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Looking back and looking forward
This report reviews our work tackling inequalities and embedding 

prevention across Royal Free London NHS Foundation Trust (and the 

population we serve). A Data Supplement is provided with additional 

detail. The Royal Free Group joined in partnership with the North 

Middlesex University Hospital after this report was finalised. We are 

committed to sharing best practice strategically and operationally.  

Looking forward we will produce a joint Population Health Annual 

Report for 2022/23.

Our Trust
The Population Health Approach is owned by leaders across the Royal 

Free Group and our partners in North Middlesex University Hospital and 

the wider Integrated Care System. We are passionate in our work as an 

Anchor institution,  particularly in areas of employment, procurement 

and sustainability, in improving staff health and wellbeing, in embedding 

prevention in healthy living hubs, in the Trust health and care strategy 

and  clinical practice groups, in borough partnerships and beyond. 

Our Population
We serve a diverse population. Our population health approach is led by 

understanding our residents’ needs, identifying and addressing 

inequalities in life expectancy and healthy life expectancy and 

embedding equity and prevention in what we do.

COVID-19
The Trust and our residents have faced incredible pressures due to the 

COVID-19 pandemic and its ongoing impact on health, employment, 

education and all aspects of life. COVID-19 has deepened existing 

health inequalities, and infection increases the risk of subsequent 

health burdens such as “long covid”. 

Health inequalities

The Equitable Recovery Programme is a key part of the Trust’s 

accelerated recovery agenda. We are using a data-driven approach to 

ensure our work narrows the inequalities in access that have been 

widened by the pandemic. 

Prevention

The newly established Healthy Living Hubs are creating a seamless 

system-wide prevention service, making referrals simpler and services 

more accessible in order to reduce health inequalities and increase life 

and healthy life expectancy. 

The Flourish@TheFree programme is empowering staff in Bands 1-5 to 

co-design and co-develop sustainable, targeted health and wellbeing 

activities to address health inequalities seen in these staff groups. 
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Executive summary

Recommendations

1. Embedding prevention – integrating the Heathy 

Living Hubs and Flourish@TheFree programme into 

business as usual

2. Embedding equity – through high quality data and 

distributed leadership across the trust

3. Anchor institution – support for local employment 

and procurement, and the Trust’s Green Plan

4. Partnership working – through our population 

health Committee in Common

5. Living with COVID-19 and its ongoing impacts –

understanding its ongoing health burden and how it 

deepens inequalities
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Population health in review

The last year has seen the Trust rise to the ongoing challenges of the COVID-

19 pandemic and its long-lasting impacts on health and inequalities. 

The Trust has continued to embrace a population health approach, with the 

Public Health Team acting on last year’s recommendations to focus on

• Establishing the Equitable Recovery Programme to reduce inequalities in 

access deepened by COVID-19

• Establishing Healthy Living Hubs to embed prevention in all that we do

Population health looking forward

As we move to “living with COVID-19”, we use this report to highlight the 

impact of the pandemic on the Trust and the population we serve. This 

requires us not only to look back, but also to look forward at the ongoing 

impact of post-covid syndrome (“long covid”) and increased inequalities. 

The Equality, Diversity and Inclusion agenda has been highlighted during the 

pandemic, with many of the most marginalised and disadvantaged being hit 

hardest by COVID-19 and its wider impacts. We have produced a Data 

Supplement for this report with further information on protected 

characteristics, vulnerabilities, and other axes in which health inequalities are 

seen. 

Population Health can only be delivered in partnership with our colleagues in 

the NHS and academia, local authorities, voluntary and community sector and 

private sector and with the people we serve. As RFL and North Middlesex 

University Hospital start working together in partnership, we are aligning our 

Population Health approaches and sharing our learning. The 

recommendations highlighted in this report will be reviewed with our partners 

in NMUH moving forwards.

About the RFL Public Health Team

The Public Health Team sits in the 

corporate arm of the Group and reports to 

the 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 Borough Partnerships 

to embed prevention across pathways, 

develop plans to ensure RFL is an 

effective Anchor Institution, and enable 

the Trust to take a data- and evidence-

driven approach to equalities and 

prevention.

We are an accredited training team and 

host Public Health Registrars and 

Fellows.

Dr Tamara Djuretic

Joint Director of Public 

Health RFL & Barnet

Dr Judith Stanton

Deputy Director of 

Public Health 
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To improve physical and mental health outcomes, promote wellbeing and reduce 

health inequalities across an entire population, within and beyond the hospital walls 

APPROACH AND ACTIONS MEASURING SUCCESS 

RFL Population Health Committee; RFL People’s Committee

Health and Care 
Strategy

Clinical Practice 
Groups  

Healthy Living 
Hubs: tackling 
obesity, alcohol and 
smoking 
Flourish@TheFree

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: % of spend on local suppliers (NCL)

Employment:  % new staff who live in NCL

H&C strategy in place with clear goals. Business units and services monitor

progress against goals. Working to define clear metrics aligned to the governing 

objective of delivering ‘excellent outcomes’

CPG: all new pathways to include MECC; 30% adoption rate MECC in each 

pathway

Barnet, Camden and 
Enfield Borough 
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 

Improved recording of BMI, alcohol and smoking status

Reduce alcohol-related hospital admissions KPIs TBC

Population health approach at the Royal Free Group 2021/22

POPULATION

HEALTH

Borough Partnerships are currently developing outcome measures in relation to starting 

well, living well and ageing well.

Barnet: Improved oral health in children under 5 years of age

Increased health checks uptake in areas of highest deprivation
Enfield –To reduce obesity and smoking rates

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

(pilot)
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2021/22: Progress on key metrics
Sustainability: On track: patient milage cut by 19% 2016/17-2020/21 (1260 miles to 1016 miles)

Procurement: The newly established group are discussing the metrics and once clearly defined will 

seek to establish a baseline and reporting method.

Employment: 39.7% of new staff live in NCL boroughs; 47.1% of all staff live in NCL boroughs

Strategy: Each business unit and clinical theme has identified metrics most relevant to their individual 

strategies. Trust-wide goals at years 1, 3 and 5 have been agreed towards the delivery of our ‘Excellent 

Health Outcomes’ governing objective. Work is ongoing to define metrics that will demonstrate each 

business unit and service’s progress and contribution towards this overarching governing objective.

CPGs: Objective set for Y1 30% CPGs with MECC built in; then increase 20% per year

Integrated Care System metrics in development

Borough Partnership data pending

Staff wellbeing: Staff sickness absence: 2020: 4.20%; 2021: 4.18%

Staff morale (0 worst, 10 best): 2020: 6.06  (national average: 6.19); 2021: 5.65 (national average: 5.74)

BMI, alcohol and smoking status: Data pending

Alcohol-related hospital admissions: Data pending

Wider 

determinants 

of health

Health 

behaviour 

and lifestyles

Integrated 

health and 

care system

The places and 

communities we 

live in
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Governance and community of practice

NMUH and RFL have approved a shared population health committee-in-common to support 

population health strategy and programme oversight. Relevant teams have regular interaction to 

share learning on the shared priorities and work more efficiently together. 

Partnership: North Middlesex University Hospital NHS Trust

Healthy Living Hubs

Both Trusts are working to support patients and residents to access 

support for wider determinants of health. NMUH has an existing 

Community Advice Hub which supports patients with housing, finances 

and community activities. This Hub is delivered in partnership with the 

Haringey Council Connected Communities programme, and voluntary 

sector partners in Enfield.  The next step is to include support for alcohol 

misuse, tobacco dependency and obesity. NMUH colleagues have joined 

the RFL Healthy Living Hub steering group to ensure shared learning.

Supporting High Intensity Users

NMUH host a system MDT which supports adults who frequently attend 

the Emergency Department, working in partnership with the London 

Ambulance Service, Community and Social Services, the Voluntary Sector 

and Primary Care. 

NMUH also sees a high number of attendances of children under 1 year 

old, and provides a parent education and peer support programme, ABC 

Parents, which helps increase knowledge and skills so that parents feel 

confident to manage their child’s health in the best setting for them. 

Key points

• North Middlesex University Hospital NHS Trust (NMUH) entered a partnership with RFL in April 2022 with shared leadership 

roles of Accountable Officer and Chair, a partnership agreement to March 2023 and a number of shared workstreams

• One of the areas of collaboration is population health. There are opportunities to work together to support the health of the

population of Enfield in particular. NMUH also provides services to Haringey residents. Together RFL and NMUH provide 

services to residents of four of the five boroughs of North Central London (NCL)

• There are opportunities to deliver joint projects and share learning to improve the health of the population across NCL.

• NMUH has prioritised tackling tobacco dependency as a ‘breakthrough objective’ in the Trust’s Patient First Strategy
Population Health Analysis

Understanding population health data is a key 

requirement for systems in the NHS operational planning 

guidance for 2022/23.

Both Trusts are working together to understand their 

data around inequalities, which will allow for 

comparison and greater depth of understanding. 

Understanding inequalities in access to services will 

support more informed waiting list management. 

Working together to support young people locally

NMUH have delivered a pilot cohort of community 

mentors in 2021/22, where NHS staff are trained to 

mentor young people aged 13-19 in Haringey and 

Enfield.

This is now being funded by the NCL inequalities system 

fund and expanded to include all NHS Trusts serving this 

community, with RFL planning to host a cohort of staff 

mentors to be trained in 2022/23.

Sources: NHS Operational Planning 

Guidance 2022/23: [56]
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Our population: By borough

BARNET
(pop. 405,000)

4 in 10 White British

2 in 10 Asian

2 in 10 White Other 

Largest elderly 

population in 

London

Higher rates of adult 

obesity

CAMDEN
(pop. 279,000)

4 in 10 White British

3 in 10 White Other

2 in 10 Asian 

Large working-

age population –

fewer children 

and older adults

Higher rates of alcohol 

dependency

ENFIELD
(pop. 339,000)

3 in 10 White British

2 in 10 Black

2 in 10 White Other 

High levels 

deprivation to the 

east of the borough

Higher rates of alcohol 

admissions

outpatient    

episodes
439K

ED episodes75K

inpatient 

admissions
70KLower rates of 

depression

Higher rates of 

severe mental illness

outpatient    

episodes
169K

ED episodes25K

inpatient 

admissions
18K

outpatient    

episodes
232K

ED episodes40K

inpatient 

admissions
28K

Higher rates of 

children’s emergency 

care use

OTHER KEY 

AREAS

Admissions/episodes by borough 

across RFL 2021/22: 

North Central London Integrated 

Care System: Barnet, Camden, 

Enfield, Haringey, Islington

Large numbers of patients from 

Brent (West London) and 

Hertsmere (Hertfordshire) 
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Ages 20-64
(pop. 643,419)

Ages 65+
(pop. 143,340)

Ages 0-19
(pop. 232,842) 69%

population from 

ethnic minority 

groups

Highest proportion of Black 

(16%) and Mixed Race 

(12%) residents

66%
population from 

ethnic minority 

groups

Highest proportion of Other 

White (27%) and Asian 

(18%) residents

45%
population from 

ethnic minority 

groups

Highest proportion of 

White British (55%) 

residents

14 in 100 of all A&E visits, but 

only 7 in 100 of all inpatient 

and outpatient episodes 

4 in 10 all inpatient episodes

3 in 10 all outpatient episodes

2 in 10 all A&E episodes

Healthcare need rises with 

age, but our residents are 

mostly young… 

2 in 3 residents age 

90+ are women 

3 in 4 paediatric 

inpatients are under 1 

year old

…so the age group 

with the greatest 

number of healthcare 

episodes is those 

aged 30-39

Demographics for combined Barnet, Camden and Enfield population; hospital episode statistics for all patients 
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Much

of this 

is due to 

different rates 

of heart 

disease, 

respiratory 

disease 

and 

cancer

Housing, unemployment, work and 

financial stress, access to services, 

racism, homophobia, and many other 

material conditions drive these vast 

health inequalities – with COVID-19 

deepening these inequalities

Tackling the causes of ill health:

• Healthy Living Hubs

Tackling the causes of the causes of ill 

health:

• Anchor institution

• Equitable Recovery Programme

• Flourish@TheFree programme

In Camden, men living in 

the poorest areas lose

13 years of life 

expectancy compared 

to those in the wealthiest

Deprivation 

and inequality  

harm health 

and shorten 

lives

Smoking, 

alcohol, 

& obesity.    are 

modifiable 

lifestyle  

causes of 

these long term 

conditions

POPULATION HEALTH 

APPROACH

On average, people in 

NCL can expect to 

spend the last 20 years 

of their life not in good 

health. This burden is 

unequally distributed, 

with the most 

disadvantaged 

spending much longer 

in “fair” or “poor” health
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COVID-19: Acute impact
Key points

• Royal Free London saw 3,888 Covid-19 admissions in 2021, with 35% of these in January. Of these admissions, 573 inpatients 

died from COVID-19 in 2021

• While all boroughs saw the same overall trends in case rates, there was significant variation in rates between the boroughs

• Vaccine uptake is lower in London than in England, with Camden’s uptake the lowest of the Barnet, Camden and Enfield

COVID-19 inpatients in RFL       COVID-19 admissions to RFL

COVID-19 patients on mechanical ventilators in RFL

.

COVID-19 at Royal Free Group in 2021

• 3,288 COVID-19 admissions, with 1,158 (35%) in Jan 2021

• Maximum of 520 inpatients with COVID-19 (11th Jan 2021), 

Minimum of 10 (several days in May 2021)

• A maximum of 154 patients with COVID-19 on mechanical 

ventilators (28th Jan 2021) and a minimum of 1 (2nd May 2021)

• 573 deaths in hospital from patients who had tested positive 

for COVID-19 in previous 30 days

PCR-confirmed case rate per 100,000

Barnet Camden Enfield

COVID-19 in the community in 2021

While all the boroughs have followed similar trends, rates of PCR-

confirmed cases have varied, with no single borough seeing 

consistently higher or lower rates.

Vaccination uptake

Vaccine uptake is lower in London than in England. As of February 

2022, Camden has the lowest uptake (65% first dose, 58% 

second, 41% third/booster), Enfield has very similar levels to 

London (69%, 63%, 44%), and Barnet has slightly higher figures 

(72%, 67%, 49%). By contrast, the England rates 

are 91%, 84%, 65%.

.
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Post-covid syndrome (“long covid”)
Key points

• Disease burden in post-covid patients is high, with an estimated 2.1% of the population and 3.1% of healthcare staff 

showing post-covid syndrome symptoms (“long covid”) without an alternative explanation

• This increases the disease burden likely to be seen by the Trust, while also decreasing staff capacity

• RFL’s respiratory teams’ post-COVID-19 clinics are working to provide patient-centred holistic post-covid care with 

streamlined pathways including early investigation and identification

Post-covid syndrome in our residents

In January 2022, an estimated 2.1% of the national 

population had long covid, with 42% of these 

reporting that their symptoms began over a year 

ago. Applying this to our residents:

• 21,000 residents with long covid

• 9,000 residents with long covid symptoms for 

over a year

Post-covid syndrome in our staff

Healthcare workers are at increased risk of long 

covid.  In January 2022, 3.1%, or nearly 50% more 

than the general population, were estimated to 

have long covid. Applied to our staff of 

approximately 10,000 people, this predicts 

• 310 RFL staff with long covid

Some of these staff will no long be able to work 

due to long covid.  Others may reduce their hours 

or require additional accommodation.

What is post-covid 

syndrome?

Post-covid syndrome or 

“long covid” describes a 

wide range of physical and 

mental symptoms arising 

after a COVID-19 infection 

that are present at least 12 

weeks after the initial 

infection and do not have 

an alternative explanation. 

Typically a cluster of 

symptoms are experienced. 

Symptoms and their 

intensity can change over 

time, and may severely limit 

the ability to carry out day-

to-day tasks including work 

and caring responsibilities. 

Our services

Despite not being designated NHS 

long covid “hubs”, both the Royal 

Free Hospital and Barnet Hospital 

respiratory teams run clinics to 

support discharged COVID-19 

patients, taking a holistic view of 

physical and psychological 

symptom burden, streamlining 

pathways for investigations and 

specialty referral, and supporting 

them to appropriate community 

care. 

Post-covid syndrome impacts

• Pain, fatigue, difficulty concentrating

• Employment, financial and relationship 

difficulties

• Depression, anxiety and increased risk of 

suicide

Introduction and 
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COVID-19 impacts: Healthcare
Key points

• During the pandemic, patterns of need, health seeking behaviour, and availability of routine healthcare changed

• Work is ongoing to understand where there is unmet need and where we are seeing drops in need due to higher 

mortality rates in certain patient groups

• Future challenges of long-term effects of Covid-19 include high impact on healthcare need, inequalities and staffing

Looking back 

A review by DHSC and ONS in September 2021 looked at the direct and indirect health impacts of COVID-19 in England. They 

found over the first 18 months of the pandemic:

1. Changes in individual need1

Infectious diseases 

(non-COVID-19)

Road traffic accidents

Air pollution 

Abuse and domestic 

violence

Alcoholic liver disease

Substance misuse

2. Changes in health seeking behaviour

There was a sharp drop in GP consultations at start of pandemic.  

Rates have now recovered to pre-pandemic levels, but the shortfall has 

not been made up

Highest drops were in the oldest (70+) and youngest age groups (0-11). 

3. Primary care

Routine referrals to secondary care 

dropped by 75% at the start of the 

pandemic; rates are recovering, but 

the shortfall has not been made up 

“Missing” patients? 

Drops in diagnosis and 

referrals are likely to reflect 

both unmet need in the 

population and COVID-19 

deaths in high need groups. 

Work is ongoing at NCL 

level to understand genuine 

levels of unmet need when 

this is taken into account. 

Looking forward

• High vaccine coverage has dramatically reduced hospitalisation due to COVID-19, however 

vaccination may not prevent hospitalisation of future variants.

• Long term impacts of COVID-19 are still being understood.  We are likely to see increases in 

incidence and prevalence of heart failure, stroke, renal failure, and other long term conditions

• Staff burnout due to covid pressures and the impact of long covid on staff are likely to impact 

staff wellbeing, staffing capacity, and organisational resilience.

• RFL is active in long covid research, with support from the Royal Free Charity

4. Waiting times

Waiting times rose sharply at the start of the 

pandemic. They have dropped from that peak, 

but are still high. In Jan 2019, median national 

wait was 8.4mo, in Jan 2022, it was 13mo.

5. Hospital activity 

Excluding COVID-19 admissions, there were 

3.5m fewer elective admissions and 1.6m fewer 

emergency admissions in the first year of the 

pandemic compared to the previous year

Introduction and 
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COVID-19 impacts: Wider determinants of health

COVID-19 has further 

deepened health inequalities 

through its unequal impact 

on the “causes of the 

causes” of ill health

Financial need

The pandemic has deepened financial 

inequalities, with middle and high income 

households more likely to have built up 

savings due to cuts in discretionary 

spending, while lower income households, 

for whom a high proportion of spending is 

essential, have seen drops in income and 

rising debt. 

Social and 

community 

networks 

Social networks are vital for 

wellbeing, resilience and 

mental and physical health. 

Levels of loneliness increased 

over the first year of the 

pandemic, with younger adults 

and people living in areas of 

higher deprivation most 

affected. 

Housing

Poor housing conditions and 

overcrowding have been associated 

with higher risks of covid spread. 

During lockdowns and other covid

restrictions, spending longer at home 

in poor quality housing has 

exacerbated the impacts of this 

housing on health and wellbeing

Work

The effects of the pandemic on working conditions and 

working stress have varied, with some occupations facing 

higher risks from COVID-19 and some seeing much higher 

levels of job precarity.

Unemployment

Unemployment benefit claims 

more than doubled Mar-May 2020. 

Rates have fallen since then but, 

as of Jan 2022, have not yet 

reached pre-pandemic levels. 

Education

In 2020/21, primary 

school pupils had a 

learning loss of 0.9 

months reading progress 

and 2.8 months 

mathematics progress. 

Secondary school pupils 

had an overall learning 

loss of 1.8 months 

progress. Learning loss 

was higher in those from 

disadvantaged 

backgrounds. 
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Health inequalities

Key points

• Are persistent inequalities in our society, which manifest as variations in health outcomes, access to and experience 

of health care.

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

• This monitoring will track our work to reduce health inequalities in our services over time.

Social, economic, 

environmental 

inequalities

Inequalities in the “causes of 

causes of ill health”: education, 

housing, employment, 

discrimination, stress 

Inequalities in access to 

healthcare

Inequalities in use of - and 

experience of - healthcare

Inequalities in health burden and 

health outcomes

Core20PLUS5

National approach to tackling health inequalities at a system level, seeking to reduce 

inequalities both for those in the 20% most deprived neighbourhoods (“Core20”) and 

those locally identified as most affected by health inequalities (“PLUS”). 

5 key areas are identified as requiring accelerated improvement: 

• Maternity: Continuity of care

• Severe mental illness (SMI): Annual physical health checks

• Chronic Obstructive Pulmonary Disease (COPD): COVID-19, flu and pneumonia 

vaccine uptake

• Cancer: Early cancer diagnosis

• Hypertension: Case-finding

Monitoring inequalities

Good data are the key to identifying and 

tackling inequalities as well as monitoring 

processes and outcomes by equality 

characteristics.  We are working in 

partnership with North Middlesex 

University Hospital to jointly develop an 

inequality dashboard

Introduction and 
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……………….Problem: Barriers to access, 
…………..….attendance and engagement 
………..……keep patients from getting the 
………..….care they need
………….Actions: Codesign embedded in
…………patient administration redesign and
………patient information services
……Outcomes: Improved, more equitable
….access; reduced DNAs and cancellations for 
trust

Problem: NCL has seen a drop in some kinds 
of patient activity: where are these patients?
Actions: NCL-wide analysis to identify
where drop in patient activity means
patients are not receiving necessary 
care. New digital pathways to identify, 
(self-)refer and prioritise these 
patients
Outcomes: Improved outcomes 
for local population; reduced 
uncertainty for trust

Problem: Rates of ethnicity 
recording vary across the trust
Actions: Monitoring and 
accountability through monthly KPIs, 
finding and sharing best practice
Outcomes: Improved identification of 
inequity and ability to measure effect of 
any service improvements

Problem: Waiting times once in the system vary 
…by ethnicity and deprivation
…......Actions: Dedicated team of patient
………..navigators and analysts to understand 
…………and address barriers
…………....Outcomes: Improved equity for 
……………..patients; reduced DNAs and 
………………other costs for trust

. 

Accelerated recovery is a key priority for RFL and the wider health system.  The key is to do this in an equitable way to avoid 

increasing health inequalities in the population we serve

Missing 

patients: Who is 

missing from our 

waiting lists? 

Waiting list 

equity: Identifying 

and reducing wait 

time gaps

Better data: 

Improving recording 

of ethnicity and 

other protected 

characteristics

Codesign: 

Systems that work 

for our patients

Introduction and 
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Preventing ill health and its impacts
Primary prevention: Preventing ill health by tackling its causes

The most effective and cost-effective way to tackle ill health is to prevent it before it starts, whether this is addressing the

behaviour that directly causes the ill health (e.g. smoking, diet, drug and alcohol consumption) or addressing the wider factors

known to influence health (e.g. education, environment, employment status, access to healthcare services: the “causes of the 

causes”).

Secondary prevention: Preventing ill health by catching it early

For many types of ill health, the sooner it is diagnosed, the easier it is to treat and the better the outcome for the patient. We 

have a number of screening programmes to support this approach.  This is true for physical illnesses such as cancers or types

of heart disease, and for mental illnesses such as depression or anxiety. Even when an illness cannot be fully cured, early 

intervention can dramatically improve outcomes.

Tertiary prevention: Preventing the impact of ill health

Where ill health is not prevented, we can mitigate its impact on the outcomes that matter most to our patients. For some, this 

may be through lifestyle interventions, such as stopping smoking to improve COPD outcomes, whereas for others this may 

involve being part of a multiagency team supporting a patient’s independent living, or tailoring rehab and ongoing medications 

to patient’s priorities. 

Helping a 

pregnant 

person 

stop 

smoking

Pregnancy/Birth: Reduced risk of complications for mother 

and baby inc. reduced risk of miscarriage, premature birth, low 

birth weight and stillbirth

Child: Reduced risk of sudden infant death syndrome and 

childhood health harms, reduced risk of starting smoking

Parent: Reduced risk of 50 serious health conditions including 

many cancers, cardiovascular diseases, chronic respiratory 

diseases including COPD.

Lower healthcare use, fewer 

appointments and admissions

Less complexity in cases, 

better outcomes from 

treatment

Savings to the NHS

Longer, healthier, happier lives 

for our residents
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How the Royal Free puts prevention at the heart 

of everything we do

Ixxxxxxxxx Integrated Care Systems 

xxxxxxxxx provide new opportunities to 

xxxxxxxx collaborate on the prevention 

xxxxxxx agenda. North Central London’s 

xxxxx whole system data and analytics 

longer approach allows us to identify and 

longer monitor cohorts and individuals who 

can most benefit from preventative support

Flourish@TheFree is a programme for staff in 

bands 1-5, launched in Feb 2022 to improve 

health and wellbeing and sense of inclusivity. 

The programme, which builds 

on the success of a pilot Vanguard 

project in 2019, is being co-designed 

and co-developed by staff themselves.

The NHS Long Term Plan will 

fund evidence-based programmes 

focused on reducing smoking 

across NCL . LTP aims “to maximise 

the opportunities that patient contact 

And hospital admissions bring to help 

people to improve their health” with a 

particular focus on smoking, alcohol and 

weight

This project will pilot a seamless system-wide 

x prevention service for the populations of 

longer Barnet, Camden and Enfield. A multi-

xx        stakeholder steering group including 

xxxx RFL, NMUH, local authority,           

xxxxxxx community and primary care

colleagues is co-developing  an   

xxxxxxxxx integrated healthy living hub 

axxxxxxx.    approach.

Flourish@TheFree

Programme

Putting our staff’s 

health first

Healthy Living

Hubs

Supporting staff 

and patients to 

change their lives

Long Term Plan

Making every 

contact count

Whole system 

approach

Working with 

partners across 

public services
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Flourish@The Free Programme

Staff Health and Wellbeing

36% RFL staff reported experiencing musculoskeletal 

problems in the last 12 months as a result of work 

activities.  Approx. half of all staff (45.7%) said they 

had felt unwell as a result of work-related stress 

during the last year1. 

Bands 1-5 staff

There are approximately 5,000 staff in bands 1-5, 

representing 47% of all staff at the RFL. Staff in lower 

pay bands are more likely to have worse health 

outcomes and are more likely to report feeling 

undervalued at work and less likely to access 

workplace wellbeing initiatives.A higher proportion of 

staff in these bands come from ethnic minority 

communities who have been disproportionately 

affected by COVID-19.

Staff absences are higher in Bands 1-5 compared to 

the average across RFL. 

Key points

• There are 5,000 RFL staff in Bands 1-5.  They are more likely to have worse health outcomes than staff in higher 

bands. They are also less likely to access universal workplace wellbeing initiatives.

• Supporting staff in Bands 1-5 co-design their own health and wellbeing activities, increases participation in these 

activities, improves health and wellbeing and attendance rates, and increases a sense of belong and being valued.

• The Royal Free Charity has provided funding to deliver this programme for staff in Bands 1-5 from Feb 2022 – Jan 

2023.  This will will involve co-design and co-development with staff themselves and also build in sustainability

Improving Wellbeing and Sense of Inclusion

A previous Vanguard programme focussing on 350 Facilities staff 

took place at RFL in 2016-2019. This involved co-developing a 

programme that included walks arranged at a convenient time, a 

newsletter, “step” challenges, cookery classes, sports events, 

and a walking trip to Snowdon. Feedback was overwhelmingly 

positive with staff reporting:

Funding has been received to deliver the Flourish@The Free 

programme for staff in Bands 1-5, building on the success of the 

previous Vanguard programme. The key aims are to:

• Enable and empower lower band staff to identify their needs 

and become engaged in their health and wellbeing

• To co-design and co-develop their health and wellbeing 

programme

• Build in sustainability with training and supporting champions

• Evaluate the programme

Feeling more 

valued and 

confident

Better 

physical and 

mental health

Improved 

attendance

Introduction and 

year in review
Our residents COVID-19 Inequalities Prevention Recommendations



worldclassexpertise local care

Healthy Living Hubs

Prevention – the current picture 

Good evidence exists of effective and cost-effective 

interventions for harmful health behaviours. However, the current 

approach to prevention across NCL is:

• Inequitable - varying levels of service provision available 

• Fragmented  – not clear who is eligible for which services

• Fragile – reliant on short term funding leading to inconsistent 

service provision

Key points

• Having multiple harmful health behaviours is associated with poorer health outcomes, yet health behaviours are 

often tackled in isolation e.g. smoking, alcohol, weight management

• Current prevention services across NCL are inequitable, fragmented and fragile.

• This pilot project will create a seamless system-wide prevention service, co-designed and co-developed by a multi-

stakeholder steering group. 

• We aim to make referrals simpler and services more accessible in order to ultimately reduce health inequalities and 

increase life and healthy life expectancy 

Healthy Living Hubs – A pilot project

This programme, funded by NCL inequalities fund, aims to 

address these issues by piloting a seamless system-wide 

prevention service for the population of Barnet, Camden and 

Enfield, overseen by multi-stakeholder steering group including 

RFL, NMUH, local authority, community and primary care 

colleagues, who will co-design and co-develop an integrated 

healthy living hub. Healthy Living hubs will make referrals 

simpler and services more accessible. Ultimately the aim is to 

achieve:

Multiple Risk Factors

Risk factors such as smoking, alcohol consumption poor diet 

and inactivity are major preventable contributors to death 

and disease - as well as health inequalities - in our 

population. Co-occurrence of these health behaviours exist. 

Research found 7 in 10 people had more than two with 

those in lower socio-economic groups being more likely to 

have multiple risk factors. Having multiple risk factors is 

associated with poorer health outcomes. Yet, health 

behaviours are often tackled in isolation.

Better prevention 

and management 

of long term 

conditions

Decreased rates 

of smoking, 

alcohol and 

obesity

Decreased 

inequalities in 

rates of smoking, 

alcohol and 

obesity

Reduced inequalities 

in health outcomes 

associated with 

lifestyle factors

Increased life 

expectancy and 

healthy life 

expectancy

Introduction and 

year in review
Our residents COVID-19 Inequalities Prevention Recommendations



Recommendations



worldclassexpertise local care

Recommendations
Recommendation 1: Embedding prevention

Prevention is a health equity issue. Preventable harms from 

tobacco, alcohol, stress, diet and lack of exercise make up much 

of the difference in healthy life expectancy between those in the 

most and least deprived areas. 

→ Sustainable, co-designed outputs from Flourish@TheFree 

programme must be supported by the Trust to ensure we live our 

values in supporting our Band 1-5 staff’s health and wellbeing.

→ Healthy Living Hubs will embed prevention into every business 

unit. This must be supported by training, high quality data 

collection and reporting, and a shared commitment to our 

residents’ and patients’ longer, healthier lives. 

Recommendation 2: Embedding equity

The success of the Equitable Recovery Programme shows the 

value of data-driven, targeted approaches to improving 

performance and reducing inequalities. The ongoing impact of 

the COVID-19 pandemic only strengthens the case for making 

this part of business as usual across all areas of the Trust. 

→ Routine data collection, monitoring and reporting in every 

business unit to identify and target health inequalities.

→ Making equity a priority across the Trust, with clear ownership 

within each business unit, will enable strong distributed 

leadership on this vital area.

Recommendation 3: Anchor institution

As a major local employer and economic actor, the Trust has a 

key role in our communities, economy and environment.  

→ Local employment and training opportunities are vital to 

tackling inequalities and empowering our community.

→ The Trust’s Green Plan must be embedded at all levels and to 

support our staff and residents’ right to a healthy environment in 

which to live and work.

→Local procurement strengthens our local economy and builds 

valuable links with the community.

Recommendation 4: Partnership working

Partnership working is key to everything we do. Our new 

Population Health Committee in Common with North Middlesex 

University Hospital shows our shared ongoing commitment to 

truly collaborative population health. 

→ Ensure that Population Health Approach across NMUH and 

RFL is aligned at the strategic as well as operational level. 

→Ensure wider partnership across the system (including NCL 

ICS, VCS, primary care and residents) are engaged in   

Population Health agenda. 

Recommendation 5: Living with COVID-19 and its ongoing 

impacts

The Trust and our partners across the Integrated Care System 

and beyond have worked tirelessly during the COVID-19 

pandemic to save lives and protect health. However, the impacts 

of COVID-19 are ongoing.

→ Inequalities caused and deepened by COVID-19 must be 

understood and form part of our data- and evidence-driven 

approach to tackling health inequalities.

→ The long-term impacts of COVID-19 on staff and patients –

including post-covid syndrome (“long covid”) and increased risk 

of morbidity following infection – must form part of our planning 

and strategic vision in order to serve population health needs 

over the coming years. 
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