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1. Executive summary 
1.1 The projected growth in population and the associated need for housing, employment, 

transport infrastructure and social infrastructure in and around London offer a massive 
opportunity to create bold new places that blend into, and knit together, the built and the 
social fabric of the capital. History shows us two clear opportunities when London has had 
the chance to rebuild and to rethink itself: after the Fire of London in 1666 and after the 
Second World War. On each occasion Central or Metropolitan London was rebuilt but not 
rethought and London’s urban fabric stagnated (1).  

1.2 The London Plan (2), which sets the strategic framework for all development in London, is 
currently being updated (3). As with all spatial plans in England it is subject to a joint 
Sustainability Appraisal (SA) and Strategic Environmental Assessment (SEA).  
� SA is a requirement of the Planning & Compulsory Purchase Act 2004 (4); and 
� SEA is required by European Directive 2001/42/EC (5).  

1.3 Figure 1 shows the headline findings from the SA/SEA. 

1.4 The SEA Directive is very important for health as it explicitly requires the consideration of 
the likely significant effects on population and human health (5). Health issues arising from 
the alterations to the London Plan were looked at as part of this wider SA/SEA process. 
There is also a discrete objective on health and wellbeing. We did not conduct an 
autonomous Health Impact Assessment (HIA) of the draft further alterations to the London 
Plan. 

1.5 This report provides an account of the health input to the Sustainability Appraisal and 
Strategic Environmental Assessment (SA/SEA). This health input was funded by the Greater 
London Authority. The London Health Commission funded the evidence review in section 3 
and 4.  

1.6 Ben Cave Associates provided the specialist health input. Forum for the Future (FfF) 
conducted and managed the wider SA/SEA. FfF and Ben Cave Associates worked as a single 
team for the GLA.   

1.7 The full SA report is available on www.london.gov.uk and, like the draft further alterations, 
is open to consultation until 22nd December 2006. 

 
Figure 1  
In the face of the predicted development for London over the timeframe of the Plan, the GLA is 
presented with both a huge challenge and a real opportunity to transform Greater London into 
an exemplary, sustainable world city. History, and contemporary experience, shows us that 
development places enormous pressure on the environmental and social fabric of London. The 
London Plan sets a framework for London to develop in a way that not only maintains, but 
increases, quality of life for all Londoners.   
The Sustainability Appraisal concluded that the alterations will help avoid many of the adverse 
impacts on carbon dioxide emissions, biodiversity, health and wellbeing, equality and diversity, 
and waste recycling and disposal.  
The draft Further Alterations to the London Plan refines the London Plan. It ensures that the 
spatial development strategy sets the framework within which London’s economic, social and 
environmental conditions continue to move in the right direction.  
The Sustainability Appraisal concludes that the greatest improvements will be felt in transport 
and accessibility, the legacy of the 2012 Olympic and Paralympic Games, improved safety and 
security, the built environment, mitigating climate change, and the way in which the Plan is 
delivered across the sub-regions.  

From the Non-Technical Summary to the SA of the draft alterations to the London Plan (6) 

1.8 It is important to note that this report is, in many respects, a historical document. We refer 
the reader at all times to the full SA report submitted to the GLA (6;7) and accompanying 
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the draft further alterations to the London Plan (3). The full SA report shows how the 
recommendations of the SA team, and of this health input, have been acted upon. 

1.9 In this report we present the papers that were submitted to the Greater London Authority 
and we document the consultation held in the process of providing health input to the 
SA/SEA. The SA team worked closely with the policy authors: this meant that sustainability 
and health issues were considered as the policies were drafted.  

Headline findings 

1.10 In brief we conclude the following 
� The new policies provide a clear vision for London and for people living and working in 

London.  
� The new objective on health inequalities is welcomed. As a result of the SA the London 

Plan will now monitor health inequalities. Health inequalities need to be consistently 
followed throughout the whole Plan and addressed at regional, sub-regional, local and 
neighbourhood levels.  

� The monitoring of social and economic effects will be essential to help inform the best 
options for Casino development in London and ensure maximum benefit and minimum 
adverse effect. It is recommended that the GLA pays close attention to the national 
pilot study on Casinos. The GLA have amended their policy on casinos to take account 
of health and social effects.  

� The climate change policies are strongly welcomed including mention of adaptation and 
behaviour change. Climate change is already affecting the lives of Londoners: health 
issues associated with climate change will become increasingly apparent. The NHS has 
a corporate social responsibility to take this on board and to play its part from estate 
management to employment and procurement.  

� We recognise that the approach to aviation is in line with national policy. We note 
however that aviation is a major contributor to greenhouse emissions.  

� The transport policies have huge implications for health and health inequalities: we 
support the emphasis on public transport, modal shift and demand management. Both 
infrastructure and behaviour change are critical to the sustainability and accessibility of 
London life.  

� Planning and urban design frames the environments and communities in which 
Londoner’s live and work. Policies which require consideration of health and social 
issues and which support real and meaningful inclusion and participation of 
professional and lay stakeholders in the planning and design process are welcomed.  

� We support the emphasis on the Olympic and Paralympic legacy but note the potential 
for localised adverse health and social effects if short cuts are taken to develop the 
Olympic and Paralympic infrastructure.  

� The policies on play areas and on childcare are welcomed as are the policies on trees 
and woodland. Access to green space is important for levels of physical activity and 
also for mental health. 

More detailed findings 

1.11 Health improvement and health gain of existing populations tend to demonstrate a lagged 
effect. In part, because the significant changes or improvements in terms of land use, 
infrastructure improvements will require implementation through Local Development 
Frameworks involving planning, community consultation and possibly land assembly and 
acquisition. There will be short- to medium-term improvements, particularly in psychological 
health, from the incremental changes which address the immediate social context of 
London.  

1.12 Long-term improvements in social and economic well-being such as education, employment 
and the creation of a stable economy will ensure that individuals and communities 
experience social mobility and reduction of income and health inequalities. 

1.13 In relation to the above, new policy 3A.14 includes detailed consideration of the 
requirements of different population groups within London including particular spatial issues 
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which they may face. These include issues relating to the provision of and access to 
services and issues relating to quality of life. There is an improvement on policy to 
neighbourhoods and sustainable design and construction and we advocate support of Home 
Zone principles in new development.  

1.14 It is important to ensure that DPDs continually remain cognisant of the fact that some 
individuals and some communities have further to travel in terms of being able to take up 
and make use of the opportunities which the London Plan seeks to provide: for example 
economic growth and its positive effects in terms of providing employment can only be 
effectively accessed (jobs that enable social mobility, living wage etc) by those who possess 
the adequate necessary skills and qualifications. In terms of health improvement, those 
suffering poor health may require a longer time period in which their health will improve as 
opposed to those who already experience good health and well-being. The Supplementary 
Planning Guidance for London’s diverse communities is important in this respect (8). 

1.15 The projected expansion of the population for Greater London threatens to place extreme 
pressure on the wider social infrastructure, including health services. This is recognised in 
the alterations to the London Plan: para 3.14i describes how social infrastructure is critical 
to achieving housing targets; the supporting text for Objective 4 of the London Plan has 
been altered to include specific reference to social infrastructure and to health inequalities; 
and Policy 3A.23 which refers to Community Strategies now includes mention of a full range 
of social infrastructure and community facilities.  

1.16 We note that the Social Infrastructure Framework project specifically includes services and 
facilities within its definition. It would be helpful for the London Plan to define social 
infrastructure. This is relevant for the Plan as both services and facilities could be funded 
(in whole or in part) by planning obligations.  

1.17 The guidelines for planning obligations have been updated and NHS organisations can 
negotiate funds for facilities and services. Policy 3A.17 refers to health objectives and it has 
been updated to reflect recent policy changes. The recent changes to the regulations 
covering planning obligations provide scope for cross-referencing the supporting text of 
3A.17 to Policy 6A.4 which covers priorities in planning obligations. The London NHS 
Healthy Urban Development Unit has developed policy guidance and a spreadsheet model 
for calculating appropriate developer contributions for health services and facilities.  

1.18 The explicit mention of health impact assessment in Policy 3A.20 is a positive step and will 
hopefully remove any ambiguity with the previous wording. This recommendation will have 
resource implications: the onus must be on the developer to fund the HIA and where 
environmental assessment is required health and health inequalities should be written into 
the scope. The Director of Public Health in the local Primary Care Trust should be party to 
agreeing the scope of environmental assessments of strategic plans and of programmes 
and projects. It is unlikely that Primary Care Trusts will have the capacity to conduct HIAs 
in each instance. The environmental assessment sector will have greater expertise in the 
health protection elements of HIA. The Best Practice Guidance for public health is very 
important in this respect (9). 

Report structure 

1.19 In Section 2 we outline the role of health and well-being within SEA and list the 
recommendations which arose during the SA/SEA process. As described in paragraph 1.8 
above each of these recommendations has been discussed and debated with the policy 
authors. They have been duly noted or acted upon. We provide a brief profile of health and 
health inequalities in London.  

1.20 Section 3 provides an overview of the methodology employed in the evidence review and 
considers important methodological problems associated with conducting a health impact 
assessment such as the uncertainty and lack of data. Section 4 summarises the evidence 
against each of the objectives used in the sustainability appraisal.  

1.21 Section 5 looks at the potential effects of casino developments. The evidence relating to the 
economic and social benefits of casinos developments is mixed and we advocate caution in 
using casinos as drivers of community regeneration. We examine the location of casinos: 
best practice does not recommend siting casinos close to town centres. Deprivation and 
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lower socioeconomic status (SES) are positively associated with developing problem 
gambling. Evidence highlights that low SES individuals spend a higher proportion of their 
income relative to higher SES groups. Rates of problem and pathological gambling have 
been noted to double in areas surrounding casinos. We made a number of policy 
recommendations. These were considered and addressed by the policy authors 

1.22 Section 6 details the process by which the consultation of the SA of the further alterations 
to the London Plan was carried out. The aim of the consultation was to identify using the 
Diamond Nine approach, ways in which changes in the draft Further Alterations to the 
London Plan support health, and ways in which the alterations could be strengthened. The 
participants were asked to list their ‘top’ nine most significant health determinants such as 
economic growth, energy and strengthening deprived individuals and communities. These 
then formed a series of recommendations. Comments and quotations from the consultation 
participants are provided. 
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2. Health input to the Sustainability Appraisal 
2.1 The projected growth in population and the associated need for housing, employment, 

transport infrastructure and social infrastructure in and around London offer a massive 
opportunity to create bold new places that blend into, and knit together, the built and the 
social fabric of the capital. History shows us two clear opportunities when London has had 
the chance to rebuild and to rethink itself: after the Fire of London in 1666 and after the 
Second World War. On each occasion Central or Metropolitan London was rebuilt but not 
rethought and London’s urban fabric stagnated (1).  

2.2 The London Plan (2), which sets the strategic framework for all development in London, is 
currently being updated (3). As with all spatial plans in England it is subject to a joint 
Sustainability Appraisal (SA) and Strategic Environmental Assessment (SEA).  
� SA is a requirement of the Planning & Compulsory Purchase Act 2004 (4); and 
� SEA is required by European Directive 2001/42/EC (5).  

2.3 The SEA Directive is very important for health as it explicitly requires the consideration of 
the likely significant effects on population and human health (5). We did not conduct an 
autonomous Health Impact Assessment (HIA) but looked at health issues arising from the 
alterations to the London Plan as part of this wider SA/SEA process.  

2.4 SA and SEA require the most relevant, or the significant, effects to be identified. We list 
some headlines below before going on to look at the process and the findings in more 
detail.  

Headline findings 

2.5 The new policies provide a clear vision for London and for people living and working in 
London.  

2.6 The new objective on health inequalities is welcomed. Health inequalities need to be 
consistently followed throughout the whole Plan and addressed at regional, sub-regional, 
local and neighbourhood levels. The London Plan should monitor health inequalities. 

2.7 It is recommended that the GLA pays close attention to the national pilot study on Casinos 
and amends its policy accordingly. The monitoring of social and economic effects will be 
essential to help inform the best options for Casino development in London and ensure 
maximum benefit and minimum adverse effect.  

2.8 The policies on play areas and on childcare are welcomed as are the policies on trees and 
woodland. Access to green space is important for levels of physical activity and also for 
mental health. 

2.9 The climate change policies are strongly welcomed including mention of adaptation and 
behaviour change. Climate change is already affecting the lives of Londoners: health issues 
associated with climate change will become increasingly apparent. The NHS has a corporate 
social responsibility to take this on board and to play its part from estate management to 
employment and procurement.  

2.10 We recognise that the approach to aviation is in line with national policy. We note however 
that aviation is a major contributor to greenhouse emissions.  

2.11 The transport policies have huge implications for health and health inequalities: we support 
the emphasis on public transport, modal shift and demand management. Both 
infrastructure and behaviour change are critical to the sustainability and accessibility of 
London life.  

2.12 Planning and urban design frame the environments and communities in which Londoner’s 
live and work. Policies which require consideration of health and social issues and which 
support real and meaningful inclusion and participation of professional and lay stakeholders 
in the planning and design process are welcomed.  
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2.13 We support the emphasis on the Olympic and Paralympic legacy but note the potential for 
localised adverse health and social effects if short cuts are taken to develop the Olympic 
and Paralympic infrastructure.  

What place for human health in SA/SEA? 

2.14 As noted above the SEA Directive requires the consideration of the likely significant effects 
on a range of topics including population and human health (5). This allows the likely 
health effects of the alterations to the plan to be considered, upstream, at this early stage.  

2.15 SEA and SA are usually carried out at the same time and in such a way that the 
requirements of both approaches are met (10). We shall simply refer to this joint process as 
SA from now on. 

2.16 SA holds a mirror up to the plan-making process (10). It looks at the plan and identifies 
likely social, economic and environmental effects, including health. It suggests ways of 
capturing beneficial, and eradicating adverse, effects. The final report also states how the 
plan-makers have taken note of the SA, and recommends how the significant effects should 
be monitored. 

2.17 The Greater London Authority (GLA) has commissioned Forum for the Future to conduct the 
SA of the further alterations to the London Plan (11). The GLA has commissioned Ben Cave 
Associates to provide special input on health and wellbeing. The London Health Commission 
has funded the evidence base which accompanies this briefing note.  

2.18 This SA is tasked with focussing exclusively on the alterations to the London Plan and not 
on the existing and unmodified policies.  

A note on health inequalities 

2.19 We welcome the understanding that improving human health is not merely about delivering 
health services. Health is about wellbeing. Reducing health inequalities is a key national 
policy driver. Objective 2 of the London Plan now states that London should be a healthier 
and better city. Addressing health determinants and reducing health inequalities is one of 
the key policy directions for this objective. So all policies should be considered in terms of 
their likely effects on human health. Health is a truly cross cutting issue and it is fine for 
policies affecting health & wellbeing to be subsumed in other parts of the plan – we don’t 
need lots of extra policies on health – PROVIDED it continues to be clear that the health & 
wellbeing of people in London is strongly and consistently promoted. There are inevitably 
tensions within the objectives: for example, we show below that economic growth is not 
synonymous with reducing health inequalities.  

2.20 The London Plan Performance Indicators, which monitor key elements of the six objectives, 
should therefore be updated to reflect this new health focus. Currently indicators on health 
evidence and health inequalities remain as contextual indicators only. 
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Figure 2: Health and health inequalities in London
Gender: across London the difference between male and female life expectancy is greater in areas 

with more deprivation.  

Socioeconomic status: the risk of mental illness increases with social and economic deprivation. 
Mental illness itself can be a cause of unemployment leading to further deprivation. London is a 
culturally diverse city, with one in three Londoners coming from an ethnic minority community, and 
over 300 languages being spoken. This diversity is one of the features that makes London such a 
vibrant world city – yet we know that London’s communities do not benefit in equal measure from 
the opportunities and wealth the capital has to offer.   

London is characterised by marked contrasts between affluence and poverty.  In 2003, London’s GDP 
was estimated to be £180 billion, with 375 of the top 500 global companies having offices here, 
cultural and creative industries generating an annual turnover of £25-29 billion, and visitors 
spending approximately £15 billion in total. The London economy contributes around 17% of the 
UK’s total GDP and is comparable in size to those of Sweden, Belgium and Russia. However, Greater 
London also has 20 of the 88 poorest local authorities in the UK, and there continues to be a spatial 
distribution of disadvantage, with a greater concentration of deprived wards being in inner London. 
One in three older people and 43% of children in Greater London are estimated to be living below 
the UK poverty line, and most minority groups continue to experience high levels of unemployment 
and child poverty.  

Ethnic group: ethnic minorities experience a higher burden for certain diseases. This burden has 
been described for the following areas: coronary heart disease, haemoglobinopathies, cancers, 
diabetes, mental health, tuberculosis and sexual health. Elders from Black and Minority Ethnic 
groups in London report higher levels of limiting long-term illness. Such differences appear to exist 
even within income groups;   

Age: in relation to the forecast aging or ‘greying’ of London, it is necessary to consider how health 
profiles and demand for services will alter. Individual living conditions will also change as they move 
through the life cycle. Deprivation is not a static phenomenon; people move in and out of it.  

The health effects of age may also be compounded by those of ethnicity and social class. For example 
the high unemployment rate of young Black and Asian people. As the Black and Minority Ethnic 
population ages the health of BME elderly people assumes growing importance,. This will be an 
important issue for Bangladeshi people, who currently have a relatively young age profile. The 
population of elderly people from BME groups in London will triple by 2011. 

Geographical area: Londoner’s self-reported health is slightly better than the national average for 
England. However, there are inequalities within the health of Londoners. Areas such as Tower 
Hamlets, Hackney and Newham report high rates of poor health. Most of the areas with significantly 
low levels of male and female good health are located in inner London. In addition there are also 
wide variations in the percentage reporting their health as not good by ethnic group. The 
percentage who reported their health as not good was highest in the Asian British Bangladeshi and 
Pakistani groups and was also high in the Indian and Black Caribbean groups. 

In terms of infant mortality rate (IMR), London is very similar to the rest of the country. The IMR in 
London as a whole has declined from 7.3/1000 in 1990-92 to 5.7/1000 in 2000-02. Again as with 
self-reported health there are considerable inequalities in infant mortality by borough. Brent, 
Lambeth, Southwark, Newham, Hackney and Waltham Forest had the highest rates and along with 
Croydon were significantly higher than the England rate. 

From Health in London (12-14) 

2.21 Empirical evidence from public health and social epidemiology suggests that policies aimed 
at tackling health inequalities and improving health should simultaneously be directed at 
the neighbourhood, community and regional levels. It is only by delivering policy at these 
three levels that adequate coverage of the social, environmental and economic 
determinants of health and well-being can be achieved and health improvements occur 
(15).  

2.22 The Plan, and the altered policies in the Plan, need to maintain their focus on the social and 
economic profile of the population groups that targeted by the policies. Different sub-
populations, such as the elderly, ethnic minorities and the young, have differing needs. 
Population groups in different parts of London experience different levels of exposure to the 
key determinants of health, such as employment, income, housing, and community safety. 
Key variables that must be considered when examining potential health impacts on 
population groups include gender, socioeconomic status, ethnic group, age and 
geographical area. Figure 2 above summarises the issues for each of these variables. 
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2.23 Maximizing, maintaining and protecting  the health of the population is not solely about the 
provision of, and access to, health services but also about reducing social exclusion, 
enhancing access to good quality jobs and housing. The Plan contains various objectives 
which all will have an effect on the health and well-being of the population. This is broadly 
referred to as the social determinants of health in that health and well being are influenced 
by the social, environmental and economic aspects. Recent research shows that policies 
aimed at reducing social inequalities, such as welfare state and labour market policies, do 
seem to have a salutary effect on the selected health indicators, infant mortality and life 
expectancy at birth (16). 

2.24 The Choosing Health White Paper (17) states that: 

‘Interventions and policies designed to improve health and reduce health disadvantage 
should provide the opportunity, support and information for individuals to want to improve 
their health and well-being and adopt more healthier lifestyles. Policy cannot – and should 
not – pretend it can ‘make’ the population healthy. But it can – and should – support people 
in making better choices for their health and the health of their families. It is for people to 
make the healthy choice if they wish to’. 

Approach 

2.25 We look at some initial findings for health and wellbeing below. The results are based on a 
reading of the revised policies using the 20 objectives and appraisal criteria developed 
during the scoping phase of the SA (18).  

2.26 Forum for the Future, London Sustainability Exchange and Ben Cave Associates conducted 
independent appraisals. We compared and discussed the results before agreeing these 
initial recommendations. 

2.27 We group the initial recommendations under four overarching headings (19;20).  
� Managing resources 
� Getting results 
� Taking responsibility 
� Developing respect 

Initial appraisal 

Managing Resources 

2.28 In this section we summarise SA objectives 1 to 7. These include  
� Biodiversity 
� Water Quality & Water Resources 
� Natural Resources  
� Climate Change  
� Air Quality  
� Energy  
� Waste 

2.29 Natural resources: the plan talks about using and enjoying natural resources. Green 
space has a positive effect on mental health. It should be an active part of the built 
environment. We welcome the clearer specification of open spaces in para 3.251. Policy 
3D.7 addresses open space and recognises its value in combating climate change (para 
3.245). It also recognises the amenity value of open space which is set to increase in 
importance as the density of development increases (para 3.246). Policy 3D.12 now 
includes reference to access to nature.  

2.30 This vision of London as the centre of a polycentric system of regions and cities is clear for 
economic links but it could be extended to natural resources. While the plan stresses the 
reliance it places on self-sufficiency it does not provide a similar vision of the resources 
London demands. The term environmental footprint has been rephrased to environmental 
impact (para 1.20). We suggest that some measure needs to be provided, or some account 
taken, of London’s overall impact or footprint. Transboundary implications of waste are 
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discussed. The draft London Food Strategy (21) describes also how food preparation is 
responsible for 10%-20% of London’s environmental impact.  

2.31 Biodiversity: we support the emphasis that the new policy 3D.12i gives to the value of 
trees and woodland, including its association with health, as there is a new policy on the 
need to protect, maintain and enhance trees and woodland.  

2.32 The London Health Commission’s Health Impact Assessment of the Mayor’s Biodiversity 
Strategy (22) highlighted the link between health and open spaces and poor health and 
lack of access to open spaces. This work is now being progressed further by the GLA 
Environment team’s study into Areas of Deficiency and access to nature in London. English 
Nature also suggests that access to green space protects and promotes both physical and 
mental health (23).  

2.33 Increasing and protecting opportunities for physically active recreation are also vital in 
protecting and promoting the health of Londoners.  
� Adults who are physically active have 20–30% reduced risk of premature death and up 

to 50% reduced risk of developing major chronic diseases such as coronary heart 
disease, stroke, diabetes and cancers (24).  

� Accessibility of facilities, opportunities for activity, and aesthetic qualities of the area 
are the most successful environmental factors in facilitating physical activity amongst 
adults (25). 

2.34 Climate change: this is a major addition to the London Plan and is very important for 
long-term health, health inequalities and sustainability at every geographical level.  

2.35 We support the emphasis which Objective 6 places on mitigating, and adapting to, climate 
change. Planning contributes to increasing climatic problems if it fails to promote policies 
that encourage reductions in fossil fuel use and policies that include energy conservation in 
the construction and use of buildings. Urban planning can make a positive contribution by 
curbing the rates of greenhouse gases emitted due to human activity. This can be achieved 
by influencing energy use in buildings and transport and by developing renewable energy 
sources (26). The Plan acknowledges the effects climate change is having upon tidal reach 
and potential effects on flooding.   
� Climate change, on a global scale, is a bigger hazard than Aids, obesity or bird flu. 

Extremes of heat and cold, rising sea levels, droughts, floods, storms and food 
shortages - these are the likely effects. In turn, they threaten to lead to famine, 
drowning, destruction of human habitation, mass migration, the spread of deadly 
diseases and armed conflict as people fight over scare resources (27). 

� A Department of Health report looked at the effects of climate change on health. It 
acknowledged large uncertainty surrounding the estimates. The main conclusions were 
the impact of increases in river and coastal flooding, and severe winter gales. It also 
clearly addressed the balance between the potential benefits and adverse impacts of 
climate change: the potential decline in winter deaths due to milder winters is much 
larger than the potential increase in heat-related deaths. Climate change is also 
anticipated to lessen air pollution-related illnesses and deaths, except for those 
associated with tropospheric ozone, which will form more readily at higher 
temperatures ((28) quoted from (29)). 

2.36 Policy 4A.15 describes how the Mayor will offer a programme of training and expert advice 
in the assessment of potential impacts of developments and in determining appropriate 
packages of measures. The NHS has substantial estates and large new build programmes 
and a correspondingly large corporate social responsibility (CSR) to address climate change 
issues: CSR is defined as using resources to maximise social, economic and environmental 
benefits. We recommend that the health sector is included in this programme. The 
environmental strategy for the NHS details a number of actions which NHS bodies should 
adopt (30) in the construction and management of their estates. Other commentators have 
described a wider programme of CSR including sustainable procurement and employment 
polices (31;32). 

2.37 We note that the new national policies on smoke free environments will mean that there 
will be an increased demand for patio-heaters and for temporary structures to shelter 
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smokers. Patio-heaters are very energy intensive: running a 12kW propane heater for 1 
hour will produce 2.6kg CO2 (33).  

2.38 Air quality: we welcome the fact that policy 3C.6 has been extended to include airport 
operation since it is the aeroplanes, and not the airports themselves, that are the major 
contributors to greenhouse emissions. The local effects of aviation on air quality are tightly 
monitored and airports such as Heathrow, Stansted and Gatwick will be concerned to keep 
emissions within strict limits. This however does not imply that there is no health effect: it 
is generally assumed that there is no level below which health effects do not occur. Over a 
much wider area, eg Europe wide, potentially large populations are exposed to very small 
increments of key pollutants from aviation such as PM and ozone. A public health 
perspective encourages emissions to be kept to a minimum. 

2.39 While the plan review’s discussion of the environmental effects of aviation is welcomed we 
question the strong support which is expressed for aviation. Policy 3C.6 appears to support 
more stringent controls on London Heathrow than at Gatwick or Stansted. We recognise 
that the aviation white paper advocates carbon trading schemes as the best way of 
facilitating economic growth and meeting environmental standards. Aviation currently falls 
outside the carbon trading agreements. We suggest that the policies of the London Plan 
should recognise this. 

Getting Results 

2.40 In this section we summarise SA objectives 8 to 14. These include  
� Built and Historic Environment 
� Housing 
� Accessibility / Availability (Transport)  
� Regeneration & Land-Use 
� Employment  
� Stable Economy  
� Creativity and Innovation.  

2.41 Housing: the improved policy on special needs and specialist housing (3A.10), including 
the direction to boroughs to undertake comprehensive assessments of the need for new 
care homes is welcome as it is widely recognised that current supply is insufficient in order 
to meet the needs and preferences of older Londoners. However the typology of should be 
extended to include extra care housing. 

2.42 The London Supporting People strategy is mentioned, but there is no specific mention of 
the need to increase the availability of move-on accommodation. It is estimated that 
between 30%-40% of single homeless people in hostels are ready to move on, but there is 
no accommodation available. Many have low or no support needs. 

2.43 New policy 3A.4i requires residential development to have regard to policy on play space 
and informal recreation. This is an important development given the role physical activity 
plays in combating obesity among children.  

2.44 Affordable high quality housing is fantastically important. The population boom and average 
smaller household sizes means that London needs lots more high quality housing. The 
transitional period while new communities bed in, while property prices fluctuate etc may 
be intensely disruptive and unsettling for some communities. We ask whether the policies in 
the review can address this.  

2.45 We note that households which include someone with a long term illness or disability are 
somewhat more likely than others to live in non-decent homes (37 per cent, compared to 
31 per cent) and in unfit homes (12). Income and ethnicity are also recognised as 
significant factors. Housing supply needs to cope with flexible demand eg some families 
need to be in temporary housing, there is a need for housing for socially excluded and 
vulnerable groups (people coming out of rehabilitation, with mental health problems, ex-
offenders etc). 

2.46 Stable economy: the review adopts the initial vision for the London Plan so economic 
growth continues to be a key driver. Consistent with the new national sustainable 
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development strategy, we suggest framing economic objectives in terms of economic 
development rather than growth. The Statement of Intent places the emphasis strongly on 
economic growth (34) while the policies tend to use the terms interchangeably. Para 1.59 
acknowledges that the gap between the richest and the poorest has grown for wealth and 
quality of life measures. 

2.47 Economic growth does not guarantee an equitable distribution of the economic gains. Job 
creation does not necessarily trickle down as job opportunities for the long-term 
unemployed, Measures to improve the infrastructure for economic activity in deprived areas 
must be coupled with measures to improve facilities and services for groups such as the 
long-term unemployed. The increased emphasis on accessible, affordable and appropriate 
childcare (3.149 and 3.150) is thus a welcome policy development. Lack of access to 
affordable childcare acts as a barrier to people particularly lone parents taking up 
employment and training opportunities, while the lack of paid employment for parents 
particularly lone parents is a major contributory factor to London possessing the highest 
rates of child poverty in the country. 

2.48 Employment in the hotel, restaurant and retail sectors are notorious for offering low paid 
and insecure entry level jobs. These have negative health effects. Boroughs which already 
suffer from high unemployment (and long-term unemployment) and whose residents lack 
the necessary skills to access higher grade jobs the forms of employment provided by these 
sectors it is likely that these jobs will not facilitate social inclusion for these groups and may 
further compound existing deprivation thereby increasing inequality across London. 

2.49 Health and employment: Reducing unemployment amongst socio-economically deprived 
groups the London Plan should potentially have a positive health impact. A wealth of 
evidence has demonstrated unequivocally that the incidence of unemployment has both 
psychological and physiological health impacts such as depression, anxiety, low self-
esteem, low affectivity, i.e., unhappiness, cardiovascular disease, coronary heart disease 
and ultimately increased mortality (35). Research has found that the health disadvantages 
induced by unemployment are primarily related to poverty created by the low-income 
nature of unemployment (36). 

2.50 In reaction to this it is assumed that mechanisms designed to move people from 
unemployment to employment are the key factors in tackling poverty and improving health. 
The few studies which exist examine the impacts of reemployment of the unemployed do in 
fact demonstrate that reemployment can reverse the negative health effects of 
unemployment. There is currently very little evidence on the positive association between 
employment and health. Using longitudinal data, and taking into account social and 
demographic characteristics, research has found that the health of a person influences their 
employment status and also that employment status influences their health (37).  

2.51 However, it is dangerous to infer the simple causation that the transition to employment 
will function as a panacea of the economic and social problems faced by the unemployed 
and economically inactive – the notion that “any job is better than no job”.  

2.52 Indeed, the Plan should consider that when addressing the needs of the “labour market 
weak” such as lone parents and ethnic minority groups it is necessary to recognise that the 
simplistic dichotomy between employment and unemployment is rather more complex than 
viewing unemployment as ‘bad’ and employment as ‘good’. In its strategy document report 
Health, work and well-being – Caring for our future, (38) the Government sets out its vision 
for improving the health and well-being of working age people: 

2.53 “Together we will create an environment that promotes the health and well-being of all 
those in work and all those who wish to work”. 

2.54 This vision is a central element of a wider welfare reform agenda that is set out in the 
Government  White Paper Choosing Health: Making Healthier Choices Easier (17) and 
Green Paper A New Deal for Welfare: Empowering People to Work (39) . 

2.55 In societies where income differences between rich and poor are smaller, the statistics 
show not only that community life is stronger and people are much more likely to trust each 
other, but also that there is less violence – including substantially lower homicide rates, that 
health is better and life expectancy is several years longer, that prison populations are 
smaller, birth rates among teenagers are lower, levels of educational attainment among 
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school children tend to be higher, and lastly, there is more social mobility. In all cases, 
where income differences are narrower, outcomes are better. (40) All these relationships 
are statistically highly significant and cannot be dismissed as chance findings. 

2.56 We are dealing with the effects of relative, not absolute, deprivation and poverty. Violence, 
poor health or school failure are not problems which can be solved by economic growth 
alone – by everyone getting richer without redistribution. Across the richest 25 or 30 
countries there is no tendency whatsoever for health to be better among the most affluent 
rather than the least affluent countries. The same is also true of levels of violence, teenage 
pregnancy rates, literacy and maths scores among school children, and even obesity rates. 
Wilkinson states that ‘we have reached a level of development beyond which further rises 
in absolute living standards no longer reduce social problems or add to wellbeing (40;41)  

Good jobs / bad jobs 

2.57 Some forms of employment may provide soft skills but individuals who do not possess 
adequate or even basic ‘soft’ skills, qualifications and training will be unable to command 
employment that can provide these soft skills/opportunities for career progression. 
Successful programmes aimed at helping individuals into work focus upon providing the 
basic skills and ‘hard’ qualifications needed in order to command sustainable living wage 
employment. Temporary, insecure and low paid forms of employment are not significant 
mechanisms in facilitating social inclusion and in fact lead to the process of labour market 
churning whereby individuals move from unemployment to employment to unemployment. 
This has been shown to scar workers, i.e., make them less likely in the future to seek paid 
employment thereby reducing the likelihood of returning to the labour market. 

2.58 Recent research has begun to suggest that flexible employment may have adverse affects 
on the health of workers. For instance, mortality is significantly higher among temporary 
workers in comparison with permanent workers (42) Persons who experience frequent job 
changes are more likely to smoke, consume more alcohol, and exercise less (43), and 
workers who perceive job insecurity experience significant adverse effects on their physical 
and mental health (44). Temporary workers have a significantly higher risk of having fatal 
and non-fatal occupational injuries than permanent workers. Lower job experience of 
temporary workers may partially explain why they are at a higher risk of experiencing 
occupational injuries  (45) 

2.59 Despite some of the limitations of these kinds of studies, primarily in the various definitions 
of flexible employment (which can be variably defined as job insecurity, frequent job 
change, or type of contract), the picture regarding this important question is becoming 
clearer. 

2.60 It is true that not all flexible employment will have a negative effect on health. Among 
highly educated workers, such as managers and professionals, a flexible labour situation 
could be beneficial because job changes may be voluntary or reflect the initial stages of a 
professional career, or both. This is, in fact, suggested in the study, which found that the 
association between flexible employment and mental health status varied as a function of 
social class, mostly affecting less privileged workers (45) 

2.61 For temporary workers occupying insecure employment promoting a higher level of 
permanent employment, with all of its benefits, is an important way towards preventing 
occupational injuries. Increasing workers’ knowledge of workplace hazards, especially 
among temporary workers, is an additional way of reducing the risk of occupational injuries 
(46). 

Regeneration and land-use 

2.62 New policy 3D.4i on Casinos outlines the way in which the London Plan will meet central 
Government policy on regional casinos.  

2.63 The SA team recognise that this policy is in line with central government policy.  

2.64 We note that recommendation 2 of the London Assembly report on new casinos in London 
(47) states that  

2.65 … any applications for new regional casinos must recognise their potential negative impact. 
As part of the application, the developers should publish a clearly defined action plan to 
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mitigate any negative side-effects. We further recommend that the action plan should be 
monitored by the Boroughs and enforced by the Gambling Commission. 

2.66 There is a large amount of uncertainty surrounding the potential effects, either beneficial or 
adverse, of regional casinos. This is a highly controversial and problematic issue. Regional 
casinos are new to the UK. In Section 4, page 19 we provide a detailed account of evidence 
relating to the effects of casinos. 

2.67 In summary evidence on casinos from different national and international sources suggests 
that: 
� they should not be located in (and preferably not close to) town centres; 
� their accessibility and availability should be restricted; 
� regional casinos do provide employment for large numbers of people but 50%-60% of 

this is estimated to be low-grade employment requiring no qualifications; 
� casinos are associated with an elevated risk of pathological and particularly problem 

gambling amongst populations surrounding casinos;  
� problem and pathological gambling are associated with other forms of addictive 

behaviour such as alcohol abuse and smoking; and 
� problem gambling is positively associated with measures of deprivation. 
� Casinos may bring minor beneficial employment effects: these appear to be moderated 

by the types of gambling within the casino (48) which suggests that the employment 
will be low status. The health effects of employment are directly related to the quality 
of that employment (49). 

2.68 Policy 3D.1 provides the criteria for Development Plan Documents (DPDs) to strengthen the 
wider role of town centres. The Greenwich Peninsula is not a town centre, however 
Wembley is cited as a town centre that has a strategically important cluster of night-time 
activities. 

2.69 It is recommended that the GLA pays close attention to the national pilot study on Casinos 
and amends its policy accordingly. The monitoring of social and economic effects will be 
essential to help inform the best options for Casino development in London and ensure 
maximum benefit and minimum adverse effect. 

2.70 A range of mitigation measures were proposed and the policy authors have modified the 
policy.  

Transport and accessibility  

2.71 on this first reading transport and accessibility are well dealt with. London is blessed with 
an excellent transport system and a range of alternative modes of travel. It is perhaps 
unfortunate that the opening statement for Connecting London (50) is making London an 
easier city to move around (para 3.157) as this could be read as placing an emphasis on 
mobility rather than accessibility.  

2.72 We welcome the support for cyclists. Adequate infrastructure for cyclists (and walkers) 
needs to be provided. We welcome the support for public transport. The altered policies 
could point out the enormous health benefits to be gained from modal shift to more active 
forms of transport and thus increasing levels of physical activity (see 2.32 above). The 
altered policies make no mention of personalised travel planning which has been shown to 
increase uptake of public transport. This would assist with encouraging people to switch to 
public transport (see para 1.17). 

2.73 Until we all become Dutch or Danish it is likely that driver behaviour will remain the biggest 
threat to vulnerable road users and the biggest deterrent to people taking up cycling. That 
said, life years gained due to the healthy exercise from cycling have been estimated, in the 
UK, to outweigh those lost to injury by 20:1 (51). 

2.74 Demand management is absolutely critical and we wholly support its introduction (para 
2.23 and para 2.27 and Policy 3C.3): cyclists, walkers and public transport are all far more 
efficient users of the road space and emit less greenhouse gases and should be 
encouraged. The risk of injury, especially for child pedestrians, increases with traffic volume 
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and at sites with highest traffic volumes it has been shown to be 14 times greater than at 
less busy sites (odds ratio 14.30, 95% confidence intervals 6.98 to 29.20) (52). 

2.75 We support the changes to policy 3C.2 which require new development to be matched to 
transport capacity and which point developers and development control authorities to TfL’s 
guidance on transport assessment and travel plans. We draw attention to the 
recommendations of the Health Select Committee (53) which states that all transport 
project proposals and policies should be subject to a health impact assessment before 
implementation. There is an obvious parallel with the new London Plan Policy 3A.20.  

2.76 Policy 4B.1 promotes high quality and inclusive design to create healthier communities: 
Home Zones, which are cited from the Mayor’s Transport Strategy (para 3.199) provide a 
golden opportunity to make developments truly accessible for all ages and increase social 
cohesion etc. We understand that current guidance does not recommend retro-fitting Home 
Zones; the Mayor’s SPG on Sustainable Design and Construction could recommend that new 
developments incorporate Home Zone principles.  

2.77 There are clear opportunities for linking policies which enhance the provision of play space 
for children with those on design, such as 4B.4, and on transport and parking (see policy 
3C.1) to ensure that the urban environment is child-friendly.  
� Children’s play territory has been reduced as roads and pavements become more and 

more dangerous. This affects levels of physical activity. It also impairs, or at least 
alters, children’s psychological development by curtailing their sense of independence 
and personal mobility. The acquisition of personal autonomy promotes esteem whereas 
motorised transport limits children’s autonomy and increases their dependence upon 
adults (54).  

� Car ownership rates in London have shown little change over the last five years: 
approximately 0.35 cars are owned per head of population (55). At time of writing we 
do not have figures for projected levels of car ownership in London. Outside 
metropolitan London levels are expected to rise. Car ownership (or lack of) is one of 
the indices of deprivation and as expected levels of ownership across London parallel 
deprivation (56). Successful economic regeneration may increase levels of car 
ownership. New residential developments will attract homeowners who may have 
higher rates of car ownership.  

2.78 It should also be noted that ownership is not the only factor: the use and the 
accommodation of cars is also important.  

2.79 Use: the Commission for Integrated Transport (57) report that ‘despite low car ownership, 
London has a relatively high level of car travel with nearly three times as many trips made 
by car than public transport, although London does perform well on walking’. Policy 3C.3 
which promotes modal shift is vital to encourage more people onto public transport. 

2.80 Accommodation: people will continue to need space to accommodate, their cars. We refer 
the policy authors to published, and emerging, best practice guidance on parking (58): this 
states clearly that the provision of infrastructure for parking should be an integral part of 
urban design and must not be seen as a numerical formula which can be added on at the 
end of the design process. We state that parked cars affect health and wellbeing. 
� Parked cars can obstruct vision and increase social severance making it less attractive 

to be a pedestrian. A high density of curb parking is associated with increased risk of 
injury for children (52). As an international city London has a low number of road 
deaths, with 3.2 fatalities per 100,000 population (compared with 6.7 in Paris, 8.5 in 
Barcelona and 12.5 in Rome) although the risk of injury accident is high in London at 
635 per 100,000 to Paris's 420 (57). 

� London’s front gardens have given way on a huge scale to parking bays which, added 
together, cover an area of 32 square kilometres (12 square miles) (59). This GLA report 
describes how in streets where the majority of gardens have been converted the width 
of the road is effectively trebled leading to increased traffic speeds and increased risk 
and occurrence of accidents.  

Taking Responsibility 

2.81 In this section we summarise SA objectives 15 to 17. These include  
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� Liveability and Place  
� Education and Skills 
� Ownership and Participation 

2.82 Liveability and place: Policy 2A.9 sets out the vision for sustainable communities in 
London. It lists a number of component properties of sustainability. The virtue of describing 
what local authorities should do for sustainable communities is that the actions can be 
checked off. The danger is that a strategic document cannot include everything: that said, 
we would like to see mention of appropriate retail facilities, especially those which provide 
access to affordable, safe and nutritious food, in 2A.9 as part and parcel of the elements 
that make London’s residential areas attractive. We acknowledge that the Plan does make 
some mention (in new paragraph 3.232i) about the role street and farmers markets play in 
meeting dietary requirements and enhancing the vitality of town centres. 

2.83 Good design is critical to ensuring that London continues to be a global city. Design which 
is sensitive to local character and context risks being a conservative and bland pastiche. 
Good design which encourages liveable communities and which actively prioritises 
physically active transport and human interaction. In some ways this is a restatement of the 
Home Zones point in para 2.76 however the Plan’s emphasis on design, eg Policy 4B.2 
which promotes world class architecture and design, should not be restricted to landmark 
buildings but should be actively encouraged in residential developments.  

2.84 Education and skills: the review provides a clear view about the ways in which the world 
economy will change over the coming decades with China & India rising up the global 
pecking order. It is not so clear how providing services to these new economies such as 
professional, legal, accountancy and advertising services is a long-term blueprint for 
success that will enable London to maintain its pre-eminent position. Neither does there 
appear to be any mention of the need to prepare London’s citizens and businesses to do 
business with people in these new markets.  

2.85 We also ask whether the policies are future-proofed: for example older people in 15-20 
years (ie a lot of us) are likely to be more demanding than the generation who grew up 
during, and after, the Second World War. The future older population will not be made up 
of a high proportion of single, dependent older women. Older people will want more 
opportunities for education, employment, entertainment etc. Health profiles and demand 
for services will alter. People’s living conditions will also change as they move through the 
life cycle. Deprivation is not a static phenomenon; people move in and out of it.  

2.86 Ownership and participation: the text supporting Policy 2A.9 places a clear emphasis on 
building capacity for communities to take the lead in addressing their own needs. This ties 
in with the findings of an influential, Treasury sponsored, review of long-term population 
health (60). For public health to improve, and for demands on the health service, to be 
contained people need to take a responsibility for their own health. People need to be fully 
engaged: ‘levels of public engagement in relation to their health are high: life expectancy 
increases go beyond current forecasts, health status improves dramatically and people are 
confident in the health system and demand high quality care. The health service is 
responsive with high rates of technology uptake, particularly in relation to disease 
prevention.’ 

2.87 Policy 2A.5 looks at Opportunity Areas and includes discussion about public realm, open 
space and tall buildings. The Royal Institute of Chartered Surveyors have questioned the 
extensive use of public realm in major developments citing concerns about exacerbating 
social exclusion, connectivity to the local environment and the sterility of the finished 
schemes (61). 

2.88 Policy 5D.2 states the legacy aims for the Olympic & Paralympic Games in 2012 for north 
east London while Policy 3D.5 looks at the wider legacy from the Olympic & Paralympic 
Games. We agree that these provide all sorts of opportunities for Londoners from 
employment to physical activity.  

2.89 There is ample evidence from other Olympic & Paralympic cities to suggest that the 
experience of preparing for, and hosting, the games can be very disruptive for communities 
living adjacent to the Olympic & Paralympic sites. While these adverse effects are likely to 
be relatively short-term they will be intensive. This will exacerbate existing health 

 
Ben Cave Associates Ltd 15 10th October 2006 
 



 
 

inequalities. It would be helpful to require short and medium term effects on local 
communities to be considered as well as the longer-term legacy effects.  
� Andranovich et al (62) analysed the approaches taken by three US cities to bidding for, 

and staging, an ‘Olympic mega-event’. The Mayor of Atlanta stated that the Games 
would lift people out of poverty. There was, however, no strategy nor funds for anti-
poverty programmes. Los Angeles and Salt Lake City made no provisions for the 
inclusion of non-elite interests in their bids. The challenge is to ensure that community 
interests include the needs of local residents and local public spaces and are not limited 
to professional sports teams, their owners, developers, hotel and leisure industry 
operators. 

� Recent press reports suggest that changes have been made to the 2012 Olympic 
masterplan which have removed legal guarantees covering regeneration and legacy 
benefits (63) 

2.90 The transport infrastructure improvements for the Games should encourage modal shift to 
public transport and to cycling.  

Developing Respect 

2.91 In this section we summarise SA objectives 18 to 20. These include  
� Health and Well-being 
� Safety and Security 
� Equality and Diversity 

2.92 Health and wellbeing: in many instances the health effects of the London Plan policies 
will depend on the way in which they are implemented. The guidance which accompanies 
the policies and monitoring the way in which they are put into practice will be very 
important.  

2.93 Objective 4 includes a welcome new policy direction to improve the provision of social 
infrastructure and related services, including the provision for health, playspace and 
childcare facilities, and to address health inequalities.  

2.94 The revised policy linking spatial planning objectives to national health policy and local 
delivery plans, as outlined in 3A.17, will help to foster closer links between boroughs and 
PCTs. This should improve the health component in local development frameworks and 
provide the policy framework to enable PCT staff to input health considerations into 
developments schemes. 

2.95 We support the explicit mention of health impact assessment in Policy 3A.20. This is a 
positive step and will hopefully remove any ambiguity with the previous wording. This 
recommendation will have resource implications: the onus must be on the developer to 
fund the HIA and where an environmental impact assessment is required the Director of 
Public Health should be included in agreeing the scope. It is unlikely that Primary Care 
Trusts will have the capacity to conduct HIAs in each instance. The environmental 
assessment sector will have greater expertise in the health protection elements of HIA. The 
Best Practice Guidance for public health is very important in this respect (64). 

2.96 Health services and social infrastructure: we support policy 3A.15 which extends the 
definition of social infrastructure and community facilities. We note that work is currently 
being conducted to look into planning and developing social infrastructures. We also note 
that the health sector could be a significant player in the London economy. It is a disparate 
sector which is overstretched and undergoing reorganisation but it employs people in every 
London borough, it owns large amounts of land, it commissions vast amounts of goods and 
services and it is responsible for huge movements of people. As such it should be aware of 
its corporate social responsibility: this is recognised in para 3.79i.  

2.97 Safety and security: social cohesion is vital in countering/reducing/undoing the sense of 
grievance and alienation between and within communities. Social cohesion is linked also to 
health and wellbeing.  

2.98 Health sector stakeholders such as the Strategic Health Authority, the Primary Care Trusts 
and the Health Protection Agency are important stakeholders in delivering new policy 4B.5i 
which provides for London’s resilience and emergency planning. We have seen above how 
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action to address health inequalities is one of the core objectives of the London Plan. The 
design, of individual dwellings and of the wider built environment, contributes to reducing 
health inequalities through health improvement, eg social inclusion and mental health, and 
through health protection eg lifetime homes and importantly emergency planning. 

2.99 Crime reinforces social exclusion and can contribute towards environmental degradation. 
Fear of crime can make people reluctant to walk, use public transport, or go out after dark. 
The London Plan includes a welcome new emphasis for developers and boroughs to ensure 
that urban design principles are used to design out crime and the recognition that crime 
disproportionately affects Black and Minority Ethnic groups (4.40i).  

2.100 Equality and Diversity: Policy 3A.14 includes detailed consideration of the requirements 
of different population groups within London including particular spatial issues which they 
may face. These include issues relating to the provision of and access to services and issues 
relating to quality of life. This is highly impressive. On this first reading we are not clear 
how this detailed understanding permeates through, and informs, the main body of the 
review. The Supplementary Planning Guidance on Meeting the spatial needs of London’s 
diverse communities (66) will be very important in this respect. 

2.101 Also welcome is the acknowledgement of the role that new Board for Refugee Integration 
(para 3.71), which the Mayor will chair, and the associated strategy will play in addressing 
the key social determinants that affect refugee health and wellbeing, such as housing, 
employment, healthcare, safety and provision for young people.  
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3. Urban development and health change: some 
evidence 

3.1 How will the modified policies of the London Plan affect the health and well-being of 
London’s population? 
Heading the list are a city’s human assets, that is, people and the quality of their lives and 
livelihood.  
At issue here are the so-called basic human needs, principally adequate housing with 
secure tenure; educational opportunities for both girls and boys to prepare them for the 
modern world; and access to good health.  
The satisfaction of these tangible, material needs constitutes the foundation for our most 
fundamental right, the right to life.  
Achieving quality housing, education, and health for every citizen must therefore be the 
aim of every genuine development.  
In the final analysis, this is a state responsibility. Leaving their satisfaction to the blind 
operation of market forces will only create gross inequalities, allowing those few who 
already have a foundation in basic assets to pursue a life of human flourishing while 
marginalizing the majority who lack the foundations for this most precious of human rights  

John Friedman, UN-Habitat Award Lecture, 2006 Third World Urban Forum 

3.2 As with all spatial plans in England the further alterations to the London Plan are subject to 
a joint Sustainability Appraisal (SA) and Strategic Environmental Assessment (SEA).  

3.3 The SEA Directive is very important for health as it explicitly requires the consideration of 
the likely significant effects on population and human health (5). We are not conducting an 
autonomous Health Impact Assessment (HIA) but are looking at health issues arising from 
the alterations to the London Plan as part of this wider SA/SEA process.  

3.4 SEA and SA are usually carried out at the same time and in such a way that the 
requirements of both approaches are met (10). We shall simply refer to this joint process as 
SA from now on. 

3.5 The Greater London Authority (GLA) has commissioned Forum for the Future to conduct the 
SA of the further alterations to the London Plan (11). The GLA has commissioned Ben Cave 
Associates to provide special input on health and wellbeing. The London Health Commission 
has funded this evidence base which is prepared for workshop participants, for the SA team 
and for the policy authors. .  

Methodology 

3.6 This evidence review has been conducted against the 20 SA objectives which were 
developed during the scoping phase of the SA (18). A summary of the evidence linking 
health and the SA objective is given in Section 4 starting on page 23.  

3.7 The conceptual framework for this work rests on the premise that population health is 
influenced by a broad range of factors operating interdependently at multiple levels. The 
framework is based upon literature from public health, social epidemiology, human 
geography which have considered the social and economic determinants of population 
health.  

Problems of predicting health impacts of the Plan objectives 

3.8 The recommendations in this SA are founded on the evidence base. 

3.9 The empirical evidence on the potential health impacts and magnitude of effect of social 
interventions such as those envisaged and embodied within the London Plan is limited (67) 
(68). The empirical evidence that does exist has tended to focus on the health damaging 
effects of low socio-economic status, unemployment and living in deprived neighbourhoods 
and housing. In comparison, there is considerably less evidence available on what happens 
to health and well-being when there is an intended amelioration and change in aspects 
deprivation such as those envisioned within the objectives of the London Plan. The small 
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body of evidence that is available is equivocal about how much positive health gain and 
reduction in health disadvantage one can anticipate from the changes likely to flow from 
such interventions (69).  

3.10 Macintyre (67) has recently commented, there is a considerable lack of information on the 
actual health impacts of interventions. Although the longitudinal monitoring of the actual 
health effects of policy interventions generates the most rigorous empirical evidence, it has 
rarely been utilised due to the prolonged time scales needed in order to conduct 
comprehensive monitoring and the inherent lagged exposure-effect rates that are exhibited 
by physical health in particular (69). In sum it is the age old problem of short-time scales 
for policy delivery which are endemic within policy and politics, and which mean that the 
longitudinal examination of the impact of policy on apparently ‘fuzzy’ concepts such as 
health often prove too costly in terms of time and money. 

3.11 The evidence regarding the ‘reversibility’ of disadvantage on health is extremely limited, 
with research (70) proposing that it is not realistic to expect that the damage to health, 
especially physical health from poverty, will be quickly reversed when an individual 
experiences a rise in his / her economic situation and material hardship is reduced. The 
difficulty of reversing ill health is due to the lagged exposure-outcome relationship of 
physical health outcomes in particular. To achieve a reduction in ill health and health 
inequalities, it is suggested that sustained and significant improvement in health 
determinants, for the most disadvantaged groups, is likely to be required (71). The studies 
that do exist, particularly those relating to housing interventions, housing improvement and 
re-employment, demonstrate that the amelioration in aspects of deprivation such as the 
removal of damp and installation of double glazing, for instance, lead to positive health 
gains for the individuals exposed to these changes (72;73)  

3.12 This document draws on earlier reviews and on peer reviewed articles. Reviews looking at 
links between wider determinants of health and health e.g. 
� What works (74);  
� Literature reviews commissioned and carried out for HIAs of draft London Mayoral 

strategies eg  
Transport: on the move (75);  
Biodiversity;  
Air Quality;  
Rapid review of health evidence for 'Towards the London Plan (76) and  
Energy. 

� HIA for regeneration projects. Volume II: Selected evidence base (77);  
� The Acheson Report on Inequalities in health (78); 
� Health evidence base for the London Cultural Strategy (79) 
� Crime and fear of crime and health … a rapid review (80);  
� Kings Cross development and determinants of health (81);  
� The solid facts (82); and 
� Evidence from systematic reviews of research relevant to implementing the ‘wider 

public health’ agenda (83). 

3.13 Reviews looking at particular determinants eg 
� New roads and human health: a systematic review (84) 
� Review of environmental and health effects of waste management: municipal solid 

waste and similar wastes (85) 

3.14 Expert papers eg 
� Rapid review on noise and health in London (86);  
� Guidelines for community noise (87); 
� Occupational and community noise (88) 
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Geographical/Temporal coverage  

3.15 Maximizing, maintaining and protecting  the health of the population is not solely about the 
provision of, and access to, health services but also about reducing social exclusion, 
enhancing access to good quality jobs and housing. The Plan contains various objectives 
which all will have an effect on the health and well-being of the population. This is broadly 
referred to as the social determinants of health in that health and well being are influenced 
by the social, environmental and economic aspects.  

3.16 The Choosing Health white paper (89) states that: 

‘Interventions and policies designed to improve health and reduce health disadvantage 
should provide the opportunity, support and information for individuals to want to improve 
their health and well-being and adopt more healthier lifestyles. Policy cannot – and should 
not – pretend it can ‘make’ the population healthy. But it can – and should – support people 
in making better choices for their health and the health of their families. It is for people to 
make the healthy choice if they wish to’ 

3.17 As the London Plan is based on a long-term strategic vision it is apparent that many of the 
changes envisaged will have limited effects on health in the short-term. This is because the 
significant changes or improvements in terms of land use, infrastructure improvements will 
require substantial planning, community consultation and possibly land assembly and 
acquisition which will take some time to put in place.  

3.18 Health improvement and health gain of existing populations will demonstrate a lagged 
effect as noted above although there may however be a number of short-term 
improvements particularly in terms of psychological health from the more ‘cosmetic’ and 
incremental changes derived from activities which tackle an individual’s immediate social 
context such as neighbourhood and housing quality, i.e., creating green and safe spaces, 
reducing the incidence of vandalism and graffiti, and improved heating and ventilation 
within a house. However, ‘cosmetic’ quick fixes should not take precedence over activities 
which seek to generate long-term improvements in an individual’s social and economic well-
being such as education, employment and the creation of a stable economy. It is only by 
focussing on these long-term goals that individuals and communities will experience social 
mobility and reduction of inequality. 

3.19 A major concern is that Plan may function to further accentuate the inequalities that 
sections of the existing population already experience. Intense pockets of multiple 
deprivation exist across London which mean that individuals and communities may have 
further to ‘travel’ in terms of improving socio-economic position but also their health and 
well-being than more socio-economically affluent individuals and communities. The Plan 
must be cognisant of the ‘ecological fallacy’ and the fact that within affluent communities 
pockets of deprivation exist. The sub-regional and local implementation of the Plan is 
critical to ensuring these deprived individuals and communities are not overlooked.   

3.20 Empirical evidence from public health and social epidemiology amongst others would 
suggest that policies aimed at tackling health inequalities and improving health should 
simultaneously be directed at the neighbourhood, community and regional levels (or the 
contextual and individual compositional). It is only by delivering policy at these three levels 
that adequate coverage of the social and economic determinants of health and well-being 
can be achieved and health improvements occur (15).  

3.21 In relation to the above, the Plan must therefore consider the social and economic profile of 
the population groups that targeted by the policies. Different sub populations have varying 
needs such as the elderly, ethnic minorities and the young. It is necessary for the SA to 
consider that the policies for improving health and reducing inequalities will have variable 
effects depending on the age, gender, ethnicity, economic status and geographical location 
of the local population. 

Uncertainty and lack of data  

3.22 As noted in Section 1.2.1 the empirical evidence on the health impacts / effects of social 
interventions such as those envisaged and embodied within the London Plan is limited 
(78;90-92). The empirical evidence that does exist has tended to focus on the health 
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damaging effects of low socio-economic status, unemployment and living in deprived 
neighbourhoods and housing. In comparison, there is considerably less evidence available 
on what happens to health and well-being when there is an intended amelioration and 
change in aspects deprivation especially that embodied within the objectives of social 
interventions such as regional development plans. The small body of evidence that is 
available is equivocal about how much positive health gain and reduction in health 
disadvantage one can anticipate from the changes likely to flow from such interventions 
(93).  

3.23 As noted above and as Macintyre (94) has recently commented, there is a considerable lack 
of information on the actual health impacts of interventions. Although the longitudinal 
monitoring of the actual health effects of policy interventions generates the most rigorous 
empirical evidence, it has rarely been utilised due to the prolonged time scales needed in 
order to conduct comprehensive monitoring and the inherent lagged exposure-effect rates 
that are exhibited by physical health in particular1. In sum it is the age old problem of 
short-time scales for policy delivery which are endemic within policy and politics, and which 
mean that the longitudinal examination of the impact of policy on apparently ‘fuzzy’ 
concepts such as health often prove too costly in terms of time and money.  

3.24 Data and valuable lessons from previous policy interventions may also remain hidden within 
government reports of policy evaluations (92). For example, large-scale evaluations of 
regeneration programmes are commissioned by government departments but their findings 
are rarely published in academic journals and the public health value of the evaluations’ 
findings appears to have been overlooked. In addition, evaluations of programmes may be 
more likely to prioritise assessments of socio-economic outcomes, over health outcomes 
(92). Impacts on socio-economic outcomes have been recommended as a pragmatic and 
more immediate alternative to assessments of health impacts where health impact data are 
absent or difficult to obtain. In addition as (96) note policy development as 'enlightened' / 
evidence based policy is hard to sustain where a lack of systematic storage of data means 
that researchers, policy makers and practitioners may struggle to produce clear answers to 
important policy questions.  

3.25 The effects against a number of the objectives remain difficult to predict. This is either 
because there is insufficient specific data, for example baseline rates of ownership and 
community participation, environmental quality and climate or because it is difficult to make 
useful predictions at the sub-regional level eg crime and education. 

3.26 Thomson et al (92) sought to synthesise the data and examine whether urban regeneration 
programmes in the UK (1984-2004) had improved public health and reduced health 
inequalities.  They found little evidence of the impact of national urban regeneration 
investment on socio-economic or health outcomes. Where impacts had been assessed, they 
were often small and positive. However adverse impacts had also occurred. The authors 
recommended that impact data from future evaluations is required to inform healthy public 
policy (92). 

3.27 Most of the empirical evidence cited below is derived from ecological or cross sectional 
studies. We have specifically noted in the tables where studies have used a longitudinal, 
natural experiment or case control design. However, as noted above studies of this sort are 
extremely limited. Ecological studies compare sets of population data from the same 
geographical area. They show variation in whole populations but the data are not 
associated with individual people so it is difficult to know whether variation in health 
determinants are associated with health difference at the level of individuals. Cross 
sectional studies give a picture at one moment in time. They show whether risk factors and 
poor health co-exist but cannot show conclusively whether the relationship is causal eg a 
cross sectional study might tell us that people with poor health are more likely to live in bad 
housing however this does not tell us whether people who are already in poor health end 
up in poor housing because of low incomes and other factors. Their poor health status 
might also be caused by factors other than poor housing: for example, those living in poor 

                                                
1  This is being challenged by psychobiological/biomarkers research such as that of Westerlund et al (95), which 

demonstrate that physiological health changes can take place within a short-time scale of an intervening 
stimulus or change of the individual’s psychosocial context. 
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housing may also be unemployed, or working in hazardous conditions, or they may have a 
poor diet. 

 



 

4. Summaries of evidence  
SA Objective Implications for health & wellbeing of people living & working in London 
Managing Resources  
1. Biodiversity 
To conserve and enhance natural 
habitats and wildlife and bring nature 
closer to people.  

Kuo and Sullivan (97) examined the crime rate of a large housing development in Chicago. The authors found that the greener a building’s 
surroundings were the fewer crimes (property and violent) reported. 

Dense vegetation has been linked to the fear of crime, lower perceived security (98). View distance is an important factor as vegetation 
blocks views. Provides potential cover for criminal activity. Well maintained vegetation outside a home may serve as a cure to care. 
Vegetation may mitigate crime by reducing mental fatigue. 

Kweon (99) looked at physical environment, green space, in relation to levels of social integration with neighbours (and a possible link to 
social capital). The sample were 91 elderly residents (62-91 years old) of a inner city Chicago public housing association. Kweon reports 
that the use of green outdoor common spaces predicted the strength of neighbourhood social ties and sense of community. 
Neighbourhood community ties are very important for the elderly.  

Run down, noisy, high rise living conditions discourage the elderly from social interaction: these settings are have been labelled sociofugal 
(100). Settings which encourage older adults to develop social ties with neighbours are known as sociopetal: these settings include 
features such as access to transport and safe public spaces. The study suggests that the use of trees near elderly people’s homes may be 
an inexpensive way to enhance their social integration. Caring for their local environment may also enhance their health. 

2. Water Quality & Water Resources 
To improve the quality of surface waters 
and groundwater and to achieve the 
wise management and sustainable use 
of water resources 

The provision of clean water is a key public health issue and requires constant vigilance (101). Water has other areas for consideration eg the 
need to husband resources, water as a leisure commodity and the risk of flooding.  

The water industry is increasingly required to provide water supplies to properties built on areas of land contamination. The potential impact 
of the contaminants within such sites on the water supply pipes and therefore water quality needs to be seriously considered. Acidic land 
contaminants lead to corrosion problems for metal pipes, however, plastic pipes are susceptible to physical degradation or permeation by 
organic chemicals (102). 

Work in the US suggests that urban sprawl can threaten both the quantity and the quality of the water supply. As forest cover is cleared, and 
impervious surfaces built over large areas, rainfall is less effectively absorbed and returned to groundwater aquifers. Instead, relatively 
more stormwater flows to streams and rivers and is carried downstream. Higher density development patterns can reduce peak flows and 
total runoff volumes. With better control of ‘point sources’ of water pollution - factories, sewage treatment plants, and similar facilities it is 
now ‘non-point source’ water pollution that has emerged as a major threat to water supplies. This occurs when rainfall (or snowmelt) 
moves over and through the ground, picking up contaminants and depositing them into surface water (lakes, rivers, wetlands, and coastal 
waters) and ground water. Much of this problem relates to agricultural land, the primary source of contamination by fertilisers, and 
insecticides. However, a growing form of non-point source pollution is oil, grease, and toxic chemicals from roadways, car parks and other 
surfaces, and sediment from improperly managed construction sites, other areas from which foliage has been cleared, and eroding stream 
banks (103).  

Observers in the United States have shown that carpeting rural areas with concrete parking has a serious effect on the water supplies. 
Rainfall is naturally captured by vegetation, swamps, trees, permeable soil, or other natural absorbents. These areas retain and purify 
water for further recycling. However, when natural habitats are covered over with impermeable surfaces, the hydrological cycle is 
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SA Objective Implications for health & wellbeing of people living & working in London 
negatively affected, causing runoffs, floods, and water contamination. The volume of storm water that washes off a parking lot is 16 times 
greater than the amount that can be absorbed in a field. Invariably, rainfall from parking lots mixes with grit, oil, and other debris, 
contaminating its flow into reservoirs (104). Research on waterborne diseases in the United States shows the highest incidence and 
quickest contagions occurred after heavy rainfall fell onto impervious surfaces (105). 

Around two thirds of London’s front gardens are already at least partially covered by surfacing other than vegetation – paving, bricks, 
concrete, or gravel being the most likely alternatives. London’s front gardens have given way on a huge scale to parking bays which, 
added together, cover an area of 32 square kilometres (12 square miles). The most worrying impact of hard surfacing on this scale is the 
increased burden that is placed on London’s underground drainage system by the run-off of rain from hard surfaces. London’s sewers are 
designed to carry a combination of sewage and rainfall. The more ground which is covered by impermeable hard surfaces such as 
concrete or paving slabs, the less rainfall will soak into the ground and the more will run into underground drains. At times of heavy 
rainfall, the drainage pipes overflow and the contents are discharged into London’s rivers. This not only results in raw sewage being 
discharged into the river, with associated impacts on life in the river, but at times of very heavy rainfall it can result in localised flooding 
when rivers burst their banks. The experience of the flash floods of August 2004 in west London provides a dramatic picture of what this 
might mean (59).  

Flooding: flood risk is defined as ‘a combination of two components: the chance (or probability) of a particular flood event and the impact 
(or consequence) that the event would cause if it occurred. Flood risk management can reduce the probability of occurrence through the 
management of land, river systems and flood defences, and reduce the impact through influencing development in flood risk areas, flood 
warning and emergency response’ (106). The estimation of future flood risks is difficult due to uncertainties, however, all scenarios point 
to substantial increases (107). This projection of increased flood risk applies to flooding from rivers and coasts and also to localised 
flooding. Localised flooding is caused by sewer and drainage systems in towns and cities being overwhelmed by sudden downpours. 
Events in the Thames in August 2004 show the effect of sudden downpours. It is estimated that the numbers of properties at high risk of 
localised flooding could increase four-fold (107). Regulating and influencing development is essential. Flood defences can be constructed 
so that flood risk is minimised, but controls are also needed to prevent development that could increase flood risk (106). Floods in Britain 
are typically small-scale, short-lived and shallow. However, the health effects which can result from these floods are often very marked. 
These health impacts range from premature death, clinical problems requiring hospitalisation or consultation with doctors, to an increase 
in the use of non-prescription drugs or alcohol, depression, insomnia, low self esteem and general feelings of ill-health (108).  
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SA Objective Implications for health & wellbeing of people living & working in London 
3. Natural Resources 
To minimise the global, social and 
environmental impact of consumption of 
resources by using sustainably 
produced, harvested and manufactured 
local products.  

This has been a difficult objective for which to provide health evidence. We quote below from a 2001 report looking at the resource intensive 
nature of the food distribution system. A similar process could be described for the majority of manufactured and processed commodities.  

Fuelling the food system 
Many of the high-profile social, environmental and public health problems within the food system are symptoms of flaws within the farming 

and food system. One of the most damaging aspects of the contemporary food system is the extent to which the supply of even the most 
basic foods has become dependent on petroleum (109). 

Transporting food long distances is energy inefficient. We put in more energy (in the form of non-renewable fossil fuels) than we get out (in 
the form of food calories). For every calorie of iceberg lettuce, flown in from Los Angeles, we use 127 calories of fuel. 

Long distance transport also emits carbon dioxide (CO2), a greenhouse gas. One sample basket of imported organic produce could release as 
much CO2 into the atmosphere as an average four bedroom household does through cooking meals for eight months. The 26 products, 
collectively, travelled a distance equivalent to six times round the equator (241,000 kilometres). 

The same basket of non-organic imported produce would do the same damage. However, on top of this, non-organic food uses more energy 
in the production process. Non-organic milk, for example, needs five times more energy per cow than organic milk. 

Food packaging also uses energy and creates pollution. Most of the 80 million food and drinks cans we use each day are not recycled but 
buried, in increasingly scarce landfill sites. 

International food trade is increasing faster than the world's population and food production. Between 1968 and 1998, world food production 
increased by 84%, population by 91% and food trade by 184%. 

UK imports and exports of many food products have increased in recent decades. The situation for certain food categories is now critical. For 
example, even if all UK fruit production went to UK consumption, out of 100 purchases, on average only 5 will have been grown in the 
UK. 

Rather than importing what they cannot produce themselves, many countries appear to be simply 'swapping food'. In 1997, the UK imported 
126 million litres of milk and exported 270 million litres. 

The organic sector seems to be repeating these trends, with UK imports of meat growing from 5% of the market in 1998/9 to 30% in 
1999/2000. Of all organic food consumed in the UK, three-quarters is imported. This is because UK farmers, like their conventional 
counterparts, cannot supply large volumes of standard produce all year round, to the major retailers who dominate the distribution 
system. One study has estimated that UK imports of food products and animal feed involved transportation by sea, air and road 
amounting to over 83 billion tonne-kilometres, using 1.6 billion litres of fuel and, resulting in 4.1 million tonnes of carbon dioxide 
emissions 
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SA Objective Implications for health & wellbeing of people living & working in London 
4. Climate Change 
To address the causes of climate change 
through minimising the emissions of 
greenhouse gases and ensuring that 
London is prepared for its impacts.  

The world population is encountering unprecedented and wholly unfamiliar human-induced changes in the lower and middle atmospheres 
and world-wide depletion of various other natural systems (e.g. soil fertility, aquifers, ocean fisheries, and biodiversity in general). Beyond 
the early recognition that such changes would affect economic activities, infrastructure and managed ecosystems, there is now 
recognition that global climate change poses risks to human population health (29).  

The UK assessment concentrated on producing quantitative results for the following health outcomes ((28) cited in (29)), for three time 
periods and for four climate scenarios:  

� Heat-related and cold-related deaths and hospital admissions  

� Cases of food poisoning  

� Changes in distribution of Plasmodium falciparum malaria (global) and tick-borne encephalitis (Europe), and in seasonal transmission 
of P. vivax malaria (UK)  

� Cases of skin cancer due to stratospheric ozone depletion.  

The large uncertainty surrounding these estimates was acknowledged. The main conclusions of the report were the impact of increases in 
river and coastal flooding, and severe winter gales. This report also clearly addressed the balance between the potential benefits and 
adverse impacts of climate change: the potential decline in winter deaths due to milder winters is much larger than the potential increase 
in heat-related deaths. Climate change is also anticipated to lessen air pollution-related illnesses and deaths, except for those associated 
with tropospheric ozone, which will form more readily at higher temperatures  ((28) quoted from (29)).  

5. Air Quality 
To improve air quality.   

There are serious health effects to people exposed to the current levels of air pollution in European countries. COMEAP (United Kingdom 
Government Committee on the Medical Effects of Air Pollution) (110) also states that air pollution: 

� has short term and long term damaging effects on health; 

� can worsen the condition of those with heart disease or lung disease; 

� can aggravate but does not appear to cause asthma; and 

� in the longer term, probably has additional effects on individuals including some reduction in average life expectancy, though the 
extent of this is not fully understood at present. 

In terms of health air quality and levels of pollution are pertinent for the elderly and young children. Those most affected by air pollution tend 
to live in deprived neighbourhoods with major arterial roads running close to them.  

The combined health impacts from road traffic injuries and transport related air pollution are estimated to account for 1% of annual deaths in 
London and is responsible for a major contribution to morbidity (75). 

6. Energy 
To achieve greater energy efficiency and 
to reduce reliance on fossil fuels for 
transport, heating, energy and 
electricity.  

To make sense of the diverse ways in which energy is linked to health, it helps to draw a distinction between energy and energy services. 
Although much of energy policy is focused on the former, it is the latter that we really care about: heat, light, power and mobility. 
Crucially, energy services can be improved without increasing energy supply. Installing loft insulation, for example, will increase domestic 
warmth and may even reduce energy consumption (111).  

Energy services typically play a positive role in promoting health whereas the generation of energy tends to have negative health impacts. 
Consequently, there are often health trade-offs involved in energy consumption. For example, we currently use fossil fuels to keep warm 
in winter, but burning these fuels increases air pollution. Similarly, an ambulance driven to a casualty department will leave a trail of 
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SA Objective Implications for health & wellbeing of people living & working in London 
noxious exhaust fumes behind it. The goal of a healthy energy policy should be to maximise the benefits of energy services while 
minimising the negative impacts of energy generation. 

At the level of the individual or household, there are many people who do not have a secure supply of energy because they cannot afford it. 
Those who forego essential energy services, particularly heating in the winter, face heightened risks of illness and mortality. 
Consequently, fuel poverty is a major public health concern. Fuel poverty is defined as the inability to obtain adequate energy services for 
10% of income. As the key issue is access to energy services, the focus on fuel is rather misleading and the term ‘affordable warmth’ is 
more accurate. 

In practice, people who lack affordable warmth are likely to gain it through energy efficiency measures rather than through better access to 
fuel.  

Cold homes are dangerous places, especially for vulnerable people. Every year in the UK, many more deaths occur in winter than in summer. 
For every ten deaths that occur at the lowest rate in summer, fourteen occur at the highest rate in winter. Although a similar seasonal 
pattern is seen in other European countries, the magnitude of the increase in the winter death rate in the UK is comparatively large. 
Although there are other seasonal factors which affect health, such as lower levels of vitamin C in the winter diet, cold is manifestly the 
principal problem (112). 

Hypothermia is not a major cause of winter mortality; the main culprits are cardiovascular (heart) and respiratory (lung) disease. A key 
defence against cold is to minimise bodily heat loss by reducing blood supply to the skin, leading to an increase in blood concentration 
and a heightened risk of clot formation. Respiratory disease pathways are more complex but can involve the weakening of respiratory 
tract defences, thereby increasing susceptibility to infections; bronchoconstriction, exacerbating asthma and chronic obstructive 
pulmonary disease; and inflammation of the lower airways, also affecting asthma. 

Cold homes also make people ill. Most of the illnesses associated with cold homes are due to the presence of damp which encourages the 
spread of mould. Mould thrives in the organic materials in walls and cavities such as plaster, wallpaper and wallpaper paste and can easily 
spread to carpets, furniture and clothing. Mould growth can cause respiratory illness and infections, although its contribution to asthma is 
small. Damp and mould are linked in adults to a range of symptoms including nausea, breathlessness, backache and fainting. In children, 
symptoms are worse and include vomiting, wheeze, irritability, fever and poor appetite.  Cold and damp homes also have effects on 
mental health. Problems arise because of the struggle to keep warm and pay fuel bills, the sight and smell of mould, and the stigma of 
living in unclean conditions(112). 

Renewable energy resources such as wind and solar power are not only good choices for mitigating climate change, they also have the 
lowest adverse health impacts overall because they do not produce pollution when in operation. Biomass power plants, which burn 
agricultural wastes or energy crops, are also a good choice for minimising climate change, although in some cases they produce more air 
pollution than natural gas power stations. Coal and oil-fired plants have by far the worst impacts on both air pollution and climate change. 

Switching to renewable energy is clearly a healthy choice, both for the UK population living downwind of today’s power plants and for the 
global population that will suffer the future effects of climate change. However, the best energy choice is always to use less, either 
through better demand management or improving energy efficiency. Maximising the efficiency of energy generation is also important. 
Combined Heat and Power Plants deliver far more useful energy per kilogram of pollutants than an ordinary power plant using the same 
fuel. Hydrogen fuel cells are also very efficient in their use of fossil energy, usually natural gas. Hydrogen fuel cells powered by renewable 
energy offer the long term possibility of pollution-free, healthy transport. 
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Energy is the fourth biggest cost to the NHS, after staff costs, drugs and medical purchases. Hospitals alone account for just over 1% of all 

the primary energy use in the UK (113). The NHS is therefore in a good position to promote health not only by reducing energy-related 
emissions but also by saving money for health and healthcare.  The same argument can be made for the broader public health 
responsibilities of local government and for the voluntary sector. Although not faced with the task of keeping hospitals warm, local 
authorities typically have substantial estates which may include energy intensive service such as swimming pool (111).  

7. Waste 
To minimise the production of waste 
across all sectors and increase re-use, 
recycling, remanufacturing and recovery 
rates. 

Waste management is a very large scale activity which inevitably has consequences for human health and the environment. At the very least 
it involves transporting waste materials. The various waste management processes such as landfill and incineration are very different in 
character and give rise to different kinds of human health hazards. Domestic waste is the main component of municipal solid waste and 
this can contain hazardous substances such as pesticides used within the home. If such substances are volatile then it is likely that they 
will be released from a landfill. Incineration may destroy such substances but combustion itself is well known to create toxic substances 
such as sulphur dioxide, oxides of nitrogen, dioxins and furans. Composting can also generate hazardous substances – for example, some 
of the micro-organisms which flourish in the composting process are able to release spores with allergenic properties which can stimulate 
or exacerbate respiratory diseases. Even recycling processes are not without risk. These may well involve the expenditure of energy and 
consequent release of combustion gases and/or produce contaminated wash waters (85). 

Incineration: modern, well-managed incinerators can be an effective means of reducing and disposing of waste materials. However the by-
products of the combustion process may contain hazardous or toxic pollutants and emissions will add to background pollution levels. As a 
result, there is often considerable public concern over the possible health effects of living near to incinerators processing hazardous, 
clinical or municipal waste. The report (85) presents a systematic review of epidemiological studies of the public health effects of waste 
incinerators. There is no doubt that air pollution (from all sources) can have an adverse effect on the health of susceptible people (ie 
young children, the elderly and particularly those with pre-existing respiratory disease). Recent work in the UK by the Committee on the 
Medical Effects of Air Pollutants (COMEAP) demonstrates that exposure to air pollution can bring forward death in patients with severe 
preexisting disease, although the degree of life shortening is typically of the order of a few weeks at most per individual (114). However, 
there is currently little convincing evidence that ambient levels of air pollution cause adverse health effects in healthy people (85). 

Most of the epidemiological studies of possible health outcomes in populations living close to incinerators have not given clear indications of 
the presence or absence of an effect. Of necessity, many of the studies examining possible health effects are retrospective and employ 
routinely collected data such as cancer registrations, birth and death records. Whilst such observational studies can provide evidence of 
association between a health outcome and an environmental pollutant, they cannot, by themselves, demonstrate a cause and effect 
relationship. The interpretation of these findings is also crucially dependent on well-known limitations, including possible sources of bias 
and confounding, together with the ever-present difficulty in obtaining reliable and accurate population exposure data (85). 

It has been hypothesised that exposure to dioxins and furans (either directly via inhalation or indirectly via the food-chain) is responsible for 
some cancers in communities around incinerators. However, epidemiological studies on the older generation of incinerators that emitted 
significantly greater amounts of dioxins than newer facilities have failed to identify an effect. Given that the emissions of dioxins and 
furans from modern incinerators are orders of magnitude lower than from older incinerators, it can be said with some confidence that any 
impacts of dioxin and furan on cancer rates in local people are small or non-existent and unlikely to be quantified through epidemiology 
(85). 

There is little evidence to suggest that waste incinerators are associated with increased prevalence of respiratory symptoms in the 
surrounding population. This is consistent with the data from risk assessments, emissions and ambient air monitoring in the vicinity of 
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incinerators which indicate that modern, well-managed waste incinerators will only make a very small contribution to background levels of 
air pollution.  In many cases, air monitoring data do not demonstrate that emissions from the incinerators are a major contributor to 
ambient air pollution (85). 

Getting Results  
8. Built and Historic Environment 
To enhance and protect the existing 
built environment (including the 
architectural distinctiveness, 
townscape/landscape and archaeological 
heritage), and ensure new buildings are 
appropriately designed and constructed 
in a sustainable way. 

Whilst people want better housing, better healthcare and better schools, it is their immediate neighbourhood that has the biggest impact on 
their relationship to their friends, their family and their neighbours as well as their own self-esteem and sense of health and well-being 10. 

Focus on neighbourhoods and their development, in all parts of public policy, has led to a debate about the resilience of neighbourhoods, 
and, specifically their capacity to respond to diversity, fragmentation and changing needs. Neighbourhoods are both complex and adaptive 
places. They are not static social organisms but networks of individuals and organisations that need to embrace difference and nurture it. 
High performing neighbourhoods are, by definition, ones in which trust in institutions is developed and confidence in their ability to deliver 
restored (115). 

The Commission for Architecture and the Built Environment state “the concept of neighbourhood describes the physical organisation of uses 
in and between buildings and spaces” (116). Above all, “whatever the official definition used, the people who live in a neighbourhood 
generally know which neighbourhood is theirs – where it starts and where it ends” Whilst, definitions vary there are a number key 
elements that consistently emerge in all of them. These are: 

� Geographical space;  

� Housing type and tenure;  

� Administrative area;  

� Common interest and/or beliefs;  

� Social networks. 

Social cohesion is not something that a community generates in isolation from government and regional policies. It is an outcome of social 
investment (117). 

Good design encourages greater ownership and involvement of communities and can reduce negative effects such as vandalism and the 
under-use of facilities (118;119).  

Community-level structural factors which can impede social organisation include residential instability, family disruption and high ethnic 
heterogeneity (120). These factors can lead to a weakening of adult friendship networks and a weakening of value consensus in the 
neighbourhood and increase the likelihood of deviant behaviour.  

Residence in a poor neighbourhood has been associated with an approximately 50% increase in mortality compared with a non-poverty area 
(121). Living in poor social environments has been associated with an increased risk of poor self rated health and death (122). 
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9. Housing 
To ensure that all Londoners have 
access to good quality, well-located, 
affordable housing that promotes 
liveability.   

It is important that the dwellings and neighbourhoods created are attractive, well designed and promote liveability and health. It is not 
always clear which of the determinants of health has a direct causal link with housing and which are merely indicators of other variables, 
about the mechanisms by which they operate and about how the various factors such as age, or tenure or income interact with each 
other.  

Housing redevelopment and regeneration can result in a better quality of life for the people who live there. There is a growing body of 
evidence from research and innovative projects that demonstrate what works.  

While neighbourhood improvement may ‘gentrify’ an area social problems tend not to be solved but evacuated and moved elsewhere (123). 
The subsequent absence of social problems is thereby used as evidence that gentrification has positive social impacts. This displacement 
has real social costs (123): for example, increased housing need, overcrowding in ‘hidden households’ and homelessness. In addition, 
displaced residents may feel resentment, disenfranchisement and a sense of exclusion. Displacement also has neighbourhood effects 
(124) ie impaired social networks and reduced service provision. These neighbourhood effects will adversely affect vulnerable groups that 
are less able to cope with the psychological and financial costs.  

Thomson et al (125) reviewed the health effects of housing improvement. They found few studies examining the effects of housing 
improvements on health, and the quality of the studies identified was generally poor. Improvements were reported in overall self reported 
physical and mental health, as well as reductions in symptoms and use of health services. There was some evidence of improvements in 
broad indicators of social inclusion such as neighbourliness and fear of crime.  

10. Accessibility / Availability 
(Transport) 
To maximise the accessibility to key 
services and amenities and increase the 
proportion of journeys made by public 
transport, by bicycle and by foot 
(relative to those taken by car).  

Transport’s primary function is to enable access to people, goods and services ((126) cited in (78)). In so doing transport promotes health 
indirectly through the achievement and maintenance of social networks and by enabling people to access employment opportunities. Lack 
of access to transport is experienced disproportionately by women, children and disabled people, people from minority ethnic groups, 
older people and people with low socio-economic status. These groups find their access is reduced to services such as shops and health 
care and they spend a higher proportion of their resources on transport (78, p56). Disadvantaged urban areas tend to be characterized by 
high traffic volume, leading to increased levels of air and noise pollution and higher rates of road traffic accidents without the benefits of 
access to private transport (126). 

The accessibility of facilities, opportunities for activity, and aesthetic qualities of the area are important factors in whether people take part in 
physical activity (127). The proximity of a park, a cycle path, or shops can lead to higher levels of exercise or recreation. Also, awareness 
of facilities, satisfaction with facilities, and the perception that the area offers opportunities to be physically active encourage greater 
physical activity (128). For older people access to local facilities, pleasant scenery and seeing other people exercise is important to 
whether or not they participate in physical activity (129). 

Affordable and reliable pubic transport is necessary for connecting deprived neighbourhoods and estates to services particularly employment. 
In London the unemployed and those looking for work are often required to commute over large distances in order to access employment 
opportunities. Due to the nature of the jobs they are able to command which tend to be characterised by low pay it is often not financially 
viable or rationale for individuals to take up these jobs. Remaining unemployed of course has its resultant health impacts. However, 
commuting especially long commutes have been shown to reduce levels of social capital and bonds particularly those relating to 
interfamilial relationships. This has been linked to poor educational outcomes amongst children. 

Important to ensure that reducing congestion means that volumes of traffic, and the speed with which the traffic moves, also reduce. 
Increasing the use of public transport and cycling and walking and decreasing reliance on private motorized transport has health and 
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social benefits – increasing physical activity and reducing social isolation (130).  

Traffic has the potential to affect social networks on a very local basis: as traffic volumes increase people’s sense of neighbourliness and the 
geographic density of their friendships decreases (see 131). The development of a new transport network in an area has major 
implications for the social networks of the community in question, reducing social cohesion and contributing to feelings of isolation. This 
process is termed community severance and occurs when roads carrying large volumes of traffic cut through residential areas, in effect 
‘severing’ them (132) 

Egan and Petticrew et al (84) describe a qualitative study which examined the ways in which people adapted to the opening of a large new 
road (133). The author noted three types of adaptation 

� attitudinal adaptation eg reconciling oneself to the inevitability and/or usefulness of the new road);  

� behavioural adaptation eg spending less time in certain rooms or the garden; and 

� environmental adaptation eg installing double-glazing, fences etc. 
The same authors (84) report a study which investigated community severance by roads (134-136). Movements across neighbourhoods were 

found to be on average 14% lower in the new road areas. Irrespective of whether a major road was 5, 10 or 30 years old residents 
adapted to the ‘barrier effect’ produced by the major roads by expanding the boundaries of what they considered to be their 
neighbourhood to include amenities situated further away from their homes, but on their own side of the road.  

11. Regeneration & Land-Use 
To stimulate regeneration and urban 
renaissance that maximises benefits the 
most deprived areas and communities 
and to improve efficiency in land use 
through the sustainable re-use of 
previously developed land and existing 
buildings. 

There is a general presumption that renewal is beneficial for health because regeneration programmes act on working and living conditions 
which are, in turn, determinants of health. It may appear self-evident that improvements in health determinants for disadvantaged groups 
will lead to health improvement and so reduce health inequalities in society (93). However, this assumption must be considered in the 
light of the evidence from research on health inequalities. Otherwise such an assumption becomes a 'given' based on a perspective that is 
too narrow and inflexible (137). While there is a wealth of evidence linking poor health and deprivation, there is very little evidence to 
show what happens when determinants of health improve, i.e., the health impacts of regeneration programmes and economic 
development (93). 

The emphasis in regeneration used to be about building new houses. This destroyed communities. Renovating and improving the existing 
housing stock particularly in deprived areas helps to improve the image of the community and can also lead to health improvements 
amongst the original population. The improvement of the physical environment even minor cosmetic changes such as cleaner streets and 
removal of graffiti within neighbourhoods and communities may also serve to enhance neighbourhood safety, reduce fear of crime and 
promote physical activity within these neighbourhoods. It can also enhance community levels of social capital. 

See Section 5starting on page 41 for discussion of evidence surrounding Regional Casinos.  

12. Employment 
To offer everyone the opportunity for 
rewarding, well-located and satisfying 
employment.  

‘Choosing health’ white paper recommends Government and others can take to extend healthy choices by: reducing barriers to work to 
improve health and reduce inequalities through employment;  improving working conditions to reduce the causes of ill health related to 
work; and  promoting the work environment as a source of better health. 

Tackling the lack of qualifications is essential although may need to look at whether these supply side policies are sufficiently meeting local 
employment demand. If there are too many people with only basic skill levels employers may be encouraged to offer lower wages. 

Pathways to work should be promoted and supported in areas of high unemployment such as the use of Intermediate Labour Market training 
schemes and the New Deal programmes. Individuals with a lack of basic skills and limited employment experience will be exposed 
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unfavourable labour market outcomes in terms of job sustainability if they are ‘thrown’ directly into employment. This does not promote 
social mobility nor help reduce health and income inequalities. 

In terms of the health impacts, need to consider the types of jobs that individuals with basic skills are able to command. Low paid insecure 
forms of work usually do not promote social inclusion or mobility. In terms of health these jobs may be actually worse than remaining 
unemployed. 

Addressing unemployment amongst households with children is a necessary requirement in the reduction of child poverty. Research shows 
that children whose parent(s) are unemployed are more likely to experience poor health and educational outcomes. This is particularly the 
case amongst lone parent households. 

Job creation does not necessarily 'trickle down' as job opportunities for the long-term unemployed, and is neither a sufficient, nor necessary, 
condition for reducing long-term unemployment (138).  

Employment policy should include measures to tackle possible discrimination by employers and better targeting of vacancies to long-term 
unemployed people. Nationally ethnic minority unemployment is more than double that of comparable White sub-populations (139).   

Empirical evidence linking economic growth to health impacts is limited and the evidence that does exist is equivocal on the whether local 
economic development is beneficial for health.  

A number of longitudinal case control studies demonstrate that reemployment into satisfying work may be beneficial. However, a transition 
from unemployment to ‘inadequate’ work is unlikely to be beneficial to health (140-143) and not facilitate social inclusion or mobility. 
Furthermore, it may take a significant time for the ‘damage’ to health resulting from unemployment to be repaired. Re-employment in low 
quality work may be actually worse for psychological health than the experience of unemployment (140;144;145). 

Employment opportunities created by regeneration schemes risk being dominated by low paid, insecure, secondary sector, non-standard 
forms of employment which may contain many of the negative attributes described above (146-148).  

As noted in Reviewing the London Plan document (2005) GLA research has established working age income poverty in London is 
concentrated in households with dependent children, while working age adults who do not live with children have the same poverty rate 
in London as at national level. The research has also established that the difference in poverty levels between London and the national 
average is overwhelmingly the result of poor labour market outcomes affecting families with children. About 60 per cent of children in 
poverty in London are in workless households. 

Even if employment prospects do improve, for some groups of workers such as lone mothers and socio-economically deprived families, there 
may be conflicts between the demands of employment and other salient roles and responsibilities (149-151).  As cited in the above 
paragraph these population sub groups are already disproportionately affected by poverty. Employment policies and job creation 
mechanisms should offer a sustainable route out of deprivation rather then further increasing it. Evidence exists that shows that the new 
jobs created by regeneration initiatives are often filled by workers from other parts of a city or region, rather than local populations in 
areas targeted for regeneration (152-154). 

13. Stable Economy 
To encourage a strong, diverse and 
stable economy and to improve the 
resilience of businesses and their 
environmental, social and economic 

Recently the Medical Research Council conducted a systematic review of the health impacts of state subsidised economic development (155). 
They examined over 9,000 titles and abstracts and found only 11 studies that provided robust and rigorous evidence on health impacts. 
The majority of this evidence points to the negative health effects of development particularly in terms of the health status of the existing 
population. 
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performance.   Glenn et al (156) conducted a longitudinal study of the health and economic status of a cohort of residents in Johnson County, Tennessee, 

USA.  After a period of economic recession, the local economy improved between 1990 and 1993. The authors found that between 1990 
and 1993, long term, non-migrating residents did not on average benefit economically from the regeneration.  They experienced a 
significant decrease in average household income. These residents had a statistically significant worsening in the Duke Health Profile 
measure of physical health status. Their mental health, measured by the Duke Health Profile, showed slight (insignificant) improvement. 
Their decline in health was tentatively attributed to either direct or indirect effects of the decline in family income. There was a rapid 
population increase during the expansion, attributable to inward migrants who were younger and healthier than existing residents. They 
conclude that local economic development can leave long term area residents poorer and less healthy, and this problem may be masked 
by an increase in healthier, wealthier inward migrants (156). 

NB The authors note also that the economic expansion was accompanied by an expansion of health care services availability. This expansion 
of services was not accompanied by reduced driving times or increased number of visits. 

The empirical relationship between income inequality and health has been much debated and discussed. Recent reviews suggest that the 
current evidence is mixed, with the relationship between state income inequality and health in the United States (US) being perhaps the 
most robust (157).  

Nearly a hundred empirical studies have now examined the relationship between income inequality and health. Despite large number of 
aggregate and multilevel studies addressing this topic, there is no consensus about whether income inequality is a threat to public health. 
In a recent review of the multilevel studies of income inequality and health published to date ((158) three broad patterns of findings were 
identified. First, income inequality has not been found to have an adverse effect on population health in countries that are more 
egalitarian (or have a stronger welfare state) than the United States (US). In countries that are more unequal than the US, however, 
there seems to be some support for the adverse effects of income inequality on population health. Second, the most consistent 
association between income inequality and health appears to be at the level of the US states, where higher inequality has been linked to 
higher all-cause mortality risk, lower self-rated health, higher prevalence of depressive symptoms (as well as a more adverse profile of 
health-related behaviors.  

 
Ben Cave Associates Ltd 33 10th October 2006 

 



 

SA Objective Implications for health & wellbeing of people living & working in London 
14. Creativity and Innovation 
To promote creativity and innovation in 
the environmental and social economy 
(including new clean technologies, 
renewable energy, pollution control and 
the skills sector). 

In a recent lecture at the World Urban Forum (2006) the planning specialist John Friedmann described intellectuals and creative industries as 
important assets for city-regions. “Its quality of its universities and research institutes and what the Japanese call their “living human 
treasures,” its artisans and artists, intellectuals and scientists, and all others, musicians and writers, poets and film makers, actors and 
dancers who embody a region’s creative powers. Small in number, they are nonetheless essential to a region’s future and should count 
among its finest treasures. The best among them are also the rarest, and to lose them is an inestimable loss to the city. Creativity must 
be nurtured. Scientists need research laboratories. Students pursuing advanced degrees require universities that are properly equipped 
and staffed. Film makers require studio spaces and artists need galleries to display their work as well as studios. Actors and dancers must 
have stages to perform their work. And all of them require the freedom to create as they will. Creativity cannot be commanded, but 
creative work requires public support. Market forces alone will not suffice. New ideas and artistic creations are often unpopular, and those 
who create tend to march to a different drummer from ordinary people. Cultural and intellectual elites, their presence ensures a city’s 
capacity for innovation. Professional contacts extend across the globe to other cities, and from these exchanges come new ways of seeing 
and thinking that add to the city’s liveliness and vigor. It is these elites that are the primary source of informed critical thinking which can 
be crucial to charting a city’s future”. 

Social exclusion disempowers people: it deprives people of access to the arts. The theatre or cinema is not high on the list of priorities when 
people are struggling to survive 

Whether spectator, performers or producers the arts provide a unique contribution to building informal social capital. While some of the social 
impacts of participation in the arts arise from people taking an active part in their own development and that of their community the 
benefits of participation are different in nature and extent from other aspects of arts activity (159). 

Participation in the arts strengthens democratic institutions. Putnam found a strong relationship between the number of local choral societies 
and the effectiveness of government institutions. Putnam writes that communities which sing together better achieve the government 
they desire (160).  

The arts can transcend the cultural and demographic boundaries that divide society and find deeper spiritual connections with those like us. 
The Arts create both bridging and bonding social capital. Traditionally the arts have done more for bonding than bridging. Many activities 
are segregated by race, socioeconomic class and gender. This is, in part, because people seek those who are like them and, in part, 
because the system of financing and presenting the arts has traditionally reinforced entrenched patterns of exclusion(159).  

Appearance and behaviour are intensely political: styles of dress, behaviour and recreation in youth subcultures can be symbolic forms of 
resistance against the prevailing authority of wider society.  

Study compared the levels of cultural activity with self-reported health. Individuals who became less culturally active or those who were 
culturally inactive throughout the study reported poorer health compared with the culturally active. Individuals who moved from cultural 
inactivity to cultural activity had the same level of self-reported health as the culturally active (161). 

Cross sectional study found that attending cultural events is linked to longevity. People who rarely attended such events ran a 60% higher 
mortality risk than those attending most often. However, no conclusion about the causal mechanisms could be drawn (162) 

Taking Responsibility  

15. Liveability and Place 
To create and sustain liveable, mixed 
use physical and social environments 

There is now broad consensus that living in deprived (urban) neighbourhoods increases the risks of poor health outcomes (163). 
Neighbourhood quality has been shown to effect:- people’s ability to adopt health promoting behaviours e.g. physical activity (164), 
smoking prevalence and diet 170;  Biological indicators of cardiovascular disease risk e.g. body mass index and systolic blood 
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that promote long term social cohesion, 
sustainable lifestyles and a sense of 
place.   

pressure(165) ;  mortality , heart disease incidence and self-rated health (166;167).  

We have only a limited understanding of what it is about the urban environment and neighbourhoods that leads to different health outcomes. 
In order to understand which interventions improve population health it is important to distinguish between different aspects of the urban 
environment(168) . Broadly speaking there are three aspects that is important to distinguish between:-   

� the service environment (e.g. access to, and quality of, services and amenities);  

� the physical environment (e.g., air quality, traffic levels); 

� the social environment (e.g. the quality, content, and volume of interactions between people). 

The physical condition of the neighbourhood is important if it is to respond to the changing needs of the community, to maintain a 
neighbourhoods distinctive identity, and safeguard and enhance some of the essential elements of community life that may contribute to 
a safer and fairer society (169).  

Lifestyles and the ability to make healthy choices are influenced by the quality of the built environment and are linked to levels of obesity, 
coronary heart disease, cancer and diabetes. Poorly designed neighbourhoods can expose residents to the detrimental effects of pollution 
or toxins or to increased risk of accidents (170). 

What people see when they open their front door has a profound impact on their health (171). Children who have access to or sight of the 
natural environment have higher levels of attention than those who do not. Access to green space can contribute to health and well-
being, social inclusion, community development and culture. Ease of walking, opportunities for activity, access to a green and pleasant 
environment and the aesthetic qualities of the neighbourhood is associated with increased levels of physical activity. Awareness of 
facilities and satisfaction with facilities also leads to greater physical activity (169).  

The corrosive effect of crime and fear of crime, combined with economic disadvantage and a poor physical environment have a major impact 
on the quality of peoples lives and their health (172). As part of this, trust, tolerance and a sense of attachment to the neighbourhood are 
strongly related to health. This means that although where you live matters for your health it is your social environment that matters 
most: "for those of low social status, health is made worse by living in a poor area. There is a kind of double jeopardy”. 

A systematic review of public health research on the environmental determinants of physical activity in adults concluded that the most 
consistent evidence regarding effects of environmental factors on physical activity in adults is observed for accessibility of facilities, 
opportunities for activity, and aesthetic qualities of the area (173). 

In a survey of nearly 3,400 adults in Australia, it was found that the men and women reporting a more convenient environment (including 
proximity of a park or beach, a cycle path, or shops) or a more aesthetically pleasing environment (a friendly, attractive, or pleasant 
neighbourhood) were more likely to report walking for exercise or recreation (174). A national phone survey of nearly 2,000 US adults 
found that the odds of meeting physical activity recommendations were significantly higher in persons who reported access to places to 
exercise, walking or jogging routes, or a park. The presence of pavements and enjoyable scenery in the neighbourhood was also 
associated with increased rates of meeting physical activity recommendations. Awareness of facilities, satisfaction with facilities, and the 
perception that the area offers opportunities to be physically active were also found to be associated with greater physical activity in other 
studies (175;176). 

Population density, employment density, and mixed land use are positively related to transit use and walking for shopping and work related 
trips (177). Using data from a household survey of five selected neighbourhoods, researchers found less travel by car and more non 
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motorized travel (such as walking and cycling) in neighbourhoods characterised by a mix of land uses, high density, and pedestrian-
friendly designs (178;179). Pedestrian-oriented design (including pavements, street lighting, and planted strips) has been found not to 
encourage motorized transport (180). 

Feldman (181) examined pathways through which low neighbourhood socioeconomic status (SES) and associated subjective neighbourhood 
characteristics may be associated with self-reported physical functioning. The study showed that living in a lower socioeconomic 
neighbourhood was associated with greater perceived neighbourhood strain, which, in turn, was associated with poorer physical 
functioning. Lower neighbourhood SES and greater perceived neighbourhood strain were associated with poorer physical functioning of 
individuals through less social integration, less perceived control, and greater financial strain. They conclude that neighbourhood SES and 
associated perceptions of neighbourhoods are associated with physical functioning through the shaping of the social and psychological 
experiences of individuals living within them. 

Molnar (182) examined the role of neighbourhood disorder and the lack of physical activity amongst poor urban children. More specifically 
they looked at the associations between activity levels of urban youth and limited access to safe recreation areas in their neighbourhoods 
of residence. The investigators found that physical activity averaged 2.7 hours/week and varied significantly across neighbourhoods. 
Socio-economic status, age, and sex (being male), but not body mass index, were independently associated with physical activity. Lower 
neighbourhood safety and social disorder were significantly associated with less activity. They propose that an important mechanism for 
reduced physical activity among youth may be the influence of unsafe neighbourhoods. 

Food access and retail centres 
The recent UK White Paper on Public Health (89) describes the importance of actions to ‘secure better access to healthier choices for people 

in disadvantaged groups or areas’, noting that ‘deprived communities often lack good local access to places to buy fresh fruit and 
vegetables’. Policies to combat diet-related health inequalities have therefore been a priority (78;183-185) but evidence informing where, 
when and how to reduce these inequalities has been thin on the ground. 

Studies in Newcastle and Glasgow have recently provided some evidence of the ways in which supermarket development affects people’s 
access to food (186;187).  The main findings of these studies are summarised below:  

� Newcastle (187): food deserts, areas where communities have little access to an affordable and healthy diet, exist only for a minority 
of people. These people live in a locality that suffers from poor retail provision of the foods that compose a healthy diet. They also 
choose not to, or unable to, shop outside their immediate locality. Key predictors of healthy eating were found to be dietary 
knowledge, relative affluence, and healthy lifestyle. Retail provision was not independently associated with diet. 

� Glasgow (186): little evidence for an overall effect of the intervention for fruit and vegetable consumption in portions per day. For 
those consumers who switched their main food shopping to the new store an improvement in consumption of around 0.35 portions 
per day was seen though the evidence for this was very weak. A substantial positive improvement in one measure of psychological 
health (GHQ-12) and a weak positive effect on self reported health was seen in switchers. 

Little evidence exists relating to the health impacts as a result of large-scale retail interventions and regeneration in terms of food access and 
choice. Wrigley et al (188) note a ‘cannibalisation’ of trade from other supermarket stores. The suggestion is that in terms of retail 
structure the impacts of large-scale retail interventions may be negative (189). This would imply shop closures and redistribution towards 
the new facility rather than a widening of food choice and accessibility. (190;191).  

There has been growing interest in the ways in which features of the local food environment may be related to the dietary habits of 
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individuals. There is some evidence that the dietary patterns of individuals differ across neighbourhoods and that these differences may 
not be wholly attributable to individual-level socioeconomic characteristics. Studies in the United States have shown that the number of 
supermarkets is lower and the number of off-licences and fast food outlets higher (192;193) in more deprived neighbourhoods. In turn, 
the availability of services and amenities (such as grocery stores, pharmacies, as well as recreational spaces) may facilitate or constrain a 
person’s ability to engage in health-promoting behaviours such as eating fresh vegetables, obtaining medicines, or getting regular 
exercise (194;195). 

There has been growing interest in the ways in which features of the local food environment may be related to the dietary habits of 
individuals. There is some evidence that the dietary patterns of individuals differ across neighbourhoods and that these differences may 
not be wholly attributable to individual-level socioeconomic characteristics. Studies in the United States have shown that the number of 
supermarkets is lower (196) and the number of off-licences and fast food outlets higher (197-199) in more deprived neighbourhoods. In 
turn, the availability of services and amenities (such as grocery stores, pharmacies, as well as recreational spaces) may facilitate or 
constrain a person’s ability to engage in health-promoting behaviours such as eating fresh vegetables, obtaining medicines, or getting 
regular exercise (200;201).  

There is also evidence which argues against the processes described above. A recent study (202) examined the relationship between being 
overweight in preschool children and three environmental factors 

� the proximity of the children's residences to playgrounds  

� the proximity of the children's residences to fast food restaurants and  

� the safety of the children's neighbourhoods.  

The authors found that within the study population of urban low-income preschoolers, being overweight was not associated with proximity to 
playgrounds and fast food restaurants or with the level of neighbourhood crime. 

16. Education and Skills 
To maximise the education and skills 
levels of the population.     

The Organisation for Economic Co-operation and Development report that the economic importance of knowledge and skills is growing: they 
also report that the social impact of learning is equally as significant as the economic impact (203). 

Education, training and learning play important roles in providing the basis for economic growth, social cohesion and personal development 
(203). Education is positively correlated with employment earnings. Independently of qualifications adult literacy has a strong impact on 
earnings (204). Educational attainment in one generation has positive effects on the educational attainment of the next generation: better 
schooled parents have children with a higher level of cognitive development as well as children with higher future earnings potential 
(205).  

People with higher educational qualifications tend to be healthier and have a lower take of social benefits (205). An additional year of 
schooling is associated with reduced average daily cigarette consumption for both men and women (206). People with more schooling 
tend to be less overweight and engage in more exercise per week than less educated people. People with more schooling are better able 
to identify relevant health related information and using this information in a constructive manner. 
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17. Ownership and Participation 
To promote civic participation, 
ownership and responsibility and enable 
individuals, groups and communities to 
contribute to decision-making at 
neighbourhood, borough and regional 
levels in London. 

The specific mechanisms underlying the link between community social capital and health outcomes aren’t yet clear. There are several 
distinct pathways through which social capital may influence individual health outcomes. First, at the community level social capital may 
enhance the health of residents through two processes already alluded to: collective efficacy (i.e., the ability of communities to undertake 
collective action to introduce local smoke-free zones, or to lobby against the closure of local clinics), and collective socialisation (e.g., 
informal social control over deviant health behaviours, such as underage smoking and drinking) (207;208). In addition to the community-
level pathway, community social capital may operate at the individual level via the provision of mutual aid and social support. A 
convincing body of empirical evidence from epidemiology suggests that social support is an important determinant of longevity and quality 
of life (209). Lastly, residence in a high social capital community may promote health via direct psychosocial mechanisms, by promoting 
feelings of security, identity, shared emotional connection, and ‘belongingness’. 

An excellent example of how these processes may function to affect health is provided by a case study of the 1995 Chicago heat wave, 
during which hundreds of elderly residents died of heat exhaustion (210). Death rates were highest amongst individuals who resided in 
communities characterised by low levels of social interaction in public places as well as high crime rates. A lack of community life 
combined with a fear of crime kept many elderly residents sequestered within their homes and prevented them from reaching emergency 
cooling centres. Communities with an active street life where neighbours saw each other and interacted on a daily basis were more 
successful at protecting vulnerable residents against the risk of death. Access to social capital within the broader community (including 
trusting relationships between neighbours) looms in importance for isolated, elderly people who have limited opportunity for engagement 
outside their homes (211). 

However, social capital and social cohesion may not uniformly or invariably be associated with better health outcomes (212). The 
embeddedness of individuals within a ‘high social capital’ context may have important deleterious consequences for wellbeing (213). For 
instance individuals may be constantly called upon to provide social support to members of their bonding networks. Additionally, there 
may be pressures to conform to certain rules and expectations within a community which do not allow freedom of individual expression. A 
UK study (214) found that neighbourhoods in which close family bonding ties were predominant tended to be less tolerant of diversity, 
and possessed fewer bridging ties. Finally, an uncritical application of the social capital perspective may lead to the inadvertent ‘blaming’ 
of communities for their problems (215) 

Developing Respect  

18. Health and Well-being.  
To maximise the health and well-being 
of the population and reduce inequalities 
in health.  

The World Health Organisation give a broad definition of health as “a resource for everyday life, not the object of living. It is a positive 
concept emphasising social and personal resources as well as physical capabilities”. Health encompasses mental health and physical 
health and is affected by a broad range of factors including housing, employment status, transport and the social and the built 
environment: these are all determinants of health.  

Good health plays a central role in achieving sustainable growth. Patterns of behaviour that promote economic, social and environmental 
sustainability also have health benefits and measures to improve health (especially amongst the poor who are more prone to ill-health) 
also contribute to sustainable development6. 

An overarching aim of the London Plan should be to reduce health, and other, inequalities. At the very least the Plan should explicitly aim to 
prevent socio-economic inequalities increasing. Health and Well-being should be considered important outcomes and indicators of the 
success of the London Plan.  

In line with broader government policy, the London Plan should promote a context in which the public are able to do what they can to protect 
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SA Objective Implications for health & wellbeing of people living & working in London 
their own health and manage their own health and well-being. The objectives of the London Plan policies should enable people to flourish 
socially and economically.  

Individual choice plays an important part for people maintaining a healthy and active lifestyle. How much exercise people take, the food 
people eat, the levels of alcohol people drink: all these are important factors for individual health. These choices are made within a 
physical, social and economic environment. It is also important to consider how strategic policies for London can present people with 
healthy options. 

19. Safety and Security 
To enhance community safety by 
reducing crime, antisocial behaviour and 
the fear of crime. 

Violent crime may result in temporary or permanent disability and, in some cases, death. People who have experienced crime-related trauma 
may also have a poorer perception of their physical health, greater limitations on physical functioning and more chronic medical 
conditions. Individuals who have been victims of physical violence have also been shown to have higher rates of cigarette smoking, 
alcohol and drug abuse, risky sexual behaviour and eating disorders. 

There is widespread acceptance that the victims of crime often suffer severe psychological distress and subsequent mental health problems. 
Data from general population studies in the U.S. clearly indicate that crime events are associated with high rates of Post-Traumatic Stress 
Disorder (PTSD). Secondary victims, such as close relations, witnesses of crime and communities experiencing violence, may also suffer 
from the psychological affects of crime. 

The fear of crime can alter people’s lifestyles and may affect them in ways that lessen their quality of life and impact upon their physical and 
psychological health. For example, people in fear of crime may be less likely to use public spaces, may withdraw from social life and avoid 
going out, especially at night. Fear of crime may also lead to psychological health effects, such as stress, depression and sleeping 
difficulties. 

Researchers find that residential mobility is associated with high levels of crime and victimization (216). Residential mobility has one of the 
largest positive effects on violent victimization of any neighbourhood characteristic, larger than poverty or racial composition (217). 
Poverty contributes to criminality only in transient communities characterised by rapid population turnover. 

A review (218) analyses the literature on the effectiveness of street lighting improvements in preventing crime. The following conclusions are 
supported: 

� precisely targeted increases in street lighting generally have crime reduction effects; 

� more general increases in street lighting seem to have crime prevention effects, but this outcome is not universal. Older and US 
research yield fewer positive results than more recent UK research; 

� even untargeted increases in crime prevention generally make residents less fearful of crime or more confident of their own safety at 
night; 

� in the most recent and sophisticated studies, street lighting improvements have been associated with crime reductions in the daytime 
as well as during the hours of darkness; and 

� the debate about lighting effects has served to preclude a more refined analysis of  the means by and circumstances in which lighting 
might reduce crime. 

 

 
Ben Cave Associates Ltd 39 10th October 2006 

 



ssociates Ltd 40 10th October 2006 
 

 

 
Ben Cave A

SA Objective Implications for health & wellbeing of people living & working in London 
20. Equality and Diversity 
To ensure equitable outcomes for all 
communities, particularly those most 
liable to experience discrimination, 
poverty and social exclusion.  

The Health in London reports (12-14) show us that health inequalities can be found between different population groups and between 
different geographical areas.  
Gender: across London the difference between male and female life expectancy is greater in areas with more deprivation.  

Socioeconomic status: the risk of mental illness increases with social and economic deprivation. Mental illness itself can be a cause of 
unemployment leading to further deprivation. London is a culturally diverse city, with one in three Londoners coming from an ethnic 
minority community, and over 300 languages being spoken. This diversity is one of the features that makes London such a vibrant world 
city – yet we know that London’s communities do not benefit in equal measure from the opportunities and wealth the capital has to offer.   

Ethnic group: ethnic minorities experience a higher burden for certain diseases. This burden has been described for the following areas: 
coronary heart disease, haemoglobinopathies, cancers, diabetes, mental health, tuberculosis and sexual health. Elders from Black and 
Minority Ethnic groups in London report higher levels of limiting long-term illness. Such differences appear to exist even within income 
groups;   

Age: in relation to the forecast aging or ‘greying’ of London, it is necessary to consider how health profiles and demand for services will alter. 
Individual living conditions will also change as they move through the life cycle. Deprivation is not a static phenomenon; people move in 
and out of it.  

The health effects of age may also be compounded by those of ethnicity and social class. For example the high unemployment rate of young 
Black and Asian people. As the Black and Minority Ethnic population ages the health of BME elderly people assumes growing importance,. 
This will be an important issue for Bangladeshi people, who currently have a relatively young age profile. The population of elderly people 
from BME groups in London will triple by 2011. 

Geographical area: Londoner’s self-reported health is slightly better than the national average for England. However, there are inequalities 
within the health of Londoners. Areas such as Tower Hamlets, Hackney and Newham report high rates of poor health. Most of the areas 
with significantly low levels of male and female good health are located in inner London. In addition there are also wide variations in the 
percentage reporting their health as not good by ethnic group. The percentage who reported their health as not good was highest in the 
Asian British Bangladeshi and Pakistani groups and was also high in the Indian and Black Caribbean groups. 

In terms of infant mortality rate (IMR), London is very similar to the rest of the country. The IMR in London as a whole has declined from 
7.3/1000 in 1990-92 to 5.7/1000 in 2000-02. Again as with self-reported health there are considerable inequalities in infant mortality by 
borough. Brent, Lambeth, Southwark, Newham, Hackney and Waltham Forest had the highest rates and along with Croydon were 
significantly higher than the England rate. 



 

5. Casinos 
5.1 In light of the methodological issues surrounding evidence-based public policy (see page 

20) we wish to draw detailed attention to some of the difficulties with the research 
associated with casino development, economic regeneration and the prevalence of 
gambling, especially problem and pathological gambling.  

5.2 We have searched for information, evidence and research on casino development. All 
sources are cited as footnotes in the text. Sources include 
� Pubmed (academic search engine); 
� Casinos Advisory Panel website; 
� Independent consultants; 
� Paper submitted to the Greenwich EIP by Mayor of London; and 
� Oral evidence submitted to the Joint Committee on the Draft Gambling Bill. 

5.3 appendix is prepared in response to comments from London Plan policy authors on earlier 
SA team summaries of evidence on casino development, gambling and health. 

5.4 The new policy 3D.4i of the London Plan stipulates that ‘Small’ and ‘Large’ casinos should 
conform to the wider policies of the plan including those for the location of leisure facilities, 
while Wembley and Greenwich Peninsula Opportunity Areas are appropriate locations for 
development of ‘Regional’ casinos. 

5.5 Evidence on the economic effects and the social effects of casinos is based on national and 
international research. It provides few clear answers.  
� On regeneration   

‘… estimates of the potential returns on investment associated with a Regional Casino, and 
hence the resources which might be available to contribute to the cost of developing a 
Regional Convention Centre, are particularly sensitive to a range of assumptions for which 
direct evidence is not readily available (given the fact that this effectively represents a new 
product while the impact of deregulation of the UK gambling market is untested). As such a 
degree of judgement is necessary in exploring the potential financial returns associated 
with a Regional Casino’. (219) 
� On problem gambling …  

‘There is regrettably little good evidence, about problem gambling on which good public 
policy can be based. Much of what has been written in the UK and elsewhere draws 
obviously partisan conclusions from highly speculative interpretations of very meagre 
evidence’ (220).  

5.6 In relation to Policy 3D.4i we consider a number of issues in relation to casinos.  
� Location of casinos 
� Gambling: problem and pathological 
� Casinos and problem gambling 
� Casinos and economic regeneration 
� Impact on problem gambling rate 

Location of casinos 

5.7 Para 3.236iv states that proposals for new casinos of any type should be assessed in 
accordance with the principles set out in Policy 3D.1 and the other policies relating to 
leisure development in this plan, although in assessing proposals boroughs should consider 
the appropriate use of their planning and licensing powers to ensure protection of the 
vulnerable and to minimise negative impacts on local and wider amenity. 

5.8 In his oral evidence to the Joint Committee on the Draft Gambling Bill Professor Peter 
Collins questions the wisdom of locating casinos in town centres (220).  

… from a problem gambling point of view, there is no doubt that it is better not to locate 
casinos in town centres. … There may be other reasons, like limiting the number of car 
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journeys that are involved and therefore reducing physical pollution for doing that, but 
the other point I would make, which is … about social impact: if you put a large 
entertainment complex, including a casino, in the centre of a town, you will suck huge 
amounts of money out of the leisure economy in that town; and this goes against the 
principle of trying to ensure that casinos, in as far as they displace economic activity, do 
so from a wide area of relative affluence and concentrate the new spend in areas of 
relative disadvantage. That is the best way of dealing with the economic redistribution 
policy. I think that is something which not only is undesirable in itself, but will clearly lead 
to all sorts of objections from all sorts of businesses to downtown casinos. 

5.9 Policy 3D.1 provides the criteria for Development Plan Documents (DPDs) to strengthen the 
wider role of town centres. The Greenwich Peninsula and the site for the Wembley 
development are not town centres so this policy is not in conflict with 3D.1.  

5.10 The most straightforward reason for a likely positive relationship between geographical 
proximity and problem gambling rates appears to be availability (i.e. allowing more 
frequent gambling), which has been shown to lead to increased problem gambling 
prevalence (221). Increasing ambient gambling, i.e., access and availability to gambling has 
deleterious effects on health. Non-ambient gambling are those forms that are less 
convenient to access and require forward planning to participate in (e.g. an out of town 
Regional Casino located away from residential areas). A recent Price Water House Coopers 
(219) report on the Newcastle casino development states that ‘Stakeholders consulted and 
international research agree that the risk from non-ambient gambling is considerably less 
than that associated with ambient gambling. Building a Regional Casino in a non-ambient 
environment is therefore key in terms of minimising the risk of problem gambling’ (219). 

5.11 As Professor Peter Collins notes in the parliamentary select committee (220) 

As far as I can tell from reviewing the evidence which is in my submission, convenience is 
the single greatest spur to increase problem gambling. The reason for that is that 
problem gambling is a disorder of impulse control, consequently people are likely to 
engage in problem gambling behaviour more if temptation is regularly put in their way 
when they are not expecting it. 

Gambling: Problem and pathological 

5.12 The impacts on health and well-being of ‘addictive’ behaviours such as tobacco smoking, 
alcohol consumption and drug use are increasingly well-established and well-researched. 
Less widely researched is the issue of problem gambling, most likely to be expressed in the 
context of mental health, and often linked with other dependencies (222). 

5.13 There is no universally agreed definition of problem gambling. Most adults who gamble do 
so responsibly, but a small minority display problems which meet diagnostic criteria. 
According to the British prevalence survey published in 2000, the proportion of the adult 
population who display problems is 0.6 per cent or 0.8 per cent, depending on which 
diagnostic method is used. In some cases the problems are very severe, leading to 
devastation in the lives of the gamblers and those around them. 

5.14 The most recent comprehensive assessment of problem gambling in the UK was the 
Gambling Prevalence Study carried out in 2000. This suggested that the rate of problem 
gambling was 0.8% of the adult population based on the South Oaks Gambling Screen 
measure. Although it is likely that this rate will have increased, due to the increase in 
internet gambling and new innovations such as fixed odds betting terminals (FOBTs), it is 
still provides the most accurate baseline position.  

5.15 Whilst problem gambling is generally viewed as a continuum (223), in its most extreme 
form it has been viewed as an addiction, and hence it has been medicalised. In 1997 
pathological gambling was included in the International Classification of Diseases (ICD9) 
coding, and thus recognised as an official psychiatric disorder (listed under Disorders of 
impulse control). A substantial body of the current research into problem gambling follows 
the medical model, based within the discipline of psychology. 

5.16 From a public health perspective, individuals who experience gambling-related difficulties, 
but would not meet a psychiatric diagnosis for pathological gambling, are of as much 
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concern as pathological gamblers because they represent much larger proportion of the 
population. The prevalence of problem and pathological gambling has been shown to 
double in communities within a 10-mile radius of a casino (224;225). Low socioeconomic 
status has also been found to be a significant risk factor for current problem gambling and 
probable pathological gambling. (225;226). 

5.17 At present the impacts of problem gambling on health and well-being follow two, not-
unrelated, pathways.  

5.18 The first is within mental health, where studies demonstrate relatively high rates of 
depression, schizophrenia, life-threatening behaviour and suicide among problem gamblers.  
� An epidemiological study based in St. Louis, USA found significantly elevated odds 

ratios (risk) for major depression and schizophrenia in problem gamblers, alongside 
suicidal tendencies (222).  

� DeCaria et al (227)  also observed high rates of a wide range of mental health 
problems in problem gamblers.  

� In 2002, 10% of users of an established telephone helpline for problem gambling in 
New Zealand reported considering suicide, with 30 of the 4,655 clients having 
attempted suicide in the past year (228). 

� More women than men reported loneliness and isolation in connection with the 
development of a gambling habit, the majority of respondents reported significant 
family histories of gambling problems and alcohol dependenc e(229). 

5.19 The second pathway relating to co-dependence on alcohol means that it is often difficult to 
explore problem gambling as a separate issue. 

5.20 ‘Problem gambling’ refers to patterns of gambling behaviour that compromise, disrupt or 
damage health, personal, family or vocational pursuits (230). The individual gambler is 
most likely to feel the most severe effects, but these can impact on close family members, 
friends and workplace colleagues. The gambling process can often take priority over other 
commitments and everyday routines, and where the gambling is sustained over many 
hours, the gambler will neglect eating and sleeping, resulting in poor physical health (231). 
Problem gamblers report poor self-related health, and high rates of depression, anxiety and 
stress (232). A study of pathological gamblers (229) noted that 15.4% of the women and 
13.2% of the men reported stress or anxiety as a trigger for gambling. The mean annual 
percentage incomes lost as a result of this gambling were 83.2% for women and 54.3% for 
men, though it should be noted that these respondents were at the extreme of the 
gambling spectrum. 

Casinos and problem gambling 

5.21 The relationship between casinos and problem gambling is complex. This is especially so in 
the UK where there is no other super casino on which to base the projections. In general, 
studies have concluded that problem gambling is related to the availability of gambling. 
These studies reflect a range of countries (eg. Australia and the US), different gambling 
cultures and a range of legislative, regulatory, planning and social circumstances .  

5.22 We must be wary of directly applying the relationships seen elsewhere to the UK, and 
London, context. 

5.23 There is a significant volume of internationally published research which examines the 
social costs of gambling with particular reference to health and other personal and 
interpersonal issues. There are however, very few studies that differentiate casino driven 
health impacts from those which might accrue from a general increase in gambling in all 
forms. Moreover, it is becoming widely recognised that gambling, like alcohol, is not a 
homogenous product: the social impacts of gambling vary depending on the type of 
gambling concerned - this will also apply to different types of gambling within any particular 
casino.  

5.24 Whilst it is likely that problem gambling will cause a slight increase in the prevalence of 
poor mental, physical health, these effects should be taken in context. Two points must be 
borne in mind:  
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� firstly, it is clear that, where the health and social problems do manifest themselves 
with problem gamblers, it is unlikely that problem gambling will be the sole root cause; 
and,  

� secondly, other forms of gambling, such as internet based gambling and less regulated 
gambling, will also be contributing to any increase in the overall rate of problem 
gambling and, therefore, to associated negative health impacts. 

5.25 At a local level, however, there are concerns that locating a large number of gaming 
machines close to neighbourhoods (particularly those that rank highly in the IMD index) will 
bring about health problems locally. As Professor Peter Collins (220) notes in his response 
to the parliamentary selection committee 

… high prize machine gambling is the form of gambling most liable to be abused and most 
likely to increase the incidence of problem gambling. This is because the combination of 
rapidity of play and the possibility of winning substantial amounts of money makes it 
comparatively easy, both physically and psychologically, for gamblers to gamble more than 
they originally intended or can realistically afford; other things being equal, the introduction 
of high prize machine gambling will lead to an increase in problem gambling; 

5.26 The potential effect of a casino on social cohesion has also been highlighted in local 
authority areas such as Brent by local stakeholders such as the PCT and multi-faith forum 
(233). Casinos are an emotive and controversial topic and it is clear that some religious and 
faith communities have extremely negative perceptions of casinos and wish to resist 
attempts to develop such a facility in proximity to their places of residence. A similar point 
was made by Sir Peter Hall in his oral evidence to the Joint Committee on the Draft 
Gambling Bill in relation to the conflict between residents and users of the casino (220).  

So, despite the laudable aim of government to have everything mixed up and the housing 
next door to pubs, clubs and gambling, I think in practice there can be very, very negative 
effects from these uses in the juxtaposition which would have to be looked at 

5.27 It is not possible to quantify or cost the extent of the impact on social cohesion but the fear 
of creating or exacerbating community tensions is a genuine one. 

5.28 There have been studies that show a positive correlation between casinos in a community 
and an increase in the number of persons suffering from problem and pathological 
gambling (234). A pre-post test study of the social and economic effects of five casinos on 
four Ontarian communities found a 1.5% to 2.5% increase of probable pathological 
gamblers in the local communities (234). Two studies by John Welte and colleagues 
showed that the prevalence of problem gambling declined significantly as socioeconomic 
status increased (225;235;236) .  

5.29 The 2002 study revealed that African Americans, Hispanics and Asians were more likely to 
be problem gamblers than Whites (235). The 2004 study (225) examined the effect of 
community disadvantages and gambling availability on gambling participation and 
pathology. The significant finding of this study is that the presence of a casino within ten 
miles of a respondent’s home was positively related to problem and pathological gambling. 
Specifically, respondents to the survey who lived within ten miles of a casino had double 
the rate of problem and pathological gambling compared to those who lived further than 10 
miles from a casino. 

5.30 Table 1 examines the implications of this finding for people living within a 10-mile radius of 
the Greenwich Peninsula location. Table 1 shows an approximate estimate of the adult 
population living within this 10 mile radius. Figures for the adult population were taken 
from the census counts for 2001. Boroughs that fall mostly outside the 10 mile radius are 
not counted.  
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Table 1 Estimate of problem gambling in 10 mile radius surrounding Greenwich 
Peninsula 
LB Borough Adult 

population* 
Number of problem gamblers once 

regional casino established** 
Barking and Dagenham 116,973 1,404 
Bexley 218,307 2,619 
Camden  155,767 1,869 
City of London 6,335 76 
Greenwich  156,972 1,884 
Hackney 145,221 1,743 
Islington 136,007 1,632 
Kensington and Chelsea 158,919 1,907 
Lambeth 204,079 2,449 
Lewisham 184,968 2,220 
Newham 164,791 1,977 
Redbridge 175,830 2,110 
Southwark 184,016 2,208 
Tower Hamlets 140,421 1,685 
Waltham Forest  160,822 1,930 
Total 2,309,428 27,712 
All London  5,389,908  

* 18 years and older 
** calculated at 1.2% ie twice the proportion of 0.60% according to the lower estimate of the BGS 

5.31 If we accept the findings from the Welte and colleagues 2004 study Table 1 shows that 
more than 27,000 people will exhibit problem and pathological gambling. This is an 
increase of more than 13,850 problem gamblers. This 10-mile radius includes some of the 
most deprived areas with London.  

5.32 This underestimates the potential number of people who may be affected: it is based on 
the 2001 census population counts, it uses the lowest estimate of the baseline prevalence 
of problem and pathological gambling and it excludes London boroughs and local 
authorities outside Greater London that do not fall wholly within the 10-mile radius. On the 
other hand the calculation assumes equal ease of access to the Greenwich site. The 
Thames may act as a barrier, and a deterrent, to travel from north of the river.  

5.33 The 2004 study conducted by the RIGT (224) found  

… it can be anticipated that legislation and policies that significantly enhance access to 
electronic gaming machines, casino table games and other continuous gambling forms will 
generate increases in problem gambling and related flow-on costs to families and 
communities. Risk profiles are also likely to change, with disproportionate increases among 
women and some other population sectors including ethnic and new migrant minorities. 
Problem gambling may also move ‘up market’, becoming somewhat more evenly distributed 
throughout socioeconomic strata and age groups.  

5.34 A report by EDAW for LB Brent (237) and a report by Hall Aitken (238) each state that our 
understanding of the causes and effects of casino-driven problem gambling is limited by the 
lack of research which isolates the impact of casinos and components within casinos. 
Research in a UK context draws predominately on overseas evidence and is generally over-
reliant on assumptions. General trends from the evidence do emerge:  
� Gender Males more prone but rates in women catching up - women likely to have 

shorter gambling careers but develop problems at faster rate. 
� Age The young are seen as the most likely to develop problems - 18-35 year olds at 

greatest risk - also adolescent gamblers most likely to develop problems. 
� Education Conflicting results - majority point towards slight relationship between 

lower educational attainment and problem gambling. 
� Marital Status Single people are deemed to be most vulnerable - especially 

separated/divorced - although this may be more of a consequence than a cause. 
� Employment Status Unemployed and manual/lower occupational groups most 

vulnerable. 
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� Household components Single-person households. 
� Income Lower income most vulnerable as they spend a higher proportion of their 

income on gambling than higher income groups. 
� Ethnicity Conflicting results although majority point towards higher vulnerability for 

immigrant and minority populations; also those who do not speak English at home; and 
Chinese immigrants often most prone. 

� Geography Proximity to casino generally seen as a major contributor; also most 
deprived neighbourhoods most vulnerable. 

Casinos and economic regeneration 

5.35 Para 3.236ii of the London Plan states that casinos (particularly those in the ‘Regional’ 
category) are likely to have significant scope to provide regeneration benefits listed as 
including employment and training, support for regionally important developments or 
strategic priorities and transport improvements.  

5.36 The national and international evidence is equivocal about the scope casinos have to 
provide regeneration benefits (236).  

5.37 A unique quasi experimental study by Costello et al (239) examined the health effects of a 
rise in income via the development of a casino within a deprived American Indian 
reservation in the United States. The study found positive psychopathological health 
impacts such as reduced behavioural problems amongst children; and improved self-
reported health – particularly anxiety, depression and physiological health.  

5.38 It concluded that these were generated by moving individuals and their families out of 
poverty. However, the mechanisms responsible for these health changes were primarily 
psychosocial. Incomes had marginally increased above that of welfare benefits levels; 
however, it was proposed by the authors that the positive health changes were due to the 
fact that formerly unemployed individuals had obtained employment within the casino. 
While this employment provided an income it was the employment that was considered 
most important, in that it enabled individuals to feel socially included and integrated, 
provided a structure and purpose to their lives, provided autonomy and control and role 
models for their children. 

5.39 However, Pricewaterhouse Coopers (219) state in their report on the Newcastle casino 
development that  

… in our experience of similar proposals by casino operators suggests that a significant 
proportion of casino jobs created could be entry level positions with limited requirements 
for specific skills or qualifications.  

5.40 In the case of a regional casino they state that 50-60% of the jobs created will not require 
any qualifications. In Section 5.2.1 of the main SA report the SA team note that temporary, 
unskilled employment does not promote social inclusion and may lead to adverse health 
impacts.  

5.41 As a potential mitigation measure PWC recommend that  

… local education and training agencies and the casino operator work together to maximise 
the training benefits of a Regional Casino and enhance the development of skills to facilitate 
progression to higher level positions within the casino operation (219). 

5.42 In assessing the significance of these impacts a number of points should be borne in mind 
(219) 
� Gambling is not a homogenous product and the social impacts arising from each type 

of gambling will differ and this applies to different types of gambling within casinos.  
� The extent of the social impact is determined to a considerable degree by the type of 

licensing and regulatory framework adopted. Security and access policies clearly have a 
role to play in controlling the social impact of casinos. 

5.43 Hall Aitken in their recent analysis of the social and economic impacts of regional casinos 
(238) note that there will be a significant number of jobs created by a casino, both long 
and short-term, but:  
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� many of these are likely to be displaced from elsewhere in the leisure sector; these 
jobs will not necessarily match the needs of the local population; and  

� there is strong evidence to suggest that many of the jobs will go to migrant workers. 

5.44 In the late 1980s Atlantic City in the US was a run-down large-scale seaside resort. Large-
scale resort casinos were seen as being the means of regenerating the city and turning 
round its declining fortunes. The city authorities had high hopes for the impact of the 
investment and expected that an economic renaissance would follow the first casino. 
However these ‘regeneration benefits’ did not transpire for Atlantic City (238). The New 
Jersey Governors Advisory Commission on Gambling 1988 saw the warning signs early on: 

… it is clear that retail businesses and retail employment in Atlantic City have continued to 
decline despite the presence of gambling, and that rampant speculation has rendered the 
redevelopment of vast parts of Atlantic City difficult if not impossible.  

5.45 There is no compelling evidence that suggests the ‘Atlantic City effect’ will follow a large 
regional casino in the UK. But there is a clear risk that it could. On the basis of international 
evidence, Hall Aitken conclude that many existing and competing businesses would be 
blighted or undermined by the presence of a regional casino. Significant numbers of 
businesses and neighbourhoods may be affected. 

5.46 Three key findings from the Hall Aitken (238) report are that: 
� the estimates of economic benefit from a regional casino development are both 

optimistic and potentially misleading;  
� the social costs of regional casino development are potentially high and, for most 

locations, would outweigh any economic benefit; and 
� the proposed regional casino will, on balance, undermine government targets on 

neighbourhood regeneration. 

5.47 In line with the policies in chapter 3A of the London Plan it is important to be cognisant of 
the views of local residents who will be most affected by the development. Survey research 
(233) has recently been carried out by the Brent Borough Council to explore the 
implications of a Regional Casino for the LB Brent. This study included a survey of 
residents: while 30% of the residents believed that a casino would provide enhanced 
employment, 79% of the residents surveyed said they would not take up the employment 
opportunities created by the casino development and 54% were ‘strongly opposed’ to a 
casino being located within Brent. Local stakeholders such as the Primary Care Trust and 
the multi-faith forum also expressed concern. It is clear that some religious and faith 
communities have extremely negative perceptions of casinos and wish to resist attempts to 
develop such a facility in proximity to their places of residence. It is impossible to quantify 
or cost the extent of the impact on social cohesion but the fear of creating or exacerbating 
community tensions is a genuine one. 

5.48 The casino development is intended to be of social and economic benefit to local residents 
in terms of access to employment, however if residents are unwilling to take up these jobs 
then the purpose of the casino as a mechanism driving regeneration will be hindered or 
more specifically local rates of economic activity / unemployment will not be reduced. 

Impact on problem gambling rate 

5.49 Based on economic assessments of increased revenue, experience from overseas and 
studies looking at the implications of the new UK legislation, there is little doubt that the 
number of gamblers and the amount gambled will increase. One report identifies an 
estimated 62-fold increase in expenditure on hard gaming slot machines once the new 
legislation is introduced (240).  

5.50 The results of international research vary on this subject, although we have seen above 
that on balance, there may be a positive correlation between geographical proximity and 
problem gambling rates. 

5.51 However, not all studies have shown a relationship between gambling opportunities and the 
prevalence of problem gambling. A different study of Nevada carried out in 1998 indicated 
it may have the lowest rates of problem gambling in the US (cited in Welte, source 225). 
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Also when Windsor Casino, Ontario was opened no increase in the local rates of problem 
gambling were noted (241) 

5.52 Casino operators argue they have little incentive to generate revenue from problem 
gambling in their casinos. However, the range of research indicates that problem gamblers 
account for a significant proportion of gaming revenues.  

5.53 A further fundamental question to consider is whether casinos have an incentive to 
proactively reduce problem gambling. Three factors appear to be at play, the first an 
incentive to address problem gambling, the second and third being disincentives.  

5.54 Susan Fisher (242) provided evidence that the UK casino industry is sustained by regular 
gamblers among whom the prevalence of problem gambling is relatively high. Whilst 
regular (i.e. at least once a week) casino visitors made up only 7% of all casino patrons 
they were extremely active, accounting for 63% of all casino visits. The prevalence of 
problem gambling in this group was 15%.  

5.55 Other international evidence supports this view, with the research data outlined in the table 
below indicating that casinos generate a significant proportion of their revenues from 
problem gamblers. 

5.56 As Fisher concludes in her research paper:  

They [UK casino operators] may therefore see it in their enlightened self-interest to assist 
with patron research, as a first step toward the minimisation of problem gambling on their 
premises. On the other hand, if patron research demonstrates that their revenue is drawn 
primarily from a small proportion of regular patrons, among whom the proportion of 
problem gamblers is high, they will be forced to make difficult and possibly radical decisions 
about where the future of their business lies. 

5.57 International benchmarking shows that spending on problem gambling in the US, Canada, 
Australia and New Zealand is considerably higher, in both per capita and per estimated 
problem gambler terms, than the £3 million proposed for the UK (243). GamCare and 
Gordon House, for example, have each stated that they would be able to spend £10 million 
and that additional funding is needed to increase the availability of treatment services and 
to raise awareness of the services that already exist. Other UK charities have also been 
noted in the press arguing they need further resources.  

5.58 As PWC note in their report for the Newcastle City casino development:  

‘Given the risk of insufficient national funds to address problem gambling in the UK it would 
appear especially important for Local Authorities to ensure that they do not ‘own’ the risk of 
addressing potentially very significant problem gambling costs. Embedding the principle of a 
variable financial contribution from any Regional Casino operator, sufficient to mitigate 
social impacts, will therefore be vital’. 

5.59 PWC (219) recommend the following:  

Embed a variable operator contribution to address social risks in any licensing 
arrangements. Local borough councils should ensure that social impact risks, particularly 
the high risk and uncertain area of problem gambling, are ‘owned’ by the casino operator. 

Recommendations 

5.60 The following recommendations are based on recommendations made by the London 
Assembly and by independent consultants and were made to the London Plan policy 
authors.  
� Any applications for new regional casinos must recognise their potential negative, and 

differential, impact on populations within a 10-mile radius. As part of the application, 
the developers should publish a clearly defined action plan to mitigate any negative 
side-effects. We further recommend that the action plan should be monitored by the 
Boroughs and enforced by the Gambling Commission. 

� The local education and training agencies and the casino operator work together to 
maximise the training benefits of a Regional Casino and enhance the development of 
skills to facilitate progression to higher level positions within the casino operation. This 
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will help to offset potential negative effects of temporary and unskilled employment 
and to promote opportunity for socially inclusive employment. 

� Embed a variable operator contribution to address social risks in any licensing 
arrangements. Local borough councils should ensure that social impact risks, 
particularly the high risk and uncertain area of problem gambling, are ‘owned’ by the 
casino operator and that costs are not borne by NHS organisations and the borough 
council. 

5.61 Each of these recommendations was considered by the policy authors and the policy on 
casinos was amended accordingly.  
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6. Notes from consultation workshop 

Introduction 

6.1 On Wednesday 5th July 2006, the Greater London Authority hosted a workshop for the SA 
of the further alterations to the London Plan. There were approximately 40 participants. 
The list of participants is provided on page 58. Prior to the workshop participants were sent 
a briefing paper on health issues associated with the alterations to the London Plan and an 
evidence base.  

6.2 The purpose of the workshop was to  
� Support participants in considering key policy alterations relevant to health, in the light 

of the existing evidence and on the basis of stakeholder knowledge, by:  
• providing an overview of the contents of the draft Further Alterations to the 

London Plan and the development process underpinning it; and  
• briefing participants on key aspects of the existing evidence on the health 

impacts associated with the draft Strategy. 
� Enable participants to share their own experiences and knowledge on equal terms, 

through structured group discussions. 
� Identify ways in which changes in the draft Further Alterations to the London Plan 

support health, and ways in which the alterations could be strengthened, and to use 
this information to shape clear and practical recommendations to inform the final 
Strategy.  

6.3 The workshop started with a brief introduction and an outline of Sustainability Appraisal 
and Strategic Environmental Assessment and health. Jane Carlsen then described the 
purpose of the further alterations. Ben Cave then described how the workshop would be 
run. The slides from the presentations have been circulated. The timetable of the workshop 
is shown below. The participants split into groups. Each group was facilitated and the 
participants were asked to focus on prioritising the significant health effects. 

 
Time Who What 

10.15  Tea & Coffee 

10.30 Ben Cave Introduction & welcome 

10.40 Jane Carlsen What are the Further alterations to the London Plan? 

10.55 Ben Cave What does this mean for health and wellbeing? 

11.05  Coffee 

11.15  Facilitated small group work  

12.15 Ben Cave Feedback 

12.25  Facilitated small group work – Recommendations 

12.45 Ben Cave Feedback, next steps, evaluation forms and close 

6.4 A workshop for the London Sustainable Development Commission was held on 11th July 
2006. The initial findings from these workshops were discussed with London Plan policy 
authors on Wednesday 12th July 2006. The full SA report was discussed. Many issues were 
raised including the powers of a spatial plan. There was general support for the messages 
coming from the workshops but also a request for clearer wording in the recommendations. 
Clarification was requested on some points. 

A note on the Diamond Nine approach 

6.5 The SEA Directive stipulates that significant effects on human health should be identified. 
The focus of the workshop was on identifying the significant effects of the alterations.  
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6.6 Diamond Nine helps to get discussion going, draw out people’s views on priorities ... and 
draw on different stakeholders values, knowledge and experience to reach consensus.  

6.7 Facilitators were provided with detailed briefing. Participants were asked to individually 
identify their top 2 or 3 most significant effects. Working as a group they were asked to 
stake their claim on which they think gets the top spot ... (and later the other positions) 
and to 'argue' why until consensus is reached (ie consensus being 'the choice that all may 
not agree with but can live with').  

6.8 The note takers attempted to capture the rationale/key reasons the group give for the 
ranking of the effects.  

6.9 This is not a scientific process of research but an exercise to encourage participants to 
focus in a short time. Many participants felt uneasy about losing particular issues. We will 
take note of all issues as we write the next iteration of the SA report.  

Analysis 

6.10 In the next section we provide the notes from the small group discussions. We look at the 
issues chosen as ‘top three’ significant impacts in the bullet points below. The ‘top nine’ 
from each group are shown in a table on page 59ff.  
� Reducing health inequalities received strong support from each of the groups. How 

would this be prioritized, achieved and measured?  
� Economic growth and economic development received support in the context of 

community growth or community benefit.  
� Access to all that London can offer for all Londoners was the first choice for one of the 

groups. This group explicitly used a very wide definition of access and included access 
to physical, environmental, social and economic opportunities and access to services.  

� Implementation was cited as an important issue. This delivery theme was picked up by 
other groups in the questions about targets, indicators for the health inequalities 
objective.  

� Climate change was mentioned by one group. It was also cited as being of a different 
magnitude and thus worthy of support above and beyond this Diamond Nine process.  

Next steps 

6.11 We welcome comments on these notes and corrections where we have omitted things or 
interpreted the issues incorrectly. We will use the workshop discussions to guide us as we 
write up the next iteration of the SA report.  

6.12 Please send comments on this document to Ben Cave at ben.cave@caveconsult.co.uk by 
Monday the 14th August 2006.  

Small group discussions 

Comments from group facilitated by Ben Cave, BCA 

6.13 A question was raised about the decision of the SA/SEA to focus only on the significant 
effects of the alterations. Jane Carlsen explained that the original London Plan went 
through a full SA and Examination in Public. This SA/SEA focuses on the alterations. The SA 
might identify areas where the alterations have had knock-on effects on policies which are 
currently unchanged.  

6.14 When considering how to rank the nine significant effects the group stated that the public 
health impacts of climate change are enormous and of a different magnitude, both 
geographical and temporal, to many of the other changes under consideration. The group 
strongly supported the initiatives on climate change but has not prioritised them, in this 
exercise, as they appear to be secure, and central to the alterations.  

6.15 There was a discussion about the difference between the economic development agenda 
and the skills, worklessness and child poverty agenda. Economic development was ranked 
higher in the diamond nine as the group felt that this was a more clearly spatial policy. 
Each is linked to the other. 

6.16 A spatial plan guides change. Some polices will be spatial and some will be aspatial.  
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6.17 The group felt that it was positive to include an objective on health inequalities. There was 
concern that it was not clear which policies in the altered Plan require health inequalities to 
be addressed. If health is a cross-cutting issue then the objective on health inequalities 
should have been in the original Plan. Its inclusion now suggests that a wider review needs 
to take place.  

6.18 The group wanted health inequalities to be more explicitly addressed throughout the Plan: 
the group acknowledged the difficulties of doing this.  
� How should this be shown? The matrix approach, used in the original London Plan, was 

felt to be too complicated and not to add much. 
� Targets and indicators were recommended – especially targets. 
� Need to find a way to make policies geographically specific.  

6.19 Economic development: extract maximum social benefit from economic development. This 
term was favoured over worklessness and skills as it is more spatial. Jobs, and facilities and 
infrastructure for jobs, need to be provided where there is most need. We need to support 
the supply side and not the demand side of the equation. In Outer London there is a gap 
between provision and need.  

6.20 Housing: provision of affordable housing. Again important to extract maximum possible 
social benefit. 

6.21 What is the definition of affordable housing?  
� Note: Policy 3A.6 (p57) provides a definition of affordable housing. This policy has been 

updated: intermediate housing is now defined as being affordable by households on 
incomes of less than £49,000. The previous limit was £40,000.  

6.22 There are two stages of development: construction and operation. Operation brings the 
benefits – usually to a larger and wider population. Construction: localised adverse effects.  

6.23 The London Plan is implemented by local authorities through their Local Development 
Frameworks.  

Diamond Nine 
Significant health impact Notes 

1. Reducing health inequalities tackling social exclusion 
2. Economic development  
3. Housing  
4. Worklessness, skills and child poverty  
5. Increasing physical activity  
6. Olympics legacy  
7. Ensuring access to modern health 

facilities embedded in a social 
infrastructure 

Mitigating the impact of major 
developments eg Olympics construction 
Impact of wider development  

8. Mental health Accessible open spaces for all: younger and 
older and disabled Londoners – link to 
mental health 

9. Airport development  

 

Comments from group facilitated by Nannerl Herriot, RPHG, DH 

6.24 Olympics and Paralympics. There was a discussion about how although Olympic were 
recognised as a good thing there would be disruption to local communities (who are also 
some of most deprived) for the next 5 to 6 years. 

6.25 Challenge of economic growth the impacts on communities and issues of how growth is 
distributed; if it is not managed it can increase inequalities. 

6.26 Need to build social capital in new and existing development 

6.27 Integrating infrastructure for new and existing communities through development 

6.28 Housing (affordable/healthy/resource efficient) and mixed use developments 

6.29 Land-use issues (regeneration/redevelopment/contaminated land/noise) 
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6.30 Addressing ‘health deserts’ – areas of deprivation and poor health without access to 
services and facilities. Identifying areas that are bad for health in a range of ways could 
allow cross sectoral activities to address ‘health’ issues in targeted areas. 

6.31 Issues of play deprivation in London and impacts on health 

6.32 Obesity in children – related to poverty and security issues - potential to use green space 
and play to tackle ‘obesity time bomb’. 

6.33 Increasing use of green space for health promotion purposes – as Olympic legacy? 

6.34 Emphasis on social inclusion and reducing socio-economic inequalities 

6.35 Diversity and equalities (i.e. Access to services and reducing health inequalities) 

6.36 Transport and accessibility issues 

6.37 Transport and related energy/air quality/climate change issues 

6.38 Encouraging modal shift in transport and the problem of transport capacity, what happens 
if there is not capacity to shift people onto other forms of transport? 

6.39 General issues relating to climate change need to sort this out because of the long term 
impacts. 

6.40 What to do with waste – health impacts due to environmental contamination from various 
waste disposal options and transportation of waste 

6.41 Safety and security – fear imposes limits on play/interaction/mobility etc 

6.42 Safety and security in terms of urban design issues and terrorist threats. 

Diamond Nine 
Significant health impact Notes 

1. Balancing economic growth with 
‘community growth’ to maximise local 
benefits. 

tackling social exclusion 

2. Integrating communities (new and 
existing) in development to maintain 
social capital.  

Planning infra-structure so that it is a tool 
for improving health, locating 
schools/hospitals/green space etc. 

3. Climate change key driver in all policies, needs to be 
mainstreamed. 

4. Energy health implications not always understood 
as part of the rationale for introducing 
efficiency measures 

5. Waste  important to make the link between waste 
and health to help reduce the amounts 
produced. 

6. Transport  accessibility to services, capacity, mobility. 
7. Security – terrorist threats and local 

fear of crime 
Mitigating the impact of major 
developments eg Olympics construction 
Impact of development 

8. Harnessing the potential of green 
spaces for improving both physical and 
mental health. 

Accessible open spaces for all: younger and 
older and disabled Londoners – link to 
mental health 

9. Olympics and Paralympics link to all the above. Legacy effects for 
community facilities, use of green space, 
encouraging sports and exercise etc. 

 

Recommendations 

6.43 Generally support addition of objectives 2 and 4 – but would like to see greater emphasis 
on community benefit throughout the plan.  

6.44 Suggest a way to measure community benefit – other than putting a price on social 
infrastructure/community facilities – some kind of community satisfaction measure? Need to 
have a target that can be used to monitor the impact of the plan and the big issue of 
whether it is benefiting community. 
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6.45 Action on monitoring development and growth to enhance community benefit. 

6.46 Commitment or reference to integrating new and existing communities – social 
infrastructure (serving both communities) specifically within objective and policy could be 
an effective way to achieve this integration? 

6.47 Reference to use of S106 funds to support community development (e.g. investing in 
community development trusts, which can e.g. do local community development activity). 

Comments from group facilitated by Nicky Conway, FfF 

6.48 Access 
� Physical, economic and locational access which leads to social access/acceptability. 
� Better access to housing, jobs, health services, transport, environmental benefits and 

open space. 
� Reduce travel times to work (and the environmental impacts/modal shift) 
� Improve physical opportunities for all Londoners e.g. disabled and sensually impaired 

as well as physically able particularly through making walking and cycling a pleasant 
and safe experience. 

� Need for wider access beyond town centres. 
� Equitable access, ensure interplay of housing, transport, jobs and location to prevent 

exclusion and proximity to homes 

6.49 Health Inequalities  
� Strengthen commitment to monitoring inequalities and link back to evidence base and 

emerging strategies. 
� Lifestyle issues e.g. food access, alcohol misuse and gambling. 
� Need monitoring and strengthening of application.  
� Protect against administration change. 
� Suspect too economically driven. 

6.50 Implementation  
� Extend the reach of the Plan beyond boroughs to maximise its influence and through: 
� planning processes and decisions; use of and access to evidence; interaction with other 

GLA plans (address through other strategies such as health inequalities, housing and 
transport etc and need to ensure that it directly influences them especially those 
coming up for review) 

� Should have clear set of implementation principles (use planning as enabling rather 
than restrictive device) 

� Always link back to ongoing work and knowledge base. 
� Use signposting methods to further support 
� Create LP implementation helpline! Too much supporting documentation won’t get 

used, need direct help. 
� Make targets public to inspire people to actually meet them (as alternative to extending 

requirement of boroughs to other public bodies as unlikely to have powers to do this) 
� High levels of community engagement/spirit essential (engage them in reviewing 

impact on inequalities, LDFs etc). Inspire, which won’t necessarily happen through 
formal processes 

� Positive messages and proactive showcasing of what can be done. 
� Local influence for strategies and use of neighbourhood examples. 
� influence those who are investing in new infrastructure e.g. NHS and other developers, 
� proactively engage them to take on board policies  
� Should encourage establishment of a multi-disciplinary task force of agencies and 

communities where carbon reduction is the main focus of joint working  
� LDFs key vehicle  
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� Build on the local planning mechanisms to develop means of ensuring delivery at sub-
regional framework 

6.51 Affordable and accessible workspace 
� Ensure community provision e.g. thing often holding back community arts is lack of 

workspace 
� Sustainable local zones  
� Adequate childcare  

6.52 Crime and Community 
� Address the fear of crime – this is what prevents people from participating more than 

crime itself  
� Links back to sufficient access to key services and open space and therefore tackle 

exclusion 
� Link to health, evidence base and needs of diverse groups. 
� HIA recommendations, bringing excluded groups back in. Direct impact on access to 

opportunities and services. 

6.53 Improving streetscape design 
� such as pedestrianisation, street clutter. This should apply to existing as well as new 

areas. 
� Safety and security must be addressed. 
� Mixed use key, not just concentrations eg. clubs and should be cross-generational 

(town centres often home of the young, especially at night). Local shops should exist 
as well as supermarkets. Apply mixed use to localities e.g. high streets not just 
applying to town centres. 

6.54 Environmental inequalities 
� Issues of air quality, liveability and environmental equity 

6.55 Olympics  
� Will LP be published in time to really influence Olympics? 
� Should acknowledge much wider impact it will have on infrastructure/facilities across 

London, not just Lea Valley e.g. social housing  
� Opportunity to look positively at Lea Valley 
� Use as test case for how other developments could take place 
� Olympics site as test base for LP and as a source of evidence about what works. 
� What happens to the spaces left from dismantling? 
� LP targets and proposals to be considered in development  
� Need to ensure flexible future use of site buildings from development 

6.56 What about the flood plain? 

Comments from group facilitated by Grant Pettitt, GLA 

6.57 Important to address health inequalities across the region – need accessible health care for 
all 

6.58 As a term health inequalities is not specific enough though 

6.59 The main issues that the group thought were important with regards to health were: 
housing (affordable and density), open space and play space, fear of crime, access, social 
infrastructure, employment, health inequalities and objectives 

6.60 It was thought that it was important to have explicit objectives around health and health 
inequalities and then have targets to address those objectives 

6.61 There were concerns over how to deliver ‘healthy housing’ and what the term actually 
meant 
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6.62 There is a great need to consider teenagers in the London Plan and facilities need to be 
provided for them e.g. concrete skate parks, as at the moment they seem to be omitted 
from the plan. Otherwise they will just reclaim public space and conflicts could arise 

6.63 It is also important that play spaces accommodate all age ranges therefore different sorts 
of facilities have to be provided to suit different needs 

6.64 Need more informal spaces for children of all ages to play in – the built environment does 
not accommodate children, its to car orientated 

6.65 It is important to look at issues in an integrated way e.g. housing 

6.66 However there is a danger that these new mixed use developments could turn into the 
slums of the future 

6.67 Access should be considered as it helps reduce social exclusion 

6.68 Affordability is important in relation to housing 

6.69 Link between planning and the market 

6.70 The plan encourages people to live where they work, however this does not always work – 
decentralisation is key and has been shown to work in other countries 

6.71 It was pointed out that new towns for commuters were built in the UK, but were not overly 
successful 

6.72 Could have different centres though in the suburbs e.g. major metropolitan centres and 
encourage more people to live there 

6.73 Performance indicators and monitoring are vital in measuring the success of the plan – links 
to recommendations that can be made 

6.74 Planning for leisure is an important issue, as the number of bars can affect the level of 
crime and disorder 

6.75 Joint working is important to deliver the policies outlined in the plan 

6.76 Affordable housing is important but need to ensure that it goes to the right people which at 
present is not always happening  

6.77 Need to ensure affordable housing is as good as other housing  

6.78 Housing association should be encouraged to ask for larger units – need more planning 
obligations to ensure this happens 

6.79 Mayor will get more housing powers soon – be able to make more of a difference 

6.80 The public sector needs to be able to buy into the London Plan – needs to link with LDFs 

Diamond Nine 
Priority Comments 
1 Health inequalities - mental health, crime and disorder, inter-relationship 
1 Health and health inequality - target/measure: different levels 
1 Health and health inequality - objective: regionally, sub-regionally, borough, 

neighbourhood 
1 Health inequality - housing/homelessness, waste, Olympics, trees and woodlands 

2/3 Design - integrated design principles driven by virtuous cycles. If choose one - 
housing standards, mixed communities, mixed affordability 

2/3 Design - interrelationships between infrastructures, transport, housing 
development 

2/3 Housing - providing affordable housing (promotes social inclusion & positive health 
benefits); mixed housing developments (aspirational and affordable); housing 
strategy for first time buyers 

2/3 Housing - affordable living: unable to keep cool in summer and warm in winter - 
link to climate change 

2/3 Housing - improvements in quality, housing mix to meet the needs of population, 
meeting needs of homeless & overcrowded households, providing affordable 
housing 
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Priority Comments 
4/5/6 Housing - overcrowding esp council & RSL, disproportionate impact on BME 

communities, low income, homeless (health and education effects); polarisation 
(impact on health inequalities); development of new units and increased density - 
amenities (shops, transport, youth facilities, leisure opportunities, space etc) to 
ensure sustainability 

4/5/6 Housing density may result in mote high rise developments. It is questionable 
whether these meet the needs of families e.g. opportunity for physical activity/play 

4/5/6 Play space - need for 'concrete' play spaces for skateboaders/BMX riders; build in 
facilities to learn about risk (not design out risk completely) 

4/5/6 Play space - the requirement for play strategies from LAs have potential to impact 
on physical activity and social cohesion; concerns that in high density 
developments the range of play opportunities will not cover a range of age groups 
and needs. Also maintenance & security issues. 

4/5/6 Access to services - health, transport, education; access to amenities - open 
spaces, shops (esp. food). Housing alone will not satisfy the health and wellbeing 
needs of the population 

4/5/6 Food access/retail - support actions in the Plan that cover food access - 
workers/farmers markets; convenience shopping; situating retail in town centres; 
associated improvements to transport 

4/5/6 Social networking affected by poor infrastructure - access to transport , cycle 
paths/footpaths, play areas for children/teenagers 

4/5/6 Social infrastructure - supporting and creating communities; meeting basic needs 
for health care etc; providing access to services; reducing inequalities 

4/5/6 Access - improving mobility of the population; reducing barriers to travel; improve 
affordability; increasing modal choice (transport) 

7/8 Physical activity - linked to sedentary lifestyles, obesity, CVD; promote more 
sustainable forms of transport; promote use of green and open space; safe 
'aesthetic' environments (design, security)  

7/8 Open space encourages physical activity; play space for children; can aid 
integration in an area (local meeting point for communities); place for people to 
relax and de-stress; safety issues important 

7/8 Fear of crime/insecurity - impacts on mental wellbeing; increases social isolation; 
increases perception of crime 

7/8 Employment - hotels, hospitality and business services growth - potential impact of 
increasing inequalities through low pay and longer working hours 
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Workshop participants 

6.81 40 people from 27 organisations attended the workshop. They are listed below in 
alphabetical order.  

 
Andrew Attfield ...................................................................... Barts and the London NHS Trust 
Robert Barr ............................................................................................... South West London 
Ian Basnett .................................................................................................North East London 
Neil Blackshaw ............................................................... NHS Healthy Urban Development Unit 
Peter Carey................................................................................... London Borough of Camden 
Jane Carlsen .....................................................................................Greater London Authority 
Lucinda Carter............................................................................. London Development Agency 
Ben Cave ................................................................................................. Ben Cave Associates 
Roger Chapman .........................................................................Government Office for London 
Jane Connor..........................................................................................................LB Newham 
Nicky Conway ......................................................................................... Forum for the Future 
Amanda Cranston ..................................................................................... South West London 
Helen Davies....................................................................................................... Health Policy 
Alison Dickens.........................................................................................Haringey Civic Centre 
Muge Dindjer ....................................................................................Greater London Authority 
Jenny Douse .................................................................................................... Redbridge PCT 
Peter Durrans.....................................................................................................Sport England 
Evelyn Gloyn.................................................................................... London Borough of Ealing 
Paul Gocke................................................................................... London Development Centre 
Nannerl Herriott ........................................................................................ Public Health Group 
Robie Kamanyire ............................................................................... Health Protection Agency 
John Levy ..................................................................................................North West London 
Caroline Lowdell .........................................................................................North West London 
Estella Makumbi ........................................................................................................LB Ealing 
Frances Mapstone ...............................................Policy Support Unit, Greater London Authority 
Catherine Max................................................................................ London Health Commission 
Rebecca Morgan....................................................................................... Ben Cave Associates 
Jonathon O'Sullivan .............................................................................................Islington PCT 
Grant Pettit .......................................................................................Greater London Authority 
Paul Plant ................................................................................................. Public Health Group 
Ian Sandford.......................................................................................................Islington PCT 
Aideen Silke ................................................................................ London Development Agency 
Sharon Smith .................................................................... CIEH London Regional Policy Officer 
Rebecca Smith ..................................................................................Greater London Authority 
Drew Stevenson (attended part only) .................................................Greater London Authority 
Emma Synnott ................................................... London Sustainable Development Commission 
David Taylor ....................................................................................Greater London Authority 
Dr Ute Navidi ....................................................................................................... London Play 
Justin Varney ............................................................................................ Public Health Group 
Rhiannon Walters ....................................................................................Walters Public Health  

 



 

Summary of Diamond Nine 
 BC NH NC GP 
1 Reducing health inequalities Balancing economic growth with 

‘community growth’ to maximise local 
benefits. 

Access Health inequalities - mental health, 
crime and disorder, inter-
relationship 

2 Economic development Integrating communities (new and existing) 
in development to maintain social capital. 
Planning infra-structure so that it is a tool 
for improving health, locating 
schools/hospitals/green space etc.  

Health Inequalities Health and health inequality - 
target/measure: different levels 

3 Housing Climate change – key driver in all policies, 
needs to be mainstreamed. 

Implementation Health and health inequality - 
objective: regionally, sub-
regionally, borough, 
neighbourhood 

4 Worklessness, skills and child poverty Energy ☺– health implications not always 
understood as part of the rationale for 
introducing efficiency measures. 

Affordable and accessible 
workspace 

Health inequality - 
housing/homelessness, waste, 
Olympics, trees and woodlands 
Design - integrated design 
principles driven by virtuous 
cycles. If choose one - housing 
standards, mixed communities, 
mixed affordability 

5 Increasing physical activity Waste – important to make the link 
between waste and health to help reduce 
the amounts produced. 

Crime and Community Design - interrelationships 
between infrastructures, transport, 
housing development 
Housing - providing affordable 
housing (promotes social inclusion 
& positive health benefits); mixed 
housing developments 
(aspirational and affordable); 
housing strategy for first time 
buyers 

6 Olympics legacy Transport – accessibility to services, 
capacity, mobility. 

Improving street scope design Housing - affordable living: unable 
to keep cool in summer and warm 
in winter - link to climate change 

7 Ensuring access to modern health Security – (terrorist threats and local fear of Environmental inequalities Housing - improvements in quality, 
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 BC NH NC GP 
facilities embedded in a social 
infrastructure 

crime). housing mix to meet the needs of 
population, meeting needs of 
homeless & overcrowded 
households, providing affordable 
housing  
Housing - overcrowding esp 
council & RSL, disproportionate 
impact on BME communities, low 
income, homeless (health and 
education effects); polarisation 
(impact on health inequalities); 
development of new units and 
increased density - amenities 
(shops, transport, youth facilities, 
leisure opportunities, space etc) to 
ensure sustainability 

8 Mental health Harnessing the potential of green spaces 
for improving both physical and mental 
health. 

Olympics Housing density may result in 
mote high rise developments. It is 
questionable whether these meet 
the needs of families e.g. 
opportunity for physical 
activity/play  
Play space - need for 'concrete' 
play spaces for skateboaders/BMX 
riders; build in facilities to learn 
about risk (not design out risk 
completely) 

9 Airport development Olympics and Paralympics – link to all the 
above. Legacy effects for community 
facilities, use of green space, encouraging 
sports and exercise etc. 

What about the flood plain? Play space - the requirement for 
play strategies from LAs have 
potential to impact on physical 
activity and social cohesion; 
concerns that in high density 
developments the range of play 
opportunities will not cover a 
range of age groups and needs. 
Also maintenance & security 
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 BC NH NC GP 
issues. Access to services - health, 
transport, education; access to 
amenities - open spaces, shops 
(esp. food). Housing alone will not 
satisfy the health and wellbeing 
needs of the population 
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Evaluation responses 
 What did you find most useful 

about the workshop? 
What would you change about the 
workshop? 

Was there anything missing 
from the discussion? 

Is there anything you would like to 
add as a final point … 

1. Opportunity to engage with this part of 
the process. 
Fairly wide range of attendees _ _ 
health.  

Papers were very good. 
 _ and signposting to the amendments 
themselves would have been helpful. 

Time to do it properly Hope this has more effect that the 
SRDF process. 

2. Chance to hear what the delegates 
considered were priorities. 

Somewhat artificial _ of the diamond 9 
which resulted in a _ _ _ _perhaps  

Contextual _ on _ of London Plan 
and its significance for LDFs etc 

No. 

3. Discussing and prioritising the key 
issues. 

More space. No. No. 

4. Opportunity to discuss complex issues in 
a round table format. 

Engagement does rely on a 
sophisticated understanding of 
planning. 
Show presentation on how Boroughs 
use LP may be helpful. 

No. Coffee could be improved. 
Help to those who want to translate 
their issues into planning speak. 

5. Opportunity to consider health issues 
within the plan. 

More focus, perhaps on major changes 
in the plan.  

_ with a huge plan. No. 

6. Discussion in small group about 
identifying key health issues and 
recommendations. 

Background paper summarising main 
health sections in the current plan. 

No. No. 

7. The discussion of the different _ of the 
groups views as to what is important. 

Nothing. No. No. 

8. Discussion and debate. Possibly more time for discussion and 
recommendations. 

 Voluntary sector representation as 
proxy for community voice. 

Briefing papers sections on equality and 
diversity failed to mention disability, 
sexual orientation, gender, identity and 
faith. 

9. Consideration of specific 
recommendations gave tangible meaning 
to discussion. 

Not sure if prioritisation is the right 
approach in this instance – lower 
priority issues still need emphasis in the 
plan. 

No. Can think more about removing/ 
substituting rather than just adding to 
the plan. 
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 What did you find most useful 
about the workshop? 

What would you change about the 
workshop? 

Was there anything missing 
from the discussion? 

Is there anything you would like to 
add as a final point … 

10 Being with mixed audience – learning 
different views/ angles. 

A more precise briefing before the day 
indicating what would be required of 
us. 

No. No. 

11 Discussion with other stakeholders. Given the scale of the plan, possibly 
some more direction on key areas to 
discuss. 

No. No. 

12 Ability to exchange ideas and concepts 
with other professionals and produce 
integrated responses. 

Greater time for discussion and ability 
to examine key concepts in more detail. 

Same. No. 

13 Discussion with colleagues and better 
understanding of the London Plan. 

More time for more detailed discussion. Good understanding of changes. Useful to explain planning issues with 
to non-planners. 

14 Overview of London Plan, better 
understanding of its strategic intent. 

Offer lunch. No. No. 

15 Having to think about issues in a more 
challenging environment: other peoples 
views. 

Nothing. Different groups had varying focus 
on the issues involved – although 
many similar themes came out at the 
end. 
Stronger focus on the 
recommendations part. 

No. 

16 Opportunity to think through health 
impacts. 

Larger room. Lot to take in even with summaries. 
Useful breakdown. Initial 
presentations could focus more on 
specific health impacts to stimulate 
discussion. 

No. 

17 The group discussions. Perhaps the groups could have shared 
the range of work rather than all 
addressing everything. 

No.  No. 

18 The mixed background/ perspectives of 
participants. 

More time. Disability – no visibly disabled people 
participating. 

Monitoring and indicators are key to 
making this happen. 

19 Group working. Improve quality of coffee – its 
disgusting. 

No. Thanks for good work. 

20 Focussed consideration of the health 
issues for the plan. 

Discussion in the wider group of the 
issues identified. 

Consideration of the fit for purpose of 
the actual policies – however perhaps 
not appropriate within the scope of 
this SEA. 

Diamond 9 worked better than I 
expected. 

 
Ben Cave Associates Ltd 63 10h October 2006 

 



ssociates Ltd 64 10h October 2006 
 

 

 
Ben Cave A

 What did you find most useful 
about the workshop? 

What would you change about the 
workshop? 

Was there anything missing 
from the discussion? 

Is there anything you would like to 
add as a final point … 

21 Diamond 9 approach to focussing on 
priorities. 

I think it went well – so nothing. A greater understanding of the 
mayors prioritisation of health issues. 

n/a. 

22 Understanding more about the proposed 
further alterations. 

Encouraging participants to do more 
background preparation. 

No. Very difficult to properly cover all issues 
in a very short space of time. 
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