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Foreword

Marie Gabriel, Chair, NHS North East London, and Non-Executive Director for
the Havering Place based Partnership

NHS North East London and our wider Integrated Care Partnership is committed to ensuring that we work in
productive partnership with our local people and communities. The services and support that we
commission and deliver are focused on meeting their needs and aspirations first and foremost, and must be
easy for those living and working in our boroughs to navigate. As Non-Executive Director for the Havering
Place based Partnership | am pleased to see the way that the experiences of local people are directly being
used to drive improvements to services, both on the ground, at service level, and in the strategies that are
setting the direction of travel over the coming years.

The contributions of local people are powerful drives for change, and, combined with local data and insights,
including the Joint Strategic Needs Assessment, have fed into the development of this interim strategy to
create a clear set of initial priorities that will be built on in the coming years as the partnership evolves.

Dr Narinderjit Kullar, Clinical Director - Havering Place based Partnership,

and a local GP

As a Doctor who has worked in Havering for a number of years, | am passionate about using my role as
Clinical Director for the Havering Place based Partnership to not only improve outcomes for all people living
with in the Borough but to also make Havering an exciting and empowering place to work for staff across all
of our sectors. Engendering the right culture will be a key enabler for the delivery of this interim, and soon to
follow, five year strategy; this is with reference to culture both within our communities to build community
resilience, and through development of a positive working environment within all Havering Organisations
whereby staff feel engaged and empowered to effect the changes and improvements required. As a
partnership we are keen to work differently, supporting local people around the wider determinants of health
to improve their wellbeing and by ensuring services are tailored to meet their needs throughout their life
course with a key focus on prevention, health creation and early intervention in tackling illness.

Councillor Gillian Ford, Chair, Havering Place based Partnership Board, and
Lead Member for Health

The current financial constraints on both NHS North East London and the London Borough of Havering
mean that partners find themselves in a situation where we are being asked to do more than ever, for less.
Substantial running cost reductions are required both within the London Borough of Havering and NHS
North East London — and without doing things differently and in a more joined up way, there is a risk that the
Havering Partnership will not be able to deliver improved outcomes for local people, or improved value for
money. It is absolutely imperative that partners collectively work together to prioritise our resources to our
areas of greatest need, that we work together to deliver value for money in our contracts and processes, and
that we collectively work together to improve outcomes for local people with the limited resources that we
have. This strategy sets out our immediate areas of focus, and our roadmap for developing our longer term
strategy that will enable partners to meet the needs of local people, and deliver better value for money,
making the best use of the resources that we have.
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Havering Place based Partnership Interim Health and
Care Strategy — Introduction

The Havering Place based Partnership, formally established in July 2022 following the creation of the NHS North
East London Integrated Care Board, brings together the NHS, local government and providers of health and social
care services, including the voluntary, community and social enterprise (VCSE) sector, Care sector, residents and
communities. It’'s primary purpose is to review the needs of local people, and improve the delivery of care and
support to them to meet these needs in a way that is meaningful to them. Collaboration, a focus on prevention, and
ongoing engagement with local people are the key elements of the partnership.

Havering partners are working to develop a strong and ongoing relationship with local people and staff, so that
they can shape our priorities and plans, ensuring that we are able to improve services in a way that will truly
improve lives across the borough. We are strongly focussed on integrating services across health, care and the
Community and Voluntary Sector, and supporting local people with the wider things that impact health and
wellbeing, such as housing, social isolation and employment.

The partnership is in the early stages of development, but already has strong buy in from partners, and is
committed to better meet the needs of local people, and in particular to reduce health inequalities.

We are developing local ‘neighbourhood’ teams of health and care staff, who will much more closely with the
community and voluntary sector and primary care networks — GP practices working together in their areas — to
improve the way that care is delivered to local people. Through this approach local people will receive more
seamless care, tailored to their needs.

This interim strategy articulates the key priorities for the Havering Place based Partnership in 2023/24. NHS North
East London is in the process of a restructure, which includes the establishment of a new team at place for
Havering, structured around the life course approach set out within this strategy. Once the new team is in place,
partners intend to integrate commissioning of health and care in Havering as much as possible to ensure that
services are seamless, are commissioned around the needs of local people including the wider determinants of
health, and deliver value for money. This will be overseen by the Havering Health and Wellbeing Board who will
ensure that the Local Health and Wellbeing strategy and the needs set out within the Havering Joint Strategic
Needs Assessment are embedded in the Partnership work as part of a Population Health Management approach.

Partners across Havering have held a series of workshops focused around babies children and young people, and
frail older people and urgent care, which have fed into the development of this strategy. A number of strategies are
in development including a healthy weight strategy for the borough, and strategy for those who provide informal
and unpaid care, which have also fed into the development of this interim strategy for the partnership.

Culture will be a key enabler for the delivery of both the interim, and five year strategy. This is both culture within
our communities, and building community resilience, and building a positive working environment within Havering
where all staff feel engaged, and empowered to effect positive change and improvement.

As well as aligning to Havering Council’s vision for the ‘Havering that you want to be a part of’, with a strong focus
on people, place and resources, This strategy also aligns with and compliments the NHS North East London
priorities as set out in their Interim Strategy, as well as the cross cutting themes including: Tackling Health
Inequalities; a greater focus on Prevention; Holistic and Personalised Care; Co-production with local people;
Creating a High Trust Environment that supports integration and collaboration; and Operating as a Learning
System driven by research and innovation. The four main priorities for improving outcomes and tackling health
inequalities, which align to the priorities set out within this interim Havering strategy include: Babies, Children &
Young People; Long Term Conditions; Mental Health; Local employment and workforce.

Included in this strategy is:
- The Havering Place based Partnership vision, life course approach and initial key priorities
- Our initial priorities for 2023/24 and what we will deliver
- Adraft terms of reference for the proposed group to be established to oversee delivery of this strategy
- A draft project plan for the proposed development of the full Havering Place based Partnership strategy
from April 2024 — March 2031.
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Havering Place based Partnership Interim Health and
Care Strategy
April 2023 — March 2024

Our vision

A healthier Havering where everyone is supported to thrive

The vision of the Havering Partnership is to pool our collective resources to create person centred, seamless care and
support designed around the needs of local people throughout their life course, with a strong focus on prevention,
addressing inequalities and the wider determinants of health. This compliments Havering Council’s vision for the
‘Havering that you want to be a part of’, with a strong focus on people, place and resources.

We will do this by:

to reduce the impact that this has to

access to services, and outcomes

Tackling inequalities and deprivation .
ng Inequatt privat Improving mental and
emotional support

Tackling Havering's Improving earlier help,
biggest killers care and support

Working with people to build Improving joined-up

resilient communities, whole-person care
supporting them to live

independently

Our priorities
We want to improve outcomes for the whole population, right across the main life stages, from birth to death.

Our strategy will therefore take a life course approach:

® Start Live oy Age
R well M Well N wen

People are supported to ensure
the last stages of their life
happen in the best possible
circumstances, receiving the
right help at the right time from
the right people

People are able to live
independently in their own
homes with appropriate care
and support to maintain and
develop their social and
community networks

Children and young people get People enjoy and are able to

the best start in life, are able to maintain a sense of wellbeing

achieve the best opportunities and good health, supported by

and keep as healthy and well as resilient communities. They can

possible throughout their lives access care and information
when needed.

Key enabling priorities span the whole strategy, across all life stages:
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What do we mean by Start Well, Live Well,
Age Well and Die Well?

Sta rt Well

| feel safe and cared for

= | have green and open spaces | can visit or play in and am able to walk or
cycle to and from places

= | feellike | can influence my own future and decisions that affect me

®= | have a network of support, and can make friends through local groups

= | have a healthy and active lifestyle, helping me to maintain a healthy weight

= |live in a comfortable, safe home, free from mould and damp
= | can access timely support and diagnosis, in the community, when | need it
= | am learning what | can do to improve my own health and wellbeing

L|ve Well

| can take care of my own health and wellbeing and am able to manage the challenges life
may give me

= | lead a happy, fulfilling and purposeful life

= | feel supported by my family, friends and local community

= | have access to information and services when | need it, and know the right place to seek
support, first time

= | have a healthy and active lifestyle, helping me to maintain a healthy weight

Age Well

= | can take care of my own health and wellbeing and am able to manage the challenges life
may throw at me

= |f | need support, it is provided in a way that helps me to maintain my independence for as
long as possible

= | can access services and support when needed and my preferences are taken into account

= | have the information | need and I'm supported to understand and make choices

= | lead a happy, fulfilling and purposeful life

= | can continue to do what matters to me and be the person | want to be

= | am in control of my physical and mental health

= My family’s/carer’s needs are recognised and supported

= | feel a valued and respected member of my community

= Services are seamless and support me as a whole person

D|e Well

| will be asked for my end of life wishes and will be able to die, where practically possible, in
my preferred place of care

= | know that when | die, this will happen in the best possible circumstances

= My family, friends and all those important to me will be supported throughout my end of life
journey and if needed after my death.
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Codesign with local people

The Havering Place based Partnership is committed to ongoing engagement and discussion with
local people to ensure that health and care services in the borough are designed around their
needs.

Since the inception of the Partnership (which built on a strong foundation of partnership between
health, care and wider community and voluntary sector partners), the Havering team have been
engaging with staff, partners and local people to understand what matters most to them.

We have engaged in a number of ways, through showcase events with staff across the borough
to keep them updated and engaged on the work underway, survey’s, engagement with local
people through survey’s focus groups and one to one discussion on key projects such as the
development of the Strategy for those who provide informal and unpaid care. We have held local
events and shared surveys to seek the views of local people on our priorities and programmes of
work (as well as connecting them to a range of wider services and support), and are in the
process of developing a number of case studies around the experiences of local people which we
are embedding in our work to ensure that tangible improvements are made to service delivery.

Well known challenges are often voiced, such as timely access to appointments, and being able
to get support from the right person or service, first time. However, one of the strongest points of
feedback is that services and support feel fragmented — services often don’t link up around the
needs of the person, leaving staff working in the system to spend valuable time struggling to
integrate care, within a framework of commissioned services that isn’t set up yet to support a truly
integrated way of working.

All of this feedback has been taken into account when developing this strategy and setting the
priorities within it, and the Havering Place based Partnership will continue to engage and involve
local people in our work going forward.

The infographic below summarises the feedback from the engagement work with local carers.

What matters to local people — feedback from Carers engagement

“1 have cared for my grandad
for as long as | can remember,
but since he became bed-
bound 2 years ago, it has
taken more time. I had to take
8 weeks off college because
it's just me and my mum who
care for him”

“Ilive alone with my mum “Sometimes | don't know “1take care of my twin sisters “I just want carers to be
wha isill, it's just us but it's where to get help, | care for my with mental health problems acknowledged as workers,
always been that way” husband on my own and and my great grandmother. 1 entitled to breaks. We work
struggle using technology to used to have a group of young so hard and employers
access information™ carers to meet up with, but often don’t recognise this
now with my college schedule strain”

and caring | don’t have time"

Adult Carer Young adult carer (aged 19) ity Young adult carer (aged 23)

The general additional
comments provided focussed

,‘/ . y
@ | on the need to coordinate care
[+) T i, dl ¥ around people, ensuring that it

-

is more seamless, ensure
access to information and

ondents feit that training ta help | S0% of respond - adv!cesnlh.atpeople =
Ifil their informal/unpaid caring | to gat through to services on the relationship with their . allin | navigate the system, and
role would be useful a timely wa riority for s a | ensure access to timely
A E k 4 appointments.

{ Of 125 respor
: timely GP appail

i Itis often difficult to understand what
i ‘@re put there to support Carers
people that they care for. Carars

| Access to respite should be easier, and it Access to Primary Care appointments
i should be more flexible. It's really should be easier and more quick. &
flex uld be helpful, that
means you 2re seen by the right person
for your query, in 3 timely way.

| Services should be mare streamlined

: appaintments, zn
. the person that you care for to di
" appointments at different places.

Havering strategy for those who provide informal and unpaid care, 2023 - 2026
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Case studies; improving services based on the real
experiences of local people

The Havering Place based partnership is working with a number of local people to develop case studies
illustrating their experiences and the breakdowns in care, which highlight in a very real and powerful way
the improvements that we need to collectively make. These are a very powerful tool to highlight the
changes that we need to make, and to drive positive change. We have developed a best practice
approach, including the subjects of the case studies in the improvement work itself.

Havering Carers experience: Lynn’s story

Lynn and her mother Joan share a really close bond, and are more like best friends. They're always there for each other, and see each other frequently.

Lynn’s mother had started to slowly decline in the past couple of years, being less able to manage. Lynn noticed this and, as well as supporting her mother herself; acting as her
advocate, booking appointments, arranging food shopping and other support, Lynn requested a Social Care assessment following which a care package was put in place (single
handed, 4 times per day). A lot of the monitoring of her mother’s diabetes and blooed sugar levels falls to Lynn, including the decision of when to escalate; Lynn also notices that
the diabetes medication is given by nurses on several occasions despite her mother’'s blood sugar levels at the time suggesting that it should not have been administered.

In 2022, Lynn's mother, who was at this point defined as ‘hc b d' developed a rash across her body, which left her in extreme discomfort. From then on, Lynn's
mother’s condition began to decline, despite Lynn's struggles to get her seen by the right people to support her. The following page maps their journey from this point.

“Im not a Carer,
s Mum 1 don’t have any
m &9 years old _forma.f mring
Lives alone with qualifications,
m daughter nearby Fm just trying to
oo “I don’t mind do what's best
. P Declining mobility e
being Care Package — \&/
up by the cat, single handed, x4
- times a day
she reminds Type 2Insulin “I often felt | was
me that I'm controled alone, trying to
still alive” m 2019 Alzheimer's fight for Mum”
diagnosis | S

As well as supporting her mother and her
family, Lynn works in Havering in the
Community and Voluntary Sector and has a
strong understanding of the health, care and
community system in Havering.

Havering Carers experience: Lynn’s story
There are many instances within Joan and Lynn’s journey
where care could have been improved, particularly:

= There was a lack of care coordination /person centred care
around Joan’s journey, with Lynn trying to fill this function;
there were many occasions where Lynn was not listened to,
and she really had to push to have her mother seen

= There were many cases where, to get the referral or support
she knew that her mother needed, Lynn had to go back to the
GP for an appointment, to get the onward referral

= Joan’s rash was never properly investigated / addressed, and
she was in significant discomfort because of this throughout
the last few months of her life

= Lynn was never identified as a carer / no one who saw Lynn
ever checked that she was receiving the support to which she
was entitled

= Joan’s journey was convoluted, and without Lynn acting on her
behalf and taking her to appointments, could have been
significantly worse

= Lynnis now left with not only the impact of losing one of the
people whom she loved most in the world, but also the impact
of the experiences that she and her mother had to go through
during the last months of her mother’s life

The Havering you want to be a part of
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Jennifer’s story — experiences of a person with Autism in Havering. All graphics are original artwork by Jennifer, and
remain Jennifer’s intellectual property.

Jennifer’s story

Jennifer is really creative. She teaches Piano for her job, and loves to draw and create new designs. She has written a book, ‘A Tarnished Stone’ which is available on Amazon.

Jennifer has several health conditions which she is stoic and matter of fact about. She works hard to navigate the complex health and care system to manage these.

Jennifer also has Autism, and was diagnosed as an adult — Jennifer had to fight hard for her diagnosis, and is keen to ensure that her experiences help to improve things for other
local people who are going through similar. Jennifer realised following her diagnosis that she had been masking her autism ever since she was a child.

Jennifer

MBS years old
m Teaches Piano

several physical health
conditions including
cancer, which are
being managed (in
remission}

Diagnosed with
ﬁ autism at 31

o

“Someone | knew was going
through the process fora

diagnosis of autism; they told
me the signs and | realised

that was me too. It took a year

and a half to get a diagnosis

once | was finally listened to

and referred”

“There is a significant lack of
coordination between
services, particularly when
there are long wait times —
you call up services to be
told, ‘don’t’ worry, you're in
the system’— then you don’t
hear back from them for
another six months”

List of condition

Jennifer has a number of
conditions that she is managing
including:

= ADHD

= Autism

= Psonasis
= Alopecia
= Asthma

= FEpilepsy

=  Mental health challenges
including Trauma and PTSD

= Inremission (check up in
December) for Papillary Clear
Cell renal Carcinoma

= Polycystic Ovaries
= Sacroiliac joint dysfunction

My Autism and ADHD Diagnosis

= My friend was going through their assessments
for diagnosis for Autism; they read the signs to
me, and | just thought ‘that’s’ me’

= | went to my GP to start the process for
assessment; but the doctor was quite dismissive.
They couldn’t understand why | wanted a
referral for assessment at my age. This made me
not want to go back to this GP.

= It took a year and a half to finally get the
diagnosis following the initially assessment

= Had to have a diagnosis via a computer due to
Covid

= There was also a mix up to get the diagnosis, in
that | hadn’t been sent a link, so | had to call
around trying to let the person know that | was
trying to join the meeting, | just hadn’t been
sent the link. My diagnosis session was 1.5 hours
long, however, half an hour of this was lost due
to the link not being sent to me

= | was also diagnosed with ADHD 2022; it was
thanks to the psychologist that | got the ADHD
diagnosis — originally didn’t seek to get diagnosis
but then couldn’t stop thinking about it once it
had been pointed out to me

= The ADHD diagnosis took about six months

Jennifer’s story

North East London
Health & Care

= It was a lightbulb moment the first time |
realised that | had autism — it helped me to
understand more about why | act in certain
ways

- Having the diagnosis helped, but | didn’t get
much help or support after this

= Following the diagnosis | received an email
that pretty much said ‘congratulations you're
autistic, here’s some books you can read and
some email addresses. Goodbye’

= | also received a Letter for potential
employers setting out the reasonable
adjustments to make as this person is autistic

- But there was no real support

- It is comforting to know that if | need social
care in the future, I'll be eligible for it

- There is definitely more that could be done
to support people post their diagnosis,
especially if they’re an adult and have been
through a lifetime of masking their autism
and thinking that they’re different

| Havering Place based Partnership

Partnership

The Havering you want to be a part of



Some of my positive experiences

of the NHS

- I've had some really good
experiences of care and | think
it's impertant to share this so
that the people who delivered
them know the difference that
they made to me

. I'went to the vascular
department at Queens for a
check-up — I went in early and
the nurse in there recognised
that | have Autism and ADHD.
She was really sympathetic, let

The Doctor for this
appointment was also really
good — they explained
everything to me so well that |
actually enjoyed the
appeintment. I've never had
such a fun test before.

- I've had a really nice Epilepsy
nurse for the past 15 years
who is there if | need her. | can
have a discussion with her
about management of my
condition

me into the appointment early.

Jennifer’s story

. North East London
»+ Health & Care
Partnership

Improvements that could be made

going to appointments

autism

- I went to a recent meeting in Dagenham for those with Autism,
about improving services for them. There were a lot of autistic
people there, yet the whole event had been arranged without a
single thought about what an appropriate environment for those
with autism should be — if events are being held for those with
Autism, about services for those with autism, the events should be
designed with Autistic people in mind

= It would be helpful if it could be flagged on notes and medical
records that a person has autism, and that it's not really
appropriate for them to wait in a busy and loud waiting area.

= I have had cancer and have yearly check-ups for this — | was initially
required to travel into London for this — three trains and a bus to
have a full body scan, all with a full bladder. Have finally been able
to transfer to a hospital closer to home for this.

- It's very stressful when you know you need to have an scan
undertaken, and you have to call up services to try to find out why
an appeintment hasn't come through.

= Waiting rooms are often very bright and noisy — not comfortable
places at all for those with autism. It often feels like an ordeal

= wWhen having multiple appointments on the same day, long gaps
between appointments are also a real struggle for those with

Things we can do to make a positive
change in Havering

ety

Recognition of autism
amongst front line
staff

Coordination of
services

Support for those who
are Autistic

Tailoring of services to
meet the needs of
those who are autistic

Suppeort following
diagnosis of Autism
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es for those with
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Front line staff should be aware of autism and the needs of people with autism

They should be able to adapt appointments and support to meet these needs, and certainly should be able to recognise the signs of autism and be
supported to have conversations with people about getting a diagnosis

If a person approaches a GP to request an assessment, they should be understanding and not dismissive of the person's request; a diagnosis in
adulthood can really help a person with autism to understand more about thi and understanding of themselves about why they may do
certain things differently from other people

Regarding the Sunflower Lanyards that Autistic people use for appointments — we need to ensure that more frontline staff recognise these. It should
be noted that not all of those who are autistic like to use the sunflower lanyard — it would be better if there is a flag on system at the hospital
Jpractice to bring to the attention of staff

Services should be more coordinated and where wait times are long, pecple shouldn't have to keep calling to try to find out what's happening with
their appointment

Information sent for appointments should be clear, and right the first time, to prevent delays in care and wasted appointments

Outpatient appointments and particularly appointments for cancer services should be changed as little as possible

It would be helpful if it could be flagged on notes and medical records that a person has autism, and that it's net really appropriate for them to wait
in & busy and loud waiting area.

Recognition that perhaps the person may need a slightly longer appointment to be given the time to ask the questions that they want to about their
condition should also be considered

If NHS events are held for those who are autistic, their needs should be taken into account when picking the venue and location of the meeting. For
example, no bright lights, a sensory room etc.

Language in letters that go out to patients should be as clear and to the point as possible

Some services, such as mental health support should be tailored to meet the needs of those with Autism

| needed Therapy for some significant things I've been through in my life — | was referred for CBT therapy but the service that works for other people
didn’t really meet my nesds and | don't think it would meet the needs of others who are neurcdiverse

Appointments overrunning can be a real struggle for those with autism — appreciate this is often the case in the NHS but it leads to significant stress

For adults particularly this could be strengthened — there should be more support post diagnosis, and more links into support groups and others
whe are in a similar position
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Key priorities identified in the JSNA

The following key recommendations are taken from the Havering Joint Strategic Needs Assessment (JSNA) and themed
according to our life course approach. The JSNA is currently being refreshed, and the full Havering Place based Partnership
strategy will build on the refreshed JSNA.

START WELL

The number of children aged 0-17 in Havering is 58,550, compared to 50,827 in 2011 (a 15.2% increase, compared to increases of 4.8% in London and 3.9% in England). The
number of households with dependent children (i.e. families) in Havering has increased in the last decade by 28%. The fertility rate in Havering (58.5/1,000 women) is

significantly higher than London and England.

THE WIDER DETERMINANTS OF HEALTH

Around 7,700 chil (16%) are by i privation in
Havering.

64.5% of Reception aged children have a good level of development
(worse than London but similar to Englund). This is even lower for those
who receive free school meals (41.4%).

2.7% of 16 to 17 year olds in ing are notin i ploy or
training (better than London and England)

By -

LIFESTYLES & BEHAVIOURS

Nationally 1in 6 children (aged 11-17) have tried vaping.

N (2

(] Around 1in 10 children aged 4-5 are obese in Havering, rising to almost
9 1in 4 when children reach aged 10-11 (similar to London and England).

(higher than London but similar to England)

4% of Havering children aged under 15 have used cannabis (similar to
% £ngland). 16.3% of under 15s reported being drunk in the last 4 weeks

Produced by the London Borough of Havering Public Health Intelligence Team

PLACES & COMMUNITIES

A secure and loving family home is vital for a child's development and
future prospects. Adverse childhood experiences (ACEs) have a profound
impact on heaith behaviors, social consequences, and service utilisation.

Around 270 children aged 5-15 provide unpaid care in Havering and
around 450 young people aged 16-20.

In 2021 the under 18s birth rate in Havering was 2.6 per 1,000 births, similar
to England.

7.9% of y school chi int ing were excluded (lower than
England but similar to London).

INTEGRATED HEALTH AND SOCIAL CARE

The estimated rate of common mental heaith disorders among children
and young people aged 5-16 in Havering is 9%, which is similar to the
average rate nationally.

The reported number of children and young people with Education,
Health and Care Plans in Havering is 2,182 - which is a 200%+ increase in
the last decade.

At BHRUT, in the year prior to the pandemic, there were nearly 12,000 A&E
attendances with babies aged under 1, 30,000 for children aged 0-4, and
almost 70,000 by children and young people (CYP) aged under 18 years
in Havering (LBH).

inati ge in ing is below the World Health
Organisation target of 95%

w¢ Havering

Lannown momoiaN

JSNA priorities START WELL

Wider determinants of health

= Recommendation 49: As part of their anchor institution role, health and care
providers should contribute to wider efforts to build aspiration and
educational achievement particularly in disadvantaged and / or otherwise
vulnerable groups e.g. through outreach to schools and career fairs; offering
workplace experience; apprenticeships; career paths from less skilled, lower
paid roles into better paid, professional health and social care roles etc.

= Recommendation 55: Health, social care and education to periodically review
their joint approach to prevent unplanned pregnancy and support teenage
parents.

= Recommendation 56: Health and care partners must actively contribute to
collective efforts to reduce serious youth violence and gateways to youth

crime; as part of comprehensive efforts to mini p eto
childhood experiences.

= Recommendation 65: Health and care partners to consider how they can
support care experienced young people into employment as part of their
wider ‘anchor institution’ role

Lifestyles and behaviours

= Recommendation 18: Actively promote existing foed and financial support
mechanisms to low income h holds and h holds with chi eg.
Havering Community Hub food pantry, free school meals, school holiday meal

scheme, Healthy Start scheme etc,
= Recommendation 20: Partners should work to reduce and prevent harm to
children and families arising from parental drink and drug problems.
Places and communities

= Recommendation 21: Partners should collaborate to reduce greenhouse
emissions and mitigate the harms caused, ensuring that climate change is
considered in every policy and decision
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Integrated health and social care

Recommendation 37: Enhance continuity of carer (CoC) ensuring as
many women as possible receive midwife-led Coc, initially
prioritising those identified as most vulnerable and high risk.

Recommendation 39: Continuously improve maternal safety
including: by full implementation of the second version of the Saving
Babies’ Lives Care Bundle; and by working with Public Health to help
expectant mothers to stop smoking to meet the national ambition to
halve the rate of stillbirths, neonatal deaths, maternal deaths, and
intrapartum brain injury by 2025.

Recommendation 42: Commissioners / providers should regularly
review universal services e.g. health visiting, CAMHS, community
paediatrics, therapies etc. to ensure capacity is adequate given the
pace and scale of change in the CYP population in recent years.

Recommendation 45: Ensure opportunities to maximise awareness
and uptake of free preschool education and childcare are taken e.g.
via regular contacts with health professionals including midwifery,
health visiting and with general practice and Local Authority Early
Help teams/Children’s Centres. Recommendation 46: Maximise
uptake and face-to-face delivery of the 5 mandated health and
development checks for children aged 0- 5. Increase joint
assessments by early years settings and health visitors at age 2 -2 %
yrs.

Recommendation 53: Health and care partners should work with
schools to provide support to pupils at risk of exclusion.

Recommendation 57: Review the delivery and increase the uptake of
childhood immunisation to levels necessary to achieve herd
immunity.

62: ICS partners to:- i) consider how best to report attendances for
self-harm in CYP; ii) ensure that NICE guidance for psychosocial
assessment after hospital attendance for self-harm is implemented.

The Havering you want to be a part of




LIVE WELL

Havering's population has increased by 10.5% over the past decade, reaching 262,052 in 2021 and is becoming younger with the median age decreasing from 40 to 39, the
opposite to the trend across London and England. Life expectancy in Havering is similar to the national average (79 for males, 83 for females), but recent improvements have
stalled, and there was a decline during the pandemic.

THE WIDER DETERMINANTS OF HEALTH PLACES & COMMUNITIES

6% of deaths in Havering are attributed to air pollution, exceeding the

/1
E@@w 27,000 adults resident in Havering are income deprived and there is 5
national average (5.1%) but lower than the London average (6.4%).

significant variation across the borough, ranging from 1.6% in the least
deprived neighborhood to 33.9% in the most deprived.

Havering had both healthy and unhealthy high streets, with Rainham
ranking 10th and Hornchurch ranking 145th out of 146 in a London league
table (1 being the least healthy).

Havering has higher employment rates (79.8%) compared to London and
England, but many residents commute out of the borough for better-
paying jobs. 21.6% of residents in Havering are in jobs that are low paid
(higher than London average 20.2%)

% Only 14% of adults in Havering walked for travel three or more times per

The average age of death for homeless individuals is just 47 years for e i Y 3
week. The borough has limited public transport infrastructure, high car

men and even lower for women (43 years). The number of new rough ° 5 z % of
sleepers has been increasing in Havering, from 21in 2018/19 to 59 in ownership .(IIO Care Rt 100 households), and low cycling rates (0.1% o
2020/21. ) adults cycling three times per week).

LIFESTYLES & BEHAVIOURS INTEGRATED HEALTH AND SOCIAL CARE

P One in four adults experience mental iliness and the total harm to health

Over 20,500 adults (10.2%) in Havering are smokers, lower than London 3 - b
is comparable to that caused by cancers or cardiovascular disease.

H)/ (11.5%) and England (13%).

W
Nationally cancers account for a quarter of all years of life lost. 1in2

Obesity in Havering is high, with more than 6 in 10 adults overweight or \> people will be diagnosed with cancer in thelr lifetime.

obese, surpassing the London average (56%), but similar to England

(64%). Life expectancy has increased, but most of the additional years come

C) with health challenges, particularly due to long-term conditions, which
S 0@ significantly contribute to health inequalities based on ethnicity and

Around 1.1% of adults (approx. 2,200) were dependent on alcohol in deprivation.

C 2019/20. Additionally, about 0.12% (233) were using opiates and/or crack

cocaine. Around one in five adults in Havering were drinking more than Healthcare services have experienced a significant increase in waiting

times both before and during the pandemic. This strain on capacity has
become a persistent issue throughout the year, rather than being limited
to the winter season.

the recommended 14 units of alcohol per week.

w¢ Havering

W LONOON BOROUDH

JSNA priorities LIVE WELL

Wider determinants of health Integrated health and social care

» Recommendation 5: Ensure Councils / NHS providers work with the DWP to offer residents
excluded from employment due to disability and [ or ill health including mental illness the = Recommendation 3: All partners within the developing integrated
opportunity te gain confidence, skills, work experience and ultimately secure employment. care system must give prevention and treatment equal priority if

* Recemmendation 20: Partners should werk to improve the offer to people with drink and drug they are to succeed in improving health, narrow inequalities and
dependency and additional mental health problems provide high quality, affordable health and social care services.

= Recommendation 71: Develop partnerships between primary care, specialist mental health .

Recommendation 70: Continue to develop the capacity and
capability of primary care to manage patients with common mental
disorders and integrate consideration of mental health into the
management of other care groups known to be at high risk of mental

services, other statutory services and the VCS at locality level to provide holistic support
ing the wider d as well as health and social care needs of people with mental
health problems. An effective social prescribing function will assist patients to engage with
relevant support.
= Recommendation 76: Statutory services across BHR should be encouraged te offer people with health problems.
health problems including mental health problems the oppeortunity to gain employment. = Recommendation 75: MH services should audit re-admissions to
identify the underlying causes of re-admission and whether
improvements could be made as part of planned discharge, and
ongoing treatment and support (including support from local
autherity housing teams).

Lifestyles and behaviours

= Recommendation 18: Actively promote existing food and fi ial support to low
income households and households with children e.g. Havering Community Hub food pantry, free
school meals, school holiday meal scheme, Healthy Start scheme etc.

h

= Recommendation 19: Ensure that there is a comprehensive whole system approach to tackling = Recommendation 78: Improve the management of physical health
obesity with additional efforts aimed at supporting groups known to have higher prevalence of of patients with SMI; ensure all get an annual health check and,
obesity. through joining up initiatives across the system, improve

= Recommendation 41: Improve access to domestic violence support to all women accessing effectiveness of support available to assist with lifestyle change,
maternity services through the introduction of an early support and referral scheme for identified starting with smoking
vietims = Recommendation 79: Ensure there are comprehensive

= Recommendation 67: Raise public awareness of mental ill health, tackle associated stigma and

strengthen personal resilience, including by making use of "Every Mind Matters’ resources and self- L B
g.t ) Pe ; ; aing by g v to people bereaved by suicide and (b) systems to record episodes of
help aids; giving particular consideration to groups who appear less likely to seek help such as

LGBTIO+ and ethnic minority residents, and older people. self-harm and for subsequent follow up in the community.
= Recommendation 85: Continue efforts to raise awareness of the causes and signs and symptoms = Recommendation 87: Implement the national optimal cancer
of cancer with the public and healthcare professionals. pathways
= Recommendation 93: BHR should review the local approach to
maximising participation in the National Diabetes Prevention
Programme and develop an action plan for improved uptake and

strategies/plans to prevent suicide. These should include (a) support

Places and communities
= Recommendation 26: Councils to make use of the powers available to create a healthier offer on
our high streets, prioritizsing disadvantaged areas with the unhealthiest offer, and taking into

consideration the views of the local community. outcomes.

= Recommendation 31: Building on regeneration plans in the borough; develop an effective = Recommendation 94: BHR should review and amend where
approach to promote the benefits of living in Havering as part of collective effort to fill hard to necessary the current approach to the delivery and monitering of
recruit health and social care vacancies. diabetes care to ensure that all effective care is consistently

= Recommendation 35: Partners to consider and respond to the needs of employees who, post- provided.

pandemic, routinely work from home to ensure their physical and mental health.
= Recommendation 73: Mental health and substance misuse services to work with relevant Council
services to effectively outreach to and support the street homeless
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AGE WELL

Havering has a significant proportion of older residents aged 65+ (17.6%), second only to Bromley in London. The 65+ population in Havering
grew by 9.1% in the last decade. By 2030, the number of people aged 85 and above is expected to increase by 2.4K (32%) to reach 9.9K.

THE WIDER DETERMINANTS OF HEALTH

£ Around 3,500 older people aged 65+ (6%) in Havering live in the most
‘ deprived neighbourhoods in England.

* Fuel poverty affects 9% of the population and contributes to
approximately 1in 10 excess winter deaths.

As older people often experience reduced income after retirement, it
becomes crucial to prioritise high-quality and affordable housing to
promote the health and wellbeing of the population.

LIFESTYLES & BEHAVIOURS

) Older people generally have lower smoking rates (9.7% of 65-74 year olds
\(// smoke), but is still significant. Those who smoke in old age often started
at a younger age and could find it harder to quit.

Over half of older people aged 65-84 do not eat at least 5 portions of fruit
or vegetables a day.

Over half of those aged over 85 and over a third of aged 75-84 are
physically inactive.

Public Health Team

Produced by the London Borough of

PLACES & COMMUNITIES

V” In Havering, there are approximately 17,634 individuals aged 65+ living
alone.
m\

Most neighborhoods in the borough have a low Passenger Transport
Accessibility Level (PTAL) score of 2 or below.

G
79% of internet non-users are over the age of 65.

(0 O Overall the rates of crime in Havering remain relatively low.

INTEGRATED HEALTH AND SOCIAL CARE

/ « MeninHavering have a lower healthy life expectancy compared to the

' ',]T national average.

Diagnosis rate in Havering (53%) for dementia is significantly below the
@ national target of 66%

Havering has fewer care home beds (8.0 per 100 people aged 75+)
compared to the national average in England (9.4).

improved, meeting the national target of 75% for the first time in over a

In Havering, flu vaccine coverage for individuals aged 65 and above
decade, although it remained below the national average.

Havering

LONDON BOROUGH

JSNA priorities

Wider determinants of health

= Recommendation 13: Strengthen community resilience through continued
partnership with the VCS. This includes building upon and mapping existing
VCS capabilities, identifying gaps in community support and providing
opportunities for skills development.

Lifestyles and behaviours

= Recommendation 83: Undertake a deep dive/equity audit to understand which

populations are not taking up screening and support a programme of

community engagement working with those identified as less likely to participate

in screening programmes to increase uptake.

Places and communities

= Recommendation 29: Ensure that the housing needs of residents with
specific needs e.g. relating to frailty, mental illness, physical and learning
disabilities etc. are an integral part of plans for housing growth and
regeneration.

| Havering Place based Partnership

AGE WELL

Integrated health and social care

= Recommendation 2: Plans regarding integrated health and social
care services (pillar 4) should give the same priority to conditions
resulting in ill health and disability as for conditions causing
premature death

= Recommendation 102: Maintain efforts to further increase the
completeness of dementia diagnosis, and improve access to the
information and support for patients and their families

= Recommendation 107: Ensure that patients at risk of frailty are
systematically identified, using population health management
approach; effectively supported by the local partners to stay well; or
receive urgent additional help in times of crisis.

Recommendation 110: Further improve the reablement offer to
maximise the proportion of patients who return home and stay

home after admission to hospital.

= Recommendation 111: Develop plans to implement the Enhanced
Health in Care Homes (EHCH) model to all care homes.

The Havering you want to be a part of




DIE WELL

There were 2,430 deaths in Havering in 2022 and an estimated 12,150 bereavements. Due to the ageing population, the number of deaths are
projected to rise to 3,000 by 2043.

THE WIDER DETERMINANTS OF HEALTH PLACES & COMMUNITIES

19% of people of working age and 11% of pensioners die in poverty in ’a

Havering, compared to a UK average of 28% and 13% respectively ):| :crofs the. UK, over 40% of adults who want formal bereavement support
lon't receive any

Nationally, half of bereaved children said they didn't get the support they

proportion of the population aged 85+ is lower (1.6% and 2.4%). X
needed from their schools and colleges

m Census data shows 46,111 of the Havering population is aged 65+ (17.6%),

of which 6,974 are aged 85+ (2.7%). In London and England the l

Life expectancy in Havering is similar to the national average (79 for . . . fami i fnel
males, 83 for females) ” 20,636 people in Havering care for 9 family member, friend of .n.elghbour
because they have long-term physical or mental health conditions or

|" ilinesses, or problems related to old age

~ The mortality rate in Havering (1,094/100,000) is higher than London
# (975/100,000) and England (1,042/100,000)

LIFESTYLES & BEHAVIOURS INTEGRATED HEALTH AND SOCIAL CARE

Few people would choose to die in hospital and yet almost half of all
12.7% of the Havering population are aged 65 or over and live at home people in Havering do so, significantly higher than national levels.

alone (compared to 9.1% in London and 12.8% in England)

Each year, an estimated 5§50 people in Havering do not receive the
palliative and end of life care they need

1,061 potential years of life lost in Havering due to alcohol-related
conditions for males and 339 for females
7.70% of deaths were preceded by 3+ emergency admissions in the last 3
months of life in 2019 (England average = 7.1%)
There were 8.4 suicides per 100,000 people from 2019 to 2021 in Havering

(compared to 7.2 in London and 10.4 in England) :_@ Across England, just 256% of carers report having had a carer's
B ‘S assessment or re-assessment in the last 12 months

Produced by the London Borough of Havering Public Health Intelligence Team

JSNA priorities DIE WELL

Integrated health and social care

* Recommendation 112: Strengthen end-of-life care to increase the proportion of people who are supported to die with dignity in their usual place of
residence,
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Our immediate priorities

Partners have held a series of workshops, scrutinising data, the JSNA, and what local people
have fed back to us around what means most to them and the areas that they feel need greatest
improvement, to identify our top priorities for each life course area for 2023/24

Start Well Immediate Priorities

Work with parents and families to build their resilience; meeting the needs of families at home without the need for more intensive
interventions later along their journey

Increase identification of and support for children and young people who provide informal and unpaid care for family members

Build on and improve the mental health offer for schools, working with young people

Increase the number of children receiving timely Autism Spectrum Disorder (ASD) diagnosis and integrated family support

Reduce the wait time of children for Special Educational Needs therapy provision

Live Well Immediate Priorities

Increase uptake of screening and prevention programmes, particularly targeted to groups who experience greater health
inequalities, and place a greater focus on those on the edges of care, embedding a preventative, improved wellbeing approach.
Implement active waiting lists etc.

Work with partners through the Better Homes, Better Health to improve living conditions for local people that impact on health,
including mouldy and damp homes

Implement the recommendations in the Havering Healthy weight strategy

Implement the action plan in the Havering strategy for those who provide informal and unpaid care, to increase the number of
Carers who are identified as such, and receive the support, benefits and information to which they’re entitled

Age Well Immediate Priorities

Develop a multidisciplinary team approach at place around Primary Care Networks, with established teams who are able to
coordinate care around the needs of individuals to meet their needs in the community

Reduce the rate of emergency hospital admissions, including readmissions and reduce the rate of acute length of stay for frail older
people, returning them home sooner

Reduce the rate of older people having discharge delays from hospital (delayed transfers of care)

Die Well Immediate Priorities

Increase the percentage of people who have, or are offered, a personal health budget towards end of life (fast-track)

Reduce the average number of patients per month who die in hospital whilst being delayed to be discharged

Reduce the percentage of older people who die within 7 days of an emergency hospital admission

Increase the number of organisations and clinicians that have access to full patient records

Increase the percentage of people accessing services digitally

Increase the use of single care plans

Roll out the Joy app and increase the number of people and staff accessing the marketplace element as a single database of services
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Work to reduce staff turnover rates in the first 12 months of employment

Work to create a culture that makes Havering an inviting place to work, reducing vacancy rates and reliance on agency staff

Support more local people into careers in health and care and VCSE in Havering

Work to increase efficiency of our bed base across the borough including Rehabilitation, intensive care and operating theatres

Reduce void costs on empty buildings, ensuring that we make the best use of the estate that we have

Increase the use of multi-organisational space to support multidisciplinary team working in Havering, and care delivered closer to
home in our neighbourhoods

Improve timeliness of and access to primary care appointments (reducing wait time for an appointment)

Reduce variation between GP practices across Havering (more practices rated as good and outstanding)

Delivery of the aspirations set out within the Fuller review including multidisciplinary working at a neighbourhood level

Increase the percentage of patients whose needs are addressed through a single call to NHS 111 and reduce the percentage of
patients advised to attend ED following a call to NHS 111

Meet new urgent and emergency care standards

Increase the percentage of emergency hospital admissions receiving same day emergency care

Induction and Organisational development programme to support the integration of the joint team, and embed joint ways of
working

Wider piece of work with staff across the system, building on the Showcase event approach, engaging them in the work underway,
and empowering them by creating an environment where they feel able to suggest and make positive changes and improvements

Work with Communications and Engagement team colleagues across our organisations to embed a more comprehensive way of
engaging with local people and staff across the borough

Map and review existing contracts across Havering, reviewing opportunities for joint commissioning, and identifying any gaps,
feeding this into the development of an Integrated Commissioning plan

Market Management —a demand and capacity review to be undertaken, considering alternative approaches and implement a pilot
approach to new projects, embedding a culture of continuous learning and innovation, feeding into a comprehensive Markey
Position statement

Immediate requirement to deliver improved value for money through commissioning of contracts

| Havering Place based Partnership The Havering you want to be a part of




Our key ambitions and outcomes

The priorities above will enable Partners to deliver the below aspirations for each life course.

Data leads for both the NHS and Local Authority are working together to develop a dashboard
which will help to monitor progress against the following aspirations. This required some datasets

to be more joined up, and the Partnership is looking at innovative information sharing

approaches to enable this.

Immediate ambitions (1-3 years)

Start Well Ambitions

Medium term (3-5 years)

Long term (5 - 10 years)

Reduce the number of children and their
families attending Emergency
Departments for non-emergency care

Increase the number of Children and
Young People receiving support for their
emotional wellbeing through Primary
Care

Increase the number of children and their
families receiving best practice End of Life
Care provision

Reduce the number of Children and
Young People attending Emergency
Departments in emotional or mental
health crisis

Increase the number of children receiving
timely Autism Spectrum Disorder (ASD)
diagnosis and integrated family support

Improve access to services and reduce
wait times, particularly for Primary Care,
non-elective care, and other services

Reduce the wait time of children for
Special Educational Needs therapy
provision

Reduce spend on care for those with
more complex needs by looking at
innovative and local solutions for
placements

Increase the use of Child Health Hubs to
deliver integrated community care for
children and their families

Deliver greater value for money through
joint commissioning of contracts where
possible, which will also deliver more
seamless, integrated services for local
people

Reduce the percentage of children who
are physically inactive and/or obese

Reduce the number of children and young

people living in cold, damp or mouldy
homes

Immediate ambitions (1-3 years)

Live Well Ambitions

Medium term (3-5 years)

Long term (5 - 10 years)

Improve access to services and reduce
wait times, particularly for Primary Care,
non-elective care, and other services

Increase diagnosis rates for type 2
diabetes and hypertension

Increase healthy life expectancy

Reduce the percentage of adults who are
physically inactive and/or obese

Increase the percentage of adults with a
learning disability living in settled
accommodation

Reduce the gap in life expectancy
between the most and least deprived
areas of the borough

Reduce smoking prevalence in adults

Increase the percentage of cancers being
diagnosed at an earlier stage

Reduce alcohol-related mortality

Increase the number of social prescribing
referrals to support people to access
wider wellbeing support

Reduce the number of people living in
cold, damp or mouldy homes

Reduce the rate of suicides

Increase the number of people who
provide informal and unpaid care who are
registered with the Carers Hub and in
receipt of information and support

Reduce early deaths from cardiovascular
disease and respiratory disease

Increase use of digital enabled systems to
support early detection for Atrial
Fibrillation and Chronic Kidney Disease

Eliminate all inappropriate out of area
mental health placements

Increase uptake of home testing including
ACR and blood pressure

Increase the number of people being
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referred to the national diabetes
prevention programme

Reduce wait times and increase support

for those with lower level mental health

issues to enable a preventative approach
to mental health and wellbeing

Immediate ambitions (1-3 years)

Age Well Ambitions

Medium term (3-5 years)

Long term (5 - 10 years)

Increase the number of older people with
a personalised care and support plan

Reduce the number of older people being
referred for adult social care

Reduce permanent inappropriate
admissions into residential care

Reduce the rate of emergency hospital
admissions, including readmissions

Increase access for older people with a
common mental illness to psychological
therapies

Reduce the percentage of older people
reporting that they feel lonely

Reduce the rate of acute length of stay
for frail older people, returning them
home sooner

Increase the number of volunteers
supported to find a volunteering
opportunity

Reduce the rate of older people having
discharge delays from hospital (delayed
transfers of care)

Reduce the number of frail older people
living in cold, damp or mouldy homes

Increase the number of informal and
unpaid Carers having a carer assessment
and receiving appropriate support

Increase the number of older people who
have their seasonal flu vaccination

Medium term (3-5 years)

Die Well Ambitions

Long term (5 - 10 years)

Immediate ambitions (1-3 years)

Increase the percentage of people who
have, or are offered, a personal health
budget towards end of life (fast-track)

Increase the percentage of people in the
last 3 years of life who are registered on a
local end of life register

Increase, in the recording of preferred
place of death

Reduce the average number of patients
per month who die in hospital whilst
being delayed to be discharged

Increase access to Bereavement support
in Havering

Increase the number of people who die in
their preferred place of death

Reduce the percentage of older people
who die within 7 days of an emergency
hospital admission

Reduce the percentage of older people
who die within 14 days of an emergency
hospital admission

Increase the number of organisations
and clinicians that have access to full
patient records

Increase the number of people using care
technology

Full population health management
system in place with integrated datasets
across health and care

Increase the percentage of people
accessing services digitally

Increase the percentage of people
electronically managing appointments

Increase the use of single care plans

Establish a Population Health
Management system that will increase
targeted support for local people,
supported by multidisciplinary /
neighbourhood teams at place

Roll out the Joy app and increase the
number of people accessing the
marketplace element as a single database
of services
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Immediate ambitions (1-3 years)

Workforce Ambitions

Medium term (3-5 years)

Long term (5 - 10 years)

Reduce vacancy rates

Reduce clinical staff turnover rates in the
first 12 months of employment

Support more local people into careers in
health and care and VCSE in Havering

Reduce reliance on agency and interim
staff

Reduce non-clinical staff turnover rates in
the first 12 months of employment

Immediate ambitions (1-3 years)

Estates Ambitions

Medium term (3-5 years)

Long term (5 - 10 years)

Increase appropriate use of and through
flow of extra care housing

Reduce void costs on empty buildings,
ensuring that we make the best use of the
estate that we have

Increase older people rehabilitation bed
efficiency

Increase the use of multiorganisational
space to support multidisciplinary team
working in Havering, and care delivered
closer to home in our neighbourhoods

Increase general intensive care unit
efficiency

Increase operating theatre efficiency

Primary Care Ambitions

Immediate ambitions (1-3 years)

Increase the number of primary care
appointments per 1,000 patients

Medium term (3-5 years)

Improve timeliness of access to primary
care appointments (reducing wait time
for an appointment)

Long term (5 - 10 years)

Fully matured Primary Care Networks
delivering primary care at scale

Increase the uptake of digital access, such
as video consultations and e-
consultations

Reduce variation between GP practices
across Havering (more practices rated as
good and outstanding)

Increase NHS111 slot conversion rates,
each practice to release 1 appointment
per 3,000 patients

Delivery of the aspirations set out within
the Fuller review including
multidisciplinary working at a
neighbourhood level

Increase the number of social prescribing
referrals

Urgent and Emergency Care Ambitions

Immediate ambitions (1-3 years)

Medium term (3-5 years)

Long term (5 - 10 years)

Increase the percentage of patients
whose needs are addressed through a
single call to NHS 111

Reduce the percentage of patients
advised to attend ED following a call to
NHS 111

Meet new urgent and emergency care
standards

Increase the percentage of emergency
hospital admissions receiving same day
emergency care

During 2023/24, we will work up quantified performance targets for a smaller set of key metrics which will
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be monitored and reported on quarterly at the Havering Place based Partnership Board, feeding up into
the Havering Health and Wellbeing Board. Other metrics will be monitored elsewhere. A dashboard will
be developed highlighting how we are performing against our targets.

The following page sets out our plan over the course of 2023/24 to develop a five year strategy for the
Havering Place based Partnership, co-developed with local people and staff.
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Next steps to develop our Partnership 5 year strategy

One of the founding principles of our Havering Place based Partnership is that we will develop our
priorities and strategy with local people and front line staff, ensuring that they can influence and get
involved in improvements across the Borough. This is a strong feature of the proposal to develop our
5 year strategy. The full five year strategy will be consistent with the refreshed Havering Joint Health
and Wellbeing Strategy which we will develop in parallel as a partnership.

Draft high level project plan

Proposed activity

Monday 3" July — Havering Executive Planning Session
- Review key population health challenges within the JSNA
around the life course approach
- Identify the immediate top 3 priorities for each life course
pillar, as well as longer term priorities based on the
information within the JSNA

Luke Burton

Emily Plane

Working with leads from
across the partnership

Complete — July 2023

Ongoing programme of showcase events with staff from across the

Havering Place based Partnership, focused around our key priority Emily Plane Ongoi
ngoin
areas and supporting engagement / raising awareness of the work Judith Smy going
underway
The Havering Big Conversation Event — Romford Market — first in the
. . o L . Complete - Wednesday 19t
series of events to discuss priorities of the Partnership with local Emily Plane

people, and feed this back into our longer term strategy

July 2023

Rainham and Harold Hill events to engage with local people around
preparation for winter, and discuss what matters most to them in
terms of Health and Care

Sharon Adkins — Health
Champion lead

Kelly McBridge — Core
Connector Programme lead

Complete — September 2023

Emily Plane
Havering Place based Partnership team to be fully recruited, following Luke Burton
consultation and subsequent interviews for vacant posts (subject to Emily Plane October — December 2023
discussions around a more integrated place team) Matt Henry

Once all ‘heads of’ positions are filled, a workshop to be held with
partners for each life course pillar, focussing on:
- Review of key performance and challenges, including JSNA
priorities
- Stocktake of upcoming procurements across health and care
/ opportunities
- Budget review, spend vs actual envelope, including any
savings targets for the ICS that Place will be responsible for
delivering
- Stocktake of the work underway
- Review of the current gaps
- Gap analysis of current challenges vs projects / priorities
underway
- Develop full project plan, setting out priorities / deliverables
over the next 1-2, and then 3-5 years
- Develop proposed metrics to monitor progress
- As part of this work, run focus groups, 1-1 discussions and
surveys with the populations affected, asking for their
views and priorities

Head of start well, live well and
age well

Supported by

Head of Strategic Planning —
Emily Plane

Head of PMO — Matt Henry

October — December 2023

Outputs of workshops to be fed into draft 5 year plan Emily Plane December — January 2024
Engagement exercise with local people and front line staff on emerging .
o Emily Plane January 2024 — March 2024
priorities
All of the above to feed into final 5 year strategy Emily Plane April 2024
Throughout development, ongoing updates to be shared with the . .
. . . Luke Burton / Emily Plane Ongoing

Havering Place based Partnership, and Wellbeing Board members
Develop templates for monitoring progress, and establish reportin

P P g prog P & Matt Henry April 2024

process, including dashboards for each life course
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Development of a dashboard to monitor the aspirations set out in this
strategy, to feed into the Place based Partnership and Health and Matt Henry Ongoing
Wellbeing Board

Public Health Team
Joint Commissioning Team Ongoing
Havering PbP Team

Ensure development alongside and alignment with the Havering Joint
Commissioning Strategy and Joint Health and Wellbeing strategy

Final 5 year strategy to be shared with Havering Place based

Emily Plane April 2024
Partnership and Health and Wellbeing Board for endorsement v P
Project group to monitor progress against delivery of the aspirations
and metrics set out within the 5 year strategy. Matt Henry

. . L . . From May 2024
Reporting to be set up on an ongoing basis with the Havering Place Emily Plane

based Partnership and Health and Wellbeing Board

The metrics within this strategy, as well as the above project plan to develop the 5 year Havering Place based Partnership strategy, will be
overseen by a Havering Strategy Working Group. This group will report into the Havering Place based Partnership Board, feeding up into
the Havering Health and Wellbeing Board. Draft terms of reference for this group are set out on the following page.
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Havering Place based Partnership Strategy Working
Group

Draft Terms of Reference and proposed membership

Purpose: The purpose of this group will be to:
= Monitor progress against the priorities set out in the 2023/24 strategy

=  Unblock and escalate any issues from each workstream that may prevent delivery
of the aspirations in the 2023/24 strategy

= |nputinto and oversee development of the Havering Partnership 5 year strategy

=  Bring together asks of enabling programmes / identify further enablers that are
required across the life course approach to enable delivery of our key priorities as
a partnership

Frequency: Every two months, virtually

Onward reporting: Havering Place based Partnership Board, feeding up into the Havering Health and
Wellbeing Board on a quarterly basis

Proposed Chair: Luke Burton

Proposed Membership: Dr Narinderijit Kullar, Clinical Director, Havering Place Based Partnership
Head of Strategic Planning (Emily Plane)
Head of PMO (Matthew Henry)
Head of Start well (TBC)
Head of Live well (TBC)
Head of Age well and die well (TBC)
Anthony Wakhisi, Public Health Principal
Lucy Goodfellow, LBH
Laura Neilson, LBH
Priti Gaberria, LBH
Clinical and Care leads to be invited as required for updates on their respective priorities

Further leads to be invited as required
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