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GLOSSARY 

ACE  The Association for the Conservation of Energy 

BRE  The Building Research Establishment 

BRECSU  The Building Research Energy Conservation Support Unit 

CFL  Compact Fluorescent Lamp 

CO2  Carbon Dioxide 

DoE  The Department of Environment (became part of DETR, May 1997) 

DETR  The Department of Environment, Transport and the Regions 

DoH  The Department of Health 

EAGA  Energy Action Grants Agency 

Eaga-CT  Eaga Charitable Trust 

EEAC  Energy Efficiency Advice Centre 

ECA  Energy Conservation Authority 

EST  The Energy Saving Trust 

GP  General Practitioner 

HAZ  Health Action Zone 

HECA  The Home Energy Conservation Act 

HEES  The Home Energy Efficiency Scheme 

HimP  Health Improvement Programme 

HIP  Housing Investment Programme 

HoC  The House of Commons 

HRA  Home Repair Assistance (grants) 

LA21  Local Agenda 21 

NEA  National Energy Action 

NHS  The National Health Service 

SRB  Single Regeneration Budget 

ONS  Office of National Statistics 

PCG  Primary Care Group 

PCT  Primary Care Trust 

PIP  Projects in Partnership 

SAP  Standard Assessment Procedure 
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EXECUTIVE SUMMARY 

The link between residential energy efficiency and health is now accepted by the Government. 
Cold living conditions increase the risk of cardiovascular illnesses, while damp homes are 
associated with a range of respiratory and allergic conditions. 

Practical action to improve health by increasing energy efficiency requires a partnership approach 
between health professionals (working for health authorities or health trusts) and housing 
professionals (working for local authorities). Such partnership approaches are relatively rare, 
although both the Department of Health and the Department of Environment, Transport and the 
Regions have encouraged agencies to work together at the local level. Improving the energy 
efficiency of the housing stock achieves both social and environmental objectives: it helps reduce 
fuel poverty, a condition which affects an estimated 7 million households in the UK, and reduces 
CO, emissions which are a major contributor to climate change. 

Recent legislative changes (going through Parliament at the time of writing) should encourage 
multi-agency working. For health authorities, these include: 
• The new Health Bill (due to become law during 1999), which requires the setting up of 

Primary Care Groups; 
• The introduction of Health Improvement Programmes and; 
• The relatively new concept of Health Action Zones. 

For local authorities, changes include: 
• The Home Energy Conservation Act 1995; 
• The Local Government Bill, and; 
• Proposed changes to the Fitness Standard. 

Multi-agency approaches are essential for tackling housing related ill health. The barriers that 
currently exist prevent many agencies from forming partnerships at all, and limit the success of 
those that are working together. Within the new government framework of integrated, cross-
departmental working, it should be possible to overcome these barriers. 

This study investigates ten examples of partnerships between health and local authorities where 
the objective is to reduce ill health by improving residential energy efficiency. Case studies were 
written on the ten schemes and workshops were held with the key partners in three of the 
schemes. The objective of the research was to examine the types of different approaches that 
have been taken, identify barriers to multi-agency working and make suggestions for how these 
barriers might be overcome. A summary of the ten case studies is shown overleaf with some of 
the most common barriers and solutions shown. 

The schemes varied in approach: 
• All involved the local authority and health authority working in partnership. 
• Most were concerned with general health issues but three specifically targeted asthma. 
• Seven involved training health visitors. 
• Three resulted in GP referral systems being set up. 

All reported some degree of success and could identify benefits from multi-agency working, 
including: 
• Shared resources and ideas; 
• Better service delivery; 
• Common agendas; 
• Wider understanding; 
• A more holistic approach. 

ii 



ACE & PIP  Domestic energy efficiency & health 

However, all the schemes had encountered barriers which in some cases significantly limited 
their success. They included: 

• Problems with resources; 
• Lack of commitment and inflexibility; 
• Differing priorities; 
• Lack of experience of multi-agency working; 
• Cultural differences and; 
• Poor communication. 

There are ways of surmounting these barriers. In particular, the following would facilitate multi-
agency working: 
• Structural changes and increased funding flexibility; 
• Formal communication channels and partnership agreements. 

For these barriers to be overcome, support is required at both the local and national level. At the 
local level, an external organisation could be appointed to identify joint working opportunities and 
to help build partnerships. 

At the national level, there is a need for: 
• A Best Practice Guide to multi-agency working; 
• Better dissemination of best practice generally; 
• Co-ordination of research conducted in this area; 
• Integration of funding cycles to help secure the resources required for joint initiatives; 
• A set of nationally agreed criteria for basic data, to help to overcome problems encountered 

in monitoring schemes. 

Additional work, based on the outcomes of this study, could further help multi-agency 
approaches. This includes: 
• Producing guidelines for practitioners on research findings; 
• The development of quality of life indicators; 
• The identification of the research still needed to demonstrate the links between energy 

efficiency and health. 

iii 
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4.1 Telford & Wrekin 
HECAction for Improved 
Health and Housing 
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A 

h   ,   

A 

f 

A 

+ 1 

IA A A 
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A 

Difficult to get GPs involved. 

Difficult to get health workers to attend training.  
Difficult to get health workers to attend training. 

Health workers not making referrals. 

Approach via PCGs. 

Shorter training sessions.  Involve health workers in design. 
Attach training to existing meetings. 

Involve health visitor managers from the outset. 

4.2 Eastleigh Health and 
Energy Combined Action 

i iel 1:3 143 A A A 

4.3 Doncaster Energy 
Action for Health 

A A A A A A i Difficult to get health workers to attend training. 

Health authority needs cost-effectiveness proved. 

Lack of guidance from central government on the 
importance of prevention of ill health. 

Shorten training to fit in with schedules. 

Substantial research required nationally. 

Guidance should be given via the HimP guidance. 

4.4 Leicester Energetic 
Homes 

A b. A A A A Health authority needs cost-effectiveness proved. 

Some GPs not receptive to local authority 

Some GPs wanted to charge a fee 

Health visitors forgot their training 

Substantial research required nationally. 

Approach via health authority 

Remind them that it is their duty to prevent ill health. 

Ongoing training and/or newsletters with updates needed. 
4.5 Hammersmith & 
Fulham energy efficiency 
training for primary care 
workers 

A A 

  

A 

4_ 

A No monitoring was done of how much use the 
health visitors are making of the training. 

Refresher training was planned but never happened 
as the relevant project officers left. 

Build some monitoring into the scheme so that the effectiveness 
can be measured. 

Ensure commitment on an organisational basis, so that 
individuals leaving does not affect the continuation of the work. 

4.6 Beat the Cold, 
Staffordshire 

I.3 I:1 A , .41 A A Some health visitors have more time than others 
for advice/referrals. 

HA was expecting measurement of health 
outcomes 

Be aware of the different types of health visitors and the 
restrictions of their time. 

Talk to partners about desired outcomes 

4.7 'SNUG' and 'Healthy 
Homes', Birmingham 

1... i I
. A 

  "   
A A A Keeping GPs enthusiastic. Thank you letters were copied to GPs. 

4.8 Nottingham Energy, 
Housing and Health 

A A A A A 
  +   

A A i Limited budget so small sample of households for 
making measurements. 

A 

Will provide anecdotal information and practical information on 
further research possibilities. 

4.9 Oxford Medically 
supported heating 
programme for city local 
authority tenants 

F   A A psi 1:11 141 A GPs were reluctant to start with. 

Some GPs wanted to charge a fee. 

GPs don't have enough time to attend training. 

Keeping the Housing Department involved. 

Persistence. 
Build up a record of long-term programmes. 

Persuaded that this would be contradictory to their duties. 

Make short presentations at regular practice meetings. 

Use positive comments from GPs and local radio, for e.g. 
4.10 Cornwall and Isles 
of Scilly HA 

.43 i .43 i A A A Monitoring of the health effects was not in the 
original programme. 

Post-monitoring has been done, but this has been more difficult 
than if it was an integral part of the scheme 
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1 . INTRODUCTION 

The relationship between health and housing has long been recognised and there is considerable literature 
examining the links between cold/damp houses and ill health. 

Practical action to improve health by increasing the energy efficiency of housing requires a partnership 
approach. On the one hand, health authorities and/or primary care groups have a key role to play. On the 
other, housing professionals within local authorities are also key participants, as the officers with 
responsibility for social housing provision and having a duty to encourage energy efficiency improvements 
across all housing sectors. 

However, effective partnerships which tackle housing and health are relatively rare. This document presents 
the findings from a research project which examined ten partnerships. It begins by providing details of the 
research aims and methodology, before setting the context at a national and local level. An overview of the 
ten schemes is then presented, followed by a summary of each. Benefits of, and barriers to, multi-agency 
working are then discussed, with recommendations for support at a local and national level that would 
facilitate this type of partnership approach. Finally, the report is summarised and conclusions are drawn. 

2. RESEARCH 

INTRODUCTION 

In a recent report produced for Eaga Charitable Trust (Eaga-CT) it was suggested that, "A review of the 
extent of local initiatives on improving the energy efficiency of housing, and reducing ill health" would be 
helpful. "This should include evaluation of the effectiveness and efficiency of different approaches, and 
attention to the dissemination of emerging good practice which directly or indirectly relates to fuel poverty 
and ill heath" (Henwood, 1997). 

The research reported here undertook such a review and also explored the barriers to the funding of energy 
efficiency measures by agencies not normally associated with direct works on domestic property. 

The project was 50% funded by Transco and 25% funded by Eaga-CT. The remaining funding and support 
came from the Energy Saving Trust, EAGA Ltd, the Local Government Association, Unison and Doncaster 
Metropolitan Borough Council. 

Objectives 
The objective of the project was to produce case studies on a number of local initiatives which are seeking 
to improve health by increasing the energy efficiency of homes and to work with two or three initiatives to 
identify the barriers encountered in this approach, particularly the difficulties of cross sectoral funding and 
working, and how they can be overcome. 

Following on from this, a national working seminar was organised, attended by local and national players, at 
which results were presented, with a discussion of how to take the results forward at a practical and 
strategic level. The final objective was to disseminate the results of the research to practitioners and 
decision makers. 

METHODOLOGY 

Advisory Group 
Representatives from key local and national players were invited to form an advisory group for this project 
(see appendix A for a list of members). This group met once before the research began, to help identify 
schemes to be included in the project and to discuss the methodology for evaluating these schemes, and 
once more before the working seminar, to discuss the initial results and to design the format for the seminar. 

1 
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Criteria for Inclusion of Schemes 
Schemes to be included in the project were identified with the assistance of the advisory group and in 
consultation with other relevant organisations. The following criteria were considered when choosing which 
schemes to include. 
• The scheme's aim should be to reduce ill health by improving the energy efficiency of housing; 
• It should involve a partnership approach between the local authority and the health authority; 
• Ideally, it should involve training/information sessions for health professionals on the link between health 

and energy efficiency and/or a referral system for vulnerable households to receive grant funded or 
discounted measures. 

Through consultation with the advisory group and other contacts, ten schemes which met these criteria were 
identified. Another three schemes were identified which were either at a conceptual stage or simply involved 
the distribution of leaflets on energy efficiency amongst health professionals. They have not been included 
in this project. 

Case Studies 
For each scheme, interviews were held with all the relevant partners, often in a group discussion followed up 
by individual telephone interviews. A questionnaire was developed with the assistance of the advisory group 
(see appendix B), concentrating on: 
• Details of what the scheme entailed, how it was funded, how it was monitored; 
• Lessons learned from the approach taken; 
• Views from the officers involved on the effectiveness of this approach; 
• Barriers encountered in implementing the scheme; 
• Plans for the future of the scheme. 

During the course of writing the case studies, an evaluation matrix was developed to assist in the research 
(see appendix C). This matrix provides an initial guide to best practice in health and domestic energy 
efficiency partnership working (see chapter 4). 

Workshops 
The second stage of the research involved holding workshops with key partners in three of the schemes, to I  
consider with them the barriers they have encountered and how they might be overcome. 

National Seminar 
The next stage involved a working seminar, attended by representatives from some of the schemes included 
in the project, members of the advisory group and other key national players (see appendix D for a list of 
attendees). 

Following an initial presentation of the work carried out, the seminar was run as a workshop to enable a full 
exchange of ideas and to develop recommendations (see chapter 6). 

Dissemination 
The final part of the project is the dissemination of the results. A step-by-step guide to setting up a scheme 
of this kind is to be produced to be sent to all local authorities, health authorities and primary care groups. It 
is also intended that an accessible version of the report will be made available to those who are interested, 
at a small cost. It is anticipated that the report and the guide will be of interest for the following reasons: 
• Local authorities will be provided with innovative and effective ideas for a new way of approaching both 

the Home Energy Conservation Act and the issue of fuel poverty in their area. 
• Health authorities will be provided with a mechanism for improving health through 'non medical' 

measures. 
• All agencies will benefit from a new strategic approach to the links between health and energy 

efficiency, leading to practical outcomes at a local level. It will form a valuable, practical aid to health 
and local authorities as they start to implement the new Health Improvement Programmes. 

An event to launch both the report and the guide is (provisionally) planned for November 1999 and will tie in 
with the activities occurring for the launch of the new HEES programme. 

2 
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3. CONTEXT 

The relationship between health and housing has long been recognised and there is considerable literature 
examining the links with health of both cold and/or damp houses. A full literature review is not included in 
this document (for a full discussion see, for example, Henwood, 1997). A summary is presented below, to 
provide a context for this research. 

HEALTH AND HOUSING 

Energy Efficiency and Fuel Poverty 
Energy efficiency of houses in the UK is measured on a scale on which most homes fall between 1 to 100 
(the higher the number, the more efficient the house), called the SAP rating. In England, the average is 35 
whilst houses conforming to the 1995 Building Regulations are typically rated 70 or more (DoE, 1996a). 

At average winter temperatures 95% of households with SAP ratings of 20 or less fail to meet minimum 
health-based heating standards. In England alone there are 2.85 million such households. 

The poor suffer from worse health than the rich in every country in the world (Smith, 1990). The Black 
report (DHSS, 1980) showed marked differences in mortality rate between social classes and concluded that 
'much evidence in inequalities in health can be adequately understood in terms of specific features of the 
socio-economic environment'. 

Fuel poverty was first identified as an issue for public concern in the UK after the oil price shock in the early 
1970s. It is defined as 'the inability to afford adequate warmth because of the energy inefficiency of the 
dwelling' (Hunt & Boardman, 1994). Thus fuel poverty differs from general poverty since it cannot be solved 
merely through increasing income, but requires investment in improving the energy efficiency of the home. 

In the UK the average expenditure on fuel is around 8% of disposable income. Around 7 million households 
need to spend more than 10% in order to achieve minimum heating standards (i.e. 18°C in the living room 
and 16°C in all other rooms, all day). These are the fuel poor. The degree of fuel poverty differs significantly 
between tenures, with private tenants needing to spend an average of 16.7% of disposable income to reach 
minimum standards, compared to 7.7% for owner occupiers. Many do not and cannot spend enough to 
reach even the minimum standard and, instead, live in cold damp homes (DoE, 1996a). 

The fuel poverty burden is felt most by the vulnerable — especially the elderly and the poor. 940,000 
pensioner households in England (22%) have houses with SAP ratings less than 20 — compared with 13% in 
the rest of the population. 69% of all elderly people who are private tenants live in dwellings with SAP 
ratings of less than 20. 460,000 English households with an income less than £4,500 live in a house with a 
SAP rating less than 10. At average winter temperatures, 66% of people who get more than 75% of their 
income from state benefits fail to meet the minimum health-based heating standard. These percentages are 
76% for households with income under £4,500 and over 80% for private rented households. 

Furthermore, evidence gathered by a health authority in Birmingham has shown that those most at risk are 
the least likely to complain or to claim grants that are available — these are the elderly and ethnic minorities, 
often living in private rented properties (Williams, 1999, pers comm). 

The 1991 English House Condition Survey confirms that many of the poorest quality homes are occupied by 
people who are likely to be especially vulnerable to the cold, and recognises that 'cold homes represent the 
primary health risk in buildings' (DoE, 1996a). 

Cold Homes and III Health 
Poor housing has repeatedly been linked to ill health and early deaths (DoH, 1998; Burridge & Ormandy, 
1993; Arblaster & Hawtin, 1993). The Government recognises that housing is a major factor in causing and 
exacerbating health inequalities (Department of Health, 1998b). 

3 
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III health due to cold weather in the UK results in a 30% increase in the death rate; there are between 
30,000 and 50,000 extra deaths each winter (ONS, 1998; House of Commons, 1997; Christophersen 0, 
1997); and costs the National Health Service an estimated £1 billion per year (Hunt & Boardman, 1994). 

Other countries, such as Norway and Sweden, see far smaller increases in deaths (around 10%) despite 
having colder winters (for example, Khaw, 1995). A recent paper in the British Medical Journal concluded 
that the situation in the UK was worse than that in Siberia (Donaldson et al, 1998). 

It has been estimated that for every degree change in the average winter temperature there is a rise or fall in 
the number of winter deaths by about 8,000 (Alderson, 1985) (Curwen & Debis, 1988). 

Health Effects of Cold 
Collins (1986) has identified a range of temperatures necessary to maintain health, as follows: 
• 18-24°C — no risk to sedentary, healthy people 
• below 16°C — diminished resistance to respiratory infections 
• below 12°C — short term increases in blood pressure which can result in cardiovascular problems 

In colder temperatures, blood pressure increases and the risk of heart attacks and strokes rises dramatically. 
As a result, most excess winter deaths are caused by heart attacks, strokes and respiratory illness, with just 
a handful caused by hypothermia. The majority of these excess deaths occur amongst older people, 
particularly those with lower incomes and poorer housing conditions. 

After a couple of days of cold weather there is an increase in admission rates to hospital for myocardial 
infarction — heart attacks. This is because strain is put on the heart by having to function in a colder 
environment. The heart is required to work harder just to maintain basal body metabolism (Green, 1996). 

After several days of cold weather there is usually an increased incidence of strokes, probably as a result of 
increase in coaguability of the blood. There is also an increase in respiratory illness as a result of the 
temperature along with the seasonal incidence of various opportunistic viruses (Green, 1996). 

The comparison between the situation for the UK and elsewhere (see above) suggests that the temperature 
inside the home is more important than the outdoor temperature. Indeed, a study of seasonal mortality in 
Japan, the USA and Europe concluded that the spread of central heating was the main factor in the pattern 
and size of seasonal mortality (Sakamoto-Momiyama, 1977). However, research conducted by Keatinge and 
his colleagues (Donaldson & Keatinge et al, 1989) has shown that over the period 1964-1984, respiratory 
mortality declined as house heating improved, but that excess cardiovascular mortality has not fallen 
correspondingly. These findings suggest that respiratory health is likely to be related to indoor heating, but 
that outdoor cold may be more significant in cardiovascular morbidity and mortality (Raw & Hamilton, 1995). 

Damp Houses 
Cold houses are often also damp, resulting in ill health through the presence of mould and dust mites, both 
of which are associated with a range of respiratory and allergic conditions. The problem of asthma can be 
exacerbated by insulating homes without providing a suitable ventilation strategy. Dust mites thrive in damp 
homes and warm damp homes are even better habitats than cold damp homes. In the case of asthma 
sufferers it is vital that adequate ventilation is supplied, in addition to the insulation required to keep the 
home warmer. 

Research has shown that the most significant risks from poor housing are associated with damp, which can 
contribute to diseases of the lungs and other parts of the respiratory system (Sanders & Cornish, 1982; DoE, -
1993; Luczynska, 1994; Platt et al, 1989; Arblaster & Hawtin, 1993; Strachan, 1988). 

In addition, mould growth has been associated with a range of allergies, infections, toxic reactions, some 
cancers and psychological symptoms (Raw & Hamilton, 1985). 

Costs of Poor Housing 
With so much ill health caused by cold homes, an additional burden inevitably falls on the health service. 
The Watt Committee has estimated that treating cold related illness costs the NHS £1 billion every year 

4 
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(Hunt & Boardman, 1994). This spreads the impact of cold homes from those directly affected to those 
people awaiting routine operations that are cancelled during the winter. Note that this figure does not 
include allergic conditions, such as asthma, which are placing an ever-increasing burden on the health 
service. 

Specific research on the costs of poor housing has been carried out by many (Ambrose, 1996; Ambrose and 
Barlow, 1996; Barrow & Bachan, 1997; Burridge & Ormandy, 1993). Such research has attempted to 
calculate the costs of poor housing by comparing areas of poor housing with areas of better housing for 
similar socio-economic groups. One example is a comparison of two housing estates in Stepney and 
Paddington. The better housing in Paddington was judged to be the cause of the lower annual health bill 
costs (£72 per household compared to £515 per household in Stepney). A useful aspect of this research is 
the detailed breakdown of health service costs. However, the findings as a whole are not conclusive and in 
any case do not relate specifically to energy efficiency. 

In addition to direct costs to the NHS, there are further costs to society, such as sickness and absence from 
school and work. Ambrose (Ambrose, 1997) has also suggested that there may be wider effects in the 
development of unhealthy habits and reduced self-organisation. These may include poor diet and exercise, 
smoking and excess alcohol intake. Such lifestyle strategies can be seen as a coping mechanism rather than 
a freely exercised choice. 

Sir Donald Acheson's report, 'Inequalities in Health' states that, 'although improvements in quality of 
housing are not certain to improve health, it is logical that they should do so' (Acheson, 1998). He goes on 
to say that, 'improvement in energy efficiency in homes is likely to improve the health of occupants, both 
directly and by releasing their financial resources for other uses.' One of his recommendations is, "To 
improve insulation and heating systems in new and existing buildings in order to further reduce the 
prevalence of fuel poverty." 

HEALTH AUTHORITY CONTEXT 

The Health Bill and Primary Care Groups 
The main aspect of the Health Bill, which at the time of writing was expected to become law during 1999, is 
the abolition of the two-tier fund-holding scheme and its replacement with Primary Care Groups (PCGs) and 
Primary Care Trusts (PCTs), putting local doctors and nurses in the driving seat in shaping local health care 
and working to new Health Improvement Programmes (HImPs). 

481 PCGs came into operation from April 1999. They, along with PCTs, bring together family doctors, 
nurses and social services and they will develop the potential of primary care commissioning, without the 
disadvantages of individual funding. 

PCGs replace existing commissioning and fundholding arrangements. All PCGs will be accountable to health 
authorities but will have freedom to make decisions about how they deploy their resources within the 
framework of the Health Improvement Programme (explained below) (DoH, 1997). 

It is intended that the Health Bill's introduction of new legal duties of quality of care and of partnership will 
help ensure the NHS works together to drive up standards for patients. 

There will be new powers to break down barriers, not just between health and social services, but between 
the NHS and wider local government, through greater flexibility over the transfer of funds and over 
operational arrangements, such as pooled budgets, where this will best improve health. 

The new duty of partnership and the new planning framework is expected to greatly improve existing 
collaborative mechanisms by ensuring that cross-sectoral services are seen as core activity and that relevant 
statutory and non-statutory partners are fully engaged in the process (DoH, 1998). 

It also provides new opportunities for key partners representing local communities, such as local authority 
members and voluntary organisations, to be involved at the heart of decision making, both at the strategic 
and operational level. The development of HImPs will require new arrangements to bring together all the 
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local partners, addressing the health and social services interface as well as local government and NHS 
objectives to tackle the wider determinants of health. Health authorities will be required to ensure that 
appropriate arrangements are in place to engage all the relevant local interests (DoH, 1998). 

Health Improvement Programmes 
The purpose of HImPs will be to set: 
• the strategic direction on reducing inequalities, improving health and health care and on delivering better 

integrated, user-centred health and social care; 
• the framework for action on health and for commissioning services; and 
• targets and milestones for achieving measurable improvements. 

HImPs will be developed at health authority level but with scope to mirror relevant aspects more locally, for 
example at PCG level, or at a higher level for the larger Health Action Zones (HAZs). Although the health 
authority will lead the development of HImPs, local authority members should also make a major contribution 
through the proposed new duty to promote the economic, social and environmental well-being of their area 
(DoH, 1998). 

This new framework will replace the existing Joint Consultative Committees 

Health Action Zones 
The concept of Health Action Zones (HAZs) was announced in 1997 with the first of these established in 
April 1998. The aim of the HAZs is to overcome barriers between health and local authorities and between 
professions, particularly in areas of high deprivation. The emphasis is on partnership and innovation, finding 
new ways to tackle health problems and reshape local services. Health Action Zones will be concentrated in 
areas of pronounced deprivation and poor health, reflecting the Government's commitment to tackling 
entrenched inequalities. 

LOCAL AUTHORITY CONTEXT 

The Home Energy Conservation Act 
The Home Energy Conservation Act 1995 (HECA) requires all local authorities with a responsibility for 
housing to prepare and publish a report setting out energy conservation measures that the authority 
considers practicable and cost-effective, and which should result in a significant improvement in the energy 
efficiency of residential accommodation in its area (DoE, 1996b). Guidance from the Secretary of State calls 
for a 30% improvement to be achieved over 10-15 years. 

Under the DETR funded HECAction programme, which is administered by the Energy Saving Trust (EST), 
funding has been made available to local authorities on a competitive bidding basis. This funding is designed 
to pump prime schemes that will help authorities to meet their HECA target. £11 million was given in grant 
between 1996 and 1998, with roughly the same amount again to be awarded between 1999 and 2001. 
Several of the case studies included in this report received HECAction funding. 

Fitness Standard 
The current fitness standard was introduced by the Local Government and Housing Act 1989. A dwelling is 
unfit if, in the opinion of the authority, it fails to meet one of the requirements specified and, by reason of 
that failure, is not deemed suitable for occupation. With the proposed incorporation of energy efficiency into 
the fitness standard, energy partnership may be a first step towards a more holistic approach to local 
authority/health authority partnerships concerning links between overall housing condition and health. 

Local Government Bill 
At the time of writing, this bill was in Parliament and due to become law in 1999. The major effect of this 
Bill in this context will be the duty of bodies within the local government finance system to provide best 
value. Best value for these purposes is described as securing continuous improvement in the exercise of all 
functions undertaken by the authority, whether statutory or not, having regard to a combination of economy, 
efficiency and effectiveness (HoC, 1999). 
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Home Energy Efficiency Scheme (HEES) 
The HEES scheme has been the government's main mechanism for delivering energy efficiency measures to 
fuel poor and a comprehensive review of the scheme is currently underway. (DETR, 1999). Under New 
HEES, the focus of grants will move away from public sector housing towards private rented and owner 
occupied property and the review recognises that different ways of reaching these sectors will be required. 
The proposal is that there will be 'an increased emphasis on health and social services authorities and other 
bodies and local groups, including Home Improvement Agencies. The development of such local links will 
help promote joined up service delivery.' 

POLITICAL CONTEXT 

In addition to the Government Bills (Health Bill and Local Government Bill), there are a number of Private 
Member Bills being debated in the current parliament that are relevant to this area. These include: 
• Health and Energy Efficiency Bill: Robert Smith MP's Bill requires health authorities to help with energy 

efficiency works on homes. This is 'to avoid the annual drain on the health service caused by winter 
illness and deaths'. 

• Warm Homes Bill: This Bill requires the Government to initiate a programme of energy conservation 
measures on 500,000 homes per year for 15 years - thus eradicating fuel poverty. The Bill projects 
major social benefits (cutting cold related illness and excess winter deaths), environmental benefits and 
job creation. Over 15 years it is estimated that it will save the taxpayer approximately £2.5 billion. 

• The Fuel Poverty and Energy Conservation Bill: A Private Members Bill was proposed by John McAllion 
MP requiring local authorities to include plans to end fuel poverty in their reports under the Home Energy 
Conservation Act 1995. It also required a 'statutory officer' to be appointed so that energy conservation 
and fuel poverty are taken seriously. However, the HEES review includes a 'McAllion option' which will 
require ECAs to report on what actions they have taken towards eradicating fuel poverty. On this basis, 
John McAllion recently withdrew his Bill. 

PARTNERSHIP WORKING 

Both the Department of Health and the Department for the Environment, Transport and the Regions have 
emphasised the importance of partnership working in recent Green (consultation) and White (Government 
policy) papers. Michael Meacher MP, Minister of State for the Environment, recently wrote, "We are coming 
to realise more and more how people's health is affected by a wide range of factors - economic, social and 
environmental - and that to make real and lasting improvements we need to tackle problems across a broad 
front. This requires new ways of thinking and new partnerships at all levels..." (Meacher, 1999). 

Department of Health 
The importance of health authorities working in partnership with local government has been reiterated on 
many occasions by the Department of Health. 

Examples of relevant policy statements include: 
• (A fundamental objective is), "to get the NHS to work in partnership. By breaking down organisational 

barriers and forging stronger links with local authorities... the needs of the patient will be put at the 
centre of the care process." (DoH, 1997). 

• "The NHS needs to work together and in partnership with local government, with voluntary bodies, and 
within the community. It is everyone's business to improve health and health care." (DoH, 1999). 

• "For the right services to be delivered to local people at the time they need them, health, social services 
and other parts of local government must work together in partnership" (DoH, 1998). 

• "Health authorities will be expected to work in partnership with a wide range of local interests, including: 
- All local NHS partners; 
- Local authorities, on social care, and through housing, environment, leisure, transport and education 

on wider health issues; 
Voluntary organisations; 

- The local community, including local employers, schools, community groups, users, carers, 
Community Health Councils and other representative and minority groups; 
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- Neighbouring health authorities and PCGs which are significant users of local NHS Trusts. 
Each partner will be expected to both contribute and work within the framework of the agreed HImP for 
the local area". (DoH, 1998). 

Department of the Environment, Transport and the Regions 
Similarly, DETR frequently cites the importance of partnership working between local government and health 
authorities: 
• "Effective local partnerships are fundamental to the success of local authorities' strategic role. It is 

essential that local authorities work with a wide range of agencies and organisations that operate locally, 
such as: 

Local people; 
- The local business community; 

Voluntary groups; 
Private organisations; 
Public bodies (including NHS bodies)" (DETR, 1998). 

• "Although many local authorities have developed links with some of the bodies operating in their area, 
there is often a lack of cohesion between the various interest groups and confusion over the powers of 
local authorities to participate with other stakeholders in partnership activities." 

"To remove this uncertainty the Government intends to provide local authorities with clear discretionary 
powers to engage in partnership arrangements with other bodies, organisations or agencies that operate 
locally for any purpose which supports their functions, including the function of promoting the 
economic, social and environmental well-being of the area." 

"The powers under the new Local Government Bill will provide scope for pooling or sharing of resources, 
accommodation, IT and staff" (DETR, 1998). 

Role of Health Trusts 
Where there is the option of improving the home, health trusts can provide a more appropriate service 
depending on the patient's need by identifying and solving root causes of medical problems, such as damp 
housing. 

Health trusts and health professionals have a high level of contact with the public, particularly with the 
groups vulnerable to poor housing such as the elderly, people with disabilities and young children. Because 
of this they can play a number of important roles in energy efficiency programmes (NEA, 1998). These 
include: 

Information provider 
Because of the high level of contact with vulnerable groups, health professionals have a major opportunity to 
provide the public with information such as general advice on energy efficiency and details of grants or other 
assistance that is available.  This can be done through hospitals, health centres, doctor's surgeries, 
midwives, occupational therapists and health visitors. 

Training staff to provide energy advice 
This can be extremely cost-effective where health professionals are already making home visits. These 
professionals are trusted by the elderly, who are more likely to believe the information than if it was coming 
from a stranger or was utility-sponsored, for example. 

Influencing local policies and deliveries 
Health professionals can influence policy decisions. For example, if they are involved in the design of a 
programme of energy efficiency they can encourage targeting of those most likely to be suffering from ill 
health. Home visitors and GPs are vital in identifying those most at need. 

Provision of resources 
A handful of health trusts have invested in energy efficiency improvements in homes as an alternative to 
long term treatment. 
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Some schemes have shown how investing in housing may provide a more cost-effective solution to the 
treatment of the illness than more conventional care. One of the case study schemes, which is led by the 
Cornwall and Isles of Scilly Health Authority, for example has shown that improving the homes of children 
who are asthma sufferers has resulted in fewer hospital admissions, contacts with the health service and 
days off school due to ill health. 

4. CASE STUDIES 

Ten initiatives were studied in detail for this study. This section starts with an overview of the ten and is 
followed by a one page summary on each scheme. Full versions of each case study are in Appendix E. 

BEST PRACTICE 

During the process of researching the case studies, an evaluation matrix was developed in co-operation with 
members of the advisory group and some of those interviewed as part of the research. A matrix has been 
completed for each scheme, providing some degree of quantification to the evaluation process. 

A copy of the matrix can be found in Appendix C. The top row gives some idea of what 'best practice' 
entails with regard to setting up a joint scheme in this field. It is acknowledged that the matrix provides only 
a crude approximation — a more comprehensive guide to best practice will be produced in the 'Step-by-Step 
Guide' which is to be produced as a result of this project. 

As the matrix demonstrates, the most successful schemes will have the following elements. 

Identification of Problem 
There should be a good identification of local incidences of links between fuel poverty and ill health/and or 
good understanding of the problem and awareness of other schemes. 

Partnership Approach 
There should be a wide range of partners involved in scheme design and implementation including health 
authorities/NHS Trusts, energy conservation authorities, housing associations, installers, voluntary sector 
organisations. 

Scheme Design 
If the scheme includes training for health workers, it should include comprehensive energy efficiency advice 
training to health professionals, with provision for follow-up sessions. The training should be supported by a 
good range of advice material for both health professionals and their clients. There should be a good level of 
take-up of the training. 

If the scheme includes a GP referral system, the system should be simple and comprehensively promoted to 
GPs (e.g. with letters and presentations). The system should be supported by a range of advice material for 
GPs' patients. There should be a good rate of referrals from GPs. 

If the scheme includes the provision of energy efficiency measures, there should be a good system for 
identifying the most appropriate measures for each household, appropriate to the aims of the scheme. The 
system for arranging installations should be simple, using approved contractors, with advice provided to the 
householder to ensure efficient operation. 

Monitoring 
There should be a full system of monitoring in place, seeking quantitative results. Feedback should be 
requested from all those targeted by the scheme (e.g. householders, GPs, health visitors) plus monitoring of 
the impact of advice/measures on affordable warmth. 
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Dissemination 
The results of the scheme should have been disseminated widely through health authority and local authority 
networks. 

Funding 
Ideally, ongoing funding for the scheme should have been secured, with provision for funding measures. 

Lessons Learned 
Lessons learned should have been identified by the partners involved in the scheme, with changes made to 
the scheme in response. 

OVERVIEW 

The ten schemes vary in approach. The majority of schemes were concerned with general health issues, 
predominantly those arising from cold homes, but three targeted asthma specifically. Table 1 shows how 
the schemes compared on the evaluation matrix. 

Identification of problem 
All the schemes had either identified local incidences of links between fuel poverty and ill health or had some 
awareness of other schemes of this type. Most had very good awareness of local links. 

Partnership Approach 
All ten involved the local authority and health authority or NHS Trusts working in partnership together. The 
partnerships were mostly led by the local authority, with the health authority an enthusiastic and committed 
partner. Some also involved the local Energy Efficiency Advice Centre (EEAC), local utilities and voluntary 
agencies. 

Scheme Design 
Seven involved training health visitors to give their clients energy efficiency advice and to refer vulnerable 
householders to receive grants for insulation and/or heating systems. Three schemes involved setting up 
referral systems with GPs, with grant funding made available to patients referred by their GPs. 

Training 
Five of the seven involving training for health workers reported good take-up of the training, while two found 
take-up poor to reasonable. Only three had provision for follow-up sessions. 

GP Referral 
Of the three GP referral systems, two had been comprehensively promoted and had a good rate of referrals, 
while the third had had more limited promotion. 

Measures 
Most the schemes had a good system for identifying appropriate measures. One suffered from offering only 
a limited range of measures. 

Monitoring 
Only two of the schemes had comprehensive monitoring systems which included monitoring of the health 
impact of the measures. Another four had made some attempt to seek quantified results. Two had only 
sought qualitative results, with anecdotal evidence of the impact of advice and measures. Another two had 
considered only the number of health professionals trained or the number of measures installed, with no 
attempt to monitor the impact. 

Dissemination 
Most schemes had plans to disseminate the scheme at some point in the future. Only two had actively 
disseminated results already, and one had virtually no plans to disseminate the results. 
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Table 1 - Comparison of Case Studies 
IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED TRAINING  &/or  GP REFERRAL &/or MEASURES 

Good 
identification  of 
local  incidences 
of  links  between 
fuel  poverty  and 
ill  health  and/or 
good 
understanding  of 
the problem and 
awareness  of 
other schemes. 

* * * 
* * * 

Wide range of partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

* * * 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training. 

* * * 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs' patients.  Good 
rate  of  referrals  from 
GPs. 

* * 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 
Simple  system  for 
arranging  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

* * * * 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  householders,  GPs, 
health  visitors)  plus 
monitoring  of  the  impact 
of  advice/measures  on 
affordable warmth and on 
health. 

* * 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority networks. 

* 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

* 

Identification  of 
lessons  learned 
and  plans  to 
amend scheme in 
place. 

* * * 
* * * 

Susceptible areas 
identified  and  or 
some  awareness 
of  other 
schemes. 

* * 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  scheme 
implementation. 

* * * * 
* * * 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

* * 

Referral  system 
promoted  to  GPs  in 
some way.  Supported 
by  advice  materials. 
Good rate of referrals. 

* 

System  for.  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

* * 

Some  attempt  to  seek 
quantified  results. 
Feedback  requested  from 
all those targeted  by the 
scheme  and  some 
monitoring  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health. 

* * * * 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority networks. 

* 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

* 

Identification  of 
lessons  learned 
with  plans  to 
amend scheme in 
future. 

* * 

Some 
identification  of 
susceptible areas, 
and/or  some 
awareness  of 
other schemes. 

* * 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up  with  discounts  or 
grants.  Reasonable 
take up of training. 

* * 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders. 

* 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedback from those 
targeted  and  limited 
monitoring  of the  impact 
of advice and measures - 
resulting  in  anecdotal 
evidence. 

* * 

Plans for scheme to 
be  disseminated 
widely  at  some 
point in the future. 

* * * 
* * * 

Finite  funding 
secured  from  2  or 
more  partners. 
Includes  funding  of 
measures. 
Attempts to secure 
ongoing funding. 

* * * 
* * * 

Identification  of 
lessons  learned 
but no changes to 
scheme. 

* * 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of  other 
schemes. 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved. 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  health 
professionals  trained/ 
measures installed. 

* * 

Very  limited 
dissemination/ 
planned 
dissemination  of 
results. 

* 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some  awareness 
of  lessons 
learned. 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
-  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No dissemination of 
the  scheme  carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts  to  secure 
ongoing funding. 

* * 

None identified. 
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Funding 
Six received funding directly from the health authority or through joint finance (funding that is 
provided by the health authority to be used on joint initiatives). Five had funding from DETR via 
the HECAction programme. Two have secured ongoing funding and one of these includes paying 
for measures to be installed. Six had secured finite funding from two or more partners and were 
seeking ongoing funding. Two had received finite funding from only one partner and had no 
plans to seek ongoing funding. These schemes have ceased. 

Lessons Learned 
There was an identification of lessons learned for all the schemes. Six had been amended as a 
result of lessons learned and two were to be amended at some point in the future. For the other 
tow, there were no changes planned. 

The schemes demonstrate that partnership approaches can be effective in increasing access to 
healthy living environments. All reported some degree of success, measured in terms of the 
number of health workers trained in energy efficiency and/or the number of households 
improved. However, all schemes had encountered barriers. These are considered in detail in the 
next section. 

SUMMARIES 

The final case studies range in length from 5 to 12 pages. This section includes a one-page 
summary of each of the ten case studies. Copies of the full case studies are included in 
appendix E. 

4.1 HECACTION FOR IMPROVED HEALTH AND HOUSING 

Key Partners 
Telford & Wrekin Council, Shropshire Health Authority and Telford EEAC. 

Funding 
Pump priming for this scheme came in the form of a £50,000 HECAction grant (funded by 
DETR), which paid for set-up costs, training, management in year 1 and materials; £8,000 from 
joint finance and £5,000 from the Council's Home Repairs Assistance Grants which paid for 
energy efficiency grants in years 1 and 2. 

Timeframe and Summary of Activities 
The scheme started in 1997 and is ongoing. It has involved the training of health workers, and 
the offer of grants using the local authority's Home Repairs Assistance (HRA) grants plus joint 
finance money to fully-fund energy efficiency measures in the homes of patients referred by their 
health visitors. It has also involved exhibitions in GP surgeries on the link between health and 
energy efficiency. 

Results, Barriers and Lessons 
The partners found it hard to persuade the health workers to attend the training sessions. A 
total of 32 health visitors attended a one-day training session, with 3 attending a 3-day training 
course. External evaluation found the training and the accompanying information pack generally 
well received but participants felt that a half day session would have been sufficient. No 
information is available on how much advice has been provided as a result of the training. 

Referrals were very slow to begin with and are still coming through more slowly than the 
partners would have hoped. Nevertheless, all the available funding has been used and around 50 
vulnerable householders have had their living conditions dramatically improved as a result of the 
project. Measures are tailored to suit the households. 
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Partners have found it difficult to involve GPs and to date there is only one GP who is fully 
committed to the scheme. The partners feel that Primary Care Groups (PCGs) will only embrace 
this type of scheme if the GPs are committed. They also report that it took a lot of work to 
persuade some of the surgery practice managers to display materials. 

The management of the scheme has progressed smoothly, largely due to the commitment of all 
the key partners and the fact that the health authority and local authority have a good history of 
working together. The partners agree that they should have developed links earlier with the 
Shropshire Community Health Trust, which is responsible for employing the district nurses and 
health workers, to allow the training to be included in staff's training schedules. They also feel 
the project would have been more successful if some of the health care workers had been 
involved in the design of the scheme. 

The partners believe that an ongoing approach is vital, and would like to progress the project, by 
offering refresher training and ensuring that a short training session was included in the induction 
programme for all PCGs. However, lack of resources may prevent this. They hope that the HRA 
funding will be ongoing. 

4.2 HEALTH AND ENERGY COMBINED ACTION 

Key Partners 
Eastleigh District Council, Solent EEAC, Southampton Community Health Services NHS Trust, 
Winchester & Eastleigh Healthcare NHS Trust 

Funding 
£53,000 of pump priming money was provided by a HECAction award (funded by DETR). 
Eastleigh District Council also committed some financial resources. Other partners contributed 
time. 

Timeframe and Summary of Activities 
The scheme started at the end of 1997 and is ongoing, although activity is dwindling. It involved 
providing information to health visitors on how to give their clients basic energy efficiency 
advice, and the offer of subsidised hot water tank lagging, thermostatic radiator valves and 
cavity wall insulation for those on benefit who are recommended by their health visitor. These 
measures were chosen to ensure that the scheme would not overlap with HEES. Note that no 
ongoing funding has been identified to maintain the subsidies. 

Results, Barriers and Lessons 
The partners have found it hard to interest health visitors in the training and the uptake of the 
subsidised measures has been minimal (two households at the time of writing). 

Householders are required to pay a £20 contribution towards both the lagging and the 
thermostatic radiator valves (TRVs), and are offered a grant of £200 towards cavity wall 
insulation. All partners feel that the householders' contribution has proved to be a major barrier 
— the scheme is targeting low income households, and such households are unlikely to feel able 
to afford £20, especially for relatively 'obscure' measures like TRVs (chosen so as not to overlap 
with HEES work). HECAction funding is not intended to be used to provide full funding of 
measures, hence the requirement for householders to contribute towards the cost of measures. 

The response from the NHS Trusts was very disappointing. While the two individuals that were 
originally involved were enthusiastic, with hindsight the local authority staff felt it would have 
been better to have involved the health visitor managers from the outset. It seems that these 
managers do not feel they have ownership of the project because of their late involvement. 

This scheme found that health visitors are most likely to attend information sessions when they 
are incorporated into existing meetings. There are no precise figures on how many health 
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visitors have attended training sessions. Of those surveyed as part of this project, 5 out of 8 
had attended some training. They felt it was interesting and many had provided advice to some 
of their clients. However, most felt their clients could not afford the contribution required for the 
measures. Several commented that many of their clients live in rented accommodation and thus 
would not reap long term benefits from the measures. Two commented that the scheme 
appeared to have 'fizzled out'. 

There is no local authority or health authority funding available to continue or expand the grant 
element of this scheme and there are no resources to provide refresher training to the health 
visitors. Partners were meeting regularly until early 1999, when it was agreed that further 
regular meetings would be pointless due to the lack of activity. Unless continued funding can be 
secured, it seems likely that the scheme will cease altogether in the near future. 

4.3 ENERGY ACTION FOR HEALTH 

Key Partners 
Doncaster Metropolitan Borough Council and Doncaster NHS Healthcare Trust 

Funding 
The majority of work undertaken in this scheme was funded by joint finance, with a small portion 
of the local authority's 1997 HECAction award (£172,000) also being used specifically on this 
project. 

Timeframe and Summary of Activities 
The scheme has involved the training of health workers, using joint finance money, and the 
promotion of grants (both HEES and HRA) to patients referred by their health visitors. It has also 
involved energy efficiency advice surgeries held in GP's clinics. 

Results, Barriers and Lessons 
The scheme encountered some teething problems to begin with, including getting health visitors 
to attend training sessions. Many of these have now been ironed out - for example, training 
sessions have been shortened to fit in with health visitors' schedules. 

The scheme is generally well received by the health visitors and their patients, and a good 
number of patients are being referred for grants as a result. HEES referrals are up by 15% since 
the scheme began, and by March 1999, an additional 15 households have had work funded by 
the HRA grants, with another 30 applications pending. Over a one month period, 21 referrals 
came in from the health authority, and 2 from social services. 

However, the continued success of the scheme is jeopardised by a lack of ongoing funding. If 
such funding were to be secured, refresher training could be incorporated into the scheme, to 
ensure the health visitors' interest and knowledge is maintained. 

The health authority is generally supportive of the scheme but would like to see hard evidence of 
the effects on health of the measures installed. The Council is hoping that a research project, 
due for completion in summer 1999, will provide the necessary evidence. It is possible that with 
such evidence, the funding required might be provided by the health authority. However, the 
health authority's priority is service delivery (such as providing hip replacements or reducing 
waiting lists), which does not fit very well this kind of approach. 

The partners are positive that changes, such as the HAZ and PCG development, will encourage 
more partnership working. However, they are concerned that the PCG focus is on care, not 
prevention, and also feel that these groups will be under resourced. 
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The Doncaster Energy Team would like to see more guidance and influence from central 
government on the importance of prevention of ill health. They feel that the health authorities 
place more emphasis on curing, rather than preventing, illness. 

4.4 ENERGETIC HOMES 

Key Partners 
Leicester City Council, Leicestershire Health Authority and local GP practices. 

Funding 
This project was pump primed with a 1997 HECAction award of £32,100 and has been 
sustained using European funding, awarded to a particular area of Leicester. 

Timeframe and Summary of Activities 
The project commenced in late 1997 and is ongoing. It involves the provision of grants for heat 
recovery systems in the houses of asthmatic patients referred by their GPs. Patients are asked 
to contribute 50% of the project cost, or 25% if they are on benefit. 

Results, Barriers and Lessons 
It was originally planned to start the scheme with research that would provide evidence of the 
link between energy efficiency and health. The intention was that this would help to persuade 
GPs of the benefits of this approach. However, the time constraints of HECAction combined 
with the time taken by the medical ethics committee to approve the research made this 
impossible, so the scheme was launched without it. 

Local GPs were contacted by the health authority, as it was felt they would be more receptive to 
this than to a direct approach from the Council. The response from GPs has varied enormously, 
with two surgeries being particularly proactive. In some cases, where a patient has asked their 
GP to refer them to the scheme, the GP has made a charge to do this (as they would if providing 
an insurance letter, for example). The local authority energy team now plans to promote the 
scheme more actively to GPs, by talking to primary care groups and making presentations at 
staff meetings. They are aware that this will need to be an ongoing process — they offered 
training to health visitors 3 years ago on a one-off basis and found that, 12 months later, it had 
all been forgotten. 

Around 30 householders have had measures installed under the scheme so far. 

The partnership generally works well and those involved consider the project to be successful in 
increasing access to a healthy living environment. However, the local authority would like to 
demonstrate to the health authority that it would be cost effective for them to invest in the 
housing stock, and they have been unable to do that. The health authority feels that robust 
research on heat recovery ventilation and asthma is required. It seems that the local authority is 
more willing to take action based on anecdotal or qualitative evidence, while the health authority 
needs hard data. 

The future of this particular project is uncertain, because it is reliant on ongoing funding. 
However, the Leicester Home Energy Team has recently started work on another project, which 
will run for three years. This project is sponsored by Midlands Electricity, with a dedicated 
officer appointed to oversee it. The scheme will target home energy services to families with 
children and ethnic minorities and will incorporate a health element, for example, offering training 
to health visitors. 
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4.5 ENERGY EFFICIENCY TRAINING FOR PRIMARY CARE WORKERS 

Key Partners 
Hammersmith & Fulham Council and Riverside Community Health Care Trust. 

Funding 
£53,000 of HECAction money was used to fund this scheme. 

Timeframe and Summary of Activities 
The project ran from the end of 1996 to 1997 and then stopped — there is no ongoing activity. 
The project involved running a programme of energy efficiency advice training for primary care 
workers, supported by a range of reference booklets for the workers and their clients. A training 
module was produced, which was to be used internally by the health and local authorities to 
train staff on an ongoing basis. A Project Advisory Group comprising the key partners was an 
important element of this project. 

Results, Barriers and Lessons 
74 people were trained in energy efficiency, ranging from home helps and occupational 
therapists to health care staff and representatives from voluntary organisations. The training 
sessions were devised following consultation with the target groups and were thus designed to 
suit the trainees' requirements in both content and format. Different sessions were held for 
different groups, tailored to their needs and the amount of time they could spare; so, for 
example, a 1.25 hour session was held for home helps, as part of an existing meeting, while a 
2.5 hour session was held for housing special needs staff, as a special session. 

A reference booklet was produced for those trained, providing information as requested during 
the consultation process, plus leaflets for different housing sectors, providing advice and grant 
information, as appropriate. 

No extra grants were available under this scheme. The objective was simply to provide simple 
advice and increase uptake of existing grants. A lack of monitoring means that no information is 
available on how much advice has been provided as a result of the scheme, or how much grant 
uptake has been increased.  Similarly, it is uncertain whether the training module has 
subsequently been used by the health authority to train other staff. 

There was originally a recognition that refresher training would be necessary and that the 
materials would need to be updated regularly. However, this has not happened. The local 
authority staff involved in the project have subsequently changed jobs and the project has 
ceased. As a result, it is unlikely that there will have been any lasting impact from this project. 
The materials are now out of date and could no longer be used because they include information 
on grant eligibility that may no longer be valid. Without refresher training, it is unlikely that many 
of the staff will still be providing energy efficiency advice to their clients. 

4.6 BEAT THE COLD 

Key Partners 
The 'Beat the Cold' committee consists of members representing: NEA Birmingham, North 
Staffordshire Health Authority, Midland Electricity, the work experience centre, Radio Stoke, 
voluntary agencies, Energy Efficiency Advice Midlands, Care and Repair, Staffordshire District 
Council, the benefits agency, Beth Johnson Staying Put and Stoke City Council. 

Funding 
The source and amount of funding has varied over the years (health authority, British Gas, NEA, 
and Midlands Electricity have all contributed. Beat the Cold have recently submitted a Lottery 
bid and a Health Action Zone bid. 
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Timeframe and Summary of Activities 
The North Staffs Beat the Cold Campaign started in 1986 as an informal partnership between 
voluntary and statutory agencies. Stoke-on-Trent Council for Voluntary Service provided support 
to co-ordinate the effort of partners to alleviate or avoid problems experienced by vulnerable 
groups as a result of cold weather. 

Beat the Cold aims to combat the effects of cold weather on vulnerable individuals. The 
objectives of the campaign are: 
• to help reduce the incidence of cold-related complaints and to contribute to improving the 

quality of life; 
• to co-ordinate the activities of voluntary and statutory agencies; 
• to help reduce the number of Accident and Emergency hospital admissions related to the 

cold, 
• to increase awareness, particularly among the elderly, of simple ways to avoid cold-related 

complaints through heating, dressing, eating and exercising wisely; 
• to increase awareness of energy efficiency among target groups; 
• to provide training for carers, professionals and community groups; 
• to encourage more effective use of existing resources through multi-agency working and to 

identify new needs and opportunities. 

Results, Barriers and Lessons 
Over 50 individuals have now been trained, including health visitors, community care workers, 
district nurses, day centre staff and care workers. More than 45,000 leaflets were distributed in 
1995/6 to a variety of recipients including individuals requesting information, post offices, 
doctors surgeries, and health visitors. 

Nationally the project is recognised as a model of good practice, from which other projects and 
agencies around the country are seeking to learn. Examples of those who have sought advice 
are Age Concern Leicestershire; BEST Energy, Ayrshire; and Stroud District Council. The broad 
and extending partnership that has developed is seen as a particular innovation not yet achieved 
elsewhere. Bringing together energy conservation issues, health and poverty is an important 
feature of the project. 

Training was more effective for some than others - some health visitors are very aware, would 
campaign on a variety of issues and know what they can get for their clients — these are the 
people who should be targeted to provide energy efficiency advice. The training sessions will 
happen again in the future and the Combined Health Care Trust is keen to continue to 
participate. 

Although the health authority was previously convinced of the health benefits of improving 
housing and also believed that Beat the Cold were doing a good job, there was still some concern 
that there was no measurement of the health effects of the actions. The health authority stated 
that other schemes have done more to promote themselves and their outcomes and further 
funding for this scheme was unlikely because no measurable outcomes had been measured. The 
original impetus had come from the director of health promotion but she has since left. 

The health authority also wanted to include GP referrals and grants as they thought that this 
approach would be more effective. 
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4.7 'SNUG' SCHEME, BIRMINGHAM CITY COUNCIL 

Key Partners 
Birmingham City Council Urban Renewal division, Family Health Service, Birmingham Health 
Authority. 

Funding 
The scheme was set up by the Urban Renewal division of the City Council, with help from the 
Family Health Service. A bid to the health authority for a one-off grant programme gave the 
scheme £150,000. The work started in March 1996 and is just trickling to an end now with the 
spending of VAT returns (around £7000). Promotion of the scheme stopped some time ago as it 
proved to be very popular and a waiting list had grown. 

Timeframe and Summary of Activities 
This GP referral programme for the elderly started in 1996 as a result of a growing waiting list 
for 'minor works grants' for home improvements. Some research was undertaken by the health 
authority under the Healthy Birmingham Programme in which the elderly were identified as most 
at risk and the least likely to complain about housing conditions or apply for grants. 

Under the programme, GPs can refer elderly patients on health grounds. A person-specification 
was written for the GPs to help identify those eligible for the scheme. This stated that the 
grants were not just about wellbeing, but whether the work could be prescribed as an alternative 
to medicine or treatment. An estimated 3 days in hospital needs to be avoided per patient in 
order to make the home improvements cost-effective. 

Results, Barriers and Lessons 
Most GPs in the area responded, with 45 GPs having made a total of just over 100 referrals. 
Some further recommendations were made which were passed on to other grants programmes 
(particularly disability grants). 

The recipients of the measures have been very pleased with the results, and the programme 
manager reported a record number of thank you letters. These were copied to the GPs who had 
referred them, in order to reinforce the message. 

The health outcomes of these works are in the process of being measured. The importance of 
such figures is understood by the programme manager. A letter has been written to GPs who 
made referrals and the more active ones have also been asked to sign a petition for renewed 
funding. About 10% of GPs have responded so far and the remainder will be followed up in due 
course. Although actual figures on cost-effectiveness may not result from such a survey, 
comments from GPs are valuable. 

One of the primary aims of the programme was to improve linkages with GPs. This was 
achieved and the improved relationship has been used for other purposes — for example, they are 
now working together to research the impact of housing estate improvements on asthma. 

The local authority is now talking with social services about a new bid because they can see the 
benefits of such a programme. 

As Birmingham was one of the first schemes to involve the health authority, they receive many 
calls about the scheme from other organisations needing information about the effectiveness of 
such a scheme. The programme manager has also been asked to give many presentations about 
linking health and housing and working with health professionals. 
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4.8 NOTTINGHAM ENERGY, HOUSING AND HEALTH PROJECT 

Key Partners 
The Northampton Health Action Group (NHAG) includes members from Nottingham Health 
Authority, the voluntary sector, Broxtowe, Rushcliffe, Gedling and Ashfield District Councils, 
Nottingham City Council and Nottinghamshire County Council. NEA Nottingham is working in 
conjunction with NHAG on this project. 

Funding 
NEA Nottingham bid into the Health initiatives budget of the Health Action Group and won 
£8,500. Further funding was obtained for the measurement of the health outcomes — partly 
from Eaga-CT. Nottingham City Council funded the central heating units. 

Timeframe and Summary of Activities 
Nottingham Health Action Group is a multi-sector group that works strategically to promote the 
health of the people of Nottingham health district, tackle health inequalities and identify and 
address the environmental causes of ill health. Nottingham Health District covers Broxtowe, 
Nottingham City, Rushcliffe, Gedling and Hucknall. 

This project started in 1997 and has targeted Nottingham City Council tenants on low incomes 
who have one or more members of the family suffering from severe asthma. The project worked 
with identified households to implement a combination of energy efficiency improvements and 
ventilation units. Each household also received high quality energy and anti-condensation advice 
and support, and other measures to initially reduce levels of the house dust mite. The project 
has also trained health and housing professionals in energy awareness including anti-
condensation advice provision. 

The aim of the project is to improve a number of houses where the inhabitants are suffering from 
severe asthma and to measure the changes in health that occur as a result of intervention. 

Further objectives are to: produce a good practice guide; produce sets of leaflets for housing, 
energy and health professionals; generate interest in this type of work; lead on to further 
research; collect data; and generate further capital. 

Results, Barriers and Lessons 
Seven houses have been improved and monitoring has taken place for changes in house 
conditions and health of the inhabitants. Results are currently being analysed and will be 
available later this year. 

Nottingham has a good working partnership with many organisations. This is primarily as a 
result of the Health Action Group that grew out of the Local Agenda 21 group. With health 
authority commitment to the linkage between health and housing, the funding available under the 
area's new HAZ is likely to be used in part to fund similar schemes. 

The model of cross-sectoral working in the Nottingham case is exemplary. NHAG's members are 
the 6 local authorities in the area, primary care, health authority, voluntary sector and NHS 
Trusts. The group has been active for 3 years and meets every two months. Its primary aim is 
to implement and monitor 'Our Healthier Nation; and more recently, to support the delivery of the 
Health Action Zone. 

This is one of the first schemes to measure, in detail, the health effects of improving households. 
Although only a small sample is involved (7 houses) the data that come out of the measurements 
will be of great use for illustrating the effects of such schemes. 
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4.9 MEDICALLY SUPPORTED HEATING PROGRAMME FOR CITY LOCAL AUTHORITY TENANTS 

Key Partners 
Oxford City Council Environmental Health Department, Housing Department, GPs, Health visitors, 
voluntary organisations, social services. 

Funding 
Some funding was obtained initially from Oxford Health Authority, but the majority in recent 
years has come directly from the City Council Housing Department. The total budget for the 
year 1999/2000 is £900,000. This is estimated to be enough to improve 350 houses. 

Timeframe and Summary of Activities 
The scheme was first set up in 1987 as part of the Healthy Oxford 2000 Campaign. The City 
Council's health promotion unit decided to focus on needs of elderly people during the winter 
months. 

Under the scheme, referrals are made by GPs and given a priority or non-priority status. A visit 
is then made by the project manager to assess the needs of the tenants. Following this, priority 
cases are completed within 6 months of referral, whereas non-priority cases may take up to 12 
months. 

Training has also been carried out for health professionals and other home visitors to encourage 
awareness around heating problems and signs of cold-related problems. 

Results, Barriers and Lessons 
Around 3,000 houses have been improved since the scheme started in 1987. 

GPs were reluctant to get involved to start with because they said the local authority were 
always asking them to do things and they didn't have time for another scheme. However, 
persistence paid off and virtually all GPs are now involved in making referrals. 

At one point GPs decided that they would like to charge a fee for making referrals. However, 
they were persuaded that this would be contradictory to their duties in preventing ill health. 

It was found that a successful method of reaching GPs was through making short presentations 
as part of regular practice meetings. After more than 10 years, there is a good relationship 
between the project manager and the GPs, showing that long term projects can have beneficial 
cumulative effects. 

In general the effort needed to keep the partnership alive between the various organisations is 
now very low as it has become well established over the years. 

By using comments from GPs and involving organisations such as the local radio, the project 
manager has been able to secure annual funding from the Housing Department. The scheme has 
been so popular with all concerned that it would now be politically very difficult to cut. 

4.10 CORNWALL AND ISLES OF SCILLY HEALTH AUTHORITY 

Key Partners 
Cornwall and Isles of Scilly Health Authority, GPs, schools, Cornish local authorities and the local 
EEAC. 

Funding 
A one-off grant of £300,000 from the health authority. 
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Timeframe and Summary of Activities 
In 1995, the Cornwall and Isles of Scilly Health Authority made a grant of £300,000 available to 
district local authorities in their area so that they could install central heating and insulation 
measures in selected homes where children were suffering from asthma. 

The project started as a health authority initiative when a budget surplus was identified and they 
chose this scheme as a cost-effective use of money. The health authority was convinced that 
the poor health of the children selected was directly connected to the cold, damp homes they 
lived in. 

Measures were installed under the scheme from 1995 to 1997, and monitoring of the impact of 
these measures ceased in 1999. 

Results, Barriers and Lessons Learned 
A detailed study on the effects of the improvements had not been planned in the original 
proposal, but the health authority quickly saw the need for concrete figures. However, the 
methods of recording 'before and after' scenarios were not in place from the beginning and 
obtaining data from schools, for example, proved to be difficult as they had not recorded reasons 
for absence. 

Devon Health Authority have started a new scheme based on this one. One of the primary aims 
of this new project is set up partnerships that did not exist in the original scheme and a rigorous 
monitoring programme is in place using control groups. 

The results of the Cornwall and Isles of Scilly scheme, supported by EAGA Charitable Trust, 
have now been analysed. The interim report shows that 101 homes were improved, which 
housed a total of 108 children suffering from asthma. A follow up study was conducted on 28 
children which found that asthma symptoms had improved and the children had had less time off 
school as a result of their asthma. (On average the children concerned had 4.1 days off in the 
three months before the investment and 0.6 day in the three months after.) The report will be 
available from EAGA CT shortly. 

Many other areas are now using these figures to estimate the likely effects of their own 
schemes. Several of the other case studies reported here had used figures from this study to 
justify their own expenditure. 

5. BARRIERS AND OPPORTUNITIES IN MULTI-AGENCY WORKING 

INTRODUCTION 

The previous section describes a number of projects in which various combinations of cross 
agency funding and working have been tried. To explore in more depth the barriers and 
opportunities they have experienced we ran workshops with people in three of the projects -
Cornwall, Birmingham and North Staffs. We also invited participants at a 'Health, Housing and 
Affordable Warmth' seminar, hosted by University of East London, to provide some input from 
their own experiences. Lastly, we ran a national seminar which brought together local and 
health authority staff at frontline and strategic level, academics and other practitioners. (See 
Appendix F for a full report on each event.) The findings are summarised in this section and 
some tentative conclusions are drawn. Also included here are comments on this aspect of the 
case studies described in the previous section. 
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PARTICIPANTS AND METHODOLOGY USED 

Participants at all the local workshops were a mixture of strategic/managerial level and front line 
staff, all of whom had been directly connected with the project in their area. They came from 
both the Health Authorities and Local Authorities, related agencies such as Energy Efficiency 
Advice Centres, Community Radio and the Benefits Agency. For some it was the first time they 
had met face to face having only communicated by phone and in writing before. Many 
commented on the value of actually setting aside time for this meeting and the words "Oh, if I'd 
only known you had that problem I could have done ..." were heard more than once. 

In Cornwall and Birmingham the projects had reached the stage where they were ready to 
present some results internally and the workshops gave them the opportunity to do this. In 
North Staffs the project, Beat the Cold, was moving from an informal partnership of around ten 
years duration to setting up a charity and thus a much more formal structure. In each workshop 
time was spent in discussion in pairs, small groups and in plenary, working through the barriers 
to multi-agency working which they had encountered and developing some solutions. 

The workshops in Cornwall and Birmingham were a full day and the one in North Staffs was a 
half day. 

THE BENEFITS OF MULTI-AGENCY WORKING 

Participants identified the following benefits : 

Sharing of Knowledge and Ideas 
The development of ideas benefits from input from people who have different perspectives and 
backgrounds, thus creating synergy. Information is pooled and shared, including knowledge of 
how one's own agency operates. Many participants commented on how much they were 
learning about the structures and working practices of partner agencies, both in the course of 
working together and at the workshops and seminars themselves. Joint problems are shared, 
giving more scope for joint action and common issues are identified, leading to a sharing of 
responsibility and/or workload (although there can be a temptation to blame a partner when 
things go wrong). This inter-agency communication increases the number of personal contacts, 
seen by participants as a benefit for future work. 

Resources Shared 
Multi-agency working can lead to a greater sharing of resources and more effective use of them. 
It gives each agency access to a wider range of resources and mutually beneficial funding 
arrangements can be set up, such as match funding. 

Common Agendas 
It is a pleasant surprise to find that common agendas do exist! Multi-agency working breaks 
down professional barriers and other boundaries and links between problem areas become 
apparent. 

Holistic Approach 
Working with other partners means that a more comprehensive and uniform service is offered 
and a holistic approach taken. Participants enjoyed working as a team and found that it gave 
them a sense of security and support. 

Wider Understanding 
Horizons are broadened and a wider understanding of issues develops. As cultures merge they 
are changed. Seeing things from a different perspective can lead to a different point of view and 
there is a process of learning from each other. It can also engender respect for other people's 
skills. People found it refreshing to hear other views and some thought that multi-agency 
working can actually reduce stress. 

22 



ACE & PIP  Domestic energy efficiency & health 

Effectiveness 
A greater sharing of skills and resources leads to less overlap and greater effectiveness. It is 
cheaper, wheels are not reinvented and ultimately clients benefit. Increased referral rates were 
also cited as a by product as was the closing of service gaps. 

BARRIERS TO MULTI-AGENCY WORKING 

Participants identified the following barriers : 

Resources 
Many of the projects studied had encountered problems in securing ongoing funding. Ownership 
of budgets can be a problem, either because of a lack of clarity, or issues of control if a budget 
is not shared (or even if it is). Structural barriers to cross sectoral funding still exist and the 
decision making process can be very slow. It was also reported that there is a need for greater 
understanding of the financial pressures on colleagues in other agencies. 

Commitment and Flexibility 
Inflexibility in organisations is a barrier and sometimes multi-agency working leads to buck 
passing because no-one wants to take responsibility. Often contact exists at front line level but 
not at a strategic, policy level. Inevitably there are more meetings and often these are regarded 
as 'not proper work'. Many people commented on how time consuming and, indeed, exhausting 
partnership working is. However the time spent is seen as an investment and does save time 
later on. Joint working does not always get the priority it needs and it was recognised that the 
workload can never be equally shared. 

It can be difficult to gain commitment at the outset when there may not be an obvious benefit to 
a partner even though they have a key role to play. 

Priorities, Timescales and Roles 
More often than not everyone is working to their own agendas and this leads to conflicting 
priorities and timescales. Some projects felt that health authority priorities are focused on service 
provision rather than prevention of ill health while the local authority is concerned with increasing 
energy efficiency and providing access to affordable warmth. Linked to this is that in a joint 
project the activity may only be a priority for one of the partners. 

Sometimes there is competition between agencies and there can be too many fingers in the pie. 
Clarity of individual roles is needed and a willingness to avoid being over protective of one's own 
role. The danger of actual or perceived hidden agendas was mentioned. The lack of co-
terminosity between geographical areas is also a significant hindrance. 

Monitoring 
For some projects this is a major issue. The need for monitoring by all funders can lead to 
'monitoring overload' because criteria and indicators are not agreed and standardised at the start 
of a project. Also, requirements are often changed (usually increased) during the life of the 
project, resulting in time consuming back tracking and amendment of databases. 

Experience of Multi-Agency Working 
No, or limited, history of working together is a barrier mentioned by some of the case studies. 
Partnerships take time to establish and, particularly in the early years, will often rely on one 
'champion' to maintain momentum. The extent to which partners have worked together in the 
past varies from scheme to scheme, and the longer the partnership has been in place, the better 
the partnership will work. 

This lack of experience of joint working can mean that the person planning the scheme does not 
have the right contacts in the other key organisations, and therefore may not involve the most 
suitable people from the outset. This in turn can result in those people lacking a sense of 
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ownership of the project and therefore not giving it their full commitment.  Involving the 
stakeholders from the outset will help to ensure that the scheme does not add to workloads 
unnecessarily and that training sessions are designed to fit in with existing schedules. It will also 
ensure that any referral scheme is designed so that all those involved feel it is sensible and 
workable. 

Cultural Differences and Political Considerations 
Each agency has its own culture and structures. Aims need to be explained (in commonly used 
vocabulary!) and there has to be a better understanding of others' priorities, perspectives and 
methodologies.  It was felt that some professionals are not comfortable with community 
working. 

Professional snobbery is sometimes encountered and, in particular, health professionals are often 
unwilling to commit to a local authority led project. When targeting GPs, one scheme reported 
that 'it is most effective if you make the GPs believe that the scheme is their idea'. In general, 
health visitors seem to be more receptive to this kind of scheme than GPs, probably because 
they have first hand experience of their clients' living conditions and can therefore easily identify 
where ill health is caused by cold or damp living conditions. However GPs have influence both 
over other health professionals and over resources, and they will play a prominent role in the 
new Primary Care Groups. As a result, their commitment is very valuable to a project. The 
importance of gaining the support of practice managers was noted as they are often the 
'gatekeepers' to GPs. 

Political interplay between agencies can get in the way of effective working. At times these 
difficulties lead to actual conflict between partners. Another problem encountered is where local 
politicians are themselves in conflict with one of the partners. 

There is potential for free riding by a partner. Often partnerships have an unequal power 
balance, depending on the type of project or source of funding. It can be difficult to get the 
credit for a project shared equally - ensuring a joint profile from the start is important. 

Information Flow 
There are practical problems with free exchange of information in relation to the Data Protection 
Act and patient/client confidentiality. Good communication is essential for effective multi-agency 
working - not only ensuring that people receive appropriate information but also that they are the 
right people and that it is not distorted in the telling. At a research level there could be a better 
flow of information. 

HOW BARRIERS COULD BE OVERCOME 

Participants identified the following solutions : 

Resources and Structures 
A radical change would be to move towards a local single, unitary body which combined both 
health authority and local authority functions. Such a structure could be piloted as part of a new 
Health Action Zone. Under existing structures much more use could be made of secondment to 
move skills to where they are needed at the time. Even this idea would need some far reaching 
changes to be made in employment practice to make it easier for staff to move around without 
loss of pay/status/pension and other benefits. A further step would be to have some posts 
jointly funded. 

Another option would be to bring together relevant agencies in a locality in order to identify 
needs and priorities and then put together a joint package to meet those needs. The new 
Primary Care Groups could play an important role in this approach. 
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Building capacity by training local people and involving them in project development was 
mentioned as a good use of resources for the longer term. 

Financial Resources and Funding Flexibility 
Much time is spent on almost continuous fundraising - longer term funding would mitigate this. 
It is often difficult to obtain funding for salaries. Greater flexibility and openness is required on 
the part of some funders. In one area the project was seriously hampered by receiving funding 
from both gas and electricity companies who would not then allow their sponsored material to be 
displayed or used at the same time. 

Commitment 
One way of assisting the process of joint working is to set up a formal Partnership Agreement at 
the start of a project. This would not have legal standing but would set out the agreed aims of 
the project, how the agencies intend to work together and what the financial arrangements are. 
The process would enable the setting of clear objectives and help the parties understand each 
other better. 

To back that up Chief Officers should be in touch with joint working initiatives and indeed a 
formal joint working strategy could be set up.  In any case it is essential that high level 
commitment to a multi-agency project is secured at the start and that pre-agreed alternates are 
sent to meetings, rather than someone who happens to be available. Staff at the operational 
level have to relate better and more closely. 

Internal commitment in each organisation should be obtained, particularly at departmental level, 
ensuring that the project agenda is built into the business/work plan. 

Flexibility in Ways of Working 
Tasks should be agreed and then allocated according to skills rather than organisation, while 
giving consideration to statutory obligations laid on to different agencies. 

An agreed monitoring and evaluation programme of work, policies and practices was also 
suggested. National objectives need to be translated into locally relevant aims. 

Lastly, it is important to recognise and celebrate achievements. 

Priorities / Agendas / Timescales 
A formal communication channel (perhaps via the initiator of the project) could enable better 
communication of agendas and timescales. At the same time there should be a strategic link 
between organisations to facilitate joint agendas. Sub groups can be a useful tool and a certain 
amount of more formal structure helps maintain good communication. Joint working should be 
recognised as a key function, not regarded as an add on, and consideration might be given to 
this at the budget setting stage by allocating a budget to it in the same way that monitoring and 
evaluation are budgeted. Encouragement of a bottom up approach would lead to greater 
householder involvement in getting work done and changing behaviour. 

Overcoming Cultural Differences 
A practical suggestion was to identify key people in each agency and follow up those links, for 
example through conferences. At the same time pressure can be applied through legislative 
requirements. It was recognised that both top down and bottom up approaches are needed. 
Identifying positive outcomes for all those involved in a project helps build partnerships, but 
personal and professional risks do have to be taken and it takes time for trust to be built up. 
Basing projects on needs which have been identified by the community itself helps to drive a 
multi-agency approach, as communication channels with the community have to be clear and 
simple to be effective. 
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Monitoring 
There are two issues to be dealt with here. One is to strike the balance between collection of 
data useful to both the project and the funders and collection almost for the sake of it which not 
only wastes time but can take the focus away from openness to new avenues of thought. The 
other issue is the lack of standardised formats and every agency having its own requirements. 
For example the age of a client can be given as their exact age, date of birth, or placed within an 
age range. Standardisation would make data collection easier and faster and would enable much 
better comparison. A fuller discussion of this can be found in the workshop report in Appendix F. 

6. RECOMMENDATIONS 

Multi-agency working is vital if initiatives in this field are to be successful. The barriers which 
presently exist hinder such working. However, there are a number of changes which could be 
made at a local and national level that would reduce these barriers and facilitate multi-agency 
working. 

LOCALLY 

Networking Agency / Structure for Joint Working 
One suggestion was to set up a local body to identify opportunities for multi-agency working and 
help build partnerships. Such a role could be undertaken by the local voluntary services local 
authority, with funding provided to support the post. Similarly a formal structure for joint 
working and a streamlining of timescales would support local initiatives. Support for time being 
spent on joint working could then follow. All partners have to commit to delivering on promises. 

One easy way to pool resources and gain cross sectoral involvement would be for a local 
authority, when planning a survey, to invite the health authority to carry out a comparative study 
at the same time. 

Communication 
Colleagues need to start adopting a different approach, sharing their visions and commitment and 
recognising the importance of networks. Their communications need to be relevant and focused. 
Other partners need to understand the constraints of timescales, resources and goals of others 
and be more open about their work programmes, budgets and funding so that opportunities and 
overlaps can be identified. 

It was suggested that guidance could be provided to Local Agenda 21 (LA21) officers to help 
them facilitate local networking. 

NATIONALLY 

Funding Regimes 
Joint initiatives would be greatly assisted by integration of funding cycles and it was noted that 
a longer cycle is much better, for example the new 3 year Health Improvement Programme. 
Budgets could be multi-agency at a national level and funding could be set aside specifically for 
multi-agency working in recognition of the time resource it takes. Funders could themselves 
assist in building partnerships in practical ways, both by including partnership working as a 
requirement for funding (as is already the case with SRB) and by actively facilitating partnership 
development where agencies are not used to this way of working. Integration of schemes and 
the early involvement of partners makes for much more effective working. 

There was also a plea for simplified funding applications and more time to submit them to allow 
for consultation and development with partners. 
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Best Practice Guide and Dissemination 
There was support for the idea of a Best Practice Guide to multi-agency working as well as a 
demand for better dissemination of .best practice generally. One suggestion was that the Local 
Government Association could work with the Dept. of Health and/or Public Health Alliance and 
NHS Confederation on such dissemination. Another idea was to hold regional and national 
seminars on particular topics. 

It was also suggested that accreditation for the various training schemes would be helpful. 

Co-ordination of Research / Dissemination 
To gain support locally it is often necessary to demonstrate different gains for different agencies 
and such information is best gathered nationally. A feedback mechanism into national policy and 
research is needed in order to inform and identify further research needs. 

Monitoring 
The ideal would be to have a set of nationally agreed standard criteria at least for basic data, 
such as client information (see Appendix F for full list).  Some kind of harmonisation of 
geographic boundaries would also make a significant impact. 

Similarly, nationally agreed criteria for quality measurements are needed, such as improvement to 
health, or financial savings. 

Data need to be collected consistently across the country — they are often available but only 
partially collected. 

FURTHER WORK REQUIRED 

1. Quality of life : the benefits of energy efficiency work should be measured in more ways than 
just deaths and health service contacts. Simple Quality of Life (QOL) questionnaires are 
already used but this area needs further development. 

2. Produce simple guidelines : research is often written up in technical language and not always 
published very widely. Simple guidelines could be produced for the benefit of practitioners, 
translating the research findings into everyday language. 

3. Better definition of deprivation : work should be done with medical and poverty experts to get 
better definitions of deprivation to back up medical studies 

4. Accessing the fuel poor : fuel poor households tend to be suspicious of anyone who appears 
to represent officialdom and elderly people are nervous about letting workmen into their 
homes. Different approaches have been tried with varying levels of success. 

5. Nationally agreed objective comparison of benefits of different energy efficiency measures : 
opinions differ at a local level on the relative benefits of different measures. In one area GPs 
asked the local authority to remove night storage heaters on the grounds that they were 
affecting patients' health, in particular aggravating asthma. An objective assessment would 
have taken in other factors such as effect on humidity / dust mites. 

6. Identification of what research is still needed (if any) to demonstrate the links between energy 
efficiency and health, and funding to carry it out. 
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7. CONCLUSIONS 

It is encouraging that the issue of multi-agency working, in particular in relation to energy 
efficiency and health, is receiving so much attention at a national policy level. Both the 
Department of Health and DETR have taken an advisory role in the ACE/PIP project and are 
already meeting cross-departmentally. 

Some of the ideas emerging from the case studies would need a high level of such co-operation 
to be developed, but we believe the time is right to take them forward. The Health Action Zones 
are specifically intended to encourage and enable multi-agency working and could be used to 
pilot some of the recommendations. Similarly the Energy Efficiency Partnership, a multi-agency 
partnership facilitated by the Energy Saving Trust, is already starting to initiate and develop 
mechanisms for delivering energy efficiency measures under the new Home Energy Efficiency 
Scheme, through health professionals such as GPs and health visitors. These measures are 
targeted at the fuel poor and thus will show the greatest health gain. 

It was striking, throughout this project, how many practitioners and researchers were found to 
be working in comparative isolation. The benefits accrued when they were able to meet and 
exchange ideas proved to be significant. Dissemination by the printed word is important but our 
experience demonstrates the immense value of face-to-face contact. A pro-active approach is 
required, to enable this kind of cross-fertilisation of ideas and experience and to co-ordinate 
effort so that the same research is not duplicated, while other, important areas are neglected. 
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APPENDIX A - ADVISORY GROUP MEMBERS 
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Chartered Institute of Environmental Health 
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Dept. of Health 
Doncaster Borough Council 
EAGA Charitable Trust 
Eastleigh Borough Council 
Healthy Building Centre, BRE 
Local Government Association 
NEA Nottingham 

David Crowther 
Howard Price 
David Fotheringham 
Mike Summerskill 
Paul Lees 
John Heneghan 
Robert Jones 
Bev Stanley 
Gary Raw 
Martin Fodor 
Rob Howard 

APPENDIX B - CASE STUDY QUESTIONNAIRE 

PROJECT AIMS 
• How and why was the project initiated? 
• Who was involved in this? 
• What is the overall aim of the project? 
• What are the consequent objectives and targets (and how are these evaluated). 
• Is the project aimed at promoting health or alleviating ill health? 

TARGETING 
• What information do you have on the scale and extent of fuel poverty in your area? 
• What information do you have on the energy efficiency of the local housing stock? 
• What information do you have on households likely to be vulnerable to ill health resulting 

from cold homes? 
• How are the target groups identified and how are decisions reached re: which 

people/dwellings to target 
• Has any use been made of technical methods of targeting, e.g. GIS? 
• Have the target groups been contacted/consulted regarding the project? Details/results: 

WHAT DOES THE SCHEME ENTAIL 

Description of the scheme, including timeframe. 

1. Training: 
• Does/did existing professional training for various different groups link energy efficiency and 

health (state which groups). Details of this. 
• Does the scheme include training for health workers? If so: 
• Which health workers were trained? 
• How was the training devised (were the health workers consulted in this)? 
• What did the training comprise? 
• When/where was it conducted and by whom? 
• How many attended? 
• Is it an ongoing process? 
• Has any monitoring been conducted to find out if the training was considered useful, and 

whether those that were trained are now using this information etc? 

2. Materials 
What materials have been produced for the scheme e.g.: 
• Training support materials (details) 
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• Leaflets for householders(details) 
• Posters etc to publicise the scheme (details) 
• Who wrote these materials? 
• Who arranged production? 
• How are they distributed? 
• How much did they cost and who funded this? 

Would you be willing for other authorities wishing to set up a scheme to 'copy' the materials you 
have produced? 

3. Advice 
• Does the scheme include providing advice to householders? What kind of advice? 
• Who gives this advice? 
• To what extent have householders been consulted/involved/trained 
• Has any monitoring been conducted to see if the advice is well received/effective? 

4. Referrals/measures 
Does the scheme include referrals of householders who would benefit from energy efficiency 
measures? If so: 
• Who refers the householders? 
• How are these households identified? 
• How are the measures identified? 
• Which measures are considered to deliver the greatest benefit and on what grounds are these 

measured? 
• Who carries out the work? 
• Who funds the work? 
• Have there been any attempts to monitor householders' or health workers' satisfaction with 

this approach? 
• Or the health/cost benefits that result? 
• How successful do you consider this approach to have been? 

5. GPs surgeries 
Does the scheme involve GPs surgeries, e.g. 
• Energy efficiency clinics 
• Display materials 

6. Promotion 
• Is promotion of the scheme considered necessary? 
• What promotion has been undertaken? 
• How much did this cost and who funded it? 
• Has this been evaluated, and if so how? 
• What are the results of this evaluation? 

7. Other components 
Are there any other components of the scheme? Details. 

MONITORING 
• In addition to the monitoring described above, are there any other mechanisms in place for 

monitoring the effectiveness of the scheme. 
• If so, who is responsible for this? 
• How is the data obtained? 
• What are the results of the monitoring? 
• Do you consider this monitoring system to be sufficient? 

33 



ACE & PIP  Domestic energy efficiency & health 

EVALUATION 
• Has any attempt been made to undertake a cost/benefit analysis of the scheme? (including 

quantifying the health improvements) 
• Have you undertaken a health impact assessment 
• On what basis is the success of the scheme judged? 
• Is the scheme considered to be a success, and if so by whom? 
• Have you encountered any problems re: a cost/benefit mismatch — high level of satisfaction 

by one group may not mean corresponding satisfaction in another. 
• What would you do differently if you were starting again? 

FINANCE 
• How is the project funded? 
• Which budget headings are used? 
• Is this funding ongoing or was it a one-off contribution? 
• How much does/did the project cost (include staff time etc)? 
• Breakdown of this (inc. proportions from each source.) 
• If the money is coming from health authorities: 
• What persuaded them to invest in the project? 
• Were they already convinced of the health benefits of energy efficiency, if not how were 

they convinced? 
• If there is no money from the health authority: 
• Have they been approached fOr financial contributions? 
• If yes and they refused, what were the reasons, e.g. no suitable budget headings, lack of 

budget, not convinced of the benefits? 

BARRIERS 
• What barriers have you encountered: 
• Practical problems (e.g. legalities, other priorities, bureaucracy, workload etc); 
• Motivational factors? Amongst which groups? 
• Is the project limited by time (i.e. is it finite)? 
• Have you encountered problems in getting hold of data, either lack of data, geographical 

problems, issues of skills required to use data effectively? 
• Have you found ways of overcoming any of these barriers? 

PARTNERS 
Who are the partners in this project (including key partners and all other organisations 
involved/consulted, e.g. education, health authorities, building regulators, local authorities, 
planning committee) 
Re: key partners: 
• How did they become involved? Who approached whom? Who was initially approached 

(what department)? Did they refer the project to someone else? Details of this process... 
• What are their roles? 
• What do they contribute (finance, time, skills, other resources) 
• How is the partnership managed? 
• Any issues re: the partnership? 
• Did the partnership exist before the project? Or what communication channels existed before 

the project. Details. 
Other consulted: 
• What have they contributed? 
• What views have they expressed on the project? 

DISSEMINATION/REPLICABILITY 
• Are there plans for disseminating information about the project? Does this include good 

practice/methodology? Does this include information on the evaluation results (where these 
exist). 

• Who are the targets for this? 
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• Has funding been set aside/found for dissemination. 
• How replicable do you think this scheme is. 
• Will the scheme assist in replication/dissemination 

PLANS FOR THE FUTURE 
• Is the scheme ongoing? What are the plans for the future? 
• Will planned changes to the organisational structure of the health service affect the scheme. 

If so, how? 
• Do you think these changes will make replication of such a scheme easier or more difficult? 
• Any other changes (e.g. review of HIP, HEES) which might affect the scheme? 
• Any plans to change to scheme to fit the new structure? 

AND FINALLY 
• Who else should we speak to regarding this project? 
• Are there any documents/materials we can take that relate to the project? 
• Do you have any objections to any of the above details being made public? (Should they be 

invited to the workshop?) 
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APPENDIX C - SCHEME EVALUATION MATRIX 

IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED TRAINING  &/or  GP REFERRAL &/or MEASURES 

Good 
identification  of 
local  incidences 
of links between 
fuel poverty and 
ill  health  and/or 
good 
understanding  of 
the problem and 
awareness  of 
other schemes 

Wide range of partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations.  . 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training. 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate of referrals from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 

 Simple  system  for 
arranging  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  householders,  GPs, 
health  visitors)  plus 
monitoring of the impact 
of  advice/measures  on 
affordable warmth and on 
health. 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority networks. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

Identification  of 
lessons  learned 
and  plans  to 
amend scheme in 
place 

Susceptible areas 
identified  and  or 
some  awareness 
of other schemes 

Two or more partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  scheme 
implementation. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

Some  attempt  to  seek 
quantified  results. 
Feedback requested from 
all those targeted by the 
scheme  and  some 
monitoring  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health.. 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

Identification  of 
lessons  learned 
with  plans  to 
amend scheme in 
future 

Some 
identification  of 
susceptible areas, 
and/or  some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up with discounts or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders. 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedback from those 
targeted  and  limited 
monitoring of the impact 
of advice and measures - 
resulting  in  anecdotal 
evidence. 

Plans for scheme to 
be  disseminated 
widely  at  some 
point in the future. 

Finite  funding 
secured from 2 or 
more  partners. 
Includes funding of 
measures. 
Attempts to secure 
ongoing funding. 

Identification  of 
lessons  learned 
but no changes to 
scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  health 
professionals  trained/ 
measures installed. 

Very  limited 
dissemination/ 
planned 
dissemination  of 
results. 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some  awareness 
of lessons learned 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
-  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No monitoring system in 
place. 

No dissemination of 
the scheme carried 
out/planned 

Finite  funding  from 
1 partner only.  No 
attempts to secure 
ongoing funding. 

None identified. 
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APPENDIX D - WORKING SEMINAR ATTENDEES 

Representatives from: 
Beat the Cold, Stoke on Trent 
Building Research Centre 
Cambridge University 
Department of Environment, Transport & the Regions 
Department of Health 
Eaga Charitable Trust 
Eastleigh Borough Council 
Energy Conservation and Solar Centre 
Energy Saving Trust 
First Report 
Health Visitors Association 
Leicester City Council 
Local Government Association 
London Borough of Croydon 
Luton Borough Council 
NEA Nottingham 
NHS Confederation 
NHS Executive 
Royal College of Nursing 
Sheffield Hallam University 
University College London 
UNISON 

APPENDIX E - CASE STUDIES 

El - HECACTION FOR IMPROVED HEALTH AND HOUSING 

Summary 
Name of scheme: 
Key partners: 

Timeframe: 
Funding breakdown: 

Core activities: 

Health and Housing 
Telford & Wrekin Council 
Shropshire Health Authority 
Telford Energy Efficiency Advice Centre 
1997 onwards (ongoing) 
£50,000 HECAction (from DETR via EST) 
£8,220 funding from joint finance 
£5,280 from the Council's Home Repairs Assistance Grants 
Training for health workers, 
Grants for households referred by health workers, 
Widespread promotion, 
Discounted insulation scheme for all households. 

Study Method 
Individual, face to face interviews were held with the four key partners: 
• Neil Brookes — Private Sector Housing Manager at Telford & Wrekin Council 
• Chris Winter — Strategy and Research Manager at Telford & Wrekin Council 
• Andrea Hinton — Manger of Telford Energy Efficiency Advice Centre. 
• Allen Evans — Contracts Manager, Shropshire Health Authority 

The original bid for HECAction funding was also consulted, as well as the subsequent monitoring 
report. In addition, an evaluation report which was produced by Staffordshire University in 

37 



ACE & PIP  Domestic energy efficiency & health 

September 1998, at the request of Telford and Wrekin Council, provided some useful 
information. 

Introduction 
HECAction for Improved Health & Housing commenced in 1997 after the Council was awarded a 
HECAction grant of £50,000. The aim of the scheme is to accelerate the rate of installation of 
energy efficiency measures by increasing awareness among health care professionals of the link 
between health and energy efficiency. It centres around training health workers and providing 
grants for vulnerable households who are recommended by the health workers. The scheme 
built on existing work by the Telford and Wrekin Health Partnership, a multi-agency forum. 

The scheme also includes the offer of bulk discounted energy efficiency measures to all 
householders in the district. However, this aspect of the scheme is not included in the case 
study as it does not specifically link the energy efficiency measures to improved health. 

Context 
Shropshire Health Authority started to develop plans for primary health care teams with the 
Community Trust around 3 years ago. These primary health care teams made up of GPs and 
health professionals, generally led by district nurses. 

The teams were well established when the Government's White Paper was published which 
specified the setting up of primary care groups (PCGs) from April 1999. These groups were to 
be made up of 13 members in total, including 7 GPs plus representatives from social services, 
lay members and a nurse. 6 PCGs have been formed in Shropshire and they work one tier above 
the primary health care teams. 

Work has already been carried out within the primary health care teams to link up with the PCGs, 
which will shortly start to commission health services in their own right. 

Project Aims 
The aim of the project is to work with local health professionals and GPs to increase their 
awareness of domestic energy efficiency and the associated health benefits. Through them, the 
aim is to stimulate and encourage the installation of physical measures to improve domestic 
energy efficiency which will result in a health gain. The project also seeks to build upon these 
elements to promote the benefits of energy efficiency to a wider health related audience. 

The objectives of the project are to: 
• Conduct a baseline study about awareness of energy efficiency issues; 
• Develop an ongoing relationship between energy efficiency providers and health 

professionals; 
• Provide training for local GPs and other health professionals (principally district nurses and 

health visitors); 
• Develop an information pack for health professionals about energy efficiency; 
• Enable health professionals to be able to encourage their patients to be energy efficient at 

home; 
• Encourage the installation of physical measures to improve domestic energy efficiency 

leading to health gain. 

Project Development 
The idea for the project came during a brainstorm on HECA which was held by members of 
Wrekin Health Partnership, a working committee which looks at how the local authority and the 
health authority can work together. Allen Evans was asked to join in the bid because of his 
involvement with the primary health care schemes. 

As a precursor to the main project, initial development and feasibility work was carried out with 
the aims of: 
• Establishing current levels of awareness by health professionals of energy efficiency issues; 
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• Identifying specific issues or concerns with regard to energy efficiency; 
• Identifying barriers to the adoption of a more proactive energy approach; 
• Identifying current links among professionals working in this area. 
• Providing the basis for the future development of the project, including the production of a 

tailored information pack and a customised training programme. 

This work found that: 
• There is a lack of detailed knowledge of energy efficiency among health professionals, 

although many feel they have some knowledge; 
• There is an appreciation of the possible health benefits from increased energy efficiency and 

some very specific health knowledge of the health disadvantages of poor energy efficiency; 
• There is a general acceptance of the idea that patients could be helped by advice and 

financial assistance in the area of energy efficiency - the degree to which people feel they 
personally have the opportunity to help varies, and is greatest among health visitors and 
district nurses; 

• The suggestion of an information pack was well received; 
• A number of individuals were favourably disposed to the idea of training for themselves or 

colleagues; 
• At least one medical practice is particularly keen to help; 
• Some health professionals are aware of the work of different groups, but the degree of direct 

contact between groups is very variable. 

Targeting 
The scheme targets three groups: 
• Health care professionals, who were offered presentations to promote the energy efficiency 

and health information pack, plus different options of training in energy efficiency. 
• Patients/householders: Those identified by their health workers as being in need of work 

were offered a HEES grant or work funded under the scheme (using the joint finance/HRA 
funding). (In addition, all householders were offered advice and bulk discounts on work as 
part of this scheme); 

• Health care employees, who were also offered advice and bulk discounts on products. 

The scheme targets the health workers rather than vulnerable households directly. It relies on 
the health workers to identify and refer to the Council householders that are vulnerable to 
suffering ill health as a result of the inefficient nature of their home. The scheme began by 
targeting a few practices, and building up a good relationship with them. In the longer term, it is 
hoped to include more practices 

What the Scheme Entails 

Brief Description 
The scheme centres around the provision of training to health professionals, complemented by an 
energy efficiency information pack that is provided to the participants, plus referrals of vulnerable 
clients to either HEES or the local authority funded work. 

Training 
An integral part of this scheme involved training health professionals and district nurses, in the 
provision of energy efficiency advice and on the types of grants that are available. 

It was originally intended to include GPs in the training, but this was changed on the advice of a 
key GP in the health authority area, who felt that other members of the primary health care team 
are better placed to identify patients whose home conditions may benefit from some energy 
efficiency information and assistance in installing measures. 

Training was delivered in two areas; at an introductory basic awareness raising level, on a one 
day course (with 32 trained) and a more detailed 3 day intensive course leading to a City and 
Guilds Qualification (with 3 trained - no more have come forward). 
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An evaluation of the training was included in the Staffordshire University report, although only 
one of the focus group members had actually attended the training. This participant commented 
that the training they had attended (6 hours long) could have fitted into a half day. They 
commented that, "Understanding how difficult time switches can be to operate didn't need an 
hour devoted to it — 15 minutes would have been sufficient." 

The other members of the focus group, who had not attended the training, said that the main 
reason they did not attend was because of the insufficient notice. They said that they would 
need at least 4 — 6 weeks notice. It was considered to be excellent that there was funding for 
locums when they were attending training, but that without sufficient notice this was not 
particularly helpful. (The project team believed they had provided 10 weeks notice. It would 
seem that within the practice, the information was not being passed onto the health workers 
very quickly.) 

In addition to the formal training offered to health workers, presentations were made to 
employees of the Shropshire Health Authority and NHS Trust, with the aim of increasing 
awareness of energy efficiency and encouraging employees to undertake Home Energy Surveys 
and to install measures. 

Materials 
In response to the research findings outlined above, an energy/health information pack for GPs 
and health care workers was developed, to help them assist those at risk from cold homes. The 
pack is intended to enable the health workers to act as a referral mechanism to point patients in 
the right direction for further advice and help with energy efficiency issues. The pack was 
launched in April 1998, with a series of presentations being held for health care workers to 
explain the pack (with the additional aim of encouraging them to invest in energy efficiency 
themselves). This external evaluation found that the pack had been very well received and was 
praised for being extremely comprehensive. The health workers interviewed felt that all health 
centres should have access to them. 

In addition, leaflets were produced for health workers to distribute to householders and posters 
were produced to publicise the scheme. 

Finally, displays were produced for use in the GP surgeries (see below). 

(See table 1 for a breakdown of costs). 

The EEAC was responsible for managing the production of these materials and is also responsible 
for distributing them. The partners are happy to make copies of the materials available to other 
local authorities. 

Advice 
Advice is an integral part of the scheme. The EEAC's freephone number is publicised on all the 
promotional materials and householders are encouraged to use this to obtained detailed advice. 
In addition, basic advice is being offered by the health workers. 

To-date, no monitoring has been conducted about how this advice is received. The partners 
would like to do this at some stage, resources allowing. 

Referrals/Measures 
Health visitors were provided with information on HEES to provide to any of their clients who 
might be eligible. In addition, health visitors could refer particularly vulnerable householders to 
the Council to receive larger grants to fund energy efficiency measures. These grants were 
funded by the joint finance money in the first year and by the Council's Home Repairs Assistance 
Grants in the second year (see 'Funding' below for more details). 
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The joint finance money could be used for any households that were referred by their health 
visitor. The HRA money could only be used for those in receipt of a benefit. 

The average grant was £545. Work is organised by the Council's care and comfort agency or by 
the patient's choice of installer (the latter only on production of two acceptable estimates). 

A simple referral form was devised by the Council and piloted with two of the most enthusiastic 
primary health care teams. 

Lynn Jones, from the Council, who has a City and Guilds Qualification in energy advice, visits 
the householder to assess their needs and provide detailed energy efficiency advice. Those 
measures which are most cost effective for that particular householder are then identified, and 
the Council's Agency Services department is responsible for obtaining tenders and contract 
management and supervision. Measures can include: 
• Loft insulation; 
• Cavity wall insulation; 
• Draught-proofing; 
• Hot water tank insulation; 
• Upgraded heating controls; 
• Updated heating systems; 
• Double glazing. 

The successful contractor then carries out the work, funded by the joint financing money (in the 
first year of the scheme) or by the home repair assistance grants (in subsequent years). 

GPs Surgeries 
As part of the scheme, a mobile exhibition on the links between health and energy efficiency 
was developed, which has toured 15 GP practices. The original plan was to produce a 
permanent display/guide to be left in the practice following the mobile exhibition, but this proved 
difficult due to space constraints. Instead, leaflets, posters and questionnaires are left in the 
practices. 

In addition, a series of staffed exhibitions were staged recently at the outpatients department of 
the Princess Royal Hospital. 

The scheme partners report that there is only one GP who is fully committed to the scheme, 
although most practice managers have been supportive in terms of providing space for 
exhibitions and training. Andrea Hinton feels the surgeries are an effective place for displaying 
materials and that there are a good number of enquiries from this source (see Table 2). 

Promotion 
The scheme is promoted to the Shropshire Health Authority staff, Community Trust employees, 
GPs and the primary health care teams. Acute Trust staff and voluntary organisations have also 
received information. In addition, the bulk discount scheme is promoted to the general public. 
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Table 1 - Marketing activities  by end March 1998 
MARKETING FREQUENCY 
Press releases 9 
Advertisements 5 
Presentations 22 
Exhibitions 29 
Maildrops 28 
Letter and briefing note to all Telford & Wrekin Health Partnership 
members 

N/A 

Briefing note to all GPs N/A 
Leaflet and Home Energy Check forms distributed with the Princess 
Royal Hospital Staff Magazine (x 2,300) 

N/A 

Advert in Princess Royal security handbook N/A 
Presentation to social workers at Princess Royal Hospital N/A 
Distribution of Home Energy Check forms at Princess Royal Hospital, 
in all induction packs and all in-patient bedside packs (x 350) 

N/A 

Posters and leaflets at A&E at PRH N/A 
Discounted  insulation  scheme  info  distributed  to  community 
development workers at the local authority, all libraries, CAB, money 
advice centres, and the 12 largest employers in the area 

N/A 

Table 2 - Sources of enquiries 
1" year 2" year 

Cold canvass 34 22 
Poster 12 16 
Advert 15 21 
Exhibitions 750 847 
Press coverage 8 8 
Leaflets 13 65 

Table 2 shows that the exhibitions have been by far the most effective source of obtaining 
enquiries (although the press coverage, posters and leaflets are all essential in supporting the 
exhibitions). 

Monitoring & Evaluation 
The evaluation matrix shows that there were several partners involved in implementing the 
scheme with good identification of local incidences of fuel poverty. The training was well 
received and the scheme incorporated a good system for identifying the most appropriate 
measures for each household, and good monitoring systems were included. The partners are 
monitoring the rate of enquiries and referrals. In addition, informal monitoring of the training has 
been carried out. There are hopes that the next phase might include monitoring the health 
impact on the households receiving grants, perhaps by measuring the number of visits they have 
made to their doctor. However, there are no definite plans to do this as yet. 

There are plans to disseminate results from the scheme at some point in the future. Efforts are 
being made to secure ongoing funding for the project, though none has been secured yet. There 
have been some changes to the project in recognition of the lessons learned. 

As part of this research project, a questionnaire survey was conducted of some of the health 
visitors and their clients involved in the scheme. The results are presented below. 

Results 
In the first year of the scheme, 14 houses were insulated using the joint finance money. In the 
second year, just under £45,000 of the HRA budget was spent on insulating around 50 houses. 
The team had anticipated that they would be flooded with referrals. This has not been the case. 
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While referrals have been coming through, they have been much slower than had been hoped, 
although the rate picked up somewhat during the winter months. 

The scheme has been successful for the EEAC as a source of energy efficiency enquiries and in 
terms of increasing HEES uptake. As a result of the whole project (i.e. including promotion to the 
general public), the EEAC received 1,235 enquiries. Research previously conducted by the EEAC 
found that 68% of those who contact the EEAC subsequently invest in measures. 

The external evaluation considered that the scheme has two major benefits: 
• For the patients, who were provided with information and/or grants which may increase their 

health and/or save them money. The case study presented below provides evidence of this 
benefit. 

• For the public sector, where partnerships were established or strengthened.  These 
partnerships enable access to new contacts or channels to promote energy efficiency, as 
well as enabling understanding of how another large public sector organisation operates; 
value of shared ideas etc. 

In addition to this evaluation, for the purposes of this project a survey was conducted of health 
visitors and householders involved in this project. 

Health visitors 
Two of the health visitors who had been particularly active under this scheme completed 
questionnaires relating to their experiences. 

Both had found the training to be very useful, commenting that it was 'full of practical 
information'. One suggested that it would be helpful to have 'more examples of particular 
situations that arise... to help relate (the training) to work". Both had subsequently provided 
advice to a number of their clients, on how to apply for grants, how to work their heating 
efficiently, how to reduce condensation etc. Both said that their advice has been well received 
and were aware that clients had acted upon it. Both had referred clients to receive grants to 
improve the energy efficiency of their homes. All the clients were over 70, with the eldest being 
95. Clients' housing conditions were frequently described as 'poor, cold, draughty.' Health 
problems included 'arthritis, immobility, deafness, breathing problems, anxiety attacks' etc. 

The health visitors said that there had been a positive improvement in both the physical and 
mental health of those clients involved in the scheme. Neither felt that their workload had 
increased, largely due to the well designed referral system, under which Lynn Jones from Telford 
and Wrekin undertook all follow up work being. 

One health visitor concluded by commenting, "The scheme is invaluable. It works because it is 
simple and easy to use. It is helpful that Lynn Jones co-ordinates the scheme, in that many 
elderly clients can be very anxious, but reassurance can be given when the co-ordinator is known 
to the health professional". 

The other health visitor concluded with the following statement; "For the elderly, immobile 
person, this is the type of scheme that greatly improves wellbeing and health". 

Householders 
Nine householders who had had work carried out on their homes as a result of this scheme also 
completed questionnaires. The majority had been very uncomfortable in winter before they had 
had work carried out, with two having to spend more than £40 a month on fuel. Five felt that 
this situation had directly contributed to ill health problems including asthma, poor circulation, 
bronchitis and headaches from gas fire fumes. All but one found they were significantly warmer 
after the work was completed, although only three reported that their fuel bills were lower as a 
result. Only two could specifically report improvements to their health as a result of the work, 
although the majority said that they were significantly more comfortable. 
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Finance 
The project is funded from the following sources: 
• A HECAction grant of £50,000 awarded in 1997 (for a breakdown of how this was spent, 

see table 3); 
• £8,220 from joint finance, as part of a 1996 project involving the employment of 

occupational therapists in GP practices whom had access to funding for housing 
improvement. The partners report that the health authority was already convinced that such 
an approach would be beneficial and did not need much persuading that the money should be 
given to this project. Joint finance provides more flexibility than other funding sources, which 
have to be income related (like HEES). Instead, they have been able to lever in HEES money 
wherever possible, but are not restricted by the HEES eligibility requirements. 

• £5,280 from the Council's Home Repairs Assistance (HRA) grants, which were ringfenced 
from June 1998 to May 1999 to fund energy efficiency measures for households referred by 
health visitors. The partners report that DETR provides local authorities with guidance on 
how to spend their HRA budgets, but that ultimately it is up to the authority to determine 
how to use the money. This money was secured as a result of the HECAction success. 

In addition to the above funding, in-kind contributions from all the partners were crucial in 
making the project work. These included staff time and the partial funding of marketing 
materials. 

The use of joint finance to fund this scheme is not ongoing, but there is continued support from 
the health authority.  For example, there are hopes to include a brief session on energy 
awareness training in the primary care teams' induction sessions. However, resources to fund 
this have not been identified.  In addition, awareness events will continue to be held as 
necessary. 

According to the external evaluation, all partners recognise resources will be required to sustain 
the project, and they all felt that the responsibility for providing these resources should be shared 
by the partners. 

Table 3 — A breakdown of project costs in its first financial year 
Item Total cost 

(including in-kind) 
Source of funding 

Development study 7,750 6,750 from HECAction 
Development  of 
information pack 

10,675 8,675 from HECAction 
2,000  from  Telford  and 
Wrekin Council 

Presentations to  GPs  and 
health workers 

4,700 3,700 from HECAction 

Development  of  mobile 
display/exhibition 

8,175 6,175 from HECAction 

Training to health workers 19,600 14,500 from HECAction 
Displays and presentations 
to  health  authority/NHS 
staff 

5,200 3,200 from HECAction 

Direct  marketing  to  GPs, 
health professionals, health 
employees, patients 

6,500 5,000 from HECAction 

Bulk discount scheme 10,000 Local HEES installers 
Pilot  energy  efficiency 
grants 

8,200 Health authority 

HRA grants £5,280 Telford and Wrekin Council 
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Partners 
The partners in this scheme are: 
• Telford and Wrekin Council — responsible for overseeing the scheme and dealing with 

referrals; 
• Shropshire Health Authority assisted in developing the scheme and provides the team with 

general support; 
• Telford EEAC is responsible for managing the project; 
• Fundholding GP practices contribute time to attend training sessions, as well as space within 

their practices for exhibitions on the links between energy efficiency and health; 
• Local HEES installers provide a bulk discount scheme for installing insulation. 

Roles 
Telford and Wrekin Council (Neil Brookes and Chris Winter) was/is responsible for: 
• Drawing up the original scheme (with input from the other partners); 
• Securing/providing the majority of funding for the scheme; 
• Dealing with the referrals. 

Shropshire Health Authority (Alan Evans) was/is responsible for: 
• Getting the primary health care teams involve in the project. This is done largely through 

personal contact. He has also been acting as a facilitator for Andrea to access the GPs; 
• Trying to ensure that energy awareness training becomes incorporated into the induction for 

primary care teams (hopefully this will happen sometime in 1999). 
• Trying to ensure that energy efficiency is included in the health improvement programme; 
• Being a 'champion' of the scheme. 

Telford EEAC (Andrea Hinton) is responsible for: 
• Managing the scheme; 
• The marketing and public relations campaign, including responsibility for overseeing the 

production and distribution of all materials; 
• Financial control; 
• Arranging the training sessions and displays and providing advice. 

At the planning stage, there was no direct involvement from the Shropshire Community Health 
Trust who employs the district nurses and health visitors. However, the Trust was made aware 
of the project through its links with the Telford and Wrekin Health Partnership. 

Partnership Management 
The partnership meets on a quarterly basis. The key partners all feel that they work well 
together — they think that this is largely due to the personalities involved. The project manager 
(Andrea Hinton) was considered essential in providing the continuity and motivation for the 
project as time progressed. 

• Such partnerships are considered especially useful when there are difficult decisions to be 
made like service cuts. Strategic level decision making and planning is enhanced when 
partners work well together. The partnership working appears to have led also to personal 
benefit in terms of making the interviewee more effective in other areas of their job. 

Dissemination/Replicability 
The Telford EEAC is funded by 3 other local authorities, so there are hopes of extending the 
scheme to these in the future. 

In addition, a draft report has been written on the whole project by an economist at the 
University of Stafford. 
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Barriers 
All partners report that the main problem has been getting the health professionals on board and 
freed up to attend training. Alan Evans said that it took a great deal of work chasing up 
individuals to encourage them to attend. There are many demands on their time. Funding was 
offered to pay for locums to cover staff wishing to attend the training, but the Community Trust 
simply did not have enough locums to do this. 

According to Neil Brookes, the main problem is trying to persuade the health visitors that this is 
not adding to their workload. He believes that this kind of approach is radically different to what 
they are used to, and may take them some time to be comfortable with. 

Partners also reported difficulties in getting the right contacts to 'sell' the scheme to in the 
primary care teams. In the PCGs, the GPs hold the most power, so persuading a GP to be a 
champion of the scheme can help to ensure that all members of that group embrace the concept. 
However, at present there is only one GP who is fully committed to the scheme. 

Similarly, it took a great deal of work to persuade some of the surgery practice managers to 
display materials. 

The partners also came across some data protection problems. They had planned to publicise 
the scheme generally via the Council Tax mailout, but this wasn't approved. Interestingly, this 
method has been used in other Councils — it seems that the decision often rests with one 
individual. 

Lessons Learned 
All the partners agree that they should have developed links with the Shropshire Community 
Health Trust, which is responsible for employing the district nurses and health workers, earlier. 
If the Trust managers had known about the training that was on offer, they could have included 
it in the workers' training schedules. The reason the Trust were not involved at the outset was 
because the partners did not want to approach them until they were certain they had funding for 
the project. 

The partners also feel that it would be better to get the primary health care workers involved 
from the outset. The housing department has quite a good partnership with the health authority 
but amongst the health authority's frontline officers, there is still not much awareness of the 
objectives of the housing department. 

An ongoing approach is also considered to be vital. Once contact has been established with a 
health professional, it needs to be maintained with regular update briefings. There was a general 
feeling amongst the partners that unless further awareness raising sessions were planned, the 
work to date would be lost. 

In terms of the management of the scheme, the interviewees said that it is vital to have a good 
management plan and a dedicated manager. In the external evaluation, it was commented that 
the programme manager should have been freed from normal duties to take an exclusive project 
management role. While the partners agree that this would be ideal, there are resource 
limitations. 

Ideally, the project would have been piloted first, to iron our problems first — but this was not 
possible with the HECAction funding. 

Finally, it was agreed that it is vital to have the right partners on board, who can deliver results 
with benefits across all sectors. The partners feel that the project operated really well and 
translated strategy into reality. 

Future Plans 
The scheme is ongoing. Further funding is subject to HIP allocations. 
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The partners agree that it would be good to work towards a situation where each primary care 
teams has a named 'link' person who becomes the conduit to all other sources of information. 
However, they are aware that nothing must be done to add to the health workers' workloads. 

The team generally feels that current organisational changes to the health service will make the 
links between energy efficiency and health easier to establish, but it will be up to each local 
authority to ensure that the issue gets onto the primary group agenda. 

Summary and Conclusion 
This scheme has involved the training of health workers using HECAction money, and the offer 
of grants using HRA and joint finance money to patients referred by their health visitors. It has 
also involved exhibitions on the link between health and energy efficiency in GP surgeries. 

The partners found it hard to persuade the health workers to attend the training sessions, but 
those that did attend were receptive to both the training and accompanying information pack. 
Referrals were very slow to begin with, and are still coming through more slowly than the 
partners would have hoped. Nevertheless, the available funding has all been used up and 
vulnerable householders have had their living conditions dramatically improved as a result of the 
project. 

The management of the scheme has progressed smoothly, largely due to the commitment of all 
the key partners and the fact that the health authority and local authority have a good history of 
working together. 

The partners would like to progress the project, by offering refresher training and ensuring that a 
short training session was included in the induction programme for all PCGs. However, lack of 
resources may prevent this. 

In general, this approach should provide a useful model to other authorities wishing to implement 
a similar scheme. 
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Appendix 

Evaluation Study 
Conducted by the School of Health, Staffordshire University, September 1998 
The project team requested external evaluation of their project to assess the benefits and any 
problems highlighted by the first year of operation. 

The evaluation comprised: 
• A focus group study with some health professionals who are communicating energy 

efficiency information to patients; 
• A review of perceptions of managers and senior professionals associated with the operation 

of the project; 
• Presentation of quantitative information available regarding project achievements 
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Results: 

Focus group: 
Only one of the participants had attended a training session. They considered the information 
packs useful, and reimbursement for replacement staff was well received. 

Management review: 
The project team was kept small in case funding was not obtained — this was felt to be a 
strength to the project, although it may have been advantageous to involve the manager from 
SCHS at an earlier stage. 

The contributions of this group and particularly of the programme manager ensured the smooth 
operation of the project. The partners worked very well together 
There were identifiable benefits to patients, e.g. information leading to saving money on fuel 
bills, and to the public sector, e.g. networking leading to understanding problems from a different 
profession's perspective.  The project was felt to have a real practical emphasis through 
providing training which health professionals would use routinely in their work. 

All managers interviewed appeared to think that the project has worked well and had enjoyed 
their involvement with it. 

Quantitative analysis: 
The project has performed well. 

Recommendations: 
• Ensure resource packs are fully disseminated and updated as necessary; 
• Consider identifying a link person for energy efficiency in each PHCT; 
• Identify training solutions which recognised that there is no identified continuing resource. 

Client Questionnaire 
The average age of respondents was 80.  Existing heating systems varied, with many 
households relying on gas fires or electric storage heaters. Two reported spending more than 
£40 a month on fuel bills, with another spending £30 to £40, two spending £20 - £30 and the 
remainder not knowing their fuel costs. 

Three said that they were sometimes comfortable in winter with this level of heating, but five 
reported that they were never comfortable. Comments included, "Ice used to be inside windows 
during winters", "Toilet and kitchen very cold", "Gas always blowing out". 

Five of the nine felt that this situation contributed directly to ill health, with two mentioning 
asthma, one suffering from arthritis and bad circulation, one chronic bronchitis and one suffering 
from fumes produced by the heater, resulting in headaches 

A wide range of work was carried out to suit each householder's case, including central heating, 
boiler replacement, storage heaters, insulation, double glazing. 

Only three of the nine said that they could recall receiving advice from their health visitor on how 
to keep their fuel bills down. All three felt this advice had been very useful. 

All but one respondent said that the work had resulted in their home being significantly warmer. 
However, only three found their fuel bills were subsequently lower. 

Only two specifically reported improvements to their health, although the majority said that they 
were significantly more comfortable. Comments included: 
• "Able to work in kitchen reasonably comfortably" 
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• "A pleasure to get out of bed and walk into a warm corridor and bathroom. Thank you very 
much." 

• "Made a great difference to my general comfort." 
• "I am very grateful to the Council for helping me with all this heating. It is so nice to have a 

warm home." 

Case study — Mrs Johnstone (not her real name): 
Mrs Johnstone, aged 95, had just been discharged from hospital after a hip replacement 
operation when she was referred to the scheme by her health visitor, Sally Williams. She had 
lived in her bungalow for 33 years and the existing heating consisted of one gas fire. The 
following package was agreed: 
• Gas central heating with four radiators; 
• Cavity wall insulation; 
• Loft insulation; 
• Draughtproofing; 
• Two CFLs 

The work cost a total of £2,166, of which £302 was funded by a HEES grant and the remainder 
from the joint finance money. 

The work increased the SAP rating from 20 to 56, and reduced the running costs from £8.19 to 
£4.65 a week (as well as making the house much warmer).  Mrs Johnstone has not 
subsequently been re-admitted to hospital or consulted her GP. 

The health visitor and practice nurse have both confirmed that the work has been very beneficial. 
Sally Williams was very complimentary about the initiative, and confirmed that more health 
problems would have accrued if the scheme had not been implemented. "The work has had a 
major impact on the physical and mental health of Mrs Johnstone. It has enhanced and speeded 
up her recuperation and has enabled her to be more independent. She had previously been living 
in just one room of the bungalow during winter, and is now able to use the whole bungalow." 
She also reported that depression is regularly caused by patients not being able to bath, sleep or 
go to the toilet at night because of cold living conditions. She is keen to see the scheme 
continue. 

Pat Davis, the practice nurse and referrer, said that it is common for post operative patients to 
worry about heating costs and cold which detracts from their recovery. She also said that many 
patients, especially the elderly, would reduce their expenditure on food items, because of 
concerns about high fuel bills. She is certain that the scheme has benefited Mrs Johnstone's 
immediate and ongoing health. She also believes that the scheme is beneficial because it helps 
to gain the trust and confidence of elderly patients — people will trust their health professionals 
and local authority, whereas they will be very suspicious of 'unknown' builders. 

Further Information 
Chris Winter, Telford and Wrekin Council, Darby House, PO Box 214, Telford TF3 4LE, Tel: 
01952 202702, Fax: 01952 202 059. 
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HECAction for Improved Housing and Health - Evaluation Matrix 
IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED TRAINING  &/or  GP REFERRAL &for MEASURES 

Good 
identification  of 
local  incidences 
of  links between 
fuel  poverty  and 
ill  health  and/or 
good 
understanding  of 
the  problem and 
awareAs  of 
other schemes 

Wide range of partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
profession As and their 
clients).  God take up 
of training. 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 
Simple  system  for 
arranging  e  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  householders,  GPs, 
health  visitors)  plus 
monitoring  of  the  impact 
of  advice/measures  on 
affordable  warmth  and 
health. 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority networks. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

Identification  of 
lessons  learned 
and  plans  to 
amend scheme in 
place 

Susceptible areas 
identified  and  or 
some  awareness 
of other schemes 

Two  or  more  partners 
involved  in  design  of 
scheme  Qith  several 
other  partners  involved 
in  scheme 
implementation. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

Some  attempt  to  seek 
quantified  results. 
Feedback  requested  from 
all those targeted  by the 
scheme  and  some 
monitoring 0  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health.. 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

Identification  of 
lessons  learned 
with  plans  to 
amend scheme in 
future 

Some 
identification  of 
susceptible areas, 
and/or  some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implement ation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up with discounts or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders. 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedback from those 
targeted  and  limited 
monitoring  of the  impact 
of advice and measures — 
resulting  in  anecdotal 
evidence. 

Plans for scheme to 
be  disseminated 
widely  at  some 
point in the future. 

® 

Finite  funding 
secured  from  2  or 
more  partners. 
Includes  funding  of 
measures, 
Attempts to secure 
ongoing funding. 

Identification  of 
lessons  learned 
but no changes to 
scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  health 
professionals  trained/ 
measures installed. 

Very  limited 
dissemination/ 
planned 
dissemination  of 
results. 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some  awareness 
of lessons learned 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
—  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No dissemination of 
the  scheme  carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts  to  secure 
ongoing funding. 

None identified. 

(N/A) 

50 



ACE & PIP  Domestic energy efficiency & health 

E2 - HEALTH AND ENERGY COMBINED ACTION 

Summary 
Name of scheme:  Health and energy combined action 
Key partners:  Eastleigh Borough Council (lead), Solent Energy Efficiency Advice, 

Southampton Community Health Services NHS Trust, Winchester and 
Eastleigh Healthcare NHS Trust 
Centre, 

Timeframe:  Late 1997 onwards 
Funding breakdown: HECAction 

Eastleigh Borough Council 
Core activities: Training for health visitors, offer of subsidised tank lagging, 

TRVs and cavity wall insulation for those on benefit 

Study Method 
The majority of the funding for this scheme came from a HECAction award, and the original bid 
plus the monitoring returns provided background information for this case study. 

Additional information came from the minutes of the regular team meetings, plus attendance at 
the December 1998 meeting where team members provided information and their views on the 
scheme. A separate interview was held with Bev Stanley, of Eastleigh BC. 

Finally, surveys of health visitors at both the Southampton and the Winchester & Eastleigh 
Healthcare Trusts were conducted. 

Introduction 
'Health and Energy Combined Action' is a scheme that aims to use health visitors to raise 
awareness of the links between energy efficiency and health amongst the population of south 
west Hampshire, and to encourage vulnerable households to apply for 90% grants towards the 
cost of specific energy efficiency measures in their homes. 

Project Aims 
One of the aims of the project is to provide 90% grants to vulnerable households towards the 
cost of specific energy efficiency measures. The objective was to get health visitors involved in 
identifying vulnerable households in need of such a grant, and referring these to the local 
authority. The objective was also to encourage health visitors to make all their clients aware of 
the general benefits of energy efficiency, and refer them to sources of other energy efficiency 
advice. It is planned that other health and social care workers will also be involved at a later 
stage. 

The other main aim was to raise awareness amongst residents in the SW Hampshire area of the 
links between health and energy efficiency. 

Project Development 
The local authority's first HECA strategy identified the fuel poor as a key target group, and 
within that it identified health professionals as a way to get energy efficiency into peoples 
homes, through a trusted route. 

The idea for this project was conceived at a meeting on waste minimisation, where 
representatives from the local authority and the NHS Trust met. A HECAction bid was put 
together, in partnership with two neighbouring local authorities. It was decided that Solent 
EEAC should be used as the focal point for the scheme, partly because they cover the whole of 
the region. 
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Before the bid was submitted, presentations were made to senior personnel from cross-Trust 
care groups. All were keen on the concept, especially when they realised there was no direct 
financial contribution required from them. 

Targeting 
Various options for the grant funded work were considered, including offering ventilation 
systems. However, this would not have been eligible for HECAction funding because it is not 
strictly an energy efficiency measure. Instead it was decided to target low income elderly 
households and those with children under 5s (the latter linked to the idea of reducing burns and 
scalds) to receive grant assistance on other energy efficiency work. 

Health visitors were to be responsible for identifying those householders that could benefit most 
from the scheme 

What the Scheme Entails 

Overview 
The scheme focuses on providing training for health visitors to enable them to provide basic 
energy efficiency advice to their clients. This is complemented by the offer of subsidised energy 
efficiency measures to eligible householders — those over 60 or with children under 5 who are in 
receipt of a benefit. The scheme also involves a general publicity and awareness raising 
campaign, focusing on the links between health and energy efficiency. 

Training 
The local EEAC (SoIEEAC) arranged training sessions for all the region's health visitors. Different 
styles of training were tested. Drop-in sessions were held at the Council to which 50 health 
visitors were invited, but only 3 actually turned up. Those sessions added to existing meetings 
were best attended. Training covered basic energy efficiency awareness, links with health issues 
and sources of grant funding. 

The scheme is in the process of being extended to include health/community workers such as 
district nurses, community health facilitators (who have a special responsibility for visiting the 
elderly), occupational therapists and social workers in the training programme, to allow them to 
promote energy efficiency to their clients. 

There are plans for Community Health Facilitators to be trained in the future, and district nurses. 

Materials/Promotion 
All health visitors in the SW Hampshire area have been provided with a comprehensive energy 
efficiency information pack produced by the EEAC. 

The scheme is being publicised in the following ways: 
• Simple leaflets have been produced for the general public.  These have been widely 

distributed, with SolEEAC and the partner NHS Trusts arranging distribution within GP 
surgeries/clinics and the authorities arranging distribution in their own areas through libraries 
and local authority buildings. The EEAC is responsible for supplying health visitors with 
leaflets as required, and have written to all surgeries and health centres. They are also 
responsible for general distribution through their network of contacts. The leaflets are eye 
catching and easy to read, and have been well received. 

• Substantial press coverage has been generated, largely through the launch event, and articles 
placed in the partners' in-house publications, including the NHS Trust newsletters. 

• A radio campaign was also conducted, but did not prove to be an effective use of resources. 
A total spend of £1,500 generated just 8 enquiries. A campaign has also been run on local 
radio. 

• Other publicity events were used to promote the scheme, such as the Southampton Balloon 
Festival. 
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The health visitors' line managers initially requested that publicity be delayed until the 
householders eligible for grant funding had been selected by the health visitors. This was to 
avoid the health visitors being canvassed by their clients. However, when the take-up by health 
visitors proved to be very low, the scheme was publicised directly to householders. All Eastleigh 
Borough Council residents who qualify for the scheme have been mailed with information on the 
scheme. (The other two ECAs who are partners in the scheme did not have the funding available 
to do this, hence the restriction to Eastleigh residents.) 

Advice 
The provision of basic advice to clients of health visitors is an integral part of the scheme. In 
addition, the scheme involves publicising the services of the EEAC, where anyone can obtain 
detailed advice free of charge. 

Referrals and measures 
A grant component is offered to eligible households (i.e. those on benefit who are over 60 or 
who have children under 5) towards hot water tank lagging and thermostatic radiator valves 
(TRVs) and cavity wall insulation. Householders must contribute £20 for the lagging, £20 for 
the TRVs and the cost over £200 for cavity wall insulation. These measures were chosen 
because loft insulation and draughtproofing were covered by HEES.  (At the start of the 
programme, the £200 cavity wall cashback that the EST now offers on a nationwide basis was 
not available.) 

Householders not on benefit must pay for the full cost of the measures themselves, but with the 
benefit of discounts negotiated for the scheme. 

The plan was for health visitors to ask their clients if they were on benefit and to then refer them 
to the EEAC. The clients would then be responsible for contacting the EEAC to arrange for the 
work to be carried out, with the health visitor helping in the process if possible. 

Each health visitor was provided with 3 application packs to give to their clients. The application 
form was to be signed by the health visitor, and the client then had to send the form to SoIEEAC 
either with the money or with a statement that they are saving their money to pay for the 
measures. They were told they could have up to 6 weeks to save the money, and would be 
reserved a 'place'. The signature on the application form had to be double checked to verify its 
accuracy. 

The local authority audit department required that the contribution of £20 be made up front. 
because they felt that the householder would not pay up at a later stage. 

The partners agree that the process is complex and bureaucratic, but could not see any way to 
simplify it. 

Due to the lack of referrals from health visitors, a direct mailshot was conducted in early 1999 to 
all householders in Eastleigh on benefit. The system was altered so that these householders just 
needed to get a signature from their health visitor to apply, rather than having to be referred by 
the health visitor. 

GPs Surgeries 
Surgeries have all been provided with materials publicising the scheme (leaflets and posters) to 
display in the waiting rooms, but there has been a poor take up to date. SoIEEAC is responsible 
for chasing this up, and they have found that levels of commitment to this kind project vary 
enormously. There is a plan to offer copies of an energy efficiency video that the neighbouring 
local authority, Southampton, had a video with Southampton had made on energy efficiency to 
put into GPs surgeries. Asthma clinics have also been contacted. Efforts to encourage the 
private landlords sector through existing fora have proved unsuccessful. 
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Monitoring & Evaluation 
The evaluation matrix shows that there was a wide ranging partnership involved in the design of 
the scheme, although the partners had only limited awareness of other schemes like theirs. The 
training was quite well received by those who attended, although attendance was disappointing. 

The system for installing measures was rather complicated and there has been minimal take-up 
of the grant. The team are monitoring the number of referrals that come in from health visitors. 
At the time of writing this case study, the local authority had received only two applications for 
grant assisted measures via the health authorities. The recent mailout of 6,400 letters generated 
a further 1 20 enquiries to SoIEEAC. A report on the results of the scheme is due to be 
completed by mid-1999. 

There is some monitoring taking place and there are plans to disseminate results of the scheme 
in the future. Monitoring of the health effects of measures installed was not incorporated into the 
original plan. Co-operation of the health professionals involved will be sought to carry out such 
monitoring, but this may prove difficult. It was planned that a limited amount of qualitative data 
would be collected during 1999.   

No ongoing funding has been identified, and because of this the scheme has largely ceased. The 
team have identified lessons learned and redesigned the scheme accordingly. 

For the purposes of writing this case study, health visitors were surveyed to see what they 
though about the scheme. Results are presented below. 

A. Results from Southampton health visitors 
14 questionnaires were distributed and 9 were returned. Of these, two were unable to complete 
the questionnaire because they were relatively new to the post and had not heard of the scheme, 
although they said that it sounds interesting and they expressed an interest in finding out more 
about it. This highlights the importance of an ongoing approach to training, resources permitted. 

The other had some awareness of the scheme, and generally found the training useful, feeling 
that it was 'well explained' and offered 'useful information'. A couple commented that they felt 
an 'information session' would be more appropriate than training, for the session lasted only a 
half hour. 

A couple of suggestions were made on how to improve the training, for example by offering 
more detail and case histories. 

All but one of those that had attended a training session had offered some advice to their clients 
on energy matters, but few were confident that any action had resulted. 

The referral of residents to receive a grant was poor. Most felt their residents would not be 
eligible or would be unable to deal with the necessary paperwork. A couple commented that 
many of their clients are in private rented accommodation, with very little incentive to invest in 
energy efficiency measures. 

In general, the results demonstrate that this is an area that health visitors are interested in, but 
they need to be offered more in-depth information on a regular basis, and ideally the scheme 
would be simplified to incorporate more of their clients. 

B. Results from Winchester and Eastleigh health visitors 
15 questionnaires were distributed but only two were returned. Both respondents were new 
members of staff and had no awareness of the scheme. 
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Finance 
The HECAction grant was spent as follow: 
• Leaflet for health visitors £2,400 
• Leaflet/checklist for privately rented householders £3,100 
• Initial basic training for health professionals £1,200 
• Other publicity £4,750 
• Grant funded work, monitoring & further training £42,250 

In addition to this, Eastleigh Borough Council provides £5,400 to the scheme annually. 

Partnerships 
Southampton EEAC is responsible for managing the publicity for the scheme and for co-
ordinating enquiries and providing independent energy efficiency advice. The Southampton 
Community Healthcare and Winchester & Eastleigh NHS Trusts' role is to identify fuel poor 
households in need of grants to improve energy efficiency. A local installer is providing the 
installation works as required. The health authority has no formal involvement. 

The NHS Trusts are making the effort on a purely voluntary basis — it's not required in their 
contract with the health authority. The health visitors are involved, but staff at Eastleigh believe 
they have not fully embraced the concept, probably because the scheme is too complex and they 
don't like the £20 contribution and have more pressing priorities. 

Other local authority partners just provide time to the scheme. The Eastleigh staff feel that 
commitment has waned after the scheme failed to be a major success straight away. 

The partners were meeting regularly until early 1999, with Bev Stanley at Eastleigh arranging the 
meetings. In March it was agreed that further regular meetings would be pointless, based on the 
very low level of interest in the scheme. However, all partners will meet occasionally as is 
deemed necessary, e.g. to discuss the results of the report and whenever partnership events can 
be organised. Eastleigh continues to actively promote the scheme in its area, with help from 
SoIEEAC. 

Dissemination/Replicability 
SoIEEAC are currently completing a report on the scheme, which will be sent to the Energy 
Saving Trust, neighbouring local authorities, the local health authorities, NHS Trusts and Primary 
Care Groups. It will also be available to anyone who requests it. 

Barriers 
All partners agree that the requirement for a contribution from the householders towards the cost 
of the measures was a major barrier. This was a condition of the HECAction funding, which is 
not designed to fully fund measures.  However, the scheme was targeting low income 
householders that can not generally afford to make this kind of contribution. (Other schemes 
have got over this problem by using local authority or health authority funded 100% grants.) 

Health visitors felt that most of their clients could not afford the necessary contribution and 
believed that landlords should be targeted. The application forms were worded to encourage 
landlords to pay the contribution, but the local private landlords fora are poorly attended. New 
Forest District Council made separate arrangements with some local Housing Associations. 

The response of the NHS Trusts was very disappointing. The two individuals originally involved 
(Eddie Yates and Liz Lee) were not part of the health visitor management structure. With 
hindsight, it would have been better to have got the health visitor managers involved. They have 
subsequently become involved, but with mixed levels of commitment. It is likely that they do 
not feel they have 'ownership' of the project because of their late involvement and more pressing 
priorities. 
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Lessons Learned 
• Don't expect low income householders to contribute to measures 
• Actively target landlords. 
• Get the right people involved at the outset in order to give them ownership of the scheme. 
• The lead authority feels that greater involvement of the health visitors and their line 

managers in the formulation of the original submission for a HECAction grant may have 
resulted in greater ownership of the project. 

• Health visitors' time is very precious, and training is best attended when it is incorporated 
into existing meetings. 

Future Plans 
Eastleigh Borough Council will actively promote the scheme in their area, targeting GPs, health 
workers etc. Other partners will identify and utilise opportunities for public awareness raising as 
they arise. 

Summary 
Despite a great deal of work by a few of the key partners, this scheme has not had much 
success. It suffered from a lack of locally funded grants to support the scheme, relying instead 
on HECAction funding to provide substantial grants towards measures. This meant that a 
contribution from the householder was required, which proved to be a major barrier. 

The scheme also suffered from a degree of complication that some of the other schemes have 
avoided. The restriction of measures does not help to generate interest from either the health 
visitors or their clients (many of whom will be unfamiliar with TRVs, for example). The measures 
were chosen so that they would not overlap with HEES measures available at that time. 
However, other schemes which have used their funding to 'top up' HEES, getting a full package 
of measures installed all at once and using the HEES funding to pay for the relevant measures, 
have been more successful. This is, or course, easier when there is no requirement to obtain 
some contribution from the householder. Similarly, the referral system relied on the client to 
contact the EEAC to arrange for their grant assisted measures, and involved a complex 
application process. This would not have increased uptake. 

The partners recognise that it would have been better to have got the health visitor managers 
involved from the outset, but interest has been variable amongst the line managers. 

The major problem for this scheme now is a lack of ongoing resources. Without funding to 
continue the training sessions, and without being able to offer fully funded measures to the most 
vulnerable households, it looks likely that this scheme will fizzle out in the New Forest District 
Council and Southampton City Council areas. However, many useful lessons have been learned 
from this scheme which can help other organisations when they are considering setting up a 
scheme of this kind. 

Further Information 
Bev Stanley, Eastleigh Borough Council, Civic Offices, Leigh Road, Eastleigh, Hampshire S050 
9YN, Tel: 01703 614646, Fax: 01703 650309. 
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Health & Energy Combined Action — Evaluation Matrix 

IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED TRAINING  &/or  GP REFERRAL &/or MEASURES 

Good 
identification  of 
local  incidences 
of  links between 
fuel  poverty  and 
ill  health  and/or 
good 
understanding  of 
the problem  and 
awareness  of 
other schemes 

Wide range of partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training. 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 
Simple  system  for 
arranging  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  householders,  GPs, 
health  visitors)  plus 
monitoring  of  the  impact 
of  advice/measures  on 
affordable warmth but not 
on health. 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority networks. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

Identification  of 
lessons  learned 
and  pOrs  to 
amend scheme in 
place 

Susceptible areas 
identified  and  or 
some  awareness 
of other schemes 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  scheme 
implementation. 

G 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

Some  attempt  to  seek 
quantified  results. 
Feedback  requested  from 
all those targeted  by the 
scheme  and  some 
monitoring  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health.. 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

Identification  of 
lessons  learned 
with  plans  to 
amend scheme in 
future 

Some 
identification  of 
susceptible areas, 
and/or 0  some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision fe follow up 
sessions and/or no link 
up with  discounts or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather completed system 
of  installation.  Some 
advice  offered  to 
householders. 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedbacia from those 
targeted  and  limited 
monitoring  of  the  impact 
of advice and measures - 
resulting  in  anecdotal 
evidence. 

Plans for scheme to 
be  disseminated 
widely eat  some 
point in the future. 

Finite  funding 
secured  from  2  or 
more  partners. 
Includes funding  of 
measures. 
Attempts to secure 
ongoing funding. 

Identification  of 
lessons  learned 
but no changes to 
scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  health 
professionals  trained/ 
measures installed. 

Very  limited 
dissemination/ 
planned 
dissemination  of 
results. 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some  awareness 
of lessons learned 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
-  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No dissemination of 
the  scheme  carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts  to  secure 
ongoing funding. 

None identified. 

(N/A) 
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E3 - ENERGY ACTION FOR HEALTH 

Summary 
Name of scheme: 
Key partners: 

Timeframe: 
Funding breakdown: 
Core activities: 

Energy Action for Health 
Doncaster Metropolitan Borough Council (DMBC) and Doncaster NHS 
Healthcare Trust 
Late 1997 onwards 
£172,000 from HECAction (for other work as well) 
Training for health workers and promotion of grants. 

Study Method 
Part of the funding for this scheme came from a HECAction award, and the original bid plus the 
monitoring returns provided some background information for this case study. 

The bulk of the information came from individual interviews held with: 
• R Sprenger — Director of Environmental Services at the Council. DMBC 
• Mike Burns — Assistant Director of Environmental Health, DMBC 
• John Heneghan — Housing Energy Information Officer, DMBC 
• Sharon Adam, Assistant Housing Energy Information Officer, DMBC 
• Dr J Radford — Director of Public Health, Doncaster Health Authority 
• Elizabeth Marsden, Christine Crossland — Health visitors 

Introduction 
Doncaster Metropolitan Borough Council was awarded a HECAction grant of £172,000 in 1997 
to set up a one-stop shop, non-profit agency to provide local residents with an integrated energy 
efficiency services. The scheme was called the Dynamo Scheme, and it involved the 
establishment of a new community-owned agency, Doncaster Energy Services (DES). The board 
of DES includes representatives from the Council, Doncaster Health Authority, the Standing Joint 
Committee of the Doncaster Federation of Tenants' and Residents' Associations, Age Concern 
(Doncaster), the Earth Centre, National Energy Services and a private sector energy consultant. 
The company provides householders with a one-stop shop facility for energy improvements, and 
achieves financial sustainability by recycling installer levies on work completed under the 
scheme. 

One element of the Dynamo Scheme is specifically focused on the links between energy 
efficiency and health. Under the 'Energy Action for Health' programme, public awareness about 
the health benefits of keeping warm during winter is promoted. It involves training health 
visitors to provide advice to their clients, and offering local authority funded grants and/or Home 
Energy Efficiency Scheme (HEES) grants to eligible householders. 

Project Aims 
The aim of Energy Action for Health is to improve the health of local people through the 
provision of good energy advice, and thus to help reduce fuel poverty. The objectives are to 
increase general awareness about the links between energy efficiency and health and to 
encourage referrals for grant aided improvement works. 

Project Development 
Those interviewed reported that the local authority and health authority have worked on projects 
in the past, but say that the last five years have seen a significant increase in the amount of joint 
working. 

A joint consultative committee (JCC) was set up in 1974 to specifically encourage and direct 
joint project between the local and health authorities. This committee is now well developed in 
Doncaster (but is in the process of being re-examined in the context of the new Health Action 
Zone designation — see 'Plans for the Future', below). Mike Burns represents the Environmental 
Services Department on this committee, providing the department with influence on more senior 
levels of decision making. The Housing Department is also represented. 
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Four years ago, Environmental Services started bidding for joint funding from the Committee. 
Through Mike Burns' involvement with the JCC, he was made aware that primary care workers 
had been flagging up the issue of the link between poor housing and ill health for some time. 
This provided an idea for a project that could help the Council make progress towards its HECA 
targets, whilst also alleviating fuel poverty. In this way, the 'Energy Action for Health' project 
was conceived, and the Department put a bid into the JCC for funding to support the project. 

Targeting 
The authority relies on the health visitors to identify the households that are most in need of 
grant-assisted work. It is generally assumed that most of the health visitors' clients will be fuel 
poor. 

In addition, the authority has a database on the energy efficiency of households in the district, 
and they are in the process of developing some kind of fuel poverty database that they hope to 
utilise for this project, in order to prioritise particular groups. 

What the scheme entails 

Overview 
The local authority has arranged for primary health care workers to attend training seminars in 
energy efficiency advice provision, enabling them to give better advice to their clients. The 
advice is intended to cover both low/no cost energy efficiency measures, and information on 
grants for which the client may be eligible (either HEES or local authority grants, funded under 
HRA). 

To allow the effectiveness of the energy advice to be monitored, householders are given a 
postage-paid reply card to return to the Council. 

In addition, a series of energy advice surgeries for members of the public have been arranged in 
GP's surgeries. 

Training 
At the beginning of the scheme, the local authority arranged a series of 4 hour training sessions, 
which they had hoped would be attended by 100 health workers. In fact, only 30 attended. In 
the 2nd  year, the format was modified slightly and the sessions reduced to 3 hours. 

During the second year, the team were approached by a health professional who asked if 
someone would attend an existing health workers' meeting to explain the scheme. This 
approach has proved to be far more successful, and sessions have also been run at the meetings 
of tenants and residents, and social workers. A total of 6 x 1 hour sessions have been 
conducted to date. These cover: 
• How to provide very basic energy advice; 
• The kinds of grants that are available; 
• The services offered by the energy team. 

Each person attending one •of the training sessions receives a reference pack, and leaflets to 
distribute to their clients, covering basic energy efficiency measures and information on grants. 
The leaflets are supplied by the Energy Team to Wendy Brownridge of the health promotion 
department, who then distributes them to the health workers as required. 

Social services Home Care Wardens have also been involved in the training, but they have not 
been so responsive. The Energy Team feel that the subject is less relevant to them than to the 
health authority staff, and while a few referrals have been generated from this source, far more 
have come from the health professionals. 
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Each participant is asked to fill in an evaluation form at the end of the training sessions, and 
almost all the comments are very positive. Most give the sessions 4 or 5 out of 5 overall, and 
comments include, "Very informative", "Very interesting and helpful", "The topic is very relevant 
to all community nurses". 

The majority of those attending have been health visitors, although practice, district and 
community nurses also attended. 

Only two health visitors were interviewed as part of the research, and only one (Elizabeth 
Marsden) had attended a training session (the other being new to the practice). Her views on 
the training cannot be taken to be representative, but she nevertheless had some interesting 
comments on the training. 

Elizabeth had attended one of the 1 hour sessions that was part of an existing meeting — in this 
case a meeting of the health professionals associated with one particular GP practice. 

She reported that the presentation on the benefits of energy efficiency was very clear and said 
that it was particularly interesting because it applies both to the staff as well as to their patients. 
Elizabeth said that she was vaguely aware of energy efficiency prior to the presentation, but 
didn't know any of the details, and had no knowledge of the types of grants that are available. 
She feels that this subject is very relevant to health visitors' work. "We have the enormous 
privilege of meeting clients in their own home, and it is a great opportunity to be able to offer 
them something more, such as access to a grant for energy efficiency work." 

Elizabeth said that health professionals are constantly being provided with a great deal of 
information, and suggested that it would be most helpful if regular presentations on energy 
efficiency could be made at existing meetings on an ongoing basis.. 

At the time this case study was written, the Council's plans to offer refresher training were 
subject to securing funding provision to cover the costs incurred. The project has now received 
funding for a further three years through the Health Action Zone, and annual refresher training 
for all delegates will be provided under the revised scheme. 

Materials/promotion 
The following materials have been produced for the Energy Action for Health Scheme. 
• A 75 page manual is provided to those attending the training; 
• A 25 page manual is provided to receptionists at GPs surgeries; 
• Display boards which are used at the clinics held at GPs surgeries; 
• 10,000 Energy Action for Health leaflets and posters which are distributed throughout GPs 

surgeries HOW ELSE?; 
• Business cards which advertise the dedicated health/energy freephone help line have been 

produced and are distributed by primary health care workers. 
• Thermometers promoting the scheme. 

The health visitor interviewed said that the materials are very good, although the manuals are a 
bit bulky. She particularly liked the thermometers, which she said her clients respond well to, 
and they give a clear indication of whether the house is dangerously cold. She said that she 
would like to be provided with a lot more to give out. 

Advice 
The idea of the training sessions was to enable the health professionals to provide their clients 
with basic advice on low/no cost energy efficiency measures. At the start of the scheme, reply 
paid cards were provided to the health professionals for them to give to their clients, in order for 
the Energy Team to be able to assess how the scheme was being received. In fact, only a 
handful were returned, and in response to this, the Energy Team have changed the focus of the 
scheme to concentrate on training the health workers to provide advice on grants. 
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Health workers are provided with 'business cards' which advertise the scheme and offer a 
freephone number for householders to call if they require advice. Detailed advice can then be 
provided to them by the Council's Energy Team. In addition, detailed advice is provided to all 
householders who are referred for grant-funded work under the scheme. 

It has not been possible to produced accurate output information on the uptake of advice, but 
the number of calls to the Housing Energy Team stimulated by health visitor advice and the 
number of referrals for grant assistance passed on by health visitors are indicative (see 
'monitoring', below). 

Referrals/Measures 
If a health visitors has a patient that s/he thinks is vulnerable to suffering ill health as a result of 
their cold home, they can refer them to the Energy Team. 

Patients can either be referred for a HEES grant or for a local authority funded HRA grant. 
(£100,000 of the local authority's HRA budget has been earmarked for this purpose — see 
'Funding' for more details). The HEES grants are subject to the usual HEES eligibility criteria, 
while the HRA grants are restricted to owner occupiers who are over 60 or in receipt of a 
benefit. Under these grants, a schedule of works is devised to maximise affordable warmth. 
The maximum available if £2,000 per property in one year, or £4,000 over 3 years. There are 
other grants available for landlords. 

For the HEES grants, patients are encouraged to contact the Council who administer the referral 
via Doncaster Energy Services, to ensure that the patient is matched with the maximum amount 
of available assistance and that improvements under the scheme can be adequately monitored. 
For the HRA grants, a form for the patient must be completed by the health visitor and sent to 
Environmental Services. The Council then writes to the householder, who must then contact the 
Council to make an appointment for a visit from an energy adviser. 

The Energy Team report that some health visitors are proving very active, and are providing lots 
of referrals, while others are not providing any referrals at all. 

The health visitor interviewed provided one example of a referral that she had made the previous 
day. Her client, who was pregnant with a young child, was living in a very cold flat and was 
keeping the curtains permanently drawn to try to keep some heat in. The woman was pregnant 
and had an 18 month old child. The property was damp and mouldy. 

In the current system, the health visitor has no involvement beyond the initial referral. The 
interviewee said that she would ideally like to be contacted in order to be present when the 
energy advisor visits the client. She feels that some clients would not be receptive to advice 
from the local authority, whereas they will always trust their health visitor. She felt that she 
would have the time to undertake this role, but it is not known what the view of other health 
visitors would be on this. 

Case Study 
Household of two adults and two children, in receipt of family credit. The property was 
assessed under NHER Surveyor 3 and Evaluator Affordable Warmth Index module. The running 
costs of the property were £685 and the household was evaluated as suffering 'marginal' fuel 
poverty. The property received insulation improvements under the Healthy Homes grant scheme 
costing £370 which reduced the running costs to £570 per annum, and altered the fuel poverty 
status to 'affordable'. The householders also received a comprehensive energy advice session 
from a trained energy advisor. 

GPs Surgeries 
A series of three hour 'energy advice surgeries' have been run by the Energy Team for members 
of the public. • The health promotion department contacted all GPs, offering sessions for their 
patients and/or sessions with health visitors, nurses and GPs. 
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The team is hoping to visit all 40 GP surgeries in the district. The advice surgeries run as 
follows: 

'Energy Action for Health' posters are provided to the clinic, and a fortnight before the event, 
a poster is displayed explaining that the surgery will be run, with (e.g.) free cylinder jackets 
for those attending. 

• Sharon and a New Deal trainee attend the sessions, which last for a couple of hours. They 
provide leaflets and talk to people on an individual basis. 

The team feels that the surgery staff are very receptive, and that around 25% of the public are 
very interested. They generally feel this route is an effective source of enquiries (although they 
do not keep specific data on the source of their enquiries). The scheme is also promoted via the 
health channel of 30 surgeries. This hasn't generated any enquiries directly, but it may increase 
interest in the leaflets that are also on display. 

The Health Promotion Department is in the process of applying pressure on the few surgeries 
that have not responded to the offer of a clinic. 

Sharon reports that this is an excellent way of targeting the 25% or so of patients that are 
receptive to this approach. However, they are not sure what the best way to approach this 
sector is in the longer term, in the light of resource constraints. 

Results 

Deliverable Number, 1998/9 
Tailored advice packs distributed 161 
Requests for Energy Action for Health leaflets 113 
Contacts facilitated 59 
HEES grant referrals facilitated 337 
Health professional 'caseworker' referrals 19 
Healthy Homes grant enquiries received 81 
NHER surveys undertaken 100 
One-to-one advice sessions 45 
Fridgesaver applications facilitated 139 
Total improvement funding facilitated by scheme £33,300 

Monitoring & Evaluation 
The evaluation matrix shows that the scheme involved a good partnership approach. Training 
was generally quite well designed and well received (although there has been no in-depth survey 
of the health visitors to find out if they are providing advice/making referrals, whether the 
scheme has impacted on their workload etc). 

The system for identifying appropriate measures was reasonably simple. Referrals are coming in 
at a good rate, which indicates a degree of success. This is reinforced by the fact that HEES 
referrals are up by 15% since the scheme began. 

There has been very limited dissemination of the scheme's results. The Energy Team are 
attempting to secure ongoing funding for the project. The team have identified lessons learned 
from the project and have redesigned the scheme accordingly. 

However, the Energy Team report that monitoring of the scheme has been problematic. As 
already reported, a reply-paid card was produced for householders to return to the Council, but in 
practice, few of these have been returned. 

From the health authority's perspective, Dr Radford is generally positive about the approach, but 
he would ideally like to see evidence of a link betWeen the measures that are being carried out 
and reduced ill health. To this end, the authority has considered releasing the stock condition 
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survey information to the health authority to try to correlate it with information re: visits to the 
GP. However, both sides agree that it is very difficult to separate out the various causes. 

To try to address this issue, research is planned, that will be funded from the HAZ development 
money. This will involve a 20% sample of public sector properties plus some private, with an 
NHER 1 energy rating carried out for each property. This data set will then be correlated with 
hospital admissions. The data will be correlated by household, but an aggregate figure will be 
produced, to avoid any issues of confidentiality. 

It is hoped that this research will be conducted early in 1999, with the results published in 
medical journals. Both the local authority and the health authority are interested in using the 
results to influence resource prioritisation. 

Finance 
In the first year of the project (1999/2000), £36,000 was awarded by the JCC and £2,000 from 
the HECAction grant, which covered: 
• Training for primary care workers; 
• Literature; 
• A research programme; 
• Funding for Sharon for 1 year. 

According to Dr Radford, it is quite unusual for Environmental Services to obtain joint finance, 
which tends to be monopolised by social services. Joint finance is awarded on a competitive 
bidding basis. Anyone can bid, although it tends to be split evenly between social services and 
the health authority and. A lot depends on the individuals that make up the committee — the 
current head is keen on innovation, which helped this project to obtain funding. The JCC 
endorses what the officers group recommends. 

In the second year (1998/9) £30,000 of joint funding was awarded. 

Furthermore, £100,000 of the Council's Home Repair Assistance Grants was ring-fenced to 
provide grants under this project in 1998/9. 

Partners 

Partner roles 
The local authority is responsible for running the project, and has provided substantial amounts 
of staff resources to make the scheme work: 
• Sharon's post and a proportion of administrative support has been funded from the JCC 

contribution 
• Supervisory time (Housing Energy Information Officer, Principal EHO and Assistant Director) 

is a local authority contribution. 

The local health authority is a key partner in the scheme, providing £35,000 to help start up the 
scheme, as well as in-kind support of around £120,000. The local authority that they are an 
enthusiastic partner, and the two organisations are exploring other opportunities for working 
together. The health authority is contributing a significant amount of staff time and might in the 
future be able to contribute data. Both organisations hope to move towards a system of 
information sharing, so that, e.g., when a patient is admitted to hospital with hypothermia, the 
local authority can be informed, in order for grant aided work to be provided in that patient's 
home. 

Dissemination/Replicability 
The authority is planning to disseminate information on the scheme through their HECA regional 
forum and through the HAZ. 
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There has already been an article on the scheme in Environmental Health news — this generated 
enquiries form local authorities. 

It is also hoped that results of the research will be presented in a peer-reviewed journal. This will 
give the research the credibility required to make an impact, and will be accessible by the entire 
health service. 

Barriers 
Those interviewed cited numerous barriers to this kind of approach. They can roughly be split 
into partnership working, resources, and lack of necessary guidance. 

Partnership Working 
The Energy Team report that there are problems in working with the health authority. While 
there is lots of will from people like Dr Radford, who see this project as a way to achieve health 
gain, the difficulty of obtaining short term indicators remains a major barrier. While it is generally 
accepted that projects like these all contribute to health, it is difficult to specifically attribute the 
results of this project to health improvements. The health authority wants some quantification of 
the benefit. 

Resources 
There are also limits to how much the health authority can support the scheme at the grass roots 
level — hence the shift in the second year of the scheme away from long training sessions. 

The local authority is charged with many statutory duties. To branch out into additional areas, 
such as the energy work, they have to take resources away from their statutory areas. More 
and more local authorities are only providing statutory services, and this kind of role needs to be 
made a statutory one if the necessary resources are to be committed to it. 

Similarly, much of the health authority's funding is channelled down particular routes and the 
focus is on service delivery. It is very difficult for them to make decisions on a public health 
basis 

Joint finance money has historically been utilised by Social Services. The director recognises the 
value of this approach and it is hoped that a diversity of projects will continue to be funded 
through joint finance. Whilst reservations about the emphasis of joint funding were seen as an 
initial barrier, the team are hopeful that it can be overcome in the longer term. 

Guidance 
The Energy Team feel that it would be helpful to have more guidance/influence from central 
government on the importance of prevention. Historically, the focus of health related work in 
local authorities has been via social services. They tend to deal with the results rather than the 
cause, while the general local authority philosophy is that prevention is better than cure. 

Guidance from central government on how the various sources of funding should be used would 
also be helpful. For example, if they were provided with guidance to spend the funding on 
energy efficiency and health, it would concentrate their minds on devising good schemes in this 
area. 

Lessons Learned 
• Monitoring can be problematic. 
• A balance needs to be achieved in order to make the most of the limited time available to 

primary health care workers, so as not to make the system too burdensome for them; 
• Ongoing consultation and tailoring of scheme delivery is essential; 
• Dedicated energy advisors are better placed to deliver in-depth advice, whereas health care 

professionals are ideally suited to identify problems, deliver basic advice and refer clients for 
additional support; 
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• Feedback to the health professionals on individual clients' progress is helpful in supporting 
their future involvement. 

Future Plans 
The scheme has received three years funding from the Health Action Zone (July 1999 — March 
2002). The funding will ensure increased output and a much greater emphasis on monitoring, 
feedback and consultation. The revised scheme will adopt a 'caseworker' approach for all 
vulnerable clients referred by health professionals, Social Services or the community/voluntary 
sector.  The aim is to achieve 200 case files per annum in response to health 
professional/voluntary sector referrals. Each case will comprise a client visit, a home energy 
rating, one-to-one advice plus a consultation with the client, an assessment of capital 
improvements required to meet affordable warmth criteria, processing of capital improvement 
assistance (utilising HRA, HEES and other grants) and finally a repeat advice visit providing 
instructions to the client relating to the improvements. 

The local Health Improvement Programme includes an affordable warmth target (of 95% of 
households). The following ideas are being considered to help achieve this target: 
• Checking out homes for fitness when someone is discharged from hospital. 
• Using home repairs assistance grants to help fund measures in the homes of those vulnerable 

to suffering cold-related ill health. This would be restricted to those on benefit or over 60, 
and would be limited to £2,000 per property (which could fund a great deal more than a 
HEES grant). 

All partners report that current changes in the structure of the health service should be good for 
the scheme. In particular, the creation of a Health Action Zone between the three local 
authorities (Barnsley, Doncaster, Rotherham) has resulted in more collaborative working. The 
HAZ is focused on: 
• Disability; 
• The health of those aged 50 — 69 (those affected most by pit closures) 
• Children and adolescents (the area experiences very high rates of teenage pregnancy). 
The second, and to a lesser degree the third, categories fit well with the Energy Action for 
Health programme. The HAZ receives additional funding for these areas over 7 years of funding. 

The development of Primary Care Groups should also be positive, but their focus is on care (not 
prevention) and they are under resourced. 

Within the authority, the Environmental Services Department is to be combined with Housing. It 
is likely that all housing functions, i.e. public and private sector, will be brought together. There 
is a danger that the private sector section will be squeezed to allow more resources to be 
allocated to the public sector. 

Summary & Conclusion 
This scheme has involved the training of health workers, using joint finance money, and the 
promotion of grants (both HEES and HRA) to patients referred by their health visitors. It has also 
involved energy efficiency advice surgeries in GPs clinics. 

The scheme encountered some teething problems to begin with, but the approach has been 
modified and is now generally working well.  (For example, training sessions have been 
shortened to fit in with health visitors' schedules.) The scheme is well received and a good 
number of patients are being referred for grants as a result. However, the continued success of 
the scheme is jeopardised by a lack of ongoing funding. If ongoing funding were to be secured, 
refresher training could be incorporated into the scheme, to ensure the health visitors' interest 
and knowledge is maintained. 

The health authority is generally supportive of the scheme but would like to see hard evidence of 
the effects on health of the measures installed. The Council is hoping that a research project, 
due for completion by September 1999, will provide the necessary evidence. It is possible that 
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with such evidence, the funding that this scheme requires might be provided by the health 
authority. 

Further Information 
John Heneghan, Doncaster Metropolitan Borough Council, PO Box 257, The Council House, 
College Road, Doncaster DN1 1RN, Tel: 01302 737053, Fax: 01302 737510 
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Energy Action for Health — Evaluation Matrix 

IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED TRAINING  &/or  GP REFERRAL &/or MEASURES 

Good 
identification  of 
local  incidences 
of  links  between 
fuel  poverty  and 
ill  health  and/or 
good 
understanding  of 
the problem and 
awareness  of 
other schemes 

Wide range of  partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training. 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 
Simple  system  for 
arranging  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  householders,  GPs, 
health  visitors)  plus 
monitoring  of  the  impact 
of  advice/measures  on 
affordable warmth but not 
on health. 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority networks. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

Identification  of 
lessons  learned 
and  plans  to 
amend scheme in 
place e 

Susceptible areas 
identified  and  or 
some  awareness 
of other schemes 

0 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  scheme 
implementaton  . 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and/or  no 
link-up wilb discounts 
or grants.  Good  take 
up of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

e 

Some  attempt  to  seek 
quantified  results. 
Feedback  requested  from 
all  those targeted  by  the 
scheme  and  some 
monitoring  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health.. 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

Identification  of 
lessons  learned 
with  plans  to 
amend scheme in 
future 

Some 
identification  of 
susceptible areas, 
and/or  some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up with discounts  or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders. 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedback from those 
targeted  and  limited 
monitoring Of  the  impact 
of advice and measures - 
resulting  in  anecdotal 
evidence. 

Plans for scheme to 
be  disseminated 
widely  at  some 
point in the future. 0 

Finite  funding 
secured  from  2  or 
more  partners. 
Includes  funding  of 
measuree 
Attempts to secure 
ongoing funding. 

Identification  of 
lessons  learned 
but no changes to 
scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  health 
professionals  trained/ 
measures installed. 

Very  limited 
dissemination/ 
planned 
dissemination  of 
results. 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some  awareness 
of lessons learned 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
-  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No dissemination of 
the  scheme carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts  to  secure 
ongoing funding. 

None identified. 

(N/A) 
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E4 - ENERGETIC HOMES 

Summary 
Name of scheme: 
Key partners: 

Timeframe: 
Funding breakdown: 
Core activities: 

Energetic Homes 
Leicestershire Health Authority, Midlands Asthma and Allergies Research 
Association, Hospitals, De Montfort University 
1997 ongoing 
HECAction, European Commission 
Improved ventilation and insulation in households occupied by asthmatics, 
referred to the scheme by their doctors 

Study Method 
The majority of the information contained in this case study was obtained from a meeting that 
was organised for this project by the Home Energy Strategy Office of Leicester City Council. 
This meeting was attended by: 
• Domini Gunn, Home Energy Strategy Office 
• Nick Morris, Home Energy Strategy Office 
• Nazrin Issa, Home Energy Strategy Office 
• Lyn Senior, Leicester City Council Chief Executive Department 
• Dr Bernard Crump, Public Health Director, Leicestershire Health Authority 
• Sara Batley, De Montfort University 
• Dr Paul Harrison, Acting Director, Institute for Environment and Health 

Additional information was derived from the minutes of the 'Energetic Homes Partnership' 
meetings. 

Introduction 
Energetic Homes is the name of the main health and energy efficiency project that is currently 
being run by Leicester City Council, working in partnership with local health authority. The 
project is one of many being implemented as part of Leicester's Home Energy Strategy, which 
aims to reduce energy consumption in domestic homes in order to meet the targets set out in 
HECA. 

This scheme varies from most of the others included in this project in that it concentrates on just 
one aspect of ill health that is related to poor housing — asthma. 

The scheme uses GPs and hospital based doctors to recommend asthmatic patients to receive 
grant aid to improve the insulation and ventilation of their properties. 

Project Aims 
The objective of the project is to reduce the incidence of asthma by improving the energy 
efficiency and ventilation of houses occupied by asthmatics. 

Project Development 
Leicester City Council has been active in promoting energy efficiency for many years, devising its 
energy strategy in 1993 (3 years before such a strategy was required by the Home Energy 
Conservation Act). The authority recognises that affordable warmth and a healthy living 
environment are important targets. This has led them to investigate the poor housing/health 
links, and they came across a number of informal studies into this field, most of which were 
industry-led (e.g. from the manufacturers of heat recovery fans). 

Around the same time, the Council received a number of letters from doctors asking for help for 
their patients. These doctors felt that their patients' health was adversely affected by their poor 
housing conditions. The Council recognised that targeting patients that were recommended by 
their doctors would be an effective way of reaching those householders most in need of 
assistance. 
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The team chose to concentrate on asthma, rather than the other health problems that are related 
to poor housing, for three reasons: 
• It was considered easier to conduct a methodologically robust study on the links between 

housing and asthma than with other aspects of ill health; 
• Growing incidence of asthma amongst children; 
• The Midlands Asthma Research Group proved to be very receptive to the concept. 

It was originally planned that, before any measures were installed, research would be carried out 
investigating the links between asthma and housing. Such research was considered to be 
important because, while research into this area has been carried out, most projects have 
involved only a few households in the study, and have not had a large enough sample size to be 
considered credible by the medical profession as a whole. 

Professor Silverman, an influential specialist in childhood asthma at Leicester's Royal Infirmary, 
became a key partner from the outset and was instrumental in devising the research project 
proposal. The project was to have included 100 households, at a total cost of £150,000. 
Professor Silverman advised on the need to gain approval from the British Medical Association's 
Ethics Committee. However, the Committee meets only once every 3 months, and it transpired 
that there was not time to get it approved, in light of the time constraints imposed by the 
HECAction funding. 

For this reason, the team decided to go ahead with the work without first conducting research. 
For the Council's part, it was considered that there was sufficient evidence of the links between 
poor housing and asthma to undertake the project. The health authority however would be more 
committed to the project in the longer term if the original research that was proposed was 
carried out, and the link proved more conclusively. 

Targeting 
The Council has NHER profiles for the city and information on income levels across the city. 
However, the local authority wanted to be sure of reaching those asthmatic householders within 
Leicester whom would be most likely to benefit from the scheme, and a direct approach was 
favoured. It had been hoped that a list of asthmatic patients could be obtained, to whom 
information on the grant aid would be sent. However, patient confidentiality prevented such a 
mail out. Instead, the local authority decided to involved GPs more directly, by asking them to 
refer patients to the local authority. 

Much of the funding that is being used for the scheme is from an ERDF Article X bid, which is 
restricted to those 14 wards of the city which met the necessary deprivation criteria. Hence, 
only those living within those wards who are referred by their doctor are eligible for the scheme. 

What the Scheme Entails 

Overview 
The scheme involves offering grant aid to asthmatic householders who have been referred by 
their doctor. 

Training 
The scheme offered training for health professionals but this offer was not taken up. As a result 
of this, training will form an integral part of a new health and energy efficiency project which he 
local authority has just started. The Home Energy Team are aware that there is no point doing 
one off training — they tried this 3 years ago for health visitors and found that 12 months later, it 
had all been forgotten. It is essential that the training is ongoing and is 'owned' by the health 
professionals 

Materials & Promotion 
This programme is promoted alongside general energy efficiency promotion that LCC carries out. 
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In addition, Sue Granger from the Leicestershire Health Authority is responsible for promoting the 
scheme to the GPs. It was reported that she is the scheme's vital link in the health authority. 
She has written to every practice in the 14 wards and has visited several. In addition to urging 
the GPs to refer their patients, a pro-forma was also sent to GPs which they could send to their 
asthma patients. The patients could then make contact directly with the local authority, with the 
pro-forma proving that they had been 'referred'. 

In addition, a number of 'open days' have been held at renewal offices concentrating on asthma 
and the various preventative measures that can be taken. These have been publicised by radio, 
through mailshots and through the local authority's own magazine. 

Advice 
Advice is provided to those householders having measures installed, on how to make use of the 
new measures most effectively, and on other steps they can take to avoid asthma, such as 
restricting carpeting and replacing bedding. 

Referrals/Measures 
It took a while to get the referrals coming in. In particular, some problems were encountered 
with GPs referring patients who lived in a ward outside the 14 that were eligible for the funding. 
They have now had enquiries from all over the city but two surgeries in particular are very 
proactive. 

By March 1999, a total of 90 or so patients had been referred, of which 15 were outside the 
funding area. Of the 75 that were eligible for funding, 55 agreed to have surveys conducted and 
24 of these have had work carried out so far. 

Once a referral is received, a home visit is made by a member of the Home Energy Team. A 
package of heat recovery, heating controls and insulation is recommended, tailored to suit each 
household. A typical package comprises: 
• Loft insulation — 200mm 
• Hot water cylinder insulation 
• Draught proofing 
• Heating controls 
• CFLs x 4 
• Heat recovery fans x 2. In addition to the fans installed in the kitchen and bathroom, the 

householder could choose to have a fan in the bedroom of the asthma sufferer or a half 
house system. 

• Cavity wall insulation where possible 

Patients are asked to contribute 50% of the cost of the work, or 25% if they are on benefit. 
Due to the limited funds, it was decided that double glazing and central heating installation or 
boiler replacement would not be offered as part of the grant assisted package. If the property is 
without any form of heating, the team will help to arrange loan assistance for the boiler and 
radiators in conjunction with the standard package. 

The local authority then arranges a schedule of work on behalf of the householder. 3 months 
after the work has been completed, a member of the Home Energy Team visits the householder 
to check that the measures are all working effectively and that the client is happy. 

GPs Surgeries 
This scheme relies heavily on the involvement of GPs to target the resources effectively. It was 
reported that the response from the GPs varied enormously. If ongoing funding is secured, it is 
planned that the scheme will be more proactively promoted to GPs, with sessions on asthma 
offered to members of the PCGs, and the offer of presentations at staff meetings. 
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Monitoring & Evaluation 
The evaluation matrix shows that the partners identified the problem well and there was a good 
partnership approach to designing the scheme. The scheme was generally well designed with 
good monitoring and dissemination plans incorporated. Ongoing funding has been secured, 
although not for the provision of measures. The partners have identified lessons learned and 
have changed the scheme accordingly. 

Every client is visited by a member of the Energy Team after the work has been carried out, and 
all the feedback has been very positive. Clients not only report that their asthma is reduced, 
they also say that they are sleeping better. There are a few instances when the clients report 
that their house is colder, but this is due to poor positioning of fans and is easily rectified. 

As a result of the monitoring, a number of short case studies have been compiled. Three are 
presented below. 

1. Bridge Road, Leicester 
This property is a pre-1900 2 bedroom mid terrace property occupied by 2 adults and 2 children. 
The household's income is £520 a month, of which 10% is spent on heating (around £51). As 
part of this scheme, 3 heat recovery fans were installed in the property plus 200mm of loft 
insulation, a room thermostat and 4 CFLs. The total cost of the measures was £1,188, of which 
25% (£297) was paid by the owners. As a result, the NHER of the property was increased from 
5.1 to 5.8, saving the family around £45 per year on their fuel bills. One member of the family 
commented, "It used to be hot and damp in the bathroom. Now there is no more mould." 

2. Manor Drive Leicester, 
This property is a 1 982 3 bedroom semi, occupied by 2 adults aged 70 and 80. Their income is 
£400 a month, of which 10% is spent on heating (or £40 a month). As part of this scheme, the 
couple had half house ventilation installed, plus a ventilation fan in the kitchen, loft insulation 
and 4 CFLs. The total cost of the measures was £1,723 of which the owners contributed £430 
(25%). As a result, the property's NHER increased from 6.0 to 6.5, saving the couple £22 per 
year in fuel bills. "The whole atmosphere of the house is more even, no longer hot and cold. My 
wife's asthma seems to have improved". 

3. Bardolph Street, Leicester 
This property is a pre-1900 2 bedroom dwelling occupied by 2 adults and 3 children. The 
family's income is £520 a month, of which 12% is spent on heating (£64). As part of this 
scheme, the property had half house ventilation installed, plus a ventilation fan in the kitchen, 
loft insulation, 4 CFLs, a heating programmer and TRVs. The total cost of the works was 
£2,199, of which the owners contributed £550. As a result, the NHER of the property was 
increased from 4.1 to 5.0, with £76 a year saved on fuel bills. "My daughter, who has mild 
asthma, hasn't complained of it since the system was installed." 

The team consider the project to be successful in increasing access to a healthy living 
environment and providing better access to affordable warmth. However, they had hoped to 
produce a robust piece of research, and in this respect the project failed. 

In addition, the project would have been 'better' if it could have been offered citywide. The 
team would also like to see it made possible for this project to be tied into other areas of grant 
funding, such as disabled facilities grants. 

Finance 
The initial bid to the EST was for HECAction funding towards the full menu of works as outlined 
above. Although the bid was successful (with £32,000 awarded) the EST would only agree to 
fund loft insulation and draught-proofing. However, within a few weeks of being awarded the 
HECAction grant, an additional £300,000 was secured from a European Regional Development 
Fund Article X bid. This bid contained an element for energy efficiency grants in 14 electoral 
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wards of the city, representing approximately half the city. By March 1999 this funding was 
fully subscribed and the team ceased taking any new referrals. 

There is also funding for numerous other schemes (SRB, Capital Receipts, Housing Renovation 
Grants), all of which have an element of health, although this is not their main focus. 

The Council did not ask for financial support for the Energetic Homes project from the health 
authority. However, they have approached the health authority for money on 5 occasions in the 
past. On four of those occasions, the request 'did not meet the health authority's priorities'. On 
one occasion, funding was provided for a 3 month pilot called 'Hospital at Home'. This involved 
offering services to improve the energy efficiency and security of the homes of frail, elderly 
people admitted to hospital. 

The funding secured for the Energetic Homes project was finite. The Home Energy Team are 
now seeking ongoing joint finance or other funding sources, such as Capital Receipts Initiative, 
Framework 5 and Home Repair Assistance grants. However, there is a 17 year backlog on local 
authority repairs and an 18 month waiting list for disabled facilities grants, which are likely to 
take priority. 

The project has required the equivalent of 2 full time staff members to run it for the first year, 
and 1 full time person for the second year. A lot of time was invested by senior staff in forging 
partnerships, and this process is ongoing. This work involves the Service Manager of the Home 
Energy Team being involved in the health authority's Joint Strategic Planning Forum and 
membership of the HAZ project board, to name just a few. 

Partners 
Leicester City Council's Home Energy Team managed the project and was responsible for most 
of the work, including obtaining the funding, making the home visits and arranging for the work 
to be carried out. 

The health authority was the other key partner, and it has proved its commitment to this project 
by providing significant amounts of staff resources (allowing consultants to attend meetings, for 
example) and through the provision of patients' lists. The authority has incorporated a 
provisional £150,000 to fund energy efficiency measures in its bid for HAZ funding (which has 
not yet been approved). The health authority has also provided money for a different local 
authority led initiative, 'Rapid Response'. This has involved undertaking improvements (some of 
which concern energy efficiency) to the homes of those aged over 75 who are discharged from 
hospital, with the objective of keeping them in their own home. 

Sue Granger from the Leicestershire Health Authority was a vital partner in the project, with 
responsibility for getting the GPs committed to the scheme. (It was suggested that the GPs 
would be more responsive to an approach from the health authority than from the local authority. 

Professor Silverman was another key partner. The Energy Team feel that his influence was 
crucial in getting the other health professionals' commitment to the project. 

The Energy Team led the project and it took a while for the other (health related) partners to get 
used to this. However, it is now agreed that the partnership is generally working really well. 

Dissemination/Replicability 
The Energy Team are often invited to speak at conferences, and information on this project (as 
well as the Council's Home Energy Strategy in general) are disseminated through such 
presentations. 

In addition, the ERDF Article X funding will require dissemination in 2000. As part of this, there 
is a plan to hold a European conference hosted in Leicester. The authority also has a partnership 
with Barcelona, and there are hopes to replicate some of this work there. 
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Barriers 
The main barrier encountered in this project was the fact that the timescale of the BMA Ethics 
Committee was incompatible with that of the HECAction programme. The partners believe that 
a robust research project is vital, to firmly establish the link between poor housing and asthma 
and to erase any doubt that exists in the minds of health professionals. For such a project to be 
credible, it would need to be conducted over 3 — 5 years. The lack of robust research made it 
harder to sell the scheme to the GPs. 

The lack of commitment on the part of many of the GPs proved a major barrier, resulting in 
fewer referrals than anticipated. Some GPs charged their patients £7.50 for a referral letter (this 
was only in some of the cases where the GP was approached by the patient regarding the 
scheme, rather than vice versa). It seems that many GPs do not consider this type of approach 
to be 'primary care'. The local authority is critical of the health authority for its focus on acute 
care. 

Members of the team feel that HECA has resulted in a 'scatter gun' approach. There is no clear 
guidance from central government that this area should be a priority and as a result it relies on 
individuals becoming 'energy efficiency champions' - not a sustainable basis on which to build a 
policy. 

An initial barrier was the lack of a history of partnership working between health authority, 
housing department and the university on health & housing (on practical initiatives). They now 
regularly attend the 'Asthma Strategy Meetings', and a good partnership basis has been created. 

Finally, the requirement of a contribution from the householder of 25-50% was a significant 
barrier. Each household received an individual schedule of works that was tailored to the 
requirements of their property. In some cases, properties needed more than a standard package 
of measures, such as a replacement boiler or the installation of central heating. These costs 
were outside the scope of the scheme and had to be met in full by the householder. 

Lessons Learned 
From the health authority's point of view, robust research on heat recovery is required, especially 
because a substantial capital investment is required. Local government can take action based on 
qualitative evidence if the project is funded externally. If internal funds are to be used, they will 
generally need more concrete quantitative evidence. 

For illness specific schemes, it is most effective to work with the hospital clinics.  In this 
scheme, they found that the doctors at these clinics were more committed to the scheme than 
those at the surgeries. Only 10% of asthma patients will attend the clinics, but they are those 
suffering most severely. 

One of the team members felt that putting money aside to pay for the GPs time would have 
helped to ensure referrals. However, the head of the team said that that she would not be 
prepared to do that - the objective of this approach is to make GPs realise it is in their interests, 
as well as their patients', to make the referrals. 

Future Plans 
The funding for the Energetic Homes project is now fully committed. The Energy Team are 
seeking additional funding to continue the project, but did not seem very optimistic that the 
necessary funding would be forthcoming. 

However, funding has been secured for another pilot project which seeks to extend the range of 
options available under health authorities' Whole Systems' and 'Hospital at Home' initiatives. 
Under this project, a designated officer will carry out a housing assessment of the person in their 
home within two working days of referral by the health authority. This 'Rapid Response' 
assessment will consider the whole condition of the house, including energy efficiency. 
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Funding has also been secured from Powergen for a three year project to target home energy 
services to families with children and to ethnic minority communities. A new officer has 
recently been appointed, and her sole job will be to focus on this area. The project will be linked 
to existing strategies and will offer the following services: 
• Basic energy awareness training for health professionals; 
• Energy awareness training courses for ethnic minority leaders; 
• NEA City and Guilds/NVQ for members of these groups who wish to develop a more 

specialised interest; 
• Raising awareness amongst low income households through presentations to community 

organisations, exhibitions and working with the local media; 
Energy advice through home visits to clients in particular need;  . 

• Promotion of grants, SoP schemes and other LCC Home Energy Initiatives 

The team seemed optimistic that structural changes to the health service would facilitate this 
kind of approach. In particular, they are hopeful that the new PCGs will be more interested in 
this approach due to the active involvement of nurses and social services in the management of 
these groups. In addition, the HAZ approach considers health in its broader sense, and should 
encourage partnership working. 

Under 'Our Healthier Nation', health authorities can now bid for funds for capital projects - a 
totally new area for them. As a result, health authorities have recently funded preventative 
initiatives such as traffic calming measures. Investment in housing stock could also be funded in 
this way, although those interviewed were not aware of any such investment arising from this 
programme. 

Summary & Conclusions 
This scheme utilised HECAction and European funding to offer grant assistance to those 
suffering asthma towards improving the quality of their housing. It relied on GPs to identify 
those most in need of the grant funding, and required a 25% contribution (in the case of those 
on benefits) or a 50% contribution (from those not on benefit) towards the cost of measures. 
Measures were tailored to suit the individual needs, but generally included heat recovery 
ventilation, insulation and low energy lights. 

The Home Energy Team found that the response of GPs varied enormously. Some were very 
receptive while others were not, and there were even cases of GPs requesting payment for 
writing a referral letter. Doctors at hospital clinics tended to be more receptive than GPs. 
However, the funding has all been committed and follow up visits have shown the clients to be 
very happy with the results. 

The major barrier was felt to be the lack of a robust piece of research which proves the link 
between asthma and poor housing. It had been hoped that this research would be conducted 
before the scheme was launched. However, there was insufficient time to do this, because the 
funding had to be spent within the first financial year of it being awarded. 

This funding for this project was finite, and unless further funds are secured it will not be 
ongoing. However, the Energy Team have a number of other projects that are being 
implemented, many of which include a health element. 

Further Information 
Nick Morris, Home Energy Team Leader, Leicester City Council, 35 Rowsley Street, Leicester 
LE5 5JP, Tel: 0116 273 1511, Fax: 0116 273 1510. 
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Energetic Homes — Evaluation Matrix 
IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED TRAINING  &/or  GP REFERRAL &/or MEASURES 

Good 
identification  of 
local  incidences 
of  links  between 
fuel  poverty  and 
ill  hea41  and/or 
good 
understanding  of 
the problem and 
awareness  of 
other schemes 

Wide range of  partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training. 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims, 
Simple  system  for 
arranging  0  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  householders,  GPs, 
health  visitors)  plus 
monitoring  of the  impact 
of  advice/measures  on 
affordable warmth but not 
on health. 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority networks. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures, 

Identification  of 
lessons  learned 
and  plans  to 
amend Aherne in 
place 

Susceptible areas 
identified  and  or 
some  awareness 
of other schemes 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  e  scheme 
implementation. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals, 

e 

System  for  identifying 
appropriate  measures, 
Reasonably simple system 
of  installation.  Advice 
offered to householders, 

Some  attempt  to  seek 
quantified  results. 
Feedback  requested  from 
all those targeted  by the 
scheme  end  some 
monitoring  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health.. 

Results  of  the 
scheme 
disseminated 
through  health 
authority €pr  local 
authority networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

e 

Identification  of 
lessons  learned 
with  plans  to 
amend scheme in 
future 

Some 
identification  of 
susceptible areas, 
and/or  some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up with discounts or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures, 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders, 

Monitoring  aiming  at 
qualitative  results  only, 
Some feedback from those 
targeted  and  limited 
monitoring  of  the  impact 
of advice and measures — 
resulting  in  anecdotal 
evidence. 

Plans for scheme to 
be  disseminated 
widely  at  some 
point in the future. 

Finite  funding 
secured  from  2 or 
more  partners. 
Includes  funding  of 
measures. 
Attempts to secure 
ongoing funding. 

Identification  of 
lessons  learned 
but no changes to 
scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation,  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials, 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation, 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  health 
professionals  trained/ 
measures installed. 

Very  limited 
dissemination/ 
planned 
dissemination  of 
results. 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some  awareness 
of lessons learned 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
—  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme, 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No dissemination of 
the  scheme  carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts  to  secure 
ongoing funding. 

None identified. 

(N/A) 
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E5 - ENERGY EFFICIENCY TRAINING FOR PRIMARY CARE WORKERS 

Summary 
Name of scheme:  Energy efficiency training for primary care workers 
Key partners:  London Borough of Hammersmith and Fulham, Riverside Community 

Health Trust 
Timeframe:  1996 - 1997 
Funding breakdown: £50,000 from HECAction 
Core activities:  Training for primary care workers plus a reference booklet and leaflets for 

their clients 

Study Method 
Officers at the local authority who were responsible for implementing this scheme had 
subsequently left. Consultation was made with the personnel at Projects in Partnership (PIP) 
who had project managed the scheme. In addition, reference was made to the following 
documents: 
• HECAction bid documents and monitoring reports; 
• Final report on the scheme produced by PIP. 

Introduction 
In November 1996, Hammersmith & Fulham Council received funding from HECAction to run a 
programme offering energy efficiency training, a reference booklet for primary care workers and 
leaflets for householders. 

Project Aims 
The aim of the project was to train primary care workers in energy efficiency and in the provision 
of information on grant eligibility. The intention was that a training module would be developed 
that could be left with the health trust and local authority to be used internally in providing initial 
and refresher training sessions. 

Project Development 
The first stage of the project involved setting up a Project Advisory Group (PAG), composed of 
representatives of the Riverside Community Health Care Trust, Hammersmith & Fulham Social 
Services Department and Care & Repair. Hammersmith & Fulham Federation of Tenants and 
Residents Association and Hammersmith & Fulham Action for Disabled (HAFAD) were also 
invited but were unable to attend. HAFTRA did attend later meetings. 

The purpose of the PAG was to involve the sectors which were to be targeted for training, for 
their advice and support. 

At the initial meeting, members of the PAG were briefed on the background to the project and 
were asked to give initial views on the desirability/practicality of training staff in their own 
sector. All those present gave their support to the aims of the project and felt it was an 
approach worth pursuing. 

Using contacts supplied by the PAG, further consultation was carried out to: 
• Establish the level of knowledge about energy efficiency amongst primary care workers 
• Review any training they already receive on energy efficiency; 
• Identify their current sources of information and level of knowledge of energy efficiency; 
• Identify which groups of staff would benefit from some training in energy efficiency and how 

that training could best be delivered; 
• Identify what kinds of information staff would find useful in their own reference booklet and 

also what they though their clients needed to have in the householder leaflets; 

Telephone interviews were carried out with a range of staff, both strategic and front-line. 
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The consultation found that: 
• All interviewees were familiar with the link between energy efficiency and some of their 

clients' problems and were keen to be more knowledgeable about energy efficiency and 
particularly wanted to help their clients access further information and grants. 

• The largest client group covered the over 60s, with other categories including those with 
special needs (disabled, HIV, AIDS) and people with mental health problems. 

• Some staff, such as social workers, are expected to take time to actively assist clients with 
problems, whilst others (such as home helps) will refer clients to other agencies if they see a 
need. Area Wardens in the Housing Department will make phone calls on a client's behalf to 
help them access a grant, whereas a Home Help does not have time to do that but will pass 
information on if they have it. 

• None had received training in energy efficiency. 

Table 1 — Consultation (by telephone unless otherwise indicated) 
Service Interviewed 

(strategic) 
Interviewed 
(frontline) 

Social Services 7 (1 in team mtg) 18 (13 in team mtg) 
Health authority 5 3 
Housing 4 2 
Community Groups 2 0 

Targeting 
The scheme targeted primary care workers and relied on them to access their clients, with the 
assumption that many of their clients would be suffering from fuel poverty and associated ill 
health 

What the Scheme Entails 

Training 
During the consultation process, those interviewed were asked what training they would find to 
be useful. Training in the following areas was deemed to be useful: 
• Different energy efficiency measures; 
• Behavioural tips; 
• Information on condensation; 
• How to reduce fuel bills; 
• Accessing grants. 

A short series of training courses were run in different sectors. The consultation process had 
established that in almost every case, staff could only be released for a maximum of 1.5 hours. 

Following discussions with managers in different sectors and a meeting of the Project Advisory 
Group, a number of different types of training were tested. The length varied from 1 — 2/5 
hours, and the context varied between being: 
• Part of team meetings; 
• Joint sessions between health and social services staff; 
• Part of a voluntary sector forum meeting; 
• Specially arranged sessions for single sectors. 

The training was designed to: 
• Give participants a basic understanding of energy efficiency and how it may relate to some 

of their clients' problems; 
• Enable participants to give clients simple advice; 
• Provide an overview of the grants available in Hammersmith & Fulham and how clients can 

access them. 

The sessions were interactive and included quizzes and a Heat Loss House exercise using flip 
charts. Areas were covered as identified in the consultation process. 
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Single sector sessions were used for particular professional areas of work, such as occupational 
therapists, home helps, the Housing Special Needs Unit. These were arranged through team 
leaders/managers. 

Cross sectoral sessions were held between Health Care and Social Services, promoted on a flier 
using both sector logos and distributed through their internal systems. 

It was found that 2.5 hours was the best length of time - gave time for consideration of the 
types of situation participants encounter and the relevant of their client's lifestyle to which 
measures would be most appropriate. It was also possible in this time to cover the relative uses 
and costs of different measures so that care workers could make a rudimentary assessment of 
which would be most useful for particular clients, especially within a limited budget. 

Both types of meeting were well attended and the content was found to be useful. 

A trainer's manual was produced containing all the information needed to run a training session, 
written in such a way that even someone who did not attend a pilot course could deliver it. The 
training was divided into elements so that a trainer can choose which bits they want to use, 
depending on how much time is available. 

The manual was distributed to managers and team leaders in all the sectors covered by the 
project, which had staff who would benefit from it. 

It had been hoped that trainers would be identified and trained in providing the training. 
However, it was not felt in any of the sectors that sufficient funds were available to provide 
such a level of service. it was felt that the trainer's manual would fulfil any requirement in any 
case. Both the Project Advisory Group and the managers who attended the training felt that 
managers could deliver the training as part of induction sessions for new staff, by using the 
manual. It was also felt that some staff at Environmental Housing Service might be able to offer 
some sessions, such as further joint Health Care and Social Services sessions. 

Table 2 - Training courses held 
Target group Length 

(hrs) 
Context Participants 

Home Helps 1.25 Team meeting 7 Home Helps 
1 Team Leader 

Occupational Therapists 1.25 Team meeting 18 Ots 
Housing Special Needs 2.5 Special session 4 staff 
Joint Social Services/Health 1  -  1.5 Special  sessions  at 13  Social 
Care (3 mtgs) both offices Services staff 

17  Health  Care 
staff 

Voluntary Sector 1 Part  of  voluntary 
sector forum mtgs 

14  people  - 
range  of 
organisations 

Materials 
During the consultation process, those interviewed were asked about what kinds of materials 
they would find useful. 

All those interviewed felt that it would be useful to have a booklet for their own reference. It 
should contain the following information: 
• Local contact numbers for referrals and further assistance; 
• Details about grants and how to access them; 
• A short overview of the different energy efficiency measures; 
• Tips; 
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• Some costs and savings information. 

A booklet was produced as a reference tool, providing all the key pieces of information a primary 
care worker needs to provide simple energy efficiency advice and signpost clients to further 
information and grants. 

All those interviewed also wanted to have a supply of leaflets to give to householders as a 
reminder of information they have supplied or a discussion they have had. It was suggested that 
leaflets should cover: 
• Local contacts for further information and heal; 
• Information about grants; 
• Advice on how to keep warm/keep fuel bills down; 
• Information on running costs. 
• The leaflets should be short and snappy and the print big enough for elderly people to read. 

Grant information was organised by tenure, with one leaflet for the private sector (owner 
occupiers and private tenants) and one for the public (Council and housing associations). 
Material was linked to the EST's national Energy Efficiency marketing campaign by the inclusion 
of the Energy Efficiency logo and the Einstein logo. 

The leaflets were distributed to clients by the care workers. 

Monitoring & Evaluation 
The evaluation matrix shows that the partnership approach and scheme design were generally 
good. The training, booklet and leaflets were all well received. There was initial doubt as to 
whether Health Care and Social Services staff would attend training sessions at venues of a 
different sector to their own, and it was encouraging to find that quite a number of them would. 

However, the scheme suffered from a lack of in-built monitoring. No monitoring has been 
conducted to find out how many clients have received information as a result of the scheme, or 
whether the information produced is still in use. 

Ultimately, the scheme ceased because no ongoing funding was sought or identified. 

A number of recommendations were made by a report completed by Projects in Partnership at 
the end of the scheme's first year. 
• A number of programmes within the local authority have some relation to energy efficiency. 

It would be useful in future projects if these different groups could be brought together at the 
start, so that they could input into the design and identify what support they would need and 
could offer. 

• Future projects could also benefit from the early involvement of key staff from outside the 
Council, e.g. Social Services/Riverside Community Health Care. 

• Ideally, refresher training courses would be offered for new managers and those not 
attending previous sessions. A contact who can answer energy efficiency questions arising 
from the training sessions would also be useful. 

• The materials need to be updated regularly — in particular, the nature of the grants changes 
frequently. 

Finance 
The scheme was entirely funded by a HECAction grant of £50,000. This paid for the training 
sessions to be designed and delivered and for the materials to be produced. 

Partners 
London Borough of Hammersmith and Fulham was responsible for submitting the successful 
HECAction bid and for overall management of the project. However, the bulk of work was 
contracted out to Projects in Partnership, which was responsible for designing and delivering the 
training sessions and for overseeing production of the materials. Members of the Project 
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Advisory Group were responsible for steering the project. It was reported that the members of 
the group were keen to work together and enjoyed working jointly on this project. 

It was concluded that the joint initiative between the Riverside Community Health Care and 
Social Services had been a success, and that both this and the cross sectoral nature of the 
Project Advisory Group demonstrated the potential for further joint working. 

Dissemination/Replicability 
Limited dissemination of the scheme has taken place through the HECAction process, in which a 
short case study on the scheme is included in a binder that is available free of charge to all local 
authorities. Copies of the leaflets, the training module and the full report on the scheme are also 
available to any authority via the HECAction office, should they wish to replicate the materials. 

Barriers 
Key staff at the local authority left shortly after the external funding for this project had been 
expended, without leaving behind any infrastructure to allow this scheme to continue. Key 
managers also left at around the same time. The remaining staff were short of time and did not 
carry on the activity after the end of the project's first year. 

Lessons Learned 
A continued approach is vital if a scheme like this is to have any long term impact. 

Future Plans 
We understand that the project has ceased to operate. 

Summary & Conclusions 
A great deal of thought went into the design of this scheme, with consultation taking place with 
those to be targeted and a Project Advisory Group being appointed to steer the project. As a 
result, a series of training sessions were devised that were not only relevant to those they were 
targeted to, but which were also convenient to attend. As a result the training was very well 
received in comparison to many other schemes. 

Similarly, by employing a professional company and by consulting the front-line staff over what 
kind of materials they would find useful, excellent leaflets and reference manuals were produced, 
which were also very well received. 

However, the scheme was funded entirely from an external source, without any commitment for 
ongoing financial support from either the local authority or the health trust. As a result, all 
activity has ceased. Furthermore, a lack of any monitoring system means that there is no 
information as to whether any of the information or the training modules are actually being used. 
Similarly, it is not known how much advice was given as a result of the scheme. 

Further Information 
Copies of the full report on this scheme as well as of the leaflets and training module can be 
obtained from the HECAction office, BRE, Garston, Watford, WD2 7JR, Tel: 01923 664613, 
Fax: 01923 664615. 
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Energy Efficiency Training for Primary Care Workers - Evaluation Matrix 
IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED TRAINING  &/or  GP REFERRAL &/or MEASURES 

Good 
identification  of 
local  incidences 
of  links between 
fuel  poverty  and 
ill  health  and/or 
good 
understanding  of 
the problem and 
awareness  of 
other schemes 

Wide range of  partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  enservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training. 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 
Simple  system  for 
arranging  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  householders,  GPs, 
health  visitors)  plus 
monitoring  of  the  impact 
of  advice/measures  on 
affordable warmth but not 
on health. 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority networks. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

Identification  of 
lessons  learned 
and  plans  to 
amend scheme in 
place 

Susceptible areas 
identified  and  or 
some  awareness 
of other schemes 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  scheme 
implementation. 

Good training provided 
and  good  materials 
produced,  but  no 
provisiobfor follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

Some  attempt  to  seek 
quantified  results. 
Feedback  requested  from 
all  those  targeted  by  the 
scheme  and  some 
monitoring  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health.. 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

Identification  of 
lessons  learned 
with  plans  to 
amend scheme in 
future 

Some  . 
identification  of 
susceptible areas, 
and/or u  some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up  with discounts or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders. 

Monitoring  aiming  at 
qualitative  results  only, 
Some feedback from those 
targeted  and  limited 
monitoring  of the  impact 
of advice and measures — 
resulting  in  anecdotal 
evidence. 

Plans for scheme to 
be  disseminated 
widely  at  some 
point in the future. 

Finite  funding 
secured  from  2  or 
more  partners. 
Includes funding  of 
measures. 
Attempts to secure 
ongoing funding. 

Identification  of 
lessons  learned 
but no changes to 
scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  health 
professionals 0  trained/ 
measures installed. 

Very  limited 
dissemination/ 
planned 
disseminafan  of 
results. 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some  awareness 
of lessons learned 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
—  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No dissemination of 
the  scheme  carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts  to  secure 
ongoing %riding. 

None identified. 

(N/A) 
 

(N/A) 
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E6 - BEAT THE COLD 

Summary 
Name of scheme:  Beat the Cold 
Key partners:  Beat the Cold, Work Experience Centre, NEA Birmingham, British Gas, 

North Staffordshire Health Authority, Midland Electricity, Action Line at 
Radio Stoke, voluntary agencies, Care and Repair, Staffordshire Moorlands 
District Council, Benefits Agency, Newcastle Borough Council, Stoke-on-
Trent Social Services, Voluntary Action Stoke-on-Trent, Combined 
Healthcare NHS Trust, Beth Johnson Staying Put, Stoke City Council. 

Timeframe:  1986 - ongoing 
Funding:  varies (health authority, British Gas, NEA, Midland Electricity, Lottery bid 

now in, Health Action Zone bid now in) 
Core activities:  Advice and training, publication and distribution of leaflets, extensive 

community involvement 

Study Method 
Interviews were held with the co-ordinator for Beat the Cold and the health authority. A 
committee meeting was also attended where the other partners were met. A workshop was also 
carried out in Stoke under Part B of this study — details of this are reported in Part B. 

Introduction 
The North Staffordshire Beat the Cold Campaign started in 1986 as an informal partnership 
between voluntary and statutory agencies.  Stoke-on-Trent Council for Voluntary Service 
provided support to co-ordinate the effort of partners to alleviate or avoid problems experienced 
by vulnerable groups as a result of cold weather. 

In 1995 Beat the Cold Campaign received Health Development funds from the North Staffs 
Health Authority, which together with funding from Neighbourhood Energy Action (now National 
Energy Action(NEA)) allowed the Council for Voluntary Service to commit a full time specialist 
officer to the support of the partnership and further development of the work. 

This investment has resulted in the extensive distribution of good quality leaflets (46,000 in 
1995/6); development and piloting of training; understanding of issues related to energy 
efficiency and fuel poverty; a recognised local public profile with logo; and the levering in of 
other funding. 

Beat the Cold is currently setting up as a charity and have recently elected their trustees and 
Chair. 

Public Health Report 
Housing is recognised as a major determinant of health in the Director of Public Health's 1996 
annual report, 'The determinants of health of the people of North Staffordshire'. 

He states that 'people living in homes which are unfit, damp or in disrepair are more likely to 
suffer a whole range of physical and mental illnesses than those living in satisfactory housing; 
recovery from illness is also likely to be slower'. He goes on to say that 'as well as the obvious 
and detrimental effects on the quality of life for those individuals and households concerned, 
poor housing and its effect on their health, indirectly costs the whole nation via the cost to the 
NHS'. 

One of his conclusions about key issues to be discussed is 'considering the extent to which 
health resources invested in housing improvements could lead to improved health and reductions 
in need for health care'. 
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Project Aims 
Beat the Cold aims to combat the effects of cold weather on vulnerable individuals. The stated 
aims of the campaign are: 
• to help reduce the incidence of cold-related complaints and to contribute to improving the 

quality of life; 
• to co-ordinate the activities to voluntary and statutory agencies to maximise their 

effectiveness in addressing the hardships caused by cold weather. A central point of public 
contact is offered for accurate and up to date information on the range of assistance 
available nationally and locally as an integrated package; 

• to collate information from a variety of groups into a database, and to be pro-active in using 
the data to benefit individual households; 

• to help reduce the number of Accident and Emergency hospital admissions related to the 
cold, 

• to increase awareness, particularly among the elderly, of simple ways to avoid cold-related 
complaints through heating, dressing, eating and exercising wisely; 

• to increase awareness of energy efficiency among target groups, and thereby reduce both 
financial and environmental costs; 

• to provide training for carers, professionals and community groups in general and specific 
measures that improve energy efficiency and health and to provide resources; 

• to assist in combating fuel poverty; 
• to improve the quality of life of the elderly, disabled people, young children, and other 

vulnerable groups; 
• to encourage more effective use of existing resources through multi-agency working and to 

identify new needs and opportunities. 

In the introduction to the Housing Investment Programme Submission of Stoke City Council, the 
Chair of Housing identifies a massive unmet demand for renovation grants and the fuel poverty 
caused by many homes being energy inefficient. The Campaign assists each of the local 
authorities towards reaching their energy efficiency targets under the Home Energy Conservation 
Act. 

Targeting 
Target groups had been identified early in the life of the campaign. Staffordshire Social Services 
held a seminar on hypothermia in October 1987 at which the principal speakers were Dr. C 
Phillipson of Keele University and an Area Officer (Elderly) from Social Services. An inter-agency 
steering group was formed with the aim 'to co-ordinate activities across North Staffs to relieve 
the effect/problem of cold with regard to the elderly, people with disabilities, families on low 
income, the homeless etc.' 

Beat the Cold targets people in North Staffordshire vulnerable to the cold: 
• people aged 50-plus; 
• families with young children (and single parents); 
• those on low incomes barely able to afford adequate warmth at home; 
• people with impairments; 
• minority ethnic communities; 
• people living with HIV/AIDS; 
• people with long-term and terminal illness; 
• people living in more isolated rural areas; 
• homeless people; 

And those who care for them and advise them; 
• family and friends; 
• health professionals; 
• social workers and community care workers; 
• housing officers; 
• providers of domiciliary care; 
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• and homeowners, tenants and landlords able to take up energy efficiency assistance and 
advice. 

What the Scheme Entails 
Activities of Beat the Cold fall into three general categories - dissemination of leaflets and other 
materials, giving advice directly to individuals in the community and training individuals within 
voluntary and statutory agencies. 

Dissemination of Leaflets 
Beat the Cold have a voluntary sector database of all voluntary agencies which they use for 
targeting information. Leaflets are sent to Primary Care managers at Combined Healthcare who 
arrange distribution to virtually all district nurses and health visitors. Each GP practice also 
receives the leaflets and display materials from the health authority. Leaflets are also sent to 
post offices, local shops (via wholesalers), mobile hairdressers, dentists and pharmacists. 

As well as leaflets, displays and cards with information about hypothermia are also used, 
particularly in GP surgeries. 

However, no monitoring has yet taken place of the effectiveness of these different outlets. 

Community work 
Advice and information is given to individuals in the community by attending lunch clubs, day 
centres, hospital day wards etc. Market stalls have also been found to be an effective way of 
reaching the target groups, particularly in the towns outside the city centre. Senior Safety 
weeks are also attended. These are meetings which attract an average of 300-500 older people 
who can get information from the police, fire, ambulance services and other voluntary agencies. 
General health advice and energy efficiency advice is given and at all these events, referrals are 
offered. 

Neighbourhood Forums are also attended. These attract both professionals working in localities 
and local people themselves and are held across North Staffordshire in both rural and urban 
areas. For many of these forums, Beat the Cold has been the main item at various meetings. 

Training 
A number of training activities have taken place. These were designed with input from Health 
Promotion and further input was received from feedback from the sessions. 

In 1994 over 100 people attended four training sessions, coming from voluntary and statutory 
agencies. 45 respondents from within the health authority and Social Services indicated that 
they had cascaded information to over 750 additional staff. 

Two Energy Awareness Training Days were held in November 1997 with 33 participants in all. 
These were funded by British Gas who also supplied the trainer. 

Six half day sessions were held in May/June 1998 and Oct/Nov 1998. 39 people attended the 
first three sessions and a further 16 attended the second set of sessions. 

Attendees at these training sessions have included health visitors, community care workers, day 
centre staff, occupational therapists, district nurses, care workers, carer's associations and 
volunteer bureaux. 

Further training that has been carried out includes sessions for Occupational Therapists and a 
session for the elderly service wardens at Staffordshire Moorlands District Council.  The 
Directorate of Health Promotion also offers training in accident prevention among the over-65s 
four times per year and Beat the Cold delivers part of each of these sessions. 
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Publicity for the training days was carried out in a number of ways: 
• emails to all relevant Combined Healthcare staff 
• a mailing to Social Services offices, private home care businesses and voluntary agencies. 
• adverts in newsletters for voluntary agencies and for Health Promotion. 
• a live interview on the evening news programme at Radio Stoke. 

The venues were offered by Combined Healthcare, as they thought these would be premises that 
target workers would feel at ease in and would offer a geographical spread across North 
Staffordshire. 

The training courses conducted in 1998 included a presentation by the co-ordinator of Beat the 
Cold, which covered topics such as heating systems, controls, insulation, the importance of 
affordable warmth for good health and assistance available under various grant schemes. 
Participants also filled in a Home Energy Survey which were processed by Midland Electricity. 
Staff from the City Works Division Gas Section dealt with carbon monoxide awareness. 

The aims of the training day were stated as telling people about: 
• recognising heating systems; 
• the best way to control heating; 
• simple hints and tips for saving fuel; 
• home insulation and draughtproofing; 
• grants and schemes which may help; 
• the best ways to pay for fuel; 
• checking meters and bills; 
• local initiatives in North Staffordshire. 

The target groups for the training were: 
• volunteers and employees of voluntary agencies; 
• local authority officers; 
• residents association leaders; 
• primary healthcare workers; 
• student officers. 

Benefits: 
The majority of participants have a caseload containing vulnerable households, while the others 
come into regular contact with such households. Participants have an increased awareness 
which will allow them to advise households on achieving the warmth needed for health. They 
will also have the knowledge and confidence to refer to other services such as Gas Care, 
subsidised handyperson schemes and Fuel Direct at the Benefits Agency 

Monitoring & Evaluation 

Training days 
The first set of half day training sessions were evaluated with use of an evaluation sheet. This 
was sent out to each participant, with a covering letter and a Freepost return envelope. 23 were 
returned. 
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A summary of the responses are included below: 
Did  you  find  the 
course useful? 

Yes: 23 

Were the handouts Very good: 20  Good: 3  Poor: 
Were  you  able  to 
participate? 

Yes: 23 

Did  the  tutor 
communicate well? 

All: 'Yes' or 'Very well' 

Was the venue Very good: 5  Good: 15  Poor:1 
Was  there  any 
specific  information 
that you will use? 

'...informative both for clients and personal information' 
'home insulation and MEB questionnaire' 
'information for low income homes and rented accommodation; 
'advice re. carbon monoxide poisoning' 
'simple checks on heating systems' 
'home improvements as real energy savers' 
'all information will be passed on to parents and elderly' 
'fuel consumption (i.e. kWh) used by each appliance' 
'could use some in a quiz on home safety' 
'checking air bricks and vents not covered' 

Is  there  a  subject 
you  would  have 
liked included? 

'no' 
'all relevant info covered' 
'all questions asked were answered comprehensively' 
'more about hypothermia in elderly and young' 
'best fuels for people with asthma' 

Any  other 
comments 

'may be worth presenting at staff meetings for Health Visitors 
and District Nurses' 
'useful' 
'Second  part  concentrated  too  much  on  being  CORGI 
registered,  could  have  concentrated  more  on  signs  and 
symptoms' 
'gas men gave good deal of knowledge that I did not know 
about' 
'venue very hot' 

The evaluation matrix shows that good training is offered with a useful range of materials. 
However, follow-up training has not yet taken place, although this is planned for the future. 

Rural Post Office Project 
In 1997, research was carried out to investigate the distribution and effectiveness of a health 
information leaflet in a rural area (Bailey, 1997). 

The aim of this research was to a) act as a pilot to test the procedures and the questionnaire, b) 
to give an indication of the impact and effectiveness of the 1996/7 Beat the Cold leaflet on a 
rural population when distributed by a recognised and credible local outlet — in this case the local 
post office) to assist with development of future work of the Beat the Cold campaign. 

Post offices were supplied with leaflets and requested to distribute them to all recipients of 
pensions, allowances and benefits. This occurred during a two week period in November after 
which the leaflets were made available in the post office for the rest of the winter. 

Users were interviewed on leaving the post offices several weeks later. 86 such interviews were 
completed, of which 84% were people collecting regular payments and had therefore been given 
leaflets. 

Results 
A total of 2000 leaflets were supplied to the 4 post offices involved. 

86 



ACE & PIP  Domestic energy efficiency & health 

16% of those interviewed could remember receiving additional information with their payments, 
of which 72% identified the subject of the material as 'keeping warm'. 4% of all respondents 
claimed they had taken some form of action as a result of receiving this information. 

Of those who did not recall receiving additional information, 37% recognised the leaflet when it 
was shown to them. 

Conclusions 
Postmasters/mistresses are regarded, particularly by the elderly, as a source of accurate and 
reliable information and advice.  Several of the respondents stated that the 
postmasters/mistresses had helped sort out problems for them in the past. This suggests that it 
may be cost-effective to concentrate on providing training/information to these people to ensure 
that they have accurate and up to date information. 

Displays in post offices can be confusing. Comments included that there was often too much 
information in such displays.  Consideration should therefore be given to the provision of 
assistance/training with the display, updating, and selection of material in public places (this also 
applies to other public buildings, such as hospitals, surgeries and libraries). 

Most respondents suggested that personalised information reached people more effectively. 
Beat the Cold has used this fact by localising leaflets to target particular areas. Even more of a 
local focus, or even on a householder level, may prove to be effective. 

Despite the respondents' general preference for receiving written information either in the home 
or from the post office, few had read or could remember the leaflet. This suggested that there 
may be a problem with the leaflet design. Some comments included the fact that it was too 
wordy and that the artwork was confusing. Beat the Cold have since redesigned the leaflets 
bearing these comments in mind. 

Finance 
The original funding was £1 5,000 from the health authority (under Development funding (Joint 
Finance)) and £13,000 from NEA. 

British Gas sponsored the publication of leaflets in 1996/7 and Midlands Electricity did so in 
1997/8 and 1998/9. 

During the winter of 1998/9 a further £11,240 was received from Midlands Electricity (under the 
Standards of Performance programme) to provide Home Energy Checks. 

Joint Finance (Winter Pressures) offered up to £15,640 to fund the Winter Co-ordination/Hotline 
project. 

Partners 
A wide range of organisations are represented on the committee, including the Beat the Cold co-
ordinator, Work Experience Centre, NEA Birmingham, British Gas, North Staffordshire Health 
Authority, Midland Electricity, Action Line at Radio Stoke, voluntary agencies, Care and Repair, 
Staffordshire Moorlands District Council, Benefits Agency, Newcastle Borough Council, Stoke-on-
Trent Social Services, Voluntary Action Stoke-on-Trent, Combined Healthcare NHS Trust, Beth 
Johnson Staying Put and Stoke City Council. Many of these partners take an active role in 
scheme implementation with a smaller number involved in the design of the programme — the 
evaluation matrix shows this. 

Dissemination/Replicability 
No efforts to disseminate the experiences of Beat the Cold have yet been made. However, the 
agency took a policy decision to respond positively to requests for information. The evaluation 
matrix shows that only monitoring of numbers of people trained and leaflets given out have been 
recorded. 
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The leaflets and other information produced by Beat the Cold have already been used by other 
authorities. 

In recent funding bids (for example, a lottery bid), some time and funding has been set aside for 
evaluation. 

Barriers 
One comment made was that there are many small schemes that are overlapping and either 
giving out the same information or conflicting information. Some co-ordination of these activities 
would be helpful. 

There was some feeling that there was hostility and suspicion about why this type of work was 
being promoted - 'people don't believe they will get something for nothing'. Some marketing 
methods were seen as ploys that don't work in low income areas. The EST Marks & Spencer 
voucher scheme was mentioned as an example. 

It was also stated that existing methods for measuring and evaluating health gain did not 
facilitate the recording and analysis to exact health outcomes for this type of work. 

Lessons Learned 
Nationally the project is recognised as a model of good practice, from which other projects and 
agencies around the country are seeking to learn. Examples of those who have sought advice 
are Age Concern Leicestershire; BEST Energy, Ayrshire; and Stroud District Council. The broad 
and extending partnership which has developed is seen as a particular innovation not yet 
achieved in many other areas. The bringing together of energy conservation issues, health and 
poverty is an important and unusual feature of the project. 

The health authority is this case was very clear that they would like to have seen exact health 
outcomes from the work that Beat the Cold are doing. Although they were convinced of the 
benefits, they needed some quantification of these. As with many of the other schemes 
discussed, those involved in implementing the scheme are less concerned with these aims, 
having a strong belief that the work is obviously having a positive effect. However, the need for 
evaluation is now recognised and is likely to be a feature of future activities. 

Future Plans 
Several further bids have now been made for funding. New developments will include working 
with schools and working closely with the Primary Care Group instead of the health authority. 

References 
Cynthia Bailey, 1997, Newcastle-under-Lyme, Rural Post Office Project: An investigation into the 
distribution and effectiveness of a health information leaflet in a rural area. 

Further Information 
Martin Chadwick, Beat the Cold Co-ordinator, The Dudson Centre, Hope Street, Hanley, Stoke-
on-Trent ST1 5DD, Tel: 01782 683013, Fax: 01782 683199, beatcold@fenetre.co.uk 
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Beat the Cold - Evaluation Matrix 
IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED 

TRAINING  &/or  GP REFERRAL &/or MEASURES 
Good 
identification  of 
local  incidences 
of links between 
fuel  poverty  and 
ill  health  and/or 
good 
understanding  of 
the problem  and 
awareness  of 
other schemes 

0 

Wide range of  partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

0 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training.0 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 
Simple  system  for 
arranging  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  householders,  GPs, 
health  visitors)  plus 
monitoring  of  the  impact 
of  advice/measures  on 
affordable warmth but not 
on health. 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority networks. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

Identification  of 
lessons  learned 
and  plans  to 
amend scheme in 
place 

Susceptible areas 
identified  and  or 
some  awareness 
of other schemes 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  scheme 
implementation. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

Some  attempt  to  seek 
quantified  results. 
Feedback  requested  from 
all those targeted  by the 
scheme  and  some 
monitoring  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health.. 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

Identification  of 
lessons  learned 
with  plans  to 
amend aheme in 
future 

Some 
identification  of 
susceptible areas, 
and/or  some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up  with  discounts  or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders. 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedback from those 
targeted  and  limited 
monitoring  of  the  impact 
of advice and measures - 
resulting  in  anecdotal 
evidence. 

Plans for scheme to 
be  disseminated 
widely  at  some 
point in the future. 

Finite  funding 
secured  from  2  or 
more  partners. 
Includes Ounding of 
measures. 
Attempts to secure 
ongoing funding. 

Identification  of 
lessons  learned 
but no changes to 
scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  e  health 
professionals  trained/ 
measures installed. 

Very  0  limited 
dissemination/ 
planned 
dissemination  of 
results. 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some  awareness 
of lessons learned 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
-  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No dissemination of 
the  scheme  carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts  to  secure 
ongoing funding. 

None identified. 

(N/A) 
 

(N/A) 
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E7 - 'SNUG' AND 'HEALTHY HOMES' 

Summary 
Name of scheme:  'Snug', 'Healthy Homes' 
Key partners:  Birmingham City Council Urban Renewal Division, Family Health Service, 

Birmingham Health Authority, GPs, Home Improvement Agencies 
Timeframe:  1995 -1999 
Funding:  £150,000 from health authority for each scheme 
Core activities:  GP referral system for grants of up to £1,500 (snug) or £2,500 (healthy 

homes) 

Study Method 
An interview was conducted with the project manager of the SNUG scheme. Copies of renewal 
committee meeting notes were obtained along with other literature from the schemes. A 
workshop was carried out in Birmingham, the results of which are reported under Part B of this 
report. 

Introduction 
'SNUG' and 'Healthy Homes' are two separate grants programmes, both using a GP referral 
system. SNUG started in 1995 as a result of winning funding from the health authority. Healthy 
Homes was awarded funded in the following year and was based on the successful SNUG 
scheme. In this case study both schemes are referred to jointly unless they are specifically 
identified. 

Project Aims 
Both projects share four common objectives. These are: 
1. Improvement of the homes of frail elderly people at risk of hospitalisation. 
2. Improvement of links between the local authority and GPs. 
3. Support of Home Improvement Agencies (HIAs) who are providing technical input. 
4. By involving the HIAs, patients get welfare rights advice to ensure benefit take up is 

maximised. 

Targeting 
Access to the grants is by the patient's GP or health visitor and the marketing of both schemes 
has involved promoting the grants to GPs as a form of technical prescribing. Methods of 
promotion have included posters, radio features, articles in the medical press, lunchtime briefing 
sessions, personal visits and phone calls. Briefing sessions have also been linked to the GP 
continued professional development programme run through the City Hospital postgraduate 
school and Community Trust staff. 

What the Scheme Entails 
The SNUG programme for the elderly started as a result of a growing waiting list for 'minor 
works grants' (now 'home repair assistance grants') for home improvements. Some research 
was commissioned by the local authority under the Healthy Birmingham Programme in which the 
elderly were identified as most at risk and the least likely to complain about housing conditions or 
apply for grants. 

The grants were designed to reach those people who are eligible for a minor works assistance 
grant, but who are unlikely to initiate one for themselves. The SNUG process permitted those at 
greatest health risk to be identified and allOwed them to be nominated for a grant by a GP or 
medical worker who has identified problems in the home which put the patient at greater risk. 

A person-specification was written for GPs to help identify those eligible for the scheme. This 
stated that the grants were not just about wellbeing, but whether the work could be prescribed 
as an alternative to medicine or treatment. An estimated 3 days in hospital needs to be avoided 
per patient in order to make the home improvements cost-effective. 
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Grants of up to £1,500 (value of work) were available for SNUG and up to £2,500 (inclusive of 
fees and VAT) for Healthy Homes. Both schemes are now coming to an end with the last few 
installations currently taking place. 

The technical support is provided by Care & Repair Agencies. This enables the cases workers to 
review the patient's benefit status and help people make claims where they are currently under-
claiming. The charging of fees by the Agencies assists them to continue and expand their 
services. In addition, the Care & Repair Agencies provide energy efficiency advice to the 
householders. 

The availability of the grants through SNUG and Healthy Homes has enabled the minor works 
grant budget to tackle the need of more elderly people whose needs may be based on wellbeing 
rather than specific health risks. 

Monitoring & Evaluation 
The health outcomes of the works carried out under the SNUG scheme are in the process of 
being measured. The importance of such figures is understood by the programme manager. A 
letter has been written to GPs who made referrals and the more active ones have also been 
asked to sign a petition to get renewed funding from the health authority. About 10% of GPs 
have responded to the request for information about health improvements and the remainder will 
be followed up in due course. (Ladywood Primary Care Group has just agreed to take on this 
role and will start following the enquiries up shortly). Although actual figures on cost-
effectiveness may not result from such a survey, comments from GPs are also valuable. 

The evaluation matrix shows that the monitoring attempts have included quantitative results as 
well as anecdotal evidence. 

The patients sign an agreement when the grant is given that permits enquiries to be made about 
any improvement to the health status 6-9 months after the grant is paid. 

Finance 
In 1993 Birmingham Family Health Service Authority (FHSA) launched the Constituency Action 
Team (CAT) Programme.  This was designed to steer the health providers towards the 
development of new Primary Care proposals for the City using 'bottom up' consultation. The 12 
CATs each comprised two Council Managers with community development experience, a GP 
representative, health authority representatives, Mental Health Trust, Community Health Council, 
Family Health Service Authority and the Community Care Trust. 

£20 million was made available by the regional health authority to assist in the development of 
Primary Care services which might reduce the cost burden of secondary care and bids were 
invited for projects which were likely to facilitate this movement from secondary to primary 
agencies. 

Both SNUG and the Healthy Homes won funding by the Ladywood and Hodge Hill CATs making 
bids for this money. Both projects received £150,000 from the health authority and the Healthy 
Homes scheme also received a further £37,150 from the Regional Health Authority Primary Care 
Investment Programme. This extra money was to cover development and administration costs 
(the fact that their bid came after some success had already been seen in the SNUG scheme 
meant that they could bid for a little extra money to cover these expenses). 

Partners 
The main partners were the Urban Renewal Division of Birmingham City Council, the health 
authority (through the CAT teams) and the Family Health Service Authority who helped set the 
scheme up and also funded some free meals at GP training events. 
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Dissemination/Replicability 
No formal dissemination has yet taken place, but interest has been shown in the projects from 
many other parts of the country. SNUG has been the subject of a radio broadcast, reports in the 
medical press and information has been requested from Nottingham, London, Chester, St Helens, 
Swindon, Norfolk and North Wales. In addition, the project manager has spoken at several 
conferences, including the Energy Action Scotland annual conference. 

Barriers 
The SNUG scheme got off to a slow start as approval of the bid took almost a year. The initial 
bid was made at the end of 1993 and approval was given at the end of 1994. The scheme 
started in 1995 but the slow initiation of GPs meant that grants were not given out for some 
time after that. 

There were some legal concerns about giving money away to private individuals. After taking 
legal advice on this, the National Health Act was used to give out grants (this allows grants to be 
given to anyone to carry out work to benefit health). The Local Authority Goods and Services 
Act gave the Council the right to administer the scheme. 

The project manager had to make sure that the money wasn't absorbed into general grant 
projects so he kept separate financial reports and had to set up new system to administer these 
schemes. 

Gaining the interest of GPs has been difficult. In Hodge Hill this was more of a problem than in 
Ladywood. The most likely reason suggested for this is that in Hodge Hill there are more single-
handed practitioners with less time to absorb new ideas. 

This barrier was overcome in Hodge Hill to some extent by identifying cases and then asking for 
GP approval. 

Unusually in this scheme, a poor response was received from the health visitors. The most likely 
reason for this is that efforts were concentrated on the GPs and only limited attempts were made 
to get health visitors involved. 

Lessons Learned 
The take up of grants was slow at first and GPs proved difficult to get involved. However, the 
rate of referrals picked up and 120 referrals have now been made under the SNUG scheme. The 
Healthy Homes scheme proved more difficult to promote with the GPs and the geographical area 
considered under the scheme was widened. In addition, some cases in the Healthy Homes 
scheme have been identified from the minor works assistance backlog and sent to GPs for 
endorsement. 

Most GPs in the Ladywood area responded, with 45 GPs having made a total of 120 referrals 
under the SNUG scheme. Some further recommendations were made which were passed on to 
other grants programmes (particularly disability grants). 

The recipients of the measures have been very pleased with the results, and the programme 
manager reported a record number of thank you letters. All correspondence was copied to the 
GPs who had referred the patient, in order to remind them about the programme and to reinforce 
the message. 

One of the primary aims of the programme was to improve linkages with GPs. This was 
achieved and the improved relationship has been used for other purposes — for example, one GP 
is now working with the Housing Department in a project designed to test the efficacy of air 
filters in reducing the levels of air borne allergens which trigger asthma attacks. GPs seem keen 
to continue to be involved in schemes like SNUG and Healthy Homes if more money was 
available to continue these programmes. 
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Future Plans 
Further funding has been sought from the health authority, but this was rejected on the grounds 
that the impact of the project needed evaluation and that no commitment had been given to 
continuation of the funding when the projects were initially approved. 

The local authority is currently in the process of talking to social services about a new bid 
because they can see the benefits of such a programme. 

Further Information 
Hywel Williams, Housing Strategy and Standards Division, Housing Department, Birmingham City 
Council, 49 Villa Road, Handsworth, Birmingham, B19 1BH, Tel: 0121 303 6481, Fax: 0121 
303 6462. 
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SNUG -  Evaluation Matrix 

IDENTIFICATION OF 
PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATI 
ON 

FUNDING LESSONS 
LEARNED 

TRAINING  &/or  GP REFERRAL &/or MEASURES 
Good  identification 
of  local  incidences 
of  links  between 
fuel poverty and  ill 
health  axf/or good 
understating  of 
the  problem  and 
awareness of other 
schemes 

Wide range of partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

Comprehensive 
energy  efficiency 
advice  training 
provided  to  health 
professionals,  with 
provision for follow- 
up  sessions. 
Supported  by  a 
good  range  of 
advice  material  (for 
health  professionals 
and  their  clients). 
Good  take  up  of 
training.   

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted  to  GPs 
(e.g.  wit  letters 
and  presaltations). 
Supported by range 
of  advice  material 
for  GPs'  patients. 
Good  rate  of 
referrals from GPs. 

Good  system  for 
identifying  most 
appropriate measures for 
each  household, 
appropriate to the aims. 
Simple  system  for 
arranging  installation, 
using  approved 
contractors with advice 
provided to householder 
to  ensure  efficient 
operation. 

Full  monitoring  in 
place;  seeking 
quantitative  results. 
Feedback  requested 
from all those targeted 
by  the  scheme  (e.g. 
householders,  GPs, 
health  visitors)  plus 
monitoring  of  the 
impact  of 
advice/measures  on 
affordable warmth but 
not on health. 

Results of the 
scheme 
disseminated 
widely  both 
through 
health 
authority  and 
local 
authority 
networks. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

Identification 
of  lessons 
learned  and 
plans  to 
amence 
scheme  in 
place 

Susceptible  areas 
identified  and  or 
some awareness of 
other schemes 

Two or more partners 
involved  in  design  of 
scheme  with  several 
other  parturs  involved 
in  scheme 
implementation. 

Good  training 
provided  and  good 
materials  produced, 
but no provision for 
follow  up  sessions 
or  no  link-up  with 
discounts or grants. 
Good  take  up  of 
training. 

Referral  system 
promoted to GPs in 
some  way. 
Supported by advice 
materials.  Good 
rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably  simple 
system  of  installation. 
Advice  offered  to 
householders. 

Some attempt to seek 
quantified  results. 
Feedback  requested 
from all those targeted 
by  the  stifeme  and 
some  monitoring  of 
the  effectiveness  of 
advice and  measures 
on affordable warmth 
and health. 

Results of the 
scheme 
disseminated 
through 
health 
authority  or 
local 
authority 
networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

Identification 
of  lessons 
learned  with 
plans  to 
amend 
scheme  in 
future 

Some  identification 
of susceptible areas, 
and/or  some 
awareness of other 
schemes 

Only  two  partners 
involved  in design  and 
implementation  of 
scheme. 

Good  training 
provided and  good 
materials  produced, 
but no provision for 
follow  up  sessions 
and no link up with 
discounts or grants. 
Reasonable take up 
of training. 

Referral system with 
some 
promotion/supportin 
g  materials. 
Reasonable  rate  of 
referrals. 

Some attempt to identify 
appropriate  measures. 
Rather  complicated 
system  of  installation. 
Some advice offered to 
householders. 

Monitoring  aiming  at 
qualitative  results 
only.  Some feedback 
from  those  targeted 
and limited monitoring 
of  the  impact  of 
advice and  measures 
-  resulting  in 
anecdotal evidence. 

Plans  for 
scheme to be 
disseminated 
widely  at 
some Loint in 
the f uiiire. 

Finite  funding 
secured from  2 or 
more  partners. 
Includes funding  of 
measures 
Attempts to secure 
ongoing funding. 

Identification 
of  lessons 
learned  but 
no  changes 
to scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very  limited 
awareness of other 
schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited,  training 
provided  with 
limited  support 
materials.  Poor take 
up of training. 

Referral system with 
minimal  promotion 
supporting 
materials.  Poor rate 
of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal advice provision 
to householders. 

Monitoring only of the 
number  of  patients 
referred/  health 
professionals  trained/ 
measures installed. 

Very  limited 
dissemination 
/  planned 
dissemination 
of results. 

Finite  funding  from 
1  partner  only. 
Attempts to secure 
ongoing funding. 

Some 
awareness of 
lessons 
learned 

No  identification  of 
susceptible  areas. 
No  awareness  of 
other schemes. 

No partners in evidence 
-  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited training, not 
supported  by  any 
materials  and  no 
provision for follow 
up sessions.  Very 
poor  take  up  of 
training. 

Referral system with 
minimal  promotion 
and  no  supporting 
materials. 
Negligible  numbers 
of referrals. 

No means of identifying 
appropriate  measures. 
Complicated system of 
installation.  No  advice 
provision  to 
householders. 

No monitoring system 
in place. 

No 
dissemination 
of  the 
scheme 
carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts to  secure 
ongoing funding. 

None 
identified. 

(N/A) 
 

(N/A) 
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8 - ENERGY, HOUSING AND HEALTH 

Summary 
Name of scheme:  Energy, Housing and Health 
Key partners:  Nottingham Health Action Group, NEA Nottingham, Nottingham City 

Council, Bartlett School, First Report. 
Timeframe:  1997 - present 
Funding:  Health Action Group (Health initiatives budget), EAGA CT, Nottingham 

City Council, Energy Design Advice Scheme (EDAS). 
Core activities:  Installation of insulation and ventilation measures in homes of those 

suffering from asthma 

Study Method 
A meeting organised by the Health Action Group was attended — this was an open conference 
that covered issues of health and housing. Subsequently, interviews were held with the project 
co-ordinator at NEA Nottingham and the co-ordinator of the Health Action Group. 

Introduction 
This project has targeted Nottingham City Council tenants on low incomes who are suffering 
from severe asthma. The project worked with identified households to implement a combination 
of energy efficiency improvements and ventilation units (ranging from whole house to individual 
units). The households also received high quality energy and anti-condensation advice and 
support, and other measures to initially reduce levels of house dust mites. The project has also 
trained health and housing professionals in energy awareness including anti-condensation advice 
provision. 

Project Aims 
The aim of this project is to improve a number of houses where the inhabitants are suffering 
from severe asthma and to measure the changes in health that occur as a result of this 
intervention. 

Further aims are to: 
a) produce a good practice guide; 
b) produce sets of leaflets for housing, energy and health professionals; 
c) generate interest in this type of work; 
d) lead on to further research; 
e) collect data; and 
f) generate further capital. 

Targeting 
Nottingham City Council install central heating into homes where the inhabitants are suffering 
from asthma. They agreed to give the details of these houses to the project co-ordinators who 
contacted a number of these to ask if they would like to be involved in this study and to receive 
a number of insulation and ventilation measures free of charge. Suitable participants were 
identified by eliminating those with pets or who smoked (so as not to confuse the results of the 
monitoring). A total of 7 houses were identified. 

What the Scheme Entails 
The initial funding for this work came from Nottingham Health Action Group. The existence of 
this group and the funding available from it was key in getting this project off the ground. 

Nottingham Health Action Group (NHAG) 
NHAG is a multi-sector group that works strategically to promote the health of the people of 
Nottingham health district, tackle health inequalities and identify and address the environmental 
causes of ill health. Nottingham Health District covers Broxtowe, Nottingham City, Rushcliffe, 
Gedling and Hucknall. 
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NHAG has brought together a Local Agenda 21 health strategy — 'Health in Your Environment', 
local health priorities and Health of the Nation targets. It has identified action needed to address 
these issues and, through its networks and project funding, has already made significant 
improvements. The Health Action Group includes members from Nottingham Health Authority, 
the Voluntary Sector, Broxtowe, Rushcliffe, Gedling and Ashfield District Councils, Nottingham 
City Council and Nottinghamshire County Council. 

Tasks identified for NHAG: 
1. to be the lead forum for the implementation and monitoring of 'Our Healthier Nation' through 

proposing locally meaningful targets which reduce inequalities in health, for incorporation into 
the Health Improvement Programme (HImP) and the accompanying actions. 

2. To support the delivery of the HAZ focusing initially on families living together in the most 
disadvantaged communities in the district. 

3. To consider and respond to issues raised by the Health in Your Environment Voluntary Sector 
Forum. 

4. To facilitate the allocation and monitoring of the Health Initiatives Budget. 
5. To keep abreast of the wide range of initiatives locally e.g. Healthy Living Centres. 
6. To co-ordinate the 'Health in Your Environment' strategy and continue links with Local 

Agenda 21. 

In order to fund projects to meet these aims, a budget has been identified — the health initiatives 
budget. This is available for projects which comply with the general aims of the group. NEA 
Nottingham applied for funding in the 1996-7 round of the budget and were awarded a sum of 
£8,500 to undertake installation of insulation and ventilation measures in houses that were 
receiving central heating from the city local authority. 

Eligible tenants were identified by the city local authority (see 'targeting' below). These houses 
were then fitted with a variety of insulation measures (dependent on the property) and also 
ventilation measures. Householders were also given advice on how to use the new central 
heating, energy efficiency and anti-condensation advice and also advice on how to keep dust 
mite populations down. 

Several different ventilation strategies were included in order to see if there was a difference 
between their effectiveness and also according to suitability for each property. 

The choice of ventilation strategies were as follows: 
1. extractor fans 
2. extractor fans in bathroom and kitchen. Heat recovery individual bedroom unit. 
3. '/2 house heat recovery systems (actually became % house systems) 

Monitoring & Evaluation 
Monitoring of the results is a central part of this study. Funding was gained specifically for this 
purpose from EAGA Charitable Trust and also funding of staff time was available through EDAS 
(Energy Design Advice Service). 

The houses were monitored using the SF36 health questionnaire and a number of measurements 
were taken including: humidity and temperature logging, levels of house dust mites, energy and 
condensation audits, drug use (reliever), and peak flow rates of the inhabitants with asthma. 
Lifestyle diaries were also completed. 

Measures were subsequently installed and further measurements were taken exactly one year 
later. 

The second set of monitoring was done in early 1999, but results are yet to be analysed. Some 
initial anecdotal findings from house visits were that there appeared to be less mould on walls 
and that families were generally very pleased with the results. 
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Full results from the monitoring were expected in June 1999. 

Finance 
NEA Nottingham bid into the Health initiatives budget of the Health Action Group and won 
£8,500. First Report and the Bartlett School brought in further funding for the measurement of 
the health outcomes — partly from EAGA CT and partly funded by EDAS. Nottingham City 
Council funded the central heating units. 

Partners 
The Health Action Group includes members from Nottingham Health Authority, the Voluntary 
Sector, Broxtowe, Rushcliffe, Gedling and Ashfield District Councils, Nottingham City Council 
and Nottinghamshire County Council. NEA Nottingham, First Report and the Bartlett School are 
working in conjunction with NHAG on this project. 

Although a wide range of partners are involved in the Health Action Group and thus in the 
scheme, fewer partners are directly involved in the scheme design or implementation, the 
evaluation matrix reflects this. 

Dissemination/Replicability 
One of the aims of the project is to disseminate the health outcomes and the practical lessons 
learnt from commissioning improvements of this type, including standards of installation and 
energy advice issues.  Although the study involves a small sample, indicative results and 
anecdotal evidence will be available. It is envisaged that a best practice leaflet will be produced 
that will give guidance on the types of measures likely to improve health for those suffering from 
asthma. 

The evaluation matrix for this area shows that dissemination activities are planned for the future 
and thus the score given is low. It is envisaged that in this case this will increase to the 
maximum as plans are for wide dissemination. 

Barriers 
Lack of communication was a barrier to start with. The first set of houses identified for inclusion 
in the study had measures installed by the City Council before the necessary measurements 
could be taken. This communication problem was sorted out in time for the second set of 
houses that were identified. 

Lessons Learned 
The model of cross-sectoral working in the Nottingham Health Action Group is exemplary. Its 
members are the 6 local authorities in the area, Primary Care, the health authority, the voluntary 
sector and NHS Trusts. The group has been active for 3 years and meets every two months. Its 
primary aim is to implement and monitor 'Our Healthier Nation'; and more recently, to support 
the delivery of the Health Action Zone. 

This is one of the first schemes to measure, in detail, the health effects of improving households. 
Although only a small sample is involved (7 houses) the data that comes out of the 
measurements will be of great use for illustrating the effects of such schemes. 

Future Plans 
With health authority commitment to the linkage between health and housing, the funding 
available under the new Health Action Zone is likely to be used in part to fund similar schemes. 
Budgets are yet to be decided. 

Further Information 
Rob Howard (project co-ordinator), NEA Nottingham, The Meadows One Stop Shop, 5-7 
Bridgeway Centre, The Meadows, Nottingham, NG2 2JD, Tel: 0115 9150090, Fax: 0115 
9150076 
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Helen Thompson (co-ordinator NHAG) Nottingham Health Authority, Standard Court, Park Row, 
Nottingham, NG1 6GN, Tel: 0115 9123344, Fax: 0115 9123351 

Tadj Oreszczyn (monitoring results), Bartlett School of Graduate Studies, University College, 
London, 1-19 Torrington Place, Gower Street, London, WC1E 6BT 

Roger Critchley (technical advice), First Report, 65 North Road, West Bridgford, Nottingham, 
NG2 7NG, Tel: 0115 945 5988. 
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Energy Housing and Health - Evaluation Matrix 
IDENTIFICATI 
ON  OF 
PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATIO 
N 

FUNDING LESSONS 
LEARNED 

TRAINING  &/or  GP REFERRAL &/or MEASURES 
Good 
identification  of 
local  incidences 
of  links 
between  fuel 
povIlty  and  ill 
health  and/or 
good 
understanding 
of  the  problem 
and  awareness 
of  other 
schemes 

Wide range of  partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training. 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate measures for 
each  household, 
appropriate to the aims. 
Simple  sysRm  for 
arranging  rstallation, 
using  approved 
contractors with advice 
provided to householder 
to  ensure  efficient 
operation. 

Full  monitoring  in  place, 
seeking  quantitative  results. 
Feedback requested from all 
those  targeted  by  the 
scheme  (e.g.  householders, 
GPs,  health  vikitors)  plus 
monitoring of 016 impact of 
advice/measures  on 
affordable  warmth  and  on 
health. 

Results  of  the 
scheme 
disseminated 
widely  both 
through  health 
authority  and 
local  authority 
networks. 

Ongoing  funding 
secured.  Includes 
provision  for 
funding measures. 

Identification  of 
lessons learned and 
plans  to  amend 
scheme in place 

Susceptible 
areas  identified 
and  or  some 
awareness  of 
other schemes 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  pavers  involved 
in  scheme 
implementation.  

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

Referral  system 
promoted  to  GPs  in 
some way.  Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably  simple 
system  of  installation. 
Advice  offered  to 
householders. 

Some  attempt  to  seek 
quantified results.  Feedback 
requested  from  all  those 
targeted by the scheme and 
some  monitoring  of  the 
effectiveness of advice and 
measures  on  affordable 
warmth and health. 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority 
networks. 

Ongoing  funding 
secured.  Does 
not  include 
provision  for 
measures. 

Identification  of 
lessons learned with 
plans  to  amend 
scheme in future 

Some 
identification  of 
susceptible 
areas,  and/or 
some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up with  discounts or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather  complicated 
system  of  installation. 
Some advice offered to 
householders. 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedback from those 
targeted  and  limited 
monitoring of the impact of 
advice  and  measures  — 
resulting  in  anecdotal 
evidence. 

Plans for scheme 
to  be 
disseminated 
widely  at  some 
point  in  the 
future.  e 

Finite  funding 
secured from 2 or 
more  partners. 
Includes  tugging 
of  meases. 
Attempts  to 
secure  ongoing 
funding. 

Identification  of 
lessons learned  but 
no  changes  to 
scheme 

Very  limited 
identification  of 
susceptible 
areas  and/or 
very  limited 
awareness  of 
other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal advice provision 
to householders. 

Monitoring  only  of  the 
number of patients referred/ 
health  professionals  trained/ 
measures installed. 

Very  limited 
dissemination/ 
planned 
dissemination  of 
results. 

Finite  funding 
from  1  partner 
only.  Attempts to 
secure  ongoing 
funding. 

Some awareness of 
lessons learned 

No 
identification  of 
susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
—  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No means of identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision  to 
householders. 

No  monitoring  system  in 
place. 

No  dissemination 
of  the  scheme 
carried 
out/planned 

Finite  funding 
from  1  partner 
only.  No 
attempts  to 
secure  ongoing 
funding. 

None identified. 

(N/A) 
 

(N/A) 
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E9 - HOUSING AND ASTHMATIC CHILDREN PROJECT 

Summary 
Name of scheme:  Housing and asthmatic children project 
Key partners:  Cornwall and Isles of Scilly Health Authority, GPs, schools, district local 

authorities, EEAC 
Timeframe:  1995-1996 
Funding:  A one-off grant of £300,000 from the health authority 
Core activities:  Improvement of households in which children are suffering from asthma 

Study Method 
An interview with five of the key players and a workshop were held under Part B of this project. 
Information was gained from participants at the workshop and from the written reports on the 
scheme. 

Introduction 
In 1995, the Cornwall and Isles of Scilly Health Authority made a grant of £300,000 available to 
district local authorities in their area so that they could install central heating and insulation 
measures in selected homes where children were suffering from asthma. 

The project started as a health authority initiative when a budget surplus was identified as a 
result of reorganisation within the regional health authority. The health authority was convinced 
that the poor health of the children selected was directly connected to the cold, damp homes 
they lived in and wished to improve the homes to improve the health of these children. 

Project aims 
To upgrade existing local authority rental property for those households with children suffering 
from asthma and to measure the benefits of this intervention. 

Targeting 
Children with asthma living in damp local authority housing were identified through hospital 
specialists and paediatricians, information on file within the housing department, community 
nurses with a special interest in asthma and health visitors. 

What the Scheme Entails 
Each of the six district local authorities in Cornwall was allocated £50,000 to improve heating 
and insulation of local authority houses where tenants had children with moderate to severe 
asthma. 

101 households were improved under the scheme. Before the improvements began half the 
properties were heated by means of a single open fire. 243 children lived in these properties and 
a total of 108 had developed asthmatic symptoms. Many of these asthmatic children were 
found to have dampness or mould in their bedrooms. 

Housing officers surveyed the properties, gave the house an energy rating and identified the 
interventions necessary to provide a warm and dry house. All houses had central heating 
installed (mainly gas) and insulation was undertaken where appropriate. 

Monitoring & Evaluation 
The decision to award funds to the councils was taken by the Health Authority board. It was 
not through appropriate to give resources to some districts but not others, or to improve some 
children's homes and not others for the purpose of a more rigorous evaluation. However, 'before 
and after' monitoring did take place and housing officers completed a questionnaire with the 
family before the house was improved. Details were noted of the asthma symptoms, days 
missed from school and visits to GPs and hospital. A description of the house conditions was 
also recorded. Following the intervention, the survey was repeated. 
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A follow up study was then conducted with funding from EAGA Charitable Trust to study in 
detail the medical records of the children. 

Finance 
The Cornwall and Isles of Scilly work was funded by a one-off grant of £300,000 from the 
health authority as a result of a budget surplus after internal re-organisation. A study of the 
medical records of the children and a health economic evaluation was funded by Eaga Charitable 
Trust. 

Although this scheme scores well on the evaluation matrix in most other respects, the fact that 
this was a finitely funded project gives it a poor score for this section. 

Partners 
Cornwall and Isles of Scilly Health Authority and the District Councils were responsible for 
implementing the scheme. Referrals were made by GPs and other health workers and those 
involved in monitoring included GPs and schools. 

Dissemination/Replicability 
This was one of the first health authorities to invest in this type of preventative health measure, 
thus great interest has been caused by the project. Interim results from this scheme have been 
used by many other local authorities trying to persuade their health authority that this is a good 
use of money. A final report on the results of the scheme will be published this year. 

Barriers 
It was difficult to obtain written consent from parents at the end of the project to examine 
medical records. It would have been useful to obtain this consent at the beginning. The health 
authority said that they would not like to make it a condition of receiving the grant, whereas the 
local authority said that they would not have a problem doing this. A partnership formed early 
on could have resolved this by handing over the administration of the evaluation to the local 
authority. 

Lessons Learned 
The results of the Cornwall and Isles of Scilly scheme have now been analysed. The interim 
report shows that 101 homes were improved, which housed a total of 108 children suffering 
from asthma. Follow up results were available for 71 children. These showed that before the 
intervention 93% of children were sleeping in an unheated bedroom and 50% in a damp or 
mouldy bedroom. This dropped to 0% and 7% respectively after intervention. 

NHER energy ratings rose from an average of 3.6 to 6.9. 

There was a significant improvement in the respiratory symptoms of the children with asthma 
and a significant reduction in the loss of days from school due to asthma. 

A detailed study on the effects of the improvements had not been planned when the funds were 
allocated, but the health authority quickly saw the need for concrete figures and funded the 
evaluation out of their own time. However, the methods of recording before and after situations 
were not in place from the beginning and getting data from schools, for example, proved to be 
difficult as they had not recorded reasons for absence. 

Devon Health Authority have started a new scheme based on this one. One of the primary aims 
of this new project is set up partnerships that did not exist in the original scheme and to monitor 
more closely the health effects of the improvements. The scheme started because when Dr. 
Somerville, who had been involved in the Cornwall scheme, moved to Torbay she was 
approached by health visitors who, when they carried out a survey on damp and mould in 
housing in a poor area of South Devon, found a strong correlation with householders with chest 
problems. Dr. Somerville compared the data with that from the Cornwall project and used this 
information to persuade the Chief Housing Officer to gain political support for targeting funding 
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in this sector and to evaluate the work. A multi-disciplinary group has been set up with NHS 
research and development funding for the evaluation (which this time includes a control group). 
Work is being carried out in three phases with follow-up each time. The project is called the 
Torbay Healthy Housing Project. 

Future Plans 
The evaluation of the work in Cornwall is now complete and a final report is due out shortly. 
Work in Devon is continuing. 

Further Information 
Dr. Ian Mackenzie, Consultant in Public Health Medicine, Cornwall Health Authority, John Keay 
House, St. Austell, Cornwall, PL25 4NQ, Tel: 01726 77777; Fax: 01726 71777. 
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Housing & Asthmatic Children - Evaluation Matrix 
IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINATION FUNDING LESSONS 
LEARNED 

TRAINING  &/or  GP REFERRAL &/or MEASURES 
Good 
identification  of 
local  incidences 
of  links between 
fuel  poverty  and 
ill  health  and/or 
good 
understanding  of 
the problem and 
awareness  of 
other schemes 

Wide range of  partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

Comprehensive energy 
efficiency  advice 
training  provided  to 
health  professionals, 
with  provision  for 
follow-up  sessions. 
Supported by a good 
range  of  advice 
material  (for  health 
professionals and their 
clients).  Good take up 
of training. 

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  letters  and 
presentations). 
Supported by range of 
advice  material  for 
GPs'  patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 
Simple  system  for 
arranging  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative 
results.  Feedback 
requested  from  all  those 
targeted  by  the  scheme 
(e.g.  housiolders,  GPs, 
health  visitors)  plus 
monitoring  of  the  impact 
of  advice/measures  on 
affordable warmth but not 
on health. 

Results  of  the 
scheme 
disseminated widely 
both through health 
authority  and  local 
authority mt w or k s. 

Ongoing  funding 
secured.  Includes 
provision for funding 
measures. 

Identification  of 
lessons  learned 
and  plans  to 
amend scheme in 
place 

Suscepcit le areas 
identified  and  or 
some  awareness 
of other schemes 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  0  scheme 
implementation. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions or no link-up 
with  discounts  or 
grants.  Good take up 
of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

Some  attempt  to  seek 
quantified  results. 
Feedback  requested  from 
all those  targeted  by the 
scheme  and  some 
monitoring  of  the 
effectiveness  of  advice 
and  measures  on 
affordable  warmth  and 
health.. 

Results  of  the 
scheme 
disseminated 
through  health 
authority  or  local 
authority networks. 

Ongoing  funding 
secured.  Does not 
include provision for 
measures. 

Identification  of 
lessons  learned 
with  plans  to 
amend scheme in 
future 

Some 
identification  of 
susceptible areas, 
and/or  some 
awareness  of 
other schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good training provided 
and  good  materials 
produced,  but  no 
provision for follow up 
sessions  and  no  link 
up  with discounts or 
grants.  Reasonable 
take up of training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders. 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedback from those 
targeted  and  limited 
monitoring  of  the  impact 
of advice and measures - 
resulting  in  anecdotal 
evidence. 

Plans for scheme to 
be  disseminated 
widely  at  some 
point in the future. 

Finite  funding 
secured from  2 or 
more  partners. 
Includes funding  of 
measures. 
Attempts to secure 
ongoing funding. 

Identification  of 
lessons  learned 
but no changes to 
scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very 
limited awareness 
of other schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited  training 
provided  with  limited 
support  materials. 
Poor  take  up  of 
training. 

Referral  system  with 
minimal  promotion 
supporting  materials. 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number  of  patients 
referred/  health 
professionals  trained/ 
measures installed. 

Very  limited 
dissemination/ 
planned 
dissemination  of 
results. 

Finite  funding  from 
1  partner  only. 
Attempteto secure  
ongoing funding. 

Some  awareness 
of lessons learned 

No  identification 
of  susceptible 
areas.  No 
awareness  of 
other schemes. 

No partners in evidence 
-  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision for follow up 
sessions.  Very  poor 
take up of training. 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No dissemination of 
the  scheme carried 
out/planned 

Finite  funding  from 
1  partner only.  No 
attempts  to  secure 
ongoing funding. 

None identified. 

(N/A) 
 

(N/A) 
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E10 - MEDICALLY SUPPORTED HEATING PROGRAMME FOR CITY LOCAL AUTHORITY 
TENANTS 

Summary 
Name of scheme:  Medically supported heating programme for city local authority tenants 
Key partners:  Environmental Health Department, GPs, health visitors, Housing 

Department, voluntary organisations, social services 
Timeframe:  1987 - present 
Funding:  Housing Department of Oxford City Council 
Core activities:  Installation of insulation, heating and ventilation measures 

Study Method 
An interview was held with the project co-ordinator (the Domestic Energy Advisor) in the 
Environmental Health Department. 

Introduction 
The scheme was first set up in 1987 as part of the Healthy Oxford 2000 Campaign. The City 
Council's health promotion unit decided it would focus on needs of elderly people during the 
winter months. 

The medically supported heating programme is a referral system which allows priority for those 
at risk of ill health to be prioritised for housing improvements. 

Prior to the scheme there was no policy within the housing department that enable 'needy' 
households to be prioritised. There was a set programme of repair and planned improvements 
which were usually undertaken en-bloc as opposed to individual need/requirements. 

In addition, advice to tenants has been given via a 'City winter line' and community events. 
Training has also been carried out for city councillors, tenants residents' associations, health 
professionals and other home visitors to encourage awareness around heating problems and 
signs of cold-related problems. 

Project Aims 
The aims of the programme are: 
1. To completely remove the risk of hypothermia related problems in the City. 
2. To ensure that all homes both Council and Private (especially those on low incomes) receive 

adequate/correct advice on heating related problems. 
3. To act as a 'clearing house' for other agencies who come in contact with the above 

mentioned problems 
4. To act as a general advice/training agency to benefit all households believed to be 

experiencing fuel poverty and/or ill health/disabilities with Oxford City. 

Targeting 
The environmental health department is charged with responsibility for assessing and prioritising 
applications, whereas the housing service is responsible for arranging the necessary works at the 
individual tenant's home. Applications are received from GPs, health visitors, hospitals and 
tenants themselves and are prioritised according to policy on the basis of the information and 
support available. A points system is used under which a tenant is classified as 'urgent priority' 
meaning that works will be undertaken within 6 months of referral, or 'non-urgent priority' 
meaning that works may take up to 12 months to be completed. 

A visit will then be made by the project manager to assess the specific needs of the tenants. 
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What the Scheme Entails 

Housing improvements 
The medically supported heating programme (MSHP) was introduced by the Committee initially 
as a 'stop-gap' provision to help process improvements for tenants where there was a priority 
need for home heating (this being purely within the City Council stock). The programme initially 
offered access to heating or heating improvements solely via medical need and, at a later stage 
this was expanded to include heating packages (so as to address fuel poverty and energy 
conservation issues). 

Linking up agencies 
It was noted early on in the scheme design that the problem of housing and health did not fit 
clearly into any one Department's responsibility so the project co-ordinator should be managed by 
a committee made up from groups involved in these issues and the post would be funded jointly 
by the local authority and the health authority. 

One of the criteria for measuring success of the scheme was to link-up all agencies involved, and 
have access to the technical and other resources available in the Council departments. 

Training 
Training has also been carried out for health professionals, all housing officers, other local 
authority staff and other home visitors to encourage awareness around heating problems and 
signs of cold-related problems. 

Advice 'City winter line' 
A 'City winter line' was set up to give energy advice and to make referrals to the scheme. This 
was operated by Age Concern in office hours. Initially an answerphone was used outside these 
hours, but when this was deemed unsatisfactory the calls were passed on to the duty team in 
the environmental health department. 

Further advice has been given in the community by attending events organised under the 'be 
wise in winter campaign' and at day care centres for example. 

Monitoring and Evaluation 

Nature of referrals 
In the majority of self-referred cases, the client has expressed concern over one or more of the 
following: 
a) their overall ability to keep themselves warm during winter. 
b) dampness and/or condensation is a major factor in their living conditions. 
c) inability to pay fuel bills or concern over the possibility of not being able to meet bills. 

In the referrals coming through from the Community Physician (via GPs), the following factors 
are present: 
a) a medical problem is clearly present and acknowledge by the clients GP. 
b) the medical condition is not so serious/server to allow the Community Physician to 

recommend help either under the Chronically Sick and Disabled Persons Act or by completion 
of an El (housing priority rating to give instant access to local authority property or a transfer 
to more suitable local authority property). 

c) the medical condition is such that although would not qualify for direct help, the Community 
Physician has asked that 'steps are undertaken to improve the energy efficiency of the 
household, so that a minimum temperature of 16°C is obtainable in all the rooms they 
normally occupy. 

Referrals are no longer done through the Community Physician, but are now directly referred 
from GPs, hospitals, health visitors and social workers. 
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Finance 
Initially funding was made available to employ a full time officer, jointly financed by the local 
authority and the health authority. This post had a small budget associated with it in order to be 
able to produce leaflets etc. Referrals were made to the Housing Department's programme of 
improvements. 

After some time a backlog of funds became available which allowed the Domestic Energy 
Advisor to put forward many more recommendations (in 1988-9 this allowed over 50 houses to 
receive additional heating on health grounds). 

Gradually the budget for this scheme has increased and the total budget provided by the Housing 
Department for the year 1999/2000 is over £900,000. This is estimated to be enough to 
improve 350 houses. This is in addition to funding for heating and insulation under other 
programmes, including those linking to HEES and those where retrospective insulation measures 
are offered to those who previously received heating improvements. 

Partners 
A wide range of partners have been involved in the heating/home safety forum. These have 
included (at various times): 

City Council: Environmental Health Department, Healthy Oxford 2000 project, Home Safety 
Officer, Director of Housing, Housing Welfare Services, Welfare Benefits Team, Housing 
Maintenance Officer, City Treasury, City Solicitor's office, Publicity Officer. 

Health Service: Dr. Muir Gray (Community Physician) (now replaced by Dr. Carol Robertson), 
Health Visitors, Community Nursing Officers, GPs, Hospital Casualty, Hospital Social Workers. 

Social Services: Social Workers, Home Helps, Meals on Wheels 

Charities and Voluntary Organisations: Oxfordshire Council for Voluntary Service, National 
Association for the Care and Resettlement of Offenders, Help the Aged, Age Concern, 
Oxfordshire Council for Community Relations, Claimants Union, Pensioner Action Groups, OAP 
clubs and day centres, Barton Project, Neighbourhood Advice Centres. 

Dissemination/Replicability 
Dissemination has been limited to within the Committee. Advice has been given to other local 
authorities who have contacted the Domestic Energy Advisor, but no reports are available. 

The evaluation matrix shows that this scheme scores well in all but this respect. However, plans 
are for the scheme to be more widely disseminated in the near future. 

The scheme is totally replicable, especially as in the early days little extra funding was required 
beyond the post of Domestic Energy Advisor. The scheme at that stage was purely a 
prioritisation of planned improvements. 

Barriers 
GPs were reluctant to get involved to start with because they said the local authority were 
always asking them to do things and they didn't have time for another scheme. However, 
persistence paid off and virtually all GPs are now involved in making referrals. 

At one point one or two GPs decided that they would like to charge a fee for making referrals. 
However, Dr. Muir Gray (the Community Physician at the time), who had been instrumental in 
getting the scheme going, persuaded them that this would be contradictory to their duties in 
preventing ill health. All GPs continue to offer this service for free. 

Lessons Learned 
In excess of 3,000 houses have now been improved since the scheme started in 1987. 
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Getting a well known/respected individual on board can encourage GPs to become involved. The 
fact that the Community Physician was heavily involved meant that GPs took more notice. 

One way of reaching GPs was to go to the surgeries and to make a short presentation in their 
regular practice meetings. GPs are generally difficult to persuade to go to meetings that are not 
essential, so this is one way of making sure that attendance is good. 

After more than 10 years, there is a good relationship between the project manager and the GPs, 
showing that long term projects have cumulative effects. One comment that has been made to 
the Domestic Energy Advisor by GPs is that the commitment by the local authority and the 
consistent delivery of promises was key to keeping them involved. 

In general the effort needed to keep the partnership alive between the various organisations is 
now very low as it has become well established over the years. 

By using comments from GPs and getting organisations such as the local radio on board the 
project manager has managed to secure funding from the Housing Department yearly. The 
scheme has been so popular that it would now be politically very difficult to cut. 

Future Plans 
The scheme is continuing and was given a budget automatically this year for the first time ever. 

Further Information 
John Green, Domestic Energy Advisor, Environmental Health, Oxford City Council, Thomas Hull 
House, 1 Bonn Square, Oxford, OX1 1QH, Tel: 01865 252566, Fax: 01865 252344. 
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Medically Supported Heating Programme - Evaluation Matrix 
IDENTIFICATION 
OF PROBLEM 

PARTNERSHIP 
APPROACH 

SCHEME DESIGN MONITORING DISSEMINA 
TION 

FUNDING LESSONS 
LEARNED 

TRAINING  &/or  GP REFERRAL &/or MEASURES 
Good  identification 
of  local  incidences 
of  links  between 
fuel  poverty  and  ill 
health  and/or  good 
understanding  of 
the  problem  and 
awareness of other 
schemes 

0 

Wide range of  partners 
involved  in  scheme 
design & implementation 
including  health 
authorities/NHS  Trusts, 
energy  conservation 
authorities,  housing 
associations,  installers, 
voluntary  sector 
organisations. 

0 

Comprehensive  energy 
efficiency advice training 
provided  to  health 
professionals,  with 
provision  for  follow-up 
sessions.  Supported by 
a good range of advice 
material  (for  health 
professionals  and  their 
clients).  Gpkod take up 
of training. ui  

Simple  GP  referral 
system  set  up, 
comprehensively 
promoted to GPs (e.g. 
with  IVers  and 
presentatns). 
Supported by range of 
advice  material  for 
GPs' patients.  Good 
rate  of  referrals  from 
GPs. 

Good  system  for 
identifying  most 
appropriate  measures  for 
each  household, 
appropriate  to  the  aims. 
Simple  setem  for 
arranging  installation, 
using  approved 
contractors  with  advice 
provided to householder to 
ensure efficient operation. 

Full  monitoring  in  place, 
seeking  quantitative  results. 
Feedback requested from all 
those  targeted  by  the 
scheme  (e.g.  householders, 
GPs,  health  visitors)  plus 
monitoring of the impact of 
advice/measures  on 
affordable  warmth  and  on 
health. 

Results of the 
scheme 
disseminated 
widely  both 
through 
health 
authority  and 
local 
authority 
networks. 

Ongoing 
funding 
secured. 
Includes 
provision  for 
funding  • 
measures. 

Identification  of 
lessons  learned 
and  plans  to 
amend  scheme 
in place 

e 

Susceptible  areas 
identified  and  or 
some awareness of 
other schemes 

Two  or  more  partners 
involved  in  design  of 
scheme  with  several 
other  partners  involved 
in  scheme 
implementation. 

Good  training  provided 
and  good  materials 
produced,  but  no 
provision  for  follow  up 
sessions  or  no  link-up 
with discounts or grants. 
Good take up of training. 

Referral  system 
promoted  to  GPs  in 
some way. Supported 
by  advice  materials. 
Good rate of referrals. 

System  for  identifying 
appropriate  measures. 
Reasonably simple system 
of  installation.  Advice 
offered to householders. 

Some  attempt  to  seek 
quantified results.  Feedback 
requested  from  all  those 
targeted by t(  scheme and 
some  monitoring  of  the 
effectiveness of advice and 
measures  on  affordable 
warmth and health. 

Results of the 
scheme 
disseminated 
through 
health 
authority  or 
local 
authority 
networks. 

Ongoing 
funding 
secured.  Does 
not  include 
provision  for 
measures. 

Identification  of 
lessons  learned 
with  plans  to 
amend  scheme 
in future 

Some  identification 
of susceptible areas, 
and/or  some 
awareness of other 
schemes 

Only  two  partners 
involved  in  design  and 
implementation  of 
scheme. 

Good  training  provided 
and  good  materials 
produced,  but  no 
provision  for  follow  up 
sessions and no link up 
with discounts or grants. 
Reasonable  take  up  of 
training. 

Referral  system  with 
some 
promotion/supporting 
materials.  Reasonable 
rate of referrals. 

Some attempt to identify 
appropriate  measures. 
Rather complicated system 
of  installation.  Some 
advice  offered  to 
householders. 

Monitoring  aiming  at 
qualitative  results  only. 
Some feedback from those 
targeted  and  limited 
monitoring of the impact of 
advice  and  measures  - 
resulting  in  anecdotal 
evidence. 

Plans  for 
scheme to be 
disseminated 
widely.  at 
some'oint in 
the future. 

Finite  funding 
secured from 2 
or  more 
partners. 
Includes 
funding  of 
measures. 
Attempts  to 
secure  ongoing 
funding. 

Identification  of 
lessons  learned 
but no changes 
to scheme 

Very  limited 
identification  of 
susceptible  areas 
and/or  very  limited 
awareness of other 
schemes 

Only  one  organisation 
responsible for design of 
scheme,  with  two  or 
less partners involved in 
implementation.  two 
partners involved 

Limited training provided 
with  limited  support 
materials.  Poor take up 
of training. 

Referral  system  with 
minimal  promotion 
supporting  materials, 
Poor rate of referrals. 

Limited  means  of 
identifying  appropriate 
measures.  Complicated 
system  of  installation. 
Minimal  advice  provision 
to householders. 

Monitoring  only  of  the 
number of patients referred/ 
health  professionals  trained/ 
measures installed. 

Very  limited 
dissemination 
/  planned 
dissemination 
of results. 

Finite  funding 
from  1  partner 
only.  Attempts 
to  secure 
ongoing 
funding. 

Some 
awareness  of 
lessons learned 

No  identification  of 
susceptible  areas. 
No  awareness  of 
other schemes. 

No partners in evidence 
-  one  organisation 
wholly  responsible  for 
design  and 
implementation  of 
scheme. 

Limited  training,  not 
supported  by  any 
materials  and  no 
provision  for  follow  up 
sessions.  Very  poor 
take up of training, 

Referral  system  with 
minimal promotion and 
no  supporting 
materials.  Negligible 
numbers of referrals. 

No  means  of  identifying 
appropriate  measures. 
Complicated  system  of 
installation.  No  advice 
provision to householders. 

No  monitoring  system  in 
place. 

No 
dissemination 
of  the 
scheme 
carried 
out/planned 

Finite  funding 
from  1  partner 
only.  No 
attempts  to 
secure  ongoing 
funding. 

None identified. 
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APPENDIX F - WORKSHOP REPORTS 

CORNWALL WORKSHOP - MARCH 1999 

Participants 

Health Authorities  Director of Developments 
Public Health Scientist (2) 
Health Economist 
Specialist Registrar in Public Health Medicine 
Consultant in Public Health Medicine 

Other health  Health visitor (2) 
Asthma Liaison Nurse (2) 
Project Manager, Healthy Housing Project + 1 colleague 

Local Authorities  Property Services Manager (District Council) 
Principal Environmental Health Officer (Borough Council) 
Service Development & Project Officer (DC) 
Other local authority staff (2) 

Housing Associations Chief Executive and one other 

Other  Voluntary sector representative 
Dept of Environmental Science, University of Plymouth 
Plymouth Home Energy Advice Team (2) 

These notes are transcribed from flip charts generated in the course of the workshop. 

The best things about cross-sectoral working are: 

Less stress 
• refreshing 
• less stress 
• fresh views 

Better mix of skills/share information 
• mix of skills 
• synergy (sum of whole greater than parts) 
• pleasure in meeting other professions 
• pooling + exchanging information 
• networking 
• better communication 

£ shared 
• share resources 
• match funding 
• partnership is "New Labour" 

Common agendas 
• pleasant surprise common agendas exist! 
• breaking down different boundaries and 'professional' barriers 
• seeing links between problem areas 

Share ideas/problems 
• sharing knowledge LA/HA 
• sharing expertise and resources 
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• sharing joint problems 
• more scope for joint action 
• cross-pollination of ideas 
• identifying common issues + sharing responsibility/workload 

Wider understanding 
• learning 
• focus on wider health issues 
• different perspectives / gaining a different point of view 
• broadening horizons / wider understanding of issue 
• merging and changing cultures 

More effective/efficient 
• greater effectiveness 
• more shared skills/resources/less overlap 
• clients benefit 
• not reinventing wheels 
• cheaper 

Problems with cross-sectoral working are ... 

£ + staffing 
• ownership of budgets 
• whose budget 
• funding & understanding financial pressures 
• money  
• no mobile phone 

Commitment/flexibility 
• inflexibility 
• passing the buck 
• more meetings 
• continuity + commitment 
• perceived as "not proper work" 

Priorities & timescales 
• different agendas 
• different priorities / matching of priorities 
• time scale 
• lack of co-terminosity 

Understanding & knowledge/cultures/politics 
• different structures / not knowing the structures and areas of responsibilities 
• different cultures 
• lack of awareness of other's priorities / perspectives 
• male/female (culture) 
• explaining aims 
• 'professional' snobbery 
• more politics 
• vocabulary 
• lack of overall client focus 

After identifying these barriers participants worked through them in small groups. They were 
asked to look at how things could be done differently and what support they thought was 
needed to effect change. 
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£ resources and staffing 
1. Unitary versus democratic body (local 'peaks') - challenge professional power - zero base 

money 
2. Role and skills important - flat structure 
3. Legislation - ? try under the HAZ as pilot 
• use secondment to move skills around - it shouldn't matter who employs you 

Commitment/flexibility 
• Formal Partnership agreement 
• Secondments - inter-Agency 
• National -Locally relevant/focus 
• Clear objectives 
• Joint funded posts 
• Find out about each other 
• Monitoring 

Having found out skills/expertise 
• Agree + allocate tasks accordingly (to skills) 
• Consideration to statutory obligations 

National support needed 
• Initial funding commitment for cross sectoral work 
• Remove barriers incl. legislative 
• Cross Sector Budgets 
• Legislative issues? 
• Best Practice Guide 

Support from colleagues 
• More focused relevant communication/information 
• Corporate objectives 
• Co-operation to free up time 
• Remove barriers 

Others 
• More focussed/relevant communication/info 
• Commitment + recognition 
• Delivery - do what promise 
• Remove barriers 

Priorities/Agendas & Timescales 
• Better communication of agenda/timescales 
• Formal communication channel (the interested person?!) 
• Strategic link for joint agendas (science/research base) 
• An operational policy 
• Recognition of joint working as key function   not an add on 
• Encouragement of a bottom up approach ...tenant/resident involvement 

Who should do what.... 
• Chief officers aware of/in touch with joint working ....a formal strategy?! 
• Operational staff to relate better/more closely 
• Feedback to national policy/research (to identify research needs) 
• Evaluate our work/policies/practices 
• Ensuring client/customers are aware/involved 
• Celebrating our achievements (today!!) 
• Recognition of our achievements 
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What support is needed... 
• Formal structure for joint working 
• streamlining of timescales 
• Financial cycles should integrate (i.e. Health Improvement Programme) 
• get away from short term 1 year funding - 3 year HIP is better 
• Subsidiarity!! People who work well on grants understand. 

Understanding each other 

• Networking 
• Key people identified at each agency 
• Following up links e.g. conferences 

• Enabling context 
• Legislative pressures vs. organic networking 
• Top down vs. bottom up - both work 

• Finding a "Win-Win" 
• Positive outcomes for all involved 
• Building on others' good practice 
• Taking risks - personal & professional 
• Recognition of need to build trust & positive relationships - this takes time 

• Delivering Based on Need 
• Listening to community 
• Empowerment/self-esteem/development of communities to voice needs + communicate 

with agencies 

Who? 
• Organisations 

• Manage networking at every level 

• Voluntary sector 
• Better networking 
• Links with inter-agency groups/fora 

• Public Bodies 
• Mechanisms for accountability 
• Need for a radical approach 
• Enable grass-roots involvement 
• Include dialogue with Elected Members 

Support needed 

Colleagues  - Unified approach; shared vision & commitment; recognition of 
importance of networks 

Other partners -  Understanding constraints/timescales/goals/needs 

Locally  - Networking infrastructures - someone's responsibility? 
- Streamlining - Groupitis? 

Regionally  - Influence on working practice 
- Link with academia/good practice 

Nationally  - Legislation 
- £££££ 
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Evaluation 

1. How easy did you find it to contribute? 

xxxxxxx 
Very easy xxxxxxx   Not at all easy 

xxxxxxx 

Comments 
• Afternoon workshop excellent - would like follow up once Torbay project is properly 

underway. 

2. How useful was today to you in your work? 

xxxxxxxxxx 
Very useful 

 

  Not at all useful 
xxxxxxxxxxx 

Comments 
• A very worthwhile day. Thank you 
• Enjoyed the day and came away with some ideas. Thanks 

BIRMINGHAM WORKSHOP - 17Th  MAY 1999 

Participants 

Health authority  Assistant Commissioning Manager 
Specialist Registrar in Public Health 

Local authority 

Other 

Development Manager (3) 
Senior Development Officer 
Home Safety Co-ordinator 

Health Help Project 
Urban Care Co-ordinator 
Chair of Urban Care Forward Strategy Group 
Ashiana Community Project 

These notes are transcribed from flip charts generated in the course of the workshop 

The best things about cross sectoral working are ... 

Best practice/experience 
• Methods of best practice are shared - not reinvent wheel 
• Filling knowledge gaps 
• Different skills / shared expertise / educational 
• Don't underestimate value of learning from other people 

Delivery 
• Closes service gaps 
• Broader coverage 
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Sharing and generating new ideas 
• Seeing wider issues / learning from different perspectives and approaches 
• New ideas 
• Meeting people 
• Enthusiasm 
• Sharing problems 

Partnership 
• Encourages partnership working 
• When equal partners 

Achieve Goals 
• Feeling of "Job" satisfaction 
• Shared / overlapping objectives 
• Achievement of goals by inter-agency working 

Shared Resources 
• Sharing resources / access to wider resources 
• Increased access to funding 
• More efficient / economic use of resources 
• Specialised knowledge made available 
• Shared skills 

Communication 
• Better communication 
• Access into other networks 
• Engenders respect for other skills 

Problems with cross-sectoral working are ... 

Perception of benefit / not a key activity 
• Partner organisations may not see  benefit from joint services 
• Partner organisations may not actually benefit from new service 
• Disbelief that there will be benefits 
• Benefits not always obvious - need to demonstrate benefit to partner 
• Lack of organisational feedback 
• Often not key activity so how to get to the right person 

Responsibility and commitment 
• Priority not given to joint working 
• Priority not given to issues 
• Lack of ownership = lack of responsibility 
• Inevitable unequal sharing of workload 
• Unable/refusal to accept responsibility deliverable 
• Lack of commitment of others 

Cultures 
• Different organisational cultures and ways of working 
• Monitoring overload / requirements increase every year 
• Comfortability with community working 
• Need to agree common scheme at outset 

Agendas, power balance 
• Self interest / protectiveness of interest / keep for themselves 
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• Lack of acknowledgement / joint profile needed - taking the credit 
• Hidden agendas 
• Dominant partner - funder - power 
• Politics - LA's have to work within 
• Politicians may be in conflict with agencies 
• Some people are only interested when they think money may be available 
• Needs of client may require partnership working 
• Inclusiveness needed 
• Long and short timescales 
• Need a partnership agreement 
• Long term benefits are hard to sell politically 

Funding and structures 
• Funding barriers mean slow decisions 
• Funding 
• Proof of benefit requirements needed 

Time consuming 
• Protracted timescale to complete tasks 
• It is very time consuming 
• It's exhausting!! 
• Slower bureaucracy 
• But it's an investment and saves time later 

After identifying these barriers participants worked through them in small groups. They were 
asked to look at how things could be done differently and what support was needed to effect 
changes. 

Monitoring 

General points 
• Need to monitor can stifle creativity 
• But is needed to prove the case 
• By focusing on monitoring data can miss surprises which can open new avenues of research 
• How to measure quality  
• What about effectiveness 
• Project team must be aware of procedures 
• Picking the right indicators is crucial - usually they are imposed by funders 
• Other factors affect results 

Bodies which require data to be collected 
• Local authority - various depts 
• Health authority - various sectors 
• SRB 
• Colleges 
• Other funders e.g. NEA 
• Fire brigade 
• Community projects need management data 

Types of data required 

Client Information (all cross-referenced with the other data) 
• Name and address (source data for geographical area) 
• Ages 
• Sex 
• Ethnicity 
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• Disability 
• On benefits 
• Number in household 
• Employed/unemployed 

Definition of service provision e.g. advice, info, training 
• Need an agreed definition of each 
• Put in contract 
• Some funders e.g. SRB require qualification for training 
• Relates to common objectives 

Physical outputs e.g. smoke alarms fitted 
• How many fitted 
• How many households benefited 
• How many people benefited 
• Householder trained to use it 
• State of play 12 months later e.g. batteries run out or use training put to 

Geographic area 

Verification of work done 
• householder's signature 

Benefits - to client 
• £ saving 
• Safety 
• Security 
• Warmth 
• Health 

• Benefits - to funder 
• reduced hospital admissions 
• fewer GP visits 
• (health gain) 

- direct and indirect leverage 
- direct and indirect funding 

Follow up 
• Is it still used 
• How is it used 
• Effect on householder 

Changing monitoring criteria part way through is a nightmare - can be due to government 
changing the rules 
Is there a way of market testing/piloting a monitoring programme 

Local Support needed 
• Agree common format 
• Central database for all to use 
• Set aside £ for monitoring 

National support needed 
• Not change monitoring criteria arbitrarily 
• Practical criteria which can be easily collected 
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• Find out what the community wants to know 
• Standardise criteria where possible e.g. client data across all sectors 
• Geographic boundaries made contiguous 
• On SRB the larger the project the more information required - no economies of scale; also v 

time intensive needing many meetings - be realistic about demand for data 
• Quality standards (see "benefits to clients") 
• Quality measurement - very difficult area - needs nationally agreed criteria 
• Need common understanding of how measures work and benefits e.g. draughtproofing 
• Definition of health - could be "Well being" (relates to QOL) 
• Information is often available but not routinely or consistently collected 
• Need definite information that certain measures will have a health gain 
• Need baseline information 

General ideas on cultural / political aspects 

What could be done differently? 
• Evaluate past projects 
• Use your MP to represent views to central government 
• Build new community groups - involve those not currently "connected" 
• More emphasis on local training programmes - train local people 
• Think about alternative communications - media - not just public meetings (e.g. videos) 
• No short cuts - multiplicity of community groups - all with their own views - access through 

health visitors? 
• Involve the community in e.g. decisions and development of SRB projects 
• Use press to disseminate information for "free" - especially and community publications on 

specialist topics (with caution!) 
• More transparency re: decisions on what to spend (e.g. SRB) funding; a realistic expectation 

from community encouraged 
• LA/HA - not government history but new Government legislation - should change things (this 

meeting = positive sign) 
• Consider objectives/priorities of other organisation and "sell" your ideas accordingly 
• 12 x PCGs - each has own priorities - find out what they are and investigate potential joint 

projects 
• Use library more effectively for other examples of work in this area 
• Joint consultation with public by LA and HA 
• Contact exists through the HImP - develop to make more personal - (use Internet?) 

Support needed locally 
• Health authority to make PCG information available (inc. their priorities) to the LA (Housing 

Dept) and vice versa 
• External local body to be responsible for liasing with different organisations and identifying 

joint working opportunities and help build partnerships. Local voluntary services local 
authority could do if funded. 

• Better information flows between organisations - but in what format? Phone conversations? 
List of useful contacts - regularly updated. 

Support needed nationally 
• Better dissemination of best practice 
• LGA to work with DoH or Public Health Alliance or NHS Confederation on best practice 

development and dissemination and provide useful contacts 
• Newsletters on joint working examples - needs to be very relevant if it's to be read 
• Funding to enable partnership working - (but shouldn't pursue unless it fits the organisations 

objectives) 
• Simplified funding applications and more time to complete - to allow consultation 
• Disseminate awareness about national specialist interest groups 
• Seminars on relevant areas - regionally/nationally - free! 
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Evaluation 

1. How useful was today's workshop to you in your work? 

Very useful. ..x  xxxxx. .x  x  x  Not at all useful 

Comments 
• More input from health authority would be useful. Good input from 'community partners'. 
• It as useful to know that others meet the same problems. 
• Wider range of organisations would have been useful. 
• Would like to have seen more people from other organisations attending. 
• Wider perspective from variety of partners and organisations. 
• Useful networking and it will make me think and try some different approaches. 
• It is very useful and good information was gathered. 
• Provided interesting picture of how LA and HA see each other. 
• Needed more input from health authority and other agencies. 

2. As a result of the workshop, is there anything you intend to try and change? 
• Get clearer idea of health authority objectives in Urban Care. 
• Monitoring procedures. 
• Think more about the point at where communities become involved in projects/project 

development. 
• Greater initial clarity about how and what to monitor. Greater initial clarity about information 

dissemination and feedback. 
• Try and remember to pass data round to more people. Measure baseline data before work 

starts. 
• Access more health authority funding and information. 
• To try harder to find examples of best practice that could be useful. 

3. How easy did you find it to contribute your views and ideas today? 

Very easy xxxxxxxxx  Not at all easy 

Comments 
• Good structure to day. 
• It was a relaxed good-humoured atmosphere but a lot of information was forthcoming. 
• Informal - within structure - forum with participants from a variety of organisations and the 

community. 
• Spoke too much again! 
• Lots of effort was made to listen to everybody by every member. 
• Felt as "outside" agency that opinion valued. 
• No problem. 

STOKE-ON-TRENT (BEAT THE COLD) 21ST  APRIL 1999 

Participants 

Health Authorities  Director of Public Health 
Accident Prevention Project Worker 
Directorate of Health Promotion 

Local Authorities  Health Promotion Officer 
District Council rep. 
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Energy Efficiency Officer, City Council 
Voluntary Services Liaison Officer, Social Services 

Other Benefits Agency 
Energy Efficiency Officer, Midlands Electricity plc 
Insulation contractor 
Beat the Cold Co-ordinator 
Care & Repair (1), Staying Put (1) 
Community Radio 
NEA 
Community Voluntary Service (CVS) 

These notes are transcribed from flip charts generated in the course of the workshop. 

The best things about cross-sectoral working are ... 

Holistic / comprehensive 
• holistic approach (2) 
• ultimate service 
• comprehensive service 
• potential for effective use of resources 
• avoid delays 

Shared Agendas 
• shared agendas 
• achieving similar aims/goals 
• working towards a common goal with like minded motivated people 

Pooling Resources 
• "Piggy Backing" 
• sharing resources 
• spread workload 
• pooling + resources 
• avoids repetition 
• saves time in non-duplication 
• new ideas 

Pooling Human Resources 
• pooling expertise 
• increases resources human/physic,a1 / wide range of expertise 
• wide target areas can be reached (synergy) 
• no one to blame if something goes wrong 

Information & Contact sharing 
• sharing information(through a network) 
• joint information 
• wide range of information 
• new contacts 
• networking 
• referrals 

Clients 
• benefit to clients 
• uniformity of service 

Team Work and Support 
• team work 
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• more aware of each others roles 
• security of each other's support 

Share £ 
• sharing costs 
• more money to provide service 

Problems with cross-sectoral working are ... 

Finance 
• budgetary control 
• not enough finance 
• structural problems of pooling finance 

Conflict 
• competition/conflict between partners 
• personality clashes 

Too many contacts 
• too many fingers in the pie! 
• too many contacts 

Roles & agendas / priorities & cultures 
• un-defined / unclear role 
• protective of your role 
• every one has own agenda 
• hidden agendas 
• individual agenda could misdirect the group 
• different priorities 
• different working practices / structures / organisational cultures 
• cultural of management differs 
• language (jargon) 
• differing geographical boundaries 
• need to convince (problems, budgets etc. etc. etc.) 

Lack of communication and information overload 
• information overload!!! 
• making sure all agencies are aware of scheme 
• finding the right person to talk to 
• information can be distorted (Chinese whispers) 
• lack of communication 
• can lead to duplication 

Time 
• increased workloads due to new contacts 
• commitments and time 
• work load greater for partnership working / time consuming 

Free riders / unequal partners 
• potential for partner organisation to take a back seat 
• free riders 
• unequal partnerships 
• power relations 
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After identifying these barriers participants worked through them in small groups. They were 
asked to look at how things could be done differently and what support they thought was 
needed to effect changes. 

Communication 

• Need to get high level commitment and identify individuals who are committed to a project, 
with named alternates. Could be done by taking it to relevant committee / local authority and 
making it an issue for them. Also through legislation such as the new bills going through 
parliament. 

• Get project agenda into your own organisation's business plans including individual 
departmental  strategies (not just overall policy) 

• Have a business - like structure e.g. move from advisory group to a charity (also helps 
focusing and planning). 

• Effective sub groups with a defined role and more formal reporting back to main group. 
• Use quarterly existing health authority and other meetings e.g. Social Services, Health 

Alliance, to feed in results from Beat the Cold 
• Presence on Health Alliance from Beat the Cold (boundaries coincide with local authority 

ones). 
• Nationally need closer Health / local authority links and accountability 

More work needed 

• Need data to convince health authority (in N. Staffs need to keep it on the agenda as health 
authority already convinced) 

• Local Monitoring to get health improvement figures (got the baseline figures already) - (Leek); 
also need to monitor effects of energy advice. health authority can help with data on GP 
visits, emergency admissions (by post code), both baseline and post intervention 

Finance 

• Include cost of publicity in bids 
• Continuity of funding - time is wasted on continuous fund-raising. 
• Flexibility of funding. Persuade people to fund outside own sector. 
• Long term commitment to funding. 
• Funding can be affected by commercial donations e.g. Gas/MEB problem where other funder's 

material not shared due to narrow criteria. There is a need to be more open-minded. 
• Control of budget a problem where money comes from different sources at different times 
• Problem of fund raising for salaries. 

Support needed 
• Making local and central government aware of benefits to housing and health. 
• Research needed to prove it works. Shout about it. It's a competitive world. 
• Partner agencies to be more open about their funding. Budget holders should open up plans 

so can identify overlaps/opportunities. 
• Need to make local authorities more aware, more involved and more committed. They should 

be invited to meetings and taken round projects 
• Information on what funding is available 
• How innovative can you be - can't always be innovative ! 

Different Agendas and Cultures 

What can be done differently/changed 
• Start by identifying target groups in a locality and what they need - each partner should 

identify a key area of focus. Then develop a package for that locality. This takes a more 
unified approach. 
Identify methods of keying into target groups 

1111111  
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• Cascade training for people at all levels in all sectors, providing a service to the professionals 
who do the work. Incorporate into existing training courses. 

• Improved joint working between Health and Local Authorities 
• Identify key areas of improvement / joint working i.e. SRB, HAZ etc. 
• Unequal partnerships -  SRB it's LA has most power 

HAZ it's HA 
• Cultures are changing within Local / Health authorities 
• Sources of joint finance. 
• Identify ways of linking together i.e. PCG's. 

Evaluation 

1. How useful was today's workshop to you in your work? 

Very useful xxxxxxxx  x  x  x.  not at all useful 
xxxxxxx 

Comments 
• Interesting afternoon. More aware of pros and cons of "Beat the Cold" campaign. 
• Opportunity to network. Nice to see that we all have the same ideas/problems. 
• Lots of ideas to think about. 
• Interesting to hear other points of view, problems - problem solving etc. 
• Bringing different agencies together, with time out to consider agenda/concerns most useful 

aspect. 
• I hope the report and all that follows will help to raise the profile of this project and therefore 

help me to raise awareness in my organisation. 
• But frustrating in that I'm not sure how quickly all the things we want to change will change. 
• Well structured with good aims and objectives. 
• Drew out themes and issues - interesting to see how others viewed the project's activity. 
• New ideas and information brought to light. 
• Brought together a lot of different ideas and trains of thought. 

2. As a result of the workshop, is there anything you intend to try and change? 

• Try to arrange Housing Department to attend, with more persuasion! 
• Try to incorporate Beat the Cold into business planning with the directorate. Continue links 

etc. 
• I need to think about making connections between different projects in this area. 
• We have identified from a health point of view where the most needy are - I think we need to 

begin to profile that need and potential intervention 
• Our way of working with Partner organisations - we cannot be "used" any more. We must 

work together; this may involve technical input from the various organisations. 
• Improve. 
• Possibly — following further communication with sub-group. 
• Consider best opportunities for raising Beat the Cold on Health Agenda. 
• Continued development of Beat the Cold. 
• Improve communication in my organisation. 
• No. 
• Social workers' knowledge of Beat the Cold and its benefits to individual households in the 

community. 
• The workshop highlighted the complexity of our work, simplification of the system would be 

advantageous. 
• Target certain decision takers. 
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• High level of commitment to the connection between Health and Housing. 
• Use of sub-groups in Beat the Cold to spread the work, improve use of expertise and maybe 

improve influencing! 
• Encourage working together - feel it's more viable. 

3. How easy did you find it to contribute your views and ideas today? 

Very easy xxxxxxx. .x  x  x   not at all easy 
xxxxxxx 

Comments 
• Made me think more about my contribution and workload in relation to campaign. 
• Friendly, relaxed atmosphere. 
• I enjoyed the discussion. 
• Good format. 
• Very helpful and useful afternoon. 
• All participants although diverse had similar aims and interests. 
• Very participative. 
• Slight shortage of time. People in group too talkative! 
• I represent the Benefits Agency purely to gather, relay back (and impart i.e. relevant) 

information plus provide contact point. This meeting was not really relevant to the agency. I 
feel this should not influence your perception of the "usefulness" of this workshop. 

• Comfortable group to work with. Easier because we all know one another. 
• The workshop was delivered in a calm manner allowing ideas and views to be put forward 

without unease. 
• Felt as if each person made a significant contribution. 
• Open forum was very useful. 
• Very open discussions. 


