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Health Innovation North West Coast

One of the 15 Health Innovation Networks across England.

We work with healthcare organisations
and businesses to support the spread of
all types of innovation within the NHS,
from new technologies to ways of
working and service improvements. We
do this to improve services for patients,
enable NHS efficiencies and support
economic growth.

Find out more about the Health
Innovation Network.

Health Innovation
North East and North Cumbria

({\ Health Innovation
Yorkshire & Humber

He: kh “‘»

Health Innovation East *

Health Innoval tion
¥ WEST MIDLANDS

UCL;Partners

Health
Innovation

HHHHHH



https://thehealthinnovationnetwork.co.uk/
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Fuel Poverty in Cheshire and Merseyside

Why Fuel poverty interventions?

e  Work commissioned in 2022 to
develop a fuel poverty dashboard
in CIPHA (Combined intelligence
for population health action)

e Funding was allocated through
the Innovation for Health
Inequalities programme (InHIP)

e Multi stakeholder steering group
established to lead the project

e Collaboration with Optum to
support translating data into
action

Cheshire and

/// Merseyside

Health and Care Partnership

Why is this a problem?

Fuel Poverty Tripled Millions of UK
in the last 12 months households live in
colder homes due
to the highest
inflation in the last
30 years

Cold homes can
exacerbate
Circulatory &

Overwhelming of the
Health System (e.g.,
increase of hospital

admissions) Respiratory systems
People living in fuel Anxiety and
deprived areas are at depression are more
greater risk of prevalent in cold
admission to hospital homes

Population by Fuel Poverty Quintile

@ Quintile 1:LSOAs with the Highest % of Fuel Poverty @ Quintile 2 @ Quintile 3 @Quintile 4 @ Quintile 5:LSOAs with the Lowest % of Fuel Poverty

Cheshire [T 12.7% 25.8% 23.1% 29.1%
Halton 36.7% 13.8% 10.0%

Knowsley 27.2% 28.7% 20.1% 8.4% 15.6%
Liverpool 45.4% 22.8% 13.4% 10.5% 7.8%

South Sefton 23.8% 20.0% 29.1% 17.7% 9.3%
Southport and Formby 12.1% 27.0% 21.0% i 23.2% 16.7%
St Helens 18.7% 29.5% 16.1% 18.8% 16.9%
Warrington  [JIRTEST 14.9% 152% | 27.4% 31.7%
Wirral 23.0% 21.8% 18.7% 21.2% 15.2%
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CIPHA fuel poverty dashboard

Fuel Poverty: Risk Stratification
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Population by Mortality Risk Score (MRS) Quintile (Ages 18+)
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The Conditions tab
shows clinical condition
by fuel poverty quintiles
and LSOAs.
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risk stratification tab shows population by
Resource utilisation band.

Patient need group.

Risk of emergency admission.

Mortality risk score (Quintile ages 18+)

Fuel Povert : Conditions
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Fuel Poverty Households
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Cheshire and Merseyside

The EPC is
sourced from
Enerqgy
Performance of
Buildings Data
England and
Wales
(opendatacomm
unities.orq)

The households
tab shows
household by
energy rating
and occupancy.
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Understand the : Identify cohorts : Facilitate a . Measure the impact
proportion of citizens : of patients at highest - multi-agency response - of these interventions
in a locality likelyto  : risk of hospitalisation : to engage and support over time.
be experiencing : due to cold . these patients.
fuel poverty. : living conditions.
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COPD Cohort selection

IMD most deprived quintile
COPD diagnoses in primary Care

Data points used to segment:- .
Not in a care home

50% or higher risk of emergency admission
20% most Fuel Poor quintile neighbourhood

Population og gatation - Patient Count
Population Cheszhire Falton Knowshey Liverpool  South Sefton  Scuthport Anc St Hedens Warrngton wirra KB
Foamibsy
cvD
Atrial fibnllation Register 23 27 22 0 13 10
Coronary heart deease (CHD) Register B 11 44 5 {1 16
Heart failuse Register 2 23 3 ] u £l
Hypertension diagnosis Register &0 43 3 ] 24 25
Peripheral artenial disease (PAD) Regester 10 7 13 J 10 12
Strokee/TIA Hegister 21 2= 21 2 13 1
Deprivation
Core 20 Population ** o s 97 17 38 45
Disability
Learning disabality rogistor o o a 2 o o
Fhysical disability 13 29 24 il 2 2
Mental Health
Depression disgnotis register 4 20 13 5
Severe Mental lliness register 2 3 ) 6 )
Population
Laciies on Pregnancy registes ** 0 1] d a 0 0
Oicier people aged 65 and over 49 co o8 3 36 3
Young Househoks (aged 0-4) 1
Respiratory
Asthma diagnosis Register <= 18 ] 7 J 0 o
Azthma diagnosis Register 19 1" 19 -] 19 mn
Chronic abstructive pulmanany disease (LUPLY) Rogester 70 T or 7 28 43
Total Population (LTCs Only)
Total Populatson (LTCs Only) 70 75 o7 17 ] 45
Total 70 75 a7 17 45




Fuel poverty process mapping
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Commonalities between pathways

» Defined role to create patient list and contact patients
* Clinical review
» Onward referral to holistic services

Qualitative
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patient experience
QoL
Patient stories
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ENERGY PROJECTS PLUS

towards a sustainable future

LEAP (Local Enerqy Advice Partnership)

LED bulbs
Draught proofing
Radiator reflector panels.

White goods
Broken, gas central heating boilers

Home visits of up to 2 hours, fitting “easy measures”
such as

Can potentially assist with replacement of:

LOCAL ENERGY ADVICE

PARTNERSHIP

Warm & Well

Funded by Energy Industry Voluntary Redress
Scheme, to provide added capacity to our teams, due
to rising need caused by the Cost of Living Crisis.
Support includes:

» Telephone advice & home visits
» Access to Household Support Fund

Warm
&Well

—



https://www.epplus.org.uk/projects/leap/
https://www.epplus.org.uk/projects/warm-and-well/

Over 380 patients identified and put on “fuel poverty” pathway in St Helens, Knowsley

and Warrington

Facilitated £275,000 payments from household support fund
Over 250 referrals to local authority commissioned affordable warmth schemes
323 referrals to wellbeing and social prescribing teams

Over 45 referrals to pulmonary rehabilitation
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Health and Care Parinership

Cohort 2: Pre-School Respiratory Wheeze

Cohort E: 20% fuel poor areas, age 0-4, Salbutamol last 12 months, 5+% Emergency R

This information is for decision support only. it should not replace full clinical review or be used in isolation to make a clinical decision NHS

. H 1 Registers marked with ™ are not available 25 a rate and are not included in the “Total Population With LTC' . "Young
Fuel PovertY‘ POPUIatlon Seg mentatlon Households' population is only available as a count. [ Age . 0_4

Show Filters Clear Filters Filters Applied % of Population Rate Per 100K

Population Segmentation - Patient Count

Population Cheshire Halton Knowsley Liverpool  South Seften  Southport Ang 5t Helens Narrington Wirral ICB ([ ] 5 % O r g re a te r r I S k Of

Formby

o emergency admission
Atrial fibrillation Register |
Coronary heart disease (CHD) Register
Heart failure Register | " . :
Hypertension diagnosis Register
Peripheral arterial disease (PAD) Register |

e 20% most Fuel Poor
StrokefTIA Register 1 _ _

Oeprtvaion | quintile neighbourhood
Core 20 Population ** 216 126 2 [ 178 24 176 65

Disability |

Learning diszbility register 1 1 1 3 . .
R | . -. —a— e Salbutamol prescription
Mental Health . .
Depressicon diagnosis register | Wlth | n 12 months
Severe Mental lliness register
Population |
Ladies on Pregnancy ragister **
Older peaple aged 65 and over ** |
Young Households (aged 0-4) ** 243 122 234 170 4z 185 @l 2266
Respiratory |
Asthma diagnosis Register <= 18
Asthma diagnosis Register 19+ |
Chronic obstructive pulmonary disease (COPD) Register
Total Population (LTCs Only) |
Total Population (LTCs Only)
Total | 251

Cohort size: ‘ 1

178 42 190 7 419 2,329
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What the clinic offers

m Cheshire and

Mersey and West Lancashire / :
Teaching Hospitals // Merseyside

Healkh ard Care Parirarship
NHS Trust

Clinical intervention
Inhaler review
Referral to diagnostics
Asthma therapy

Inhaler training

Breathe Buddies
(Holistic, non—clinical
support inclding peer

support/ inhaler training/
workshops/ other)

Financial/Housing
(provided via Home
Improvement Team)

Household support fund (only
available until 1st March),
maximising income - incl.

home visit
Housing referral

Home safety checks

Sodal housing provider issue

Energy efficiency measures

Referrals to Affordable

£51,500 household support fund payments supported Warmth Team

119 Patients




Tackling
Fuel Poverty

https://www.healthinnovationnwc.nhs.uk/tackling-
fuel-poverty-toolkit

Cheshire and N




Evaluation
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 Reduction in hospital
admissions

] Reduction In attendances
(A&E, GP, other)

J Reduction In
exacerbations

1 Patients experience
reduced anxiety related
to fuel poverty




m HEALTH INNOVATION _ m
_ . North West Coast Liverpool Heart and
Cheshire and Merseyside Chest Hospital

NHS Foundation Trust

“These trailblazer projects show
what can be achieved if you combine
smart data with strong and active
collaboration between the NHS and
local partners.”

Sarah Sibley, Respiratory Lead for
Cheshire and Merseyside ICS

Graphnet ©

Transforming Care

ST HELENS

BOROUGH COUNCIL

() torus

NHS Knowsley Council

Mersey and West Lancashire
Teaching Hospitals

NHS Trust ENERGY PROJECTS PLUS

towards a sustainable future

PRIMARY CARE
KNOWSLEY



The innovation In this
project is simple: it'’s
about joining existing
offers together in a
coordinated way
around the patient
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Tackling
Fuel Poverty

https://www.healthinnovationnwc.nhs.uk/tackling-
fuel-poverty-toolkit

rhiannon.clarke@healthinnovationnwc.nhs.uk
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