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Health Needs in our patients and our community

• Our patients and local community are diverse. 

• Our population is expected to continue to grow, with the fastest 

growth in those aged 65+. 

• There is a significant gap in life expectancy between those living in 

the most deprived areas compared to those living in the least 

deprived areas. 

• Whilst people are living longer, the last 15-20 years (on average) 

are spent in poor health.

• There is substantial variation in child health across the area, with 

Enfield in particular having poorer outcomes compared to other 

London boroughs across multiple child health indicators.

• Smoking, alcohol and obesity remain key preventable causes of ill 

health. Making Every Contact Count is important to improve 

patients’ lives.

Health Inequalities

• There are persisting health inequalities in our society, manifested 

as variations in health outcomes, access and experience of health 

care.

• People who live in the most deprived areas have worse access 

to, experiences of, and outcomes in their care. Ethnic minority 

communities are more likely to live in these areas.

• COVID-19 brought a sharper focus on persisting health inequalities 

in our society.

RFL’s approach to population health

• We aim to improve physical and mental health outcomes, promote 

wellbeing and reduce health inequalities across the population and 

communities we serve, within and beyond the hospital walls.

• We do this by working with our staff, patients, communities and the 

wider health and care system.

• We have a strong focus on measuring and reporting on 

inequalities. Routine monitoring of inequalities is important to 

identify problems, focus on areas to change and monitor the 

impact of our actions.

• As an Anchor institution, deeply rooted in our local community, 

RFL can have significant impact on the things that keep people 

healthy and reduce inequalities e.g employment, procurement and 

sustainability.

• The Royal Free London is partnering with the HealthEIntent

programme, to create a single integrated care record for residents 

across NCL. 

• A data driven approach, looking at the drivers of ill health and 

which populations are most affected, can lead to better outcomes, 

reduce inequalities and reduce demand for hospital services. 

Recommendations

Recommendation 1: Adopt population health 

approach across the Trust

Recommendation 2: Embed systematic approach to 

identify and reduce health inequalities

Recommendation 3: Embed prevention in all we do

Introduction
Our 

patients

Health

Needs

Health 

Inequalities
RFL’s approach Recommendations

Executive 

Summary



Chapter 1.

Introduction



Introduction
About this report

Through our primary role, hospitals investigate, treat and care for 

those who are ill. However, as a large healthcare institution rooted 

deeply in the community, we also have huge potential to improve the  

health and wellbeing of our staff, our patients and the wider 

community. This approach, which aims to improve the physical health 

and mental wellbeing of the entire population, is called a population 

health approach.

COVID-19 brought a sharper focus on persisting health inequalities in 

our society. People of black and minority ethnic background and 

people living in areas of deprivation were disproportionately impacted 

by the pandemic, both in terms of physical health as well as wider 

determinants of health such as employment, housing conditions and 

education. There is an acute need to address health inequalities, the 

causes of these inequalities and improve equity of opportunity and 

access.

The population health approach is now more important than ever. 

This annual report describes some of the key aspects of our 

population health needs and aims to introduce Royal Free London 

(RFL) NHS Foundation Trust's approach to population health. We 

discuss what we know about our patients and population, explore 

what population health might mean in our day-to-day service delivery 

and make recommendations for the Trust to further embed the 

population health approach. By sharing our insights and some of 

our initiatives, we hope to encourage more people to 

take up this approach, to improve health and wellbeing 

and to reduce inequalities in our community.

Professor Sir Chris Ham, Chair of Population Health Committee

About Population Health Committee
The RFL has a long-standing, well-established Population 

Health Committee. It is one of the seven committees of the Trust 

Board and is chaired by Professor Sir Chris Ham, one of our 

non-executive directors. A key priority for this committee is to 

reduce inequalities and improve equality in respect of outcomes-

based population health. It also oversees Integrated Care 

Partnerships, Integrated health and care system development 

and wider partnership work.

About RFL Public Health Team
The Public Health Team sits in the corporate arm of the 

Group and reports to Dr Chris Streather, Chief Medical 

Officer and Deputy CEO. The Team works across the Trust 

and with a wide range of internal and external partners, to 

improve population health outcomes and reduce health 

inequalities within and beyond the hospital walls. We work 

with Integrated Care Partnerships to embed prevention 

across pathways, develop plans to ensure RFL is an 

effective Anchor Institution, and support delivery of smoking 

cessation in our patient population to reduce inequalities by  

timely access to effective interventions.

We are an accredited training team and host Public Health 

Registrars, a Population Health Fellow and a GP Fellow.

Dr Tamara Djuretic

Joint Director of Public Health 

RFL & Barnet

Dr Judith Stanton

Deputy Director of 

Public Health 
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Chapter 2.

Where do our patients come from?
2.1 Our patients



2.1 Our patients

Activity by Local Authority of patients' residence

Key messages:

• Most of our patients come from Barnet, Enfield and Camden, but sizeable numbers of patients also come from 

Hertsmere and Brent.

• Our patients are ethnically diverse, reflecting the London population. 

We need to make a conscious effort to ensure our patients’ diverse needs are met.

• More than 10% of our electronic patient records do not have ethnicity data. Improving this will help us better 

understand our patient population.

Emergency Department (ED) 

attendances:

1. Barnet (33%)

2. Enfield (20%)

3. Camden (14%)

4. Hertsmere (7%)

5. Brent (6%)

Outpatient attendances (OP):

1. Barnet (33%)

2. Enfield (16%)

3. Camden (12%)

4. Hertsmere (6%)

5. Brent (5%)

Inpatient activity (IP):

1. Barnet (44%)

2. Enfield (25%)

3. Camden (15%)

4. Hertsmere (9%)

5. Brent (7%)

Our Patient Demographics

Data Source: RFL Information Management Team.

Analysis based on 2019/20 data.

• More than a half (54%) of our inpatients have 

an ethnic background other than White 

British.

• More than a tenth of our patient records do not 

have ethnicity information (16% OP record, 

13% IP record).

• Around 1 in 3 outpatients and inpatients 

(33%) are aged 65 years and older.

• Around 4 in 5 Emergency Department 

attendances are in adults (77%)
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Chapter 3.

Health Needs of our catchment 
population
3.1 Demography

3.2 Life expectancy and deprivation

3.3 Early years and childhood

3.4 Health behaviours

a. Smoking

b. Alcohol

c. Obesity

3.5 Long-term conditions

3.6 Wider determinants of health 



3.1 Demography

Key messages:

• Royal Free serves around 1 million people across the 3 main boroughs in our catchment area (Barnet, Camden 

and Enfield).  We also see sizeable numbers of patients from Hertsmere and Brent.

• The population is expected to continue to grow, with the fastest growth in those who are 65+. People are living 

longer, however their last 15-20 years (on average) are spent in poor health. As the proportion and size of the 

elderly population increases, healthcare demand is likely to increase.

Gender mix across Barnet, 

Camden and Enfield:

Barnet has the largest 

population of older people 

in London.

65+ years living alone= 

10.6%

Camden has a high proportion of young 

adults.

65+ years living alone= 10.4%

Enfield has a larger 

proportion of older people 

(70+) and children and 

young people (0-19) 

compared to London

65+ years living alone= 

10.1%

Hertsmere is largely rural, with 

predicted population growth of 

those who are 60+

Brent has the 6th largest 

population amongst the London 

boroughs, with highest population 

growth of those 50+

Data Source: Individual borough JSNAs and borough profiles
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Men Women

No. of birth (2019) = 4,973 No. of birth (2019) = 2,448 

No. of birth (2019) = 4,548 



3.1 Demography
Key messages:

• Royal Free serves a diverse population, with 150 different languages spoken.

• The populations of Barnet, Camden and Enfield are expected to become increasingly diverse in future years. 

• This will mean increasingly diverse needs in our community, including cultural, religious, language and access 

needs.

Ethnicity:

60%

66%

60%

18%

7%

8%

10%

17%

18%

12%

10%

14%

0% 20% 40% 60% 80% 100%

Enfield

Camden

Barnet

White* Black Asian Other / Mixed

Religion:

55.2%

33.9%

39.2%

14.7%

16.4%

11.8%

5.3%

19.2%

22.1%

37.0%

19.4%

8.0%

7.4%

10.4%

0% 20% 40% 60% 80% 100%

Enfield

Camden

Barnet

Christian Muslim Jewish No Religion Any other

150 different languages are spoken across our 

catchment areas.

In Hertsmere, a higher proportion of the population describe 

themselves as ‘White’ compared to neighbouring boroughs. 

There is a large Jewish community.

In Brent 65% of residents are from ethnic minority 

backgrounds.  Brent is home to 55,000 EU citizens and >150 

languages are spoken.
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Data Source: Annual Population Survey 2018, ONS

Data Source: Barnet JSNA (2020), Camden JSNA (2019), Enfield Borough Profile (2019)



3.2 Life expectancy and deprivation
Key messages:

• There is a significant gap in life expectancy between those living in the most deprived areas compared to those 

in the least deprived areas. The main causes of this gap are circulatory disease, cancer and respiratory disease.

• People are living longer but the last 15-20 years (on average) are spent in poor health.

• The Public Health team is working to better understand and address these inequalities through partnership 

working both within the Trust and with external stakeholders. Our staff play an important role as advocates to 

tackle inequality.

Deprivation

Sources: GLA, based on Indices of Deprivation 2019, MHCL; PHE Fingertips tools

Life expectancy (LE) gap (2015-17): people in more deprived 

wards have substantially shorter LE  

(Darker areas show lower life expectancy):

Circulatory disease, cancer and respiratory 

disease are the three main causes of this life 

expectancy gap.
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Men: 11.6 years gap

People are living longer, but last years of life are 

spent in poor health

Barnet Camden Enfield

M
e

n

LE (2015-17) 82.2 yrs 82.3 yrs 80.3 yrs

HLE (2015-17) 64.4 yrs 63.4 yrs 65.1 yrs

Years lived in 

poor health

17.8 yrs 18.9 yrs 15.2 yrs

W
o
m

e
n

LE (2015-17) 85.5 yrs 86.5 yrs 84.5 yrs

HLE (2015-17) 67.7 yrs 65.8 yrs 65.5 yrs

Years lived in 

poor health

17.8 yrs 20.7 yrs 19 yrs

Women: 12.3 years gap

Barnet Camden Enfield

Children in low-

income families 
(2018/19)

13% 15% 18%

Older people in 

deprivation (2015)

18% 25% 22%

LE = Life Expectancy, HLE = Healthy Life Expectancy; Source: North London Partners in health and care



3.3 Early years and childhood

Key messages:

• A good start in life is crucial to good health throughout life. 

• 20% of the population of Barnet, Camden & Enfield are under 16. 

• There is substantial variation in child health.  Enfield, in particular, often has poorer outcomes compared to other 

London boroughs across multiple indicators of child health.

• Childhood immunisation rates are lower than the England average across NCL; Enfield and Camden are 

particularly affected. Healthcare workers are some of the most trusted advocates for vaccination.  RFL staff and 

services have an important role to play in helping increase immunisation rates in our communities.

34% of children in Camden and 28% in 

Enfield were not fully vaccinated against 

MMR by age 5 in 2019/20

There are almost 8,000 emergency admissions for 

children < 5 across Barnet, Camden & Enfield each 

year; over half are from Enfield. 

Rates of emergency admissions and ED attendances 

are higher in Enfield than other boroughs.

30% of 5 year-olds in Camden & Enfield have 

decayed/missing or filled teeth by age 5. 
(2018/19) 

• Around 15% of children are living in 

low-income families in NCL (2018/19).

• Whilst this is similar to London and 

England average, these data hide some 

particularly vulnerable populations.

• There are > 2,400 children living in 

homeless families in Barnet, Camden 

and Enfield (2019/20).

Source: PHE Fingertips
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3.4a Health Behaviours - Smoking

Key messages:

• Although nationally smoking rates are decreasing, smoking still accounts for more years of life lost than 

any other lifestyle risk factor.

• 13.6% of the local population of NCL STP (approx.160,000 people) were estimated to be smokers in 2018 with 

higher rates recorded in those with serious mental illnesses (32%), routine & manual occupations (26%), and 

living in more deprived communities.

• Hospital attendances and admissions are a key opportunity to empower and enable people to quit smoking. All 

staff should ask patients about their smoking status and discuss how we can help them to quit.

• Staff who smoke are also encouraged to access smoking cessation services during work hours.

Data source: PHE North Central London STP: preventing Tobacco-related harm (2018)

Data source: Action on Smoking and Health: Ready Reckoner (2019)

There are 1,480 smoking-attributable 

hospital admissions per 100,000 people aged 

over 35+ in NCL in 2018

886 pregnant women were recorded as 

smoking at the time of delivery in 2018, 

which affects the health outcomes of both the 

mother and baby

in 2019, smoking cost £44 million p.a. in 

primary, ambulatory, and secondary care 

services in Barnet, Brent, Camden, Enfield 

and Hertsmere

• RFL is a SmokeFree trust.  We actively 

promote smoking cessation and access to 

smoking cessation services for all patients 

and staff.

• There is a dedicated smoking cessation 

manager at Royal Free Hospital who 

identifies patients who smoke and refers 

them to smoking cessation services.

• There is unequal variation in local services 

provided in the surrounding boroughs.
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3.4b Health Behaviours - Alcohol

Key messages:

• Alcohol is the leading risk factor for ill health, early mortality and disability in those aged 15 to 49 in England.

• Alcohol is the fifth leading risk factor for ill health across all age groups.

• NCL Sustainability and Transformation Plan (STP) estimated that there were 15,965 dependent 

drinkers (i.e drinkers who have withdrawal symptoms when they cut down or stop drinking) of whom 90% are not 

in treatment.

• Staff have a role to play in identification, brief advice and referral to services when patients are admitted to 

hospital. 

• There is support available for staff if they would like to discuss their alcohol consumption and access services.

Data source: PHE North Central London STP: 

preventing alcohol-related harm (2018)

16% of adults in NCL drink more than the 

recommended 14 units a week

There are 2,260 alcohol-dependent adults 

living with children, of whom 1,696 were 

not in treatment in NCL in 2018.

There were 4,386 hospital admissions for 

mental and behavioural disorders due to 

alcohol in NCL in 2018
Hospital admissions in NCL for alcohol-related conditions is 

higher than the London average for those aged 40-64 and 

65+ and higher than the national average for those aged 

65+.
Data source: Public Health Outcomes Framework 2016/2017
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3.4c Health Behaviours - Obesity

Key messages:

• Obesity reduces life expectancy by an average of 3 -10 years and increases the risk of developing a range of 

diseases including type 2 diabetes, high blood pressure and certain cancers.

• While poor diet and physical inactivity cause obesity, the drivers for this are much more complex and include 

education, living and working conditions as well as socio-economic, cultural and environmental conditions.

1 in 2 people in NCL 

are overweight 

or obese costing the 

NHS £417m /year

1 in 4 people in NCL 

are physically inactive costing 

society £84m /year

Nearly 1 in 3 children aged 

2-15 are overweight or obese. 

Younger generations 

are becoming obese 

at earlier ages and staying 

obese for longer.
Data source: North London Partners in Health and Care. NCL Prevention: Shifting the

focus to Tobacco, Alcohol and Obesity Prevention (2018)
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3.5 Long term conditions (LTC)

Key messages:

• In Barnet and Enfield, the proportion of the population with Coronary Heart Disease (CHD) or high blood pressure 

(hypertension) is higher than the London average. In Enfield, the proportion of the population with diabetes is 

higher than the London average. Being overweight/obese, being physically inactive and smoking are all key risk 

factors for developing these conditions.

• Public Health is working with colleagues to tackle the risk factors for these long-term conditions. 

• Staff have a crucial role in preventing, identifying and managing long-term conditions.

Barnet Camden Enfield

CHD 2.4% 1.4% 2.3%

Stroke 1.2% 0.9% 1.2%

Hypertension 11.5% 9.4% 13.2%

Diabetes 6.6% 4.0% 8.1%

Higher than 

London

Similar to London

Lower than 

London

Not compared

Source: PHE Fingertips Tool

People from a South Asian 

background are at a greater risk of 

CHD than White Europeans2

People from African, Caribbean and 

South Asian backgrounds have 

2-4x increased risk of diabetes3

People from African or 

Caribbean backgrounds are 

associated with increased risk of 

high blood pressure2, which is a 

risk factor for cardiovascular 

disease.

Across North Central London1:

80.9% are 

healthy/well
16.4% have LTC

Sources:
1Population and person insight dashboard. NHS Arden and 

GEM Commissioning Support Unit 2020,
2British Heart Foundation
3Diabetes UK

Proportion of the community with key LTCs in our boroughs:
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3.6 Wider determinants of health

Key messages:

• Wider determinants of health are a range of social, economic and environmental factors which impact people’s 

health. These factors determine the extent to which different individuals have physical, social and personal 

resources.

• As shown by the Marmot review (2010), and by the COVID-19 pandemic, there remains a strong and persistent 

link between social inequalities and inequalities in health outcomes.
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Chapter 4.

Health Inequalities
4.1 Health Inequalities in our society

4.2 Health Inequalities and COVID-19



4.1 Health Inequalities in our society

Key messages:

• There are persistent health inequalities in our society, which manifest as variations in health outcomes, access to 

and experience of health care.

• We are working with colleagues to embed inequalities measures as part of routine performance monitoring.

• We can use this monitoring to track our work to reduce health inequalities in our services over time.

Health Inequalities are unfair, avoidable and systematic differences in health across the population, and between different 

groups within society.

Life expectancy gap between the most and 

least deprived wards in North Central 

London (NCL) is 11.6 years for 

men and 12.3 years for women.1

People in NCL spend last 15-20 years in 

poor health.1 People living in more deprived 

areas spend less time in good health 

compared to those from least deprived 

areas.3

Preventable death* rates and treatable 

death** rates were higher than average in 

people living in the most and second 

most deprived areas in NCL.2

People from ethnic minority groups generally 

had higher level of treatable deaths** in 

NCL.2

* Preventable deaths: Causes of death that can be mainly avoided 

through effective public health and primary prevention interventions (e.g. 

lung cancer, chronic lower respiratory diseases, alcohol-specific 

disorders).

** Treatable deaths: causes of death that can be mainly avoided through 

timely and effective healthcare interventions, including secondary 

prevention and treatment (e.g. breast cancer, colorectal cancer, 

pneumonia, asthma)

People who live in the most deprived 

areas have worse access to, experience 

of, and outcomes in their care. 

People from ethnic minority groups are more 

likely to live in these areas.

In general, where the overall trend shows 

that the quality of NHS services is getting 

worse, the inequality gap widens.
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Source: 1North London Partners in health and care; 2North London Partners in health and care, Avoidable mortality by ethnicity and deprivation (2021); 
3ONS, Health state life expectancies by national deprivation deciles, England: 2016 to 2018



4.2 Health Inequalities and COVID-19
Key messages:

• COVID-19 brought a sharper focus on persisting health inequalities in our society.

• As we rebuild our services, it is crucial to embed equity of access in all that we do.

Impact of COVID-19

> 80 years 70x more likely to die than those 

aged <40 years

Working age males were 2x more likely to 

die than females

Death rates from COVID-19 were higher for 

people from ethnic minority groups when 

compared to people from a White 

background.

Deaths due to COVID-19 was 2.3x higher in 

people with learning disabilities, compared 

to general population. This may be an 

underestimate.

Vaccination
• 90.2% of all those aged 70+ years in NCL 

have received at least one dose of vaccine.

• In this group, vaccine uptake is lower among 

all ethnic minority groups and lowest amongst 

people from following ethnic backgrounds:

• Bangladeshi (72%)

• Black African (59%)

• Black Caribbean (69%)

• Pakistani (74%)

• There was also wide variation in uptake rates amongst 

health and care workers.

Wider impacts could pose long-term consequences on 

population health and wellbeing e.g.

• Mental health and wellbeing

• Reduced access to professional support for non-healthcare 

services (e.g. Domestic Violence)

• Reduced access to health care services

• Disproportionate impact (e.g. ethnic minority groups,,

areas of deprivation, digital divide)

Wider impacts of COVID-19
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Sources: PHE (2020), Disparities in the risk and outcomes of COVID-19; PHE (2020), Deaths of people identified as having learning disabilities with 

COVID-19 in England in the spring of 2020; ONS (2021), Coronavirus and vaccination rates in people aged 70 years and over by socio-demographic 

characteristic, England



Chapter 5:

Population Health Approach
5.1 Overview of our approach

5.2 RFL as an Anchor Institution

5.3 Improving equity and reducing inequalities

5.4 Population Health Management



APPROACH AND ACTIONS MEASURING SUCCESS (DRAFT)

RFL Population Health Committee and RFL People’s Committee

Health and Care 
Strategy

Clinical Practice 
Groups  

Tackling obesity, 
alcohol and 
smoking 

Staff Wellbeing

RFL as Anchor 
Institution

• employment

• procurement

• sustainability 

Embedding 

inequalities 

measures for 

routine monitoring

The wider 

determinants 

of health 

Integrated 

health and 

care 

system 

Health 

behaviour 

and 

lifestyles

The places 

and 

communities 

we live in 

Sustainability: Cut patient transport service mileage by 25% by 2025 

Procurement: % spend from local supplier (NCL)

Employment:  % new staff who live in NCL boroughs 

Colorectal: GIRFT outcomes, single colorectal department across RFL, Patient 

experience Frailty: Total bed days; Patients with frailty score on admission, 

Patient experience 

Children and young people: Reduce ED attendance; reduce inequality of service 

provision; reduce variation between services 

Reduce readmission rates for patients with Heart Failure - North Camden PCN 

(pilot)

Reduce medically optimised patients in acute beds in Barnet

Reduce patients with LOS > 21 days in Barnet

Enfield ICP – KPIs TBC 

Barnet Innovation 
Community Fund 

Camden, Enfield 
and Barnet 
Integrated Care 
Partnerships 

GOVERNANCE:

GOVERNING OBJECTIVES: Excellent health outcomes, outstanding experience for staff and patients and sustainable organisation 

Staff wellbeing: Improved staff satisfaction or reduced staff sickness absence 

for staff 

Patients: Improved recording of BMI, alcohol and smoking status

Reduce alcohol-related hospital admissions KPIs TBC

5.1 Overview of our population health approach

Key messages:

- We aim to improve physical and mental health outcomes, promote wellbeing and reduce health inequalities across 

the population and communities we serve, within and beyond the hospital walls .

- We will do this by working with our staff, patients, communities and the wider health and care system.

- We have a strong focus on measuring and reporting on inequalities. Routine monitoring of inequalities is an 

important way of identifying problems, focussing on areas for change and monitoring impact of our actions.
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5.1 Royal Free London as an Anchor Institution

Key messages:
• Only 10-20% of health is affected by healthcare services. The remainder is affected by wider behaviours and socio-

economic circumstances. The COVID-19 pandemic has further highlighted inequalities in the populations we serve. 

• By choosing to invest in and work with local people and communities, RFL can have a greater impact on the causes of good 

health and reduce health inequalities.

The RFL Population Health Committee has identified three 

priority areas as an Anchor institution for 2020/2021:

2019 Health Foundation

Anchor institutions are large, typically 

non-profit, public sector organisations 

whose long-term sustainability is tied to 

the wellbeing of the populations they 

serve. Anchors get their name because 

they are unlikely to relocate, given their 

connection to the local population, and 

have a significant influence on the health 

and wellbeing of communities.

NHS organisations like Royal Free 

London are rooted in their communities. 

Through the size and scale, the Trust can 

positively contribute to our local 

populations in many ways beyond 

providing healthcare. 

Employment, with focus on local 

employment

Procurement, with focus on local 

procurement and social values

Sustainability, with focus on improving 

air quality
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5.3 Improving Equity and Reducing Inequalities

Key messages:
• The COVID-19 pandemic has further exposed persisting inequalities in health outcomes in our population including our staff, 

patients and our community.

• Addressing inequalities is identified as one of the top priorities for NHS providers in Phase 3 of NHS Covid response as well

as 2021/22 operational planning 1,2.

1NHS England (2020), Third phase of NHS Response to COVID-19;       2NHS England (2020), Operational priorities for winter and 2021/22

To improve health, 
increase equity and 
reduce inequalities 

among staff, patients 
and community, we 

need to…

Understand inequalities 
in our staff, patients and 

communities

Monitor inequalities in 
access and outcomes

Implement changes to 
address inequity

Ensure new programme 
or changes are designed 
to be inclusive & reduce 

inequalities

NHS England and Improvement commissioned a national 

advisory group to set out how the NHS can best tackle 

health inequalities in the latest phase of COVID-19 

response and recovery. 

The group identified eight urgent actions to address 

inequalities in NHS provision and outcomes: 

1. Protect the most vulnerable from COVID-19

2. Restore NHS services inclusively

3. Develop digitally enabled care pathways in ways which 

increase inclusion

4. Accelerate preventative programmes which proactively 

engage those at greatest risk of poor health outcomes

5. Particularly support those who suffer mental ill health

6. Strengthen leadership and accountability.

7. Ensure datasets are complete and timely

8. Collaborate locally in planning and delivering action
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5.4 Population Health Management

Key messages:

• The Royal Free London NHS Foundation Trust is partnering with the HealthEIntent programme to create a single 

integrated care record for residents across NCL. 

• Using data to think about the drivers of ill health and which populations are most affected can lead to better 

outcomes, reduced inequalities and reduce demand on hospital services. 

Population Health Management is a partnership 

approach across the NHS and other health and 

care organisations. It is a way of using historical 

and current data to understand what factors are 

driving poor outcomes in different population 

groups.

By using data in this way, we can then design 

new proactive models of care which will improve 

health and wellbeing today and in the future. 

This could be by stopping people becoming 

unwell in the first place, or by improving how the 

system works together to support people’s 

diverse needs.

HealthEIntent is NCL’s Population Health Management 

platform.

At a population level there will be a shared picture of 

what is happening for teams to identify areas where 

they can improve care and reduce health inequalities, 

or to highlight where they can be assured that high 

quality care is being provided. 

Clinicians and care workers will be able to see the 

relevant information for their individual patients / clients 

so that they can take appropriate action.

The system is in development and Royal Free London 

data has been incorporated along with GP data since 

April 2021. Data from all NHS trusts and local 

authorities is expected by Autumn 2021.
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Chapter 6.

Recommendations on future areas 
of work



Recommendation 1: Adopting population health 

approach across the Trust

• Population health aims to improve the health and 

wellbeing of the entire population that we serve.

• As an Anchor Institution deeply embedded within our 

community, we can positively contribute to the health of 

our community through providing good employment 

opportunities, purchasing locally where we can, and 

reducing NHS carbon emission and air pollution.

• Whether developing a new service or implementing a 

programme, we should always think about our potential 

opportunity to contribute to the local economy.

• Population health management, enabled by NCL 

HealthEIntent, provides opportunities to take a data 

driven approach to understand the factors that drive 

poor health outcomes in population sub-groups and 

inform how we mitigate these.

Recommendation 2: Embedding systematic 

approach to reduce health inequalities

• As highlighted by the COVID-19 pandemic, there are 

persisting health inequalities in our society.

• Various programmes and initiatives within RFL aim to 

address different aspects of inequalities.

• We must adopt a systematic approach across the Trust 

to routinely monitor and mitigate these inequalities in our 

Trust wide approach.

Recommendation 3: Embedding prevention in all 

that we do

• Every 24 hours, the NHS comes into contact with over a 

million people at moments in their lives that bring home 

the personal impact of ill health.

• Making Every Contact Count helps people improve their 

health. This is an important role for all healthcare 

professionals.

• Smoking remains the leading preventable cause of 

death in England. We can improve how we identify 

smokers and routinely record their smoking status, 

provide very brief advice and pharmacotherapy while 

patients are in the hospital and ensure follow up in the 

community on discharge.
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