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Havering has a growing older population. By 2023 the number of people aged over 85 will 

have doubled. We face a challenge whereby the number of people of working age will be 

outnumbered by those aged 65 or more. Yet every challenge brings opportunities. We want 

Havering to be a great place in which to grow old, where independence and healthy living 

are promoted, and where people can expect to live an active life, free from disability or ill 

health for longer. This 50+ strategy is not just about health issues, it is about the wider 

determinants of health, such as benefits, volunteering, housing and lifestyle issues. It’s 

about encouraging people to take responsibility for their own health, by eating healthily, by 

being physically active and making sure they take up opportunities to improve and protect 

their health, such as giving up smoking and attending health screening. Through the 

strategy, we hope to provide better care and services for those who need it, but also to 

engage with the younger segments of the 50+ population, encouraging them to act early to 

plan and prepare for their future. 

 

At a time of diminishing public resources, we will not have additional funds for the strategy, 

but we believe we have identified the key areas for action that will have an impact on the 

health, wellbeing and prosperity of Havering’s residents as they age. We recognise the 

important contribution that 3rd sector organisations like Age Concern play, as they are able 

to draw on their significant resources of more than 200 volunteers. With investment going 

into preventing ill health, and enabling people to maintain or regain their independence and 

wellbeing, we have a strategy that will make Havering a great place for those aged 50+ to 

live and work. 
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1.1 Meeting the challenge of an ageing population  
 
Coping with the needs of an ageing population is a priority issue both globally and nationally. 

The Joint Strategic Needs Assessment (JSNA 2008) highlighted that an ageing population 

was a particular issue for Havering, as the borough already has a high proportion of over 65s 

(over 40,000 people), and this population is predicted to grow significantly in the coming 

years. The Havering Strategic Partnership (HSP) recognised the need to rise to this 

challenge, and developing a programme of work based around the seven dimensions of 

independence1 for Older People became one of the key priorities of the Havering Strategic 

Partnership Sustainable Community strategy 2008 – 2 013.    

 

On the back of the delivery of the Sustainable Community strategy, the Havering Strategic 

Partnership (HSP) Older Persons Board commissioned the development of a 50+ strategy. 

                                                 
1 Audit Commission and Better Government for Older People, 2004, Older People – a Changing Approach. 

 
     1.0 Introduction  
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The purpose of the 50+ strategy is to set out the strategic aims, vision, priorities and actions 

for partnership working that will have the greatest positive impact on the older population of 

Havering.  

 

The strategy recognises that the needs of the 50+ population are diverse and likely to 

increase, but that the resources available to respond to these needs are limited, and must be 

utilised innovatively in order to achieve the best outcomes for older people.   

 

Since taking office, the new coalition Government has launched a concerted effort to drive 

down the national deficit by reducing public spending, and Ministers have also set out their 

plans for the future of the National Health Service (NHS). These measures will have an 

impact on the shape of services provided in the borough. The Government has also started 

to outline an overarching vision for a Big Society - which will see a shift in emphasis away 

from state provision of services towards more self-reliant communities.  

 

This strategy is flexible enough to adapt to these and other forthcoming changes within the 

public sector. The strategy represents a cultural ‘shift in thinking’ about how we provide 

services for older people. Our aspirations are: to start early by engaging with the younger 

segments of the 50+ population; help people to prepare for growing older; place greater 

emphasis on self-help and empowerment; and provide people with the education and 

opportunities that they need to take control of their later life.  However, we must also balance 

this new agenda with the need to ensure that if and when they do need it, we can provide 

people with the highest possible level of health and social care in a way that suits them.  

 

There is already a great deal of work in Havering among the partner organisations to enable 

older people to live independent lives, for example; personal budgets and re-ablement as 

part of the Adult Social Care Transformation Programme; day opportunities and Telecare 

(Havering Council); integrated care for long-term conditions and development of Polysystems 

(NHS Havering); and Information, Advocacy and Active Living services (Age Concern 

Havering).  

 

These activities are key enablers for the Havering 50+ strategy, and the strategy is intended 

to provide an overarching framework to better coordinate this work. This will help partners to 

prioritise joint projects which will have the biggest positive impact on the current and future 

needs of Havering’s population of over 50 year olds. The strategy also sets our ambition for 

Havering, and the priorities which will guide the further and future development of services. 
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1.2 Development of the strategy  

The first stage in the development of the strategy was to identify the priorities for action. The 

priorities were based on a detailed needs analysis of Havering’s older population. Key 

reference documents, which provide a local perspective, include the results of the Place 

Survey 2008/9 for Havering and the JSNA (2008).  This was in addition to input from the 

Havering Over 50s Forum and Age Concern Havering as members of the Older Persons 

Board. The identified priorities will be delivered through the four workstreams of the 

Changing Havering Together delivery framework. Further information on the development of 

the strategy, and the main outputs of the early workshops, can be found in Appendix 1. 

 

The recommendations within the strategy are ambitious and reflect the partners’ aspiration 

for the residents of Havering to grow older, be healthier and live longer, and to respond to the 

unique challenges and opportunities facing the borough.  To achieve this, best practice 

approaches from elsewhere, including the Beacon Councils, such as Tower Hamlets and the 

LinkAge Plus pilots, have been considered and the Havering 50+ strategy was tested with 

Government Office London and the Department for Work and Pensions (DWP) Later Life 

Delivery Team. 

 
1.3 Framework of the strategy document 
 
Chapter Summary 
The National & Local  
Context 
 

Summarises the national and 
local strategies that influenced the 
development of the 50+ strategy 

Our Vision & Aims 
 
 

Describes the vision and strategic 
aims of the 50+ strategy 

Knowing our 50+ Population 
 

Details what we know about the 
50+ population in Havering, 
particularly the diversity of need 
 

Advice Services 
 
Keeping People out of 
Hospital 

Community Health 
Services 

The Delivery 
Framework: 
“Changing Havering 
Together” 

Prevention 

Details the priorities of the 50+ 
strategy and the delivery 
framework.  
 
 

Governance & Next Steps 
 
 
 

Describes the governance 
framework for the strategy, and 
the next steps in moving the 
strategy forward. 

Figure 1: The Framework of the Havering 50+ strategy 
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2.1 National Context 
 

Average life expectancy has been growing over the last century, and an ageing population is 

now a national and global phenomenon. In 2007, government identified that for the first time 

in the UK there were more people over State Pension age than children under the age of 16.   

 

Developing a 50+ strategy involved consolidating a very complex set of issues and drivers. 

These range from managing the expectations of today’s over 50s of a fully-funded 

retirement, to the acute needs of people in care. It is important for the Partnership to 

understand the full context and where other councils have implemented best practice. The 

key national documents, strategies and learning which helped shape Havering’s 50+ strategy 

are summarised below.  

 

 

Figure 2: National documents and strategies that act as drivers for the 50+ strategy 
 

 

 

 
     2.0 The National and Local Context  
�
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2.2 Key Insights 

National strategies recommend a complex blend of services and information provision to 

meet the needs of individuals.  “Older People” are a diverse group and the 50+ strategy 

needs to recognise multi-age, highly varying levels of independence, the multiple channels 

through which services and support are delivered, and the “whole person” needs of 

individuals.  

 

This context provides the key challenges and opportunities for the Havering Strategic 

Partnership to address through the 50+ strategy, which are:  

 
·  The issue of an ageing society where increasing life expectancy is gaining profile. 

·  National studies on the needs of older people recommend a “whole person” approach to 
independence and broader well-being. 

·  Learning from LinkAge Plus pilots on engagement and access to information and 
services. 

·  Provision of integrated health and social care against the standards of world class 
commissioning.  

·  Potential changes to the provision and payment of health and social care, depending on 
the direction of the new strategy.  

·  A National Dementia strategy to support earlier diagnosis and better quality of care.  

·  The recession saw an increase in redundancies for over 50s and will have a longer term 
impact on people’s savings for retirement. This is likely to continue as job losses affect 
the public sector in the coming years. 

·  Potential increases to the state pension age.  

 

 

2.3 Local Context 

A key role of the Havering 50+ strategy is to co-ordinate activity among partner organisations 

as well as look for opportunities for joint and more efficient delivery. As part of the 

development of the 50+ strategy, local strategies were reviewed and the key elements which 

will support/influence the 50+ strategy were identified.   

 

The diagram overpage highlights three local strategies that are of most relevance to the 50+ 

strategy. 
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Figure 3: Shows the local strategies most relevant to the 50+ strategy, and how they link up and 
maintain a person centred approach.  
 
 
1) Commissioning strategy for adult social care  
 
This is a joint commissioning framework between Adult Social Care (“ASC”) and NHS 

Havering. Planned activities within the commissioning strategy include: 

·  Day opportunities offering activities and all hours flexible services delivered across-
partners i.e. community, voluntary, independent and local agencies e.g. health, housing, 
libraries, leisure, employment, education.  

·  Income maximisation via Citizen’s Advice Bureau (CAB), the joint Pension Service and 
Adult Social Services Pension and Assessment Team Havering (PATH), and Age 
Concern Havering. 

·  Individual budgets and self assessment.  

·  Support and prevention through re-ablement, extra care housing, individual and personal 
budgets and supporting people projects including Telecare, mobile hubs and OPAL 
(Older People Active Living) and increased use of voluntary agencies (including e.g. Age 
Concern Havering’s Active Living project, funded by Big Lottery)  

·  A carers strategy which includes information provision on carers’ rights and additional 
support e.g. respite, breaks, training, ensuring work-life balance. 

·  Extra-care provision (Supporting People, LBH) 

·  Intermediate care management and Long-term conditions management (working with 
NHS Havering)  
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The ASC Transformation Programme will deliver the key elements of this strategy, so it is 

critical that the Havering 50+ strategy programme is aligned with this programme.  

 
2) NHS Havering Commissioning Strategic Plan (2009- 2013/4) 
 
The NHS Havering Commissioning Strategic Plan lays out the commissioning objectives of 

NHS Havering over a 5 year period. The key initiatives relevant to the Havering 50+ strategy 

are: 

·  Develop healthy living programmes and shift focus from treatment to prevention. 

·  Help older people to remain independent with as good a quality of life as possible by 
using health and social care services. 

·  Improve and encourage people to use care services out of hospital. 

·  Reduce the numbers of deaths and disability caused by heart disease. 

·  NHS Havering will be working with the North East London Primary Care Trusts and 
partners on improving end of life care, stroke care and tuberculosis care. 

·  Focus on preventing deaths from chronic obstructive pulmonary disease (COPD) 

·  Better diagnosis and treatment of dementia through delivery of the dementia strategy 

·  Provide better end of life care by improving and strengthening the training of palliative 
care in nursing and care homes and other community settings. 

·  The personalised health budgets pilot, a joint venture with Havering Council, which was 
chosen nationally because of the high innovation demonstrated in the Havering scheme. 
The scheme offers patients more choice to manage their own care needs.  

3) Annual Public Health Report (2008 ) 
 

Each year, NHS Havering produces an Annual Public Health Report. In 2008 this report 

focused on the ‘health and wellbeing of older people’. Aspects of the report which are 

relevant to the 50+ strategy include: 

·  Preventing and managing long term conditions is a priority, so NHS Havering has 
adopted a health and social care framework for delivery of services based on complexity 
of needs.   

·  Prevention is key to reducing the risk of people developing long–term conditions.  For 
those who do develop long term conditions, the model provides a continuum of care.   

·  To address this, NHS Havering is developing integrated care and integrated case 
management for older people in Havering.  

·  The long-term condition management programme will involve: multi-disciplinary teams 
(including voluntary sector), supported self-care and self-management and the education 
of patients and carers. There will be a pilot for older people later on this year which is a 
key priority for the 50+ strategy.  

·  Due to the economic cost of unnecessary admissions and acute care, the 50+ strategy 
delivery programme needs to be aligned with this work. 



��������	
��	
�������	 	 ����	��	

2.4 Key local enablers 

There is already a significant amount of work going on in Havering to support people aged 

50+, and there are also many work areas in the pipeline. These planned activities will act as 

key enablers for the implementation of the 50+ strategy, and include: 

·  Experian profiling of Havering’s population 

·  Service mapping of localities 

·  Active Living and ‘OPAL’ 

·  Re-ablement 

·  Personalised budgets for health and social care 

·  Polysystems  

·  Greater involvement from GPs2  

·  Health checks for over 45s 

·  Harold Hill Ambitions and Rainham Regeneration 

·  Intermediate Care3 Review /Integrated Case Management 

·  Dementia strategy 

·  Havering Council Transformation Programme, including the Customer Services Review 
and transformation of ASC 

·  The development of better advice services in a variety of forms, to provide targeted, 
accessible and timely advice to enable those aged 50+ to be empowered to make 
healthy choices and, where needed, to be able to get advice and help when it is required 

 

 

2.5 Conclusion 

There are a myriad of strategies, plans and initiatives that have potential to impact on older 

people and are key enablers of the 50+ strategy.  A key purpose of the Havering 50+ 

strategy is to promote smarter working, by ensuring that these strands are drawn together to 

provide a joined-up experience for older people in Havering. The national context has also 

highlighted the importance of personalised care, which reflects the diversity of need amongst 

the 50+ population. This will ensure that the greatest possible positive health and wellbeing 

outcomes can be achieved, whilst balancing the impacts of a challenging financial climate.  

                                                 
2 Previous initiatives include distributing energy saving light bulbs during the flu campaign 
3 The term has been defined as a "range of integrated services to promote faster recovery from illness, prevent 
unnecessary acute hospital admission, support timely discharge and maximise independent living". (NSF for 
Older People, DOH, June 2002). 



��������	
��	
�������	 	 ����	��	

 

 
     3.0 Our vision and ambition  
�



��������	
��	
�������	 	 ����	��	

 
3.1 Facing the challenges of an ageing population  
 

As this document outlines, Havering has a unique population, with a higher proportion of over 

65s compared to the rest of London.  Havering Strategic Partnership is ambitious and its 

stated vision for the strategy is for Havering to become a better place to grow older, be  

healthier, and live longer.  

 

The Strategic Partnership recognises that with the ageing population it needs to respond to 

current needs more efficiently, whilst laying the foundations for the future, and all this must 

be balanced with the challenging financial climate facing public services.  

 

The 50+ strategy seeks to provide solutions to three critical strategic challenges for the 

partnership:  

 

I. The demand for services will continue to increase in line with the growing older 
population against a backdrop of public sector savings.   

II. The population of over 50s is diverse, with different needs. The majority of over 
65s live active and independent lives, but there are pockets of inequality of life 
expectancy, health and income linked to deprivation  

III. The world is changing and the expectations of people in their 50s and early 60s 
when they reach retirement age will be different to today’s older population. This 
population need support and encouragement to plan for their retirement and to 
take a pro-active approach to their health and lifestyle.  

 
3.2 Our vision and ambition 
 
Our vision is for Havering residents to grow older,  be healthier and live longer.  
 
Therefore our ambition  is to:- 
 
1. Provide the highest quality of affordable support  to meet the social and health care 

needs of  today’s older people 

2. Transform expectations and behaviours of future gen erations  to create opportunities 
to live independently and healthier for longer 

3. Value the economic and social potential  of an ageing population and their contribution 
to the future prosperity of the Borough.  

 

3.3 Our approach 

The ambition encapsulates the Partnership’s intention to respond more efficiency to current 

demand while laying sound foundations for the future.  To achieve the outlined ambitions, 

and balance delivery with future planning, the 50+ strategy will take the following approach: 
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Systematic profiling and mapping of residents and their needs, to create innovative and 
targeted services and opportunities. 

Invest in prevention of future dependence , and meeting the whole person needs of 
individuals, through social marketing, education and information to enable people to make 
more informed lifestyle choices. 

Maximise opportunities to integrate partners’ servi ces to provide joint delivery that is 
value for money and meets the needs of older people, and to provide more services in the 
community, and where possible, by the community.  
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4.1 Why is it important to ‘know’ our population? 
 

A key message of the Audit Commission study, Don’t Stop Me Now (2008) was that the 

ageing population is diverse, and councils need to focus on the diversity and opportunities of 

an ageing population, rather than just in terms of care needs. In order to understand our 

residents, and target interventions appropriately, we need to consider the needs of different 

groups, or segments, of older people.  

 

For the purposes of the Havering 50+ strategy, the older population can be segmented, and 

better understood, using the following parameters: 

 

·  Levels of independence vs. acute need 

·  Age, gender and life events 

·  Location and deprivation 

 
     4.0 Knowing our 50+ population  
�
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·  Black and Minority Ethnic (BME) groups 

·  Socio-economic and lifestyle classifications e.g. MOSAIC classifications 

 

4.2 Levels of independence vs. acute need 

 

The older population of Havering stretch across the full spectrum of care needs, from those 

who are living independently, to those with assisted or acute care needs. 

 

Those in the 50-64 age group may feel that they need little support from services as they are 

more likely to be in work, and in relatively good health. However, they would benefit from pro-

active support that helps them to plan for their future retirement and care needs, and to 

access service to improve their health and prevent or put-off the development of health 

conditions.  

 

Older people with special or acute care needs tend to be known to, or already in contact with 

council and NHS services, however they represent a minority of the overall population of 

over 65s.  This strategy needs to address cost effective delivery of quality care to these 

individuals.   

 

The vast majority (up to 85%) of over 65s in Havering are living independent and active lives. 

However, these people can still benefit from information and ‘lighter touch’ services to 

support their independence and broader well-being in later life.  Ensuring the small things are 

in place when needed will reduce the risk of developing acute needs. This diversity of need 

can be illustrated using the ‘inverted triangle of need’ diagram below (Fig 4).  
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Figure 4: The inverted triangle of need 

 

The diagram illustrates the levels of care required by the 50+ population, the strategic aim of 

that care, and volume of demand that there is for this level of care. For instance, near the 

‘top’ of the triangle are general health services such as GPs and pharmacists. All of the 

population can benefit from this level of care. Further down the triangle are practical support 

services such as falls prevention or the Expert Patient Programme. These services may only 
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become useful to people once they become increasingly frail or develop a long term 

condition. At the tip of the triangle are services that support people with complex needs, who 

need intensive and specialist support. Although quality is important at all levels of the triangle 

of need, strengthening the services at the top of the triangle can prevent people from 

developing more complex needs and slipping down the triangle. This is important as care at 

the tip of the triangle usually has a greater resource requirement.  

 

 

4.3 Age, gender and life events 

 

Age profiles 

The age profile of Havering is significantly different to the rest of London, with a higher 

proportion of older people, and a lower proportion of young adults (Fig 5).  

 
 
Figure 5: Age profile of Havering compared to London and England. Source: (2006-based sub-
national population projections, ONS) 
 

Havering’s JSNA (2008) made predictions for how the age profile of the borough will change 

over the next 15 years. The biggest change in demographics is expected to be in the over 

65s age group, where a 23% increase may see the population rise from 40,000 to almost 

50,000 by 2023. The population of over 85s is also expected to grow by an additional 2,500 - 

a 49% increase. These figures are significant, as the older population in Havering is growing 

faster than in the rest of London, and from a higher baseline.  
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The number of over 65s, as a proportion of the overall population, will increase to 20% 

between 2008 and 2023.  This is compared to the number of adults of working age which will 

decrease from 58% to 56% of the total population.  This shift is likely to have an impact on 

the local economy, if less people are working as a proportion of the total population.  

 

 

 
 
Figure 6: Graph showing how the age distribution of Havering is likely to change between 2008 and 
2018. Source: Havering JSNA 2008 
 
 
 
 
Age as an Indicator of Need 
 
Age can be used as a factor when segmenting the older population. The table below 

summarises the general characteristics of different age groups based on data on use of 

social and health services.  These are generalisations and there are always exceptions, 

however age can be useful to predict certain age-related needs, and levels of independence 

and dependence. 
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People in their 50s  
 

·  People in their 50s are significantly more likely than older 
age groups to be living healthy and independent lives.    

·  Prevention is of key importance to this age group as they 
may be starting to think about retirement. It is important to 
reach them early to help them lay the foundations for 
ageing well by planning for how they will afford their 
retirement and future care needs, and by adopting healthy 
lifestyles to help prevent the onset of conditions that may 
affect their future independence.     

·  It can be difficult to engage younger over 50s under an 
“older people” banner, so messages need to be carefully 
tailored to be relevant to this group. 

Over 60s  
 

·  Retirement from work is a major life event, and the current 
state pension age is 65 for men and 60 for women. 
Approaching state pension age can mean people become 
interested in information and services to help them 
prepare for retirement or even to continue working.  

·  The 60-75 year old group will tend to be fitter and 
healthier than over 75s, the majority living active and 
independent lives.  It is important for their broader 
wellbeing that they are encouraged to maintain their levels 
of social participation as they get older, especially after 
retirement.  

 
Over 75s  
 

·  Over the age of 75, the proportion of people with health 
and social care-related needs increase and this continues 
to rise into people’s eighties. 

·  According to the JSNA, the proportion of the population 
referred to Adult Social Care increases from 4% of 65-74 
year olds to 14% of 75 – 84 year olds.  

·  There is also a significant uplift of more than three times 
the incidence of dementia between 75 and 84 years of 
age.   

 

Over 85s  
 

·  The 85s plus are a much smaller, but rapidly growing, age 
group with just over 5,000 over 85 year olds (2008 
figures).   

·  As a group, the over 85s show a further increase in the 
proportion with age-related health problems and usage of 
social and health care services compared to 75 year olds. 

 
Table 1: Table shows how certain needs can be related to age  
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Age and gender  

 

Within Havering, average life expectancy for women and men is 82 and 78 years 

respectively (JSNA, 2008).  As women tend to live longer than men, the majority of older 

people with age-related acute needs will be female.   

Older women, especially the 85+ age group, are more likely to be living alone than older 

men, so they may be more vulnerable and may require more external support from health, 

care, voluntary and community services.   

Anecdotal evidence suggests that the activities targeted at older people have a much lower 

attendance from men, so there are likely to be gender-based preferences for the sorts of 

activities that older people enjoy. As social participation contributes to quality of life and 

broader wellbeing, it is important that men continue to take part in activities that interest them 

as they grow older.  

 
The under 50s  
 
Although the under 50s are beyond its direct scope, the Havering 50+ strategy includes 

campaigns for generic messages to shift perceptions about older people and to ensure wider 

awareness of more informed lifestyle choices so people live healthier and more independent 

lives.  In addition, through the delivery framework, the plans will contribute to education and 

lifestyle choices that promote independence, health and broader wellbeing of all age groups.  

 
 
 
4.4 Impact of life events on levels of independence  
 
Age isn’t the only factor that can affect levels of independence.  In its report, ‘Don’t Stop Me 

Now (2008)’, the Audit Commission identified some key life events for older people which 

can be opportunities or have a negative impact on independence.  
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Independent Assisted Special needs

Age and transitions

Source.  Don’t stop me now – preparing for an aging population, Audit Commission (July 2008)

Changes in later life: often seen as opportunities
Grandchildren

Children leaving home

Renewed interest in learning More leisure time

Voluntary work

Leaving paid employment Moving to a smaller house

Changes that can lead to dependency

Lack of car ownership

Falling income Living alone
Benefit Entitlements Chronic health conditions

Mental health needs Bereavement Social care needs

65-75 yrs

75-85 yrs

85+ yrs

50+ to 
pension 

age

 
  
 
Figure 7: Age and Transitions – how age is only one factor in determining levels of independence / 
dependence.  Life events can happen at any age and have a significant impact on individual need 
 
 

In designing services, age needs to be considered in combination with life events in order to 

maximize the opportunities presented as part of ageing (e.g. increased leisure time) and to 

mitigate against and support people during negative life events (e.g. chronic illness, falling 

income, bereavement and mental health needs).  This provides a challenge for service 

providers to maintain cost effective delivery, while tailoring services to individuals’ needs. 

Early intervention of some practical help at the right time can prevent the development of 

more critical needs later on.  

 
 
 
4.5 Location and deprivation 
 
The Havering JSNA (2008) identified location and associated deprivation as a key driver of 

needs. Knowing where our older population lives allows us to predict levels of needs, and 

target interventions in the areas of greatest need. The map below shows the distribution of 

over 65s within Havering by ward compared to areas of high deprivation.   

 
·  The dark hatching shows areas of higher deprivation, based on the Index of Multiple 

Deprivation for Older People (OPIMD). Key areas of high deprivation include 

Gooshays and Heaton wards, and areas of South Hornchurch .  
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Upminster

Gooshays

Cranham

Havering Park

Pettits

Rainham and Wennington

Harold Wood

Heaton

Elm Park

Brooklands

Hylands

Hacton

Emerson Park

Mawneys

South Hornchurch

St Andrew's

Romford Town

Squirrel's Heath

Legend

Deprivation Index

OPIMD
Low

High

Pop 65 plus

percent
13.6 - 16.4

16.5 - 19.9

20.0 - 23.3

��������	���	������������	 Where over 65s live

·  Darker green shading shows higher concentrations of over 65s. Upminster and 

Cranham have the highest population of this age group, with over 1 in 5 being aged 

65 or over. This suggests the over 65 age group tend to live in less deprived 

neighbourhoods. In contrast, in areas of higher deprivation, such as Gooshays and 

Havering Park, the over 65s account for less than 16% of the population. 

 

 

 

 

 

 

 

 

 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Figure 8:  Where over 65s live. Over 65s tend to live in areas of lower deprivation 
 
 

While the over 65s tend to live in the less deprived areas, there are groups of over 85s who 

are more likely to be vulnerable and living alone in more deprived wards in Havering.  

 

In the map below, the red circles represent the actual numbers of over 85s by ward.  In 

contrast to the lower overall percentage of over 65s, there are high numbers of over 85s in 

Gooshays and Heaton (300-450). 
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Figure 9:  Where over 85s live –higher numbers of over 85s live in areas of greater deprivation.  
 
 

As discussed above, these groups of over 85s are more likely to be vulnerable or have more 

acute health and social care needs. This needs to be reflected in information and service 

provision and the way interventions are targeted. 

 

 

 
4.6 Black and Minority Ethnic (BME) Groups  
 
According to the JSNA, the proportion of those from ethnic minorities is higher for children 

(12.7%) than the population as a whole (7.8%). The proportion for older people is even lower 

at 3.2%.  However these figures are based on ONS data for 2006 and since then there has 

been an increase in younger age groups.   The opportunities for employment as part of the 

Thames Gateway development should also have an impact on the population mix.  Over 
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time, the changing population profile will increasingly become a factor in service provision for 

older people. 

 

There is no explicit data in the JSNA on what the impact of being part of a BME group has on 

the individual health and social needs of older people.  Language barriers may exacerbate 

isolation in vulnerable groups. As part of wider engagement on the 50+ strategy, BME groups 

need to be included to allow for greater understanding.  

 

 

 

4.7 Socio-economic group and lifestyle (MOSAIC clas sifications)   
 
The above information provides high-level indicators of need of different groups of residents 

as a result of levels of independence, age, life events, location and deprivation.  More work is 

planned as part of the 50+ strategy to develop a granular understanding of our older 

residents and more specifically where they live and their preferred method of communication.  

The following table summarises the key MOSAIC group classifications, based on socio-

economic and lifestyle information that is relevant to Havering’s 50+ strategy.   

 

 
Suburban 
Comfort 
 
> 40,000 
households 

·  Older families living in suburbia represent over 40% of households in Havering. 
·  This group is often still working, but close to retirement.   
·  They live across all wards, but less so in Harold Wood, Gooshays and Heaton. 
·  This is a key group to engage to understand their future needs as well as target 

messages to plan their own active ageing and retirement.    
Symbols of 
Success 
<  8,000 
households 

·  Career professionals living in sought after areas e.g. Upminster, Cranham, and 
Emerson Park.   

·  They tend to be very wealthy people e.g. senior business managers and 
educated professionals’ e.g. senior public sector.  

Twilight 
Subsistence 
 
<  5,000 
households 

·  Older people living in social housing with high care needs 
·  Tend to live in the north of the borough e.g. Harold Wood, Gooshays, and 

Heaton.  
·  An immediate priority for the 50+ strategy is the more vulnerable groups of older 

people, often living in poverty.  
Grey Perspectives   
 
> 5,000 
households.   

·  Independent older people with relatively active lifestyles with some source of 
income over and above state pension.  They tend to live in the more affluent 
areas of the borough.    

·  However, they are still a key group for the 50+ strategy in order to provide 
targeted information and service that promote broader independence and well-
being. 

 
Table 2 – Summary of generic MOSAIC4 classifications applied to Havering’s population 

                                                 

4 MOSAIC is a classification of Great Britain residential postcodes – a "geo-demographic" tool. It uses a combination of census, 
electoral roll, housing and financial data (86 variables in all) to classify households into 12 lifestyle groups. These groups in turn 
break down into 52 sub-groups. Experian’s Mosaic products are used to provide insight into consumer behaviours and 
characteristics, including health indicators.  
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MOSAIC classifications will help with this understanding and there is more work planned by 

Havering Council to develop Havering-specific profiles for the population.   This will enable 

partners to use the MOSAIC data by locality to target specific postcodes with tailored 

messages and services.  

 

 

4.8 Key Insights 

 

 
 

 

 
 
 
Having looked at different aspects of diversity wit hin the older population of 
Havering, there are some conclusions that can be dr awn about targeting 
partners’ information and services to the needs of the older population:  
 

·  Age is a key factor in determining need.  For examp le, the 
information needs of a 50 year old to make informed  choices and 
plan for retirement are quite different to the heal th and service needs 
of a 75 year old to continue to live independently.   

·  Certain life events can affect people at any time, such as 
redundancy, illness and bereavement, so people need  to be able to 
know how to access the right information and servic es at the right 
time.  

·  Location and deprivation are key indicators of need .  The 50+ 
Strategy recommends tailored approaches (and resour ce allocation) 
for different localities. 

·  A detailed understanding of socio economic classifi cations e.g. 
MOSAIC and how they relate to Havering’s population  of 50+ will 
help support tailoring of communications, informati on and services.   
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5.1 Changing Havering Together 

The priorities for the strategy were developed by partners, based on a detailed needs 

analysis of the 50+ population (Appendix 1). The priorities are based on the ‘whole person’ 

needs of the 50+ population and are aligned to the Changing Havering Together delivery 

framework.  

 

Changing Havering Together is an existing framework that has been agreed between NHS 

Havering and Havering Council. This delivery framework is composed of four workstreams, 

or agreed areas to concentrate joint working efforts, in order to have the greatest positive 

impact on the residents of Havering. Using this delivery framework is beneficial as there are 

 
     5.0 Our priorities and delivery change  
�
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already existing arrangements in place to deliver projects through this framework, and linking 

in to it will help prevent replication of effort, whilst ensuring our 50+ strategy becomes part of 

the mainstream work to transform services in the borough. The four workstreams that make 

up the delivery framework of the 50+ strategy are: Advice Services, Keeping People Out of 

Hospital, Polysystems and Prevention. 

 
Figure 10: Diagram of the 4 workstreams of the Havering 50+ strategy. The diagram indicates the 
close link and crossover between Workstream 1: Advice Services, and Workstream 3: Polysystems. 
 
 
 
5.2 About the four workstreams  
 

1. Advice services:  This workstream is led by Havering Council and is about 

developing community hubs and customer services in a more efficient and effective 

way. This will enable older people to access information on the services that are 

available to them, and empower them to access services where necessary. This 

workstream links closely into the third work-stream, Polysystems, as these will act as 

community hubs providing localised access to advice and services.  

 

2. Keeping people out of hospital:  This workstream pulls together a range of projects, 

which will target specific client groups. This could be older people in general, for 

example a falls prevention service, or people with long term conditions such a 

diabetes, who need help to manage their condition effectively. With early intervention 
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and support, the aims are to prevent unnecessary admission to hospital, to enable 

early discharge from hospital, and to support people to live at home more 

independently. 

 

3. Polysystems:  This workstream is about transforming how health, voluntary and 

social care services are delivered to the community. The new government white 

paper “Liberating the NHS (2010)” makes provision for GP consortia to lead on the 

commissioning of health care for local people. This commissioning will be related to 

the needs of the population, and geographically based. The emerging GP consortia 

boundaries are still to be determined. These changes to the way health services are 

commissioned may have an impact on how polysystems evolve, however until this is 

clearer the current model of polysytems will be referred to. 

 

Polysystems are based around central ‘hubs’ called polyclinics. Some services that 

are currently based in hospital will be held in polyclinics, for example, outpatient 

clinics and diagnostic testing. There will also be a wide range of health, voluntary and 

social care services available in a polyclinic e.g. advice and support services, healthy 

living classes, support for the management of long-term conditions such as diabetes. 

Each polysystem will cover a geographic area, and will have an area of speciality. 

The Harold Wood polyclinic will develop services for older people, patients with long 

term conditions, and people with disabilities. If polyclinics are the ‘hub’ of polysystems 

- GP surgeries, pharmacies, dental surgeries and hospitals are the ‘spokes’, 

stretching out into the community and providing additional services. Patients will be 

able to access any services within a polysystem, but will still be able to choose to see 

their own GP. It is planed that polysystems, or whatever GP consortia arrangement is 

agreed, will deliver a fast and seamless service for Havering residents, providing care 

closer to home, and with a focus on keeping people well.  

 

4.  Prevention:  The prevention workstream is chosen to add balance to the 50+ 

strategy, and this workstream will focus on the 50+ population who are currently fit 

and well. The aim will be to enable this segment of the population to live healthy 

lifestyles and maintain their independence into older age. This workstream is not 

entirely restricted to health, and will include initiatives that promote the wider 

determinants of health such as social inclusion, and perception of crime. This 

workstream is particularly important for those who have just turned 50 and 

may not relate to ‘older people’s’ issues.  The important areas here are to 
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ensure that people are encouraged as much as possible to adopt healthy 

lifestyles and reduce risk factors for disease by 

 

a. Taking up screening opportunities for breast and ce rvical cancer 

(women only)  

b. Becoming more physically active  

c. Eating a healthy diet to reduce the risk of become overweight/obese  

d. Giving up smoking  

e. Attending the GP for NHS health checks to have bloo d pressure and 

cholesterol measured and , if appropriate, treated by medication  

f. Plan for changing family responsibilities, such as caring for aged 

parents, grown children living at home, or becoming  grandparents  

g. Considering opportunities for volunteering and in s o doing, give 

something back to local communities  

h. Planning for changing financial circumstances creat ed by more flexible 

working or retirement opportunities  

i. Encouraging family members to take an active intere st in their own 

health, for example encourage male family members t o attend the GP 

sooner rather than later, or making sure grandchild ren have all their 

vaccinations prior to starting school  

 

 

 

 
5.3 Our priorities  
 
The 50+ strategy is wide in scope, and with both the challenging financial climate, and recent 

change in government it is difficult to plan for the long-term. As such, the action plan for the 

50+ strategy will be an evolving document. However, in order to meet the aims and ambitions 

we have set for the strategy, we need to ensure that we address issues with a long term view 

and focus on our identified priorities. 

 

Therefore, for each workstream we have identified broad priority actions. The discreet 

projects and areas of work that contribute to these actions will be described in the 50+ 

strategy action plan once developed.   
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Why it matters : 
 
It is important that people can access the information, advice and support that they need to 

enable them to make informed choices that will affect their independence, health and 

wellbeing. The type of advice and services that people need will be very different and will 

vary according to their personal situation and needs. Some will require information only, 

whilst others will need more intensive advice, assistance or advocacy. 

 

·  As average life expectancy increases, the number of people being diagnosed with 

dementia is increasing, with an impact on health and social care services. A 

diagnosis of dementia can be a difficult time for both the sufferer and their family. 

Improved advice and support services could improve the patient’s experience at this 

time. 

 

 

               Advice Services 
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·  Due to the ageing population, there is a need for people to take responsibility for 

planning for their retirement and future care needs. It is likely that many people will 

benefit from support and advice to do this. 

 

·  Older people who are living in poverty are at increased risk of poor health and 

wellbeing, and losing their independence. They may benefit from advice and support 

on accessing benefits and services that are available to them.  

 

·  Research suggests that most people prefer services to be integrated so that they can 

access information from one place, rather than a range of different sources. There 

should be a variety of channels for this information, ranging from face-to-face, 

telephone, and online.  

 

·  Some parts of the community will still find it difficult to access services, and it is 

important to identify these people, and where they live so that more targeted work 

can be done. This mapping will also highlight where there are high concentrations of 

older people, but gaps in services. The younger segment of the 50+ population (e.g. 

50-64 year olds) may not see themselves as older people, and will not engage pro-

actively with services. Mapping will help to target and engage with this segment of the 

population.  

 

·  People aged 50+ who become unemployed can find it harder to get back into work as 

there are fewer opportunities. Being unemployed can have a negative impact on both 

their savings, pension, and their quality of life. 

 

 
 

1. We will improve dementia care by aiming for early diagnosis, and offering advice and 
support to sufferers of dementia and their families 

 
2. We will provide advice and support to older people, particularly those who are 

struggling financially, to ensure that they receive all the benefits, grants and other 
financial assistance that is available to them. 

 
3. We will increase the number of employment opportunities for the 50+ population, and 

make sure people receive the advice and support they need to continue working for 
as long as they want to, or to get back into work.  

 
4. We will provide advice around personal finance to help the 50+ population to plan for 

their retirement, manage their pensions and the cost of care. 
 

What we will do:  
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5. We will ensure that we use the things we know ab out the 50+ residents of 
Havering to make sure we target advice services at the people who need them 
most.  

 
6. We will ensure that advice services are integrat ed and easily accessible so that 

people receive a joined-up service. 
 
 
 
 
 
 

·  Dementia care is improved locally according to the guidelines in the National 
Dementia strategy, through the local Dementia strategy Implementation Group. 
Among the outcomes are improved advice and support services for patients and their 
families. 

 
·  There are local information hubs, based in community venues such as polyclinics and 

libraries, through which advice and support services are delivered in an integrated 
way, and are accessed by the people who need them most. 

 
·  There are fewer people aged 50+ who are unemployed, more people are financially 

stable and able to afford their own care needs, and a greater number of residents 
who are living in poverty are in touch with local services. 

 
·  There is targeted work to increase the uptake of advice services, for example, work 

targeting the 50-64 age group around the important of planning for their retirement 
and taking a pro-active approach to their health.  

 
  

What success might look like:  
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Figure 11:  A map of older residents who are council tax-payers.  
 
 
The aim of this project is to map the older population of Havering using Experian® data. In 

one particular case it was used to map the 65+ population who were current council tax 

payers. Self funded council tax payers were used as an indicator of older people who were 

not currently in touch with local services. The Experian® mapping allows hotspots of this 

population to be identified. 

 

It also provides the opportunity to market relevant local services, for example, the Telecare 

service. As a privately funded service, this population are ideal candidates for the service as 

they have an income which could be used to fund Telecare support.  

Case study 1: Targeting services (Experian mapping)  
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Local data suggests that there are a large number of people admitted to hospital for 

reasons that could be avoided, either by improving care in the community, providing 

alternatives for urgent care, or through early prevention. Care outside of hospital is 

often better for the patient, more conveniently located, and is less expensive than 

hospital care. There is an opportunity to make savings by preventing unnecessary 

admissions and moving some care to the community.  

 

End of life care is a specific example of where there are opportunities to improve the 

care we provide to people outside of hospital. Patients are often admitted to hospital 

as emergency cases from care homes, and end up dying in hospital, when their 

palliative care could have been managed elsewhere. Palliative care outside of 

                    Keeping People Out of Hospital 

Why it matters:  
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hospital can be beneficial for the patient, their friends and family, and can provide 

greater control and dignity  

 
 
 
 
 

1. We will ensure there is a wider range of services in the community so that there are 
alternatives to treatment in hospital. We aim to provide people with better support to 
manage their health condition in the community, so that it is less likely they will get 
seriously ill and need to be admitted to hospital. 

 
2. We will offer high quality support and services to provide more choice and control for 

people at the end of their lives. 
 
 
 
 

 
·  The falls prevention service is further developed to reduce the number of people 

being admitted to hospital due to falls and hip fractures.  
 
·  There is an Integrated Care Pathway through which patients with a long term 

condition are managed effectively within the primary care setting, through a 
comprehensive health and social care needs assessment. A care plan is developed, 
and they are supported and empowered through an integrated pathway of health 
improvement and disease management in a holistic and supported way. 

 
·  At the end of their life, people receive care that is both high quality and promotes 

dignity and control, reducing the number of people who die in acute hospital beds 
rather than in their chosen place of care. The staff and volunteers that deliver end of 
life care receive additional training so that they are better equipped to deliver this care 
in the community.  

 
·  There are fewer emergency admissions to hospital from care homes, as the staff are 

better equipped to provide the care required at this time of a patients life.  
 
 
 
 
 

What we will do:  
 

What success might look like:  
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There is no standard definition of 

the ‘frail elderly’, and frailty is a 

multidimensional condition in which 

psychosocial as well as physical 

factors play a part. The term is often 

used to describe elderly patients 

who are ‘less strong,’ and 

unintended weight loss, loss of 

muscle mass, balance or mobility 

problems, and depression are all 

potential indicators of frailty. Frailty 

can make an elderly person more 

susceptible to accidents and ill 

health which can result in hospital 

admission. 

 

When frail elderly people are 

admitted to hospital, they are often 

only treated for the condition that 

they present with. These patients 

will often suffer from multiple health 

conditions, and switching the focus 

of care to treating these patients 

holistically could result in better care 

for patients, and a reduction in 

unnecessary hospital admissions.  

 

The rate of hospital admissions across the borough varies between care homes and between 

GPs. This suggests that there is a lack of consistency in provision of services for the frail 

elderly in the community. Additionally, hospitals serving the Outer North East London (ONEL) 

sector have a longer than average length of stay for frail elderly patients when compared to 

the rest of the country. This has been attributed to delays in the frail elderly care pathway. It 

Case study 2: Frail elderly care pathway  
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is estimated that 14.5% of frail elderly admissions to hospital could be avoided, resulting in 

savings of £10 million in Havering, and approximately £33 million across the ONEL sector.  

 

NHS Havering is leading on a project to develop an improved frail elderly care pathway 

across the ONEL sector. The project objectives include a review of the current care practice 

in the community, identification and implementation of best practice across the ONEL sector 

to reduce the variation in services and avoid acute admissions. In practice, this may work 

through the commissioning of a multidisciplinary team who would make a holistic 

assessment of frailty, and develop a personalised care plan for patients.  

 

This project will ensure there is more support for frail elderly patients through polysystems 

and care homes, helping to avoid unnecessary admissions and to facilitate earlier discharge 

from hospital. The expected outcome of this approach is to maximise personal 

independence, and improve the quality of life of frail elderly patients in Havering.  
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Polysystems are a key delivery mechanism for the 50+ strategy. The polysystem model is 

based on redesigning health and social care services so that they are more integrated. This 

ensures that the residents of Havering receive a better quality of service, whilst at the same 

time there are opportunities for improving the efficiency, and reducing the cost implications of 

services.5  

 

                                                 
5 The new white paper on health “Liberating the NHS” set out major change for the NHS which will impact on the 
development of polysytems. Until such time as a model for Havering’s GP consortia is agreed, the ‘polysystem’ 
model will be referred to.  

            Polysystems  

Why it matters:  
 



��������	
��	
�������	 	 ����	��	

 

1. Through the polysystem model we will focus our efforts on ensuring that the care we 
provide is integrated and of high quality.  

 
2. Through the polysystem model we will help make communities older-person friendly 

as the services that they use regularly will be closer to home. 

 
 
 
 
 
 
·  Four polysystems across Havering, each with a different specialism. Through each 

polysystem people have access to a greater range of advice and support services, 
accessible from one place. 

 
·  The polyclinics are accessible for local people and served by good transport routes. 
 
·  Through polysytems, people have access to the services that they use the most as 

the get older, with increased integration of services, and care closer to home.  
 
·  Polysystems act as a route for access to services delivered by the 3rd sector, the 

NHS, and Havering Council. 

What we will do : 
 

What success might look like :  
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The Harold Wood polyclinic opened in July 2010. The new polyclinic acts as the ‘Hub’ for the 

Harold Wood polysystem which will specialise in services for older people.  

 

The new polyclinic brings services closer to home for the residents of Harold Hill and Harold 

Wood,  

 

There is a new walk-in centre providing access to GPs and nurses, and there is no need for 

an appointment or to be registered with one of the GPs. Patients with long term conditions 

may need to gain access to a GP quickly, and they will be able to do this thanks to the new 

walk-in centre.  

Case study 3: Harold Wood polyclinic  
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There are a number of services that are in development at the polyclinic, which will be of 

particular use to older residents, they include: 

 

·  X-ray and ultrasound facilities on site  

·  A pharmacy with extended opening hours 

·  A blood testing service  

·  Minor operations 

·  Joint injections for conditions such as rheumatoid arthritis 

·  Help to quit smoking 

 

As the polysystem becomes more established, a range of additional services 

support older people e.g. advice services  are planned. 
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Investing in prevention makes economic sense, and helps to keep people healthy and well 

for longer. Prevention is about more then preventing ill health, and incorporates initiatives 

that help people to stay independent, and supports their wider wellbeing. We can reduce the 

cost and demand on services by investing in services that keep people well and independent 

for as long as possible, and prevent their needs from increasing. 

 

 

         Prevention  

Why it matters:  
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·  Leading a healthy and active lifestyle, and taking a pro-active approach to their own 

health, can help prevent the onset of health conditions, and can slow the natural, age-

related deterioration of health.  This is particularly true amongst the 50-64 year old 

age group who can benefit from taking a pro-active approach to their health and 

lifestyle.  

 

·  The impact of anti-social behaviour and crime contributes to how satisfied people feel 

with their neighbourhood 

 

·  Where people live can have an impact on their health and wellbeing, and those living 

in the most deprived areas of the borough tend to suffer worse mental and physical 

health, and have a lower life expectancy, than those living in more affluent areas.   

 

·  As people get older, they are at greater risk of loneliness and isolation, and continued 

social participation is critical to increase and maintain quality of life and general 

wellbeing.  

 

·  The quality of a person’s physical environment, including their own home, can have a 

positive or negative impact on their health, wellbeing and independence. 

 
 
 
 
 
 
 

1. We will provide services to help people make healthy lifestyle choices, for example by 
providing advice and support for people to stop smoking or keep physically active.  

 
2. We will work with communities to reduce the perception of crime and anti-social 

behaviour.  
 

3. We will ensure there are opportunities for older people to remain socially active. 
 

4. The home environment will promote independence and wellbeing e.g. through 
improvements to pathways to prevent falls, or housing to enable people to live at 
home for longer.  

 
 

What we will do:  
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·  A variety of activities and classes to help people stay active - from Armchair 
Exercises and Tai Chi, through to Badminton and healthy walks – that are suitable for 
a range of age groups and levels of ability. Additional services to help keep people 
healthy as they get older including advice and classes on healthy eating, targeted 
support and advice around alcohol consumption, and a comprehensive bowel cancer 
screening programme.  

 
·  The 50+ population is well represented on the Police Safer Neighbourhood Team 

ward panels and ‘Key Individual’ networks. The roles of these groups will be to 
identify and task the Safer Neighbourhood team to matters of public concern locally, 
and to hold them to account in addressing these concerns.  

 
·  A wide range of social activities to suit the different needs and requirements of 

people, and these will be easily accessible across the borough. Many of these will be 
lead by the voluntary sector, including initiatives such as Perky Pensioners, lunch 
clubs, and befriending services. 

 
·  Projects to improve the housing and physical environment help to prevent falls and 

injuries caused by poor quality paving, and promote independence by helping people 
obtain the equipment and adaptations they need to stay in their own home for longer.  

 

 

What success might look like:  
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“I retired in December 2004 and although I welcomed retirement and the relief from the 

demands of a very stressful job, I was finding myself increasingly lonely and other than sitting 

indoors watching daytime TV, would walk aimlessly around shopping centres simply for a 

change of scenery. I had tried to find things in the day time to occupy me, looking online, in 

local papers etc. Nothing seemed to be quite what I was looking for, or it was too far away, (I 

don't drive) or awkward to get to. Then one day I found an article in the local paper inviting 

lonely over 55's to attend a new venture for Age Concern, namely Pub Lunches. I rang the 

number given and spoke to a very nice woman who was very encouraging. I eventually 

gathered up all my courage and walked into the first Pub Lunch at the Windmill in Upminster, 

completely on my own. It was very daunting at first, but I was met at the door and taken to sit 

Case study 4: Barbara Purdham tells us about pub lu nches run by  
                                  Havering Age Concern  
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with a group of ladies from the Romford Perky Pensioners club. They were a very lively 

crowd and encouraged me to attend their next meeting the following Monday. I thought that 

I may as well give it a try, after all, if I didn't like it I wouldn't ever have to go again. Well, I 

DID LIKE IT and I have made many good friends during the 10 months that I have been 

attending. We have organised outings through the club, but many of us meet up for social 

events outside of the club too. I also joined Books and Banter which is on a Tuesday morning 

and have made even more friends with whom to have lively discussions which (sometimes) 

includes talking about books.   

  

I have become a volunteer for Age Concern Active Living and am now a ‘Meeter & Greeter’ 

at some of the Pub Lunches. Having been in a similar situation, I find that I can pass on 

personal experiences to new members and give them the incentive to join some of the 

activities as mentioned above. If only more people would take that first step, nobody really 

needs to be lonely. My family say that I am never at home now and they have to make an 

appointment to come and visit me.   

  

Loneliness leads to depression. Depression can lead to dementia. Dementia means a whole 

lot of services needed - hospitals, doctors and nurses. It is a drain on the NHS and on family 

members’ time and patience. With the Active Living programme I have found many new 

friends and a new lease of life. Because of this I will, hopefully, remain happy and mentally 

alert until my final days.     

  

Long may these activities continue. They make such a difference to people in their retirement 

years. I applaud the staff and volunteers of Age Concern for their work and efforts to bring 

lonely people in from the cold. They are to be commended.” 
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6.1 Governance 
 
Since the inception of the 50+ strategy, there have been significant changes to both the 

financial and political climate. The 50+ strategy has evolved and adapted to meet these new 

challenges, and to become what it is today. The strength of this approach is that the strategy 

remains both relevant, and reactive to the financial and political direction of the time. 

 

The action plan for the strategy will also be an evolving document, with the actions delivered 

through the Changing Havering Together workstream. In order to support the delivery of the 

strategy, a robust governance process is required. 

 

The strategy has been finalised by the 50+ action group, who will develop the initial detailed 

action plan, and a communications plan, and work to bring the governance structures into 

place. The action plan will identify the specific projects and areas of work that will help to 

 
     6.0 Governance and next steps  
�



��������	
��	
�������	 	 ����	��	

achieve the ambitions set out in the strategy. The 50+ action group will be responsible for 

determining the indicators through which progress on the strategy will be judged.  

 

The 50+ action group will feed into the Health and Wellbeing Group of the HSP, who will 

provide a strategic overview and sign off the detailed action plan when developed. It is worth 

noting that the HSP structures and supporting groups will be evolving to take account of the 

changes initiated by the new coalition government. 

 

However, it will continue to be the responsibility of the 50+ action group to ensure that 

Havering’s 50+ population is fully engaged in the ongoing development of our plans.  Another 

key role of the 50+ action group will be to challenge service providers so older people do not 

experience various strategies and delivery initiatives in a fragmented way, but receive a 

joined-up and older-person-centred service. 

 

Actions will be delivered by the four “Changing Havering Together” project groups to deliver 

the actions through the relevant workstreams. The 50+ action group will monitor and co-

ordinate this process.  

 

A separate 50+ reference group, comprised of wider stakeholders, will feed into the 50+ 

action group to ensure all stakeholders have a voice in the evolution and delivery of the 

strategy. Figure 12 illustrates the proposed governance structure for the strategy.   

 
 
6.2 Next steps 
 
A key recommendation of the strategy is to undertake a systematic profiling and mapping 

exercise to better understand the needs of the population, and how services can be 

innovatively designed and targeted. This will be part of a communications and engagement 

plan, which is one of the priority actions from the strategy. The communications strategy will 

include targeted work to engage the hard to reach segments of the 50+ population, including 

the younger 50-64 year old age group who may not consider themselves to be ‘older people’. 

The strategy document is not fixed in time, and will be continually updated to reflect our 

developing understanding of our residents and their needs.  
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The priorities for the Havering 50+ strategy were identified during workshops held between 

August and October 2009. Over 70 representatives from the Strategic Partnership and some 

private sector organisations were involved in the development of the priorities.  

 

When the Audit Commission interviewed older people for their report Independence and 

Well-Being (2004), the respondents were very clear about what independence means for 

them: it’s about choice, control and making a valued contribution.  Examples of things that 

older people said would help their independence include: home; safe neighbourhood; being 

close to friends and amenities; and advice on how to stay healthy.    

 

This represents a ‘holistic’ or ‘whole person’ view that goes beyond health and social care 

and this thinking led to the development of the “7 dimensions of independence” (Audit 

Commission and Better Government for Older People, 2004). The analysis and insights from 

the JSNA and other key sources were presented according to four themes which are based 

on the 7 dimensions of independence.   

 

The following table shows the framework used by the Partnership in setting priorities for the 

50+ strategy.   

 
Theme Summary  

Health & lifestyle ·  Health and healthy living e.g. accessible services when required, access 
to healthy activities and information 

Income & work ·  Advice about entitlements, adequate money to spend 
·  Social care, state benefits 
·  Job opportunities and the economy 

Neighbourhood &  
social activities 

·  Housing and Home e.g. be able to maintain the fabric of the house, 
adequate heating, safety in the home, maintaining the garden, help with 
household chores 

·  Social activities, social networks, keeping busy e.g. a variety of activities 
available, visitors to the home, activities can carry out at home, be able 
to volunteer, leisure, learning 

·  Neighbourhood e.g. feel safe in one’s community, adequate lighting, 
pavements, relationships across generations 

Access to  
information &  
services 

·  Getting out and about e.g. using public transport, driving, access 
·  Information e.g. easily accessible/easy to understand information 

collated together from a variety of sources 
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The workshop participants worked in four theme groups to identify priorities and outcomes 

for each of the four themes of Health and Lifestyle, Income and Work, Neighbourhood and 

Social Activities and Access to Information and Services.    

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
John Harlow, Chief Inspector, Metropolitan Police and his group work through a cause and effect 
mapping exercise to identify priorities and outcomes for the Neighbourhood and Social Activities 
Theme.   

 
 
 
Given the pressure on public sector finance it was felt appropriate to align the projects to the 

‘Changing Havering Together’ delivery framework.  This enables smarter working, ensuring 

that greater outcomes are achieved through joined up working. This approach was beneficial 

when setting priorities as it ensured that a whole person focus was retained. In order to 

convert these priorities into a strategy, it was decided to map and align the priorities to a 

delivery framework that is already in place for delivery of the partnerships’ joint objectives. 

The result of this work is the priorities outlined in the strategy.  

 



��������	
��	
�������	 	 ����	
�	

 
 

 

The HSP Key Partners include : 

Age Concern Havering - 01708 796600  

Havering Association of Voluntary and Community Organisations (HAVCO) 
www.havco.org.uk 

Havering College - www.havering-college.ac.uk  

Havering Crossroads - www.haveringcrossroads.ik.com 

Homes in Havering - www.homesinhavering.org  

Jobcentre Plus - www.jobcentreplus.gov.uk  

Havering Council - www.havering.gov.uk 

London Fire Brigade - www.london-fire.gov.uk  

Metropolitan Police - www.met.police.uk  

NELFT  - www.nelft.nhs.uk/ 

NHS Havering - www.haveringpct.nhs.uk  
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Audit Commission and Better Government for Older People, Older People – a Changing Approach, Audit 
Commission, 2004 

Audit Commission, Don’t Stop Me Now: Preparing for and Ageing Population, Audit Commission, 2008 

Audit Commission, Is There Something I Should Know? Making the Most of your Information to Improve Services, 
Audit Commission, 2009 

Audit Commission, Working Better Together? Managing Local Strategic Partnerships, Audit Commission, 2008 

Department for Work and Pensions, Empowering engagement: a stronger voice for older people.  The 
government response to John Elborne’s review, Department for Work and Pensions, 2008 

Department for Work and Pensions, Promoting Independence Self-Assessment Tool - Prevention and Early 
Intervention, Department for Work and Pensions, 2009. 

Department for Work and Pensions, The Business Case for LinkAge Plus, Department for Work and Pensions, 
July 2009 

Department of Health, Falls and Fractures: Effective Interventions in Health and Social Care, Department of 
Health, 2009 

Department of Health, National Dementia Strategy, Department of Health, February 2009 

Department of Health, Our health, our care, our say: a new direction for community services, Department of 
Health, 2006 

Department of Health, National service framework for older people: supporting implementation - Intermediate 
care: moving forward, Department of Health, June 2002  

Putting People First: A Shared Vision and Commitment to the Transformation of Adult Social Care, Department of 
Health, December 2007 

Department of Health, Putting Prevention First, Department of Health, 2009 

Department of Health, Shaping the Future of Care Together, Department of Health, July 2009 

Department of Work and Pensions, Building a society for all ages, Department for Work and Pensions, 2008 

http://www.dh.gov.uk/en/Managingyourorganisation/Commissioning/Worldclasscommissioning/DH_083204 

http://www.dh.gov.uk/en/Healthcare/Highqualitycareforall/DH_095237 

The Economist special report, “Ageing in the Rich World,” The Economist, 25 June 2009 

English Longitudinal Study of Ageing, Wave 3, 2005/06 (www.statistics.gov.uk/cci/nugget.asp?id=2174) 

HM Government, PSA Delivery Agreement 17: tackle poverty and promote greater independence and wellbeing 
in later life, HM Treasury, Revised Jan 2010 (www.hm-treasury.gov.uk/d/pbr_csr07_psa17.pdf) 

http://careandsupport.direct.gov.uk/ 

http://www.dwp.gov.uk/policy/ageing-society/resources-good-practice-reports/linkage-plus/ 

http://www.ic.nhs.uk/ 

Partnership for Older People Projects, Department of Health evaluation: www.dh.gov.uk/en/SocialCare/ 
Deliveringadultsocialcare/Olderpeople/ PartnershipsforOlderPeopleProjects/index.htm 

n Services - www.thepensionservice.gov.uk  
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A&E Accident and emergency 

ASB Anti social behaviour 

ASC Adult Social Care 

BME Black or minority ethnic groups 

CAB Citizens’ Advice Bureau 

DoH Department of Health 

DRA Default retirement age 

DWP Department of Work and Pensions 

GOL Government Office London 

HALS Health and Lifestyle Survey 

HSP Havering Strategic Partnership 

IMD Indices of multiple deprivation 

JSA Job Seekers Allowance 

JSNA Joint Strategic Needs Assessment 

LAA Local area agreement 

LBH London Borough Havering Council 

LSBU London South Bank university 

LTC Long term conditions 

LTLI Long term limiting illnesses 

NELFT North East London Foundation Trust 

NHS National Health Service 

NI National Indicator 

ONS Office for National Statistics 

OPAL Older People Active Living 

OPB Older Persons Board 

OPIMD Older people indices of multiple deprivation 

PATH Pension and Assessment Team Havering  

PCT Primary Care Trust 

PID Project initiation document 

PM Project Manager 

PPC Preferred place of care 

PSA Public Sector Agreement 
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