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Measurably Reducing Fuel Poverty, Excess Winter Deaths and Illness in Populations: a population delivery module
1. Introduction

The ABACUS team based at Sheffield Hallam University is here to assist decision-takers on Health and Wellbeing Boards (HWBs). We have expertise in interpreting scientific evidence on the determinants of health and the ‘best buy’ programmes to maximise health outcomes for local populations. HWBs are strategic forums and our strength is strategic solutions.

We have focussed in the first instance on fuel poverty, cold-related illness and Excess Winter Deaths, first because local politicians and public health professionals alike believe they are a stain on our society. There is a compelling ethical case for eradicating them. Second, there is strong evidence on how this can be achieved.  Third, it accords with the Public Health Outcomes Framework developed by central government.  
This is the second of two companion modules, describing a proposed approach to measurably reduce excess winter deaths and disease, including mental ill health, in populations. The first module aims to support processes for joint commissioning of services and supports within a local authority area. This, the second module, makes recommendations about how providers of services commissioned to address the issue can overcome issues of system and scale, so as to have the best possible impact at population level.

This module should preferably be read in conjunction with the Commissioning module.  In that document, a six point plan was described to support the adoption of Excess Winter Deaths and Disease as a priority in the local Joint Health and Wellbeing Strategy. Consideration was given to the vision for improvement, and the setting of meaningful strategy.

This is not intended as a substitute for the wider actions within the Cold Weather Plan addressed at protecting the population as a whole. It is intended to improve outcomes by bringing a basket of evidence based interventions to the most vulnerable systematically, rather than in a patchy and variable way as is largely the case at present (Bentley,  2008).

A significant component of the module was a review of possible interventions, and the construction of an evidence based model which pulls together nine of these into a multifaceted personal resilience plan. This is illustrated in Figure 1. 

This delivery module aims to support the development of systems to bring such a holistic plan to as many of the most vulnerable people as possible. Rather than patchy and variable uptake and use of the nine interventions separately, the plan would be to systematically assess those identified for the potential to benefit from all nine, and to have structures and processes in place to support their delivery and impact (Roche, 2010).

Sitting at the core of this plan are a number of principles derived from the successful management of long term disease and disability. In particular, it is structured around the ‘Decay Model’. This identifies components of a pathway between identification of risk and the active use of protective interventions, where vulnerable people can get ‘lost’ in the system. 

2. The Basis of the Delivery Module

The Delivery Module is based on 3 elements:

The 9 Key Interventions

Evidence to support the 9 Key Interventions was addressed in the Commissioning Module. The components are drawn together in Figure I.

· Intervention 1: Enhance energy efficiency

· Intervention 2: Reduce fuel poverty

· Intervention 3: Maximise personal assets
· Intervention 4: Minimise falls vulnerability

· Intervention 5: Maximise vaccination take-up

· Intervention 6: Optimise personal medication

· Intervention 7: Optimise nutrition and hydration

· Intervention 8: Introduce assistive technology

· Intervention 9: Personal resilience plan (reduce winter emergencies)

Figure 1
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Although the overall model looks ‘busy’ and complex, the major components are largely made up of existing programmes. Elements such as vaccination; medicines utilisation; falls risk management and versions of ‘affordable warmth’ are all currently available. The issue is access for and uptake by the most vulnerable. Appropriate targeting of these key interventions individually, and particularly in combination, to the most vulnerable, should make the existing programmes more cost effective as outcomes improve.

Pro-active care approach
The proposed basis of the delivery model is one based on the systematic approach adopted for the management of chronic diseases in primary care. This depends on:

· Accurate identification of those at risk

· Establishment of a register of those identified for support

· Active use and validation of the register

· Agreement on the appropriate bundle of interventions to be systematically offered

· Use information drawn from the register for evaluation and on-going needs assessment

The approach will need to be significantly modified in the case of programmes to proactively reduce death and disease precipitated by cold weather. The construction and maintenance of registers can be resource intensive. In this case there is likely to be significant shift of list membership from winter to winter. In addition, the best case would involve contribution of cases from across the organisational sectors, which would bring major complexities, for example, in relation to data sharing.

The compromise solution proposed is to construct a ‘list-of-lists’ (Roche, 2010). This involves a series of key workers from across the sectors keeping a prioritised list of patients from their own client group/caseload. These will be the clients for whom they will assure appropriate assessment and delivery of the 9 key interventions. The names and contact details of practitioners holding these prioritised case lists (and their line managers) will, in turn, be held by a Co-ordinator appointed by the Cold Weather Plan (CWP) strategy group. The Co-ordinator’s file of these names will then constitute the list-of-lists, or virtual register. As each practitioner will be responsible for their own list, there will not be a problem about data sharing, or of patient ownership of their own data being held on a distant register.

The ‘Decay’ model

Evidence from the field of medicine has shown that despite a strong evidence base, there is a tendency for only a small percentage of people who could possibly benefit to actually achieve the desirable results of the treatment or therapy. This is demonstrated in relation to a variety of long-term conditions in Figure 2. This demonstrates a number of stages of ‘decay’ in the potential benefit being achieved (Harison, Marshal, Singh, & Tennant, 2006).
Qualitative reporting from programmes across the country would suggest a similar ‘decay’ pathway probable generally occurs in relation to, for example, affordable warmth interventions. (Figure 3).Assuming that such a pathway is likely to exist in relation to a whole range of potential inputs, it will then be important to systematically try to address the various stages of decay, so as to maximise the impact that our evidence based interventions can have on as many as possible with a given health and social care need. Figure 3, therefore identifies four such stages, A – D, which can be the focus for our population-based programme to deliver 9 key interventions to those vulnerable in our population  to excess winter disease and premature seasonal related death. 

Figure 2
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Figure 3. Addressing the ‘decay’ in uptake and use of interventions[image: image5.png]



3. Components of the Decay Model
A. Defining and reaching out to the vulnerable
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Definition
Those who are very old, very young, and with certain underlying health conditions are more at risk from cold weather than others. However, the health of people of all ages is affected by cold homes.
If the intention is to systematically work to reach a particular client group, it will be necessary to be clear in defining the target group or groups. Those vulnerable to seasonal extremes may include, for example:

· Over 75 years old and otherwise frail elderly

· Younger physically disabled

· Those with enduring mental illness (including dementia) that reduces the ability to self-care

· People with learning disabilities

· Families with children,  in poverty

In each category, it would be useful to further define the criteria for inclusion into the target group, including (Department of Health, October 2012, p. 39):

· Pre-existing chronic medical conditions e.g. heart disease, stroke, asthma, chronic lung disease (COPD) or diabetes. In particular, people with multiple long term conditions.

· At risk of, or has had multiple falls

· Housebound, or otherwise low mobility

· Living in deprived circumstances

· Living in houses with mould

· Fuel poor

· Homeless and other marginalised groups

Search strategy

The task then is to develop a ‘search strategy’ which can identify, and draw into the programme those who would best benefit from the intervention set. From a system perspective, there will be a cost-benefit approach to this, to reach a core of potential beneficiaries first of already identified people with whom there is already a link. From this point the search can then be gradually expanded, drawing on other ‘organised elements of society’ which have connections with, or information about other vulnerable clients (Figure 4)

Figure 4
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Constructing a ‘list-of-lists’

The proposal would be to start with the caseloads of social care and community nursing staff. These professionals would use their judgement, as well as definitional criteria, to decide which individuals would be regarded as vulnerable in this respect. Taking this full range of community based professionals as key workers and their vulnerable clients, the resulting ‘list of lists’ would already provide a substantial group which would benefit from systematic application of the 9 key interventions. (Figure 5)
The core list could then be added to, for example, by using other frontline workers:

· From health (GPs, practice nurses, community pharmacists)

· Other public sector partners (fire and rescue; housing/tenancy support; welfare advice)

· Voluntary, community and faith sector; social enterprise.

The problem in relation to expanding the search pattern will be who to designate as a key worker? This will be critical if priority high-risk individuals are identified, who aren’t already on the case-load of one of the health and social care community staff.  Commissioners may decide to procure this function through third sector providers, under the auspices of the CWP Strategy Group, as part as a wider support programme.

Once screening tools and referral guidelines to the various services providing the 9 individual Interventions are established, it may be possible to widen their use to accredited practitioners from these sectors to meet individual shortfalls in client risk management. However, there will probably need to be mechanisms to prioritise clients from the list-of-lists.
Searching for defined sub-groups
There will be much benefit in drawing people known to services into the programme, as uptake on many of the interventions can be patchy at present. However, there will also be a range of people who might be vulnerable, but ‘under the radar’ of conventional services. Sub-groups can be defined on the basis of good quality research and inquiry.

The KWIILT programme, for example, has defined 6 distinct profiles, characterised by illustrative pen-portraits. Each demonstrate very different traits, and there are implications that very different search strategies would be necessary for each grouping http://kwillt.org/ (KWIILT).












B. Screening for risk and ability to benefit
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In working for the systematic, rather than ad hoc, application of the 9 Key Interventions, it will be important to ensure that appraisal of the capacity for each person on the ‘list of lists’ to benefit is based on established criteria. 

Screening Tool
The initial appraisal is effectively a series of screening questions, not requiring specialist expertise. There will be questions related to each of the 9 Key Interventions.

The result of the screening process will be:

· a record of the appraisal having been done, and its results; copy for the client/patient

· some actions that might be completed by the person doing the screen (e.g. district nurse)

· suggested supported referral for action to another agent (e.g. affordable warmth; benefits review) 

The screening tool will, therefore contain questions on each of the main components of the Resilience Model in Figure 1. A proposed set of questions is given as Box 1.

Each Key Worker should then keep a record of the initial assessment, and the status of any referral/ action taken as a result. Figure 6 illustrates this at its most simple, in a traffic light format. The record itself will probably contain more detail of referral and action. The traffic light version of the patient/client list may be used to report status on a monthly basis to the keeper of the ‘list-of-lists’, the CWP co-ordinator.

Referral pathways for specialist review
The programme will need to give due consideration to methods of communication and pathways of referral between different parts of the system. How, for example, will a district nurse get a benefits review done, or a social worker get a medicines utilisation review? The necessary arrangements should be agreed and put in place under the auspices of the CWP Strategy Group, with backup support through commissioners/ Health and Wellbeing Board where necessary.

Each referral should be made as straightforward as possible e.g. a single contact phone number or e-mail address.  These should preferably be included in the screening tool. Feedback to the referrer acknowledging receipt, and later confirming findings, should be mandatory.

Key workers recruited to carry out screening should receive training, for which they can be accredited.


Record keeping and reporting
In order to develop the programme to be systematic, working to ensure that as many of the most vulnerable have consideration given to all of the 9 key interventions, there will need to be some keeping of records and reporting.

Such records could be quite detailed, with a record of the screen and response to each of the 9 interventions, and on-going monitoring of progress on referral and action on interventions not fully in place.
It will be helpful also for each key worker who is part of the ‘list-of-lists’ to report back to the CWP Coordinator, possibly through line manager, as appropriate, say on a monthly basis. This will allow the Co-ordinator to identify staff that may need support in completing their risk appraisal and management of people on their list. It will also enable bottlenecks in the local system, e.g. waiting times for specialist response to referral, to be identified, which the Co-ordinator may be able to help address, including by work with commissioners.

It is important that bureaucracy is kept to a minimum, and a traffic light system as shown in Figure 6 may suffice as the core of the system.
It should not be necessary for patients to be named in any form of routine reporting.

The record would be accompanied by an opportunity for the key worker to identify any system problems being experienced.

The Co-ordinator would compile a regular composite report on progress for the CWP Strategic Group.

Reporting forms would form the basis of any evaluation of the programme carried out at the end of the winter period.

Figure 6. Assessment of vulnerable elderly against 9 interventions

Key Worker: District Nurse 1
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C. Quality Service Inputs
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For each of the 9 Key Interventions there will be a more specialist review, if the screening questions suggest there may be unmet need. A toolkit might suggest key characteristics of each service if it is to:

· engage well and appropriately with those referred, 

· respond and work in partnership with the referrer

· produce efficient and effective outputs and outcomes

Interventions 1:  Enhance energy efficiency of the home

The primary aim will be to ensure that all people on the list-of-lists are living in homes that are safe and warm

Overview

Health and social care staff need to understand the risks associated with a cold home and do what they can to ensure vulnerable people keep warm. The key worker should be encouraged to work with the vulnerable person to ensure the desirable outcome of a warm, dry, safe home is achieved. 

They should be enabled to easily refer clients/patients on the ‘list-of-lists’, screened as being at risk through a cold home, to an affordable warmth scheme. This should include a single point of access, and a ‘clearing house’ that makes the best use of all energy efficiency funding streams.

Vulnerable older people are often concerned about letting strangers into their home. They are also likely to be worried and suspicious that they will be exploited over costs and/or quality. They will be concerned over a procession of different people in their homes to talk about surveys, estimates, tenders and the work itself. They will be worried about the disruption, however temporary, the work will cause to the calm, safety and integrity of their home. All of these things will act as disincentives to change (and therefore improvement).

Checklist of good quality interventions from the affordable warmth service:

· Single point of contact for referral, not requiring complex or technical information

· Rapid response, with detailed technical appraisal resulting in options for improvement. Feedback on outcome to referrer as well as client, if different.

· Optimises the use of improvement grants, subsidies and tax breaks to the individual household to improve the energy efficiency of the home

· Is clear about consequences for future contracts on maintenance and utility cost and supply.

· Mechanism to co-ordinate the procurement of suitable ’kite-marked’  tradesmen to deliver affordable warmth solutions, and to oversee successful completion

· Where possible provide a single project manager to oversee the whole process from referral to sign-off

· Project manager to work alongside the key worker of clients from the list-of-lists, but not rely on them to oversee any of the process

· Adopts a ‘no decision about me without me’ approach. Works with client and carer/responsible other on all elements of planning, procurement and delivery.

· Contract and sign-off should cover ‘making good’ on property and decoration where possible

· Before sign-off, provides tailored training to client/carer.

·  Review of satisfaction, with problem solving after short period of use.

· Access to easy-to-use helpline for help and problem solving for a defined ‘guarantee’ period

Intervention 2: Reduce fuel poverty
Raising incomes is widely regarded as crucial to tackling fuel poverty, especially for those living on fixed incomes such as the elderly.

Overview

Around £4.5 billion income related benefits went unclaimed by pensioners in the UK in 2008/09, and almost half of owner occupiers did not claim the pension credit they were entitled to. There are a variety of reasons for this, ranging from ignorance of eligibility, worry about ability to manage the application process, to reluctance to be seen as being on ‘welfare’ with perceived stigma associated.

The CWP Strategy Group may wish to commission and accredit a number of local schemes tailored to the needs of vulnerable elderly, and particularly those on the list-of-lists. This may be procured from local Third Sector providers with national ‘parent organisations’ specialising in this type of input and resources (e.g. Turn2us; Age UK; Citizens Advice etc.). These would be easy access, possibly offering home visits, interpreter services (including for sensory impairments and user friendly to help with action following advice.

Services should accommodate carers and others with power of attorney.

Checklist of good quality related to fuel poverty advice
A commissioned service would preferably be a one-stop shop, providing advice and support on the following components:
· Benefits check: which welfare benefits and tax credits you may be entitled to; Winter Fuel and Cold Weather Payments; making and managing claims; impact of the Universal Credit

· Grants search: help, if necessary, to explore what forms of support may be available from grant-giving bodies, depending on particulars of client background and circumstances

· Managing money:  advice and support on banking, budgeting and debt

· Managing utility bills, including outstanding bills, and tariff options, including social tariff/Warm Home Discount

Intervention 3: Maximise personal assets
It should be a priority to assess whether people, particularly those on the list-of-lists, have the personal assets and capabilities to make the decisions and adopt the behaviours to keep warm, safe and well.
Overview

Some key points that explain behaviour regarding all populations vulnerable to cold related ill health and fuel poverty were usefully identified as part of the Keeping Warm in Later Life Project (KWIILT). A summary is given in Table 1.

For different reasons, different vulnerable groups may struggle to access up to date and reliable information on what they and others can do to help them keep warm at home. They may also struggle with technology, whether heating technology, information technology or reliable media. Without this information people rely on community, local or family beliefs and myths, such as a cold bedroom is good for you. Another barrier is that, even if you are actively seeking help, it is sometimes difficult to navigate complex systems, involving numerous organisations, in order to access help. Finally, heating sources and consumption (e.g. central heating) and fuel payment methods (e.g. direct debit) are invisible. This makes making judgements about how much fuel to use and how much you can afford very hard. For some financially vulnerable household this means they choose to pay on a meter rather than risk a fuel debt. This is despite tariffs for fuel on a meter can be higher.  The financial situations of the most vulnerable can also play out into the people wider lifestyle in the 'heat or eat' scenario.  

Table 1 Factors influencing older people in keeping warm and well at home

	Situation or context factors
	Attitudinal factors
	Barriers

	· Money
· Age
· Social connections
· Housing type and tenure
· Health
	· Making ends meet
· Thrift
· Competing priorities
· Pride
· Struggling
· I can manage
· Thrift
· Hardiness
· Stoicism
· It's my business
· Mistrust
· Pride
· Privacy
· I'm frightened
· Privacy
· Personal safety/ vulnerability
· I'll stay as I am
· Struggle with change
· Like routine
· Fear
· Trust
	· Awareness
· Knowledge
· Information
· Experience
· Technology
· Heating
· Information
· Banking
· Disjointed systems
· Fragmentation or services
· Local differences
· Lack of referral systems
· Visibility
· Fuel
· Money
· Information
· Older people


Intervention 4: Minimise falls vulnerability
All vulnerable older people should be systematically assessed for risk of falls and offered evidence-based interventions to reduce any identified risk.
Overview

A comprehensive review of all the available evidence on falls was undertaken by the National Institute for Health and Clinical Excellence (NICE, 2004). The key recommendation is that current local services, should be reviewed against these guidelines and rapid progress made to fully implementing them.  The Marmot Team Review mentions hip fracture as a condition which shows winter associations (The Marmot Review, 2010)
Checklist of good quality intervention, including intermediate outcome measures

· Following treatment for a fall causing injury, are older people offered a multidisciplinary assessment to identify and address future risk and individualised intervention aimed at promoting independence and improving physical and psychological function?

· Is strength and balance training recommended? This should be individually prescribed and monitored by an appropriately trained professional.

· Is exercise recommended for older people in extended care settings who are at risk of falling?

· Do older people on tranquillisers, sleeping tablets or other psychotropic medications have their medication reviewed?  This should be with specialist input if appropriate, and discontinued if possible. This will reduce their risk of falling. 

· Is there action to promote the participation of older people in falls prevention programmes, is information relevant and available in languages other than English?  Do falls prevention programmes address potential barriers such as low motivation and fear of falling, and encourage activity change as negotiated with the participant?

· Do all healthcare professionals dealing with patients known to be at risk of falling, develop and maintain basic professional competence in falls assessment and prevention?
· Is there good sharing of information between all services that deliver falls interventions in order to prevent omission and duplication?
Intervention 5: Maximise vaccination take-up
A one off vaccination against pneumococcal disease and annual flu vaccination should be given to everyone over 65 and people with long term health problems.  
Overview

Pneumococcal infections (a cause of pneumonia, meningitis, blood infections, etc.) can be serious particularly for the elderly and the vulnerable groups set out below.  While for most people flu is unpleasant but not serious, for these same vulnerable groups, it can be more serious and causes several thousand deaths per year in the UK.  There is strong evidence that respiratory illnesses are associated with cold home, well summarised by the Marmot Review Team.  The effectiveness of both pneumococcal vaccine and the annual flu vaccine is well documented in the Department of Health’s vaccination manual the Green Book, available on line and updated regularly.
People in high-risk groups  

GPs are required to compile lists of eligible patients in their practices and provide free vaccination.  This list should include everyone over 65 and people with long term health problems, such as diabetes, chronic heart, respiratory, liver and kidney disease, illnesses that suppress immunity, etc. Only around 70% of older people and 50% of people eligible because of ill health, take up the vaccines offered.  There are concerns that those not taking up the vaccine include some of the most isolated and vulnerable people in society.
Checklist of good quality intervention, including intermediate outcome measures
These have been modified from work done by HINST (Roche, 2010)
· Is there a systematic process to encourage vulnerable people to take advantage of pneumococcal vaccine and annual flu vaccine?
· Is there a local scheme in place to target the vulnerable older people on the ‘list of lists’, within practices and across all partner agencies? 
· Is there an understanding of the barriers and reasons why vulnerable older people do not take advantage of annual flu and pneumococcal vaccine programmes?
· Have the barriers and reasons for poor uptake been addressed, for example, via a local social marketing projects, work with partner agencies.
· Do GP practices offer clinics at evenings and weekends? Is there a scheme for collecting and supporting vulnerable elderly people to attend vaccination clinics and is there a home visiting service for those who require it?
· Are vaccination rates measured by practice and used to improve performance?  If vaccination levels are suboptimal, what proportion of those most vulnerable are among those missing out? Is there an incentive scheme to encourage uptake of annual flu vaccine above the 70% target level? Could such incentive payments depend on coverage specifically included on the ‘list of lists’?
· Do GP practices Read code patients’ refusal to have the vaccine and record the reason for refusal?

Intervention 6: Optimise personal medication
All vulnerable and older people on regular medication should be systematically assessed annually to ensure that they are consistently prescribed the most appropriate medicine, at the correct dose and that they are taking it correctly for maximum benefit.  If they are on more than 4 medicines they should be assessed 6 monthly.

Outline

The importance of reconsidering the patient’s medication has always been implicit in any concept of good practice. In 2006 reviewing medication regularly was integrated into the General Medical Services Quality Outcomes Framework (QOF).  This gave financial incentives to primary care to carry out such reviews.  The requirement was that medication reviews should be carried out in the NHS in an explicit and systematic way.  Progress was made, but not across the board. A Guide to Medication Review was published by the National Prescribing Centre (Clyne W, 2008), and the check list below is based on this review.  From 2012 the National Prescribing Centre has joined the National Institute for Health and Clinical Excellence (NICE).  
Checklist of good quality intervention, including intermediate outcome measures
· The above screening questions regarding medication should be in baseline assessments for health, social care, and other agencies with easy referral to more comprehensive screening by a community pharmacist.
· Identify and map the way in which medication reviews are undertaken locally to ensure that people on the ‘list of lists’ are gaining optimum therapeutic benefit. 
· As part of resilience planning, key workers should consider how the person might get their medication during adverse weather conditions.
· Medicines management programmes in a number of Clinical Commissioning Groups have negotiated agreements whereby trained medicines managers in practices refer specific patients to community pharmacists for review. Referral criteria could include patients on a vulnerable people list.
· The Community Pharmacy Contractual Framework enables community pharmacists, who provide essential services, to undertake medicines reviews, providing they have an approved consultation room. Recommendations are made to prescribers (GPs) of possible changes to medication that may be necessary from the information given by the patient.
· The aim of a medication review is to improve patient knowledge, help them to take medicines as prescribed and to reduce waste by:

· Establishing the patient’s actual use, 

· Understanding their experience of taking their medicines and identifying, discussing and resolving poor or ineffective use of their medicines 

· Identifying side-effects and drug interactions that may affect patient compliance and so improving the clinical and cost effectiveness of prescribed medicines
· To improve compliance and concordance in relation to medication:
· Make optimising medicine use everybody’s business.

· Develop training programmes for frontline health and social care workers to understand the importance of medication to health and well-being and staying healthy in winter.

· Develop a referral pathway to the community pharmacy for medicines review.

· Encourage community pharmacists to have DBS checks (Disclosure and Barring Service – formerly CRB) and undertake domiciliary medicines reviews for the housebound.
Intervention 7: Optimise nutrition and hydration
Key workers and carers of vulnerable people in their home environment should be aware of the risks, and the signs and symptoms, of dehydration and poor nutrition. Where concerned they should be able to call professional help with assessment and care planning

Signs of dehydration or poor nutrition include:
Weight loss, increased heart rate, low blood pressure, pallor, dry mouth and tongue, drop in urine output or less trips to the toilet, constipation , nausea, loss of appetite, sunken eyeballs, loss in elasticity of the skin, cramps, and decreased functional ability. In some cases, problems such as weakness, trembling, lethargy, or confusion can result from dehydration and poor nutrition.
Action to prevent dehydration and poor nutrition

· Provide help and advice on food choices, eating and drinking.

· Ensure tasty, attractive food of good nutritional value during and between meals. It is important to ensure that the full range of nutrients (including macro and micro nutrients ) are provided during the day.
· Try to make food and drink attractive and enticing, e.g. have favourites available, serve hot drinks hot and cold drinks cold. 
· Ensure provision of adequate fluids - an average older person requires 1.7litres a day (Scols et al 2009)

· Keep fluids nearby and offer them frequently, if assistance is needed
· Remind older adults to drink
· Watch for poor intake of food and fluids
· Offer assistance with shopping, cooking and eating where appropriate.

· Provide a pleasant environment in which to eat - in hospital, at home, in dining clubs or via other organisations.
· Notify a caregiver (e.g. a GP or community nurse) of any concern, in consultation with and consent of the vulnerable person 

Intervention 8: Introduce assistive technology
Vulnerable people considered priority enough to be on the list-of-lists may be considered suitable for a range of assistive technologies available locally.

Outline

The term ‘assistive technology’ (AT) incorporates a wide variety of devices. When applied to older people, the Department of Health have used the definition ‘AT is any product or service designed to enable independence for disabled and older people.’ The technologies embraced by these definitions include devices that might form part of ‘telecare’ and ‘telehealth’ services packages, that is assistance devices linked to response teams via a person’s telephone. Increasingly they may also include more general technologies such as access to the internet, which is likely to play an increasing role in promoting the independence and wellbeing of older people.

The types of AT can be categorised or grouped according to their role:

· Supportive technologies for helping individuals perform tasks that they may find difficult e.g. medication reminder units

· Responsive (detection and reaction) technologies to help individuals manage risks and raise alarms e.g. gas detectors; pendant alarms

· Prediction and intervention (preventative) technologies to help to prevent dangerous situations, and again raise alarm e.g. falls predictors; room occupancy monitors

Areas will vary considerably as to what assistive technologies are available.

Checklist of good quality uses of assistive technology
Telecare

Telecare systems allow people with a range of problems to retain their independence through:

Avoiding hospitalisation - ‘It is reasonable to assume telecare supported home care….’

· Could replace the need for hospital admission in 5 – 15% of over 70’s

· Could reduce hospital length of stay by 20 – 60%

· Some patients in intermediate care could be provided with modular technologies, of which components could be withdrawn as rehabilitation continues

Virtual visiting

· Home visiting significantly reduces mortality (by around 25%), and admissions to long-term care (by around 45%) among older people at risk

· Studies of community nursing have found that 46% of visits could be replaced with remote monitoring

· There are high levels of user and professional satisfaction reported with this approach

· Particularly powerful when monitoring safety of dementia sufferers living alone


Reminder systems

· Simple technologies can combine features of an alarm, communicator, diary and reminders, and with mobile phone can allow carers and others to stay in touch or be contacted

· Medication management. Poor compliance with regimes leads to a large number of hospital admissions in the elderly. Advanced systems have improved compliance from 34% to 94% and reduced admissions for patients with cardiac failure by 41%


Social alarm systems

· Telecommunication links to call centres that can provide reassurance or provide assistance. Reactive, but can produce impressive results (25% reduction in hospital admissions in one study)

· More sophisticated versions include monitoring of simple parameters such as mobility, use of cooking and washing facilities, sleep patterns, and toilet usage. Can reassure carers and help target scarce resources effectively

Telehealth

Clinical home monitoring is developing rapidly in potential, based on the development of multi- media capability, the range of remote sensors available for diagnosis, monitoring and treatment, and the introduction of systems that do not need to be ‘hard wired’ into the home. There is evidence of effectiveness in support of a number of common long term conditions:

Chronic obstructive pulmonary disease (COPD)

Having very damaged and restrictive lungs, patients commonly have repeated exacerbations of chest infections and pneumonia which can lead to death, but also frequent hospital admissions.

· AT can allow early detection of deterioration, and management to reduce severity

· 30% of acute exacerbations could be managed at home; AT would give patients, carers and professionals confidence that this is safe

· Where admission is necessary, earlier discharge can reduce lengths of stay

· AT reduces the need for (expensive) intensive home nursing support

· Longer term monitoring has been shown to reduce acute exacerbations

· Although still cost effective, estimates of savings in 2006 no longer relevant due to changes in lengths of stay and patterns of care

The CWP Strategy Group and Co-ordinator could work with alarm call centres and offer staff training on how to advise their customers during extremes of temperature and how to self-manage. Simple advice is offered through the Cold Weather Plan (Department of Health, October 2012).

Having an agreed pathway for referral or local contact to use if they are particularly concerned about a customer would be particularly beneficial. Vulnerable people who fall in the home alone frequently contact the alarm call centre for help and support, for example. This could generate a referral to the falls service.

Congestive heart failure

Effective management with medication can improve the function of the heart, reduce fluid retention, reduce exacerbations and hospital admission, and improve quality of life.

· Patient compliance with medication can be poor

· Heart failure will then lead to a gradual retention of fluid in circulation and lungs

· Remote daily weight monitoring can alert carers and nursing staff of early deterioration, allowing corrective measures. Positive patient feedback also enhances compliance with medication regimes

· AT was shown to reduce A & E attendance from 30% to 3% of patients, and reduce hospital admissions by 60%

Diabetes

· Remote blood sugar monitoring can lead to significantly better diabetic control and reduce dangerous swings in blood sugar, which may affect consciousness in the elderly

· Systems have been successfully trialled with healthcare assistants in call centres supporting patients in their homes with telehealth systems
Intervention 9: Personal contingency plans (reduce winter emergencies)
Vulnerable people on the list-of-lists should be encouraged to work through their own resilience ‘plan’. Working through a systematic checklist with them will ensure they think about the main issues.

Even if the vulnerable person has been assessed for the other 8 interventions, it is important that individuals are encouraged to have their own personal resilience plan. A checklist of key preparations for the threat of winter will include personal actions involved in the interventions outlined in this document. The following is a combination of issues from a range of specialist guidance (Age UK, 2013) (Department of Health, October 2011) (Public Health England, 2012), which might make up such a checklist.

· Ensure you have a room thermometer. Maintain daytime room temperature to 21C and bedroom night-time temperature to at least 18C.
· Seek good advice about improving the energy efficiency of your home and staying warm in winter; undertake energy efficiency improvements to your home or encourage your landlord to do so.
· Seek advice from your local authority environmental health department if as a tenant your heating is defective or you cannot affordably heat your home.
· Make sure that you have access to sufficient fuel supplies   for the winter period especially if you rely on oil, LPG or wood deliveries. Consider alternative heating  measures if required.
· Have all gas, solid fuel and oil burning appliances (ie boilers, heaters and cookers) serviced by an appropriately registered engineer to reduce the risk of breakdown during cold weather. 

· Make sure that chimneys and flues are swept and kept clear of blockages, and that there is adequate ventilation to allow appliances to work. Malfunctioning appliances can release carbon monoxide – a gas that can kill. Fit an audible carbon  monoxide alarm (EN50291 compliant).
· Make sure your smoke alarm is working. You can ask your local fire service to check your home for fire safety.
· Follow expert advice on how to protect water pipes from freezing by insulating them. If they freeze, they may burst. It is good to find out where the stopcock is in case you need to turn it off. If it is too stiff to turn, get it replaced.
· Check your entitlements and benefits; seek income maximisation advice to get benefits and other services; seek advice from your fuel supplier or local advice provider if you have fuel debt or difficulties paying for or affording sufficient fuel.
· Ask your fuel supplier about their Priority Service Register for vulnerable customers, what this provides and if you are eligible.
· Take the weather into account when planning your activity over the following days. Avoid exposing yourself to cold or icy outdoor conditions if you are at a higher risk of cold-related illness or falls.
· Discuss with friends and neighbours about clearing snow and ice from in front of your house and public walkways nearby, if you are unable to do this yourself.
· Keep a mixture of salt and sand handy to put on steps and paths if it is icy. Some council provide free bags.
· Consider fitting a grab rail if you have steps at your front or back door. A range of voluntary agencies can often help with this.
· If you have to go out, dress warmly and wear non-slip shoes. Tell someone where you are going and when you will get back. Keep your mobile phone (if you have one) on you and charged.
· Respond to the invitation from your GP practice to get et a flu and pneumococcal vaccination (September/October onwards).
· Keep simple cold, flu and sore throat remedies in the house. Your pharmacist can make suggestions and also advise you on how to manage minor illnesses.
· Ask your GP or pharmacist for a review of your medicines, and how you are taking them.
· Order repeat prescriptions in plenty of time, particularly if bad weather is forecast. Ask your local pharmacy if they provide a prescription pick-up and delivery service – this can be helpful if you can’t leave your home.
· If you are receiving social care or health services ask your GP, key worker or other contact about staying healthy in winter and services available to you.  Try NHS choices at www.nhs.uk.
· Dress warmly, eat warm food and take warm drinks regularly; keep active.
· Keep basic food items in the cupboard or freezer in case it is too cold to go shopping. You could do shopping on-line and get it delivered to your door.
· If you are worried about how you might get help if something happened to you in your home (such as a fall), you might consider a pendant alarm to keep near you. These may be available from social care or from some voluntary sector agencies.

· It may be worth fitting a key-safe outside your house, with a secure code available only to trusted helper, in case you became ill or fell, and were unable to let help in.
· Make sure you have a list of emergency numbers if you need   to call for assistance or advice during cold weather, including utility companies. Keep them close to the phone you use. Also keep a list of numbers of key relatives and friends by the phone, for you or emergency services to contact in case of need.
· Keep a battery-operated radio, torch and spare batteries handy in case of a temporary power cut. Keep your mobile phone, laptop or tablet fully charged.

· Ask your family, neighbours and friends if they could call or visit you more often if bad weather stops you getting out and about. In many areas there are voluntary agencies that will arrange to give you a regular call.
D. Supporting good self-management
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Segmented support

Ensuring the 9 Key Interventions are taken full advantage of by vulnerable individuals, particularly during the stress of adverse weather conditions, merits some attention.

Targeted support may already constitute part of the intervention package:

· Assisted technology may involve regular contact with a care system, with regular telephone contact, or prompted enquiry.
· Personal contingency plan may involve a regular telephone (e.g. Careline; Snow Angels) or personal drop-in contact (e.g. Age UK befriending).
· Regular frequent contact will be part of a substantial number of list-of-lists clients’ health and social care plan packages, or of private domiciliary care arrangements.

The nature of support preferred, if any, will need to be tailored to different segmental groups. A variety of approaches that might suit each group can be drawn from the findings of the KWIILT programme.

Checklist of good quality interventions
· Although knowledge and understanding of the sort of factors included in Table 1 will have been acknowledged in the training and experience of health and social care professionals and practitioners, top-up training and awareness raising could be a useful part of preparation for key worker roles.

· All individuals have their own characteristics, but segmenting people into clusters with similar characteristics and preferences can be a useful technique to help develop systems for support. Insight into characteristics of a manageable number of ‘types’ will enable a series of different approaches to be developed, ensuring that ‘one-size-fits-all’ structures, processes and attitudes do not develop.

· The 6 ‘pen-portraits’ developed as part of KWIILT provide a series of accessible materials with a good evidence base, and could provide the basis of training on insight based management approaches to affordable warmth. They may be modified as local insight develops in other communities.

· As part of the key worker role, insight developed of clients on their lists should be applied, and taken into account in all contacts, advice-giving and supports, to ensure effective uptake and application of all key interventions in the Abacus model.
Whatever the nature of a supportive check, a checklist of key client status/outcome questions could be beneficial.

Box 2. Status/ Outcome check for all patients/clients on list-of-lists

1. Observed spot-check room temperatures:

	
	Minimum (maintain health)
	Standard 9achieve comfort)

	Living room
	18oC
	21oC

	Other Rooms
	16oC
	18oC


2. Fuel poverty management:

i. Confirmation that full benefit entitlements being received

ii. Optimal fuel tariff/relief negotiated

iii. Fuel bills up to date and settled

3. No injurious falls sustained over last 3 months

4. ‘Flu and pneumococcal vaccines verified as up to date

5. Medicines review, including utilisation review, verified within last 6 months

6. Judged to be showing no signs of weight loss, undue weakness or dehydration

7. Assessed for use of assistive technology; systems tested as functional if introduced

8. Personal contingency plan developed to checklist; current and tested with a ‘dry run’.

Main programme staff roles

A summary of the main functions of the key workers in running the Pro-active Care approach within the Decay Model is given in Box 3.
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Figure 5: Constructing the ‘List-of-lists’
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Box 1: The Screening Tool


This simple tool should be the basis of reassurance, or an action plan to make sure that prioritised patients potentially ‘at risk’ of illness due to Cold Weather will benefit from key interventions.


Is your whole house warm in winter? This question helps to identify how people are heating their home and whether they are limiting heating to certain rooms.


Can you afford to heat your home to a comfortable level? This question helps to identify whether occupants are meeting ‘minimum’ recommended temperatures all the time.


Can you afford or do you find it difficult to pay your fuel bills? This question will flag whether someone has sufficient income to spend on the fuel they need for warmth and comfort


You will have been offered vaccinations by your GP practice or nurse:


Have you had a ‘flu jab’ to protect you this winter? 


Have you had an extra vaccination (pneumococcus) to help protect you from pneumonia?


If you are you on regular medication, has your GP or pharmacist, in the last 6 months:


Reviewed the medicines you are on to make sure that they are still the right ones?


Discussed with you whether you take them all, and take them in the way s/he prescribed?


Have you had any falls in the last year? If so:


How many?


Are you/ have you been in touch with your local falls service, which will help you prevent any future falls, and to recover properly if they happen? 


Have you been given any equipment to help alert carers or care staff if you are having problems:


A personal alarm to keep near you to call for help?


A regular phone contact e.g. Careline, to check that you are doing well?


Any special equipment to make sure you are moving around alright, and that your home is warm?


Any special equipment to send out information about a particular health problem e.g. heart disease; diabetes; breathing problems


Do you think you are eating well enough at the moment?


What were your last 3 meals?


Did you have at least one hot meal each of the last seven days (including weekend)? How often does someone else cook for you?


Do you do your own food shopping? If not who does, and how often?


Do you feel as though you have been losing weight recently?


Do you think you are drinking enough?


How many hot drinks did you have over the last 24 hours?


How many (non-alcoholic) cold drinks?


When you pass urine, would you say it is dark, very pale or medium in colour?



























































Box 3. Main roles assigned within the Pro-active Approach to addressing risk management ‘decay’


The jointly commissioned management task for the key workers will be to:


Assess which of their clients are at high risk, based on a standard set of criteria


Where a number of practitioners are engaged with a particular client, agree which should adopt a key worker role for this purpose


Screen each of these client’s needs in relation to the 9 key interventions, using a simple questionnaire


Where potential for benefit is identified, work with the client to either resolve directly, or to make simple referrals, using locally agreed guidelines and contact arrangements


Keep a simple standardised record of screening responses, referrals made, and subsequent resolved actions.


Over a defined winter period (e.g. November – March) make a standardised monthly ‘exception report’, through line management as appropriate, to the Co-ordinator, with a record of any of the clients for which status on any of the 9 interventions remains unsatisfactory; and any movement off the active client list due to e.g. movement into residential care; hospitalisation; death; any movement with new additions to the prioritised risk list.


Empowerment and support of patients/clients on list to effectively self-manage interventions and develop personal resilience


The tasks for the Cold Weather Plan (CWP) Co-ordinator will be:


Establish the list-of-lists, drawing together the contact details of key workers, and their line managers, as agreed by the CWP Strategy Group


Organise to receive monthly exception reports, with which to update the virtual register represented by the ‘list-of-lists’


Monitor problems related to particular key worker lists, and work with them to support resolution


Identify problems with particular referral pathways, and work to support resolution, drawing support from the CWP Strategy Group as necessary


Use the data from the list-of-lists to evaluate outcomes at the end of the winter period in relation to this identified high risk group
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