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What is Public Health? 

“The science and art of preventing 

disease prolonging life and promoting 

health through the organised efforts 

of Society” 
 

Sir Donald Acheson 

CMO 1988 



 What is the Health, Housing & Fuel Poverty Forum? 

• Launched in March 2005 by the UK Public Health 
Association, on behalf of the Health Sub Group of the 
Energy Efficiency Partnership for Homes.  

 

• Funded initially through funding from Defra (via the EST) 
and then through a grant from the Department of Health 
in support of the Greater Manchester Fuel Poverty 
Initiative 

• Comprising leading high level representatives of the 
Energy Housing and Health sectors  and Chaired by Sir 
Richard Thompson President of the Royal College of 
Physicians 



Why was the  

Health Housing and Fuel Poverty Forum 

(HHFPF) set up? 

 

 To optimise the contribution which the 
health and housing sectors make to the 
delivery of energy improvements to 
vulnerable households. 

 

Addressing the Wider Determinants of 

Health 



General  terms of reference for the HHFPF 

• To bring together leaders in the health, housing and fuel 
poverty sectors with the purpose of seeking collaboration 
and sharing of information 

• To focus on providing energy efficiency and fuel poverty 
alleviation measures to patients that suffer the 
consequences of living in cold, damp homes 

• To facilitate a collaborative network of professionals 
across the health, housing, energy and fuel poverty 
sectors. 

• To set up a ‘Core Group’ bringing together key players 
with strategic influence in different sectors to meet four 
times a year to identify strategic opportunities to progress 
the forum’s purpose, and take appropriate action. 

 

 



The HHFPF 

Why is the contribution of the HHFPF 

essential? 

• To improve health outcomes 

• To improve partnership working 

• To promote and facilitate data/information share 

• To link the ‘national’ with the ‘local’ 

• To simplify the labarynthine systems of referral 

 



The way out of the Labyrynth? 

• The HHFPF identified the need for a 

‘Central Clearing House’ 

• The Central Clearing House Model was 

developed through intensive facilitated 

national workshops involving grassroots 

expertise from the health housing and 

energy sectors 



The way out of the Labyrynth? 
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Trialling the Central Clearing House Model 

Piloted in Greater 

Manchester 



Cardio-vascular disease: 

 The cold increases blood pressure. 

 Increased risk of heart attacks and strokes.  

 Responsible for approximately 40% of excess winter 
deaths (over 31,000 in the UK 2012/2013) 

 

Respiratory Illness: 

 The cold lowers resistance to respiratory infections. 

 Coldness impairs lung function and can trigger broncho-
constriction in asthma and COPD.  

 Dampness is associated with cold houses; damp increases 
mould growths, which can cause asthma and respiratory 
infections.  

 Responsible for approximately 30% of excess winter 
deaths 

The Health Effects of Cold 



The Health Effects of Cold 

Mild Hypothermia 

•  A study showed incidence peaks of hypothermia in A&E patients 

over 65 from relatively deprived postcodes, coinciding with periods 

of cold weather 

Cold houses affect mobility and increase falls and non-intentional 

injuries 

Mental and social health 

•  Damp, cold housing is associated with a 4 fold increase in 

depression and anxiety 

•  Some people become socially isolated as they are reluctant to invite 

friends round to a cold house. 

• In cold homes where only one room is heated, it is difficult for 

children to do homework, affecting educational and long-term work 

and health opportunities. 

 

 



Thermal Comfort 

Recommended by WHO: 

 

• 21ºC Recommended minimum daytime 
  temperature for main rooms 

 

• 18ºC  Recommended minimum bedroom 
  temperature at night 

 

  

 World Health Organization (1987) Health Impact of Low Indoor Temperatures: Report 
on a WHO meeting. Copenhagen: World Health Organization.  

 Available at:  http://tinyurl.com/3ghblbm 

 



Excess Winter Deaths 

• The Office for National Statistics calculates excess winter deaths as 

the difference between the number of deaths in December – March 

and the average of deaths in the preceding August – November and 

the following April – July.  

• If a two month period is taken instead of the four months, the peak 

of excess winter deaths is consistently more than 40% higher than 

the summer trough 

 

• Each centigrade degree reduction below 18°C in temperature in the 

UK corresponds with an extra 3500 deaths . 

 



Sequence of Health Impacts 



“ 

Excess Winter Deaths 

 

Diseases of the circulation – including heart attack 

and stroke – account for around 40% of excess 

winter deaths.  

Around one third of excess 

winter deaths are due to respiratory illness…” 

 

 

[Chief Medical Officer Report, 2009] 



Excess Winter Deaths 

 

We could prevent many of the yearly excess 

winter deaths – 35,000 in 2008/09 – through 

warmer housing... 
 

 

 

[Public Health White Paper, England, 2010] 

 



Excess Winter Deaths 

• The elderly are subject to the greatest 

increase in deaths in winter, with 20,200 

more deaths in the UK among those aged 

over 75 years during the winter of 2005/06 

compared with levels in the non-winter 

months 



Why are the elderly vulnerable? 

• Older people are more likely to be vulnerable to cold weather, partly 

because they are more likely to have existing medical conditions. 

• their temperature control is weaker because of less subcutaneous 

fat, making them vulnerable to hypothermia   

• a 1°C lowering of living room temperature is associated with a rise 

of 1.3mmHg blood pressure, due to cold extremities and lowered 

core body temperature  

• Older people are more likely to be fuel poor, as they are likely to 

spend longer in their homes than other people and therefore require 

their houses to be heated for longer periods . 



Michael Marmot Review of health impacts of cold homes 

• Countries which have more energy efficient housing have lower 

EWDs. 

• There is a relationship between EWDs and low SAP rating/low 

indoor temperature. 

• EWDs are almost three times higher in the coldest quarter of 

housing than in the warmest. 

• 21.5% of all EWDs are attributable to the coldest quarter of housing.  

• Around 40% of EWDs are attributable to cardio-vascular diseases. 

• Around 33% of EWDs are attributable to respiratory diseases 



Michael Marmot Review of health impacts of cold homes 



Michael Marmot Review of health impacts of cold homes 



Michael Marmot Review of health impacts of cold homes 

 CSVM 

Cavity wall 
insulation 
(% houses) 

Roof 
insulation 
(% houses) 

Floor 
insulation 
(% houses) 

Double 
glazing  

(% house) 

Finland 0.10 100 100 100 100 

Germany 0.11 24 42 15 88 

Netherlands 0.11 47 53 27 78 

Sweden 0.12 100 100 100 100 

Norway 0.12 85 77 88 98 

Denmark 0.12 65 76 63 91 

Belgium 0.13 42 43 12 62 

France 0.13 68 71 24 52 

Austria 0.14 26 37 11 53 

Greece 0.18 12 16 6 8 

UK 0.18 25 90 4 61 

Ireland 0.21 42 72 22 33 

Portugal 0.28 6 6 2 3 

 



Michael Marmot Review of health impacts of cold homes 

 Significant effects on the physical health of the young were evident, 

especially in terms of infants’ weight gain, hospital admission rates, 

and caregiver-rated developmental status, as well as self-reported 

reduction in the severity and frequency of children’s asthmatic 

symptoms. 

 Mental health impacts emerged as extremely strong amongst both 

adults and adolescents. 

 After improvements have been made to homes, health 

improvements for adults were measurable, although modest, and 

mostly related to perceptions of physical well-being and self-

assessed general health. 

 Large-scale studies suggest that impacts of cold temperatures as a 

function of poor housing on mortality and morbidity are almost 

certain across the whole population.  

 



Michael Marmot Review of health impacts of cold homes 
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Benefits of 

housing improvements 

• Improving housing conditions can lead to 
significant improvements in health and wellbeing 
(Howden-Chapman et al, BMJ Feb 2007) 

 
 

 

 
  

 

 

   

• A recent study showed that investing £1 in keeping 
homes warm could save the NHS up to 42p in 
health costs 

 (Liddell, 2008) 

  

  

Better self-rated health 50%  in fair/poor health 

Fewer days off school 51%  

Fewer days off work 38%  

Fewer visits to GP 27%  



Impacts on Mental Health 

 



 



 



 



 



Key findings of the HHFPF led Greater Manchester 

Fuel Poverty Inititaive 

  

 Data mapping and overlay 

between PCTs and local 

authorities 



Health Data – Data Source Table 
 

  
Measure Geographical Level Data Indentified Frequency Availability 

 numbers of 
patients admitted 

to hospital 

National / SHA Area 
/ PCT Area  / LA 
Area  / Practice 
Level / Part Post 

code 

Age & Age Band, 
Gender, Ethnicity 

Updated Monthly 

Every PCT should 
be able to retrieve 
data about their 

own PCT 

Prevalence  of 
diseases  in the 

community 

National / SHA Area 
/ PCT Area  / LA 
Area  / Practice 

Level  

Number & 
Percentage of 

condition, males, 
females 

Yearly (Pooled) Yes (Publicly 
Available) 

Death Rates  National / SHA Area 
/ PCT Area  / LA 

Area 

Males, Females & 
People 

Yearly Yes (Publicly 
Available) 

National / SHA Area 
/ PCT Area  / LA 
Area  / Practice 

Level / Post code 

Age & Gender Monthly Only available by 
PCTs 

Clinical Indicator- 
Blood pressure, 

COPD rates  

National / SHA Area 
/ PCT Area  / LA 
Area  / Practice 

Level  

Number & 
Percentage of 

condition 

Yearly (Pooled) Yes (Publicly 
Available) 

The table below shows the health data available to PCTs/CCGs  



Housing Data – Local Authority Data 
The table below shows the local authority data sets 

Measure Data Source 
Geographical 

Level 
Data Indentified Frequency Availability 

Domestic Housing 
Attributes 

Private Sector 

Stock Condition 

Survey 

Authority /  Ward / 

SOA / Street / 

Postcode /  

Dwelling 

Domestic housing 

attributes e.g.: 

Year built 

Built form  

Type & level of insulation 

Central heating system 

 

3-5 yearly, some 

will be updated 

annually 

depending on 

LA 

Every LA 
should hold 
data about 

their own LA 

Standard 
Assessment 

Procedure Rating 

Private Sector 

Stock Condition 

Survey 

Authority /  Ward 

/SOA / Street / 

Postcode /  

Dwelling 

Standard Assessment 

Procedure (SAP) Rating 

Updated 

regularly by 

local officer 

Every LA 
should hold 
data about 

their own LA 

Fuel Poverty 

Centre for 

Sustainable Energy 

– Fuel Poverty 

Indicator 

LSOA / Ward 
Number and percentage of 

population in fuel poverty  

Based on the 

2003 English 

House Condition 

Survey (EHCS) 

and 2001 

Census  

Yes (Publicly 
Available) 

Compound 
Measures 

Local Energy 

Efficiency 

Database, e.g. UNO 

Authority /  Ward / 

SOA / Street / 

Postcode /  

Dwelling 

E.g. annual domestic 

heating running costs per 

year 

Updated 

regularly by 

local officer 

Every LA 
should hold 
data about 

their own LA 



Contextual Data – Other Sources 
The table below shows other contextual data that can be used 

Measure Dataset Data Source Lowest Level Data Indentified Frequency Availability 

Income Pay check 

 

CACI 

 

Postcode 

Household Income: 

  Mean income 

  Median income 

  Mode income 

Annual License 

Income 
Labour Market 

Statistics online 
ONS City 

Number of jobs per 

thousand 

Mean income 

Median income 

Annual % change 

Annual 
Yes (publicly 

available) 

Income 
Individual 

Benefits 

Department of Work 

and Pensions (DWP) 
LSOA 

  Attendance 

Allowance 

Disability Living 

Allowance 

Incapacity 

Benefit/Sever 

Disablement 

Allowance 

Income Support 

Job Seekers 

Allowance 

Pension Credit 

State Pension 

Quarterly 
Yes (publicly 

available) 

Deprivation 

Index of 

Multiple 

Deprivation 

Communities and 

Local Government 

(CLG) 

LSOA 

Indication of levels of 

Deprivation by 

area/ward 

Annual 
Publicly 

Available 

Geo 
Demographic 

Mosaic Experian Post Code 
Geo Demographic 

segmentation 

Licence 

 
Licence 

Geo 
Demographic 

Acorn CACI Post Code 
Geo Demographic 

segmentation 

Licence 

 
Licence 



Using the Data – Stepping through the Process 
Does energy inefficiency correlate with CHD and areas of deprivation 

Summary 

Data Sources Used: 

•Emergency Admissions for CHD from 

SUS 

•SAP rating from UNO 

•Deprivation data from ONS 

 

 

The darker blue areas on the map 

highlight housing that has a low SAP 

rating and therefore are energy 

inefficient. 

 

The greener areas highlight areas of 

higher deprivation. 

 

The Red markers indicate higher 

numbers of emergency admissions due 

to CHD. 

 
 



Geo-Demographic Segmentation 
Higher than expected Hypertension rates correlated with Heating running costs 

Summary 

Data Sources Used: 

• SUS Admitted Patient Care (Hypertension 

Spells) 

• Mosaic Population Segmentation 

• ONS Mid Year 2008 Population Estimates 

• Heating running costs – Salford LA 

 

Calculating who to target: 

• SUS – all Hypertension spells between 2008 

and 2009 

• Mosaic groups attributed to each spell based 

on the patient’s postcode 

• Dividing the admissions by segment 

populations enables an expected rate of 

admission to be calculated for each Mosaic 

segment 

• The average rate for the population is 1 

• Using the average rate, comparisons were 

made with the actual admission rates for 

each Mosaic segment. For example, if a 

segment’s rate was 3 then there were 3 

times as many spells than expected. This is 

the higher than expected rate of 

Hypertension. 

 

 
 



Overlaying PCT Data 



GP IT Referral Systems 



GP IT Referral Systems 



GP IT Referral Systems 



GP IT Referral Systems 



LESSONS NOT LEARNED 

• How to move across professional 

boundaries 

• How to find a common ‘language’ 

• How to break away from the way things 

have always been done 

• How to use the changing 

political/societal landscape to promote 

new ways of working 



What is Public Health? 

“The science and art of preventing 

disease prolonging life and promoting 

health through the organised efforts 

of Society” 
 

Sir Donald Acheson 

CMO 1988 



The organised efforts of Society? 

‘The Strategic Review of Health Inequalities in England – Post 2010’ 

   Sir Michael Marmot – February 2010 

“ 

 

 

“Rise up with me against the organisation of 

misery” 

Pablo Neruda 
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