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1 INTRODUCTION
1.1 Under Pressure

1.1.1 The demand for services from Health and 
Adult Social Care is rising. People are living 
longer, but not always in good health, and 
local authorities are increasingly supporting 
adults with multiple and complex needs. Rising 
demand, coupled with funding reductions from 
central government, workforce pressures and 
the escalating cost of care has resulted in a 
Health and Adult Social Care system under 
significant pressure.

1.1.2 Nationally, local authorities have responded to 
this challenge through innovation, efficiency 
and improved integration with health – but 
further transformation is required. To deliver a 
system equipped for the future, Councils must 
work collaboratively with health partners, local 
organisations, service users and their carers to 
deliver joint, outcome-based solutions, improved 
‘population health’1 and whole system change.

1.1.3 Planning such change amidst funding uncertainty 
is a challenge. Longer term funding intentions 
are required to facilitate effective joint planning 
at a local level. At the beginning of 2019 NHS 
England published the NHS Long Term Plan, 
which sets out ambitions for improvement over 
the next 10 years. An Adult Social Care Green 
Paper is now anticipated. Our joint plans shall 
be reviewed upon launch of the Green Paper 
which, together with the NHS Long Term Plan 
will provide a national strategic framework to 
support integrated working going forward.

1.2 An Integrated Future

1.2.1 Notwithstanding the national and local 
system pressures Enfield has progressed well 
in its integration journey to date, and both 
organisations (LBE and CCG) continue in 
their joint commitment to deliver integration 
at a local level. Working together, we have 
already delivered a range of integrated services 
funded through the Better Care Fund/Section 
75 Agreements. This includes the roll out of 
an extensive Integrated Care Programme, a 
fully Integrated Learning Disability Service, 
an Integrated Community Equipment Service 
(ICES) and Integrated Commissioning functions. 

1 https://www.kingsfund.org.uk/publications/what-does-improving-
population-health-mean?gclid=EAIaIQobChMI9enwjda24QIVzLztC
h2uVgmoEAAYASAAEgIMJ_D_BwE

1.2.2 But there is more to do. We will increase the 
pace and scale of integration and build on 
previous success to deliver key priorities under 
the integration agenda as follows: 

 The delivery of these priorities shall be 
supported by Integrated Care System 
Development.

Integration Priority Area 1
Integrated Care in the Community

1.2.3 We shall seek to develop integrated care models 
to deliver services in the community where 
possible, including a single point of access 
for patients/service users. We will embed 
principles of prevention and reduction of health 
deterioration in all planning and commissioning 
activity to support the self management of long 
term conditions. We will deliver the priorities of 
the Borough Partnership Board and the Health 
& Wellbeing Board through development of 
Primary Care Networks.

Priority Area 1
Integrated Care in the 

Community

Priority Area 2
Financial Sustainability 

& System Resilience 

Priority Area 3
Prevention

Priority Area 4
Population Health

Priority Area 5
Infrastructure & 

Estates

Priority Area 6
Mental Health

Quality, Safety, 
Sustainability, 

Safety User 
Experience,
Equalities & 

Diversity
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Integration Priority Area 2 
Financial Sustainability & System Resilience

1.2.4 We shall seek to increase system resilience and 
seven day working by focussing on additional 
resources for front line staff to facilitate the 
safe discharge of patients without unnecessary 
delay. We shall develop joint market facilitation 
plans to create sustainable and diverse care 
and support provision and an integrated 
workforce strategy to equip staff with the skills 
and knowledge needed to deliver person 
centred care closer to home.

Integration Priority Area 3
Prevention

1.2.5 We shall seek to provide information, advice 
and guidance in different formats to reflect our 
changing demography, to promote prevention, 
limit the escalation of health conditions and 
help people manage their own care and health 
needs. Service users and carers will be fully 
involved in decisions about health and social 
care support and we will provide independent 
advocates to support their involvement when 
necessary. We will substantially support service 
users to self-care and self-manage in their aim 
to stay as healthy as possible. 

Integration Priority Area 4
Population Health 

1.2.6 We shall seek to deliver collaborative models 
of care that meet outcomes whilst also being 
financially sustainable and drive evidence 
based joint commissioning with a shared 
understanding of current need, future demand 
and cost. We shall embed consideration of 
‘population health’ in our commissioning 
approach to maximise the positive impact of 
wider influences on health e.g. community, 
housing and environment. Our population 
currency will be the new primary care networks.

Integration Priority Area 5
Infrastructure and Estates

1.2.7 We shall seek to improve integrated information 
sharing and technology so that services can 
work together in the most effective and efficient 
way, including ensuring that our physical assets 
(land/buildings) are put to the best use.

 

Our Approach to Delivering Integration

1.2.8 The delivery of these priorities shall be supported 
by our local Integrated Care System, which we 
shall continue to improve and develop. This will 
include the development of integrated teams 
around our primary care networks which aim 
to manage populations through assessment, 
treatment, recovery and prevention.

1.2.9 A shared commitment to develop and deliver 
services that are of high quality, sustainable and 
safe, shall underpin our approach to integration, 
as shall the views and experience of patients/
service users and their carers. In driving forward 
this collaborative agenda, we are committed to 
delivering the health and care outcomes that our 
communities have told us are important to them.

1.2.10 Local consultation undertaken by Healthwatch 
to guide the borough’s Health & Wellbeing 
Strategy has shown us that eating more 
healthily, doing more exercise and having 
positive mental health including reducing social 
isolation and loneliness are key areas of priority.

1.2.11 We shall also regularly use survey information 
to guide our local approach, including Survey 
feedback from Carers and people who use 
Adult Social Care services.

1.3 Purpose of Document

1.3.1 This document seeks to embed the strategic 
alignment of priorities across health (CCG) and 
adult social care (local authority) in a single 
shared document. It has been developed to:

• set out a shared vision of health and adult 
social care services, that aligns organisational 
goals and presents a whole system approach 
to commissioning services

• detail headline local authority commissioning 
priorities for health and adult social care

• detail shared commissioning priorities 
across the CCG (health) and local authority 
(health and adult social care) organisations, 
including key priorities for integration

• provide an action plan for delivering priorities 
that details (where relevant and appropriate) 
joint accountability for outcomes and 
governance structures for decision making
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1.3.2 The document sets out some of our key 
priorities for a three-year period 2019-2022. 
It is intended to complement existing service 
area commissioning strategies and provide a 
joint vision to which service area detail can be 
underpinned.

1.4 Scope of Document

1.4.1 Enfield’s Health & Wellbeing Strategy sets out 
priorities for improving the health and wellbeing 
of Enfield’s whole population. The upcoming 
revision of this document (2019-2022) centres 
on behaviour change with a focus on tackling 
inequality in the opportunities people in Enfield 
have to make choices which have a positive 
impact on their overall health. 

1.4.2 This document is intended to complement 
Enfield’s Health and Wellbeing Strategy, 
however it is distinct from this overarching 
framework, in that it focusses on adult 
and older people populations with (or at 
particular risk of developing) health and 
social care support needs. To facilitate a 
considered approach to young people in 
transition from child to adult services, this 
document shall also include reference of 
transitional populations (16-18 years). 

1.4.3 Enfield’s Family Resilience Strategy2 covers 
priority areas for the commissioning of services 
for children and young people. The strategy is 
currently being refreshed and will incorporate 
a framework setting out key priorities. These 
priorities are likely to focus on families affected 
by crime or antisocial behaviour, children not 
attending school, children who have received 
a social care intervention, families at risk of 
being out of work, domestic abuse and more 
generally health and wellbeing.

1.5  Governance and Monitoring

1.5.1 This document is governed by the Joint Health 
& Social Care Commissioning Group. The Joint 
Commissioning Group is governed by, and 
reports to the Health & Wellbeing Board as 
illustrated below.

1.5.2 The Joint Commissioning Group will undertake 
monitoring of all joint actions detailed in the 
document’s action plan and provide regular 
update to the Health & Wellbeing Board 
on progress. Whilst primarily an integration 
document, headline priorities solely of Adult 
Social Care are also included in this strategy. It 
is noted that Adult Social Care actions shall be 
the governance and monitoring responsibility of 
Adult Social Care representatives of the Joint 
Commissioning Group. 

2 https://new.enfield.gov.uk/enfieldlscb/wp-content/uploads/2017/06/
Family_Resilience_Strategy_April_2017.pdf

Priority 
groups

JSNA steering 
group

JHWBS task and 
finish group

1. Mental Health 
Partnership Board

2. Older People’s 
Partnership Board

3. Learning Disability 
Partnership Board

4. Carers Partnership 
Board

HWB

HIP
Joint 

Commissioning 
Group
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2 CONTEXT
2.1 A Changing Population 

2.1.1 The demographic of Enfield is changing. The 
population of the borough is increasing and 
people are living for longer. Enfield is the fifth 
largest borough in London. The total population 
is set to increase from 348,000 in 2019 to 
391,600 in 2030. The number of people over 
65 years of age is forecast to increase by 34% 
by 2030, from 45,400 in 2019 to 61,100 in 
2030. This increase poses a significant local 
challenge in terms of developing services to 
meet future demand.

2.1.2 The most populous wards are currently 
Edmonton Green, Upper Edmonton, Enfield 
Lock and Lower Edmonton Over the next 5 
years Southgate Green (up 12%), Ponders End 
(11%) and Bowes (8%) are set to be amongst 
the fastest growing wards in Enfield. In terms 
of older people populations, wards with highest 
populations of older people include Highlands, 
Grange, Cockfosters. Just over 19% of people 
living these wards are 65 years of age and above 
– compared to the borough average of 12%.

Total percentage of residents aged over 65 
by Ward
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2.1.3 In respect of Ethnic Diversity, Enfield Council 
estimates that 34.8% of the borough’s 
population were of white British ethnicity in 
2017 (down from 40.5% at the time of the 2011 
census). Enfield is notable for a particularly 
large ‘white other’ population. In 2017, 23.1% 
of the population came under this category 
which included what are probably still the 

largest Turkish, Turkish Cypriot, Greek and 
Greek Cypriot communities in England, as 
well as sizeable communities from a number 
of countries in eastern Europe. 18.3% of the 
population were estimated to come from a 
black ethnic group.

2.1.4 Enfield is also one of the most highly deprived 
Outer London boroughs. It ranks as the 14th 
most deprived London Borough. Nationally, 
Enfield is ranked 64th most deprived out of the 
326 local authority areas in England. Levels 
of deprivation vary considerably across the 
borough, and there is a stark east-west divide. 
Wards within the east of the borough, including 
Edmonton Green, Upper Edmonton, Lower 
Edmonton have been identified as ranking in 
the most deprived 10% of wards in England. 
Over half of Enfield’s wards fall within the most 
deprived 25% of wards in England. Conversely, 
areas in the west of the borough including 
Cockfosters, Grange Highlands and Winchmore 
Hill have been identified amongst the least 
deprived areas of England.

2.1.5 But what does this demographical forecast 
mean for health and adult social care? 
Population rises are set to increase pressure 
on local health and adult social care services, 
as the need for care and support escalates. 
The increasing demand for services to manage 
long term conditions (evidenced to be more 
prevalent among older people and those in 
socially deprived groups) presents a particular 
local pressure, and one to which we must work 
together to respond.

2.2 National Drivers for Change

2.2.1 Following the introduction of the Health & Social 
Care Act (2012) which established clinically led 
commissioning, local Healthwatch organisations 
and shifts in Public Health responsibilities, the 
Care Act 2014 marked a fundamental shift 
in our health and social landscape. The Act 
increased local authority responsibilities in 
relation to prevention, wellbeing, information and 
advice, advocacy, assessment, safeguarding, 
market shaping and more. It is built around 
people’s needs and what they want to achieve 
in their lives and seeks to rebalance the focus 
of care and support towards promotion of 
wellbeing and preventing or delaying needs, 
putting people at the heart of the system. 

Our Joint Health & Adult Social Care Priorities 2019-2022

6



2.2.2 Local authority duties embedded within the Care 
Act have provided a helpful platform upon which 
to focus and extend joint working in respect 
of prevention, information and advice, market 
shaping, personal budgets and safeguarding. 
This joint focus shall continue and build. 

2.2.3 The recently published NHS Long Term Pan, 
further embeds the importance of collaborative, 
integrated approaches to health and social 
care. Key priorities and objectives of this 10 
year plan are set out below:

Improving Quality and Outcomes

• Waiting time targets and access standards 
for emergency mental health services from 
2020

• Increased focus from Care Quality 
Commission on system-wide quality

• New rapid diagnostic centres for cancer 
from 2019

Prevention

• Funding for new evidence-based 
prevention programmes focused on 
smoking, obesity, diabetes, alcohol related 
A&E admissions and air quality

• A focus on reducing health inequalities 
over the next decade

New Service Models

• Introduction of new primary care network 
contracts to extend scope of primary/
community services

• A focus on social prescribing and personal 
health budgets and support for improved 
self-management of long term conditions

• Same day emergency care model increasing 
same day discharge from 20% to 33%

• New clinical assessment service as a 
single point of access for patients, cares 
and professionals

• Reforms to diagnostic services including 
investment in CT and MRI scanners

HILL JUBILEE

UPPER EDMONTON

EDMONTON GREENHA
SE

LB
UR

Y

GREEN
PALMERS

BOWES

GREEN
SOUTHGATE

PARK

HILL
WINCHMORE

EDMONTON
LOWER

SOUTHBURY

COCKFOSTERS

BUSHSOUTHGATE

TOWNHIGHLANDS

GRANGE

CHASE

PONDERS END

HIGHWAY
ENFIELD

STREET
TURKEY

LOCK
ENFIELD

Deprivation – Position 
Nationally
0 to 0.1 represents the worst 
10% nationally

 0.001 to 0.1 (3)
 0.1 to 0.2 (7)
 0.201 to 0.5 (4)
 0.501 to 0.999 (7)
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Digital Care

• Availability of choice of GP via Digital First 
primary care offer

• Availability of video consultations
• Full digitisation for all trusts by 2024 with 

Chief Clinical Information Officers in place 
by 2022

Workforce

• Potential introduction of formal regulation 
of senior NHS managers and NHS 
leadership code outlining cultural/
leadership values of NHS

• More doctors encouraged to be generalists
• Mandatory introduction of flexible rostering
• Apprenticeships introduced and £2.3m 

investment in volunteers

Finance

• 3.4% funding growth over the next 5 years
• Increased funding for primary and 

community care of £4.5billion and mental 
health care of £2.3billion more a year

• Worst financially performing NHS 
trusts subject to NHS improvement-led 
accelerated turnaround process

• Finance recovery fund to be set up, 
accessible to Trusts with identified financial 
risks

• NHS expected to save £700million 
from admin costs in the next 5 years 
(£290million from commissioners and 
£400million from providers)

Structural Reforms

• Integrated care systems in two years’ time 
with a single CCG for each ICS

• ICS will have legal shared duties and ability 
to create joint CCG/Provider committees

• Legislative change considered to provide 
commissioners with more flexibility to 
adapt procurement rules and remove the 
role of Competition and Markets Authority 
in NHS merger and acquisitions

• Explore opportunities to fund public health 
services through NHS budget

• NHS England and NHS Improvement 
empowered to establish joint committees

2.2.4 The importance of population health is 
increasingly recognised including within the 
Prevention Green Paper ‘Advancing our health:  
Prevention in the 2020s’. This recognises that 
building ‘health’ and remaining well extends far 
beyond ‘healthcare’ to include all that influences 
how we live, work and play. This means that if we 
are to improve health it is incumbent upon us to 
recognise the importance of place and to work 
across systems recognising the influence these 
have upon our mental and physical health.

2.2.5 The diagram below illustrates the broadened 
responsibility and importance of action across 
(and interplay between) wider remits, including 
the places and communities we live in (and 
with), our health behaviours and lifestyles, wider 
determinants of health and an integrated health 
and social care system.3

2.3 Local Drivers for Change

2.3.1 Local drivers for change reflect and support our 
integration agenda. Enfield’s Corporate Plan 
‘Creating a lifetime of opportunities in Enfield’ 
(2018-2022) sets out the Council’s aims and 
priorities up to 2022. The Council will continue 
to play a full part in supporting our Borough to 
move ahead. By prioritising objectives, continuing 
to manage resources effectively and exploring 
new and innovative ways of providing services, 
the Council will deliver real improvements to the 
lives and wellbeing of residents. The plan aims to:

• deliver good homes in well connected 
neighbourhoods

• sustain strong and healthy communities
• build our economy to create a thriving place

3 https://www.kingsfund.org.uk/publications/what-does-improving-
population-health-mean?gclid=EAIaIQobChMI9enwjda24QIVzLztC
h2uVgmoEAAYASAAEgIMJ_D_BwE

  
 

The wider 
determinants 

of health

Our health 
behaviours and 

lifestyles

An integrated 
health and 

care system

The places and 
communities 

we line in, 
and with
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2.3.2 Working collaboratively to support 
independence, health and wellbeing is integral 
to this plan which includes priorities to:

• protect those most in need by continuing 
to deliver the services and safeguarding 
measures they rely on

• work smartly with our partners and other 
service providers so that as many people as 
possible are able to live independent and full 
lives

• build measures into all our strategies and 
projects that will help improve public health 
and peoples wellbeing

 A full version of Enfield’s Corporate Plan can 
be located: https://new.enfield.gov.uk/services/
your-council/our-vision-aims-and-values/

2.3.4 At a regional level Enfield is committed to 
the North London Sustainability and 
Transformation Partnership (STP), of which 
constituent organisations include Enfield CCG, 
Enfield Council and local NHS Trusts. Priorities 
agreed across this partnership at a regional 
level are set out below, and shape joint priority 
setting locally.

• Helping people stay healthy and well
• Involving local people as partners in health 

and care
• Building health and care services near to 

where people live
• Services people can rely on in an emergency
• Planning and delivering the care people need, 

when they need it, and in the right setting
• Supporting people to stay mentally well and 

to recover from mental ill health and thrive
• Helping people and families survive the 

impact of cancer
• Giving mothers-to-be more choice and better 

support
• Giving children and young people the best 

start in life
• Creating a caring and compassionate health 

and care workforce
• Making the best use of buildings owned by 

partners and making sure they are fit for 
purpose

• Harnessing the power of technology
• Balancing the books

2.3.5 A full version of the North London STP can 
be located https://www.candi.nhs.uk/about-
us/north-central-london-sustainability-and-
transformation-plan

2.3.6 STP areas are required to submit their response 
to delivery of the Long Term Plan by September 
2019.

2.3.7 At a borough level, our health and social care 
partnership continues. Enfield’s Joint Health 
& Wellbeing Strategy sets out how partners 
will work together to improve the health and 
wellbeing of all Enfield residents and reduce 
health inequalities across the borough. 
The strategy is built upon a multi-agency, 
collaborative approach to identifying local need 
and our commitment to health and social care 
integration supports key priority areas of this 
strategy.

2.4 Vehicles for Integration 

2.4.1 A joint approach to delivering shared priorities is 
supported by Enfield’s Better Care Fund and 
Section 75 arrangements. 

2.4.2 The Better Care Fund (BCF) is a programme 
spanning both the NHS and local government 
which seeks to join-up health and care services, 
so that people can manage their own health 
and wellbeing and live independently in their 
communities for as long as possible. The 
BCF has been created to improve the lives 
of some of the most vulnerable people in our 
society, placing them at the centre of their care 
and support, and providing them integrated 
health and social care services, resulting in an 
improved experience and better quality of life. 
https://www.england.nhs.uk/ourwork/part-rel/
transformation-fund/bcf-plan/

2.4.3 In Enfield we already have a range of integrated 
services funded through the BCF. This includes 
an extensive Integrated Care Programme 
plus Mental Health, Safeguarding, Long Term 
Condition, Carer, Third Sector and Infrastructure 
projects. Enfield’s BCF now also incorporates 
pooled health and social care budgets as set 
out in our Section 75 Partnership Agreement. 
Projects under our BCF programme focus of 
delivering key outcomes including:

• reductions in Emergency admissions to 
hospital

• reductions in residential/nursing care 
placements

• reductions in delayed transfers of care
• increases in the proportion of people enabled 

to live independently following support
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2.5 Financial Context

 Adult Social Care Resources 

2.5.1 Nationally, demand growth coupled with 
central government funding cuts have placed 
Adult Social Care services under inordinate 
pressure. Projected spend on Adult Social Care 
nationally does not match the projected cost of 
demand growth. A funding gap of £1.5billion 
is anticipated in 2020/21, rising to £6billion by 
2030/31. 

2.5.2 Locally, Enfield Council’s Adult Social Care 
budget represents approximately 28.8% of the 
Council’s entire budget. Of the total £227.86 
million Council budget in 2018/19, Adult Social 
Care Services were allocated £65.8 million. 
Gross Adult Social Care spend projections 
(2018/19) are set out in the pie chart below, 
to illustrate how this funding is proportionally 
spent. 

Gross Adult Social Care spend projection, 
2018/19

l Customer Pathway Older People 65+ 67.51%
l Learning Disabilities 31.24%
l Independence and Wellbeing Services 10.51%
l Mental Health 9.24%
l Strategy and Resources 5.49%
l Customer Pathway Physical Disabilities 5.26%
l Directorate and Contingency 0.75%

 Enfield CCG Resources

2.5.3 The CCG continued to experience significant 
financial challenges in 2018/19 which were 
reflected across the healthcare sector as a 
whole. Rising patient numbers, increasing 
acuity and nationally set increases in the cost of 
drugs prescribed by local General Practitioners 
have increased pressures on the CCG’s 
finances in 2018/19. In addition the CCG has a 
requirement to meet important performance and 
spending targets in areas such as Mental Health 

and Primary Care and has continued to work 
with partner organisations across the Health, 
Local Authority and third sector to ensure care 
is provided in the most appropriate setting.

2.5.4 Of the CCG’s total £498.6m expenditure in 
2018/19, £274.9m or 55%, was spent on 
acute (hospital-based) and integrated care 
(community-based) services in 2018/19. 
The vast majority of this spend was on the 
provision of care services at the CCGs two 
main Acute Hospitals: Royal Free London 
NHS Trust and North Middlesex University 
Hospital NHS Trust. The CCG’s main provider 
of mental health services, Barnet, Enfield & 
Haringey Mental Health NHS Trust, accounted 
for more than two-thirds of the £51.2m spend 
on mental health services during 2018/19. 
Smaller contracts were in place with other NHS, 
community and voluntary sector providers. The 
CCG continued to pool resources and work 
collaboratively with Enfield Council to better 
align patient health and social care needs in 
order to reduce impact on acute services and 
support people to remain well in the community.

2.5.5 The following chart illustrates how the CCG 
spent public funding on the provision of 
healthcare services for the local population. 
Continuing Health Care services account for 
approximately 6% of the CCG’s total budget 
in 2018/19 with the majority of these services 
delivered in conjunction with Enfield Council.

Enfield CCG 2018/19 Financial Performance: 
Where your money was spent

l Acute and Integrated Care  55.14 %
l Mental Health  10.72 %
l Primary Care  10.63 %
l Primary Care Prescribing  7.63 %
l Community  7.30 %
l Continuing Care  5.53 %
l Other Programme Costs  1.60 %
l Running Costs  1.45 %
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 Overall spending during 2018/19

2.5.6 During financial year 2018/19 the CCG reported 
higher levels of patient activity and patient acuity 
across all areas of acute activity, and most 
notably in A&E, Drugs and Devices, Elective, 
Non-Elective care (unplanned emergency care) 
and Outpatient services. In 2018/19 these 
pressures related to the Royal Free London 
NHS Trust, North Middlesex University Hospital 
NHS Trust, University College London Hospitals 
NHS Foundation Trust, and Whittington Hospital 
contracts.

2.5.7 Spending pressures in Mental Health, 
Community and Primary Care services were 
driven by increased costs in Continuing 
Healthcare and Primary Care Prescribing. In 
2018/19 Continuing Healthcare services helped 
support the CCG’s aim to reduce the length of 
stay in hospital however rising patient numbers 
and increased care package costs added 
further costs to the CCG’s bottom line. Primary 
Care prescribing cost pressures were driven 
by the short supply of drugs and nationally set 
price increases in drugs costs similar to last 
year.

2.5.8 By achieving the 2018/19 ‘Mental Health 
Investment Standard’ the CCG continued with 
its commitment of ensuring that spending on 
mental health services is in line with physical 
health services.

2.5.9 In 2017 all north central CCG’s were delegated 
responsibility from NHS England to commission 
local Primary Care services for General Practice 
across Enfield. During 2018/19 the CCG spent 
£42.9m in this area which included payment of 
GP contracts, quality and outcomes framework 
(QOF) payments and General Practice 
overheads such as premises-related costs.

 Delivering savings and efficiencies 
through QIPP (quality, innovation, 
productivity and prevention)

2.5.10 In order to meet financial planning requirements 
and improve the quality, safety and efficiency 
of services, the CCG agreed a £23.8m QIPP 
target for 2018/19. The QIPP programme, 
set at 5.1% of the CCG allocation in 2018/19, 
focussed on transforming the way care 
services are delivered by working with partners 
at other CCGs, Councils and Trusts across 
the North Central London Sustainability and 
Transformation Partnership.

2.5.11 Enfield CCG submitted an updated 2019/20 
financial operating plan to NHS England on 15th 
May 2019. This plan set out spending plans for 
the CCG in 2019/20 and forecasts a planned 
deficit of £15.4m (before risks).

 Better Care Fund

2.5.12 In 2018/19 our BCF totalled £19.89m. This 
is set to rise to £21.21m for 2019/20 as we 
broaden our joint approach to funding key 
projects and services. Our BCF projects focus 
on the delivery of sustainable, shared outcomes 
by reducing avoidable acute activity and 
supporting people to remain healthy and well in 
the community. 

3 OUR SHARED VISION
3.1 We aim to deliver good quality, safe, joined 

up and personalised health and social care 
services that support independence, choice 
and control, and meet the needs of individuals 
and their carers, with the right intervention at 
the right time and in the best place. Our focus 
is on prevention, but when care and support is 
needed we will provide this at home and in the 
community, wherever possible.

4 SERVICE USER GROUP 
PRIORITIES

 The following section sets out our headline 
priorities for some of our main service user 
groups. A short population overview is provided, 
accompanied by key priorities for each area. It 
should be noted that the priorities detailed are 
not exhaustive. They are intended to capture 
our headline priorities for the next 3 years. A 
full joint action plan for each area (that includes 
headline priorities, key actions and accountability 
for delivery and measures of effectiveness) is 
included within Appendix 1 of this document. 

4.1 Mental Health

 Our Population

4.1.1 In 2019, 34,727 people aged 18-64 predicted 
to have a Common Mental Health Disorder in 
the borough. Common Mental Health disorders 
are mental health conditions that cause ‘marked 
emotional distress and interfere with daily 
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function but do not usually affect insight and 
cognition’4 This represents 15.2% of Enfield’s 
18-64 population and is set to increase to 
37,846 people by 2030.

4.1.2 As at 2019 15,478 of people aged 18-64 were 
predicted to have two or more psychiatric 
disorders. This represents 7.2% of Enfield’s 18-
64 population and is set to increase to 17,445 
people by 2030.5

Our Priorities

• Improve the health and wellbeing of adults 
with mental health support needs through 
the provision of community based health 
and wellbeing services 

• Improve access to IAPT accredited 
counselling services including services for 
hard to reach populations living in Enfield 

• Increase community rehabilitation options 
for people with complex mental health 
needs 

• Enhance user choice and control 
over services through the delivery of 
personalised budgets

• Reduce avoidable admissions to 
residential care and hospital settings and 
reduce delayed transfer of care through 
system resilience frameworks

• Increase local access to high quality, 
flexible and affordable housing options for 
adults with MH support needs in line with 
borough need

• Support people with mental health support 
needs in their transition from childhood to 
adulthood

• Support people with mental health support 
needs into training, development and 
employment

• Improve the experience and offer for 
service users having a mental health crisis

4 Projecting Adult Needs & Service Information 
 https://www.pansi.org.uk/index.php
5 Projecting Adult Needs & Service Information 
 https://www.pansi.org.uk/index.php

4.2 Older People 

 Our Population

4.2.1 Our older person population is increasing. 
In 2019 it is projected that 45,400 people 
were aged 65 and over. This figure is set 
to rise to 61,100 by 2030, when our older 
population is expected to represent 15.6% of 
Enfield’s population – a percentage increase of 
approximately 2.6% from 2019.

4.2.2 In 2019 it is projected that 16,827 people over 
65 years will live alone. This represents 37% of 
Enfield’s older person population. By 2030, the 
number of people aged 65 and over is set to 
rise to 22,294.

4.2.3 Information on tenure type indicates that the 
majority of older people in Enfield own their 
property as indicated below:

 Proportion of population aged 65 years and 
over by age and tenure, year 2011.

People 
aged 
65-74

People 
aged 
75-84

People 
aged 
85 and 
over

Owned 76.98% 79.33% 75.47%

Rented from 
Council 10.45% 10.41% 12.31%

Other Social 
Rented 4.85% 4.23% 4.43%

Private rented or 
living rent free 7.71% 6.04% 7.79%

4.2.4 In 2019 it is projected that 1,435 people aged 
65 and over lived in a care home with or without 
nursing by local authority/non local authority. 
This is forecast to rise to over 2,000 people 
living in a care home by 2030, representing 
3.2% of the projected population by this time.

4.2.5 We know that the number of older people 
requiring support to carry out both domestic 
tasks and self care tasks is also on the rise and 
the total population aged 65 and over unable 
to manage at least one self care activity on their 
own is projected to reach 20,649 by 2030 and 
represent 33% of the older person population.

4.2.6 In 2019 the number of people aged 65 and over 
predicted to be admitted to hospital as a result 
of falls is 967. This is set to increase to 1,293 by 
2030.
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4.2.7 In respect of mental health in older age, In 2019 
1,243 people aged 65 years and older were 
projected to have severe depression, and this is 
set to rise to 1,686 by 2030.

4.2.8 Sensory Impairment projections indicate a rise in 
both visual and hearing impairment as follows:

Total population aged 
65 and over 2019 2030

Predicted to have 
severe hearing loss 3,694 5,099

Predicted to have a 
moderate or severe 
visual impairment

4,018 5,400

Our Priorities

• Increase high quality, flexible and 
accessible specialist housing with care 
options for older people in the borough 
across tenure type, in line with borough 
need

• Reduce inappropriate or avoidable 
admissions of older people to residential 
care and hospital settings and enable 
system resilience

• Reduce social isolation and loneliness 
among Enfield’s older population 

• Improve joint approaches to supporting 
older people in the community through the 
development of Primary Care Networks 
and the Integrated Care System

• Substantially improve the offer for people 
with mild to moderate frailty to maintain 
as much mobility and independence as 
possible

4.3 Long-term conditions

 Our Population

4.3.1 Long term conditions are ‘conditions for 
which there is currently no cure, and which 
are managed with drugs and other treatment’ 
Examples of long-term conditions include 
diabetes and dementia. The prevalence of LTCs 
is higher amongst older people and people from 
socially deprived backgrounds and treatment of 
these conditions is believed to account for 70% 
of total health and social care spend. 

4.3.2 Locally the number of people with these 
conditions is rising – but we also know that 3 
common behaviours contribute significantly to 
developing four of the most common diseases 
(diabetes, stroke, heart disease and cancer), so 
action to impact these behaviours holds value. 

 Respiratory Diseases/COPD

4.3.3 The United Kingdom has an estimated 1.2 
million people are living with diagnosed 
COPD – considerably more than the 835,000 
estimated by the Department of Health in 2011. 
It is among the top 20 countries for COPD 
mortality worldwide (between 2001-10) and is 
the second most common lung disease in the 
UK, after asthma. 4.5% of all people aged over 
40 – live with diagnosed COPD, the proportion 
of people living with COPD increases markedly 
with advancing age and affects 9% of those 
aged >70.

4.3.4  The development of the new care pathways 
for long term conditions, including COPD, is a 
key focus of the North Central London QIPP 
Programme; to generate improved health 
outcomes and release resources from the acute 
trust. In line with this, a community respiratory 
service will deliver transformational change 
by providing more services in a community 
or home based setting, resulting in reduced 
dependency on hospital care. Care pathway 
development underpins the commitment 
to achieve increased transfer of care from 
secondary to primary care, decreasing 
admissions with improved COPD management.

4.3.5  The expected clinical outcomes resulting from 
this service are:

• An improvement in the patient’s perceived 
quality of life and functionality – measured by 
patient questionnaire. 

• Reduced number and severity of COPD 
acute exacerbations. 

4.3.6 The expected service outcomes are:

• A reduction on the overall baseline in non-
elective COPD related non-elective inpatient 
admissions. 

• A reduction in non-elective bed days.
• A reduction in COPD referrals to secondary 

care outpatient consultants.
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 Diabetes

4.3.7 There are now over 3 million people in England 
with a diagnosis of diabetes. The number has 
doubled over the last two decades and there 
are nearly 100,000 diagnoses per year. 92% 
of recorded diagnoses of diabetes relate to 
type 2 diabetes. Type 2 diabetes, unlike type 
1, is closely linked to lifestyle factors and is 
preventable through lifestyle change.

4.3.8 In 2019, 6,617 adults aged 18-64 are projected 
to have either Type 1 or Type 2 diabetes. In 
2030 this figure is projected to rise to 7521. The 
picture is similar for our older population, and by 
2030 it is projected that 7554 people over the 
age of 65 will have diabetes. 

4.3.9 In Enfield the recorded prevalence of diabetes is 
higher in East Enfield Localities. It’s worth noting 
that the level of overweight in the East Enfield 
Localities are higher compared to the west 
Enfield localities. Being overweight is one of the 
major risk factors for developing type 2 diabetes.

4.3.10 The current service provides complex 
diabetes management providing services 
in clinics, hospital and home visits. Enfield 
Diabetes Working Group consisting of GPs, 
Commissioners and Providers (Acute and 
Community) working to develop a new model for 
care centred around the primary care networks 
to support those diagnosed with diabetes in 
the management of their care and ensuring that 
pre-diabetic patients that are identified receive 
the appropriate education to support lifestyle 
changes. Each Primary Care Network will 
have a named diabetes nurse who will be the 
first point of contact and is part of the MDT in 
managing diabetes patients for that network as 
part of a clear integrated diabetes pathway.

Outcomes

• Increased diabetes knowledge with the 
ability to affect an improved quality of life 
and an increased ability to self-manage 
their condition

• Reduction in both acute and the long term 
complications of diabetes

• Reduced incidence of emergency 
admission to acute care for complications 
of their diabetes

 

Stroke

4.3.11 In 2019 it was projected that X people aged 
18-64 had a longstanding health condition 
caused by a stroke. This is forecast to rise to 
687 by 2030. 

4.3.12 In respect of long term conditions caused by a 
Stroke in our older population, in 2019 1,048 
people are projected to have a long standing 
health condition caused by a Stroke. This is 
predicted to rise to 1,414 by 2030.

4.3.13 There is a need to focus on the prevention 
agenda to reduce the number of strokes in both 
populations. There also needs to be a greater 
focus on repatriating people that have suffered 
a stroke back in to the community at the earliest 
opportunity for their ongoing management and 
vocational rehabilitation.

 Brain Injury – Acquired and Progressive

4.3.14 Enfield is an outlier in terms of community 
neurological provision with no community 
neurological rehabilitation team. Headway 
East London are commissioned to provide 
community rehabilitation for patients with 
acquired brain injury BEHMHT provide a limited 
range of community rehab for stroke patients. 
Whilst there is a Parkinson’s and MS Nurse in 
post their community reach is minimal and there 
is no specialist commissioning for neurological 
conditions in Enfield. Right Care data suggests 
that Enfield has a higher spend on neurological 
conditions for both elective and non-elective 
procedures when compared to the best five. 

4.3.15 Enfield CCG will work with partners to explore 
the development of a business case to create 
a community neuro rehab team; reflecting both 
the physical and mental health aspects with a 
focus on empowerment and self-management. 

4.3.16 Potential outcomes are a reduction in:

• Primary care visits
• Ambulance call outs and conveyances
• A&E attendances
• Prescribing costs through medicine reviews
• Care costs by supporting people to return to 

work

4.3.17 This would lead to long term benefits to the 
economy and improved quality of life for Enfield 
residents.
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Heart Conditions

4.3.18 In 2019 2,216 people aged 65 years and older 
are projected to have a longstanding health 
condition caused by a heart attack. This is 
forecast to rise to 2,975 by 2030.

4.3.19 Evidence from Right-care also shows the risk of 
heart failure in Enfield for people with diabetes was 
about 18% in 2015/16 although the prevalence 
was low compared to similar CCG in England. 
During the same period Enfield expenditure on 
anti-heart failure was about £522k which was 
lower than the five best performing CCG.

4.3.20 In Enfield, evidence from QOF 2017/18 shows:

• 1,887 people recorded as having heart failure 
in Enfield. This equates to 0.59% of total 
population (all ages) and is significantly below 
England average (0.83%).

• 92.52% of Heart Failure cases diagnosed 
after 1 April 2006 were confirmed by ECG/
specialist assessment (94.89% underlying 
achievement, net of exceptions)

• 81.93% of heart failure with LVD (340 cases) 
were treated with ACE-I or ARB (99.42% 
underlying achievement, net of exceptions)

• 82.64% (280 cases) of heart failure due to 
LVD were treated with an ACE-I or ARB, plus 
are additionally currently treated with a beta-
blocker licensed for Heart failure (93.65% 
underlying achievement, net of exceptions)

4.3.21 Collaborative working with Secondary Care will 
allow much of the heart failure follow up care to 
be provided in the community. Close working 
with partner providers will increase recorded 
prevalence, improve early management and 
raise awareness of the disease in Enfield.

 Dementia

4.3.22 It is projected that 82 people will have early 
onset dementia in Enfield in 2019. We also 
know that people with learning disabilities are at 
higher risk of developing age related conditions 
such as dementia at an early age. This is most 
prevalent for people with Downs Syndrome, 
where there is an associated risk of early onset 
dementia from 30 years old.

4.3.23 In 2019 it is projected that 7.29% of Enfield’s 
older population aged 65 years and over will have 
dementia. This is set to rise to 4,555 by 2030. 

4.3.24 Data shows that there is a significant pattern 
of older patients with dementia that are 
frequent attenders at A&E and a high number 
of these had not had their annual dementia 
review. In addition, people with dementia had 
a higher chance of dying in hospital and having 
increased attendance in at A&E during the last 
year of life.

4.3.25 Enfield will work together with partners to 
ensure early diagnosis of dementia for the 
residents of Enfield and provide the services for 
that will educate and support people with their 
ongoing management in the community.

Our Priorities

• Improve joint approaches to diagnosing 
and supporting people with Long Term 
Conditions in the community

• Increase targeted interventions to prevent 
the development of Long Term Conditions 
amongst adult aged 50-64 at risk

• Increase knowledge and self-management 
for people with Long Term Conditions

• Improve service provision for acquired 
and progressive brain injury and develop a 
business case for community neuro rehab

• Improve access to dementia specialist and 
dementia friendly services 

• For a range of long terms conditions, 
improve the identification, assessment, 
treatment, recovery and prevention care 
for those with co-morbidities 

4.4 Physical Disabilities and Sensory 
Impairment 

 Our Population

4.4.1 In 2019 it is projected that 16,148 people aged 
18-64 had a moderate physical disability and 
4,658 had a serious physical disability. This 
is forecast to rise to 18,104 people with a 
moderate physical disability and 5,326 people 
with a serious physical disability by 2030.

4.4.2 In respect of personal care needs, data indicates 
that in 2019, 1,759 people with physical 
disabilities aged 18-64 were projected to have 
a serious personal care disability, requiring 
somebody else to help them with key personal 
care tasks (such as washing and dressing). This 
is forecast to rise to 1,977 by 2030.
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4.4.3 Information on sensory impairment indicates 
that in 2019 1,182 people aged 18-64 were 
predicted to have severe hearing loss rising to 
1,350 by 2030. In terms of visual impairment, in 
2019 it is projected that 140 people aged 18-64 
will have a serious visual impairment, rising to 
153 by 2030.

Our Priorities

• Increase in borough services for people 
with acquired brain injury

• Increase high quality, flexible and 
accessible specialist housing with care 
options for adults with physical disabilities 
in the borough

• Improve transition pathway and ensure 
services are in place for young people with 
disabilities transitioning to adult social care 
services

• Increase employment opportunities, 
including volunteering opportunities 
for adults with physical and sensory 
impairment

4.5 Learning Disabilities 

 Our Population

4.5.1 Baseline estimates indicate that in 2019, 5,297 
people aged 18-64 had a learning disability. 
This represents 2.4% of Enfield’s population 
aged 18-64 years. The number of people with 
learning disabilities is projected to rise to 5,752 
by 2030.

4.5.2 It is projected that in 2019, 1,200 people aged 
18-64 had a moderate or severe learning 
disabilities in the borough, and hence likely to 
be in receipt of services. This represents 0.5% 
of Enfield’s population aged 18-64 years. It 
is projected that approximately 38% of this 
population live with a parent. The number 
of people with moderate to severe learning 
disabilities is projected to rise to 1,325 by 2030.

4.5.3 In terms of challenging behaviour, it is projected 
that in 2019, 97 people with a learning disability 
aged 18-64 also display challenging behaviour 
and this is projected to rise to 106 by 2030. 

4.5.4 The number of older people with learning 
disabilities is set to increase as people with 
learning disabilities live longer. The number of 
people with learning disabilities experiencing 

age related conditions (including frailty and 
dementia) will consequently rise – as will the 
number of older people caring for people with 
learning disabilities.

Our Priorities

• Increase independence and inclusion 
through the development of a sustainable 
and affordable local market for more 
complex or high risk groups such as 
those with challenging behaviour, physical 
disability and complex health needs

• Prevent avoidable hospital admissions 
of people with learning disabilities and 
provide proactive support/interventions in 
the community

• Reduce health inequalities for people with 
learning disabilities

4.6 Autism 

4.6.1 Autism is a lifelong developmental disability 
that affects how a person communicates with, 
and relates to, other people. The severity and 
presentation of difficulties can vary significantly. 
Autism is believed to affect approximately 1% of 
the UK population. Although autism diagnosis 
is improving, the diagnosed prevalence of 
autism remains lower than the population level 
estimates, as only two thirds of children, and 1 
in 10 adults with autism have a diagnosis.

4.6.2 It is estimated that there are currently 2,459 
adults (aged 18+) with autism in Enfield. This 
includes all spectrum of Autism. With the 
increase in population, the number of people 
with Autism is predicted to gradually increase 
to 3,101 by 2035. It is estimated that 50% of 
those with autism are considered to have HFA, 
with the remainder having varying degrees of 
learning disability.

Our Priorities

• Develop a local diagnostic pathway for 
people with High Functioning Autism

• Improve post diagnostic support options 
for people with Autism

• Raise awareness of Autism in the 
community including employer awareness, 
to improve training and employment 
opportunities for people with Autism
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4.7 Supporting Carers

 Our Population

4.7.1 The number of people aged 65 years and over 
who will be providing unpaid care is set to rise 
to 8,085 by 2030, representing 13.2% or the 
projected population. Of these unpaid carers 
it is estimated that by 2030, 489 people will 
be aged 85 years and over providing 50+ care 
hours per week.

Our Priorities

• Improve the quality of life of carers, through 
the delivery of integrated, personalised 
support services that enhance feelings of 
safety and control and prevent financial 
hardship due to caring role

• Reduce loneliness and social isolation 
among carers, supporting people to 
remain connected to their communities 
and to develop and maintain connections 
to their friends and family

• Ensure carers feel consulted and involve 
carers in service design, including the 
design of services for whom they care. 

• Ensure carers have good access to 
information and advice about services, 
including services that support them in 
their caring role

• Maximise health and wellbeing of carers 
including young carers, so they are able 
remain physically and mentally well, 
achieve their goals and enjoy a life of their 
own alongside their caring role.

5 SERVICE AREA PRIORITIES 
 The service user group priorities as set out 

above are helpful in focussing our joint work 
in supporting populations with specific and 
identified disabilities and/or conditions. 
However, there are also service area priorities, 
that apply to a broader population cohort 
(from low level prevention to public health, 
primary care and continuing health care). Our 
headline priorities across these areas are set 
out below. A full joint action plan for each area 
(that includes headline priorities, key actions 
and accountability for delivery) is included within 
Appendix 1 of this document. 

5.1 Prevention, information, advice and 
advocacy

 Context

5.1.1 The need to manage demand through prevention 
is becoming increasingly important. Prevention is 
no longer considered the sole remit of health and 
social care organisations and there is growing 
need to work across disciplines (including housing, 
community/environment) to deliver maintain 
‘population health’ and manage escalating 
demand for health and social care services.6

5.1.2 The availability of good quality information 
and advice and advocacy is integral to this 
preventative approach, enabling people to make 
informed decisions about how and where they 
live their lives.

Our Priorities

• That people have access to universal 
services that support resilience, enable 
independence and self-care, and prevent 
or delay health deterioration and/or the 
escalation of need

• That people feel empowered to make 
decisions, drive and shape the services 
they receive, ensuring they’ve the right 
support to make their voice heard

• That people have access to the right 
information and advice at the right time to 
enable the making of informed decisions 
about how and where they live their lives

5.2 Public Health and Primary Care 

 Context

5.2.1 Evidence indicates that investment in public 
health is good value, saving substantial costs to 
health and social care services. As an indicator 
of financial benefit, research suggests that for 
every £1 spent on public health intervention, an 
average of £14 is saved.7

5.2.2 The publication of The NHS Long Term Plan 
has clearly articulated its ambition for a fully 
Integrated Care System (ICS). The newly formed 
Primary Care Networks (PCNs) will become the 
building blocks of an ICS. In Enfield four PCNs 
have been established. 

6 https://www.nuffieldtrust.org.uk/news-item/cuts-to-public-health-
why-spending-less-will-cost-the-nhs-more

7 https://jech.bmj.com/content/71/8/827
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5.2.3 PCNs build on the core of current primary care 
services and consists of groups of general 
practices working together with a range of 
local providers, including across primary care, 
community services, social care and the 
voluntary sector. Primary care networks will 
provide proactive, coordinated care to their 
local populations, in different ways to match 
different people’s needs, with a strong focus on 
personalised care. Networks will also have a 
greater focus on prevention, population health 
and addressing health inequalities in their local 
area, using data and technology to inform 
the delivery of population scale care models. 
PCNs will seek to make best use of collective 
resources across GP practices and other local 
health and care providers to allow greater 
resilience, more sustainable workload and 
access to a larger range of professional groups.

Our Priorities

• That people in Enfield are making healthy 
lifestyle and behaviour choices (PH)

• Adopt health in all policies approach (HiAP) 
across all areas, focussing on the three 
key behaviours that lead to poor health 
outcomes – smoking, poor diet and lack of 
physical activity (PH)

• Improve access to Primary Care for Enfield 
residents

• Increase opportunities to support health 
and wellbeing and prevent the escalation 
of need through the development of 
Primary Care Networks, including GP 
Social Prescribing and Making Every 
Contact Count initiatives

• Reduce emergency admissions to 
hospital, particularly admission of less than 
24 hours through improved community 
diagnostic/intervention services 

• Improve Mental Health support in a 
Primary Care setting

5.3 Continuing Health Care

 Context

5.3.1 National prevalence information indicates 
that there will be an increase in the number 
of people with long-term complex health 
needs who will meet the criteria for Continuing 
Healthcare in Enfield over the next few years.  

To meet this growth in demand for CHC services, 
the CCG will seek to commission a range of health 
care services that are flexible, person centred, 
good quality, safe and offer greater choice and 
control to patients, their carers and family. 

Our Priorities

• Develop the local provider market for 
Continuing Health Care services to meet 
increases in demand and promote self 
directed care options and Personal Health 
budgets (PHB)

• Develop joint brokerage and self directed 
care options

• Implement care closer to home and 
closer working with primary care and 
community services (including discharge 
and assessment services)

• Enable timely, 7-day access to Community 
Equipment services

• Increase awareness and access to 
Disabilities Facilities Grant (DFG) to enable 
people to remain healthy in their own home

6 WHOLE SYSTEM 
PRIORITIES

 Our whole system priorities span across service 
user group and service area. Our headline 
priorities across these areas are set out below. 
A full joint action plan for each area (that 
includes headline priorities, key actions and 
accountability for delivery) is included within 
Appendix 1 of this document.

6.1 Safeguarding, driving quality and 
involving patients and service users

 Context 

6.1.1 The Care Act identifies Police, Health and 
the Local Authority as statutory partners for 
Safeguarding Adults. These partners must 
be bought together, with other relevant local 
partners, in a Safeguarding Adults Board. 
The Enfield Safeguarding Adults Board, 
has developed a multi-agency strategy to 
safeguarding adults for 2018-2023. This 
strategy can be found at: www.enfield.gov.uk/
safeguardingadults
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6.1.2 When developing the strategy priorities, the 
safeguarding partners including the local 
authority and health partners, were consulted 
alongside local residents to ensure their views 
were integrated into the priority areas and 
workstreams. 

Our Priorities

6.1.3 Our Safeguarding Adults Strategy outlines four 
priority areas of work for the multi-agency:

• Prevent abuse
• Protect adults at risk
• Learn from experience
• Improve services

6.1.4 Details of the work under each of the 
priority areas can be located in the strategy. 
Progress is reported on every year in the 
Safeguarding Adults Annual Report. This report 
can also be found at: www.enfield.gov.uk/
safeguardingadults

6.2 Market facilitation, partnerships and 
workforce development 

 Context

6.2.1 Our health and social care system has and 
continues to undergo significant transformation 
and we need a market equipped to deliver 
this change. Nationally and locally however, 
we’ve a health and social care workforce under 
particular strain in respect of supply, recruitment 
and retention.

6.2.2 A recent review of England’s workforce 
undertaken by Skills for Care8 found that:

• In 2017 the adult social care sector 
in England had an estimated 21,200 
organisations, 41,000 care providing locations 
and 1.6 million jobs. In Enfield there were an 
estimated 9,300 jobs in adult social care split 
between local authorities (3%), independent 
sector providers (78%) and jobs for direct 
payment recipients (19%). As at September 
2018 Enfield contained 175 CQC regulated 
services; of these, 85 were residential and 90 
were non-residential services. 

8 https://www.skillsforcare.org.uk/NMDS-SC-intelligence/Workforce-
intelligence/publications/The-state-of-the-adult-social-care-sector-
and-workforce-in-England.aspx

• The adult social care workforce is growing. 
Across England it has increased by 21% 
since 2009, and in the London region, by 
17% since 2012. If the workforce grows 
proportionally to the projected number of 
people aged 65 and over then the number 
of adult social care jobs in the London 
region will increase by 38% (from 229,000 to 
315,000 jobs) by 2035.

• In respect of recruitment and retention it is 
estimated that the turnover rate in Enfield 
was 27.9%, which was similar to the region 
average of 27.2% and similar to England at 
30.70%. Not all turnover results in workers 
leaving the sector, around two thirds (64%) 
of those recruited came from within the 
adult social care sector, therefore although 
employers need to recruit to these posts, the 
sector retains their skills and experience.

• Adult social care has an experienced ‘core’ of 
workers. Workers in Enfield had on average 
6.5 years of experience in the sector and 
64% of the workforce had been working in 
the sector for at least three years.

6.2.3 A full summary of the adult social care sector 
and workforce in Enfield (2017/18) as provided 
by Skills for Care. 

Our Priorities

• Develop a diverse market place, that is 
equipped to meet the changing needs of 
our local population

• Support the continued development of 
a flexible and skilled, person centred 
workforce that strives for excellence and 
improves outcomes for the population it 
serves

• Develop joint provider networks that foster 
the development of a confident and able 
local care market

• Increase the provision of high quality 
nursing care workforce

• Develop Personal Assistant offer for local 
people
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6.3  Technology, infrastructure and estates

 Context

6.3.1 Technological advancement is changing the way 
that we are able to support people with health 
and social care needs, facilitating the delivery of 
safe, effective and dignified care We shall work 
collaboratively to maximise the value of these 
technologies, aligning systems to improve the 
experience of service users and patients. 

6.3.2 Opportunities to improve integrated provision 
through the co-location of services shall be 
maximised, as shall opportunities to work 
collaboratively to inform borough infrastructure 
and regeneration.

Our Priorities

• Improve information sharing so that 
organisations can work together in the 
most effective and efficient way, to reduce 
duplication and deliver the best outcomes 
for service users, patients and their carers

• Harness the power of technology to 
improve health and social care outcomes 
for patients and service users

• To develop a single point of access to 
services across health and adult social 
care for service users, patients and carers 
eligible for integrated services 

• Ensure that our physical assets (land/
buildings) are put to the best use in the 
delivery of shared outcomes

• Ensure the Enfield system maximises 
impact of Health Information Exchange to 
support multi-disciplinary care

• Ensure the Enfield system maximises the 
impact of population health approaches 

6.4 Whole system financial sustainability

 Context

6.4.1 See Financial Context 2.5.

Our Priorities

• That financial systems across health and 
social care organisations support the 
seamless delivery of services to service 
users, patients and carers

• That financial planning between Health 
and Adult Social Care organisations 
considers long term opportunities

• Embed a Population Health approach 
to financial and commissioning activity 
to maximise the benefit of health action 
across organisations and remits including 
places and communities
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APPENDIX 1 
JOINT ACTION PLANS

OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

MENTAL HEALTH ACTION PLAN

1. Improve the health 
and wellbeing of 
adults with (or at risk 
of developing) mental 
health support needs 
through the provision 
of community based 
health and wellbeing 
services

• Develop a Mental Health 
Wellbeing Centre Y1, 
Y2, Y3

JOINT • Specification of Staff 
Accommodation 
Requirements 

• Site Options Appraisal 
• Planning application 
• Onsite works commence
• Engagement on occupancy
• Hub 1 Live
• Hub 2 Live

X

X
X
X
X
X

X
• Development and 

scoping of Crisis Café 
Y1, Y2

JOINT • As above plus consultation 
and engagement events to 
shape service development 

X X

2. Improve access 
to high quality 
counselling support 
services including 
services for hard to 
reach populations 
living in Enfield

• Review Council and 
CCG funded counselling 
services and complete 
IAPT accreditation with 
the VCS Y1

JOINT • All IAPT accredited by Y1 X

• Improve access to IAPT 
for people with LTCs, 
OP, Carers,and hard to 
reach groups Y1, Y2

JOINT • Evaluation of IAPT services 
in borough with access and 
usage stats and qualitative 
outcomes 

X

3. Increase community 
rehabilitation options 
for people with 
complex mental 
health needs 

• Commission a 
community rehabilitation 
service to enable step 
down from hospital 
rehabilitation setting Y1, 
Y2

JOINT • Joint Specification, tender 
and contract appointment 

• Contract Mobilisation 

X

X

4. Enhance user choice 
and control over 
services through 
the delivery of 
personalised budgets 

• Develop a system for 
combined PHB & DPs 
and pilot ISFs for MH 
Service Users Y2, Y3

JOINT • MH framework and DPS 
to be advertised through 
London Tenders Portal 

• Migration of appropriate 
existing contracts to PB and 
ISF 

X

X X

5. Reduce avoidable 
admissions to 
residential care and 
hospital settings and 
reduce DTOC through 
system resilience 
frameworks

• Social Work Navigators 
Pilot Y1, Y2

JOINT • Evaluation of pilot 
• Review of residential 

admissions hospital 
admissions/re-admissions

X
X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

6. Increase local access 
to high quality, 
flexible and affordable 
housing options 
for adults with MH 
support needs in line 
with borough need

• Develop a Mental 
Health Framework for 
supported living

JOINT • Actions as 4

• Commission 
Assessment Flat for 
people in crisis Y1, Y2, 
Y3

ASC • Identify site and 
development partners Y1

• Commence development of 
accommodation Y2, Y3

• Complete build and bring 
into operation Y3

X

X

X

• Commission w/c 
accessible move on 
accommodation Y1, 
Y2, Y3

ASC • Identify site and 
development partner Y1

• Commence development of 
accommodation Y2, Y3

• Complete build and bring 
into operation Y3

X

X X

X

7. Support people 
with mental health 
support needs 
in their transition 
from childhood to 
adulthood

• Review transition 
arrangements for 
young people with 
mental health needs 
transitioning to 
adulthood Y1, Y2, Y3

ASC • Complete transition 
pathway review Y1

• Existing services to be 
identified and added to 
directories Y1, Y2

• Complete review, 
approve and implement 
recommendations Y3

X

X X

X

8. Support people with 
mental health support 
needs into training, 
development and 
employment

• Deliver new mental 
health employment 
support service Y1, Y2

JOINT • Retender MH Employment 
contract Y1, Y2

• Commence Shaw Trust’s 
Aim4Work programme Y1

X

X

X

OLDER PEOPLE ACTION PLAN

1. Increase high 
quality, flexible and 
accessible specialist 
housing with care 
options for older 
people in the borough 
across tenure type, 
in line with borough 
need

• Facilitate the market 
development of high 
quality retirement 
housing across tenure in 
line with borough need 
Y1 ,Y2, Y3

ASC • Complete OP Housing 
Demand Analysis Y1, Y2

• Identify and progress 
development opportunities 
(including existing sheltered 
remodel and Meridian Water 
opportunities) Y1, Y2, Y3

• Market facilitation event Y2

X

X

X

X

X

X

• Commission the 
development of a new 
Extra Care Housing 
scheme in Winchmore 
Hill Y1, Y2, Y3

ASC • Secure funding Y1
• Secure planning permission 

Y1, Y2
• Start on site Y2
• Complete build of circa 90 

additional units 22/23

X
X

X

X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

• Explore options for 
development of a local 
Care Village (Phase 1 
North & Phase 2 South) 
Y1, Y2, Y3

ASC Phase 1
• Complete site options 

appraisal Y1
• Complete site feasibility Y2
• Identify development model 

and funding options Y2
• Secure Site Approval Y2, Y3
Phase 2
• Identify development 

opportunities in MW Y1, Y2
• Complete site feasibility Y2
• Identify development model 

and funding options Y2
• Secure Site Approval Y2, Y3

X

X

X
X

X

X
X

X

X

X
• Facilitate the market 

development of good 
quality nursing care 
provision for older people 
in line with borough 
need Y1, Y2, Y3

ASC • Increase in nursing capacity 
and/or upskill of existing 
residential services to provide 
nursing services Y2, Y3

• Increase in nursing capacity 
at Bridgewood Y1

X

X

2. Reduce inappropriate 
or avoidable 
admissions of older 
people to residential 
care and hospital 
settings and enable 
System Resilience

• Develop Business Case 
and associated services 
for prevention of falls and 
Social Isolation Y1, Y2

ASC • Business Case successful 
and agreed Y1

• New service in place Y2 
with KPIs agreed

X

X

• Commission 
accommodation-based 
respite for older people 
with dementia care 
needs Y2

ASC • Increase in capacity of 
accommodation-based 
respite in borough at 
Bridgewood Y2

X

• Work with VCS to 
maintain independence 
in the community Y1, 
Y2, Y3

ASC • KPIs Outcome 2 & Outcome 
5 Y1, Y2, Y3

X X X

• Commission a new VCS 
partnership to deliver 
a self-management 
enablement service for 
long term conditions 
Y1, Y2

JOINT • Commission VCS Services 
for Outcome 3 including 
Specification & Tender Y1

• Contract & Delivery Y2

X

X

• Integrate Intermediate 
Care and Community 
Physio functions plus 
elements of LBE 
Enablement Service Y1, 
Y2, Y3

JOINT • Service co-location X X X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

3. Reduce social 
isolation and 
loneliness among 
Enfield’s older 
population 

• Increase access to 
social and peer support 
networks and befriending 
opportunities Y1, Y2, Y3

ASC • Agree work programme 
through OPPB Y1, Y2

• KPIs Outcome 3 Y2, Y3

X X

X X

• ‘Friendship Matters’ 
Event Y2

JOINT • Deliver Bi-annual Events Y2 X

4. Improve joint 
approaches to 
supporting older 
people in the 
community through 
the development 
of Primary Care 
Networks and the 
Integrated Care 
System 

• Bring into operation 
Moderate and Severe 
Frailty Pathway Y1

• PCNs mobilised 
delivering case 
management via MDT 
Y2

• Integrated Care System 
Y2, Y3

CCG • Reduction in A&E 
attendances

• Reduction in Non elective 
admissions

• Increased number of patients 
having a Comprehensive 
Geriatric Assessment

• Increased number of 
patients with a care plan 

X

X

X X

• Mobilise Respiratory 
services through PCNs 
Y1, Y2, Y3

CCG • Reduction in outpatient 
attendances for patients with 
COPD

• Reduction in admission to 
hospital 

• Data capture on the number 
of referrals to the pilot, the 
attendances in spirometry 
clinic, Wednesday respiratory 
clinic and GPwSI clinic for 
exacerbation of COPD

X X X

• Mobilise Diabetes 
services through PCNs 
Y1, Y2, Y3

CCG • Increased uptake rate on 
patient structured education 
in Enfield

• Improved 8 care targets 
particularly on BP checks 
and foot pulse checks

• Number of referrals to 
community diabetes service/
secondary care

• Data capture on the number 
of referrals and attendances 
to the pilot services (ICS 
patient structured education 
and SEA group consultation/
group education/education 
session at Mosques; number 
of DNAs at each session

• Reduction in outpatient 
attendances

X X X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

5. Improve the offer 
for people at risk 
of frailty or with 
mild to moderate 
frailty to maintain as 
much mobility and 
independence as 
possible 

• Develop Moderately 
Frail Service Y1

CCG • Develop service 
specification Y1

• Commission & Mobilise 
Moderately Frail service Y1 

X

X

• Develop and implement 
approaches to Frailty 
Prevention Y1

PH • Produce Fall Prevention 
Strategy

X

LONG TERM CONDITIONS ACTION PLAN

1. Improve joint 
approaches to early 
diagnosing and 
supporting people 
with Long Term 
Conditions in the 
community 

• Increase access to 
assistive technology 
through: Y1, Y2

• remote monitoring tools 
to support patients with 
LTCs

• telecare to support 
patients with frailty and 
avoid falls and related 
injuries 

• community safety 
equipment to support 
patient safety and 
quality of life

• GPs and primary care 
hubs to support digital 
care for patients with 
LTCs 

CCG • Reduction in falls
• Reduction in A&E 

attendances
• Reduction in admission 

to hospital for emergency 
operations

• Enhanced health and social 
partnership working in 
supporting patients with 
LTCs

• All due for evaluation in Y2 
through AT Project group

X X

• Develop Primary 
Care Networks and 
Integrated Care 
Systems in North East 
of Enfield for respiratory 
services and South 
East Enfield for diabetes 
services

CCG • See OP Action Plan

• Improve identification 
and management of 
dementia patients by 
reframing dementia 
services in community 
and primary care Y2

• Produce evaluation report 
of dementia services review 
with recommendations Y2

X

2. Increase knowledge 
and self-management 
for people with long 
term conditions

• Commission a new VCS 
partnership to deliver 
a self-management 
enablement service for 
long term conditions Y2

JOINT • New service in place Y2 X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

3. Improve service 
provision for brain 
injury acquired and 
progressive 

• Develop community 
neuro rehab services. 
Y1, Y2

CCG • Develop a business case for 
community neuro rehab Y1

• Secure investment and 
commission service Y2

X

X

4. For a range of long 
terms conditions, 
improve the 
identification, 
knowledge and 
self management, 
assessment, 
treatment, recovery 
and care for those 
with co-morbidities 

• Improve completeness 
of primary care disease 
registers Y2

• Improve QoF 
performance and 
reduce variation Y2

• Improve secondary 
prevention of stroke – 
AF management Y2

• Increased number of people 
identified and have case 
management within the 
PCNs Y2

• Reduction in the number of 
people needing to access 
secondary care services Y2

• Evaluation of Assessment & 
Prevention model Y2

X

5. Improve access to 
dementia specialist 
and dementia friendly 
services 

• Facilitate market 
increase in the number 
of existing residential 
care and nursing care 
homes that deliver 
specialist dementia care 
services Y1, Y2, Y3

JOINT • Increase in existing number 
of care homes that can 
deliver specialist dementia 
care services (5% increase 
by Y3)

X X X

• Increase dementia 
friendly services Y2

ASC • Increase in number of staff 
trained in dementia friendly 
services Y2

X

• Review Dementia 
Services provision 
and determine 
improvements required 
to pathway Y2

CCG • Improved access to services 
and timely diagnosis of 
dementia

• Increased number of people 
with dementia accessing 
Community Navigation 
service

• Increased % patient 
satisfaction

X

PHYSICAL DISABILITIES & SENSORY IMPAIRMENT ACTION PLAN

1. Develop in borough 
opportunities for 
people with acquired 
brain injury

• Facilitate Market 
development of in 
borough options Y1, 
Y2, Y3

JOINT • Deliver joint needs 
assessment to better 
understand true population 
Y1, Y2

• Increased capacity Y2, Y3

X X

X X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

2. Increase high 
quality, flexible 
and accessible 
specialist housing 
with care options for 
adults with physical 
disabilities in the 
borough

• Commission the 
development specialist 
housing for younger 
adults with complex 
needs, including those 
with brain injury Y1, Y2, 
Y3

ASC • Site options identified 
• Development partner and 

funding identified 
• Commence development to 

increase capacity 

X
X

X

• Commission specialist 
housing with care 
for older adults with 
Physical and/or Sensory 
Disabilities Y1, Y2, Y3

ASC • Site options identified 
• Development partner and 

funding identified 
• Commence development to 

increase capacity 

X
X

X
3. Improve transition 

pathway and ensure 
services are in place 
for young people 
with disabilities 
transitioning to adult 
social care services

• Review transition 
pathways and 
implement 
recommendations Y2

• Evaluate new pathways 
Y3

ASC • Evaluation of pathways 
report due in 

• Evaluation of service delivery 
for SEND young people in 
transition or leaving Children 
Social Care or Education

X

X

4. Increase employment 
opportunities, 
including volunteering 
opportunities for 
adults with physical 
and sensory 
impairment

• Invest in the expansion 
of the Equal Service for 
people with Physical 
disabilities and create 
appropriate employment 
and volunteering 
pathways Y2

ASC • Equals Services expanded X

LEARNING DISABILITIES ACTION PLAN

1. Increase 
independence and 
inclusion through 
the development of 
a sustainable and 
affordable local 
market for more 
complex or high risk 
groups such as those 
with challenging 
behaviour, physical 
disability and 
complex health needs

• Increase day 
opportunities for 
challenging behaviour 
and autism Y2, Y3

JOINT • Identify range of providers 
and options 

• Increase capacity to serve 
local need 

X

X X

• Embed PBS pathway 
from children to adult 
services Y1, Y2

JOINT • Increase number of people 
with PBS plan by Y2

X X

• Roll out Positive 
Behaviour Support (PBS) 
training to providers Y3

JOINT • Increase umber of providers 
who have received training

X

• Enhance capacity for 
complex and high risk 
groups via DPS Y2

ASC • Increase capacity and 
choice on framework 

X

2. Prevent unnecessary 
hospital admissions 
of people with 
learning disabilities 
and provide proactive 
support/interventions 
in the community

• Commission the 
development of a short 
stay ‘Crash Pad’ facility 
Y1, Y2

JOINT • Crash Pad complete Y1
• Utilisation rates Y2

X

X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

3. Reduce health 
inequalities for 
people with learning 
disabilities 

• Improve access to 
primary care services 
and increase the 
number of people 
receiving Annual Health 
Checks Y1, Y2, Y3

JOINT • Increase in Annual Health 
Checks Y1,Y2,Y3

X X X

• Encourage people to 
have regular check-ups 
about their medicines

• Make sure doctors 
and other health 
professionals involve 
people, families 
and support staff 
in decisions about 
medicines

JOINT • STOMP framework 
to support social care 
providers to identify 
practical steps they will take 
to support people to reduce 
the amount of inappropriate 
psychotropic medication 
they take is in place and 
used on a regular basis 

• Evaluation of framework Y1
• Review of performance 

Y2/3

X

X X

AUTISM ACTION PLAN

1. Develop a local 
diagnostic pathway 
for people with High 
Functioning Autism

• Evaluate options within 
ILDS to deliver local 
diagnostic service Y1

• Develop offer Y1
• Evaluate offer Y2

JOINT • Local Diagnostic Pathway 
develop and delivered

X

X
X

2. Improve post 
diagnostic support 
options for people 
with Autism

• Complete options 
appraisal and 
commission a local post 
diagnostic service for 
people with HFA Y1

• Develop and deliver a 
High Functioning Autism 
Action Plan Y1, Y2

JOINT

JOINT

• Joint options appraisal 
complete

• HFA Action Plan developed 
and delivered through 
Autism Steering Group 

X

X X

3. Raise awareness 
of Autism in the 
community including 
employer awareness, 
to improve training 
and employment 
opportunities for 
people with Autism

• Evaluate 19/20 service 
impact Y2

• Develop 
apprenticeships/
supported internships 
Y1 Y2 Y3

• Publicity/Engagement 
Campaign Y3

JOINT • Complete evaluation to 
inform future commissioning 
requirements X

X

X X

X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

SUPPORTING CARERS ACTION PLAN

1. Improve the quality 
of life of carers, 
through the delivery 
of integrated, 
personalised support 
services that enhance 
feelings of safety and 
control and prevent 
financial hardship due 
to caring role

• Develop services 
that support service 
users and their carers 
to understand and 
manage the use of 
direct payments and the 
employment of Personal 
Assistants. Y1, Y2, Y3

• Develop a social care 
workforce that is trained 
and skilled to identify 
and work with carers. 
Y1, Y2, Y3

• Support working 
carers through the 
development flexible 
support and care 
services that enable 
carers maintain 
employment, undertake 
training or re-enter the 
job market. Y1, Y2, Y3

• Develop a carers 
enablement 
programme, to help 
ensure carers are 
identified and supported 
at key transition points 
and equipped with the 
information, skills and 
support to provide safe, 
high quality care. Y1, 
Y2, Y3

JOINT • Take up of DPs and 
Personal Assistants 
increased

• Enfield Carers Survey 
Outcome 1D

• NI 135
• Annual survey – carers 

supported to maintain or 
regain employment

• Annual Survey – carers 
feeling supported to enable 
looked after person

X X X

2. Reduce loneliness 
and social isolation 
among carers, 
supporting people 
to remain connected 
to their communities 
and to develop and 
maintain connections 
to their friends and 
family and have a life 
of their own alongside 
their caring role

• Develop respite care 
services to enable 
carers to take the break 
needed to maintain their 
caring role, including 
short term 24 hours ‘live 
in’ support and care Y1, 
Y2

JOINT • Respite provision developed
• Enfield Carers Survey 

Outcome 1J

 X X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

PREVENTION, INFORMATION, ADVICE & ADVOCACY ACTION PLAN

1. That people have 
access to universal 
services that support 
resilience, enable 
independence and 
self-care, and prevent 
or delay health 
deterioration and/or 
the escalation of need

• Develop an evidence 
base to evaluate 
all prevention/
early intervention 
programmes Y1

PH/ASC • Set of measures agreed 
following VCS reviews

X

• See Public Health & 
Primary Care Actions

JOINT

2. That people feel 
empowered to make 
decisions, drive and 
shape the services 
they receive, ensuring 
they’ve the right 
support to make their 
voice heard

• Recommission a tri-
borough contract for 
Advocacy Services 
(ASC) Y1

ASC • Tender complete and 
contract operational 

X

3. That people have 
access to the right 
information and 
advice at the right 
time to enable the 
making of informed 
decisions about how 
and where they live 
their lives. 

• Increase access to 
FCA financial advice 
for our most vulnerable 
service users including 
debt counselling and 
ensuring maximising 
benefits Y1

ASC • Secure Funding Y1
• Impact reviewed Y2, Y3

X
X X

• Improve accessible 
information on (and 
pathways to) housing 
and housing related 
services for people with 
care and support needs. 
Include general needs 
housing

ASC • Online information reviewed 
and updated

• Work with Housing to 
review Housing Panels and 
allocations policy complete

X

X

• Develop Enfield 
Connections information 
and advice service Y1

ASC • MyLife website developed 
and promoted

X

Our Joint Health & Adult Social Care Priorities 2019-2022

30



OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

PUBLIC HEALTH & PRIMARY CARE ACTION PLAN

1. That people in 
Enfield are making 
healthy lifestyle and 
behaviour choices 

• Reduce smoking 
prevalence through 
production of tobacco 
control strategy Y2

PH • Tobacco Control Strategy 
Produced

• Deliver Smoking Prevalence 
targets:
• 2019 – 13.7%
• 2020 – 12.5%
• 2021 – 11.5%

X

X

X X

• Develop and deliver 
action plan for more 
sexual health services 
inside the borough and 
reducing out of borough 
treatments Y1, Y2, Y3

PH • Reduce out of borough 
by 2% per year (baseline 
2018-19

X X X

2. Adopt health in all 
policies approach 
(HiAP) across all 
areas, focussing 
on the three key 
behaviours that 
lead to poor health 
outcomes – smoking, 
poor diet and lack of 
physical activity (PH)

• Embed MECC into all 
contracts Y1, Y2, Y3

PH • Rolling programme of MECC 
developed across LBE  
Y1 10% take up, Y2 20%, 
Y3 30%

• Online programme 
commissioned for iLearn

X X X

• Run workshops in each 
directorate every year 
Y1, Y2, Y3

PH • Complete directorate 
workshops Y1, Y2 and Y3

X X X

• Run on building health 
into corporate actions 
for members with LGA

PH • Complete LGA workshop 
run. 

X X X

3. Improve access to 
Primary Care for 
Enfield residents

• Review extended 
Primary Care access 
and align with Care 
Closer to Home 
Services

• GP survey results X

• Support the delivery of 
Social Prescribing in 
GP surgeries through 
development of 
Council’s online info/
advice and resource 
directory

X

• Develop an on-
line consultation/
assessment offer across 
GP surgeries, the 
Council and hospital 
settings Y2

• Offer delivered X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

4. Reduce emergency 
admissions to hospital, 
particularly admission 
of less than 24 hours 
through improved 
community diagnostic/
intervention services 

• Deliver an improved 
community diagnostic 
services offer to reduce 
A&E attendance and 
emergency admissions 
lasting less than 24 
hours to hospital Y2, Y3

CCG • Reduction in NEAs with 
duration of less than 24 
hours

X X

5. Improve mental health 
support in a Primary 
Care setting

• Agree and implement 
action plan for 
improvement Y1, Y2, Y3

CCG • Action plan agreed and 
implemented

X X X

CONTINUING HEALTH CARE ACTION PLAN

1. Develop the local 
provider market for 
Continuing Health 
Care services to meet 
increases in demand 
and promote self 
directed care options 
and Personal Health 
budgets (PHB)

• Develop and implement 
plan for expansion of 
market including PHB 
options for continuing 
care Y1, Y2

CCG • Complete plan for review Y1
• 
• Complete Implementation 

Y2

X

X

2. Develop joint 
brokerage and self 
directed care options

• Joint consideration of 
options Y2

• Implementation of 
agreed option Y3

JOINT • Options appraisal 
completed

• Agreed option implemented

X

X

3. Enable timely, 7-day 
access to Community 
Equipment services

• Review and expand 
access to Community 
Equipment Service

JOINT • Service expanded to 7 day 
access

X

SAFEGUARDING, QUALITY & INVOLVEMENT ACTION PLAN

1. Prevent abuse • See Enfield Safeguarding 
Adults Strategy

SAB • See Enfield Safeguarding 
Adults Strategy

2. Protect adults at risk • See Enfield Safeguarding 
Adults Strategy

SAB • See Enfield Safeguarding 
Adults Strategy

3. Learn from 
experience

• See Enfield Safeguarding 
Adults Strategy

SAB • See Enfield Safeguarding 
Adults Strategy

• Quality Assurance and 
Contract Monitoring 
Team to put in place 
regular service user/
carer survey to assess 
satisfaction with services 

ASC • Completion of Survey X

4. Improve Services • See Enfield Safeguarding 
Adults Strategy

SAB • See Enfield Safeguarding 
Adults Strategy
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

MARKET FACILITATION, PARTNERSHIPS & WORKFORCE DEVELOPMENT ACTION PLAN

1. Develop a diverse 
market place, that is 
equipped to meet the 
changing needs of 
our local population

• Develop joint provider 
networks and ensure 
regular provider forums in 
place across all sectors 
of care to deliver key 
market and workforce 
messages Y1, Y2, Y3

JOINT • Complete joint provider 
forums Y2, Y3

• Publish and promote MPS 
Y1

X

X X

• Complete annual 
reviews to determine 
effectiveness of VCS 
workforce Y1, Y2, Y3

JOINT • Annual reviews completed X X X

2. Support the 
continued 
development of a 
flexible and skilled, 
person centred 
workforce that strives 
for excellence and 
improves outcomes 
for the population it 
serves

• Establish new Quality 
Assurance/contract 
monitoring function and 
review staff training and 
development Y1

ASC • QA and CM Function 
Established Y1

• Quarterly reporting 
established Y1

X

X

• Develop joint approach 
to local workforce 
development in line with 
STP NCL Workforce 
Strategy Y1, Y2, Y3

JOINT • Attendance at NCL ASYE 
Group,NCL Practice 
Educators network

• Barnet, Enfield & Haringey 
AMHP refresher programme 
delivered to ensure all 
AMHP’s meet their statutory 
CPD requirements for their 
warrant

X X X

• Develop joint approaches 
to support training 
and development 
opportunities in the care 
sector and encourage 
people to consider a 
career in care Y1, Y2, 
Y3

JOINT • Increased SW access to 
events and training through 
Social Work Teaching 
Partnership

• Joint initiatives to support 
sector through attendance 
at London Council ASC L&D 
Network identified

X X X

• Develop apprenticeship 
schemes for social work 
and nursing with our local 
providers Y1, Y2, Y3

ASC • Delivery of 3 SW 
apprenticeships in Years 1, 
2 and 3

X X X

• Develop an asset/
strength based 
assessment approach to 
supported living Y2, Y3

ASC • Reduction in residential 
placements with increase in 
supported living placements 
Years 2 and 3

X X

• Work to increase 
workforce capacity in 
key strategic areas, 
including nursing care 
and personal assistant 
market Y1, Y2, Y3

ASC • Feedback through provider 
forums on workforce

X X X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

INFORMATION, TECHNOLOGY, INFRASTRUCTURE & ESTATES ACTION PLAN

1. Improve information 
sharing so that 
organisations can 
work together in 
the most effective 
and efficient way, to 
reduce duplication 
and deliver the best 
outcomes for service 
users, patients and 
their carers

• Deliver Shared Care 
records

JOINT • Summary care record in 
place in Y2 with shared care 
record in Y3

X X

• Maximises impact of 
Health Information 
Exchange to support 
multi-disciplinary care 
Y1, Y2

JOINT • Evaluation of project 
• Pilot 
• Evaluation 

X
X

X

• Deliver and evaluate Red 
Bag Scheme Y1, Y2

JOINT • Red Bag Scheme delivered 
and evaluated 

X X

2. Harness the power 
of technology to 
improve health and 
social care outcomes 
for patients and 
service users

• Increase take up of 
Assistive Technology 
across Health and Social 
Care, needs, focussing 
on preventative and 
rehabilitation services 
and including people 
with CHC needs Y1, Y2, 
Y3

ASC • AT Plan for Reardon Court 
Extra Care developed (Y2) 
and Implemented (Y3)

• AT opportunities at 
Carterhatch Services 
reviewed and implemented

• Complete Pilot for medical 
dispensing in MH (Y1) and 
Review (Y2)

X

X

X

X

X

• Promote of NHS Library 
of Apps Y2, Y3

CCG X X

3. Develop a single point 
of access to services 
across health and 
adult social care 
for service users, 
patients and carers 
eligible for integrated 
services 

• Phase 1: Deliver a 
successful ASC SPA

• Phase 2: Integrate key 
BEH Trust community 
services into the ASC 
SPA – Rapid Response, 
Rehab and Enablement 
Service

• Phase 3: Health SPA 
(manages all community 
nursing referrals) joining 
ASC SPA to form a fully 
integrated SPA

JOINT • ASC SPA delivered
• Key BEH Services 

Integrated
• Fully Integrated SPA

X
X

X

4. Ensure that our 
physical assets (land/
buildings) are put to 
the best use in the 
delivery of shared 
outcomes

• Develop joint strategy 
for estates & workforce, 
BEH & LA

• Consider joint 
development 
opportunities as part of 
Local Plan development 
and regeneration work 

JOINT • Joint plan developed
• Opportunities for joint 

development in Meridian 
Water identified Y2

• Joint shaping of Local Plan 
via internal consultation

X

X

X
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OUTCOME BASED 
PRIORITY

KEY ACTIONS FOR 
DELIVERY

ACTION 
LEAD

MEASURE OF EFFECTIVE 
DELIVERY

Y1 Y2 Y3

WHOLE SYSTEM FINANCIAL SUSTAINABILITY ACTION PLAN

1. That financial 
systems across 
health and social 
care organisations 
support the seamless 
provision of services 
to service users, 
patients and carers

• Explore options 
to develop a joint 
approach to market 
management and cost 
sustainability

• Implement a 
joint approach to 
recommissioning of 
Speech and Language 
Therapy services in 
Enfield Year 1 and Year 2

JOINT

X

X

X

2. That financial 
planning between 
Health and Adult 
Social Care 
organisations 
considers long term 
opportunities

• Explore options to 
rationalise estates across 
health and social care 

• Explore options for 
pooling the S117 
budget across health 
and social care

JOINT • Rationalisation plan produced
• Options reviewed and 

implementation plan put in 
place as agreed

X
X

3 Embed a Population 
Health approach 
to financial and 
commissioning 
activity to maximise 
the benefit of health 
action across 
organisations and 
remits including 
places and 
communities

• Roll out Healthy Intent 
across NCL

JOINT • Complete Pilot
• Roll out across NCL

X
X
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