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1. Introduction  

Our vision is to achieve Better Health for Sunderland.  Our seven core values informed by 

engagement with member practices, patients and local people, shape and underpin all the work 

we undertake to deliver this vision.  

 

 

 

 

 

 

 

 

We will deliver our vision through three strategic objectives: 

¶ Prevention; 

¶ Transforming Community Care; and 

¶ Transforming in Hospital Care. 

Quality and safety are implicit in our vision and values. Our Quality Strategy, and the 

underpinning quality framework, will enable us to ensure that quality is at the heart of everything 

we do. 

1.1 2019/20 operational plan 

This 2019/20 operational plan has been informed by and responds to a range of information 

including, the NHS Operational Planning and Contracting Guidance 2019/20, the Five Year 

Forward View (FYFV) and the recently published NHS Long Term Plan, the Joint Strategic 

Needs Assessment (JSNA) for Sunderland, benchmarking information, including NHS 

RightCare, and a review of our 2018/19 strategic objectives and transformation programmes.  

1.2 National vision 

The NHS Long Term Plan (NHS LTP) was published in January 2019 setting out key ambitions 

and commitments for the NHS over the next 10 years. 2019/20 will be the foundation year 

laying the groundwork for implementation. 

The NHS Long Term Plan builds on the current national NHS plan - the Five Year Forward View 

(FYFV), published in October 2014 ï and supporting strategies covering general practice, 

cancer, mental health and maternity services. The FYFV sets out a vision for a better NHS by 

addressing three gaps between where we are now, and where we need to be in relation to:  

¶ The health and wellbeing of the population.  

¶ The quality of care that is provided. 

¶ The finance and efficiency of NHS services. 
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1.3 Key challenges 

This operational plans sets out our transformation plans for 2019/20 to meet the needs of our 

local population and drive improvements in health and wellbeing, quality and care and the 

efficiency of local NHS services to ensure sustainable services for the people of Sunderland. 

Much of the 2019/20 operational plan is a continuation or development of the 2017 to 2019 

operational plan. 

2. System planning and system working  

For a number of years, a key feature of national NHS policy has been a shift towards integrated 

care and place based systems to support sustainable improvements in health and care. As 

shown in figure 1 óplaceô is at a number of levels covering different population sizes. Integrated 

care partnerships (ICPs) and Integrated Care Systems (ICSs) bring together commissioners 

and providers to drive improvements in health outcomes, tackle systemic challenges and take 

collective responsibility for planning and managing the financial, quality and operational 

performance of services across a wider geographic footprint (also called ósystemô). 

The CCGôs operational plan focuses on the óplaceô of 

Sunderland and it has been developed in the wider 

context of the 2019/20 operational plans for the 

óNorth East North Cumbria (NENC) Integrated 

Care System and óCentralô Integrated Care 

Partnership. 

The 2019/20 óCentralô Integrated Care 

Partnership (ICP) operational plan is a product 

of the partnership of commissioners and 

providers across the three constituent places of 

óCentralô. 

The 2019/20 NENC operational plan has been 

built up from place level discussion through to ICP 

level plans and in collaboration with NENC wide 

priority programmes and teams including Health Education 

England and clinical networks. 

2.1 North East North Cumbria system 

The North East North Cumbria system has been working as an aspirant ICS. It is a partnership 

between 12 clinical commissioning groups and 12 unitary authorities developing a shared vision 

and high level plan across NHS commissioners and providers collaborating across geographic 

and organisational boundaries.  

The North East North Cumbria ICS comprises four Integrated Care Partnerships: North, Central, 

South and North Cumbria.  

 

 

2.2 óCentralô system 

Figure 1 
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As shown in figure 2, óCentralô is a partnership of commissioners and providers across the 

places of County Durham, South Tyneside and Sunderland comprising: three foundation trusts 

(two from 01 April 2019); four CCGs including Sunderland; three local councils; Northumberland 

Tyne and Wear NHS Foundation Trust (FT) and North East Ambulance Service NHS FT. 

 

   

 

 

 

 

 

 

 

 

 

 

2.3 Working across South Tyneside and Sunderland Local Health Economy   

Since 2016, we have worked closely with NHS South Tyneside CCG and South Tyneside and 

Sunderland NHS Foundation Trust (formerly City Hospitals Sunderland NHS Foundation Trust 

and South Tyneside NHS Foundation Trust) to review and plan hospital services through a 

strategic transformation programme, known as Path to Excellence. The programme has been 

established to secure the future of local NHS hospital services in South Tyneside and 

Sunderland and to identify new and innovative ways of delivering high quality, joined up, safe, 

sustainable care to benefit both our populations now and in the future (figure 3). 

Building on the successful collaborative working across the 

two places of South Tyneside and Sunderland to reform 

hospital services, the four organisations have worked 

together to develop a  three year Local Health Economy 

(LHE) and system recovery plan to address the financial 

challenges faced by the South Tyneside and Sunderland 

local health economy. The LHE has agreed three 

workstreams ï prevention, out of hospital and in hospital ï 

and within these a number of transformation projects to 

deliver together. 
Figure 3 

Figure 2 

óCentralô 
Å Population 992,000 
Å 4 CCGs: South Tyneside, 

Sunderland, North 
Durham, DDES  

Å 3 FTs: Sunderland-South 
Tyneside, CDDFT 

Å 3 Councils: South 
Tyneside, Sunderland, 
County Durham 
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Sunderland CCG Plan on a Page 2019/20

S
U

S
T

A
IN

A
B

IL
IT

Y
 -

F
in

a
n
c
e
, 

W
o
rk

fo
rc

e
 &

 Q
u
a
lit

y
 &

 S
a
fe

ty

Better Health for Sunderland

I 
C

 P

I 
C

 S

CCG Improvement & Assessment Framework, All Together Better Alliance Outcomes

Open and Honest

Prevention 

Objective

Ensure safe and sustainable services for improved outcomes in maternity and ensure the best start in life.

Improve child health; mental, physical and emotional wellbeing and reduce avoidable illness in later life.

Improve cancer outcomes, reducing smoking, increase screening uptake, early diagnosis and improve patient cancer 

pathway experience including survivorship and end of life care.

Patient centredInclusive Responsive Innovative Empowering Integrity

Ensure patients benefit from treatment, in the right place, at the right time, by the right professional through the provision 

of a simple seamless pathway across Intermediate and Urgent Care.

In hospital

Objective

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

health economy

Improve health outcomes and optimise the length and quality of life for people with and at risk of respiratory disease 

including care at end of life.

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 .

Community 

Care

Objective

Further Development of Primary Care Networks, increasing workforce and digital transformation

Child Health & Wellbeing

Cancer

Respiratory

Working with partners to ensure the successful implementation of system wide Mental Health, Learning Disabilities and 

Autism programmes

Our Vision:

Measured by:

Underpinned by our 

values:

Transformation Programmes

Maternal Health & Wellbeing

Prevention

Locality Networks

Engagement Patient & Carer Empowerment Population Health Analytics Collaboration Research Evidence & Innovation

Medicines Optimisation
Enabled by:

Delivered by:

Integrated commissioning Digital & Technology Training & Leadership

Transformation Programmes

Path 2 Excellence

Cardiovascular Disease (incl. Diabetes)

Transformation Programmes

General Practice

Mental Health, Learning Disabilities and Autism

Enhanced Primary and Community Care

Intermediate and Urgent care

Deliver integrated and patient centred care through the transformation of enhanced primary and community services.

Transforming In Hospital CareTransforming Community Care
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3. Sustainability 

Sustainability is a cross cutting theme in our operational plan and its significance is wider than 

long term financial sustainability.  That said, increasing productivity and ensuring the services 

that we commission are good value for money remain a priority in our plan.  

Workforce shortages pose a threat to delivery and quality of care nationally as well as locally in 

Sunderland. In 2019/20 our plan continues to focus on supporting the sustained delivery of 

services by addressing in hospital and community workforce challenges working with partners.  

Gaps in workforce can challenge the delivery of high quality patient care, because it can make it 

very difficult for important clinical quality and safety standards to be met. Continuously 

improving care and maintaining a clear focus on the quality of care is essential for the 

sustainability of services. Our three year quality strategy, with its focus on effectiveness, safety 

and experience of care, maintains our commitment to assure the quality of services provided to 

patients.  

3.1 Finance 

a) Funding 2019/20 to 2023/24 

 
Delivering safe and sustainable services for the people of Sunderland within available funding is 

a key part of our plan.  

Following the refresh in 2018 of the allocation formula, Sunderland CCG is deemed to have an 

opening distance from target allocation of 7.35% in 2019/20. Sunderland CCG will receive 

growth at a rate lower than the national average but higher than the minimum.  That said, it is 

worth noting that the CCG allocation growth for 2019/20 includes elements of funding which are 

already allocated in the system, such as Provider Sustainability Funding and Agenda for 

Change pressures.  
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The additional growth in allocation for 2019/20, announced in the Autumn Budget in 2018, will 

enable us to meet national requirements, such as: 

¶ Delivering the Mental Health Investment Standard (MHIS). 
¶ Funding activity driven pressures to support the achievement of Constitutional 

Standards.  
¶ Community and primary care investments. 

 

It will, along with drawdown access, also support the wider South Tyneside and Sunderland 
Local Health Economy system recovery plan currently under development.  
 

b) Productivity 

2017 to 2019 was a financially challenging period for the CCG with productivity requirements ï 
QIPP ï of £14.3m in 2017/28 and £11.3m in 2018/19 to remain within available allocations 
following low levels of allocation growth.  
 

We have a strong record of delivery against financial plans and statutory financial duties and 
overall we are on track to deliver the 2018/19 QIPP of £11.3m.  

 

At this time QIPP plans of £6.9m will be required in 2019/20 (1.3%).  However, the CCG has not 
reported In Hospital QIPP requirements due to block contract arrangements. Once these 
arrangements have been agreed as part of the LHE updates, the QIPP requirements will be 
refreshed.   

 

The CCG is utilising £4.5m of drawdown funding to support LHE transitional sustainability in 
2019/20, to fund Health Pathways implementation and to fund enhancements to the general 
practice quality premium in 2019/20.  

 

c) 2019/20 Financial Risks 

The risks in 2019/20 include 

¶ Demand growth above expected funding requirements (e.g. Acute, Prescribing, Packages) - 
£4m in 2019/20. 

¶ Non-delivery of productivity plans - £2.4m in 2019/20 
¶ Other risks arising within system - £2m in 2019/20 

 

We currently expect to be able to mitigate financial risks in 2019/20.   

 
d) Sunderland and South Tyneside Local Health Economy Collaboration 
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As a local health economy system, we have committed to work across organisational 

boundaries to tackle the financial challenge that we will face.  The CCGs and trusts have 

agreed block contract arrangements with a financial risk share to support pressures across the 

system. 

The Sunderland and South Tyneside local health economy submitted a financial recovery plan 

in 2018/19 for the period 2018/19 to 2020/21 which identified a system financial efficiency 

requirement of £133m over the three year period.  Following the release of planning guidance 

business rules and allocation growth figures the LHE are undertaking a refresh of this plan in 

order to assess the revised requirements for 2019/20 to 2023/24. 

e) NHS RightCare  

We have used the NHS RightCare benchmarking data to identify unwarranted variation and 

opportunities to improve health outcomes for the people of Sunderland. In 2019 we will continue 

to work on areas identified in 2016/17 and 2017/18 and apply the RightCare approach.  

For 2019/20 the NHS Long Term Plan asks systems to work with the NHS RightCare 

programme with a focus on cardiovascular and respiratory disease.  Therefore, the CCG will 

continue with the work already implemented to address variation in those areas.  In line with the 

NHS Long Term Plan the CCG has committed to implement a High Intensity User service to 

support urgent and emergency care services and increasing demand. 

3.2 Workforce 

The performance of Sunderlandôs healthcare system is significantly dependent on people 

working in healthcare.  

In Sunderland workforce pressures in hospital present a significant threat to health services and 

compromise the ability to deliver the very best quality of care to Sunderland patients. Sustaining 

safe staffing levels across both hospitals is challenging resulting in high usage of locum and 

agency staff. In addition the age profile of staff forecasts future pressures as more staff reach 

retirement. Workforce pressures also impact on staff morale and wellbeing. 

Workforce is therefore a key driver for the transformation of the services across the two 

hospitals.  

The Path to Excellence transformation programme aims to improve the way current hospital 

services are delivered in South Tyneside and Sunderland in order to support service 

sustainability, improve staff wellbeing and morale and attract more potential new recruits. 

Equally, workforce is a key enabler to the success of the All Together Better Alliance ï the 

programme to transform care in a primary and community setting. A GP workforce group has 

been in place for four years and will continue to support the recruitment and retention of staff in 

general practice via a range of initiatives and in line with the CCGôs commissioning strategy for 

general practice, and the GP Forward View with its focus on workforce. The NHS Long Term 

Plan commits to continue to increase the number of members of the primary care team, such as 

clinical pharmacists and physiotherapists, to support general practice. This proposed expansion 

will need to be worked through in 2019/20 to factor into workforce plans.  
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3.3 Quality and Safety 

In order to achieve our vision to improve the health and wellbeing of local people so they live longer with a better quality of life, we must reduce variation 
in the quality and safety of the care. The quality of the services that we commission and that are provided to our patients will be assured through our 
refreshed quality strategy with its clear focus on the effectiveness, safety and the experience of that care.  The strategy is underpinned by a quality 
framework which enables us to ensure that quality is at the heart of everything we do.   
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Overall objective for 2019/20 
Quality is everybody's business 

Deliverables in 2019/20 
 
Å Continue to review and refresh the quality toolkit and quality framework in line with the quality strategy.  
Å Continue to review transformational schemes using the quality impact assessment policy. 
Å Continue to provide support, oversight of audits and learning processes and challenge to the various groups that monitor quality and safety, 
for example, provider quality review groups, the CCGôs QSC,  NHS Englandôs (NHS E) quality surveillance group (QSG) and the 
safeguarding boards/partnerships.  

Å Continue to lead the learning disability mortality review process and ensure dissemination of learning and to elicit recommendations to 
influence commissioning intentions.  

Å Continue to provide assurance to the Governing Body that the quality and safety of services is being robustly monitored and action is taken 
when required to make improvements. 

Å To lead and support multi safeguarding arrangements in accordance with new legislation in our role as a key statutory safeguarding 
partner. 

Å Continue to ensure considerations relating to safeguarding children and adults are integral to commissioning services and robust processes 
are in place to deliver safeguarding duties.  

Å Continue to provide leadership to the statutory Child Death Review Process as the key statutory partner alongside the local authority. 
Å To ensure safeguarding is ócore businessô within strategic plans. 
Å To work with academic colleagues to influence research and development and embed the use of good quality research and evidence in 

CCG commissioning functions. 
Å Continue to support the CCGôs contracting and performance team to provide assurance that commissioned services are delivered to the 

required standards of performance under the terms of the NHS Constitution, the NHS standard contract and any other national/local 
performance metrics as may be stated within individual contracts and via regulators.  

Å Continue to provide assurance in relation to patient equality and inclusion. 
Å Continue to provide oversight and learning from patient experience reports, litigation, complaints and serious incidents.  
Å Continue to ensure quality and safety representation on procurement panels.  
Å Continue to ensure the governing body is sighted on how commissioned services and member practices are delivering safe and effective 

services via a number of early warning systems.  
Å Continue to support providers to develop a culture where learning from patient safety incidents and from patient experience is embedded in 

everyday practice.  
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4. 2019/20 operational plan requirements 

Published in January 2019, the revised planning guidance (NHS Operational Planning and 

Contracting Guidance 2019/20) requires NHS organisations to produce a one year plan which is 

to address specific requirements in order to deliver the transformation described in the NHS 

Long Term Plan. The organisation level plans combine to form a system level operating plan 

(ICS plan) and are the starting point for the development of five year system plans. 

The planning guidance identifies key priorities for 2019/20, along with deliverables, to transform 

the provision of care in the following areas which were also priorities for the FYFV: 

¶ Emergency care 

¶ Referral to treatment (RTT) 

¶ Cancer 

¶ Mental health 

¶ Learning disabilities and autism 

¶ Primary care and community health 

¶ Workforce 

¶ Data and technology 

¶ Personal health budgets 

4.1 Referral to Treament (RTT) 

We are forecasting in 2019/20 delivery of the constitutional standards in relation to overall 

delivery of referral to treatment (not specialty level) and cancer treatment standards.  

In 2018/19 there have been pressures to deliver the RTT standard in specialties such as 

orthopaedics, urology and rheumatology at City Hospitals Sunderland NHS Foundation Trust 

(CHS NHSFT) and dermatology in County Durham and Darlington (CDDFT) due to workforce 

issues and demand. Rheumatology, gastroenterology and dermatology are pressures for the 

wider Central ICP and as such will be a focus of the ICP plan in 2019/20. 

We are also forecasting to deliver the waiting list reduction as set out in planning guidance and 

have agreed some additional activity in quarter four 2018/19 with CHS NHSFT and CDDFT to 

deliver a reduction which will aid delivery in 2019/20.  Due to the increased waiting list at CHS 

NHSFT, the risks to delivery are high and the CCG is working with CHS NHSFT to construct a 

plan to reduce the waiting list to the required March 2018 levels.  The additional activity levels 

required have been agreed and a plan is being delivered to focus additional activity on-site at 

CHS NHSFT as well as additional activity in the Independent Sector (IS) due to the additional 

capacity that will be needed to reduce the waiting list. 

Orthopaedics is a cost pressure, as well as a performance pressure, to the system. Following 

work in 2018/19 we are now in the process of mobilising a new pathway from April 2019 which 

has been developed by clinical teams to ensure patients are seen by the right professional first 

time. A single point of access will be put in place, maximising the competencies and capacity of  

Sunderlandôs Intermediate Musculoskeletal service. GP orthopaedic referrals will be managed 

by the service and streamed to the appropriate service (community or secondary) for care and 

treatment. We expect the scope to expand and include First Contact Practitioners (national 

requirement) and pain management and to take account of wider ICP work in relation to 

rheumatology. 
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Dermatology is a pressure because of workforce shortages in the hospital service ï there is a 

national shortage of Consultant Dermatologists. Dermatology is pressure for the Central ICP as 

the provider, CDDFT, provides specialist services to South Tyneside, Sunderland and County 

Durham. We are supporting the work of the clinical teams from CDDFT and our community 

dermatology service (provided by South Tyneside Foundation Trust) to ensure that we secure a 

sustainable service using a pathway approach. 

Ahead of the commitment outlined in the NHS Long Term Plan to redesign outpatient services  

we commenced work during 2018/19 with our LHE partners to transform outpatient care in 

South Tyneside and Sunderland. In 2019/20 we will build on the progress we have made 

implementing a number of work streams including using digital technology and alternatives to 

outpatients. 

4.2 Emergency care 

Urgent care remains a pressure because of increasing demand during 2018/19 for emergency 

services at CHS NHSFT. Working with system partners in the All Together Better Alliance 

(ATBA) we have develeped our transformation plan for urgent and emergency care in 

Sunderland in 2018/19, signed off by our Governing Body in January 2019. We anticipate the 

implementation of the transformation plan in 2019 should contribute to improving performance 

in this area and reducing pressure on emergency services at Sunderland Royal hospital by 

ensuring access to local urgent care services ï additional capacity in General Practice extended 

access, an Urgent Treatment Centre (UTC) with direct booking from NHS 111 alongside the 

Integrated Urgent Care (IUC) service.  

In light of the national requirement for a hospital frailty service to be in place by December 2019  

for seventy hours a week, the ATBA will focus early in 2019/20 on developing and implementing 

a whole system frailty model to ensure synergy and alignment across the pathway from 

diagnosis to treatment and management of patients who are frail. 

4.3 Mental health 

In 2019/20 we anticipate potential risks to delivery of national requirements in relation to 

Increasing Access to Psychological Therapies (IAPT), increasing the number of people on GP 

learning disability registers who receive an annual health check and improving the access rate 

to children and young peopleôs mental health services.  

In 2019/20 we will increase investment in mental health services in line with the Mental Health 

Investment Standard. The investment will fund transformation and expansion of services as set 

out in the Mental Health Five Year Forward View as well the 2019/20 deliverables of the Long 

Term Plan, notably for: perinatal mental health; early intervention in psychosis service graded at 

level 3; stabilise and bolster core adult and older community mental health teams and services 

for people with the most complex needs alongside preparing to mobilise a new integrated 

primary and community model as part of the Long Term Plan as part of the ATBA. 

In order to meet the 2019/20 requirement to increase the access rate to IAPT services for 

people with depression and or anxiety disorders to 22 percent at the end of 2019/20 and 25 per 

cent by the end of 2020/21, we will build on earlier work when we were a trailblazer for IAPT for 

long term conditions. We will implement plans to expand the IAPT workforce and have agreed 

recurrent funding into the IAPT services for patients with long term conditions.  
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Health checks for patients on the learning disability register is in a better position now in 

2018/19. The CCG moved from óneeds improvementô to ógoodô for learning disability in the CCG 

Improvement and Assessment Framework (CCG IAF) as a consequence of the work providers 

have done with general practice to ensure that the annual health checks are delivered and 

accurately coded. Plans to achieve the target in 2019/20 to ensure patients on the register and 

additional patients are offered an annual health check will be led by the Mental Health, Learning 

Disability and Autism programme of the ATBA. 

For 2019/20 our spend on Children and Young Peopleôs (CYP) mental health must also 

increase as a percentage of our overall health spend to ensure we continue to deliver enhanced 

access to mental health services for children and young people. We are currently above the 

national requirement for 2018/19 (32 per cent) for the percentage of children and young people 

with a diagnosable condition who receive treatment from a community mental health service. 

We are currently discussing commissioning an online mental health service for children and 

young people with the local authority. 

Delivery of mental health and learning disability requirements, including continuing to reduce the 

number of people with a learning disability, autism or both in inpatient care and the 

enhancement of community services, will be key outcomes for the ATBA. 

4.4 Primary care and community health 

We are in the process of refreshing our CCG general practice strategy (section 5) which aims to 

ensure the sustainability and transformation of general practice in Sunderland. 2019/20 is year 

4 of the strategy and we have made significant progresss in previous years in relation to 

workforce sustainability issues, workload and care redesign. We describe in our delivery plan 

(section 7) how we will meet the requirement by the end of June 2019 for every practice to be 

part of local primary care network, which support groups of practices to come together in 

partnership to deliver care across neighbourhoods.  

4.5 Data and technology 

Digital technology has the potential to transform the way patients engage with services, improve 

the efficiency and co-ordination of care, and support people to manage their health and 

wellbeing.   

As a city we have a solid baseline position with the level of digital maturity across our key 

providers which have supported them to be part of the Global Digital Exemplar (GDE) 

programme. The GDE programme is an internationally recognised NHS provider that delivers 

improvements in the quality of care through the use of digital technology and information. Our 

plans  involve developing new capabilities to enable greater choice of access for patients while 

still maintaining equality for those not ready or able to take advantage of these new methods.  

 We will continue to deploy the technology that underpins and enables the range of new digital 

channels into general practice for patients. Our focus will remain on achieving the target of 75% 

of the population able to access on-line consultations across the city in 2019/20 yet we will aim 

to move further than this target. The other channels, such as video conferencing between 

patient and practice, advanced telephony, patient messaging and patient access, will be 

allowed to mature within our digital exemplar practices and the share and spread approach will 

see its growth and coverage increase across the city. 
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New capabilities from NHS Digital such as the NHS App will be reviewed at a regional level and 

we will develop a strategy for our patients to access the most appropriate technologies to utilise 

and receive benefit from our new digital channels. These channels will be further embedded into 

general practice as part of the change management approach defined by our New 

Consultations Types Programme and is the first step in delivering the NHS Long Term Plan of 

vision of a digital-first primary care offer to patients. 

4.6 Meeting health needs 

The diagram below shows the challenges to be faced, represented in the context of Sunderland 

being a village of 100 people. 

 

6 x

5 x

17 x

3 x

1 x

1 x

6 x

2 x

23 x

Population Age Breakdown

38 x 277,249  

11.5

8.7

17.1%

47

18.1

38.3

11.0%

Population
If Sunderland CCG was a village of 100 people

 Diabetes £1,573
Annual Cost Per Capita

1 Long Term 

Unemployed

Heart Disease

Raised Blood Pressure

18  
Weekly Binge Drinkers

17 Smokers
Cancer

Dementia

Premature mortality rate due to CHD (per 100,000 population)

Severe Mental Illness 11
Obese           1 

Person    

Receiving 

Self Directed Support

Asthma

Stroke

11.5 years  
Difference in Life 

Expectancy at Birth

8.7 years
Difference in Life 

Expectancy at Birth

Long Term Illness

Living in 'Most Deprived' Quintile Actual Population:

Health & Wellbeing

Inequalities in male life expectancy (years)

Inequalities in female life expectancy (years)

Estimated smoking prevalence

Premature mortality rate due to stroke (per 100,000 population)

Premature mortality rate due to  respiratory (per 100,000 population)

Obesity prevalence

Under 5s

5 - 18 years 

19 - 65 years 

66 - 80 years 

81+ years 
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5. Strategic objectives 

Our transformational programmes, summarised on the plan on a page, support the delivery of 

three big strategic objectives which align with the LHE priorities and in turn our vision for Better 

Health: 

1. Prevention 

2. Transforming community care 

3. Transforming in hospital care 

5.1 Prevention 

The NHS Five Year Forward View and the NHS Long Term Plan make it clear that the NHS 

must get serious about prevention. Much ill health could be prevented and although progress 

has been made in helping people to live longer, people in Sunderland are spending too many 

years in poor health.  

Better health should reduce 

the pressures on NHS, social 

care and other public services. 

However we recognise that 

there are many determinants 

of health ï where we live, 

whether we work and the 

support we get from others 

makes a difference to our 

health.  

Health services can directly 

influence health, especially by 

working together, but a broader approach is needed. More can be achieved by working closely 

with partners, agencies, schools, employers, the voluntary sector and the public themselves. 

We know that we lag behind the England 

position in key health outcomes. Getting 

prevention right in Sunderland is key to 

improving health outcomes, reducing health 

inequalities and preventing wholly avoidable 

illness and avoidable use (and pressure) on 

health services. 

There is a substantial amount of evidence 

which shows that people living in the most 

deprived areas have worse health and health 

indicators than those in more affluent areas. 

38% of the Sunderland population live in 

areas that are the 20% most disadvantaged 

across England. In 2019/20 we will continue 

to take action to narrow inequalities, for 

example in reducing smoking in pregnancy and increasing the uptake of physical health checks 

for people with a serious mental illness or learning disability. However we recognise that the 

burden of ill health and disability, as well as early death, is disproportionately focussed on the 
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most deprived populations and they are often the least equipped and resourced to make best 

and appropriate use of services. Addressing health inequalities is key to slowing the growing 

burden (and cost) of disability, loss of independence and premature mortality. In 2019/20, 

working with partners, we will need to plan how we will narrow health inequalities to improve 

outcomes over the next five to ten years.  

 

Preventing early deaths from respiratory, cardiovascular disease and cancer is a key challenge 

that we need to address as a health and care system in Sunderland. Our transformation plans 

seek to pick up problems earlier (detection), stop the problems from getting worse, by providing 

the right care in the community and putting people in control of their health (protect), and 

supporting the whole person ï across physical and mental health. 

Tackling the big four lifestyle risk factors to prevent the illness upstream is also a key challenge 

for us to improve the health of local people as much of the ill health could be prevented from 

occurring in the first place. 

We are working in partnership with South 

Tyneside CCG and the two hospital trusts in 

the local health economy on prevention, as we 

recognise that we can achieve more by 

working together. There is a Prevention and 

Self-Care work stream within the local health 

economy plan and this will support, strengthen 

and complement our approach to prevention 

in Sunderland.  

Cancer and cardiovascular disease continue 

to be a priority in our 2019/20 plan with a 

focus on picking up problems earlier as well 

as stopping problems from getting worse and 

supporting recovery. In 2019/20 we have 

selected respiratory disease as a new clinical 

area to focus on.  

Prevention and supporting good health is important at every stage of life. It matters not only in 

the decisions we make throughout our lives but also in the decisions taken by parents. Child 

health and wellbeing continues to be a priority in our plan in 2019/20 as it was in 2017 to 2019 

including a focus on services targeted at giving children the best start in life and educating and 

supporting the generation of tomorrow. 

The CCG aims to work closely with local partners, to have an evidence based, collaborative 

whole system approach to improve child health with a focus on vulnerable children and families.  

Our second strategic objective to transform community care, also addresses prevention. The 

model of care, that has been tested and developed over the three years of the vanguard 

programme, aims to provide proactive personalised care by integrating health and care services 

around the needs of individuals, with multiple long term conditions, to enable them to live well in 

the community including helping people to get better at managing their own conditions and stop 

the condition from getting worse. 
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a) Maternal Health & Wellbeing 

Maternity services were prioritised for change in phase 1 of Path to Excellence because of 

workforce sustainability issues (staff shortage and reliance on temporary staff) faced by the 

services in South Tyneside and Sunderland and the challenge to meet national standards for 

quality of care.   

The proposed changes to the way the services would be provided in the future sought to 

address the challenges faced to ensure a better, safer service for every woman in the long term. 

The proposal, to combine resources across South Tyneside and Sunderland to help achieve 

sustainable maternity services, was consulted on as part of the Path to Excellence programme. 

In addition the proposals fitted with national recommendations that suggest that maternity 

providers and commissioners work together across populations of at least 500,000 in order to 

ensure services are safe and fit for the future.  

In 2019/20 work will be ongoing with South Tyneside and Sunderland NHS Foundation Trust to 

implement the agreed changes to the maternity pathway to ensure sustainable services and to 

implement the proposals to deliver Better Births ï national maternity transformation plan. 

Giving every child the best start in life is essential for reducing health inequalities across the life 

course as what happens during those early years has a lifelong impact on the health, wellbeing 

and attainment of a child. Working with partners we will continue to drive improvements in 

womenôs health by:  

¶ Reduction of the prevalence of smoking during pregnancy. 

¶ Promotion of breastfeeding and good early nutrition. 

¶ Supporting emotional wellbeing and the development of resilience. 

 
Whilst there are universal NHS stop smoking services, provided locally through pharmacies, 

primary care and maternity services, a new smoking in pregnancy pathway is to be 

implemented by April 2019 by Public Health.  At a regional level the Local Maternity System 

(LMS) is also focused on reducing smoking in pregnancy through its prevention workstream.  

Perinatal mental health is a key area of improvement in the Five Year Mental Health Forward 

View and the national and local maternity transformation programme. We are continuing to 

increase capacity to specialist perinatal mental health services. In September 2018, we joined a 

regional pilot along with South Tyneside, which allowed pregnant and new mothers, 

experiencing mental health difficulties access to specialist perinatal mental health community 

services. This pilot expanded the existing provision of specialist perinatal link workers within the 

IAPT service and the mental health rapid assessment, interface and discharge service (RAID) 

based in Accident and Emergency at Sunderland Royal hospital. 

Along with other CCGs in Northumberland, Tyne and Wear we have agreed to recurrently fund 

this service from April 2019. 

b) Child Health & Wellbeing 

This transformation programme within our operational plan is part of a whole system approach, 

working with our partners, to change childrenôsô lives for the better.   
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Our child health and wellbeing transformation programme wholly supports the delivery of priority 

three of Sunderlandôs Children and Young Peopleôs Plan (2017ï 2020), namely óchildren and 

young people enjoy good health and wellbeingô. 

Sunderlandôs Children and Young Peopleôs Mental Health and Wellbeing Transformation Plan 

(2015-2020) is refreshed annually.  The priorities for 2019/20 plan were developed and agreed 

by the Child and Adolescent Mental Health Partnership, using insights and data from partners 

including NHS, third sector providers, the local authority, Together for Children and 

representation from local schools, carers and Sunderland University. Feedback from children 

and young people, gathered by Together for Children, also informed this prioritisation work.  

The following principles will guide the delivery of the 2019/20 priorities set out in section 7: 

 

¶ Ensuring children and young people and their families and carers have input into the reform 

and development of services. 

¶ Enabling children, young people and their families/carers to access the most appropriate 

intervention for their level of need, at their point of need. 

¶ Intervening quickly, and reducing unnecessarily long waiting times is important to prevent 

deterioration in children and young peopleôs mental health. 

¶ Ensuring access to services in the least stigmatising setting, which meets their needs. 

¶ Ensuring capacity meets the demand for high volume, low intensity interventions to 

moderate demand for more specialised services. 

¶ Ensuring the provision of early years interventions to deliver whole family approaches to 

promote effective therapeutic parenting. 

¶ Empowering all front line staff, including those that work in schools, to support the mental 

health needs of children and young people. 

¶ Ensuring equitable access to mental health support, including across all schools. 

¶ Promote evidence based competency across all professionals working with children and 

young people with mental health issues. 

¶ Harness digitally-enabled therapies to improve access. 

¶ Ensuring children and young people receive support that meets their individual needs and 

not their circumstances. 

¶ Ensure the needs of children and young people presenting with increasingly complex mental 

health issues (who may be in crisis) are addressed to continue to reduce the use of inpatient 

services. 

¶ Ensure young people are supported to transition into adult services. 

 

The Childrenôs Strategic Partnership in Sunderland has made a commitment to develop a 

strategic and collaborative approach to prevention and early help for children. The Partnership 

has sponsored a three year óPreventing illness in later life and promoting self-careô programme 

to improve health and wellbeing outcomes in children and reduce illness in later life focusing on 

obesity, alcohol attachment and mental health.  

The programme is a collaboration between the CCG, providers, partner agencies and 

volunteers with the aim of: 

¶ Creating a greater understanding among children (and families) of good physical and mental 

health. 

¶ Communicating the importance of lifestyle choices. 

¶ Empowering families to achieve healthier lifestyles through improving physical activity 

levels. 
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¶ Reducing childhood and teenage obesity levels. 

¶ Reducing alcohol related injuries.  

¶ Reducing levels of anxiety, mental illness and self-harm. 

¶ Improving feelings of wellbeing and happiness.  

 

c) Cancer 

The FYFV, the NHS Planning and Contracting Guidance 2019/20 and the NHS Long Term Plan 

identify cancer as a clinical priority. For Sunderland cancer is one of the main causes of 

mortality accounting for 30 per cent of the deaths. Collectively cancers account for 17.9 per cent 

of the gap between the Sunderland and England average for male life expectancy and 29.1 per 

cent of the gap in female life expectancy. In response we set cancer improvement as a priority 

in our 2016/17 operational plan and developed a five year local cancer plan to implement the 

strategic aims and priorities of the national five year cancer strategy. This plan was launched 

with our member practices in December 2016 and was agreed by the Sunderland Health and 

Wellbeing Board in March 2017.  

Our vision is óto prevent as many people from ever having to experience cancer in the first 

placeô. 

Our local cancer plan sets out how we aim to improve cancer outcomes by implementing 28 

local priorities across six areas: prevention, early diagnosis, waiting time standards, patient 

experience, living with and beyond cancer, investment and commissioning.  

In 2019/20 we will continue taking forward our activities across these six areas. 

  

d) Respiratory 

This transformation programme is new to our operational plan in 2019/20 because we recognise 

as a system that despite highly committed NHS staff delivering great care across primary, 

community and hospital care settings, health outcomes are poor when we compare Sunderland 

to similar systems.  

Along with cancer and cardiovascular disease more people die early from respiratory diseases 

in Sunderland compared to other areas:  

¶ Smoking remains the greatest contributor to premature death and a key risk and it is a 

priority for Sunderlandôs Health and Wellbeing Board. Although we have made progress 

over recent years to reduce smoking prevalence we are significantly worse than other 

systems and the England average ï 18 per cent of adults smoke compared to 15 per cent 

across England.  

¶ Sunderland has a higher proportion of people diagnosed with chronic obstructive pulmonary 

disorder (COPD) recognising that there could also be more people with this condition who 

have not yet been diagnosed.  

¶ Compared to other areas, more people with respiratory diseases in Sunderland are admitted 

into hospital as an emergency and although this will be seasonal there appears to be a link 

to immunisation (for flu and pneumonia), deprivation and wider determinants of health.  

Over the course of the last few years we have tested and implemented new approaches: 
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¶ Implementing of MyCOPD, a digital app to support patients to self-manage including 

improving inhaler technique;  

¶ Reviewed and revised prescribing guidelines for primary care;  

¶ Delivered accredited training for practice nurses and healthcare assistants to support 

accurate diagnosis of COPD. 

A number of outcomes for the All Together Better Alliance are also aligned to driving 

improvement in these conditions. 

In 2019/20, we will work collaboratively with partners across the four programmes of the ATBA 

as well as hospital services to review the current pathway for prevention, detection, treatment, 

management and end of life.   We will identify opportunities to prevent respiratory diseases, 

reduce variation and improve health outcomes. The output will be an agreed system plan of the 

key priorities that we need to get behind to drive improvement in the health outcomes for 

Sunderland. 

e) Cardiovascular disease including diabetes 

We selected cardiovascular disease (CVD) in 2016/17 as a priority for transformation because 

of health need and following a review of benchmarking information from NHS RightCare. 

Furthermore, CVD disproportionately affects people from the poorest communities. Thirty eight 

per cent of the Sunderland population live in areas that are among the twenty per cent most 

disadvantaged across England. Poor cardiovascular health can cause heart attacks, strokes, 

heart failure, chronic kidney disease, peripheral arterial disease and the onset of vascular 

dementia. 

 

We recognised that there is a huge opportunity to make a difference in improving CVD 

outcomes given that the majority of CVD cases are preventable. Risk factors, such as obesity, 

physical inactivity, smoking and drinking at unsafe levels, can all be modified to help reduce a 

personôs risk of developing CVD. The NHS Long Term Plan includes a major ambition to 

prevent 150,000 strokes, heart attacks and dementia cases over the next 10 years.  

 

Early detection and treatment of CVD can help patientôs live longer and healthier lives as too 
many people are living with undetected high-risk conditions. Improving the detection and 
treatment of the high risk conditions of atrial fibrillation (AF), hypertension (high blood pressure) 
and high cholesterol has the potential to unlock considerable health gains. 
 
Our 2019/20 delivery plan focuses on improving the detection and management of 
hypertension, atrial fibrillation (AF), cholesterol and hyperglycaemia. We will build on work 
undertaken in 2018/19 with our GP practices to ensure that once identified, patients are treated 
optimally.  
 
In 2018/19, our plans in relation to diabetes have focused on the prevention of type 2 diabetes 

as well as improving care and outcomes for patients who are diagnosed with the condition. In 

2019/20, we will continue to build on this approach including:  

¶ Continuing to support GP practices with the roll out of the NHS Diabetes Prevention 

Programme, sharing good practice to ensure as many people as possible get to benefit from 

the programme. 

¶ Reducing variation to ensure optimal care is provided for patients with diabetes.  

¶ Improving the support available for people to manage their own health (including adopting 

digital solutions and improving access to structured education)  
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5.2 Transforming community care 

The Long Term Plan describes how the NHS will move to a new service model where patients 

access better support and joined up care at the right time in the optimal care setting.  The 

expansion of community (integrated) health teams and the establishment of primary care 

networks (PCNs) will be required under the new national standards to provide support to people 

in their own homes as an alternative to hospitalisation.  This reform will be enabled by 

investment in primary medical care and community services growing faster than the overall NHS 

budget. 

Securing the care model 

In Sunderland since May 2013 we have been working towards delivering a vision for the future 

for out of hospital care with the aim of promoting health and wellbeing, delivering quality care for 

patients and carers, and ensuring sustainability of the system. 

As a óVanguardô site we had an opportunity over three years to develop, test and implement our 

out of hospital care model under the All Together Better (ATB) Sunderland programme making 

major progress and achieving significant success. When the programme ended in 2018 we took 

the decision to enhance the care model and secure it for the longer term. It was agreed that the 

care model would be enhanced by including and integrating all out of hospital services into one 

model of care, which is secured formally using an alliance approach.  The aim was to have an 

effective alliance in place by April 2019. 

 

Establishment of the Alliance 

Since March 2018 we have worked collaboratively with providers and the Local Authority to 

develop the alliance approach for Sunderland, now known as the All Together Better Alliance 

(ATBA). The development and implementation of formal alliance arrangements have been 

overseen by a Shadow Board during 2018 with extensive engagement from stakeholders and 

providers in Sunderland.  

It is intended that the alliance approach will focus on ñperson centred proactive and coordinated 

care which will support appropriate use of health and care services, will improve patient and 

carer experience and outcomes, ensuring people will live longer with better quality of lifeò. 

The All Together Executive Group is now established as an independent alliance to undertake 

and be principally responsible for the overall integrated delivery of all out of hospital services in 

line with the strategic objectives of the CCG. 

Scope of the Alliance 

 

The out of hospital services have been organised into four programmes acting as the 

implementation and delivery mechanism for the ATBA Executive Group.  The programmes are 

General Practice, Mental Health, Learning Disabilities and Autism, Enhanced Primary and 

Community Care and Intermediate and Urgent Care.  

The Executive is responsible for establishing, resourcing and facilitating each programme.  

Each programmeôs objectives include the oversight of service delivery, transformation, 

outcomes, and financial efficiencies across organisational pathways where appropriate. 

Programmes will have a lead Senior Responsible Owner (SRO) and Senior Responsible 
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clinician (SRC) who will be a member of the executive group, ensuring governance and clinical 

leadership at every level. 

Membership of the programmes will be inclusive and bound by terms of reference supporting 

integration, transformation and collaboration.  The ATBA will proactively work across 

organisational boundaries to improve pathways, ensuring engagement and transparency in 

developing recommendations for decision making, within the scheme of delegation. 

A number of enabling workstream groups are also established to recommend to the ATBA how 

each area may be undertaken within the alliance e.g. recommend how quality is undertaken 

within the ATBA.  Reporting mechanisms to provide assurance, of delivery across the system, 

to the CCGôs Governing Body will also be established. 

 
Deliverables for 2019/20 

Implementation of the ATBA model 

¶ Ensure the Alliance Executive Group continues to implement the alliance model to become 

principally responsible for overall integrated delivery, performance, outcomes and system-

wide overview of: 

o General practice; and 

o Mental health, learning disability and autism services; 

o Enhanced primary and community care services; 

o Intermediate and urgent care services. 

 

Implementation of programmes 

¶ Resource and facilitate the development of each programme to undertake and be 

responsible for overall integrated delivery, performance, quality, outcomes and system-wide 

overview of its programme and work with other programmes. A key priority is the 

development of the transformation agenda.  

Implement enabler workstreams  

¶ Review and consider implementation of any recommendations of enabling work stream 

groups to ensure the effectiveness of the alliance model. In particular this will include the 

development and implementation of a: 

o Communication strategy, including regular provider forums  

o Financial framework including, planning, governance and control, reporting and 

management. 

Develop an ATBA Long Term Delivery Plan   

¶ Develop and agree a long term (5 year) plan for the All Together Better Alliance that aligns 

to the NHS Long Term plan and the vision and objectives of the CCG.  

Wider system working  

¶ Ensure the ATBA represents out of hospital within the Integrated Care Partnership 

/Integrated Care System arrangements, collaborating effectively with other stakeholders to 




