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Introduction
Introduction to the Eaga Charitable Trust
The Eaga Charitable Trust was established by Eaga Ltd (now Eaga Partnership Ltd) in February
1993. Eaga Partnership is the Trust's sole funder and to date Eaga Partnership has donated almost
£1 million (including HMIT rebates) to Eaga Charitable Trust. The objectives of the Trust are
"the relief of fuel poverty and the preservation and protection of health by the promotion of the
efficient use of energy." Applications for funding by the Trust should: assist to clarify the nature,
extent and consequences of fuel poverty; and offer insights into opportunities for the energy
efficient and cost-effective relief of fuel poverty in any part of the United Kingdom.
Applications should fall broadly within these terms of reference of the Trust. The Trust gives
priority to proposals that have the potential to inform or influence national perceptions and
policies.
Research Initiative on Health and Fuel Poverty
Since 1997 the Eaga Charitable Trust has funded a 'targeted' programme of research on the theme
of Fuel Poverty and Health. Throughout 2001 the Trust is continuing to invite funding proposals
on research relating to fuel poverty and health, in addition to applications which may fall more
broadly within the Trust's terms of reference. For further information, please contact the Trust
Administrator (details below).
The Aims of the Health and Fuel Poverty Seminar
The seminar on 21 June 2001 examined recent research in the field of fuel poverty and the health
problems associated with cold, energy- inefficient homes. It also focused on the importance and
benefits of engaging the health sector — including primary care workers - in the fight against fuel
poverty.
The aims of the seminar were to:
• highlight recent and current research in this area;
• examine the roles of health professionals in: identifying those most vulnerable to fuel
poverty-related health problems; alleviating fuel poverty; and promoting energy
efficiency;
• identify areas for future research initiatives and discuss opportunities for collaborative
work.
Research Reports on Health and Fuel Poverty
Health-focused research funded by Eaga Charitable Trust includes:
• The Relationship between Indoor Humidity, Fuel Poverty and Housing Conditions on
Exacerbation, Symptoms and Lung Function of Patients with Moderate and Severe
Chronic Obstructive Pulmonary Disease (1998)
By Department of Physiology, Basic Medical Sciences, Queen Mary and Westfield
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College, University of London
•

The Impact of Fuel Poverty and Housing Conditions on Scotland's Health — a review of
available literature (1998)
By Energy Action Scotland

•

Fuel Poverty and Health in Paisley — a comparative study of housing conditions,
affordable warmth and health status in west central Scotland (1999)
By Energy Action Scotland

•

The Nottingham Energy, Health and Housing Study - reducing humidities, house dust
mites and asthma (2000) - full report and summary leaflet published
By Roger Critchley, Rob Howard and Dr Tadj Oreszczyn

•

Housing and Health: does installing heating in their homes improve the health of
children with asthma?
Article in Public Health (2000) 114, 434-439
By M. Somerville, I. Mackenzie, P. Owen and D. Miles, Cornwall and Isles of Scilly
Health Authority

•

Fuel Poverty, Energy Efficiency and Health (1997)
By Melanie Henwood
Published by Eaga Charitable Trust
ISBN: 1 901616 02 9

•

Cold Homes and Health (1997)
By Roger Critchley
Published by Eaga Charitable Trust

•

Domestic Energy Efficiency and Health: Local and National Perspectives (1999)
By Association for the Conservation of Energy and Projects in Partnership

•

Developing a methodology to evaluate the outcome of investment in affordable warmth
(2001)
By Janet Rudge, Low Energy Architecture Research Unit (LEARN), School of
Architecture and Interior Design, University of North London.
Published by Eaga Charitable Trust
ISBN: 1 901616 05 3

A useful publication which contains several chapters focused on research funded by Eaga
Charitable Trust is:
•

Cutting the Cost of Cold — Affordable Warmth for Healthier Homes (2000)
Edited by Janet Rudge and Fergus Nicol
Published by E & FN Spon
ISBN 0 419 25050 6
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Please note that many of these publications, such as Cutting the Cost of Cold, have excellent
bibliographies. For further information on any of the above research and to order copies of any
of the reports published by Eaga Charitable Trust, please contact the Trust Administrator:
Dr Naomi Brown, Trust Administrator,
23 Macadam Gardens, Penrith, Cumbria, CAll 9HS.
Tel/Fax: 01768 210 220. E-mail: eagact@cs.com
Website: www.eaga.co.uk
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Summaries of Presentations and Key Points Raised in
Discussion
Housing and Excess Winter Death: The Potential Health Impact of Housing
Initiatives
Dr Paul Wilkinson, Environmental Epidemiology Unit, London School of
Hygiene and Tropical Medicine
Variations in the high winter death rates in the United Kingdom are predominantly linked to the
ambient temperature although there are other contributory factors such as poor energy efficiency
and low indoor temperature. Whilst flu epidemics can be associated with some peak death rates,
the most significant risk factor is temperature — the colder it gets the greater the number of deaths.
In order to assess the effects of indoor conditions (90% of time is spent indoors in winter) a study
sought to link information on housing standards from the 1991 English House Condition Survey
to mortality data between 1986-96. The data was analysed by postcode and examined housing
characteristics and winter death figures. Findings confirmed that excess winter death rates
increased significantly the older the age group and also (surprisingly) that excess winter death
rates were higher amongst professional classes than in manual classes although there may be
doubts about the statistical validity of this latter finding.
Excess Winter Deaths

The specific findings of the research indicated that:
•
•
•
•

the older the property the greater the winter mortality risk;
energy inefficient properties link to increased excess winter deaths;
indoor temperature is a factor in excess winter deaths;
between 60% and 80% of excess winter deaths are cold related.

Factors in Indoor Temperature

The research found the following factors in low indoor temperatures
•
•
•
•
•

single occupant properties have lowest temperatures;
higher household income equates to higher temperatures;
older properties are colder;
centrally heated dwellings are warmer;
expensive to heat properties are colder — this was the most important factor in determining
whether homes were warm or cold.

Housing Tenure

Variations were also detected dependent on housing tenure. Local authority and housing
association properties were warmer where heating costs were lower; this was not the case in the
owner-occupied sector where indoor temperatures were less responsive to low or high heating
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costs.
Conclusions

•

Low indoor temperatures were found in many dwellings during periods of cold;

•

Risk factors included age of property, absence of central heating, dissatisfaction with
heating system, cost of heating, small household size, low income;

•

Disadvantage of difficult-to-heat-homes was shown to be greater in households with low
income;

•

A greater incidence of cold related mortality was found in poorly heated homes;

•

The potential is present for substantial public health benefits from improved home
heating/thermal efficiency of dwellings, but policies need to be carefully developed.

Key points raised in discussion

The relationship between winter death rates and internal and external conditions are complex.
Whilst housing conditions are important, behavioural factors such as moving from a warm indoor
environment to a cold exterior are also important.
Heating patterns are not critical but thermal efficiency and heating costs are. The Standard
Assessment Procedure can distort reality since it cannot deal effectively with a wide range of
heating regimes.
Whilst the data suggests that cold homes are responsible for 20% of cold-related deaths, out of
the 30,000 that may be attributed to cold conditions, the modelling process is complex and reliant
on imprecise data. There is evidence to suggest that the number of deaths that are cold-related
and the number that might be prevented by improved thermal efficiency are both underestimates.
It was suggested that other research did not support the finding that owner-occupied and privaterented properties are warmer than social housing. Whilst it was conceded that this might be true
in some individual cases, Wilkinson's findings were based on average data.
The research group was confident that the data used was sufficiently robust for its purpose.
Material from the English House Condition Survey should be representative and the mortality
data should be reasonably accurate. There may, however, be some difficulties in cases of
advanced age where GPs may be reluctant to cite cold conditions as a contributory factor in
death.
The study is funded by the Joseph Rowntree Fund and will be published first on their website and
subsequently in an academic journal.
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PRESENTATION MATERIALS

BACKGROUND

• Large winter excess of deaths in UK
• Around 60% of the seasonal fluctuation is
attributable to ambient temperature
• Poor energy efficiency of dwellings & low indoor
temperature may be contributory
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ANALYSIS OF TEMPERATUREMORTALITY RELATIONSHIP BY
HEATING CHARACTERISTICS OF HOME

EXCESS WINTER DEATH FROM CVD (I)

Age-group (n=80,331)
0-44
45-64
65-74
75-84
85+
Sex (n=80,3312
Male
Female
SEG, head of h'hold (n=37,700)
Professional
Managerial
Intermed non-manl
Junior non-manual
Skilled manual
Semi-skilled
Unskilled
Tenure (n=77 643)
Housing Assoc
Local Authority
Owner occ
Privately rented

Winter
deaths

% excess in
winter

385
4008
16619
23204
14169

1.3
18.9
21.0
22.6
30.0

1.0
1.17
1.20
1.21
1.28

15000
15467

21.3
24.5

1.0
1.03 (1.02 - 1.05)

580
2251
1197
1447
4831
2803
1238

31.3
25.5
21.8
25.1
22.6
23.3
21.3

1.0
0.96
0.93
0.95
0.93
0.94
0.92

2540
10601
14242
2067

18.6
20.5
25.2
25.8

1.0
1.02 (0.96 - 1.08)
1.06 (1.00 - 1.12)
1.06 (0.98 - 1.14)
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Risk (95% CI)
relative to baseline

(1.03 - 1.34)
(1.05 - 1.36)
(1.07- 1.38)
(1.13 - .46)

(0.85 - .07)
(0.82 - 1.05)
(0.84 - 1.08)
(0.84 - 1.04)
(0.84 - 1.05)
(0.82 - 1.05)

P-value

<0.001

0.09

>0.2

0.008

MULTIVARIABLE DETERMINANTS OF INDOOR TEMP.

I
2
3-4
5+
I (lowest)
INCOME (q'tiles)
2
3
4 (top)
BUILDING AGE
Pre-1900
1900-44
1945-64
1965-1980
Post 1980
CENTRAL HEATING Yes
No
HEATING SATISF'TN Very satisfied
Fairly satisfied
Fairly unsatisfied
Very unsatisfied
HEATING COSTS 1 (lowest)

H'HOLD SIZE

3
4 (top)

95% CI

INCREASE IN HALL
TEMP. ('C)
0
0.26
0.48
0.53
0
-0.08
0.07
0.25
0
-0.06
0.14
1.1
1.2
0
-1.12
0
-0.639
-1.13
-1.80
0
-0.567
-0.714
-1.09

P-VALUE

0.01 to 0.52
0.22 to 0.74
0.18 to 0.89

0.002

-0.33 to 0.17
-0.19 to 0.33
-0.03 to 0.53
-0.30
-0.11
0.79
0.70

to
to
to
to

0.17
0.40
1.36
1.70

0.07

<0.0001

-1.3 to -0.91

<0.0001

-0.82 to -0.46
-1.44 to -0.82
-2.10 to -1.44

<0.0001

-0.81 to -0.32
-1.00 to -0.46
-1.35 to -0.84

<0.0001

MEAN CORRECTED TEMPERATURES AT 5°C OUTDOOR
TEMPERATURE. (NO. OF SURVEYED DWELLINGS IN ITALICS.)

Housing tenure

Standardized heating costs (quartiles)
4 (highest)

I (lowest)

2

3

Housing
assoc.

19.0
(!28)

16.9
(57)

16.4

14.6

(40)

(28)

Local
authority

18.3
(386)

17.1

16.4

15.3

(288)

(224)

(140)

Owner
occupier

17.8

17.4

17.2

16.7

(276)

(450)

(542)

(608)

Privately
rented

17.8
(36)

17.1

15.9

15.9

(45)

(53)

(89)
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Seasonal variation in deaths from cardiovascular disease by cost of
home heating. England, 1986-1996.
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IMPACT ON MORTALITY
Attributable
deaths
Excess winter deaths

50000

60% of excess winter deaths,
10% of cvd deaths, are cold
related

30000

20% of cold-related deaths
can be attributed to cold
home

6000

Pool of people who die
because of cold each year

Pool of people who die
because of inadequate home
heating

Deaths preventable by HEES
programme

HEES improvements in
indoor temperature reduce
ulrierabilityto cold
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From Local Concern to Randomised Trial: The Watcombe Housing Project
Andrew Barton, Coordinator, Plymouth and South Devon Research and
Development Support Unit, Plymouth Postgraduate Medical School
The research question to be answered by the Watcombe Project was: to what extent does the
upgrading of houses impact on the indoor environment, the health (particularly respiratory health)
and well-being of residents, and cost to the NHS?
The project which operates in Watcombe, an estate in Torquay, began with the realisation that
many General Practitioner home visits involved residents complaining of damp-related problems.
The local authority housing department agreed to pay for remedial work in homes on the estate,
with the associated research costs met through the NHS Research and Development Fund.
It was recognised that the research question posed problems, in that it is difficult to isolate healthrelated benefits from a project focused on poor housing since families occupying such properties
might manifest other problems such as children with behavioural problems, householders with
learning difficulties/mental illness and other physical health problems.
The prerequisites or 'political criteria' identified as essential involved:
• joined-up thinking;
• inequalities;
• consumer involvement;
• lessons for Health Action Zones.
Collaborators in the Torbay Healthy Housing Group comprised:
•
•
•
•

local authority housing and environment departments;
the University of Plymouth Department of Environmental Sciences;
Health Authorities and other local health agencies;
residents groups.

The project itself involved upgrading 130 local authority properties (c 500 residents) over a twoyear period with a random 50% being improved in the first year and the remainder being
improved in year two of the study. The improvements involved:
• full gas-fired central heating;
• appropriate ventilation;
• new doors and roofs;
• loft insulation;
• double glazing.
Phase 2 of the intervention would include written guidance on the optimal use of new equipment
and how to maintain a comfortable indoor environment. The project outcomes would be
measured in terms of:
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Health - measured through symptom reductions including asthma, angina and arthritis;
Environmental — measured through changes in humidity, temperature, damp, house dust mites
and mould spores and carbon monoxide/dioxide levels;
Economic — to residents: heating costs, time lost from school/employment, purchase of
medicines and trips to doctor/hospital;
To NHS — prescriptions and professional contacts.
The project involved local residents at all stages of the programme and consumer involvement
has been fostered by:
•
•
•
•
•

steering committee memberships;
the randomisation (stepped) was arranged as part of a public meeting;
residents meetings were held on a regular basis;
a Christmas party was organised for participants;
newsletters were produced and prize draws held.

Participation and response rates were extremely high and, to date, 79% of households have
cooperated with all phases of the project.
Key points raised in discussion
A number of problems had arisen as a result of the methodology. For example, little account had
been taken of any psychological benefits resulting from the intervention and the household's
expectation of improved conditions. Nevertheless, the researchers were confident that findings
from the study are generally sound.
As yet there had been no follow-up contact with General Practitioners to assess any changes in
the incidence of self-reported asthma.
Information packs are not an adequate means of explaining the optimal use of new equipment and
how best to maintain a comfortable indoor environment. The research established that a
minimum of 45 minutes of direct face-to-face explanation was necessary to ensure that
information had been fully communicated and understood.
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Watcom be Project
RESEARCH QUESTION

To what extent does the upgrading
of houses impact on the indoor
environment, the health
(particularly respiratory health) and
wellbeing of residents, and cost to
the NHS?

The Political Dimension
• joined up thinking
• inequalities
• consumer involvement
• lessons for HAZ's
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Torbay Healthy Housing Group
Collaborating organisations
•
•
•
•
•
•
•
•

Plymouth and South Devon RDSU
Torbay Council Housing Department
Environment Department
Department of Environmental Sciences, UoP
South Devon Healthcare NHS Trust
Local PHCTs
Residents' Group
South and West Devon Health

The ideal design
The intervention
(upgrading or not of houses)
would be permanent
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Watcombe Project
Research Design
Randomised to waiting list
(Unit of randomisation: House)

Watcom be Project
Populations
• Houses. 130 Council owned
houses in the Watcombe area of
Torbay
• Residents. c500 residents of
these houses
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Watcombe Project
Intervention
£600 000 to be spent over the ne
years on...

o

• Full gas fired central heating installed in all
houses
Appropriate ventilation
• New doors
• Re-roofing
• Attics insulated
Double glazing

Watcombe Project
Intervention 2
The intervention will include a written
description of the most effective
ways to use the new equipment and
maintain a comfortable living
environment in the house.
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Watcombe Project
Outcomes
• Health
• Environmental
• Economic

Watcombe Project Outcome
1: HEALTH
• annual prevalence survey of all residents
(inter alia to identify "positives")
positives receive:
•
•
•
•
•

Spirometer test and
Asthma Bother Profile and
Symptom diary or
Rose Angina Questionnaire or
Arthritis impact Score (as appropriate)

Watcombe Project Outcome
1: HEALTH (Cont)
Annual Survey includes
• SF36
• GHQ (short form)

Watcombe Project Outcome
2: ENVIRONMENTAL

• humidity
• temperature
• damp
• house dust mite
• mould spores
• carbon monoxide/dioxide
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Watcombe Project Outcome
3: ECONOMIC
(To residents)
• heating costs
• time lost from school/work
• over the counter medicines
• trips to GP/hospital
(To NHS)
• prescriptions
• clinician contacts

Effect of randomisation
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Consumer involvement
•
•
•
•
•
•

steering committee membership
randomisation at a public meeting
residents' meetings
Christmas party
newsletters
prize draws

Response Rates
1999

2000

Prevalence survey

93%

93%

Environmental tests

91%

91%

Health Interviews

80%

85%

To date, complete data available on 94/119
(79%) households: 42 Phase 1, 52 Phase 2
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The Health Impact of HEES: Lessons from the Pilot Study
Geoff Green, Centre for Regional, Economic and Social Research, Sheffield
Hallam University and Roger Critchley, First Report; in association with the
London School of Hygiene and Tropical Medicine
Conceptual Model

Reduce(
Increase use
of Health
Services

The project was intended to examine how HEES measures impacted on indoor temperatures,
humidity and health. The pilot featured a before and after intervention and comparison with a
control group. Evaluation was carried out through household questionnaires, house inspection,
temperature and humidity measurement and thermal comfort and fuel use.
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PILOT DESIGN

Temp.
20° C

Wave 1
survey

H EE
intervention

Wave 2
survey

77

77

'77

-

•

10°C
Outside
temperature

0°C
• Intervention
Group

Comparison
Group

Time

The average SAP improvement resulting from the intervention was 10.3, with living room
temperatures raised by an average of 0.7°C and bedroom temperatures raised by 1.1°C.

MEAN SAP RATINGS

English House Condition Survey 1996
■ Mean SAP rating = 43.8
■ Rising 0.5 SAP points per annum to 46.0 by December 2000
(DTI UK Energy Report)

•

Average SAP at pilot intervention 44.6 (comparison 44.6)

■ Average EAGA Partnership SAP = 44
■ Pilot study rise in SAP rating = 10.3 points
•

EAGA rise in SAP rating = 11 points
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Despite the comparatively modest improvement in thermal conditions, there was a significant
increase in households describing themselves as "comfortably warm" after intervention measures.

LIVING ROOM THERMAL COMFORT

Intervention W 1 (%)
Intervention W2 (%)

Much too Too coot Comfortably Comfortable Comfortably Too warm
warm
cool
cool
3.9
27.3
0
28.6
33.8
G.
26.7
1.3
20
37.3
1.3
13.3

Intervention group wave

1 and wave 2 living room therm al

corn fort scores corn pared (Selected day AM)

40
35
30
25

cilnterven (Ion W1 (% )

20

Intervention W 2 (% )

15
10
5
0
,43`
o0
c;Cs

ccc.

c,occs

,Nft,

-=`-

0

o

oey

There were limits to the value of the pilot, including the extremely short period of time between
intervention and re-monitoring and the small number of heating measures installed. Despite these
reservations, using Health Assessment (SF 36), there was a marginal increase across five out of
eight health factors. Whilst the 1°C increase in internal temperatures is a modest achievement ,
the existing HEES scheme is expected to prevent between 50-200 deaths; modelling suggested
that the extension of HEES beyond existing limited eligibility criteria would prevent between
500-1000 deaths; and that if HEES could raise indoor temperatures by 5°C then 6,000 winter
deaths could be prevented.
Questions and Answers
The HEES grant at its current level cannot bring about significant temperature gains. A research
study in Sheffield showed temperature increases of the order of 7°C — much more significant,
albeit much more expensive, at £26,000 per property, as a result of improved energy efficiency in
high-rise housing.

Measuring improvements to mental health is complex since it is unclear whether causes are social
or mechanical. The health assessment showed associations with perceived comfort and health
rather than actual temperature and health.
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DISTRIBUTION OF SAP RATINGS

Intervention
Corn paris on
ECHS 1996

0>10
2.4
1
4.5

10>20
3.7
2
3.8

20>30
7.3
9.8

30>40
11
22.5

8.3

19.7

40>50
31.7
33.3
29

(STANDARD ASSESSMENT PROCEDURES)

50>60
36.6

60>70
7.3

70>
0

17.6
20.9

7.8
10.3

5.9
3.6

D is trib utio n of SAP rating s
40
35

D Inleryention

30

=Com parison

25

DECHS 1996

20
15
10
5
0
0>10

10>20

20>30

30>40

40>50

50>60

60>70

70>

E HCS, N = 19643. Intervention N = 82, Com parison N = 102
Sample Source = NES/First Report.

CHANGE IN SAP RATINGS

0>10
Before intervention
After intervention

10>20 20>30 30>40 40>50 50>60 60>70 70>80

80>

2.4

3.7

7.3

11

31.7

36.6

7.3

0

0

0

1.2

4.9

7.3

15.9

20.7

45.1

3.7

1.2

oBefore intervention
Change in SAP rating

"'After intervention

50
40
30
20
10
0
0>10 10>20 20>30 30>40 40>50 50>60 60>70 70>80 80>
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15

22
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5
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0

i

15

25

DAILY FLUCTUATION IN TEMPERATURE

Daily fluctuation in indoor temperature °C

Scut

Pilot i'fistcito ors;

MEAN ROOM TEMPERATURES
English House Condition Survey 1996
• Living Room 19.5 °C
• Hall 17.9 °C
Intervention/comparison
• Living Room before 19.7 / 19.8 °C
• Bedroom before 17.4 / 17.8 °C
Significant changes in temperatures
• Living Room = 0.6 / 0.7 °C
• Bedroom = 0.9 / 1.1 °C
/241,r14 kYar 12 days mean)
.Y

4

26

BEDROOM THERMAL COMFORT

Intervention Wl r/o)
Ink:mention W2 t 'NO

Much too Too cool
cool
6.6
26.3
1.3

C:omfortably Comfortable Comthrtably Too warm
Warn

0001

39.5
29.3

23.7
41.3

3.9
1S.7

Much too
warm

0

0

0

Intervention group wave 1 and wave 2 bedroom thermal comfort scores
compared (Selected day AM)
45 40
35
30
Intervention W1 (%)

25
20

• Intervention W2 (% )

15
10
5
0

,0

0
0

Go&

sp°

410
yo

— Pilot (1.)irt.9s)

VENTILATION PROVISION
Much too Too cool
Intervention W1 j%)

Intcrvention W2 0,0

cool
6_6
L3

26.3
9.3

Comfortably Contfortable Comfortably Too warm
warnt
cool
39.5
3_9
0
23.7
a
29.3
41.3
18.7

Much too
warm
0

Ventilation Provision

Comparison Wave 1
IIIIIIntervention Wave 1
Motel

hll r DCMS have
venti lation

1-24% of rooms
with no ventilation

25-49% of rooms
with no ventilation

50-74% of rooms
with no ventilation
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75-99% of rooms
with no ventilation

No ventilation
provided

MEAN BEDROOM HUMIDITIES

Mean Bedroom Relative Humidities
45.0
40.0

% of dwe llings

35.0
DC om parison W1

30.0
25 0

• Intervention W1

20.0

❑ Com parison W2

15.0

['Intervention W2

10.0
5.0
0.0
< 30%

30%<

40%<

50% <

60%<

70%<

40%

50%

60%

70%

80%

80%+

HOUSEHOLDS AFFECTED BY MOULD
EHCS MOULD
GROWTH INDEX
None
1 -2
3 -4
5 of over

Comparison group

EHCS 1996

Before
73
16
10
1
100
N=102

85.4
9.7
3.5
1.4
100
N=19,643

After
75
15
10
1
100
N=102

EHCS Mould Index — Comparison I Intervention
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Intervention group
Before
66
22
11
1
100
N=83

After
67
21
11
1
100
N=83
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IMPACT ON MORTALITY
Attributable
deaths
Excess winter deaths

50000

All excess winter deaths

60% of excess winter deaths, 10%
of cvd deaths, are cold related

30000

Pool of people who die of cold
each year

Up to 20% of cold-related deaths
can be attributed to cold home

6000

Pool of people who die because
of inadequate home heating

500-1000

Deaths that could be prevented
by HEES if universal coverage

HEES improvements achieve
modest change in temperature
HEES improvements in a
proportion of vulnerable
households only

50-200

32

No. of deaths prevented by
current HEES

A Commitment to Share
Paul Thomas, npower Health Through Warmth and Elaine Di Vito,
Birmingham Specialist Community Health NHS Trust
Health through Warmth is a partnership project involving npower, NHS, NEA and Birmingham
and Wolverhampton City Councils. Birmingham and Wolverhampton were chosen because of
their high levels of general deprivation and estimated fuel poverty.
The purpose of the project is to formalise and optimise existing health worker involvement in
referring vulnerable clients for energy efficiency improvements. The aim of the training element
is to train 1,000 individuals in each of twenty areas with the objective of generating 250,000
referrals over the 4-year roll-out period. Front-line health workers are being trained to make
referrals on the basis of their own observations rather than becoming involved in complex
assessments of needs and eligibility.
There are 34 different disciplines within the Trust and the aim is to involve as many of these
areas of responsibility as possible. It is important to develop and retain credibility with health
workers so it is important that referrals are acknowledged (within ten days) and that health
workers are kept informed of progress in improvement works.
The scheme is open to customers of all suppliers and to households regardless of benefit receipt
or entitlement. Energy efficiency works are funded through the Warm Front grant, Standards of
Performance resources and, in some cases, from a crisis fund.
Questions and Answers

It is important to build confidence and credibility in working with health workers — it is
particularly important to deliver on promises. Training must be relevant and of an appropriate
length (2 hours). As health workers see their colleagues benefit from association with the project,
they too wish to get involved. The fact that this project offers assistance to everyone referred,
and is not as exclusive as the Warm Front grant, is a major advantage.
It is important to look at examples outside of fuel poverty and energy efficiency to see what
lessons can be learned about what is needed to encourage health sector involvement in new
initiatives.
The scheme cooperates with local authorities in all areas and, as necessary, can access House
Renovation Grants for major improvement work.
The current scheme looks beyond practical energy efficiency improvements to other areas such as
income maximisation via benefits checks and equity release schemes. The intention is to extend
partnerships to cover a wider range of problem areas. All partners will have access to the
relevant part of the database to enable them to track individual cases.
The roll-out to other parts of the country will only be taken once the optimum format has been
devised. A franchise-type system may be adopted for replication.
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The actual monitoring of health improvements is problematic since there is a need to avoid
additional burdens on health staff.
Whilst development of the scheme as an Energy Services Company (ESCO) is not currently part
of the planning, this may follow at a later stage.
This project has not really addressed the historic difficulty of involving General Practitioners
since it was always envisaged that community and practice nurses and other frontline staff were
the most appropriate participants.
Discussions are continuing with Eaga Partnership to see what scope there is for reciprocal
referrals and other areas of cooperation.
The total investment on npower's part is £5.4 million. The returns on that investment are: brand
awareness, customer retention and social responsibility.
The Department of Trade and Industry has authorized the use of SoP flexibility funding as a
resource for the project.

34

PRESENTATION MATERIALS

Health Through Warmth
• A pilot project
• Aimed at people suffering ill health due
to their living conditioris
9
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It's a Partnership Project
•
•
•
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npower
NHS
NEA
Birmingham and Wolverhampton City
Councils
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Why a project like this?
• Over 40,000 people die each year from
cold related illnesses
• Every 1°C fall in average temperature
increases the death rate by up to 8000
• 750,000 older people are estimated to
be at risk from hypothermia
• NHS spends £1 b p/yr.. treating cold
and damp related illnesses

Why Birmingham and
Wolverhampton?
Birmingham
40% live in defined deprived
neighbourhoods
• 40% householders have no earned
income
• 37% homes don't have central heating
• 740 average winter deaths
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Focusing on Deprivation
Wolverhampton
3rd most deprived area in West Midlands
21% residents on Income Support
Highest unemployment for last 10 years
10,000 households estimated to live in
fuel poverty
• 12,200 in severe and extreme fuel poverty

•
•
•
•
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What are we doing?
• Training multi disciplined staff
• What are we training them in
• How are we training and supporting
them
• Where
• When
cg,ouGif
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What have we achieved to date
• 65% referral rate from people trained
• £150 K grants accessed
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Type of Housing
• Private owners 52%
• Council tenants 40%
• Private rented 7%
• Housing assoc. 1%
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Grant Provider
• HEES qualifiers 49%
• HEES + qualifiers 31%
• SOP part funding 8%
• Crisis funding

12%

The best bit

• No one who has needed help
has been refused help

. (1
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What benefits does this
initiative bring
• It targets the most vulnerable in society
• It does not discriminate

• 20 Areas
• 1000 people-trained in each area
• 250,000 referrals
• 4 year roll out
• To make it sustainable
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Our Mission
• To work in partnership to improve the
health and living conditions for the
most vulnerable people in local
communities
• To identify these people by working
with existing key workers in the
community
• To use local people to provide the best
help possible
,cetit0
•qr
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Only together
can we....
• Find more grants
• Provide targeted help
• MAKE A DIFFERENCE
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Plenary: Fuel Poverty and Health — Research Priorities
Round Table Discussion
Chair:
Panel:

Professor John Chesshire
Andrew Barton, Roger Critchley, Elaine Di Vito, Geoff Green,
Paul Thomas, Dr Paul Wilkinson

Question:

There are concerns that existing definitions of fuel poverty and eligibility criteria
do not enable vulnerable households to be helped through existing schemes

Answer:

Health effects of fuel poverty extend across a wide range of families and
individuals. If the most vulnerable are targeted exclusively, this will overlook
much ill-health. We should realise that householders do move dwellings and
different situations require different assistance. Improving energy efficiency in all
homes will help in reducing CO2 emissions and improving health.

Question:

There appears to be difficulty in conclusively linking good housing to good health,
yet the DEFRA is to omit internal temperature data from the next English House
Condition Survey.

Answer:

The Department of Trade and Industry is currently assessing possible methods of
collecting indoor temperature data. Research in Edinburgh was cited as an
example of good data collection. The key agency here was the Health Trust which
had undertaken significant monitoring work, had lots of household data and could
obtain more at little or no cost.

There is a need for a larger study on cold-related morbidity and mortality, but the Department of
Health's preference is for smaller studies. The issue of under-occupation is difficult. Whilst this
is clearly a factor in fuel poverty, any suggestion of pressure on the single elderly to move home
is fraught with political and other sensitivities.
A major study of health-related energy efficiency projects would enhance the credibility of the
fuel poverty lobby. There are complex issues covering areas such as behaviour and expenditure
decisions, all of which must be considered. It is not essential to involve General Practitioners in
fuel poverty assessment — there are other health professionals who might be more relevant such as
front-line staff making home visits. Whoever is involved, there is a need to educate health
workers about the health hazards of cold homes.
The difficulty of involving General Practitioners was referred to in a description of Sandwell's
Repairs on Prescription programme, now in its third year. It had proven necessary to bypass
doctors and instead to concentrate on other health and housing professionals for referrals.
Delegates were reminded that health and housing had at one time been seen as inextricably linked
in government policy terms — there was a need to restore this link but it would require good
quality research/evidence/studies to convince the government and health service of this argument.
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Since the war, the Health Service had shifted away from housing and health to hospital services
and performance levels. This trend had to be reversed.
There was further criticism of government which talked up the importance of public health
without providing the necessary resources for improvement. The Local Government Act 2000
requires local authorities to have a duty to promote well-being for residents but if this duty is not
resourced, it is futile. Local authorities can be seen to defend bad, cold, damp housing whilst
claiming that remedial action is not cost-effective.
Summary of Proceedings
Professor John Chesshire, Chairman, Eaga Charitable Trust

The only real test of intervention is the difference it makes to the lives of vulnerable people. We
have been discussing the problem of fuel poverty for more than twenty years and only now are
we beginning to see the implementation of schemes to eradicate the problem.
We need to consider additional and complementary measures to the New Home Energy
Efficiency Scheme. HEES is the core element in the alleviation of fuel poverty but we need
further supporting resources. In some ways we can conduct a cost/benefit analysis of energy
efficiency but some elements cannot be quantified so readily — how do you assess the value of
increasing individual happiness?
We do have to realise that energy efficiency is more than a service or benefit provided to
householders. The linear approach of problem-intervention-beneficial outcome is not sufficient.
The provision of literature and information is not enough; there is a need for skilled energy
advice to enable a proper understanding of energy efficiency and to enable people to make
connections between their own behaviour and energy consumption and social, economic and
environmental consequences. The energy efficiency industry requires a skilled workforce to
impart this information, in addition to wider skills development in the infrastructure of practical
energy efficiency work.
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Speakers' Biographical Details
Andrew Barton
Andy Barton has degrees in Social Science and Psychology from Salford and Aston Universities.
He was a researcher at the Health Care Research Unit at Newcastle's Medical School before
moving to the Welsh National School of Medicine in 1990 as a lecturer in Health Care
Evaluation. In 1992 he moved back to Newcastle as Senior Lecturer in Clinical Audit and in
1995 became Coordinator of the Plymouth and South Devon Research and Development Support
Unit (RDSU), part of Plymouth Postgraduate Medical School. The RDSU, one of ten in the
South West Regional Health Authority, aims to help researchers and potential researchers in the
NHS by providing information on study design, statistical analysis, questionnaire design and
survey methods, funding opportunities, grant applications and project management. The RDSU
also runs research-related courses and produces a monthly R&D Newsletter. Apart from trying to
help others with their research, RDSU staff undertake a number of their own projects. The
Watcombe Housing Study is the largest of these.
Roger Critchley
Roger Critchley is an environmental health consultant and building surveyor and has nearly 30
years experience of improving housing conditions for low-income households. He has
undertaken consultancy work for Eaga Partnership and Eaga Charitable Trust, and has been
involved in a number of complex and successful court actiohs involving energy audits, cold
homes and low-income households. He is a member of the Health and Housing Group whose
main work involves inspecting housing rented by low-income households.
Elaine Di Vito
Elaine Di Vito is Directorate Project Manager with Birmingham Specialist Community Health
Trust. She works closely with a number of Primary Care Groups as well as having had
responsibility for a number of specialist services.

Elaine has 22 years of varied nursing and management experience, having worked within various
community settings as a midwife, school nurse and senior manager. Elaine has gained experience
of facilitating the development of services in many diverse communities.
Geoff Green
Geoff Green is a Senior Research Fellow at the Centre for Regional Economic and Social
Research (CRESR) and an advisor to the European Regional Office of the World Health
Organisation. He graduated from Strathclyde University with an honours degree in politics and
completed an MA in local politics at Sheffield University. After a career in local government he
joined Sheffield Hallam University in 1995. His local government experience is in community
development (Director of Birmingham Community Development Project) social and economic
strategy (Principal Strategy Officer with Sheffield City Council) and public health (Co-ordinator
of Liverpool Health City Project and advisor to the European Region of the World Health
Organisation). In these three cities he operated from the chief executive's department of the local
authority with accountability to a wider partnership of agencies.
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He has written a book for the World Health Organisation, Health and Governance in European
Cities (1998), covering local political structures and public health responsibilities in 46 member
states of the European Region. He led a team of specialists undertaking a comparative study of
the impact of housing investment on health in Sheffield and leads a team undertaking a
longitudinal study (funded by Liverpool HAT, The Housing Corporation and The North West
Regional Executive of the NHS) of housing investment, quality of life and health in Liverpool.
He co-ordinated a team of specialists establishing a baseline and assessing the impact of the
Single Regeneration Budget and URBAN in Sheffield. In the year 2000 his team of specialists
completed a baseline survey of Social capital, health and economy in South Yorkshire Coalfield
communities and is scheduled in 2001 to complete an investigation into the triangular relationship
between health and the labour and housing markets in the South Yorkshire Coalfield.
Paul Thomas
Paul Thomas joined the then MEB (Midlands Electricity) in 1987, and at that time worked within
the energy sales department promoting the use of electricity in commercial premises and
industrial process. During the opening of the electricity supply markets Paul worked on contract
supply negotiations. He has also worked within the Gas supply business, both commercially and
on the domestic side. Until recently he worked as Compliance and Customer Relations Manager
within the domestic electricity and gas markets. Before Paul joined MEB he originally trained
and qualified as an engineer and, over the years, he has acquired a wide knowledge in both
marketing and customer services.
Dr Paul Wilkinson
Paul Wilkinson is an epidemiologist with primary interest in the environment and health, and the
epidemiology of cardio-respiratory disease. His main areas of current research are: seasonal and
climatic influences on health, housing and winter death, air pollution epidemiology and
geographical methods in the investigation of environmental health hazards.

After training in hospital medicine, Paul took up a post in the Epidemiological Research Unit at
the National Heart and Lung Institute in 1989. He joined the Environmental Epidemiology Unit at
the School in 1994.
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