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AGENDA - PART 1

1. WELCOME AND APOLOGIES FOR ABSENCE

2. DECLARATION OF INTERESTS

Members are asked to declare any disclosable pecuniary, other pecuniary or
non pecuniary interests relating to items on the agenda.

3.  ROYAL FREE VANGUARD (6:15-6:30PM) (Pages 1 - 2)

To receive a briefing note containing details of the Royal Free Vanguard Bid
for acute care.
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CYCLE ENFIELD (6:30-6:35PM) (Pages 3 - 6)

To receive a report from lan Davis, Director of Regeneration and
Environment, updating the board on the implementation of the Cycle Enfield
proposals.

SYSTEM LEADERSHIP PROPOSAL/SUGAR REDUCTION (6:35-7:05PM)
(Pages 7 - 20)

To receive a report on the Sugar Reduction System Leadership Proposal for
the board.

LONDON BOROUGH OF ENFIELD BUDGET CONSULTATION 2016/17
(7:05-7:20PM) (Pages 21 - 34)

To receive a presentation on the London Borough of Enfield 2016/17 budget
proposals.

FUTURE IN MIND TRANSFORMATION PLAN - CHILD AND
ADOLESCENT MENTAL HEALTH SERVICES (7:20-7:35PM) (Pages 35 -
38)

To receive a report from Graham MacDougall (Director of Strategy and
Partnerships - Enfield Clinical Commissioning Group) on the Child and
Adolescent Mental Health Services (CAHMS), Future in Mind Transformation
Plan.

DEVOLUTION (7:35-7:40PM) (Pages 39 - 50)

To receive for information some information on health devolution proposals
for London.

The update has been taken from the health and care section relating to
devolution from the London Proposition Report. This was submitted to Her
Majesty’s Treasury on 4 September 2015 and is the starting point for the
devolution ideas that London boroughs (through London Councils) pitched to
government with partners including the National Health Service, Clinical
Commissioning Groups, Greater London Authority and Public Health
England.

STROKE AND DEMENTIA PREVENTION UPDATE (7:40-7:45PM) (Pages
51 - 64)

To receive an update from Dr Shahed Ahmad, Director of Public Health, on
stroke and dementia intervention and prevention in the borough.

SUB BOARD UPDATES (7:45-8:00PM) (Pages 65 - 120)
To receive updates on the following:

e Health Improvement Partnership Board
e Joint Commissioning Board (To Follow)
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12.

13.

14.

e Primary Care
e Better Care Fund

FEEDBACK FROM THE HEALTH AND WELLBEING BOARD
DEVELOPMENT SESSION (8:00-8:05PM) (Pages 121 - 122)

To receive feedback on the housing item discussed at the Board
Development Session held on 4 November 2015.

MINUTES OF THE MEETING HELD ON 15 OCTOBER 2015 (8:05-8:10PM)
(Pages 123 - 134)

To receive and agree the minutes of the meeting held on 15 October 2015.
FUTURE ITEMS (8:10-8:15PM)

To consider items for discussion at future board meetings:

11 February 2016

e Health and Wellbeing Board Terms of Reference
e Leisure and Culture Strategy

21 April 2016

To note the items agreed for discussion at future board development
sessions:

6 January 2016

e Tower Hamlets Vanguard
e Cancer Vanguard
e Sport England

2 March 2016
e Diabetes
DATES OF FUTURE MEETINGS
To note the dates agreed for future meetings as follows:

e Thursday 11 February 2016, 6.15pm
e Thursday 21 April 2016, 6.15pm

To note the dates agreed for board development sessions as follows:

e Wednesday 6 January 2016, 2pm
e Wednesday 2 March 2016, 2pm



15.

EXCLUSION OF PRESS AND PUBLIC

If necessary, to consider passing a resolution under Section 100A(4) of the
Local Government Act 1972 excluding the press and public from the meeting
for any items of business moved to part 2 of the agenda on the grounds that
they involve the likely disclosure of exempt information as defined in those
paragraphs of Part 1 of Schedule 12A to the Act (as amended by the Local
Government (Access to Information) (Variation) Order 2006).

There is no part 2 agenda.
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Royal Free London NHS'

NHS Foundation Trust

Report to Enfield Health and Wellbeing Board

Royal Free London NHS Foundation Trust Vanguard
bid

At the start of October NHS England announced that the Royal Free London NHS
Foundation Trust was one of 13 successful bidders to become vanguard sites.
Following the launch of the NHS Forward View, which looks at what change is
needed over the next five years, NHS England invited individual organisations or
partnerships of trusts to apply to become vanguard sites.

These sites were chosen on the basis of their plans for changing the way healthcare
will be delivered in the future, which may attract funding to accelerate the
development and implement of the plans. Successful approaches to change may
then be rolled out to the wider NHS.

At the end of July, the trust submitted a vanguard bid to become the heart of a group
that other organisations will want to collaborate with. This bid was successful,
allowing us to consider options including buddying, merging specific office functions
and other innovative models such as joint clinical and corporate ventures.

The key benefits of this approach are that it would reduce the variation patients can
experience in care, increase efficiency and can be delivered at reduced cost to the
healthcare economy.

Potential partners will be identified as the proposal is developed, but the trust plans
to work with Salford Royal NHS Foundation Trust and Northumbria Healthcare NHS
Foundation Trust to develop plans for a group model.

The trust will be happy to provide future updates to the board as more detailed
proposals are developed.
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MUNICIPAL YEAR 2015/2016

MEETING TITLE AND DATE Agenda - Part: 1 |ltem: 5
Health and Wellbeing Board Subject: Update on Cycle Enfield
10 December 2015

Wards: All
Director of Environment and Cabinet Member consulted:
Regeneration

Contact officer and telephone number: | Approved by:
E mail: bob.griffiths@enfield.gov.uk
0208 379 3676

1. EXECUTIVE SUMMARY

This paper updates the HWB on progress on the implementation of Cycle
Enfield and outlines the potential health benefits of the programme.

2. RECOMMENDATIONS

It is recommended that the Board notes progress to date and the potential
health benefits to the borough.

3. BACKGROUND

The Council was one of only three outer London Boroughs awarded £30m ‘mini-
Holland’ funding to help implement the Mayor’s Vision for Cycling. The funding
will enable Enfield to implement high quality cycling facilities, on a par with what
can be found in cities such as Amsterdam and Copenhagen. The aim to increase
cycling levels from just 1% at present to 5% at the end of the project.

There are several strands to the project, but the flagship schemes are the
introduction of segregated cycles facilities on several of the borough’s main
roads. These schemes are not like the ‘Cycle Super Highways’ in Central
London, which are primarily aimed at commuter cyclists. Instead , Enfield’s
schemes are aimed at encouraging local people of all ages and abilities to cycle
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to their town centres and to cycle rather than drive the significant number of short
distance trips that are currently being made by car.

Consultation on the A105 (Green Lanes) route between Enfield Town and
Palmers Green has recently finished, with the majority of people the 1,600+
responses in support of the scheme. All of the consultation comments are
currently being carefully assessed to help inform the final design and, subject to
final approval early in the New Year, it is anticipated that works will start on site in
June 2016.

Consultation is ongoing (until 18 December) for the plans to transform Enfield
Town itself, removing traffic (expect buses) from Church Street, providing two-
way cycle lanes and public realm improvements to make the town centre less car
dominated. The plans for segregated cycle lanes on Southbury Road, Nags
Head Road and Lea Valley Road are also out to consultation until 18 December.

The final main road scheme is for the A1010 (Hertford Road/Fore Street)
corridor, which again provides segregated cycle lanes and town centre
improvements along its length. Consultation on the section south of Ponders End
will commence later this month, with the northern section planned for May 2016,
after the Mayoral election.

4. ALTERNATIVE OPTIONS CONSIDERED

None

5. REASONS FOR RECOMMENDATIONS

Compared to those who are least active sufficient physical activity reduces all-
cause mortality and the risk of heart disease, cancer, mental health issues and
musculo-skeletal disease by approximately 30%. Guidelines on physical activity
have been published by (amongst others) the World Health Organisation (WHO)
the US Department of Health and Human Sciences and the Chief Medical
Officers of the Four Home Countries.

Both self-report and objective measurements of physical activity indicate that
population levels of physical activity are below those necessary to maximise
health. Health Survey (HSE) 2012 data indicates that 33% males and 44% of
females aged 16+ report not meeting the current Chief Medical Officer (CMO)
guidelines of 150 minutes of physical activity per week.

There is strong evidence for a clear inverse relationship between physical activity
and all-cause mortality, cardiorespiratory health, metabolic health including Type
2 diabetes, muscle mass and function, breast and colon cancer and poor mental

health including depression and cognitive decline. There is limited, moderate or

weak evidence for a positive effect of physical activity on weight loss, musculo-
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skeletal health including hip and vertebrae fracture and osteoporosis. Precise
effects of physical activity are dependent upon the type, intensity and length of
the activity as well as the person including their age, gender and ethnicity but risk
reduction is approximately 30% for all-cause mortality, 20-35% for cardiovascular
disease, 30-40% for metabolic syndrome and type 2 diabetes, 36-68% for hip
fracture, 22-83% for osteoarthritis, 30% risk reduction in prevention / delay in
decline of physical functional health, 30% risk reduction of falls, 30% of colon
cancer, 20% for breast cancer and 20-30% risk reduction of depression and
dementia.

Both self-report and objective data indicates that population levels of physical
activity are insufficient to maximise population health. Active transport has the
potential to integrate physical activity as part of everyday life, increase population
levels of physical activity and improve both individual and societal health.
Forthcoming evidence (Journal of Public Health, unpublished) shows that those
who cycle for utility purposes are 4x more likely to meet physical activity
guidelines than those who do not. A modal shift in transport towards walking,
cycling and public transport is called for by the World Health Organisation
(WHO), the Chief Medical Officer (CMO) and the Faculty of Public Health.

6. COMMENTS OF THE DIRECTOR OF FINANCE, RESOURCES AND
CUSTOMER SERVICES AND OTHER DEPARTMENTS

6.1 Financial Implications

The financial implications of Cycle Enfield have been outlined in other
reports.

6.2 Legal Implications

The financial implications of Cycle Enfield have been outlined in other
reports.

7. KEY RISKS

If Cycle Enfield is not implemented in full the potential health benefits
outlined above will be missed.

8. IMPACT ON PRIORITIES OF THE HEALTH AND WELLBEING
STRATEGY

8.1  Ensuring the best start in life

8.2 Enabling people to be safe, independent and well and delivering
high quality health and care services

8.3  Creating stronger, healthier communities

8.4  Reducing health inequalities — narrowing the gap in life expectancy

8.5  Promoting healthy lifestyles
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The health impacts of cycling have been summarised by the Transport

and Health Study Group:

Health Promoting

Enables access to:
employment
education
shops
recreation
social (support) networks
health and other services
countryside
recreation

physical activity

Active travel

Health Damaging
Injuries
Pollution:
particulates
carbon monoxide
nitrogen oxides
hydrocarbons
ozone
carbon dioxide
lead
benzene
Noise and vibration
Odour
Climate change
Stress and anxiety
Danger
Loss of land and planning blight

Severance of communities by traffic

EQUALITIES IMPACT IMPLICATIONS

The impact of modal shift towards cycling will be overwhelmingly positive;
it will improve health, reduce residents travel costs, reduce the external
costs of transport (pollution, road traffic injuries), make transport more
accessible to all (in Holland women cycle as much, or more than men) and

reduce health inequalities.

Background Papers

None
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MUNICIPAL YEAR 2015/2016

MEETING TITLE AND DATE Agenda - Part: 1 | ltem: 3
Health and Wellbeing Board Subject:
10 December 2015 Recommendations on sugar
consumption
Wards: All
Report of: lan Davis Director of Cabinet Member consulted:

Regeneration and Environment
Cllr Daniel Anderson
Contact officer and telephone number: | Approved by:

E mail:
glenn.stewart@enfield.gov.uk

1. EXECUTIVE SUMMARY

Sugar consumption has been a controversial issue for a number of years but the
Scientific Advisory Committee on Nutrition (SACN) has now made a number of
recommendations which have been accepted by the Government. These are:

e no more than 19g/day of free* sugars for children aged 4 to 6
e no more than 24g/day for 7 to 10-year olds
e no more than 30g/day for children from age 11 and adults

2. RECOMMENDATIONS

The Board is asked to note the recommendations made by SACN and
consider how these recommendations may be implemented.

3. BACKGROUND

Introduction

In September 2015 the HWB asked for a paper to come to the Board on system
leadership. Obesity represents a considerable cost to the health and social care
economy (some £84m) and sugar consumption is associated with this. Equally
Enfield has some of the worst dental public health figures in London. Sugar is an
issue upon which the respective partners of the HWB have various levers and
through which the HWB can demonstrate both internal and external leadership.
This paper seeks to outline the rationale and options that the HWB might like to
explore in this role.

Background
Sugar consumption has been a controversial issue for a number of years. The
Scientific Advisory Committee on Nutrition (SACN) was asked by the
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Government to examine the relationship between dietary carbohydrates (sugars,
starches and fibre) and health. A draft report for consultation was produced in
June 2014 and a final report in July 2015.

SACN found that a high intake of free sugars is detrimental to several health
outcomes including tooth decay, obesity and type 2 diabetes. It also found that
in adults consuming an unrestricted diet that increasing or decreasing the
proportion of calories consumed as sugars leads to a corresponding increase or
decrease in energy intake and that children and adolescents who drank sugar-
sweetened drinks compared to low calorie drinks experienced greater weight
gain and increases in Body Mass Index (BMI).

SACN therefore recommended that average sugar intake should not exceed 5%
of total energy dietary intake in all age groups from 2 years of age. No
guantitative recommendations are made for children under the age of 2 years
due to the absence of information. But from about 6 months of age, gradual
diversification of the diet to provide increasing amounts of whole grains, pulses,
fruits and vegetables is encouraged. Current average dsugar intakes in all age
groups are at least twice the new recommendations and three times higher in 11
to 18-year olds (Fig 1). The main sources are sugars-sweetened drinks (including
carbonated drinks, juice drinks, energy drinks, squashes and cordials); cereal-
based products (biscuits, cakes, pastries and sweetened breakfast cereals);
table sugar and confectionery; and fruit juice.

Fig 1: UK sugar intake compared to the recommended maximum of 5% energy,
by age.

UK sugar intakes 2008/09 - 2011/12

b

1.5- 3 years 4 -10 years 11- 18 years 19 -64 years 65+ years

[ TR U
(=T ST = -

% Total Energy

= I -]

N Male BFemale Both

The new dietary recommendation for free sugars is designed to minimise the
health risks associated with high free sugars intakes and to result in improved
management of energy intake, reducing this across the population by an average
of 100kcal/day (418kJ/day). This is expected to beneficially influence the risk of
obesity and also to improve dental health.

SACN therefore made the following recommendations:
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e Free sugars should account for no more than 5% daily dietary energy
intake.

e The term free sugars is adopted, replacing the terms Non Milk Extrinsic
Sugars (NMES) and added sugars. Free sugars are those added to food
or those naturally present in honey, syrups and unsweetened fruit juices,
but exclude lactose in milk and milk products.

e The consumption of sugar-sweetened beverages (e.g. fizzy drinks, soft
drinks and squash) should be minimised by both children and adults.

Public Health England (PHE) has translated the above recommendations into:

e no more than 19g/day of free sugars for children aged 4 to 6 (5 cubes /
teaspoons of sugar)

e no more than 24g/day for 7 to 10-year olds (6 cubes / teaspoons of sugar)

e no more than 30g/day for children from age 11 and adults (7 cubes /
teaspoons of sugar)

It is estimated that per year benefits of achieving a 5% energy intake from sugar
would be to avert 4700 deaths, 242,000 dental caries and save the NHS £576
million.

How this might be implemented in Enfield.

Whilst a number of nationals actions may or may not be implemented the
following actions may be considered in Enfield:

e Distribute more widely the LBE poster indicating the amount of sugar in
various drinks etc (Appendix 1)

¢ Promoting alternatives to sugary drinks such as water, milk, ‘diet’ and
sugar-free alternatives

e Work with the Local Authority workforce to reduce the amount of sugary
food that is brought in (for example — only bring in celebratory food on a
Friday)

e These recommendations to be considered in future school catering
contracts

e Ensure water fountains in parks

e Improving the food and drinks on offer in public buildings and spaces

¢ Building good food and drinks offers into contacts with local authority
venues such as leisure centres, parks and swimming pools

e Implement government buying standards for food and catering services

e Support local food businesses, such as takeaways, to promote healthier
eating through training as well as incentives and reward schemes

e Brighton and Hove has introduced a voluntary 10p sugar tax on all sugary
soft drinks with the proceeds going to a children’s health and food
education Trust
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Action on vending machines in Local Authority and health care setttings to
provide healthy options

Ensure that Voluntary and Community groups that receive funding through
the Local Authority have a nutrition policy

Potential impact in Enfield

Enfield has the 4™ highest rate of adult excess weight in London (64.8%) and
obesity doubles between Reception Year and Year 6 (from 12% to 24%).
Sustain has estimated the potential impact of 5 - 20% sugary drinks duty at a
local level. In Enfield it is estimated that a 20% levy would result in:

6.1

6.2

264 fewer cases of diabetes

180 fewer cases of CVD & Stroke

47 fewer cases of bowel cancel
£1,608,894 in healthcare cost savings

ALTERNATIVE OPTIONS CONSIDERED

None
REASONS FOR RECOMMENDATIONS

The above are recommended to the Board for consideration.

COMMENTS OF THE DIRECTOR OF FINANCE, RESOURCES AND
CUSTOMER SERVICES AND OTHER DEPARTMENTS

Financial Implications

None until any recommendations are implemented

Legal Implications

None until any recommendations are implemented

KEY RISKS

IMPACT ON PRIORITIES OF THE HEALTH AND WELLBEING
STRATEGY

8.1  Ensuring the best start in life

8.2 Enabling people to be safe, independent and well and delivering
high quality health and care services

8.3  Creating stronger, healthier communities

8.4  Reducing health inequalities — narrowing the gap in life expectancy

8.5  Promoting healthy lifestyles

The report from SACN indicates that all the above priorities will be
positively impacted by a reduction in sugar consumption
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EQUALITIES IMPACT IMPLICATIONS

The worst rates of obesity and tooth decay are in wards and areas of
health inequalities, a reduction in sugar consumption would impact
positively on these.
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Be part of a healthier Enfield:
Cut out sugary drinks
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Sugar and what might
be done about it

Glenn Stewart
Assistant Director of Public Health

\—/

| Striving for excellence ENF’ELD
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Background

« Scientific Advisory Committee on Nutrition
(SACN) asked by Government to look at
relationship between dietary carbohydrates and
health

* Final report July 2015

« Sugar linked to tooth decay, obesity, type 2
diabetes

« Recommendations made

ENFIEL D)‘%
Council
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Adults & 11+ 7-10 years




What does this mean in practice?

e Current sugar intake is approximately 3x
higher than recommended in school-aged
children and teenagers and twice that
recommended in adults
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What would reduction to 5% achieve?

e 4700 deaths, 242,000 dental caries per year
* The NHS £576m per year

]| ebed



Why Enfield

* 4™ highest rate of excess weight in London
(64.8%)

e Obesity doubles between Reception and Year
6(12 —24%

* XX highest rate of decayed, missing or filled
teeth (DMFT) in London

gl abed



So what could we do at a local level?

Display the LBE sugar poster more widely (next slide)

Work with the Local Authority workforce to reduce the amount of sugary
food that is brought in (for example — only bring in celebratory food on a
Friday)

Improve the food and drinks on offer in public buildings and spaces

Build good food and drinks offers into contacts with local authority venues
such as leisure centres, parks and swimming pools

Implement government buying standards for food and catering services

Support local food businesses, such as takeaways, to promote healthier
eating through training as well as incentives and reward schemes

Brighton and Hove has introduced a voluntary 10p sugar tax on all sugary
soft drinks with the proceeds going to a children’s health and food
education Trust

Action on vending machines in Local Authority and health care setttings to
provide healthy options

6] ebed
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Questions
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Budget Consultation
Health and Wellbeing Board

2016/17

ENFIELD’%
Council
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Agenda

Where the Council’'s money comes from and
where it is spent

Our approach to financial management
Pressures and risks

Budget Gap

Council Services included in the consultation

Council Tax information
Questions
ENFIELD)‘%
Council
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Council Spend and Income 2015/16 (Em’s)

. Finance,
REgeperanon & Resources &
Concessionary nvironment Customer
Health Fares £11.8m c . £56.3m Services
ealth, orporate, , )
Housing & £3'?5.3m Chief Executive £52.4m
Adult Social £5.8m Community
Care £129.0m Housing
/_£38.7m

Schools &

Revenues & Children's
Benefits £300m Services
£371.8m

HRA £64.9m

Gross Expenditure £1.064bn or
£1,064,000,000

HRA Rents
Other Income,

£117.9m _\
Council Tax,

£100.9m

Government
Funding
£412.4m

Local Business
Rates £67.9m

Housing
Benefits
£300.0m

ENFIELD

Council
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Government Core Funding Reductions
2010/11 to 2018/19

Cash - Government Funding v Funding after September RPI Adjustment
£m 2010/11 to 2015/16 & Forecast RPI to 2018/19 @2%

200
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Note: Figures excludes the specific grants of Dedicated Schools Grant, Public ENF'ELD
Health Grant and New Homes Bonus Councrl
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Our Approach to Financial Management

 Medium Term Financial Plan:
— Looks four years ahead
— Gives as much stability and certainty as possible
— Brings together all the Council’s day to day finances

— Aiming to put in place a plan to deliver a balanced
budget for a four year period

* Firm control on finances:
— Helps to focus on choices which need to be made
— Enables delivery of services with minimum

interruption
ENFJELD*%
Council
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Pressures and Risks

— Spending Review 2015 & Financial Settlement — further
Central Government spending cuts.

— Care Act 2014 — potential increase in care costs and
additional responsibilities for the Council which are not
fully funded.

— Demographics — increase in demand for Council services
due to population growth as well as an ageing population

— Borrowing — increases in costs for new borrowing for
capital investment (e.g. schools, roads and public realm).

— Inflation / pay — increased cost of running services.

— Upturn in property market — increase in the level of rents
paid to landlords for temporary accommodation but not
funded by Government under new welfare arran ?ﬁ%ﬂ%

Council
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Cumulative Savings Targets over the Period of the
Financial Plan

£m's
Savings already agreed B New savings required
80
70
60
Cumulative
50 New
Savings
40 Target
30
20
Cumulative
10 £14.7 £20.7m £20.7m ifr\;':o?;
£8.1m -/m Agreed
0
2016/17 2017/18 2018/19 2019/20
Note that Budget Pressures over the period 2016/17 to 2019/20 total £71.2m. Saving of £20.7m have ENF,ELD

already been made from Enfield 2017 (back office savings) and the full year savings effect of prior year
decisions, and these are being implemented. Therefore the remaining Savings Target is £50.5m to be met
from new savings.

Council
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Government Spending Review 2015
25t November 2015

« Government’s public spending plans for next four years to
2019/20

* High level so will not know full details for Enfield until the
Local Government Finance Settlement in December

* Core central government funding to local government will
fall by 24%*

 Including forecasts of other income raised locally by
councils, the overall position is a 6.7% reduction”

« Councils to retain 100% of their business rates income
(only 50% at the moment) but more work needs to be done
to determine the impact of this and the funding reductions
on Enfield’s current financial plans and saving targets. %

ENFIELD

Council

* Source: Local Government Association real term percentage over four years to 2019/20
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Service areas included in consultation

Savings are being considered from all service
areas including:

Adult Social Care

Health & Housing

Services for Children & Young People
Environment & Regulatory Services
Neighbourhood & Street Scene
Regeneration

Parks, Open Spaces, Leisure & Culture

ENFIEL D)‘%
Council
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Summary of Council Tax Options

. Potential | Potential |Potential |[Potential
Options . . i .
Saving Saving | Saving | Saving
2016-17 | 2017-18 | 2018-19 | 2019-20
£m £m £m £m
Council tax Increases:
Council tax has been frozen since 2010/11
The Council’s financial plan currently assumes a
council tax increase of 1% in 2016/17 and this is
included in figures shown in slide 7 (Budget Gap).
Higher increases would generate additional savings as
follows:
Increasing Council Tax by 1.99% each year would bring 1.0 2.0 3.0 4.0
in an additional :
Increasing Council Tax by 3%* each year would bring 1.5 3.5 5.5 7.5
in an additional :
*To increase Council tax above 1.99% currently requires a referendum of the
local electorate at an estimated cost of £500k. This option includes the cost of
the referendum. Lead in time to organise a referendum make it unlikely to be a
viable option for 2016/17 unless done retrospectively which incurs a risk of a no ENFC'?EUIFTLE’

vote which would result in re-billing and the associated costs.
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Questions?
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Budget Consultation (1)

« What are your thoughts on whether the Councill
should consider raising the level of Council Tax
In order to protect services?

* |f the Council were to increase Council Tax, by
how much do you think it is reasonable for the
authority to increase it in order to protect some

services?
ENFIEL rf‘%
Council
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Budget Consultation (2)

« What are your thoughts on whether the Councill
should introduce or increase charges for some
of the services it provides?

« What other options should the Council explore
to help make the anticipated savings of £50mil.
by 2019/207?

ENFIEL D)‘%
Council
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MUNICIPAL YEAR 2015/2016

Agenda - Part: 1 | Item: 7

Subject: Enfield CAMHS Future in
Mind Transformation Plan

MEETING TITLE AND DATE
Health and Wellbeing Board
10 December 2015

Wards: All

Report of: Graham MacDougall,

. . Cabinet Member consulted: N/A
Director Strategy & Partnerships

Contact officer - Claire Wright
Email: claire.wright@enfieldccg.nhs.uk
SUMMARY:

In March 2015 the Government published a wide-ranging report on child and adolescent mental
health, Future in Mind — Promoting, protecting and improving our children and young people’s
mental health and wellbeing. The report sets out a national ambition to improve mental health
services for children and young people. Future in Mind stipulates that each CCG area is required to
submit a Transformation Plan. Enfield submitted on 16 October 2015. The national timeline
required the assurance process to be completed in the first week of November, and feedback was
received on the 9" November 2015. Enfield was asked to resubmit our plan to provide additional
assurance, and this was done as required on 24" November 2015.

The CCG is awaiting further advice from NHS England following its resubmission and the
Transformation Plans formed the basis of the recent Mental Health Stocktake with NHSE across
Barnet, Enfield and Haringey CCGs, with the Trust and with local authority representation from
LBE. Many CCGs have been required to resubmit with either additional information, ensuring a link
between needs assessment, vision, strategic aims and investments with some areas being
presentational. NHSE has stated it is confident that plans will be assured following resubmission.

Transformation Plans had to include information on services currently available, levels of local
investment, areas for service transformation and arrangements to review implementation of the plan
and monitor improvement. We were required to submit a high level template, supported by more
detailed plans. A high level template, was submitted with the Joint Commissioning Strategy for
Emotional Well-being and Child and Adolescent Mental Health and a Future in Mind Transformation
Action Plan. Development of the plan was led by the CCG and Council, working closely with our
providers and other partners, including children and young people.

Our plans clearly address the five key areas required by Future in Mind:

Accountability and transparency;

Improving access to effective support;

Care for the most vulnerable;

Promoting resilience, prevention and early intervention;
Developing the workforce
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Funding allocations

All CCGs have been allocated three areas of funding which are shown in the table below.

Initial allocation of funding for | Additional funding available Minimum recurrent uplift for

eating disorders and planning | for 2015/16 when the 2016/17 and beyond if plans

in 2015/16 (Already released) | Transformation Plan is are assured (includes eating
assured disorders)

£169,378 £423,970 £593,348

Children and Younqg People’s IAPT

In addition to the funding shown above, Enfield has received £426K in the form of training places
and funding for backfill so that we can participate in the children and young people’s IAPT
programme.

Future in Mind recommends implementation of CYP IAPT, as the major transformation programme
for existing CAMH services and partner agencies. CYP IAPT aims to:
o Improve access and choice of NICE approved best evidence based therapies
e Create a service culture of full collaboration between child, young person and/or their
parent/carer (where appropriate) and therapist
e Improve access through self-referral
e Use of a range of outcome measures to guide therapy and support service monitoring and
decisions about service development

Eating Disorder Service

For CCGs who already commission Eating Disorders Services that comply with statutory guidance,
then there is provision for the additional investment to be used in improving self harm and crisis
intervention services.

The contract with the Royal Free Hospital for the Eating Disorder Service is currently worth
£265,817, and in 2013/14, 25 young people were referred to the service and 23 accepted and in
2014/15, 31 were referred and 29 accepted. Outcomes for the service are good and there were no
inpatient admissions to Tier 4. There are issues with compliance with statutory guidance for non
urgent waiting times, self referrals, and therapeutic mix, but the service has reported vacancies
which have impacted on waiting times and indicated that service improvements could be made from
existing resources. We believe our current level of investment is consistent with numbers of young
people seen, and given the increase in numbers of young people with deliberate significant self-
harm leading to admission to hospital, investment into self harm crisis intervention is seen as the
greater priority.

Perinatal Mental Health

Perinatal mental health is one of the priorities for 2015/16 identified in Future in Mind, and additional
funding is anticipate but has yet to be announced.

NHS Enfield CCG has worked with other NCL CCG’s to develop a joint Perinatal Mental Health
Strategy and the need for a specialist perinatal mental health service co-commissioned with
Haringey and Barnet CCGs at NMUH and Barnet Hospital has been identified as a priority.
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The cost options currently being looked at include a specialist psychiatrist sited with the maternity
unit (E70k per CCG) and a specialist team sited within maternity services (E200k per CCG). This
will be further examined once funding is announced.

Additional priorities for transformation

Many of the elements of Future in Mind are already in place, our main CAMH service is well
thought of, and is a joint service across the Council and BEH MHT with good working
relationships with schools and staff embedded in social care, youth justice, the looked after
children team and children’s centres.

However there have been increased pressures on the service, and waiting times have
grown. The dramatic increase in numbers of young people admitted to hospital with
deliberate self-harm in particular is a concern. In 2015/16 we have stated that want to
focus on establishing platform for further development. Therefore priorities for investment
in 15/16 include continuation of self-harm and crisis intervention work with NMUH and
Barnet, a waiting list initiative, infrastructure to support implementation of the plan, and
development of a peer mentoring scheme proposal and voluntary sector capacity.

Priorities thereafter are to increase capacity in the service to develop a whole system
response to crisis intervention, autism and neuro-developmental/mental health services,
and a focus on developments that will support early identification and intervention, such as
the parent and infant mental health service.

Implementation

The Transformation Plan has been discussed in detail with a wide range of stakeholders,
including the voluntary sector and children, young people, and parents and carers, the level
of sign up is good, and implementation has started. Implementation will be the
responsibility of the Enfield CAMHs Partnership Group, which meets monthly, supported by
the CYP IAPT Steering Group and Task and Finish Groups that will be set up to drive
individual work streams. The Partnership Group reports the Joint Commissioning Group,
which is a Sub-Committee of the Health and Wellbeing Board. Ultimate accountability is to
the Health and Wellbeing Board. It is important to note that this is a jointly developed plan
across the CCG, LBE and providers and has strong clinical approval.

SUPPORTING PAPERS:

None

RECOMMENDED ACTION:

Health and Wellbeing Board is asked to note the contents of this report and will receive the
full plan following further advice from NHS England
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Health and Care

Strategic Context

This section sets out the broad model for reform of health and care in London that has been
agreed in principle by London boroughs, CCGs, the Mayor, PHE and NHS England. It
provides a common platform for collaborating to transform outcomes for Londoners and
address the sustainability of the health and care system in the capital.

There is commitment across local government and the NHS in London to make progress on
reform and transformation within existing powers and responsibilities. But both the ability
and incentives to address long-standing, complex challenges will be significantly constrained
without clear steps by government and national NHS bodies to devolve funding and powers,
and to provide freedoms and flexibilities to support new ways of working and a strategic
focus on driving transformative change.

We therefore want to use the CSR to establish a framework for supporting reform of health
and care across London throughout the next Parliament. This framework seeks immediate
agreement to some national changes, while others would be unlocked as detailed proposals
are developed at different levels in London.

There is agreement between all London partners that the scale, complexity and history of
health and care issues in the capital mean a single, city-wide approach to reform will not be
successful. There is also consensus that London’s model of reform must address the whole
health and care system — to enable a rebalancing towards prevention, early intervention;
supporting independence and wellbeing, as well as addressing the future sustainability of
health and care services.

This needs to be developed on three geographical levels: local, sub-regional and regional.
A principle of subsidiarity underpins this ensuring decisions are made at the most
appropriate level. But there is recognition, including politically, that hospital service
transformation will require collaboration across sub-regional footprints and the linkages
between locally led out of hospital transformation and sub-regionally co-ordinated hospital
network transformation will need to be strong.

The increased focus on prevention and public health will require action not only by NHS and
local authority care services, but also by other parts of local and regional government and
agencies across a range of areas including employment support, housing and offender
management.

There is an ever strengthening track record of collaboration between local government and
the NHS in London. But it is recognised that our model of reform will require this to evolve to
a new level. Therefore pilots will be set up before the CSR is finalised, through which, sub-
regionally and locally, detailed reform proposals and collaborative structures through which
to deliver these, will be worked up.
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Background

London’s population is growing at a faster rate than any other region in England and is
transient, accounting for 37% of the nation’s short-term residents. The capital also has a 7%
higher poverty rate than the rest of England and a substantial inequality gap in healthy life
expectancy between boroughs. London also has particularly high and growing populations of
both under 25s, where investment in prevention could have significant impact, and over 80
year olds, the biggest users of health and care services.

The unique nature of London’s population, the growing health risk factors and organisational
challenges will put unprecedented pressure on the health and care system over the coming
years. The NHS in London faces a £4.76bn affordability gap between forecast funding levels
and the expected rise in demand for healthcare by 2020/21". In a similar time horizon
London local government faces a potential funding gap of close to £3.4 billion, of which
£1.14bn would be experienced by adult social care.

Lifestyle risk factors are stimulating an increase in health and care demand. London has the
highest rate of childhood obesity of any peer global city with consequences for the high
proportion of the health budget spent on associated illnesses. Intervention on smoking is
thought to be an opportunity to not only address the 8,400 lives lost to smoking each year
but also reduce the £1.9-£2.8bn currently spent on smoking related iliness.

London’s Health Care system has some significant and enduring challenges:

the variable quality of primary care in the capital and particularly in the inner city

the poor health of the population in some areas of London

the over reliance on hospitals for the delivery of health care

the different patterns of hospitalisation between different areas of the capital and in
comparison nationally

¢ the concentration of hospital services in inner-city areas with higher population growth
and demand for services in outer London

There are significant opportunities to radically transform the health and care landscape.
Currently a fraction of the budget is spent on prevention and self -management initiatives
despite significant opportunities to be achieved from proactively addressing worsening risk
factors. Bringing health and social care together provides an opportunity to deliver an
integrated system that much better meets the population’s varying needs.

! £1.74bn Commissioner challenge defined as the difference between available funding and spending
based on ‘unconstrained demand’ and rising cost of provision

£3.02bn Provider challenge defined as current deficits, impact on commissioners constraining
demand, price changes from tariff changes and rising cost of provision

£1.74bn London share as announced by the new Conservative government in May 2015. Funding to
be directed at transformation.

NOTE: If tariff efficiencies of 4% were to be delivered, this affordability gap reduces to £1.74bn.
However this is dependent on productivity increases within the system. The majority of providers have
opted for ETO tariff prices which include a 3.5% efficiency.
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There is a strong history of collaboration and joint working across health and care and
political leadership across London. At local level Health & Well Being Boards are growing in
maturity and effectiveness and aspire to develop further to fulfil the full strategic
commissioning role envisaged in their creation. At a pan-London level political leadership
includes the London Health Board, previously the London Health Improvement Board, which
from its inception in 2011 has been chaired by the Mayor of London with representation from
elected borough leaders, the NHS and Public Health.

A Shared Vision for Health And Care In London

Nationally the NHS published the Five Year Forward View in October 2014 setting out a
shared vision of how health services need to change, in order to sustainably address three
widening gaps, in health and wellbeing, care and quality, and funding and efficiency.
Building on the Five Year Forward View and the collective high level vision for health and
care in London established through the London Health Commission, Better Health for
London: Next Steps® was published in March 2015.

This followed a year long journey that started with a conversation with Londoners, through
engagement of more than 14000 Londoners at tailored events and through online
discussions. The process encouraged collaboration between the organisations that influence
health and care; including Local Government, NHS England, Public Health England,
London’s healthcare commissioners and providers, patient representatives, the voluntary
sector and industry.

The recommendations set out directly address issues relating to how to affect the change,
such as funding, workforce, information sharing, estates and leadership.

The partners of the London Health Board; London Councils, London CCGs, the Mayor, NHS
England and Public Health England have committed to 10 joint aspirations to help London
become the healthiest World City.

2 http://www.londoncouncils.gov.uk/our-key-themes/health-and-adult-services/health/better-health-
london-next-steps-plan



http://www.londoncouncils.gov.uk/our-key-themes/health-and-adult-services/health/better-health-london-next-steps-plan
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As the London Health Commission and Five Year
Forward View found, there are significant challenges and
opportunities to improve health and wellbeing outcomes
for Londoners. We are committed to working together at
all levels to make the best use of our assets and resources.
The partners of the London Health Board have decided to
use the London Health Commission’s ten aspirations for
Londoners’ health as a set of shared goals for London.
Better Health for London: Next Steps sets our shared
ambition and gives us a way to measure our collective
progress towards our shared goals.

Dr Anne Rainsberry Dr Marc Rowland
Regional Director,
NHS England
(London Region)

BETTER HEALTH FOR LONDON:
NEXT STEPS

MAYOR OF LONDON

N 5
V) LA ———

(e o S0,
Clir Teresa O’Neill

Vice Chair and
Executive Member

Boris Johnson Professor Yvonne Doyle
Regional Director,
Public Health England

London & Statutory

Mayor of London Chair, London Clinical
Commissioning Council

for Health, London and Lewisham CCG

Councils Health Advisor to the
Mayor
2020 Ambition
1. Give all London’s children a healthy, happy start to Ensure that all children are school-ready by age 5

life Achieve a 10% reduction in the proportion of children obese by Year 6

and reverse the trend in those who are overweight
2. Get London fitter with better food, more exercise
and healthier living

Help all Londoners to be active and eat healthily, with 70% of
Londoners achieving recommended activity levels

3. Make work a healthy place to be in London Gain one million working days in London through an improvement in

health and a reduction in sickness absence
4. Help Londoners to kick unhealthy habits Reduce smoking rates in adults to 13% - in line with the lowest major
global city and reduce the impact of other unhealthy habits

$03000030

Care for the most mentally ill in London so they live
longer, healthier lives

. Enable Londoners to do more to look after

themselves

Ensure that every Londoner is able to see a GP
when they need to & at a time that suits them

Create the best health and care services of any
world city, throughout London and on every day

Fully engage and involve Londoners in the future
health of their city

. Put London at the centre of the global revolution in

digital health

Reduce the gap in life expectancy between adults with severe and
enduring mental illness and the rest of the population by 5%

Increase the proportion of people who feel supported to manage
their long-term condition to the top quartile nationally

Transform general practice in London so Londoners have access to
their GP teams 8am-8pm, and primary care is delivered in modern
purpose-built/designed facilities

Work towards having the lowest death rates for the top three killers
Close the gap in care between those admitted to hospital on
weekdays and at weekends

Achieve 10 basis point improvements in poll data

Create 50,000 new jobs in the digital health sector & ensure that
innovations help Londoners to stay healthy and manage their
conditions

Opportunities and Benefits Of Devolution In Meeting These Ambitions

Our goal is to secure improved care across the spectrum of health and care services,
reducing hospitalisation through proactive, co-ordinated and personalised care that is
effectively linked up with wider services to help people maintain their independence, dignity
and wellbeing. When Londoners need acute or emergency physical or mental care they
should all be able to access consistently world class services, seven days a week. But they
should be just as confident about being able to access consistently high quality support to
address lower level health issues and manage ongoing conditions to minimise the impact on
their wider lives and families.
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Achieving this integration of services across providers can be significantly accelerated as a
result of the opportunity presented by devolution:

Benefit

Outcomes

Additional opportunity from devolution

Addressing the

health and
wellbeing gap

¢ All children are school-ready

by age of 5

e Reduction in proportion of

obese children

Increased proportion of
Londoners achieving
recommended activity levels
Reduction in workplace
sickness and associated
absence

Reduction in smoking rates
to level of lowest global city

¢ Ability to strengthen and support actions
taken by many Health and Wellbeing Boards
by working in partnership across the health
and care system and by other industries and
sectors.

e Opportunity to embed health promotion and
prevention throughout health and care
services, and develop new partnerships
between the public, third and business
sectors to promote health in innovative
settings across London

¢ Strengthening strategic alliances e.g. on
illegal tobacco

Addressing the
care and quality

gap

Reduction in gap in life
expectancy for adults with
severe & enduring mental
illness

Public supported to self-
manage long-term conditions
Public able to access care in
the right place at the right
time

Reduction in the gap in
outcomes for weekend vs
weekday admissions

¢ Integration of health and care budgets in a
place to maximise potential for new models
of care and reducing the reliance on
hospitals.

¢ Build on examples of local collaboration
pilots to provide early intervention and re-
ablement services rather than a crisis based
system

¢ Enable investment in partnership working
between primary care and local services to
coordinate care around the needs of patients

¢ Enable investment in partnership working
between primary care, social care and the
community sector to roll-out integrated
personal commissioning

¢ Use transformation funding to invest in fit for
purpose facilities for the provision of health
and care services

Addressing the
funding and
efficiency gap

Improved value delivered
within available health and
care funding

¢ Allows for increased investment in out of
hospital settings to deliver care in the most
appropriate settings for the patient

¢ Integrates services improving patient flow
through the system and associated
productivity
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London’s Devolution Proposition for Reforming Health And Care
Services

Our model of reform to achieve this recognises that collaboration and new ways of working
will be needed between commissioners, providers, patients, carers and wider partners at
multiple levels.

We are committed to ensuring wide ranging engagement to support development of this
model. Political leadership and oversight at the borough level through Health and Well Being
Boards and at the pan-London level through the London Health Board will need to develop;
further strengthening its connections to all London partners. New leadership and
collaboration capability at the sub-regional level will also be required.

We recognise the ultimate accountability of existing statutory organisations to parliament and
electorates. In our model, geographies would be accountable for upholding national
standards, delivering statutory requirements including, but not limited to, the NHS
Constitution and would have to account to the Chief Executive of NHS England for the
financial performance of the NHS within the local geography. We are committed to this
accountability and upholding national standards and requirements.

Our model will be developed on three geographical levels: local, sub-regional and pan-
London. A principle of subsidiarity underpins this ensuring decisions are made at the most
appropriate level. There is recognition that acute service transformation will require
collaboration across sub-regional footprints and place based budgets will support the
linkages between locally led out of hospital transformation and sub-regionally co-ordinated
hospital network transformation. Core components of the London approach across the three
geographical levels for action will include:

Locally:

e joint multi-year local integration planning, supporting Health and Well Being Board
strategies, to secure increased prevention, early intervention, personalisation and
integrated out of hospital health and care services — and alignment of provider plans

e full pooling and joint commissioning of NHS, social care and public health
commissioning budgets through s75 agreements

¢ local public asset plans and scheme development to secure facilities to deliver
accessible, multi-purpose, integrated out of hospital services

Sub-regionally:

e Delivery of local Health and Well Being Board aspirations through accountable
strategic partnerships based on joint committees established to lead transformation
at sub-regional scale

e joint health and care strategies to develop new models of care across acute, primary
and social care settings

e joint commissioning to secure delivery of sub-regional plans that are clinically and
financially sustainable for all parts of the health and care system within the

geography
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e sub-regional estate plans and scheme development to unlock redevelopment of un-
or under-used NHS estate, aligned with local public asset planning

Pan-London:

e The London Health Board, chaired by the Mayor of London, will provide political
leadership, oversight and support for the London strategy including delivery of the
ambitions of Better Health for London and commitment to the vision set out in the
Five Year Forward View

e A pan-London joint executive committee, accounting to the London Health Board and
with ability to act on behalf of regional and local partners to agree strategic priorities
and to create frameworks that support devolved working at all levels

o Partnerships for strategic estate planning, allied to the London Land Commission and
sub-regional strategies

o Workforce planning and skills development to match the pace of health system
transformation

e Collaboration to develop city level public health improvement actions, including both
regulatory and fiscal interventions

o Development of London wide financial and other frameworks, such as new payment
models, for use at sub-regional and local level.

To deliver this strategy, three types of action and agreement will be required:

1. Action by London: London will build on its record of collaboration and joint working
by developing the leadership and delivery arrangements that are required at local,
sub-regional and pan-London levels. This will include the swift setting up of pilot
collaborations at local and sub-regional levels;

2. Devolution Unlocked as London Becomes Ready: Agreement is needed between
London government and its NHS partners on the one hand, and Government and the
NHS at national level on the other, on a menu of new devolved flexibilities,
opportunities and authority that would become available to London and parts of
London upon the development of robust joint governance, strategies and delivery
arrangements.

3. Requirements of NHS and Government: Agreement is also needed on a set of
reforms to unlock health improvement and system transformation as part of the CSR
decision-making process. This requires action by the NHS, Department of Health and
other government departments including CLG

We describe the detail of these three tasks in the next section.
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London’s Devolution ‘Offers’:

Actions and Agreements Sought

Action by London
London Leadership: collaborative transformation

Partners recognise that a number of immediate actions will need to be taken to maximise the
opportunity afforded by the shared model described. Implementation of this model would
require:

e Partners would rapidly establish the governance by which a pan-London joint
committee can act on behalf of regional and local partners, account to London’s
political leadership and meet the statutory requirements of the NHS.

e This is expected to result in the development of a MoU similar to the spirit of the
Manchester MoU to be published in autumn 2015, but reflecting London’s larger
population and need for sub-regional working in addition to pan-London and local
levels

¢ Immediate contribution of resources, capacity and capability from each of the parties
to deliver a joint business case and plan across boroughs, the GLA, NHS England,
PHE, CCGs and Providers. This would include an articulation of the benefits to be
achieved and a plan for their realisation.

o Development of a business plan and associated business case for delivering
sustainable transformation through the use of devolved funding to be completed by
summer 2016

London Pilots: collaborative transformation

London boroughs have embraced their new public health roles and are innovating to find
better ways of engaging with their communities on health and healthy lifestyles, improving
public health services, using their regulatory powers to shape healthier places, making links
with other services to impact on wider determinants of health and helping embed more
preventative approaches into mainstream service planning. They are collaborating to spread
best practice and work together on common challenges. This includes collaborative
commissioning, often supported by PHE London, both through boroughs working together in
small numbers and through pan-London approaches to HIV Prevention and the impending
commissioning of sexual health services. Many of these collaborations are supported
regionally by the Mayor’s public health-related initiatives such are London healthy schools,
TfL’s huge investment in cycling and its health transport plan, and a pan London community
sports programme, amongst others.

We will continue to build on our existing platforms, including by increasing collaboration on
prevention between local government, regional government, PHE and the NHS and by
mainstreaming prevention into integrated health and care.

To create a platform for the swifter transformation described in our proposals London will
build on this record of collaboration by developing a range of pilot collaborations at both local
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level for boroughs and CCGs through Health and Well Being Boards and at sub-regional
level:

e at least one Borough/CCG level fully integrated strategy where care, public health
and CCG budgets are fully shared,;

e at least one sub-regional collaboration across health and local government able
to develop a full service transformation strategy;

e at least one sub-regional collaboration producing a strategy to transform the
health and care estate and release resources from under-used estate to support
investment.

These partnerships will be identified during the autumn of 2015 working up their plans in the
months afterwards. As their strategies are established these partnerships should be able to
draw down a range of further powers from a menu agreed with government as part of the
CSR London proposition process.

Devolution Unlocked as London Becomes Ready

This menu of devolution opportunities to be unlocked subject to certain conditions should
include the following proposals:

1. Supporting local integration: subject to the approval of joint local multi-year integration
plans to transform prevention and out of hospital services, underpinned by pooling of
budgets, s75 agreements and robust collaborative delivery mechanisms with clear
provider engagement:

o full devolution of primary care
commissioning to Borough/CCG level

e transformation funding

¢ the ability to adopt new payment models
and vary national contracts, within a
regionally developed framework

e a streamlined single performance
management approach for NHS spend

Case study:

In Greenwich, teams of nurses, social
workers, occupational therapists and
physiotherapists jointly respond to
community emergencies. Immediate
intervention has avoided over 2,000
patient admissions and saved over
£1m in social care spend

2. Supporting sub-regional transformation:
subject to the establishment of local
government/NHS sub-regional partnerships with
a robust business case for transformation of
their local health economy and clear governance
and implementation structures:

Case study:

King’s Health Partners and
Southwark and Lambeth Integrated
Care are working to improve
education, prevention, care outcomes
and patient experience across the
care system. One project, TALK,

¢ NHS England specialised

commissioning budgets suitable for
managing at the sub-regional level
transformation funding

gives GPs access to 24/7 consultant
geriatrician advice and aims to reduce
the burden on urgent care. 56% of
calls have resulted in planned rapid
access appointments, preventing
admissions
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¢ the ability to draw down new payment models and variations to national contracts
from a menu of regionally developed alternatives
e arole in decision-making on ‘cash support’ for providers

3. Supporting sub-regional estates strategy: subject to agreement of a sub-regional
estates business plan and establishment of robust governance mechanisms:

e access to NHS capital on the basis of a joint capital strategy between London
partners, as is currently being discussed in Manchester

e power to make capital funding decisions up to a threshold within their envelope

e make variations in capital charges and the capital tariffs to unlock redevelopment
of under-utilised NHS estate

¢ Devolved authority to make joint decisions on disposal of NHS estate in line with
the sub-regional capital strategy and NHS accounting officer requirements

¢ Right to retain the uplift in the value of NHS disposals created through increases
in land value that result from the joint capital strategy (allied to pan-London
governance to ensure retained income will address need in all parts of London).

4. Supporting pan-London health and care system transformation: subject to the
establishment of appropriate joint NHS England, CCG and London government

structures:

¢ NHS England commissioning budgets

and responsibilities that are not suitable |kl ,
or for holding at sub-regional level or A tondon Prévention Board has been
local levels established involving local guthorltles,
o . . ) CCGs, NHS England, Public Health

e ajoint role in decision-making on ‘cash England and the GLA, which is
support’ for trusts subject to clear and shaping up proposals for collaborative
robust plans that link the support to innovation and work with wider
financial recovery and strategic change, partners to accelerate progress on
with applications being submitted from key population health priorities for the

the London system to DH

e arole in jointly developing a tariff with NHS England that reflects the cost of NHS
services in London and ensure partners have full involvement in proposals to
vary the national tariff

e powers and national resources for developing payment and contracting models

¢ An integrated approach to workforce strategy across London with devolved
authority for joint design of co-commissioning training to London level and
consideration of devolution of HEE budgets consistent with government’s wider
demand led approach to skills provision

¢ making best use of London’s share of available improvement resource and
funding e.g. NHS 1Q

5. Supporting pan-London estates strategy: subject to the establishment of suitable joint

NHS and London government governance and management arrangements, aligned with
the London Land Commission:

10
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e Protection of London’s share of the NHS capital budget for planning purposes as
described under “Requirements on NHS and Government” below (estimated to
be around £1.2 — 1.4 billion per annum for NHS Trusts and primary care estates)

¢ Power to make capital funding decisions up to the London budget

e London Land Commission (LLC) to have “right of first refusal” on land assembly
and disposal in order to increase value in estate dis