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Abstract

lliness and death caused by living in a cold home is a serious issue in England,
and response has focused upon practical interventions which can neglect the
moderating effect of individual contextual or behavioural influences.

People over 65 are vulnerable to cold and more are remaining at home, with
help from domiciliary care services, as their care needs increase. Responding
to a gap in the literature, this is the first study to examine how the domiciliary
care system contributes to the prevention of cold-related harm in older people,
and the influencing factors. The study used qualitative interviews and thematic
analysis, underpinned by an interpretive constructionist epistemology, to
explore the views and experiences of service commissioners (n=5), provider
organisations (n=7) and direct care staff (n=10) within Yorkshire, England.

A paradox was found in which the opportunity to deliver interventions by the
domiciliary care system was undermined by the system itself. Response to
increasing demand and fewer resources meant less time to care and a focus
upon task; reducing the care staffs’ ability to run a dual agenda of care and
prevention. National policy guidance to galvanise the prevention of cold-related
harm within social care was not translating into commissioning practice;
providing no incentive to deliver interventions or equip care staff with the
knowledge and skills to do so. Regardless of these factors, some care staff
reported delivering interventions that aimed to reduce the risk of harm in their
clients. Importantly these were reported to go beyond the efficacy of practical
interventions alone. The care staffs’ actions appeared to be driven by individual
behavioural influences and therefore individual staff response to risk was
variable. As such, the study concludes that the outcomes of an older person at
risk of cold-related harm, and in receipt of domiciliary care services, is currently
a matter of chance.

Strength lies in the exploration of the domiciliary care system at both system
and individual level. Thus, providing insight and understanding of the influences
upon the system, and individuals within it, and ultimately the effect upon the
prevention of cold-related harm. Notwithstanding sample and geographical
limitations, the recommendations address what needs to happen if the
opportunities presented by the domiciliary care system to prevent cold-related
harm in older people are to be harnessed; including: how preventing cold-
related harm can be incorporated into commissioning practice, how provider
organisations can be encouraged to consider cold when delivering care and
how care staff can be equipped with the knowledge, skills and motivation to do
SO.
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Glossary

In addition to the glossary below describing the meaning of words and phrases
used within the thesis, | would like to clarify my use of four terms which are
sometimes contested in the literature and often the subject of debate about their
meaning and the inference this brings. The English language is complex and
nuanced and finding terms that meet the approval of every reader is
undoubtedly beyond my gift. So, | shall explain my use of these four terms

below.

Firstly, | use the term ‘older people’ within the study for people who are over
65 years old. This is because the body of scientific literature and collation of
excess winter deaths (EWD) and iliness figures identify people over this age as
being amongst the most vulnerable (Mercer 2003) and are the subject of this

study.

Secondly, | use the term ‘frontline staff’ for staff who meet people face-to-face
when delivering services to them in community settings or in their homes. |
appreciate the use of ‘frontline’ infers a combative meaning to some, but | use
this term to simply differentiate between staff directly delivering services to

people and those, for example, who are health and social care managers.

Throughout this thesis, | use the term ‘cold-related harm’ to mean harm to
health, or a detrimental effect upon health, caused by exposure to low indoor

temperatures — such as living in a cold home.

Finally, | use the term ‘client’ to mean people receiving domiciliary care
services. | appreciate this term has commercial inference. However, domiciliary
care is a service provided, in the main, by private sector organisations. | use

this term to reflect the language used by the study participants.

Clinical commissioning groups (CCG): were created following the Health and
Social Care Act in 2012 and are clinically led statutory bodies responsible for

the planning and commissioning of health care services in their local area.

Commissioning: process by which health and care services are planned,

purchased and monitored.
Xi



Community services: health and care services delivered in a wide range of
settings such as people’s’ homes, community clinics, community centres and

schools.

Constructionism: Meaning is constructed not discovered and meaning making

of the world is constructed through interpersonal or social interactions.

Care Quality Commission (CQC): the independent regulator of health and

social care in England.

Delayed transfers of care: occurs when a patient is ready to leave a hospital
(or similar care provider) or step down to a less intensive level of care but

cannot be discharged due to a lack of community-based care capacity.

Department of Health and Social Care (DHSC): formally known as The
Department of Health, is the UK government department responsible for
government policy on health and adult social care matters in England (along
with a few elements of the same matters which are not otherwise devolved to
the Scottish Government, Welsh Government or Northern Ireland Executive). It

oversees the English National Health Service.

Domiciliary Care: a range of services to support an individual in their own
home to maintain health, hygiene, dignity, safety and ease of living. The
services may vary from individual to individual depending upon their care needs

and could include providing personal care, medication or domestic tasks.

Fuel poverty: The condition of being unable to afford to keep one’s home
adequately heated. Formal definitions describe households as being in fuel
poverty if they must spend a high proportion of their household income to keep
their home at a reasonable temperature, and were they to spend that amount,

they would be left with a residual income below the official poverty line.

Health and care system: all organisations, people and actions whose primary

intent is to promote, restore or maintain health.

Health and wellbeing boards (H&WB): a statutory forum where political,
clinical, professional and community leaders from across the health and care

Xii



system come together to improve the health and wellbeing of their local
population and reduce health inequalities. These are now evolving into
integrated care systems (see below) - a closer form of collaboration in which the
NHS and local authorities take on greater responsibility for managing resources

and performance.

Integrated care systems (ICS): take the lead in planning and commissioning
care for their populations and providing system leadership. They bring together
health providers and commissioners and local authorities to work in partnership

in improving local health and care.

Interpretivism: a philosophical theory stating that interpretations of the social
world are culturally derived and historically cited and that there are multiple

realities.

Interventions: any activity undertaken with the objective of improving, or
preventing the decline of, human health by preventing disease, harm to health

or injury.

Local Authority (LA): an organisation officially responsible for a range of public
services and facilities in a particular geographical area. For example, waste
collection, planning and leisure facilities. In addition to public health
responsibilities, local authority social services have statutory duties to provide
welfare services such as residential accommodation for those needing care,

because of age, illness or disability, which they cannot otherwise obtain.

National Health Service (NHS): provides health care for all UK citizens based

on their need for medical care rather than their ability to pay for it.

National Institute for Health and Care Excellence (NICE): an organisation
whose aim is to improve outcomes for people using health and other public
health and social care services by producing evidence-based guidance and
advice for health, public health and social care practitioners. They are generally
known by the abbreviation NICE; derived from their former name: National

Institute for Clinical Excellence.
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Ofgem: the Office of Gas and Electricity Markets, a non-ministerial government

department and independent national regulatory authority.

Organisational culture: refers to the way things are done in an organisation,
written and unwritten rules influencing individual and group behaviour and

attitudes.

Positivism: philosophical theory stating that genuine knowledge is exclusively
derived from experience of natural phenomena and their properties and

relations.

Public Health Outcomes Framework: sets out the broad range of
opportunities to improve and protect health across the life course and reduce

inequalities in health that persist.

Realism: philosophical theory stating that realities exist outside of the mind and

are independent of human action and observation.

Urgent and emergency care services: medical services for individuals
requiring urgent attention for illness or injury. They treat accidents and illnesses

requiring urgent attention but not life threatening.

Welfare: the health, happiness, and fortunes of a person or group.

Welfare state: a range of government programmes providing financial or other

aid to individuals or groups who cannot support themselves.

Wellbeing: a complex combination of a person's physical, mental, emotional

and social health factors and strongly linked to happiness and life satisfaction.
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CHAPTER 1: Introducing the nature and importance of
the study

1.1 Introduction

Whilst working for the Department of Health at the National Social Marketing
Centre, in the role of Regional Social Marketing Manager, | was involved in
‘Keeping Warm in Later Life’ or KWILLT (Tod et al 2012), a research project
facilitated by Sheffield Hallam University. Prolonged exposure to cold
temperatures can have a detrimental impact on health (Hajat 2017) and
KWILLT aimed to shed light upon the factors influencing why some older people
experienced prolonged exposure to cold temperatures caused by living in a cold

home.

Some participants of KWILLT had domiciliary care service staff visiting their
homes to deliver care services and, during an interview, a staff member
explained that one client’'s home was always so cold that she did not remove
her coat whilst visiting. This quote stopped me in my tracks somewhat and
sparked question and debate amongst the project team and | about the role
played by social care services to prevent cold-related harm within their clients.
On reflection, | realise that my own family’s experiences of living in a cold home
provided a latent emotional interest in this issue, and combined with my
professional experience and skills, this inspired me to explore what | could do to

address the problem. This led to my research to answer the following question:

“Do domiciliary care services prevent cold-related harm to health in older

people?”

It is important to note that whilst this thesis results from data collected several
years ago, this is not an historical document. | wrote this thesis in the wake of
Central Government austerity measures and reductions to LA funding which
impacted most keenly within deprived communities (Beatty & Fothergill 2016).
Reduced LA funding resulted in a detrimental impact on social care spending
(see for example: Prince et al 2015, Barker 2014, Wenzel et al 2018) and the
global COVID-19 pandemic has exposed the frailties of the current social care

system (Hodgson et al 2020); in particular the stark health inequalities between
1



our most affluent and most deprived LA areas (Bambra et al 2020). This is
evidenced in the unequal health and economic impacts of COVID-19 on the
North of England, where this study is set, which experienced higher average
rates of COVID-19 related mortality and financial hardship compared to the rest
of England (Munford et al 2021). Compounding this is the unequal impact of
welfare reform (Beatty and Fothergill 2016), an increasing cost of living and an
unprecedented rise in domestic fuel prices pushing more households into fuel
poverty (NEA 2022).

According to the Office of National Statistics (ONS) (2022), 43% of respondents
in a national survey carried out in April 2022 reported finding it very or
somewhat difficult to pay their fuel bills leading to several changes in behaviour
in response to increasing domestic fuel costs including spending less on non-

essentials (54%) and using less gas or electricity at home (45%).

The Resolution Foundation (2022) offered that the 15t of April 2022 heralded the
start of the most acute part of a UK cost of living crisis, with a 54% overnight
increase in energy bills (pushing a typical annual dual fuel bill up by £693 to
£1,971 a year) coming alongside cost pressures in other parts of the economy.
They outline how it is lower-income households who are disproportionately
impacted by high energy costs, with four-in-five of England’s poorest families
set to face financial difficulties in paying domestic fuel bills by October 2022,
compared with just one-in-fifty of those in the top income decile. The
Resolution Foundation (2022) state that older people are more adversely
affected in comparison to working age households with the heating bill of a
typical over 60s couple reaching an average of £1,315 by winter 2022, more
than double the average bills during 2021, and £180 higher than an equivalent

working-age household.

Consequently, the numbers of those at risk of cold-related harm to health from
living in a cold home, which | will discuss in greater detail below, are growing

making my findings and recommendations increasingly significant.

This chapter introduces my study by describing the problems caused by
prolonged exposure to cold temperatures and the link between cold homes and

ill health. This is followed by an explanation of why older people are particularly

2



vulnerable to cold-related harm to health. Following a brief description of the
social changes and policy direction leading to the greater demand for
domiciliary care services, | offer the rationale for the importance of this

research. The chapter ends with a brief overview of the thesis structure.

1.2 The link between prolonged exposure to cold

temperatures, ill health and death

In 2009, the Chief Medical Officer for England stated that “Winter kills”
(Department of Health 2009 p. 31) to emphasise the potentially serious health
problems caused by prolonged exposure to cold temperatures and the surge in
death rates that follows the onset of cold weather in England. This increase in
death rates is seen after two days of prolonged weather when the mean outdoor
temperature remains below 8°C (Katiyo et al 2018 p.14) and is marked by an
escalation in the instances of cardiovascular illness (Roche 2010, Marmot
2010). This is followed by an increase in strokes, peaking after five days, and
deaths from respiratory iliness after twelve days (Public Health England 2013 p.
7). On average circa. 35,000 additional deaths occur in England in winter
(Office of National Statistics 2020; using a rolling 5-year average as large
fluctuations between years are common). The term additional deaths is used
here as many people who die during, or shortly after, periods of cold weather
were not expected to die at that time despite having existing morbidities. The
the term excess winter deaths is used to describe this phenomenon (Hajat &
Gasparini 2016).

The ONS standard method to measure excess winter death defines the winter
period as December to March and compares the number of deaths that occur in
this period with the average number of deaths occurring in the preceding
August to November and the following April to July (Office of National Statistics
2020). ltis calculated simply as:

(Deaths in Aug to Nov + Deaths in Apr to Jul)

EWD = Deaths in Dec to Mar — >

Although the number of annual excess winter deaths has fallen since records
began over 70 years ago, this decline has flattened out and over the last 30

3



years the 5-year rolling average has remained at over 25,000 per annum (ONS
2020). Despite a range of policy responses, including a national Cold Weather
Plan for England (CWP) (Katiyo et al 2018) and best practice guidance from
NICE (2015) which | will detail in the following chapter, the rates of excess
winter death have remained constant for several decades. This raises
questions about the limitations of current approaches to tackling the issue. In
2018, The Chief Medical Officer for England noted that if the problem of excess
winter death is not sufficiently addressed, the numbers will continue to remain
high (Katiyo et al 2018) and in 2018 to 2019, the national number of excess

winter deaths was 23,200.

Whilst the most recent data on excess winter death and morbidity has been
skewed by the reporting of COVID-related deaths since 2020, the overall picture
remains that of inequality and an unequal impact across more deprived areas in
the North (Munford et al 2021). This is reflected in the figures with Yorkshire
and The Humber having the highest excess winter death index in England at
16.5% (the difference between winter and non-winter deaths as a percentage)
(ONS 2020)

The UK has the sixth highest rates of excess winter death, per head of
population, out of 30 European countries (Guertler & Smith 2018). Some
experience much colder winters than England, but many report lower rates of
excess winter deaths (Analitis et al 2008), for example: Finland where rates of
excess winter deaths per head of population are half England’s (Liddell et al
2016) which Liddell et al (2016) refer to as the excess winter death paradox.
Although causes of excess winter deaths can include external exposure to cold
and seasonal viral infection, exposure to prolonged cold within the home is a
significant risk factor (Wilkinson et al 2001). Significantly, in countries like
Finland, both the people and their housing are better prepared for the cold and
engaging in behaviours to keep warm at home are social norms (Liddell et al
2016, National Energy Action 2015, Marmot 2010).

1.3 The link between cold homes and ill health

The correlative links between housing conditions such as damp, mould,
condensation, and poor health outcomes have been known for many years
4



(Geddes et al 2011), and a growing evidence base suggests that heating a
home to adequate levels is a key factor in preventing cold-related harm (Park &
Porteous 2019, Rudge and Gilchrest 2005). There has been some debate
around the recommended minimum indoor temperature required to prevent
cold-related harm. Following a review of the evidence, Public Health England
(PHE) (Wookey et al 2014) revised the previous advice from the World Health
Organisation, which was over 30 years old, and settled on advising people to
heat their homes to at least 18 °C (65F) and ideally 21°C (70F) where older
people live in the house (these are the recommended temperatures to prevent

cold-related harm that will be referred to throughout this thesis).

For some people, spending the required amount to heat their homes to
recommended levels leaves their residual income below the poverty line
(GOV.UK 2022). This is referred to as fuel poverty and the UK Government
sets out 3 factors that determine whether a household is fuel poor: household
income, household energy requirements and fuel prices (ibid). In 2019, it was
estimated that 13.4% of households (3.18 million) were in fuel poverty (GOV.UK
2022).

The charity Age UK estimates around 1 million older households (over 65) are
in fuel poverty, representing 1 in 10 older households and a total of 1.4 million
older people (Age UK 2022). Age UK warned that rising energy prices
experienced in the winter of 2021/22 could push 150,000 additional older
households into fuel poverty. The charity suggests those on low and/or fixed
incomes are already extremely worried about fuel bills given that escalating
inflation and, for some, welfare reforms were already placing a squeeze upon
their finances. Age UK believe that behaviours such as turning the heating
down and cutting back on food will be likely coping responses. The charity
offers this presents a health risk to older people given that they find it harder
than younger people to regulate their temperature and cold is particularly
dangerous for those with pre-existing health conditions (Age UK 2022). Whilst
some behaviour around heating is a matter of choice, which will be discussed
further in Chapters 3 and 5, the current rise in cost of living and fuel prices,

means that choice is being ever increasingly taken away from those with least



resources. The choice not to heat is not one made through volition, but by their

circumstances.

Despite the growing evidence base around the impact of cold and poor health
outcomes, Geddes et al (2011) estimates that up to 30% of excess winter
deaths remain contributable to living in a cold home. Using the ONS five year
rolling average for excess winter death (Office of National Statistics 2020), this
suggests that circa 9,000 annual deaths are attributable to living in a cold home:
a figure comparable to the numbers of people dying each year in England from

breast or prostate cancer (Guertler & Smith 2018).

In addition to deaths, there is considerable reporting of how living in a cold
home exacerbates existing illness costing society dearly in both financial terms
and the suffering caused (see for example Marmot 2010, Boardman 2012,
Thomson et al 2013, Maidment et al 2014, NICE 2015). As well as the
detrimental impact cold homes have on individuals, the impact reaches far
wider. Elliot et al (2008) and Roche (2010) estimate that, following a period of
cold weather, accident and emergency and GP visits increase dramatically and
for every excess winter death caused by living in a cold home, there are
approximately eight hospital admissions and 100 General Practice (GP)
consultations. In 2018, Burlinson et al estimated the cost to the NHS of cold-
home related iliness to be in the region of £1.3 billion (UK). This analysis does
not include the ‘knock on effect’ upon demand and cost to social care services
(Guertler & Smith 2018)

1.4 Older people and vulnerability to cold-related harm

Several groups within the UK population, including the very young and the
homeless, have been identified as at risk of cold-related harm (Public Health
England 2013, Marmot 2010). However, people over 65 (Mercer 2003) and
particularly those over 75 years old, are high risk and considered amongst the
most vulnerable (Hajat 2017).

Studies exploring the effect of cold temperatures on the human body are
relatively plentiful (Morgan 1996) and the scientific explanations why older
people may be more vulnerable to cold-related harm to health are
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physiologically complex (Neno 2005, Timiras 2007). Day and Hitchings (2011)
aid lay understanding by providing some simplified explanations. They offer
that older people are more vulnerable partly because of an increased likelihood
of suffering from pre-existing chronic illness; for example: respiratory illness
which has been evidenced as an important modifier in further increasing the
vulnerability to cold-related harm (McLafferty 2009, Department of Health 2009).
Aging bodies also retain their core temperature less well than younger bodies
because of a lower metabolic rate. This means they generate less heat
internally. Due to a less effective vasoconstriction response, they are less able
to re-direct blood from the skin to prevent heat loss and retain less heat
because of a reduction in their levels of body fat. Day & Hitchings (2011) also
offer indirect biology such as reduced mobility as a factor increasing risk of cold-
related harm as this may increase the time older people spend inactive at home
compared to more physically active people. In short, older and less mobile
people, living in an inadequately heated home may be vulnerable to cold-related
harm. This increased vulnerability is reflected in the statistics for excess winter
death in the UK and in 2018/19 80% of excess winter death were in people over
75 years old (Office of National Statistics 2020).

1.5 Why this study matters

Several key factors are pertinent to and in combination illuminate the

importance of this research.

The UK has a rapidly aging population which is testimony to the success of
advances in medicine and Public Health (Stewart & Dhesi 2016). The
percentage of older people, as part of the general population, is increasing. By
2050, it is estimated that one in four people in the UK will be 65 or over - an
increase from one in five in 2020 (Office of National Statistics 2021 p. 6.1).
Within this, the older-old, (those over 80 years old) are the fastest growing
component of the UK population (Cangiano and Shutes 2010). Given that
those over 65 are amongst the most vulnerable to cold-related harm, both the
increasing numbers of older people, combined with the increased risk created
by the socio-economic factors described above, are significant in terms of the

number of people who may be at risk of exposure to cold in their homes.



Aging brings the increased prospect of co-morbidities. Age-related illness and
the increased likelihood of living alone in older age, due to the loss of a partner,
can necessitate the need for support from others to manage the tasks
associated with daily living (Westwood and Daly 2016, Chung 2019). Future
estimates suggest that that 8 out of 10 people aged 65 and over will need some
care and support in their later life (Gov.UK 2012 p. 8) and there will be a 57%
increase in adults over 65 needing care by 2038 compared with 2018 (National
Audit Office 2021 p. 4). At present, care provided through informal means, such
as family and friends, dwarfs that provided by the formal health and social care
system (Murphie and McDougall 2018). However, Lewis and West (2014 p. 1)
suggest that society is ‘running out of daughters’ meaning that informal sources
of care such as children providing care for aging parents, is declining. This
decline, combined with the aging population, will result in further demands upon
formal health and social care services (Pickard 2015). Between 2017 and 2019
most people (75%) receiving formal care services did so in their own home
(Griffiths et al 2018, Murphie and McDougall 2018) and estimates suggest that
by 2050 the current level of demand for domiciliary care services will have
doubled (Prince et al 2015).

Over recent decades, the underpinning principle of health and social care policy
ambition has increasingly focused upon preventative health interventions and
‘keeping people at home and independent for as long as possible’ (Lloyd 2006
p. 1173). As such, delaying the need for hospital or residential care to protect
health service capacity and manage the cost of state-funded care as demand
rises (Westwood and Daly 2016, Park & Porteous 2019). In November 2018,
the Department of Health and Social Care published ‘Prevention is better than
cure’ (Department of Health and Social Care 2018), a vision to put prevention at
the heart of improving the nation’s health and thus increasing healthy and
independent life expectancy. In defining the aims and activities associated with
prevention, the document sets out what prevention means and what is meant by
the activity of prevention. This is the definition of prevention, and therefore

preventative interventions, that will be used within this thesis:

e Prevention is about helping people stay healthy, happy and independent

for as long as possible.



e Prevention means stopping problems from arising in the first place;
focusing on keeping people healthy, not just treating them when they

become ill.
(Adapted from Department of Health and Social Care 2018 p. 5)

The vision makes the case for prevention based on financial gains to the health
and social care system and advocates that the responsibility for prevention
should be wider than the remit of Public Health. The vision advocates that
investment in preventive interventions is an investment in managing an
escalating demand for future health and social care services by reducing need.
Importantly, the vision recognises the opportunities presented by health and
social care to deliver preventative interventions and that this should be an

integral activity with the delivery of care.

“We know that prevention works. A review of international studies
suggests that past investments in prevention have had a significant

long-term social return on investment.”
(Department of Health and Social Care 2018 p. 5)

“Prevention is not solely the job of public health experts, social
workers and community nurses - everyone working in the health and

social care system has a role to play”.
(Department of Health and Social Care 2018 p. 15)

“The health and social care system should put prevention at the heart

of everything it does”
(Department of Health and Social Care 2018 p. 27)

In summary, the importance of this study is a result of a combination of factors.

Older people (who are defined as over 65 for the purpose of this research) are
amongst the most at risk of cold-related harm caused by living in a cold home.
Within the UK, the population is aging. This means a greater % of people being
over the age of 65. This in turn is leading to greater numbers of people living

with the co-morbidities associated with increasing age. As a result, there are
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greater demands upon the health and social care system and an increasing use
of domiciliary care services to provide support to enable those needing care to
remain at home. This projected increase in the need for social care comes with
increased cost. The National Audit Office (2021 p. 4) estimates that by between
2021 and 2038, the cost of providing social care to adults will increase by
106%. The Association of Directors of Adult Social Services (ADASS)
advocates that If society is to manage the demand for social care, then there
needs to be an investment in ‘preventive approaches so that people are less at
risk of increasing social care needs’ (ADASS 2020 p. 6). Whilst cold-related
illness and deaths remain a significant problem within England, the Cold
Weather Plan for England (2018) is clear that much could be prevented through

simple interventions.

“...In many cases simple preventative action could avoid many of the
deaths, illnesses and injuries associated with the cold.” (Katiyo et al
2018 p. 12)

| therefore offer that an exploration of how domiciliary care services are
delivered to older people, how this contributes to the prevention of cold-related
harm and how this can be maximised could contribute to preventing the harm to

health that can result from living in a cold home.

1.6 Structure of the thesis

The thesis continues in the following chapters:

Chapter 2 - Provides the contextual setting for the study by describing the
social care system in England and the recent policy response to cold homes.

Chapter 3 - Describes the approach used to review the current literature and
presents the findings from the review. The chapter ends by presenting the

research question.

Chapter 4 - Introduces the conceptual framework and the ontological and
epistemological underpinnings for the study. Following this, the chapter sets

out the research methodology and methods used.
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Chapter 5 - Presents the research findings within two themes and five sub-

themes.
Chapter 6 - Discusses the research findings and their implications.

Chapter 7 - Sets out the study strengths and limitations followed by a

description of how reflexivity was used within this research.

Chapter 8 - Presents recommendations for policy and practice within the

domiciliary care system.

Chapter 9 — Offers my final conclusions.

The references and appendices then follow.
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CHAPTER 2: The contextual setting for the study

2.1 Introduction

The social care system and policy response to the prevention of cold-related
harm are the environments in which the study is set and the context in which
the findings, analysis and subsequent discussion are located. This chapter
provides this background and is presented in two parts. The first section
describes the social care system and the domiciliary care system in the UK; and
the second provides a brief overview of recent UK policy response aiming to

reduce the harm to health caused by living in a cold home.

2.2 Part 1: The social care system and the domiciliary care

system

This section gives a brief overview of the social care system and the domiciliary
care system by focussing on three areas of relevance to this study namely why
and how social care differs from health care; how the delivery of social care is
organised and delivered; and the form of the current social care sector in

England.

Firstly, it is important to understand what is meant by social care and domiciliary
care services within this thesis and introduce the key facts about how social

care in England is organised and funded.

The term social care is used as ‘shorthand’ for care organised to support adults
who need help with activities associated with daily living because of iliness or
disability (Burchardt et al 2020). Domiciliary care services are social care
services provided within someone’s home (Westwood & Daly 2016). The
phrase ‘social care system’ is used to describe the structures, organisations,

people and practices used to deliver social care.

The distinction between formal and informal care is important. The term formal
care is used within this thesis to mean social care and informal care is generally
defined as ‘unpaid care provided to older and dependent persons by a person

with whom they have a social relationship, such as spouse, parent, child, other
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relative, neighbour, friend or other non-kin’ (Broese Van Groenou and de Boer

2016 p. 271).

Table 1 below sets out the organisation and funding of the present social care

system in England.

Table 1 - Organisation and funding of social care in England

Formal social
care organised
and/or paid for
through Local

Authorities

Formal social
care arranged
and paid for

privately

Informal social

care

Eligibility is determined by an assessment of need and a

means-test.

Most social care is organised and purchased by Local
Authorities (LAs) from independent provider organisations.
Some is provided by LA themselves or in the form of a direct
payment to the person with needs with which to make their

own arrangements.

LA-arranged care is funded through a combination of local
revenue collection, central government revenue, NHS
funding and service user charges.

Those not eligible for LA-funded care may arrange and pay

for care themselves.

In some cases, the care funded by a local authority for the
person with needs, is ‘topped-up’ with private funds to buy
supplementary or additional services or pay for a more
expensive care home for instance

Unpaid care accounts for the largest share of all social care
delivered in England (Burchardt et al 2020).

Informal carers may receive some support and advice from
LAs and some may be eligible for financial support through
the Carers Allowance (Carers UK 2021)

Whilst the above provides a simple descriptive definition of social care, adding

the simple prefix of ‘social’ to ‘care’ creates complex meaning (Bowling 2014)
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resulting from the knotty and multifaceted considerations of social policy, the
provision of care and the role of the state in providing care (Glennerster &
Glennerster 2007, Daly & Lewis 2000). This may appear an unnecessarily
involved discussion, but the debate around what is social care is not purely an
academic one and the impact is seen in UK social care policy, care delivery and
notions which position social care within the UK’s collective consciousness
(Castles 2012). The resulting legacy is a boundary between health and social
care and a division between what counts as health or social care. This all has
implications upon which services are funded for individuals, what care people
are entitled to, and ultimately, the care they receive (Glennerster & Glennerster
2007).

2.2.1 Development of social care systems in England

Although the boundaries between health and social care may be blurred and
overlapping when considering the care needs of an individual, they are
profoundly separated by fundamental questions about who is responsible for
organising and delivering the care and who pays (Bernard & Phillips 1998,
Glasby 2006, Prince et al 2015). Society’s response to answering these
questions has shaped the development of today’s social care system. They are
the manifestations of a contract between the state and its citizens in caring for
those in need and have created the enduring boundaries and inequalities

between health and social care (Barker 2014, Shardlow and Nelson 2005).

The NHS remains largely free at the point of use, yet social care is not only
means-tested but also needs-tested (Barker 2014). The current system
assumes that a distinction can be made between those who are sick and those
who are frail, disabled or need support with the activities of daily living because
of illness. Those who are deemed to have healthcare needs receive typically
free at the point of use care from the NHS, whilst those deemed to have social
care needs fall under the remit of LA social services and may be required to
fund some or all of the cost of their care (ibid). The differences in eligibility
between health and social care remains an exacerbating issue (Wenzel et al
2018) which creates inequalities and results in a lack of parity between health
and social care for service users (Quilter-Pinner and Hochlaf 2019, Glasby

2006, Glasby 2017).
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Many accounts describing the foundations of this divergence between health
and social care begin with the Beverage Report of 1942 and the subsequent
1948 National Assistance Act (Lowe 1998, Harrison 2009). However, history
reveals plentiful evidence of how society’s response to the questions ‘who is
responsible and who should pay?’ has shaped welfare provision, including
social care, for many centuries before this point (Quigley 1996, Mcintosh 1988,
Alcock et al 2008). The Poor Relief Act of 1601 created an early systematic
approach to welfare provision. Responsibility was placed at local level within
the community and the question of providing care for those with no means to
pay, was settled by creating the enduring system of funding welfare through
taxation (Alcock et al 2008).

Although the 1948 National Assistance Act was not the foundation for the
divergence between health and social care in the UK, it was highly
consequential in cementing this division and developing the contemporary
health and social care systems because of two significant factors. Firstly, the
Act separated responsibility for local welfare provision from national
responsibility for social security (Fraser 2009, Pettinger 2017). Secondly, it
reinforced the historical boundaries between health and social care leaving an
enduring legacy which has impacted upon social care policy and funding and

the position of social care within the public psyche today (Wanless et al 2006).

Following the introduction of the 1948 Act, healthcare, through the
establishment of the NHS, was free at the point of use and available to all whilst
social care was not and financial charges were applied. Responsibility for
social care remained at local level under the remit of Local Authorities.
However, responsibility would only be theirs if there were no informal
mechanisms in place. Entitlement to social care was established through
assessments and means testing to determine both eligibility and the level of any
state financial contribution towards the cost of that care. Accounts from the
time, when the 1948 Act was introduced, describe how NHS services came to
be regarded as for all citizens, whereas the local authority provision of social
care was not regarded in the same manner and was considered a residual

option when there were no informal avenues of care (Wanless et al 2006).
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Debate continues on how the 1948 Act contributed to the significance of gender
in care. Whilst opinions are divided, the creation of the welfare state and other
more recent policies, which aim to support women into the workplace, are
critiqued around their role in positioning care, and its value, within our society
(Glendinning and Kemp 2006). Lewis (in Glendinning and Kemp 2006 p12)
suggests that whilst Beveridge’s intention was to place informal care as a family
responsibility, it affirmed societal notions of care being a female role. Beverage
defended his stance offering that in fact he was supporting women through
“extolling the value of a housewife as part of the marital team” (Frazer 2009
p254). Frazer (2019) contends however that this enforces notions of care being
a woman’s’ role. Later policy to bring women into the workplace has also
focused on childcare and care for elderly relatives; again, supporting the

construct of care as a female issue (ibid).

Over the last five decades the provision of social care has fluctuated, to a
greater or lesser extent, between two models — the ‘state and the market’
(Hudson 2019 p. 414). The Seebohm Report (Seebohm 1968) brought a brief
period of a predominantly state centric model with LAs being responsible for
planning and delivering services. The years of Conservative rule following the
1979 general election were highly significant in shaping the current provision of
social care. Social care systems of the time had come under savage attack for
being cripplingly bureaucratic and taking up a disproportionately large chunk of
the state’s resources, for example in the escalating use of state funded
residential care (Lowe 2005). The then Prime Minister, Mrs Thatcher, took this
as a mandate to reform (Frazer 2009). A Green Paper 'Community Care:
Agenda for Action' authored by Giriffiths (1988), advocated that many problems
facing the welfare state could be solved by applying the theory of
managerialism and accountability (Leathard 2000, Enteman 1993). The
recommendations within the paper built upon a growing notion within the 1980s
that free market principles should be applied through greater use of private
sector services within the public sector (McDonald 2006). This aimed to create
cost savings, greater choice, flexibility of care services and raise standards
through the impact of competition (The Audit Commission 1992). A
fundamental principle maintained that care in the community must primarily be

delivered through informal or third sector mechanisms and that the role of public
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services should be to facilitate and support these systems of care (Wanless et
al 2006, Westwood and Daly 2016). A commitment to enabling people to
remain living in their own homes for as long as possible was regarded as
delivering a better quality of life; but also key to ease the increasing concern
about the future funding of health and social care considering the predicted

increases in demand (Davies et al 2020c, Jasper et al 2019).

The ideas proved enticing (Xie et al 2014, McDonald 2006) and the
recommendations were enacted in the NHS and Community Care Act 1990
(Legislation.Gov.UK 1990). This has resulted in an era of largely private sector
provision alongside significant LA control of the purchasing of services, the
fabled ‘purchaser—provider split’ (Hudson 2019). LAs became the purchasers of
care services rather than their previous primary role of providers of formal care
through directly employed care staff (Bochel 2005, Hudson and Henwood
2002). The word commissioner rather than purchaser of care services began to
appear in social care literature coming from Central Government to soften the
language for those uncomfortable with the introduction of market-based
approaches to care (Glennerster and Glennerster 2007). Over the following
three decades the independent sector became dominant in providing social
care. In the case of the domiciliary care system, only 5% of domiciliary care
services were delivered by the independent sector in 1993; by 2012 this had
grown to 89% (Hudson 2016 p. 8). This shift has, overtime, changed the
structure and the dynamics of power in the sector. The ‘marketisation’ of social

care is the ‘new normal’ (Hudson 2019 p. 2).
2.3 The current adult social care system in England

The move to a market-based approach has shaped several of the key features
which characterise the present social care system, namely how care is
organised and delivered. The provision of social care is fragmented both in the
multiplicity of competing providers but also by who pays. Tightening eligibility
for state-funded care means that the care market has become a complex mix of
LA-funded and privately-funded clients. Whilst different perspectives are
offered throughout the literature, citing problems of funding, workforce and a

fragmented care provider market, there is almost unanimous agreement that the
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current system is not working for those who commission, provide and receive
care (Curry & Oung 2021, Hudson 2019).

2.3.1 Commissioning social care

For care commissioners, adopting the new systems required to become a large-
scale care purchaser of care services following the 1990 Act posed a
considerable challenge. Most adopted a system of block contracting to make
the new administrative burden manageable enabling them to buy care services
en masse rather than carrying out tender processes for every single package of
care required (Lowe 2005). Providers wishing to provide care under the block
contract arrangements are required to compete under commercial conditions
and endeavour to create competitive advantage by using service differentiation
variables such as price (Wyatt 2002). Despite the Audit Commission’s
predictions above (The Audit Commission 1992), critics suggest the reforms did
not deliver the intended choice or flexibility for commissioner or service user
and in fact created a social care sector that became fragmented with complex
chains of commissioning, provision, and accountability (Murphie & McDougall
2018, Hudson 2016 & 2019).

More recently, the Care Act 2014 gave LAs in England broad duties around
health and wellbeing, shifting the focus of service delivery to encompass a more
preventative agenda. The Act placed greater emphasis on a more holistic
approach to social care; one that is personalised and flexible enough to meet
the individual care needs of those needing care services. Thus, encouraging
improved health and wellbeing outcomes for service users. However, several

factors presented barriers to achieving these aims.

Meeting the administrative burden of purchasing care on an individual basis for
each service user would be insurmountable and some LAs moved from block
contracts with care providers to overarching umbrella agreements. This creates
a pool of pre-selected care providers who can then bid [compete] to deliver the
care services required. This pre-determined group of providers is often called a
provider framework (Crescent Purchasing Consortium 2019). Under this
arrangement when an individual needs or requests care an assessment is

carried out, usually by a social worker, to determine what care is needed, how

18



this will be provided and who will pay. Should the care then be funded and/or
organised by the LA, the care requirements are circulated to framework
providers. For domiciliary care services, this might include the number of daily
visits required, the preferred visit times and the tasks to be completed within
each visit. This highly task-based and time-specified approach to designing and
contracting the delivery of domiciliary care services is known as the ‘time and
task’ approach (Lewis & West 2014).

Once the details of the care requirements have been circulated to potential care
providers, those who can deliver these requirements then bid for the contract
which is commonly referred to as a package of care (Xie et al 2014). The
individual needing care, and/or the social worker with ownership of the
individual case, then chooses from those who respond which provider they
would like to deliver the care. Again, this process has been heavily critiqued for
undermining the ambition to deliver a more personalised approach to care by
reducing the delivery of care ‘to a function’ or a service product purchased
within a system based upon the concept of marketised exchange (Curry & Oung
2021 p. 30).

Creating the provider framework is a lengthy tendering and procurement
exercise governed by strict legal parameters and is usually only carried out
every few years. Framework organisations remain under contract until a new
framework is established or a break of contract agreement is reached or
enforced by either party. Likewise, the contractual conditions specified at the
time of establishment often remain in place throughout the life span of the
framework. These can include the service specifications and the level of

remuneration providers will receive in exchange for their services.

At this point | also mention the duty placed upon LAs within the Care Act 2014
to make direct payments to those eligible for local authority-financed care who
wish to employ their own care staff (often referred to as personal assistants or
PAs) rather than use the care services available through local authority
frameworks (Westwood & Daly 2016, Griffiths et al 2018). However, personal
assistants are currently unregulated, and little is known about these care staff
(Newman et al 2008).
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2.3.2 The UK social care market

There are currently an estimated 18,200 organisations providing adult social
care in England (Skills for Care 2020 p. 27). The organisational types cover a
wide spectrum ranging from large national multiple-based organisations (250
employees plus) to micro-organisations (less than 5 people) and individual self-
employed care staff. For employees, the size of organisation they work for is
polarised as organisations in the sector are likely to be either relatively small or
very large. The majority (87%) of the organisations delivering social care are
small to medium enterprises employing less than 50 staff (Skills for Care 2020
p. 25). However, a small number of large organisations, making up just 2% of
the total number of organisations, employ between them nearly half the social
care workforce (49%) (ibid).

The increasing numbers of people continuing to live in their own home, rather
than move to residential settings when receiving care services, has created a
shift in the type of provider organisations operating in the care market (Lewis &
West 2014, Kearney 2018). Between 2009 and 2017, there was a 41% increase
(200,000) in the total number of domiciliary care system jobs (Griffiths et al
2018). By 2020, 57% of social care organisations provided non-residential
services (Skills for Care 2020 p. 25) and there were 1.52 million people working
in social care by 2020 (equivalent to 1.6 million full-time jobs). This represents
an increase of 130,000 jobs since 2012/13 (Skills for Care 2020 p. 24).

The social care sector is a significant employer in England employing slightly
greater numbers of people than employed by the NHS at 1.2 million full-time
equivalent jobs (NHS Digital 2020) and making social care one of the largest
employers in the UK. A social care employee is likely to be female, white British
and the average age of employees in social care was 44 years old in 2020
(Skills for Care 2020 p. 70). The gender balance is unrepresentative of the
general population and is a highly-feminised employment sector (Yandle et al
2006) with 82% of workers being female (Skills for Care 2020 p. 70). This
contrasts to the total % of females in the economically active population in
England which stood at 47% in 2020 (ibid). As described above (2.2.1), the
gender bias in care has historical roots stemming both from the consideration of

care being a feminine role and welfare policy which has further entrenched this
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notion (Yeandle et al 2006). Yeandle et al (2006) offer that this historical
positioning, and the associated value attached to care, has led to care being
regarded as a feminine role. Furthermore, one in which job occupants are
poorly rewarded, both in terms of their pay and in terms of the social evaluation
of the work they do (ibid).

Employment conditions within the social care sector, particularly within the
domiciliary care system, are considered problematic (Cavendish 2013, Carr
2014) and the industry is characterised by low pay and insecure working
conditions (Hudson 2016). Social care has been defined as a ‘low paying
industry’ since the first report published by The Low Pay Commission in 1998
(Low Pay Commission 1998). Government figures suggest that nearly half of
staff within the sector were being paid below the UK National Living Wage in
2019 (Smith 2019). Although 89% of the total social care workforce in 2020
were on permanent employment contracts (50% being part time), 24% of the
total did not have any fixed hours of work (Skills for Care 2020 p.40). The use
of zero-hours contracts has attracted negative attention in both the popular
media (Partington 2019, Halliday 2019), and at national policy level (Beattie
2016), as despite being employed by an organisation, staff on zero-hour
contracts have no guaranteed income level. The percentage of those employed
on zero-hour contracts within the social care sector increases substantially
when direct domiciliary care service staff (as opposed to managerial or admin)
staff are considered in isolation. Within this group, 42% report being employed

on zero-hour contracts (Skills for Care 2020 p. 40).

NHS England’s recommendations to Clinical Commissioning Groups make the
link between care services and health outcomes for people needing care,
stating that good outcomes in both health and wellbeing are dependent upon
those who deliver and manage care services having the highest standards of
practice (NHS England 2017). Yet, unlike social work and nursing for example,
domiciliary care staff are not ‘officially defined as professionals’ (Itua et al 2021
p. 2) and do not require formal registration or qualifications to deliver care
services (McFarlane and McLean 2003). In 2020, 52% of social care staff held
no formal social care qualification (Skills for Care 2020 p. 98). Across the social
care sector care workers are the least experienced with a large proportion of the
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workforce having less than 3 years’ experience in the role (Skills for Care 2020
p. 58).

In the wake of the Francis Report Inquiry (Francis 2013, Report of the Mid
Staffordshire NHS Foundation Trust Public Inquiry 2013) into Mid-Staffordshire
NHS Foundation Trust, the then Secretary of State requested Camilla
Cavendish to review what actions were required by Government and the sector
to ensure that unregistered staff within the NHS and social care treat all patients
and clients with care and compassion. Following recommendations from the
report (Cavendish 2013), The Care Certificate was launched in 2015. The
Certificate aims to provide a basic induction for the non-regulated workforce
providing care or support but is not a legally-mandated requirement (Skills for
Care 2020). Domiciliary care services report the highest level of engagement
with the Certificate with 44% of care staff, who had started in their role since
January 2015, having completed the certificate (Skills for Care 2020 p. 97).
However, this leaves 56% of staff delivering care either having not started the
Certificate or having not completed it. The Certificate is self-assessed in the
workplace by providers themselves. This raises questions about the uniformity
and standard of this training and the Certificate’s efficacy in providing care staff
the knowledge they need. Indeed, a simple Google internet search reveals
several sites providing ready-made answers for care staff to copy from pre-

completed workbooks (Gompel 2019).

Despite the low levels of formal qualifications or engagement with the Care
Certificate, this is not to say that staff have not completed some form of training.
It is estimated that of those without a recognised qualification in social care,
77% had received some form of induction training (Skills for Care 2020 p. 102).
The most common areas of training provision reported in 2020 being statutory
requirements including moving and handling (76%), health and safety at work
(62%) and safeguarding adults (72%) (Skills for Care 2020 p. 100).

2.3.3 Sustainability of the social care system

The literature provides a growing consensus that the social care system is
fragile and faces major challenges threatening its sustainability and ability to

meet the demand for care. Much of the current discussion pertaining to these
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challenges is dominated by the issues of funding and workforce (see for
example Lewis & Glennister 1996, Westwood & Daly 2016, ADASS 2019).

Social care is the largest single area of expenditure with LA budgets accounting
for 43% of main service area expenditure and costing an estimated £22.2 billion
per annum nationally (Kings Fund 2021). The Local Government Association
(2018) predicted that adult social care services in the UK will face a funding gap
of £.5.5 billion by 2025 and some estimates predict that the cost of meeting
social care needs will increase by over 300% in real terms by 2041 (Comas-
Herrera et al 2006). Yet between 2010/11 and 2015/16, Central Government
funding to local authorities was cut, following difficult economic conditions in the
UK, by 37% in real terms; a total reduction of £7 billion since 2010 (ADASS
2019). Although LA budgets were being reduced, the NHS remained relatively
protected from funding cuts during this time (Quilter-Pinner and Holchaf 2019).
The Government made a commitment in 2017 for a Green Paper on the future
funding of social care. However, this has been severely delayed which has
been blamed on the impact of Brexit negotiations (Jarrett 2019) and more

recently, the management of the COVID-19 pandemic in 2020.

The austerity which reduced LA budgets has resulted in a widening gap
between publicly funded social care and care need. Between 2009/10 and
2013/14 services became increasingly focused on those with the most ‘intense’
needs and the numbers of people receiving LA organised/funded care fell by a
quarter (Burchardt et al 2020 p. 3). The result was intensified demand upon
informal care and increasing levels of unmet care needs (ibid). Funding is
concentrated on those with the lowest income and without assets who receive
care if their care needs meet increasingly stringent eligibility criteria. Above this
low threshold, the means-tested nature of publicly funded care means that
those with modest income and assets who have long, or intense periods of care
needs, will also experience the cost of funding their own care (Burchardt et al
2020).

The nature of private-sector social care provision means that the market is
driven by the forces of profit and market share and organisations are
answerable to a complex set of players including creditors, investors,

shareholder and banks (Hudson 2019). This creates a mismatch between the
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market forces driving the private sector and the austerity measures dominating
the public sector. For some providers operating a traditional business model
epitomised by funding leveraged from debt and thus requiring a significant
return on investment (ROI) has resulted in failure; for example: Southern Cross
went into administration in 2011 having previously held a 9% market share in
the UK. These issues create considerable problems for those needing care,
and creates difficulties for LAs in maintaining meaningful engagement with
providers which, in turn, has implications upon the commissioners’ ability to

manage the local care market (Curry and Oung 2021, Davies et al 2020b).

Maintaining a workforce is also a significant problem for the social care sector.
The difficulties faced in recruiting and retaining staff are well reported (see for
example, Cavendish 2013, CQC 2018, United Kingdom Home Care Association
(UKHCA) 2018, Triggle 2018) and it has been estimated that the turnover rate
[% of overall staff leaving their role within the period of 1 year] within direct
domiciliary care service staff is circa 39%. This means that on average, around
four in ten domiciliary care service staff leave their role within a 12-month period
(Skills for Care 2020 p. 51). Rates have increased steadily by 10.2% between
2012/13 and 2019/20 (Skills for Care 2020 p. 52). Bennet et al (2018) describe
this as a ‘significant challenge’ for the sector noting the poor pay, lone working
(isolation) and lack of job stability (zero-hour contracts of employment) as
contributory factors. Bennet et al (2018) also offer societal perceptions of care
work being low paid, offering low self-esteem and lack of career progression as
problematic making social care an unattractive career option and further fuelling

the recruitment and retention issues experienced by the sector.

Vacancies within the adult social care sector were estimated to average at 7.3%
of the total roles available, meaning there were approximately 112,000
vacancies at any one time in 2019/20 (Skills for Care 2020 p. 61). The
domiciliary care system had the highest vacancy rate in care service type with
an overall vacancy rate of 9% (ibid p. 63). Although turnover rates within the
sector are high, not all leavers leave the care sector and employers report that a
high percentage, circa 67% in 2018 (Griffiths et al 2018) of new starters were

recruited from within the sector itself. This suggests that switching roles within
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the sector is common and likely made easy due to the high number of

vacancies.

The above section has described UK social care as one aspect of the
contextual setting. The next section will now give a brief overview of the policy
response to the prevention of cold-related harm to health caused by living in a

cold home.
2.4 Part 2: Policy response to cold homes

1995 marked a formal response to the problem of cold-related harm caused by
living in a cold home through the formation of the All-Party Parliamentary Warm
Homes Group (National Energy Action 2015). In 1997 the Winter Fuel Payment
(WFP) was introduced which remains in place today. This provides a non-
means tested, tax-free automatic annual cash payment into the bank accounts
of everyone of state pensionable age (Goodwin 2007, Lloyd 2013, Stewart &
Dhesi 2016). An extension of this makes additional payments to eligible
households during periods of extreme cold weather. However, this is

determined by the receipt of certain other welfare benefits.

In 1999, the newly-established Inter-Ministerial Group on Fuel Poverty
examined policy response and initiatives that had a bearing on fuel poverty
(Jones 2001). Households are described as being in fuel poverty if they have
difficulty keeping their homes warm because the cost of this is outside their
financial means (National Energy Action 2015). Following the review, The
Warm Homes and Energy Conservation Act became law. This required the
Government to take a strategic approach to eliminate fuel poverty in the UK
over the following 15 years. Warm Front was launched with the specific
intention of reducing fuel poverty by providing funding to support fuel poor

households with improvements to home heating and loft insulation (ibid).

In 2001, amid growing concern about the condition of social housing, The
Decent Homes Standard was introduced which included the requirement for
LAs to make modest energy efficiency improvements to their housing stock
(National Energy Action 2015, UK Parliament 2010). People who lived in
privately-rented homes were not covered by this standard, and in 2004 the
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Housing, Health and Safety Rating System provided enforcement powers to
LAs to identify and protect against potential health riaks from deficiencies in
privately rented dwellings through enforcement action. This includes mould,
damp, condensation and inadequate or broken heating systems. The system
rates excessive cold as a Category 1 hazard [most serious and needing urgent
rectification] (GOV.UK 2019).

More recently, policy focus has shifted amid growing concerns about the impact
of carbon emissions on global warming and new energy efficiency legislation
aimed to reduce the use of fossil fuels has been introduced. In 2005, a Carbon
Emissions Reduction Target was placed upon domestic energy suppliers and in
2008 this was extended to include energy generators under the Community
Energy Saving Programme (National Energy Action 2015). This required
energy companies to install efficiency measures into households in deprived
areas and establish partnerships with councils and voluntary organisations to

support households which were vulnerable to fuel poverty.

In 2010 Warm Front was closed. This effectively ended the publicly-funded
energy efficiency grants that had been in place for low-income households. The
Carbon Emissions Reduction Target and Community Energy Saving
Programme were also ended and replaced by the Energy Company Obligation;
a government scheme aiming to reduce carbon emissions and reduce fuel
poverty (Ofgem 2020). This included a Home Heating Cost Reduction
Obligation which was intended to replace the gap left by Warm Front through
the energy suppliers’ subsidisation of energy efficiency improvements to
households in deprived areas (National Energy Action 2015). A further
requirement upon electricity suppliers was also introduced. The Warm Homes
Discount compels suppliers to provide a rebate (£140 in 2020) on the electricity
bills of a core group of low-income pensioners and a broader group of low-
income households (GOV.UK 2020). Whilst the core group are defined by
statute and receive the discount automatically through a data-matching exercise
with the Department of Work and Pensions, the wider group is at the discretion

of the individual energy supplier (Lloyd 2013).

The first Cold Weather Plan for England was published in 2011 (Department of

Health 2011). This was a significant Government document which aimed to
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tackle cold-related harm to health by providing best practice guidance to initiate
cold weather preparedness and deliver preventive interventions at local
community level. The plan is broken down into actions at five levels starting
from year-round planning, actions to take during periods of cold weather and
increasingly bad weather, to a situation where the weather is so severe that a
major incident at national level is declared. Each level has detailed action cards
recommending steps to be taken by those commissioning and delivering health
and social care services. The plan is underpinned by a system of Met Office
cold weather alerts which the Cold Weather Plan advises should be cascaded
throughout the health and social care system (Heffernan et al 2018, Katiyo et al
2018, Lloyd 2013). The launch of the first Cold Weather Plan was also
accompanied by the Warm Homes Healthy People Fund which the Government
made available to support the plan’s implementation at local health and social

care system level (Lloyd 2013).

Although the Cold Weather Plan is updated almost every year, the content has
remained broadly similar with only minor amends reflecting updated scientific
evidence, new interventions programmes and changes to the structure of the
health and social care system. Of significance in the 2014 plan (Bone et al
2014) was the introduction of ‘Make Every Contact Count’. This initiative
encourages frontline staff delivering care to use their time with clients to provide
them with advice and support to keep warm and well. This was an important
change as it formalised the role and responsibility of frontline staff in preventive
interventions and highlighted the route by which national initiatives can be

translated to individual level through the actions of staff providing care.

Shortly after the first Cold Weather Plan was published, the Green Deal loan
scheme was introduced. This enabled households to borrow the cost of energy
efficiency improvements from a government loan company and repay the debt,
with interest, through a levy added to the household’s electricity bills. The
initiative proved very unpopular with the public and the programme was later
scrapped having only completed 15,000 ‘Green Deals’ out of a target of 1

million.

In 2012, The Health and Social Care Act (legislation.gov.uk 2018) created

Health and Wellbeing Boards representing health, housing, and social care to
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deliver an integrated approach to reducing health inequalities and improving
local population health outcomes. The Public Health Outcomes Framework
was introduced to influence the priorities of the Health and Wellbeing Boards
and support preventive interventions and one priority within the framework is to
reduce excess winter death (Bennet et al 2016). The National Institute for
Health and Care Excellence (NICE) published its guideline document ‘Guidance
on Excess Winter Deaths, Cold-Related Morbidity and The Health Risks
Associated with Cold Homes in 2015 (NICE 2015). The guidance makes twelve
recommendations to prevent cold-related harm, including the identification of
those at risk and ensuring that adequate home warmth is specified within plans
for people receiving care at home. Five recommendations target local system-
level policy makers, for example Health and Wellbeing Boards and three target
social care providers and their frontline staff. Like the Cold Weather Plan
(Katiyo et al 2018), the NICE Guidance (2015) suggests that frontline health
and social care staff use time with their clients to assess their risk and provide
opportunistic interventions such as advice or referral into interventions where
appropriate. The guidance is also plain in recommending that all frontline staff
receive the training required to deliver these types of interventions and that this
training should be included in the professional standards within the health and

social care sector.

In 2015 Ofgem, the energy regulator, imposed a £10.5m fine upon the energy
company SSE for misselling gas and electricity. The fine was the largest ever
against a supplier, and the monies were used to fund a national intervention
called the Warm at Home Programme (Bennet et al 2016). The programme
was managed by a national charity on behalf of Ofgem, and the funds were
distributed through an existing network of home improvement agency project

leads across 183 council areas.

In October 2018, the Government launched a new version of the Energy
Company Obligation (GOV.UK 2018). Within the new scheme, only low-
income, vulnerable and fuel poor households in receipt of specific benefits are
eligible. However, it is important to note that eligibility for Energy Company

Obligation does not necessarily mean that an energy supplier, or installer, will
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decide to install an energy efficiency measure in home of the eligible person
(Ofgem 2020).

In December 2021 wholesale UK gas market prices hit a new all-time high of
£4.70 (UK) per therm; circa nine times higher than the same time in 2020. The
rise was attributed to cold weather increasing demand while Russian gas
supplies to Europe fell (The Lords Library 2022). On Wednesday 2nd February
2022, the Government announced the ‘heat now and pay later’ plan which
effectively loaned £200 to every household which will be re-couped by the
government through the following years energy bills (National Energy Action
2022). As described in Section 1.1 above, rising fuel prices and wider
economic pressure has led to an acute cost of living crisis disproportionately
affecting the most deprived and older households the most (Resolution
Foundation 2022). The ONS (2022) suggests that in response, the most
adversely affected households are changing behaviour and cutting their

electricity and gas to make ends meet.

This chapter has provided background and context to the study. The following
chapter will provide, using a review of the literature, an in-depth analysis of the
current state of knowledge in relation to the domiciliary care system and the
prevention of cold-related harm in older people through examination of the

interventions aimed at preventing cold-related harm caused by cold homes.
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CHAPTER 3: A review of the literature

3.1 Introduction

This chapter begins by describing the approach taken to reviewing the
literature. The second part of the chapter reports the findings from the review,

and finally presents the research question addressed by this study.
3.2 Review approach

This review explored and developed an understanding of the current state of
knowledge about prevention of cold-related harm to health within the domiciliary
care system. Thus, providing research inspiration and direction (Thistoll et al
2016, Wertz 2011). A review of literature was first undertaken in January 2014.
It was re-run in January 2020 to update the results and aid analysis and
contextualisation of the study findings. The results presented below represent

the updated findings.

A scoping review was identified as the most appropriate approach being well-
suited to literature reviews where the body of literature may be large,
heterogeneous, complex and derived from several sources including grey
literature or policy documentation (Papaioannou et al 2010, Porritt et al 2014).
Although scoping reviews are broader and more inclusive than a systematic
review, the same systematic, transparent, and rigorous methods were applied
and documented at each stage of the process to promote clarity, validity, and
replicability (Levac et al 2010, Aveyard 2014). To ensure methodological rigour,
| developed a stepwise approach for searching electronic databases. This was
informed by the Centre for Reviews and Dissemination guidance (Khan et al
2001) and worked up examples from the methodological literature (Arksey &
O’Malley 2005, Boland et al 2017). The steps followed were:

1. Identifying relevant studies using search terms.

2. Removing duplicates and screening the remainder at title and abstract

level.
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3. Obtaining and screening full text papers against inclusion and exclusion

criteria
4. Quality assessment.
5. Data extraction.
6. Analysis and synthesis.

7. Reporting the findings.

To prepare for the literature review, an information specialist from Sheffield
Hallam University and | carried out some preliminary electronic database
searches to explore the potential quantity and scope of the literature regarding
the domiciliary care system and the prevention of cold-related harm. Of
significance was that these searches identified no studies that specifically
focused upon the domiciliary care system and the prevention of cold-related
harm and identified a clear knowledge gap (Appendix 1). Consequently, | made
the decision to include all interventions aiming to prevent excess winter death or
cold-related harm to health in a domiciliary setting. By using this broader scope
to address the review question below, the literature was explored by examining
how interventions aimed to prevent cold-related harm to health and the factors
determining their success. Most importantly, this approach allowed me to shed

light upon if, and how, the domiciliary care system was involved.
3.3 The review question

‘What interventions exist that are designed to reduce cold-related harm and/or
excess winter deaths, how effective are they and what influences their

effectiveness?’
The review’s objectives were:

e To establish what interventions exist, and how they aim to reduce excess
winter death and/or cold-related harm.

e To provide a critical assessment of the intervention’s effectiveness in
reducing excess winter deaths and/or cold-related harm to health and

what are the factors influencing effectiveness.
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e To establish where the domiciliary care system has contributed to
interventions designed to reduce excess winter deaths and/or cold-

related harm to health and critically assess that contribution.
3.4 Search strategy

The ‘PICO(S)’ model provides a useful tool for asking focussed questions that
aid the development of search strands regarding health interventions within
qualitative research where a systematic review is not the aim (Methley et al
2014, Higgins and Green 2011). The table below details how the ‘PICO (S)’
model was adapted for the present literature review by using the ‘PIO’ elements
of the model to create search words and phrases through discussions with SHU
information specialists and by using the database thesaurus and MeSH
(Medical Subject Headings; a thesaurus of controlled and hierarchically
organised vocabulary produced by the National Library of Medicine). Words
were entered into search strings using the appropriate syntax for each
academic database. * indicates use of truncation for multiple ending searches

where appropriate.

Table 2 - The search words and phrases used to search electronic databases

Population ‘old’, ‘aged’, ‘geriatric’, old* people’, ‘old* person’, ‘elderly

people’, ‘elderly person®, ‘age* person*’, ‘age* people’

%)

‘geriatric people’ ‘geriatric person® ‘vulnerable people’,

‘vulnerable groups’
Interventions | ‘Social care’, ‘social services, ‘commissioning’, ‘care services’,

)

‘domiciliary’, ‘domiciliary care’, ‘home care’, ‘home help’,

‘provider®, ‘organi?ation®’, ‘compan®,‘carer”, ‘care assistant”,

‘personal assistant®, ‘care worker*, ‘home carer”, ‘care staff
Outcomes ‘prevention’, ‘intervention®, ‘cold*’, ‘cold weather’, ‘cold

%)

temperatures’, ‘cold home® ‘extreme temperature’, ‘low
temperature’, ‘seasonal mortality’, ‘seasonal deaths’, ‘seasonal
illness’, ‘winter mortality’, ‘winter deaths’, ‘winter iliness’,

‘excess winter death’, ‘EWM’, ‘EWD’
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The electronic databases utilised were Scopus, CINAHL, MEDLINE, PsycINFO
and Social Care Online. Each database was searched using the search words
and phrases in Table 2 and using the appropriate syntax for each. Boolean
operators ‘NOT’, ‘AND’ and ‘OR’ were used to combine search strings and
truncation using * was used at word ends to allow for all possible endings where

database protocol permitted. The searches can be found in Appendix 2.

Incremental searches involved three techniques. | carried out a series of hand
searches using author, citation chaining and reference searches as key authors
and papers were identified from the database searches (Wong et al 2004,
Papaioannou et al 2010). In addition, | contacted four prominent authors for
informal discussions to confirm | had not overlooked any relevant papers.
Finally, | searched the grey literature using professional, third sector and
industry websites and government databases in line with guidance developed
by Arksey & O’Malley (2005).

After removing duplicates, | screened the search results at title and abstract
level against the inclusion criteria in Table 3. below. The inclusion and
exclusion criteria reflect the PICO(S) model utilised by Boland et al (2017 p. 51)
and aimed to ensure a rich, varied, yet focused data set by which to answer the
review question. | also considered the publication date of papers, the types of
paper (for example, primary research or discussion) and the publication
language. Following initial screening, | obtained the remaining papers in full
text and further screened them for eligibility against the inclusion and exclusion

criteria.

The table below sets out the criteria applied and the rationale for each decision.

Table 3 - The inclusion and exclusion criteria for the literature review papers.

Interventions that aimed to prevent Focus of the study
excess winter death or cold-related

harm caused by living in a cold home
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Papers focussing on, or including,
people 65 years and over in the
participants. Or papers which state

the term ‘older people’.

All primary research papers, journal
articles, discussion papers, grey
literature (based on expert opinion)
and policy documents.

Published between January 2005 and
January 2020.

Concerned with causes of excess
winter death or cold-related harm that
are not related to cold in the home
(for example deaths from flu, falls
outside the home, external exposure
to cold).

Intervention(s) not delivered in a
community or home setting

Papers from countries where formal
social care systems do not exist to
deliver care in the home to older
people.

Non-English language.

Focus of the study

To facilitate a credible, broad and

comprehensive evidence review

To ensure inclusion of large and
significant interventions programmes
to improve the thermal efficiency of
homes stemming from national policy

initiatives.

Not applicable to review question

Not applicable to review question

To exclude papers where findings are

not comparable to the UK

No access to translation
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3.5 Search results

The PRISMA diagram in Figure 1 below illustrates the results of the literature

search.

Figure 1 - PRISMA diagram
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3.6 Quality assessments

| applied several quality assurance tools to the review findings: each

appropriate for the research method or paper type.
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Table 4 - Quality assessment tools used to review literature search results

Quantitative National Institute for Clinical Excellence: Quality Appraisal
Checklist — Quantitative Interventions Studies (NICE 2012)
Qualitative Critical Appraisals Skills Programme — Qualitative

Research Checklist. (CASP 2018)
Mixed Methods | McGill University’s Mixed Methods Appraisal Tool (MMAT)
(Hong et al 2018)
Grey Literature, | Guidance adapted from Hek and Langton (2000),
reports, policy Wooliams et al (2011), Fink (2019), Jesson, Matheson &
guidance and Lacey (2011).
discussion

papers.

The quality assessment tools above were not used to determine inclusion or
exclusion on judgements of quality alone. Instead, and as is the norm in
scoping reviews, the tools provided a consistent and robust approach that
enabled critique and judgment of the results and findings in terms of their
meaningfulness and validity in respect to the review question (Boland et al
2017).

Examples of the completed quality assessment for each evidence type can be
found in Appendix 4. | tabulated the quality assessment results which can be
found in Appendix 5. This further aided comparison, critique and synthesis of
the papers in respect to the findings of the review. The findings from the quality

assessment of the papers are presented below (3.9).
3.7 Data extraction and synthesis

To aid familiarisation with the papers, | read each paper several times prior to
data extraction and made notes about the analytical and descriptive data
directly onto the hard copy. Following this, | used a data extraction form to
collate the data. | created the form using examples from Arksey & O’Malley
(2005) and Boland et al (2017) and included headings that were relevant to the

review question for example, intervention type, aim, metrics of success and any
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contribution by the domiciliary care system as well as details pertaining to the
research approach where relevant. See Appendix 6 and 7 for both the full data

extraction forms and a summary data extraction table.

| mapped the data onto a findings matrix | adapted from examples used within
systematic reviews (Boland et al 2017, Higgins & Green 2011). The analysis
and aggregation of the data in this manner helped me to translate the findings
and refine the themes identified across the data. This provided illumination
upon the review question by deriving greater meaning than the individual pieces

of evidence alone could offer (Boland et al 2017).

The findings matrix can be found in Appendix 8.
3.8 Findings from the quality assessment of papers

The 18 empirical research papers were from a mixed evidence base comprised
of five quantitative research papers, five qualitative research papers and eight
using a mixed methods approach. 16 studies were conducted in the UK, with
the other two from Australia and New Zealand. Five studies included in the
review employed rigorous quantitative and statistical methodological
approaches which were well documented. Only one (Grey et al 2017), partially
met several of the criteria which was due to a high dropout rate. All five
qualitative studies and the eight mixed methods studies were transparent in
research approach. Overall, there was a lack of reporting of bias within the

qualitative and mixed methods.

The grey literature examined was of good quality and comprised of policy
documentation or the opinion of experts whose authorship was considered

credible through their role and professional experience.
3.9 Review findings

Table 5 below provides an overview of the three themes, and their sub-themes,
identified from the review. The next section presents each theme and sub-

theme in turn.
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Table 5 - The thematic findings of the literature review

1. Ensuring the health and social 1.1 Best practice guidance
care system can deliver

interventions to reduce cold- 1.2 Identifying those at risk of cold-

related harm to health. related harm to health.
2. Tackling cold in the home. 2.1 Improving the energy efficiency of

homes
2.2 Reducing the cost of domestic fuel

2.3 Providing personal practical
resources
3. Raising awareness and 3.1 Interventions aimed at health and
knowledge of cold-related harm to | social care staff
health and providing advice on
Keebi 3.2 Interventions aimed at the public
eeping warm.
3.9.1 Theme 1: Ensuring the health and social care system can deliver

interventions designed to reduce cold-related harm to health

Four papers examined interventions that aimed to tackle cold-related harm and
excess winter death by galvanising the health and social care system into
supporting people at risk during cold weather. This was approached in two
ways: firstly, by proving best practice guidance and secondly, by identifying

those at risk of cold-related harm; this being a pre-requisite to interventions.

3.91.1 1.1 Best practice quidance

The annual Cold Weather Plan for England (Katiyo et al 2018) and the NICE
Guidance on The Prevention of Excess Winter Death (NICE 2015) were
significant national policy responses to the problem of cold-related harm. Both
offer best practice guidance encouraging the health and social care system,
including LA commissioners, care providers and care staff, to be prepared for
cold weather and take action to protect those they care for. Two papers

examined the implementation of the Cold Weather Plan, and a third paper
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investigated the influence of NICE guidance upon local decision-making

systems and processes.

Heffernan et al (2018) used semi-structured interviews to seek the views and
experiences of a purposive sample of local health and social care managers
(n=52) involved in delivering the Cold Weather Plan across 10 LAs in England.
All participants reported that the plan had served as a catalyst, increasing
preparedness for cold weather in their area because of the formal recognition of
the harm to health caused by cold. As such, the plan had established a
legitimate basis for joint planning and preparedness across local areas.
However, participants in the Heffernan et al (2018) study reported that
responsibility for overall delivery of the plan appeared to have been a ‘hot
potato’ with most of the loci of responsibility falling under the remit of the LA

emergency planning departments.

Within their study, Heffernan et al (2018) found universal recognition amongst
participants of the ideally positioned, and potentially pivotal, role of the
domiciliary care system in identifying those vulnerable to cold-related harm and
delivering preventative interventions; actions for the domiciliary care system
which are outlined within the Cold Weather Plan. However, Heffernan et al
(2018) reported that the commissioners within their study made assumptions
about the preventive interventions that were being delivered by social care
providers and had no mechanisms in place to establish if care providers and
staff were carrying out the preventive interventions prescribed by the Cold
Weather Plan.

The launch of the Cold Weather Plan was accompanied by the Warm Homes
Healthy People Fund to support delivery of the plan at local level. Madden et al
(2014) examined how the fund had been utilised at local levels using a mixed
methods study with project leads across England. The study employed an
online survey (n=101), analysis of 42 local project evaluation reports and
qualitative interviews with a purposive sample of 15 project leads. The study
participants reported that overall, the fund had been a useful and well-received
adjunct to the Cold Weather Plan which had aided partnership working by
reducing some of the bureaucratic barriers which are normally created as

partners debate ‘who is going to pay’ for interventions. As a result of the
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funding, circa 200k people in England received practical interventions such as

heating repairs and insulation upgrades.

Madden et al (2014) found that within the study participants, their efforts to
identify people at risk of cold-related harm and deliver interventions, had been
hampered by barriers to data sharing created by organisational boundaries and
differing data management policies. Some participants reported that frontline
staff had proved to be a vital and effective mechanism to overcome their data
sharing problems by identifying people at risk and directly referring them into

interventions schemes.

Three years after the launch of the Cold Weather Plan, Stewart & Dhesi (2016)
examined how the NICE Guidance on the Prevention of excess winter deaths
(NICE 2015) was being applied by local health and social care policy makers
from four Health and Wellbeing Boards in England. Using case study analysis,
qualitative interviews and observation at the Board meetings, their study
reported two significant factors which had restricted interventions to prevent
cold-related harm, resulting from living in a cold home, at local level. Firstly, LA
budget pressures had created an artificial divide between delivering statutory
duties and acting upon best practice guidance. As a result of fiscal constraints,
the Boards had made choices about what activities could be undertaken in their
local areas and in most cases only the minimum statutory duties were delivered;
for example: acting upon only the most serious cases of mould and damp, as
required under the Housing Health and Safety Rating System. Secondly,
participants reported that the pressure to prioritise specific national policy
ambitions at local levels, such as reducing childhood obesity, also left little room
and/or resources to develop and deliver interventions to tackle other issues

including the harm to health caused by living in a cold home.

391.2 1.2 ldentifying those at risk of cold-related harm to health.

Two papers reported interventions that aimed to identify people at risk of cold-
related harm. In the first paper, Adedeji & Jepps (2014) reported on a scheme
in Nottingham which sought to identify people at risk within existing users of

social care services. Also, within people accessing support through local third

and voluntary sector organisations. Of note within this scheme was the use of
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domiciliary care staff, third sector and voluntary staff to identify people at risk.
The scheme leaders provided training (20 events) to frontline staff. The staff
were then asked to identify clients at risk of cold-related harm and refer them
into local schemes and/or provide them with communication materials

containing information about the health risks associated with cold homes and

advice about how to get help.

In the second paper, Bull et al (2010) describe an algorithm developed to assist
frontline health and social care staff, in the NHS Birmingham and North
Midlands area, to identify people at risk of cold-related harm. The algorithm
prompted staff supporting people with long-term health conditions to ask a
series of questions to assess their risk. Depending on the client’s response,
staff were directed by the algorithm to offer advice on keeping warm or to refer
the client to benefit advice and local energy efficiency schemes. Although
evidence was lacking to establish any link to reduced instance of cold-related
harm, Bull et al (2010) discuss the potential benefits of the algorithm in raising
staff awareness of the issue and supporting the identification of people at risk.
However, both Adedeji & Jepps (2014) and Bull et al (2010) raise concerns that
whilst their respective interventions were successful in identifying some people
at risk, those targeted by both schemes were already known to care services

and others at risk within the community may have remained unidentified.
3.9.2 Theme 2: Tackling cold in the home.

Most interventions identified in the present review (n=11) focused on practical
measures and aimed to reduce the likelihood of people living in cold homes in
three ways. Firstly, by making homes more energy efficient - therefore easier
and cheaper to keep warm. Secondly, by encouraging people to heat their
homes more by reducing the cost of their domestic fuel. Thirdly by providing

personal practical resources to help people keep warm in their homes.

3.9.2.1 2.1 Improving the enerqgy efficiency of homes

Interventions intended to improve the energy efficiency of homes aimed to do

this by upgrading the heating systems and/or property insulation.
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Warm Front was a government-led scheme in England to help people identified
as vulnerable to old-related harm, due to poor housing conditions, by providing
energy efficiency improvements up to the value of £3,500. Oreszczyn et al
(2006) conducted a large quantitative study to evaluate Warm Front’s
effectiveness in raising indoor temperatures to the recommended levels for
daytime and night. Indoor temperatures (in °C) were taken every half hour over
a period of three weeks in 1604 houses awaiting improvements across five
areas in England, to create a mean baseline, and following receipt of
improvements to measure change. The results were standardised by correcting
for factors such as external temperatures and individual household energy
efficiency ratings. Demographic and socio-economic data and the household’s

ability to meet fuel bills was collected via quantitative survey.

Oreszczyn et al (2006) found that the improvements led to a small overall
increase in median indoor temperatures. Houses that received both heating
and insulation improvements saw the most gain (average of 1.7 °C) whilst those
receiving either heating or insulation had slightly less gain (average of 1.6 and
1.7 °C respectively). The greatest increase in temperature across all the homes
within the study was observed at night and the increase was greater in the

previously coldest homes at an average of + 3°C.

Of significance was that whilst the median temperatures across the homes
receiving interventions showed a slight increase, the improved energy efficiency
did not translate into people living in temperatures above those considered to
reduce the risk of cold-related harm. The median standardised temperature
post interventions in the homes of participants over 60yrs was 19 °C in the
daytime and 17 °C at night. Although Oreszczyn et al (2006) found no
correlation between indoor temperature and area-based markers of socio-
economic deprivation, there was a correlation between low indoor temperatures
in post interventions homes and self-reported anxiety about paying the fuel bills.
These findings suggest that wider contextual and behavioural influences, as
well as housing conditions, are contributory factors leading to people living in
cold homes. This contention was supported by findings from the KWILLT project
(Tod et al 2012).
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The KWILLT project used semi-structured interviews and focus groups with 50
older people and 25 health and social care staff in South Yorkshire to illuminate
the factors that might lead to an older person being cold at home. The study
identified a series of factors which the authors argue that, in isolation or in
combination, can increase the vulnerability of an older person to cold-related
harm. Although housing conditions and low income were significant factors,
individual behavioural influences also presented risk and reduced the
participants’ propensity to engage with interventions aiming to increase home
heating. For example, ‘coping’ in the face of adversity was ingrained into the
psyche of some participants who attributed positive value to stoic behaviour
such as not putting the heating on and which, in some participants, was

regarded as admirable.

The effect of individual behavioural influences upon under-heating practices is
addressed more thoroughly in a study which examined an Australian
Government programme comparable to the Warm Front initiative. This scheme
funded insulation measures to the value of AU$2,500 and targeted low-income
and older households. Willand et al (2017) used a mixed-method approach to
carry out a trial in 16 (13 control) homes of people over 70yrs, who had a
longstanding disability, to explore the intervention’s impact in reducing under-
heating within the homes of these recipients. Temperatures and energy
consumption within the homes were monitored at half hour intervals (pre-and
post-intervention). Data about how the participants coped with cold weather
and kept warm was also collected using standardised questionnaires and

qualitative semi-structured interviews.

Like Oreszczyn et al (2006) and Tod et al (2012) above, Willand et al (2017)
also shed light upon the wider factors influencing under-heating behaviours.
The study found that post interventions, the participants continued to engage in
at least one under-heating practice for example, turning heating off at night,
keeping the thermostat no higher than 18 °C, not heating all rooms and wearing
more clothing. Results from the qualitative element of the study suggests that
these behaviours were influenced by the desire to save energy and to ‘cope’
with cold rather than use the energy efficiency afforded by the interventions to

maintain higher indoor temperatures.
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Willand et al (2017) note that the under-heating behaviours corresponded with
those advocated by a climate change campaign delivered by the Australian
Government at the time of interventions encouraging households to reduce their
carbon emissions by, for example turning the heating thermostat down. The
messages were in direct conflict with public health messages that advised older
people to keep warm in winter. Willand et al (2017) propose that the
environmental messages may have legitimised and reinforced long-established
‘risky’ behavioural norms within some respondents who had maintained low

indoor temperatures and ‘coping’ behaviours post interventions.

The findings by Willand et al (2017) support earlier assertions made by Lloyd
(2013) in his discussion paper highlighting the potentially contradictory nature of
public health messages which advocate putting the heating on, and
environmental campaign messages urging people to help tackle climate change
by using less energy. Lloyd (2013) suggests that the increased energy
efficiency that interventions might afford, may be turned to reducing energy
usage rather than increasing warmth in the light of the environmental messages
and/or in combination with the fear of debt and caution with money exhibited by

some older people.

In a study by Harrington et al (2005) some reductions in risky heating behaviour
and gains in self-reported health and wellbeing are reported post interventions.
The study employed a mixed method randomised trial to assess how living in a
fuel poor household affected health and well-being by measuring the impact of
energy efficiency improvements provided through the Warm Homes Project.
The 535 participants were randomly divided into two groups and all given a
package of measures (the trial group first, and the control group one year later),
depending on the property needs; including loft insulation, cavity wall insulation
and central heating system upgrades. The qualitative element of the study
used three waves of 10 semi-structured interviews post interventions to explore
how a sample of 30 participants coped with cold and their behavioural

responses to the energy interventions.

Harrington et al (2005) found that the interventions had increased the energy
efficiency of the homes by an average 15 points (using an industry-standard

scale, which rates heating efficiency on a scale of 1 to 120 points — 120 being
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the highest efficiency level). Actual temperature levels were not recorded but
there were some self-reported improvements in wellbeing including greater
levels of thermal comfort and less anxiety about fuel costs. In some cases,
participants reported using the heating more in the morning and evenings rather
than spending longer in bed to keep warm. Some also reported heating
previously unheated rooms. Despite some positive outcomes, Harrington et al
(2005) also reported that within some participants, the improvements had not
resulted in increased use of the heating due to the moderating effect of lay
beliefs about the benefits of cold air indoors and beliefs that warm indoor

temperatures might exacerbate existing respiratory conditions.

Grey et al (2017) further examined the relationship between energy efficiency
interventions (in low-income areas) and mental and physical health. The study
ran a pre-test/post-test trial with 364 recipients (418 control) of heating or
insulation improvements under the Arbed scheme in Wales between 2013 and
2015. Measures used in the study included the SF12v2 physical and mental
health composite scale for self-reported health and wellbeing and measures
from The World Health Organisation and European Community Respiratory
Health Survey for Respiratory Health. Whilst there was no significant
improvement in physical health or reductions in self-reported respiratory iliness
symptoms at follow-up (between one to 10 months), participants reported
behaviour changes comparable to those in the Harrington et al (2005).
Additionally, Grey et al (2017) report participants experiencing fewer financial
difficulties, higher thermal satisfaction and overall improvements in self-reported

wellbeing.

Bennet et al (2016) also report improvements to self-reported health and
wellbeing within a sample of low-income, elderly and/or disabled people
receiving insulation and heating improvements as part of the Warm at Home
Programme. The scheme was funded through a large fine levied by Ofgem
upon a national energy provider and delivery was managed through an existing

community network of housing improvement agency (HIA) staff.

Besides measuring the programme outputs, Bennet et al (2016) collected
quantitative baseline data (316 surveys) and post-interventions quantitative

survey data between 3 and 12 months after interventions (156 follow-up
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surveys — 31% 3 to 5 months and 69% 6 to 12 months). Self-reported health
and wellbeing and experiential data was collected using semi-structured
interviews with a purposive sample of eight HIA staff and a convenience sample

of 20 interventions recipients who agreed to participate in the study.

In findings comparable to those of Harrington et al (2005) and Grey et al (2017)
above, the post-interventions survey reported an increase in people who felt
warmer and experienced greater satisfaction with the temperature in their
homes (12% at baseline to 36%). Bennet et al (2016) also reported a
correlation between the interventions and an overall improvement in housing
problems associated with poor health outcomes. Condensation had reduced by
24%, damp by 24%, mould by 14% and draughts by 33%.

Of particular interest within the Warm at Home Programme was how latent
community knowledge and networks were highly instrumental in identifying
people at risk of cold-related harm and referring them into the scheme. Bennet
et al (2016) estimate that 20% of the individuals helped by the scheme were
referred into it by social care staff. They report that the staffs’ knowledge of
individual client risk factors and their relationship with their clients was a
significant factor in the referral into, and engagement, with the interventions by

their clients.

Three studies explored the factors that influence the engagement with
interventions to prevent cold-related harm in those at risk in more depth.
Armstrong et al (2006) examined statistical data and qualitative interview
responses from older LA tenants in London who were offered the free
installation of central heating. Of the 1181 initially offered the interventions, 456
expressed interest in the scheme and 304 declined. A further 155 declined
once they had received a site visit from a heating engineer and 301 went on to
receive the interventions. A stratified sample (n=210) of those agreeing to take
part in the research was selected at random to represent those accepting and

declining the offer at first contact and those who declined after initial site visits.

The study found that the participants’ attitudes and beliefs had significant
influence over their engagement with or uptake of the interventions. Some

participants had declined the offer of central heating in the belief that it would
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increase their fuel bills or exacerbate their existing respiratory conditions; whilst
some cited their fear of mess and upheaval. Lay belief also had an opposite
effect in some participants and 51% of those accepting the offer felt that the
central heating would improve their health; of these, 76% had a long-standing
health condition. Armstrong et al (2006) report that their analysis of the
participants’ decision-making processes, leading to either acceptance or decline
of the offer, was influenced by social contacts in some cases. This included the
heating engineers who carried out the initial site visits and social contacts such

as family and care staff.

Stockton et al (2013) examined the influence of social connections and ‘social-
connectedness’ upon the engagement of older people with energy efficiency
interventions. The study employed quantitative survey and telephone
interviews with 200 older people and qualitative interviews with nine
representatives of community-based organisations supporting older people. In
findings comparable to Armstrong et al (2006), Stockton et al (2013) report that
the fear of large fuel bills and debt led to participants under-heating their homes.
Stockton et al (2013) make the link between low income and social
connectedness. Those participants with limited funds, or expressing caution
about spending money, had limited access to leisure activities and technology.
This in turn reduced their social connectedness and, in some cases, access to
information and advice, for example: about cold-related harm or how to get help

with heating costs.

For some participants, who relied upon care services, there was regular contact
with their carers who made up most of their clients’ social interactions. In these
cases, Stockton et al (2013) propose that the relationship between carer and
client might be close, and the carers may hold a position of influence in the
participants’ lives. In this respect, they suggest that carers are ‘gatekeepers’ for
those wishing to communicate with older people and could be an ideal channel
through which to offer health advice or assist with referral into preventive
interventions. The interviews carried out with the representatives from
community-based organisations support their thesis indicating a universal
recognition amongst participants of the potentially influential position that care
staff hold in the lives of their clients. However, many of the community-based
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organisations interviewed also reported that lack of capacity and competing
organisational priorities severely limited their ability to provide this kind of

support to their clients.

Papers by Goodwin (2007), Lloyd (2013) and, Allmark and Tod (2013) suggest
that whilst combatting under-heated homes through practical interventions is the
preferred approach to tackling cold-related harm, these approaches do not
consider individual behavioural and/or contextual influences that may affect
outcomes. For example, a significant contextual influence is eligibility to
interventions. The findings from KWILLT (Tod et al 2012) question the efficacy
of socio-economic status alone as a reliable means to identify and engage with
people at risk. Although many energy efficiency interventions aim to engage
with low-income households, many low-income participants in the KWILLT
project lived in warmer homes than their home-owning peers. The assumption
that only the poorest pensioners are at risk may exclude others at risk. This
was partly because some low-income participants lived in social housing, which
was well maintained by the LA, whereas some of the privately-owned homes in

the study had not benefited from any energy efficiency interventions.

The findings by Willand et al (2017), Oreszczyn et al (2006) and Harrington et al
(2005) suggest that socio-cultural factors also influence behaviours which
moderate heating choices and therefore affect intervention’s outcomes. Allmark
and Tod (2013) propose that the interplay between these contextual and
behavioural influences are ‘risk regulators’ and that these variables will
determine the risk level experienced by an older person vulnerable to cold-
related harm. Goodwin (2007) concludes through discussion that most
intervention design does not consider how these risk regulators might inhibit the
effectiveness of the interventions. He argues that unless the effect of behaviour
upon the successful implementation of interventions is considered, England will
continue to experience high levels of cold-related harm in older people. Making
recommendations for future policy and practice, Goodwin (2007) calls for a
more anticipatory and preventive approach within the community setting
including clear leadership from commissioners and managers of community-

based services to identify those at risk and deliver preventative interventions.
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3922 2.2 Reducing the cost of domestic fuel

Three studies examined the effectiveness of interventions that aimed to reduce
cold-related harm by providing money to cover fuel costs or by reducing the

cost of fuel.

The Winter Fuel Payment (WFP) is a universal non-means-tested automatic
cash transfer into the bank account of eligible people (over 65) in the UK to help
them pay for domestic fuel. Iparraguire (2014) examined the pre and post-
interventions effect of the payment on excess winter death using a time series
statistical analysis of national population level data between 1970 and 2012.
This included numbers of excess winter deaths (ONS), mean outdoor
temperatures from UK Meteorological Office data, mean indoor temperatures
and annual spend on domiciliary gas in the UK taken from the Department of
Energy and Climate Change Domestic Data Tables. His analytical findings
support the efficacy of the WFP in reducing excess winter death suggesting that
the payment accounts for 46% of the total recorded reduction in excess winter

deaths since its introduction.

Crossley & Zilio (2018) also examined the causal effect on health outcomes of
the WFP using statistical analysis of UK excess winter death totals combined
with health data from the Health Survey for England, Scottish Health Survey
and English Longitudinal Study on Aging. Individual health data was compared
against socio-economic variables of income and educational attainment level.
Except for self-reported chest infections, their analysis indicated a decline in the
incidence of iliness in line with WFP eligibility. The study found a 6 percentage-
point reduction in the high levels of fibrinogen and reductions in other disease
markers; however, these estimates were less robust. The Institute of Fiscal
Studies data used within the analysis indicates that within the study period, 41%
of the payment was spent on domestic fuel. Crossley & Zilio (2018) argue that
this fact in combination with their study findings, suggest it likely that the WFP
has contributed to the reduction of excess winter death in the UK. However,
there was a lack of direct correlation between excess winter deaths and socio-
economic status suggesting that a combination of contextual and/or behavioural
influences is likely at play in determining risk given that the benefit is universal,

but the health outcomes vary at individual level.
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A pilot fuel credits programme in New Zealand adopted a different approach to
the population level cash benefit offered by the WFP. Firstly, the money
(NZ$500) was credited directly into the recipient’s electricity supplier account.
Secondly, chronological age, combined with long-standing morbidity, was
applied to determine risk and eligibility rather than just age alone. In this case,
older people (n=522 - median age 71yrs) with chronic obstructive pulmonary
disease (COPD), were targeted. Thirdly, frontline community-based staff were
used to refer eligible individuals into the scheme (rather than an automatic
population level eligibility approach) as well as targeting using data collected
from primary health care organisations and voluntary groups assisting COPD

sufferers.

Viggers et al (2013) conducted a community-based trial using mixed methods to
explore if the fuel credits programme pilot would increase indoor temperatures
and reduce the exacerbations of COPD. Although the study was interrupted by
an earthquake, the initial findings indicate self-reported improvements in
respiratory health and a link between improved indoor temperature and
improved lung function. Viggers et al (2013) tentatively offer that their evidence,
albeit limited, advocates that targeting illness exacerbated by cold to prevent
the exacerbation of symptoms may be feasible. However, they caution that
multiple fuel providers involved in delivering the interventions in this instance,

created a heavy administrative burden for the trial.

‘Tariff switching’ is a way to reduce fuel bills by moving to a new supplier that
charges less per unit of fuel (tariff) or negotiating a lower priced tariff with the
existing supplier. Hughes and Natarajan (2019) used a longitudinal mixed
methods study to explore how 43 older people in Bath, England, managed cold
indoor temperatures and if energy tariff switching, amongst other interventions,
was an effective way to reduce under-heating. Temperature recordings showed
that 11 of the households had average indoor temperatures below
recommended levels and these households were selected, as a subset, to
explore the reasons which prevented them from attaining the recommended

temperature and/or thermal comfort.

The study found that despite awareness of the benefits of tariff switching, these

participants exhibited a reluctance to do so. They spoke about tariff switching
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with emotive language and associated the process with panic and
powerlessness. Some regarded the energy companies with mistrust and feared
exploitation whilst others felt their inability to use the internet left them lacking
knowledge and prevented switching due to most switching options being online.
However, some offered that they would feel more confident to switch tariffs if
they were given support from community-based organisations or social care

staff who they perceived as non-judgemental and trustworthy.

3923 2.3 Providing personal practical resources

Two studies (Madden et al 2014, Adedeji & Jepps 2014), report the distribution
of personal practical resources such as blankets, hot water bottles and indoor
thermometers to older people. However, their effect in reducing the risk of cold-

related harm to health is not reported and is assumed to be unmeasured.

One study, Pollard et al (2019), examined the effectiveness of providing
temperature loggers placed inside wearable brooches, or in stands, to explore if
this simple device could be used to prevent cold-related harm. A mixed
methods trial was conducted in the home of older people (n=34) living in
Cornwall with a long-standing health condition, and who had received energy
efficiency measures to their homes. Temperatures were logged at 15-minute
intervals by the devices which then triggered a flashing light alert should the
temperature fall below recommended levels. The participants were given basic
advice on what to do should the low temperature alarm go off. This included
switching the heating on/up, making a hot drink, wearing extra clothing and
closing windows. In addition to pre and post-interventions temperature levels,
quantitative data was also collected on self-reported health and wellbeing and

use of health services.

The low temperature alerts resulted in some participants maintaining increased
indoor temperatures. However, some participants still maintained low
temperatures, and of concern were some households that recorded indoor
temperatures as low as 5°C. Within these households, the participants had
visited the GP more with respiratory, cardiovascular and mental health issues
than those participants maintaining higher indoor temperatures. Although

Pollard et al (2019) add to the body of evidence which links indoor temperature
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to health outcomes, they do not provide a robust link between the use of the
interventions and improved health outcomes as other confounding factors could
not be accounted for, for example the structural condition of the home and its
energy efficiency rating. Pollard et al (2019) note that the study could not
account for individual behavioural influences that affected indoor temperatures
such as choosing not to use the heating or personal thermal comfort

preferences.

3.9.3 Theme 3: Raising awareness and knowledge of cold-related harm to

health and providing advice on keeping warm.

Five interventions aimed to reduce excess winter deaths by influencing
behaviour through communications. This was addressed in two ways. Firstly,
by providing information and advice to professionals delivering care services
which aimed to increase awareness of cold-related harm to health and
encourage them to deliver preventive interventions. Secondly by providing
information and advice to people encouraging them to take preventative

measures to reduce their own risk.

3.9.3.1 3.1 Interventions aimed at health and social care staff

Three papers, Glasper (2010), Peate (2008) and McLafferty (2009) provide
discussion on cold-related harm to health to a health and social care
professional audience. Glasper (2010) brings the Keep Warm Keep Well
communication campaign and online resources to the attention of frontline
health care staff. Glasper (2010) suggests that community health workers
visiting older patients in their own homes are well-placed to deliver preventive
interventions in the form of advice and support to those who may be at risk.
Similar expert opinion is provided by Peate (2008), who includes all health and
social care staff and managers in his discussion. He argues that health and
social care staff have regular contact, often daily, with people and are often held
in a position of trust and influence by those they care for. This opinion is also
offered by Goodwin (2007) and evidenced by Stockton et al (2013) and Bennet
et al (2016) above.
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Peate (2008) goes on to posit that health and social care managers have a
critical role in preventing cold-related harm in older people by ensuring that care
staff are appropriately trained to recognise people at risk, including adequate
home heating within care plans and ensuring that staff have the knowledge and
ability to support referrals. McLafferty (2009) also raises the issue of knowledge
arguing that whilst frontline staff might be well-placed to provide preventative

interventions, they must possess the skills and knowledge to do so.

3.93.2 3.2 Interventions aimed at the public

Two studies examined the effect of providing information advice and guidance
to the public. Gascoigne et al (2010) developed a booklet to test if providing
information on what to do to keep warm and well on receipt of a cold weather
warning could change behaviour and reduce the risk of cold-related harm to
health. Using a field trial, the effect of the booklet on behaviour was tested
using pre and post-interventions interviews with 37 participants who received

the booklet, and subsequent notifications when cold weather was due.

Although the study was successful in raising awareness of cold-related harm to
health in some participants, in others a distancing effect was reported meaning
that participants did not consider themselves to be the ones at risk and believed
that only ‘old people’ or those who were sick should take heed of the messages.
Within others, Gascoigne et al (2010) report an opposite effect in that the
interventions had given some participants permission to act and take their own
risk much more seriously. In most cases the most significant changes to
behaviour were subtle, such as wearing more clothing and leaving the heating

on for longer at night.

Gascoigne et al (2010) found that despite an increased awareness in some
participants about the risk of cold, poor heating systems, lack of money or fear
of the cost of fuel bills presented barriers to changing home heating behaviour.
In others, the resistance to change was created by a clash of contemporary
advice and a legacy of the earlier health wisdom of their past. For example,
when tuberculosis was common and fresh cool air was considered salutogenic.
In some cases participants simply rejected the advice as patronising or

nannying.
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A similar distancing from advice or guidance was noted by Day & Hitchings
(2011), who question the effectiveness of communication messages targeted at
older people. Using qualitative interviews, written and photo diary analysis,
their study aimed to identify individual behavioural influences that may block the
effectiveness of energy efficiency interventions and advice campaigns aimed at

those who are vulnerable to the effects of cold due to aging.

Although most participants in the study accepted that they felt the cold more as
they grew older, some were reluctant to act upon the advice within
communications that suggested the use of blankets and hot water bottles to
keep warm. They believed this conferred aging and was something that ‘only
old ladies would do’. Lay beliefs also influenced behaviour in some participants
who felt that opening windows to let in fresh air boosted mental alertness and
reduced the possibility of odour that might be associated with old age. In some
cases participants continued to exhibit risky behaviour despite advice to the
contrary or improvements to the thermal efficiency of their homes. This
behaviour was driven by socio-cultural influences which led to people wishing to
distance themselves from practices that might reveal their aging to both
themselves and others. Day & Hitchings (2011) conclude that much of the
advice given to older people clashes with their own perceptions of self and

projected identity and may therefore fail to modify risky behaviours.
Summary

Within this review most preventive interventions in response to cold-related
harm to health caused by living in a cold home has centred on practical
measures to improve home energy efficiency or reduce the financial burden of
fuel costs. Other responses have included policy to galvanise preparedness
within health and social care and the delivery of preventive interventions at local
levels. A further approach provided information and advice to those at risk and

those who care for them.

These findings provide some evidence of the efficacy of these practical
measures. However, the review also found variables that had significant impact
on the successful outcomes of the interventions reviewed. Firstly, macro
environmental forces inhibited the prevention of cold-related harm through
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problems of funding and policy prioritisation. At local level, systems and
policies inhibited data sharing to identify people at risk and the loci of
responsibility was also problematic. At an individual level, housing conditions,
personal finance and eligibility for interventions were identified as significant
variables affecting outcomes. Behavioural influences also created variability in
outcome with knowledge, fear of large bills and debt, values and beliefs all
being significant influences. Given the socio-economic factors outlined in
Section 2.4, these behavioural influences are likely to become increasingly

significant.

Within these findings there is some reporting, albeit very limited, of how social
care staff contributed to interventions to preventing cold-related harm by
identifying people at risk and referring them into interventions programmes.
However, most of the literature referencing the role of the domiciliary care
system in the prevention of cold-related harm in older people is based within
discussion and professional opinion. This does provide a theoretical recognition
that social care has a potentially pivotal role to play, being ideally placed to
recognise risk, provide a conduit for information and advice and deliver
interventions. However, any actual evidence of how the domiciliary system
contributes to the prevention of cold-related harm in older people through the
consideration of cold and/or delivery of preventive interventions is very hard to
find and indicates a clear gap in the knowledge. This study aims to contribute
to filling this gap by answering the research question, aims and objectives

below.
The research question:

e ‘Does the domiciliary care system prevent cold-related harm in older

people?’
Aim of the research:

e To gain detailed insights into whether the prevention of cold-related harm
is incorporated into domiciliary care services for older people, if so how,
and what are the influencing factors.

The research objectives:
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1. To identify the nature of any interventions within the domiciliary care
system intended to prevent cold-related harm caused by living in a cold
home.

2. To explore if and/or how the prevention of cold-related harm is
considered within the domiciliary care system.

3. To consider the factors influencing the domiciliary care system’s
interventions in preventing cold-related harm in older people caused by
living in a cold home.

4. To deliver a set of findings and recommendations in relation to the
domiciliary care system that will contribute to preventing cold-related

harm in older people.

The following chapter will now describe the research approach taken to meet

these aims and objectives.
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CHAPTER 4: The research approach

4.1 Introduction

The previous chapter exposed a gap in the current knowledge about if, or how,
the domiciliary care system delivers interventions to prevent cold-related harm
and the factors that influence if or how this happens. This study sought to
contribute to addressing this gap by employing an interpretive qualitative
approach, using a thematic analysis methodology based within a constructionist

epistemology.

This chapter describes the research approach by firstly presenting the
conceptual framework developed for the study. Next, the four elements that
Crotty (1998) describes as informing research design have been broadly used
as headings to describe the research choices and the rationale behind these
choices. Beginning with the ontological and epistemological underpinnings to
the study, this is followed by the theoretical perspective and methodology.
Finally, the methods used are detailed. The chapter ends by describing how

rigour was assured and enhanced within the research process.
4.2 The conceptual framework

Developing my approach to meeting my research aims and objectives began by
creating a conceptual framework for the study. Miles and Huberman (1984 p.
33) describe conceptual frameworks as ... the researcher’s map of the territory
being investigated’. Developing a conceptual framework supported the
identification and explanation of the main things to be studied, the key factors or

variables within this territory and any presumed inter-relationships among them.

Viewed through a system theory lens (Montuori 2011) domiciliary care is a
complex system made up of elements defined by role, responsibility and the
relationships between them. Importantly, each element within the system does
not operate in isolation but is intrinsically related to other elements within the
system. Behaviour within the system is a result of individual and group
interaction within the system environment both interpersonal, proximal and

external (Mullins 2016). Thinking in this way helped me to establish the scope
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and boundaries, or the ‘what, who and why’, of the research. The ‘what’ of the
study was established as that of the system as an entity and the ‘who’ being
those operating within this system. Most formal domiciliary care services are
commissioned in two ways. Firstly, domiciliary care that is organised through
the LA system and secondly, individuals who organise their own domiciliary
care directly from care provider organisations (Bottery 2018). Those individuals
who purchase care directly, be that from a provider organisation or through a
personal assistant, have a dual role of both commissioner and recipient of care
services and | decided to exclude this group. Whilst exploring this group would
provide interesting data, this would be from an individual perspective as a direct
purchaser of care and not useful to meet the study aim of gaining insight
relating to the wider formal domiciliary care system. Given considerations of the
study aim, and the practical resources of myself as a single researcher, | limited
the scope of the research to the formal domiciliary care system including LA
commissioning systems, LA and privately-funded care provider organisations

and their care staff.

The findings from the literature review in the previous chapter suggest that
interventions were influenced by contextual factors at macro and local level and
individual contextual and behavioural influences. As such these influences
represent the ‘why’ of things in respect to interventions and their outcomes. |
incorporated these influences into the development of the conceptual
framework reflecting the research objectives to explore and consider key factors
or variables that might influence the consideration of cold within the domiciliary
care system and the system’s interventions in preventing cold-related harm in

its clients.

The conceptual framework is illustrated in Figure 2 below.

58



Figure 2 - The conceptual framework for the study
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Developing the conceptual framework provided the platform from which to
consider my choices about the most appropriate approach to employ to meet
the research aims and objectives. | discuss how the considerations of ‘who’,
‘what’ and ‘why’ shaped the research approach choices further below within the

next four sections beginning with the ontological and epistemological stance.
4.3 Ontology and epistemology

Ontology is concerned with the nature of reality; epistemology is the theory of
what constitutes knowledge about reality (Sullivan and Forrester 2019).
Ontology and epistemology are interrelated. If people have differing views
about the nature of reality, they will likely have differing views about what counts
as knowledge within that reality and therefore, are likely to use differing
approaches to gather knowledge about that reality (Moses & Knutsen 2012).
Together the researcher’s ontological and epistemological position can be
described as the researcher’s philosophy of science, or their philosophical
stance. Rosenberg (2016) ponders the arguments in support and critique of
the differing philosophical stances, often referred to as paradigms; a debate
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which spans time back to ancient philosophers and remains a topic of
contemporary contest. Put simply, if the opposing camps in this battle over
reality were placed along a naive epistemological spectrum, positivism would
occupy one end and constructionism the other. However, describing
philosophical stance in this polarised and divergent manner belies the fact that
there are differing paradigms lying between the two ends of the spectrum which
draw upon and incorporate the ontological and epistemological positions of both

these camps to a greater and lesser extent (Moses and Knutsen 2012).

Advocates of positivism seek knowledge about reality objectively and maintain
that the researcher and participant remain independent of each other. Enquiry
within this paradigm is based on scientific observation about the data for
analysis; for instance occurrence, size or reactions. Findings are presented as
facts not ‘values’ and developed using deductive logic which is generally
accepted to mean a logic which uses existing knowledge or tests pre-
established hypothesis or theory (Delanty & Strydom 2003). This type of
systematic and empirical enquiry is broadly referred to as quantitative research
and could be described as focusing on numbers and frequencies rather than

meaning and experience (Guba & Lincoln 1994).

To take a truly positivist stance maintains that reality exists independently of
consciousness; that the truth exists regardless of human feelings, imagination
or interpretation (Clarke & Braun 2013). In contrast, those aligning to
constructivism contend that unlike tangible objects within the natural world, such
as molecules or animals, meaning cannot exist in an external world and cannot
be discovered. Rather, meaning is constructed by the subject’s interaction with
that world and this reality resides in a world of our own making (Berger and
Luckmann 1991, von Glasersfeld 2013). Different individuals interpret meaning
in different ways, even in relation to the same occurrence or situation, and
therefore the study of factors influencing human action, society, systems and
those therein requires a different logic to studies about the natural world.

Social researchers may seek patterns within the social world, but unlike
positivist approaches, they are not reduced to averages or numerical points. An
inductive logic process is applied to create knowledge about the world by using

data and/or observation in an interpretive manner with the implicit
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understanding that there is no one correct version of reality (Clarke & Braun
2013). This approach is broadly referred to as qualitative research and is more
interested in meaning than measures (ibid). By taking a qualitative research
approach the social world can be illuminated by examining the social setting
and the people or groups of people within (Berg & Lune 2012); for instance, the

structures, activities and people that make up the domiciliary care system.

The findings from the literature review, within the previous chapter,
demonstrated the value of taking a quantitative approach in some cases; for
example: in measuring the effectiveness of interventions in raising the
temperature of houses. The interventions examined by Oreszczyn et al (2006),
Harrington et al (2005) and Crossley & Zilio (2018) within the literature review
were based on the deductive hypothesis that providing practical interventions to
heat homes would result in warmer homes. Although these interventions were
found to be successful in some cases, their research found that despite
receiving similar interventions, some people chose to not heat their homes to a
greater temperature than pre-interventions. In these cases, the quantitative
research approach provided answers to ‘what’ was happening but could not
shed light upon ‘why’ (Benton & Craib 2011, Rosenberg 2016), which were the

individual influences affecting the behaviour of study participants.

My research objectives aimed to explore ‘if’ the prevention of cold-related harm
is considered within the domiciliary care system, the nature of any interventions
delivered by the domiciliary care system and the influencing factors. Taking a
quantitative approach may have supported the achievement of these objectives
by illuminating the ‘if and ‘what’ but would not address the ‘why’. To meet the
objective of delivering a set of findings that will contribute to preventing cold-
related harm in older people, the factors influencing any interventions by the
domiciliary care system must be known. Only by exploring the interactions
between people, individually or within social systems, and their view of the
world can this be illuminated (O’Leary 1985, Denzin and Lincoln 2011). In this
way we can answer questions that cannot be explored by objective
measurements and provide insight where these gaps in the knowledge arise; for
example: the contextual and individual behaviour factors leading to a person
living in a cold home explored by Tod et al (2012) or, why communication
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messages do not resonate with some older people as suggested by Gascoigne
et al (2010) and Day & Hitchings (2011).

The simple reporting of fact or phenomenon would leave the findings lacking
and unable to meet the research objectives. By delving deeper and gaining
insight into the into the ‘why’ of things, the findings can contribute to preventing
cold-related harm to health by considering the factors that influence preventive
interventions within the domiciliary care system and delivering a set
recommendation for practice. Therefore, a qualitative approach examining the
domiciliary care system by exploring the actions and influences of those within
was considered the most appropriate to meet the aims and objectives of this

study.
4.3.1 The role of the researcher within qualitative study

Qualitative research rejects the positivist notion of an unbiased scientist as an
objective observer of fact. Within qualitative research, the different elements of
data are examined by the researcher and interpreted into an emergent reality
beyond the reporting of frequency or statistics. The researcher is therefore not
only an observer, but the instrument of knowledge creation (Marshall &
Rossman 2016), and knowledge creation becomes a creative process.
Qualitative researchers regard this active and subjective role of the researcher
in knowledge creation as a strength (Clarke & Braun 2013, Finlay & Ballinger
2006). This strength was utilised to meet the study objectives by gaining
understanding beyond the ‘what’ and reflecting upon the data to gain insight into
the factors influencing ‘if or ‘how’ preventive interventions is included into the

domiciliary care system.

The active role of the researcher within qualitative researcher means that the
researcher transports bias into knowledge creation by bringing their own
experiences, identity and values to the process. This must be recognised and
made available to the reader who can then make their own judgments on how
the study was affected by the researcher/s (Marshall & Rossman 2016). The
process of reflecting upon the knowledge we have produced in a critical

manner, and examining our role in producing that knowledge, is commonly
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described as ‘reflexivity’ and is a concept which has become central to
qualitative research (Hertz 1997).

My early career was set in the highly performance-driven private sector of the
1980s and 1990s. Whilst my roles in business management and marketing
gave me invaluable skills in managing myself, others and organisations, | also
developed skills in using data and research findings as a marketing tool.
However, overtime, the relentless goal of profit above all and the
commodification of everything, including people, into financial return on
investment began to increasingly grate against my own personal values and
principles. This personal dilemma led to my move to the public sector where |

could put my skills in marketing, or changing behaviour, to social good.

As | described in Chapter 1, my subsequent career in social marketing was the
route which led me to this research. However, it cannot be denied that this
route was guided by my own experiences and choices. The social injustice
brought by cold homes that my involvement in the KWILLT project revealed to
me, resonated deeply and my personal need to understand ‘why’ and ‘what’ can
be done to address the issue shaped both the focus of this research, as well as

the research approach | chose.

How reflexivity was recognised and used within the study is discussed in

greater detail in Chapter 7.
4.3.2 Constructionism

A plethora of epistemological approaches and research methods are included
under the umbrella of qualitative approaches. However, a common premise is
that scientific enquiry is not just about revealing possible truths, as might a
positivist, but is about how truths are ‘constructed’. One approach to the
creative generation of knowledge is described as constructionism or taking a

constructionist approach.

Constructionism initially came to the fore in the US through Berger &
Luckmann’s seminal work ‘The social construction of Reality’ (1991).
Constructivists see society as the outcome of agency (Clarke & Braun 2013) in

that each of us ‘sees different things and that we see is determined by a
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complex mix of social and contextual influences’ (Moses and Knutsen 2012 p.
9). The constructionist approach allows us to gain insight into this world
through the rich and reflexive analysis of our world that this approach provides
(Flyvbjerg 2001). This is a creative, rather than theory building, process which
brings elements of data together such as issues, facts, values and beliefs,

resulting in an emergent reality (Delanty & Strydom 2003).

Sokal & Bricmont’s (1999) critique of constructionism claims that the approach
neglects the importance of the natural sciences. Purist social constructionists
deny the influence of biology on behaviour and culture and posit that they are
unimportant to achieve an understanding of human behaviour (ibid). However,
advocates of a broader constructionist approach are situated within a reality in
which what is real, is precisely the capacity to construct both the social and
natural worlds (Delanty & Strydom 2003). Constructionists aligning to his
broader approach do not deny that somethings are real and exist in a tangible
world. For example, in the previous chapter where the findings of the literature
review suggested that both social and contextual influences affect behaviour
(Tod et al 2012, Day and Hitchings 2011). In this respect, advocates of broader
constructionism are moving from the extreme end of the epistemological

continuum towards a position held by realists.

Both realists and constructivists may seek answers to ‘what, who and why’.
However, realists do this with the aim of iteratively testing and building theories
and must not relinquish the goal of explanation (Clarke & Braun 2013) by using
logical analysis to interrogate theory with data (Pawson and Tilley 1997). This
study did not begin with or aim to develop theory. Therefore, taking a broadly
constructionist stance supported the examination of ‘what’ was happening but
also exposed the reality being constructed by those within the domiciliary care
system and how this determined considerations and actions in respect to the

prevention of cold-related harm to health.

4.3.3 Theoretical perspective

Interpretivism is a theoretical perspective drawn from a constructionist position
and provided a useful lens by which to view the study data. Interpretivism holds

the central tenant of constructionist approaches that knowledge about the social
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world is constructed and emergent. Our knowledge of the world is gained
through interactions with our world and individual knowledge and the attribution
of meaning within that world emerges through subjective interpretation of the
events, activities and structures within (Crotty 1998). Flick, within Flick et al
(2004), contends that by adopting a constructionist approach and using an
interpretive lens, we can access the world of experience, gain understanding
and attribute meaning within the world of experience as illustrated in Figure 3

below.

Figure 3 - Construction and interpretation as a means of access to the world of experience (Adapted from
Flick et al 2004, p. 90)
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Taking a constructivist approach, using an interpretive lens, provided access to
the world of experience within the domiciliary care system by moving beyond
the simple observation and charting of the phenomenon (the ‘what’) to thinking
about the ‘how’ and ‘why of things; how things are constructed, their
interdependencies and how the phenomena are embedded in the wider social
world (Delanty and Stydom 2003). For example, how people perceived role and
responsibility within structures and systems such as domiciliary care, how social
norms develop and how these might influence the behaviour of those within

(Hitchings and Day 2011). Likewise, how perceptions of risk and consequence
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may impact upon our actions in response to cold weather (Wright 2004, Wolf et
al 2010).

Having described the philosophical stance taken, the next section will describe
the methodological approach used and the rational for this choice. Delanty &
Strydom (2003 p. 2) describe methodology as the theory of the way knowledge
is acquired; how research should proceed to produce valid knowledge about the
world or in this case, the focus of the study. The differing methodologies
provide a well-equipped toolbox providing different ‘ways of knowing’ and the
methods within ensure the researcher has ‘the right tools for the job’ (Moses
and Knutsen 2012 p. 1).

4.4 Methodological approach

Having explored the literature, several methodologies stemming from a
constructivist interpretive approach were critically evaluated in terms of meeting
the knowledge requirements namely, Interpretive Phenomenological Analysis,
Grounded Theory and Thematic Analysis. Interpretive Phenomenological
Analysis focuses upon the individual subjective experience and the meaning
people attach to those experiences (Smith & Shinebourne 2012). Although this
approach would undoubtedly have yielded valuable data for the study, this
narrow focus on the individual might have neglected the ‘how’ and ‘why ‘of
things at system level in respect to the domiciliary care system and the

interdependencies therein.

Grounded Theory was also considered which focuses on understanding a
phenomenon in its entirety (Strauss & Corbin 1994). Although this fitted well
with analysis of domiciliary care as a system, this might neglect the detail of the
possible complexities of factors influencing the consideration of cold at both
individual and system level. Moreover, the commitments made in applying the
methodology of true Grounded Theory, requires analysis to be directed towards
theory development (Braun & Clarke 2006). My study did not set out with this
aim and so | considered the approach that would best meet my needs, and
reflected and incorporated my interpretive constructionist stance, was Thematic

Analysis.
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4.41 Thematic Analysis

Thematic Analysis was first claimed as a methodological approach by Braun
and Clarke in 2006. The approach remains relatively new and emerging
compared to other qualitative methodologies, such as Interpretive
Phenomenological Analysis and Grounded Theory, and has less history within
the literature to amass credibility (Nowell et al 2017). Thematic Analysis is
somewhat unique within methodologies as it only provides the analytical
approach and is not epistemologically nor theoretically bound (ibid). This
newness and flexibility has led to debate and critique around a lack of
substance compared with some more established, tried and tested
methodologies and Attride-Sterling (2001), whilst espousing the validity of
Thematic Analysis, do this in the context of Thematic Analysis as only an

analytical tool.

Whilst Thematic Analysis’s flexibility is useful for qualitative researchers (Clarke
& Braun 2013), Thematic Analysis as a methodology needs to be set within a
philosophical and epistemological framework to move beyond a straightforward
analysis. Thematic Analysis can be used within realist approaches, for example
to report the experiences and causation of participants’ reality. Likewise,
Thematic Analysis can be used within a social constructionist approach, such
as discourse analysis, to examine the ways in which reality and meaning are
the effects of discourses operating within society (Braun & Clarke 2006). The
freedom and flexibility to use within differing epistemological frameworks that
Thematic Analysis offers has contributed to its growing use; for example: by
Grogan et al (2009) to examine smokers’ concerns about appearance or by
Hayfield et al (2014) to examine sexuality. However, without applying
epistemological rigour, it would simply become a simplistic account of the
participants’ concerns, opinions and experiences, as offered by Attride-Sterling
(2001).

Although Thematic Analysis shares, with Grounded Theory and Interpretive
Phenomenological Analysis, the aim to explore qualitative data with an open
mind, it does this for ‘a different purpose’ (Bell & Waters 2018 p. 38). Both
Grounded Theory and Interpretive Phenomenological Analysis seek patterns,

but both are theoretically bounded and relatively inflexible compared to
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Thematic Analysis (Braun & Clarke 2006). Rather than generating theory from
the data Thematic Analysis develops themes. Themes represent a pattern or
item of importance within the data in relation to the research question. Within
Thematic Analysis themes do not emerge ready formed from the data, rather
they are constructed through the judgement or interpretation of the data by the
researcher (Clarke and Braun 2013). All themes should be ‘salient’ to the
research question, may occur several times or only once, be important and
make sense when considered singularly and as part of the ‘interrelated web of

findings that forms the overall analysis’ (Buetow 2010 p. 123).

Clarke and Braun (2013) distinguish between two types of themes within
Thematic Analysis: salient and latent themes. A salient theme describes the
surface meaning of the data beyond that of a mere description. Latent themes
are those which dig deeper and explore the concealed processes and notions
occurring within the data to make sense of the data and develop insights. For
example, within the literature review, where behavioural insights revealed that
ageist discourse within society had led to older people concealing their need for

greater warmth for fear of being considered old (Day and Hitchings 2011).

Rather than searching the data to support pre-conceived ideas, using an
interpretivist constructionist Thematic Analysis approach examined individuals’
experiences and their interactions across the domiciliary care system in an
inductive manner. This approach developed findings that are data driven yet
insightful in relation to answering the research question. Meaning being formed
by moving beyond the explicit content of the data and constructing assumptions
about what underpinned what was said in the data. This meaning being the
mechanism by which to meet the study objectives.

The following section now explains the detail of the research process and the
methods used to gather and analyse the data so that the reader can follow and

make judgements upon them.

4.5 Methods

This section begins with identifying the choice of data collection method,
considerations of ethics and sampling approach as these aspects of the
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research methods were common across the study. The details of the data
collection process including how the participants were identified and recruited,
development of interview guides and the interview process varied in accordance
with each of the three participant groups. These are therefore presented

separately for each.

This section ends with a description of how the data was captured, stored and

analysed.
4.5.1 Data collection method

After careful consideration of several alternatives, | considered semi-structured
qualitative face-to face interviews the most appropriate to meet the research
aims. Interviews aligned well to the constructionist approach which sought to
explore experiences, understanding, perceptions and views from participants in
their own words. Being face-to-face, rather than telephone interviews, aided
rapport building and the opportunity to observe facial expression and body
language which can add nuance to the spoken word. The intimate nature of an
interview also provided confidentiality for respondents to speak openly with less
fear of judgement and without waiting for a turn or being dominated by other

participants as could be the case in a focus group.

If conducted well, qualitative interviews generate rich, meaningful, detailed, and
sometimes unexpected data, from a relatively small sample size (Clarke &
Braun 2013). Semi-structured interviews were considered the most
appropriate to meet the data requirements. Open interviews, without any
structure, may have provided interesting data but may have missed data
pertaining to the ‘why’ of the study and the considerations of factors or variables
influencing the system. Likewise, a standardised interview may have provided
a too narrow focus and missed opportunities to explore the participants’

responses (Gillham 2000).

| designed an interview guide for the three participant groups reflecting research
the objectives and relevant findings from the literature review. For example, the
incorporation of NICE guidance (NICE 2015) into commissioning practice or the

influence of macro forces on commissioning practice created by fiscal

69



constraints (Stewart & Dhesi 2016, Madden et al 2014). Bowling & Ebrahim
(2005 p. 218) recommend using a small number of closed ‘biographical’
questions as icebreakers to settle the participant at the beginning of an
interview. However, these may also be used to collect useful data as Clarke &
Braun (2013) advise, and a series of questions such as ‘how long a patrticipant
has been in their role’ and ‘what experience they had before their current role’

were included in the interview guide for all participants.

| carried out all the interviews. | included prompts into the interview guides to
aid deeper delving into responses or act as an aide memoire to examine
specific areas of relevance to the study (Bowling & Ebrahim 2005). |
considered my ability to capture the participant’s voice through question
construction and, in the main, | asked open, non-leading and non-assumptive

questions.
4.5.2 Pilot testing

| trialled a prototype interview guide using a pilot test. Following reflection upon
the pilot interview and discussion with the supervisory team, | made several
changes to the guide including simplifying some questions to aid participant
understanding of the question, removing one question which led to repetitive
answers and adding prompts for myself to ensure | explored each question
thoroughly. As data collection progressed, | made further small changes to the
interview guides for each participant group to aid better interview flow and probe

deeper into recurring themes or interesting items of data.

The pilot study also informed other practical considerations for the interviews;
for example: to settle the participant and build initial trust that supports data
collection (Bowling & Ebrahim 2005). As such, | chose interview locations to
provide a comfortable, safe and appropriate setting free from excessive

background noise and distractions.

4.5.3 Risk analysis and safety considerations

| considered risk and safety in two ways; firstly, risk to the individuals within the

study, and secondly to the study itself.
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| took several practical steps to protect the safety and wellbeing of participants
and myself. This included the time of day and location of the interview as well
as travel arrangements (Sullivan & Forrester 2019, Hammersley and Atkinson
2007). | carried out all interviews during daylight hours and although the
settings afforded privacy, other people were present in other parts of the
building. In all cases a third party was informed of times and locations of each
interview (British Psychological Society 2018, National Research Ethics Service
2017).

Being involved in research can be stressful for the people concerned
(Hammersley and Atkinson 2007). Whilst conducting research, people can be
exposed to prejudice or may see or hear things that concern or distress them.
The researcher may also become concerned about the participant or could be
placed in difficult positions where they feel subject anonymity must be sacrificed
if they fear for a person’s health or wellbeing. | reviewed best practice
examples for guidance (National Institute for Health Research 2014, National
Research Ethics Service 2017) and discussed the safeguarding approach by
using scenarios, with supervision staff and fellow researchers to assist in
mitigating risk. Any concerns were to be immediately flagged to the supervisory
team for discussion, and if required referred to the Sheffield Hallam University -

Research Ethics Committee.

| considered risks to the study by developing a risk assessment and mitigation

matrix which can be found in Appendix 9.
4.5.4 Confidentiality

The participants of this study had a personal or practice-based stake in the
subject matter of the study which could have impeded data collection (Patton
2002, Arksey & Knight 1999). For instance, possible concerns about
commercial sensitivity or organisational practice or in the case of care staff, fear
of the repercussions of relating their experiences of delivering care. | explained
confidentiality and anonymity to each participant during initial contact which was
also included in the participant information provided to participants (Appendix
10). The choice of one-to-one interviews supported participant confidentiality in

conjunction with the anonymity measures taken within the study. However, |
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also alerted each participant to the limitations of confidentiality that could occur;
for example: if participants informed colleagues about their participation in the
study or where a participant had been recruited via snowballing. Whilst | could
assure the participant that their transcripts would be anonymised and all
identifiable data would be redacted, | made the participants aware of the
‘accidental’ identification risk that colleague knowledge of their involvement
could bring (Allmark et al 2009).

4.5.5 Anonymity

Assurance of anonymity was vital to gain an honest response from participants
and create a rich and relevant data set. This was particularly the case where
views and concerns might have been contrary to organisations’ policy and
practice guidance (Rubin & Rubin 2011, Patton 2002). Anonymity was also an
important consideration within the study for reasons of commercial sensitivity
and potential loss of reputation whilst working with organisations competing
within the social care market. The information given to participants in the
recruitment procedures, outlined below, included assurance of confidentiality
and anonymity (Appendix 10) and this was re-affirmed verbally at the start of

each interview.

A single encrypted file, accessible only by myself, held the identity of
participants and all references in analysis and thereafter was by pseudonym.
Given the small population of commissioners within the geographical area of the
study, | considered the accidental identification of participants through reference
to their LA area town or colleagues. Also, any possible identifying words,
phrases or names were redacted. Likewise, other identifiable data was
considered for provider organisations and care staff. This included the redaction

of any client names used (British Psychological Society 2018).

Despite precautions, | recognised that readers with ‘inside knowledge’ might
identify participants, a problem highlighted by Allmark et al (2009) in their review
of confidentiality and other ethical considerations within interview-based studies.
| considered this through the sensitive presentation of the study findings.

72



4.5.6 Ethical approval

| gained the following ethical approvals:

o Sheffield Hallam University - Research Ethics Committee in line with
SHU policy following completion of SHUREC1 checklist and SHUREC2A
— (Approval letter in Appendix 11).

e Local Authority adult social care approval of research using local
approval mechanisms. As no formal committee as such was in place, |
sought local governance through appropriate person/s (Example in
Appendix 12)

e Provider organisations and domiciliary care services staff - Formal
approval sought to participate in research through consent forms
(Appendix 13)

4.5.7 Sampling approach

The development of the conceptual framework (4.2) established the specific
groups of people who, by virtue of their roles and experiences of organising,
providing and delivering domiciliary care services to older people, could provide
the information required to investigate the research question (Tuckett 2004,
Padgett 2012). Although it is accepted that a sample of research participants
cannot represent the wider population, purposive sampling is ideal when the
researcher seeks to enhance understanding of selected individuals or groups

and was the approach used (Patton 2002, Marshall & Rossman 2016).

Purposive sampling is a technique allowing the deliberate selection of
‘information rich’ participants for study, be that individuals, organisations or
groups (Devers & Frankel 2000). There are multiple types of purposive
sampling to meet differing research aims (Palinkas et al 2015); for example:
sampling to select participants with the maximum variation to discover unique or
diverse examples, occurrences or experiences. In contrast, purposive sampling
can be applied to create a homogenous group of participants to reduce variation
and simplify the analysis of a single phenomenon. Describing the sampling
decisions fully is important to provide an understanding of what can and cannot

be claimed about the data and the comparability of the findings for other

73



researchers (Clarke & Braun 2013). | used two purposive sampling

approaches.

Firstly, | used convenience sampling to define the geographical boundaries of
the study which was confined to West, South and East Yorkshire, in the North of
England (with one exception of a very senior commissioner of adult social care
included due to the limited population of individuals able to supply this senior
level data within domiciliary care service commissioning) (Padgett 2012). The

rationale being:

¢ Building on my previous work and existing networks within the area thus
aiding contact and access to research participants.

e Complementing and supporting wider work being done by the South
Yorkshire Collaboration for Leadership in Applied Health Research and
Care and possible post-doctoral research and development.

e The geographical areas reflect comparable geographies which also have
relatively high instances of excess winter death (Office of National
Statistics 2020).

Due to personal constraints, these areas provide an achievable scope of

research.

Secondly, | used purposive sampling to create diversity within the participants.
My aim being to gain a rich sample in terms of experiences and information
(Mason 2010) and a comprehensive set of insights and perspectives (Padgett
2012, Bryman 2016). For instance, by exploring the impact of variables such as
size and type of provider organisation or, in the case of care staff, the possible

impact of variables such as age, gender, experience, size and type of employer.

Regarding sample size, the literature reveals this to be a much-debated topic
and provided no definitive answer to the question of how many participants are
enough within qualitative research; the point at which data saturation might be
achieved (Guest et al 2006). Mason (2010) provides a useful guide offering that
within quantitative research the frequency of an observation or occurrence is
much more important whilst in qualitative research and analysis even as little as

one occurrence is enough to become part of the analysis. However, he goes on
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to state that samples must be large enough to give reasonable confidence that
all, or most, of the key perceptions around the subject being investigated are
uncovered. Braun and Clark (2021) challenge the thesis of reasonable
judgements about ‘how many’ is enough as a simplistic when viewed through
the lens of reflexive thematic analysis. As meaning is generated through
interpretation rather than being a result of data excavation, judgements about
when data collection should stop are situated in that interpretation and are
subjective; meaning that ‘how many’ cannot wholly be determined in advance
(ibid)

| began constructing the sample frame by creating a table estimating the
possible participant population within the sample geography and my
considerations of their relative importance of the population in answering the
research question. Following supervisory discussion, | created a target sample
size that | believed would provide the diversity of experience sought,
determined through the sample frame criteria, whilst keeping the data
manageable to achieve a detailed analysis (see Appendix 14). The sample
frame was based upon examples from Clarke and Braun (2013) and a

completed example can be found in Appendix 15.

As the research progressed, and embryonic themes began to form within the
data, | reviewed the sample frame to ensure that | explored alternative
perspectives and context. | identified self-employed care staff as a gap,and
added to the sample frame following interviews with commissioners and

providers.

4.6 Data collection

| collected the data using 22 semi-structured interviews between September
2015 and July 2017.
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Table 6 - Breakdown of participants by role and gender

Interview participant role Gender - Gender - Total
Male Female participants
by role
Commissioners of adult 3 5
social care
Providers of adult social care 2 5 7

(organisational owners and/or
manager)

Care staff 0 10
Total participants by 4 18 Total

gender Participants

22

The methods | used to identify and recruit participants, collect data, including
the development of interview guides, and incentives for taking part in the
research varied across the three participant groups and are presented in-turn

below.

At this point | note the gender bias within the participants being predominantly
female. Whilst this is not representative of the general population, it does
reflect the female gender bias within adult social care at provider and care staff
level (Skills for Care 2020). The limitations of the study sample are discussed

further in section 7.7.2 below.
4.6.1 Commissioners

Firstly, | recruited and interviewed commissioners which allowed me to consider
how the commissioning process and practices influenced decisions, actions and
reactions throughout the system. In this way | could incorporate any significant
data or embryonic themes arising from commissioner interviews into the

interview guide for providers and/or staff where appropriate.
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46.11 Recruitment

Identifying commissioners to participate in the study was simplified by the small
target population. My own professional experience, and previous research
collaborations, facilitated approaches to potential participants, either directly or
through my professional network and contacts. | approached them all by email
in the first instance. The diagram below depicts the recruitment process |
followed to recruit commissioners into the study, provide participant information
and gain signed consent to participate. All commissioners who expressed
interest met the sample frame criteria, none were rejected, and interested

parties were recruited until the sample frame was achieved.
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Figure 4 - The recruitment process for commissioners
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46.1.2 The interviews

In total, | recruited six commissioners. One dropped out of the study due to
change of role, and | interviewed five between September 2015 and November
2015. The final commissioner interview took place in February 2017. The time
between first contact and interview ranged from one to four weeks. The length
of the interviews varied between 35 minutes and one hour and five minutes. All
the commissioner interviews took place during working hours at the
commissioner’s workplace; three in their own office and three in a private room
within their office building. The interview guide for commissioners can be found

in Appendix 16.

4.6.2 Provider organisations

Providers were the second participant group to be recruited and interviewed.
Although the data from commissioners was not fully analysed at this stage,
embryonic themes and data of interest were identified from the commissioner
interviews meaning they could be explored with providers. These included
issues around commissioning practice, training of care staff, staff turnover and

fiscal challenges.
46.2.1 Recruitment

| used several strategies to recruit providers. One commissioner supplied a list
of permission-granted contact details of providers interested in participating in
the research. Other providers within the geographical sample frame were
contacted by email or by post using a list of provider contact details provided on
the CQC website (CQC 2021). All interested parties were followed up by an
introductory phone call. | also attended a provider forum meeting where | spoke
to providers about the research and recruited one interested party. | identified
and recruited one participant following an opportunistic meeting. The diagram
below depicts the recruitment process | followed to recruit providers into the
study. As interested parties came forward, recruitment continued until the

sample frame was achieved.
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Figure 5 - The recruitment process for providers
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In total, | recruited and interviewed seven providers between April 2016 and

September 2017. The time between first contact and interview ranged from one

to two weeks. The length of the interviews varied between 35 minutes and one

hour. All the provider interviews took place during working hours at the provider

place of work. The interview guide for providers can be found in Appendix 17.

80



4.6.3 Care staff

Finally, | recruited the care staff. They are at the ‘coal face’ of the system,
providing the direct care the domiciliary care system is organised to deliver.
Recruiting and collecting data from this group last meant | could collect data
pertinent to the consideration of cold within care provision and make
comparisons between the views of commissioners and providers about the

domiciliary care system and considerations of cold, with those of the care staff.
4.6.3.1 Recruitment

By aiming to utilise informal channels and associates through which to recruit
participants, people who knew care staff or whose family use services, | hoped
to minimise any apprehension about taking part in the research that care staff
may have, and | could then use a ‘snowball’ sampling approach (Patton 2002).
| believed this approach would encourage the identification, through
knowledgeable referral, of participants who were potentially rich in information

relevant to the subject area (Marshall & Rossman 2016).

Whilst the use of personal contacts to gain access to potential participants can
provide an effective means to overcome some of the challenges of recruiting
participants, it does however, open the possibility of selection bias. Recruitment
methods which rely upon personal resources and contacts; for example:
colleagues or professional networks, risk becoming distorted. That is, the
reliance upon a small number of ‘seed participants’ (Parker & Scott 2019) may
lead to bias as participants may put forward referrals who match their own

gender or ethnicity or are from the same social background (ibid).

It transpired that my concerns about potential bias within sampling were
founded as the approach proved unsuccessful and provided only one
candidate. Following this, ethical approval was granted to run a small and
locally targeted Facebook advertisement (See Appendix 18 for ethics approval
and campaign material). This also proved unsuccessful. Next, | approached
provider organisations who had taken part in the study to gain their permission
to advertise for participants using posters and flyers placed within the providers’

premises (Appendix 19). The posters were placed in staff toilets and rest
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areas and included a contact phone number for staff to use in private to
maintain confidentiality. This approach proved more fruitful, and | recruited

seven more participants.

| identified self-employed care staff as hidden or harder to engage participants
through their isolation from commissioning systems and care provider
organisations (Clarke & Braun 2013). | placed a newspaper advert to generate
participants from this group using a dedicated email address and mobile phone
number which was deleted following data collection (Appendix 20). This

resulted in two more study participants who completed the sample frame.

| made an introductory phone call to all interested parties.
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Figure 6 - The recruitment process for care staff
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46.3.2 Interviews

In total | recruited and interviewed 10 care staff between August 2016 and July
2017. Eight staff were employed by provider organisations and two self-
employed. The time between first contact and interview averaged one week.

The length of the interviews varied between 25 minutes and 45 minutes. Five
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interviews took place in the employer’s offices, four in the private homes of the

care staff and one in the private dining room of a hospitality venue.

The interview guide for employed care staff can be found in Appendix 21. This
guide was amended to interview self-employed care staff and can be found in
Appendix 22.

46.3.3 The use of payments to participants

Payments is a thorny and much debated issue in qualitative research and many
researchers report their own conflicts on the matter (Clarke & Braun 2013).
Some argue that paying people fundamentally alters the nature of the research
whilst others believe it confers value upon people’s time and input through
financial recognition (ibid). Head (2009) argues that payments may undermine
the ideas of the common good of research through transforming participation

into marketised exchange.

| resolved the matter by considering barriers to participation rather than creating
incentives which ‘tempted’ people to take part on financial grounds alone
(British Psychological Society 2018). Care staff are generally paid by the hour
and respond to working hours imposed upon them by their employer. So, for
most, participation would have to be outside working hours and in their own
time. Those viewing this from a feminist standpoint could also raise the issue
that not paying care staff for their time could raise inequalities within the study
as the majority of care staff in the UK are female and low paid (Skills for Care
2020, Thompson 1996). Therefore, | paid a compensatory or ‘thank you’
amount of £25 to care staff, which was considered small but adequate, to
reduce potential barriers to participation and facilitate their ‘right’ to be involved
in research (Health Research Authority 2021:1.1).

Commissioners and providers (owners and managers) in the main were free to
diary their own time and were in salaried (or guaranteed income) positions of
employment. Their incentive for taking part was the advancement of knowledge
that would benefit their role or sector. As their choice to do so was not inhibited
by lack of earnings or through use of their own time, | did not offer them

compensatory payment (Thompson 1996, Head 2009).
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4.7 Data capture and storage

| digitally recorded all interviews and made field notes immediately after each
interview to capture broad themes or specific points of interest or observations
from the interview. The literature contains some evidence that the process of
recording can affect the data collected due to participant awareness of their
words being recorded and therefore are not fully engaged in revealing or honest
discussion (Al-Yateem 2012). As a single researcher, | felt that my ability to
listen and record the discussion manually would create considerable
interruption in the flow of discussion as well as potentially miss important data.
My focus on writing would further limit my ability to further probe and dig deeper
into the participants answers. However, | did have a note pad with me for each
interview, and made a brief note of interesting items which | expanded upon

directly after the interview.

As it transpired, following the opening questions which were designed to settle
participants as described above, all participants appeared to forget the
recording device and appeared comfortable in speaking freely in response to

my questions.

In accordance with my data management plan (Appendix 23), and best practice
guidance, | stored data in encrypted files on a PC. | provided safety backup
through an external storage device and an additional password protected cloud
account (Health Research Authority 2021).

4.8 Data transcription

Transcription is not a minor technical concern, and the product of transcription
is a selective arrangement produced for the purpose of analysis (Gillham 2000,
Berg & Lune 2012). | considered my options; to employ a transcription service
or to transcribe the interviews myself, and | chose to employ a professional
transcription service. This decision resulted on reflection upon the benefits and
potential draw backs of each approach. The act of transcribing interview data
by the researcher can provide a beneficial immersive experience and

familiarisation with the data. However, | made judgements about the amount of
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data that the interviews would produce, against my time restrictions and my

word processing sKills.

To ensure an accurate account of the interview, | agreed a pre-determined set
of notations with the transcriber to note verbatim speech, gaps, sounds and
incorrect grammar as people do not speak in sentences, and | needed to record
everything to ensure the data represented the meaning of the speech (Clarke &
Braun 2013). As | did not transcribe the interviews myself, | tested the
transcription’s accuracy by reading it in conjunction with the interview
recordings. This checking also began the process of my immersion into the

data.
4.9 Data analysis

This section explains how | used Thematic Analysis to analyse and interpret the
data using Braun and Clarke's (2006) seven stages of thematic analysis as
steps to guide, and provide transparency to, the analytical process. The steps |

followed were:

—

. transcription

2. familiarisation with the data set

3. generation of initial codes

4. searching for themes

5. reviewing themes

6. defining and naming themes

7. writing and finalising analysis
The process of repeated, thoughtful and careful reading of the data is essential
to Thematic Analysis and once the transcripts had been quality checked against
the recordings, | read them for familiarisation several times (Rice & Ezzy 1999).
During these readings, | manually noted anything of interest or potential

relevance to the research objectives directly onto the hard copy of the

transcript.
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Following the manual analysis of the data set | loaded the interview transcripts
into NVivo 10 (later updated to NVivo 11), an electronic data management and
analysis tool designed for use with qualitative data. | used the software to store,
organise and manage the transcripts, code sections of data and electronically

record my thoughts and reflections on the data.

| used complete coding. This meant that | included the whole of the transcript in
the analysis rather than searching for specific or pre-determined data items
(Braun & Clarke 2006). At first, | found it difficult to let go of the temptation to
look for data that supported pre-conceived ideas and to dispel ideas of where
the analysis might go. Letting the data dictate the journey was initially quite
challenging. However, discussion with my supervisory team and diving back

into the data helped me to develop this skill.

| initially grouped sections of the transcripts that | had identified as providing
items of relevance or interest to the research question and coded them using
the node filing system within the software. | did not exclusively code data and
coded some against several different nodes to which the data may have been
relevant. These initial nodes provided the building blocks for further analysis. |
grouped the nodes into embryonic themes reflecting both the semantic and
latent content of the data. Sematic codes were data-driven in that they mirrored
the participants’ language, experiences or perceptions; in other words, little
interpretation was applied around their words. Latent codes went beyond the
explicit content of the data; identifying implicit meaning by constructing
assumptions about what underpinned what was said in the data. In practice,
the separation was not pure and nodes within the study contained both

semantic and latent elements.

Clarke & Braun (2013 p. 248) argue that ‘writing goes hand in hand with doing
qualitative analysis’ and the act of writing is analysis. The writing of analytical
memos facilitated the organisation of nodes into initial thematic groupings. The
relationship between themes can be hierarchical or non-hierarchical and this
was reflected in the grouping and organisation of themes within NVivo. Using a
technique for analysis suggested by Novak and Gowin (1984), | completed the
final development of themes manually through creating mind or concept maps

to define themes and locate their inter-relationships (Berg & Lune 2012).
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| finalised the themes though discussion, sense checking and challenge from
my study supervision team. This was a long and arduous process with many
back to the drawing board sessions and deeper data analysis until the resulting
themes credibly represented my interpretation of the data and provided insight

and illumination upon the study question.

The next section describes how rigour was assured and enhanced. The role
played by reflexivity in ensuring and enhancing rigour within my study will be

discussed separately in Chapter 7.
4.10 Ensuring and enhancing rigour in qualitative research

As qualitative research has become increasingly recognised, and valued, so
has the keenness of those who align with the qualitative tradition to
demonstrate the robustness of methodology and method and the

trustworthiness of their findings (Nowell et al 2017, Horsfall et al 2001).

If claims are to be made about qualitative research, and offered as the basis of
recommendations for practice knowledge, the rigour underpinning the research
design must be demonstrated for others to make judgments about the validity of
the findings (Higgs et al 2004). Within qualitative research this is achieved by
providing sound reasoning and argument about the methodological approach,
the choice of methods and their validity to meet the research aims and
objectives (Rice & Ezzy 1999). Whilst quantitative research is often evaluated
through criteria such as validity of data type collected, reliability of the
experimental method and generalisability of the findings, the literature contains
much debate on the application of these criteria to qualitative research. Bailey
(1996) offers that validity, reliability and generalisability are applicable to all
forms of research, but they are applied differently depending on the
methodology and methods used. Whilst Rosenberg (2016) defends a position
that the study of human action proceeds in a different way to that of the natural
sciences and needs then to be appraised with different standards.

Lincoln and Guba (1985) aligned with the later view and refined the notion of
trustworthiness within qualitative research. They offer a set of criteria to
demonstrate rigour in qualitative research by demonstrating credibility,
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transferability and dependability of the research and providing clear audit trails.
Also, in agreement with Shenton (2004), being explicit about the role of
reflexivity within the study. These criteria have been applied to reflect upon

rigour and bring trustworthiness to this study.

A COREQ (COnsolidated criteria for REporting Qualitative research) Checklist,
can be found in Appendix 24 which | used to check my reporting of the

methodology and methods further demonstrating transparency and credibility.
4.10.1 Credibility

According to Lincoln and Guba (1985), credibility of research is the fit between
the data and the researchers reporting of it. This affords the reader ‘confidence’
that the research findings provide an accurate understanding of the truth in the
context they were set in; albeit through the interpretation of the researcher

(Hammersley 2018).

Providing clear evidence of data collection and analysis as above, discussion of
the findings and demonstrating how the study conclusions were reached, has
provided detail by which others can evaluate the credibility of this study.
Credibility was also enhanced through the supervisory team who were chosen
carefully to match the needs of the research and my learning needs as

identified within a development needs analysis (Appendix 25).

Throughout the study, the supervisory team aided reflection and provided
guidance through discussion and de