambulatory ECG service to bring this
diagnostic testing into a general practice setting for GPs to access directly
preventing the need to refer to secondary care. We are collecting patient and
clinician feedback and monitoring the impact this pilot has on existing services.
We will develop a further hub and spoke model during 2017/18;
 Rolled out a diabetes audit and review process to all practices, which supports
improving diabetes outcomes;
 Mobilised four locality GP access insulin initiation hubs;
 Launched a screening programme using MyDiagnostick for Atrial Fibrillation (AF)
with an incentive to find missing AF patients;and
 Developed a plan for post discharge clinic pilot in the Washington locality between
November 2016 and March 2017.

What will we do?
Sustain and transform general practice in line with the General Practice
Forward View
During 17/18 and 18/19, we will focus on:








The continued implementation of the General Practice Forward View (Annex 3);
The development of Practice Managers, including succession planning and
building the skills of those working in a deputy management role;
A step down programme for nurses with a focus on educator roles to create an
educational footprint for new and emerging roles and thus building capacity for
medical placements;
A city wide training and development plan for general practice looking at
maintaining skills, enhancing skills and the development of specialist skills that
can be used at scale within localities;
Continued exploration of new roles, such as Physicians Associates, in
conjunction with local higher education providers;
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Joint working with South Tyneside CCG and Sunderland GP Alliance as
collectively we have been awarded Community Education Provider Network
status by Health Education England;
Having a new Quality Premium in place with our practices to improve the quality
of patient care;
Extended GP access for all patients (evenings and weekend – the latter where
needs determines this) to the national core requirements by September 2017;
Explore devolving outpatient budgets to general practice in order to determine if
such appointments are appropriate and whether needs could be met in a different
way;
Implement the outcome of the review this year by practices of the ‘10 High Impact
Changes’ with support from the national Primary Care Development programme;
Continue to support practices that may be less resilient in order to increase their
resilience moving forward; and
More detail on our progress and plans in relation to General Practice is set out in
annex 3 of this plan showing how we will deliver the GP Forward View.

Children and maternity
Ensure safe and sustainable services for improved outcomes in maternity
and ensure the best start in life
Best start in life
Giving every child the best start in life is essential for reducing health inequalities
across the life course. What happens during those early years has a lifelong impact
on many aspects of health and wellbeing.
Sunderland has higher levels of children living in poverty. Reducing the numbers of
children and families who live in poverty needs to underpin our approach to giving
every child the best start in life and Sunderland’s Joint Health and Wellbeing
Strategy has a strong focus on early years. Sunderland also has higher levels of
young people aged 16 to 18 who are not in education, employment or training than
the England average.1
During 2016/17 the partnership arrangements for children and young people have
been strengthened with the establishment of the Children and Young People’s
Strategic Partnership and the development of the Strategic Plan for Children and
Young People (CYP).
The CCG and Local Authority (LA) have jointly appointed a Programme Director to
strengthen joint commissioning arrangements, including those for children and young
people.
1

Source: Public Health Outcomes Framework for Sunderland (Updated November 2015)
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We have continued to work in partnership with the LA to improve outcomes for
children and young people including safeguarding; services for Looked After
Children (LAC); Young Offenders; prevention and early intervention including
Healthy Child Programme and childhood obesity; and services for children with
Special Educational Needs and Disability (SEND).
During 2016/17 we have continued to work with the Local Authority to implement the
SEND Code of Practice 0 to 25; establishing Children and Families Act 2014
statutory duties and continuing Ofsted preparation (outlined in the SEF: SelfEvaluation Framework).
In 2017/18 work will continue to enhance the local offer, continuing care, speech and
language therapy services, wheelchair services, Child and Adolescent Mental Health
Services (CAMHS) and Learning Disabilities services.

What will we do?
Key actions supporting the delivery of the Children and Families Act and
Sunderland’s Health and Wellbeing Board Plan and Children and Young People’s
Plan from 2016/17 into 17/18 and onwards include:








Develop a joint commissioning plan and arrangements to support the delivery of
the Health and Wellbeing Board Strategy and the Children and Young People’s
Plan;
Support the joint commissioning activities, which are being taken to effectively
deliver the SEND agenda including Continuing Care, Speech and Language
Therapy Services, Special School Nursing Services, support the wheelchair
services improvement programme and continue to develop SEND data to
forecast future service demand and delivery;
Implement the multi-agency preparing for adulthood protocol and pathway for
CYP with SEND;
Work in partnership with the Local Authority to promote healthy lifestyles,
physical activity childhood obesity; and
Work in partnership with the Local Authority to improve transition planning for
Looked after Children.

Maternity
Through NHS RightCare, maternity and early years were identified as an area where
we can make significant improvements in health outcomes. Compared to our peer
CCGs, we are worse for some elements of the maternity pathway, for example the
number of low birthweight babies in Sunderland and smoking at the time of delivery
with a higher spend on A&E attendances in early years.
South of Tyneside and Sunderland Healthcare Group have undertaken a review of
maternity and gynaecology as part of the clinical review programme for 2016/17
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supported by both Sunderland and South Tyneside CCGs. Following the outputs
from the current listening exercise with the public, options for the future provision of
the services will be the subject of consultation in the Spring of 2017. Following
intelligent consideration of the outcomes, the CCG will decide the future
configuration for maternity services in Sunderland.
As part of the review, we have made clear to the provider, the need to substantially
improve the numbers of mothers still smoking at delivery due to the resulting health
impacts on the baby concerned. From reviewing the national integrated assessment
framework, and our baseline compared to the national average on the four key
indicators, it is clear that we can only improve from a focus on reducing the number
of mothers smoking at time of delivery. We perform relatively well on choice and
patient experience, and are comparable to others across the region on still births.
We are however substantially below the national average in relation to smoking.
We have also reviewed the national maternity strategy – Better Births - and we and
providers have assessed provision against the standards and identified areas for
improvement. The Sunderland Maternity Delivery group will progress these
improvements whilst working with the Clinical Network.

What will we do?
Key actions continuing from 2016/17 into 2017/18 onwards include:







Establish a local Maternity Board to support the work programme;
Work with NTW ND STP, following the submission of the expression on interest
to become an early adopter, to understand the footprint for maternity services i.e.
planning for Sunderland and South Tyneside or Sunderland, South Tyneside and
Durham or STP ND wide;
Continue to work with partners in Sunderland to consider the contribution of
maternity to broader strategic objectives e.g. Better Start, vulnerable mothers,
health visiting and family nurse partnership, development of multi-agency hubs
etc, smoking in pregnancy (to influence plans for 2017-18); and
Work with regional and local partners to develop plans for 2017-18 to further
implement the maternity review and develop peri-natal mental health services

Dementia
In years one and two of our five year plan we have invested time working with our
member practices to improve early diagnosis of dementia. At the end of 2015/16 we
achieved a 78% diagnosis rate and we are currently above the 70% target as at
December 2016.
We have ensured the delivery of the target by improving referral rates to memory
detection services to support early diagnosis. We have also improved practice and
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primary care centre environments for people with dementia and increased the
referral rate into post diagnosis services.

What will we do?
Our focus in 2017/18 needs to be on maintaining the 70% target and increasing the
percentage of patients diagnosed with dementia who have an annual 12 month face
to face review within primary care.

Cancer
In response to the Forward View ambition to improve outcomes across the cancer
pathway, NHS England established the Independent Cancer Taskforce which
published its report in July 2015 – Achieving World Class Cancer Outcomes: A
Strategy for England, 2015-2020. In response to this and other national and local
drivers, we agreed that the development of a Sunderland Cancer Plan, to implement
the national strategic aims, was a priority in 2016/17.
Following a prioritisation exercise on the 96 recommendations in the national
strategy, the following key priorities were identified for Sunderland:





to improve cancer outcomes by reducing smoking;
to increase screening uptake;
early diagnosis; and
improving the patient cancer pathway experience, including survivorship and end
of life care.

The Cancer Plan was launched with our member practices in December 2016 and its
implementation plan is monitored by a multi-agency group.
Our plan spans 2016 to 2020 and it focuses on:


Early diagnosis:
‾ Implementing direct access pathways for GPs, for example. direct access to
MRI and CT scanning in quarter 4 of 2016/17 for patients with suspected
cancer of unknown primary will enable patients to be diagnosed at an earlier
stage and potentially reduce the number of diagnosed emergency
presentations;
‾ Another initiative to support early diagnosis, introduced in 2016/17, is to
support GPs working with Cancer Research UK, to undertake significant
event audits of patients diagnosed through emergency admissions in order
to implement the learning in practice and prevent more patients being
diagnosed in this way;
‾ We will commission direct access to flexi sigmoidoscopy at CHS NHS FT in
2017/18 to improve access to early diagnosis; and
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‾





Implementing standardised pathways of care through Map of Medicine (a
decision support tool).
Improving screening rates through implementing an incentive scheme for
practices to free up time to undertake recalls for breast, bowel and cervical
screening programmes. The impact of the scheme on improving screening rates
will be evaluated and, if successful, proposed for inclusion in the General
Practice Quality Premium.
Improving the patient cancer pathway experience:
‾ Implementing standardised follow-up: the one stop breast assessment service
will implement standardised follow up for breast cancer patients in March
2017 as part of the pathway as we recognise that historically access to follow
up pathways for breast cancer patients has been variable. This approach will
be monitored throughout 2017/18 working with NHS England and, if proven to
be successful, we would look to roll this out for prostate and colorectal cancer
patients in 2018/19; and
‾ Working with CHS NHSFT and MacMillan, to map out and implement the
Recovery Package in line with the national specification and regional
approach.

What will we do?
Improve cancer outcomes, reducing smoking, increase screening uptake,
early diagnosis and improve patient cancer pathway experience including
survivorship and end of life care.
During 2017/18, we will:








Evaluate the impact of the incentive scheme for General Practice to increase the
screening rates and implement through the General Practice Quality Premium
(to be determined);
Commission direct access to flexi sigmoidoscopy at CHS to improve access to
early diagnosis;
Continue to roll out regional standardised pathways, based upon NICE, for the
main cancers through Map of Medicine;
Evaluate the direct access pathways and impact;
Evaluate the implementation of standardised follow up pathways for breast
cancer patients against national requirements;
Map out and implement the Recovery Package through national transformation
funding; and
Maintain good performance and improve pressure areas as shown in the table.

The table below shows how we are meeting the national requirements in relation to
cancer:
National requirement
Implement the cancer taskforce report

Our response
Developed and implementing a local
Sunderland Cancer Plan
34

Improve 1 year survival rates

Stratified pathways for breast cancer
patients
Commission all elements of the
Recovery Package

Member of the emerging Northern
Cancer Alliance
Improve access to screening by
implementing an incentive scheme in
16/17 for general practice to recall
patients who have not attended
screening
Implement and evaluate direct access to
MRI and CT for GPs for patients with
suspected cancer
Roll out standardised regional pathways
based upon NICE for the main cancers
through Map of Medicine
Commissioned a breast one stop
assessment service
Map out and implement the Recovery
Package in line with the national
specification and regional approach
through the Northern Cancer Alliance

Learning Disabilities and autism
The focus of the Transforming Care Programme is to move away from inappropriate
outmoded inpatient facilities and establish stronger support in the community.
Sunderland participated in the North East fast track programme and developed a
Transforming Care plan for Sunderland. We have reduced the commissioned
inpatient bed capacity to 2 beds and have invested in community learning disability
teams.
During 2016, Sunderland’s plan is being refreshed because the North East and
Cumbria Transforming Care Board have recently developed a new model of care
(MoC) for people with Learning Disabilities and/or autism.
We are currently benchmarking existing services and work streams within
Sunderland against the best practice outlined in the new MoC. This exercise will
identify existing good practice in Sunderland as well as any gaps in service provision
which will inform and shape the refreshed Sunderland plan. The outcome of this
benchmarking exercise will be reported to the CCG Executive Committee with
recommendations and next steps.
During 2016/17 our transformational programme for people with learning disabilities
and/or autism has focused upon two areas: learning disabilities and autism in
primary care and care programme approach (CPA) and care and treatment review
(CTR). This work will continue through 2017/18.


Primary care learning disability and autism programme
35

Overall 22% of people with learning disabilities were found to have died before they
reached the age of 50, compared with just 9% of the general population. People with
autism are dying up to 14 years prematurely without epilepsy and those with
epilepsy, learning disabilities and autism are dying up to 34 years prematurely.
Individuals with learning disabilities and autism are less likely to receive their flu
immunisation due to a number of different issues.
There has been no formal training or guidance since 2005 for primary care around
the understanding of these conditions. Practices have not had guidance on what is a
reasonable adjustment and how to make that reasonable adjustment for individuals
with learning disabilities and autism. There is a lack of knowledge and understanding
and process around health checks for learning disability and autistic patients, and
standardisation of care and codes.
The overall aim of this project is to help primary care to gain knowledge and
understanding about how best to meet the health needs of these patient groups and
including making personalised adjustments to prevent early deaths.
Through the delivery of this project within this transformation programme, we aim to
deliver a range of outcomes including:









improved staff knowledge and skills;
improved staff understand of LD and autism;
increased understanding of reasonable adjustment;
increase staff awareness of the importance of a health check;
improved quality of health;
improved screening and flu immunisation rates;
improved patient experience of primary care; and
improved knowledge of existing learning disability and autism pathways and
resources;

This year we are developing a comprehensive resource document to support
delivery of the above aims. This resource will be launched with practices in March
2017. We are working in partnership with Northumberland Tyne and Wear Mental
Health Foundation Trust and Autism in Mind to develop a learning disabilities and
autism primary care programme which includes bespoke training for clinicians,
practice managers and administrative staff. The education will be individual training
sessions which will start early 2017 for each cohort of staff within primary care.
This will continue through 2017/18 and following implementation we will be able to
build on this and transfer the learning and processes to mental health in primary
care.
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Care Programme Approach and Care and Treatment Review

The care programme approach (CPA) is the legal framework to support people with
complex needs and a statutory requirement for all in-patients as well as those with
complex needs who live in the community. Established following the Winterbourne,
care programme reviews (CPR) are mandated to take place every six months for
individuals who are in hospital. In 2015 it was identified that reviews should take
place within the community setting to ensure that the right support and care is given
in order to avoid inappropriate hospital admissions. Sunderland commissioners
attend all care treatment reviews (CTRs) and CPAs for Sunderland residents who
require them. This year we are undertaking a review of these processes in order to
improve the experience for individuals and their families; streamline the processes to
reduce duplication and overproduction; and establish an agreed, standardised
process for all of Sunderland.
We have worked collaboratively with Northumberland, Tyne and Wear Mental Health
FT, the Local Authority, Experts by Experience and clinical reviewers to map both
the inpatient and community processes. We have agreed a joint process to be
trialled in early 2017. Following the trial, there will be consultation and engagement
with staff, patients and carers. In early 2017 we will have the final proposal with
evidence to support the agreed process; this will enable us to share our work with
other organisations and areas. The outcomes will be shared with the North East and
Cumbria Transforming Care Board who are very interested in this transformation

What will we do?
Continue Transforming Lives programme including the Primary Care
LD/Autism strategy
 We will implement the recommendations arising from our benchmarking review of
the North East and Cumbria care model for people with learning disabilities;
 We will implement the learning disability and autism programme with primary care
developed in 2016/17; and
 We will implement an agreed standardised process for CPA and CPRs.

Mental Health
We have a strong history of investing resource to ensure the development of mental
health services and ensure good access to acute and mental health services.
2015/16 concluded a six year transformation programme.

 Improving access to psychological therapies
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We have been successful in becoming an early implementer in the expansion of
Improving Access to Psychological Therapies (IAPT) during 2016/17 and 2017/18.
This includes a commitment to expand our current IAPT services to meet 25% of
need by 2020/21.
The expansion will be ‘Integrated IAPT’ services, co-located in and integrated with
the primary care physical health services in our five localities. Building on the long
term condition pathways already developed within Sunderland, IAPT will have
representation in the five multi-disciplinary teams (MDT) in primary care to build
effective working relationships and devise referral pathways between GP Surgeries
and Primary Care Staff to IAPT. Specialist Nurses for the named groups (diabetes,
cardiovascular, respiratory and obesity) and associated outpatient/inpatient clinics
will also be targeted to build on current pathways; working towards a stronger IAPT
presence in the patients journey, enabling ease of access to IAPT Services . It will
also be imperative to strengthen relationships with RAID (Rapid Assessment and
Intervention Service) who work in Liaison Psychiatry Sunderland Royal Hospital,
raising awareness of the opportunities for onward referral to IAPT following their brief
inpatient interventions. IAPT Expanded Service professionals will work to foster and
develop relationship with primary care staff to enable pathway development and
increased access.
The expansion will focus on people with anxiety/depression in the context of longterm physical health problems and/or people with distressing and persistent
medically unexplained symptoms. Expanded IAPT aims to build on existing
pathways and develop new ones in relation to obesity and cancer.

 Mental Health Trailblazer
We are part of the North East Mental Health Trailblazer to better integrate mental
health and employment support to help keep people in work and get them back to
work. The Trailblazer will implement the Individual Placement and Support (IPS)
model of intensive employment support co-ordinated with psychological therapy, in
partnership with IAPT services. IPS/employment coaches are co-located and fully
integrated with IAPT teams in each Local Authority area. Sunderland will be
allocated four employment coaches to be located with the Sunderland Psychological
Well Being Service IAPT team.

 Child and adolescent mental health services
During 2016-17 we have continued to work with key partners to develop and deliver
the child and adolescent mental health services (CAMHS) Transformational Plan.
Since publication of our 2016/17 operational plan, the CAMHS Partnership has been
significantly strengthened and three key work streams have been established to
support the effective delivery of the transformational plan in line with THRIVE model:
Thriving and Coping; Getting Help/More Help; and Risk Support.
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The focus of the Thriving and Coping Work stream during 2016/17 has been on
improving the capacity of the universal workforce to address the mental health needs
of children and young people at an earlier stage. To support this thirty schools have
participated in the CAMHS schools link pilot; mental health lead roles with identified
CAMHS links have been established in these schools and CAMHS schools cluster
arrangements have been developed. Partners are working with Sunderland Youth
Parliament to develop a Charter Mark for Mental Health.
In addition, maternity and early years services are being strengthened.
Northumberland CCG are leading with NTW NHSFT the implementation of newly
funded community perinatal service across all CCGs and within Sunderland perinatal mental health posts have been established. The role of health visitors and
school nurses in supporting mental health is being considered as part of the review
of 0 to19 Child Health.
The Getting Help / Getting More Help work stream is well established however, in
addition to delivering the transformational plan this work stream is also focused on
the pressures within existing NTW NHS FT Children and Young People (CYP)
services, that is. significant increases in referrals; an increase in waiting times; the
capacity of the service to manage the increased number of children and young
people accepted into the service to reduce waiting times and the service advising
that they are unable to sustain the current level of service provision within the current
financial envelope. We have provided additional non-recurrent funding to address
these issues and together with NTW NHSmFT have received additional funding from
NHS England for additional capacity to address improved waiting times in light of
increased referral pressures.
We are required to demonstrate increased funding; service provision and additional
workforce within CAMHS, specifically to achieve the Forward View targets:
 30 per cent of children with diagnosable conditions to access services by end of
2017/18;
 to develop a CYP Community Eating Disorder Services in line with Access and
Waiting Time Standards; and
 to further develop services for children and young people in crisis including
psychiatric liaison service and to develop Multi-systemic Therapy (MST) services
for children with complex behavioural, mental health and social care needs.
We are currently reviewing existing services and commissioning arrangements and
are considering changes the way in which services are commissioned i.e.
establishing an alliance or Lead Provider Model to support more efficient and
effective service delivery. We are working with NTW NHS FT, STFT, Sunderland
Counselling Service and Washington MIND to model existing pathways, resources
and workforce across CAMH services creating the transparency required to inform
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future service provision and to inform workforce development in line with CYP IAPT
programme.
We are working with NTW NHSFT to establish compliance with national guidance in
relation to eating disorder and crisis services. To ensure NTW NHSFT are compliant
with the KPI for CYPs to receive treatment within four weeks from referral for routine
cases, and one week for urgent cases. NTW NHSFT have submitted an initial
Community Eating Disorders proposal in line with the Access and Waiting Time
document. This plan is dependent on receiving funds from both Sunderland and
South Tyneside CCGs to support a service that will meet the needs of a population
of approximately 500,000 and deliver enhanced home based treatment, provide
family/systemic therapy, prevent hospital admission and reduce length of stay whilst
scaffolding other providers including tier 2 and paediatric services to ensure early
identification.
It is expected that the additional funding will enable dedicated staff to offer support,
supervision, advice and training to universal and tier 2 services and offer timely
assessment and agreed community based treatment interventions to moderate and
severe cases who have a primary diagnosis of eating disorders in line with Access
and Waiting Standards. Other areas of the enhanced provision i.e. Intensive Home
Based Treatment and Enhanced Support to Paediatric services during admission
that currently cannot be provided will also be achievable with the financial
investment.
Services for children and young people in crisis are being further developed to
include psychiatric liaison services for children and young people.
In addition, work to develop an agreed NICE compliant Autism Spectrum Disorder
(ASD) pathway across CAMHS and paediatric services is underway with the
expectation that a new pathway will be agreed during 2016/17 to enable
implementation during 2017/18.
The risk support work stream has been established and work has begun to
understand training and support needs of LAC workforce including foster carers and
children’s home staff; prevention of avoidable admissions; and the development of a
MST Service to provide high level wrap around care for children and young people
with complex behavioural mental health and social care needs. This service will
require additional resource from NTW NHS FT CYP service and also from Children’s
social care services but should support improved outcomes for children and young
people and a reduction in the number of out of area placements. It will also support
services already attempting to engage the young person and provide a high level in
extended hour’s therapeutic service.

What will we do?
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Deliver the Mental Health Forward View in full including CAMHS
transformation plan
 We will implement the expanded IAPT service and meet the roll out, waiting time
and recovery time standards;
 We will continue with Trailblazer implementation; and
 We will Implement the CAMHS transformation plan

In Hospital
This programme is led by the South Tyneside and Sunderland Healthcare Group,
working in close collaboration with South Tyneside and Sunderland CCGs.
The focus in 2017/18 and 2018/19 will continue to be the Path to Excellence
programme led by CHS NHS and South Tyneside NHS FTs. This will continue the
work undertaken in 2016/17 to develop a programme of clinical service reviews to
deliver better quality care across the local populations of Sunderland and South
Tyneside, addressing workforce vulnerability and thus ensuring that key quality
standards can be achieved which should also make some contribution to a more
financially stable local health economy.
This work is done in collaboration with Sunderland and South Tyneside CCGs with
oversight by a Clinical Service Review Group with membership from both hospital
trusts and Executive GP and Director leads from the CCGs. A case for change has
been reviewed and endorsed by Sunderland and South Tyneside CCGs
Over the next two years there will be an ambitious programme to review all clinical
services through a number of defined phases (figure 5)
Phase 1 underway

Stroke
Trauma & Orthopaedics including Ortho-geriatrics
Obstetrics (maternity) &
Gynaecology
General Surgery –
including endoscopy
Paediatrics
Increasing delivery of
elective work at STFT

Phase 2
October 2016 to March
2017
Pharmacy
Anaesthetics & Theatres

Phase 3
April 2017 to September
2017
Emergency Care
Critical Care

Cardiology

Acute Medicine

Gastroenterology

Therapy Services

Respiratory
Diabetes

Diagnostics

Care of the Elderly
Specialist Rehabilitation
Figure 5
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Clinical reviews have been undertaken by clinical teams proposing how each service
might be better organised to improve care and get the best from staff, skills and
resources. Figure 5 shows the services included in each phase and to date clinical
reviews have been completed for stroke, maternity and gynaecology services and
paediatrics. Along with STCCG, we have considered the output of the reviews for
stroke and maternity and gynaecology services and are due to consider paediatrics
in January 2017. Following the current listening exercise with the public, potential
scenarios for each service will be agreed and go out to formal public consultation in
Spring 2017, to be followed in the Autumn by CCG decisions on the future
configuration of services.
There is a separate engagement and communications strategy delivered by an
operational Communications and Engagement group, including representation from
Sunderland and South Tyneside HealthWatch. The strategy involves communicating
and engaging with staff, the public, partner agencies and the community and
voluntary sector about the progress of this work and consult, where service change
is required, regarding the proposals as they are developed. This group is overseen
by a senior Communication and Engagement Governance group with
representatives from the Clinical Services Review group to ensure alignment of
reviews with both listening and consultation exercises.
Progress is also shared with a formal Joint Scrutiny Committee as well as each of
the respective CCG Governing Bodies.

Continuing Healthcare
Whilst the quality of assessments remains high, both the costs and numbers of
packages of care have increased during 2016/17 putting pressure on the Continuing
Healthcare (CHC) budget. The amended guidance on Funded Nursing Care rates
has seen rates increase from £112.11 in 15/16 to £156.25 in 16/17, an uplift of
almost 40%. This uplift applies to all CHC placements in nursing homes.
During 2016/17:




We have focused on implementing improvements in the processes underpinning
the assessments and care planning by South Tyneside NHS Foundation Trust
Funded Nursing Care Team and the Sunderland City Council Social workers.
The Funded Nursing Care Team (STFT) and Review Team (SCC) are planning
to co-locate in premises within the City, which should lead to improved
communications and efficient ways of working.
We have undertaken a significant amount of prioritisation in order to achieve the
target for restitution cases by October 2016, which may have a small impact on
the achievement of the 28 day assessment target through till March 2017.
However, we will be working closely with STFT to ensure all mitigating actions
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are in place to minimise the numbers. We await a future announcement
concerning a further round of restitution.
With the Local Authority we have agreed to do joint work on the Transformation
of Care Packages due to pressures on our budget. After one improvement event
(November 2016) early proposals include the development of an Integrated
Team which will deliver CHC functions across the city and a local CHC policy for
Sunderland . A joint working group will develop plans, which will need CCG and
LA approval by March 2017, for implementation in 2018/19.

What will we do?


We will establish a joint SCGG and SCC Working Group to focus on the delivery
of Choice, Quality and Value for money including the development of a policy for
CHC.
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3.5 Ensuring sustainability
We have a track record of strong delivery against financial plans and statutory
financial duties. In 2016/17 we are on track to deliver a challenging productivity plan
of 3.1% (£15.8m). In addition, a key focus for us in 2016/17 has been to strengthen
governance structures to ensure delivery of productivity schemes. This review has
led to the establishment of a Sustainability Delivery Group (SDG) chaired by the
Chief Officer which provides assurance to both the Executive Committee and Audit
Committee on productivity planning and delivery.
Due to the minimal levels of growth funding over the period and the cut in CCG
funding in 2017/18 following HRG 4+ allocation changes, we need to deliver a
significantly challenging productivity plan for 2017/18 and 2018/19. A key part of our
plan is to focus on delivering safe and sustainable services for the people of
Sunderland within the funding that is available. We have been working on the
development of additional productivity schemes as part of the planning process to
ensure delivery of statutory financial duties and the financial business rules outlined
in the planning guidance.
One of the key elements of the CCGs focus in terms of ensuring long term system
sustainability is the implementation of out of hospital reforms linked to the All
Together Better Sunderland MSCP. 2017/18 represents a key year in the
development of the new care model and transition to the new MSCP contracting
form with an expectation of continued delivery of reductions in non-elective
admissions, A&E attendances and outpatient attendances.
We continue to develop our transformation programmes to ensure long term
sustainability with a focus on gaining the best value. We are implementing schemes
which focus on ensuring the best use of resources such as reducing procedures with
limited clinical value and ensuring standardisation of care across care settings. We
are working collaboratively with other CCGs in the region to develop appropriate
evidence based schemes in relation to access thresholds. The plan is based upon
continued optimal use of medicines with detailed plans in development to centralise
functions where possible (such as repeat prescribing) and reduce prescribing of over
the counter drugs.
Through our planning process we have worked with partners across Sunderland to
agree a joint approach to sustainability and schemes for implementation. This
process has seen the identification and further development of ‘big ticket’ schemes
where we believe as collective health system we can achieve the greatest
efficiencies without compromising on patient care.
In 2016/17 we have been focused on delivery of NHS Right Care in Cancer and
Cardiovascular services. Through the development of these schemes a number of
issues have been identified which have influenced the ability to deliver productivity
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savings on CCG expenditure following transformational changes. For example, the
opportunities identified for Cancer relate to specialised commissioning activity and
the cardiovascular savings require longer timescales for achievement. We have
therefore reviewed our opportunities for productivity savings linked to the
implementation of NHS Right Care and have committed to further expand the
programme. Our current thinking is to implement the approach in Respiratory
services building on work already undertaken by our local health economy partners
(South Tyneside) in this area to accelerate delivery.
Recognising the challenges within the Sunderland and South Tyneside Local Health
Economy we have been working with partners to seek agreement from NHS England
and NHS Improvement on shared control totals. Our view is that this approach is
fundamental in ensuring a relentless focus on delivering best value across the health
system.

Performance
The 2017/18 and 2018/19 financial plan will meet all the business rules set out by
NHS England, including the delivery of a cumulative surplus which is in excess of the
minimum requirement of 1%. The CCG will meet the requirement to set aside 1% of
its resources non-recurrently with half of this being held in a risk reserve for system
wide pressures.
Our plans currently assume access to drawdown of £6m in both 2017/18 and
2018/19 in order to support transformation and the challenging productivity plan
requirements. This will be fundamental to the success and achievement of our
financial plan.
Sunderland has been at the forefront of transforming mental health services which
puts us in a good place to deliver the requirements set out in the Mental Health
Forward View. We have previously invested significant sums into mental health
services and the financial plans assume continued delivery of the mental health
investment standard in line with planning requirements.
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4.0 Enablers to support delivery of the plan
4.1 Informatics
We have established robust governance arrangements with our health and social
care partners by introducing a community wide Informatics Board to drive forward
the implementation of the national strategy towards a paperless NHS.
Commissioners and providers across South Tyneside and Sunderland have worked
together to undertake digital maturity assessments and develop a single roadmap for
how technology will help improve how health and social care is delivered to patients.
While many of the technical details are contained within individual organisational
strategies and plans the collaborative development of the Local Digital Roadmap
(LDR) enables our efforts to be aligned to a common set of priority areas and
reduces the risk of effort and investment duplication.
The objectives of the LDR are;










To make a reality by 2020, the expectations of patients today that the NHS is
one seamless organisation where information is collected once and shared
amongst those delivering care and duplication of effort and costs is eliminated.
To deliver a ‘channel shift’ across the Local Health Economy where delivery of
health and care services using digital channels becomes the norm for both
patients and staff.
To support prevention and self-care for patients and carers by establishing digital
resources which inform and assist in healthier life styles and management of
conditions.
To collaborate and innovate on the development of shared care record and
interoperability capability locally and be the main contributor for the
establishment of the Great North Care Record
To establish the North East and North Cumbria to become the safest place in the
world to receive care and the best place in the world to do research underpinned
by the Great North Care Record.

Our priority areas for 2016/17 are delivery of 10 Universal Capabilities;







Professionals across care settings can access GP-held information on GP
prescribed medications, patient allergies and adverse reactions.
Clinicians in emergency care settings can access key GP held information for
those patients previously identified by GPs as most likely to present (in U&EC)
Patients can access their GP record.
GPs can refer electronically to secondary care.
GPs receive timely electronic discharge summaries from secondary care.
Social care receive timely electronic Assessment, Discharge and Withdrawal
notices from acute care.
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 Clinicians in unscheduled care settings can access child protection information
with social care professionals notified accordingly.
 Professionals across care settings made aware of end-of-life preference
information.
 GPs and community pharmacists can utilise electronic prescriptions.
 Patients can book appointments and order repeat prescriptions from their GP
practice.
Across the Local Health Economy (LHE) we have active projects that will deliver
each of these capabilities using a range of national and local solutions which are
detailed in our Universal Capabilities Delivery Plan.
Our plans include support for major transformation work with enabling digital
technology that will standardise and simplify clinical and business processes. Our
plans will ensure secure, robust and reliable clinical information systems that have
been fully exploited and optimised to achieve identified benefits through a process of
continuous improvement of our change management, project management and
training techniques and capabilities across the LDR footprint that will have
sustainability of new ways of working at the core.

What will we do?
The focus of this work in 2017/18 will be:
 Support for one clinical model of acute care by implementation and adoption of
common standards, configurations and supporting information systems across
acute organisations in South Tyneside and Sunderland. By Q4 2016/17 we
expect to have firm plans in place to take this work forward.
 Delivering new models of care for out of hospital services that will be enabled by
an agile and mobile workforce with patient information available to the full range of
services that deliver care. By the end of March 2017 the deployment of an
electronic patient record for community services is expected to be complete along
with the use of mobile technology. We will also have a shared care record ‘proof
of concept ‘ delivered by the end of March 2017 which will inform the local
strategy and way forward for developing further sharing capability.
 Additional record sharing capability for urgent and emergency care services will in
place by Q4 2016-17 which will enable a view of the GP record to be available by
secure methods.
 Digitally enabling general practice to re-shape the way services can be delivered
to meet increasing demand and move towards seven day services and enabling a
channel shift for patient interaction with health and social care services and
facilitating standardisation of care across general practice through the adoption of
47

decision support technologies that are integrated with core clinical systems. A
range of technologies are to be deployed throughout 2017-2019 as part of the
Primary Care Estates and Technology Transformation Fund. In 2016/17, we aim
to deploy:
o
o
o
o

Video consultation technologies;
SMS appointment and campaign functionality and apps;
Advanced telephony systems that provide a 24/7 virtual receptionist; and
Collaboration technologies that enable practices to work at a federated level
and improve operational efficiency.

 Modernising Mental Health care by digitally enabling clinicians and digitally
empowering patients through technologies such as:
o
o
o
o
o
o
o

Choice of real or virtual clinic;
Choice of communication mode including email;
Self-check in and assessment;
Repeat Prescriptions;
Peer Support;
Access to self-treatment; and
Automated customer feedback

Our plans also address key financial challenges by;
 Rationalising the taxonomy of digital capabilities across the LDR footprint in order
to simplify support and development arrangements. This will increase local
knowledge and expertise and support long term sustainability along with financial
benefits of procurement at scale and consolidation on common and
complementary digital capabilities.
 Making mobile working normal behaviour and expanding WIFI capability for health
and social care staff across the LDR estate and wider which will reduce the need
to ‘return to base’ freeing up time to focus on patients and service users. By the
end of 2017 we will have both joined up Wi-Fi across our health and social care
providers and will also provide Wi-Fi for patients within general practice.
 Digitising the transactional, the diagnostic and transfer of care information flows
between primary and secondary care providers to ensure coded data and
workflow increase productivity and reduce manual intervention and administration
within general practice.
 Reducing face to face contacts and follow up requirements by using technologies
such as video consultations and messaging services that enable patients to
communicate their preferences and current status with regards to follow up review
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appointments. By the end of 2017 we will have demonstrated how technology can
make this a reality and understand the change management requirements to
make it a sustainable way of supporting patients.

4.2 Workforce
Having a workforce that can deliver our OOH care model is integral to its successful
implementation and workforce is a key enabler and there are workforce,
organisational development and educational plans within this programme.
Our All Together Better Sunderland programme has commissioned Sunderland
University, working collaboratively with the CARE (Collaboration, Achievement,
Research and Engagement) Academy to support the development of a workforce
strategy. This is in addition to the training programme already in place which has a
focus on leadership and culture as well as clinical areas.
A GP Workforce Group has been in place for two years now and has and will
continue to support the recruitment and retention of staff via a range of initiatives and
in line with the CCG’s commissioning strategy for general practice and the GP
Forward View with its focus on workforce.
South Tyneside NHS FT and City Hospitals Sunderland NHS FT are working closely
together through the establishment of the South Tyneside and Sunderland
Healthcare Group and the ‘Path to Excellence’ programme to address the workforce
challenges they face in common with other NHS organisations nationwide. The trusts
are also members of the NTW ND STP Local Workforce Action Board that is being
established.
Some progress has already been made through both organisations key roles in the
CARE Academy where they have worked closely with other partners, in particular
Sunderland University of Sunderland, to secure approval and implementation of a
‘local’ ‘Pre-registration’ Nurse programme. Whilst the individuals will not qualify until
early 2019, it will offer the trusts a pipeline of locally trained nurses from that point
enabling them to better control and plan their nursing workforce numbers going
forward.
With both trusts working together the workforce risks can be better managed and
reduced.

4.3 Medicines optimisation
Our medicines optimisation (MO) strategy for 2017-19 is closely aligned with our
strategic priorities and will support the delivery of the national priorities.
This includes:


Improving quality, safety and patient experience by the development of a joint
formulary of medicines across primary and secondary care;
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Supporting the production and implementation of local therapeutic guidelines to
standardise optimal patient care;
Devising and implementing medicines productivity initiatives for primary and
secondary care, aligned with the STP and supporting the CCG to achieve
financial balance; and
Provision and authorisation of PGDs for practices to improve access to
medicines without the need for a prescriber.

We also commission pharmacist-led medicines optimisation support for:




General practices;
Care homes; and
People being cared for by the Multidisciplinary Teams.

These services promote the safe, evidence-based, and patient-centred use of
medicines to deliver optimal care. We devise an annual work-plan for these services
that focuses on quality, safety and productivity in medicines use aligned with our
priorities. The services are responsible for leading on implementation of the work in
primary care.
The Practice Support Service is being re-procured for 2017-19 with a service
specification that provides additional pharmacist resource to release capacity in
general practice.
Examples of how medicines optimisation enables the delivery of specific NHS
England are:
4.3.1 Supporting General Practice
During 16-17, the SCCG MO team have supported the sustainability of general
practice by working with the Sunderland GP Alliance on the NHS England (NHSE)
clinical pharmacists in general practice pilot in thirteen practices. We provide training
sessions and clinical support to the pilot pharmacists. This support will continue for
the next two years of the pilot. During 2017-18, we will explore the introduction of
referrals from these pharmacists to community pharmacists to support patients with
their medicines.
During 2016-17, we are also piloting point of care CRP (C-reactive protein) testing in
general practice for suspected lower respiratory tract infections. This has been
shown to help reduce demand in GP practices. The pilot will be evaluated at the end
of the year.
We have also provided funding and training for GP admininstration staff to review
and improve prescription ordering processes to reduce queries and free-up clinical
time.
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As outlined above, the Practice Medicines Optimisation Support Service is currently
being re-procured and includes additional funding to support the development of
clinical roles for pharmacists that will release GP and nurse capacity.
During 2017-18 a pilot "prescription ordering direct scheme", based on a model
developed in Coventry and Rugby CCG, is planned. This aims to manage repeat
prescription requests on behalf of practices. Similar schemes have been shown to
release GP administration and clinical time as repeat prescriptions are synchronised
and rationalised.
4.3.2 Supporting older people in care homes or in their own home
The commissioned Medicines Optimisation Support Service to care homes and
patients in the care of Multidisciplinary teams provides structured, patient-centred
medication reviews to these patients. To support this, in 2017-18, we will promote
national guidance on de-prescribing and shared decision making to reduce
medicines burden and achieve patient centred outcomes.
4.3.3 Streamlining of elective care pathways, including through outpatient
redesign and avoiding unnecessary follow-up appointments
We are supporting the development of a shared care commissioning framework and
shared care agreements for drugs classified as “amber” in the joint formulary i.e.
those which require specialist initiation and oversight, but which can be prescribed in
general practice.
In 2016/17 we have produced documents to support hormone treatments for
prostate cancer. This supports safe transfer of care out of hospital to the GP and
provides care closer to home for patients.
During 2017 to 2019 further shared care protocols will be developed and updated,
starting with those for Disease Modifying Anti-Rheumatic Drugs (DMARDs).
4.3.4 Reduce premature mortality by improving access to health services,
education and training of staff, and by making necessary reasonable
adjustments for people with a learning disability or autism.
The Practice MO Support Service has run audits in practices to identify patients with
a learning disability that are prescribed antipsychotic medications, so that they can
be reviewed or referred to specialist services as appropriate.
4.3.5 Reduce child obesity as part of the government’s obesity strategy
During 2017/18, the practice MO work plan will include the identification in practices
of children who take medicines that can cause weight gain so that practice can
implement a process to monitor and support them.
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4.3.6 Urgent and emergency care
The CCG MO team promote opportunities to use community pharmacy as part of the
urgent and emergency care strategy.
4.3.7 Cardiovascular disease
We have a local incentive scheme in place for practices during 2016/17 that requires
practices to participate in the National Diabetes Audit and complete a practice based
programme to optimise metformin. We have also provided clinician education about
diabetes and nurse clinical supervision sessions with a Diabetes Specialist Nurse.
We have also commissioned the services of a Diabetes Specialist Nurse to support
practices to improve prescribing between 2015 and 2017.
During 2017 to 2019, the Practice Medicines Optimisation Support Service will
support practices to improve identification and optimise treatment of patients with
atrial fibrillation, hypertension and diabetes.
4.3.8 Cancer patient experience.
During 2016/17 we have reviewed and updated shared care and supporting
documents to support care closer to home for patients with prostate cancer. This is
being launched at the end of the year and implementation will be supported in
2017/18.
4.3.9 Improving antimicrobial prescribing
We have an antimicrobial strategy in place which during 2016/17 has focussed on
NHSE targets for reducing overall antimicrobial prescribing and broad spectrum
antibiotics. The Practice Medicines Optimisation Support Service has audited
prescribing at practice level and discussed findings with prescribers. We provide
regular benchmarking reports to practices, have run patient-facing antibiotic
campaigns to reduce demand and are implementing a pilot of CRP point of care
testing in general practice. Prescribers will be similarly supported to achieve the
targets for 2017-19.

4.4 Primary care co-commissioning
The opportunity for Clinical Commissioning Groups to co-commission primary care
was introduced in 2014 and is an enabler in developing seamless, integrated out of
hospital services based around the needs of local populations. We welcomed this
offer to take on an increased role and assumed full responsibility in April 2015. This
has afforded us the opportunity to further develop an integrated health and social
care system in Sunderland by enabling greater influence over a wider range of
services for the benefit of the people of Sunderland. It also brings greater flexibility
with finances and resources and greater determination at a local level on how these
can be used.
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The benefits of co-commissioning include:
5
6
7
8
9

Making the commissioning of primary medical care more locally sensitive;
Supporting integration of care across pathways
Supporting improvement in quality
Supporting the alignment of primary care commissioning with the health and
social care agenda
Reducing health inequalities in health provision

Further detail is provided in annex 3 in relation to our plans to deliver the GP
Forward View.

4.5 Health and Social Care Integration
Sunderland City Council and Sunderland CCG have identified the development of an
Integrated Commissioning function as a key priority in order to achieve outcome and
evidence based cost-effective commissioning. By pooling capabilities and
purchasing power, both organisations can exercise much greater control over what
we need, buy, at what price and at the right level of quality. Nationally and locally
there is increasing need and demand, with reducing resources, which means that we
cannot continue as we are. Integrated commissioning is seen by us and the Council
as a key enabler to achieve this aim.
It is proposed to develop a formal business case for integrated commissioning to be
presented to Sunderland’s Health and Social Care Integration Board at the January
meeting of the Board. Dependent on approval of the business case by the Board, the
current planned implementation date for the formal integrated Commissioning Unit
would be April 2017.
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5.0 The national 9 ‘must-do’ priorities
5.1 9 ‘Must-dos’
In relation to the nine national must do’s, we have set out in section three our
transformation programmes which will address and achieve the national
requirements.
The table below seeks to summarises this and indicates where more detail can be
found in this document.

National nine 'must-do priorities
STP

Finance

SCCG plan
Community care system
Prevention
In Hospital
Cardiovascular disease
Cancer
Community care system
Continuing Healthcare
Sustainability programme
Ensuring sustainability
General practice

Primary care
Urgent and emergency care

Mental health
People with learning disabilities

Improving quality in organisations

21
18
41
17
33
21
42
Annex 2
44
27
Annex 3
21

Community care system

Childrens and maternity/In Hospital/Workforce
CCG technical narrative
Referral to treatment times and elective care
General Practice (Standardisation of Care)
Cancer

Page

30/41/49
Annex 2
Annex 3,
100

Cancer

33

Mental health

37

Learning disabilities and autism

35

General Practice
In Hospital
Quality

27
41
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5.2 Delivering the Constitutional standards
We will deliver all commitments outlined in the NHS Constitution for 2017/18 as
detailed in annex 2.
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6.0 Quality
The NHS Constitution clearly articulates the patients’ right to high quality care which
is defined as clinical effectiveness, patient safety and excellent patient experience.
Quality is at the centre of our vision and values and we are dedicated to ensuring
that the services that we commission on behalf of the people of Sunderland are of
the highest quality and delivered with respect and compassion. Our Quality
Strategy, 2014-2017, sets out our vision, our ambitions and explains how we will
deliver the vision.
Our vision for quality is straightforward. Our patients should:




6.1

Receive clinically effective care and treatment that delivers the best outcomes
for them;
Have a positive experience of their treatment and care which meets their
expectations; and
Be safe and the most vulnerable protected.

Quality assurance system and processes

6.1.1 Patient safety
We ensure systems are in place to track and manage performance including taking
action when required standards are not met. Where a serious incident occurs we will
be informed within an agreed timeframe and will monitor the investigation and
learning from the incident. We expect our providers to demonstrate improvements in
Healthcare associated infections (HCAI) in line with agreed trajectories. Additionally
we expect providers to have robust infection prevention and control plans, policies
and capacity in place.
We ensure that systems and processes are in place to fulfil specific duties of
cooperation and best practice in relation to safeguarding of vulnerable people. All
contracts and service level agreements require providers to ensure robust
safeguarding policies are in place which promote the welfare of adults and children.
We also expect providers to inform us of all incidents involving children and adults
including death or harm whilst in the care of the provider and support any statutory
learning review processes.
6.1.2 Effectiveness
We hold regular meetings with providers to monitor quality and provide assurance
through the Quality, Safety and Risk Committee and on to our Governing Body
highlighting any risks as they occur.
6.1.3 Patient experience
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Robust complaints processes ensure that we are notified of all complaints relating to
our patients as soon as they are recorded. We also monitor feedback using national
(Friends and Family Test) and local mechanisms. Providers are expected to use the
feedback to improve their services. We seek out and share patient stories with the
Governing Body.
We will work closely with providers to involve, engage and consult patients, their
families, carers and the public in the planning and review of services. The acute
hospital reconfiguration is a current example of this.
We will improve our involvement activity, increase the use of robust market research
techniques and engagement mechanisms including the increased involvement of the
voluntary and community sector, recognising their ability to reach deeper into local
communities. We will work to embed ‘Empowering Communities six principle of
person centred care’ into our strategies .
Our ambition is to gain a mutual understanding of patient insight and experience
across the Sunderland health and care economy and triangulate the themes and
trends in order to provide better qualitative insight.
These will be reported to the Quality Review Groups and reported to the Quality
Safety and Risk Committee.
6.1.4 Culture of dignity, respect and compassion
We systematically monitor how our providers respond to feedback concerns and
complaints about communication dignity and respect. We closely monitor compliance
with national policy on mixed sex accommodation. Themes from ‘soft intelligence’
(Quality Surveillance Group; patient websites; Sunderland HealthWatch;
whistleblowing) are discussed at Quality Review groups and reported to the Quality
Safety and Risk Committee

6.2 Monitoring provider performance
Quality is monitored and discussed directly with providers at regular Quality Review
Groups (QRGs). The Governing Body is responsible for the quality of commissioned
providers and reviews performance, based upon a range of metrics, across all
providers.
The Quality Safety and Risk Committee has been established to maintain the system
and processes that ensure we have a clear focus on quality. The Governing Body is
receives detailed reports that provide effective oversight of provider performance.
The Committee also receives the minutes of each Quality Review Group. The
Committee reports directly to the Governing Body through the minutes of the
meeting. We also undertake a programme of announced and unannounced
assurance visits to verify information reported by providers.
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7.0 Taking the plan forward
7.1 Governance
The Governing Body, and its formal committees, are responsible for setting the
strategy for health improvement for Sunderland and ensure we deliver the
improvements set out in our commissioning plans, which includes this operational
plan.
We use governance as the system of control, accountability and decision-making at
the highest level of the organisation. Our governance framework comprises of the
systems and processes and the culture and values which enable us to monitor the
achievement of our strategic objectives and to consider whether those objectives
have led to the delivery of appropriate, high quality and cost-effective services for the
residents of Sunderland.
The Executive Committee is established as a management committee to support the
CCG, the Governing Body and the Chief Officer in the discharge of their functions.
Including in the development and implementation of strategy, monitoring and delivery
of statutory duties, operational, financial, contractual and clinical performance as well
as ensuring the coordination and monitoring of risks and internal controls.

7.2 Implementation of the operational plan
The development of our 2016/17 operational plan led to a review of our existing
project management framework, and its fitness for purpose to deliver the planned
transformation programmes in 2016/17, by our Programme Management Office
(PMO). Following this review, working with Management Leads and the PMO team,
we have implemented a new project toolkit to support the monthly monitoring and
reporting on progress of the projects within the transformation programmes against
plan to provide assurance to our Executive Committee.
The governance arrangements, underpinning the PoaP programmes, were also
reviewed. Each transformation programme has assigned management, Executive
Director and GP leadership. We have put in place multi-agency groups of relevant
stakeholders to oversee and influence the development and delivery of the
transformation programmes. In light of the 2016/17 plan, we took the opportunity to
review and strengthen these arrangements putting in place new groups, where they
previously did not exist, and refreshing those already in place.
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Annex 1

STP technical narrative

1. STP technical narrative
In this section we describe how the operational plans reconcile to the NTWND STP
plan.
Our STP is built upon established programmes of work within each of our Local
Health Economies as well as additional new proposals for transformation over the
next 5 years with common priorities being delivered at an STP level.
The NTWND health and social care system is one of the strongest in England. We
have some of the highest performing providers in the country (consistently delivering
NHS Constitution standards) and we have six Five Year Forward View ‘Vanguard’
and pioneer programmes. Through the implementation of our programmes of work at
all levels, our STP indicates how we propose to deliver financial stability.

2. Transformational areas
On that basis, our STP plan will focus on a number of key transformational areas that will:






Scale up Prevention, Health and Wellbeing to improve the health and
wellbeing of our public and patients utilising an industrialised approach
designed by the Directors of Public Health from each of the local authorities.
Improve the quality and experience of care through Out of Hospital
Collaboration and the Optimal Use of the Acute Sector by:
Scaling up of the New Care Models from our Vanguards and development of
a resilient and robust primary care sector.

The NTW ND health and care system is planning to provide clinical services through
integrated models of care that are significantly more effective and efficient for
patients. While work on integrated models of care is well developed in many areas
of the footprint through vanguard programmes - such as the All Together Better
Sunderland MSCP, the Northumberland Primary and Acute Care System (PACS)
model and the Newcastle Gateshead Enhanced Health in Care Homes vanguard the system is currently working to define a unified core offering for out-of-hospital
services across the system.
Similarly work is underway around acute service change in our LHEs, for example,
the Accountable Care Organisation (ACO) in Northumberland and opening of a new
hospital in Cramlington (Northumbria Specialist Emergency Care Hospital), and
more recently, South Tyneside NHSFT and City Hospitals NHSFT coming together
to be managed under a single management team.
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Further speciality level review is underway to meet the emerging challenges around
workforce pressures required to deliver clinical standards within a 7-day service.
The core ambition of the STP is to ensure “no health without mental health”. This will
involve the development of an integrated life span approach to the integrated support
of mental health, physical health and social need which wraps around the person,
from enabling self- management, care and support systems within communities,
through to access to effective, consistent and evidence based support for the
management of complex mental health conditions.
Joint work streams have been established to take forward this transformation work,
including mental health.

3.

Financial shortfall

The STP has identified a financial shortfall across its providers and commissioners of
circa £641m in 2020/21. This financial challenge is driven by an increasing demand
for healthcare services and a healthcare budget primarily covering inflationary
pressures going forward.
In order to close this financial gap, the system has developed a range of solutions
that will make more efficient use of the resources available and ensure that patients
are managed and treated in the right care setting at the right time.
The specific areas of focus are:


Efficiencies. These incorporate both provider and commissioner efficiencies,
and are assumed to close c. £385m (c. 60%) of the 2020/21 funding gap.



Out-of-Hospital model. The NTWND STP is currently in the process of
developing a system-wide offering for out-of-hospital care which will allow
services to be delivered closer to home, reducing pressure on the acute sector
and unwarranted variation in care. Top-down benchmarking identifies an
opportunity of up to 15% reduction in non-elective admissions which the system
is seeking to achieve by 2020/21.



Optimal use of the acute sector, this work is looking actively into options for
closer working at a service based level to make better use of available
resources and ease workforce pressures. The collaboration between City
Hospitals Sunderland and South Tyneside FT exemplifies the opportunities for
cooperation that the STP is looking to build on.

In addition to these focus areas, a range of additional solutions will help to bring the
system into overall financial balance by 2020/21. These include pathology
consolidation, shared back office arrangements, greater efforts on prevention, QIPP
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schemes for specialised services, and Sustainability and Transformation funding
made available by NHS England.

4. Waterfall chart
The impact of each of these solution areas on the 2020/21 financial challenge is
summarised in the waterfall chart below:
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5. High level timeline
The high level timeline below identifies when the effects of the additional solutions
which will help to bring the system into overall financial balance are expected to take
effect by 2020/21.
Solutions

Impact
2017/18

2018/19

2019/20

2020/21

Specialised Services
Provider Efficiencies
CCG
Out of Hospital
Acute Consolidation
Prevention
Pathology
Shared back office
S&T funding

6.

Activity shifts

The activity shifts currently assumed by the STP are outlined in the table below:

Non elective

Core
- 10%

Stretch
- 15%

Elective

- 10%

- 105

Outpatients

- 10%

- 10%

A&E

- 15%

- 15%

It is noted that while the activity shifts relate to a reduction in acute activity, some of
the activity may have to be re-provided within existing or new community and
primary care settings.
All CCGs have included STP growth assumptions in their operating plans.
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Getting to this point has been more than a technical process. It has been required a
genuine commitment for local leaders to run a shared, open-book process to deliver
performance and improvement within the growing, but fixed, funding envelope
available to that local area.
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Annex 2
1.

SCCG Technical Narrative

Introduction

Northumberland, Tyne and Wear and North Durham’s Sustainability and
Transformation Plan (STP) is built upon established programmes of work within each
local health economy, as well as additional transformational changes over the
remaining four years of the STP.
Sunderland Clinical Commissioning Group’s (SCCG) strategic priorities and
transformational change programmes in its operational plan (the ‘plan’) align to the
STP transformation areas of upscaling prevention, health and wellbeing; out of
hospital collaboration and optimal use of the acute sector. Our plan also aligns
to the local health economy delivery plan for South Tyneside and Sunderland within
the STP which sets out at a high level how we will deliver better health, better care
and improve the efficiency of services and ensure financial sustainability.
Sunderland’s Transformation Board and A&E Delivery Board, chaired by the CCG’s
Accountable Officer, held a joint planning workshop in early October with the aim to
ensure that in Sunderland individual organisational operational plans align to support
the delivery of the STP/South Tyneside and Sunderland Local Health Economy
(LHE) delivery plan including, activity and performance assumptions and financial
balance. Following an in principle agreement at the workshop, Sunderland and
South Tyneside have subsequently submitted an expression of interest for a system
control total to support system transformation and financial sustainability given the
significant financial challenge across our LHE footprint. A SCCG and South Tyneside
and South Tyneside and Sunderland HealthCare Group Executive to Executive
meeting took place at the end of November to get ownership of and a joint approach
to managing the system financial issues in 2017 – 2019.
Our operational plan is the detailed plan for 2017/18 and 2018/19 of the LHE
delivery plan of the STP and this section sets out our assumptions in relation to
baseline activity levels, projected outturns and modelling used to underpin the
activity submissions. It also explains our rational for our KPI trajectories.

2.

CCG Technical Narrative

2.1

Modelling assumptions

2.1.1 2016/17 Forecast outturn (FoT)
We have taken 2016/17 outturn activity from the national team which is very close
to the CCGs forecast out turn due to the detailed validation work carried out by
the CCG throughout 2016/17 which ensures that the national Temporary National
Repository (TnR) data matches the CCG reported activity in SUS.
63

2.1.2 2017/18 and 2018/19 activity projections
Activity for 2017/18 and 2018/19 is based on 2016/17 FOT, adjusted for
demographic and non-demographic growth, based on STP assumptions.
The monthly profile for planned care elements is based upon working days in
both 2017/18 and 2018/19 for all planned care elements and seasonal for all
unplanned areas such as non-electives and emergency bed days. Impact of
transformational changes on activity has been phased which is discussed later in
the narrative.
Checks were undertaken to ensure correlation between referral, constitutional and
activity data.
Baseline adjusted for the following:






Agreed service changes;
Full year effect of demand moderation schemes (e.g. impact of the local
community MSK pathway; Standardisation of care and implementation of the
decision support tool, Map of Medicine) and Value Based Commissioning
implemented during 2016/17;
Waiting list movements over the baseline demand period and factored in
additional activity to ensure delivery of RTT for at risk specialities; and
Data reconciliation and coding and counting changes as they stand at this point.

2.1.3

Growth assumptions

We have applied consistent STP growth assumptions for 2017/18 and 2018/19.
For population growth we have projected forward using the ONS population
projections for 2016, 2017 and 2018 to calculate adjustments at an age-band and
gender level.
Non-demographic growth is also projected forward including:







Prevalence in key conditions CHD, COPD, Diabetes, hypertension and
Cancer;
Change in NICE guidance, including the impact on drugs and devices;
Coding and counting changes;
Non-recurrent activity such as RTT backlogs, changes in clearance times and
the current clearance times
Service developments; and
Change in working days.
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The growth assumptions used are slightly different to the historical trends due to a
number of factors which are detailed above. When looking at historical trends
across all of the points of delivery, there are some key non-recurrent issues which
affect the use of the historical trends for forecast forward. A good example of this
would be a coding and counting change agreed with City Hospitals Sunderland NHS
Foundation Trust in 2016/17 around the recording and charging of Lucentis
injections, previously recorded as day cases, but now recorded as outpatient
procedures and subsequently included in first and follow up outpatient attendances
using TnR. This significantly distorts the levels of growth between 2016/17 and
previous years and distorts the historical trends and as such, the STP underlying
growth assumptions have been used as they broadly are aligned to the levels of
growth seen in previous years when these non-recurrent adjustments are accounted
for.
The historical trends can be seen in the following charts for all points of delivery
which were used to calculate growth levels.
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We have worked closely with NHS England specialised commissioning team to
understand the impact of the new specialised commissioning identification rules (IR)
for the providers where we are the coordinating commissioner. Activity has been
identified using the latest 12 months’ worth of data ran through the latest PSS tool
(IR rules) and then transacted in the activity trajectories and in contracts. This was
also validated on a regional level using NECS Business Intelligence outputs. There
is still a minor issue with the IR rules around bariatric surgery which is due to be
transferred back to CCGs from April 2017 which is being discussed with NHS
England.
We have included an estimate based on 2016/17 forecast out turn assessments
rather than the 2014/15 baseline assessment on the basis that it is more up to date.
We have agreed a time-limited piece of work which will look at activity forecasts for
bariatric surgery at providers to ensure the correct level of activity is commissioned
from April 2017. The outcome of this work is likely not to be material.
The main shifts from the new IR rules are as follows:


Transfers from NHS England to CCG:
o Bariatric surgery both electives, outpatients and non-electives;
o Some cardiac surgery for both electives and non-electives;
o Some paediatric surgery;
o Chemotherapy core HRG (£0 priced activity) and a significant amount of
activity;
o Respiratory for electives;
o Nephrology both elective and non-elective; and
o Neurosurgery outpatients.
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Transfers from CCG to NHS England:
o Urology cancer for electives and non-electives;
o ENT cancer for electives and non-electives;
o Specialised paediatrics for electives and non-electives;
o Plastic surgery for electives;
o Dermatology for electives; and
o Gynaecology oncology for electives.

The following adjustments have been included in the Monthly Activity and Other
Requirements (MAOR) template for the IR rules:
-

Elective 4,234 spells;
Non elective 44 spells;
First outpatients 396 attendances; and
Follow up outpatients 4,180 attendances.

Due to the nature of the services which are transferred between commissioners, the
CCG have not factored in any additional activity for referrals on the basis that the
vast majority of activity is not known to be specialised until it is coded so the referrals
would be already allocated to the CCG.
The table below shows the growth by POD using the STP ‘Do nothing’ levels and the
CCG ‘Do something’ reductions based on QIPP (excluding non-recurrent shifts
between CCGs and NHS England) activity reductions as they currently stand:

2018-19

2017-18

Year

POD
Total Referrals
First Attendances
Follow Up
Attendances
Elective Admissions
Non elective
Admissions
A&E
Total Referrals
First Attendances
Follow Up
Attendances
Elective Admissions
Non elective
Admissions
A&E

Do
nothing
STP
2.4%
2.4%
2.4%

STP Do
Something
-0.1%
-0.1%
-0.1%

0.4%
1.1%
3.5%

2.4%
2.4%

0.2%
-1.3%

10.9%
-2.0%

2.4%

-1.3%

1.7%

2.5%
2.5%
2.5%

0.0%
0.0%
0.0%

-1.2%
-0.4%
-0.5%

2.5%
2.5%

0.3%
-1.0%

1.0%
-4.0%

2.5%

-1.0%

1.5%

CCG Do
something*

* adjusted for non-recurrent adjustment for transfers between CCGs and NHS
England for identification rules
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The activity submission does not fully align to the STP ‘do something’ and our
financial plan and efficiency requirements are not aligned to the STP solutions to
deliver the ‘do something’ scenario of reduced growth. In most areas we have
gone further than the STP requirements in 2018/19 due to the transformational
changes that have been developed and discussed later in this narrative.
The activity assumptions provided by CHS NHSFT, which are different to our
activity assumptions for a variety of reasons, have been reviewed. The
reconciliation between the trust’s activity assumptions and our assumptions is
very difficult given the IR rules which for us are significant but zero effect on
activity for the trust as it is simply a transfer between commissioners. CHS
NHSFT also provides a significant amount of activity for other CCGs which has an
impact on activity assumptions. We have agreed activity levels for 2017/18 and
are in the process of agreeing those for 2018/19 so in reality are aligned,
particularly where transformational changes have an impact on secondary care
activity.
2.1.4

CCG Transformational Changes

We have developed an ambitious and challenging sustainability programme to
meet the £29.6m efficiency requirements over the next two years (note this
includes efficiency requirements linked to HRG4+ allocation changes). Currently
we are showing an efficiency saving gap of £4m in 2017-18 which is being
supported through use of draw down funds. Plans have originally been predicated
on receiving £6m draw down of cumulative surpluses in 2017/18 to support
efficiency requirements and transformation programmes. The Chief Finance
Officer is continuing discussions with NHS England on the actions required to
secure additional draw down in 2017/18 above the confirmed level of £3.4m.
We have a number of schemes in place, at an early stage of implementation
and in development to deliver activity reductions. The following have been
factored into the activity trajectories:


Non-elective and A&E: The impact of the Out of Hospital model of care
which was outlined in the 2016/17 Operational Plan. We are tracking impact
at patient level to understand the impact on activity and outcomes for patients
who are part of a Community Integrated Team. Further developments are
already underway around the tracking of impact of the model. The activity
waterfall table shows the expected impact for 2017/18 and 2018/19, which
are the second and third years of the model.
o
The planned impact on A&E attendances and non-elective admissions
has been modelled at the most granular level and takes into account
activity reduction estimates from various tools used in previous planning
rounds and local analysis to underpin measuring the impact. The Out of
Hospital transformation programme is underpinned by a robust
performance management framework which also has external
evaluation input which has been commissioned regionally.
The
underpinning principles have been validated against local analysis which
is why the reduction in activity is higher than that of the STP
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o



assumption. We are now going into year two of implementation and the
work is underpinned by both bottom up modelling and top down (use of
pre-populated models and third party modelling). Through this work, the
CCG is estimating a reduction in non-elective admissions of 1,350 in
2017/18 and 1,900 in 2018/19. This has been underpinned by patient
level tracking of patients who have had an MDT in 2016/17 which is
showing a reduction in non-elective activity and A&E activity by
approximately 15% for the initial cohort of patients. As the CIT
programme moves from 2% of the population up to 5% of the
population, the number of patients will increase and scale of the
challenge will also increase.
Phasing of impact has been reviewed and given this is now year two of
implementation, impact will be seen from April 2017 so no adjustments
to the phasing has been made for this transformational change.

Outpatient Attendances: we are expecting a reduction in outpatient
attendances by circa 4,000 attendances in 2017/18 and 10,770 in 2018/19
due to various initiatives, some of which a continuation of schemes in
2016/17 which are now embedded but still require focus.
o

o

o

o

The Sunderland Intermediate MSK Service is now in its second year
and the provider is actively working with practices to ensure appropriate
utilisation of the service to ensure patients are treated in the most
appropriate setting. The predicted impact for 2017/18 is a reduction of
1,000 first outpatients and 1,000 follow ups. We are also expecting
reductions in dermatology outpatients due to work around
Standardisation of Care and the Map of Medicine
Standardisation of Care (enabled by Map of Medicine) will be focusing
on three main areas in 2017/18 which are respiratory medicine,
gastroenterology and dermatology with increased scope in 2018/19 to
cover more specialties looking at variation in referrals from primary care.
The initial scoping suggested that a reduction in activity in these
specialties could be a 5% reduction in first outpatient attendances and
the subsequent impact on follow up attendances. This equates to 934
first outpatient attendances and 934 follow up attendances in 2017/18.
As patients will not be referred into secondary care from primary care, a
reduction in GP referrals has also been factored in.
For 2018/19, there will be a continuation of those schemes in 2017/18
(with adjusted impact for MSK and standardisation of care) and an
increasing work programme to reduce follow up attendances in
secondary care as part of a joint programme with CHS NHSFT. The
programme will look at two things; firstly those follow ups which are
being carried out which add little to no value and patients can be safely
discharged back to primary care and secondly, those patients who do
not need any follow up care in secondary care but shared care is
needed.
Areas such as urology, nephrology, orthopaedics and
respiratory medicine are opportunities to reform the patient’s pathway.
Given the clinical engagement needed across primary and secondary
care, the planned reduction in outpatient activity in 2018/19 has been
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phased throughout 2018/19 with the greatest impact being seen in the
latter half of the year. This work will begin in 2017/18.
Given the standardisation of care work around respiratory medicine,
gastroenterology and dermatology has already begun, the impact has
been phased seasonally into 2017/18 from April 2017.
A commensurate reduction in GP referrals has been phased the same
way but is likely to be slightly different due to referrals and attendances
not taking place in the same month. The impact of this will not be
material on profiles.

Elective admissions: we have factored in a reduction of 1,179 spells over
two years relating to the implementation of the regional Value Based
Commissioning Policy Patient Access Ticket (PAT) over the two financial
years and implementation of surgical thresholds in 2018/19.
o

o

o
o

Based on indicative information available from the outcome of referrals
into the Individual Funding Request Team (IFR), we are expecting to
see a reduction in electives (and the equivalent number of first
outpatient attendances and GP referrals) of 383 spells in both 2017/18
and 2018/19. This impact is based on locally available intelligence
around varicose veins, carpal tunnel surgery, excision of bunions,
benign skin lesions and ganglia procedures and is based on the
proportion of PAT requests sent to the IFR team which have
subsequently been rejected due to not meeting the criteria set out in the
VBC policy. We are currently are working with NECS to create a full
dashboard to allow impact to be tracked which currently includes for
each procedure listed, the level of requests by procedure, practice and
provider as well as the numbers accepted and rejected which gives a
good level of detail on what activity reductions we will expect to see
going forward.
An audit is planned for Jan 2017 at CHS NHSFT where a prior approval
scheme is in place and this will be used to understand the level of
compliance within secondary care. This will be then reconciled as per
normal contract mechanisms and it is likely to inform further contract
variations in 2017/18.
Given the PAT process is already in place and the audit scheduled to
take place in quarter four 2016/17, impact of this has been phased from
April 2017.
We are also working with CHS NHSFT as part of the 2018/19 contract
discussions to implement surgical thresholds for a number of
procedures and services. Not all of the initiatives under this banner
impact on activity but the main ones which impact on activity are
cataract procedures, spinal procedures and knee replacements. Given
the MSK service being run by ST NHSFT and the joint work between ST
NHSFT and CHS NHSFT, the system is in a good place to implement
these changes and this to be clinically led. This work is being
developed regionally as part of STP discussions and we are expecting
to see a reduction of 413 spells in 2018/19 with a reduction of 154 knee
procedures, 52 spinal procedures (low level spinal procedures) and 207
cataract procedures.
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Given the clinical engagement and most importantly the patient
engagement related to this programme, implementation has been
phased into the back end of 2018/19 but plans are being worked
through now for implementation as part of contract negotiations.
A commensurate reduction in GP referrals has been phased the same
way but is likely to be slightly different due to referrals and attendances
not taking place in the same month. The impact of this will not be
material on profiles.

Emergency bed days: The impact of the Out of Hospital model is currently
having an impact on emergency bed days with the first six months of 16/17
approx. 1,000 bed days lower than the same period in 15/16. Delayed
transfers of care (DTOC) continue to be approx. 22% lower than 15/16 and
saw record low levels in August 2016 as CHS NHSFT continue to work
closely with the Recovery at Home service with flow through the system
significantly improved. 2017/18 and 2018/19 will see further reductions.

Activity adjustments including the financial ramifications and phasing can be
found in the locally submitted activity and finance waterfall charts.
We are currently in a good position with RTT waiting times and clearance times
and activity has been modelled and transformation programmes implemented to
ensure that the CCG is sustainable and standards are achieved. We are not
anticipating any deterioration in clearance times and any standards as a result of
implementing the transformation programme.
Please note, these adjustments to activity are those which are known at this
time and will change for further submissions as detailed plans are being drawn
up, particularly for 18/19 where there is a joint commitment between the CCG
and CHS NHSFT to reduce system costs which may include schemes over and
above those discussed above.

3.

Reaching Contract agreement

We agreed and signed two year contracts with our main providers for the CCG as
coordinating commissioner and on behalf of our associate commissioners.
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4.

Rationale for the submission of our KPI trajectories
Target

A&E: CHS
NHSFT
95%

Current
performance

2016/17
Q1: 94.57%
Q2: 94.30%
Q3 as at
16/11/16:
93.74%
All above the
STF trajectory
but with the
tolerance for
Q2.

Planned
performance

Plans for
2017/18 at this
time are
aligned to the
STF trajectory
for 2016/17
until this has
been agreed
with NHS
Improvement.
2018/19
assumes
delivery of the
standard.

Trajectory Construction

Issues /Actions to
sustain/improve
performance and
expected impact

CCG have discussed activity
levels with CHS NHSFT and
have agreed growth levels
via contract negotiations and
are working on delivery of the
standard from March 2017 as
per the 2016/17 STF
improvement trajectory.

The A&E Delivery Board will
oversee the achievement of
the A&E target and delivery of
the 5 elements of the A&E
Improvement Plan and delivery
of a CHS NHSFT improvement
plan.
A&E Delivery Board Baseline
Assessment has been
undertaken. Currently pulling
together information to turn the
baseline assessment into an
AEDB action plan setting out
clear actions and timescales to
achieve the 5 elements set out
in the Improvement Plan
Continue to develop the Big
Front Door model (including
streaming), with particular
focus on better integration with
community services to enable
the appropriate sharing of
clinical risk so that no patients
are seen in ED due to lack of
clear clinical risk ownership.
Further development of the
CCGs Out of Hospital Model
which will be looking at

Timescale

March 2017

Risk

Dependent upon other
parts of the region
managing their own
demand.
Demand levels
increasing over and
above those modelled
and impact of Out of
Hospital model not
impacting on demand
as planned.
New build due to be
operational in May
2017 and any delays
could impact on
performance.
The North East
Handover Concordat is
expected to have a
positive impact on
patient outcomes
(adopting a
‘zero tolerance’
approach to handover
delays and
diverts/deflections).
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developing stronger links with
CHS NHSFT particularly at the
Front Door to ensure patients
are streamed to the most
appropriate service and
setting.
NEAS
response
times
75%
standard

Emergency
Bed Days

September
YTD NEAS
66.4%
.

Reduction in
DTOCs for first
six months of
16/17 22%
lower than
15/16

Recovery
trajectories
currently
demonstrate
compliance at
31st March
2017.
Trajectories
reflect
anticipated
seasonal
pressures and
individual
months of noncompliance.

Modelled regionally with
oversight by the system

Maintaining
DTOCs at
16/17 levels
due to
significantly
low level but
reduction in
emergency
bed days of
1.6% in 17/18
and 2.4% in
18/19.

Activity levels monitored in
year as part of the CCG’s
Out of Hospital Model and
national dashboard produced
by the NHS England New
Models of Care Team. The
indicator is a key indicator for
the CCGs Out of Hospital
model and actuals are
monitored closely.
Reductions applied are
consistent with levels of
reduction being seen in
2016/17 as part of the Out of
Hospital performance
framework.

Current performance in
2016/17 is under
target. Significant risk
to delivery at Q4 at a
NEAS level.
NEAS pressures
continue.

Sunderland has a low number
of DToCs due to our whole
system ways of working.
DToCs are managed via Surge
Group. Individual cases can be
brought to Surge Group and
learning from individuals is
applied to cohorts of similar
patients
The CCG are seeing an impact
on emergency bed days and
flow through the system
particularly at CHS NHSFT
who are frequent users of the
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Recovery at Home Service.
GH NHSFT is now a member
of the Surge Group and it is
hoped joint learning will ensure
Sunderland DToCs from the
QE will be minimised through
use of the Recovery at Home
service and safe step down to
intermediate care beds where
appropriate.

RTT

September
YTD 94%

Continued
delivery of the
standard in
17/18 and
18/19 with
improved
performance in
respiratory
medicine and
orthopaedics

Demand into secondary care
modelled as per section two
looking at referrals over time,
growth levels, impact on
clock starts and current
waiting times to understand
impact on RTT position.
Factored in reductions in
activity as part of the CCGs
transformation programme to
ensure delivery of RTT and
triangulation.

CCG are looking at ensuring
patients are treated in the most
appropriate setting and initial
focus of this work is focused
on gastroenterology and
respiratory medicine due to the
pressures in the system. This
will be taken forward via the
Standardisation of Care work
and Map of Medicine.

2017/18

Increased demand into
secondary care and
reduction in consultant
capacity are the main
risks.
Increased flow from
other Commissioners
into CHS NHSFT could
also affect
performance

The South Tyneside and
Sunderland Healthcare Group
are also undertaking clinical
reviews of specialties to
ensure sustainability across
services and maximising
capacity.
For respiratory medicine,
consultant capacity will be
increased in 17/18 to ensure
additional capacity is in the
system to improve
performance. Continued work
with the Community MSK
provider will look to reduce
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demand into secondary care
for orthopaedics to ensure
capacity is available for
inpatients.
As with RTT

Cancer
standards

September 16
YTD positions:
2WW: 95.5%
2WW Breast:
95.7%
31 Days:
98.6%
62 Days:
87.4%

Delivery of all
standards
throughout
17/18 and
18/19

Urology remains a key
pressure due to volume and
capacity at CHS NHSFT. The
CCG are planning clinical
discussions between the CCG
and CHS NHSFT to develop
more streamlined pathways
and better access to
diagnostics to improve flow
through the system. This
includes increased direct
access for certain diagnostics
to improve cancers diagnosed
at an earlier stage. This will
also be taken forward via the
CCG Quality Premium in 16/17
and 17/18.
The South Tyneside and
Sunderland Healthcare Group
are also undertaking clinical
reviews of specialties to
ensure sustainability across
services and maximising
capacity.
The Sunderland Breast
Assessment Service is now
live based on a phased
approach with full roll out
planned throughout 16/17
which will alleviate pressures
on other providers and
improve flow through the
pathway.

Q1 2017/18

Additional capacity
required not coming on
stream in time. Be
clear on cancer
campaigns which
increase demand in
secondary care.
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As with RTT

Diagnostic
waiting times
within 6
weeks

Dementia
diagnosis

IAPT roll out,
recovery and
waiting times

August 16
YTD 0.48%

September
2016 75.4%

Q1 16/17 4.5%
against a
target of 4%
for access
Q1 16/17 50%
recovery rate
In excess of
the waiting
time standards

Delivery of the
standard

Plans to
maintain
performance in
2017/18 and
2018/19 above
the national
standard at
70%.
Set to achieve
the 16.8%
access rate at
end of 17/18
and 19% by
the end of
18/19 and
25% by
2020/21

Minor pressures at NUTH
which are being progressed by
the coordinating
commissioner.
Endoscopy pressures at CHS
NHSFT which will be
addressed by the South
Tyneside and Sunderland
Healthcare Group are also
undertaking clinical reviews of
specialties to ensure
sustainability across services
and maximising capacity.
The CCG’s Standardisation of
Care work and Map of
Medicine will help manage
patients in the most
appropriate setting which could
see the reduction in
endoscopy patients who don’t
need one.

Retained the current position
which is monitored locally
aligned to the new estimated
prevalence position.

Demand forecasted from
validated nationally
submitted and published
figures and growth
assumptions applied and
validated by the main
provider (NTW).

2017/18

Ongoing
review to
sustain
delivery

Sunderland CCG has been
successful in becoming an
early adopter in the expansion
of IAPT 2016/17 and 2017/8.
This includes a commitment to
expand our current IAPT
services to meet 25% of need
by 2020/2021. The expansion
will be ‘Integrated IAPT’
services, co-located in and

Ongoing
review to
sustain
delivery
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Delivery of the
recovery
standards in
17/18 and
18/19

Improve
Access Rate
to CYPMH
for an
additional
70,000
children a
year

Community
eating
disorder
teams for
children and
young
people to
meet access
and waiting
time
standards:
Within 4
weeks
Within 1
week
Expand
capacity so
that more
than 50% of
people

No baseline
for 16/17

Q1 16/17
81.4%

integrated with our 5 localities
primary care physical health
services. Implementation by
the end of the16/17. Workforce
development and recruitment
plans are in development

Plan to
achieve an
increase of
7.8% in 17/18
and 7% in
18/19 to meet
30% of local
need in
2017/18 &
32% in
2018/19
Work towards
95% children
and young
people to
receive
treatment
within 4 weeks
of referrals for
routine cases
and 1 week of
referral for
routine cases
throughout
17/18 and
18/19.

Detailed discussions with the
provider aligned to service
developments and contract
negotiations.

Target in
17/18 is 50%
and in 18/19 to
increase so
that more than

Detailed discussions with the
provider aligned to service
developments and contract
negotiations.

part of the LTP

Data availability is limited in
this area so the CCG liaised
with NTW to review what
baseline data is available
and the quality of the data.
Detailed discussions with the
provider aligned to service
developments and contract
negotiations.

Ongoing

Ensure NICE
concordant standard is
met for all staff
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experiencing
a first
episode of
psychosis
receive
NICEconcordant
care within 2
weeks of
referral

53% of people
experiencing a
first episode of
psychosis
receive NICEconcordant
care within 2
weeks of
referral.
Plan to
maintain
compliance
with these
standards
throughout
17/18 and
18/19.

Rate of
PHBs per
100,000
population

Children
Waiting
more than
18 Weeks
for a
Wheelchair

Very low
numbers of
PHBs in place

Current
performance
77% which is
below the
17/18 standard
(based on
early validated
information
from the
Sunderland
Community

0.03%
population
17/18 and
0.05%
2018/19

Discussions internally around
the current position which is
very low in comparison to
other CCGs locally and the
actions being taken and
opportunities available to
increase the number of PHBs
in 2017/18 and 2018/19.

At present there is a
mechanism in place between
the CCG and Sunderland City
Council to offer PHB to CHC
patients. This is also available
for children. Continue with the
CHC offer and develop and
implement system plan to
improve performance

Delivery of the
standard in
2017/18 and
2018/19

The CCG have worked with
the provider over the past
two months to ensure the
CCG are in a position to
begin to submit the national
wheelchair data collection
from quarter four 2016/17.
This allowed the CCG and
provider to understand the
current position, pathways
and any data quality issues.

The CCG now have a baseline
assessment of the number of
children who are waiting for a
wheelchair for equipment
provided by the Community
Equipment service. Total
numbers are steady and
current performance is just
short of the standard. 2017/18
and 2018/19 will see the
standards on the back of

17/18 and
18/19

Opportunities to
increase not being
available or coming onstream in time.
Patients not taking up
PHBs.

Q3 2016/17 to
submit the
national data
requirements
and 17/18 to
deliver the
standards

Increase in demand
could impact on
service delivery as well
as the planned
contracting changes
not being implemented
in Q4 2016/17.
Data availability is
limited in this area is
limited.
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Equipment
Service)

Extended
access
(evening and
weekends)
at GP
services

e-Referral
Coverage

Working
towards 100%
by the end of
quarter 2 of
17/18 and
100%
throughout
18/19

Current
performance
76%

These are being progressed
as part of the national data
submission and the trajectory
has been constructed based
on these discussions and
work agreed to ensure
submission in quarter four
2016/17.
Primary care leads in the
CCG who work closely with
the practices have a plan to
ensure 100% delivery from
October 2017.
2017/18:
Months 1-6
87.8%, Months
6-12, 100%

Delivery of the
standards in
17/18 and
18/19

Discussions with the national
NHS e-Referral lead to
understand technical actions
that can be taken to increase
utilisation in Secondary care.
Work continuing in 2016/17
as part of the CCG QP to
increase utilisation from
primary care by
understanding the services
available and working with
practices to understand the
reasons paper referrals are

planned improvement work in
Q3 and Q4 2016/17 such as
additional clinics which will
increase “assess and provide”
in a more timely fashion and
better planning.

In 16/17 extended access
pilots are in place in 2 of the 5
CCG localities. 2 of the
remaining 3 localities are
mobilising to offer extended
access by the start of quarter 4
of this year. Discussions
continue with the fifth to
ensure full coverage across
Sunderland. As a vanguard
MSCP the CCG has the offer
of £1.50 per patient to support
city wide coverage.
Funding available in 2017 will
be used to develop
infrastructure to meet full city
wide coverage by September
2017.
The CCG have a
comprehensive plan to
improve the digital interactions
between primary and
secondary care through the
use of CQUIN in 16/17 and the
Local Digital Roadmap. The
CCG will be working with
providers in 17/18 through
CQUIN to maximise the
number of services available
on e-RS, minimise slot issues
and ensure practices have the

2017/18

2018/19

Risks are with
providers who the CCG
are not the
coordinating
commissioner so need
to ensure close
working and alignment
across commissioners.
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being made.
The CQUIN for 2017/18 and
2018/19 offers the
opportunity for Secondary
Care and Primary Care to
work together to ensure
compliance.

confidence to use e-RS to
book appointments. The
Quality Premium, Contract and
CQUIN will provide the
mechanism to deliver the
standards. The CCG have
also engaged the national
team to look at best practice
CHS NHSFT is also a Global
Digital Exemplar where NHS
e-RS is a mandatory
requirement and CHS NHSFT
will be working to ensure that
NHS e-RS is fully utilised.
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4.1 Urgent care standards
National planning guidance sets out the requirement for CCGs to demonstrate how
they will deliver the national nine ‘must-do’ priorities including for urgent and
emergency care.
Ensuring delivery of the Constitutional requirements remains a priority for us. We
have developed our transformational programmes with a specific focus on improved
access and greater out of hospital care to support the delivery of these Constitutional
requirements.
During 2016/17, we have worked closely with partners across the city to support the
delivery of the four hours A&E access standard through the following initiatives:













the Sunderland Surge Group meets regularly throughout the year, working
collaboratively to support system resilience through collective troubleshooting,
proactive pooling of resources and shared learning. We have a citywide surge
escalation protocol in place to enable any partner in the city to call a
meeting/conference call for support to manage flow across the system. The
Surge Group also manages a non-recurrent budget which can be used to
provide additional targeted resources during times of surge
We are piloting with NEAS the use of Advanced Practitioners in the community
to treat people in their own homes instead of conveying to hospital.
We are rolling out the Paramedic Pathfinder project across Sunderland which
enables Paramedics to convey patients, where appropriate, to services other
than the Emergency Department (ED).
Extended Hours is available in primary care in two of our five localities with full
data sharing. Two further localities are to be commissioned and in place before
the end of March 2017 and options for the remaining smaller locality, where
capacity is an issue, are being explored, for example their needs may be met by
another locality.
We continue to work closely with City Hospitals Sunderland to facilitate the
streaming of people who present at ED if their health needs could be better met
elsewhere.
We will continue to roll out NEWS (National Early Warning Score; MUST –
Malnutrition Universal Screening Tool) to care homes in Sunderland, supported
by a digital tablet that incorporates software that can be used to monitor a
resident’s health and wellbeing and support decision making relating to early
recognition, treatment and escalation to the most appropriate service and where
appropriate avoid admission.
We continue to work closely with the NHS 111 team to ensure profiles on the
Directory of Service enable each individual to get directed to the service which
will best meet their needs.
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We continue to work closely with the regional Urgent and Emergency Care
Vanguard to maximise the impact of regional initiatives, for example the
Childhood Illness app which was originally developed in the Washington Locality
of Sunderland.
We continue to raise awareness of alternatives to ED as part our local
communications.

What will we do?
The table below sets out the actions we will take to meet national requirements.
‘Must-do’

Current position

2017-18 plans

Deliver the four hour A&E
standard, and standards for
ambulance response times
including through
implementing the five
elements of the A&E
Improvement Plan.

A&E Delivery Board baseline
assessment is complete. The
baseline assessment is the
basis for an action plan for
the A&E Delivery Board
setting out clear actions and
timescales to achieve the 5
elements set out in the
Improvement Plan.

Continue to develop the Big
Front Door model (including
streaming), with particular
focus on better integration
with community services to
enable the appropriate
sharing of clinical risk so that
no patients are seen in ED
due to lack of clear clinical
risk ownership
Continue with Surge Group
and Surge Protocol

Sunderland has a low
number of delayed transfers
of care ( DToCs) due to our
whole system ways of
working.
DToCs are managed via
Surge Group. Individual
cases can be brought to
Surge Group and learning
from individuals is applied to
cohorts of similar patients
Gateshead FT is now a
member of the Surge Group
and it is hoped joint learning
will ensure Sunderland
DToCs from the QE will be
minimised
By November 2017, meet the £1.5million in additional
four priority standards for
funding awarded to CHS
seven-day hospital services
NHSFT to provide 7 day
for all urgent network
services (including system
specialist services.
resilience)
Urgent and Emergency care We are a member of the
Networks rolled out to 100% regional Urgent and
of the population
Emergency Care Network.
SCCG is also a member of
the Urgent and Emergency
Care Network Operational
Group
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Contract offer includes an
amount for system resilience
and 7 day services

SCCG is committed to
working as part of the NE
UEC Network
SCCG will also continue to
progress regionally agreed
initiatives and where
appropriate will act as a test
site where proof of concept is

Implement the Urgent and
Emergency Care Review,
ensuring a 24/7 integrated
care service for physical and
mental health is implemented
by March 2020 in each STP
footprint, including a clinical
hub that supports NHS 111,
999 and out-of-hours calls.

Deliver a reduction in the
proportion of ambulance 999
calls that result in avoidable
transportation to an
Emergency Department.

Clinical Hub is being
developed and delivered via
the regional North East
Urgent and Emergency Care
Network
Revised service specification
for 111 is being developed at
a regional level and will
reflect the Integrated Urgent
Care requirements. New
service will go live from 1st
April 2018
Additional clinical staff
employed as part of regional
clinical hub. Regionally, the
green ambulance
assessment continues at a
level consistent with previous
months, with around 7,000
green ambulance incidents
per month currently receiving
enhanced assessment
ED dispositions from 111
within the ED Hub opening
times (Monday & Friday 6 –
10pm and Saturday &
Sunday 8am – 4pm)
continue with just under
1,000 patients referred since
the pilot began on 9 July
In Sunderland we are
currently trialling Advanced
Practitioners (3). See and
treat rates of approx. 60%
but low numbers of referrals.
Evaluation due in December
2016

Initiate cross-system
approach to prepare for
forthcoming waiting time
standard for urgent care for
those in a mental health
crisis.

RAID service in place in CHS
ED 24/7
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required.
Once the implications of the
revised service specification
for the regional 111 service
are clarified SCCG will
review the GP Out of Hours
Service specification. SCCG
will continue with the
implementation of the Urgent
Care Strategy as per the
agreed implementation plan

Awaiting evaluations for both
Advanced Practitioners (due
December 2016) and
Paramedic Pathfinder.
Both pilots were run in
Sunderland as proof of
concept with the
understanding that if
successful the initiatives
would be rolled out as part of
NEAS region wide
transformation programme.
Local agreement is to move
away from local
arrangements for NEAS as
this has been found to make
navigation via 999 and 111
complex for call handlers,
however we are happy to
continue to test innovation
We will continue to refine the
DoS to ensure there are a
range of alternatives to ED
for paramedics

NTW NHSFT will be
recruiting Children and
Young People workers to
vacancies within the RAID
Team, thus the RAID teem
will be able to see all ages
NTW will also employ a
Perinatal Link Worker as part
of the RAID Team (to meet
national requirements)

5.

CCG Improvement and Assessment Framework (IAF)

We are working to the new CCG IAF and are in the process of aligning the transformational change programmes to the
components of the IAF. Fortunately, we are already have plans across all of the six clinical priority areas and have identified
opportunities to improve (where needed) performance across the six clinical priorities. The opportunities available relate to
opportunities to reform clinical pathways right through to coding in primary care but we understand where they are against each
of the indicators and what is needed to improve performance against all indicators where needed. The detail of these can be
found in the Operational Plan narrative.
The CCG baseline position against the six clinical priority areas is as follows:
-

Cancer – Performing well
Mental Health – Performing well
Diabetes – Needs improvement
Dementia – Needs improvement
Learning disabilities – Needs improvement
Maternity – Needs improvement

Due to the nature of some of the indicators and timeliness and availability of published data, we are aware that things have
moved on since publications have been made available and have actions to improve overall clinical priority ratings over the
course of the plan. For instance, due to the latest available data for cancer patient experience along with the year to date
performance for the cancer 62 day standard, we believe at this point that we have moved from performing well to top
performing but risks remain around the cancer 62 day standard which is described above. We have short term actions about to
be put in place to review the technical specifications for the Learning Disabilities and dementia care plan indicators with primary
care to ensure coding is consistent and performance reflects reality. Other issues such as diabetes (structured education
course attendance) and maternity indicators require medium to longer term system reform and new ways of working but again,
this is already a part of the CCGs transformation programme under the CVD work stream.
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The following is our current understanding of performance against the six clinical priorities as part of the IAF including current
performance based on the latest data available which attempts to show the grip we have on the framework.
Cancer
Cancer Indicators
Trajectory Latest Data Performance
Notes
New cases of cancer diagnosed at stage 1 and 2 as a proportion of all new cases of cancer diagnosed - (Quality Premium Indicator - National Priority)
50.70%
2014
53.40% Trajectory is based on national average baseline 2014.
People with an urgent GP referral having first definitive treatment for cancer within 62 days of referral
85% Sept-16 YTD
87.43% 85% operating standard
Adults diagnosed with any type of cancer in a year who are still alive one year after diagnosis
70.20%
2013
69.40% Trajectory based on national average baseline 2013
Positive responses to the question "Overall how would you rate your care?"
8.7
2015
8.8 Trajectory based on national avg .2015, (published Nov '16)

Top
Performing

Mental Health
Mental Health Indicators
Trajectory Latest Data Performance Notes
People who were initially assessed as “at caseness”, attended at least two treatment contacts, are coded as discharged, and are assessed as moving to recovery
50% Aug-16 YTD
51.76% Nationally pubished monthly data - time lag.
People with first episode of psychosis starting treatment with a NICE-recommended package of care and treated within 2 weeks of referral
75%
Jul-16
96.90% Rolling quarter

Mental Health - Overall rating methodology (current position)

> 75%

Performing well

50 - 55%
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Dementia
Dementia Indicators
Estimated diagnosis rate for people with dementia
Patients diagnosed with dementia who have had a face to face review of their care plan within the last 12 months

Trajectory Latest Data Performance
Notes
70% Sep -16 -YTD
79.80%
2014/15
75.40% Expected to be published in CCGIAF dashboard - Jan '17 (23/01/17)

Dementia - Overall rating methodology

76.7 - 100%

0 - 75.6%

Needs
improvement

Diabeties
Diabeties Indicators
Trajectory Latest Data
Diabetes patients that have achieved all the NICE-recommended treatment targets: Three (HbA1c, cholesterol and blood pressure) for adults and one (HbA1c)
40% for children
2014/15
People with diabetes diagnosed less than a year who attend a structured education course
5.7% 2014/15

Performance
Notes
42.40% Annual publication
1.80% Annual publication

Diabeties- Overall rating methodology (current position)

>40.2% (current median)
Needs
improvement
Significantly below national average (5.7%)
based on a comparison using 95% confidence
intervals
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Learning Disabilities
Learning Disabilities Indicators
Trajectory Latest Data Performance
Notes
Rate of inpatients per million GP registered adult population for each Transforming Care Partnership. CCGs are then assigned the score of the TCP they belong to
59 June 16/17
87 per million Published quarterly. Trajectory based on national average
People with a learning disability who are on the GP register and receiving an annual health check during the year. Measured as a percentage of the CCG’s
registered learning disability population
47.0% 2014/15
55%
Learning Disabilites- Overall rating methodology

Needs
improvement

Performance is not significantly
different to the average score

Rate is significantly above the
average rate

Maternity
Maternity Indicators

Comparison Latest Data

The score out of 100 for women’s experience of maternity services based on the 2015 CQC National Maternity Services Survey
The score out of 100 for choices offered to women in maternity services based on the National Maternity Services Survey
The rate of stillbirths and deaths within 28 days of birth per 1,000 live births and stillbirths, reported at CCG of residence level by calendar year.
Women who were smokers at the time of delivery

79.7
2015
65.4
2015
7
2014
11.1% June -16 YTD

Performance Notes
84.9 Annual 2015. Score out of 100. Trajectory based on national average 2015
63.2 Trajectory based on national average 2015
8 Annual 2014. Deaths per 1.000 live births. Trajectory based on national
15.8% trajectory based on national average Q3 2015/16

Maternity- Overall rating methodology (current position)

Indicator
rating
category

Maternal Smoking

Neonatal mortality
and stillbirth

Experience of maternity Choices in maternity
services
services

1

Score is significantly
Rate is significantly
Rate is significantly
Score is significantly above
above the average
below the average rate below the average rate
the average score
score

2

Rate is not significantly Rate is not significantly Score is not significantly
diffenet to the average diffenet to the average different to the average
rate
rate
score

3

Score is significantly
Rate is significantly
Rate is significantly Score is significantly below
below the average
above the average rate above the average rate
the average score
score

Needs
improvement
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Score is not significantly
different to the average
score
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Introduction
NHS England published the General Practice Forward View in April 2016. It set out a
plan, backed by a multi-billion pound investment, to stabilise and transform general
practice.
It includes practical and funded actions in five areas:
1.
2.
3.
4.
5.

Investment
Care redesign
Workforce
Workload
Practice Infrastructure

It sets out the ambition to invest a further £2.4billion a year by 2020/21 into
supporting general practice services. This represents a 14% real terms increase –
almost double the 8% real terms increase for the rest of the NHS. It increases the
proportion of investment in general practice services by 2020/21 to over 10%.
This document provides an update on Sunderland’s progress against the General
Practice Forward View must do’s:
•

•
•
•

Ensure the sustainability of General Practice by implementing the General
Practice Forward View, including the plans for Practice Transformational
Support and the ten high impact changes;
Ensure that local investment meets or exceeds minimum required levels;
Tackle workforce and workload issues; and
Support General Practice at scale, the expansion of Multispecialty Community
Providers or Primary and Acute Care Systems, and enable and fund primary
care to play its part in fully implementing the forthcoming framework for
improving health in care homes.

Prior to the publication of the GPFV, we had already developed and begun to
implement a General Practice Commissioning Strategy with the following aim and
objectives:
AIM: We aim to sustain and transform general practice to ensure the provision of
high quality primary medical care delivering improved health outcomes for local
people, now and in the future.
Objectives:




Supporting general practice to increase capacity and build the workforce
Improving patient access
Ensuring the central, co-ordinating role of general practice in delivering out of
hospital care
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Supporting better health through prevention and increasing patients’ capacity for
self-care
Encouraging new working arrangements between practices

This puts us in a strong position to implement the vision of the General Practice
Forward View. We also benefits from strong relationships and leadership with
member practices. There are 49 GP Practices within Sunderland and they are split
into five localities which are coterminous between the CCG and the Local Authority:
Coalfields, East, North, West and Washington. Each Locality has approximately 10
GP Practices with the West having the biggest number of 15. Each Locality has
management and leadership support i.e. Locality Commissioning Manager employed
by the CCG, Locality Practice Management support, Locality Practice Nurse support
and a GP Executive aligned to each locality with dedicated time funded by the CCG.
This gives a strong leadership team for each of our localities and enables the CCG
to work with groups of practices and communicate effectively.
In addition Sunderland has a GP Alliance Federation which has 44 member
practices. This Alliance has been a key player within our Vanguard MSCP
programme. The Alliance also allows us to work more efficiently with a limited
number of providers of general practice as opposed to working with all GP Practices
as individual providers. Wherever the Alliance has been commissioned to provide
services they do this for all General Practices across the city.

1

Investment

1.1

Sustainability & Transformation Package

a)

Transformational Support from CCGs

Over 2017/18 and 2018/19, we will invest £3 per head of population from our
allocations to support the transformation of Primary Care despite a challenging real
terms cut in funding following the rapid pace of change policy associated with target
allocations.
As we have already stimulated at scale providers for extended access and
consideration of the 10 high impact changes to free up time in general practice. The
funding will be protected to support the outcomes of the practices review of the 10
high impact changes and securing the sustainability of general practice in hours.
As a delegated commissioner for general practice since 2015/16, we have already
embarked on significant investments in General Practice across Sunderland on
schemes associated with workforce and transformation which, puts us 'ahead of the
game' in terms of supporting general practice.
We have already started working with GP Practices to increase workforce across the
city through the development and commissioning of a career start programme for
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GPs, Health Care Assistants and Practice Nurses. In addition we have used funds
released from the Primary Medical Services (PMS) review to initiate some thinking
around the High Impact Actions and the proposed ability to free up GP time.
Investment is also going into General Practice to improve clinical variation using a
standardisation of care approach. The priority areas are determined by the right care
documentation for Sunderland which includes Gastroenterology and Respiratory.
During 2016 we have invested in two workshops for GPs and Practice Managers to
enable them to understand what is involved in a CQC visit and prepare the practice
for the visit. These workshops were supported by GP Primary Care Leads with local
Practice Managers who are also CQC assessors facilitating and presenting at the
workshop.
As a CCG with delegated responsibility for commissioning general practice, we have
been able to protect up to £1.5m underspend on the delegated GP budget in
2016/17 to support developments in general practice that are intended to increase
the sustainability and transformation of general practice. A number of these
developments e.g. supporting the 10 high impact interventions; workflow optimisation
training are referenced throughout this plan. More recently incentive schemes to
pump prime earlier diagnosis of cancer and the identification of veterans across all
practices have been agreed for 2016/17.
The following examples of developments have also been funded in 2016/17 from the
core CCG budget, over and above the delegated GP budget of £39m:







b)

The Extended hours service (£300,000);
The GP input into integrated teams and recovery at home (£1m);
The current GP Career start scheme (£641,000);
The Local enhanced services (£727,000);
The GP IT (circa £726,000); and
The Out of Hours GP budget ( circa £1.9m).

Online General Practice Consultation Software

We will invest in technology that will enable patients to use multiple channels for
consultation with their GP. These will include the traditional face-to-face
consultation, consultations using video technology and also the ability to use on-line
symptom checkers (with signposting to appropriate service) and feed information into
an on-line form which the GP can review and take appropriate / further action
on. We will work with a number of practices that have identified on-line consultation
as a priority and will test the technology and develop operational processes that will
ensure benefits can be delivered. A combination of local funding, Estates and
Technology Transformation Fund (ETTF) funding along with the national £45m
funding available over the next three years will be used to procure technology and
video services along with change management support to ensure sustainability
across all practices in Sunderland.
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c)

Training Care Navigators and Medical Assistants for all Practices

Receptionist/Admin
Signposting

In 2016 during a Time in Time Out event, we initiated the delivery of training to GP
reception and administration staff on signposting and how to have the conversation
with a patient about accessing services to meet their needs. This was specific to
smoking cessation services to support pregnant ladies to quit.
In 2017/2018 we will be carrying out with member practices, a process to identify
training for receptionists on active and appropriate sign posting via the Time for Care
programme.
Building on the training already received the idea is that receptionists will receive
training to enhance their ability to connect patients directly with the most appropriate
source of help. When patients contact the practice the receptionist identifies what
their need is and they are then able to refer to information about services in the
practice, other NHS providers and the wider care and support sector. Where
appropriate, they direct the patient to these services. Training will continue in 18/19,
covering all practices with the aim of 100% of all staff trained, taking into account
staff turnover and changes.
There are a number of vanguard sites who have already implemented this training
with positive outcomes and we will be gaining support and learning from these sites
including Wakefield MSCP Vanguard
Plans are being developed to look at work flow optimisation and 30 practices have
already expressed an interest in becoming part of this work, being led by the GP
Alliance and funded by the CCG. The amount of communication GP practices have
to filter, code, and file and signpost for relevant clinically indicated follow up has
increased and can cause significant burden in terms of GP time. The workflow
optimisation work includes a comprehensive training package and supporting
materials, to train members of the GP practice clerical team to read code and action
incoming clinical correspondence according to a framework based on safe practice
protocols. Advice and help is also given to the wider practice team to support the
implementation. This is linked to our work on the Ten High Impact Actions. Initial
training will cover 19 practices with 2 representatives from each practice. To
complement this project we have invested in medical terminology and read code
training. This funding will provide 60 places for each training area. Further training
will be offered in 2018/19 for any remaining practices.
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d)

General Practice Resilience Programme

This programme aims to deliver a menu of support that will help practices to become
more sustainable and resilient, better placed to tackle the challenges they face now
and into the future.
We have supported practices to participate in this programme and developed an
approach for identification. We are keen to ensure that the support offered
complements and builds on locality working arrangements and existing local support
(such as the CQC and the support given to practices when going through a practice
merger). The GPRP support will allow more upstream work – practices at a tipping
point who may be struggling with workload but otherwise operationally stable. A
qualitative approach making use of local intelligence is key in identifying where
support can build resilience, targeting practices or groups of practices before urgent
need arises.
Views have been sought from a range of sources to support gathering local
knowledge. This includes giving all Executive Committee GPs, Locality Lead
Practice Managers and Locality Lead Nurses and the LMC the opportunity to feed in.
Practices needing support in 2016/17 have now been identified and a memorandum
of understanding has been sent to successful practices within the Sunderland area
with a list of support mechanisms provided by NHSE. There were 6 applications with
4 being accepted and Sunderland CCG will be supporting practices to achieve their
desired outcomes.
During 2016/17 we have supported two separate mergers, two branch closures and
an emergency contract where a single handed GP contract was terminated and the
practice patients had to be moved at short notice. The CCG Locality Commissioning
Team in particular has worked closely with the NHSE Cumbria and North East
primary care contracting team and clinical leaders to provide the practical support to
enable these changes to take places, working closely with the affected practices.
Support has included developing business cases, mobilisation plans, public and
stakeholder engagement and identifying a budget to support this activity. The
budget has been used for HR support, solicitor and accountancy support and
communication and engagement activity in order to encourage practices to work
together and be sustainable for the future.
In 2016/17 3 APMS contracts were reviewed and commissioned as a single larger
APMS contract with a longer term contract in order to increase the sustainability of
general practice and the money saved has been reinvested in general practice
across the city.
In 2017/18 this support will continue and it will be linked to the practices identified via
the Resilience Programme. The Locality Commissioning Team will review all
applications put forward in 2016/17, look at any themes and discuss within localities
how practices can be supported going forward. This will be in line with the objective
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of encouraging practices to work together/at scale. The CCG will look to put a city
wide bid into the resilience programme for the GP Practices of Sunderland.

1.2

Improved Access

In 2015 we established and funded Extended Access pilots which are being
delivered in two of the five localities within Sunderland from £300k of core recurrent
investment. One service offers pre-bookable and urgent appointments across seven
days and the other offers bookable appointments across six days. We commissioned
Durham University to evaluate these two services to establish the best model for the
City going forward. In line with the national extended access requirements we have
reviewed the gap for city wide extended access cover.
Two further localities are mobilising extended access plans and are aiming to offer
bookable and urgent appointments over five evenings to their patients by January
2017. We are in discussion with the remaining locality to ensure Extended Access
covers the whole of the Sunderland patient population by March 2017. This activity
is being funded from the £400k pump priming monies made available to us in the
latter half of 2016/17 to prepare for full implementation of the national specification.
Plans Going Forward 17/18
New and additional dedicated and recurrent national funding available from 2017/18
of £6 per patient will be used to develop the infrastructure to enable the city to meet
the full requirements of the national specification by September 2017 at the latest.
As Sunderland is in 1 of 18 national transformation areas, the full funding will be
made available earlier than in most CCG areas whilst the timetable for
implementation is also earlier. Mobilisation plans will begin implementation by Q1
2017/18.

1.3

Estates and Technology Transformation Fund (Primary Care)

The Estates and Technology Transformation Fund (ETTF) is being used to drive
forward the General Practice Forward View within Sunderland, supporting the
adoption and development of technology that;





Enables self-care and self-management
Helps reduce workload in practices
Helps practices to work together at scale
Supports greater efficiency across the whole system

This includes a number of schemes outlined below:
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In addition we have been successful in bidding for ETTF funds of £162k to support
premises developments in general practice. Four premises schemes are currently
under implementation in 2016/17 and 2017/18 which will support the transformation
of primary care estate.

1.4 Other funding for General Practice
We are committed to funding nationally procured GPIT systems and are seeking
improved efficiency of our GPIT services to ensure this commitment can be met.
We are deemed to be overfunded and as such will receive minimum growth in
allocations in 2017/18 and 2018/19. We are committed to maintaining investment in
CCG funded general practice at current levels in line with the overall requirement to
increase based upon CCGs’ growth allocation.

2

Care Redesign

2.1

Improved access

We have developed a specification for GP extended access that reflects both the
local requirements, derived from the learning from the current pilots noted earlier and
incorporating the national requirements as detailed in the planning guidance. The
national requirements are set out below:

Weekday provision to pre-bookable and same day appointments
evenings (after 6:30pm) – to provide an extra 1.5 hours a day;
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in the






Weekend provision of access to pre-bookable and same day appointments on
both Saturdays and Sundays to meet local population needs;
Appointments can be provided on a hub basis with practices working at scale
Will be available for 100% of the population; and
Use the nationally commissioned tool, to be introduced during 2017/18 to
automatically measure the appointment activity by all participating practices,
both in-hours and in extended hours.

The national guidance states that CCGs should ensure their population have access
to pre-bookable and same day primary medical services appointments equating to
an extra 30 minutes of consulting capacity per 1,000 patient population. For
Sunderland this is an extra 142 hours of appointments to be delivered in evenings
(after 6:30pm) to provide an additional 1.5 hours a day; and at weekends. Weekend
access slots will be delivered based on locality need but initially will be modeled on
intelligence from practice and national patient survey results as well as the learning
from the East, West and North pilots.
There is sufficient capacity currently in the city, based on the East, West and North
pilots and those practices offering extended hours under the DES, to provide the
required hours for 2017/18. In 2018/19 the requirement rises to 45 mins per 1,000
population, which equates to 213 hours of provision across the city and whilst this is
more challenging for Sunderland. The learning from 2017/18 will be used to develop
implementation plans to meet this requirement, taking account of demand and need
across the city
To ensure a standardised approach to delivery and enable us to understand the
outcome of its developing Urgent Care Strategy and develop a model that is more
aligned with the MSCP it has been agreed to apply a tender waiver and delay the
procurement for up to 2 years. We have therefore commissioned the GP Alliance
(GPA) for the next 2 years to act as an Integrator, working with practices and
localities to secure the full specification no later than September 2017. GP Executive
Leads and Director Lead for general practice will support the work with the GPA to
ensure the final proposal and mobilisation plan meets the requirements and provide
assurance to the Executive committee that the GPA can deliver the full specification
by September 2017. As well as the national requirements there are a set of core
local requirements that will be specified to ensure the service engages with all of its
practices to develop a scale primary care. Over the 2 years the proof of concept will
be further tested and developed in order to be clear about what should be procured
from 2019/20.
We have also refreshed our urgent care strategy which will include urgent access to
general practice and have developed a communication and engagement plan to help
determine the future configuration of urgent care services across the City. A
listening exercise with the public will be complete by 23.12.16 and formal
consultation on scenarios will take place from March 2017. The contract with the
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local provider of UCCs has been extended into 2018 to enable the final proposals to
be determined and secured.
2.2
Support General Practice at Scale
We are working with partners, and in particular the GP Alliance, to develop general
practice at scale, as the foundation for the multi-speciality community provider
(MSCP) care model in the city. Sunderland is one of 14 national Vanguards testing
and developing this model of care. The model is about integrating out of hospital
care to ensure better outcomes for the whole population and the local system,
covering prevention, urgent care, continuing care for people with long term
conditions and care for those with the most complex needs.
To date general practice, facilitated by the GP Alliance and CCG Clinical Leaders
have played a crucial part in the establishment and provision of the five Community
Integrated teams in each locality proactively targeting the most complex patients at
risk of hospital admission, supported by the city wide Recovery at Home service. In
addition General Practice through the GP Alliance has led the development of
enhanced primary care for people with long term conditions. This includes hubs in
each locality for diabetes titration/management and ECG testing to inform Atrial
Fibrillation detection and management. Plans are being developed to expand on this
hub model to include other areas and schemes from April 2017, aligned to our
operational plan and priorities. Practices are also currently going through a process
where they will be aligned to a care home to improve continuity of care for the patient
and reduce house calls for GPs and their staff. Map of Medicine has also been
funded and support provided to enable all practices to use Map and the GP Alliance
have facilitated the development of a range of standardised pathways to be used on
Map, all aimed at reducing variation and increasing a standardised approach across
general practice for the benefit of patients.
We will develop an offer for each General Practice with the GP Alliance and
undertake a communication and engagement exercise in 2017 in preparation for a
new organisation to be commissioned to deliver the MSCP model from April 2018.
Further work is needed on the scope of the MSCP; the business case and the
outcome based specification including risk share, prior to engagement with Practices
on the offer to join the MSCP i.e. voluntarily want to move their contract into the new
MSCP. It is likely that a menu of options would be available to General Practice.
High level milestones are outlined below and may be subject to change as the work
to commission the MSCP starts to go at pace over 2017/18:






Final scope for MSCP to be concluded end of January 2017.
Approach to communication and engagement plan with Practices – March 2017
Business Case for MSCP April 2017
Listening exercise with Practices Q1 of 2017/18
Offer to practices re MSCP in Q2 of 2017/18
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Review outcome of engagement on the offer in Q3
Subject to outcome start planning implementation in Q4
Milestones for 18/19 depend on the overall milestones for the commissioning of
the MCP from April 2018 and are still being determined.

2.3 Self-care and Prevention
The multi-agency Transformation Board in Sunderland, which includes the GP
Alliance, has recently agreed to prioritise prevention and in particular the Making
Every Contact Counts programme. In 2017/18 Proposals will be developed to
support health providers including General Practice to deliver the programme.
In addition, the Medicines Optimisation Team is supporting the Urgent and
Emergency Care (UEC) Vanguard communications campaign to incorporate selfcare, also developing a strategy to improve use of self-care by patients in an attempt
to divert requests for appointments and prescriptions.
The MSCP is also working with STCCG who have Pioneer status for early
prevention and self-care via their 'Better U' programme which has rolled out this
approach on an industrial level across all partners. The Sunderland MSCP is keen
to learn from this approach and ensure the community integrated teams and
recovery at home, as well as enhanced primary care consider the learning and best
way to implement the approach in Sunderland.
2016/17 has seen an increased interest and use of digital technology as a
mechanism to prevent exacerbations in particular conditions. This includes COPD
and heart failure. The use of the simple telehealth system ‘Flo’ has begun to
increase across general practice. Using simple text messages to gain health
information and advice to help support patients to self-care. A further focus on
technology can be seen with the introduction of Holter ECG devices in dedicated
practice hubs across the 5 localities.
The City, in particular, has focused on care homes. The Vanguard programme has
introduced MDT’s along with dedicated nursing resource to support the front line
care workers to look after their residents. Technology has been designed and
implemented across the city with a view to all care homes being digitally enabled by
the end of March 2017. The tool includes the monitoring of vital signs using the
National Early Warning Score (NEWS), Must and Abbey pain score. This allows the
care homes to monitor the health of their residents and work with the local General
Practices to better manage their patients out of hospital wherever possible. As noted
above our GP Alliance is also supporting the alignment of GP practices to care
homes across the city to increase efficiencies for Practices and better outcomes for
patients.
With regard to diagnostics the ambulatory care work across the city has introduced
qualitative d-dimer testing for DVT in each General Practice. Pharmacy have also
introduced CRP testing in two practices as a pilot. Early feedback from practices
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show that they are using it effectively and it is supporting the clinical decision
making.
Looking forward into 2017/2018 the focus of the vanguard MSCP will include selfcare. This will be supported with a number of technology advancements as well as
looking at Patient Activation Measures. Technology will include the use of apps,
self-care videos and simple Telehealth. We will also be redesigning community
ECGs for those who are less mobile.
Successful app development has already
taken place in one of our 5 localities with an app for childhood illness which has been
adopted by the UEC Vanguard for the North East.

2.4 General Practice Quality Premium/Standardisation of Care –
Improving the Quality of General Practice
The standardisation of care in general practice is one of the enablers to the delivery
of our overall vision of Better Health as well as supporting the sustainability and
transformation of general practice. It will also support a significant proportion of the
Quality, Innovation, Productivity and Prevention (QIPP) programmes.
We will support the member practices in reducing variation in outcomes and activity
and improving care quality in primary care and ultimately throughout the patients
pathways. There is a need to support localities in taking a proactive approach that
ensures patients’ conditions are effectively managed and reduce unnecessary
hospital outpatient attendance. This support will drive improvements in care and
reduction in unwarranted variation by providing timely data, information and robust
business intelligence that is required to identify and prioritise areas for quality
improvement. We will determine the areas which will allow localities and practices to
concentrate on the right areas.
Until the recent introduction of Map of Medicine, there was no single system in place
to support clinical decision making. This situation can lead to inappropriate referrals
and also lack of quality referral information. General Practice had to manage any
updates to pathways manually which is why it is inevitable that variation will occur.
As noted in the section on care redesign, under the MSCP Vanguard enhanced
primary care programme, it was agreed to fund map of medicine software in every
practice in Sunderland and this has now been installed in all practices. This software
will act as a clinical reference tool to enable clinicians to easily obtain evidence
based pathways management advice, referral criteria and referral forms (which could
be local, national or international).
As all of the productivity areas are being developed, map of medicine will support
delivery by making the new pathways visible to practices.
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Success is dependent on practices engaging with the software and giving feedback
on their findings of the new pathways. The feedback will allow pathways to be
adapted accordingly and also determine what education is required for clinicians.
We have invested £1.75 per registered patient of the PMS funding released in
2018/19 along with some CCG funding to enable General Practice to free up
capacity to engage with the implementation of Map of Medicines in order to reduce
variation.
We have also adopted the national and regional Primary Medical Assurance
framework and put in place a local Quality Group which uses data on key national
measures to identify practices that may be an outlier in those areas. Measures
include the national GP patient survey indicators. The group also access local
intelligence to inform any discussion on why a practice may be an outlier and the aim
is to support practices to improve wherever this is required. The group report to the
CCG Quality, Safety and Risk Committee as well as share key issues with the
Primary Care Committee to ensure a coordinated approach to the commissioning of
general practice.

Plans for 2016/2017
Areas of work that we have asked practices to participate in regarding Map of
Medicine include;









Engagement with map of medicine including practice super users, attending
training and clinician use of pathways
Recording referrals that do not fall within the pathways on Map of Medicine in
defined clinical areas to ensure that all pathways are developed as part of Map
of Medicine
Attending training sessions which may be identified when following a particular
pathway
Internal review of practice activity with feedback to CCG via locality
commissioning meetings
Peer review at locality level either at TITO or at Locality Commissioning
Meetings
Practices to flag specific referrals for which they wish to follow up the outcome
of, to support learning and education
Practices will be asked to submit outcomes from the referral meetings to support
ongoing development and influence commissioning decisions
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Plans for 17/18 and 18/19
One of the priorities within our General Practice Strategy is to review all enhanced
service, to develop and implement a local outcome based Quality Premium. From
April 2017 we intend to offer GP Practices a Quality Premium which will replace all of
the Locally CCG commissioned Services and the national Directed Enhanced
Services.
In general practice there are many schemes that incentivise practices to participate
in work that is above and beyond their core contract. The main scheme that does
this is the Quality and Outcomes framework (QOF) this was introduced in 2004 as a
financial incentivisation contract that rewarded practices for adherence to detailed
performance of specified clinical processes. Practices can also sign up to Enhanced
services. Enhanced services are currently commissioned through each of the
primary medical care contracting vehicles (GMS, PMS, APMS). They currently
comprise:





Locally commissioned services/Local incentive schemes – schemes agreed by
CCGs in response to local needs and priorities, sometimes adopting national
service specifications;
There are also Public Health services commissioned; and
Directed enhanced services (DESs) – these schemes are nationally
commissioned by NHS England who are required to offer contractors the
opportunity to provide these services, they are linked to national priorities

Across the country CCGs have implemented Quality Premium schemes for General
Practice. These schemes bring together enhanced services and in some areas QOF
into one scheme, with several quality standards all monitored with KPIs.
We are working with GP Practices in 2016/17 to develop a workable framework
which will focus on key outcomes as opposed to ‘number crunching’, freeing up
practice time to make a difference and providing long term recurrent funding to
support long term change.
As a CCG with delegated responsibility for
commissioning general practice, we will be asking practices to give up directly
enhanced services in order for the budget along with the PMS monies to be used to
fund the quality premium recurrently.
From April 2017, we will have a new Quality Premium for General Practice in place
with a simple system for claiming, achievable outcomes and measures which can
improve the quality of patient care. This will be supported through the release of
PMS funding over the period
During 2017 and 2018 we plan to continually review the effectiveness of the new
Quality Group and the approach taken to support practices where improvement in
quality may be required.
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3

Workforce

We have a proactive approach to supporting general practice to increase capacity
and build the workforce. Work commenced in November 2014 to look at supporting
the recruitment of GPs into Sunderland following an LMC survey which indicated a
potential loss to the GP workforce of up to 30 GPs within the following 3 years. This
led to the development of a GP Career Start programme which would provide a
developmental programme to newly trained GP to be placed with a GP mentor in a
GP practice whilst undertaking additional education and development in line with
their career interests and aspirations. Despite the competitive marketplace and
Sunderland being a historical and known hard to recruit to area 10 GPs are now
participating in the Career Start Programme with recurrent funding identified and a
plan for another 5 GPs per annum over the next 3 years subject to review of the
impact.

3.1 GPs
As part of the recruitment strategy it was highlighted that there was not enough focus
on recruiting new GPs but it was also imperative to support the existing GPs in
Sunderland. As part of this support infrastructure the CCG have commissioned:






A childcare co-ordinator service to support all staff working in general practice
with childcare solutions, including emergency childcare and the administration of
childcare vouchers.
A mental health occupational health service for GPs experiencing burn out. The
service has been in provision now for 18 months and will continue until the new
national service is in place to ensure that there are no gaps in service and to
allow for double running whilst the reach and scope of the new national service
is known.
A bursary scheme has been developed for both existing GP trainers and new
intending trainers. Both bursaries allow for protected time for GPs who
undertake training or wish to become trainers. This will be particularly pertinent
given the indication from Newcastle University who has proposed an expansion
of medical student numbers and the launch of the 2017 undergraduate
curriculum in 2017 which could equate to the doubling in time in primary care
and an assistantship in general practice in final year.

In conjunction with South Tyneside CCG and Sunderland GP Alliance, we bid for
and have been awarded Community Education Provider Network (CEPN) status by
Health Education England and this joint working will continue to be developed. The
initial focus will be on scoping the current state with regard to numbers of GP trainers
and practices who undertake training of medical students along with the creation of a
relationship manager/placement facilitator to liaise with local medical schools and
schools of nursing
The general practice workforce work stream is now a key part of the work plan for
the CCG and over 2016/17 has been one of the key transformational changes in our
operational plan and encompasses roles within general practice. This focus on
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workforce will continue in this next operational plan as part of delivering the GP
Forward View.

3.2 Practice Team
Earlier in 2016 we developed and commissioned a provider for a Practice Nurse
Career Start and Health Care Assistant Career Start. This will bring an additional 20
practice nurses into the workforce along with 20 Health Care Assistants over the
next 2 years. Many of the posts are in practices that have not previously had access
to Practice Nurses and Health Care Assistants. The Health Care Assistant
programme also facilitates the nursing career pathway by providing a 27 month
development programme from apprenticeship to pre-registration nursing entry level.
We have match funded the national clinical pharmacy pilot to encourage practice
participation, with the GP Alliance being successful in being awarded the pilot. The
national pilot currently provides clinical pharmacy services to 15 practices across
Sunderland provided by the GP Alliance Federation. This pilot is exploring how
embedding clinical pharmacists can affect workload and release time for GPs. A
condition of committed funding is to also deliver the CCG's medicines optimisation
(MO) programme previously delivered to participating practices by the current MO
practice support service. During 2017/18 a procurement exercise will be underway
for MO support to practices not participating in the pilot which will allow lessons
learned from the pilots to be incorporated in the support for all other practices over
time
Weaknesses have been identified in the appraisal processes for both practice nurses
and practice managers. Taking on board feedback from both these staff groups peer
appraisal is being introduced. Training and support will be provided to appraisers
and this has been pump primed from slippage on the GP delegated budget in
2016/17.
Implementing the Five Year Forward View for Mental Health includes a commitment
to expand Improving Access to Psychological Therapies (IAPT) services to meet
25% of need by 2020/21. The majority of the expansion will be ‘Integrated IAPT’
services, co-located in and integrated with physical health services, and focused on
people with anxiety/depression in the context of long-term physical health problems
and/or people with distressing and persistent medically unexplained symptoms.
In 2016/17 and 2017/18 integrated IAPT ‘Early Implementers’ will develop and
provide new integrated services, preparing the whole NHS to implement integrated
services from 2018/19. There are four goals for the early implementer programme:
 To implement integrated psychological therapies at scale – improving care and
outcomes for people with mental health problems and long term physical health
problems, and distressing and persistent medically unexplained symptoms.
 To learn how best to implement integrated psychological therapies at scale in an
NHS context – moving from trials and pilots to business as usual.
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To build the return on investment case for integrated psychological therapies –
demonstrating savings in physical health care.
To build capacity in the IAPT workforce, starting the expansion of the workforce
needed to meet 25% by 2020/21.

This development will link in with the five locality Community Integrated Teams,
wrapped around practices, supporting the practice to manage people with long term
conditions. This will build on the service that is already in place for people with long
term conditions and the relationships that have already been formed with general
practice.
A breakdown of funding, trainees and people using services is outlined in the table
below:
Agreed numbers

2016/17

2017/18

Local funding

£100,000

£50,000

National funding to provider (in salary support for
trainees)

£372,192

£614,580

National funding to CCG (excluding training courses
and trainees)

£329,494

£1,297,802

High intensity
therapists

10

0

Psychological
wellbeing
practitioners (PWPs)

10

0

High intensity
therapists

15

2

Psychological
wellbeing
practitioners (PWPs)

11

8

20

620

Places on Continuing
Professional Development
(CPD) courses for
therapists in working with
people with co-morbid long
term conditions
IAPT trainees (course fees
and salary support funded
nationally in 2016/17 &
2017/18)

Number of people planned to be seen in new
integrated services

A workforce data toolkit is currently being piloted in one of the localities and 8
practices are currently inputting data. It is anticipated that the toolkit will provide
more robust data regarding not just workforce numbers but also the skills, knowledge
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and experience to allow for enhanced workforce planning and development and also
to provide greater insight into areas of need or pressure in the workforce population
During 17/18 and 18/19 workforce plans will be focussing on:











4

the development of practice managers including succession planning and
building the skills of those working in a deputy management including a bespoke
access course to degree level management qualification with Sunderland
University.
a step down programme for nurses with a focus on educator roles to create an
educational footprint for new and emerging roles and thus building capacity for
medical placements.
a city wide training and development plan for general practice looking at
maintaining skills, enhancing skills and the development of specialist skills that
can be used at scale within localities.
continued exploration of new roles such as Physicians Associates in conjunction
with local higher education providers .
implementing the Community Education Provider Network status by Health
Education England and this joint working will continue to be developed.
supporting University of Sunderland with general practice placements for
paramedic students.
implementing the expanded GP career start and the nurse and health care
assistant career starts in both years.

Workload

4.1
Time for Care Programme
We will be submitting an application within the required deadline i.e. before August
2018. We have assessed themselves against the readiness self-assessment tool
and the findings at that time were that although we have good engagement with our
GP Practices, this area needs to be scored at least 3+ and that commitment to the
programme needs to be at least 80% of practices to ensure any outcomes. To
enable this to be as attractive a programme as possible for our member practices in
16/17 the CCG has committed £1.75 per head to enable practices to free up capacity
for the whole practice to take time out and look at the 10 high impact actions and
think about how the actions could help address their workload pressures and free up
GP time. 100% of practices are signed up to creating the capacity.
This scheme asks practices to:



Look at the 10 High Impact actions as a practice and discuss the areas that have
already been implemented by the practice and areas that the practice would like
to introduce;
Bring these areas to a locality meeting and discuss with other practices within
the locality – sharing best practice and also discussing areas that could be
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introduced as a locality or group of practices or needs a city wide introduction;
and
Submit a pro-forma detailing the discussions to the CCG
The CCG Locality Commissioning Manager will support this review.

Plans going forward - 2017/18
Once the actions are complete (31 March 2017) we will collate the responses from
the practices and theme the areas that practices have decided they would like to
look at. At this point we will apply for the national Releasing Time for Care support
programme and engage with a development advisor. This approach will allow for the
identification of our time for care champion(s), have an idea of the priorities practices
have identified and continually assess ourselves against the readiness tool. This
approach will enable us to be assured that at least 80 per cent of practices are on
board and able to participate in this valuable programme.
A growing number of practices across the country are already making use of these
impact actions and the application will enable practices to access their learning of
developing new systems or how they increase patient self-care.

Plans going forward - 2018/19
SCCG will continue to support practices in the implementation of the high impact
changes in 18/19. All practices are involved in this piece of work, and the plans for
18/19 will be developed following a review of 17/18 to ensure full adoption.
Further details are included within the investment section of this document (see
pages 93 and 94, Training for Care Navigators). The plans for deployment have
been developed in consultation with general practice. Funding for the training has
been ring fenced for the intended purpose and will be delivered in alignment with
other activities as part of the time for care programme, and wider work on workforce
and technology strategies.

4.2 E-consultation
We will invest in technology that will enable patients to use multiple channels for
consultation with their GP. Further details regarding this can be found in the
investment section on page 92 (On-line General Practice Consultation Software).
These will include the traditional face-to-face consultation, consultations using video
technology and also the ability to use on-line symptom checkers (with signposting to
appropriate service) and also to feed information into an on-line form which the GP
can review and take appropriate / further action on. This will reduce workload in
primary care.
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4.3 Other workload initiatives
Other workload initiatives include practice manager development (and development
of deputies) and the General Practice Improvement Leader Programme. These will
be promoted and uptake monitored and encouraged from April 2017. The workforce
section of this document details more information about programmes to upskill in
order to make most appropriate use of the whole workforce within General Practice
enabling better management of workload pressures.

5

Practice Infrastructure

5.1 Local Digital Roadmap & Shared Care Records
We have established robust governance arrangements with our health and social
care partners by introducing a community wide Informatics Board to drive forward
the implementation of the national strategy towards a paperless NHS.
Commissioners and providers across South Tyneside and Sunderland have worked
together to undertake digital maturity assessments and develop a single roadmap for
how technology will help improve how health and social care is delivered to patients.
While many of the technical details are contained within individual organisational
strategies and plans the collaborative development of the Local Digital Roadmap
(LDR) enables our efforts to be aligned to a common set of priority areas and
reduces the risk of effort and investment duplication.
The objectives of the LDR are;










To make a reality by 2020, the expectations of patients today that the NHS is
one seamless organisation where information is collected once and shared
amongst those delivering care and duplication of effort and costs is eliminated.
To deliver a ‘channel shift’ across the Local Health Economy where delivery of
health and care services using digital channels becomes the norm for both
patients and staff.
To support prevention and self-care for patients and carers by establishing digital
resources which inform and assist in healthier life styles and management of
conditions.
To collaborate and innovate on the development of shared care record and
interoperability capability locally and be the main contributor for the
establishment of the Great North Care Record.
To establish the North East and North Cumbria to become the safest place in the
world to receive care and the best place in the world to do research underpinned
by the Great North Care Record

Our priority areas are delivery of 10 Universal Capabilities;
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Professionals across care settings can access GP-held information on GP
prescribed medications, patient allergies and adverse reactions.
Clinicians in emergency care settings can access key GP held information for
those patients previously identified by GPs as most likely to present (in U&EC)
Patients can access their GP record.
GPs can refer electronically to secondary care.
GPs receive timely electronic discharge summaries from secondary care.
Social care receives timely electronic Assessment, Discharge and Withdrawal
notices from acute care.
Clinicians in unscheduled care settings can access child protection information
with social care professionals notified accordingly.
Professionals across care settings made aware of end-of-life preference
information.
GPs and community pharmacists can utilise electronic prescriptions
Patients can book appointments and order repeat prescriptions from their GP
practice.

100 per cent of practices have Wi-Fi for corporate use, and in 2017/19 this will be
expanded to cover public use.
Across the Local Health Economy we have active projects that will deliver each of
these capabilities using a range of national and local solutions which are detailed in
our Universal Capabilities Delivery Plan.
Many of the universal capabilities relate to patients having a greater level of access
to their clinical records while also supporting improved access to general practice by
using digital methods. This is a key theme within the LDR which supports the
objective of creating both a ‘channel shift’ towards using technology to improve
access to and delivery of health and social care services. The use of digital services
to access the NHS is also an enabler to help people move towards the use of digital
methods for self-care such as on-line information resources and apps that help
signpost to appropriate services and manage suitable conditions.
Our plans include support for major transformation work with enabling digital
technology that will standardise and simplify clinical and business processes. Our
plans will ensure secure, robust and reliable clinical information systems that have
been fully exploited and optimised to achieve identified benefits through a process of
continuous improvement of our change management, project management and
training techniques and capabilities across the LDR footprint that will have
sustainability of new ways of working at the core.
The focus of this work will be;


Support for one clinical model of acute care by implementation and adoption of
common standards, configurations and supporting information systems across
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acute organisations in South Tyneside and Sunderland. By Q4 2016/17 we
expect to have firm plans in place to take this work forward.


Delivering new models of care for out of hospital services that will be enabled by
an agile and mobile workforce with patient information available to the full range
of services that deliver care. By the end of March 2017 the deployment of an
electronic patient record for community services is expected to be complete
along with the use of mobile technology and bi-directional view of the GPCommunity electronic records.



We will also have a shared care record ‘proof of concept ‘delivered by the end of
March 2017 using a locally developed capability which will inform the local
strategy and way forward for developing further sharing functionality. The focus
of the proof of concept will be supporting multi-disciplinary team meetings for
practice patients with complex needs who need care co-ordination.



Additional record sharing capability for urgent and emergency care services
across the region will be in place by Q4 2016-17 and will enable a view of the
GP record to be available by secure methods.



Digitally enabling general practice to re-shape the way services can be delivered
to meet increasing demand and move towards seven day services and enabling
a channel shift for patient interaction with health and social care services and
facilitating standardisation of care across general practice through the adoption
of decision support technologies that are integrated with core clinical systems.

Plans for 17/18-18/19
A range of technologies are to be deployed throughout 2017-2019 as part of the
Primary Care Estates and Technology Transformation Fund. In 2017/18 we aim to
deploy;
o
o
o
o

Video consultation technologies;
SMS appointment and campaign functionality and apps;
Advanced telephony systems that provide a 24/7 virtual receptionist; and
Collaboration technologies that enable practices to work at a federated level and
improve operational efficiency.

We will invest in technology that will enable patients to use multiple channels for
consultation with their GP as noted earlier. During 2017/18, as part of our
#DigitalExemplarPractice Programme we will work with a number of practices which
have identified on-line consultation as a priority and will test solutions along with
operational processes that will ensure benefits can be delivered.
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We will then share and spread the learning from these practices to the remaining
practices in Sunderland during 2018/19. A combination of local funding, Estates &
Technology Transformation Fund (ETTF) funding along with the national £45m
funding available over the next three years will be used to procure technology and
video services along with change management support to ensure sustainability
across all practices in Sunderland.
Our plans also address key financial challenges by:


Rationalising the taxonomy of digital capabilities across the LDR footprint in
order to simplify support and development arrangements. This will increase local
knowledge and expertise and support long term sustainability along with financial
benefits of procurement at scale and consolidation on common and
complementary digital capabilities.



Making mobile working normal behaviour and expanding WIFI capability for
health and social care staff across the LDR estate and wider which will reduce
the need to ‘return to base’ freeing up time to focus on patients and service
users. By the end of 2017 we will have both joined up Wi-Fi across our health
and social care providers and will also provide Wi-Fi for patients within General
Practice.



Digitising the transactional, the diagnostic and transfer of care information flows
between primary and secondary care providers to ensure coded data and
workflow increase productivity and reduce manual intervention and
administration within general practice.



Reducing face to face contacts and follow up requirements by using
technologies such as video consultations and messaging services that enable
patients to communicate their preferences and current status with regards to
follow up review appointments. By the end of 2017 we will have demonstrated
how technology can make this a reality and understand the change management
requirements to make it a sustainable way of supporting patients.

Where investment has been made centrally we will maximise the use and
exploitation of national digital assets. Where these do not align to local requirements
we will collaborate with other LDR footprints in the region to ensure solutions are
scalable and information flows are not constrained by technology. Significant
savings will be realised as a result of reducing the costs associated with paper (E.g.
printing, handling and postage) and increased digitisation.
Much of the volume of paper has been reduced for clinical correspondence between
secondary and primary care such as discharge communications where digital
transport mechanisms have been in place since 2015 however we will further exploit
national infrastructure such as the Messaging Exchange for Social Care and Health
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(MESH) and move forward with structured CDS messaging in 2017/18. This
development also complements the Global Digital Exemplar (GDE) requirements for
the City Hospital Sunderland NHS Foundation Trust.
Our plans for developing the underpinning infrastructure that supports delivery of
GPIT will see ETTF funds used to move our practices onto a single administrative
domain which will improve the support from our GPIT Delivery Partner and enable an
enhanced range of services to be delivered to practices while removing some of the
technical barriers that have hampered collaboration between practices and the CCG.
Our plans in 2017/18 are to explore the potential of a Virtual Desktop Infrastructure
(VDI) environment and the benefits this may bring for enhanced resilience and
support along with federated working across practices and secure mobile/remote
working together with less reliance on local PC infrastructure. This is a significant
investment and the approach will require ETTF funding to be approved by NHS
England with a robust business cease supported by this pilot.
Working with our GPIT Delivery Partner we are progressing with an updated
Community of Interest Network (COIN) during 2017/18 that will see increased
resilience and improved speed for general practice with considerable cost savings
that have been placing pressure on GPIT budgets during the transition from legacy
arrangements. When available, improved access to the Health and Social Care
Network will also be enabled.

5.2

Estates

We have a Strategic Estates Strategy for 2015-2020. This was developed following a
review of the health estate of Sunderland. The work was overseen by a Local
Estates Forum (LEF) which incorporated representatives from the CCG, City
Hospitals Sunderland Foundation Trust, South Tyneside Foundation Trust, NHS
England, Sunderland City Council, Northumberland Tyne and Wear Mental Health
Trust, GP Federations in Sunderland, Sunderland University and NHS Property
Services.
Currently there is a significant reliance on acute hospital care. We are keen to see a
shift in emphasis to prevention, self-care, primary and community care and less
reliance on hospital based services. Currently the health and social care services
suffer from fragmented provision. Working with partners, the CCG are keen to
improve the integration of health and social care service provision and are keen to
improve mental health in the population. The strategy gives consideration to
relationships between agencies and the communities they serve and how services
can be delivered in the future to make best use of all resources in order to achieve
better health and wellbeing outcomes. By building on and utilising the resources and
energy of our communities, we can support people to take greater control of their
lives to bring about better health and wellbeing outcomes that matter to them, their
families and communities.
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The objectives of the Strategy are as follows:
• Ensuring the right services are in the right place – care delivered closer to home
wherever possible;
• Improve the effective utilisation of out of hospital clinical estate;
• Reduce the community estate running costs by 10%;
• Reduce the carbon footprint of primary and community estate by 10%;
• Reduce void / unutilised community space by 50%;
• Support the improvement of patient experience when accessing out of hospital
care; and
• Support all local agencies to implement their organisation and estate strategies
GP Estate in Sunderland is generally very good following significant capital
investment in community estate by the previous Primary Care Trust. There is very
little unutilised primary care estate. Estate reconfiguration has taken place to support
delivery of the Out of Hospital Community Integrated teams and it is recognised we
may require further reconfiguration to support delivery of the Out of Hospital Care
Model and General practice Froward View. ETTF bids have been developed with this
in mind.
Where practices want to work together we will support them in future bids to deliver
the infrastructure needed to deliver co-location or the sharing of facilities such as
reception and IT where this is physically possible. This is linked to the technology
ETTF bids to support the digital maturity of primary care and reduce its running
costs.

Plans for 2017/18
We will work with partners and to reduce community estate running costs by
approximately 10% and £200k per annum in NHSPS and where possible pass these
savings onto tenants. The CCG will also work with partners to reduce community
void costs by either giving notice on such accommodation or helping find suitable
tenants
 NHS Property Services will look to ensure assets are revalued to reduce running
costs
 Multi-Agency opportunities will be identified and considered by the local estate
forum
 All CCG led projects will relate to our strategic objectives and priorities over the
next 5 years
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healthcare (Best start in life)

2. Prevention

To roll out 'Making every contact count' (MECC)

3. Community care
system

To formulate and implement a self-care strategy

4. Cardiovascular
disease

To improve the management of people with CVD, and
those at high risk by addressing factors, e.g. AF,
hypertension, high cholesterol and type 1 and 2
diabetes

To develop a new model of integrated self-care and
rehabilitation for patients with pre-existing long term
conditions as well as those at risk of developing
LTCs
To improve the treatment and care for people with
diabetes
To implement the National Diabetes Prevention
Programme

5. Cancer

To support patients to self manage

1.1 Clinically review maternity and gynaecology services to
develop future service delivery options
1.2 To commence the listening phase for maternity and
gynaecology
1.3 Commence formal consultation on service delivery options
1.4 To undertake a mid-term review of consultation activity
1.5 To publish the consultation report and provide feedback to
stakeholders and the public
1.6 To formally decide the outcome of the consultation
1.7 To implement the next steps, where appropriate
2.1 To have a framework in place to oversee the systematic
implementation of MECC
2.2 To work with service provider staff to identify who to work
2.3 To train staff in brief interventions for alcohol and smoking
2.4 To review and evaluate to ensure spread and sustainability
3.1 To embed carers into self-care
3.2 To develop a workforce plan to support self-care
3.3 To develop a communications strategy around self-care
3.4 To implement the Patient Activation Measures tool to
identify those most receptive to self-care/self management
3.5 To embed the self-care model
4.1 To develop a hypertension and cholesterol protocols for
use in practices

4.2
4.3
4.4
4.5
4.6
4.7
4.8
4.9
4.10
4.11

To agree measures to evaluate project and collect
To pilot 'CVD bundle' with identified practices
To have a hypertension pathway on Map of Medicine
To implement the 'CVD bundle' in General Practice
To agree the services in scope
To hold a market engagement event
To undertake a listening exercise with existing patients
To develop the new model
To impement the new model
To apply for transformation funding to improve
achievement of treatment targets and expanding specialist
inpatient nursing services
4.12 To undertake an assesment of implementation readiness
4.13 To work with the STP partners and Diabetes Network to
plan for implementation
5.1 To evaluate the standardised, local follow up pathways for
breast cancer against national requirements
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5.2 Engage with Cancer Alliance to undertake a review of
breast services including stratified follow ups
5.3 Cancer Alliance to submit a Transformation bid on behalf
of CCGs for stratified follow ups

Q4 2018/19

Q3 2018/19

Q2 2018/19

2018 -2019

Q1 2018/19

Q4 2017/18

Q3 2017/18

Q2 2017/18

2017 -2018

Q1 2017/18

Milestones

Q4 2016/17

Scaling up prevention, health and wellbeing to improve the physical and mental health of our population

SCCG transformation
Priority
programme
To deliver high quality,cost effective, sustainable
1. In Hospital

2016/17
Q3 2016/17

Developing
Implementing
Expected impact

Annex 4 Delivery plan

6. General Practice

To make use of additional investments in primary
care to support delivery of the GP Forward View
(GPFV)

To drive forward care redesign to deliver sustainable
and transformed primary care services in line with the
GPFV vision

To develop, fund and implement local workforce
plans

6.1 To invest in online consultation software

6.2 To roll out Care Navigator and Medical Assistant training
6.3 To support the GP Resilience Programme including
adding to the national programme
6.4 To invest in improving access to GP services (2 localities)
6.5 To use the Estates Technology Transformation Fund to
drive forward GPFV
6.6 To deliver full coverage of extended access in line with the
national specification
6.7
6.8
6.9
6.10
6.11

Out of hospital collaboration

6.12
6.13
6.14
To implement workforce initiatives to help manage
the workload pressures in General Practice
To support the development of 'primary care at scale'

7. Cancer

To achieve earlier diagnosis by supporting General
Practice to improve screening and direct access
pathways

6.15
6.16
6.17
6.18
6.19
7.1

7.2

7.3
7.4
7.5
7.6
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To support the development of general practice 'at scale'
To implement a general practice Quality Premium
To implement Standarisation of Care
To explore new roles e.g. Physicians Associates, Nursing
Associates, paramedics
To develop and implement a step down programme for
practice nurses
To develop a city wide training and development plan
Practice management development
To continue to develop the Community Education Provider
Network (CEPN)
To implement the review by practices of the 10 High
Impact Actions
To participate in the national programme
To implement hub arrangements for diabetes and ECGs
To expand services for hub arrangements
MSCP including primary Care
To implement the Cancer Improvement Scheme (CIS) for
General Practice focuding on screening recall and
significant event audit and safety netting
To explore the inclusion of the CIS in the Quality Premium
for General Practice under development to be
implemented in 2017
To commission direct access to flexi sigmoidoscopy
To launch the Direct Access pathways to CT and MRI for
suspected cancer of unknown primary
To evaluate the impact of Direct Access Pathways
To support the use of Map of Medicine to make cancer
referrals using regional 2WW guidance

8. Community care
system
8. To develop a new MCP contract model to support
the effective commissioning of integrated care
delivery alongside the new MCP framework guidance.

8.1
8.2
8.3
8.4
8.5
8.6
8.7
8.8
8.9
8.10

To develop and deliver a workforce and OD plan
8.11
8.12
8.13
To spread the MCP model
8.14
8.15
8.16
8.17
To develop and implement a new local urgent care
model taking a whole system approach
To develop whole system ambulatory emergency care

8.18
8.19
8.20
8.21
8.22
8.23
8.24
8.25
8.26

8.27
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To scope what the Provider Management function includes
To agree the services to be in the MSCP contract
To develop the business case for the MSCP
To agree the contract form
To work with the Provider Board to explore options for
organisational form
To develop and implement an education plan
To develop and deliver a system leadership programme
To facilitate a skills analysis for All Together Better staff
To develop and implement integrated support team
working
To review current workforce and explore different ways of
working
To contribute and support STP discussions on Out of
Hospital models
To share and spread the model to suport wider STP
footprint development and implementation
To support the spread of model/development of MSCP in
South Tyneside
To commence a listening exercise with patients and the
public to get their views on local urgent care provision
To develop service configuration proposals
To consult on the proposals
To publish the consultation report and provide feedback to
stakeholders and the public
To implement the outcome of the consultation and
engagement
To review existing whole system pathways (DVT/cellulitis)
To scope and new pathways for 2017/18
To implement the new pathways
To pilot Consultant Connect
To evaluate the Consultant Connect and agree next steps
To undertake a case mix audit
To trial and evaluate paramedic pathfinders to go direct to
Ambulatory Emergency Care (AEC) Unit
To develop and implement a patient and staff engagement
strategy to improve both patient and staff experience in
relation to AEC - promote AEC across both patient and
staff
areas (terminology
usedservice
etc.). specification across
To develop
and cost an AEC
the Sunderland system

9. Mental Health

To implement integrated IAPT

To integrate mental health and employment support
by introducing employment coaches in IAPT (Mental
Health TrailBlazer)

10. Learning disabilities

To refresh Sunderland's Transforming Care plan to
support delivery of the new model of care

To implement the primary care learning disability and
autism programme

9.1
9.2
9.3
9.4

To recruit 26 trainee practitioners
IAPT to work with Community Integrated Teams
To develop pathways for long term conditions
To increase access to patients with long term conditions
and with medical unexplained symptoms
9.5 To develop new pathways, e.g cancer, obesity
9.6 To recruit and appoint employment coaches

9.7 To introduce employment coaches into IAPT
9.8 To develop pathways
10.1 To benchmark existing services against the new Service
Model/model of care developed by the North East and
Cumbria Learning DisabilitiesTransformation Programme
and agree next steps
10.2 To ensure alignment with new regional model of care
10.3 To launch the programme with member practices
10.4 To train all cohorts of staff in general practice
10.5 To develop a comprehensive information resource relating
to Learning Disabilities and autism, including guidance, on
how to make reasonable adjustments for people with
Learning Disabilities
10.6 To develop signposting and referral pathways
10.7 To develop guidance to support practices to improve
health checks for people with learning disabilities
10.8 To develop easy to read documentation for patients,
carers and families
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Optimal use of the acute sector to improve experience of care, achieve
better outcomes and create a sustainable model

11. In Hospital

To deliver high quality,cost effective, sustainable
healthcare

11.1 To complete phase 1a full clinical service reviews for
stroke, paediatrics, maternity and gynaecology
11.2 To complete phase 1 'Listening exercise' including
gathering the views of local people of the services under
review
11.3 To undertake travel impact, health impact and equality
impact assessments
11.4 To consult on options for service delivery where proposals
are significant
11.5 To publish the report and formally decide the outcome
11.6 To reconfigure services where appropriate
11.7 To complete phase 1b (trauma and orthopaedics and
general surgery) and phase 2 full clinical service reviews
11.8 To consult on options for service delivery where proposals
are significant
11.9 To publish the report and formally decide the outcome
11.10 To reconfigure services where appropriate
11.11 To complete phase 3 full clinical service reviews
11.12 To consult on options for service delivery where proposals
are significant
11.13 To publish the report and formally decide the outcome

12. Community care
system

To involve Out of Hospital clinical leaders in phases
1,2 and 3 of the clincial service reviews

11.14 To reconfigure services where appropriate
12.1 To agree actions to transfer appropriate services to the
community
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Annex 5
Acronym
ACO
AEC
AECU
A&E
AF
APMS
ASD
ATB
BCF
CAMHS
CARE
Academy
CCG
CHC
CHD
COIN
COPD
CHS NHS FT
CiT
CPA
CT
CTR
CYPS
CVD
DFT
DMARDs
DToC
DVT
ECG
ED
EoL
ETTF
Forward View
FoT
GP
GPA
GPFV
HCAI
HMRC
HRG 4+
IAF
IAPT
IFR
IPS
IR

Glossary of terms
Meaning
Accountable Care Organisation
Ambulatory emergency care
Ambulatory emergency care unit
Accident and emergency
Atrial fibrillation
Alternative Provider of Medical Services
Autism Spectrum Disorder
All Together Better
Better Care Fund
Child and Adolescent Mental Health Services
Collaboration, Achievement, Research and Engagement Academy
Clinical Commissioning Group
Continuing Healthcare
Coronary Heart Disease
Community of Interest Network
Chronic Obstructive Pulmonary Disorder
City Hospitals NHS Foundation Trust
Community Integrated Teams
Care Programme Approach
Computerised tomography
Care Treatment Review
Children and Young Peoples Services
Cardiovascular disease
Distance from target
Disease modifying anti-rheumatic drugs
Delayed Transfer of Care
Dep vein thrombosis
Electrocardiogram
Emergency Department
End of Life
Estates Technology Transformation Fund
NHS Five Year Forward View
Forecast Outturn
General Practice
General Practice Alliance
GP Forward View
Health care associated infections
HM Revenue and Customs
Health resource Groups
Improvement and Assessment Framework
Increasing access to psychological therapies
Individual Funding Request
Individual Placement Support
Identification rules
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KPI
LA
LAC
LD
LDR
LEF
LHE
LIS
LMC
LQG
MDT
MECC
MHFV
MAOR
MO
MoC
MoM
MOU
MRI
MSCP
MSK
MST
NECS
NEWS
NHSE
NICE
NTW ND STP
NTW NHS FT
OD
OOH
ONS
PACS
PAT
PGD
PMO
PMS
PoaP
PHB
QIPP
QoF
QRG
RAID
RTT
SCC
SCCG
SCS
SEF

Key performance indicators
Local Authority
Looked after children
Learning Disabilities
Local Digital Roadmap
Local Estates Forum
Local Health Economy
Local Incentive Scheme
Local medical Committee
Local Quality Group
Multi-disciplinary team
Making Every Contact Count
Mental Health Forward View
Monthly Activity and Other Requirements
Medicines Optimisation
Model of Care
Map of Medicine
Memorandum of Understanding
Magnetic Resonance Imaging
Multi-Specialty Community Provider
Musculoskeletal disorders
Multi-Systemic Therapy
North of England Commissioning Support
National Early Warning Score
NHS England
National Institute for Health and Care Excellence
Northumberland, Tyne and Wear North Durham Sustainability and
Transformation Plan
Northumberland, Tyne and Wear NHS Foundation Trust
Organisational Development
Out of Hospital
Office for National Statistics
Primary and acute care systems
Prior Approval Ticket
Patient Group Directions
Programme Management Office
Primary Medical Services
Plan on a Page
Personal Health Budget
Quality, Innovation, Productivity and Prevention
Quality and Outcomes Frameowrk
Quality Review Group
Rapid Assessment and Intervention Service
Referral to treatment
Sunderland City Council
Sunderland Clinical Commissioning Group
Sunderland Care and Support
Self-Evaluation Framework
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SEND
STAR
STP
ST NHSFT
SUS
TnR
UEC
VbC

Special Educational Needs and Disability
Socio- technical allocation of resources
Sustainability and Transformation Plan
South Tyneside NHS Foundation Trust
Secondary Uses Service
Temporary National Repository
Urgent and emergency care
Value Based Commissioning
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