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Introduction 

• This publication of JSNA covers the life courses of living well, ageing well, 
and dying well. Some areas overlap as no one situation is limited to one 
part of the life course. 

• It includes all 4 pillars of health across the life course
• Wider determinants of health
• Places and communities
• Lifestyle
• Health and care 

• It emphasises 
• The place shaping role of the council
• The role of prevention in health and wellbeing outcomes
• Health inequalities
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Recommendations

The Havering JSNA steering group recommends that HWB members 
support the implementation of the following published strategies that 
will have a positive impact on Havering’s population health:

• Poverty Reduction Strategy

• Serious Violence Strategy

• Healthy Weight Strategy

• Tobacco Harm Reduction Strategy 

• Combating Substance Misuse Strategy

• North East London Sexual and Reproductive Health Strategy

• Suicide Prevention Strategy



The following recommendations are also made to the Health and Wellbeing Board by the JSNA steering group (Adults Delivery Board):

• To improve early diagnosis of cancers through further improving screening coverage, raising awareness of cancers with highest
numbers of late diagnosis among the residents (lung, colorectal, upper GI, prostate), working with GPs to review opportunities for 
early detection and appropriate referrals, and strengthening diagnostic capacity including the use of the RDC (rapid diagnostic 
clinic) and targeted lung health check. 

• To strengthen the community infrastructure and awareness to improve the detection of hypertension, obesity, atrial fibrillation 
and prediabetes and to use transformation and innovation (which includes digital health/medical technologies) to speed up 
diagnosis and management of LTCs. 

• To review and improve where necessary the current approach to the delivery and monitoring of long-term conditions (e.g., 
diabetes, long-covid) to ensure access to effective care, self-management and peer support.

• To support individuals with mental health conditions to live, fulfilling, meaningful and healthy lives, and ensure equitable access to 
mental health services, and doing so in a timely manner to prevent deterioration of mental health to crisis presentations

• To support implementation of plans developed by the BHR Planned Care Transformation Board to reduce waiting times for planned
care. 

• To enable same day access to urgent care in the community whenever possible, and, if a visit to the Emergency Department is 
needed, to provide a positive experience 

• To use Population Health Management (PHM) approach to identify the avoidable risk factors for learning disability and other care
packages; and to recommend most effective mental health and physical support interventions, including the use of technology for 
better and efficient care. 

• To empower older people to live independently in their own homes with appropriate care and support and to facilitate social 
connectivity. 

• To support residents by ensuring that the last stages of their life happens in the best possible circumstances, receiving the right 
help at the right time from the right people, and place.



Thank you!


