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Meeting Fuel Poverty and Excess Winter Deaths Targets: a population commissioning process
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 first of two companion modules, describing a proposed approach to measurably reduce fuel poverty, excess winter deaths and disease, including mental ill health, in populations. This first module aims to support processes for joint commissioning of services and supports within a local authority area. 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.
The approach described here is intended to augment the guidance published as the Cold Weather Plan for England (Public Health England, November 2013). It will to do this by proposing mechanisms to enable provider organisations to work in partnership to support and protect those identified as potentially the most vulnerable to the risks of winter cold weather. This will incorporate a multi-faceted programme, which aims to use evidence-based approaches to reduce risk for individuals, but delivered with sufficient system and scale to add up to change potentially measurable at population level.  This approach builds on that originated by the Health Inequalities National Support Team (HINST) in England (Roche, 2010). It involves the identification of those identified as most vulnerable, and establishing mechanisms to systematically assess each for risk in 9 key areas of concern, and then offer and support delivery of appropriate interventions around each.

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)

2. Commissioning for Health and Wellbeing in the new policy environment

The challenge of the new environment

The new commissioning environment is very complex, with a range of responsibilities spread across a number of agencies, many of which are new:

· NHS Commissioning Board, with its Local Action Teams (LATs), responsible for primary care and specialist health services (including immunisations)

· Public Health England, and its local Health Protection Centres, overseeing health protection and resilience planning

· Clinical Commissioning Groups (CCGs) commissioning local health care

· Local authorities continue to commission social care, housing, welfare and benefits

· Public health, transferred to Local Authorities, commissioning public health services

In this complex environment, a statutory body has been established to bring commissioning of all these services together under the umbrella of Localism, which is:

· The Health and Wellbeing Board (HWB)
This body, which is a committee of the Local Authority under modified regulations to support wider ownership, is tasked to carry out a Joint Strategic Needs Assessment on behalf of the local population, and with the input from the Clinical Commissioning Group(s). Based on this the HWB is then required to draw up a Joint Health and Wellbeing Strategy (JHWS), from which, in turn, a series of commissioning and action plans will be developed and progressed by local partners. The focus is likely to be on issues requiring joint action. The new system will be bringing together some new people, many in new positions in new organisations, developing and coming to grips with a variety of organisational cultures.

Components of the commissioning process

The HWB is tasked with addressing improvements in the health and wellbeing of its local population. To an extent, this will be taking place within a number of national Outcome Frameworks (NHS; Public Health; Social Care), which will be monitoring progress on a range of selected measures, at population level locally and nationally.
Achieving measurable change at population level requires a range of disciplined components of process in order to achieve the necessary system, scale and sustainability of delivery of interventions. This toolkit will address key elements of these processes, using Fuel Poverty and Seasonal Excess Deaths as the subject matter. The components include:
1. Joint Strategic Needs Assessment (JSNA)
2. Priority setting

3. Setting targets
4. Selecting the interventions

5. Constructing a business case

6. Governance, joint commissioning and performance management
Each of these components will now be examined in turn in relation to fuel poverty, cold related illness and EWDs. Recommendations will be made regarding the required approach and evidence for successful commissioning.
3. Components of Health and Social Care Commissioning

A. Joint Strategic Needs Assessment
· This should start from  a systematic balanced, non-judgemental  overview of health, social care and wellbeing issues, followed by a more detailed drilling down on emerging important issues

· It should combine a top-down more quantitative analysis with bottom-up more qualitative inputs from communities, service users and frontline staff

· It should break down each prioritised topic into meaningful causative elements that might be addressed

· It should not stop at describing problems, but should proceed to highlighting the ‘so-what’, possible consequences and potential actions
· Ideally needs based assessment could be balanced with an assessment of assets

· JSNA should be a process, not a document (or website). Findings should ideally move from dry analysis, to ‘marketing’ the findings to a range of audiences (Elected members; LA Officers; GP Commissioners; HealthWatch and the public)
What evidence can be provided to show the impact of this issue on the local area?

a) Epidemiology: excess winter deaths for area; within area; benchmarked against similar peers; by cause of death (cardiovascular; respiratory; hypothermia; falls)

b) Health service use: increased GP visits; A & E attendances; hospital admissions
c) Number and location of social care callouts/service pressures/loss of ‘ independent’ living 
d) Housing risk assessments

e) Domiciliary appraisal/concern

· Community nursing

· Social care

· Other statutory service e.g. fire and rescue

· Voluntary and community sector e.g. Age UK; Tenants Associations; Snow Angels

f) Commercial sector e.g. energy providers

g) Sustainable development – energy/carbon inefficiencies

It is also important to ask what local initiatives and resources (assets) are currently deployed to address the issue? For example:
a) Could there be a checklist for local stocktakes?

b) Could this appraise current reach/scale/uptake?
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Figure 1: Examples of graphic illustrations helping to make the case for prioritising action to address the threat of winter problems
B. Influencing the Priority Setting Process

· Priority setting will usually involve a consultation process, and debate, for which officers will be involved in making cases and options appraisal

· This is the part of the process where corporate ownership of issues is won or lost, reaching for the hearts and minds of members. The ‘anatomy’ of a decision is said to be in three parts: evidence; ethics and politics. Case-makers will need to take into account all three elements, not just rely on evidence

· Debate in a Local Authority setting is more often emotive rather than scientific/technical. A good example of working with this is using a number of less men or women dying for comparative purposes, rather than differences in mortality rates projected for each sex.

Presentational materials should be used to enhance the analysis, and support making the case at an emotional level:
a) Statistics into human burden
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b) Use of qualitative evidence illustrating who is vulnerable to the negative health impact of cold and why. See materials from the Keeping Warm in Later Life Project (KWILLT), (Tod et al, 2012) www.kwillt.org  
a) Case studies – that illustrate how people may experience health threat of cold (Tod et al, 2012) www.kwillt.org 
c) Models that illustrate the consequences for individuals of different risk factors e.g. of escalating fuel prices; benefits changes

C. Setting targets
In setting local ambitions and targets within the JHWS it will be important to:

a. Choose ambitious but achievable benchmarks for change (e.g. levels achieved by ‘best in class’ for ONS peer authority cluster)

b. Set ‘SMART’ outcomes with numbers where possible

c. Comparison should be meaningful to local stakeholders

d. Where relevant, it  makes sense to apply  National Outcomes Frameworks and indicators on a local basis
e. Identify what distributional factors need to be considered. Use needs assessments and equity audits to establish the need for graded or targeted responses within an area.

Box 2. Health and Social Care Outcomes from the National Frameworks:
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What relevant outcomes appear currently in national policy and guidance for:

· Housing Sector?
· Sustainable development?
· Energy Companies?
The type of evidence required to set targets locally are illustrated below in the form of a case study using data from Sheffield.

Abacus Case Study 1: Mortality and morbidity due to cold homes in Sheffield
Table 1 presents estimates of the number of cases of death and morbidity attributable to cold homes in the Sheffield Local Authority Area in 2011/12. The estimates cover all types of harm to health for which there is well-documented empirical evidence implicating cold homes. These are excess winter deaths, cardio-vascular and respiratory illnesses, falls in the home and Common Mental Disorders (anxiety and milder forms of depression). It is to be emphasised that the estimated cases are those attributable to cold homes rather than to other winter conditions such as low outdoor temperatures, the increased prevalence of contagious diseases and worse air pollution. The difference is exemplified by an individual who dies or becomes ill because of factors associated with winter conditions who lives in a warm house. 

The estimates are derived from secondary data much of which is official data for the Sheffield area. This means that case estimates can be recomputed for any English Local Authority area at a modest computational cost.

Table 1   Cases of Cold Home Related Death and Illness, Sheffield 2011/12 
	Deaths


	Cardio Vascular Illness
	Respiratory Illness
	Falls at Home
	Common Mental Disorders

	58
	148
	114
	88
	1 369


For more information about how these case estimates are derived see Abacus Calculating the Social Cost of Cold Homes at http://www.shu.ac.uk/research/hsc/ourexpertise/abacus 
Establishing figures such as these will the HWB to establish its ambition, stated as averted deaths or episodes of illness, to be addressed through a concerted programme of evidence based action.
D. Selecting the interventions: the evidence base
In order to select and implement interventions to address fuel poverty, cold related illness and EWDs it is important to:
· Review the evidence base to establish interventions that could make a substantial contribution to the target. This should capitalise on evidence sources across the sectors involved (e.g. health; social care; housing; community engagement)

· Model or estimate the size of the potential contribution for each proposed intervention

· Explore the scope for improvement utilising the proposed interventions. What systems will be necessary to deliver the scale of intervention necessary?

Complex programmes for population level change will not all be delivered through conventional services, and may well involve all three points of the population level intervention triangle:

· Population level interventions (healthy public policy; legislation; regulation; licencing)

· Systematic and scaled intervention through services (Tiers 1 -4 health service; wraparound social care; Third Sector support)

· Systematic community engagement

The Triangle could provide a good framework and specification for the population based working of the Health and Wellbeing Board

Figure 2: The Population Intervention Triangle
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Examples of activity at the three levels include the following:

Population Level

· Housing – Affordable Warmth Strategy

· Winter Fuel Payments

· Annual Cold Weather Plan

· Meteorological Office warning cascade

Community Level

· Community Resilience Planning

· Special support programmes e.g. Snow Angels

Service Level

· (Virtual) register of vulnerable elderly/disabled

· Systematic checklist of personal risk management strategies for most vulnerable

In relation to service level interventions, these are likely to include the 9 interventions in the diagram, making up the core of the Abacus model: 

Figure 3: Proposed 9 Key Interventions at the core of the Abacus Programme
The Appendix provides an overview of the evidence base for these 9 interventions.
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E. Developing business case(s) to secure the necessary resources

· With systems, scale and timescale established, model cost and potential return on investment to make a viable business case

· Needs to stand up to competition in the persuasiveness of the case

· May often be a case for changing focus of existing programmes, rather than starting a whole new programme afresh

· Would be supported by resulting from a well-managed and widely owned prioritisation process (see above)

· Will need to take into account the different business planning models and cycles of the component sectors and organisations
Abacus Case Study 2:
 The Social Cost Burden of Cold Homes in Sheffield 2011/12
Table 2 presents estimates of the social cost of cold homes in Sheffield for 2011/12. Social cost consists of the loss of well-being suffered by those afflicted, plus the cost which falls on others as a concomitant of the loss of well-being – which consists of NHS and Social Care costs of death and ill health, and, for illnesses afflicting those of working age, the cost in terms of foregone economic output (GDP) caused by illness related joblessness, absenteeism and low labour productivity. Social cost is also broken down by those types of harm to health for which there is well-documented empirical evidence implicating cold homes. These are excess winter deaths, cardio-vascular and respiratory illnesses, falls in the home and Common Mental Disorders (anxiety and milder forms of depression). It is to be emphasised that the estimated social costs are those attributable to cold homes rather than to other winter conditions such as low outdoor temperatures, the increased prevalence of contagious diseases and worse air pollution. The difference is exemplified by an individual who dies or becomes ill because of factors associated with winter conditions who lives in a warm house. 

The estimates are derived from secondary data much of which is official data for the Sheffield area. This means that social cost estimates can be recomputed for any English Local Authority area at a modest computational cost.

Table 2   The Social Cost of Death and Illness Related to Cold Homes, Sheffield, 2011/12, £Million                    
	
	Deaths


	Cardio Vascular Illness
	Respiratory Illness
	Falls at Home
	Common Mental Disorders
	Total Cost 



	Loss of Well-Being
	£1.856
	£1.894
	£1.083
	£0.845
	£9.638
	£15.316

	NHS Primary Secondary and Tertiary Cost  plus Social Care Cost
	-
	£0.462
	£0.497
	£0.250
	£2.112
	£3.321

	GDP Loss
	-
	-
	-
	-
	£0.934
	£0.934

	Number of Cases
	58
	148
	114
	88
	1 369
	-

	Total  Social Cost per Case
	£0.0320
	£0.0159
	£0.0139
	£0.0124
	£0.0093
	-

	Total  Social Cost
	£1.856
	£2.356
	£1.580
	£1.095
	£12.684
	£19.571


For more information about how these social cost estimates are derived see Abacus Calculating the Social Cost of Cold Homes at http://www.shu.ac.uk/research/hsc/ourexpertise/abacus
The key results and policy implications are as follows

· The total one year social cost of all harms to health attributable to cold homes in Sheffield is £19.571 million. This is dominated by that arising from cold home related mental illness, which is about twice that arising from all other harms to health added together – including deaths – and almost seven times that arising from cold homes related deaths alone. Although such deaths are a serious problem which engages much public attention, there is no case for translating this concern into an overriding objective for policy. As is evident from rows 4 and 5 the cost dominance of mental illness entirely derives from the much higher number of estimated cases. Total social cost per case of Common Mental Disorders is the lowest of all types of harm to health. 

· There is no common age profile which attaches to the different harms to health arising from cold homes. Although virtually all estimated cases of death, cardiovascular disease and falls in the home are confined to the 65+ age group, estimated Common Mental Disorders are spread across all adult age bands whereas estimated respiratory illness is confined to those aged under 16. These differences will need to be taken into account in the design and operation of a system for the targeting and monitoring of policy interventions

The estimate of baseline cost is an essential prerequisite for an analysis of the cost effectiveness of new policy interventions (which includes measures to increase the effectiveness of existing policies), but other inputs are required also. Any new intervention will reduce the number of cases of premature death and, or, morbidity attributable to cold homes, and thus feed through into a reduction in baseline cost (via the given set of costs per case). This cost reduction is the effectiveness of the intervention which is one half of the calculus of cost effectiveness– the other being the cost of the intervention itself.  Thus to complete a cost effectiveness analysis of the intervention we need three items of information in addition to those embedded in the estimate of baseline cost. These are i) the cost of the intervention, ii) the reduction in the number of cases generated by the intervention, and iii) the time profile of the intervention investment and of the induced flow of case reductions

Cost Effectiveness of New Policy Interventions

Falls prevention
Evidence is accumulating regarding the cost effectiveness of interventions to prevent falls.  A Cochrane database review and meta-analyses of randomized controlled trials of effective fall-prevention
 recommended, of single interventions studied, management of psychotropics and tai chi reduces costs the most. Of other interventions, home modifications provide the best value.  A home exercise programme (Robertson et al, 2001) was effective in reducing falls when delivered by a trained nurse, serious injuries and hospital admissions due to falls were reduced. The programme was cost effective in participants aged 80 years and older.  Interventions are recommended in NICE guidance only if they are assessed to be effective and cost effective. (The guidance also lists a number of interventions that are not judged to fulfil NICE criteria for inclusion).
Vaccinations

The cost effectiveness of these vaccines is generally established before they are introduced for particular population groups, and monitored there after by Public Health England.  No evidence has been found specifically measuring the added benefit of work to raise the vaccination rates in vulnerable groups.  It is however likely that ensuring vulnerable people are vaccinated will be cost effective. The extra work to do this is small and is part of a relatively low cost package, using existing staff to direct people to already established and funded vaccination services.  Vaccination has been shown to reduce hospital admissions (which are costly - generally around £3000 each).  

Medication review
Randomised control trials do demonstrate that medicines review by a pharmacist results in more drug changes and lower prescribing costs than normal care (Zermansky et al, 2001).  The benefits in this type of trial are often small but they are narrowly defined in terms of direct costs to the NHS.  Indirect benefits to the service, the patient and their family are likely to be greater. Savings are to be made from reducing admissions related to inappropriate medication, direct savings from reducing the amount of medication received, and reducing falls. Fader and colleagues showed that multifaceted interventions, one of which is medicine review, reduce falls in older people (Feder et al, 2000).

F. Governance: Joint Commissioning and Performance Management
· If HWBs are to deliver on the HWS they will need to establish strong governance arrangements. As statutory bodies they will be held accountable for their own delivery, by local residents/electorate, constituent bodies e.g. Cabinet; CCGs and through some national agreements e.g. PHE  Health Premium plans

· Style will include decisions as to whether they constitute a ‘strategic forum’ for collective action, or whether they develop a performance management function with which to deliver integrated programmes

In the new context, there are a wide range of commissioning organisations (CCGs; NHS England/Local Area Teams; Local Authority Directorates including housing; social care; children’s partnership etc.; Public Health), commissioning services from a range of public sector, private sector and voluntary and community sector providers (Figure 4). Without co-ordination, this often results in a vulnerable person being faced with a baffling array of individual services, each possibly holding the answer to part of their needs. The result, from a systems perspective is likely to be a combination of duplication (e.g. of assessments) and gaps (in provision), resulting in patchiness and variation in uptake of evidence based (possibly life-saving) interventions.
Figure 4: Illustration of current commissioning and provision of community support to the elderly


The statutory development of Health and Wellbeing Boards (HWBs) provides the means to establish alternative arrangements, such as those illustrated in Figure 5. In this model, the HWB brings together representatives of all relevant commissioners for services in a Local Authority area. The membership are required to carry out a Joint Strategic Needs Assessment, and informed by this to develop an integrated Health and Wellbeing Strategy (HWS) which will measurably improve the health and wellbeing of the local resident population. 
If the HWB is to achieve a measurable change at population level, then it will need to devise mechanisms to bring to bear evidence based interventions in support of vulnerable residents, applied with system and scale. To this end, if Fuel Poverty and Excess Winter Deaths are established priorities in the HWS, it would be advisable to establish/maintain an EWD or Affordable Warmth Task Group, bringing together the key commissioners and providers
Figure 5: Integrated care support model
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Once established in principle, the Task Group could then establish structures and processes for the establishment and management of a programme, the aim of which would be to:

· Establish a virtual list of the most vulnerable residents requiring support in severe weather

· Carry out a simple screen to establish need for the 9 key interventions

· Be provided with hassle-free mechanisms to refer appropriately, having found gaps

· Keep a simple checklist record of interventions in place

These processes are described in detail in the companion module to this one: The Delivery Module

Commissioners would need to jointly prepare the infrastructure for delivery, for example, by establishing:
· A Cold Weather Plan Co-ordinator. This person would oversee the practical running of the programme across the disciplines and sectors on behalf of the Task Group. There would be a job specification covering the components of the role (see Delivery Module)

· Key worker specification (public sector). Commissioners would need to jointly agree commitment of designated front line staff to fulfil the key worker role in relation identified most vulnerable members of their case-loads. This would involve empowering these staff to prioritise components of the programme as part of mainstream working (see Delivery Module)
· Key worker specification (third sector). Task group members may agree to commission additional key workers from appropriate third sector organisations to fill gaps in support for identified vulnerable individuals not currently part of public sector caseloads

· Facilitated cross-sectoral referral arrangements. Once patients/clients are screened there will be need identified for referral into sectors outside the usual environment of the key worker (e.g. district nurse to arrange home energy efficiency check; social worker to arrange catch up on missed vaccination). Commissioners could ensure arrangements are put in place .An example would be Single Point of Referral for assessment of cold damp housing. One contact point could provide access after simple referral request to specialist assessment, and navigation to appropriate sources of technical solutions and funding.
· Collaborative training arrangements. Cross-sector training for identification of most vulnerable residents; screening process; referral mechanisms; recording and reporting 

· Agreed reporting requirements. (see Delivery Module)

· Plans for evaluation
Abacus suggest that the above infrastructure is essential to deliver to proposed  9 evidence based, key interventions consistently to those identified as the most vulnerable to the severe adverse impacts of winter.
4. Review of the Proposed 9 Key Interventions

Intervention 1: Enhance energy efficiency of homes

Tenure. Households living in private rented tenure have a higher likelihood of living in fuel poverty.  Average fuel poverty statistics from DECC over the last few years indicate that around 20% of households in the private rented sector are in fuel poverty compared to around 15% in other tenures.  

Energy Efficiency Levels. The level of energy efficiency of the dwelling is a key driver in the propensity of a household to be in fuel poverty, with the least energy efficient households most likely to be fuel poor.  Research evidence examined by the Marmot Review Team (2011) has shown that countries with more energy-efficient housing have lower excess winter deaths. Wilkinson et al (2001) found statistically significant excess winter mortality related to the age of property (28.8% in properties built before 1850 compared to 15% in properties built after 1980) and with poor thermal efficiency ratings, where a gradient can be seen with SAP rating.  Further, there was a strong association between excess winter deaths and lower indoor temperatures, with residents of the 25% coldest homes having around 20% greater risk than those in the warmest.   The study concluded that 'the findings provide strong evidence that winter mortality and cold-related mortality are linked to sub-optimal home heating’.

The Government's approved means of measuring home energy efficiency is the SAP rating.  SAP calculates a home's typical annual energy costs for space and water heating and lighting and the scale runs from 1 to 100.  Energy Performance Certificates (EPCs) are based on SAP scores and run from G (low) to A (high).   The average SAP rating amongst fuel poor households in 2010 was 44.2, much lower than the average SAP rating of 56.8 amongst non-fuel poor households (DECC, Annual Report on Fuel Poverty Statistics, 2012).  

The Energy Saving Trust (2010) study of F and G  banded  homes in Great Britain indicates that  homes falling within F and G bands have very low standards of energy efficiency and there is a broad correlation between these homes and those which constitute a Category 1 hazard for Excess Cold, as defined in English and Welsh environmental health legislation.  Thermal efficiency is also strongly linked to the age of a property with properties built before 1920 on average falling within bands F and G categories.  Average indoor temperatures are lower in older properties and the Energy Saving Trust has highlighted that properties falling into the lowest categories of energy efficiency tend to be:

· Large or medium sized, semi or detached houses, gas heated and double-glazed, but with an unfilled cavity wall, which are generally rated as F. These are estimated to be about a third of all properties falling in categories F or G.
· Properties which lack gas- or oil- fired heating system. These are estimated to be about half of F–G rated homes.

· Smaller homes (flats or terraces), which are electrically or oil-heated and are single glazed. These tend to fall in the G banding, but are estimated to be only a small number.

· Large, semi or detached houses, generally electric or oil-heated, with solid walls, either double or single glazed. The average SAP for single glazed homes of this type is under 20. These tend to be large and old rural homes.

Whether or not households living in such properties are in fuel poverty depends on the household’s income but many households living in these types of properties are either in fuel poverty or at risk of quickly falling into fuel poverty if their family circumstances or income change.
Location. Fuel poverty is a particularly concerning problem in rural areas.  Households in rural areas are more likely to be in fuel poverty than those in urban areas because properties are frequently larger or detached and older than urban homes.  Properties with the lowest SAP ratings tend to be more rural and are also often not on the gas network.  These factors mean rural homes are more difficult and more expensive to heat, or to make more energy efficient. 
Intervention 2: Reduce fuel poverty

DECC's (2012) annual fuel poverty statistics indicate households in the lowest income decile group have the highest rate of fuel poverty, with around 82 per cent of these households in fuel poverty in 2010.  Fuel poor households in the lowest two income decile groups account for almost three-quarters of all fuel poor households.
Among those on low incomes, single-person households are also more likely to be in fuel poverty than either couples or larger families. According to DECC (2012) 60 per cent of fuel poor households consist of a single adult. Evidence suggests that the main reason for the high risk of fuel poverty among single person households is the larger burden of fuel cost relative to incomes for single-person households than for larger households (Palmer et al, 2008).   Figures from DECC also show that there is a strong link between the proportion of fuel poor households in an age group and the average annual income of the age group.  For example, on average, couples under 60 receive around double the level of income of single adult under 60 households.

Raising incomes is widely regarded as crucial to tackling FP, especially for those living on fixed incomes such as the elderly.  Around £4.5bn income related benefits went unclaimed by pensioners in the UK in 2008/09 and almost half of owner occupiers in the UK didn't claim the pension credit they are entitled to. 
Household Composition. Single-person households - working-age singles as well as single pensioners - are more likely to be in fuel poverty than either couples or larger families. Overall, averaging across 2007 to 2009, around 35% of single pensioners and 25% of working-age singles were in fuel poverty compared to around 20% of lone parents (the next highest group), 15% of pensioner couples, and 5% of working-age couples. Because of their relatively high risk, half of all the households in fuel poverty in England are single-person households even though only a quarter of all households are single-person households.  
Intervention 3: Maximizing personal assets, capability and behaviour

To understand the range of factors influencing people’s ability and behaviour it is necessary to draw on evidence from social and behavioural science,  psychological theory, health services, energy and housing research, amongst others. 

In order to highlight some core influencing factors this section reports findings from the Keeping Warm in Later Life project (Tod et al, 2012) – or KWILLT – that resonate with or build upon the wider literature. For further detail of this literature people are directed to KWILLT publications and website, www.kwillt.org and references within these. 

KWILLT focused on factors influencing the behaviour and decisions of older people but identified some key points that explain behaviour regarding all populations vulnerable to cold related ill health and fuel poverty.  Of priority here is whether someone has the personal assets and capabilities to make the decisions and adopt the behaviour to keep warm.
 KWILLT indicated that there are broadly three categories of problem that people encounter that may conspire against them having the required assets and capabilities and, therefore, adopting health protective behaviour regarding warmth:
Context or structural factors
Context or situational influences refer to those external things that mean people are not able to behave in a certain way, or that make healthy choices and behaviour difficult. The main examples are ill health and adversity due to low income and poor housing. As people get older and frailer they may be more susceptible and less able to navigate ways round their constrained situation in order to adopt healthy behaviours – such as heating their home efficiently. Also with disadvantage like illness and low income, social connections are threatened. This means people can struggle to access the protective aspects of social support but are also less likely to pick up useful information to inform their behaviour accordingly. Therefore if someone is old and/or has multiple chronic health problems, they may struggle to maintain social connections, a decent income, afford an energy efficient home or be able to access energy efficiency interventions regarding income, fuel tariff or home heating.

It is important to note that fuel poverty is different to poverty. Someone may have a reasonable income but still lack the assets to heat their home. Examples here may be a hard-to-heat home or an under-occupied home e.g. older people living in a large family home once the children are grown and have left. They may struggle to heat a large, energy inefficient building but the practical, physical and emotional implications of moving may appear insurmountable and have unacceptable personal cost.
Attitudes and values 
The second group of influences illustrate how, for some, regardless of their wider situation, the attitudes, values and intelligence they have developed over their lifetime mean they behave in a certain way. Whilst this behaviour may make sense to an individual in the short term, and even have short term benefits, in the long term it may put them at risk of cold related harm. KWILLT provided examples of how attitudes and values play out in people who are and are not fuel poor. Of importance here is the implication that someone may not be seen to be fuel poor or at risk, for example they are well, in a decent, energy efficient home, have adequate income for their heating but still be cold at home.  Examples from older generations include values such as hardiness, stoicism and thrift. All these would be a disincentive for some people to heat their home to WHO safe temperatures, access help to increase their income through benefits (e.g. pension credit), access cheap fuel tariffs, and access energy efficiency interventions or ask for information about how to better heat their home. 

The nature of people’s attitudes and values may mean public campaigns to promote health behaviour do not reach their target audience. For example, some older people, even if they are very old and ill, may not see themselves as such. They may take pride in their resilience and activity levels. Messages targeted at the “old and frail” may pass them by.  Public Health messages need to be targeted at the right audience and delivered by a trusted intermediary in order to initiate action.  Also the range of public health messages that exist often make it difficult for public to receive and for staff to deliver and know which to prioritise and to whom. 
Barriers
The final group of influences relate to barriers. KWILLT identified those most pertinent to older people but these findings are transferable to others. 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 'heat or eat' scenario.  
Factors falling under these headings are many and varied, meaning any one person will differ in terms of how influences come together to prevent them maximising their assets and being warm and well. The KWILLT research findings were used to develop six pen portraits that illustrate how these varied influences come together in different groups of older people to put them at risk of cold related ill health.  

A stereotype of someone at risk of an EWD is a very old and frail person. By acknowledging the complex interrelated nature of the influences discussed above it is possible to see that many people who are risk may not currently be seen as vulnerable by the services they come into contact with. Another key message is that, in terms of raising awareness and promoting healthy behaviour in vulnerable people, messages targeted at different vulnerable groups are required. One size does not fit all. 
Intervention 4: Minimise injurious falls 
A recent review of the evidence on preventing falls in older people (Morris 2012)pointed out that at least a third of healthy people over 65 years who live at home fall once a year; about 20% of such falls require medical care, and many result in fractures. Rates of falling events and injuries from falls increase with advancing age, and rates are particularly high for people with chronic conditions, such as Parkinson’s disease. The economic burden of falls in old age is substantial. After motor vehicle accidents, injuries from falls contribute most to lifetime costs of injuries, with wrist and hip fractures contributing the most in elderly people. It is worrying that hospital admissions related to falls have declined little over the past decade, and given the predicted changes in global demographics it is time to take proper action on falls.
There is now strong evidence that multi-factorial interventions that target strength, balance, home hazards, vision, foot-wear, medication, vitamin D levels and education on reducing the risk of falls have been shown to reduce slips, trips and falls (Delbaere 2010).  There is also evidence that exercises and strategies to prevent falling are more effective if they are embedded into daily routines  (Clemson et al 2012).  The Marmot Team Review mentions hip fracture as a condition which shows winter associations (Marmot Review Team 2011).
In 2004 the National Institute for Health and Clinical Excellence (NICE) undertook a comprehensive review of all the available evidence on falls prevention.  It can be accessed on the NICE website and was updated in 2013 (NICE 2013). The key recommendation is that current local services, should be reviewed against these guidelines and rapid progress made to fully implementing them.  Screening questions for vulnerable people are suggested.  Older people in contact with healthcare professionals should be asked routinely whether they have fallen in the past year and asked about the frequency, context and characteristics of the fall/s.  The guidelines include referral criteria for specialised falls clinics and a detailed evidence based way of working for these local services.   
Intervention 5: Maximise vaccination take-up
Pneumococcal infections (an important cause of pneumonia, blood infections, and meningitis) can be serious for people over 65 years and the vulnerable groups set out below.  The European Centre for Disease Prevention and Control recently established an EU wide surveillance programme for these conditions.  Their first report notes that in 2010 there were 2498 cases notified in the UK, of whom almost 8% died (ECDC 2010).  It has been shown that a simple single vaccination, that is now widely available, is a cost effective intervention (Evers et al 2007).  The effectiveness of pneumococcal vaccine is documented in the Department of Health’s vaccination manual the Green Book chapter 25, available on line and updated regularly (DH 2013).
While for most people flu is unpleasant but not serious, for these same vulnerable groups, it can lead to the complications, particularly bronchitis and pneumonia. These may require treatment in hospital and can be life threatening.  Cases of flu are monitored on a week by week basis during the winter months by (Public Health England).  The PHE website also reports weekly the number of admissions to intensive care for flu (typically 40 to 70 per week in England in winter 2012/13), flu deaths (5 to 10 per week) and the excess winter deaths occurring due to flu and other cold weather related illness.  Most years, flu causes thousands of admissions to hospital and hundreds of deaths per year in the UK.  The numbers each year vary considerably depending on the types of flu circulating, the severity and length of the winter.  Evidence of the effectiveness and cost effectiveness is documented in the DH Green Book, chapter 19 (DH).  The influenza virus is unstable and new strains and variants are constantly emerging.  This is one of the reasons why the flu vaccine has to be manufactured and given to all people who need it each year.
There is strong evidence that respiratory illnesses, such as flu and pneumococcal illness are associated with cold home (Marmot Review Team 2011).  
GPs are required to compile lists of eligible patients in their practices and provide free vaccination.  This list should include everyone over 65 years and all people with long term health problems, such as diabetes, chronic heart, respiratory, liver or kidney disease, illnesses that suppress immunity, and a number of other rarer conditions.  Vaccination rates have improved a little recently but still in 2012/13 only 74% of older people and 51% of people eligible because of ill health, take up the pneumococcal and flu vaccines offered (PHE 2013).  There are concerns that those not taking up these vaccine include some of the most isolated and vulnerable people in society.
Intervention 6: Optimise personal medication
In 2002 Shaw and colleagues wrote “Room for Review”.  This included a comprehensive review of the available evidence on the hazards of prescribing and taking inappropriate medicines, and the benefits of regular review of patient’s medication. They found evidence that the significant numbers of patients are prescribed unnecessary or inappropriate medicines, incorrect doses, medicines which are incompatible, and that patients, particularly the elderly are confused by the multiplicity of medicines prescribed.  The review considered a range of evidence (RCP 1997) including a number of randomised control trials (Zermansky et al 2001, Mackie et al 1999). The problems with medication have been well documented (RPSGB 2002, DH 2001, RPSGB 1997) and include adverse reactions to medicines causing at least 5% hospital admissions. In the case of patients with long term conditions, up to 50% of medicines are not taken as prescribed.  A study looking at ten-year trends in hospital admissions for adverse reactions to medicines in England 1999–2009, suggests that they are increasing (Wu et al, 2010)
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.  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.  In 2008 Clyne and colleagues wrote “A Guide to Medication Review” published by the National Prescribing Centre (Clynne et al 2008). 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.  Information is available from the NICE website with links to a plethora of evidence based guidelines on clinical conditions which frequently stipulate the requirements for regular review of medication, notable for long term conditions which many elderly people experience
Intervention 7: Optimise nutrition and hydration

It is thought that over 5% of older people living at home are underweight (Malnutrition Task Force (MTF), 2014). Susceptibility is in part due to physiological reasons such as loss of thirst and taste sensations, loss of appetite and changes in water and sodium balance. However, malnutrition and dehydration may also be due to frailty, impairment or practical obstacles regarding shopping and cooking.  People of a younger age may be at risk of malnutrition and dehydration if struggling financially, lacking a suitable home environment to store and prepare food safely or experiencing ill health. 

Being dehydrated and malnourished can severely impact upon an older person's quality of life and place than at increased risk of a range of health risks, including infection, confusion and falls. It can also impact upon someone's ability to regulate temperature (BAPEN 2011).  Older people are more susceptible to dehydration and malnutrition especially if they have existing health problems, are living alone, without regular support and care and with existing health conditions (British Association for Parenteral and Enteral Nutrition (BAPEN, 2012, Schols JM et al 2009).

Most advice regarding keeping warm at home highlights the need for regular warm food and drinks (Public Health England 2014; Age UK 2013; HM Government 2013). The Cold Weather Plan (CWP) for England advises:

"Food is a vital source of energy and helps to keep the body warm so have plenty of hot food and drinks"(Public Health England (PHE) 2013 p 11).

The CWP recommends that frontline staff (health, social care and voluntary sector) remind clients of the importance of having warm food and drinks to reduce the negative health impacts of cold weather (PHE 2013 p35). The Plan also highlights the need for individuals to ensure they are prepared for winter by having adequate food in store, and respond to cold weather by having regular warm food and drink (PHE 2013, p39).

Most evidence based advice to prevent malnutrition and hydration relates to those who are under health care, in hospital or at home. In this situation a screening tool is recommended called the ‘Malnutrition Universal Screening Tool’ (‘MUST’) for Adults (Stratton et al 2006, Elia 2003). This can identify those at risk and help identify appropriate action (BAPEN, 2011). Five steps are recommended to follow in using the MUST tool for nutritional assessment.

MUST Steps in Nutritional Assessment
	Steps 1 and 2 – Gather nutritional measurements (height, weight, BMI, recent unplanned weight loss). 

Step 3 – Consider the effect of acute disease. 

Step 4 – Determine the overall risk score or category of malnutrition. I 

Step 5 – Using the management guidelines and/or local policy, form an appropriate care plan. 




 (BAPEN 2011, p5)
Adopting the MUST tool for nutritional assessment is inappropriate for many situations as people are not in receipt of care that would enable the assessment tor response.  For example it is not suitable for a domiciliary care worker with a 15 minute care appointment, or a concerned friend, family member or neighbour of a person vulnerable to the negative health impacts of poor nutrition or cold. 

In such circumstances, it is necessary to be aware of the risks, and if concerned, to be able to call in community nursing or GP expertise, with the agreement of the ‘patient’, to enable a proper clinical assessment and care plan to be initiated.
Intervention 8: Introduce Assistive Technology (AT)
A Department of Health working group reached a positive consensus about the merits of telecare, a finding that is likely to be applicable to AT in general. They recognised not only the benefits to individuals and carers, but also to health and social care organisations.
There are few designed experimental studies reported, and most that are have been from the USA. Largely, reports are of evidence-informed practice in social care, which draws on a variety of research techniques.
There are no specific studies on assistive technology and seasonal excess deaths.
Many of the benefits reported from users and carers relate to wellbeing and confidence in living independently, and improved mental state, rather than to direct physical health benefits.
A broad review of the use and potential use of AT was produced by the Audit Commission in 2006. Key relevant findings at that time were as follows:
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 including the following:
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

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 resilience plans

People identified as vulnerable to should have a personal emergency contingency plan to help them cope in very cold weather.  With the support of a key worker they should consider a range of options. 

Evidence base

The 2009 the Chief Medical Officer’s Annual Report (DH 2010) highlighted the issue of preventable excess winter deaths in the UK and called for a national cold weather plan to be drawn up.  The 2012 plan (DH 2012) makes clear and sensible recommendations, amongst others, to vulnerable individuals.  These are in the framework of 5 levels of alert set out in the plan.  From level 0 (all year) – which includes for example, suggesting that people should access appropriate energy advice about improving the energy efficiency of their home etc., through level 1 (winter preparedness), level 2 (severe winter weather is forecast), level 3 (response to severe winter weather), to level 4 (major incident emergency response) which includes for example - follow key public health and weather alerts messages as broadcast on the media.  Key advice from the latest plan is referred to in the section below, Checklist of quality interventions.

Considerable effort has been put into studying the effects of cold weather on people; this is published by the Department of Health in accompanying documentation (DH 2012 b and c) to the 2012 Cold Weather Plan.  This Plan and been evaluated by the Health Protection Agency
  (2012). They found high levels of awareness of the plan and professionals in the field view it as very useful for establishing their local plans. Following a number of workshops a consolidated set of recommendations were made, several of which are included in this document.  Examples of high grade evidence for the effectiveness of each intervention are however, still lacking at the moment.

Cost effectiveness/return on investment 

It is not possible to demonstrate return on investment of this component of the programme.  However, for front line workers in housing, health and social care the additional cost of the intervention will be small.

Screening question

 “Have you talked to anyone about a plan to make sure that you are warm and also safe if there is very bad cold weather next winter?”

Checklist of good quality intervention, including intermediate outcome measures

· Do local commissioners of health and welfare services ensure that personal emergency contingency plans are a component of their emergency planning and winter planning processes?

· Do local health and welfare service providers ensure that personal emergency contingency plans are a component of their emergency planning and winter planning processes? 

· Are there mechanisms locally to ensure appropriate cascading of the Met Office cold weather alert system to commissioners, providers, community groups, carers and individual vulnerable people?

· Are there plans to ensure that during extreme weather conditions all high-risk individuals who live alone are in frequent regular contact with care workers, volunteers or informal carers?  Is there appropriate use of the alarm pendant call centre or an agreed health or social care visit?

· Do vulnerable older people have a personal crisis contingency plan including a ‘buddy scheme’ to watch for danger signs and provide someone to call or make arrangements if there are no close friends or family?

· In preparation for extreme weather conditions and particularly during such conditions, is appropriate advice communicated to individuals and their carers regarding the following issues?

· The importance of maintaining an indoor temperature of 21ºC in living rooms and 18 ºC in bedrooms.

· The importance of wearing warm cloths including a woolly hat when going outside.

· The increase risk of falling on ice and snow.

· The availability and appropriate use of additional statutory and voluntary services during extreme conditions.

5. References

Age UK (2013). Winter wrapped up On: http://www.ageuk.org.uk/Documents/EN-GB/Information-guides/AgeUKIG27_Winter_wrapped_up_inf.pdf?dtrk=true  Accessed: January 2014.

Bentley, C. (2008). Systematically Addressing Health Inequalities. London: Department of Health.
British Association for Parenteral and Enteral Nutrition (2012). Malnutrition matters On: http://www.bapen.org.uk/pdfs/bapen_pubs/bapen-toolkit-for-commissioners-and-providers.pdf Accessed January 2014

British Association for Parenteral and Enteral Nutrition (2011). The 'MIUST' Explanatory Booklet On: http://www.bapen.org.uk/pdfs/must/must_explan.pdf Accessed January 2014
Clemson L, et al. (2012).  Integration of balance and strength training into daily life activity to reduce rate of falls in older people: randomised parallel trial.  BMJ 345:e4547.

Clyne W, Blenkinsopp A, Seal R.  (2008). A Guide to Medication Review 2008.  National Prescribing Centre, University of Liverpool.  Available at: 

 http://www.npc.nhs.uk/review_medicines/intro/resources/agtmr_web1.pdf
http://www.nice.org.uk/mpc/
Dalphinis J. (2014). Physical and social causes of hypothermia. Nursing Times 109; 49/50; 12-15

Department of Energy and Climate Change (DECC) Annual Report of Fuel Poverty Statistics 2012. On: 

https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/66016/5270-annual-report-fuel-poverty-stats-2012.pdf   Accessed February 2014
Department of Health (2013). The Green Book. Vaccination manual. On: https://www.gov.uk/government/collections/immunisation-against-infectious-disease-the-green-book  Accessed February 2014

Department of Health (2012a). Cold Weather Plan for England accessed at 

https://www.gov.uk/government/publications/cold-weather-plan-for-england-2012-published 

Department of Health. (2012b). Making the Case: Why Cold Weather Planning is Essential to Health and Well-being. Accessed at:

www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_130564    

Department of Health (2012c). Cold Weather Plan 2012: Supporting the case. Accessed at: 

http://www.dh.gov.uk/health/tag/cold-weather-plan/  
Department of Health (2010). ‘Winter kills’, in 2009 Annual Report of the Chief Medical Officer, 31–7.

Department of Health (2001). Medicines and Older People (supplement to the NSF for Older People). Department of Health, London
Delbaere K, et al. (2010). A multifactorial approach to understanding fall risk in older people. J Am Geriatr Soc 58:1679-85.

Elia M (2003). Screening for malnutrition: a multidisciplinary responsibility. Development and use of the ‘Malnutrition Universal Screening Tool’ (‘MUST’) for adults. MAG, a Standing Committee of BAPEN (ISBN 1  899467 70 X) 2003a.

Energy Saving Trust (2010). F and G banded homes in Great Britain Research into Costs of Treatment. On:

http://www.energysavingtrust.org.uk/Publications2/Housing-professionals/Refurbishment/F-G-banded-homes-in-Great-Britain-research-into-costs-of-treatment Accessed February 2014
European Centre for Disease Prevention and Control. (2012). Surveillance of invasive pneumococcal disease in Europe, 2010. Stockholm: ECDC; Dec 2012.

Evers SM, et al.  (2007). Cost effectiveness of pneumococcal vaccination for prevention of invasive pneumococcal disease in the elderly: an update for 10 Western European countries.  Eur J Clin Microbiol Infect Dis  26:531-540.

Health Protection Agency. (2013). Evaluation Report – Cold Weather Plan for England 2011–12 On:
http://www.hpa.org.uk/Topics/EmergencyResponse/ExtremeWeatherEventsAndNaturalDisasters/ColdWeather/ColdWeatherPublications/     Accessed February 2014
HM Government (2013) Keep Warm Keep Well On:
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/254859/Keep_Warm_Keep_Well_2013_WEB_FINAL.pdf Accessed January 2014

Mackie CA, Lawson DH, Campbell A, Maclaren AG, Waigh R. (1999). A randomised controlled trial of medication review in patients receiving polypharmacy in general practice. Pharm J  263: R7

Malnutrition task Force (2014) Malnutrition - the facts. On:
 http://www.malnutritiontaskforce.org.uk/malnutrition-the-facts.html Accessed: January 2014

Marmot Review Team (2011). The Health Impact of Cold Homes and Fuel Poverty. On: http://www.instituteofhealthequity.org/projects/the-health-impacts-of-cold-homes-and-fuel-poverty Accessed February 2014.

Morris ME. (2012). Preventing falls in older people.  BMJ 345:e4919

National Institute for Clinical Excellence (NICE) (2014). Medicines and Prescribing Support.  On: http://www.nice.org.uk/mpc/ Accessed February 2014

National Institute for Health and Clinical Excellence (2006). Nutrition support in adults. On: http://www.nice.org.uk/nicemedia/live/10978/29978/29978.pdf Accessed January 2014

National Institute for Clinical Excellence NICE (2004). The assessment and prevention of falls in older people CG161. On: http://publications.nice.org.uk/falls-assessment-and-prevention-of-falls-in-older-people-cg161  Accessed February 2014
Palmer G, MacInnes T, Kenway P. (2008). Cold and Poor: An Analysis of the Link between Fuel Poverty and Low Income New Policy Institute, On: 

 http://www.poverty.org.uk/reports/fuel%20poverty.pdf  Accessed February 2014
Public Health England (2013). Weekly National Influenza Report Summary of UK surveillance of influenza and other seasonal respiratory illnesses  On:
http://www.hpa.org.uk/webc/HPAwebFile/HPAweb_C/1317138624419 Accessed February 2014

Public Health England (2013). Cold Weather Plan for England. On: https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/252838/Cold_Weather_Plan_2013_final.pdf Accessed January 2014
Roche, T. (2010, March 5). How to reduce the risk of seasonal excess deaths systematically in vuerable older people to impact at population level. Retrieved May 27, 2013, from 

dh.gov.uk/dh_digitalassets: 

http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/@dh/@en/@ps/documents/digitalassets/dh_115098.pdf 

Royal College of Physicians. (1997). Medication for older people. J R Coll  Physicians 31:254-7

Royal Pharmaceutical Society of Great Britain (2002). Pharmacists and the new intermediate care agenda.  Royal Pharmaceutical Society of Great Britain, London
Royal Pharmaceutical Society of Great Britain (1997). From Compliance to Concordance. 1997. Royal Pharmaceutical Society of Great Britain, London
Scols JM, De Groot CP, ven der Cammen TJ, Olde Rikkert MG. (2009). Preventing and treating dehydration in the elderly during periods of illness and warm weather. Journal of Nutrition and Health and Aging 13(2):150-157.

Shaw J, Seal R, Pilling M. (2002). Room for Review. Medicine Partnership.  Available at:  http://www.npc.nhs.uk/review_medicines/intro/resources/room_for_review.pdf 

Stratton RJ, King CL, Stroud MA, Jackson AA, Elia M. (2006). ‘Malnutrition Universal Screening Tool’ predicts mortality and length of hospital stay in acutely ill elderly. British Journal of Nutrition 95:325-330.

Tai-Yin Wu, Min-Hua Jen, Alex Bottle, Mariam Molokhia, Paul Aylin, Derek Bell, and Azeem Majeed (2010). Ten-year trends in hospital admissions for adverse drug reactions in England 1999–2009. J R Soc Med June 1, 2010 103: 239-250, doi:10.1258/jrsm.2010.100113
Tod AM. Lusambili A. Homer . Abbott J. Cooke JM. Stocks AJ. McDaid KA. (2012). Understanding factors influencing vulnerable older people keeping warm and well in winter: a qualitative study using social marketing BMJ Open 2012; 2:e000922 doi:10.1136/bmjopen-2012-000922 

Wilkinson P, Landon M, Armstrong B, Stevenson S, Pattenden S, McKee M and Fletcher T, (2001). Cold Comfort: The Social and Environmental Determinants of Excess Winter Deaths in England, 1986–96. Bristol: The Policy Press http://www.jrf.org.uk/sites/files/jrf/jr101-determinants-winter-deaths.pdf 

 Zermansky AG, Petty DR, Raynor DK, Freemantle N, Vail A, and Lowe CJ. Randomised controlled trial of clinical medication review by a pharmacist of elderly patients receiving repeat prescriptions in general practice. BMJ 2001; 323: 1340-1343

[image: image11][image: image12]
CLAHRC


For South Yorkshire





Box 1. Summary of the Abacus Programme Approach


A strong case can and should be made to commissioners that deaths, illness and misery of severe winters and fuel poverty are largely preventable.


There is a substantial financial case to also take into account, and this emphasises the key impact of mental ill health.


It is proposed that a virtual register of the most vulnerable in an area be established, possibly as a ‘list-of-lists’


A checklist of evidence-based key interventions should be established, and co-ordinated mechanisms set up to ensure those on the lists are systematically assessed for all


‘Organised efforts of society’ working together will be necessary to reduce ‘decay’ in access to and use of services by the most vulnerable. This will be necessary to achieve improvements in population level outcomes
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