
 

 

 

 

 

 

 

 

Leicestershire Warm Homes, Healthy Homes: 

Health Needs Assessment 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



NEA gratefully acknowledges the support of Leicestershire County Council Public Health Team in 

commissioning this study.  For their invaluable assistance in disseminating the questionnaire used in 

the study to their service users NEA would also like to thank: 

 Zoe Coulson, Partnership Co-ordinator, Blaby District Council 

 Tara Bhaur, Housing Enablement Officer, University Hospitals of Leicester NHS Trust 

 Mark Jackson, Parish Manager, Glenfield Parish Council 

 Lauren Norton, Housing Services Manager (Housing Support), The Bridge 

 Sam Barker, Child Clinical Lead Nurse, Leicestershire Partnership NHS Trust 

 Helen Brackenbury, Coordinator Community and H2H, Royal Voluntary Service 

 Anne Davis, Administrative Assistant, Age UK Leicester Shire and Rutland 

 Tim Maycock, Coalville Foodbank 

 Tony Brooks, Head of Customer and Community Investment, EMH Homes  

 Ian Bartlett, Environmental Health Team Leader, Harborough Borough Council 

 Kate Webb, Development Worker, Age UK Leicester Shire and Rutland  

 Helen Cobley, Earl Shilton Neighbourhood Watch Development Worker,  Community Action 

Hinckley & Bosworth 

 Amanda Buckley, Senior Visiting Officer, Hinckley and Bosworth Borough Council 

 Jamal Lea, Energy Strategy Officer, EMH Homes 

 Chantal Perkins, Community Assessment Team Service Manager, The British Red Cross 

 Steve Payne, Cath Bayley and Liz Rogers, Vista Blind 

 Angela Truman, AM Lewis and RM Patel GP Surgery 

 Louise Maine, Involvement Centre Coordinator, The Bradgate Unit 

 Victoria Clarke, Environmental Protection and Safety Manager, Melton Borough Council 

 Tina Tinsley, Business Manager, Papworth Trust 

 Kim Wallis, Librarian/Outreach Worker, Oadby Library 

 Zoe Davies, Energy Strategy Officer, North West Leicestershire District Council 

 David Gibson, Leicester South Foodbank 

The Research Team would like to thank Carrie Pailthorpe of Leicestershire County Council’s Public 

Health Intelligence Team for her advice and for sharing analysis of the Quality and Outcomes 

Framework. NEA is particularly grateful to the households who gave up their time to take part in our 

survey and without whom this research would not have been possible. 

Prepared by National Energy Action for Leicestershire County Council Public Health Team 
 
February 2016 
 
Author: Helen Stockton 
 
NEA 
Level 6 (Elswick) 
West One 
Forth Banks 
Newcastle upon Tyne 
NE1 3PA 
 
www.nea.org.uk 



CONTENTS 

 

 

EXECUTIVE SUMMARY ............................................................................................................................ 1 

INTRODUCTION ....................................................................................................................................... 4 

Leicestershire profile .......................................................................................................................... 4 

Methods ............................................................................................................................................ 11 

Profile of respondents ...................................................................................................................... 14 

RESULTS ................................................................................................................................................ 17 

Using energy and keeping warm at home ........................................................................................ 17 

Health and the impact of cold homes ............................................................................................... 22 

Warm homes and health related services ........................................................................................ 27 

CONCLUSION AND POLICY INSIGHTS .................................................................................................... 29 

APPENDICES .......................................................................................................................................... 32 

Appendix A: Profile summary diagram ............................................................................................. 33 

Appendix B: LSOAs with above national rate of fuel poverty ........................................................... 34 

Appendix C: Child poverty ................................................................................................................. 37 

Appendix D: Cold-related disease prevalence .................................................................................. 41 

 

 

 

 

 

 

 

 

 

 



1 
 

EXECUTIVE SUMMARY 
 

Addressing cold homes and tackling fuel poverty as a means of contributing to the health and 

wellbeing of citizens has recently been acknowledged by the National Institute for Health and Care 

Excellence (NICE) who recently issued guidelines on how to address the problem.  The guidelines call 

for coordinated action to signpost people who live in cold homes to a single point-of-contact for help 

in making their homes warmer.  Leicestershire County Council’s Public Health Team responded to 

this call and commissioned NEA and the Papworth Trust to jointly develop and deliver the new 

‘Warm Homes, Healthy Homes’ service. The service is a county-wide referral service that will be 

integrated into Leicestershire’s First Contact service (multi-agency referral network).   

Simultaneously, NEA undertook a Health Needs Assessment (HNA) among residents in the county to 

explore the incidence of cold-related ill-health (physical and mental health), the extent to which 

households may be considered at risk of fuel poverty and the relationship between the two.   

The HNA involved three stages of research. Firstly, a desk-based exercise was undertaken to profile 

the county in relation to fuel poverty, excess winter mortality and health.  The profile revealed that 

Leicestershire has a lower rate of fuel poverty (8.9%) than England (10.4%) but that there is some 

variation between districts with the highest level found in Charnwood (9.7%) and the lowest in 

Harborough (7.9%). Similarly, child poverty rates across the county ranged from 19% in Charnwood 

to 13% in Harborough – the rate across the East Midlands is 21% and across the UK is 28%. Over the 

last five years (2010 - 15) the East Midlands region is shown, on average, to have the highest rate of 

excess winter mortality of all English regions, with winter deaths exceeding non-winter deaths by 

19.06% (the rate in England was 18.2%). During the winter of 2013/14 winter deaths in Oadby and 

Wigston exceeded non-winter deaths by 25% compared to just 7.7% in Charnwood, while in 

Harborough winter deaths that year did not exceed non-winter deaths. 

The second stage of the research involved a review of initiatives and partnerships in the county 

currently responding to the issue of cold homes and health. This scoping exercise was used to find 

groups to whom the new Warm Homes, Healthy Homes service could be promoted, but also to 

identify key third parties through whom residents could be reached and invited to take part in the 

HNA survey. 

The HNA survey of residents from across Leicestershire, with which this report is principally 

concerned, was the final and third stage of the research. Administered by questionnaire, the survey 

sought to examine fuel poverty risk, including factors such as energy affordability, coping strategies 

of those struggling to achieve affordable warmth and self-reported incidence of a range of health 

conditions. Working with over twenty third party agencies, questionnaires were delivered to service 

users between October 2015 and January 2016 and 134 valid responses were received. 

This research aimed to provide useful data and insights to help inform Leicestershire County 

Council’s cold homes and health programmes; but in particular the development of the new Warm 

Homes, Healthy Homes service.   
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A summary of the key findings is provided below: 

 Achieving affordable warmth was a considerable challenge for many respondents to the 

HNA survey.  While levels of satisfaction with aspects of home heating and insulation were 

fairly high, almost a third (31.8%) could not normally keep their whole house comfortably 

warm during winter or when it was cold outside – this is referred to as subjective fuel 

poverty.  

 

 The coping practices observed among those concerned about their energy bills, those unable 

to afford the heat required and/or those with poor levels of energy efficiency included 

energy rationing (under-heating) and it was commonplace - 71.5% said they frequently had 

their heating on lower or less often than they would really like, so that their energy bill was 

not too high.  Almost half (45.9%) said that paying for energy meant they had to cut back on 

other things that were really essentials, such as food or clothing, and among prepayment 

users self-disconnection was a reality for more than a quarter. 

 

 Financial stress was a considerable burden for many respondents. Worry about money 

generally, paying bills on time and ability to afford energy bills were the cause of stress to 

around a one in four of respondents.  In addition, 23.7% of respondents said that being 

unable to keep their home warm during winter meant that they felt downhearted and low. 

 

 Cold homes and fuel poverty directly and indirectly impact on the health and wellbeing of 

citizens.  Cold-related diseases include respiratory diseases, circulatory diseases and more 

recently evidence from ONS suggests dementia and Alzheimer’s disease.  Previous research, 

including that reviewed by NICE, has found it difficult to detect a direct statistical 

relationship between cold homes, fuel poverty and excess winter mortality, although the 

World Health Organisation estimates that around 30% of excess winter deaths can be 

attributed to cold homes.  Other studies have found relationships between cold homes, 

physical morbidity and mental health. This study found that for a majority of respondents 

(63.1%) there was at least one person in their household with at least one cold-related 

illness/condition. 

 

 This research found that fuel poverty risk is associated with the presence of at least one 

cold-related illness and in particular, with depression and asthma (breathing difficulties). 

Using the Quality and Outcomes Framework, eleven cold-related diseases were selected, of 

which five were found to be significantly more prevalent across the county than England. 

These were arterial fibrillation; cancer; depression; cardio vascular disease (primary 

prevention) and asthma.   

 

 Those considered to have higher levels of fuel poverty risk (using a composite risk indicator) 

and those in subjective fuel poverty were statistically more likely to have someone in their 

home that suffers from depression, asthma or to have someone in their home with at least 

one of seven of cold-related illnesses (inclusive of asthma and depression).  
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Recommendations and insights 

In meeting its aim of helping to inform the design and development of cold homes and health 

related services the research offers the following recommendations: 

 While it is important that fuel poverty and cold-homes related services should be targeted at 

the most vulnerable, where health conditions play a role in determining eligibility or priority 

access then this research suggests that asthma and depression, and other mental health 

conditions, should be included alongside conditions traditionally associated with cold 

homes, such as heart attack, stroke and COPD. 

 

 Fuel poverty risk is multi-faceted and difficulties achieving affordable warmth can manifest 

themselves in many ways, including coping strategies that might be difficult to detect or 

observe. As this research reveals, under-heating and the rationing of other essentials, stress 

and worry around paying for energy and managing other household bills can be signs that a 

household is in or at risk of fuel poverty. Health and social care professionals along with their 

partners seeking to implement the NICE guidance should seek, where possible, to include 

these risk flags in their processes and systems. 

 

 Given the breadth of health conditions known to be associated with cold homes and fuel 

poverty, health and social care professionals implementing the NICE guidance should 

consider a wide range of agencies to include within their referral network. In particular, this 

research would recommend ensuring adequate representation of and links to mental health 

services.  

 

 When considering the health needs of households it is important to consider the needs of all 

occupants and not just the head of household/applicant. 

 

 Leicestershire County Council’s Public Health Team should ideally, and where resources 

permit, seek to evaluate service-user profiles and outcomes of the new Warm Homes, 

Healthy Homes Service.  Such intelligence could potentially serve to provide examples of 

good practice and of how the NICE guidance could be implemented by other Public Health 

teams.  In addition, the information could be used to formatively shape and direct the 

service as it develops. 

 

 NEA has long advocated that energy efficiency is the most sustainable and rational means of 

addressing fuel poverty and the problem of cold homes.  Efficient heating systems and 

improvements to the thermal envelope of dwellings through improved insulation are 

essential to achieving this.  However, there are also gains to be had for households 

struggling to keep their home warm through smaller measures, such as energy efficiency 

advice (use of controls, switching and energy management) and draught proofing to help 

manage energy use and to maximise comfort. NEA would recommend that cold homes and 

health related services should seek where possible, to integrate these measures.
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INTRODUCTION 
 

NEA, the national fuel poverty charity, and the Papworth Trust were commissioned by Leicestershire 

County Council Public Health Team to deliver a county-wide referral service (Warm Homes, Healthy 

Homes) which is being integrated into Leicestershire’s First Contact service (multi-agency referral 

network).  Part of this project involved undertaking a Health Needs Assessment (HNA) among 

residents in the county to explore the incidence of cold-related ill-health (physical and mental 

health), the extent to which households are struggling to achieve affordable warmth and the 

relationship between the inability to achieve affordable warmth and cold-related ill health.   

By tackling fuel poverty and improving the energy efficiency of dwellings we can help to reduce the 

burden on health budgets, contribute to achieving public health outcomes and improve the health 

and quality of life of millions of households.  The direct and indirect health impacts (physical and 

mental) suffered by those living in cold homes that are expensive to heat and power are well 

documented and understood1.  It is also acknowledged in the literature that these health impacts 

can affect adults, adolescents and young children/infants differently and that clinical impacts on 

adult health can be difficult to detect, while others have shown significant effects on the mental 

health of both adults and adolescents2.  

NEA (2015) estimates that over the next 15 years approximately £22 billion will be spent by the NHS 

(England and Wales) treating cold-related illness and 125,000 extra deaths will be brought about in 

the UK as a result of living in a cold home.  The need to act on cold homes in order to reduce poor 

health outcomes and to reduce excess winter mortality and morbidity was recently recognised by 

the National Institute for Health and Care Excellence (NICE) and they have issued guidelines on how 

to address the problem. For the first time official health guidelines have called for coordinated 

action and recommended that health and social care professionals, as well as those working in the 

heating, plumbing and electricity industries, collaborate to signpost people who live in cold homes to 

a single-point-of-contact system for help in making their home warmer (NICE, 20153).  The referral 

scheme being developed by Leicestershire County Council is one example of how these guidelines 

can be implemented. 

 

Leicestershire profile 
 
Initial stages of this research involved a profiling exercise to explore 

Leicestershire in relation to the incidence of health conditions known to 

be exacerbated by cold homes, housing, fuel poverty and excess winter 

mortality.  A network diagram summarises these findings in Appendix A. 

                                                           
1
 Marmot Review Team (2011) The Health Impacts of Cold Homes and Fuel Poverty. 

2
 Liddell, C. and Morris, C. (2010) Fuel poverty and human health: a review of recent evidence. Energy Policy, 38, pp 2987-2997. 

3
 NICE (2015) Excess winter deaths and illness and the health risks associated with cold homes. NICE guidelines [NG6] Available at: 

http://www.nice.org.uk/guidance/ng6  

http://www.nice.org.uk/guidance/ng6
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The County of Leicestershire is located within the East Midlands region of England and has a 

household population of almost 267,500.  The county is administratively two tiered and does not 

include the City of Leicester, which is a separate unitary authority. There are seven districts in the 

county, these are: Blaby, Charnwood, Harborough, Hinckley and Bosworth, North West 

Leicestershire, Melton and Oadby and Wigston. 

As shown in Table 1 below, home ownership is the most common tenure group and the majority of 

households in Leicestershire live in homes that they own – either outright or with a mortgage/loan. 

The rate of home ownership across the county is higher than the national and regional rates.  

Socially rented and privately rented dwellings are both less prevalent in the county than in the East 

Midlands region and nationally, however there is some variation between districts with the highest 

rate of social tenure found in North West Leicestershire and the highest rate of private rented 

tenure in Melton and Charnwood. 

 

Table 1. Tenure by district (%) 

Area All households 
(count) 

Owner-
occupier 

Shared 
Ownership 

Social 
rented 

Private 
rented 

Living 
rent 
free 

England 22,063,368  63.4 0.8 17.7 16.8 1.3 
East Midlands 1,895,604  67.3 0.7 15.8 14.9 1.3 

Leicestershire 267,434  75.7 0.8 10.5 11.9 1.1 

Blaby 38,686  80.9 0.6 7.7 10 0.8 
Charnwood 66,516  72.1 0.8 11.8 14.1 1.2 
Harborough 34,898  78.1 1.2 8.4 11.2 1.1 

Hinckley and Bosworth 45,377  76.8 0.6 10.3 11.4 1 
Melton 21,490  72.2 0.9 11.1 14.2 1.6 

North West Leicestershire 39,128  72.5 0.8 14.3 11.3 1.2 
Oadby and Wigston 21,339  80.8 0.8 7.6 9.9 1 
Source: ONS (2016) Census, 2011. 

 

Fuel Poverty 

Fuel poverty affects around 2.35 million households in England (DECC, 2015) and is one of the wider 

determinants of health inequality, itself a key public health issue. The damage to physical and 

psychological health and the avoidable practical and financial pressures placed on the health and 

social care sectors and wider community is the single most compelling issue in the cold homes 

debate.  It is estimated that ill health associated with fuel poverty costs the NHS around £1.3 billion 

a year4. 

Fuel Poverty across Leicestershire at 8.9% is lower than the national and regional rates, both at 

10.4% (DECC 2015). Table 2 shows the levels of fuel poverty from national level to district level with 

districts ranked in descending order.  

                                                           
4
 Age UK, 2014. 
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While all districts of the county have a lower level of fuel poverty than the national rate, Charnwood 

has the highest rate at 9.7% and Harborough the lowest at 7.9%. 

 
Table 2. Fuel Poverty 

Area Fuel-poor 
households (n) 

% of households fuel 
poor 

England 2,347,000 10.4 

East Midlands 201,405 10.4 

Leicestershire 24,266 8.9 

Charnwood 6,605 9.7 

Oadby and Wigston 2,085 9.6 

Melton 2,073 9.5 

North West Leicestershire 3,597 9.0 

Hinckley and Bosworth 3,965 8.6 

Blaby 3,142 8.0 

Harborough 2,799 7.9 

Source: DECC, 2015. 

 

While the rate of fuel poverty at a district level is lower than the national and regional averages 

there are pockets of higher than average levels of fuel poverty across the county. Almost one in four 

(23.7%) of the county’s lower super output areas (LSOA) have above the national and regional rates 

while 43% have above the county rate of 8.9%. A list of all LSOAs with above the national average 

rate and their corresponding ward is provided in Appendix B. 

Seven of the top ten LSOAs for fuel poverty can be found in the Charnwood District and specifically 

in Loughborough wards. Loughborough is a University town with a large student population. The 

2011 census showed that there were 19,800 students in Charnwood from a population of 166,100, 

making up 12% of the population.  The risk of fuel poverty is greatest in the private rented sector 

(19%) and it is generally understood to have poorer levels of energy efficiency. The wards with the 

highest levels of fuel poverty in Leicestershire are also those with higher than average levels of 

privately rented dwellings.  The county has 11.9% privately rented dwellings and Charnwood 14.1%, 

both below the regional and national rates of 17.7% and 15.8% respectively. However, those top 

LSOAs for fuel poverty are in wards with rates of privately rented tenure ranging from 22% to 36%5. 

 

Central Heating 

While the vast majority of properties have gas central heating across Leicestershire, there are still 

households across the county without any form of central heating.  As shown in Table 3, the 

proportion of dwellings across the districts without central heating is low, and lower than the 

regional and national rates, apart from Melton which has above the regional rate.   

                                                           
5
 Office for National Statistics (2016) 2011 Census. Table: Tenure (KS402EW) 
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The most common central heating by fuel type across the country is gas and this is true across 

Leicestershire and the East Midlands. Of the traditional forms of central heating, gas is usually the 

most efficient and cost effective. Only Harborough (78.2%) and Melton (72.7%) have a slightly lower 

rate of gas central heating than the national rate (78.8%). Notably, these districts are shown to have 

a much higher rate of ‘other’ types of central heating, including oil, LPG, biomass or renewable 

heating technologies. 

The percentage of households across the districts using electric central heating is lower than the 

England average of 8.3%. Electric heating systems are often associated with higher running costs and 

can lead to problems around keeping warm and paying bills among those most at risk of fuel 

poverty. The district with the highest rate of electric heating is Melton (6.5%), which also has the 

highest rate of ‘other’ systems; this could perhaps be explained by its rural nature. Harborough also 

has a comparatively high rate of 6.2%. The lowest rate of electric, ‘other’ and solid fuel systems can 

be found in Oadby and Wigston, which is one of the most urban of all the districts.  

 
Table 3. Percentage of central heating systems by fuel type 

Area No  
central 
heating 

Gas Electric Other Solid fuel 
 

England  2.69 78.80 8.29 9.53 0.68 

East Midlands 2.01 80.09 6.38 10.09 1.43 

Blaby 1.33 89.62 3.90 4.75 0.40 

Charnwood 1.94 87.32 5.23 5.12 0.39 

Harborough 1.41 78.22 6.17 13.50 0.71 

Hinckley and Bosworth 1.61 84.47 5.33 7.55 1.05 

Melton 2.27 72.69 6.54 17.18 1.32 

North West Leicestershire 1.34 79.02 5.86 9.42 4.36 

Oadby and Wigston 1.79 90.53 3.65 3.96 0.07 

Note: Other refers to oil, LPG, biomass, renewable energy and systems with more than one type of heating 

unit. Source: DECC, 2015. 

 

Child Poverty 

The rate of child poverty in the UK, where children live in a household with an income below 60% of 

the national median, is 28%.  Child poverty rates across Leicestershire are much lower, however 

almost one in five (19%) children live in poverty in the districts of Charnwood and North West 

Leicestershire and 18% in Oadby and Wigston. Between one in six and one in eight children live in 

poverty across other districts of the county (range: 13% - 17%).  

Table 4. Child poverty – after housing costs 

Area % of children in poverty  

UK 28% 

East Midlands 21% 

Charnwood 19% 

North West Leicestershire 19% 
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Oadby and Wigston 18% 

Hinckley and Bosworth 17% 

Melton 16% 

Blaby 15% 

Harborough 13% 

Source: End Child Poverty, 2014. 

 

While average child poverty across each district is below both the national and regional rates (28% 

and 21% respectively), there are 7 wards with child poverty levels above the national average and 20 

wards with a child poverty rate above the regional average. Altogether 54 wards have levels of child 

poverty above the average of their respective district.  Child poverty across all wards in 

Leicestershire is provided in Appendix C. 

 

Excess winter mortality 

As well as poor health outcomes, cold homes are directly associated over 8,500 deaths (on average) 

each winter in England and Wales.  A conservative estimate by the World Health Organisation 

(WHO6) attributes 30% of excess winter deaths (EWDs) to cold homes7 and the winter of 2014-15 

(provisional figures) saw the highest number of EWDs for 15 years – 43,900 in England and Wales 

(ONS, 2014)8. During this year winter deaths exceeded non-winter deaths by 27%. On average over 

the last five years there have been over 28,000 EWDs each year. 

What are the underlying causes of EWDs? 

Respiratory disease: Validated data from ONS for the winter of 2014-15 reveals that respiratory 

diseases cause the largest proportion of EWDs (36%) and also had the greatest seasonal effect with 

78% more people dying of respiratory conditions in winter than in non-winter months – 83% of 

these EWDs occurred in the over 75 age group. 

Circulatory disease: In 2014-15 circulatory diseases were the second largest cause of excess winter 

deaths (22.6%); diseases include heart disease (including heart attacks) and stroke.  Deaths from 

these causes in winter exceeded non-winter deaths by 22.7%, the seasonal effect being lower due to 

the much higher incidence of circulatory diseases in the population throughout the year. 

Dementia and Alzheimer’s disease: Dementia and Alzheimer’s disease were the cause of death for 

20.7% of EWDs in 2014-15; however the seasonal effect was more than double that for circulatory 

diseases (52.2%). Given that the majority of EWDs occur in the over 65 population and the 

association of dementia with older age it is not surprising that the vast majority (95.6%) of these 

deaths occurred in the over 75 age group. 

                                                           
6
 World Health Organisation (WHO) (2011) Environmental burden of disease associated with poor housing.  

7
 EWDs are defined by the ONS as the difference between the number of deaths during the four winter months (December to March) and 

the average number of deaths during the preceding autumn (August to November) and the following summer (April to July). Figures for 
the latest winter (2014/15) are provisional and are rounded to the nearest 100, figures for all other winters are final and are rounded to 
the nearest 10. A five year average is used to minimise the impact of fluctuations and anomalies in annual data. 
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As shown in Chart 1 below, there has been over 2,500 EWDs annually, on average, over the last five 

years in the East Midlands.  The rate by which winter deaths exceeded non-winter deaths over the 

last five years has been, on average, highest in the East Midlands (19.06%) region when compared to 

other regions of England. 

EWD data is not available at district level for the winter of 2014-15 until November 2016. The latest 

data available is for the winter of 2013-14.  The number of EWDs for local areas is relatively small, 

(generally less than 400 deaths). ONS explains that calculations based on small numbers of events 

are often subject to random fluctuations therefore EWD figures for local areas tend to be quite 

variable from one year to the next. For some statistics, such as life expectancy, the same affluent 

areas always have the highest life expectancy, and the same deprived areas always have the lowest. 

But this is not the case for excess winter mortality – there is no consistent pattern of EWD across 

local areas in England and Wales. As such, one local area may have a really high EWD (using the 

EWM index, not the actual numbers) one year compared with neighbouring areas, but then will be 

about the same or much lower in other years.  

As shown in Table 5 below, there were 220 excess winter deaths in Leicestershire during 2013-14, 

which is 16.9% higher than non-winter deaths.  The district with the highest rate of EWDs (EWM%) is 

Oadby and Wigston; here winter deaths exceeded non-winter deaths by 24.6%.  

 Table 5. EWD for Leicestershire districts 2013-14 

Area Name EWD EWM% 

Blaby 30 11.9 

Charnwood 30 7.7 

Harborough -10 … 

Hinckley and Bosworth 60 19.9 

Melton 30 22.2 

North West Leicestershire 40 15.1 

Oadby and Wigston 40 24.6 

Leicestershire 220 16.9 
… EWMI% is not calculated for EWDs of 0 or minus. 
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Disease prevalence 

The Quality and Outcomes Framework (QOF April 2013 - March 2014) provides data on the 

prevalence of some of the most common chronic diseases, e.g. asthma, diabetes and on major 

public health concerns, such as smoking and obesity. The QOF is an annual reward and incentive 

programme and is part of the General Medical Services (GMS) contract for general practices 

introduced in 2004. A register of diseases (number of cases and percentage) and their prevalence 

(raw, all ages) is provided9, including for many of the conditions known to be associated with, or 

exacerbated by cold homes and/or fuel poverty. Using the QOF, 11 diseases10 were selected for 

comparison against a national (England) average.   

Diseases that appear to significantly more prevalent across the county of Leicestershire than across 

England are: 

 Arterial fibrillation - 6 out of 7 districts had a significantly higher prevalence of this condition 

compared to England. 

 Cancer – 6 out of 7 districts had a significantly higher prevalence of this condition compared 

to England. 

 Depression (over 18s) – 6 out of 7 districts had a significantly higher prevalence of this 

condition compared to England. 

 Cardio Vascular Disease (CVD) primary prevention11 - 5 out of 7 districts had a significantly 

higher prevalence of this condition compared to England. 

 Asthma – 2 out of 7 districts had a significantly higher prevalence of this condition 

compared to England. 

Across Leicestershire as a county 5 of the 11 conditions were significantly more prevalent (not age 

adjusted), these were arterial fibrillation; CVD primary prevention; asthma; cancer; and depression. 

Districts with the greatest number of conditions that were significantly above the national average 

prevalence rate were: 

 Harborough – 5 out of the 11 conditions 

 North West Leicestershire – 7 of the 11 conditions 

 Oadby and Wigston – 6 of the 11 conditions 

A table detailing these conditions and their prevalence by district and for the county is provided in 

Appendix D. 

 

 

                                                           
9
 Source analysis by Carrie Pailthorpe, Leicestershire County Council Public Health Intelligence Team. 

10
 Arterial fibrillation; Coronary Heart Disease (CHD); stroke; Chronic Obstructive Pulmonary Disease (COPD); 

Asthma; Rheumatoid arthritis; cancer; Depression; Mental Health; Dementia; and Cardio Vascular Disease 
prevention.  
11

 Patients with a new diagnosis of hypertension or type 2 diabetes aged 25-84 years (excluding those with pre-
existing CHD, stroke and/or transient ischemic heart attack (TIA)), who have a recorded CVD risk assessment 
score (using the QRISK2 assessment tool) of>20% in the preceding 12 months: the percentage who are 
currently treated with statins 
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Methods 

 

While largely a quantitative exercise the research was undertaken in three stages: 

1. Desk based research 

A desk-based exercise was undertaken to profile the local population and the prevalence of health 

conditions using the QOF database.  In addition, the county was profiled in order to understand its 

fuel poverty risk, home heating and extent of excess winter mortality.  The results of this exercise 

have been presented above and were used to provide appropriate context to the research and to 

help inform the design of the Heath Needs Assessment survey. 

 

2. Scoping exercise 

A scoping exercise was undertaken to review initiatives and partnership groups responding to the 

issue of keeping warm and well at home and opportunities for the new scheme to engage with 

these. It was also used to assist with the HNA survey fieldwork (see below). Using data and 

intelligence from project partners Leicestershire County Council and the Papworth Trust, a database 

of agencies engaged in the issues of fuel poverty and energy efficiency, health and wellbeing and 

social care was compiled.  This database was the used for two principal reasons: firstly, to help 

inform the targeting and awareness raising activities for the new Warm Homes, Healthy Homes 

service and secondly, to help recruit a sample for the HNA survey of the local population. 

 

3. Health Needs Assessment (HNA) 

This report is principally concerned with the survey of local population undertaken to identify health 

needs and the relationship to cold homes and fuel poverty risk. The survey was administered as a 

questionnaire which was primarily paper-based but also available online to allow its dissemination 

via mailing lists, at service locations and/or online forums. The questionnaire was structured to 

enable quick and easy completion and examined issues such as 1) affordable warmth – ability to 

achieve affordable warmth, fuel poverty risk and how/whether a cold home/inability to afford 

energy has any impact on physical and emotional health; 2) presence of cold housing-related issues 

and cold-related illness or health conditions, or those that can be exacerbated or affected by the 

cold as well as any conditions that might require extended heating patterns, including that of hot 

water (e.g. greater need for personal hygiene and washing of clothes/bedding); 3) and some limited 

exploration of knowledge and awareness of local housing and health and fuel poverty/energy 

efficiency programmes and services. 

To ensure that the assessment could be as inclusive as possible and include vulnerable or isolated 

service users a series of group sessions were undertaken using a more inclusive and participatory 

approach. These sessions took the form of a participatory workshop that combined group work 

(where feasible) to complete a questionnaire (for those that would like to do so). It was anticipated 

that between 4 and 6 groups would be delivered by working with agencies such as Age UK and other 

services that already deliver services to the target population, and were sufficiently flexible in order 
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to fit with the hosting organisations’ needs and the needs of a particular group of service users. 

Despite several offers being made to host these types of sessions it was, in the end, only accepted by 

two organisations - Age UK and  Vista.  The Research Team also visited a number of Sure Start 

Children’s Centres to engage the services and to leave questionnaires for completion.  In addition, a 

local library was also visited and accepted a number of questionnaires for use with their service 

users. 

 

Health Needs Assessment (HNA) fieldwork 

The sampling technique adopted was purposive and targeted at individuals in the county who might, 

for reasons of age (either young children at home or older household members), income or health, 

be considered vulnerable.  This involved the distribution of the HNA questionnaire via a range of 

organisations identified as operating throughout the Leicestershire County who already had access 

to or supported the target group.  They were contacted and asked to support the HNA by 

distributing the questionnaire to their service users and/or other agencies or teams within their 

organisations who may be able to assist. This included targeting relevant departments in all seven of 

the county’s district councils. Other organisations contacted included social housing providers, 

voluntary organisations (such as the Samaritans and the Salvation Army), Age UK branches, local 

food banks and numerous other community interest/voluntary groups. Emails were also sent to Sure 

Start centres in all of Leicestershire’s districts. Medical groups including GP surgeries, Chairs of 

Clinical Commissioning Group Practice Managers Forums and various clinics (e.g. mental health) 

were contacted, as were local libraries. Lastly, NEA posted invitations to participate on online sites 

which operate local forums, such as Net Mums Leicestershire. 

In total, 25 individuals (from various organisations) responded to NEA’s request for assistance in 

distributing the HNA questionnaire. However, only 22 individuals fully confirmed the number of 

questionnaires they could distribute.  Of these 22 individuals: 

 Eight were from charities (including the Papworth Trust, local food banks, Age UK, the Royal 

Voluntary Service, a housing charity, Vista a visual impairment charity and The British Red 

Cross).  

 

 Seven were from Leicestershire’s District Councils (two from Blaby District Council, and one 

each in Melton Borough Council, North West Leicestershire District Council, Hinckley and 

Bosworth Borough Council and Harborough Borough Council). 

 One was from a Parish Council (Glenfield). 

 

 Two were from housing associations (both EMH Homes), some of which were online 

responses.  

 

 Three were from medical groups (including a mental health unit, a doctor’s surgery and a 

children’s clinic). 

 

 One was from a local library (Oadby). 
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 The hosting of the online link to the survey on local Net Mums forums also led to two online 

responses.  

 

Once an organisation/individual had replied to NEA’s initial request for assistance, a member of the 

Research Team discussed what would be a realistic number of questionnaires for them to 

disseminate based on their resources and the number of service users they engaged with. NEA 

advised those who had offered to help with distribution that they could do this through the post to 

service users, distribute at community outreach events, during home visits or any other situations 

where service users were engaged. As a result:  

 Fifteen organisations distributed questionnaires face-to-face with service users and in some 

cases this involved frontline workers helping to complete questionnaires when engaging 

services users during home visits/assessments. One of these organisations also used an 

online link which enabled service users to fill in the HNA online. NEA staff also helped service 

users fill in questionnaires at an Age UK event in Hinckley while others also left 

questionnaires out in their buildings for service users to pick up when visiting. NEA designed 

some information posters to encourage responses in these cases. 

 

 Two organisations posted out the questionnaires to their service users. 

 

 Two organisations used a combination of postage and face-to-face visits. 

 

 Two food banks noted they would include the questionnaires in the food parcels they gave 

out. 

 

 One organisation did not specify the method they would use to distribute the questionnaire.  

 

In return for their assistance, participating organisations were provided with a copy of NEA’s 

copyright free DVD ‘The Heat Is On’, which provides an interactive guide to keeping warm at home 

and saving money on energy bills. Briefing sheets were also included which frontline workers could 

refer to when administering questionnaires to their service users. 

In total, NEA sent out 1593 questionnaires to organisations who had offered their assistance, of 

which 134 valid questionnaires were returned. This equates to a response rate of 8.4%. 

 

Analysis 

Questionnaire responses were analysed using SPSS, statistical analysis software and appropriate 

descriptive analyses and statistical tests applied. For the purpose of examining fuel poverty risk and 

any relationship to existing health conditions a new composite variable was created in the data set.  

This composite variable combined the responses from a number of questions from the questionnaire 

that indicate fuel poverty risk, but which examined in isolation might only suggest one aspect of a 

situation that indicates some risk. While each of these are examined independently, creating the 
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composite variable allowed the creation of a risk variable that grouped respondents into ‘no/little 

risk’ ‘low risk’ ‘moderate risk’ and ‘high risk’. The variables combined to create the composite 

variable were: 

 Energy rationing – households have the heating on lower or less often that they would really 

like so their energy bill is not too high. 

 

 Rationing of other essentials – households cut back on other things that are really essential, 

e.g. so they can afford to pay for energy 

 

 Households is behind with their energy bills or has been in the last 12 months 

 

 Household heats fewer rooms than they would really like 

 

Profile of respondents 

 

Table 6 below presents a breakdown of the characteristics of the 134 respondents to the HNA 

survey. The sub-sample total (n) for each question or category is provided as not all respondents 

answered all questions. Therefore, the % provided below and throughout the report is the applicable 

proportion – that is – the proportion of the number of respondents that answered each question. 

This is referred to as the valid percent. 

 
Table 6. Sample characteristics and profile 

 

Sex (n131) Valid% 
Male 22.9% 
Female 77.1% 
  
Age – oldest household member (n129)  
0-4 years 0% 
5-15 years 0% 
16-24 years 0% 
25-45 years 17.1% 
46-60 years 16.3% 
61-74 years 23.3% 
75 year + 43.4% 
  
Age – youngest household member (n130)  
0-4 years 9.2% 
5-15 years 8.5% 
16-24 years 5.4% 
25-45 years 3.8% 
46-60 years 12.3% 
61-74 years 21.5% 
75 year + 39.2% 
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Tenure (n127)  
Owner-occupier 43.3% 
Private tenant 3.9% 
Social tenant 51.2% 
  
Health conditions present  
COPD (n94)* 13.8% 
Heart disease (n94)* 16% 
Asthma/other respiratory condition (n101)* 18.8% 
Stroke (n90)* 7.8% 
Depression (n100)* 39% 
Other mental health condition (n92)* 13% 
Limited mobility (n109) 51.4% 
Mental impairment (n90) 10% 
Sensory impairment (n98) 33.7% 
Dementia/Alzheimer’s disease (n93)* 7.5% 
Other neurological condition (n93) 4.3% 
Musculoskeletal condition (n106) 50.9% 
Cancer (n94) 9.6% 
Diabetes (n102) 32.4% 
Home dialysis is required 0% 
Cold-related condition present (*) (n111) 63.1% 
  
Fuel poverty risk – composite variable (n105)  
No to little risk  40% 
Low risk 28.6% 
Moderate risk 20% 
High risk 11.4% 
  
Subjective fuel poverty (whether respondent can keep usually keep whole house 
comfortably warm during winter/when it’s cold) (n129) 

 

Yes (not in subjective FP) 68.2% 
No (in subjective FP) 31.8% 
  
Annual income (n144)  
Up to £16,011 70.4% 
Above £16,011 29.6% 
  
PPM user that has self-disconnected at least 1 fuel (n37)  
Yes 27% 
No 73% 
  
Location (n126)12  
Blaby 25.4% 
Charnwood 8.7% 
Harborough 4% 
Hinckley & Bosworth 30.2% 

                                                           
12

 While Leicester City and Nuneaton do not fall within the County of Leicestershire respondents from these authority areas have been 

included in the analysis so as to not reduce the sample.  Given how respondents were sampled these respondents are highly likely to be 
users of services offered by the county or that cross authority borders. The Research Team had limited influence over the areas from 
which respondents came. For example, particular areas were not targeted more than another. The sampling method determined the 
response – that is, respondent location was determined primarily by the areas in which the third party agencies that distributed the 
questionnaires operated. 
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Melton 0.8% 
North West Leicestershire 22.2% 
Oadby & Wigston 2.4% 
Leicester City 5.6% 
Nuneaton 0.8% 
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RESULTS 
 

This section presents the results from the analysis of responses to the Health Needs Assessment 

(HNA) survey. The results are based on 134 responses, it should be noted however that the number 

of responses to individual questions varies.  The results have been split into three sections that 

represent the main themes explored in the survey. 

 

Using energy and keeping warm at home 

 

The results in this section present how respondents currently heat their home, their primary heating 

source, levels of satisfaction with their current heating system and factors associated with high fuel 

poverty risk, including under-heating and the self-rationing of energy, as well as rationing of other 

things to pay for energy.  A composite fuel poverty risk indicator has been created using the ‘risk 

factors’ explained above in the methodology. This indicator of risk is used to examine whether there 

is a relationship between fuel poverty risk and specific health conditions in the next section. 

While the majority of those surveyed heat their homes with central heating (95.5%) only 82.1% 

appear to have gas central heating (via a boiler).  This perhaps suggests that while most (89.6%) 

households may be connected to mains gas network, not everyone with access to gas uses it to heat 

their home using central heating. Respondents may use mains gas with another heating source, for 

example a gas fire, which 30% had in their home, or they may use other heating fuels (electricity or 

solid fuels). This survey did not examine heating type and fuel in more detail other than to 

determine the presence of gas central heating and connection to the gas main.  Despite this, the 

slightly lower rate of gas central heating compared to connections to mains gas suggests that there 

are some households in the county that are suitable and would benefit from gas central heating 

(usually accepted as the most efficient and cost effective of traditional heating systems). 

Generally those surveyed were mostly satisfied (satisfied or very satisfied) with their current heating 

system and home insulation (how well the house keeps the heat in). The highest levels of 

satisfaction were found for how easy the system was to use (83.5%), how easy it was to control 

(74.1%) and how warm their home gets (73.1%).  Conversely, just over four fifths (44%) were 

satisfied to some extent (very satisfied or satisfied) with the cost to run their system and 57.6% were 

satisfied with how well their home kept the heat in (insulation levels). As shown in Chart 2 below, 

while levels of satisfaction with multiple aspects of home heating and insulation were fairly high on 

the whole, there were considerable levels of dissatisfaction associated with cost and insulation. 

Indeed, more than a quarter of respondents (27.2% and 26.1% respectively) said they were either 

dissatisfied or very dissatisfied with these aspects of their home heating and insulation. Almost one 

in five (17.7%) said they were dissatisfied to some extent with how warm their home got. 
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Despite what appears to be fairly high levels of satisfaction with aspects of home heating, and in 

addition to not inconsiderable dissatisfaction with the level of warmth that is achievable, the cost to 

run heating systems and how well the thermal envelope of dwellings perform, almost a third (31.1%, 

41) said that they could not normally keep their whole house comfortably warm during winter or 

when it was cold outside.  This question is often referred to as ‘subjective’ or self-reported fuel 

poverty. Respondents are asked to say whether they usually can or cannot keep their whole house 

comfortably warm during winter or when it is cold outside. The measure relies solely on a 

householder’s own perception of their ability to keep their home adequately warm and does not 
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account for energy used or required to meet an adequate level of warmth or power for the home (as 

used in the official fuel poverty definition). Those who said they could not keep their whole house 

warm were asked to say whether this was due to: a) cost (they simply could not afford to keep their 

heating on for as long, or as high, as they would need); b) it was not possible to heat their home to 

comfortable standard (inadequate or no heating and insulation, reasons not associated with cost); or 

c) a combination of the two. 

For respondents that said they could not usually keep their whole house warm, more than two fifths 

45% (18) said this was due to both cost and that it was not possible to keep their home warm (e.g. 

poor insulation or no/inadequate heating system); 37.5% said it was due to cost alone; and 17.5% 

said it was due to poor insulation or no/inadequate heating system. 

The current definition of fuel poverty uses ‘required’ energy costs to calculate a household’s status. 

This premise is essential in understanding and adequately accounting for the practice of under-

heating or energy rationing. Energy rationing occurs when a household actively chooses (although 

they may feel they have little choice) to use less energy, for example to heat their home to a lower 

level than they would really like or need, in order to save on their energy bills.  It is for this reason 

that it is important to look and to understand how fuel poverty and fuel poverty risk are manifested 

in form of coping strategies. 

Among respondents to the HNA survey almost three quarters (71.5%) reported that they at least 

sometimes under-heated their home and had their heating on lower or less often that they would 

really like so that their energy bill was not too high – more than quarter (29.4%) said they did this all 

or most of the time.   
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Further to this, a small number (37 cases, 27.6%) of respondents used a prepayment meter to pay 

for their gas and/or electricity and more than a quarter (10 cases, 27%) said that they had self-

disconnected from their energy supply because they could not afford to top-up their key or card. 

 

Many households that are struggling to afford the energy they need to heat and power their home 

will also face challenging and difficult decisions about how to manage their household budget more 

generally. This often involves making a series of complex trade-offs between what are often, and 

rightly, considered essentials and taken for granted by most.  As shown in Chart 4, almost half 

(45.9%) of respondents to the HNA survey said that during winter, or when it is cold outside, paying 

for energy meant they could not afford to buy or they bought less of other essentials, such as food 

and clothing. For almost one in five (19.2%) this was a very frequent strategy they adopted to cope 

with being unable to achieve affordable warmth, while a further 26.7% said they did this sometimes. 

 

 

 

 

 

 

 

 

 

 

 

 

In addition to energy rationing and the rationing of other essentials, other coping strategies adopted 

by those unable to achieve affordable warmth or at risk of fuel poverty can include heating fewer 

rooms in winter, or it can mean falling behind with energy bills.  While energy bill arrears in the last 

12 months appears to have been less common among respondents with ~10% agreeing that being 

behind with energy bills was ‘like them’ (rated as 4 or 5) when asked to what extent the situation 

described them or their household (where 1 was ‘not at all like me’ and 5 was ‘exactly like me’) . 

However, heating fewer rooms of the home during winter was much more common; more than a 

fifth (22.3%) rated the extent to which the statement described their situation as 5 ‘exactly like me’; 

a further 9.1% rated the accuracy of the statement as 4. This is shown more clearly in Chart 5 below. 
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Fuel poverty risk 

The two statements above regarding fuel debt and heating fewer rooms of the home than would 

really be liked were combined with other questions that indicate fuel poverty risk. These other 

questions were ‘energy rationing’ and the ‘rationing of other essentials’ as discussed above.  The 

answers from these questions were combined to generate a score which represents fuel poverty 

risk. The scores were them grouped into bands to signify ‘no/little risk’ ‘low risk’ ‘moderate risk’ and 

‘high risk’. This composite variable of fuel poverty risk has been used to examine the relationship 

between fuel poverty and health and is discussed in the next section. Results indicate that a third 

(31.4%) of respondents had moderate to high fuel poverty, a similar proportion (31.1%) that said 

they could not usually keep their whole house comfortably warm in winter (subjective fuel poverty). 

As shown in Table 7, there does appear to be statistically significant (p=0.00) relationship between 

these two variables with those unable to keep their whole house comfortably warm in winter more 

likely to have moderate to high fuel poverty risk as calculated using the composite variable. 

Table 7. Fuel poverty risk and subjective fuel poverty 

 Fuel poverty risk % 
(n105) 

% of group in 
subjective FP (n102) 

No to little risk 40% 2.4% 

Low risk 28.6% 31% 

Moderate risk 20% 61.9% 

High risk 11.4% 90.9% 
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Health and the impact of cold homes 

 

This section presents results on the self-reported the presence of a list of named health conditions 

present in the homes of respondents (either themselves or another adult or child under 16 years). 

This section also examines the impact that living in a cold home can have on the physical and 

emotional health of occupants and examines whether there is a relationship between any of these 

health conditions, cold-related health conditions and fuel poverty risk (as discussed above). 

As shown in Table 8, results reveal that the most common conditions present were ‘limited mobility’ 

(51.4%) and ‘musculoskeletal’ conditions (50.9%).  These groups, as reported below, are not 

mutually exclusive – that is, those with limited mobility may have limited mobility due to their 

musculoskeletal condition. It should also be noted that due to the way the HNA was sampled, the 

rates of disease or illness is expected to be higher than the general prevalence across the county. 

Table 8. Conditions present (at least 1 occupant) Frequency Valid % 

Limited mobility/physical impairment 56 51.4 

Musculoskeletal – osteoarthritis, rheumatoid arthritis 54 50.9 

Mental illness – depression/anxiety* 39 39.0 

Sensory impairment – sight/hearing 33 33.7 

Diabetes 33 32.4 

Asthma/other breathing* 19 18.8 

Heart disease* 15 16.0 

COPD* 13 13.8 

Other mental illness* 12 13.0 

Mental impairment – learning disability 9 10 

Cancer 9 9.6 

Stroke* 7 7.8 

Neurological condition – dementia/Alzheimer’s* 7 7.5 

Other neurological condition – Parkinson’s, MS, epilepsy 4 4.3 

A condition requiring home dialysis 0 0 

*Cold-related illness/condition 70 63.1% 

 

 The next most common condition, present among almost two-fifths (39%) of households 

was depression/anxiety, while 13% said someone in their household had another form of 

mental illness.  

 

 Around one in three (33.7%) households surveyed reported there was someone with a 

sensory impairment (sight or hearing) while a similar proportion (32.4%) had at least one 

occupant with diabetes. 

 

 Illnesses known to be linked to, or exacerbated by, the cold or living in a cold home, include 

respiratory conditions such as COPD and cardiovascular diseases, such as heart disease and 

stroke.  These conditions are generally more common amongst the older population; 

however amongst respondents to the HNA survey the most common of these was asthma 

(18.8%).   
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 It is widely accepted that mental illness, such as depression and anxiety, is also associated 

with cold homes and fuel poverty. The ONS has also recently produced EWD statistics that 

show a seasonal effect for dementia and Alzheimer’s disease of 52%. As such, both of these 

illnesses/conditions have been grouped into the category ‘cold-related’ alongside the 

respiratory and circulatory conditions discussed above.  Taking all of the cold-related 

illnesses together, results show than a majority (63.1%) of respondents had at least one 

person in their household with at least one of these conditions and more than a quarter 

(27.9%) had two or more of these conditions. 

 

 Between around one in twenty and one in ten reported that there was someone with a 

mental impairment (10%); cancer (9.6%); neurological condition such as dementia or 

Alzheimer’s disease (7.5%); and other neurological conditions such as Parkinson’s disease, 

multiple sclerosis or epilepsy (4.3%). 

 

Chart 6 below shows that for a considerable proportion of respondents (between 31.1% and 47.7%) 

the physical and mental health of the respondent, or someone else they live with, was affected by 

their inability to keep their home warm. 

While a majority of respondents did not report that their physical health was affected by an inability 

to keep warm at home, a large minority, almost half (47.7%) agreed this was the case for them with 

more than a quarter (26.6%) completely agreeing that this was the case. Two-fifths (41.5%) said it 

was the case that the physical health of someone else in their household was affected by them being 

able to keep warm, but this affect appears to be to a lesser extent than for respondents themselves 

(i.e. they are less likely to agree as strongly). 

Similarly, a large minority of respondents (44.4%) said being unable to keep warm at home affected 

their mental health and almost a third (31.1%) said that it affected the mental health of someone 

else they lived with.  
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Emotional health and cold homes 

We know from past research that living in fuel poverty or an inability to achieve affordable is 

accompanied by detrimental effects on the physical and emotional health of those it affects.  

Emotional and mental health can be effected by the stress brought to bear from juggling 

unaffordable bills (including but not limited to energy) as well as the misery and discomfort of living 

in a cold home and worry about how this impacts on others in the household, including any children. 

Equally, and has been discussed above, energy rationing is often one of the coping practices 

deployed by households living in fuel poverty, but this can in turn reinforce the negative health 

impacts of fuel poverty (stress, worry and discomfort etc.). This section outlines results in relation to 

the impact of fuel poverty, or an inability to achieve affordable warmth, on emotional health and 

appears to support the argument that for a considerable proportion of vulnerable households, living 

in a cold home and unaffordable energy costs do contribute to levels of stress and directly affects 

occupants’ emotional wellbeing. 

Using a scale of 1 to 5 (where 1 is ‘not at all like me’ and 5 is ‘exactly like me’) respondents were 

asked to say to what extent a statement described them or their household.  For a considerable 

proportion of respondents their financial circumstances were a factor that caused them stress and 

worry. Money was a considerable source of worry for almost two fifths (39.5%) of respondents who 

rated the extent to which the statement about money worries described them as 4 or 5. A similar 

proportion, 37.8%, also rated the extent to which they worried about being able to afford their 

energy bills as 4 or 5, while 34.5% rated the extent to which the statement ‘I worry about money a 

lot of the time’ described them as 4 or 5.  As shown in Chart 7 below, in relation to all three 

statements regarding financial stress around a quarter said the statements described them or their 

household exactly.  For almost a quarter (23.7%) of respondents said not being able to keep their 

home warm in winter, or when it was cold, meant that they felt downhearted and low (rated as 4 or 

5). 
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Fuel poverty risk and ill health 

In this section results are discussed that relate to the relationship between fuel poverty risk and the 

presence of health conditions.  Using the composite fuel poverty risk indicator and the subjective 

fuel poverty variable they were compared against the heath conditions specified in the HNA survey. 

Statistical tests were applied to ascertain whether there was a relationship between the two.  

Similarly, and to militate against small sub-samples for the presence of specific cold-related 

conditions (as defined above) a group variable was created that collapsed the specified cold-related 

illnesses into one group – cold-related illnesses/conditions.  Again, the relationship between this 

new collapsed health condition group and fuel poverty risk and subjective fuel poverty was tested. 

Results suggest that there is a statistically significant13 relationship between fuel poverty risk and 

three of the specified health conditions: 

 Asthma (P = 0.015) 

 Depression (P = 0.002) 

 Other mental illness (P = 0.032) 

                                                           
13

 Significance level is usually set at P <0.05. i.e. small enough to justify rejection of the null hypothesis (that there is no relationship) P = 

0.05 is borderline significant; P <0.01 is very significant. 
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No statistically significant relationship was found between fuel poverty risk and subjective fuel 

poverty and any other of the specified health conditions. Notable however is that both asthma and 

depression are shown in the Quality Outcomes Framework has being significantly more prevalent in 

the county than England as a whole. 

Table 9 below shows how the proportion of respondents with these specific conditions increases 

with fuel poverty risk. While caution is advised in interpreting these results due to a relatively small 

sub-sample, correlational analyses suggest a weak but positive relationship* between fuel poverty 

risk and the presence of the specified conditions – that is, the greater the fuel poverty risk the more 

likely the condition is to be present.  

 

Table 9. Fuel poverty risk by health condition  

 Asthma 
(n84) 

Depression 
(n85) 

Other mental 
illness (n79) 

No to little risk 3.1% 21.2% 0.0% 

Low risk 18.5% 30.8% 16.7% 

Moderate risk 37.5% 53.3% 12.5% 

High risk 33.3% 81.8% 33.3% 

*P <0.05    

 

 

Similarly, a significant relationship (P <0.05) was found between subjective fuel poverty status (as 

discussed above) and the presence of two of the same health conditions: 

 Asthma (P = 0.002) 

 Depression (P = 0.02) 

 

Comparisons between those in subjective fuel poverty and those who had the specified conditions 

revealed that those who were unable to keep their whole house comfortably warm in winter were 

more than three times as likely (36.4%) to have an occupant with asthma/breathing difficulties than 

those who could keep their whole house warm (10.8%). Similarly, 54.8% of those who could not 

keep their whole house warm in winter had someone in their home with depression compared to 

30.3% of those who could keep their whole house warm. 

Taking the collapsed variable, cold-related illness, results suggest a significant (P = 0.05) relationship 

between it and subjective fuel poverty. Comparisons reveal that while more than half (53.5%) of 

those who could keep their whole house warm in winter had at least one cold-related illness this 

increased to 81.1% for those who could not keep their whole house warm. 

Using the composite fuel poverty risk variable there is again evidence that households with the 

greatest fuel poverty risk are more likely to contain a member with a cold-related illness. Indeed, 

91.7% of those with high risk had a cold-related illness present compared to 42.9% of those with no 

to little risk. 
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Table 10. Fuel poverty risk by cold-related illness (n93) 

 Cold-related illness present 

No to little risk 42.90% 

Low risk 48.10% 

Moderate risk 89.50% 

High risk 91.70% 

P = 0.00  

 

 

Warm homes and health related services 

 

This section outlines responses in relation to respondents’ recognition and user experience of 

services that offer energy-related advice and support or in relation to keeping warm and well at 

home.  While this was a primary objective of the HNA the survey was deemed a good opportunity to 

collect some data, although limited, that could help to inform the development of the new Warm 

Homes, Healthy Homes service. 

The majority (57.4%) of respondents to the HNA survey had not received any advice on the issues 

listed relating to home heating, energy-use and keeping warm and healthy at home, nor had they 

installed any of the listed measures in the last 12 months. The most commonly received advice was 

that relating to keeping warm at home (23.5%) and staying healthy at home (16.5%).  While almost a 

quarter said they had received advice relating to keeping warm at home only 15.7% said they had 

received advice on saving energy and energy efficiency, which seems unusual as the two would be 

usually be expected to be given together. This could be because the advice was offered separately 

rather than together, or households did not recall the energy saving aspects of the advice.  Just 

13.9% said they had received advice on managing energy bills and switching while fewer than one in 

ten had installed any of the listed energy efficiency/heating measures in the last year. 

 

Table 11. Advice received in the last 12 months Count Valid % 

None of these 66 57.4 

Advice on keeping warm at home 27 23.5 

Advice on staying healthy at home 19 16.5 

Advice on saving energy at home and energy efficiency 18 15.7 

Advice or help managing your energy bills or switching 16 13.9 

New heating system or heating appliances 9 7.8 

New wall (cavity or solid) or loft insulation 7 6.1 

New hot water cylinder jacket 2 1.7 

New draught-proofing 2 1.7 

Other 3 2.6 
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Respondents were also asked to say which services relating to warm homes and health they had a) 

heard of (prompted) and b) had used. While recall of services appears to be fairly healthy for some 

services – particularly Warm Homes Officers (23.3%) and First Contact (19%), it was not possible to 

calculate accurately the proportion that had actually used the services due to respondent error. 

Recall of the new service, Warm Homes, Healthy Homes was 11.9% and 2.5% of respondents said 

they had accessed this scheme already. At such an early stage of the new scheme’s introduction this 

result is encouraging and could, to some extent, be explained by the recent marketing strategy 

across the county to promote the service. In addition, this result could have been influenced by the 

sampling method for the HNA as it involved one of the joint scheme developers and delivery agent, 

the Papworth Trust, to disseminate questionnaires to their service users – some of which may have 

been Warm Homes, Healthy Homes service users. 

Almost two-thirds of respondents (64.5%) said they had not heard of any scheme. 

 

Table 12. Scheme recall (%) 

Warm Homes Officers 23.3 

First Contact 19 

Warm Homes, Healthy Homes 11.9 

Papworth trust - handy person scheme 9.9 

4Ways to Warmth 9.1 

Other scheme relating to keeping warm 
and healthy at home 

2.5 

 

Other schemes that respondents had accessed included Age UK services, energy supplier schemes, 

services offered by housing associations, social services Home Care and support from local food 

banks. 

While it was not possible to calculate accurately the proportion of respondents that had used 

services relating to home warmth and health, when asked to what extent they were satisfied with 

the help and support received from services 50% (14 cases) said they were satisfied or very satisfied 

and 21.4% said they were neither satisfied nor dissatisfied. Just over a quarter (28.6%) said they 

were dissatisfied (17.9%) or very dissatisfied (10.7%). Open ended responses to this question suggest 

that dissatisfaction relates mostly to people’s inability to keep their house warm due to poor 

insulation and draughts resulting from ill-fitting windows and doors; an inability to access support 

for heating or insulation measures; poor understanding of how to use their heating system; and 

feelings that their enquiries with schemes or their landlord regarding measures is not being 

responded to, or not quickly enough. 
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CONCLUSION AND POLICY INSIGHTS 
 

Achieving affordable warmth appears to be a significant challenge for not an inconsiderable 

proportion of respondents to the HNA survey.  While levels of satisfaction with aspects of home 

heating and insulation are fairly high, dissatisfaction with the levels of warmth that are achievable, 

the cost to run heating systems and how well the thermal envelope of the dwelling performs meant 

that almost a third (31.8%) could be judged to be in what is phrased ‘subjective (or self-reported) 

fuel poverty’, and they could not normally keep their whole house comfortably warm during winter 

or when it was cold outside. The cost of energy features large in the apparent manifestation of fuel 

poverty risk among respondents, as while 45% said it was combination of their inability to afford to 

have their heating on as long or as high as they needed and inadequate or no heating and/or 

insulation, 37.5% said it was down to cost alone.   

This inability to afford the heat required and/or poor levels of energy efficiency and the anxiety 

associated with it can be observed in the coping practices of those considered to be at risk of fuel 

poverty.  Among respondents the rationing of energy was commonplace (71.5%), even among those 

that said they could usually keep their home comfortably warm in winter. Almost half (45.9%) said 

that paying for energy meant they had to cut back on other things that were really essentials, such 

as food or clothing, and among prepayment users self-disconnection was a reality for more than a 

quarter. 

Financial stress was also found to be a considerable burden among respondents, worry about money 

generally, paying bills on time and ability to afford energy bills all appear to cause considerable 

stress to around a quarter of respondents.  In addition, 23.7% of respondents said that being unable 

to keep their home warm during winter meant that they felt downhearted and low. 

We know, and it has been acknowledged recently by the National Institute for Health and Care 

Excellence (NICE), that cold homes and fuel poverty directly and indirectly impact on the health and 

wellbeing of citizens.  Evidence is such that NICE has issued new guidance to the health and care 

sector encouraging them to work together and with partners to reduce cold-related mortality and 

morbidity through the delivery of a more joined-up approach to identifying and targeting those at 

risk of cold-related ill health. The goal is to ensure such households receive the support and 

assistance available to help them improve the warmth and energy efficiency of their home and 

reduce associated poor health outcomes.  Cold-related diseases and ill health, including those 

exacerbated by living in a cold damp home, and those associated with excess winter mortality 

include respiratory diseases, circulatory diseases such as heart attacks and stroke and more recently 

evidence from ONS suggests dementia and Alzheimer’s disease.  Previous research, including that 

reviewed by NICE, has found it difficult to detect a direct relationship between cold homes, fuel 

poverty and excess winter mortality, although the WHO estimates that around 30% of EWDs can be 

attributed to cold homes, and other studies have found relationships between cold homes and 

physical and mental health. This study found that for a majority of respondents (63.1%) there was at 

least one person in their household with at least one cold-related illness/condition. 

This research was neither an epidemiological study nor a longitudinal one; despite this a statistically 

significant relationship was found between fuel poverty risk and subjective fuel poverty and 
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depression, asthma and the presence of cold-related illness or disease. As the sample is relatively 

small the results should be treated with some caution, however it would appear that the results of 

this survey do support that of earlier research. It was found that those considered to have higher 

levels of fuel poverty risk (using a composite risk indicator) and those that self-reported that they 

were unable to keep their whole house comfortably warm during winter (subjective fuel poverty) 

were statistically more likely to have someone in their home that suffers from depression, asthma 

and to have someone in their home with at least one of seven of cold-related illnesses14. The 

prevalence of asthma and depression is shown in the Quality Outcomes Framework to be 

significantly higher in the county than the country as a whole.  

It is hoped that the results of this research will provide useful data and insight to help inform 

Leicestershire County Council’s cold homes and health programmes; but in particular the 

development and design of the new Warm Homes, Healthy Homes service and its wider multi-

agency referral network First Contact.  As such the research offers the following recommendations 

for consideration: 

 

 While it is important that fuel poverty and cold homes related services should be targeted at 

the most vulnerable, where health conditions play a role in determining eligibility or priority 

access then this research suggests that asthma and depression, and other mental health 

conditions, should be included alongside conditions traditionally associated with cold 

homes, such as heart attack, stroke and COPD. 

 

 Fuel poverty risk is multi-faceted and difficulties achieving affordable warmth can manifest 

themselves in many ways, including coping strategies that might be difficult to detect or 

observe. As this research reveals, under-heating and the rationing of other essentials, stress 

and worry around paying for energy and managing other household bills can be signs that a 

household is in or at risk of fuel poverty. Health and social care professionals along with their 

partners seeking to implement the NICE guidance should seek, where possible, to include 

these risk flags in their processes and systems. 

 

 Given the breadth of health conditions known to be associated with cold homes and fuel 

poverty, health and social care professionals should consider a wide range of agencies to 

include within their referral network. In particular, this research would recommend ensuring 

adequate representation of and links to mental health services.  

 

 When considering the health needs of households it is important to consider the needs of all 

occupants and not just the head of household/applicant. 

 

 Leicestershire County Council’s Public Health Team should ideally, and where resources 

permit, seek to evaluate service-user profiles and outcomes of the new Warm Homes, 

Healthy Homes Service.  Such intelligence could potentially serve to provide examples of 

good practice and of how the NICE guidance could be implemented by other Public Health 

                                                           
14

 COPD; heart disease; stroke; asthma or other breathing related condition; depression; other mental health 
condition; and dementia. 
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teams.  In addition, the information could be used to formatively shape and direct the 

service as it develops. 

 

 NEA has long advocated that energy efficiency is the most sustainable and rational means of 

addressing fuel poverty and the problem of cold homes.  Efficient heating systems and 

improvements to the thermal envelope of dwellings through improved insulation are 

essential to achieving this.  However, there are also gains to be had for households 

struggling to keep their home warm through smaller measures, such as energy efficiency 

advice (use of controls, supplier and tariff switching and energy management) and draught 

proofing to help manage energy use and to maximise comfort. NEA would recommend that 

cold homes and health related services should seek where possible, to integrate these 

measures.  
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KEY 

Green – Below national average 

Yellow – National average 

Red – Above national average 

Appendix A: Profile summary diagram 
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Appendix B: LSOAs with above national rate of fuel poverty  
*Ranked in descending order 

LSOA Code LSOA Name LA Code LA Name Ward Count % 

E01025724 Charnwood 003E E07000130 Charnwood Loughborough Storer 179 31.3 

E01025705 Charnwood 002F E07000130 Charnwood Loughborough Lemyngton 118 22.2 

E01025720 Charnwood 003A E07000130 Charnwood Loughborough Southfields 151 21.8 

E01025721 Charnwood 003B E07000130 Charnwood Loughborough Southfields 121 21.1 

E01025723 Charnwood 003D E07000130 Charnwood Loughborough Storer 116 18.4 

E01025689 Charnwood 007A E07000130 Charnwood Loughborough Ashby 137 17.7 

E01025912 Melton 006D E07000133 Melton Wymondham 117 17.2 

E01025690 Charnwood 007B E07000130 Charnwood Loughborough Ashby 93 17 

E01025818 Hinckley and Bosworth 008B E07000132 Hinckley and Bosworth Ambien 90 15.9 

E01025887 Melton 001C E07000133 Melton Croxton Kerrial 122 15.1 

E01025965 North West Leicestershire 004D E07000134 North West Leicestershire Valley 90 15.1 

E01025703 Charnwood 002D E07000130 Charnwood Loughborough Lemyngton 129 15 

E01025719 Charnwood 009F E07000130 Charnwood Loughborough Southfields 92 15 

E01025852 Hinckley and Bosworth 010B E07000132 Hinckley and Bosworth Hinckley Castle 131 15 

E01025987 Oadby and Wigston 006C E07000135 Oadby and Wigston South Wigston 97 15 

E01025709 Charnwood 007D E07000130 Charnwood Loughborough Nanpantan 71 14.5 

E01025946 North West Leicestershire 002D E07000134 North West Leicestershire Kegworth and Whatton 102 14 

E01025704 Charnwood 002E E07000130 Charnwood Loughborough Lemyngton 83 13.9 

E01025807 Harborough 009E E07000131 Harborough Market Harborough-Welland 84 13.9 

E01025656 Blaby 005G E07000129 Blaby Ravenhurst and Fosse 70 13.8 

E01025701 Charnwood 002C E07000130 Charnwood Loughborough Hastings 95 13.7 

E01025994 Oadby and Wigston 005B E07000135 Oadby and Wigston Wigston Fields 80 13.5 

E01025849 Hinckley and Bosworth 012A E07000132 Hinckley and Bosworth Hinckley Castle 106 13.1 

E01025850 Hinckley and Bosworth 010A E07000132 Hinckley and Bosworth Hinckley Castle 84 13.1 

E01025930 North West Leicestershire 010B E07000134 North West Leicestershire Coalville 96 13 

E01025943 North West Leicestershire 013F E07000134 North West Leicestershire Ibstock and Heather 107 12.9 

E01025829 Hinckley and Bosworth 013C E07000132 Hinckley and Bosworth Burbage St Catherines and Lash Hill 84 12.8 

E01025979 Oadby and Wigston 009E E07000135 Oadby and Wigston Oadby Uplands 64 12.8 

E01025716 Charnwood 009C E07000130 Charnwood Loughborough Shelthorpe 80 12.7 
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E01025717 Charnwood 009D E07000130 Charnwood Loughborough Shelthorpe 105 12.7 

E01025652 Blaby 005C E07000129 Blaby Ravenhurst and Fosse 64 12.5 

E01025801 Harborough 008C E07000131 Harborough Market Harborough-Logan 77 12.2 

E01025974 Oadby and Wigston 009B E07000135 Oadby and Wigston Oadby Grange 71 12.2 

E01025626 Blaby 006B E07000129 Blaby Enderby and St John's 70 12.1 

E01025934 North West Leicestershire 009C E07000134 North West Leicestershire Greenhill 80 12 

E01025655 Blaby 005F E07000129 Blaby Ravenhurst and Fosse 75 11.9 

E01025700 Charnwood 002B E07000130 Charnwood Loughborough Hastings 89 11.9 

E01025932 North West Leicestershire 009A E07000134 North West Leicestershire Greenhill 66 11.9 

E01025715 Charnwood 009B E07000130 Charnwood Loughborough Shelthorpe 72 11.8 

E01025997 Oadby and Wigston 005C E07000135 Oadby and Wigston Wigston Fields 70 11.8 

E01025989 Oadby and Wigston 006E E07000135 Oadby and Wigston South Wigston 90 11.8 

E01025706 Charnwood 002G E07000130 Charnwood Loughborough Lemyngton 89 11.6 

E01025815 Harborough 002C E07000131 Harborough Tilton 101 11.6 

E01025844 Hinckley and Bosworth 006F E07000132 Hinckley and Bosworth Earl Shilton 89 11.6 

E01025865 Hinckley and Bosworth 010E E07000132 Hinckley and Bosworth Hinckley Trinity 92 11.6 

E01025871 Hinckley and Bosworth 001D E07000132 Hinckley and Bosworth Markfield, Stanton and Fieldhead 62 11.6 

E01025949 North West Leicestershire 012D E07000134 North West Leicestershire Measham 86 11.6 

E01025875 Hinckley and Bosworth 005D E07000132 Hinckley and Bosworth Newbold Verdon with Desford and Peckleton 77 11.5 

E01025882 Hinckley and Bosworth 004E E07000132 Hinckley and Bosworth Twycross and Witherley with Sheepy 81 11.5 

E01025683 Charnwood 020B E07000130 Charnwood Birstall Watermead 78 11.4 

E01025806 Harborough 008D E07000131 Harborough Market Harborough-Welland 79 11.4 

E01025980 Oadby and Wigston 009D E07000135 Oadby and Wigston Oadby Uplands 52 11.4 

E01025640 Blaby 003D E07000129 Blaby Muxloe 76 11.3 

E01025722 Charnwood 003C E07000130 Charnwood Loughborough Storer 49 11.3 

E01025707 Charnwood 007C E07000130 Charnwood Loughborough Nanpantan 65 11.3 

E01025702 Charnwood 009A E07000130 Charnwood Loughborough Hastings 61 11.3 

E01025863 Hinckley and Bosworth 010D E07000132 Hinckley and Bosworth Hinckley De Montfort 82 11.3 

E01025903 Melton 002C E07000133 Melton Melton Newport 96 11.3 

E01025907 Melton 005D E07000133 Melton Melton Warwick 81 11.3 

E01025995 Oadby and Wigston 008A E07000135 Oadby and Wigston Wigston Fields 67 11.3 

E01025699 Charnwood 002A E07000130 Charnwood Loughborough Hastings 93 11.2 

E01025688 Charnwood 016B E07000130 Charnwood Forest Bradgate 76 11.2 



36 
 

E01025976 Oadby and Wigston 003D E07000135 Oadby and Wigston Oadby St Peter's 66 11.2 

E01025788 Harborough 005F E07000131 Harborough Lubenham 53 11.1 

E01025858 Hinckley and Bosworth 010C E07000132 Hinckley and Bosworth Hinckley De Montfort 102 11.1 

E01025892 Melton 001F E07000133 Melton Long Clawson and Stathern 75 11.1 

E01025900 Melton 004E E07000133 Melton Melton Egerton 71 11.1 

E01025972 Oadby and Wigston 003C E07000135 Oadby and Wigston Oadby Brocks Hill 52 11.1 

E01025713 Charnwood 010E E07000130 Charnwood Loughborough Outwoods 54 11 

E01025931 North West Leicestershire 010C E07000134 North West Leicestershire Coalville 88 11 

E01025981 Oadby and Wigston 009F E07000135 Oadby and Wigston Oadby Uplands 66 11 

E01025653 Blaby 005D E07000129 Blaby Ravenhurst and Fosse 74 10.9 

E01025953 North West Leicestershire 008D E07000134 North West Leicestershire Oakthorpe and Donisthorpe 52 10.9 

E01025973 Oadby and Wigston 009A E07000135 Oadby and Wigston Oadby Grange 53 10.9 

E01025718 Charnwood 009E E07000130 Charnwood Loughborough Southfields 75 10.8 

E01025730 Charnwood 015C E07000130 Charnwood Queniborough 73 10.8 

E01025822 Hinckley and Bosworth 007B E07000132 Hinckley and Bosworth Barwell 72 10.8 

E01025910 Melton 006B E07000133 Melton Somerby 84 10.8 

E01025923 North West Leicestershire 002A E07000134 North West Leicestershire Breedon 65 10.8 

E01025913 North West Leicestershire 012A E07000134 North West Leicestershire Appleby 102 10.8 

E01025809 Harborough 002B E07000131 Harborough Nevill 101 10.7 

E01025909 Melton 003D E07000133 Melton Old Dalby 88 10.7 

E01025925 North West Leicestershire 001B E07000134 North West Leicestershire Castle Donington 130 10.7 

E01025950 North West Leicestershire 008A E07000134 North West Leicestershire Moira 80 10.7 

E01025666 Blaby 004A E07000129 Blaby Winstanley 68 10.6 

E01025654 Blaby 005E E07000129 Blaby Ravenhurst and Fosse 55 10.6 

E01025662 Blaby 012B E07000129 Blaby Stanton and Flamville 75 10.6 

E01025684 Charnwood 020C E07000130 Charnwood Birstall Watermead 84 10.6 

E01025879 Hinckley and Bosworth 003C E07000132 Hinckley and Bosworth Ratby, Bagworth and Thornton 57 10.6 

E01025970 Oadby and Wigston 003A E07000135 Oadby and Wigston Oadby Brocks Hill 55 10.6 

E01025888 Melton 003C E07000133 Melton Frisby-on-the-Wreake 79 10.5 

E01025956 North West Leicestershire 005B E07000134 North West Leicestershire Ravenstone and Packington 52 10.5 

E01025964 North West Leicestershire 005D E07000134 North West Leicestershire Valley 71 10.5 

E01025971 Oadby and Wigston 003B E07000135 Oadby and Wigston Oadby Brocks Hill 51 10.5 
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Appendix C: Child poverty  

Percentage of children in poverty, Oct-Dec 
2013 Local authority (see colour key) and 
wards (End Child Poverty, 2014) 

Child 
poverty 

rate 
Above or below 
district average 

   Loughborough Hastings 42.83% A 
 

A Above district average 

Loughborough Ashby 36.67% A 
 

B Below district average 

Loughborough Lemyngton 33.81% A 
   Melton Egerton 31.92% A 
   Greenhill 31.13% A 
   Loughborough Storer 30.80% A 
   Loughborough Shelthorpe 28.34% A    UK national average 28% 

Wigston Fields 26.86% A 
   Earl Shilton 26.42% A 
   Thurmaston 26.31% A 
   Measham 25.08% A 
   Wymondham 23.98% A 
   Barwell 23.52% A 
   Ashby Ivanhoe 23.40% A 
   Lubenham 22.51% A 
   Broughton Astley-Primethorpe 22.22% A 
   Loughborough Garendon 21.68% A 
   Millfield 21.68% A 
   Burbage St Catherines and Lash Hill 21.64% A 
   Loughborough Southfields 21.34% A    East Midlands average, 21.22% 

Thringstone 21.22% A 
 

  

Oakthorpe and Donisthorpe 20.88% A 
 

  

Moira 20.60% A 
 

  

Ashby Holywell 20.49% A 
 

  

Lutterworth Orchard 20.29% A 
 

  

Market Harborough-Welland 20.17% A 
 

  

Ravenhurst and Fosse 19.95% A 
 

  

Loughborough Dishley and Hathern 19.81% A 
 

  

Wigston Meadowcourt 19.74% A 
 

  

Stanton and Flamville 19.72% A 
 

  

Coalville 19.45% A 
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Hinckley Castle 19.36% A 
 

  

Melton Sysonby 19.22% A 
 

  

South Wigston 19.20% A 
 

  

Valley 19.10% A 
 

  

Hinckley Clarendon 19.08% A 
 

  

Melton Warwick 18.99% A 
   Castle Donington 18.86% A 
   Winstanley 18.76% A 
   Sileby 18.23% B 
   Syston East 18.18% B 
   Melton Craven 18.16% A 
   Old Dalby 18.11% A 
   Bosworth 17.93% A 
   Blaby South 17.88% A 
   Ambien 17.74% A 
   Ratby, Bagworth and Thornton 17.73% A 
   Anstey 17.71% B 
   Oadby Uplands 17.62% B 
   Hugglescote 17.57% B 
   Ullesthorpe 17.39% A 
   Snibston 17.14% B 
   Market Harborough-Great Bowden and Arden 16.99% A 
   Mountsorrel 16.85% A 
   Breedon 16.83% B 
   Melton Dorian 16.70% A 
   Fairestone 16.58% A 
   Hinckley De Montfort 16.53% B 
   Oadby St Peter's 16.25% B 
   Oadby Grange 16.14% B 
   Whitwick 15.99% B 
   Kegworth and Whatton 15.91% B 
   Hinckley Trinity 15.70% B 
   Asfordby 15.49% B 
   Birstall Watermead 15.14% B 
   Wigston All Saints 15.03% B 
   Kibworth 14.95% B 
   Shepshed East 14.88% B 
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Appleby 14.76% B 
   Enderby and St John's 14.70% B 
   Somerby 14.67% B 
   Croft Hill 14.64% B 
   Ibstock and Heather 14.52% B 
   Lutterworth Swift 14.46% A 
   Lutterworth Springs 14.35% A 
   Glen 14.00% A 
   Wigston St Wolstan's 13.98% B 
   Barlestone, Nailstone and Osbaston 13.91% B 
   Gaddesby 13.88% B 
   Pastures 13.83% B 
   Saxondale 13.82% B 
   Shepshed West 13.72% B 
   Oadby Brocks Hill 13.65% B 
   Markfield, Stanton and Fieldhead 13.55% B 
   Forest 13.52% B 
   Thurnby and Houghton 13.37% A 
   North Whetstone 13.28% B 
   Syston West 13.27% B 
   Melton Newport 13.02% B 
   Forest Bradgate 12.96% B 
   Croxton Kerrial 12.87% B 
   Loughborough Nanpantan 12.87% B 
   Market Harborough-Logan 12.59% B 
   Wreake Villages 12.51% B 
   Ellis 11.95% B 
   Barrow and Sileby West 11.89% B 
   East Goscote 11.80% B 
   Oadby Woodlands 11.66% B 
   Birstall Wanlip 11.49% B 
   Newbold Verdon with Desford and Peckleton 11.08% B 
   Peatling 10.88% B 
   Muxloe 10.76% B 
   Cosby with South Whetstone 10.66% B 
   Quorn and Mountsorrel Castle 10.64% B 
   Countesthorpe 10.48% B 
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Groby 10.16% B 
   Queniborough 9.86% B 
   Nevill 9.70% B 
   Bardon 9.40% B 
   Lutterworth Brookfield 9.33% B 
   Waltham-on-the-Wolds 9.31% B 
   Narborough and Littlethorpe 9.15% B 
   Rothley and Thurcaston 9.09% B 
   Misterton 8.73% B 
   Broughton Astley-Astley 8.71% B 
   Burbage Sketchley and Stretton 8.32% B 
   Fleckney 8.18% B 
   Normanton 8.13% B 
   Ravenstone and Packington 8.12% B 
   Long Clawson and Stathern 7.91% B 
   Market Harborough-Little Bowden 7.63% B 
   Bottesford 7.39% B 
   The Wolds 7.29% B 
   Dunton 6.71% B 
   Tilton 6.64% B 
   Billesdon 6.54% B 
   Cadeby, Carlton and Market Bosworth with 

Shackerstone 5.47% B 
   Loughborough Outwoods 5.22% B 
 

  

Ashby Castle 4.81% B 
 

  

Broughton Astley-Broughton 3.97% B 
 

  

Broughton Astley-Sutton 2.24% B 
 

  

Twycross and Witherley with Sheepy 2.09% B 
 

  

Frisby-on-the-Wreake 0.79% B 
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Appendix D: Cold-related disease prevalence 

 

 

 

 

 

 

Count and prevalence of selected QOF disease registers and raw prevalence rates - all ages
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Number of 

districts with 

above average 

prevalence

6Atrial Fibrillation

Register counts 883,938 1,671 2,685 1,540 1,840 1,020 1,683 1,147 11,586

Raw prevalence 1.57% 1.74% 1.48% 1.82% 1.83% 1.98% 1.77% 1.97% 1.74%

Register counts 1,854,867 3,187 5,293 2,530 3,363 1,773 3,274 2,078 21,498

Raw prevalence 3.29% 3.31% 2.92% 2.99% 3.34% 3.44% 3.44% 3.57% 3.22%

Register counts 1,585,442 2,738 4,937 2,613 3,066 2,132 3,369 2,073 20,928

Raw prevalence 2.81% 2.85% 2.72% 3.09% 3.05% 4.14% 3.54% 3.56% 3.13%

Register counts 966,093 1,633 2,826 1,482 1,789 839 1,653 1,107 11,329

Raw prevalence 1.72% 1.70% 1.56% 1.75% 1.78% 1.63% 1.74% 1.90% 1.70%

Register counts 3,340,484 5,445 10,522 5,171 6,118 3,090 6,167 3,481 39,994

Raw prevalence 5.93% 5.66% 5.80% 6.11% 6.08% 6.00% 6.48% 5.98% 5.99%

Register counts 1,004,920 1,562 2,776 1,318 1,795 759 1,846 938 10,994

Raw prevalence 1.78% 1.62% 1.53% 1.56% 1.78% 1.47% 1.94% 1.61% 1.65%

Register counts 1,180,841 2,307 3,380 2,167 2,488 1,237 2,242 1,336 15,157

Raw prevalence 2.10% 2.40% 1.86% 2.56% 2.47% 2.40% 2.36% 2.29% 2.27%

Register counts 348,973 661 1,083 472 665 311 577 401 4,170

Raw prevalence 0.62% 0.69% 0.60% 0.56% 0.66% 0.60% 0.61% 0.69% 0.62%

Register counts 2,912,592 6,674 10,664 5,354 7,436 4,039 6,494 3,083 43,744

Raw prevalence 6.52% 8.70% 7.24% 7.97% 9.14% 9.78% 8.61% 6.61% 8.16%

Register counts 483,933 570 1,378 550 706 294 537 502 4,537

Raw prevalence 0.86% 0.59% 0.76% 0.65% 0.70% 0.57% 0.56% 0.86% 0.68%

Register counts 336,321 600 963 467 611 303 589 433 3,966

Raw prevalence 1.71% 0.76% 0.64% 0.67% 0.73% 0.71% 0.76% 0.90% 0.72%

4 1 5 4 4 7 6 5

6

2

6

0

0

6

2

5

1

2

1

Chronic Obstructive 

Pulmonary Disease

Cancer

Dementia

Depression (ages 18+)

Mental Health

Rheumatoid Arthritis 

(ages 16+)

Atrial Fibrillation

Coronary Heart Disease

Cardiovascular Disease 

Primary Prevention

Stroke or Transient 

Ischaemic Attacks (TIA)

Asthma

Number of conditions with above national average 

prevalence



 

 

© NEA 2016. Register office: Level 6 (Elswick), West One, Forth Banks, Newcastle upon Tyne, NE1 3PA.  0191 2615677. NEA is an independent 

charity, Registration Number: 290511. 


