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Foreword 
The Health Inequalities National Support Team (HINST) has chosen to prioritise this topic 
as one of its ‘How to’ guides for the following reasons: 

• England experiences large numbers of seasonal excess deaths each year, mainly 
of the elderly. These levels of excess winter deaths are not experienced by other 
Northern European countries despite their more extreme winter climates. This 
would suggest that such deaths could be avoided by appropriate preventive action. 
HINST has observed that actions taken through services are often fragmented and 
piecemeal. There is significant potential to have an immediate impact on mortality by 
implementing a targeted, systematic and scaled-up programme. Success will depend 
on good partnership and effective joint commissioning and joint provision of health, 
social care and housing services. 

• All points of the ‘Christmas tree’ diagnostic (in the right-hand figure above) will be 
relevant to such a programme, but in particular it will need strong focus on: 

– known intervention efficacy (1) 

– engaging the public (5) 

– responsive services (9) 

– networks, leadership and coordination (13). 

• Action in this area of work will help contribute to the Quality and Productivity 
Challenge by: 

– efficiently coordinating patient-oriented interventions but with system and scale 

– focusing resources from a range of organisations, including wide public sector, 
private sector, voluntary and community organisations to have a direct impact on 
the health of the vulnerable through preventive interventions. 

• Successful adoption of processes similar to those outlined here would demonstrate 
good use of World Class Commissioning (WCC) competencies: 

– Collaboration with partners (2) 

– Patient and public engagement (3) 
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– assess needs (5) 

– prioritisation (6) 

– innovation (7). 

CoNTexT 
It is likely that the effects of worldwide climate change on the British weather will lead to 
an increase in the number of seasonal excess deaths (SED). The SED effect will have the 
greatest impact on the most vulnerable members of society (particularly older people), 
not only increasing the death rate but also having the potential to affect the general 
health and well-being of that population in other ways. 

In November 2009, the Office for National Statistics reported an estimated 36,700 
excess winter deaths for the period 2008/09. This was a 49% increase over the previous 
year. The majority of these deaths occurred in people aged 75 years and over. 

The evidence supports the hypothesis that the colder the winter, the greater the risk that 
vulnerable adults aged over 75 will die from a cold-related cause. Further information 
can be found at www.statistics.gov.uk/StatBase/Product.asp?vlnk=10805. 

With these facts in mind HINST has identified SED as an area that requires systematic 
action across partnerships as part of its priority action list (PAL) to help meet the 2010 life 
expectancy target. 

The UK priority has been largely focused on addressing excess winter deaths (EWD), 
linked to activities to tackle fuel poverty. Fuel poverty is defined as having to spend 10% 
or more of income on all fuel use, including heating the home, to an adequate standard 
of warmth. (Further information on fuel poverty is in appendix 1.) 
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This ‘How to’ guide will enable you to identify those in the community who are most 
vulnerable and most likely to be susceptible to EWD. Working in partnership, support 
can be offered to these individuals in the form of a variety of services that can 
improve their health, well-being and resilience when dealing with extremes of cold 
or during a heatwave. 

Why should the local area concentrate on excess winter deaths? 

Excess winter deaths are defined by the Office for National Statistics as the difference 
between the number of deaths during the four winter months (December–March) and 
the average number of deaths during the preceding four months (August–November) 
and the following four months (April–July). 

There is strong evidence that a large number of these deaths are preventable. 

There is evidence that isolated elderly people can be vulnerable to EWD whatever 
their social background. However, the Spearhead group of local authorities are likely, 
by definition, to have more households with the preconditions, e.g. poverty/fuel poverty, 
poor housing stock, chronic disease and co-morbidities. Systematic action targeted at the 
most vulnerable people, and reducing personal risk in a significant number, could have 
an impact on mortality very quickly, even over a harsh winter or hot summer season. 

Professor Christine Liddell, University of Ulster, produced a policy briefing on the impact 
of fuel poverty commissioned by Save the Children. The report looked at the cost 
benefits of tackling fuel poverty. It identified that for every £1 spent on fuel poverty 
grants schemes, the health service saved 42p as a by-product, of which 41% related to 
excess cold and 24% to mental health and well-being.1 

By working to address fuel poverty through achieving affordable warmth, local partnerships 
can help engage partners in the wider issue of SED. Strong partnership can help to: 

• achieve safer, warmer, better insulated homes 

• support the local carbon reduction targets 

• address child poverty 

• support the long term conditions strategy 

• support older people to live at home for longer. 

National funds are available to local partnerships and the community (the Government’s 
Warm Front scheme and from energy suppliers) to address energy efficiency issues. 
Additionally, appropriate work with the community will assist local people in claiming all 
the benefits to which they are entitled, which in turn will help address fuel poverty. 
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The ‘How to’ guide 
HINST has identified many examples of good practice during its visits to 
Spearhead areas. However, HINST did not find any examples of an area 
addressing all the elements of this ‘How to’ guide in a systematic and scaled-up 
way. The ‘How to’ guide is based on a three-stage model, with an opportunity 
to incorporate any specific local need. 

Many Spearhead areas felt EWD was an important issue for them to address 
and that much of the work was probably happening but not in a systematic and 
coordinated way. 

Stage two 
Identify the people in the 
local community whose 
personal circumstances and 
health status are likely to make 
them highly susceptible to 
seasonal variations and so 
put them at greatest risk. 

Stage three 
Systematically work 
with the identified list of 
vulnerable people to offer 
and encourage uptake of a 
number of interventions.
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STage oNe: preparaTIoN 
Step 1: Gain insight into the local picture of EWD 

A commitment to local analysis, ideally on an ongoing basis, through the Joint Strategic 
Needs Assessment (JSNA) could help develop a shared understanding. This could include 
analysis at locality, ward or practice based commissioning (PBC) cluster level, to establish 
trends over time and to predict future EWD prevalence. This information could be 
overlaid with intelligence about types of housing inhabited by local vulnerable people, 
in order to help target those most likely to be at risk of fuel poverty and potentially EWD. 

Step 2: Develop a shared understanding of the SED agenda and the 
role of partners 

Many areas see SED/EWD solely as a housing problem. Partner agencies need to 
understand the SED implications of their lack of involvement and the benefits of joint 
working to reduce it for their local targets. Joint working to address EWD could also 
support activity to prevent deaths associated with a heatwave. 

High-level commitment through Local Strategic Partnerships and sign-up at middle 
management and operational levels is essential. Taking a focused approach and targeting 
people in the local community most at risk of EWD ensures a manageable task which can 
be addressed systematically. 
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This might best be addressed by establishing an SED alliance as a subgroup of the Local 
Strategic Partnership structures. Some Spearhead areas have ensured that such groups 
have cross-linkages and reporting lines to a number of strategic blocks, e.g. those 
covering housing and health and well-being. 

The strategies, action plans and performance of the alliance may then fall under the 
remit of a number of Overview and Scrutiny Committees. Such alliances work best 
where there is strong senior leadership, and a dedicated officer/coordinator. 

Step 3: Develop joint working 

The proposed approach will work best where there are strong arrangements between 
Health and Social Care for joint working. It will be strongest where arrangements apply 
both to joint commissioning and joint provision. Where such arrangements are still 
developing, the programme outlined below could provide an excellent catalyst to cement 
the arrangements. The very practical nature of the mechanisms necessary to construct 
and maintain a ‘list of lists’ and apply nine key interventions to everyone on that list should, 
by working through the detail, pave the way for better understanding across the board. 

An important component of joint working may be the single assessment process (SAP), 
and in particular the presence or absence of the electronic format. The SAP will work 
best where it can be adapted for use, for example by including housing and specific 
benefit questions. 

A useful step could also be to develop an EWD coordinating group, possibly as a 
subgroup of the local affordable warmth steering group, to take this work forward, 
building on local services and knowledge. 

Step 4: Develop a data-sharing agreement or data-sharing protocol 

To identify the ‘list of lists’ of the most vulnerable people, a data-sharing agreement may 
be necessary. This may have been considered through the pandemic flu plan. 

Step 5: Coordinate a systematic approach across organisations for the 
nine key interventions 

Offering and encouraging the uptake of key interventions, as discussed in this ‘How to’ 
guide, could increase an individual’s resilience to EWD. However, this requires coordination 
across organisations. There is likely to be some form of coordination as part of a 
personalised care plan since the ‘list of lists’ is made up of the most vulnerable elderly, 
drawn from complex caseloads, e.g. of community matrons and social workers. 

STage Two: IdeNTIFy vulNeraBle people 
Step 6: Develop a register 

Develop a register made up of the most vulnerable, particularly older, people in 
the community. This was a requirement, in the first instance, in preparation for the 
millennium, as the basis of crisis contingency plans. The intention here is to be proactive 
in preventing problems in the most vulnerable cohort, rather than wait for the crisis. 
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Developing and maintaining a new register of the most vulnerable would be an extremely 
complex and resource intensive programme. What is proposed instead as a cost effective 
alternative is to establish a list of caring staff in the community who manage caseloads 
of the vulnerable elderly. These would include social work staff, community matrons and 
other cadres of community nursing, e.g. district nurses; health visitors for the elderly; 
specialist nurses with caseloads (heart failure; respiratory problems). The designated SED 
prevention coordinator would maintain a list of these key workers, with their contact 
details, and would work to maintain a communication network linking them together in the 
joint venture. 

Step 7: Develop a list of clients/patients 

The key workers could be commissioned to develop their own lists of clients/patients 
from their caseloads whom they would regard as being most vulnerable and at high risk 
from climatic extremes. 

Step 8: Develop criteria for prioritisation 

The EWD coordination group could develop criteria for prioritisation which could include the 
following characteristics: 

• older age – especially for people aged 75 years and over or those who are frail 

• chronic and severe illness – including heart conditions, respiratory insufficiency, asthma 
and COPD (chronic obstructive pulmonary disease) 

• co-morbidities 

• energy inefficient homes 

• living alone 

• inability to adapt behaviour to suit weather conditions, e.g. lack of awareness of the 
need for additional clothing or to turn up the thermostat to keep warm. 

However, whether someone should be included within the ‘most vulnerable’ category 
should in the final analysis come down to the judgement of the health or social 
care professional. 

Step 9: Manage the list 

The SED coordinator would not access the list of patients details, which would be kept 
only by the key worker. In this way the register would be a virtual one, made up of the 
‘list of lists’. For further information see: the Department of Health’s Keep Warm 
Keep Well.2 

It is assumed that the majority of the most vulnerable elderly will be included on the 
caseloads of the main categories of professional caring staff. The first priority, and 
most cost effective first phase, would therefore be to ensure that these people are 
systematically supported in taking steps that would substantially reduce their risk. 

6 
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Once the process is well established for this core group, the list could be augmented by 
identifying those falling through the net. This might be done in the following ways: 

• Clusters of community nurses and social workers could share their lists with GPs 
together with basic criteria for prioritisation, to ensure that no known vulnerable 
person is omitted from the ‘list of lists’. This will also act as a double check to prevent 
duplication of names and interventions. 

• Other professional staff, particularly community pharmacists and homecare support 
workers, might also suggest missing patients. 

• The criteria could be extended to working with the voluntary community and faith 
sector (VCFS), to identify people in the community who may be vulnerable and may 
not be on existing caseloads. 

Any additional patients/clients identified would need to be assigned to key workers, and 
thereby added to the list of lists. 

STage THree: SySTemaTICally oFFer INTerveNTIoNS 
Systematically work with the identified lists of vulnerable people to offer and encourage 
uptake of a number of interventions that are likely to improve vulnerable people’s 
resilience during spells of cold or hot weather. These interventions will also help improve 
the individual’s general health and well-being. The need for further services and support 
may also be identified. 

The capacity of the local area to address stage two of the process will influence how 
detailed the ‘list of lists’ search criteria need to be. The area may need to take a tiered 
approach to the ‘list of lists’, prioritising the lists of the most vulnerable first. 

All identified vulnerable people should systematically be offered the key interventions, 
and supported to take best advantage of them. Locally, these interventions may vary and 
additional services or interventions may be included. 
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The nine practical and effective interventions – for more information see 
pages 10 to 18 

1.	� Assessment for affordable warmth interventions, including energy efficiency, 
household income and fuel cost. 

2.	� Regular review of benefits entitlement and uptake. 

3.	� Annual flu and pneumococcal vaccination. 

4.	� Provision of an annual medication review (every six months if taking four+ medicines). 

5.	� Provision of an annual medicines utilisation review (MUR) and follow-up support 
for adherence to therapy. 

6.	� Implementation of a personal brief health interventions plan that includes 
advice and support to stop smoking, sensible drinking, healthy eating, adequate 
hydration and daily active living. 

7.	� Assessment and support programme to prevent falls. 

8.	� Assessment for appropriate assistive technologies, e.g. alarm pendants to call for help. 

9.	� Help to develop a personal crisis contingency plan (e.g. including a buddy 
scheme, where no close friends or family, to watch for danger signs and provide 
someone to call). 

Step 10: Develop the management framework 

The local EWD coordinating group may find it useful to develop a framework for a 
database which lists the details of the vulnerable people together with key contacts, 
the nine interventions and their outcomes. This would be maintained by each of the 
key workers for their own patients/clients. The objective would be for each key worker 
to complete the table for all clients by a specified date, e.g. end of every November. 

None of the tasks should be new, the aim being their systematic application to those 
who might benefit most. 

The database might include the examples in the table: 

Intervention 1- Affordable 
warmth 

2 3- Flu + 
pneumococcal 
vaccination 

4 5 6 7 8 9 

Name New boiler, 
cavity wall and 
loft insulation 
installed and 
used – care 
plan includes 
optimum room 
temperatures 

Flu and 
pneumococcal 
vaccine 
administered 
(date) 

Pandemic flu 
vaccine given 
(date) 

Address 

GP 

Key worker, 
e.g. district 
nurse, social 
worker 

8 



How to reduce the risk of seasonal excess deaths systematically 
in vulnerable older people to impact at population level 

9 

This record should be updated and include other interventions to enable and encourage 
the person to keep their home warm and understand the benefits to them and their health. 

The EWD coordinating group will need to work with the key workers to ensure all 
interventions can be implemented. This will require a coordinated approach across health 
and social care. For example, what processes are in place for social care staff to be able 
to ensure a vulnerable person in their care does not miss his or her flu vaccination, and 
has access to a medication review? Similarly, how will nursing staff be able to arrange a 
benefits review for their patients? 

The need for good partnership infrastructure and support is important in order to ensure 
effective and timely referral systems for the recommended interventions. 

Ideally, these interventions should have the capacity to support the most vulnerable older 
people to take the best advantage of the services offered. 

Tips for success 

Being flexible 
Partners need to identify, understand and address any barriers to accessing these 
services in a flexible way to meet the needs of the vulnerable people already identified. 

Being client centred 
Potential barriers to all interventions from a client perspective should also be identified 
and understood and strategies developed to overcome them, e.g. by social marketing. 

Examples of potential barriers 

1. A client living without a heating system, yet eligible for a Warm Front grant, 
cannot access installation of a heating system and insulation for six months – does 
a crisis fund exist locally that will pay for heating to be installed immediately? Is 
there someone identified who will ensure that the client can use the new heating 
system safely and effectively? 

2. A client who is on multiple medication and from their medical record is not accessing 
their medication on a regular basis – is there a system in place for prescription 
clerks in the surgery to bring this to the attention of the GP? What are the 
arrangements for ensuring that the reason for not obtaining regular medication is 
identified? Are systems put in place to address this and measure the outcomes? 
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INTerveNTIoNS 1 aNd 2 
Affordable Warmth, including regular benefit entitlement reviews 

The primary aim is to ensure that all people on the ‘list of lists’ are living in homes that 
are safe and warm. 

Health and social care staff need to understand the risks associated with a cold home and 
what they can do to ensure vulnerable people keep warm. Information related to the 
risks and simple messages should be discussed systematically as part of self-management 
advice and included in the negotiated care programme for vulnerable people. 

Health and social care staff should be able to refer people on the ‘list of lists’ for 
affordable warmth measures. The key worker or referrer should be encouraged to work 
with the vulnerable person to ensure the desired outcome of a warm, dry, safe home is 
achieved. This could include being kept informed of the progress and outcome of the 
referral as appropriate. 

Referrals to services such as energy efficiency measures and a benefits check and the 
outcome could be included on the EWD database. The EWD coordinating group may 
need to explore any local barriers to achieving the primary aim. 

Local energy efficiency programmes must be responsive to local need. This could include 
a single point of access and ‘clearing house’ that makes best use of all energy efficiency 
funding streams and referrals to local or regional grants and support, e.g. Warm Front. 

The Affordable Warmth service should:
�

• optimise the use of grants appropriate to the individual household
�

• check eligibility for benefits to both maximise income and enhance access to the 

eligibility criteria for energy efficiency measures
�

• make appropriate referrals to other support services 

• ensure there is a process in place to encourage vulnerable older people to have a 
regular pensions and benefits review in order for them to take advantage of all the 
benefits to which they are entitled 

• ensure support is available to advise vulnerable older people on how to manage if they 
have difficulties in paying their fuel bill 

• ensure the vulnerable person understands the importance of keeping their home warm 
and knows how to achieve thermal comfort. 

10 
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The following indoor temperature levels were recommended in the UK Fuel Poverty Strategy:3 

minimum (maintain health) Standard (achieve comfort) 

living room 18°C 21°C 

other rooms 16°C 18°C 

Local areas may find the National Energy Action (NEA) Hotspots toolkit helpful when 
engaging frontline staff in referring vulnerable people to key services around fuel poverty 
and health. Further information can be found at www.nea.org.uk/hotspots. 

NHS Calderdale 

It was recognised that there was a need to ensure that people with severe chronic 
illnesses or terminal conditions received priority assistance for heating and insulation 
measures, regardless of whether they qualified for the government’s Warm Front 
scheme or not. A successful bid was submitted to the Primary Care Trust. The criteria 
used were: 

• severe chronic or terminal health condition 

• household income <£20,000 

• savings <£16,000 

• households where residents are over 60 or in receipt of income or disability 
related benefits. 

Frontline health professionals and health and social care providers were trained to 
identify urgent cases and make priority referrals to the local authority’s housing energy 
action team (HEAT) for immediate assistance, which can be much quicker than the Warm 
Front scheme. 

The funding is used for a variety of measures, which include: 

• emergency heating repairs 

• new central heating systems 

• Warm Front top-ups 

• loft and cavity wall insulation. 

To date the pilot scheme has helped 36 households with heating measures. Many more 
households have been helped with insulation measures. 

Anecdotal evidence suggests that the immediate effects of helping people feel warmer 
in their own homes for less money can bring significant improvement to their quality 
of life, especially for those who spend a lot of time at home because of their age and 
or ill health (this project had not been formally evaluated at the date of production of 
this ‘How to’ guide). 
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Energy champions 

NHS Rotherham has adopted a systematic approach to developing the Energy 
Champions programme. Twenty-nine frontline staff attended training from recognised 
partner organisations, including the local authority, South Yorkshire Police, South 
Yorkshire Fire and Rescue, the voluntary, community and faith sector (VCFS) and the 
NHS, who have regular face-to-face contact with vulnerable householders. Energy 
champions use the Hotspots scheme as a referral mechanism for affordable warmth 
advice, with the added benefits of access to stop smoking services, benefits checks 
and a home fire safety risk assessment. The energy champions’ role includes keeping 
energy efficiency and the Hotspots scheme on the working agenda of all staff in their 
teams. Since the training, the number of referrals have increased by 36%. A third of 
these came from departments within the NHS, which had previously demonstrated 
a low engagement with the fuel poverty agenda. Commitment to progressing the 
Champions programme is high and includes regular updates on the number of referrals 
and outcomes, access to training for colleagues and recognition for continued support 
for the programme through the professional development review process within the 
NHS. 

12 
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INTerveNTIoN 3 
Pneumococcal vaccine and annual influenza vaccine 

The primary aim is to maximise the number of people on the list of lists who receive 
the pneumococcal vaccine and annual influenza vaccine. 

For most people, seasonal flu is unpleasant but not serious and they recover within 
a week. However, vulnerable people are at a greater risk of developing serious 
complications such as bronchitis and pneumonia which may require hospital treatment. 
Medication may also need to be reviewed as individuals react to medication differently 
and doses may need adjustment to avoid adverse effects. A large number of elderly 
people die from flu every winter. 

The seasonal flu vaccine is offered to at-risk groups to protect them from catching flu 
and developing complications. Locally it is important to develop a number of strategies 
to ensure elderly persons, particularly those identified in the ‘list of lists’, take advantage 
of the free seasonal flu vaccine. 

Questions to consider include: 

• Is there a systematic process to encourage vulnerable people to take advantage of 
pneumococcal vaccine and annual flu vaccine? 

• Do GP practices offer clinics at evenings and weekends? 

• Is there a local scheme in place to target the vulnerable older people on the ‘list of 
lists’? Is there an understanding of the barriers and reasons why vulnerable older 
people do not take advantage of annual flu and pneumococcal vaccine programmes? 
Have the barriers and reasons been addressed? For example, via a local social 
marketing project. 

• Is there a scheme for collecting and supporting vulnerable elderly people to attend 
vaccination clinics? 

• Is there a home visiting service for those who require it, particularly for those on the 
‘list of lists’? 

• How can the ‘list of lists’ help focus limited resources even more effectively? 

• If vaccination levels only reach 70%, what proportion of those most vulnerable are 
among those missing out? Is there an incentive scheme to encourage uptake of annual 
flu vaccine above the 70% target level? Could such incentive payments depend on 
coverage specifically included on the ‘list of lists’? 

• Is there a mechanism and focus to raise the level of practices found to be 
underperforming? 

• Do GP practices Read code patients’ refusal to have the vaccine and record the reason 
for refusal? 

• Is there an agreed coordinated message encouraging uptake, focused on vulnerable 
older people, across all partner agencies? 
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INTerveNTIoNS 4 aNd 5 
Annual medication review, annual medicines utilisation review and follow up 

The primary aim is to ensure people on the ‘list of lists’ are consistently prescribed the 
most appropriate medicine at the optimum dose for their condition and that they are 
taking the medicines correctly for maximum therapeutic benefit. 

The EWD coordinating group may need to identify and map the way in which 
medication reviews and medicines utilisation reviews (MURs) are undertaken locally to 
ensure that people on the ‘list of lists’ are gaining optimum therapeutic benefit. The 
review should include analysis of how housebound people receive a high quality clinical 
review and how best to ensure the person understands their medicines in order to take 
them as prescribed. As part of resilience planning, the key worker may also wish to 
consider how the person might get their medication during adverse weather conditions. 

Currently, the provision of MURs tends to be supply driven, with pharmacists deciding how 
many reviews to do and whom to approach. This can lead to very patchy application. 
It would be preferable if MURs were needs based and targeted. Medicines management 
programmes in a number of Primary Care Trusts (PCTs) have negotiated agreements 
whereby trained medicines managers in practices refer specific patients to community 
pharmacists for review. Referral criteria could include patients on a vulnerable people list. 

Annual medication review 

All patients over 75 years should have an annual review of their medication and those 
taking four or more medicines should be reviewed six-monthly. 

The aim of the clinical medication review should focus on two questions: 

1. Does the patient still need and benefit from the medicine? 

2. Is the medication having any intolerable side-effects? 

As part of the review, consideration needs to be given to any tests and monitoring 

of medication that may be required, and the appropriateness, dose and duration 

of the treatment.
�

Medicines utilisation review (MUR) 

The Community Pharmacy Contractual Framework enables community pharmacists, 
who provide essential services, to undertake MURs, providing they have an approved 
consultation room. Patients must have received medicines from that pharmacy for a period 
of at least three months. Recommendations are made to prescribers (GPs) of possible 
changes to medication that may be necessary from the information given by the patient. 

The aim of a MUR is to improve patient knowledge, concordance and use of medicines by: 

• establishing the patient’s actual use, understanding and experience of taking 

their medicines
�
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• identifying, discussing and resolving poor or ineffective use of their medicines 

• identifying side-effects and drug interactions that may affect patient compliance 

• improving the clinical and cost effectiveness of prescribed medicines and reducing 
medicines wastage. 

How to improve compliance and concordance in relation to medication 

• Make optimising medicine use everybody’s business. 

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

• Develop a referral pathway to the community pharmacy for MURs. 

• Establish a set of trigger assessment questions for referral for clinical medication 
review or MURs. 

• Encourage community pharmacists to have Criminal Record Bureau checks and 
undertake domiciliary MURs for the housebound. 

INTerveNTIoN 6 
Personal brief health interventions plan 

The primary aim is to develop a plan in partnership with the vulnerable person to 
ensure they undertake suitable activities to promote a healthy lifestyle. 

Using the ‘list of lists’ vulnerable older people could be supported to take personal health 
interventions that ensure they are case-managed in an empowering way to help them 
improve their health and well-being. 

The objective is to maximise the benefit from interventions that will improve their health 
and well-being, as well as their resilience in dealing with extreme temperatures. This 
process could include advice and support to: 

• stop smoking 

• drink sensibly 

• eat healthily 

• ensure adequate hydration 

• promote active living. 

There may be scope to pick this up as part of the local health trainers’ or community 
health workers’ role if available locally. 

The EWD coordinating group could identify the best way to take this forward locally 
and ensure appropriate trigger questions are established and referral pathways agreed. 
For example, the vulnerable person should be asked if they smoke. If the answer is yes, 
would they like to give up and if they say yes the local stop smoking service should be 
able to provide client-sensitive support. 
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INTerveNTIoN 7 
Falls prevention 

The primary aim is to ensure that all the vulnerable older people on the ‘list of lists’ 
are systematically assessed for risk of falls and offered evidence-based interventions 
to reduce any identified risk. 

Falls should be a key question in baseline assessments of health and social care, with 
appropriate triggers to more comprehensive screening and timely referral to evidence-
based preventive action when required. The falls service should be, where possible, 
based on National Institute for Health and Clinical Excellence (NICE) guidance CG21 
(at www.nice.org.uk/CG21). As appropriate, the falls service staff should offer training 
on how to identify people at risk of falling and give advice on how to refer into the 
local service. 

The falls service staff should be familiar with the SED initiative and make reciprocal 
referrals, e.g. Affordable Warmth measures and benefits checks as appropriate. 

The basic initial assessment will vary dependent on the local falls service. 

Falls service 

The Falls Prevention Service in Rotherham was developed to ensure as many older 
people as possible are systematically assessed for risk of falling. As part of this 
approach, frontline staff, such as those from social care and voluntary agencies, have 
been trained to understand the importance of preventing falls in older people and in 
how to identify people at risk. 

They can carry out a basic falls risk assessment using the validated falls risk assessment 
tool (FRAT). 

If a patient answers three questions or more positively they are referred to the 
multidisciplinary falls prevention team and are seen within five days of referral. The 
falls team undertakes a multi-factorial assessment, medication review and identification 
of risk factors. Patients then follow a falls prevention pathway, undergoing further 
assessment and intervention as necessary, and are provided with a multi-agency 
package of advice and support tailored to the individual’s need to minimise risks of 
further falls. The assessment and package is based on NICE guidance. The individuals 
are followed up at three months, six months and one year to support adherence to 
their maintenance programme and to identify any further needs. 

http://www.nice.org.uk/CG21
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INTerveNTIoN 8 
Using assistive technologies 

The primary aim could be that all vulnerable people on the ‘list of lists’ are assessed for 
suitability for the range of assistive technologies available locally. 

Areas will vary considerably as to what assistive technologies are available; often referred 
to as Telehealth and Telecare, for example, movement/falls alarms, temperature alarms 
and electronic medication reminders. Such technologies should be considered as part of 
the personal health intervention plan. 

Pendant/call alarms can be particularly useful for vulnerable older people, especially 
those living alone. The EWD database could include details of what assistive technology 
has been taken up and check the person is using it to optimum effect. 

The local area could work with the alarm call centres and offer staff training on how to 
advise their customers during extremes of temperature and how to self manage. 
Simple advice is provided in the Heatwave Plan4 and in Keep Warm Keep Well.5 

Having an agreed referral pathway or contact for local call centres to use if they are 
particularly concerned about a customer would also be beneficial. It is of particular note 
that vulnerable people who fall at home alone frequently contact the call centre for help 
and support – this could create a referral to the falls service. 

INTerveNTIoN 9 
Personal crisis contingency plans 

The primary aim is for people on the ‘list of lists’ to have a personal plan of options 
developed with the support of the health or social care key worker to aid them in an 
emergency situation. 

Emergency planning processes could ensure that during extreme weather conditions 
vulnerable older people are appropriately supported, e.g. via the alarm pendant call 
centre or via an agreed health or social care visit. 

Vulnerable older people could have a personal crisis contingency plan (e.g. including a 
‘buddy scheme’ to watch for danger signs or make arrangements if there are no close 
friends or family). 

By planning ahead providers can offer care and support to people at risk in the event of 
extremes of temperature. 

• All high-risk individuals who live alone should be in frequent regular contact with care 
workers, volunteers or informal carers. 

• Older people, people with chronic or serious illnesses or mobility problems, or those 
living in hard-to-heat accommodation, may need extra care and support. 

18 



How to reduce the risk of seasonal excess deaths systematically 
in vulnerable older people to impact at population level 

appeNdIx 1: Fuel poverTy 
Fuel poverty is defined as having to spend 10% or more of your income on all fuel 
use, including heating the home to an adequate standard of warmth. 

Causes of fuel poverty 

There are various contributing and combining factors that have an impact on and 
increase the risk of individuals and families living in fuel poverty, including low household 
income, homes with poor energy efficiency, tariff structures and underoccupancy. 

Low household income 

Households on low incomes may have to choose to prioritise other essentials above 
purchasing fuel. Low income households tend to live in the poorest quality housing, 
which often has the poorest thermal efficiency ratings. 

Homes with poor energy efficiency 

Energy efficiency is measured by a Standard Assessment Procedure (SAP) rating, ranging 
from 1 to 100. The higher the number the more thermally efficient a home is. 

Those who suffer from fuel poverty are likely to be living in properties with an SAP rating 
of lower than 35. There are simple solutions to improving the SAP rating. As the greatest 
amount of heating is lost through the walls and roof of a property, cavity wall insulation 
and loft insulation are the first measures recommended to improve thermal efficiency. 
However, many in fuel poverty live in houses that cannot be improved in this way as 
they have solid external walls. They may be outside the gas network and rely on more 
expensive forms of heating. Old boilers, although still operational, can often be more 
costly to run. 

Fuel costs 

There are considerable variations in tariffs offered to households, especially related to 
methods of payment. Often, those most at risk of fuel poverty are paying a higher price 
for their gas and electricity. For example, it is estimated that the cost of paying for fuel 
by cheque or cash is up to £100 per annum more than by paying by direct debit. 

UK energy costs have risen cumulatively between 2003 and 2008 by 147% for electricity 
and 94% for gas.6 

Underoccupancy 

People in underoccupied homes – for instance, a widow or widower living alone – 
are more likely to have a total household income lower than if the home were occupied 
to an optimum level. Larger homes are more costly to heat simply due to their size. 
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Fuel poverty strategy 

The UK Government has pledged to tackle and eradicate fuel poverty by prioritising 
assistance to the most vulnerable households.7 Vulnerable households include those who 
fall into three categories: 

• older people 

• people with a disability or a long-term illness 

• young people and children. 

The UK Fuel Poverty Strategy indicates that people over 60 years of age have lower 
resistance to respiratory diseases and increased blood pressure at lower household 
temperatures, affecting their physical and mental health. These factors can contribute 
to increased levels of illness specifically during the winter months as people spend more 
time at home but are unable to heat their homes adequately for longer periods due to 
the cost. 

Those with a disability or long-term illness are additionally at risk as fuel poverty may 
worsen ill-health and suffering, and may lengthen their recovery time. 

Children are particularly vulnerable to respiratory conditions such as asthma, which have 
been linked to cold and damp homes. Evidence suggests that cold homes can increase 
the time taken to recover from a range of other illnesses that can affect a child’s physical, 
social and educational development.8 



How to reduce the risk of seasonal excess deaths systematically 
in vulnerable older people to impact at population level 

appeNdIx 2: aNalySINg exCeSS wINTer deaTHS 
The Yorkshire & Humber Public Health Observatory undertook some simple analysis to 
help PCTs and local authorities in Yorkshire and Humberside to identify the contribution 
that preventing excess winter deaths could make to the overall 2010 life expectancy 
target. This information method can be easily replicated and could help present the 
need locally. 

The business case goes well beyond mortality targets. There are additional benefits, 
including positive impacts on improving health and well-being, long-term conditions, 
supporting independence, shifting care closer to home, housing and health, fuel poverty 
and the CO2 (carbon dioxide) agenda. 

Recent research presented by Professor Christine Liddell at the Energy Efficiency 
Partnership Europe Conference in Paris in 2009 suggests that for every excess winter 
death there are 8 hospital admissions and 100 consultations with the GP. 

Illness % increase in medical consultations 
for 1°C drop in temperature 

upper respiratory tract 8.5% 

asthma 12.4% 

lower respiratory tract 11% 

Estimated number of excess winter deaths due to a cold home 2002/03 
to 2006/07: analysis by the Yorkshire & Humber Public Health Observatory 

The table and chart below show an estimate of the impact that cold homes may have 
on EWD and therefore the possible number of lives that could potentially be saved 
if interventions to improve the indoor temperatures of cold homes were introduced. 
pleaSe NoTe: These estimates are based on assumptions from evidence provided in 
the National Heart Forum document referenced in the table opposite. 

Method 

An EWD calculation was made for each local authority in Yorkshire and the Humber. 
This was based on five years of deaths data from the Office for National Statistics 
(ONS), 2002/03 to 2006/07. The calculation used the ONS method which compares the 
difference (which is the excess number of deaths) between the number of deaths in the 
‘winter’ period December to March and the average of the number of deaths in the four 
months before the winter period (August to November) and the four months after the 
winter period (April to July). The five-year average number of EWD is shown in column 
A in the table opposite. 
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The National Heart Forum’s Fuel Poverty and Health: A guide for primary care 
organisations, and public health and primary care professionals suggests that 80% of 
EWDs are from the cold (indoor or outdoor). Column B in the table below shows 80% 
of the excess winter deaths shown in column A. 

The National Heart Forum document suggests that there is a 20% difference in deaths 
between the warmest fifth and the coldest fifth of homes. The observatory calculated a 
further 20% of the original 80% of deaths that were due to the cold to give the number 
of deaths that were estimated to be from a cold home, as shown in column C. 

PCT Spearheads have a life expectancy (LE) target; this can be expressed in terms of 
numbers of deaths that need to be prevented to meet the target. Column D represents 
this number, providing an indication of how many deaths could actually be prevented, 
contributing towards the target, if cold homes received interventions and indoor 
temperature was increased to recommended levels. 

estimated impact of cold homes on ewd, five-year averages 2002/03 to 2006/07 

a B C d 

Number of 
ewd 

Number of 
ewd due 
to cold* 

Number 
of ewd 
due to cold 
home* 

Number of 
overall deaths 
which need to be 
prevented to meet 
10% of le target 

38Spearheads Barnsley 154 123 25 
doncaster 160 128 26 32 
rotherham 117 93 19 26 
Bradford 176 141 28 60 
wakefield 188 150 30 16 
Hull 178 142 28 46 
Ne lincs 65 52 10 13 

Non- Sheffield 284 228 46 
Spearheads Calderdale 94 75 15 

kirklees 190 152 30 
leeds 326 261 52 
e riding 170 136 27 
N lincs 54 43 9 
york 85 68 14 
N yorks 279 223 45 

* Column source: assumptions from evidence provided in National Heart Forum, Fuel Poverty and Health. 

At www.heartforum.org.uk/Publications_NHFreports_FuelpovertyToolkit.aspx
�
Source: Yorkshire & Humber Public Health Observatory, Office for National Statistics Deaths Extracts 

(provisional analysis)
�
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Excess winter deaths breakdown – based on fiveyear average 
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• Ongoing advice should be given on keeping warm – the Keep Warm Keep Well 
booklets contain useful tips on heating and preparing for winter, financial support and 
staying healthy during the winter. 

• Consideration could be given as to how individuals will be able to cope during extremes 
of weather, for example how they will get their medication, access to food, hot meals, etc. 

• Is there a plan that is agreed by the beginning of November each year, so that 
vulnerable older people have a care plan that assesses risk or any additional support 
required, and provides guidance on self-help actions? 

• Is ‘top tips’ information available to older people on keeping warm or keeping cool? 
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