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Safe and Well Evaluation: Effect and Impact of Atrial Fibrillation and 
Affordable Warmth Screening – Abstract/Summary 

Critical friend1 report for Cheshire Fire and Rescue Service on the inclusion of atrial 
fibrillation and affordable warmth checks in Safe and Well visits 
 
Dr Julian Clarke 
 

Abstract/Summary 
This critical friend paper explores the introduction and potential impact of the Cheshire Fire 
and Rescue Service’s Safe and Well project (SAW). The specific focus is the potential impact of 
screening for atrial fibrillation and checks on fuel poverty.  The work comprised qualitative 
and limited quantitative interviews with Cheshire FRS staff delivering the work, with NHS 
England managers, and analysis of Cheshire FRS data. The paper looks at impact over 
2017/2018 and 2018/2019 using a public value perspective (Moore 1995 and 2003). This has 
involved examining: 
 
Organisational outputs and potential outcomes: Cheshire fire successfully restructured home 
safety assessments into Safe and Well visits to provide wide ranging health checks for the 
local population. During the research period more than ninety thousand visits were carried 
out. It can be argued that SAW checks will be transformative of the service, has increased 
integration of public health service provision among public service bodies and is leading to a 
more effective use of total public service spend. 
 
Productivity or efficiency including cost analysis: Depending on assumptions, atrial 
fibrillation screening conducted by Cheshire FRS, as part of a SAW visit, has potentially saved 
the NHS up to £550,000 in gross treatment costs and provided potential annual benefits 
worth up to £720,000 (using the current Quality Adjusted Life Year valuation) to citizens 
identified with asymptomatic atrial fibrillation. Using different official valuation assumptions 
from the Department for Transport, the public financial benefit can be reasonably assessed at 
a potential £2,500,000. Similarly, actual savings to householders resulting from fuel poverty 
checks were £19,495. There are also likely to be savings for the NHS and positive well-being 
outcomes from the new SAW visits to which it is difficult to attach a monetary value. There is 
also the potential to calculate benefits and savings for carers. 
 
Financial integrity 
CFRS incurred no additional costs for equipment for the atrial fibrillation screening and the 
checks for fuel poverty. The additional cost of the checks to the SAW visits have been minimal 

                                                 

 
1
 The critical friend is a powerful idea, perhaps because it contains an inherent tension. Friends 

bring a high degree of unconditional positive regard. Critics are, at first sight at least, 
conditional, negative and intolerant of failure. Perhaps the critical friend comes closest to 
what might be regarded as ‘true friendship’ – a successful marrying of unconditional support 
and unconditional critique. 
John MacBeath, Professor of Education Leadership, Cambridge University 
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and are zero for practical purposes. There have been no unacknowledged or uncontrolled 
costs. 
 
Staff morale and capabilities 
Feedback from Cheshire FRS staff highlighted some initial concerns about the training 
provided to conduct the work, especially atrial fibrillation screening. A minority of frontline 
staff felt the added tasks were beyond their remit as firefighters. These feelings seem to have 
been partly mitigated by revisions to training. 
 
Partners and co-producers, morale and capabilities 
CFRS was instrumental creating new local partnerships with local NHS and Public Health 
agencies. Managers from both were positive about initial achievements and future potential. 
Some concerns were raised about the referral pathway into health for atrial fibrillation, 
though it is acknowledged that a lot of consideration was given to ensure the pathway was as 
effective as possible. 
 
Householder approval 
Recent consultation conducted by CFRS indicates broad approval for the addition of health 
checks to home visits. 
 
Learning and innovation 
CFRS have continued a decade and a half of innovation in public protection. They are the first 
FRS to add atrial fibrillation screening to SAW visits and to set up partnerships that enable the 
signpost of citizens at risk of stroke into the NHS. This is often quoted as an example of 
innovation far beyond Cheshire.  
 
Conclusion 
The atrial fibrillation screening and affordable warmth checks have been an important 
addition to CFRS Safe and Well visits and can be shown to be a worthwhile use of existing 
CFRS resources within the context of new partnerships. Estimates indicate real added value 
and real savings for stakeholders across the several partnerships although these are subject to 
acknowledged data limitations and rely on a range of (reasonable) assumptions particularly 
with respect to financial estimates.  
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Introduction 

Since 2014 there has been a shift of emphasis in fire and rescue service (FRS) policy and 
practice. What had been called home fire safety assessments or home safety checks began to 
be designated ‘Safe and Well’ assessments (SAWAs). The change can be traced in part to 
financial constraint and national policy shifts since 2012 and in part to a broader change in 
fire and rescue service development that starts with the 2004 Fire Services Act. All UK FRS are 
engaged in partnerships with other public and third sector organisations and are diversifying 
what is offered in the context of home safety visits.  
 
The Knight report (2013) argued that the reduction in fire related deaths and injuries has led 
to a change in the way that FRSs are run and cooperate both with each other and other public 
service organisation. 
 
This change has increased capacity for other services, such as responding to road traffic 
collisions and flooding and co-responder activity, that, along with increased fire prevention 
and protection work, has helped what were fire response organisations become more rounded 
safety and rescue organisations. (Knight 2013:12) 

 
A range of interconnected themes have developed within emergency service discourse. The 
Coalition government floated the idea of statutorily governed collaboration between FRS, 
police service and the ambulance service (Mansfield 2015). This in turn raised issues of service 
integration, finance and governance. There are important questions to be asked about how 
collaboration leading to integration beyond partnership might take place given different sets 
of statutory responsibilities, different organisational cultures, different constructions and 
types of safety and risk and different skill-sets. The only clearly defined efficiency savings that 
have been realised (and evaluated) up to now have been in back office combinations and the 
merging of some fire services; Devon and Dorset, for example (Mansfield 2015). 
 
Alongside these more recent developments, there has been a longer-term process of FRS 
engagement in specific partnerships with the other emergency services, the wider public 
sector and the third sector. These have broadly related to the development of risk assessment 
and the prevention of risk leading to emergency. The core of the process was the 
development of the home safety assessment/check designed to mitigate the risk of domestic 
fires first among the whole population and subsequently among more targeted high-risk 
categories such as older people. Firefighters received non-technical training and non-
operational advocates/ home safety advisors were employed and trained (see Clarke and 
Kaleem 2010, Clarke 2016). Community Risk Intervention Teams have also been established in 
some areas. These are partnerships across the emergency services and from the FRS point of 
view are an extension of what they have been developing for more than ten years 
(Manchester FRS 2015).  
 
Cheshire Fire and Rescue Service, like other FRS, has entered into a range of partnerships with 
other public service and third sector organisations. These partnerships have had at least two 
purposes: first, to support other organisations in carrying out their functions more effectively 
and second, in some cases, to enhance and make more effective fire prevention and safety 
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work. Partnerships have ranged across support for younger and older people, support for 
migrant integration, domestic abuse support and public health interventions.  
This paper asks what has been the public value of adding two specific public health and 
wellbeing checks to SAW visits? These are checks with householders on atrial fibrillation and 
affordable warmth. It examines the way in which the partnerships that underpin the deliver of 
the two checks have been managed and work and the value that has potentially been created 
by the partnerships. 
 
The paper is structured as follows: 
 
1. An examination of what it means to create public value in a policy and service delivery 

context. 
 
2. A brief account of the policy background to development of preventative fire safety 

work by FRS since 2004. This is followed by an analysis of the extension of home safety 
assessments to include support for wider public service objectives including specific 
public health work; the development of Safe and Well visits. 

 
3. An examination of the findings of evaluations of SAW pilot studies and other aspects of 

the CFRS SAW visits 
 
4. A discussion of atrial fibrillation and affordable warmth as public health policy 

problems.  
 
5. A review of the reliability of the Mydiagnostick device for testing for atrial fibrillation 

derived from a brief examination of the literature 
 
6. An account of the SAW partnerships set up between CFRS, the NHS and the Cheshire 

local authorities responsible for resourcing and planning the new checks are also 
examined; including training, targeting and delivery of SAW visits  

 
7. An account of implementing the two new Safe and Well checks 
 
8. An analysis of qualitative and limited quantitative research focused on the views of the 

front-line staff, senior CFRS managers and partnership staff engaged in setting up and 
delivering the atrial fibrillation and affordable warmth checks. The intention was to 
derive a qualitative commentary from partnership personnel: 

I. NHS Managers 
II. Public Health Teams 

III. Front line firefighters and community safety advocates responsible for delivery 
IV. Station Managers  
V. CFRS officers responsible for planning and oversight of SAW checks. 

 
Results of CFRS consultation on citizen and staff views of the inclusion of public health 
checks within SAW visits are also included here as is a brief examination of the HR 
section of the HMICFRS 2018/2019 report on CFRS. 
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9. An examination of actual outputs and outcomes from the two checks 
 
10. An assessment of the benefits and the value of benefits accruing to different 

categories of stakeholder 
 
11. Summary of achievements and challenges 
 
12. Conclusion: the creation of public value 
 
 

1. Public Value 

The idea of public value originally elaborated in Mark Moore’s book (Moore 1995), suggests a 
fundamental revision of the way change and innovation in public service is evaluated. In a 
previous paper the author examined an initiative undertaken by Cheshire Fire in relation to 
public service access for European migrants in the county in terms of public. The title of the 
paper contained the phrase ‘beyond authority’, which was coined by the senior manager who 
oversaw the initiative. This phrase suggested that fire and rescue services might take on work 
not usually defined as within their remit (Clarke 2016). They could deliver such a service 
because it could be integrated into existing work and they had the capacity and (at least 
potentially) the skills to do it.  The SAW checks satisfy three initial criteria. 
 
The existence of: 

 An authorising environment 

 Operational capacity 

 The (potential) public value realised and the relationship to strategic goals 
(Williams and Shearer 2011:1376) 
 
The authorising environment in this case can be conceived as the political and policy context 
in which the SAW visits were developed and implemented (see above section 2 of this paper) 
In addition, there is the key characteristic in public value discourse of thinking ‘outside the 
box’. It can be summarised as follows: 
 
… the public value framework provides an affirmation of managerial ingenuity and 
expertise, albeit within a binding democratic order and a finite resource base.  The 
manager’s purpose is envisaged as going beyond policy implementation to the more 
proactive exercising of creativity and entrepreneurialism. (Williams and Shearer 2011:1372) 
 

As with other approaches to assessing the value on non-market goods, there is a problem of 
assessment and measurement. Quantitative approaches may attempt, as with Social Return 
Of Investment, to establish objective/well-argued proxy measures. A qualitative approach 
might simply ask a sample of stakeholders if they thought the innovation was a good thing. A 
referendum approach would judge success as 50% plus in favour as a success. CFRS 
consultation suggest that the service has close to 90% support/approval for Home Safety 
Assessment with a health check element. Approval is slightly higher among people over 65 
than among younger citizens (CFRS 2017:52) 
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Moore (2003) has argued that a modified 360-degree scorecard constitutes a way of looking 
forward rather than backward. The scorecard identifies a range of features: 
 

 organisational outputs, 

 productivity or efficiency including cost analysis 

 financial integrity  

 staff morale and capabilities, 

 partners and co-producers, morale and capabilities 

 householder approval2 

 learning and innovation (increasing productivity in standard activities) 
 
In his [Moore’s]opinion, the classical version of the [balanced scorecard] is not appropriate for 
non-profit organisations because financial measures are a means and not an end, customers 
are strongly diversified in terms of their characteristics (including third party players and 
upstream customers), the driving force is not the competitive advantage but partnerships. 

(Ćwiklicki 2016:23).  

 
These methods can be applied to potential public value outcomes from the AF and AW 
partnership working: 
 

 Creation and management of effective public service partnerships 

 Creation of SAW visits integrating health checks into fire safety visits  

 SAW checks that may be transformative of the service 

 Increased integration of public health service provision among public service bodies 

 More effective use of total public service spend 

 
 

2. Safe and Well Assessments: beyond fire prevention 

This section provides a brief account of the policy background to the development of 
preventative fire safety work by FRS since 2004. It then analyses the extension of home safety 
assessments to include support for wider public service objectives including specific public 
health work; the development of the Safe and Well visit. It examines also two evaluations of 
early Safe and Well work produced by Public Health England and John Moores University 
 
The original rationale for Home Safety Visits was derived from a fire prevention agenda that 
developed out of the 2004 Fire and Rescue Act and was realised through annually refreshed 
Integrated Risk management Plans.  Prevention and safety also continually received upgraded 
focus in the National Framework documents (compare, for example, Fire and Rescue Service 
National Framework 2008–11:13 with Fire and Rescue National Framework for England 2018).  

                                                 

 
2 ‘Household approval’ is the author’s addition to the original criteria 
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The first of these documents contains general reference to fire prevention while second is 
very detailed in relation to varied fire vulnerabilities and to partnership working. 
 
Home Safety Visits/Fire Risk Checks became a major part of FRS work after 2004 and played a 
major role in reducing domestic fires, fire deaths and injuries and property losses.3 Originally 
the checks were offered to all households. Now they are focussed on those households that 
are at heightened fire risk: mainly comprised of older people. The refocussing of checks fits 
well with NHS priorities that are intended to provide preventative services for the same 
category of households. FRSs are carrying out over 650,000 checks each year, making 
partnerships an important means for the NHS and Public Health England to ‘piggyback’ on the 
checks and target these services. 
 
The rationale for the Safe and Well rebranding was originally to broaden home safety visits to 
consider and try to mitigate health risks directly related to fire prevention.  Several 
developments indicate that a process of diversification has broadened their scope to 
collaboration, particularly with the NHS, with a more general engagement with preventative 
health care; an engagement that takes FRS well beyond their core remit. 
 
In the autumn of 2015, the Chief Fire Officers Association (CFOA 2015) produced a document 
suggesting extended FRS cooperation with the NHS in the form of SAWAs. The document 
echoed a view taken by Simon Stevens, chief executive of NHS England which focused on the 
prevention of falls by older people (65+) and the potential for reducing hospital admissions 
(Guardian 2014). CFRS senior management played an important part in the initial negotiations 
that led to the setting up of the Safe and Well framework 
 
From Home Fire Safety Assessments to Safe and Well Visits: national partnership 
On 1 October 2015 NHS England, the Chief Fire Officers Association, the Local Government 
Association, Public Health England and Age UK published a joint consensus statement setting 
out a national commitment to improve health and wellbeing. (Public Health England /Chief 
Fire Officers Association 2016:1). 
 
The same partnership drafted four recommendations to underpin the engagement of FRS in 
appropriate public health work: 
 

                                                 

 
3 FRSs attended 167,150 fires in 2017/18. This was a three per cent increase compared with 
the previous year (161,997) but a 43 per cent decrease compared with ten years ago (293,920 
in 2007/08). The number of fire-related fatalities had been on a general downward trend 
since comparable figures first became available in 1981/82, when there were 755 fire-related 
fatalities, though the numbers have fluctuated (relating to the relatively small numbers 
involved). In 2017/18, however, there were 334 fire-related fatalities (including 72 from the 
Grenfell Tower fire) compared with 263 in the previous year (an increase of 27%).  There were 
3,306 non-fatal casualties requiring hospital treatment1 in 2017/18 (including 77 from the 
Grenfell Tower tragedy). This was a six per cent increase compared with the previous year 
(3,128) but a 13 per cent decrease compared with five years ago (3,811 in 2012/13) (Home 
Office 2018:4) 
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 Adopt the Safe and Well visit as part of the local risk assessment of health and social 
care needs  

 Use fire stations as community assets to support healthy lifestyles in local communities  

 Work with fire services to understand the links between mental health and fire risk and 
to strengthen the community response  

 Consider the role of fire services in the use of assistive technology and Telecare  
(Public Health England /Chief Fire Officers Association 2016:4) 
 
The Fireworks report produced with CFOA support, examined cooperation between the blue 
light and other public services through a series of case studies and concluded that: 
 
Used properly, the trust invested in the FRS, particularly in communities facing disadvantage, 
combined with the firefighters’ skills on the prevention agenda could make a huge difference 
to public health, the delivery of social care and other societal issues (Mansfield 2015:40). 
 
 

3. Previous Evaluations 

2015/ 2016 pilot studies 
Over the winter of 2015/2016 Public Health England and the Chief Fire Officers Association 
sponsored three FRS (Staffordshire, Gloucestershire and Manchester) to extend their home 
safety assessment into SAWs. The pilots had the broad objective of reducing winter pressures 
on public services through a focus on falls, social isolation, cold homes and flu vaccination. 
The SAW visits were targeted to reach older and disabled people and people with at least one 
long term health condition (Public health England 2016:8). If successful, shown through 
measurable impact, the pilots would demonstrate enhanced public service capacity through 
FRS/NHS partnership. The objectives were to: 
 
1. Build capacity within pilot areas to deliver Safe and Well visits which systematically focus 

on a broader range of health issues, including issues relating to winter-related ill-health 
(including falls, social isolation, cold homes and flu).  

2. Identify households vulnerable to falls, social isolation, cold homes and flu within pilot 
areas.  

3. Provide targeted interventions to reduce the risk of falls, social isolation, cold homes and 
flu which may lead to a reduction in the pressures on public services in local areas (for 
example, A&E admissions to hospital, fire service call-outs, demands for GP and social 
care services).  

4. Build and strengthen relationships between the FRS and local service partners, including 
development of referral pathways into other forms of help and support within the 
community.  

5. Reduce the risk of excess winter deaths.  

6. Demonstrate the value of the FRS in supporting partners to improve health and 
wellbeing and reduce demand on health and social care services. 

(Public Health England 2016:7) 
 



12 

 

Safe and Well Evaluation 

 

A thorough and robust evaluation was carried out, which has implications for the CFRS 
partnerships. In summary the evaluation found that the pilots had realised the first four 
objectives. The evaluation was naturally not able to determine the outcomes of the SAW visits 
because of the absence of outcome data. Therefore, the two last objectives could not be met 
in the short term. 

 
The evaluation also asked the following questions: 

 

 How have the specific interventions being considered in the three pilot areas had an 
impact on winter pressures?  

 What was the impact of the interventions on the individuals who received a home 
visit?  

 What was the return on investment of the intervention? 
(Public Health England 2016: 8) 
 
Although evaluation says that it was not able to assess objective 6, it rather underplays the 
worthwhile attempt made in the report at assessing the value of the SAW visits using cost 
benefit, SROI and social value criteria. Although the limitations are recognised, this attempt is 
extremely important in broadening the debate about how the value of SAW visits are to be 
assessed and perhaps measured. 
 

2018 Cheshire and Merseyside evaluation 
In 2017 the Public Health Unit at Liverpool John Moores University was commissioned to 
evaluate public health checks making up part of SAW visits made by Cheshire and Merseyside 
FRS in the following year. The aim was to evaluate both process and outcome in relation to 
four aspects of the safe and well visits: falls prevention, bowel cancer screening, alcohol 
consumption and tobacco use. 
 
The evaluation provides a very full account of the challenges for and experiences of both sets 
of FRS staff in attempting to deliver four very different kind of public health intervention. The 
team took what they called a ‘realist’ approach to evaluation: 
 
1. The realist evaluation question – How does an intervention work, what aspects, to what 

extent, for whom and under what circumstances? 

2. Identifying underlying causal mechanisms and understanding how the Safe & Well 
approach triggers them. 

3. The idea that it is not an intervention or programme that changes people, it is how 
people interpret and respond to what the intervention or programme provides (the 
‘resource’) that causes change. 

(Public health Institute LJMU:46) 
 
The report examines the response of individuals and households to the inclusion of health 
questions and indicates in some cases limited understanding of or confusion about the 
extended scope of Safe and Well visits. Overall households engaged well with some of the 
health checks. The falls and bowel cancer screening checks were on the whole well received 
whereas the alcohol and smoking checks were much less so. 
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Staff conducting the visits were found to be broadly confident about providing the health 
checks and thought training adequate. A minority found the change in the nature of the visits 
problematic. An examination of the referral mechanisms to the NHS in the case of the Falls 
Risk Assessment Tool test indicated some confusion and inconsistency. No attempt was made 
to assess the value for money of SAW checks because this was beyond the scope of the 
report. In any case, according to the report, there was insufficient data in some areas to 
support such estimates. 
A key conclusion was that: 
 
… there are fundamental differences between the FRS and health services in how practitioners 
promote client behaviour change and this would suggest a need to further tailor and refine 
intervention content to take account of both the format of delivery (Public health Institute 
LJMU:52) 
 

Although the two reports were produced in different contexts and underpinned by different 
research assumptions, the findings and recommendations have much in common. 
 

 Need for further training to improve FRS officers’ and advocates’ ability to deal with 
personal health checks  

 Attention should be paid to the changes in staff attitudes and in working culture 
required by SAW visits.  

 Need to broaden public perception of what the health check parts of SAW visits were 
trying to do 

 Improve client engagement with the health aspects of the visits. 

 Interaction with client stakeholders to improve the health check aspects of SAW 
reports was particularly emphasised by the LJMU report. 

 The adequacy of referral pathways and the criteria that determined referrals required 
more thought and development; there was a need for refinement. Each check requires 
different referral criteria and different judgements to be made by the referring officer.  

 The PHE report emphasised the importance of partnership building and data sharing 
as an essential constituent of building effective intervention.  

 There was room for more effective targeting on key vulnerable population categories. 

 The PHE report indicated that re-evaluation should occur so that outcomes (as 
opposed to outputs) could be assessed and that better attempts at determining value 
for money (cost benefit or SROI) and overall social and public value could be 
determined. 

 
These recommendations have influenced the approach taken to assessing the outputs and 
outcomes of the partnerships that have supported the atrial fibrillation and affordable 
warmth checks 
 

 



14 

 

Safe and Well Evaluation 

 

4. Two public health problems: Atrial fibrillation and affordable 
warmth 

Atrial fibrillation 
Better diagnostic methods and an ageing UK and European population have meant that 
medical professionals are increasingly recognising that AF is an important public health 
problem. 

In the last 20 years, atrial fibrillation (AF) has become one of the most important public health 
problems and a significant cause of increasing health care costs in western countries. The 
prevalence of AF is increasing due to our greater ability to treat chronic cardiac and 
noncardiac diseases, and the improved ability to suspect and diagnose AF. … At the present 
time, the prevalence of AF (2%) is double that reported in the last decade. The prevalence of 
AF varies with age and sex. (Zoni-Berisso et al 2014) 

Atrial fibrillation is associated with a range of other heart conditions and diseases; principally 
the occurrence of stroke. Although there are different risk models that predict the likelihood 
of stroke with AF it is agreed that there is a causal link.  (Lip et al 2010 and Gage et al 2001) 
The situation is complicated by the fact there are a number of ways of classifying AF. The type 
that is of principal importance for this paper is known as silent or asymptomatic AF.  

Given that there is a relationship between AF and stroke the identification of people who are 
asymptomatic is potentially important for reducing the incidence of stroke through 
antithrombotic (anticoagulant) therapies. The problem with this type is that: 

This asymptomatic, or silent, AF is diagnosed incidentally during routine physical 
examinations, pre-operative assessments or population surveys. (Savlieva and Camm, 2000) 

Atrial fibrillation occurs at an increasing rate as people get older and seems likely to affect 
men at a greater rate than women. 

AF is present in 0.12%–0.16% of those younger than 49 years, in 3.7%–4.2% of those aged 60–
70 years, and in 10%–17% of those aged 80 years or older. In addition, it occurs more 
frequently in males, with a male to female ratio of 1.2:1. The incidence of AF ranges between 
0.21 and 0.41 per 1,000 person/years. (Zoni-Berisso et al 2014) 

Atrial fibrillation is a condition which is underdiagnosed and undertreated in the North West 
of England.  

The NHS estimate that in our region there are over 20,000 people who have the condition but 
are either not identified or not well managed on treatment - as many as 40 per cent may not 
be managed according to NICE guidelines. Subsequently, there are some of the highest AF 
related stroke rates in the country, many of which could be avoided… yet AF is highly 
amenable to treatment and has been identified by Public Health England as offering a good 
opportunity to improve treatment and avoid strokes (The Academic Health Science Network 
for the North West Coast 2018). 

Therefore, screening of the 65 years plus population for AF is likely to lead to positive public 
health outcomes both from the point of view of cost and of quality of life for those screened. 
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Cost of stroke treatment 

The current  current population of Cheshire is slightly above  1 million. If we take stroke rates 
to be in the range 1.33 to 1.58 per thousand people (Saker, Macguire and Wolfe, 2009:27) 
this gives a range of 1,330 to 1,580 for Cheshire.  

There is a definable benefit in savings to health delivery organisations for the treatment of 
stroke. The Stroke Association (2015) estimates that a stroke costs these organisations at 
least £45,000.  
 
The average societal cost of stroke per person is £45,409 in the first 12 months after stroke 
(cost of incident stroke), plus £24,778 in subsequent years (cost of prevalent stroke). The 
average cost of NHS and Personal Social Services (PSS) care in the first year after a severe 
stroke is almost double that for a minor stroke (£24,003 compared to £12,869) (Stroke 
Association 2015). 
 
Overall stroke costs the UK 25.6 billion per year: 
 
We estimate that £15.8 billion of this is the value of care contributed by informal/unpaid 
carers, which is almost double the NHS and PSS care costs of £8.6 billion. £25.6 billion 
attributed to stroke in the UK per year. Of note, we estimate that £15.8 billion of this is the 
value of care contributed by informal/unpaid carers, which is almost double the NHS and PSS 
care costs of £8.6 billion (Stroke Association 2015). 
 
Affordable warmth 
 
The Public Health England has identified cold as a major contributing factor to a range of 
health problems; 
 
Cold homes are associated with a range of poor health outcomes. Cold can increase the risk of 
respiratory problems, such as asthma and bronchitis;circulatory problems, such as CVD and 
stroke; and exacerbate existing health conditions, including asthma, diabetes and recovery 
following hospital discharge.Home temperatures also have implications for mental health: 
cold is linked with increased risk of conditions such as depression and anxiety (Public Health 
England 2014:4). 
 
The pilot study referred to in the previous section indicated that: 
 
Most excess winter deaths and illnesses are caused by respiratory and cardiovascular 
problems during relatively moderate outdoor winter temperatures of 4 to 8°C. The risk of 
death and illness increases as the temperature falls further, yet much of this is preventable. 
(Public Health England 2016:8) 
 
Concern about the relationship between fuel costs and health date back at least to the 1970s 
and the Fuel Poverty Advisory Group have been producing annual reports since 2003 and the 
connection of fuel poverty to health is explicitly recognised in their 2010/11 report where a 
full chapter is devoted to the relationship between fuel poverty and health (FPAG 2012, 29-
31). The creation of health and well-being boards in 2012 have made local authorities focus 



16 

 

Safe and Well Evaluation 

 

on the connection between cold and health.  There is a well-researched connection between 
fire death and injury and age and inadequate heating in particular: 
 
 … the adequacy of the heating system to prevent the use of supplementary heaters, and any 
defects to the system (English Housing Survey, 2012-13:28-29) 
 
Hypothermia is known risk factor in the absence of adequate heating and is related to a range 
of other health conditions (NHS 2017) Public Health England indicates that fuel poverty and a 
range of cardiac events are more specifically related: 
Research suggests that deaths from cardiovascular disease in England were 22.9% higher in 
winter months than the average for other times for the year. Studies have found that cold 
affects circulatory health where temperatures fall below 12°C, which results in raised blood 
pressure, caused by the narrowing of the blood vessels, which can lead to increases in blood 
thickness as fluid is lost from circulation. Increased blood pressure, and increased blood 
viscosity, can increase the risk of strokes and heart attacks (Public Health England 2014:10). 
 
So how many preventable deaths and serious illnesses can be ascribed to fuel poverty or 
other failures to adequately heat a home and what is the cost to the NHS and Public Health 
providers? 
 
Excess Winter Deaths (EWD) is the concept used to guide analysis of the effects cold and 
disease during the months December to March. This refers to the number of deaths in excess 
of those recorded in the rest of the year normalised for the weather conditions in each 
country. The UK has a relatively poor record when compared with other European countries. 
The recent average of UK EWDs is about 32000 of which 3200 (10%) are attributable to fuel 
poverty. 
(Guetler and Smith 2018:2). 
 
Department of Business figures indicates that in the North West of England an average of 
more than 13% of houshholds experience fule poverty (Department of Business, Energy and 
Industrial Strategy, 2019a:6). The average for the four Cheshire authorities is slightly lower 
and can be estimated at just over 10% based on a figure of over 49, 000 households 
(Department of Business, Energy and Industrial Strategy, 2019b Table 2). 
 
The Cheshire local authorities try to estimate EWDs within their areas of operation. It is 
difficult to arrive at definitive figures because published reports differ in terms of time periods 
referenced and annual temperature and weather differences contribute to widely varying 
EWDs. Over the period 2011-2018 an annual average of 540-550 EWDs can be reasonably 
estimated to have occurred. Using Guetler and Smith we can estimate that about 55 of these 
deaths can be attributed to cold and by inference to fuel poverty. 
 
Fuel poverty is a particular problem for people over 65 not just in terms of excess winter 
deaths. It may affect their ability to eat properly imposing a restricted and sub-optimal diet, 
which will also affect health (University of Sheffield 2016) 
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5. Atrial fibrillation diagnosis: use of a handheld device 

If an atrial fibrillation check/screening was to be carried out in the homes of clients a portable 
easy to use device was required. This was provided in the form of the handheld 
Mydiagnostick. Other handheld devices were considered such as Alivecor. However, it was 
considered the Mydiagnostick handheld device was most appropriate for use by fire and 
rescue service staff as it does not require an APP and is a robust piece of equipment. The 
Mydiagnostick handheld device has been subject to a wide range of evaluations.  The 
Wakefield Clinical Commission Group area found the device to be extremely reliable when 
tested against the standard 12 lead ECG and pulse checks (York Health Economics 
Consortium, 2016). 
 
Tielmann and colleagues concluded that: 
 
This study demonstrates a 100% sensitivity and a 95.9% specificity for detection of AF by the 
MyDiagnostick, a device developed for screening and documentation of AF. … These results, in 
combination with the simplicity of handling of the device, may enable large screening 
programmes in the near future. (Tieleman et al 2014) 
 
In a second paper Tielmann argues that: 
 
… the current evidence suggests that screening is meaningful in all patients above the age of 65, 
since in most of these patients, oral anticoagulation appears to be indicated. Furthermore, once AF 
is diagnosed, all physicians should adhere to the guidelines on initiation of oral anticoagulation in 
these patients. A screening programme, such as performed by the BeHRA, is a good way to focus 
attention on this important topic to the general public, but it is still only a drop in the ocean of the 
total population at risk. For this purpose, the Dutch Society of Cardiology recently initiated the 
‘Connect AF’ programme in The Netherlands. This initiative puts energy in teaming up GPs and all 
other AF caregivers, in order to develop and implement (regional) AF screening and spread the 
word on guideline-based anticoagulation. (Tieleman et al 2016) 
 
Kaasenbrood felt that in their study using Mydiagnostick that they had: 
 
… demonstrated that single-lead electrocardiogram screening with an easy to use hand-held 
device … is scalable to a nationwide approach with as a result, tens of thousands new cases of 
atrial fibrillation (AF) that could receive adequate stroke prevention. (Kaasenbrood et al 2016) 
 
Vaes argues that: 
 
The use of the MyDiagnostick seems much more practical than electrocardiographic 
monitoring at home. It involves no skin electrodes or wires and the use of the device does not 
require any experience or medical knowledge. Furthermore, using the MyDiagnostick is faster 
and cheaper. The MyDiagnostick also has an additional advantage in comparison with a blood 
pressure monitor that detects an irregular pulse, since every recording is registered and the 
single-lead ECGs can be consulted later on to confirm the red lights that the patient detected. 
(Vaes et al 2014) 
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And concluded that: 
 
The MyDiagnostick is an easy-to-use device that showed a good diagnostic accuracy with a 
high sensitivity and specificity for atrial fibrillation in a convenience sample in primary care 
(Vaes et al 2104: 
 
Similarly, Battipaglia and her colleagues found that: 
 
During a single-day screening for AF in a large population, MDK (Mydiagnostick) resulted to be 
an easy-to-use new technology, with very good diagnostic accuracy for AF detection. We 
obtained clear ECG recordings in only 15 s, with a low interobserver variability, supporting the 
reliability of this novel device. Using MDK general practitioners could regularly screen all 
patients >65 years, at higher risk for ischaemic thromboembolic stroke, more frequently. This 
easy to use and portable device has a potentially important role in population screening for 
AF. (Battipaglia et al 2016) 
 
The conclusion of these rigorously conducted evaluations of Mydiagnostick, is that the device 
is extremely reliable even when compared to the standard 12 patch and pulse tests. It is also 
easy to use and requires no specialist medical knowledge. 
 
 

6. CFRS health check partnerships: formation and delivery 

Fire Services have, at least since the passage of the 2004 Act, forged a range of partnerships 
with other public service bodies and the third sector. The transformation of Home Safety 
Assessments in to Safe and Well visits has presented problems both of partnership formation 
and delivery of the two health checks examined here. Home Safety Assessments dealt entirely 
with elements of domestic fire safety and referrals to other agencies were limited. The Safe 
and Well visits required complex signposting and referral pathways to the NHS that require 
extensive negotiation. Coordination between FRS and the NHS has, however, not been 
unproblematic. The principal challenges have related to data confidentiality, to different 
expectations and to different working methods. There has been agreement that CFRS has 
been able to make a valuable contribution to signposting a number of people who have 
asymptomatic atrial fibrillation to their GPs for anticoagulant therapy. 

 
A formal Safe and Well delivery partnership agreement was made in 2016 between CFRS and 
the National Health Service Commissioning Board and the four Cheshire local authorities 
(Cheshire West and Chester, Cheshire East, Warrington and Halton). Initially the agreement 
added the following health checks to the usual fire safety assessment: slips, trips and falls 
(FRAT test), Smoking cessation, alcohol reduction Bowel cancer screening< post-fall hospital 
discharges, Fuel poverty (affordable warmth) and hypertension and blood pressure. A test for 
atrial fibrillation was added at the specific request of the Halton CCG. This has subsequently 
been extended to cover the rest of the CGGs covering the other three local authority areas. 
Referral and signposting routes to the appropriate health service functions and to an 
affordable warmth third section organisation were also indicated. 
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CFRS partnerships: atrial fibrillation 
As already indicated the two health checks discussed in this paper have been carried out in 
the context of a wider set of health checks added to home visits to produce the more 
comprehensive SAW visit. CFRS have an extended history of entering into innovative 
partnerships with other public service organisations. This has meant that both the NHS and 
the Cheshire local authorities had a good sense of the capacities of CFRS (Clarke 2016:221).  
 
In 2015 Halton NHS CCG had made a detailed application for a grant for equipment purchase 
and were awarded £21,664 by the North West Coast Academic Health Science Network to 
buy 42 Mydiagnosticks to detect hidden atrial fibrillation (around 30 were made available to 
Cheshire FRS). 
 
Halton has a population of approximately 20,500 people over 65 years. An estimated 500 
people in Halton have undiagnosed AF. Halton CCG considered Cheshire FRS Safe and Well 
visits as an opportunity to identify people with undiagnosed AF (Halton Clinical 
Commissioning Group, 2015). 
 
We are aware that the National Screening Committee came out in July 2019 against AF 
screening and the results of the current SAFER trial will hopefully answer some of the more 
nuanced points around asymptomatic transient AF in the general population. However, the 
Cheshire FRS work, in partnership with Public Health agencies, is targeted case-finding in 
harder to reach groups than screening and delivered at negligible cost.  
 

CFRS partnerships: affordable warmth 
All four of the Cheshire local authorities have produced an affordable warmth policy and 
planning documents. A unified approach, however, was taken to the affordable warmth 
partnership. Cheshire FRS played a key role in kick-starting this work and joining up thinking 
with the Local Authorities when it added affordable warmth screening to Safe and Well work. 
This also included considering the FRAT test for falls and adapting the questions to help 
identify people at risk of living in cold homes. It was agreed that all affordable warmth 
referrals would be made to Energy Projects Plus. EPP is a long established third sector supplier 
of advice on fuel supply and affordability.  
 
A key element of the Safe and Well programme is to identify residents who may need support 
in specific health related aspects of their home. Keeping warm is crucial to a healthy existence 
at home and the referral questions are designed to enable Fire Service personnel to identify 
potential risks to vulnerable residents and promote the advice and support available through 
Energy Projects Plus and the range of schemes that may be available to residents. (Energy 
Projects Plus 2019) 
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7. Implementing the two new Safe and Well elements 

Training 
Firefighters and advocates received AF training directly from Halton Clinical Commissioning 
Group. Training consisted of a basic presentation to firefighters and advocates which 
summarised the nature of (undetected) AF and explained how to use the Mydiagnostick 
handheld. 
 
Affordable warmth training was done by Energy Projects Plus. The organisation provided a 
very detailed presentation that discussed all aspects of fuel poverty, the potential for 
increasing domestic energy efficiency and ways of obtaining benefits and lower fuel costs. In a 
subsequent section of the paper firefighter and advocates perception of the both sets of 
training will be examined. 
 
Targeting 
CFRS has been carrying out domestic safety assessments since the 2004 Fire services Act 
included prevention as an active duty for FRS. More than 300,000 were carried out between 
2006 and 2011 (Arch and Thurston, 2012). Fire and rescue services began to carry out locally 
devised risk analyses. Initially CFRS: 
 
…  had worked delivering assessments on a ward basis. This involved calculating rates of 
dwelling fire per ward and categorising them into high, medium and low risk categories. 
(CFRS 2016:3) 
 
Further examination of incident data indicated that this model was not sufficient to provide 
adequately fine-grained risk analysis.  
 
1. Personal risk (calculated based on age and gender mortality data).  

2. Geo-demographic risk (using the Mosaic dataset which classes every household in 
Cheshire into one of 15 groups, this data was then matched with the historical incident 
data in order to understand which groups were disproportionately victims of fires and 
related injuries). 

3. Lone person risk (this meant that a lone person would score more than someone who 
was co-habiting). 

4. Response risk (this takes into account how long it takes for the Service to attend at 
each property in the event on an emergency). 

 
CFRS has been using Exeter data for over a decade. This has allowed the Service allowed CFRS 
to refine their risk model and enable the targeting of SAW visits on high risk categories of 
older people.  It is important to emphasise that households are targeted for SAW visits based 
on fire safety risk assessment.  
 
Using combinations of the above characteristics CFRS were able to further refine risk 
assessments for individuals and households most of whom were over sixty-five years old. This 
method fitted closely to the public health providers perceptions of the health risks to people 
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in the same age groups. From 2013 to 2015 CFRS was able to carry out over 50,000 targeted 
assessments.  
 
Atrial fibrillation 
Firefighters and advocates use a Safe and Well questionnaire that is divided into sets of home 
and fire safety questions and health questions. The atrial fibrillation section begins with an 
explanation of the conditions its potential consequences followed by an offer of a 
Mydiagnostick check and an assurance that treatments are readily available. If the result of 
the check is positive clients are given an explanatory leaflet and advised to contact their GP 
immediately. In SAW Phase 1 atrial fibrillation checks were only carried  
out within the Halton CCG area. With support from West Cheshire, East Cheshire, South 
Cheshire and Vale Royal CCGs, Phase 2 has gradually extended checks to the whole of 
Cheshire. 
 
Signposting via a leaflet given after a positive AF test is agreed by all parties to the 
partnerships to be inadequate. The problem has been to ensure that householders having a 
positive result actually visit their GP for further testing. Monitoring of the results would 
provide confirmation of the success of AF testing during SAW visits.  
One CCG has requested direct data transfer from CFRS. There has been lengthy discussion 
about the best way to achieve this. No satisfactory resolution has been obtained at the time 
of writing. This is the result of a number of factors: lack of IT interoperability, data 
confidentiality (GDPR) and the resource requirements of setting up a more satisfactory 
referral pathway/system. 
 
A possible solution is for the manufacturers of Mydiagnostick to innovate and develop a print 
enabled solution from the device to an attached micro-printer without the need to be 
attached to a separate laptop or tablet. This could negate the IT issues and gets around GDPR 
completely. It also will provide GPs with the ECG reading which they need to call in those 
people that have produced a positive reading on the handheld device. 
  

Affordable Warmth 
The affordable warmth check starts with a general explanation of its purpose and then moves 
on to a series of questions about heating and fuel bills and asks whether the householder(s) 
would like advice. If consent is given a referral is made to Energy Projects Plus (a charity based 
in Liverpool) but covering both Liverpool and Cheshire region) who can give comprehensive 
advice on all aspects of fuel consumption and keeping warm. 

 
This section contains and account of qualitative and limited quantitative research focused on 
the views of the front-line staff, senior CFRS managers and NHS and PHE partnership staff 
engaged in setting up and delivering the atrial fibrillation and affordable warmth checks.  
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8. Stakeholder responses 

A range of partnership stakeholders responded to questionnaire schedules designed to obtain 
their views about the targeting, delivery of and referral/signposting from SAW visits. 
Qualitative and limited quantitative research focused on the views of the stakeholders 
engaged in setting up and delivering the atrial fibrillation and affordable warmth checks. The 
intention is to derive a primarily qualitative commentary from: 
 

 Front line firefighters and community safety advocates responsible for delivery 

 Partnership personnel 

 Station officers  

 CFRS managers responsible for initiation, planning and oversight of SAW checks. 

 NHS England and Public Health England managers 
 
A limitation of this paper is that no direct access to the views of householders was available. 
 
Fire fighters and advocates4 
An on-line questionnaire was used to obtain responses from fire fighters and community 
advocates. It asked whether they thought the two health checks were valuable additions to 
the SAW visit, whether training had been adequate, whether they were confident in 
delivering the checks. It asked also for both groups to estimate how long the two checks took 
and whether they thought the two checks should be extended to other services. A summary 
of responses is provided here. A detailed account of questionnaire outcomes can be found in 
Appendix 1)  
 
The qualitative responses are the primary focus, but some limited quantitative analysis was 
carried out on fire fighter data where it seemed appropriate. At the time that the 
questionnaire was used (September 2018) some CFRS personnel had not been trained in and 
were not doing the atrial fibrillation check. This allowed some limited comparison between 
fire fighters who were carrying out the AF check and those who were not. 
 
Value of the two checks 
Firefighters were offered three options to answer the question about the value of the 
additional checks: yes, no and unsure. As the first question was about the value of both 
checks it was not possible to disaggregate the view of firefighters about the value of the 
affordable warmth check on the basis of lack of training 
 
A total of 94 frontline firefighters answered the questionnaire. Among those that had 
received atrial fibrillation training and were carrying out the AF check a positive attitude was 
held by the majority of firefighters. Amongst those without training the figure was lower at 
33%. We can infer that there was a positive relationship between receiving training and the 
attitude towards the value of the two health checks. It also seems likely that training would 
move respondents from the unsure category to the positive. We might also infer that 

                                                 

 
4 A fuller account of front line staff responses can be found in Appendix 1 
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respondents who viewed the extension negatively were unlikely have their view changed by 
training. No definite causal inference can be derived and inferences must be treated with 
caution. They simply indicate statistically significant relationships (see Appendix 1). 
 
Positive attitudes towards the checks were expressed as follows by those firefighters that 
thought that the two checks were a valuable addition to SAW visits as follows. These centred 
on the simplicity of the test and its preventative potential for high risk householders. 
 
Firefighters with a negative view of the two checks had a number of concerns: the reliability 
of the device, the training and skill involved in deploying the device, the limitations of the 
signposting  arrangements and that this kind of check was not part of a firefighters job. 
In the case of the value of the affordable warmth check there was a clear connection between 
a positive view and the experience of training. It does appear, however, that the relationship 
was less strong than for atrial fibrillation.5 
 
Opinions about affordable warmth checks were mainly positive. Vulnerability to cold was 
well-recognised by frontline staff. A reservation was expressed about the possibility of 
embarrassing householders with questions about the affordability of heating bills, 
Comments made by firefighters that were unsure about the value of the two checks and 
contained a mix of attitudes. Some thought that the idea of the AF check was good but that 
implementation could be improved. Some were resentful about continuous additions to the 
SAW process and some were concerned about stress and worry cause to householders by the 
idea of the AGF check 
 
The advocate sample was very small (17). On the whole, they were more positive than 
frontline fire fighters. Among advocates a similar range of positive and negative views were 
expressed with more positive views being expressed about the AF check 
 
Training 
Respondents were asked to rate AF and AW training as good or poor. Attitudes towards the 
quality of AF training varied. These attitudes were related to the general view of the value of 
the AF check.  Statistical tests showed a significant relationship between a positive attitude 
towards training among those firefighters who thought the atrial fibrillation check a valuable 
addition to SAW visits. Qualitative comments from those fire fighters about AF training 
indicated that overall it was thought to be adequate in explaining how to use the device. 
There were concerns about the depth and range of training. In particular, respondents were 
uncertain about what detailed information they should give about a positive AF result and 
how to deal with householders were worried by it.  
 
There were insufficient advocate responses to perform statistical tests on AF training. They 
were fairly evenly split on the quality of AF training (8 good, 9 poor). Qualitative comments 
covered similar themes as those raised by firefighters.  
 

                                                 

 
5
 As only a single question was about the two checks and the two sets of training categories 

overlapped, the responses cannot be regarded as independent. 
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Affordable warmth training 
67 out of 94 firefighters said that they had had affordable warmth training. The relationship 
between a positive attitude to the two checks and judging the training to be good or poor was 
statistically significant indicating a strong relationship between the attitude towards the two 
health checks and the attitude towards the AW training. Very few fire firefighters made 
qualitative comments about the affordable warmth training. Those that did either thought 
the training was good (3 out of a 67 who said they had training or were concerned about 
appearing judgemental about the state of householder’s homes (2 out of the 67 who said 
they had training). 
  
E-learning 
An e-leaning refresher presentation was provided for both AF and AW. Of those firefighters 
(78 or 83% of the sample) who accessed it 80% thought that it was good or adequate. None 
thought that it was poor. Of the sample of 17 advocates more than 80% thought that it was 
good or adequate. Only one individual thought it poor.  
 
Confidence to explain and deliver 
Both firefighters and advocates were asked if they had the confidence to explain the purpose 
and deliver the two checks to householders. For firefighters this was again analysed using 
their overall view of the value of the checks as a baseline. 
 
Firefighters - atrial fibrillation 
A clear majority of firefighters trained to conduct the AF test were confident that they could 
explain the purpose and nature of the test to householders. The relationship between 
thinking of the checks as valuable additions and positive and negative attitudes about 
confidence in explaining was statistically significant as was the relationship between positive 
and unsure attitudes. Again, this indicates a relationship between attitudes to the value of the 
atrial fibrillation check and confidence in carrying out the check 
 
There were few qualitative comments about confidence and they tended to repeat the 
positive and negative responses relating to the earlier questions about the value of the checks 
and about the quality of training 
 
Affordable warmth 
Comparing firefighters with positive and negative attitudes towards the two checks with 
confidence in delivering the AW check provided results which showed a statistically significant 
relationship between value and confidence in delivery  
Again, the few qualitative comments added to this question did not add anything to the 
responses to earlier questions. 
 
Advocates 
In relation to atrial fibrillation a large majority of advocates (14 out 17 respondents) were 
confident that they could explain and deliver the atrial fibrillation check (82%). For AW there 
was a 100% positive response for confidence in explanation and delivery 
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Time taken to explain and deliver 
Respondents were asked to estimate the time that it took to explain and conduct the two 
checks.  
 
Firefighters 
Only 82 firefighters answered the question about explanation and delivery (this may relate to 
the numbers trained in and delivering the AF check at the time of responding because 15 
respondents to the questionnaire did not try to answer the question). This does mean that 
nearly 30 firefighters who said they had no training and had not delivered the check answered 
the question. 17 (21%) estimated that explanation and check took up to 3 minutes, 23 (28%) 
up to 5 minutes, 28 (34%) up 10 minutes and 14 (17%) more than 10 minutes. There were no 
statistically significant results from comparing attitude to the value of the checks, having been 
AF training and estimates of delivery time. 
 
91 firefighters responded to the affordable warmth explanation and delivery question 21 
(23%) estimated that it would take less than three minutes, 35 (38%) less than 5 minutes, 23 
(25%) less than 10 minutes and 12 (13%) more than 10 minutes. Again, there were no 
statistically significant relationships between categories. 
 
Advocates 
For the AF check advocates 1 (6%) estimated that explanation and check took up to 3 
minutes, 8 (50%) up to 5 minutes, 7 (38%) up 10 minutes and 1 (6%) more than 10 minutes. 
For the AW check advocates 3 (19%) estimated that explanation and check took up to 3 
minutes, 7 (44%) up to 5 minutes, 6 (38%) up 10 minutes and none more than 10 minutes. 
 
The estimates have to be treated with caution but in the case of both checks 85% or more of 
respondents said that each check would take less than 10 minutes. For AF only 49% estimated 
less than 5 minutes but for AW the estimate was 62%. It would be reasonable to assume from 
the estimates that each check would take less than 10 minutes perhaps with a lower 
threshold of 5 minutes. A range might then be factored into the cost of SAW delivery if such a 
cost needs to be calculated. 
 
Should other FRS offer the AF and AW checks? 
90 frontline fire fighters offered a view with 59 % agreeing or strongly agreeing with the 
proposition and 18% strongly disagreeing. Among the advocates 76% either agreed or 
strongly agreed while none strongly disagreed. Qualitative comments completely overlapped 
with those recorded for the first question about the value of the checks. 
 
Well informed about impact? 
49% of firefighters and 53% of advocates felt well informed about the impact of the two 
health checks. 16% of the firefighters and none of the advocates strongly disagreed that they 
were well informed about impact. 
 
Qualitative responses varied between those firefighters and advocates who felt well informed 
about impact and those who did not feel this. Those who felt they had impact information 
divided between those who knew about delivery target and completed visit statistics and 
those who felt that they had some idea of community impact and response. 
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One respondent was very analytical about the impact of the AF check, arguing that it was not 
possible to say how many lives had been saved by the check. 
 
Reflection on the questionnaire responses 
There was variation in the responses of both firefighters and advocates to the questionnaire. 
A majority of both groups thought that the checks were a valuable addition to SAW visits. But 
there was a large group who were unsure about the value. Those that took a negative view of 
the two checks were in a minority. There was a statistically significant connection between 
firefighters’ view of the value of the AF check and whether or not the had received AF 
training. Those that had received AF training and were delivering the AF check at the time 
that the questionnaire was administered (September 2018) were significantly more likely to 
think that the check was a valuable addition to the SAW visit than those not trained and not 
delivering. This indicates the importance of training and communication when CFRS is 
extending the range of its SAW visits 
 
Positive and negative qualitative comments reflected the numerical results. Firefighters and 
advocates who took a positive view felt that they were delivering checks that were valuable 
because they were reaching households where the potential problems caused by AF were 
unrecognised and where there was no knowledge about the services offered by EPP in 
relation to affordable warmth.  
 
Negative comments related mainly to the AF check and were of two types: CFRS is a fire 
service and should stick to fire safety checks. Health is beyond its remit. Firefighters delivering 
the AF check were concerned that a ‘red’ result would frighten people and they were not 
trained to deal with the emotional consequences. Also, the AF information leaflet was 
inadequate as a means of referring householders to the NHS. Some fire fighters were worried 
that householders would find the offer of help with fuel costs insulting imply that 
householders could not afford to keep themselves warm. Those few respondents who 
thought that a red result meant nothing probably need some supplementary training that 
includes content on the reliability of Mydiagnostick. 
 
Station Managers 
A brief Q and A was held during a station managers meeting where the general feeling was 
that they could have been more involved in clarifying the purpose of the two checks to 
frontline staff.Subsequently an online questionnaire was made available to station officers. 
The response was disappointing both in terms of the numbers of responses (3) and their lack 
of detail (qualitative detail was requested). Several of the substantive points raised by 
frontline fighters and advocates were, however, mentioned in one response. 
 
There had been a negative reaction to the training for affordable warmth from firefighters 
and they were not confident in how to handle this check. They had received, in some cases, 
negative feedback from householders in relation to this check. 
 
They reported that frontline staff also had concerns about the increase in and uneven 
distribution of workload created by the two new checks. The three respondents were 
themselves all positive about the two health checks and felt that CFRS were in good position 
to deliver them. 
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NHS England and Public Health England Partnership managers 
 
Atrial fibrillation 
An interview schedule (see appendix 2) was developed to find out from NHS managers about 
the setting up and working of partnership arrangements with CFRS. It consisted of a series of 
open-ended questions about the reasons for setting up a partnership with CFRS and the 
practicalities and achievements of these partnerships. Although the managers that responded 
were involved in different ways in partnership development and operation, responses were 
qualitatively consistent across the areas of enquiry. A thematic narrative has been produced 
from their comments, which provides a range of insights into the way the partnerships were 
established and the way in which they are working. 
 
Choosing Cheshire Fire and Rescue as a partner 
NHS managers were asked what made CFRS a good partner for delivering preventative 
services to older people.  Uppermost in some managers minds was the view of CFRS as a 
trusted public service brand with fire fighters able to access homes for existing fire safety 
checks. Fire fighters had the added advantage of not being viewed as medical professionals. 
 
CFRS was known to be targeting older people with Safe and Well visits. These coincided with 
the additional preventative work that the NHS wanted to carry out (atrial fibrillation 
screening). CFRS was carrying out visits that were reaching large numbers of older people. So, 
prevention opportunities were arising from already scheduled visits. CFRS had a history of 
proactive community involvement with older people and a positive view of opportunities to 
intervene with people with a range of vulnerabilities/risks. CFRS already had an understanding 
of screening for health risks and needs and the Safe and Well visits provided an opportunity 
to extend screening for additional risks. Finally, health screening would be done at limited 
extra cost to the NHS. 
 
Setting up partnerships 
NHS and PHE managers thought that setting up a partnership with CFRS had been easy in the 
first place and that CFRS was positively helpful during the process. In at least one case the 
local NHS Innovation Agency had played an important role in linking up one clinical 
commissioning group with CFRS.  In at least one other case CFRS was proactive in establishing 
initial contact. The Service was quick to respond to requests that related to reporting and 
monitoring of project. They also supported a joined-up approach involving more than one 
CCG. Leadership sign up was also important and was not a problem. CFRS was identified as 
demonstrating flexibility and being ‘solution focused’, which contributed to problem solving. 
CFRS works across Cheshire and adaptations were made to accommodate local need and 
variances in commissioning approaches. CFRS are linked in to other WCCCG projects and 
other local CCGs, this has likely assisted the AF project. There were, however, some teething 
problems. 
 
Sorting out problems 
Although NHS managers were positive about establishing partnerships with CFRS, a range of 
specific problems were identified with their actual working.  Most of these reflected the 
complexity of NHS organisation. Each Clinical Commissioning Group has its services set up 
slightly differently. It was assumed that there would be, for example, a single referral point 



28 

 

Safe and Well Evaluation 

 

but this turned out not to be the case.  A pan-Cheshire approach did not always respond to 
local needs and approaches to commissioning, although Cheshire FRS worked hard to address 
these issues with their health partners. 
 
Referral systems have varied with each type of partnership so there is a range of referral 
pathways across Cheshire. All required careful planning to support reliable exchange of 
information. Agreement has been required from CCGs and local authorities. Referral systems 
have varied with each type of partnership. Again, communication across different IT systems 
in the NHS has created some problems 
 
The main problems have related to data returns. It also took time to sort out data 
governance. There were limitations to flexibility due to IT systems and patient information 
access at times. Some data sharing issues remain which did take some time to sort out, but 
these are to do with the interaction of paper-based and on-line reporting. CFRS has been 
good to work with. Interpersonal relationships have been positive. CFRS has provided some 
links across CCGs and this has assisted the AF project. 
 
Are the partnerships working well now? 
The operation of referral pathways has been a key issue in partnership working. Although 
partnerships are still at an early stage, these pathways were judged to be working well 
despite some initial problems. Some minor adjustments were needed and had been or were 
being made. The issue of outcome monitoring was seen to be important by most 
interviewees. There are issues of consistent primary care recording and data transfers 
between different IT systems. There may be a compliance issue within primary care to record 
presentations.  
 

Effective use of resources 
NHS England and Public Health England managers were agreed that the screening returns 
provided by CFRS were a support for a preventative approach to public health. Safe and Well 
visits provide an additional resource for screening and risk identification. They were also an 
additional source of public health messages and that potentially strengthened the 
community/public health conversation with people over 65; widening community health care 
engagement/contact with service providers and identifying individuals who have health 
requirements but are not in contact with the appropriate service.   
 
The visits have identified a number of people with atrial fibrillation who need support and 
signposts them to the relevant service (for figures see below/above). Any small additional 
cost to the NHS in management time will be outweighed by savings to treatment costs . The 
Safe and Well checks target the same vulnerable group who are at higher risk of stroke and 
hard to reach by traditional health services, by conducting AF checks the service has enabled 
an outreach to this group which leads to early identification of potential cardiac problems. 
The partnership has broadened the effective use of CFRS resources across Cheshire. It should 
be noted that the Cheshire FRS work to support atrial fibrillation screening has assisted other 
FRSs and health partners consider a similar partnership. 
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Overall NHS managers’ view of AF partnerships 
At least one manager described the AF partnership as an excellent example of interagency 
working:  
 
There is a need to ensure that assessment of the partnerships is based on evidence of what 
works and then to communicate out to colleagues and the public. Subsequent confirmation of 
the initial assessment with a full ECG requires specific skills and there is the potential to reduce 
both mortality and morbidity. CFRS provide a very valuable service and at least one CCG would 
be open to working on future projects if and when identified. IT interoperability would be 
good! 
 
Affordable warmth 
A third sector organisation, Energy Projects Plus has been responsible for taking referrals 
about AW from CFRS. They have followed the National Local Energy Advice Partnership 
definitions for dealing with referral and giving advice.  
 
Setting up a referral pathway was relatively easy because it built on existing initiatives.  CFRS 
worked with the four Cheshire LAs to set up a single referral pathway to EPP. The only slight 
difficulty was secure data transfer, but this was overcome quickly. The setup process took 
some time as would be expected. However, the process was fairly uncomplicated considering 
the newness of the referral process and the typical legal and technical issues we would expect 
to work through. 
 
One of the participating Cheshire authorities describes the LEAP services like this: 
 
LEAP is run by Energy Projects Plus and offers free home energy visits to people who are 
vulnerable to living in a cold home. They offer energy advice, install simple energy measures 
such as radiator panels, LED bulbs, draughtproofing and chimney balloons, provide support 
with switching energy supplier and identifying funding for heating repairs. 
https://www.cheshireeast.gov.uk/housing/private_sector_housing/help-with-heating-your-
home.aspx 
 
Interviews 
An interview schedule (see appendix 2) was developed to find out from local authority public 
health managers about the setting up and working of partnership arrangements with CFRS. It 
consisted of a series of open-ended questions about the reasons for setting up a partnership 
with CFRS and the practicalities and achievements of these partnerships. Although the 
managers that responded were involved in different ways in partnership development and 
operation, responses were qualitatively consistent across the areas of enquiry. A thematic 
narrative has been produced from their comments, which provides a range of insights into the 
way the partnerships were established and the way in which they are working. 
 
Choosing Cheshire Fire and Rescue as a partner 
CFRS has the ability to reach some of Cheshire’s most vulnerable and hardest to reach 
residents living in fuel poverty.  Older householders are often not aware of current schemes 
and what help and advice is available. Cheshire FRS have direct contact to many people aged 
65 and over across Cheshire. This cohort of people is also at greater risk of living in cold 

https://www.cheshireeast.gov.uk/housing/private_sector_housing/help-with-heating-your-home.aspx
https://www.cheshireeast.gov.uk/housing/private_sector_housing/help-with-heating-your-home.aspx
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homes which consequently impacts negatively on their health and wellbeing. CFRS a trusted 
service which may help or sign post residents to get any advice or guidance they need and 
promote local and national messages for health and well-being. CFRS can break down 
engagement barriers 
 
Setting up the partnerships and sorting out problems 
There were no general problems. There were, however, certain legal and technical issues that 
had to be worked through to set up the affordable warmth screening process. Delays arose 
because of the multi-agency nature of this partnership. Different resources are in place across 
all the partner agencies which meant that a ‘one size fits all’ solution had to be found. 
Cheshire FRS preferred route was a single pathway for all referrals, and the service had to be 
available the whole Cheshire footprint. Without 100% coverage the partnership could not go 
ahead. Training was been provided to Cheshire FRS to assist them in identifying potential 
referrals cases which will then be followed up by EPP who will in turn provide independent, 
specialist and personalised energy advice and assistance to reduce energy bills.  
 
Is the partnership working well now? 
The partnership is working well. Early indications were that the numbers were lower than 
could have been expected, and a fairly significant proportion of referrals have resulted in no 
action because the resident did not recall consenting to the sharing of their data. This is an 
area that can be looked into look to improve on as a partnership. A formal review will have to 
be conducted later on considering the process has only started earlier this year (2018). 
 
Effective use of resources 
The sheer number of households visited by the fire service can help raise awareness of 
available schemes and programmes which the residents may otherwise not be aware of. 
‘Hard to reach’ residents are a challenge for any scheme / programme.  Cheshire FRS are 
already visiting older people, so it is more effective to build upon these arrangements. It is 
also anticipated that CFRS will access more referrals from older people that currently do not 
engage with the service. Vulnerable households at risk of fuel poverty can be reached in a 
more targeted and cost-effective way by working with a partner who is already engaging 
those households and is already targeting a vulnerable group. This allows our resources to be 
focused on providing the assistance for those households that need help, rather than using 
resources to find households.  
     
Overall public health managers’ view of the AW partnership 
The partnership had been key to identifying those in fuel poverty or at risk of fuel poverty, are 
the initial screening questions asked during the home visit.  Much deliberation took place 
over these to ensure the right questions were posed from the outset. It is too early to say yet 
whether this is effective in early identification. outcomes from the referrals will need to be 
evaluated. Very early indications are that the questions may need to be tweaked and/or 
training improved to identify those at risk of fuel poverty. 
 
“Nationally and locally, the benefits of working with a trusted, far-reaching establishment are 
endless.  If given the resources and capacity to carry-out ‘added-value’ this innovative 
partnership could be an example of how future projects/schemes can be delivered.  Whilst it is 
early days, we are encouraged by the potential additional benefits this approach will have in 



31 

 

Safe and Well Evaluation 

 

our efforts to reduce fuel poverty and improve the wellbeing & health of older people” (local 
authority manager) 
 
Public and staff consultation 
CFRS broached the incorporation of a range of health checks into SAW visit in a consultation 
exercise conducted in 2015 and in 2016 asked a specific question about a cardiac response 
pilot (not the atrial fibrillation check). A general question was asked: 
 
Do you support plans to extend our Home Safety Assessments to incorporate basic health 
checks? The proportions of public and staff answers are shown in the table immediately 
below 
 
 

 
Public n=411 Staff n=68 
(reproduced from CFRS 2016:25) 
 
It can be seen that public support is at 79%+ while staff support is lower at just over 61%.  
Opposition among the public is below 10% whereas opposition among staff is above 30% 
Staff surveys carried out in 2018 indicate lower but still noticeable opposition among staff. 
Qualitative reasons for support and opposition are identical to those recorded below in the 
section that analyses the 2018 surveys. Staff opposition is examined in  a following section. 
 
A series of questions about specific health and wellbeing checks were asked. The areas 
covered and the proportions of public and staff supporting and are shown in the table below. 
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Public n=411 Staff n=66 
(reproduced from CFRS 2016:25) 
 
What is noticeable from these results is that support is stronger among both public and staff 
for the safety elements to be added into new SAW visits : preventing falls and winter warmth 
and much less strong for the more ‘medical’ of the checks: cancer screening and receiving 
simple vaccinations. In all case public support is stronger than staff support. 
 
The CFRS evaluation carried out in the first half of 2019 asked questions about the health 
check content of SAW visits. A very large majority of those replying to the questionnaire were 
positive about the helpfulness of health and well-being inquiries and advice (over 90%) 
(CFRS 2019:10). 
 
HMICFRS report 2018 
It may be worth reflecting on a criticism made in the first HMICFRS report on Cheshire. CFRS 
came out of the first round of inspections well except in two area where improvement was 
required: promoting the right values and culture and ensuring fairness and promoting 
diversity. 
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The report says in relation to the first area: 
 
Areas for improvement:  

 The service should assure itself that staff understand and have confidence in the 
purpose and integrity of wellbeing policies, especially sickness. 

 The service should take early action, such as monitoring overtime, to improve the 
wellbeing of staff.  

 The service should assure itself that senior managers are visible to act as role models 
by demonstrating their commitment to service values through their behaviours 

 
And more specifically: 
 
We found significant evidence that station-based staff are disconnected from the senior team. 
Staff have not had regular access to senior managers. Staff spoke of a ceiling above which 
managers were required to sever ties with frontline firefighters. This means that managers are 
not effectively communicating the behaviours which the service expects in the organisation to 
their staff. Some staff reported a feeling of ‘us and them’ between station-based staff and 
those above them. This has led to a breakdown in trust in the leadership team, reflected in the 
most recent staff survey. 
  
The service has recognised that staff have little faith that leaders will act on feedback from the 
staff survey. The service has learned lessons from the way in which it dealt with the findings 
from the 2015 staff survey. Consequently, it has adopted a wide-ranging and inclusive 
approach to deal with the findings and outcomes from the 2017 survey (HMICFRS 2018:30). 
 
And in relation to the second area: 
 

 The service should ensure leaders can demonstrate that they act on and have made 
changes as a direct result of feedback from staff.  

 The service should improve communications between staff and senior managers, so 
queries and suggestions are responded to in a timely and appropriate way. 

 
 And again more specifically:  
 
Weaknesses in the flow of communication through the organisation sometimes cause 
blockages between local stations and the senior leaders making decisions. For example, on-
call staff have asked through their line management arrangements if they could be used to 
take over from crews at protracted incidents. But nothing happened. After raising this with the 
chief fire officer at an on-call station visit, their idea was implemented within a week 
(HMICFRS 2018:32).   
 
It is not possible to say whether reservations expressed by some frontline staff over the two 
checks are the result of the shortcomings identified in the report. Or whether the reservations 
expressed by front line staff over the extension of the scope of SAW visits has contributed to 
the perception of a distant senior management. Of course, it is possible that the two areas are 
unconnected, but this does seem unlikely. 
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9. Outputs and outcomes  

As always it is important to differentiate outputs from outcomes when discussing the delivery 
of a service. Each atrial fibrillation check is a unit of output, each completed signposting is a 
further output. A visit by the householder to their GP to confirm atrial fibrillation can be 
considered as an outcome, as can the initiation of anticoagulation therapy. These can be 
counted. The desired outcome of actual stroke prevention is more difficult to assess because 
additional factors come into play; age, additional health conditions for example and cannot 
simply be attributed to therapy (although long term adherence to therapy is an important 
feature in stroke prevention).  Ultimately the only outcome that matters is a decrease in the 
incidence of preventable strokes and other cardiac events. We can calculate a range of 
potential savings to the NHS  and carers from the signposting results of the atrial fibrillation 
checks based on estimates of the likely number of strokes that would have occurred in the 
age range tested if warfarin or other anticoagulation therapy had not been initiated. 
 
There is also a range of potential well-being benefits that may accrue from the reduction in 
the incidence of stroke. These are discussed below.  
 
Each referral to EPP is an output. Each piece of advice that results in reducing the cost of fuel 
to a household constitutes a measurable outcome (potentially extra units of warmth). It is 
again much more difficult to measure the health benefits of affordable warmth because other 
factors are likely to come into play. It will depend on clear evidence about illness that can be 
solely or mainly attributable to cold. Well-being is again a consideration. 
 

Safe and Well visits 2017 to 2019 

Atrial Fibrillation 

Atrial fibrillation check outputs 

Time Period 

 
Number 
of SAW 
visits 

Number 
of 
Consents 
Given to 
Health 
and 
Wellbeing 
section 

Number of 
Atrial 
Fibrillation 
Tests 
Conducted 

 

AF 
checks 
per 
month 

Number 
of AF 
sign 
posts 

% AF 
tests  
to Health 
and 
Wellbeing 
consents 
given 

% AF 
signposts 
to 
consents 
given 
 

01/02/17 -
31/03/18 
(14mths) 

47768 37665 1885 135 76 5.0% 0.2% 

1st Apr 2018 
– 31st March 
2019(12mths) 

42484 29575 3672 262 166 12.4% 0.6% 

 

Totals 

90252 67240 5557  194  242 8.3% 0.4% 

(Figures from CFRS records) 
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Over the two time periods more than 90,000 SAW visits were made. Consent to answering 
the HW section of the visit questionnaire (for householders >65years old) was given in over 
67,000 cases. More than 5500 atrial fibrillation tests were conducted using the Mydiagnostick 
device, resulting in the identification of atrial fibrillation in 242 cases. The two sets of returns 
show both consistency and variation:  
 

 The number of monthly SAW visits conducted over the two time periods was relatively 
consistent as was the number of consents given to the health and well-being part of 
the SAW questionnaire (in fact a 10% decline in the consents to visits ratio in the 
second period). 

 
The ratio of AF checks to HW consents more than doubled in the second time period. This 
relationship was statistically significant. The rate of signposts (positive AF results) to HW 
consents rose by a factor of three 
 
There are differences between the two time periods that may account for the variation:  
The proportion of SAW visits done in different parts of Cheshire were different. In the first 
period the AF test was rolled out in Halton and was extended to Cheshire East, Chester and 
Cheshire West (including South Cheshire and Vale Royal CCG areas) primarily in the second 
time period. Although there is no evidence available to support this, it might indicate a higher 
rate of AF in Halton or higher rate of AF check acceptance in Cheshire East and West in 
second period.  
 
A more likely but more generalised explanation is that there was: 
 
An increase in firefighters and advocates persuasiveness/effectiveness in their offer of an AF 
check in the second period derived perhaps from greater experience in making the offer of 
the AF check.  
 

At the very least we can say that the delivery of AF checks by CFRS has become more effective 
from the first to the second period in terms of the relative number of people who have 
accepted the offer of an AF check 

 

Affordable Warmth 

Affordable Warmth referrals 

Number of SAW visits 

 

Number of 
SAW visits 

SAW visits per 
month 

Number of 
AW referrals 

Number AW 
Referrals per 
month 

01/02/17 -31/03/18 
(14mths) 

47768 3412 130 9.3 

1st Apr 2018 – 31st 
March 2019 (12mths) 

42424 3535 324 27 

Total 90252 6947 454 Av. 17.5 

(Source CFRS) 
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Local Energy Advice Partnership Outputs were as follows: the AW referrals show an almost 
tripling of AW referrals per month between the two time periods. Energy Projects Plus 
provided a comprehensive report of the outputs from these referrals. EPP questioned 
householders about their ability to pay bills (45% answered that they could not) and their 
ability to adequately control their heating and heat their house in winter (62% said that they 
could not). The advice requested by householders is shown in the following table: 
 
Advice requested  

Question 
Number of 

clients answering 
‘YES’ 

Percentage of 
clients answering 

‘YES’ 

1. Advice about keeping warm and working your 
heating system? 

143 34% 

2. Advice about saving energy and the grants 
available to help with heating and insulation? 

172 40% 

3. Help check that you are getting the best price 
for your gas and/or electricity? 

332 78% 

4. Check that you are receiving all the benefits 
you are entitled to? 

254 60% 

(Source EPP Report to CFRS) 
 

 426 households referred in total 

 97 residents were not able to be contacted 

 74 referrals received were invalid through reasons such as duplicate households 

 255 households were successfully contacted and provided with at least telephone   

advice on any issues they identified (with 64 receiving a LEAP home visit) 

 
Questions 3 and 4 with the highest rate of positive answers relate to expenditure and 
benefits, which supports the first two findings that affordability is the major concern of 
householders in relation to heating. 

10. Assessing the benefits and value of Atrial Fibrillation and 
Affordable Warmth checks 

Value analysis  
This section of the paper provides a framework, consistent with the concept of public value 
outlined earlier in the paper, for assessing the value accruing to different categories of 
stakeholder. The section first examines the different categories of beneficiary and indicates 
the nature of the benefit that each receives. It then goes on to see if monetary values can be 
placed on the provision of non-market services; that is public services which have a cash cost 
but whose outcome is prevention of illness and/or an improvement in client health or well-
being. Data limitations, however, mean that such valuations will be indicative and will show 
possible value ranges only 
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Stakeholder categories 
There are three principal categories of stakeholder for whom the atrial fibrillation and 
affordable warmth checks are of benefit. Calculation of the value of these benefits to 
different categories of stakeholder relies on different sets of assumptions. But it is important 
to remember that CFRS is delivering a low/no cost partnership-based service. It is also a 
category 3 beneficiary from this service delivery. 
 
Category 1: beneficiaries of receiving the services 

 Clients in who receive the AF check and AW advice 

 Family of the client and other (potential) carers 
 
In the case of AF, benefit is realised in terms of potentially life or serious illness saving therapy 
and the attendant avoidance of the emotional costs of illness, costs of care and the potential 
improvement in older people’s well-being. 
 
In the case of AW, it is the ability to provide domestic heating within the budgets of 
householders (increased well-being) and the potential to prevent cold related illness and 
maintain independence. For family it is the potential ability to avoid emotionally debilitating, 
time consuming and financially costly care and the potential improvement in older people’s 
well-being. 
 
Category 2: beneficiaries of budgetary/cost saving action 

 NHS delivery organisations 
o CCGs 
o Hospital trusts 

 Local Authority public health teams 
 
In the case of AF, benefit is realised as the potential to avoid the costs of stroke treatment, 
aftercare and hospital bed occupancy. The benefits of AW are similar in terms of well-being 
and avoiding the costs of medical care but are more difficult to assess.  
 
Category 3: Reputational/ organisational/funding beneficiaries 

 Energy Projects Plus (in terms of potentially renewed public funding)(AW only) 

 Cheshire Fire and Rescue Service 
o Management and administration 
o Front line delivery officers and advocates  

 Innovation Agency (Academic Health Science Network for the North West Coast in 
terms of public funding) (AF only) 

 
Benefits for this category of stakeholders is entirely dependent on achieving demonstrable 
benefits for categories 1 and 2. These benefits may be realised as enhanced reputation (as 
successful innovators and contributors to public service efficiency) and consequent sustained 
or increased funding. 
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Methods for the assessing value of different stakeholder benefits 
 
Category 1 stakeholders 
How do we assess the value in monetary terms of avoiding death or serious illness and 
improvement in wellbeing without making arbitrary assumptions? Fortunately, there are 
several officially recognised sets of values that can support such an assessment. These values 
need to be treated with caution as have been developed in different contexts and for 
different purposes. What can be demonstrated is that even if minimum value from benefits is 
assumed that the value of the addition the AF and AW checks to Safe and Well visits far 
outweighs the cost of delivery and the cost of subsequent therapies both to householders and 
health delivery organisations. There are two basic ways of assessing the value of the AF and 
AW checks for Category 1 stakeholders: using the Quality Adjusted Life Year (QALY), which is a 
measure developed across a range of health services (and tested across the European Union 
(Donaldson, C 2010)) and the Value of a Prevented Fatality, a measure used by the 
Department for Transport. 
 
Quality Adjusted Life Year: It is possible to assign monetary values to outcomes using a proxy 
measure. The NHS has used a such measurement called a QALY (quality adjusted life year) to 
construct the cost-benefit analysis of specific interventions. The QALY is usually employed in 
decisions about the use of expensive drugs but is of relevance to this paper (Sassi 2006). 
Benefit assessments do use financial proxies and make many of the assumptions explicit in 
SROI (Quah and Mishan 2007). The value of a QALY was set originally in 1999 at a minimum of 
£20,000 per annum. This has since been updated to £60,000 (HM Treasury 2018:73). This 
represents the value of an individual of remaining in good health for a year. 

The relative success of medical interventions can be measured in QALYs. For example, if a 
medical intervention leads to an individual ‘gaining’ a QALY, this could mean a number of 
things. It might mean that the individual is expected to live one year longer, and that one year 
of life will be lived in perfect health. More realistically, they may live two years longer, and 
those two years will be lived at 50% health. Or their life expectancy may not change at all, but 
for the final five years of their life they gain 20% health per year. (Kempton et al., 2018) 

There are case studies using the concept in a public health context (see for example Leicester 
County Council’s study of their Community Meals Service (Leicester County Council 2013:38) 
 
Value of a Prevented Fatality: The Department of Transport uses a different mode of 
calculation to evaluate the value of an intervention. VPF or the Value of a Prevented Fatality 
has been used cost the benefit of modifying road layouts. In their social impact appraisal 
guidelines, the DoT lists the following elements of casualty assessment that are relevant to 
this paper (there are other costs not listed here which are relevant to traffic collisions 
 

 Pain, grief and suffering 

 Lost economic output 

 Medical and healthcare costs  
(Department for Transport 2019:2) 
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Casualty levels are defined by the DfT in the following way: 
 

 Fatality: any death that occurs within 30 days from causes arising out of the accident;  

 Serious injury: records casualties who require hospital treatment and have lasting 
injuries, but who do not die within the recording period for a fatality; and 

 Slight injury: where casualties have injuries that do not require hospital treatment, or, 
if they do, the effects of the injuries quickly subside.  (Department for Transport 
2019:2) 

DfT values for serious injury and fatality were used in previous research on the cost of fire 
deaths and injuries (DCLG 2008b). A fatality is currently valued at £1,958,303, a serious injury 
at £220,058 and a slight injury at £16,964 (2018 values) (HM government 2018). 

Similar calculations have been used across government and have come up with similar 
valuations. A systematic cost benefit analysis of the installation of sprinkler systems in various 
type of dwellings comes up with analagous valuations for deaths and injuries prevented 
(Fraser-Mitchell 2004:8-9). Similarly the Qualitative Exploration of the Impact of the Fire Kills 
Media Campaign used Department for Transport VPF calculations to demonstrate impact 
(DCLG 2009: M Wright/R Evans).  

Improved Well- Being: Well-Being has increasingly been incorporated into official thinking. 
Recent work has indicated that we should perhaps add to one of the foregoing calculations a 
value for improved well-being resulting from diagnosis and treatment.  The methodology is 
suggested in the Treasury Greenbook and elaborated by Fujiwara. The New Economics 
Foundation has put considerable effort into methods for converting non-market goods/non-
monetary impacts into monetary values (nef 2009).  

The general problem is of determining the amount of money required to produce the 
equivalent impact on a person’s welfare or well-being. NEF have followed the work of Daniel 
Fujiwara on the valuation of non-market goods using well-being data (see for example 
Fujiwara 2013). The significance of this work from the point of view of public policy and health 
service delivery is that: 

Health affects the ability to produce and consume goods or services and the ability to derive 
welfare and well-being directly. The impact pathway approach is a way of structuring analysis 
of the effects of external factors from causes to consequences for health and life (HM Treasury 
2018:70) 
 
The Green Book sets out the theoretical approach of policy evaluation in the context of cost-
benefit analysis and the Magenta Book provides technical guidelines on the statistical 
techniques to be used for inferring the impacts of policy interventions. (Fujiwara 2013b:1) 
 
The wellbeing valuation approach [developed in this paper] aligns with the Government and 
Office for National Statistics' National Wellbeing Programme as it is a critical method for using 
the new data on wellbeing that is being generated as part of the programme. In light of all 
this, well-being valuation is one of the fastest-growing areas of policy evaluation in the UK. It 
has been/is being used by a wide range of central departments (Fujiwara 2013b:22) 
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In relation to the AF and AW tests we have no data to support a judgement about 
improvement in well-being from being diagnosed with AF or from having the check and 
finding that there is no AF. The same is true for improvements in AW. We can only make 
reasonable guesses based on the cost of private paid for AF checks. 
 
A value might also be calculated for those getting an ‘all clear’ result from an AF test. But it is 
not clear what assumptions would support this without further empirical research. 
 
Atrial fibrillation 
Estimating the risk of stroke to people with AF is complicated. Risk rises with age and other 
factors. Passman and Bernstein (2016:572) estimate that between 1% and 5% of people with 
AF are likely to have a stroke or other cardiac event. To estimate the value of the atrial 
fibrillation check to Category 1 stakeholders we need to ask the following question: What is 
the value of the AF check for the 242 householders that got a positive result? 
 
If we take a minimal estimate that 2.42 strokes have been prevented for 1 year this is worth 
£145,000 based on a QALY figure of £60,000. If we take the maximal estimate of 12.1 the 
figure is £726,000. These figures do assume that all 242 people consulted their GP and 
received anticoagulation therapy. If we assume 1-5 years of good health after beginning 
therapy the figures increase by that multiple. It is assumed that there is no lost householder 
income because all the householders offered the check are past retirement age. The author 
worked for three years beyond the former statutory retirement age. Many other people are 
doing the same thing and we would have to factor in income and expenditure values if data 
was available. This estimate may need to be modified by the fact that anti-coagulation 
therapy may only prevent stroke in two thirds to three quarters of cases 
 
Using the DoT VPF model indicates that an intervention that prevents a one death (from 
stroke) can be valued at nearly £2 million.  If that intervention mitigates injury (a stroke 
survived) it can be valued at over £200k. Multiplying these costs by the likely number of 
strokes prevented gives a range of over £500k to £2.5 million if we just assume that the check 
prevents serious injury. If we were to assume the same range for deaths prevented, then 
figures would range from a £1.6 million to £23 million (the higher figure being close to half 
the total CFRS budget).  
 
We would need to subtract the value for category 1 stakeholders, cost of transport associated 
with anticoagulant therapy (INR clinic visits). Also, we may have to subtract lost income from 
family members and carers. In relation to improvements in well-being we should ask the 
following questions: 
 

 What is the well-being value for the 242 householders of being directed to 
anticoagulation therapy? 

 What is the well-being value for the 5,315 householders who got a negative AF result 
(no AF)? 

 It is only possible to put an arbitrary monetary value of receiving news of a negative 
AF result. But even if we value it at only £100 per person this comes to over half a 
million pounds. 
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It is possible therefore to argue that CFRS have injected a minimum value of £145,000 into 
Cheshire communities and potentially a much higher value depending on what assumptions 
are made. These figures use the official QALY valuation and conservative estimate of the risk 
of stroke occurrence.6 
 
Category 2 Stakeholders 
Taking Category 2 stakeholders, we can use the same stroke occurrence estimates calculate 
potential savings to the NHS and Social Care delivery organisations 
 
For each stroke avoided there is a potential saving of £45,409 (Stroke Association 2015). 
Assuming the potential prevention of between 2.42 and 12.1 strokes the gross savings to the 
NHS and care providers between a lower estimate of £110,000 and an upper estimate of 
almost £550,000. Again these estimates have to acknowledge that anti coagulation therapy 
will not prevent every stroke. 
 
These cost assessments will need to be made to offset against benefits and savings: 
 

 Costs  to CFRS of the atrial fibrillation check 
o Additional cost of delivery of check (wages, transport, administration as a 

fraction of the cost of complete SAW visits) 
o Opportunity costs of activities not undertaken because of extension to SAW 

checks (for example, other health service provision by the NHS and/or more 
basic fire safety work by CFRS) 

 

 NHS treatment costs: 
o Cost of equipment (cost of Mydiagnosticks) 
o Cost of GP assessment and treatment (drugs, INR tests) 

 
Category 3 stakeholders 
The cash value of benefits to Category 3 stakeholders is difficult to calculate and has to be 
seen as following from the benefits calculated for Category 1 and 2 stakeholders. Principally 
the immediate benefits will be reputational and developmental. For Category 1 stakeholders 
this will be assessed in terms of increased value to and satisfaction of service users (a 
potential measure of increased well-being). For Category 2 stakeholders the principal value 
will be in terms of budgetary savings. Ultimately the value will be realised in the maintenance 
of funding and employment and the upskilling of staff for the delivery of public health 
benefits. Clearly any direct attribution of monetary value to either category 1 or category 2 
stakeholders would require extensive empirical research and statistical testing 
 

                                                 

 
6 The author was diagnosed with AF in 2002. Warfarin anticoagulant therapy was started straightaway. As of 
December 2019, he had not had a stroke. He continued to work full time up to October 2016. If we assume 
annually 1 QALY+ one avoided stroke at minimum assumed cost + contributions to GDP at net salary level + Tax 
paid + National insurance contributions+ VAT payments, there is a positive balance in excess of £1,000,000. We 
would of course have to divide this sum by a figure that represented the real risk of stroke occurring over 17 
years without diagnosis and anticoagulant therapy. Even at 1% risk of stroke this represents at least £10, 000 
total value. At 5% the sum would be £50k. 
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Affordable warmth 
 
Category 1 stakeholders 

 EPP figures indicate savings for clients (lower heating bills/more heating) 

 Well-being benefit to clients  

 Avoidance of cold and cold related illness 
 
Category 2 Stakeholders 

 Benefit in savings to the NHS for treatment of cold related illness and death 

 Benefit to public health authorities in lowering care costs for older people 
 
Category 3 stakeholders 
Energy Projects Plus: 

 Funding renewal 

 CFRS reputational, skill set enhancement 
 
Costs 

 Cost of delivery of check (wages, transport, administration as a fraction of the cost of a 
complete SAW visits) 

 Cost to EPP of providing advice 
 
Local Energy Advice Partnership Outcomes 
 
LEAP Outcomes Summary 

 

New Clients referred into LEAP 145 

Home Visits completed in the period 64 

Total Savings / New Income for residents £19,495 

Source EPP 

 

 The savings/income accruing to visited households represents a clear category 1 
benefit. It is difficult to argue that there has been direct category 2 monetary benefit. 

 The pilot evaluation done in 2016 (see section above) clearly shows that assessing 
savings affordable warmth savings to the NHS and Public Health organisations is 
problematic because they  can only be assessed over time. The number of variables to 
be considered (for example, weather variation, other initiatives, improved or 
worsening health care delivery for other causes of EWD) makes assessment difficult. 

 Transferring cost estimates between different sets of circumstances and modes of 
calculation does have problems.  But what is indicated by QALY and VPF approaches is 
that the value of health and safety intervention is not reduceable in official discourse 
to short or medium term direct costs to public service institutions. 

 In a previous section we estimated that 55 EWDs might be attributed to fuel poverty 
but again it would difficult to ascribe any reduction directly to the AW programme 
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11. Summary: achievements and challenges 

This section is divided into two parts. The first summarises the positive achievements of the 
extension of the SAW visits with the atrial fibrillation and affordable warmth checks. The 
second summarises the challenges that have emerged during the delivery of the two checks. 

 

Achievements 
The atrial fibrillation and affordable warmth checks have been an important  addition to CFRS 
Safe and Well visits and can be shown to be a worthwhile use of existing CFRS resources 
within the context of the partnerships described above. Estimates indicate real added value 
and real savings for stakeholders across the several partnerships. The additional cost of the 
checks to the SAW visits has been minimal and may be considered to be zero for practical 
purposes. The benefits of the two checks are potentially measurable both in terms of cost 
benefit and also wider conception of social and public value. The following is a summary of 
achievements: 
 

 CFRS recognised the importance of incorporating Health and Well-being elements to 
create the Safe and Well structure and was an ‘early adopter’. Senior managers were 
involved with the NHS in the early stages of SAW development. CFRS took up 
challenge of extending the public health role of FRS (as have many other FRS). The 
Service has developed Safe and Well visits through the transformation of the earlier 
Home safety visit.  

 One of Cheshire CCGs approached CFRS to help with identification of asymptomatic 
AF. It was the first FRS to have added this check to SAW visits. CFRS also added AW 
referrals through a regional third sector organisation to SAW visits 

 A dedicated project manager appointed to manage and facilitate creation of 
partnerships, which enabled the delivery of SAW visits 

 CFRS set up formal partnerships with CCGS and local authorities and the third sector to 
deliver both these checks and the others included in SAW visits 

 Worked effectively with the Academic Health Network NW to develop the AF check 
and with CCGs to transfer data 

 Developed health and well-being protocols to support health checks within the Safe 
and Well Visit framework 

 Agreed signposting (AF)and referral pathways (AW) set up to transfer findings to 
partner agencies  

 Organised staff training for the delivery of both checks and began upskilling front line 
staff for Health and Well-Being role  

 Research shows that partners have been very positive about the working relationship 
with CFRS 

 The perceptions of front-line stakeholder groups to the two checks was mainly 
positive.  

 AF check is a very low-cost addition to SAW visits. Cost is far outweighed by 
partnership benefits. Opportunity costs low to zero 
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 In the two-year period that was analysed shows that the rate of acceptance of HW 
checks has increased in statistically significant manner from period 1 to period 2 

 Increase in take up rate of atrial fibrillation check between 2107-2018 and 2018-2019 
time periods is statistically significant  

 Over 5000 65+ residents have been tested for asymptomatic AF 

 Both checks have provided the basis to estimate monetary benefits for three 
categories of stakeholders 

 AF check has identified 242 cases that needed further investigation 

 The delivery of AF checks by CFRS has become more effective from the first to the 
second period in terms of the relative number of people who have accepted the offer 
of an AF check. 

 There has been agreement that CFRS has been able to make a valuable contribution to 
signposting people who have asymptomatic atrial fibrillation to their GPs for 
anticoagulant therapy. 

 The affordable warmth check was taken up by more than 250 households indicating 
that the AW programme is providing and important service and has the potential to 
reduce cold related ill-health 

 Affordable warmth checks have a value beyond ameliorating fuel poverty. It  has the 
potential to reduce winter illness and excess deaths amongst older people 

 AW checks may provide savings for the NHS. 

 CFRS has been instrumental in supporting the introduction atrial fibrillation checks by 
two other North West FRS 

 A range of public value benefits including: creation and management of effective 
public service partnerships, creation of Safe and Well visits integrating health checks 
into fire safety visits, SAW checks that may be transformative of the service, increased 
integration of public health service provision among public service bodies, more 
effective use of total public service spend 

 The addition of the two checks to SAW visits have resulted in national awards. 

 CFRS received two telephone calls in 2018/2019 to thank them for identifying atrial 
fibrillation in a household member. The calls indicated that the individuals concerned 
were now receiving therapy. The calls indicate an addition to the well-being of the 
families concerned and therefore added qualitative benefit and value. 
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Challenges 
Delivery of the AF and AW checks have thrown up a range of training, management and 
partnership challenges 
 
‘Cultural’ problems 
There are improvements that can be made both to training and training management: 
 

 The culture problem. By a culture I mean simply: what do management on the one 
hand and firefighters on the other believe is the scope of their job? This is problem is 
much smaller than when I first engaged with CFRS ten years ago. But, there are some 
firefighters and to a lesser extent advocates who think that working on anything not 
directly connected to fire safety is somehow improper or a waste of time. There is no 
simple solution to unifying expectations. Fire services are now committed to a range 
of activities that would not have occurred to many firefighters before the 2004 Act. 
CFRS has a long history of engaging with public policy issues that do not immediately 
seem to be relevant to fire safety, but which potentially have long-term safety 
benefits. It is impossible for me to say how far ‘the culture problem’ is related to 
current pay negotiations.  

 
Atrial fibrillation check: staff attitudes and feedback 

 Mixed views of the value of adding this check from both front-line fire fighters and 
advocates. A minority from both groups thought the AF check detracted from the 
main messages about fire safety. Those front-line fire fighters who had done AF 
training were three times more likely than not to be in favour of the AF check. 

 Mixed view of the adequacy of training from both firefighters and advocates; needs 
some reflection on nature of dissatisfaction with training7 

 Assertion by a minority of officers and advocates that some people have been upset 
by the result of their AF check. More thought needs to be given to how to reassure 
clients about the result of the AF check and about how to deal with a ‘red’ result. 
Cheshire FRS recognise this is an important issue and has subsequently worked with 
the NHS Innovation Agency to provide more detailed training to all staff involved in 
the delivery of SAW work for AF, including how to effectively and sensitively respond 
to those householders that trigger a positive reading from the Mydiagnostick ECG 
device. Apendix 2 refers. 

 
Affordable warmth 

 A small number of frontline firefighters indicated that doing an affordable warmth 
check made them feel uncomfortable as it might imply that the individual or 
household members could not afford to look after themselves. 

 

                                                 

 
7 Revision to AF training materials subsequent to that reviewed. A revised presentation can be 
found in Appendix 2 
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Training 

 For new recruits: training that emphasises integral importance of SAW visits with 
multiple checks in the role of a modern firefighter 

 If front line staff are to be upskilled for a greater HW role will require ‘culture’ change 
and a revised training plan 

 A minority of firefighters expressed worries to the researcher that concerned the 
training and advice given to fire fighters both in relation to the atrial fibrillation and 
affordable warmth checks. A training review. 

 There seem to be fundamental differences between the FRS and health services in 
how practitioners promote client behaviour change. This would suggest a need to 
further tailor and refine intervention content to take account of the format of delivery 
(Public health Institute LJMU:52) 

 
Partnership and data transfer 

 There is a recognition that the leaflet signposting ‘system’ is inadequate for atrial 
fibrillation; a process that connects the client to their GP more immediately would be 
much more satisfactory. This recognised by both CFRS and health partners and is 
under review.  

 IT systems incompatibility, protocols restricting data sharing and resource issues make 
improvements problematic. Alternatives are being discussed. 

 
Data capture 

 Greater depth of monitoring would be desirable 

 Monitoring take up of AF signposting/referral (GP visit after receipt of leaflet) 

 Monitoring consents for HW section of visit 

 Monitoring of refusals for AF check 
 
Public Awareness 

 Much wider publicity/awareness raising about the scope of SAW visits targeted at 
both public/householders and specifically at NHS staff 

 Inclusion of questions in consultation that attempt find out how much consultees 
know about revised SAW visits.  

 What consultees think about their value? 
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12 .Conclusion 

The question that was asked at the beginning of the paper was: what has been the public 
value of adding two specific public health and wellbeing checks to SAW visits? The paper 
shows that the atrial fibrillation and affordable warmth checks meet the public value 
criteria which have been developed out of the framework that originated in the work of 
Moore (1995) 
 
The SAW checks satisfy three initial criteria. The existence of: 

 An authorising environment 

 Operational capacity 

 The (potential) public value realised and the relationship to strategic public sector    
goals 

(Williams and Shearer 2011:1376) 
 
The authorising environment in this case can be conceived as the political and policy context 
in which the SAW visits were developed and implemented (see section 2 of this paper) 
In addition, there is the key characteristic in public value discourse of thinking ‘outside the 
box’. Moore subsequently produced a modified 360-degree scorecard (Moore 2003) to suit 
non-profit making organisations. The CFRS AF and AW programme of checks clearly meets 
the criteria that he sets out in the scorecard. 
 
Organisational outputs 

 The AF and AW checks have produced clearly defined outputs. The examination of 
a range of stakeholder benefits shows clearly that public value is being created. The 
strategic goals set in the development of SAW visits and creation of partnerships 
are being realised. 

 
Productivity or efficiency including cost analysis 

 SAW visits have integrated health checks into fire safety visits. The checks have 
been carried out at minimal additional cost to CFRS. This condition is clearly met by 
the development of SAW visits out of HSAs and the construction and delivery 
partnerships. CFRS has shown that it has the operational capacity to deliver both AF 
and AW checks at minimal cost. 

 
Financial integrity  

 The financial implications of the addition of the two checks can be shown to be 
minimal. Costs can be accounted for. 

 
Staff morale and capabilities 

 CFRS has shown itself to be able to train and upskill staff to carry out the two 
checks. The process has revealed both communication and morale problems within 
the organisation. There is still work to be done to get staff fully on board. Some 
wider information delivery and consultation with service users is also necessary. 
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Partners and co-producers, morale and capabilities 

 Effective public service partnerships have been created. Partners and co-producers 
have on the whole been satisfied with partnership organisation and the checks as they 
have been delivered. There has been increased integration of public health service 
provision among public service bodies and more effective use of total public service 
spend 

 
Learning and innovation (increasing productivity in standard activities).  

 The two checks represent innovations FRS activity and enhance the productivity of 
SAW visits. In particular the AF check is currently unique and represents a new kind of 
partnership with the NHS and Public Health organisations. 

 
Research data collection 
Data was collected using on-line questionnaires and question schedules distributed via CFRS 
communication channels. Some face to face interviews took place with CFRS senior managers. 
Extensive use was made of relevant reports and appropriate academic papers and books. 
 
Acknowledgements Principal thanks to Mike Larking the SAW project manager who provided 
information and discussion whenever it was needed. Thanks also to everyone that provided 
information either via interview or questionnaire.   
 
Dr Julia Reynolds provided invaluable advice and information on all AF issues. I am also 
grateful to Dr Clare Baker from Halton for valuable comments on the first draft of this paper. 
 
Limitations of the report 

 There was no direct access to the attitudes and perceptions of citizens receiving SAW 
visits. Any reflections on their attitudes has been derived indirectly from the 
comments of frontline staff and the results of CFRS consultation documents. Two 
positive emails were received by CFRS from families of individuals identified as having 
undiagnosed AF.  

 There was a very disappointing response from station managers. Returns were 
received from only three. Only one provided detailed qualitative comments as 
requested. 

 All monetary values indicated for stakeholder benefits where they are not actual 
monies spent are based on ranges of assumptions and should be understood as 
estimates. 
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Appendix 1 

The appendix contains the online questionnaire given to the CFRS frontline staff who conduct 
the SAW visits and an extended analysis of the responses. It contains also questionnaires 
given to relevant NHS and PHE partnership managers in relation to atrial fibrillation and 
affordable warmth. 

Questionnaire for front line staff and analysis of responses 
 
Please read the following before starting the questionnaire. 
 
This questionnaire is part of a data collection exercise to support an evaluation of Cheshire 
FRS involvement in partnerships supporting the delivery of NHS preventative services for 
older people. It builds upon research commissioned by Cheshire and Merseyside Directors of 
Public Health and conducted by Liverpool John Moores University which looked at the falls, 
bowel cancer awareness, smoking and alcohol elements of Safe and Well. This research will 
look specifically at the Atrial Fibrillation work (Halton, West Cheshire, South Cheshire and Vale 
Royal CCG areas only) and affordable warmth screening (whole of Cheshire). Interviewees will 
not be individually identified and the only person that will view completed questionnaires will 
be the researcher Dr Julian Clarke.  

Each question asks you to click on a button to choose an answer. A text box is also provided 
so that you can add comments to give more detail about your choice. Thank you in advance 
for participating. 
 
1. Do you think that the atrial fibrillation and affordable warmth checks are a valuable 

addition to home safety assessments?   
 
2. The training that you received provided a good preparation for doing an atrial 

fibrillation check.   
 
3. The training that you received provided a good preparation for doing an affordable 

warmth check. 
 
4. Please assess the supporting e-learning training for Safe and Well visits, which is 

designed to be a memory aid to the main training programme.  
 
5. Are you fully confident that you can explain the purpose of and conduct an atrial 

fibrillation check?  
 
6. Please provide an estimate of the time it takes to explain the purpose of and to 

conduct an atrial fibrillation check. 
 
7. Are you fully confident that you can explain the purpose of and conduct 

an affordable warmth check? 
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8. Please provide an estimate of the time it takes to explain the purpose of and to 
conduct an affordable warmth check 

 
9. Do you think that all UK fire services should be offering atrial fibrillation and 

affordable warmth checks? 
 
10. You feel well informed about the impact that the health checks are having within the 

community 
 
Responses 
 
Value of the two checks 
Firefighters were offered three options to answer the question about the value of the 
additional checks: yes, no and unsure. As the first question was about the value of both 
checks it was not possible to disaggregate the view of firefighters about the value of the 
affordable warmth check on the basis of lack of training 
 
Atrial fibrillation training 
 

Valuable Trained Not trained Total 

Positive 29 (59%) 15 (33%) 44 (47%) 

Negative  9 (18%) 10 (22%) 19 (20%) 

Unsure 11 (23%) 20 (44%) 31 (33%) 

Total 49 45 94 

% calculated on vertical columns 
 
Among firefighters that had received atrial fibrillation training and were carrying out the AF 
check a positive attitude was held by 29 out of 44 (59%) of firefighters. Amongst those 
without training the figure was much lower at 33%. Three simple 2x2 Chi-square tests were 
done on percentiles. They tested three combinations of the relationship between the answers 
to the first question (yes, no and unsure) and the AF training status of the respondents 
(trained, not trained).  All three tests showed a relationship significant to .05. 
 
We can infer that there was a positive relationship between receiving training and the 
attitude towards the value of the two health checks. It also seems likely that training would 
move respondents from the unsure category to the positive. We might also infer that 
respondents who viewed the extension negatively were unlikely have their view changed by 
training. No definite causal inference can be derived from the tests and they must be treated 
with caution. They simply indicate statistically significant relationships. 
 
Positive attitudes towards the checks were expressed as follows by those firefighters that 
thought that the two checks were a valuable addition to SAW visits as follows: 
 

 It is a quick test 

 Most residents are happy to take it. 

 It has the potential to save a life 
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 Early detection of is valuable to someone who is unaware of potential issues.   

 It could pick up something early that is underlying 

 The check has allowed medical intervention to be actioned. 

 It saves money in the long run 

 It provides additional screening  

 Anything that can help support the public is a good thing. 

 Good because it may protect the vulnerable 

 We are already engaging with individuals and can carry out further assessments 

 It allows health checks to be performed on people who may not otherwise have had 
any checks over the years.   

 
Fire fighters with a negative view of the two checks said the following about the atrial 
fibrillation check: 
 

 The majority of individuals we ask to perform the AF tests appear to be worried about 
the outcome and therefore refuse to do the test 

 Most of the residents we speak to do not want to take part in the assessments. 

 People are not interested. 

 I don’t think the basic tool we use is reliable enough. 

 We are not trained medical professionals 

 We have not really been given the training to offer proper advice to help ease their 
concerns 

 If it turns red it means nothing as it might be a false reading 

 If it turns green, it means nothing 

 We only providing a leaflet to contact their GP 

 Should we not be focussing our efforts on the age group where it is most prevalent 

 We should have dedicated non-operational personnel who firefighters can make 
reference to 

 Encountering more resistance from residents, 

 We are now prying into their private lives, our reputation is suffering. 
 
Affordable warmth trained (67 out of 94 respondents) 
 

Valuable Trained  Not trained Total 

Positive 37 8 45 

Negative  11 7 18 

Unsure 20 11 31 

Total 68 26 94 

 
The relationship between positive/negative and trained/not trained was significant at the 0.1 
level indicating that being trained was significantly related to a positive attitude towards the 
two checks. The same result was obtained for the relationship between positive and unsure 
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but not for negative and unsure.  It does appear, however, that the relationship was less 
strong than for atrial fibrillation. As only a single question was about the two checks and the 
two sets of training categories overlapped, the responses cannot be regarded as independent. 
 
Opinions about affordable warmth checks were predominantly positive: 
 

 The affordable warmth is also good due to that fact it can help people save money 

 Warmth checks are a great idea for the vulnerable. 

 useful for people in need of help in the cold weather and for people with unknown 
health issues 

 Anything that helps prevent persons from struggling in their homes is valuable. 

 They would be useful for people in need of help in the cold weather and for people 
with unknown health issues 

 Anything that helps prevent persons from struggling in their homes is worthy of being 
valuable. 

 Warmth checks are a great idea for the vulnerable. 

 Even if relevant some people will feel embarrassed admitting to warmth poverty to a 
stranger 

 
The following comments came from firefighters that were unsure about the value of the two 
checks and contained a mix of attitudes: 
 

 I believe that the atrial fibrillation is a valuable addition 

 These are private matters and detract from the fire service safety advice. 

 the value to the service in terms of investment and return should be considered   

 The atrial fibrillation part of the visit has genuinely frightened people 

 A lack of detailed knowledge of atrial fibrillation by myself can cause undue stress to 
an occupier when they fail the AF test 

 We are not trained to manage the emotions of the person who reacts to the 
information 

 I don't feel we have enough info to pass to the various members of the public 

 It seems an admirable idea but not in practice 

 The checks are now becoming more intrusive 

 Home safety checks are good as a standalone assessment 

 More and more things keep getting added to SAW checks which means they take 
longer and longer to complete and yet the annual targets we have to hit never get any 
lower 

 
A much smaller number of advocates (17 of a total of 25 employed by CFRS) responded to the 
same questionnaire making statistical testing inappropriate. 8 said the checks were a valuable 
addition, 8 were unsure and 1 responded negatively. Qualitative comments covered the same 
range of responses as those of the firefighters. These comments also contain views of the 
affordable warmth check  
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 I believe the affordable warmth is strong question.   The atrial fibrillation less so as it 
often worries people, or they decline to do it. 

 This is (the AF check) currently not carried out at GPs on a regular basis and bearing in 
mind that strokes are very common in UK it has to be a plus. 

 I haven't done many atrial fibrillation checks, as many of my clients are out of the 
required area.  The affordable warmth checks are very valuable and I have referred a 
number of clients, but many also find it useful to know that the help and support is 
available should they require it. 

 I have made a number of referrals, even making one would be a benefit. 

 Gives the occupier an opportunity to complete a simple test that could identify 
something that possibly wouldn't of been detected until signs of symptoms (AF check).    
Affordable Warmth, not made many referrals, occupiers not always comfortable 
discussing financial matters 

 AW is a really good referral option, but it is more difficult to identify issues during the 
summer months. 

 AF - no, in my opinion this deflects from fire safety.    AW - some of our occupiers need 
help within this area, mainly cheaper quotes/benefits although I am unsure if anyone 
has yet been helped. 

 Due to the nature of the visits I have completed where I have performed these checks 
many of the home owners were already aware that they had atrial fibrillation and 
many properties are happy with the heating that they have. I have ticked unsure as 
the longer we engage with the community doing these checks the more it will become 
clear of the benefit of performing these checks. 

 I definitely see the value in both assessments. However, my main observation is that 
people fear the atrial fibrillation and refuse this quite often. Affordable warmth is 
much more appreciated. 

 
Training 
Attitudes towards the quality of AF training also varied. These attitudes were related to the 
general view of the value of the AF check. The very good and good categories were 
aggregated to produce a single good category and poor with very poor to produce a single 
category, the following testable 2x2 table was produced. 
 

Valuable Good Poor Total 

Positive  23 5 28 

Negative 4 7 11 

Total 27 12 39 

 
A Chi-square test indicates a statistically significant relationship at the .01 level. This indicates 
a positive attitude towards training among those firefighters who thought the atrial 
fibrillation check a valuable addition to SAW visits. Again, we cannot infer a causal 
relationship. 
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Qualitative comments from those fire fighters about AF training were as follows: 
 

 Training to use the equipment but not on how to deal with emotional customers. 

 I feel that if the result comes up with a Red Cross, I have worried people in the past 
and would like to avoid this. 

 Very informative session 

 Although AF check is simple and quick to carry out the background information and 
info given to public was good training and knowledge 

 Use of the stick is easy, accompanying documentation is explanatory. 

 Training was given by someone who was not from a medical background, therefore 
the information was limited. 

 Given our limited clinical background, were unable to answer some question asked by 
people who have a negative result. 

 The training for atrial fibrillation was good. This is a fairly simple process so it did not 
require much input. 

 Although I agree we did get good preparation for this we have had no further updated 
training, input or feedback 

 We have never been fully prepared for the questions the public ask us about the 
checks. 

 Whilst simple to use I feel that not enough background on the subject is given. 
reassurance of the occupier who scores a red indicator will obviously be worried and 
having knowledge can go some way in reassuring them 

 It was very basic and I do not really understand the AF but can see the health benefit 
to the community. I think the process of crews attending an elderly person 
(vulnerable) for a short period and potentially giving them the news, they may have an 
issue and then just leaving them to it with only a leaflet is poor and could cause 
unneeded concern and worry. A more linked up approach with the medical services 
would be better such as a process that if someone is flagged during a visit they can 
ring a dedicated number to speak to someone better qualified to explain and quell 
them worries.   

 As a watch we all took a turn in using the device and were briefed well on how it 
works  

 The training was extremely useful and informative. 
 
Again, there were insufficient advocate responses to perform statistical tests on AF training. 
They were fairly evenly split on the quality of AF training (8 good, 9 poor). Qualitative 
comments covered similar themes as those raised by firefighters. 
 

 It wasn't the best training I've had however we are all capable people therefore as a 
team we made sure we were all confident when delivering the AF check. 

 The training was brief and did not prepare me for the scenarios I faced when the 
people failed the test. Dealing with very elderly and people on their own delivering 
potentially life changing information on their state of health 
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 It is a very simple procedure so not much training is required. However, 5 minutes is 
not enough, we need to know the background & how to handle the situation if it is a 
positive result.  Fortunately, the Internet is a good source of information, so we have 
self-taught 

 The training was brief but I was able to understand it.  I feel I can deliver this service if 
the occupier would like it.  It did not allow for being able to convey to the occupier 
why we are doing it in the first place though, as many question why the Fire Service 
have invested in these or what this has to do with Fire Safety. 

 Due to the wide variety of homes we visit and everyone's personal circumstances, 
each individual will react differently. 

 Check its self is easy enough to carry out, but not trained to handle any problems that 
might arise from the check. 

 I shadowed my colleague and was given a leaflet which we give to the occupant. 
Absolutely no training on information of what it actually means, nor training on how 
to support someone if they have a result which results in them needing a GP referral. 

 
Affordable warmth training 
67 out of 94 firefighters said that they had had affordable warmth training. The responses 
were aggregated so that a 2x2 Chi-square test could be done again using the answer to 
question 1 (AF and AW checks as valuable additions to SAW visits) as a baseline 
 

Valuable Training good Training poor Totals 

Positive 32 4 36 

Negative 5 6 11 

Unsure 12 8 20 

Totals 49 19 67 

 
The relationship between a positive attitude to the two checks and judging the training to be 
good or poor was significant to at the .01 level. This indicates a strong relationship between 
the attitude towards the two health checks and the attitude towards the AW training 
 
Very few fire firefighters made qualitative comments about the affordable warmth training. 
Those that did either thought the training was good (3 out of a 67 who said they had training 
or were concerned about appearing judgemental about the state of householder’s homes (2 
out of the 67 who said they had training). 
 
E-learning 
An e-leaning refresher presentation was provided. Of those firefighters (78 or 83% of the 
sample) who accessed it 80% thought that it was good or adequate. None thought that it was 
poor. Of the sample of 17 advocates more than 80% thought that it was good or adequate. 
One individual thought it poor.  
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Confidence to explain and deliver 
Both firefighters and advocates were asked if they had the confidence to explain the purpose 
and deliver the two checks to householders. For firefighters this was again analysed using 
their overall view of the value of the checks as a baseline. 
 
Firefighters - atrial fibrillation 
The data was aggregated into positive and negative categories so there were sufficient 
numbers to perform 2x2 Chi-square tests. The table shows the numbers of AF trained fire 
fighters that said that were confident or not confident. 
 

Valuable Confident  Not confident Total 

Positive 23 5 28 

Negative  3 5 8 

Unsure  6 6 12 

Total 34 16 48 

 
A clear majority of firefighters trained to conduct the AF test were confident that they could 
explain the purpose and nature of the test to householders. The relationship between 
thinking of the checks as valuable additions and positive and negative attitudes about 
confidence in explaining was statistically significant at the .05 level as was the relationship 
between positive and unsure attitudes. Again, this indicates a relationship between attitudes 
to the value of the atrial fibrillation check and confidence in carrying out the check 
 
Qualitative comments about confidence were few in number and tended to repeat the 
positive and negative responses relating to the earlier questions about the value of the checks 
and about the quality of training 
 
Affordable warmth 
Comparing firefighters with positive and negative attitudes towards the two checks with 
confidence in delivering the AW check provided the following result which showed a 
statistically significant relationship between value and confidence in delivery at the .01 level 
 

Valuable Confident Not confident Total 

Positive 27 9 36 

Negative 3 10 13 

Total 39 19 58 

 
Again, the few qualitative comments for this question did not add anything to the responses 
to earlier questions. 
 
Advocates 
In relation to atrial fibrillation a large majority of advocates (14 out 17 respondents) were 
confident that they could explain and deliver the atrial fibrillation check (82%). There was only 
one qualitative comment: 
 

 I have now carried out many, reviewed and discussed situations with colleagues and 
believe I am competent in my delivery 
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For AW there was a 100% positive response for confidence in explanation and delivery 
 
Time take to explain and deliver 
Respondents were asked to estimate the time that it took to explain and conduct the two 
checks. This question may provide some support for estimating the cost of adding the two 
checks to the SAW visit. 
 
Firefighters 
Only 82 firefighters answered the question about explanation and delivery (this may relate to 
the numbers trained in and delivering the AF check at the time of responding because 15 
respondents to the questionnaire did not try to answer the question). This does mean that 
nearly 30 firefighters who said they had no training and had not delivered the check answered 
the question. 17 (21%) estimated that explanation and check took up to 3 minutes, 23 (28%) 
up to 5 minutes, 28 (34%) up 10 minutes and 14 (17%) more than 10 minutes. There were no 
statistically significant results from Chi-square tests comparing attitude to the value of the 
checks, having been AF training and estimates of delivery time. 
 
91 firefighters responded to the affordable warmth explanation and delivery question 21 
(23%) estimated that it would take less than three minutes, 35 (38%) less than 5 minutes, 23 
(25%) less than 10 minutes and 12 (13%) more than 10 minutes. Again, there were no 
statistically significant relationships between categories. 
 
Advocates 
For the AF check advocates 1 (6%) estimated that explanation and check took up to 3 
minutes, 8 (50%) up to 5 minutes, 7 (38%) up 10 minutes and 1 (6%) more than 10 minutes. 
For the AW check advocates 3 (19%) estimated that explanation and check took up to 3 
minutes, 7 (44%) up to 5 minutes, 6 (38%) up 10 minutes and none more than 10 minutes. 
 
Total estimates firefighters and advocates 
 

 AF % AW % 

<3min 18 18 24 22 

<5min 31 31 43 40 

<10min 35 35 29 27 

>10min 15 15 12 11 

total 99  108  

 
The estimates have to be treated with caution but in the case of both checks 85% or more of 
respondents said that each check would take less than 10 minutes. For AF only 49% estimated 
less than 5 minutes but for AW the estimate was 62%. It would be reasonable to assume from 
the estimates that each check would take less than 10 minutes perhaps with a lower 
threshold of 5 minutes. A range might then be factored into the cost of SAW delivery if such a 
cost needs to be calculated. 
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Should other FRS offer the AF and AW checks? 
90 frontline fire fighters offered a view with 59 % agreeing or strongly agreeing with the 
proposition and 18% strongly disagreeing. Among the advocates 76% either agreed or 
strongly agreed while none strongly disagreed. Qualitative comments completely overlapped 
with those recorded for the first question about the value of the checks 
 
Well informed about impact? 
49% of firefighters and 53% of advocates felt well informed about the impact of the two  
health checks. 16% of the firefighters and none of the advocates strongly disagreed that they 
were well informed about impact. 
 
Qualitative responses varied between those firefighters and advocates who felt well informed 
about impact and those who did not feel this. Those who felt they had impact information 
divided between those who knew about delivery target and completed visit statistics and 
those who felt that they had some idea of community impact and response. One respondent 
was very analytical about the impact of the AF check, arguing that it was not possible to say 
how many lives had been saved by the check. 
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Questionnaire for NHS partnership managers 
 
Cheshire Fire and Rescue Service atrial fibrillation partnership with the NHS 
This questionnaire is part of a data collection exercise to support an evaluation of Cheshire 
FRS involvement in partnerships supporting the delivery of NHS preventative services for 
older people. Interviewees will not be individually identified and the only person that will 
view completed questionnaires will be the researcher Dr Julian Clarke.  
 
We would be grateful if you could give the fullest possible qualitative response to each of the 
questions rather than a simple ‘yes’ or ‘no’ answer. Please type your response in the text box 
below each question. The text boxes will expand to fit what you write. Thank you for 
agreeing to participate. 

 
Please remember to save the additions that you have made. 

 
1. What NHS service do you manage/provide? 
 

 

 
2. Which specific NHS organisation do you work for?  
 

 

 
3. What makes Cheshire FRS a good partner for delivering NHS preventative services? 
 

 

 
4. Was easy it to set up a partnership with CFRS?  
 

 

 
5. Could you describe any particular problems in setting up the partnership? 
 

 

 
6. Could you describe any particular problems with managing the partnership? 
 

 

 
7. How easy was it to set up a referral pathway between Cheshire FRS and your service? 
 

 

 
8. How well has the referral pathway worked? 
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9. Has the partnership with Cheshire FRS supported the more effective use of your 
resources? Could you explain how? 

 

 

 
10. Can you describe how the partnership with Cheshire FRS has supported the early 

identification of people vulnerable to stroke or other cardiac problems? 
 

 

 
11. Is there anything you would like to add? 
 

 

 
Please remember to save the additions that you have made 
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Cheshire Fire and Rescue Service affordable warmth partnership  
This questionnaire is part of a data collection exercise to support an evaluation of Cheshire 
FRS involvement in partnerships supporting the delivery of preventative services for older 
people. Interviewees will not be individually identified and the only person that will view 
completed questionnaires will be the researcher Dr Julian Clarke.  
 
We would be grateful if you could give the fullest possible qualitative response to each of the 
questions rather than a simple ‘yes’ or ‘no’ answer. Please type your response in the text box 
below each question. The text boxes will expand to fit what you write. Thank you for 
agreeing to participate. 
 
Please remember to save the additions that you have made. 
 
12. What service do you manage/provide? 
 

 

 
13. What organisation do you work for? 
 

 

 
14. What makes Cheshire FRS a good partner for delivering the affordable warmth service? 
 

 

 
15. Was easy it to set up a partnership with CFRS?  
 

 

 
16. Could you describe any particular problems in setting up the partnership? 
 

 

 
17. Could you describe any particular problems with managing the partnership? 
 

 

 
18. How easy was it to set up a referral pathway between Cheshire FRS and your service? 
 

 

 
19. How well has the referral pathway worked? 
 

 

 
20. Has the partnership with Cheshire FRS supported the more effective use of your 

resources? Could you explain how? 
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21. Can you describe how the partnership with Cheshire FRS has supported the early 

identification of people vulnerable to fuel poverty? 
 

 

 
22. Is there anything you would like to add? 
 

 

 
Please remember to save the additions that you have made. 
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Appendix 2 

Contains revised AF training presentation 

 
Feed back:Total trainees: 74 
Met expectations 51 
Exceeded expectations:23 
Poor:0 
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