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Demographics 
 

 

Numbers and Projections 
 

The Greater London Authority (GLA) estimated that in 2015 there were a total of 84,200 people aged 18 

and below, in the London Borough of Enfield. 
 

Children and Young People Population Projections for Enfield: 2015 – 2032 (Persons) 

 

 
 
Source: GLA 2013 round BPO-based population projections - capped household size variant, Note: Figures shown in chart have been rounded to nearest 100. 

 

In the coming years, this figure of 84,200 is predicted to increase. By 2025, the figure is projected to rise to 

88,100, and by 2032, to 88,600. The total rise over the period 2015 – 2032 is projected to be around 

4,400. 

 

 

Children and Young People Population Projections for Enfield: 2015 – 2032 (Males) 

 
Source: GLA 2013 round BPO-based population projections - capped household size variant  

 



 

Whilst the overall population of children and young people is projected to rise between 2015 and 2032, 

we can see that the rate of increase is different for different age groups, and for males and females 

respectively.  
 

Between 2015 and 2032, the percentage increase for the age groups 0-4 years and 5-10 years, is predicted to be less 

than 1%. In contrast, the number of males aged 11-16 years is expected to increase by 13.8% and by 8.9% for males 

aged 17-18 years, over the same period. 

 
 

Children and Young People Population Projections for Enfield: 2015 – 2032 (Females) 

 
 
Source: GLA 2013 round BPO-based population projections - capped household size variant  

 

As with males in the same age group, females aged 0-4 years in Enfield are predicted to increase in number 

by less than 1%, between 2015 and 2032. However, for the 5-10 years age group, the percentage increase 

in females is projected to be 1.8%, over twice that for males (0.8%), during the same period. In contrast, 

for those aged 11-16 years, similar percentage increases are predicted for both males (13.8%) and females 

(14.0%). Between 2015 and 2032, females aged 17-18 years are projected to increase in number by 6.2%, 

which is less than males in the same age group (8.9%).  

 

Ethnicity  
 

Schools and local authorities are required to collect and record data on pupils' ethnic background - both 

for local purposes and to supply data to the Department for Education. The data enables the experiences 

of children from different backgrounds to be monitored and helps schools and Local Authorities to: 
 

 identify barriers to achievement 

 establish strategies to raise standards 

 comply with equal opportunities legislation and the Race Relations Amendment Act 

 ensure effective allocation and targeting of funding (Department for Education, 2011). 

 

 

 

 

 

 

 
 



Pupil Ethnicity in Enfield, Ten Largest Groups: 2011 and 2015 

 

 
 
Source: Enfield School Census, January 2015 and archives 

 

 

Between 2011 and 2015, the largest single ethnic group amongst Enfield pupils was the ‘White- British’ 

group. As of 2015, just over one fifth (21.5%) of Enfield pupils were identified as ‘White British’. The 

second largest group was ‘Black-African’, at 12.1%.  
 

The only other ethnic group with more than 10% of pupils in Enfield schools in 2015 was ‘White-Turkish’ 

with 10.6%. In contrast, four ethnic groups contributed less than 1% of pupils according to the 2015 

figures;   ‘Chinese’ (0.5%), ‘Italian’ (0.5%), ‘White-Greek’ (0.8%) and ‘White-Western European’ (0.8%). 

 
 

Change in Size of Pupil Ethnic Groups: 2011 to 2015 

 

 
 
Source: Enfield School Census January 2015 and archives 

 

 



Whilst ‘White-British’ remains the largest ethnic group amongst school pupils, the proportion belonging to 

this group fell substantially between 2011 and 2015. During this period, the proportion fell from 26.8% to 

21.5% - a fall of 5.3%. Other groups whose proportion declined markedly over the same period were 

‘White-Greek Cypriot’, down by 0.9%, ‘Black-Caribbean’, down by 0.5%, and ‘White-Turkish Cypriot’, 

down by 0.3%.  
 

Conversely, over the same period, the proportion of pupils identified as ‘White-Other’ increased by 1.1%,   

‘White-Turkish’ by 1.2% and ‘White-Eastern European’ by 2.0%. 
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Maternal Care 
 

Expectant mothers resident in Enfield who have seen a midwife or maternity healthcare professional by 12 

weeks and 6 days of pregnancy: 2011 – 2012 
 

 
Source: Department of Health 

 

Whilst there have been seasonal variations, on the whole, over the last two years, the proportion of 

expectant mothers in Enfield who have seen a midwife or maternity health care professional by 12 weeks 

and 6 days of pregnancy has increased steadily. 
 

Abortions 
 

Legally (with a few exceptions1) abortions must be carried out before 24 weeks of pregnancy. Generally, 

abortions should be carried out as early in a pregnancy as is possible. The earlier the abortion is carried 

out, the safer and easier the procedure is to carry out. 
 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
1 http://www.nhs.uk/Conditions/Abortion/Pages/When-should-it-be-done.aspx 

http://webarchive.nationalarchives.gov.uk/20130123124929/http:/www.education.gov.uk/schools/pupilsupport/inclusionandlearnersupport/mea/a0077022/ethnic-monitoring
http://www.nhs.uk/Conditions/Abortion/Pages/When-should-it-be-done.aspx


Proportion of NHS funded abortions before 10 weeks, by London Borough: 2011 

 

 
Source: Department of Health 

 

Of those abortions funded by the NHS in 2011 in Enfield, 67.2% took place within 10 weeks of conception. 

This was the lowest figure in London, and well below both the London and England averages. 
 

Proportion of NHS funded abortions before 10 weeks, in Enfield, London and England: 2009 – 2011 

 

 
 

Source: Department of Health 

 

Between 2009 and 2011, the proportion of abortions in Enfield taking place inside 10 weeks, funded by the 
NHS, has remained well below the London and England averages. During this time the figure for Enfield has 

fallen, whilst both the London and England rates have increased year on year. 

 

 

 

 

 



Low Birth Weight 

Babies who weigh under 2500g at birth are identified as having ‘low birth weights’. Low birth weight babies 

are at risk of increased mortality, increased morbidity and are more likely to suffer from respiratory 

problems in the short term and disability in the long term2. 

Proportion of Babies Born with Low Birth Weights, by London Borough: 2011 

Source: London Health Programmes, Health Needs Assessment Toolkit 

In 2011, 8.6% of babies born in Enfield were identified as of a low birth weight. This was the sixth highest 

figure in London, and above both the England and London averages. However, as can be seen, the variation 

between the majority of Boroughs is relatively modest and not statistically significant. 

It should be noted however, that Enfield’s performance compares unfavourably with the England figure, and 

has not demonstrated any notable improvement over the last 12 months. 

2 NHS Lothian - Low birthrate 



Smoking at Time of Delivery 

Compared to those women who do not smoke, evidence suggests that women who smoke during 

pregnancy are more likely to give birth to low weight babies3. 

Rate of Maternal Smoking at Time of Delivery per 100 Deliveries, in Enfield London and England: 

2007/2008 – 2011/2012 

Source: The Health and Social Care Information Centre, Lifestyle Statistics / Omnibus 

Enfield’s rate of smoking amongst pregnant women at the time of delivery has fallen steadily over the 

course of the last five years. This trend has mirrored that seen across London as a whole. Currently, in 

Enfield and London, around 6 pregnant women in 100 will be smokers at the time of delivery. This 

compares favourably with the England average, which is just over 13. 

Breastfeeding 

Breastfeeding is known to be the healthiest way for a mother to feed her baby. The NHS recommends 

giving babies exclusively breast milk for their first six months of life, after which, breast milk will 

complement other food and aid a baby’s growth4. 

3 http://www.cdc.gov/reproductivehealth/tobaccousepregnancy/

4 http://www.nhs.uk/Conditions/pregnancy-and-baby/Pages/why-breastfeed.aspx

http://www.cdc.gov/reproductivehealth/tobaccousepregnancy/
http://www.nhs.uk/Conditions/pregnancy-and-baby/Pages/why-breastfeed.aspx


Proportion of Women Initiating Breastfeeding within 48 hours of Delivery, in Enfield, London and England: 

2007/2008 – 2010/2011 
 

 
Source: London Health Programmes, Health Needs Assessment Toolkit 

 

The proportion of women in Enfield who have initiated breast-feeding within 48 hours of delivery has risen 

steadily over the last four years. Over 90% of women in Enfield now initiate breastfeeding within 48 hours 

of birth. This figure is above both the London and England averages. 
 

Proportion of Infants Being Breastfed 6-8 Weeks from Birth: 2009/10 – 2011/12 (N.B. Data for 2011-12 

Q2 was not available) 
 

 
 

Source: London Health Programmes, Health Needs Assessment Toolkit 

 

Figures for breastfeeding at 6-8 weeks after birth have also risen over recent years, and are above both the 

London and England averages. 

 

 

 
 



Infant Mortality 
 

Infant mortality is defined as deaths occurring up to the age of one year in babies who were born alive 

(that is, it excludes still births, miscarriages and abortions). Whilst Enfield would appear to have one of the 

highest rates of infant mortality in London, the difference between Enfield’s rate and that of the majority of 

other London boroughs is not statistically significant. Between 2003 and 2013 an average of 27 babies died 
before reaching their first birthday every year in the borough.  
 

Infant mortality is a sensitive measure of the overall health of a population and reflects a likely association 

between the causes of infant mortality and other factors that influence the health status of whole 

populations. Put another way, many of the causes of a higher infant mortality rate are also the causes of 

poor health and higher premature death rates in others. An area with a high infant mortality rate can thus 

be thought of as one where the population generally has poor health. It is noteworthy that, for example, 

Upper Edmonton is the only ward in Enfield where female life expectancy is actually dropping, whilst it is 

increasing in all other parts of the borough. Interventions that are effective in reducing infant mortality will 

thus also improve the general health of the population: they are doubly beneficial. 
 

The factors that are associated with a higher risk of infant mortality include: 
 

 Low socio-economic status (usually associated with living in a more deprived area) 

 Maternal age (under 20 years and 35 years and over) 

 Birth outside marriage / sole parental registration 

 Late-booking for antenatal care 

 Smoking during and/or after pregnancy 

 Alcohol and/or substance misuse during and after pregnancy 

 Maternal obesity  

 Maternal morbidity, for example diabetes, mental illness 

 Domestic violence 

 Low birth weight (<2500g) 

 Not breastfeeding 

 Inappropriate infant sleeping position and environment 
 

Although rates of infant mortality have been falling both nationally and locally, the levels in Enfield were the 

ninth highest in London for the years 2011-13, the most recent period for which data are available. This is 

shown in Figures 1 and 2. 
 

The most important point to note is that from 2005-07 to 2006-08 and in 2010-12, Enfield’s infant 

mortality rate was statistically significantly higher than the London rate, that is, there is very likely to be a 
true causal difference that is unlikely to be due to chance or to normal variation. In 2005-07 the Enfield 

rate is also significantly higher than the England rate. This is shown by the confidence intervals (the vertical 

lines at the top of each bar) in Figure 1. All other years, the Enfield infant mortality rate has not been 

statistically significantly different from the London or national rates. However, as the numbers of deaths 

are relatively small this does not mean that the issue is resolved: an average of 27 babies are still dying 

before their first birthdays each year in Enfield and the rate each year has dropped very little. 

 

 

 

 

 

 

 

 

 

 

 

 
 



Figure 1: Infant mortality rates in Enfield, London and England. Three-year rolling averages from 2003-05 to 

2011-13 
 

 
 
Source: Office for National Statistics 

 

Fig 2: Infant Mortality Rate, per 1000 Live Births: 2011-13 Pooled 

 

 

 
 

 
Source: Office for National Statistics 

*City of London was not included because the number of death was fewer than 3. 
 

  

 

 

 
 



 
 

Statistics explained 
 

The charts above are presented with I shaped lines which represent ‘confidence intervals’. Any 

measurements at any one point are subject to random variation due to chance. A ‘confidence interval’, 

often expressed as a 95% confidence interval, is a statistical way of identifying what the true value of 

something being measured could be. If the 95% confidence interval were, say, between 0.5 and 2.1 then 

there is a good reason to believe that the true value lies between 0.5 and 2.1 since 95% of the time 

confidence interval contains the true value.  
 

Where a confidence interval is small we can be more certain of the likely true value because there are only 

a limited number of possible values between the two extremes. But when the confidence interval is large 

we are less certain: there are many more values that it might be. And when we are comparing a 

measurement, say the occurrence of a specific disease, between different groups of people (maybe people 

of different ethnic origins) then when the confidence intervals do not ‘overlap’, that is all of the possible 

values in each group of people are different, then we can say that there is a statistically significant difference 

between the two groups: the difference observed is unlikely to have occurred by chance and thus 

represents a real difference between them. This is important when assessing populations’ needs. 

 

The map below shows the variation of infant mortality rate within Enfield. Higher rates are seen in the east 

of the borough. 

 

Fig 3: Infant Mortality Rate (per 1000 Live Births) by ward: 2006-13 Pooled 

 
Source: Enfield Public Health Intelligence based on Primary Care Mortality File, Office for National Statistics 

 

 

 

 



 

Key Issues and Gaps 
 

The three direct major causes of infant mortality nationally are: 
 

 Significant prematurity 

 Major congenital anomalies 

 Sudden unexpected deaths in infancy (SUDI) 
 

 

However, the key issues are the ‘causes of the causes’, that is, the factors in the bullet point list in the 

introductory section. Of these, several are amenable to local intervention, including: 
 

 encouraging and enabling women not to take up smoking, and for those who do to stop before they 

become pregnant 

 encouraging and enabling pregnant women and their partners, if either or both smoke, to stop and to 

stay non-smokers thereafter 

 encouraging and enabling women not to be overweight or obese and, if they are, to lose weight, 
preferably before they become pregnant 

 proactively reducing teenage pregnancy rates 

 encouraging and enabling women to attend for antenatal care at the earliest opportunity, and certainly 

before the thirteenth week of pregnancy 

 encouraging and enabling women to take up, and to continue with, breastfeeding 

 encouraging parents to put their babies to sleep on their backs and not on their tummies or sides 

 encouraging and enabling women to drink alcohol sensibly from the point of conception (which may 

only be possible when a pregnancy is planned and alcohol intake can be moderated in anticipation of 

pregnancy) and thereafter 

 dealing proactively with domestic violence to reduce its causes and to encourage and enable affected 

people to escape it if the abuse cannot be stopped. 

 

Who is at Risk and Why? 
 

Major potentially modifiable risk factors for infant mortality and poor infant health include: 
 

 Deprivation including poor housing and overcrowding 

 Maternal age (<20 years and >35 years) 

 Marriage status: births outside marriage / sole parental registration 

 Smoking during pregnancy and the postnatal period 

 Alcohol and substance use 

 Exposure to environmental tobacco smoke 

 Unsafe infant sleeping (non-supine, bed sharing) 

 Not breastfeeding 

 Poor maternal nutrition 

 Late booking for antenatal care 

 Lack of access to antenatal and newborn screening services 

 Low birth weight (<2500g) 

 Pre-existing maternal morbidity (e.g. diabetes, mental illness, obesity) 

 Domestic violence 

 Mental health disorders during pregnancy and post delivery 
 Lack of immunisation/ low coverage of immunisation in the geographical area 
 

Nationally, infant mortality rates are 60% higher for teenage mothers than they are for women aged 20-39 

years, and there is a 25% greater likelihood of prematurity and low birth weight amongst teenage mothers 

compared with older mothers.  
 

Figure 4 shows that, in Enfield, as elsewhere, the teenage pregnancy rate is generally higher in the more 

deprived parts of the borough. Teenage pregnancy is an important risk factor for infant death as well as 

other things, such as poverty, that affect the well-being of both mothers and their children and the health 

of those children when they are adults. Combining the inherent risk factors of teenage pregnancy with 



others associated with living in more deprived areas increases the risk of babies dying before reaching their 

first birthdays. 
 

Figure 4: Map showing teenage conception rate by ward in Enfield, 2011-2013 

 

 
Source: London Borough of Enfield 
 

Sudden unexpected death in infancy (SUDI) is a significant cause of infant mortality and usually occurs 

within the first eight months of life, but can occur much later. There is a higher risk of SUDI for male, 

preterm and/or low birth weight babies and for babies sleeping on their fronts or sides (that is, non-supine 

positions). Although SUDI occurs in all socioeconomic groups, it is more common amongst people living in 

deprived areas. Overcrowded living conditions are associated with health problems such as stress and 
depression, poor educational achievement of children and family breakdown. Although the exact 

mechanisms are unknown, there appears to be a link between overcrowding and SUDI. But, it should also 

be noted that smoking and obesity and teenage pregnancy are also more common in more deprived areas. 
 

Babies born to mothers who smoke during pregnancy are more likely to die during the first weeks of life 

than babies of mothers who do not smoke. Smoking in pregnancy increases infant mortality by about 40%. 

These babies are more likely to be ‘small-for-dates’, that is, relatively underweight at birth.  
 

When a mother smokes in pregnancy, she exposes her baby to the more than 4,000 different chemicals (of 

which at least 70 are known to cause cancer) that are present in cigarette smoke and that enter her own 

blood stream and thus her baby’s (NHS Choices, 2015). But in addition to this, the placenta – which is 

where a baby gets its entire supply of oxygen and nutrients from until it is born – in pregnant women who 

smoke is significantly affected. Generally, the placenta in a smoker is smaller, harder and full of ‘gritty’ areas 

(where small parts of it have literally died and thus ceased to function) than one in a non-smoking woman.  
 

Smoking is the single most important modifiable risk factors in pregnancy (Public Health England, 2015). 

Whilst encouraging a pregnant woman to quit smoking is straightforward, it requires expert and on-going 

support from doctors, midwives and smoking cessation counsellors. Many women who smoke will quit 

immediately that they know that they are pregnant. Those that do not are usually much more severely 

http://www.enfield.gov.uk/healthandwellbeing/site/styles/CSS_images/Full_sized_graphs/C-TC2.jpg
http://www.enfield.gov.uk/healthandwellbeing/site/styles/CSS_images/Full_sized_graphs/C-TC2.jpg


addicted and will require substantial help. Encouraging such women not to take up smoking after their 

pregnancy is also very important. 
 

Early access to antenatal care is especially important as it provides opportunities to identify and manage 

potential problems before they might become problematic. Late access to antenatal care is also a feature of 

some minority ethnic groups because of deeply-held cultural beliefs and multi-generational teaching. For 

example, there is evidence that irrespective of educational background, a sizeable proportion of women 

from Black African ethnic groups deliberately do not reveal that they are pregnant until some time after 12 

weeks of pregnancy. A number of immigrants, especially refugees and asylum seekers, are reluctant to 

engage with any people or organisations they associate with ‘state control’ because of experiences that 

they have had elsewhere, and thus they often substantially delay seeking help with pregnancies. In addition, 

pregnant women who have complex social factors (for example, housing problems, not having English as a 

first language, being unfamiliar with the NHS system) have been found to be deterred from using antenatal 

services for a range of reasons, including (NICE, 2010): 
 

 feeling overwhelmed by the involvement of multiple agencies 

 not being familiar with ante-natal care services 
 having practical problems which prevent them attending antenatal appointments 

 finding it hard to communicate with healthcare staff 

 feeling anxious about the attitudes of health care staff 

 

Current services (including quality assurance) and assets in relation to need including information and 

advice 
 

Maternity services for the majority of Enfield residents are provided by GP practices, community midwives, 

health visitors, and at Barnet General and North Middlesex hospitals. Some residents attend other 

hospitals, for example the Royal Free Hospital, because of choice or because they have complex problems 

that require highly specialised support. 
 

Enfield public health staff has provided a range of resources to encourage early access to maternity 

services; community development work has particularly been targeted at faith communities and other 

groups to encourage this. This needs to be extended and to be maintained: changing public attitudes to 

anything, especially something like pregnancy, required concerted efforts that are sustained. 

Innovision Healthcare Limited provides smoking cessation services in Enfield, including services for 

pregnant women.  
 

The council’s teenage pregnancy coordinator leads a programme of work to raise aspirations amongst 

young people and to reduce the level of teenage conceptions. Performance management of indicators is 

undertaken through the Teenage Pregnancy Partnership Board. The number of teenage conceptions in 

Enfield has fallen in recent years. Breastfeeding support volunteers have been recruited and trained 

through the Children’s Centres and provide support to Enfield mothers. The number of volunteers has 

increased from 12 in 2011/12 to 36 in 2013/14. Breastfeeding may be natural, but it does not necessarily 

come ‘naturally’ to all mothers: many experience difficulties at the start and if health and social care staff 

are unable to spend sufficient time and effort in supporting women in breastfeeding they will quickly 

convert to using formula milk to feed a crying, hungry baby. 
 

Healthy start vitamins for mothers, infants and children are available from baby clinics. For women, these 

include: Folic Acid, which reduces the chance of a baby having spina bifida; Vitamin C, which helps maintain 

healthy tissue in the body; and, Vitamin D, which helps a body absorb calcium and a baby’s bones to 
develop properly. For children, vitamin drops contain: Vitamin A, for growth, vision and healthy skin; 

Vitamin C, which helps maintain healthy tissue in the body; and Vitamin D, for strong bones and teeth.  
 

A key feature of all of the interventions required to reduce infant mortality (as with most other public 

health interventions), if we are to improve the health of the population in the long-term and not just that 

of a small number of people in the short-term, is ensuring that they are a component of everybody’s job, 

i.e. public health as everybody’s business.  
 

For example, if a doctor, midwife, health visitor, social worker, housing officer or teacher fails to raise the 

subject of smoking cessation with a pregnant woman and fails to signpost her to services then a clear 



message is given: smoking in pregnancy is not an important issue. Taking a lesson from the commercial 

world, it is necessary to promote your ‘product’ at every opportunity, and this applies equally to 

encouraging people to live healthier lives and, in this example, to reducing the number of babies who die 

each year in Enfield before reaching their first birthdays. 

 

Community resources – input into services and interventions to improve outcomes – local offer 
 

Parent Engagement Panel volunteers have received training in the importance of early access to maternity 

services and have been provided with resources to distribute through their networks. This needs to be 

encouraged further and to be maintained. 
 

A toolkit is being developed with faith groups to provide them with a resource to discuss early access to 

maternity services within their communities. This will need widespread implementation over the long-term 

if it is to have any meaningful impact. 
 

Members of Enfield Homes have received training in the potential impacts of overcrowding on SUDI and 

on the importance of safer sleeping positions. 
 

All of these resources need to be supported and maintained. 

 

Projected service use and outcomes in 3-5 years and 5-10 years 
 

The number of births is projected to increase in the borough, and these are most likely to be in the more 

deprived areas, which might be expected to result in an increase in infant mortality rates unless 

appropriate action is taken 

 

Evidence of effective interventions - what works and makes a difference 
 

Key national reports making recommendations on how to improve the health outcomes for the mother 

and unborn child and reduce infant mortality, which include: 
 

 Tacking health inequalities in infant and maternal health outcomes(Infant Mortality National Support 

Team, 2010) 

 Inequalities in infant mortality work programme, 2011 (National Perinatal Epidemiology Unit (NPEU), 

2015) 

 NICE antenatal clinical guideline 62 (NICE, 2008) 

 NICE pregnancy and complex social factors clinical guideline (NICE, 2010)  

 Department of Health Implementation Plan for Reducing Health Inequalities in Infant Mortality (2007) 

 Public Health England (2015) Reducing infant mortality in London: An evidence-based resource. 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 
 



Figure 5: Interventions that will have a demonstrable impact on infant mortality overall 

 
Source: Department of Health 

 

Figure 5, from the Department of Health, shows the key causes of infant mortality, what actions can be 

taken, and what impact each can be expected to have (DoH, 2007). 
 

In addition to the points in Figure 5, the Department of Health has identified the following additional 

factors that can help to reduce infant mortality: 
 

 Improving maternal educational attainment 
 Routine enquiry and support regarding domestic violence and mental illness 

 Providing more intensive parenting support for women with complex needs 

 Ensuring early access to antenatal care 

 Providing information and education on the antenatal and newborn screening programme 

 Promoting health maternal nutritional status 

 Provision of specialist services for obese pregnant women 

 Reducing smoking before, during and after pregnancy 

 Reducing exposure of infants to environmental tobacco smoke 

 Providing information and education on risks associated with consanguinity 

 Promotion of safe sleeping 

 Promotion and support of breastfeeding 

 Ensuring high coverage of childhood immunisations 

 
 

The Department of Health published an implementation plan for reducing health inequalities in infant 

mortality which gives further guidance about effective interventions. 

 

Public and user/patient and carers views including quality assurance 
 

Patient views are collated by maternity services on aspects of provision. 
 



National NHS patient surveys are conducted at every trust – the last maternity survey being completed in 

2015. The full 2015 survey results are available for North Middlesex University Hospital Trust and Royal 

Free Barnet General Hospital, both of which offer maternity services to Enfield residents. 

Impact on Other Areas 

As shown in Figure 5, initiatives to reduce child poverty, overcrowding, obesity, teenage conceptions and 

smoking should all impact infant mortality statistics.  

Recommendations for consideration by commissioners including short and long term priorities 

Many different factors contribute to infant mortality and to poorer health in the population generally. 

Increasing a range of services, making the topic ‘everyone’s business’ and promoting the variety of factors 

that individually and together can reduce infant mortality (and improve health generally) will all be required 

if this issue is to be addressed adequately. 

 Smoking cessation services should include pregnant women as a target group.

 Ensure access to high quality sex and relationships education, contraceptive advice and sexual health
services for the local community particularly young people and vulnerable groups; monitor uptake to

ensure services are being accessed equitably.

 Prematurity related conditions account for the highest number of infant deaths. It is therefore vital that

women and babies receive high quality care from maternity and neonatal services. The Department of

Health recommends that in order to ensure high quality maternity and neonatal services,

commissioners need to:

 Monitor quality and performance of maternity and neonatal provider.

 Together with acute trusts, ensure that there is an appropriately skilled maternity and neonatal

workforce.

 Regular performance monitoring of maternity services is important to ensure that women are booked

as early as possible in their pregnancy and offered good quality health and social care. This is to follow

National Institute for Health and Care Excellence (NICE) guidance; for example, including support to

those women with a body mass index (BMI) over 30 and those with mental health issues.

 Promote and support healthy behaviours, pre-conceptually, during and after pregnancy.

 Ensure that multi-agency interventions to reduce child poverty, poor housing and overcrowding

explicitly include measures to promote infant health and mitigate the negative impacts on infant health.

Recommendations for further needs assessment work 

Detailed information on health and social aspects of infant deaths are collated as part of the Child Death 

Overview Panel process. A detailed analysis of this information might provide more details as to the 

determinants of infant deaths in Enfield. 

A Health Equity Audit of booking for maternity services at Barnet General and North Middlesex University 

Hospitals NHS Trust could help to identify the characteristics of early and late bookers with these 

providers. 

More detailed information on women who breastfeed versus those who do not (or start but then do not 

continue) would help in targeting promotional work. Similarly, more detailed information on women who 

smoke during pregnancy, those accessing smoking cessation services and their outcomes would enable 

more targeted promotional work. 

http://www.cqc.org.uk/provider/RAP/survey/5
http://www.cqc.org.uk/provider/RAL/survey/5
http://www.cqc.org.uk/provider/RAL/survey/5
http://fingertips.phe.org.uk/profile/child-health-profiles/data#page/1/gid/1938132948/pat/6/par/E12000007/ati/102/are/E09000010
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Immunisation 

Immunisation5 is second only to providing a clean water supply as the most important way to protect the 

public’s health. Immunisation is a very effective and very safe way to protect both children and adults from 

a range of avoidable infectious diseases that would otherwise often cause severe illness, lasting disability or 

death. 

Because immunisation is so effective it is easy to forget that diseases like polio, diphtheria and tetanus are 

still with us. Indeed, it is because of the effects of vaccine scares, like the one involving whooping cough 

vaccine in the late 1970s/early 1980s and the more recent Measles, Mumps and Rubella vaccine (MMR) 

myth, that we can demonstrate the effectiveness of immunisation: the number of people affected by these 

diseases rose substantially as immunisation rates dropped, and only reduced when immunisation rates 
started to climb again. 

There is a national schedule for all immunisation programmes and, in addition, the NHS in Enfield provides 

a targeted vaccination programme against TB and hepatitis B for those at greater risk. 

The National Institute for Health and Care Excellence (NICE) guidance http://www.nice.org.uk PH 12 on 

reducing inequalities in the uptake of immunisations, published in September 2009, summarises the latest 

evidence on the requirements for organising a childhood immunisation programme. 

Childhood Immunisation Programme 

5 Is it immunisation, vaccination or inoculation? The body’s immune system, which helps to protect against infectious disease, can be stimulated to give greater 

protection through prior exposure to specific disease-causing organisms. Introducing dead, or effectively de-activated, organisms into the body which in their 
normal state would cause disease, provides the body with an opportunity to develop chemicals called antibodies that are specific to those organisms: they can be 
‘recognised’ in future and destroyed by the body’s defence mechanisms. In many instances, repeating this process once or twice raises the levels of these 

antibodies to a sufficiently high level to provide near-100% protection. If a person is exposed to an active microorganism that they have been immunised against 
then the antibodies already created can destroy this organism and prevent disease developing. The process is analogous to security personnel checking people in 
a large crowd. If the identity of a ‘dangerous’ person is already known it is easier to find them and prevent them doing harm.  

The substances used to establish this immunity are called vaccines. So the process can be referred to either as vaccination (introducing a vaccine into someone's 
body) or immunisation (stimulating their immune system to protect them against a specific disease). Strictly speaking, in the medical practice sense, the term 

inoculation only applies to this process for smallpox - a disease that has been eradicated from the world through a concerted vaccination effort - because of the 
way that the vaccine is introduced into the body. Smallpox vaccine was not injected from a syringe into the tissues under he skin but rubbed into a series of 
scratches made in the surface of the skin. From a dictionary definition point of view, the terms vaccination, immunisation and inoculation are interchangeable. 

http://tinyurl.com/pfd4t5t
http://tinyurl.com/pfd4t5t
http://tinyurl.com/o86acry
http://www.nhs.uk/conditions/pregnancy-and-baby/pages/smoking-pregnant.aspx#close
http://guidance.nice.org.uk/CG110/NICEGuidance/pdf/English
http://guidance.nice.org.uk/CG110/NICEGuidance/pdf/English
http://guidance.nice.org.uk/CG62/NICEGuidance/pdf/English
https://www.npeu.ox.ac.uk/infant-mortality
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/431516/Reducing_infant_mortality_in_London_2015.pdf
http://www.google.co.uk/url?q=http://www.nice.org.uk/&sa=U&ei=ypZlUcHZGo6rOoOogcAE&ved=0CBsQFjAA&usg=AFQjCNHpmL9cjVYxTu2nH0TRFjyld9i8_g
http://www.nice.org.uk/


The routine childhood immunisation schedule offered to all infants includes vaccinations against: diphtheria, 

pertussis, polio, tetanus, Haemophilus influenza type b, meningitis C, measles, mumps, rubella and 

pneumococcal infection. To be fully effective, and to prevent the spread of these diseases, the World 

Health Organisation recommends that at least 95% of children within a given population need to be 

immunised. 

Why are these immunisations so important? Principally because of the potentially serious consequences of 

developing these diseases and the fact that they are all very infections, so if one person gets the disease 

they are very likely to pass it on to others, and because unless we keep immunisation levels at a sufficiently 

high level they will become common again: 

 Diphtheria is a potentially very serious disease that affects the nose and throat and, in addition to

causing a high temperature, often causes severe difficulty in breathing. Five to ten per cent of people

with diphtheria develop breathing problems and/or myocarditis (an inflammation of the muscle of the

heart that can lead to heart failure) and/or problems with the nervous system (which, among other

things, can lead to respiratory failure). Epidemics of diphtheria affected Europe in the 17th Century and
it was known as The Strangling Angel of Children.

 Pertussis (whooping cough) is a disease of the respiratory system and it is also known as The Cough of

One Hundred Days. The term whooping cough derives from the noise made by a child (usually a small

baby, because it is these that are most often affected) as they struggle to breathe in prior to coughing.

Pertussis kills children: during the ten years that pertussis immunisation levels dropped significantly

during the whooping cough vaccine scare of the late 1970s and early 1980s, about 100 children died in

the UK of pertussis (none were affected by the ‘brain damage’ the vaccine was thought to possibly

cause). Deaths from pertussis are now vanishingly rare in the UK.

 Polio (infantile paralysis) is an infection that affects some of the nerves coming from the spinal cord

leading to muscle weakness and paralysis. It can spread to the brain and prevent the person being able

to breathe themselves. Some older people may remember children in their own childhood wearing

metal calipers on one or both legs to compensate for the damage caused to their muscles by polio.

Fewer will remember the polio wards where large numbers of people were nursed in ‘iron lungs’.

 Tetanus, also known as lockjaw, causes prolonged muscle spasm and, without treatment, can cause

death by suffocation. It can be contracted from something as simple as a prick from a rose thorn, but,

because of immunisation it is now a very rare condition in this country and, because of treatment, now

rarely causes death.

 Haemophilus influenzae type b is a specific bacterium that is a common cause of pneumonia and

meningitis in children; and also causes pericarditis (an inflammation of the outer covering of the heart),

epiglottitis (an inflammation of the upper part of the larynx that can lead to suffocation), cellulitis

(inflammation of the skin and underlying tissues), and inflammation of joints.

 Meningitis C is a common cause of bacterial meningitis which also not uncommonly spreads to the

bloodstream causing septicaemia.

 Measles is a potentially very serious infection that causes fever in 100%v of cases and complications that

are sufficiently severe in 10-20% of cases to require hospitalisations. The complications of measles

include cough, painful eyes, middle ear infection, pneumonia, brain damage and death.

 Mumps, until the introduction of immunisation against it, was the most common cause of viral

meningitis. Its complications include inflammation of the testes and ovaries (and possible sterility),

pancreatitis and meningitis.

 Rubella (German measles) is a mild disease in the majority of people unless it is contracted as a baby in
the womb when it is usually devastating. Congenital rubella syndrome, in those babies that do not

miscarry, includes brain damage, deafness, blindness due to congenital cataract, and heart defects. The

purpose of immunising children against rubella is to prevent congenital rubella syndrome when they

have children.

 Pneumococcus is a bacterium that can cause middle ear infection, but more significantly pneumonia,

meningitis and septicaemia each of which can be life-threatening, especially in young children and the

elderly.



Targeted Immunisation Programmes 

Infants with hepatitis B-positive mothers are vaccinated against hepatitis B, via an accelerated vaccination 

schedule, through their first year of life (this includes four vaccinations and a blood test at 12 months) to 

prevent them developing chronic liver disease as an adult. This is provided in the community by Enfield 

Community Services. Infants at particular risk of tuberculosis, such as those recently migrating from 

countries with high prevalence, or those known to have had recent close contact with a person known to 

be TB infected, are targeted for BCG vaccination. 

School immunisation programme 

HPV immunisation was introduced into secondary schools in 2008 for girls to substantially reduce the 

likelihood of the development of cervical cancer and consists of a course of three vaccinations. It is 

routinely given to girls in year 8 (12-13yrs) with a catch up facility for girls aged up to 18 years provided by 

the School Nursing Service. The school leaver’s booster (to protect against polio) is delivered as a single 

vaccination to year 10 boys and girls. 

Key Issues and Gaps 

 Uptake of the childhood immunisation programme needs to be maintained and improved to achieve

herd immunity (95%) across all vaccinations and thereby reduce the threat of illness and outbreaks

Whilst immunisation rates in Enfield have been improving, there is still a long way to go, as shown in

the graph below.

MMR immunisation rates in Enfield in recent years Source: Public Health England 

Source: Public Health England 

N.B. The gap in the data for the year 2005/06 occurred because of a change in the computer system that year which resulted in 

a loss of population-level data. 

It is important to note that: MMR immunisation levels are rising in Enfield but have much further to go: 

 we need to achieve 95% coverage every year to make measles outbreaks highly unlikely, and;

 unless unimmunised children receive three doses of MMR vaccine, even if we reach 95% coverage at

ages 2 and 5 years, they will continue to be at risk from these diseases and their children will be at risk

of congenital rubella syndrome.

 Data flows between GP practices and the Child Health Service would benefit from the introduction of

an electronic transfer system, thus reducing manual input, increasing speed of transfer and accuracy of

the local data systems

http://www.enfield.gov.uk/healthandwellbeing/site/styles/CSS_images/Full_sized_graphs/C-MMR2.jpg
http://www.enfield.gov.uk/healthandwellbeing/site/styles/CSS_images/Full_sized_graphs/C-MMR2.jpg


 A more accurate picture of the numbers of children under 5 years of age who are not registered with a

GP but who are living in Enfield is needed to ensure that they are kept up to date with the vaccination

schedule

 There is a need to improve the uptake of the HPV (Human Papilloma Virus) vaccination and school

leavers’ tetanus and polio booster delivered in secondary schools so that young people are protected;

at the moment targets are not being met for these vaccinations

Recommendations for consideration by commissioners including short and long-term priorities - where 

appropriate to include prevention options 

 Substantially increase efforts to encourage parents and carers to enable children to be immunised,

including those now beyond the routine immunisation ages because they are at risk – it is never to late

to be immunised Continue to develop a more robust process to monitor the uptake across the

borough and within individual general practices

 Develop a systematic call/recall process across all practices so that patients are routinely called for

immunisations and recalled should then not attend, and to ensure that those who are only temporarily

in an area, and who may not be registered with a GP, are included in this process
 Provide regular training programmes to enable clinicians to be competent immunisers

 Provide an electronic transfer tool to improve data flows between GPs and the Child Health Service

computer system

Who is at risk and why? e.g. risk of disease, risk of harm, risk of homelessness 

If levels of immunisation remain below the 95% uptake necessary for herd immunity the community 

remains at risk of outbreaks of infectious diseases, particularly children, the elderly, and those with long-

term conditions. The recent outbreak of measles in Wales has highlighted the importance of ensuring that 

the community is protected from vaccine-preventable disease. 

Local prevalence / level of need in the population 

Although rates of immunisation have improved in Enfield over recent years, they still remain below those 

needed to prevent outbreaks occurring. Statistics are published quarterly which provide a summary of 

immunisation levels in cohorts of children. Weekly reports are received from Public Health England which 

identify any cases of notifiable disease occurring within the community. (Notifiable diseases are set out in 

law as those which must be reported to Public Health England; the diseases include those which pose a 

significant threat to the population and therefore require follow up to prevent further cases). 

DTaP/IPV/Hib – Diphtheria, Tetanus, Whooping Cough, Polio and Haemophilus Influenzae – Proportion of 

Children Immunised by 1st Birthday, in Enfield, London and England: 2008/2009 - 2011/2012 

Source: Public Health Outcomes Framework Data Tool 



The DTaP/IPV/Hib is a 5-in-1 vaccine that is given to babies in order to help them develop immunity to five 

potentially deadly diseases: diphtheria, tetanus, whooping cough, polio and Haemophilus influenzae type b 

(Hib)6. In Enfield, the rate of immunisation for 1 year olds and under (85.39% in 2011/12) has risen over 

recent years, but is still well below that seen across London (91.27% in 2011/12) and England (94.67% in 

2011/12). 

DTaP/IPV/Hib – Diphtheria, Tetanus, Whooping Cough, Polio and Haemophilus Influenzae – Proportion of 

Children Completing Course by 2nd Birthday in Enfield, London and England: 2008/2009 - 2011/2012 

Source: Public Health Outcomes Framework Data Tool 

For infants completing the course of vaccinations for DTaP/IPV/Hib by their 2nd birthday, the rate in 

Enfield (87.91% in 2011/12) is slightly higher, but still below that of both London (93.33% in 2011/12) and 

England (96.14% in 2011/12). 

Proportion of Children Immunised for Pneumococcal Disease (PCV) at 1 Year Old, in Enfield, London and 

England: 2008/2009 – 2011/2012 

Source: Public Health Outcomes Framework Data Tool 

6  Web MD



Pneumococcal conjugate vaccine (PCV) is given to all children under two years old as part of the NHS 

childhood vaccination programme. The vaccine used gives immunity to Streptococcus pneumoniae, which 

is a type of bacterium that can cause conditions such as pneumonia, meningitis, ear infections or sepsis. 

The childhood vaccine (PCV) protects against 13 strains of the pneumococcal bacterium, while the adult 

vaccine (PPV) protects against 23 strains7. 

Enfield’s rate of immunisation for Pneumococcal Disease for infants aged 1 and under has increased over 

recent years (84.69% in 2011/12) , but remains below that seen across London (90.40% in 2011/12) and 

England (94.22% in 2011/12). 

Proportion of Children Immunised for Pneumococcal Disease (PCV) by 2 Years Old, in Enfield, London 

and England: 2008/2009 – 2011/2012 

Source: Public Health Outcomes Framework Data Tool 

For PCV by 2 years old, again Enfield’s rate of immunisation has increased over recent years (76.50% in 

2011/12), but remains below that seen across London (85.28% in 2011/12) and England (91.49% in 

2011/12) as a whole. 

Proportion of Children Completing a Course of MenC Vaccine by 1 Year, in Enfield, London and England: 

2008/2009 – 2011/2012 

Source: Public Health Outcomes Framework Data Tool 

7 http://www.nhs.uk/Conditions/vaccinations/Pages/pneumococcal-vaccination.aspx 

http://www.nhs.uk/Conditions/vaccinations/Pages/pneumococcal-vaccination.aspx


 

The meningitis C vaccine – often referred to as Men C - protects against infection by meningococcal group 

C bacteria, which can cause two very serious illnesses, meningitis and septicaemia. The Men C vaccine 

does not protect against meningitis caused by viruses, or other bacteria, such as meningococcal group B8. 

In Enfield, the rate of immunisation for infants aged 1 and under has increased over recent years (84.76% in 

2011/12), but remains below that seen in London (89.95% in 2011/12) and England (93.89% in 2011/12). 
 

Proportion of Children Immunised for Hib/MenC by 2 Years, in Enfield, London and England: 2008/2009 – 

2011/2012 
 

 
Source: Public Health Outcomes Framework Data Tool 

The Hib/Men C vaccine is given as a single injection, given shortly after a baby’s first birthday, in order to 

boost its protection against two different diseases Haemophilus influenzae type b (Hib) and meningitis C. 

Once a baby has received the Hib/Men C booster, they will be protected against Hib and meningitis C into 

adulthood.9 
 

Enfield’s rate of immunisation had increased over recent years, although, as at 2011/12 had begun to 

decrease. Enfield’s rate (77.16% in 2011/12) is below that of both London (86.78% in 2011/12) and England 

(92.34% in 11/12), both of which have continued to improve year on year. 
 

Measles, mumps and rubella (MMR) are highly infectious, common conditions that can have serious, 

potentially fatal, complications, including meningitis, swelling of the brain (encephalitis) and deafness. They 

can also lead to complications in pregnancy that affect the unborn baby and can lead to miscarriage.  
 

Since the MMR vaccine was introduced in 1988, it's rare for children in the UK to develop these serious 

conditions. However, outbreaks happen and cases of measles in particular have been rising in recent years, 

so it's important to make sure that children have had 2 doses of the MMR vaccination. 
 

The first MMR vaccine is given on the NHS as a single injection to babies as part of their routine 

vaccination schedule, usually within a month of their first birthday. They will then have a second injection 
of the vaccine before starting school, usually between the ages of three and five.10 
 

 

 

 

 

 

 

                                                           
8 http://www.nhs.uk/Conditions/vaccinations/Pages/men-c-vaccine.aspx 
9 http://www.nhs.uk/Conditions/vaccinations/Pages/hib-men-C-booster-vaccine.aspx 
 

10 http://www.nhs.uk/Conditions/vaccinations/Pages/mmr-vaccine.aspx 

http://www.nhs.uk/Conditions/vaccinations/Pages/men-c-vaccine.aspx
http://www.nhs.uk/Conditions/vaccinations/Pages/hib-men-C-booster-vaccine.aspx
http://www.nhs.uk/Conditions/vaccinations/Pages/mmr-vaccine.aspx


Population Vaccination Coverage for one dose of MMR (by 2 years old), by London Borough: 2011/2012 

 

 
Source: Public Health Outcomes Framework Data Tool 

 

Amongst infants aged 2 and under in London, Enfield has the fourth lowest rate of MMR immunisation. Of 

all the London Boroughs, only Merton, Sutton and Newham have a lower rate. Enfield’s rate (80.00% in 

2011/12) is also significantly below that of the England (91.20% in 2011/12) average. 
 

Population Vaccination Coverage for one dose of MMR (by 5 years old), by London Borough: 2011/2012 

 

 
Source: Public Health Outcomes Framework Data Tool

 

 

By the time children reach the age of 5 in Enfield, 88.90% will have had one dose of the MMR vaccine. This 

is the fourteenth lowest rate in London and slightly below the average for England as a whole (92.90% in 

2011/12). 

 

 

 

 
 

http://www.enfield.gov.uk/healthandwellbeing/site/styles/CSS_images/Full_sized_graphs/C-MMR1X2.jpg
http://www.enfield.gov.uk/healthandwellbeing/site/styles/CSS_images/Full_sized_graphs/C-MMR1X2.jpg


Population Vaccination Coverage for two doses of MMR (by 5 years old), by London Borough: 2011/2012 

 

 
 

Source: Public Health Outcomes Framework Data Tool 

 

Looking at children who have had two doses of MMR vaccine by age 5, Enfield has the 10th lowest rate in 

London.  
 

The human papillomavirus (HPV) vaccine protects against two high-risk types of HPV – HPV 16 and HPV 

18. These two types of HPV cause over 70% of cervical cancers. In the UK, all 12-13 year old girls are 

offered the HPV vaccination. 
 

Proportion of Girls Aged 12-13 who have received all 3 Doses of the HPV Vaccine, by London Borough: 

2011/2012 

 

 
Source: Department of Health 

 

The proportion of Year 8 schoolgirls – aged 12-13 – who had received all three doses of the HPV vaccine 

in Enfield in 2011/12 was 69.92%. Even when taking into account the respective confidence intervals, 



Enfield’s rate is one of the lowest in London, and sits well below the England average of 86.83%.Enfield's 

rate (76.80% in 2011/12) is significantly below the average for England (86.00% in 2011/12). 
 

Current services (including quality assurance) and assets in relation to need including information and 

advice - costs where possible 
 

A range of routine immunisations are routinely offered in primary care, with more targeted vaccinations 

such as BCG and hepatitis B provided by community services. The school nursing service provides HPV 

and school leavers boosters within secondary schools. Public Health have traditionally provided health 

promotion services and advice, however, much of this role moves to Public Health England/NHS England 

from 1/4/13. 
 

Recent public health campaigns run locally include advertising on and in buses, banners at primary school 

gates, information in the local residents newsletter and local paper. 
 

Community resources – input into services and interventions to improve outcomes – local offer 
 

Community groups (such as the Over 50s’ Forum) provide support for immunisation programmes through 
their networks, outreach opportunities and promotion through their newsletter. 
 

Projected service use and outcomes in 3-5 years and 5-10 years 
 

The number of children in the borough continues to rise and so there will be a need for more 

immunisation provision to cover this growing cohort. It will also be necessary to immunise those who 

missed this at the recommended age if they are to be adequately protected. Four new immunisation 

programmes are planned for 2013-14; adult shingles, flu for children, rotavirus for infants and 

Meningococcal group C for school leavers. 
 

Evidence of effective interventions - what works and makes a difference e.g. NICE and other local actions 

that evidence effectiveness 
 

The use of vaccinations as an effective health intervention has been well documented, as has been outlined 

in NICE guidelines PH21 “reducing differences in the uptake of immunisations” (2010) 

The immunisation dashboard accurately provides data on the uptake and coverage of the childhood 

immunisation programme. This demonstrates the positive improvements in Enfield over the past year due 

to the consolidation of the work between GP practices and Child Health. 
 

Public and user/patient and carers views including quality assurance 
 

No information. 
 

Equality Impact Assessments predictive and retrospective and any planned assessments 
 

No information. 
 

Impact on Other Areas 
 

The provision of immunisation supports the health of local residents, reducing potential impact on primary 

and secondary care. 
 

Unmet Needs and Service Gaps 
 

No information 
 

Recommendations for consideration by commissioners 
 

 Substantially increase efforts to encourage parents and carers to enable children to be immunised, 

including those now beyond the routine immunisation ages because they are at risk – it is never to late 

to be immunised 

 Continue to develop a more robust process to monitor the uptake across the borough and within 

individual general practices 

 Develop a systematic call/recall process across all practices so that patients are routinely called for 

immunisations and recalled should then not attend, and to ensure that those who are only temporarily 

in an area, and who may not be registered with a GP, are included in this process 



 Provide regular training programmes to enable clinicians to be competent immunisers 

 Provide an electronic transfer tool to improve data flows between GPs and the Child Health Service 

computer system 
 

Recommendations for further needs assessment work e.g. gaps in knowledge 
 

 Detailed analysis of unimmunised children, identifying any shared characteristics (languages or ethnic 

groups) to inform targeted health promotion. 

 Focus groups with unimmunised children & their parents to identify facilitators to access services. 
 

Child Poverty 
 

The Children in Low-Income Families Local Measure (formerly the Revised Local Child Poverty Measure 

or National Indicator 116) shows the proportion of children living in families in receipt of out-of-work 

(means-tested) benefits or in receipt of tax credits where their reported income is less than 60 per cent of 

UK median income.  
 

This measure provides a broad proxy for relative low-income child poverty as set out in the Child Poverty 

Act 2010, and enables analysis at a local level. Statistics are published at various levels of geography 

providing an annual snapshot as at 31 August from 2006 onwards. 
 

Enfield’s rate, for all dependent children under the age of 20 at August 31 2011 was 32.5%. Enfield’s rate 

compared to an England average of 20.1% and a London average of 26.7%. Enfield’s rate was the joint 11th 

highest in England and the 8th highest in London. 
 

As with deprivation amongst adults, deprivation amongst children varies wildly depending upon geography.  
 

Proportion of Enfield’s Dependent Children Aged under 20 living in Low-Income Families, by LSOA: 2011 
 

 
Source: HM Revenue and Customs – Child Poverty Unit 

 

More detailed analysis at LSOA level shows child poverty levels are at their highest in the east of the 

Borough. Of the 100 LSOAs with the highest rates of children in low-income families in London, 4 are 

found in Enfield, all to the east of the A10. This figure of 4 is the highest for any Outer London Borough. 



 

Only 6 other London Boroughs had more LSOAs in the worst performing 100 - these were Hammersmith 

and Fulham (5), Hackney (7), Camden (9), Westminster (13), Islington (14) and Tower Hamlets (28) - all of 

which are Inner London Boroughs. 
 

Deprivation Pupil Premium Eligibility: 2012/13 
 

 
Source: Department for Education - Pupil Premium 2012/13 

 

The Pupil Premium is additional funding given to schools so that they can support their disadvantaged 

pupils and close the attainment gap between them and their peers. For 2013/14 the pupil premium means 

schools attract £900 per disadvantaged child,11 where disadvantaged is defined as "a pupil who has been on 

free school meals in the previous 6 years or who was 'Looked After' for at least 6 months in that year".12 
 

Approximately 18,609 of Enfield’s pupils qualify for the pupil premium based on their level of deprivation. 

This figure is close to two fifths (39.35%) of the pupil population and represents a rate well above the 

national average and marginally above the London average. The figure is the 16th highest rate in London, 

out of 32 London Boroughs and the City of London. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                           
11 Department for Education: Pupil Premium - http://tinyurl.com/crk6y3a 

12 Department for Education: Disadvantaged Pupils, What you Need to Know - http://tinyurl.com/c44axd4 

http://tinyurl.com/crk6y3a
http://tinyurl.com/c44axd4


Proportion of low income working families taking up formal childcare: 2004/05 – 2009-2010 
 

 
Source: National Indicator 118 

 

The costs of childcare can be prohibitively large, and thus the burden on low income working families can 

be disproportionately high. By looking at how many families are benefiting from financial help with the cost 

of formal childcare we can better understand how many families need support in order to help lift them 

out of poverty. This support with childcare is income dependent, and is for those on the lowest incomes. 

An increasing take-up of formal childcare would represent a positive sign for a local authority. 

We can see from the chart above that since 2004/05, Enfield's figures for take-up have increased 

marginally, but since peaking in 2007/08 the level of take-up has decreased. 
 

Free School Meals 
 

 27.3% of Primary School Pupils were receiving Free School Meals in 2012  

 24.7% of Secondary School Pupils were receiving Free School Meals in 2012 

 Primary School and Secondary School rates are both above the respective London and England 

averages 

 Depending upon a child’s circumstances they may be eligible for free school meals. Should a child’s 

family receive any of the following support payments, a child may be entitled to receive free school 
meals: 

 Income Support  

 Income-based Jobseekers Allowance 

 Income-related Employment and Support Allowance  

 Support under Part VI of the Immigration and Asylum Act 1999 

 the guaranteed element of State Pension Credit 

 Child Tax Credit (provided you’re not also entitled to Working Tax Credit and have an annual gross 

income of no more than £16,190) 

 Working Tax Credit Run-on - paid for 4 weeks after you stop qualifying for Working Tax Credit 
 

Children who receive a qualifying benefit in their own right are also allowed to receive free school meals. 

Children under the compulsory school age who are in full time education may also be entitled to receive 

free school meals.13 

 

 
 

                                                           
13 https://www.gov.uk/apply-free-school-meals 

 

https://www.gov.uk/apply-free-school-meals


Proportion of Pupils Eligible for Free School Meals, by Ward: 2012 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

Analysis of Free School Meal eligibility by ward, in 2012, shows that there were a higher proportion of 

pupils residing in the east of the Borough who were eligible for free school meals, when compared to 

those pupils residing in the west of the Borough. 
 

Proportion of Primary School Pupils Eligible for, and Claiming, Free School Meals: 2013 

 

 
Source: School Census 

 

According to the School Census, in 2013, 8,771 Primary School Pupils in Enfield were known to be eligible 

for, and were claiming, free school meals. This is equivalent to 27.8% of all Primary School Pupils in the 

Borough. This rate was the 10th highest in London, and above both the London and England averages. 
 

 

 

 

 

 

 

 

 

 



Proportion of Secondary School Pupils Eligible for, and Claiming, Free School Meals: 2013 

 

 
Source: School Census 

 

According to the School Census, in 2013, 5,718 Secondary School Pupils in Enfield were known to be 

eligible for, and were claiming, free school meals. This is equivalent to 25.2% of all Secondary School Pupils 

in the Borough. This rate was the 12th highest in London, and above both the London and England 

averages. 
 

Free School Meals Eligibility, Primary Schools: 2011 – 2013 

 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

The proportion of pupils eligible for, and claiming, Free School Meals in Enfield Primary schools decreased 

by 0.6% between 2011 and 2013. Despite the decline, Enfield’s rate remains significantly above that seen 

across England.  
 

 

 

 

 

 



Free School Meals Eligibility, Secondary Schools: 2008 – 2012 

 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

There was an increase of 1.1% in the proportion of secondary school pupils eligible for, and claiming Free 

School Meals, between 2011 and 2013. The rate of eligibility for free school meals amongst secondary 

school pupils in Enfield has increased year on year since 2011, and is significantly higher than the England 

average. 
 

Enfield Joint Strategic Needs Assessment – 2013  

Page Updated: January 2014 

 

 

 

 
 

Childhood Obesity 
 

Childhood obesity is an area of concern within Enfield due to the high levels of overweight and obese 

children in the Borough.  
 

Tackling obesity requires long-term action by a range of partners. The Council produced a ‘Healthy 

Weight Strategy’ in 2009, and this was updated in 2011. The Strategy sets out a list of actions aimed at 

helping the children of Enfield attain healthier lives. 
 

That a significant number of children and young people are overweight or obese means that reversing the 

rising trend will take a determined and sustained effort by all partners. 

 

 

 

 

 

 

 

 

 

 

 
 



Obesity amongst Reception Pupils by London Authority: 2014/15 

 
 
 

Source: Health and Social Care Information Centre 
Note: Data for City of London was combined with data for Hackney to prevent data disclosure 

 

In both London and National context, Enfield’s rate of obesity amongst Reception pupils is high. This is the 

11th highest rate amongst 32 London boroughs and similar to the London average (10.1%) but higher than 

the England (9.1%) average. This is an improvement from the 7th worst in London in 2013/14. 
 

Obese Reception Pupils, by Ward: 2011/12 – 2013/14 

 
Source: National Obesity Observatory 

 



Obesity rates amongst Enfield’s population of Reception pupils are at their highest in the east of the 

Borough, and particularly the north-east of the Borough. Of the four wards with the highest rate of obesity 

amongst Reception pupils, three are the neighbouring wards of Enfield Lock, Enfield Highway and Ponders 

End with the ward of Edmonton Green, being the fourth. 
 

Winchmore Hill has the borough’s lowest rates of obesity amongst Reception pupils. 
 

Obesity amongst Year 6 Pupils by London Authority: 2014/15 

 
 
Source: Health and Social Care Information Centre 
Note: Data for City of London was combined with data for Hackney to prevent data disclosure 

 

Enfield’s rate of obesity amongst Year 6 pupils is higher still, with 25.4% of Year 6 pupils identified as being 

obese. This is the 6th highest amongst 32 London boroughs and it’s significantly higher compared to the 

London (22.6%) and England (19.1%) averages  
 

Obese Year 6 Pupils, by Ward: 2011/12 – 2013/14 

 
 
Source: National Obesity Observatory 



As with the geographic spread of obesity amongst Reception pupils, obesity rates amongst Enfield’s 

population of Year 6 pupils are at their highest in the east of the borough. The seven wards on the eastern 

border of the borough, Edmonton Green, Lower Edmonton, Upper Edmonton, Ponders End, Haselbury, 

Turkey Street and Enfield Lock, have obesity rates above 42.0%. 

The wards of Bowes, Grange and Southgate have the borough’s lowest rates of obesity amongst Year 6 

pupils. 

For the latest key statistics and additional data, please visit: 

Public Health England Child Health Profiles 

National Child Measurement Programme Local Authority Profile

Page updated: April 2016 

Vulnerable Children 

Children and Young People with Disabilities 

Enfield Council and Enfield Health Services provides specialist services to approximately 800 children and 

young people with a range of physical and learning disabilities. The number of children between the ages of 
0 and 5 years being referred to the Enfield Early Support Resource Allocation Panel continues to rise, 

increasing by 17% between 2010 and 2012. Due to improvements in the quality of neo-natal care and the 

management of chronic health care conditions, we can reasonably expect demand for all services and 

support for children with disabilities to increase year on year. 

The details of new joint commissioning arrangements of services for children with disabilities are set out in 

Section 26 of the Children and Families Act 2014. 

This section sets out the requirement for local authorities and local clinical commissioning groups to ‘work 

in partnership and make arrangements for commissioning special educational provision, healthcare 

provision and social care provision for children and young people with special educational needs for whom 

the local authority is responsible’, and to ‘consider and agree the special education, health, and social care 

provision required locally and to determine what provision is to be secured and by whom, in order to 

meet that need’. 

Edward Timpson, Parliamentary Under Secretary of State for the Department for Education (DfE) gave 

evidence to the Children and Families Bill Committee on March 5th 2013. He announced that the 

Government will bring forward an amendment to the Bill to place a legal duty on Clinical Commissioning 

Groups to secure the health services that are specified in Education, Health and Care Plans (EHCs). The 

children and young people with an EHC Plan are likely to be those with the most complex needs. This 

provides important clarity and reassurance to families in addition to the duties already in the Bill around 

co-operation and joint commissioning (Department for Education and Edward Timpson MP, 2013). 

In Enfield there is a Section 75 Agreement whereby the Council has lead responsibility for the joint 

commissioning of services for children and young people. This includes services for children with 

disabilities. 

Key issues and gaps 

 The number of children and young people with disabilities and complex health needs is increasing.

 Pathways for specialist paediatric orthopaedic provision need to be reviewed, due to the change in

provider landscape.

http://fingertips.phe.org.uk/profile/child-health-profiles
http://fingertips.phe.org.uk/profile/national-child-measurement-programme


 There is a need to review Key Performance Indicators and outcome data to ensure that there is better 

information to support strategic planning and commissioning, including the JSNA (Joint Strategic Needs 

Assessment). 

 Multi-disciplinary clinics and joint working must continue to be prioritised by all professionals, and 

supported in future commissioning arrangements. 

 Providing families with clear information about available local services and how to access services is 

essential in order to develop a sense of trust and confidence in our collective responsibility to deliver. 

This will be integral to the production and delivery of an integrated local offer as outlined in the 

Children and Families Act 2014. 

 There is a need for all services, including Health, to continue to work to improve the coordination of 

support for young people in transition, both in terms of community and acute services, taking into 

account the differing provision in Children’s Services and Adult Services. 

 Arrangements need to be reviewed for 16-18 year olds in acute settings, who may be seen within Adult 

Services, whilst continuing to access certain provisions via Children’s Services. This needs to take into 

account the potentially different criteria for accessing services, and requires robust coordination with 

all partners. 
 Transport to and from hospital is a concern for some families. 

 The recent changes in the NHS have led to changes in commissioning responsibility for health visiting 

and school nursing, and specialist services and placements. New joint working relationships will need to 

be developed to support improvements in care pathways. 
 

Recommendations for consideration by commissioners including short and long term 

priorities - where appropriate to include prevention options 
 

 Working with children and young people and their parents and carers, to prioritise implementation of 

the Special Educational Needs/Disability (SEND) Green Paper and the requirements of the Children 

and Families Act 2014. Initial focus to be on developing a local offer of services available to all families 

with disabled children and to ensuring that the implications of the changes are understood by all. 

 To improve the experience that families with disabled children have of services through the further 

development of integrated pathways across agencies and the strengthening of partnerships to ensure 

collective accountability. 

 In view of the increasing number of children with an autistic spectrum diagnosis, it is important to 

continue to monitor provision for children under the age of six, and review and monitor provision for 

children over the age of six, including on-going integrated therapeutic management at transition and 

into Adult Services. 

 Given the increasing number and needs of children with disabilities, it is imperative to monitor the 

demand and capacity of all services and continue to support the delivery of training, advice and 

guidance to mainstream and specialist providers who are working to include children with complex 

health care needs in local community settings. Ensure that public health priorities will include this 

population and the competency framework /training strategy increases capability within the mainstream 

workforce. 

 Further develop a bespoke sleep service in partnership with Health, building on the pilot project. This 

will include training and supporting sleep practitioners. 

 In view of increasing need, services for children and young people with a dual diagnosis need to be 

monitored and reviewed. 

 There is a need to review provision for children and young people with Attention Deficit Hyperactivity 

Disorder (ADHD). 
 The safeguarding needs of disabled young people transitioning into Adult Services must continue to be 

considered when planning and developing service provision as they are a particularly vulnerable group.  
 

 

Who is at risk and why? e.g. risk of disease, risk of harm, risk of homelessness 
 

Disabled children and young people - including those with ADHD/Autism who do not present with 

learning disabilities and their families are at risk of a poor quality of life. Children and young people with 

life-long disabilities and palliative care needs are at risk to their physical wellbeing through not maintaining 

their optimum health. 



 

Young people who do not have learning disabilities but have complex neurodisabilities – Autism /ADHD 

with co-morbidities - rely on structured, consistent and predictable routines, all of which are threatened at 

transition points. 
 

 

Support and services for disabled children 
 

Between 2010 and 2012, services were provided to children aged 0-5 years for a total 76 distinct primary 

disability types. 
 

Number of children aged 0 to 5 years referred to the Joint Service for Disabled Children, 2010-2012 

 

 
Source: Enfield Early Support Resource Allocation Panel 

 

 

The number of referrals to the joint service for disabled children varied between 2010 and 2012. For some 

disability types (e.g. Cerebral Palsy and Spina Bifida) there were only one or two cases over the three year 

period; however variability between healthcare professionals in the use of diagnostic terms makes it 

difficult to interpret the data. 
 

However, for other conditions, such as Spinal Cord Compression and ASD (Autistic Spectrum Disorder), 

there were more than 50 cases over the three year period. Twenty-two percent of children under the age 

of 5 referred to the joint service for disabled children in 2012 had a primary diagnosis of ASD. 
 

The total number of children aged 0-5 who were referred to the service increased year on year between 

2010 and 2012. With a growing population of children in Enfield, this would be expected. However, the 

rate of the increase in referral numbers has outstripped the growth seen in the population of children aged 

0-5 across Enfield as a whole. 
 

Using Greater London Authority (GLA) population figures, in 2010 the referral rate was equivalent to 

0.36% of all 0-5 year olds, in 2011, 0.37% of all 0-5 year olds and in 2012, 0.42% of all 0-5 year olds. 
Children referred to the Early Support Resource Allocation panel should be offered an assessment to 

determine the child or young person’s needs, and whether the threshold for eligibility for ‘short breaks’ 

has been met. If eligible, the child or young person will be allocated a minimum level of family support and 

short break (formally called “respite services”). 

 

 

 

 

 



Number of disabled children (aged 0-18 years) receiving short breaks and family support services: 2008/9 – 

2012/13 
 

 
Source: London Borough of Enfield 
 

N.B. Our data has been refined and improved since 2008/9. The increase at that time reflects the national transformation programme – “Aiming High for 
Disabled Children” which resulted in substantial increases in funding. We actively sought to ensure children and families eligible for services were in receipt of 

them – so numbers went up and then gradually increased. 
 

 

The number of disabled children in receipt of short breaks and family support services has increased year 

on year between 2009-10 and 2012-13. Local consultation with parents, children and young people 

indicates that holiday activities, after school and weekend activities are a priority, as is choice and control 

over when and how services and support are delivered (Parent2Parent, 2009). 

 
 

Short breaks children, ethnicity: 2009/10 – 2012/13 (Summary) 
 

 
Source: London Borough of Enfield 

 

Between 2009/10 and 2012/13, of those children receiving short breaks, the largest proportion has been 

from the ‘White’ ethnic group. However, the proportion of ‘White’ children has been decreasing, whilst 



the proportion of children from the ‘Black or Black British’ group and ‘Other Ethnic Groups’ has been 

increasing. At the same time, the proportion of ‘Asian or Asian British’ children has decreased.  

 
 

Short breaks children, ethnicity: 2009/10 – 2012/13 (Full break-down) 

 

 
Source: London Borough of Enfield 

 

 

A more detailed breakdown of ethnicity shows that the proportion of children identified as belonging to 

the following groups, ‘Any Other White Background’, ‘Any Other Mixed Background’, ‘Caribbean’, 

‘African’ and ‘Any Other Ethnic Group’ has increased, between 2009/10 and 2012/13. During the same 

period, the proportion of children belonging to the groups ‘White – British’, ‘White and Black Caribbean’, 

‘Bangladeshi’, and ‘Any Other Black Background’ fell. 

 
 

Number of disabled children and young people in receipt of short breaks in Enfield, by age, 2011/2012  
 

 
Source: London Borough of Enfield 

 



In 2011/12, a total of 784 children were in receipt of short breaks, the greatest number (n = 336, 43%) of 

which were aged 5-11 years. An additional 31 children (3.8%) between the ages of 0 and 18 who met the 

threshold to receive the local plan chose not to take up the service. 

 
 

Number of disabled children and young people in receipt of short breaks in Enfield, by disability type, 

2011/2012 
 

 
Source: London Borough of Enfield 

 

 

The greatest proportion of children in receipt of short breaks had a primary diagnosis linked to learning 

disabilities, autistic spectrum disorder (ASD) and challenging behaviour. Those not taking up short breaks 

despite meeting the threshold were mostly children falling into the ‘other’ disability group. As mentioned, 

there has been a notable increase in the number of children being diagnosed with ASD.  
 

As a proportion of all individuals aged 18 or under in Enfield in 2012, the figures above suggest that 0.47% 

of children and young people in receipt of short breaks had a primary diagnosis linked to learning 

disabilities, autistic spectrum disorder and challenging behaviour, 0.32% had a primary diagnosis linked to 

physical, medical, mobility impairments and chronic health conditions, 0.14% had a primary diagnosis 

classified as ‘Other’ and 0.02% had a primary diagnosis that was not known. 
 

The data below shows the recent year on year increase in the number of school-aged children who have a 

statement of special educational needs, with autism as their primary diagnosis. Professionals are looking at 

this increase in numbers. 

 

 

 

 

 

 
 

 

 

 

 

 

 



The Number of Children with a Statement of Special Educational Needs, with a Primary Diagnosis of 

Autism in Enfield, 2009 - 2014 
 

Year

Total pupils with statements 

maintained by Enfield with 

Autistic Spectrum Disorder as 

Primary need

Total pupils with 

statements 

maintained by 

Enfield

% of ASD 

pupils over 

total pupils

2009 162 1298 12.48%

2010 181 1239 14.61%

2001 219 1248 17.55%

2012 240 1256 19.11%

2013 289 1291 22.39%

2014 393 1455 27.01%  
 

Source: Special Educational Needs, London Borough of Enfield 

 

 

Relationship between need and current services / assets 
 

Children and young people are eligible for support and services if they have a physical or mental 

impairment that has a substantial and long-term effect on their ability to carry out day-to-day activities. 

This may include a physical or learning disability, a hearing or visual impairment. It includes children with 

autism and children who may have challenging behaviour as a result of their learning disability. It also 

includes children who have complex health needs and who may have palliative, life limiting or a life-

threatening condition. The level of support available will vary depending on the nature and severity of the 

child’s disability and the impact of the disability on the whole family. 
 

Key services available to disabled children and young people include; access to the full range of universal 

services, targeted family support services including allocation of a named Key Worker or Lead 

Professional, access to short breaks (formally called “respite breaks”), including inclusive and specialist 

holiday play-schemes, after school groups and holiday and weekend activity groups. 
 

The Special Education Needs/Disability Steering Group is working through the recommendations of the 

Children & Families Act 2014, specifically looking at the development of the Local Offer and the integrated 

Education, Health and Care Plan (EHC). There will be a statutory requirement to have the Local Offer 
published and jointly owned by September 2014 and to replace Special Educational Needs Statements with 

a single EHC plan. 
 

Community resources - input into services and interventions to improve outcomes 
 

The Joint Service for Disabled Children as a multi-agency service will continue to work in partnership, to 

ensure improved outcomes for disabled children and their families. For example, we will address how to 

embed the early years bespoke ‘autism local offer’ into the wider multi-disciplinary offer, including rolling 

out the Making a Positive Start for Autism (MAPS) project and we will, following formal evaluation, 

consider how we embed and sustain the work of the Sleep Project. 
 

Projected service use and outcomes in 3-5 years and 5-10 years 
 

Due to the development of high quality neo-natal care and the improvements in the management of 

chronic health care issues experienced by children with disabilities, their life expectancy is increasing, so 

we can reasonably expect demand for health services and support to increase year on year. The impact of 

welfare reform changes on services for children and young people with disabilities are also not known at 

this time. 
 

Evidence of effective interventions - what works and makes a difference e.g. NICE and other 

local actions that evidence effectiveness 
 



Early interventions, for example “Early Support,” allocates a named Key Worker/Lead Professional who 

can support a family through the early months following diagnosis, coordinating referrals to necessary 

agencies and providing families with essential emotional support, as they assimilate the impact of their 

child’s diagnosis and accompanying long term health care needs. 
 

Timely access to assessments/intervention packages, as supported and delivered by the Third 

Sector and Children Centres 
 

The multi-disciplinary Down’s Syndrome clinic has clear pathways incorporating professionals from Speech 

and Language Therapy (SLT), Physiotherapy, and the Early Intervention Support Service & Health Visiting 

teams and is a clear example of best practice. The weekly complex needs clinic facilitates multi-disciplinary 

assessments, providing a high quality service to a large group of children with different diagnoses but all 

with severe and complex disability. It reduces the need for multiple appointments and improves 

communication between agencies. 
 

Similarly, the work being progressed to develop the Autism Pathway and Local Offer for children aged 0 to 

5 with a diagnosis of autism should be further developed and used to support the wider development of an 
integrated Local Offer, as outlined in the Children and Families Act 2014. 
 

A three-tier offer across universal, targeted and specialist support requirements, that includes the wider 

children’s workforce competency in early identification and targeted input, is a model being generalised 

across professionals and multi-agency pathways. 
 

 

Public and user/patient and carers’ views 
 

Discovery Interviews 
 

The “Discovery Interviews” were a series of thematic interviews addressing a broad range of health 

experiences of families, an analysis led by Speech and Language Services and Specialist Nursing. Further 

interviews were conducted in 2013. Patient experiences and patient related outcome measures are 

collated monthly.  
 

Five parents were interviewed by a health professional. Three parents interviewed were mothers of 

children aged between 7 and 14, and two mothers had younger children who attended a complex needs 

school. Clearly, such a small sample is only a ‘snapshot’ and may not be entirely representative of the views 

of parents across Enfield. However, the information gathered from these interviews reflected one of the 

key themes identified nationally in 2010 regarding families’ experiences of services for disabled children 

across health, social care and education.  
 

Key messages from these interviews included:  

 

 Parents felt there was a lack of sharing of information between agencies, and a lack of transparent 

information and clear processes for providing feedback to all agencies. 

 Parents did not feel as though they were adequately listened to during pregnancy, early development 

and the diagnostic process. 

 Parents felt that health professionals did not take the time to clearly explain things including; 

professional roles, diagnoses, prognosis etc. Sometimes they used terminology when questioning that 

parents did not understand. Parents often felt rushed – body language was crucial to give the 

impression that time was being spent with them.  
 Parents were typically not offered counselling or at least time to come to terms with things before 

being engaged in the health care process and appointments. 

 Parents of all pupils had a high level of appointments and appreciated joint visits from more than one 

professional and the recognition that they sometimes needed a week off from the NHS to "just be a 

parent". 

 All parents who had accessed the Preschool Support Service – now part of the Early Intervention 

Support Service in the Joint Service for Disabled Children had found this to be invaluable. 

 Parents felt that professionals need to share more information – both with one-another and with 

parents. Investment clearly needs to be targeted at an early stage – at the point of diagnosis as 



illustrated by the pilot, “Making a Positive Start for Autism (MAPS)”, as part of the combined and 

developing local offer. 
 

Consultation with parents in relation to short breaks 
 

In relation to short breaks, our recent consultation with parents, primarily conducted by our Parent 

Forums, tells us that parents want us to consider the following when planning and commissioning short 

breaks for their children: 
 

 Age and ability appropriate activities / support 

 Wide variety of activities e.g. sports, art, music, dance, cooking 

 Appropriately trained staff who are empathetic and understand the needs of the children and young 

people, and can build real relationships 

 Suitable levels of support 

 Appropriate sensory environments where necessary 

 Ability to provide feedback 

 Choice and flexible delivery 
 The needs of the whole family to be taken into account 

 ‘The basics' - all staff CRB checked, facilities safe and clean etc. 
 

Parents told us that support needs to provide families with the opportunity to enjoy what other families 

enjoy: 
 

 A social life - for their disabled child, for parents, for siblings 

 Time together as a family 
 

Parents have cited the following as specific examples of good practice: 
 

 Providing home / play scheme 'communication books' or a brief summary of a child's day 

 Activities / curriculum on play schemes having a pre-programmed timetable that is communicated to 

parents so children can be prepared 

 Male support workers for teenage boys 
 

Specific examples of parental concerns include: 
 

 Home sitting /care staff not always pro-active in knowing how to deal with their children 

 Lack of continuity with home sitting / care staff, i.e. being changed over the course of a few weeks 

 

Parents told us that they see advantages in providing short breaks in inclusive / mainstream settings 

including: 
 

 Opportunities to mix with children that might act as role models 

 Learning about the 'real world' and developing independence and life-skills 

 Opportunities for non-disabled children to develop a better understanding of disability, which may in 

turn, benefit disabled children 

 Opportunities to make more friends and to be with their brothers and sisters 
 

Parental concerns about inclusive/mainstream activities include: 
 

 Staff being properly trained and most importantly having the 'right attitude' 

 Bullying 

 Suitability of facilities - either a lack of specialist equipment or a poor sensory environment (too noisy, 
bright etc.) 

 

Feedback from children and young people 

 

Children and Young People have told us: 
 

 They want to play with friends and make new friends 

 They want a variety of activities 

 They want their own space 

 They want to choose 



 

In October 2010, children and young people provided a strong endorsement of our holiday play schemes 

with 91% grading them as good, very good or brilliant. There is only marginal variation between the 

satisfaction ratings of children attending specialist and inclusive activities. The result shows that both 

inclusive and specialist settings provide opportunities for friendships. 
 

Other examples of feedback from children and young people, and the actions Enfield Council have taken, in 

light of their feedback, are summarised below: 
 

1. "I want to go out and do things that all young people my age do, like hanging out in town, going to the 

gym or having a laugh at McDonalds. I don't want to go out with people the same age as my Dad".  

The befrienders group was established, to provide an opportunity for disabled young people to hang out 

with their peers and just be teenagers with support from young volunteers. 
 

2. "Not all disabled children use wheel-chairs; we want a play area which everyone can play in".  

When Florence Hayes Adventure playground was built, a bespoke play area was designed incorporating 

diverse play areas including a den building space, sensory gardens and staff on hand to cater to the needs of 

everyone. 
 

3. "When we go to community play schemes it doesn't feel like we belong, it feels like we are joining 

someone else's scheme". 

So we devised a new play-scheme from scratch “Raglan play-scheme,” with the clear aim that the scheme 

belonged to everyone and how it would be run would be decided by all the young people attending. 
 

4. "We want to join a group in the community." 

In partnership with Enfield police cadets, disabled young people now have the opportunity to join, be 

supported and enjoy being a police cadet.   
 

5. "Why don't you have more computer games on our schemes?" 

We invested in the latest Wii consoles and games at our play development sites. 
 

6. "We don't go to our youth clubs because we don't feel safe on the streets because of gangs." 

Enfield Police talked to our young people about how to keep safe and we are now supporting a program to 

help disabled young people learn the skills to confidently access local community clubs. 
 

7. "Why can't we speak to the bosses ourselves and tell them how we feel?" 

A question time session was set up so that our 'young consultant' could question senior people from the 

police, the youth service and the Joint Service for Disabled Children.   
 

Our consultation with parents, children and young people has enabled Enfield's Joint Service in partnership 

with our voluntary sector colleagues to assess and plan for the needs of our local disabled children's 

population ensuring we have a full range of high quality short breaks which have all been agreed and 

identified through our consultation.   
 

Through our parent and young person forums we will continue to receive and act on feedback, to develop 

a culture of “you said so we did.” 

 

Impact on other areas 
 

Transition services 
 

Transition from childhood to adulthood brings particular challenges for disabled young people with ongoing 
complex health needs. There is a clear need to consider their medical, psychological, educational, housing 

and social needs. Transition planning for young people with complex needs requires a timely, coordinated, 

person centred and multi-agency approach to maximize their health outcomes, life chances and 

opportunities to live independently. 
 

We want transition from Children’s to Adult services to be an exciting and optimistic time for young 

people. We want to support them as they become young adults and take their place in the world. 

Developing positive activities for young people is essential, so they can take part in local community 

activities and develop a sense of ‘citizenship’. 
 



Family support and short break services must address the ‘transition’ needs of young people moving from 

children’s to adult’s services. Young people have told us that they want to continue to spend time with 

their school friends once they are 18 and not lose contact because they can only attend short breaks 

provided by adult’s services. Short breaks should be developed to reflect their needs as teenagers, ensuring 

friendship and activity groups are supported to continue beyond the school years. They will also provide 

opportunities for them to extend their independence and life skills including: 
 

 learning how to manage risk, whilst keeping themselves safe in the community 

 developing decision making skills 

 learning to travel independently 

 improving their social interaction skills through modelling by their peers 

 leading ordinary lives enjoying and contributing to everyday activities 
 

Housing 
 

Some of the most oppressive and limiting aspects of disabled people’s lives can be caused by environmental 

factors. Disabled children have the same basic housing needs as their non-disabled peers, but many require 
adaptations to their homes to make them safe and accessible. 
 

The practice guidance to the Children Act (CA) 1989 notes that; ‘when houses are well adapted for a 

particular child, the family’s life can be transformed’. 
 

Population, mobility, and housing-related issues affecting disabled children, young people and their families 

include an increase in the numbers of disabled children, due to earlier diagnosis, improved health care, 

resulting in children with complex disabilities and health care needs living longer.  
 

Living in poor quality or unstable accommodation can exacerbate the impact of the child’s disability on 

their own health and on that of their family. Space is a major issue for families with disabled children. Two 

children of a similar age cannot always share a bedroom. It is not appropriate for example for a child with 

autism and persistent challenging behaviour to be sharing a bedroom with a sibling. Siblings can become 

withdrawn and depressed through not having a ‘safe’ space anywhere in their home – a place to relax or 

do their homework. Children who require bulky equipment – hoists, wheelchairs, specialist seating etc. will 

require more space than would be considered necessary for a non-disabled child. The impact on the 

collective health of families with disabled children living in temporary accommodation is the same as for 

families with non-disabled children, but again exacerbated due to the significant additional needs of their 

children. For example, children on the autistic spectrum struggle to manage change and sensory overload, 

so a consistent environment is essential for their well-being. Change needs to be planned and supported.  
 

Moving home can mean a change in school, a change in support and short break services. This can result in 

family breakdown and requests for expensive residential school/care placements. 
 

Disabled children and their families are disproportionately more likely to live in poverty as highlighted in 

the recent report by the Children’s Society (2011) entitled ‘4 in every 10 – Disabled children living in 

poverty’. This is due to a number of reasons, including the difficulties in obtaining and paying for suitable 

childcare to support working arrangements and the additional costs of caring for a disabled child. Room 

temperatures need to be higher than for children without disabilities. Concerning laundry, disabled children 

and young people may be doubly incontinent. Clothing and travel costs due to extra journeys, such as 

regular hospital appointments, purchasing learning and high-tech communication aids (such as touch 

screens for children who cannot write), can result in constant pressure on parents leading to breakup of 

relationships.  
 

There is now concern that with the introduction of the Universal Credit in 2013, the living standards of 

many disabled children and their families could be affected. When families are faced with these challenges 

combined with inadequate housing, the impact on their collective life chances and the health of the whole 

family may be significantly impaired. 
 

Unmet needs and service gaps 
 

The number of children and young people with disabilities and complex health needs is increasing and 

there are a number of unmet needs and service gaps identified in this needs assessment. These include: 



 

 It is important to work with children and young people and their parents and carers, to prioritise 

implementation of the SEND (Special Educational Needs and Disability) Green Paper and the 

requirements of the Children and Families Act 2014.  
 

 An initial focus should be on developing a local offer of services available to all families with disabled 

children and to ensuring that the implications of the changes are understood by all. 
 

 The recent changes in the NHS have led to changes in commissioning responsibility for health 

visiting and school nursing, as well as specialist services and placements. New joint working 

relationships will need to be developed to support improvements in care pathways. 
 

 To improve the experience that families with disabled children have of services, through the further 
development of integrated pathways across agencies and the strengthening of partnerships to 

ensure collective accountability.  
 

 Given all the changes in the NHS, we intend to ensure that the new organisations engage fully with 

disabled children and their families, and include them in the planning process. 
 

 Integrated care needs to develop outside of hospital/community hubs of specialist support, to 

ensure that disabled children and their families are seen at the right time, in the right place.  
 

 There is a need to review Key Performance Indicators and outcome data to ensure that there is 

better information to support strategic planning and commissioning, including the JSNA (Joint 

Strategic Needs Assessment). 
 

 In view of the increasing number of children with an autistic spectrum diagnosis, it is important to 
continue to monitor provision for children under the age of six, and review and monitor provision 

for children over the age of six, including ongoing integrated therapeutic management at transition 

into Adult Services. 
 

 There is also a need for all services, including health services, to continue to work to improve the 

coordination of support for young people in transition, both in terms of community and acute 

services, taking into account the differing provision in Children’s Services and Adult Services.  
 

 Arrangements need to be reviewed, for 16-18 year olds in acute settings, who may be seen within 
Adult Services, whilst continuing to access certain provisions via Children’s Services. This needs to 

take into account the potentially different criteria for accessing services, and requires robust 

coordination with all partners. 
 

 In view of increasing need, services for children and young people with a dual diagnosis need to be 

monitored and reviewed. 
 

 There is a need to review provision for children and young people with Attention Deficit 
Hyperactivity Disorder (ADHD). 

 

 The safeguarding needs of disabled young people transitioning into Adult Services must continue to 

be considered when planning and developing service provision, as they are a particularly vulnerable 

group. 

 

 Disabled children and young people who are looked after children and placed out of borough or in 
an out borough residential school, may need health support in more than one geographical location. 
 

 Given the increasing number and needs of children with disabilities, it is imperative to monitor the 

demand and capacity of all services and continue to support the delivery of training, advice and 

guidance to mainstream and specialist providers (who are working to include children with complex 

health care needs in local community settings). It is also necessary to ensure public health priorities 

include this population and that the competency framework / training strategy increases capability 

within the mainstream workforce. 
 



Further develop a bespoke sleep service in partnership with health services, building on the pilot 

project, to include; 

 training and support for sleep practitioners and  

 transport to and from hospital for some families 
 

Recommendations for consideration by commissioners  

 

In addition to the recommendations detailed above, commissioners might also want to consider:  
 

 Developing a local set of standards for service delivery for children and young people with SEND 

(Special Educational Needs and Disability), reflecting better understanding of the service needs of 

disabled children and young people and their families. This will be reflected in our developing Local 
Offer (as per the Children and Families Act 2014), due to be implemented in September 2014. 

 

 Health and Well-Being Boards should engage with our local disability parent forums and with our 

disabled young people’s consultation group, to develop and improve service delivery and to develop 

the concept of ‘co-production’. 
 

 Instigate robust joint working arrangements between Health, Education and Social Care leading to 

collective responsibilities for the delivery of high quality services to our most vulnerable children 
and families. 

 

Recommendations for further needs assessment work 
 

Consultation In addition to an equity audit, consultation with disabled children, young people and their 

families is needed concerning their experience of health services. Their feedback should be continually and 

routinely incorporated into service improvement. For example, whilst there is a high level of 

accommodation in the offer of appointment times, including some evening and weekend consultations and 

training, the feasibility of extending this should be evaluated. 

 

Children in need (updated February 2015) 
 

Based on the legal definition of “children in need” under Section 17 of the Children’s Act 1989 (see 

Note1), a child in need is one who has been assessed by children’s social care to be in need of services. 

These services can include, for example, family support (to help keep together families experiencing 

difficulties), leaving care support (to help young people who have left local authority care), adoption 

support, or disabled children’s services (including social care, education and health provision) (Department 

for Education, 2014a). 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 
 



Rate of children in need per 10,000 children, by London borough: March 2014 
 

 
Source: Department for Education, Children in Need (CIN) return, year ending 31st March 2014 

 

 

At 31st March 2014, Enfield had a total of 2,012 children in need, giving a children in need rate of 247.3 per 

10,000 children. This is one of the lowest rates in London, and well below the average rates for both 

London (367.8 per 10,000) and England (346.4 per 10,000). 

 

The age and gender of children in need in Enfield: March 2014 

 

 
Source: Children in Need census, Department for Education  

 

 

Of the 1,972 children in need in Enfield on March 31st 2014, over half (58%) were male. There were 

relatively few children, aged under one. The most sizeable groups for males were the 5-9 years old and 10-

15 years old groups, whilst for females it was the 10-15 years old group. 

 
 

https://www.gov.uk/government/statistics/characteristics-of-children-in-need-2013-to-2014


Children in need, ethnicity: 2014 

 

 
 
Source: Children in Need census, Department for Education  
(Due to low numbers involved and to protect confidentiality, ethnicity is aggregated into groups).        

 

 

Looking at the ethnicity of Children in Need (CIN), in 2014, of those children assessed as children in need 

in Enfield, 43.1% were identified as White, 40.6% Black or Black British, 7.0% were Mixed, 3.1% were Asian 

or Asian British, 3.6% were Other Ethnic Groups and 2.6% were of unknown ethnicity (see Note 2). In 

contrast, the percentage of children in need in England who are White (71.8%) is considerably higher than 

in Enfield and the proportion with Black / Black British ethnicity (7.7%) is much lower than in the borough. 
 

Between 2013 and 2014, the figure for Black or Black British increased by 7.6%, whilst the figures for the 

White, Mixed, Asian or Asian British, Other Ethnic Groups and unknown categories fell by 1.7%, 1.1%, 

0.7%, 0.8% and 3.4% respectively. Over the same period, in England, there was little change in the 

proportions of CIN falling into specific ethnicity groupings with a rise of 0.3% categorized as “White” and 

an increase of 0.1% in those categorised as “Black / Black British”. 

 

Safeguarding Children (updated February 2015) 
 

Safeguarding and promoting the welfare of children is defined as:  
 

 Protecting children from maltreatment 

 Preventing impairment of children's health or development 

 Ensuring children are growing up in circumstances where they are receiving safe and effective care 

 Undertaking that role to enable those children to have optimum life chances and to enter adulthood 

successfully. 
 

Between April 1st 2013 and 31st March 2014 Enfield’s Children’s Services received 2,810 referrals.  
 

Child protection is part of safeguarding and promoting welfare. Child protection refers to activities that 

are undertaken in order to protect specific children who are suffering, or are likely to suffer, significant 

harm. 

 

 

 

 

 

 



Children who are subject to a Child Protection Plan, rate per 10,000: March 2014 

 
 
Source: Department for Education, Children in Need (CIN) return, 2013/14 

 

 

As of March 2014, Enfield had 204 children who were the subject of a child protection plan, giving a rate of 

25.1 per 10,000 children. This rate was the 2nd lowest in London, and well below the averages for both 

London (37.4 per 10,000) and England (42.1 per 10,000) respectively. 
 

Number of children subject to a Child Protection Plan in Enfield: 2010-2014 

 

 
Source: London Borough of Enfield, Children’s Services (Safeguarding) 

 

 

The chart above shows the number of children who were subject to a Child Protection Plan on March 31st 

of each year. The trend over recent years had been for a steady increase in numbers, although between 

2012 and 2014 there was a decrease, from 233 to 204. 

 

https://www.gov.uk/government/statistics/characteristics-of-children-in-need-2013-to-2014


Number of children subject to a Child Protection Plan, by age, in Enfield: 2010-2014 
 

 
 

Source: London Borough of Enfield, Schools & Children’s Services (SCS), Research and Information 

 

 

Since 2012, the number of children subject to a Child Protection Plan in Enfield has fallen in the younger 

age groups; 0-1 years and 2-4 years. Between 2013 and 2014, the numbers in the 5-9 years and 16+ age 

groups has also decreased, whilst the number of children aged 10-15 years increased slightly. 
 
 

Number of children subject to Child Protection Plans, by ethnicity, Enfield, 31st March 2014 
 

 
Source: London Borough of Enfield, Schools & Children’s Services (SCS), Research and Information 

 

 

Whilst over a quarter of children that are subject to a Child Protection Plan are White British (26.5%), it 

no longer remains the largest ethnic group. As of March 31st 2014, 28.4% of children were identified as 

Any Other White Background. This figure is slightly high when compared to the state funded primary 

school population, where the latest figures, for January 2014, show the Any Other White Background 

population of Enfield equivalent to 27.1%. 
 



The Any Other White Background ethnic group also demonstrated the most significant increase in recent 

years, for the number of children subject to a Child Protection Plan, increasing from 9.2% in 2010 to 28.4% 

in 2014. 

 

Child Sexual Exploitation (updated June 2015) 

Since December 2013, children associated with Child Sexual Exploitation (CSE) concerns have been listed 
by the Safeguarding and Quality Assurance Team and from March 2014, they have been discussed at Multi-

agency Sexual Exploitation (MASE) meetings. In addition there is a Trafficking, Sexual Exploitation and 

Missing (TSEM) Children Group in Enfield which provides multi-agency reporting of issues and the 

development of protocols and strategies to address the issue of child sexual exploitation in the borough. 

As of 22nd January 2015, a total of 127 children have been added to the list and the majority of these were 

female, living in the east of the borough and aged between 13 and 17 years old.  

Just over 30% of these children on the list were White British and another 30% was from any Black 

background. Around half of those children (46%) are or have previously been looked after. Interestingly, 

55% of these children have been reported missing at some time. However, less than a third (29%) had been 

on a Child in Need Plan and only 14% had been on a Child Protection Plan. 
 
 

 

Female genital mutilation (FGM) 

Female Genital Mutilation (FGM) involves procedures that include the partial or total removal of the 

external female genital organs for non-medical purposes.  It is a practice that is medically unnecessary, 

painful and often results in serious physical and mental health consequences. .   

FGM is a cultural practice and can be performed at different times in a woman’s life depending on which 

culture she was born in to: it can be performed on newborns, during childhood, adolescence, just before 

marriage or during first pregnancy.  The majority of cases are thought to be performed when the girl is 

between 5 and 8 years of age (infant school age in the UK). 

It is believed that FGM is carried out on British girls both in the UK and overseas, often in the family’s 

country of origin. As a result girls are at particular risk during school holidays, especially the long summer 

holiday, when they can be taken overseas and have a significant period of time to recover before returning 

to school.   

FGM is a form of child abuse and violence against women and girls and is illegal in the UK and in the 

majority of the World Nations.  It is illegal for FGM to take place in the UK or a girl to be taken abroad 

for the purpose of subjecting her to FGM. 

As an ethnically diverse borough, Enfield has a number of communities where FGM is prevalent, living 

predominantly in the east of the borough.  

 

Looked After Children (updated February 2015) 
 

Looked After Children are children who are looked after by the local authority. Some children are looked 

after only temporarily, whilst others are living in long term or permanent arrangements. 

 

Children in care tend to have poorer health and social outcomes than those children not in care. This is 

particularly true when considering the issues of educational attainment, mental health and homelessness. 

 

 



 
 

Number of children looked after by Enfield Council: 31st March 2010 – 31st March 2014 
 

 
Source: London Borough of Enfield, Schools & Children’s Services (SCS) 

 

 

As of 31st March 2014, Enfield Council was responsible for 299 Looked After Children. The recent trend 

in the number of children looked after by the Borough has been upward, rising from 281 at 31st March 

2010 to 303 in 2011 and 309 in 2012. At mid-March 2015, there were 347 Looked After Children in 

Enfield. 

 

Looked after Children per 10,000 children aged under 18, by Enfield Statistical Neighbours, 2014 

 

 
 
Source: Department for Education, Local authority interactive tool (LAIT) 

 

 

https://www.gov.uk/government/publications/local-authority-interactive-tool-lait


If we consider the number of children in Enfield who are classified as ‘Looked After’, we can see that in 

2014 for every 10,000 children in Enfield, 37 were ‘Looked After’. This rate was lower than Enfield’s 

statistical neighbours (local authorities with similar characteristics to Enfield, against whom Enfield can 

benchmark itself), as well as the London (54 per10, 000) and England (60 per 10,000) averages. 

 
 

Average Difficulties Score for Looked After Children, for Enfield, London and England: 2011 – 2014 
 

 
Source: Department for Education, SSDA903* return 
 *  Social Service Departments Activity (SSDA) 

 

 

Every year local authorities collect data on the emotional health of the looked after children for which they 

are responsible. The Strengths and Difficulties Questionnaire (SDQ) is completed by children aged 4-16 as 

they enter the care system, and then every year subsequently. The score generated by the questionnaire 

can give an indication of any emotional difficulties. A score of 0-13 is considered normal, a score of 14-16 

is considered borderline cause for concern and a score of 17 and over is a cause for concern. 
 

Enfield’s average score for 2014 was 13.9. This suggests that, on average, the emotional health of Enfield’s 

looked after children can be considered normal. This compares with a London score of 13.4 and England 

score of 13.9. However, Enfield’s score has risen steadily for the last four years, whilst the London score 

has decreased slightly and the England score has remained the same. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

 
 

https://www.gov.uk/government/statistics/outcomes-for-children-looked-after-by-local-authorities


Number of Looked After Children, by age group: 31st March 2010 – 31st March 2014  
 

 
Source: London Borough of Enfield, Schools & Children’s Services (SCS) 

 

 

As in previous years, the majority of children (49.8%) looked after by Enfield Council as of 31st March 2014 

fell into the 11 to 16 years age bracket. The proportion of children in this age bracket has increased slightly 

since 2010, whilst the proportion of children in the 1-4 years and age 17 years categories, have also 

increased slightly. The proportion of children aged 5-10 years has shown the largest decrease over the 

same period, falling from 23.1% to 16.1%. 

 

Number of adolescents aged 15 – 17 becoming Looked After: 2008/09 – 2013/14 
 

 
Source: London Borough of Enfield (2013). A Sufficiency Strategy for Enfield Looked After Children (2013 – 2016). 

 

 



Between 2008/09 and 2010/11, the number of adolescents aged 15-17 years entering care increased 

steadily, particularly amongst those aged 15 years. However, in 2011/12 and 2012/13, numbers reduced, 

before rising again in 2013/14. The Association of Directors of Children’s Services notes that when 

intervening with adolescents, particularly when they have first entered care in their teens, there is a poor 

track record in improving life outcomes. 
 

The factors that combine to bring a young person into care as a teenager correlate highly with those that 

put them at risk of abnormally high levels of problematic behaviour. 
 

The Southwark judgement, mandates children’s services to provide accommodation and support to 

additionally vulnerable homeless 16 and 17 year olds, has changed the demographic of the post 16 care 

population. Such changes have been further  affected by the Legal Aid, Sentencing and Punishment of 

Offenders (LASPO) Act 2012 which has conferred looked after child status on all young people who have 

been remanded through the courts since November 2012 (London Borough of Enfield, 2013). 

 

The changes to the LASPO Act 2012 mean that any young person remanded in court – either to youth 
custody or to Local Authority accommodation - now becomes a “Looked After Child”. This has led to an 

increase in the number of adolescents coming into care with extremely challenging behaviour, who are not 

engaged in education, employment or training and who are involved with quite serious criminal activity. 

 

Proportion of Enfield children by placement type as of 31st March 2014 

 
 
Source: London Borough of Enfield (2013). A Sufficiency Strategy for Enfield Looked After Children (2013 – 2016) 

 

 

As of 31st March 2014, almost three quarters (72.2%) of Enfield’s Looked After Children were placed in 

fostering placements. Of these children, over half (56.9%) were placed in council fostering placements, with 

the remainder in agency fostering placements. 

 

 
 

 

 

 

 

 

 

 



Percentage of Looked After Children who had their annual health assessment, London boroughs, 2014 

 
Source: Department for Education, SSDA903* return 

 *  Social Service Departments Activity 

 

In 2014, 87.5% of Looked After Children (LAC) in Enfield had their annual health assessment, which was 

lower than both the London (92.2%) and England (88.4%) averages. This indicator records whether the 
child received their annual health assessment from a doctor or other suitably qualified professional, during 

the year ending 31 March 2014. 
 

For children aged under 5 years, these health assessments must be carried out twice a year and for the 

annual assessment requirement to be satisfied for this age group, both these assessments must be carried 

out. For children aged 5 or over, a single annual assessment fulfils the annual assessment requirement. 
 

In 2014, Enfield had the 4th lowest percentage of Looked After Children who had their health assessments 

within all the London boroughs. 
 

Percentage of Looked After Children who had their teeth checked, London boroughs, 2014 

 
Source: Department for Education, SSDA903* return 

 *  Social Service Departments Activity 

 

https://www.gov.uk/government/statistics/outcomes-for-children-looked-after-by-local-authorities
https://www.gov.uk/government/statistics/outcomes-for-children-looked-after-by-local-authorities


During 2014, 87.5% of Looked After Children in Enfield had their teeth checked by a dentist. On this 

outcome, Enfield was ranked 21st out of the 32 London boroughs which was well above the average for 

England (84.4%) and similar to the London average (87.8%). 

 

Percentage of Looked After Children whose immunisations were up to date, London boroughs, 2014 

 
Source: Department for Education, SSDA903* return (see NHS Choices for the NHS Vaccination Schedule). 

 *  Social Service Departments Activity 

Over nine out of ten Looked After Children (LAC) in Enfield (97.5%) had their immunisations up to date in 

2014. This figure was higher than both the London (84.3%) and England (87.1%) averages. For a child’s 
immunisations to be “up to date,” that child has had all the immunisations that a child of their age should 

have received, according to the NHS Vaccination Schedule (see immunisations timetable on NHS Choices 

website). In 2014, Enfield had the 4th highest percentage of Looked After Children who had their health 

assessments within all the London boroughs.  

 

Percentage of Looked After Children identified as having a substance misuse problem, 2014 

 

 
 
Source: Department for Education, SSDA903* return 

 

https://www.gov.uk/government/statistics/outcomes-for-children-looked-after-by-local-authorities
https://www.gov.uk/government/statistics/outcomes-for-children-looked-after-by-local-authorities


In 2014, Enfield had a higher percentage of Looked After Children with a substance misuse problem (8.5%) 

than both London (6.1%) and England (3.5%). 

 

In this context, the word “drug”’ refers to any psychotropic substance (including alcohol, drugs (illegal 

drugs and prescription drugs used illicitly) as well as volatile substances, but excludes smoking tobacco.  

“Substance misuse” is intoxication by/regular excessive consumption and/or dependence on psychoactive 

substances, leading to legal, social, physical and/or psychological problems. 

 

Percentage of looked after pupils achieving 5+ A* - C at GCSE, Enfield and statistical neighbours, 2014 

 

 
 
Source: Department for Education, Local authority interactive tool (LAIT) 

 

In 2011, 40% of looked after pupils in Enfield achieved 5 or more A* - C grades on their GCSEs. This figure 

rose to 58.3% in 2012, where it plateaued for 2013. Between 2011 and 2013, the percentage of looked 

after pupils in Enfield achieving 5 or more A* - C grades on their GCSEs was consistently higher than the 

average for Enfield’s statistical neighbours and the England average.  

 

In 2014, new methodology was applied to 2013/14 data, meaning that the data for 2014 is not directly 

comparable with previous years. Major reforms were implemented which affected the calculation of key 

stage 4 (KS4) performance measures data, making the criteria more stringent and causing the percentage 

of children recognised as having passed 5 or more GCSEs to fall. Against this background, the percentage 

of Looked After Children in Enfield achieving 5 or more GCSEs fell to 22.2% in 2014, from 58.3% the 

previous year. Similarly, the England average decreased from 37.2% to 16.3% and the statistical neighbours 

average fell from 41.8 to 19.5%, over the same period.  

In 2007, the Department for Education commissioned the National Foundation for Educational Research 

(NFER) to identify and group similar local authorities according to socio-economic characteristics, assigning 

ten such statistical neighbours to each local authority (Department for Education, 2014b). In the current 

context, Enfield’s statistical neighbours (based on socio-economic characteristics), are the following local 

authorities:  Barking and Dagenham, Greenwich, Luton, Croydon, Waltham Forest, Birmingham, 

Nottingham, Wolverhampton, Reading and Haringey. 

In 2014, just over a fifth (22.2%) of looked after pupils in Enfield achieved 5 or more A* to C grades, which 

was slightly higher than the average for its statistical neighbours (19.5%) and the England average (16.3%). 

https://www.gov.uk/government/publications/local-authority-interactive-tool-lait


However, 2014 data for the percentage of children in care in Enfield achieving 5 or more A* to C grades 

(including English and Maths) was not available.  For Enfield’s statistical neighbours the average was 16.0% 

which was higher than the London average (15.0%) as well as the England figure (12.0%).   

Percentage of looked after pupils and children in care achieving 5+ A* - C at GCSE: England, Enfield and its 

statistical neighbours, 2014 

 

 

% of Looked After 

Pupils achieving 5+ 

A* to C GCSEs

% Children in Care 

Achieving 5+ A* to C 

GCSE's inc. English 

and Maths
Statistical Neighbours 19.5 16.0

England 16.3 12

Enfield 22.2 -

Haringey 24.3 21.6

Reading - -

Wolverhampton 15.8 -

Nottingham - -

Birmingham 21.3 16.9

Waltham Forest 30 -

Croydon 11.1 9.5

Luton 19.4 -

Greenwich 14.6 -

Barking and Dagenham - -
 

Source: Department for Education, Local authority interactive tool (LAIT) 

  

 

Section 22G of the Children Act 1989 requires local authorities to take reasonably practicable steps that 

secure sufficient accommodation for looked after children under their care who cannot live at home and 

whose circumstances indicate that it would be in a child’s best interest to be accommodated within the 

local authority’s area. Examples of this include; ensuring that the child can stay at the same school or if 

necessary, live with other family members nearby. Particular challenges will include having appropriate 

placement options for young people remanded to the Local Authority, the shortage of available housing 

stock resulting from the expected population shift from inner London and the increasing difficulty of 
securing local independent foster placements, where supply already falls far short of demand. The number 

of looked after children from other boroughs placed in Enfield, most of these with independent foster 

carers, has a significant impact on the availability of local placements for Enfield’s own Looked After 

Children. 

 

 

 

 

 

 

 

 

 

 

 

 

 

https://www.gov.uk/government/publications/local-authority-interactive-tool-lait


Number of Looked After Children placed in Enfield by other local authorities: 2009 – 2014 
 

 
Source: London Borough of Enfield, Children’s Services (Safeguarding) 
 

 

In 2014, there were a total of 278 Looked After Children placed in Enfield by other local authorities. Since 

2009, the number of Looked After Children being placed in Enfield by other authorities has increased by 

over a quarter (27.5%).



Child and Adolescent Mental Health (updated February 2015) 
 

New hospital admissions for mental health conditions (0 – 17 year olds), per 100,000 population, by 

London Borough: 2012/13 

 

 
Source: Enfield Child Health Profile, Child and Maternal Health Intelligence Network 

 

In 2012/13, Enfield’s inpatient admission rate for mental health disorders per 100,000 population aged 0-17 

years was the 12th highest in London. At 86.1 admissions per 100,000, Enfield’s rate was similar to the 

London average of 87.1 and the England average of 87.6. 
 

 

Child and Adolescent Mental Health Services (CAMHS) 
 

Enfield Child and Adolescent Mental Health Services (CAMHS) provide a wide variety of services to 

children, young people and parents. These include: 
 

 Assessment of children and young people’s mental health, behavioural and emotional well-being needs 

 A range of treatments, from medication prescribing and monitoring to therapeutic support and 

counselling provided by a range of professionals, such as child psychotherapists, family therapists and 

clinical psychologists 

 Consultation, advice and support to professionals from a wide range of children’s services, parents and 

carers 

 Specialist teams providing assessment, support and treatment to children and young people with 

combined mental health problems and learning disability 

 Specialist, borough based adolescent teams working with young people aged between 12 and 18 with 

severe and complex mental health difficulties 

 Support to hospital based paediatric services (Barnet, Enfield and Haringey Mental Health NHS Trust, 

2014). 



 

Number of 0-19 year olds referred to CAMHS in Enfield: 2008/2009 – 2012/2013 

 

 
 
Source: London Borough of Enfield, Schools & Children’s Services (SCS), based on CAMHS data 

 

The number of referrals for individuals aged 0-19 years has increased every year since 2008/09. For 

2012/13, the number of referrals to CAMHS was at its highest level in recent years, with a total of 1,768 

referrals for individuals aged 0-19 years. Even when the number of “Not Accepted” referrals (n=310), is 

taken into consideration there were 1458 “Accepted Referrals” during 2012/13, which was the highest 

number in recent years. 
 

Those referrals that were not accepted are for clients who do not meet the assessment criteria. The 

number of “Not Accepted” referrals has also risen every year since 2008/09. 

 

Number of 0-19 year olds referred to CAMHS in Enfield: 2009/10 – 2013/14, by Quarter 

 

 
Source: London Borough of Enfield, Schools & Children’s Services (SCS), based on CAMHS data 

 



Between 2009/10 and 2013/14, referrals by quarter showed a slight tendency for more referrals in the 

second half of the year, and particularly in Q4. 
 

CAMHS appointment attendance rates in Enfield: 2008/09 – 2012/13 

 

  
 
Source: London Borough of Enfield, Schools & Children’s Services (SCS), based on CAMHS data 

 

During 2012/13, almost a third (32.4%) of CAMHS appointments were not attended, which was the highest 

figure in recent years. 

 

 

CAMHS appointments, by age: 2008/09 – 2012/13 

 

 
 
Source: London Borough of Enfield, Schools & Children’s Services (SCS), based on CAMHS data 

 

 



Between 2007/8 and 2012/13, the majority of CAMHS appointments were for children aged between 5 and 

14 years. The proportion of children in this age range remained fairly constant over this period, until 

2012/13, when the percentage of children aged 11-14 years fell by 8.11% to 25.68%. Having increased 

steadily between 2007/08 and 2010/11, the proportion of appointments for individuals aged 0-4 years and 

16-18 years decreased in 2011/12, before rising again in 2012/13, for both age groups. The smallest 

proportion of appointments, between 2007/8 and 2012/13 has consistently been for individuals aged 19 

years and above. 
 

 

Enfield CAMHS appointments attended, by ethnicity: 2013 (ethnic groups with 1% or greater) 

 

 
 
 

Source: London Borough of Enfield, Schools & Children’s Services (SCS), based on CAMHS data 

 

 
In 2013, the ethnic group with the largest number of CAMHS attendees was the ‘White British’ group 

(26.8%). This figure had increased decreased by 2.7% from the previous year.  

 

In 2012, the second highest proportion of attendees was from the ‘Unclassified’ group (9.8%). This group 

consists of appointments where information was yet to be obtained, or parents chose not to submit 

information.  

 

Between 2012 and 2013, this group saw the greatest increase in attendees to CAMHS appointments, rising 

by 24.2%. 

 

During 2012, the next highest attendance figure (5.1%) was for the ‘Black Caribbean’ group. In 2013, this 

figure fell by 0.2% to 4.9%, the same proportion as the “Mixed White and Any Other” group which rose 

from 1.1% in 2012 to 4.7% in 2013. 

 

 

 

 

 

 

 

 

 
 



CAMHS appointments, by referrer: 2008/09 – 2012/13 

 

 
 
Source: London Borough of Enfield, Schools & Children’s Services (SCS), based on CAMHS data 

 

 

Primary health care remained the largest referrer to CAMHS in 2012/13. It was consistently the largest 

referrer to CAMHS between 2007/08 and 2012/13. 
 

Between 2011/12 and 2012/13, the proportion of referrals from Education, Social Services, Primary Health 

Care and Internal Referrals all decreased. Conversely, there were increases in referrals from Child Health, 

Parents/Self-Referral and Other sources. 

 

Teenage Pregnancy (updated February 2015) 
 

Teenage pregnancy and early motherhood can both be linked to a wide range of poor socio-economic 

outcomes. These outcomes can include: poor physical and mental health; poor educational achievement; 

social isolation; poverty and other related factors (Office for National Statistics (ONS), 2012). 

 



Under 18 conception rates per 1,000 females aged 15-17: 1998-2012 
 

 
Source: Office for National Statistics (ONS) 

 

 

Between 2006 and 2011, Enfield’s under 18 conception rate steadily declined, before showing a slight 

increase in 2012. It is now lower than the England average, as well as fellow North Central London NHS 

cluster members, Islington and Haringey. 
 

Proportion of deliveries to teenage mothers aged under 18 years old: 2010/2011- 2012/13 
 

 
 

Source: Child and Mental Health Intelligence Network 

 

 

Between 2011/12 and 2012/13, the number of births to teenage mothers in Enfield has declined. It is well 

below the average for England, slightly higher than the London average, and similar to Haringey in terms of 

the percentage of delivery episodes where the mother was aged under 18 years. 
 



Employment and Education – Teenage Mothers 
 

Employment and Education Rate of Teenage Mothers, Aged 16-19: 2009/10 (Q1) – 2014/15 (Q2) 

 

 
 
Source:  North London CCIS and NCCIS 

Client Caseload Information System ( CCIS) and National Client Caseload Information System (NCCIS) 
 

 

Over the last two years the educational and economic outlook for teenage mothers in Enfield has declined. 

The employment and education rate for teenage mothers, aged 16-19, is now 12.3%, having been as high as 

41.8% in quarter 3 of 2012/13. 

 

 

Further information 

 

Note 1: Section 17 of the Children’s Act (1989) defines a child as being in need if: 

(a) he/she is unlikely to achieve or maintain, or to have the opportunity of achieving or maintaining, a 

reasonable standard of health or development without the provision for him of services by a local 

authority;  

(b) his/her health or development is likely to be significantly impaired, or further impaired, without the 

provision for him of such services or 

(c) he/she is disabled. 

Under the Act, a child is considered disabled if he is blind, deaf or dumb or suffers from mental disorder of 

any kind or is substantially and permanently handicapped by illness, injury or congenital deformity or such 

other disability as may be prescribed. In this context, “development” means physical, intellectual, 

emotional, social or behavioural development and “health” means physical or mental health (refer to 

Coram Children’s Legal Centre (2014) for further details). 

 

Note 2: Ethnicity categories are as follows: “White” is comprised of white British, white Irish, and traveller 

of Irish heritage, any other white background and Gypsy/Roma. “Mixed” is comprised of white and black 

Caribbean, white and black African, white and Asian, any other mixed background. “Asian or Asian British” 

is comprised of Indian, Pakistani, Bangladeshi, and any other Asian background. “Black or black British” is 

comprised of Caribbean, African or any other black background. “Other ethnic groups” is comprised of 

Chinese and any other ethnic group. 
 



Unplanned Hospital Admissions, Under 19s 
 

There are three conditions (asthma, epilepsy and diabetes) which, nationally, account for 94% of 

emergency admissions for children (under 19s) with long-term conditions and so a dedicated indicator on 

these has been created: Unplanned Hospitalisation for asthma, epilepsy and diabetes in under 19s.  
 

A standardised ratio for Unplanned Admission figures for Asthma, Diabetes and Epilepsy, for Under 19s, 

considers the number of emergency hospital admissions observed, against the number that would be 

expected, based on the National rates. Where the ratio is greater than 100, this indicates a level of 

admissions that is higher than would be expected. 

 
 

Standardised Ratio, Unplanned Admissions for Asthma, Diabetes and Epilepsy, Under 19s in Enfield: 

2003/2004 – 2011/2012 (Quarterly data) 

 

 
Source: Hospital Episode Statistics, Enfield CCG 
 

 

 

Enfield's standardised unplanned admission ratio tends to be somewhat cyclical, but has shown an 

underlying downward trend over the last decade, with the standardised admission ratio remaining below 

100 since the start of 2007/08.  

 

 

 

 

 

 

 

 

 

 
 

 

 

 

 

 

 
 

 



Unplanned Admissions for Asthma, Diabetes and Epilepsy, Under 19s in Enfield: 2011/12 

 

 
Source: Hospital Episode Statistics, Enfield CCG 

 

During 2011/12, a total of 139 unplanned admissions due to asthma, diabetes or epilepsy were recorded 

amongst under 19's in Enfield. Broken down by individual condition, the majority of unplanned admissions 

in 2011/12 were Asthma related. 
 

 

 

Education 
 

Early Years Provision 
 

Every 3 or 4 year old is entitled to 15 hours per week of free Early Years Foundation Stage (EYFS) 

provision, from the beginning of the school term following their 3rd birthday, until compulsory school age.  

All early years providers, whether they are child-minders, schools, day nurseries, or preschools, have to 

meet EYFS requirements - meaning all children get the same experience, no matter which environment 

they are in. 
 

Early Years Provision in Enfield, by Ward: 2013 

 

Ward 
Children's 

Centres 

Child-

minders 

Private, 

Voluntary 

and 

Independent 

Ward 
Children's 

Centres 

Child-

minders 

Private, 

Voluntary 

and 

Independent 

Bowes 3 17 4 
Lower 

Edmonton 
1 21 5 

Bush Hill Park 0 37 6 
Palmers 

Green 
1 20  

Chase 2 18 10 
Ponders 

End 
1 16 2 

Cockfosters 1 11 7 Southbury* 2 17 5 

Edmonton Green* 1 25 7 Southgate 0 10 12 

Enfield Highway* 1 16 5 
Southgate 

Green* 
2 13 5 



Enfield Lock* 2 23 3 Town 1 30 6 

Grange 0 13 10 
Turkey 

Street 
1 11 3 

Haselbury* 1 17 5 
Upper 

Edmonton* 
1 14 3 

Highlands 0 15 5 
Winchmore 

Hill 
0 5 11 

Jubilee* 2 21 2 
Enfield 

Totals 
23 370 116 

* Includes children's centres with daycare provision 
Source: London Borough of Enfield, SCS, Research and Information 

 

This table shows the provision available for children aged 0-5 in Enfield. It includes the following: 

 Children's Centres: these offer community services for children and their families including drop-in 

sessions, classes and courses. Some centres also offer day care provision.  

 Child-minders: this is someone who looks after children on domestic premises, often their own home, 

for more than two hours in any one day for reward.  

 Private, Voluntary and Independent Sector (PVIs): this includes day nurseries, pre-schools, childcare on 

domestic premises and nursery units of independent schools. 
 

Bush Hill Park ward has the greatest number of early years childcare providers, with 86.05% of these being 

child-minders. The fewest childcare providers are seen in Turkey Street ward. 

 

 

 

 

 

 

 

Average Number of Children aged 0-5 per Provider, by Ward 

 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

If we compare the number of providers with the population of 0-5 year olds in each ward, we can see that 

there is a huge disparity between wards, in terms of provision - Edmonton Green ward has an average of 

148 children per provider, whilst Cockfosters ward has an average of just 23 children per provider. A total 

of nine wards sit above the Enfield average of 58, with seven of these nine wards found in the east of the 
Borough. 
 



Registered Early Years and Childcare Provision in Enfield- Private, Voluntary and Independent -  

Ofsted Inspection Outcomes: 2012 

 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

In the latest inspection of Enfield Early Years and Childcare Provision, carried out in 2012, Ofsted judged 

that of the registered private, voluntary and independent early years sector providers, 4.3% were 

‘Outstanding’ and 62.1% were ‘Good’. Only 1.7% received a judgement of ‘Poor’. There were 6.9% of 

settings which had yet to be inspected. 
 

 

 

 

 

 

2 Year Old Pilots 
 

The two year olds (pilot) programme was launched in 2006 in response to growing evidence of:  

 the strong influence that family background, and particularly the home learning environment, can have 

on children’s cognitive and social development from a very young age 

 how high quality early education can counter the potential negative effects of living in circumstances 

that do not facilitate children’s cognitive and social development 
 

The two year olds programme was seen as playing a crucial role in improving disadvantaged children’s 

social and cognitive outcomes (e.g. social confidence and independence, verbal skills and reasoning ability), 

and in ensuring that by the age of five they are as ready as their more advantaged peers to start and fully 

benefit from school. 
 

Eligibility criteria for the offer are: 
 

 To access the offer families must live within an identified postcode area of the borough (20% Income 

Deprivation Affecting Children Index measure)  

 All families accessing the offer must also be in receipt of Income Support, Income Based Job Seekers 

Allowance, Child Tax Credit, Working Tax Credit relating to disability or Pension credit  

 In addition families must meet at least one of the following; Lone Parent, Teenage Parent (Age 20 and 

not in receipt of Care to Learn), experience Domestic Violence issues, in temporary accommodation, 

have 3 or more children under 5 or experienced substance misuse  

 The child must have one of the following characteristics; be in the care of the local authority, be 

subject to a child protection plan, be considered a child in need as defined under section 17 of The 

Children's Act 1989, have or be at risk of developing SEN, have English as an additional language or 

have additional needs other than those listed.  

 As of September 2013 eligibility criteria will be simplified to those children eligible for free school meals 

and looked after children. The target number of placements for 2011/2012 was 239 per term; as of 

September 2013 it will be 1316. 
 



Ofsted Grading of Private Vocational Institutions (PVIs) Offering 2 Year Old Free Entitlement 

 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

Private, Voluntary and Independent Sector (PVIs) includes day nurseries, pre-schools, childcare on 

domestic premises and nursery units of independent schools. The majority of settings offering funded 2 

year old places have been graded 'Good' by Ofsted. It is however worth noting that a large number have a 

grading of 'Satisfactory' with only two settings graded as 'Outstanding'. 

 

Foundation Years 
 

A pupil, of Foundation Stage (pre-school age), achieving 6 or more points across the 7 Scales of Personal 

Social and Emotional (PSE) development and Communication, Language and Literacy (CLL) and who also 

achieves 78 or more points across all 13 scales is classed as having "a good level of development". 
 

Proportion of Foundation Stage Pupils Achieving a Good Level of Development: 2012 

 

 
Source: National Pupil Database 

 



In 2012, 59% of Early Years Pupils in Enfield achieved a ‘Good Level of Development’. This was the third 

lowest figure in London and below both the London and England averages. Only the Boroughs of Tower 

Hamlets and Haringey performed worse. 
 

Proportion of Pupils Achieving a Good Level of Development: 2006 - 2012 
 

 
 
Source: London Borough of Enfield, SCS, Research and Information 

 

A year by year breakdown of the percentage of Foundation Stage pupils who scored 6 or more in each of 

the Personal, Social and Emotional (PSE) development and Communication, Language and Literacy (CLL) 

scales, and also scored a total of 78 or more points, shows a continual improvement since 2006. However, 

although there has been improvement, Enfield still has a lower average than nationally, with the gap 

between Enfield and the national average at 4.4% in 2012. 
 

Gap between the lowest 20% in the Early Years Foundation Stage Profile and the rest: 2006 - 2012 
 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

This indicator looks at the gap between the mean Foundation Stage Profile score of the lowest achieving 

20% of children in the authority and the median score of all children locally. In Enfield, this value has fallen, 



showing a downward trend since 2007, although there was a small rise in 2010. However, the achievement 

gap in Enfield is greater than that in England. 
 

Special Educational Needs 
 

Some children have needs or disabilities that affect their ability to learn. Examples of these include: 

 Behavioural/social 

 Reading and writing  

 Understanding things 

 Concentrating 

 Physical needs or impairments 
 

A ‘Statement’ of special educational needs defines specifically what a child’s needs are. Statements are 

reviewed every years. 

 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 
 

Primary School Pupils with SEN Statement: 2004 - 2012 

 

 
Source: Department for Education, Statistical First Releases 

 

The proportion of Enfield primary school pupils, in mainstream provision, with SEN Statements has 

remained fairly constant over recent years. The 2012 rate for pupils with Statements was 1.1%. This was 

slightly up on the 2011 figure of 1.01%, but since 2008 the rate has been between 0.99% and 1.10%. Recent 



years have seen a rate somewhat lower than that seen between 2004 and 2007, where the rate was 1.62% 

in 2005, and was 1.47% at its lowest point, in 2004. 
 

The decline in the Enfield rate has been more evident than that seen across England as a whole, and since 

2007 Enfield’s rate has been considerably lower than the average for England. The latest figure for England, 

in 2012, was 1.4%. 
 

Secondary School Pupils with SEN Statement: 2004 - 2012 
 

 
Source: Department for Education, Statistical First Releases 

 

The proportion of Enfield secondary school pupils, in mainstream provision, with SEN Statements has fallen 

steadily over recent years. The 2012 rate for pupils with Statements was 1.4%. Since 2007 the rate has 

reduced from 2.01% to the 2012 figure of 1.40%. 
 

The decline in the Enfield rate has been more evident than that seen across England as a whole. The latest 

figure for England, in 2012, was 1.90%. 
 

Pupils with a Statement Maintained by Enfield Council: 2007 – 2012 

 

 
Source: London Borough of Enfield, SCS, Research and Information 



 

The total number of statements maintained by Enfield Council has decreased by 35 since 2008, although 

since 2010 the number has gradually increased each year. In recent years, numbers peaked in 2007, when 

the total number of statements maintained was 1,375. 
 

Proportion of Primary Sector Pupils with SEN: 2008-2012 
 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

Between 2008 and 2012 the average proportion of primary sector pupils with SEN (including School 
Action, School Action Plus and Statements) has varied somewhat. As of 2012, the rate was 21.1%, a figure 

that is slightly up on that seen in 2011, and considerably higher than the England average of 18.5%. 
 

Proportion of Secondary Sector Pupils with SEN: 2008-2012 
 

 
Source: London Borough of Enfield, SCS, Research and Information 
 

Between 2008 and 2012 the average proportion of secondary sector pupils with SEN (including School 

Action, School Action Plus and Statements) has remained fairly constant. As of 2012, the rate was 23.5%, a 

figure that is very slightly up on that seen in 2011, but considerably higher than the England average of 

20.2%. 
 



Proportion of Pupils with Special Education Needs, by Ward: 2012 

 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

Analysis of the proportion of pupils with SEN, in 2012, shows that there were a higher proportion of 

pupils residing in the east of the Borough with SEN, when compared to those pupils residing in the west of 

the Borough. 
 

Disabled Young People with Special Needs 
 

The Young People's Education and Skills Team at London Councils commissioned Mime Consulting to 

develop a model to forecast future participation of pupils with Special Educational Needs in post-16 

provision in a consistent way across all London local authorities. 
 

The model uses large amounts of schools data to project patterns of post-16 need in the coming years (up 

to 2015). It projects patterns of need by primary ?tegory’ (e.g. visual impairment, autistic spectrum 

disorder etc.) and also forecasts predicted Key Stage 4 attainment bands, important elements to help with 

the further development of local and specialist provision for disabled young people. 
 

Examples of content include: 
 

 Numbers of Pupils age 11 to 15 - by SEN Stage, Over Time 

 Numbers of Each Age at School Action Plus or Statemented (Schools Only) 

 Pupils in Same Cohort Over Time at School Action Plus or Statemented (Schools Only) 

 Breakdown of SEN Pupils by Type (P & S Only) - 2010/11 (Age 11 to 15) 

 Change in SEN Types for Pupils in Same Cohort Over Time (Age 15 in 2010/11) 

 Change in Incidence of SEN Types for Age 15 Pupils Over Time 
 

Detailed information is available from the Council’s Joint Service for Disabled Children. 
 

Educational Achievement 
 

Key Stage 1 covers the school years of Year 1 and Year 2. At these stages, pupils are aged 5 - 7 years old. 
 

Proportion of Pupils Achieving Level 2b+ in English, Writing and Maths at Key Stage 1 Level, in Enfield and 

England: 2004 – 2012 
 



 
 
Source: Enfield Pupil-Level data, Department for Education, 2007-12 

 

From 2006 to 2012, Enfield has been consistently below the England average for Key Stage 1 performance 

in reading, writing and maths. Despite results for reading and writing improving every year since 2008, the 

gap between Enfield and the England average, for all topics, increased in 2012. Maths results decreased by 

0.7% between 2011 and 2012, meaning there was a gap of 3.3% from the England average. 
 

Key Stage 2 covers the school years of Year 3, Year 4, Year 5 and Year 6. At these stages, pupils are aged 

7 - 11 years old. 

 

 
 

Proportion of Pupils Achieving Level 4+ in English and Maths at Key Stage 2 Level, by London Borough: 

2012 

 

 
Source: National curriculum assessments at key stage 2 in England, Department for Education, 2011-12 

 

In the 2011/12 academic year, 80% of Enfield pupils achieved Level 4 or higher in English and Maths at Key 

Stage 2. This placed Enfield at the lower end of the performance scale in London, and 2% below the overall 

London average. However, Enfield’s figure was in line with the England average of 80%.  



Data from the Department for Education displays the educational achievement of pupils across the 

country. By considering the proportion of pupils achieving five or more A* - C grades in GCSEs, including 

English and Maths, we can begin to understand the performance of our local schools and our local pupils. 
 

Proportion of Pupils Achieving 5+ A*-C GCSEs, including English and Maths, by London Borough: 

2011/2012 

 

 
Source: Department for Education 

 

In 2011/12 Enfield had the third lowest achievement rate, for 5+ A*-C GCSEs including English and Maths, 

in London. 55.5% of pupils achieved this level (approximately 2060 pupils from an End of Key Stage 4 Pupil 

Population of 3712), compared to a London average of 62.3%. Enfield’s rate was also below the England 

average of 59.4%. Only the Boroughs of Waltham Forest and Islington performed worse than Enfield.  
 

Provisional information for 2012/13 indicates that 64% of pupils in Enfield achieved 5 A*-C GCSEs including 

Maths and English. These figures will be confirmed in early 2014. 
 

Proportion of Pupils Achieving 5+ A*-C GCSEs, including English and Maths: 2006 – 2012 
 

 
Source: Department for Education 

 



Between 2006 and 2011 Enfield’s GCSE performance improved year on year. Figures for 2012 appear to 

show a return to 2010 levels, however, it should be noted that, as a result of examination boards changing 

grading marks in English after the January 2012 examinations, those children (the vast majority) who were 

entered for the summer 2012 examinations were considered to be disadvantaged. Whilst this impacted 

negatively upon the Key Stage 4 results in Enfield in 2012, the actual performance of pupils in 2012 was 

considered to be a continuation of the year on year improvements seen in the Borough over recent years. 
 

Proportion of Pupils Achieving 5+ A*-C GCSEs, including English and Maths: 2006 – 2012 

(Enfield, White Turkish and Somali) 
 

 
Source: London Borough of Enfield, SCS, Research and Information 

The achievement levels of White Turkish pupils at Key Stage 4 have shown an upward trend since 2008, 

with an improvement of over 20% between 2008 and 2012. This has resulted in the gap between White 

Turkish pupils and the Enfield average reducing to 9.7%, compared to 23.1% in 2008. 
 

The trend in the achievement levels of Somali pupils has been more variable, with improvements one year 

often followed by falls in achievement in the subsequent year. The gap between the achievements of Somali 

pupils and the Enfield average was 16.1% in 2012, having been 8% in 2011. 
 

Key Stage 4, Performance Gap between Pupils Achieving A*- C GCSEs, Including English and Maths – Non-

Free School Meals Pupils compared with Free School Meals Pupils in Enfield: 2006 – 2012 
 



 
Source: London Borough of Enfield, SCS, Research and Information 

 

The gap between the achievement of pupils at Key Stage 4 eligible for Free School Meals (FSM), and those 

pupils not eligible for FSM, decreased by 2.6% between 2011 and 2012. The gap is now the smallest it has 

been at any point between 2006 and 2012, and significantly smaller than is seen across England as a whole. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 

Key Stage 4, Performance Gap between Pupils Achieving A*- C GCSEs, Including English and Maths – 

Special Educational Needs Pupils compared with Non Special Educational Needs Pupils in Enfield: 2006 – 

2012 
 



 
ource: London Borough of Enfield, SCS, Research and Information  
(This data taken from DfE AAT files and does not exactly match NI 105 published data, but is produced using the same formula, and can be used to compare the 
performance of SEN pupils compared to Non SEN pupils over time) 

 

The Key Stage 4 performance of Special Educational Needs (SEN) pupils rose every year between 2006 

and 2011. However, between 2011 and 2012 performance dropped slightly, with a 1.9% fall. Despite this 

fall, the performance gap between SEN and non SEN pupils did decrease by 11.5% between 2011 and 2012, 

whereas in previous years the gap had been increasing year on year. 
 

Key Stage 5, Average QCA points Per Entry: 2008 – 2012 
 

 
Source: DfE Performance Tables Data 2008/11, 2012 SFR Provisional results 
(These figures include all schools and colleges) Grade points equivalent (A* was introduced in 2010) A*=300, A=270, B=240, C=210, D=180, E=150 

 

Key Stage 5 covers the school years of Year 12 and Year 13. At these stages, pupils are aged 16 - 18 years 

old. 
 

The average Qualifications and Curriculum Development Agency (QCDA) points per entry for Level 3 

(GCE A/AS level and equivalents) qualifications in Enfield rose each year from 2008 to 2011. However, 

2012 saw a reduction to 215.5 points per entry, this is equivalent to a grade 'C'. Despite this reduction, 

Enfield still achieves a greater average point score per entry than England does as a whole. The gap 



between the Enfield and England average was 3.7 points in 2012 – this was the highest it has been in 5 

years. 
 

Achievement of Level 2 Qualification by Age 19: 2006/07 – 2010/11 

 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

The proportion of young people in Enfield achieving a Level 2 qualification (equivalent to GCSE at Grades 

A* - C) by the age of 19 has increased year on year for the last 5 years. Between 2006/07 and 2011/12 the 

figure has increased by 11.4%. This increase has mirrored, and slightly outperformed, the picture seen 

across England as a whole. 
 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Gap in Achievement of Level 2 Qualification by Age 19 between those in receipt of Free School Meals at 

the age of 15 and those not in receipt, in Enfield: 2006/2007 – 2010/2011 
 



 
Source: Department for Education, 2012 

 

This indicator looks at the gap in attainment of Level 2 qualifications, by the age of 19, amongst those 

young people who were in receipt of Free School Meals at the age of 15 and those who were not in 

receipt. There has been a decrease in this gap in Enfield over the last 5 years. This decrease can also be 

seen across England as a whole .The gap in Enfield is currently 5% lower than that seen on average, across 

England. 
 

Achievement of Level 3 Qualification by Age 19: 2006/07 – 2010/11 
 

 
 

Source: Department for Education, 2012 

 

The proportion of young people achieving a Level 3 qualification by the age of 19 in Enfield has increased 

year on year for the last 5 years. Between 2006/07 and 2011/12 the figure has increased by 8.6%. This 

increase has mirrored, and slightly outperformed, the picture seen across England as a whole. 
 

Gap in Achievement of Level 3 Qualification by Age 19 between those in receipt of Free School Meals at 

the age of 15 and those not in receipt, in Enfield: 2006/2007 – 2010/2011 
 



 
Source: Department for Education, 2012 

 

This indicator looks at the gap in attainment of Level 3 qualifications, by the age of 19, amongst those 

young people who were in receipt of Free School Meals at the age of 15 and those who were not in 

receipt. The gap in Enfield fell from 2006/07 until 2008/09, but rose in 2009/10, before falling once more in 

2010/11. The gap in Enfield is currently 7% lower than that seen on average, across England 
 

Pupil Attendance 
 

Enfield Primary School Attendance: 2006/07 – 2010/11 
 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

Overall attendance has risen in Enfield’s primary schools over the past 4 years. However, average 

attendance rates across England are higher than those currently seen in Enfield. 
 

 

 

 

 

Enfield Secondary School Attendance: 2006/07 – 2010/11 
 



 
Source: London Borough of Enfield, SCS, Research and Information 

 

Attendance in Enfield’s secondary schools has shown an upward trend from 2006-2010. During this time, 

Enfield's overall attendance rate had been fractionally higher than the England rate. However, in 2010/11 

there was a slight decrease in attendance levels, meaning Enfield's rate sat 0.10% lower than the England 

average. 
 

Absence data from schools can help highlight where there may be cause for concern in terms of school 

attendance trends in the Borough. 
 

Authorised Absence, Enfield Primary Schools: 2007/08 – 2011/12 
 

 
Source: Department for Education, Statistical First Releases 2007-2012 

 

The number of authorised absences in Enfield primary schools has decreased steadily over the last five 

years. This trend has been replicated across both London, and England. 

 

 

 

Authorised Absence, Enfield Secondary Schools: 2007/08 – 2011/12 
 



 
Source: Department for Education, Statistical First Releases 2007-2012 
 

The number of authorised absences in Enfield secondary schools has also decreased steadily over the last 

five years. Again, this trend has been replicated across both London, and England. 
 

Unauthorised Absence, Enfield Primary Schools: 2007/08 – 2011/12 
 

 
Source: Department for Education, Statistical First Releases 2007-2012 
 

The pattern in unauthorised absences from the Borough’s primary schools is similar, with the only 

exception being a slight increase in 2010/11, before a continuation of the downwards trend in 2011/12. 

This pattern was replicated across both London and England. 
 

 

 

 

 

 

 

 

 

 

 

 

Unauthorised Absence, Enfield Secondary Schools: 2007/08 – 2011/12 
 



 
Source: Department for Education, Statistical First Releases 2007-2012 
 

Conversely, the number of unauthorised absences in secondary schools has increased over recent years.  
 

Having been well below 1% in 2007/08, the rate is now 1.1%. This trend has been replicated somewhat 

nationally, but not at London level. 
 

Persistent Absence Levels: 2005/06 – 2010/11 (Old Threshold) 
 

 
Source: London Borough of Enfield, SCS, Research and Information 
 

Pupils who can be, and should be, in school, but who continue to miss a significant portion of their 

education can be defined as Persistently Absent. The threshold for persistent absence has changed from 

20% absence to 15%. The analysis above shows the 2010/11 data based on the old definition, in order to 

allow a comparison to be made to previous data. 
 

Persistent absence levels in Enfield secondary schools fell between 2006 and 2009/10, however 2010/11 

saw an increase in levels. Enfield has a fractionally higher level of persistent absence than the average across 

England. 
 

Persistent Absence Levels: 2010/11 (New Threshold) 

 



 
Source: London Borough of Enfield, SCS, Research and Information 

 

Based on the new definition, pupils with an absence rate of 15% or higher, at 8.3% Enfield has a lower level 

than the England average of 8.4%. As the graph shows, the change in definition sees the rate increase 

dramatically for Enfield and England from that seen during previous years under the 20% definition. 
 

Proportion of the School Population Permanently Excluded: 2004/05 – 2010/11 
 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

In 2010/11, the proportion of the school role subject to permanent exclusions in Enfield schools was at its 

lowest level since 2004. Enfield's rate of permanent exclusion was also lower than both the London and 

the England rates. 

 
 

Proportion of the Primary School Population with a Fixed Term Exclusion: 2006/07 – 2010/11 
 



 
Source: London Borough of Enfield, SCS, Research and Information 

 

In 2010/11, Enfield saw an increase from the previous year in terms of the rate of primary school fixed 

term exclusions. The figure is still lower however than between 2007 and 2009. In 2009/10 Enfield had a 

lower rate than on average across both London and England, however the 2010/11 rate in Enfield was 

above that of both London and England. 
 

Proportion of the Secondary School Population with a Fixed Term Exclusion: 2004/05 – 2010/11 
 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

In 2010/11 the rate of fixed term exclusions in secondary schools in Enfield increased for the first time 

since 2006/07. Having declined steadily since 2006/07 Enfield’s rate had been consistently lower than that 

seen across both London and England, however the recent increase has resulted in the Enfield rate now 

being above both the London average and the England average. 
 

 

 

 
English as an Additional Language (EAL) 
 



Many pupils speak a language other than English. Whilst finding ways to build on this knowledge of an 

alternative language is an important part of the role of primary and secondary education, ensuring that all 

pupils develop as competent and confident speakers and writers of English is equally as important. 
 

Proportion of Resident Pupils in Primary, Secondary and Special Schools in Enfield with English as an 

Additional Language: 2008 – 2012 
 

 
 

Source: Enfield School Census, January 2008-2012 

 

Within the primary sector the proportion of pupils with English as an additional language has increased 

every year since 2008. The current figure is 48.3%. Whilst the England average has also increased every 

year over the same time period, the current figure for England is 17.5%. 
 

Over the same time period the secondary sector figure has also increased, aside from a slight decrease in 

2009, from 35.8% in 2008 to 40.0% in 2012. This compares with a 2012 England average of 12.9%. 
 

The special sector (schools for children who are unable to benefit from mainstream schooling, due to 

learning or physical disabilities) has also experienced a growth in numbers between 2008 and 2012, from 

32.1% to 36.2%. This compares to an England average of 12.1% in 2012, a slight decrease in 2009 but has 

continued to increase since then. The special sector increased from 2008 to 2010 with a slight decrease in 
2011, and an increase of over 2% in 2012. 
 

Therefore, Enfield continues to have a higher proportion of EAL pupils across all sectors than the national 

figure. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



Proportion of Enfield Pupils with English as an Additional Language by Ward: 2012 

 

 
Source: London Borough of Enfield, SCS, Research and Information 
 

Analysis undertaken in 2012 of the proportion of pupils speaking English as an additional language, shows 

that there were a higher proportion of pupils residing in the east of the Borough speaking English as an 

additional language, when compared to those pupils residing in the west of the Borough. 
 

First Language of Enfield School Pupils, Ten Most Common: 2010 - 2012 

 

First Language 2010 2011 2012 

English 57.0% 55.3% 54.2% 

Turkish 9.8% 10.7% 11.2% 

Somali 3.2% 3.5% 3.6% 

Bengali 2.2% 2.3% 2.5% 

Albanian/Shqip 1.6% 1.7% 1.8% 

French 1.7% 1.8% 1.8% 

Greek 2.0% 1.8% 1.5% 

Polish 1.1% 1.3% 1.5% 

Lingala 0.8% 0.9% 1.0% 

Kurdish 0.9% 0.9% 1.0% 

 
Source: Enfield School Census, January 2008-2012 (These figures do not include Reception and Nursery pupils, whose language information is not collected) 

 

Between 2010 and 2012 there has been a 1.4% increase in the proportion of pupils whose first language is 

Turkish. Over the same period, there has been a 2.8% decrease in the proportion of pupils whose first 

language is English. Alongside English, there have also been minor decreases in the proportions of those 

speaking Greek, Gujarati, Yoruba and Caribbean Creole French. 

 

 

 

 

 

 

 

 

 



Not in Education, Employment or Training (NEET) 
 

Young people who are not in education, employment or training are classified as NEET.  
 

NEET Rate, Enfield: 2008/09 – 2011/12, by Month 
 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

The NEET rate for 2011/12 was significantly lower than that seen at any point in 2008/09 and 2009/10, and 

consistently below that seen in 2010/11, bar the exception of May and June, where the rates for the 
respective years were almost identical. Enfield’s NEET rate in 2011/12 remained well below the target rate 

of 6.0% throughout the duration of the year. 
 

Not in Education, Employment or Training (NEET), 16 – 18 Year Old Rate: 2009 - 2011 
 

 
Source: Department for Education 
 

As of 2011, Enfield’s rate of NEETs had decreased for two years and was below the average figure for 

London as whole. The estimated number of young people classified as NEET in 2011 was 490. Over half of 

these were estimated to be aged 18 (260), with those aged 17 (160) and 16 (80). Figures are rounded up 

or down so will not necessarily match when added together. 
 



This estimated total of 490 in 2011 compared with an estimated total of 470 in 2010 and 530 in 2009. 
 

Not in Education, Employment or Training (NEET), 16 – 18 Year Old Rate by Ward: January 2013 
 

 
Source: London Borough of Enfield 

 

Adjusted figures for January 2013 suggest Southbury ward has the highest level of NEETs in the Borough, 

with a rate of 6.7%. Bowes and Chase wards also have particularly high rates, with both at 6.3%. 
 

The Borough’s lowest figure are in Highlands ward and Grange ward, both of which have a NEET rate of 

1.7%. 
 

16 – 18 Year Old NEETs, by Duration: 2008 – 2012 

 

 
Source: London Borough of Enfield, SCS, Research and Information 

 

As of 2012, in terms of duration of NEET status, the largest proportion of 16 - 18 year old NEETs is in the 

6-12 month range, however just over 60% of individuals classified as NEET were for 6 months or less. 
 



Between 2011 and 2012 there was a notable increase in the number of individuals who had been classified 

as NEET for between 1 and 2 years, with the figure rising from 3.4% in 2011 to 10.5% in 2012. There was 

also a slight increase between 2011 and 2012 for 16-18 year olds who have been NEET for 2 years or 

more. In 2011 there were no individuals in this category, whilst in 2012 this figure was 0.2%. 
 

LA Claimant Count Model, 16-24 Year Olds: April 2013 

 

 
Source: GLA Claimant Count Model Output 2013 

 

The Greater London Authority (GLA) produces a Claimant Count model, based upon the number of 

people in receipt of unemployment related benefits. By only looking at those members of the labour force 

who are economically active – full-time students are excluded for example – the GLA produces an 

estimate of the Claimant Count rate. This estimate surmises that of those residents in Enfield aged 16-24, 

the claimant count rate is 15.3%.  
 

However, this average figure for the Borough does not reflect the disparities that exist between wards in 

the east and west. Of those wards with a rate above the Borough average, all ten are found in the east of 

the Borough. At the top end is Edmonton Green ward, with a rate of 44%. This figure is almost double that 

of the figure in the ward with the second highest rate, 22.6% in Upper Edmonton. Conversely, at the 

bottom end of the scale are the wards of Southgate (6.0%), Highlands (6.1%) and Grange (6.5%). 

 

 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
 



Care Leavers in Education, Employment or Training: 2008 – 2012 

Source: Statistical First Release, DCSF and DfE: 2009-2012 

The proportion of Care Leavers in Education, Employment or Training decreased in 2012 to the lowest 

rate it has been over the last 5 years. It also dropped much to below the rate for both London and 

England. 

Substance Misuse 

The National Institute for Health and Clinical Excellence defines Substance Misuse as "Intoxication by – or 

regular excessive consumption of and/or dependence on – psychoactive substances, leading to social, 

psychological, physical or legal problems. It includes problematic use of both legal and illegal drugs 

(including alcohol when used in combination with other substances).14 

Young People in Treatment for Substance Misuse: 2011/12 

Source: National Drug Treatment Monitoring System 

14 NICE - Misuse of drugs and other substances 



The total number of young people in treatment for substance misuse in Enfield increased significantly over 

the twelve month period April 2011 to March 2012. By March 2012 the number was 34% up on that seen 

12 months previously. 
 

Of the young people engaging with structured treatment at Enfield's substance misuse service between 

April 2011 and March 2012, the majority of young people reported that they used cannabis (58%), and 35% 

of them reported alcohol use. Much smaller proportions reported the use of amphetamines (1%), cocaine 

(2%), solvents (1%) or use of other unspecified drugs (3%). No young people reported seeking treatment 

for opiate or crack cocaine use, and no young people reported injecting themselves with drugs. 
 

New Presentations of Young People in Treatment for Substance Misuse: 2011/12 
 

 
Source: National Drug Treatment Monitoring System 

 

Over the course of 2011/12 there were a total of 68 new presentations for substance misuse treatment.  
 

New presentations are individuals who have not previously received treatment, or who have not received 

treatment within the previous 21 days. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Gangs and Youth Offending 
 

There are 8 main gangs in Enfield, of which 2, as of 2013, were currently involved in violent conflict. Gangs 

in Edmonton wards appear to contribute to approximately 25% of all serious wounding in Enfield. 
 

Serious youth violence in Enfield escalated notably between 2007/08 and 2010/11, during which time knife 
and gun injuries sustained by 10-19 year olds increased by +37%. Serious youth violence is also a significant 

safeguarding children issue. Almost three-quarters of Enfield children on Child Protection Plans are living in 

homes where there is domestic violence present. Almost 1 in 5 perpetrators of serious youth violence 

came to notice of the police between the ages of 11 and 13. 
 

Serious Youth Violence Hotspots, Oct-09 to Sep-12 (Victims aged 10-19 years old) 
 

  
 

Total Serious Youth Violence Hotspots        Gun/Knife Injuries Hotspots 
 

Hotspots for gun and knife crime injuries sustained are largely concentrated in the south-eastern part of 

Enfield. The three Edmonton wards combined account for 30% of gun and knife injuries in the Borough. 

Turkey Street, Enfield Highway and Enfield Lock wards, in the north-east of the Borough, comprise a 

further 20% of gun and knife injuries. Subsequently, these two geographical areas are the location for 

Enfield’s two main rival gangs (Dem Africans/Young Dem Africans from Edmonton and Get Money Gang 

from north-east Enfield).  
 

Edmonton Green and Upper Edmonton both rank in the 30 highest London wards for gun, knife and 

weapons injuries in terms of London Ambulance Service Call-outs. Enfield is ranked 11th overall in London 
for gun and knife injuries attended by London Ambulance Service.  
 

Crime comes with an attached socio-economic cost. For reported knife and gun injuries against 10-19 year 

olds, including offences of homicide, since 2007/08 in Enfield, the socio-economic cost equates to ꌗ.4m.  
 

However, if we compare figures from 2011/12 with 2012/13, we can see that reductions in offences are 

evident, and that savings are being made: 
 

 Robbery – 150 fewer offences - £1.3M saving 

 Serious Youth Violence – 35 fewer victims - £900K saving 

 Theft and Handling – 85 fewer offences - £65K saving 

 Overall cost saving of approx. £2.4M 

 

 

 

 

 

 

 

 

 



 

Number of Victims of Serious Youth Violence, by Ward: 2012/13 

 

 
Source: London Borough of Enfield, Safer and Stronger Communities Team 
 

 

In 2012/13, the wards of Edmonton Green, Lower Edmonton, Grange and Town recorded the highest number of 

victims of serious youth violence – where victims are aged from 1 to 19 years of age. The wards of Bowes, 

Southgate, Cockfosters, Turkey Street and Enfield Lock recorded the lowest number of victims of serious youth 

violence. N.B. Figures are for the location of the offence, rather than the location of the victim’s residence. 
 

Number of First Time Entrants to the Youth Justice System Age 10-17, in Enfield:  2008/09 – 2012/13 
 

 
Source: London Borough of Enfield, Covalent, 2013 

 



The number of first time entrants to the criminal justice system is defined as young people (aged 10 - 17) 

who receive their first substantive outcome (relating to a reprimand, a final warning with or without an 

intervention, or a court disposal for those who go directly to court without a reprimand or final warning). 
 

The number of first time entrants to the youth justice system in Enfield has decreased since 2010/11 and is 

the lowest it has been since 2008/09. 
 

Number of First Time Entrants to the Youth Justice System Age 10-17, per 100,000 of the Population, in 

Enfield, London and England: 2007/2008 – 2011/2012 
 

 
Source: Ministry of Justice, 2013 

 

Whilst the rate of First Time Entrants in the Youth Justice System has decreased across London and 

England, Enfield's rate has remained fairly consistent between 2008/09 and 2011/12, This has resulted in a 

widening of the gap between Enfield’s rate and both the London and England figures. In 2011/12 Enfield's 

rate was 1339, compared to an England figure of 834 and a London figure of 975. 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



Road Safety 
 

Child Road Casualties by Age Group, Risk Analysis: 2007 – 2011 

 

 
 

Source: London Borough of Enfield: Road Safety 2012 

 

If we say that the average risk level for children of all ages being a road traffic casualty (meaning a person 

killed or injured in an accident) is equal to 1, we can see that the level of risk for children increases as they 
get older.  
 

Children aged over 9 years are more likely to be a road traffic casualty than those aged 6 or under. A child 

aged 15 is the most at risk of being a road traffic casualty, whilst a child aged 0-4 is the least at risk. This 

outcome is perhaps the result of increasing independence amongst children as they age, an increased 

likelihood that older children will be crossing the road without supervision, and a tendency for older 

children to be less risk averse. 




