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Foreword

The purpose of this document is to report the process and findings of the Health Impact Assessment that was conducted on the proposed western extension of the Central London congestion charging scheme. 

It provides explanations about how congestion charging, and the proposed scheme, could affect health.

The introduction to this report provides background information on the proposal and on HIA as a methodology.  The body of the report follows the completed stages of  Health Impact Assessment (Screening, Scoping, Appraisal). The findings are then included as a separate section.

Finally, a set of recommendations are presented which aim to enhance potential positive impacts and mitigate any negative impacts that the proposed scheme could pose for health.

Throughout the document, references are made to additional reports which have been compiled during the process of this HIA and may be of interest to some readers. These documents are as follows and can be obtained by contacting Transport for London on 0207 941 4580.

· Scoping Report, November 2004

· Proposal analysis, December 2004

· Community Profile, February 2005

· Stakeholder Workshop Proceedings, February 2005

· Literature review, March 2005
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Summary

In August 2004, the Mayor of London, Ken Livingstone, published a revision to his Transport Strategy which allows for an extension of the central London congestion charging zone to cover adjacent congested areas to the west of the current zone.  The Transport Strategy Revision includes a specific proposal that Transport for London (TfL) would continue to investigate the potential for and impacts of an extended central London scheme.

The London Health Observatory was commissioned to conduct a Health Impact Assessment on the proposed Western Extension of the Central London congestion charging scheme in October 2004.  Health Impact Assessment (HIA) is a public health tool used to identify potential impacts a proposal may have on health.  HIA aims to enhance the positive impacts of any decision and reduce (or eliminate) any negative impacts.  It has an explicit focus on health inequalities.  Part of the process involves making recommendations to decision-makers regarding interventions to enhance any positive health impacts, mitigate negative health impacts, and reduce inequalities.

Screening

Screening is the first stage of conducting an HIA.  It offers a systematic way in which to decide whether it is appropriate to conduct HIA and where to target effort and resources for the HIA.  It was decided that a ‘rapid’ HIA would be conducted, in line with the World Health Organisation (WHO) definition: ‘Rapid appraisal comprises a systematic investigation of health impacts undertaken in a short space of time.  This rapid appraisal technique also involves a participatory stakeholder workshop’.

Scoping

Scoping sets the boundaries for an HIA which aids the next stage of the process (appraisal) to be conducted.  It was decided that this HIA would follow the London rapid appraisal method, with additional detailed local profiling of the affected communities.

Appraisal

The functions of the appraisal stage of HIA helped to identify how congestion charging can affect health, and more specifically, how a western extension to the current congestion charging scheme in central London could impact on the health of Londoners.  We focused on residents of wards within and bordering the proposed extended zone.

The determinants of health that could potentially be impacted upon were identified as:

· Physical activity

· Road traffic collisions

· Air pollution

· Noise

· Access to goods, services, jobs & education

· Access to health and social services

· Fear of using streets.

Appraisal methods

The appraisal stage of HIA involves investigating, appraising and reporting on how the proposal’s implementation is likely to affect the health of populations.  The potential health impacts (positive and negative) of a proposal are identified by stakeholders and assessors.  Broad participation is essential if a comprehensive picture of potential health impacts is to be established.  Tasks undertaken during the appraisal stage which informed the ‘findings’ on likely health impacts were:

· analysis of the proposal;

· compiling and reviewing a community profile;

· conducting a review of the literature linking transport to health; and

· conducting a stakeholder workshop.

· Proposal analysis drew on TfL documents to identify and quantify aspects of the proposal which might influence determinants of health, and to further consider concerns raised in consultations which are potential health impacts.

For each determinant of health identified on which the extension was likely to have an effect, the literature review aimed to answer the following questions:

· What does the evidence show about whether and how the determinant affects health?

· What effect could the proposed western extension have on the determinant?

· What does the evidence show about how the determinant affects different population groups?

Where data allowed, potential health impacts were quantified.

A community profile was compiled in order to gain a better understanding of the characteristics of people living in and near the proposed extension area.  This information helps identify specific health needs and vulnerabilities of the groups likely to be affected by the proposed extension.

A half-day stakeholder workshop was held to aid contribution to, and prioritising of, the evidence that had been collected and reviewed.  Stakeholders also formulated recommendations, which helped the steering group shape the final recommendations in this report.

Findings

· In terms of the projected traffic impacts of the proposed western extension, TfL estimate that congestion inside a western extension would reduce by 15-19%.  The net effects of a western extension and an increase in the level of the charge to £8 would result in similar traffic levels to those currently experienced in central London under a £5 charge.  The rest of inner London would be expected to experience a reduction in congestion of 5‑8%.

· The proposed extended zone and its surrounding wards contain some of the most and least deprived wards in London.  Those wards in the original central London congestion charging zone are frequently at the disadvantaged end of the distribution.  Wards just outside the boundary of the original zone are likely to be at the worst end of the distribution for unemployment, educational achievement in school, self-reported health, limiting long-term illness, death from all causes, admissions to hospital for respiratory disease, death from circulatory disease and access to cars and vans.

· Wards just outside the boundary of the proposed western extension zone are spread across the distribution for most indicators, with many advantaged and many disadvantaged wards.  The proposed western extension zone includes the majority of the most-advantaged wards but also a few of the most disadvantaged wards for some indicators.  A few wards in the proposed western extension zone contain the highest proportion of households to have access to a car or van among these four areas.  However households in all wards in these areas have low access to cars and vans compared with London as a whole.

· Physical activity is protective against coronary heart disease (CHD), stroke, obesity, type 2 diabetes, osteoporosis, and cancer of the breast and colon, and helps to maintain mental wellbeing.  Cycling and walking can provide these health benefits, particularly for those who make frequent journeys.  Traffic reduction is likely to increase cycling and may increase walking.

· It is likely that road traffic accident injuries and deaths within the zone would be reduced following introduction of the western extension.

· Although vehicle emissions are predicted to fall by about 3%, effects on ambient air pollution levels will be small compared with other factors such as weather; reduced exposure to particulates could delay one or two deaths and delay or prevent two to four hospital admissions each year in inner London.

· Changes in noise levels are also likely to be negligible but falls in perceived noise may occur.

· Effects on access will vary according to the journey to be made, mode(s) of transport available, and disposable income.  Improved journey times and reliability by all modes of transport, and particularly public transport would improve access within the extended charging zone and some other journeys.  Improvements to public transport would be particularly beneficial for those without car access.  However, those on low incomes who need to access the proposed enlarged zone by car within charging hours would be particularly adversely affected.

7. Recommendations

Overall, the available evidence suggests that extending the existing congestion charging zone to the west would be beneficial for health.  However, there is potential for an extension to have a negative impact on health inequalities by disadvantaging certain vulnerable groups.  Should the proposal to extend the Central London congestion charging scheme be progressed, the following recommendations are made by the LHO from a health perspective.  They are aimed at enhancing potential positive health impacts, mitigating or eliminating potential negative health impacts, and reducing inequalities associated with the proposal. The LHO recognises that a number of the recommendations go beyond the remit of the Congestion Charging Division specifically and would need to be considered by other parts of TfL and others.

1.0
TfL should collect robust baseline data prior to scheme implementation and develop a monitoring strategy for the post-implementation period to enable the impacts of an extension to the congestion charging zone on health and health inequalities to be assessed.

1.1
Obtain data on purpose of journeys at baseline and post-implementation, e.g. by extending the existing household social impact monitoring. This could inform sustainable travel plans for access to people, places and services which can contribute to enhanced health status.

1.2
Obtain data on physical activity levels (both travel- and not-travel-related) at baseline and post-implementation, e.g. by extending the existing congestion charging social impacts monitoring to include walking, cycling, and other physical activity if representative surveys of travel behaviour and other physical activity are not feasible.

1.3
Impacts on low paid workers and night workers should be monitored, e.g. by inclusion of a focused sample as part of the extended social impacts monitoring.  

1.4 
Obtain data on self reported health status at baseline and post-implementation, e.g. by extending the existing congestion charging social impacts monitoring to include this.

1.5 
Obtain accurate travel data on cycling rates at baseline and post-implementation from street traffic counts, including traffic-free routes that are used by walkers and cyclists.

1.6 
Explore with other organisations how travel data on walking rates could be obtained at baseline and post-implementation (a review of existing data and potential new sources of data could be considered).

1.7
Ensure that monitoring surveys collect specific demographic data to enable analyses of impacts by subgroups, e.g. age-group, sex, ethnicity, stage in life cycle and ward.

1.8
Monitoring of the economic and business effects of an extended congestion charge zone should include:

· demand for business space;

· employment levels; and 

· recruitment and retention of “essential workers” (those workers providing essential public services, including, but not exclusively, public sector workers).

2.0
TfL should support traffic management programmes to minimise the potential negative health impacts and enhance the potential positive health impacts of extending the zone.

2.1
Promote cycling by continued development of cycling infrastructure (including cycle lanes).

2.2
Target cycling interventions to areas of higher deprivation and workplaces of low-paid employees to avoid perpetuating existing social inequalities in cycling.

2.3
Continue to support employers in the development of travel plans and initiatives, to increase physical activity and reduce car use.

2.4
Manage traffic on the boundaries of the extended zone to avoid potential new areas of congestion on or immediately beyond the boundaries, e.g. by adjusting traffic signals to accommodate changes in traffic flows.

2.5
Implement environmental and traffic management interventions to seek to ensure that reductions in road traffic accident casualties predicted in the extended zone are achieved in deprived as well as privileged neighbourhoods, particularly for child pedestrians and cyclists.

2.6
Investigate further pedestrianisation of areas within the zone, aiming to increase physical activity levels. 

3.0
TfL should implement specific strategies for bus service improvements. These should prioritise giving benefit to those most likely to be negatively affected by an extension to the congestion charging zone (e.g. low income car users, such as night or shift workers).

3.1
Planning for improvements to bus services should prioritise more deprived areas to improve access to jobs, education, services, goods and social networks.

3.2
Seek to ensure that public transport provides an adequate substitute to car use for those travelling to social care, education and health services (including hospitals, community-based and primary care services), particularly serving deprived areas and being accessible to people with disabilities.

3.3
Planning for improved night bus services should seek to meet the needs of those for whom the fear of using streets at night, together with the increased cost of car use, may deter access.

3.4
Publicity for pre-pay tickets for public transport in London using Oyster should target those who may be particularly disadvantaged financially by the congestion charge, such as low-paid night workers.

3.5
Bus service planning should take account of the anticipated shifts in provision of services in the long-term, such as hospital services to community settings.

4.0
Where there is potential for a western extension to have a negative impact on the health of certain vulnerable groups (including essential workers, as defined in paragraph 1.8), TfL should consider adopting mechanisms to mitigate any disadvantage.

4.1
Improve facilities for walking and cycling (see 2 above).  This includes the provision of adequate street lighting.

4.2
Improve public transport, especially buses (see 3 above).

4.3
Evidence from monitoring should be examined regularly.  If there is evidence of negative impacts on health or health inequalities, mitigation measures should be implemented as appropriate.  If additional measures are required to maintain access to jobs, possible measures for TfL to consider could include new discount or reimbursement arrangements for congestion charging for low-paid shift workers travelling into the extended zone.

4.4
Consider supporting service level agreements for local providers as an alternative to mainstream bus services if these are deemed inadequate - for example certain bus routes outside a hospital or near businesses or shops.

5.0
TfL should encourage physically active methods of travel.  This should be via means beyond the provision of information.  TfL should also support methods of engaging those affected by an extended charging zone in order to influence travel behaviour.

5.1
Ensure adequate signage on London roads, giving advance warning of any new congestion charging zone to enable advance planning to make journeys easier and reduce driver stress.

5.2
Publicise local travel route options, to make public transport journeys easier and to encourage increased levels of physical activity.

5.3
Continue to support schools in the development of travel plans and initiatives, to encourage increased physical activity and to seek to reduce traffic injuries in school children.

5.4
Invest in, and publicise, improved facilities at interchanges of multi-modal journeys.  Examples could include cycle parking at public transport interchanges, and information on where and how to alight at certain points of a journey to continue by foot or bicycle.  Specific target groups should include women, school children and parents; their input should be sought when designing awareness-raising campaigns designed to encourage behaviour change.

5.5
Engage organisations including employers within the public and private sectors and community members to share successes in implementing schemes which reduce car use and promote physically active modes of transport into and within the zone.  TfL could help facilitate the sharing of experience of implementing effective travel plans between these groups; including identifying barriers to physically active modes of transport to work and identifiying and sharing potential solutions.

The London Health Observatory welcomes further opportunity to work with Transport for London to support implementation of the above recommendations and contribute to improving the health of Londoners.

1. Introduction

Background

In August 2004, the Mayor of London, Ken Livingstone, published a revision to his Transport Strategy which allows for an extension of the central London congestion charging zone to cover adjacent congested areas to the west of the current zone.  The Transport Strategy Revision includes a specific proposal that Transport for London (TfL) would continue to investigate the potential for and impacts of an extended central London scheme.

As part of the development of the scheme proposal, the London Health Observatory (LHO) was appointed in October 2004 by TfL to carry out a Health Impact Assessment (HIA) of the proposed western extension of the congestion charging scheme.  The HIA would specifically focus on what effects congestion charging has on broader determinants of health and what impacts these changes in health determinants have on the population and on sub-groups of the population.
It is well known that transport interventions directly and indirectly affect health.  For example, direct effects include road traffic collisions and changes to physically active modes of transport.  Indirect effects include influencing access to goods, jobs, services and social networks.

What is Health Impact Assessment?

Health impact assessment (HIA) is a combination of procedures, methods and tools by which a proposal may be judged as to its potential effects on the health of a population, and the distribution of those effects within the population.1
HIA is one of the priorities within the London Health Commission (LHC)  work programme. The Commission, set up by the Mayor of London in 2000, is committed to undertaking HIA to support the development of effective policy and practice in London. The LHC together with the LHO have used HIA to support the development of all of the Mayor of London's strategies.

It has long been recognised that health and its determinants are strongly influenced by policies outside the healthcare sector, for example, transport, regeneration and housing.  HIA aims to encourage those who make decisions to consider and take into account any effects on health their decision may have.

HIA aims to enhance the positive impacts of any decision and reduce or mitigate any negative impacts.  The process of HIA involves collecting a wide range of evidence in order to interpret health risk and potential health gain.  It has an explicit focus on health inequalities by looking specifically at whether some vulnerable groups within a population may be disproportionately impacted upon.  It presents this information, along with recommendations to decision makers.

There are six recognised stages of the HIA process:2
1. Screening

Proposals are rapidly ‘screened’ to determine whether HIA is appropriate i.e. that there is a likelihood that the proposal could affect health and that there are resources to conduct the assessment.

2. Scoping

Scoping sets the boundaries for how the HIA will be undertaken.  It usually involves establishing a steering group to oversee the HIA and define the aims and objectives of the HIA, the tasks required (and who will do these), and specifics such as the geographical boundaries and particular population groups that the HIA will focus on.
3. Appraisal

This stage involves collecting and prioritising a wide range of evidence for potential impacts on health and equity in order to help inform recommendations made in the final HIA report.  Understanding how the potential health impacts could impact, how likely they are to impact, on whom, and to what extent are important to consider at this stage.

4. Making Recommendations

Specific recommendations for the decision-makers are decided upon and prioritised and then presented in the HIA report.  Prioritising is largely dependent on the weight of the available evidence, the need for mitigating measures, and the feasibility of implementing any such recommendations.

5. Further engagement with the decision makers

In order to help encourage adoption of recommendations, further engagement with the decision-makers responsible for the proposal is usually helpful.  HIA serves as a support to decision-making, not a substitute for it.

6. Monitoring and Evaluation

Evaluation relates to the HIA as a process to determine whether its aims and objectives were met or not and tracking how far recommendations were subsequently accepted and implemented by the decision-makers.  Monitoring on the other hand refers to examining actual health impacts that implementation of the proposal has, if it is progressed.

A broad model of health 

HIA is concerned with a social model of health, which considers not only ‘ill health’ but the wider influences on health that lie outside the health sector.  Figure 1 below depicts the interrelationship between the different factors that affect health and wellbeing.  There are a wide variety of such factors (such as education, employment, transport and access to services) and their effects are felt in different ways.  These factors are known as ‘health determinants’.  This diagram helps demonstrate the breadth of potential health determinants.  HIA provides a practical way to consider what these contributions are and how to improve proposals to exert the most favourable impacts on health.

Figure 1.  Determinants of health
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2. Scheme proposal

A Variation Order describing in detail the proposal for a western extension to the central London congestion zone has been made by TfL and accompanies material for stakeholder and public consultation.  A map of the proposed extended zone is shown in Figure 2. the proposal is summarised below

Northern Boundary

TfL proposes that the northern boundary be located broadly along Harrow Road with a number of deviations to allow ‘charge free’ access to services and roads north of the Grand Union Canal.  The boundary route would remain at the Harrow Road and all residents inside the boundary route would receive the residents’ discount.

Western Boundary

TfL proposes that the western boundary be the inner leg of the Earls Court One-Way System (Earls Court Road), as proposed in the Transport Strategy Revision.

Southern Boundary

Maintaining TfL’s preference for a road-based boundary, a southern boundary of Chelsea Embankment and Grosvenor Road is proposed.

‘Free’ Through Routes

The scheme proposal includes ‘free’ through routes on the A40 (Westway) and on the western section of the Inner Ring Road (Edgware Road, Park Lane, Grosvenor Place and Vauxhall Bridge Road).  The size and shape of the proposed enlarged zone would mean that, without free passage on these routes, lengthy diversions would be necessary for some movements, increasing the incentive to take less suitable routes.

Residents’ Discount

In the Revised Mayor’s Transport Strategy, TfL was asked to consider giving the residents’ discount to residents outside the charging zone where particular circumstances justify it.  The proposal sets out a general revision to the definition of the residents’ discount zone boundary as well as identifying some additional special areas in which to afford the discount.

General definition of the residents’ discount zone

It is proposed that the residents’ discount zone for the enlarged scheme would be extended to the outer arm of the diversionary route in cases where this differs from the location of the charging zone boundary.  The proposal is based on TfL’s consideration of severance issues faced by residents in these areas outside the charging zone boundary. 

As such, residents living between the inner (southbound) and outer (northbound) arms of the Earls Court One Way System would be eligible for the residents’ discount, as well as those residents who live between the proposed charging zone boundary south of Harrow Road and Harrow Road itself, the diversion route at the north of the proposed extension.

There are six further locations around the existing central London congestion charging zone boundary where this proposal would also apply.

The proposed adjustment to the residents’ discount zone would be compatible with (and would bring into line) several other locations on the existing central zone boundary where the residents’ discount zone has already been extended beyond the charging zone boundary so that residents can access on-street parking.

Special extensions to the residents’ discount zone
In addition, it is proposed that there be three further extensions to the residents’ discount zone to alleviate parking and severance issues.  The first such area applies to those residents between Grosvenor Road and the River Thames, and the second area is where houseboats are moored on the Thames just west of Battersea Bridge.  

The third area proposed for an extended residents’ discount zone is the area between the outer (northbound) arm of the Earls Court One Way System and the West London Railway Line.  It has been argued that residents in this area would suffer from community severance from essential local services should they need to pay the charge to enter the zone

Structure of residents’ discount scheme

TfL proposes a single residents’ discount zone covering both the existing central zone and the western area.  This would be much easier for customers to understand and would be around £25 million cheaper to implement than a scheme including separate residents’ discount zones for the existing central zone and the proposed western extension.

Hours of Operation

It is proposed that the hours of operation be reduced to finish at 6.00pm instead of 6.30pm as with the existing central scheme.  This is primarily to assist the evening economy in central London. 

Level of Charge

On 31March 2005, the Mayor confirmed Variation Order No. 5 on:

· an increase of the daily congestion charge to £8 and 
· proposals that vehicles registered on TfL’s fleet account scheme only pay £7 per day and 
· there be a 15% discount for monthly (20 day) and annual (252 day) charges. 

Figure 2.  The proposed extended zone
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The original congestion charging zone is shown in black and the proposed western extension in red.  Proposed charge-free routes through the proposed extended zone are coloured blue.

The proposed residents’ discount zone is coloured green and proposed additional residents’ discount zone orange.  Existing residents’ discount zone areas are coloured purple and existing additional residents’ discount zone yellow.

Traffic impacts of the proposed scheme

Western Extension Zone

TfL estimate that with a £8 charge there would be 13-16% fewer vehicles entering a western extension zone.  (For comparison, the central zone has experienced an almost 20% reduction in vehicles entering the zone under a £5 charge.)  This would result in congestion inside the western extension reducing by 15-19%.

Central Zone

The introduction of a western extension would cause small increases in traffic in the central zone for two reasons:

· Traffic currently diverting around the central zone and terminating within the proposed extension area may revert to travelling through the central zone, as the drivers would have to pay the charge anyway.  This is projected to add 1-2% to circulating traffic in the central zone.

· Residents of the proposed western extension zone becoming eligible for a discount to enter the enlarged zone would add around a further 2% to circulating traffic in the central zone.

The combined effect would increase the intensity of congestion in the central zone.  However, the combination of an £8 charge and a western extension would result in similar traffic levels to those currently experienced in central London under a £5 charge.

Inner London

The rest of inner London (defined by the north and south circular roads and excluding the enlarged zone) would be expected to experience a reduction in congestion of 5‑8% as a result of a western extension to the central London congestion charging scheme.

Boundary Road and ‘Free’ Through Routes

While some localised increases in traffic levels would be expected on the roads forming the boundary to an extension (as with the central scheme), the effects of these increases could be mitigated by making appropriate alterations to traffic signal timings.

TfL’s assessment indicates that traffic levels would fall slightly on the A40 and be largely unchanged on the western section of the Inner Ring Road.
3. Screening
‘Screening’ is the first stage of conducting an HIA.  The primary function of screening is to conduct a selection process through which a policy is broadly assessed for its potential to affect the health of the population.  Screening offers a systematic way in which to decide whether it is appropriate to conduct HIA and where to target effort and resources for the HIA.

It allows more detailed discussion and planning around:

· the potential health determinants that the policy may impact upon; and

· the potential health impacts resulting from implementation of the policy that may require further investigation.

Once it has been confirmed that HIA is appropriate, screening has a supplementary function in determining what type of HIA (or which ‘Appraisal’ method) needs to be conducted.  Essentially this focuses on the time required and the most appropriate method of evidence collection and whether external personnel are required to contribute to the process. 

Methodology

Screening was conducted by the London Health Observatory and was assisted by the use of a screening tool.  (See Appendix 1 for the completed screening tool checklist). A screening tool is often used as a systematic process and prompt sheet for considering how a proposal is relevant to health.

Outcomes

It was decided that a ‘rapid’ HIA  would be conducted on the above named proposal as per the World Health Organisation (WHO) definition: ‘Rapid appraisal comprises a systematic investigation of health impacts undertaken in a short space of time.  This rapid appraisal technique also involves a participatory stakeholder workshop’.

In addition, it was decided that the appraisal methodology would include:

· a more focused literature review, examining congestion charging and health as well as traffic and health;

· a detailed community profile;

· quantification of data where possible.

4. Scoping

As the decision had been taken that an HIA would be useful, the next task was to consider how it could best be undertaken.

Scoping sets the boundaries for an HIA which aids the next stage of the process (appraisal) to be conducted. During the scoping stage, decisions are made regarding the following parameters:

1. the elements or aspects of the proposal to be assessed;

2. the aims and objectives of the HIA;

3. the values underpinning the HIA;

4. the geographical area covered by proposal implementation;

5. the populations or communities likely to be affected;

6. any vulnerable and potentially marginalised or disadvantaged groups;

7. the stakeholders to be involved in the HIA and the nature of their involvement;

8. the potential health impacts of concern;

9. the resources (financial, human and material) available;

10. the methods to be used; and

11. the project management arrangements.

Methodology

A steering group was convened as part of the scoping process (see Appendix 2 for membership) in order to agree and oversee the parameters above.  Additional roles for the steering group were to: 

· agree the format of and questions to be addressed at a stakeholder workshop held in February 2005 and to suggest participants to be invited to the stakeholder workshop; 

· pass comment on the HIA at each key stage in its development; and 

· agree the final HIA report.

Outcomes

It was decided that this HIA would follow the London rapid appraisal method3 with additional detailed local profiling of the affected communities.

The geographical areas that the HIA would focus on are the same which are used to profile the local communities and can be defined as:

· wards in the proposed western extension zone;

· wards on the outer boundary of the proposed western extension zone, excluding wards in the original congestion charging zone, and wards south of the Thames;
· wards in the original congestion charging zone;

· wards on the outer boundary of the original zone, excluding wards in the proposed western extension zone or on the boundary of the proposed western extension zone.
Particular vulnerable groups for attention were identified:

· Children

· Older people

· The unemployed

· Disabled people

· Those without access to the use of a car

· Black and minority ethnic groups 

· Low income groups

· Women 

· Parents 

· Those seeking health and social care

· Night workers

· Those with existing disease. 

Health determinants of relevance were defined and the potential health impacts on these determinants resulting from the proposed western extension to the congestion charging zone were agreed for further investigation. 

Table 1. Potential effects of the proposal and their potential health impacts 

	Potential effects on determinants of health, environment and other effects
	Potential health impacts

	Traffic volume and speed in and around area of proposed extension 
	Mental health, anxiety, access to services, social cohesion / integration

	Physical activity
	Obesity, diabetes, heart disease, stroke, raised blood pressure, depression, mental well-being, osteoporosis, cancer of the colon

	Air pollution
	Exacerbation of cardio-respiratory disease

	Road traffic collisions
	Injury and fatality, fear

	Noise
	Concentration, stress, educational attainment, raised blood pressure

	Access to jobs, education, health and social care, leisure, goods, social networks
	Mental health and wellbeing, physical health and illness, premature death

	Community severance
	Loss of access, loss of use of streets as social places, community support, mobility, mental health, obesity, premature death

	Fear of using streets, injury and personal attack
	Independent mobility, access

	Economic effects on local business, employment
	Income as a major determinant of health. Independence, depression, heart disease, drug use, reduced affordability of healthy foods, physical health, wellbeing, premature death

	Recruitment and retention of health and social care and education staff
	Reduced whole population health and especially that of vulnerable groups who may be more dependent on health or social services

	Public transport – reliability, journey times, crowding, costs to users
	Mental health, reliance on private vehicles, pollution, physical activity and its effects such as reduced heart disease, stroke, diabetes, hypertension, osteoporosis, depression, cancers


A Scoping Report was prepared in November 2004. This Scoping Report was circulated to the 10 London boroughs most likely affected by the proposal for comment as part of TfL’s process of ‘informal engagement’ with these boroughs.

5. Appraisal of the evidence

In the ‘appraisal’ stage of HIA, the process moves towards practical outputs.  It is the stage where many different types of evidence are collected from the literature, routine data, and from engaging individuals and groups.  It involves investigating, appraising and reporting on how the proposal’s implementation is likely to affect the health of populations.  The health impacts (positive and negative - benefits and disbenefits) of a proposal are identified by various research methods, some of which are outlined below. Broad participation is essential if a comprehensive picture of potential health impacts is to be established.  Many different methods can be used, depending on the model of the HIA being used, as well as on timescale or resource constraints.

Tasks undertaken during the appraisal stage which informed the ‘findings’ on likely health impacts were as follows: 

· analysis of the proposal; 

· compiling a community profile;

· conducting a stakeholder workshop; and

· conducting a review of the literature linking transport to health, set against the anticipated effect of the proposed western extension from monitoring and modelling data from TfL.

Each of these tasks is described in turn, then the findings are collated.

5.1 Proposal analysis

Analysis of the proposal drew on TfL documents in order to identify effects of the proposal on determinants of health.  The following GLA and TfL documents were used as sources for the proposal analysis:
· Greater London Authority. The Mayor's Transport Strategy Revision, GLA 2004

· Transport for London. Report to the Mayor following consultation with stakeholders, businesses, other organisations and the public. Volume 1. TfL, 2004

· Transport for London. Transport Strategy Revision. Supplementary information. TfL, 2004 

· Transport for London. Congestion Charging. Central London. Impacts monitoring. Second annual report. TfL, April 2004.

· Transport for London. Appraisal framework. Draft for informal engagement. TfL, November 2004.

Documents were analysed for :

· aspects of the proposal which might influence determinants of health;

· evidence of the size of anticipated impacts relevant to health, and

· issues and concerns raised in consultations about potential health impacts.4
These tentative conclusions were tested in later stages of the appraisal, and the potential impacts became the topics investigated at these later stages – the literature review, the community profile and the stakeholder workshop.  The principle results of the proposal analysis are given within the determinant-based findings below.  

5.2 Community profile

A community profile was compiled in order to gain a better understanding of the characteristics of people living in and near the proposed extension area.  Developing a community profile is a common part of the appraisal stage of HIA.  The information that a community profile provides helps identify specific health needs and vulnerabilities of the groups it covers.

The community profile compiled for this HIA focused on the residents of the following areas:

· wards in the proposed western extension zone;

· wards on the outer boundary of the proposed western extension zone, excluding wards in the original congestion charging zone, and wards south of the Thames;
· wards in the original congestion charging zone;

· wards on the outer boundary of the original zone, excluding wards in the proposed western extension zone or on the boundary of the proposed western extension zone.
Key findings

· These four areas contain some of the most and least deprived wards in London.

· Residents in most wards within the proposed western extension zone are the most likely to be healthy and in a good socio-economic position.  This area is disproportionately represented among the most favourable for nearly every indicator, including employment levels, educational achievement, death from all causes, death and hospital admission for circulatory disease, hospital admission for respiratory disease, self-reported health status and access to a car or van.

· This level of good health and good socio-economic status is concentrated in 11 of the western extension zone’s 26 wards.  Most other wards have residents with moderate health and socio-economic status, although wards in North Kensington (north of the A40) have notably poorer levels of these indicators.

· Those wards in the original central London congestion charging zone are frequently at the disadvantaged end of the distribution, with disadvantaged wards distributed across all boroughs within the zone.  There are concentrations of unemployment in Tower Hamlets, of low self-rated health in Camden and in Islington, and high levels of admission to hospital for circulatory disease in some wards in Tower Hamlets and Westminster.

· Residents of wards just outside the boundary of the congestion zone (excluding wards in the proposed western extension or on the boundary of the proposed western extension) are also particularly likely to be at the disadvantaged end of the distribution.  Nearly all boroughs bordering the original zone are represented in the most disadvantaged wards.  Wards just outside the boundary of the original zone are likely to be at the worst end of the distribution for unemployment, educational achievement in school, self-reported health, limiting long-term illness, death from all causes, admissions to hospital for respiratory disease, death from circulatory disease and access to cars and vans.

· There is the greatest range of advantage and disadvantage in the proposed western extension zone, which includes the majority of the most-advantaged wards but also a few of the most disadvantaged for some indicators.  For example it includes the ward where residents are most likely to report a limiting long-term illness (Golborne ward in North Kensington), and one of the wards with the highest rate of death from all causes (Westbourne ward in Westminster just south of the A40).

· There is a narrower range of advantage and disadvantage in the original congestion charging zone and at its boundary, with very few wards in the original zone or outside its boundary being among the most advantaged for any indicator.

· Wards just outside the boundary of the proposed western extension zone are spread across the distribution for most indicators, with many advantaged and many disadvantaged wards.

· A few wards in the proposed western extension zone, mainly in Kensington & Chelsea and Westminster, contain the highest proportion of households to have access to a car or van among the four areas this profile focuses on.  It also includes some wards with low access, notably in North Kensington and Earls Court.  However households in all wards in these four areas have low access to cars and vans compared with London as whole.  The wards in the whole of the extended congestion charging zone and immediately outside in which households are least likely to have access to a car or van are wards in the borough of Camden that lie within the congestion charging zone.

5.3 Stakeholder workshop

A half-day stakeholder workshop, to support the appraisal stage of this HIA was held on February 3rd 2005.  The aims of this event were to bring stakeholders together as a group so they could learn more about the proposal and the potential health impacts associated with it.  Stakeholder participation was sought to aid contribution to, and prioritising of, the evidence that had already been collected and reviewed.  Stakeholders also suggested possible recommendations aimed at enhancing the potential positive health impacts, mitigating or eliminating the potential negative health impacts associated with the proposal, and reducing inequalities.  Where appropriate, these recommendations helped shape the final recommendations in this report.

The multidisciplinary mix of participants (25 in total) represented a range of stakeholder interests within London.  Invitees were sought from nine different sectors (including academia, local and regional public sector organisations, voluntary sector, and transport organisations). Representatives from seven of the sectors attended. 

Main findings

When presented with the evidence on how an extension of the congestion charging zone may impact on health, participants prioritised the following three health determinants as the most important to them or the groups they represented:

· road traffic injuries

· a possible increase in congestion in the original zone (i.e. with access of those in western extension zone to the original zone at a discounted rate, some loss of existing decongestion benefits may be experienced by those within the original zone; and

· Access to and availability of jobs.

When participants were grouped and asked to consider whether there was anything to add to the potential positive and negative health impacts that had already been identified by the LHO, contributions were made which related to particular vulnerable groups and impacts of concern.  This group process was used by participants to suggest possible recommendations regarding the most appropriate ways to promote the health of Londoners and minimise health inequalities should the proposal be progressed.  These suggested recommendations largely fit under the following main headings:

· Communication

For example, information provision, road signage and engaging commuters to develop sustainable travel plans.

· Baseline data collection and monitoring

Participants stressed the need for robust baseline data to be collected during the pre-implementation period on physical activity levels and purposes of journeys (including NHS-related commuting and access to social networks).

· Road space reallocation

For example, supporting the development of a hierarchy of priority users, including improvements to bus lanes, pedestrianisation, cycle lanes, blue badge parking bays.

· Bus services

Improvements in bus services post-implementation of the existing congestion zone were acknowledged and it was hoped that this would continue, especially in relation to access to services (availability in deprived areas, disabled accessible).  Bus services should be realistic substitutes for those who may need to switch from using cars (eg night workers who need to travel into the area).

· Key worker and low paid night worker benefits

For example, discounted travel fares and reimbursement

In summarising the workshop, the following main points were reinforced:

· potential impacts can be divided into those which are short term and those that are longer term;

· short term impacts might resolve over time (e.g. overcrowding on buses);

· although longer term health impacts are harder to estimate, they should not be lost sight of;

· ‘local’ experiments or pilots of interventions aimed at  increasing positive health impacts and decreasing negative health impact  should be trialled if evidence for a particular intervention is unclear;

· it is important to gain from the interactions between the separate impact assessments that have been conducted on this proposal, especially when making recommendations about monitoring; and

· More work should be done on health inequalities to ensure that the gap between the most and least healthy groups in London is not widened as a result of implementing any extension of the zone.

5.4 Literature review

At the proposal analysis stage, determinants of health were identified on which the extension was likely to have an impact.  During the literature review the following questions were investigated for each determinant (such as road traffic collisions or access to jobs):

· What does the evidence show about whether and how the determinant affects health?

· What effect could the proposed western extension have on the determinant?

· What does the evidence show about how the determinant affects different population groups?

Based on this evidence, conclusions were drawn about what impact on health the proposed scheme could have through effects on this determinant, and whether inequalities could arise through this determinant as a result of implementing the scheme.

The research evidence was assembled in a systematic way following guidance currently being developed by the LHO for the Department of Health (see www.lho.org.uk/HIA/Research_HIA.htm).  

Much evidence on the likely effects of implementing the scheme was assembled from  published TfL sources.  Evidence on economic impacts on local businesses came from the economic impact assessment prepared for the preliminary consultation with key stakeholders on the proposal.5
Where data allowed, potential health impacts were quantified using the framework developed by Mindell and Joffe.6  This uses the effects of an exposure (from the literature review), change in exposure (from TfL’s assessment), and baseline health data (from the population profile):

6. Findings

Overall, the available evidence suggests that extending the existing congestion charging zone to the west would be beneficial for health.  However, there is potential for an extension to have a negative impact on health inequalities by disadvantaging some vulnerable groups. These areas are highlighted in the following section with recommendations for mitigating any potential negative effects to follow.

The following section of this report provides information on the types of health impacts that could result if the congestion charging scheme were to be extended.  The health determinants covered are:

1. Physical activity

2. Road traffic collisions

3. Air pollution

4. Noise

5. Access (to goods, services, jobs & education)

6. Access to jobs

7. Access to health and social services

8. Access to goods

9. Access to education

10. Access to social networks

11. Fear of using streets

12. Economic effects on local business

For health determinants 1 - 4 and 10-12 that the proposal might impact upon, this section:

· provides a summary of the evidence linking that determinant to health;

· explains how the proposed extension could affect that health determinant;

· explains how a change to that determinant of health (through the influence posed by extending the zone) can have an effect on health inequalities; and

· gives conclusions about the health impacts that an extended congestion charging zone could have through that particular health determinant

For health determinants 5 - 9, the section takes on a slightly different structure.  These sections describe first how journeys within the congestion zone may be affected. Access to the things that journeys are required for are then considered in turn.

6.1 Physical activity

How does physical activity affect health?

There is sound evidence that physical activity is protective against coronary heart disease (CHD), stroke, obesity, type 2 diabetes, osteoporosis, and cancer of the breast and colon, and helps to maintain mental wellbeing and mental function.7 

The current evidence-based recommendation is that adults should take at least 30 minutes of moderate-to-vigorous activity at least 5 times a week.7  This can be accumulated in bouts of 10 minute activities.  

Active modes of transport such as cycling and walking are likely to provide these known health benefits, particularly for those who make frequent journeys.  High traffic volumes decrease walking as well as the use of other transport.8-10
How would the proposed extension affect physical activity?

So far no sound evidence has shown that traffic management interventions can promote active modes of transport as an alternative to car use.11 12 However, school travel initiatives can be effective in shifting from car use to cycling and walking, and development of a dedicated infrastructure for cyclists has been shown to increase cycling.13
· TfL monitoring shows that there has been an increase in the number of cycles entering the charging zone during charging hours.  In the first year after charging this was around 20%.14
· Between 1996 and 2002 (before implementation of the congestion charging zone) there was an increase of just over 25% in the number of cycles crossing the six Thames bridges within the current charging zone, with most of that increase taking place between 1996 and 2000.15
An increase of 20% in a year constitutes a faster rate of increase in the number of cyclists using the charging zone in the first year of charging than in preceding years, which is likely to be attributable to the charging zone.  The Health Development Agency (HDA) reviewed the impact of transport interventions on health.  They found no evidence that the original congestion charge had increased walking and cycling.13  However, this review was conducted before data on increases in cycling following the introduction of the charge quoted here were available.

TfL aims to introduce an environment more attractive to walking and cycling from reduced congestion and investment from congestion charge income.16
There are no data on walking which compare walking in the central London congestion charging zone before and after the implementation of the charge.  Although there is no clear evidence on the impact of the charge on walking, the charge gives an incentive to switch from car to walking as well as to cycling; use of public transport also usually involves some walking.

The health effects of walking and cycling can be quantified but only when changes to physical activity are well characterised.  There are anticipated but unquantified increases in walking and cycling as travel modes for the proposed extension. Accurate predictions of changes to physical activity are not available for the proposed extension, so the health gains cannot be quantified.

Physical activity and inequalities

There are existing social inequalities in levels of physical activity.7 People in higher socio-economic groups take part in more leisure-time activity than those from lower socio-economic groups. For example, men in “semi-routine and routine”, “lower supervisory and technical” and “small employers and own account worker” categories were less likely to have walked for at least 30 minutes in the last week at a fairly brisk pace (24-26%) than men in “managerial and professional”, and “intermediate” households (40% and 36%, respectively). Walking participation was higher among women in “managerial and professional” households (31%) than in all other socio-economic categories (19-26%) Similar patterns are observed for sports participation.17
Men are more likely to cycle than women, and boys more likely than girls. The peak age group for bicycle use in Great Britain in 1999/2001 in Great Britain was 17-20 years. Males in this age group made about four times as many bicycle trips as females.18 In London around three quarters of cycle trips are made by men.19 In countries where there have been population shifts to more cycling, the proportion of women who cycle has also increased, and increases have been a result of sustained investment in cycling infrastructure.20
Those in the lowest two fifths of the distribution of income were least likely to make cycle trips in Great Britain in 2002.21
People at high risk of coronary heart disease may benefit even more from physical activity compared with people at lower risk.7
Conclusion: health impact through physical activity

	· Active modes of transport such as walking and cycling can contribute to the 30 minutes of moderate-to-vigorous activity at least 5 times a week recommended to maintain good health.  

· Cycling is a transport mode mainly utilised by privileged young males. If cycling levels increase in this group, an increase in health inequalities will result.

· Cycling will probably rise following extension of the congestion charging zone to the west among those who travel into and within the extended zone.  This impact would contribute to an increase in physical activity with consequent health improvements among Londoners who travel into and within the extended zone. There is a risk however that increased cycling uptake will follow existing patterns unless:

· targeted environmental improvements are made to areas of higher deprivation, such as school travel initiatives and dedicated infrastructure for cyclists;

· organisational initiatives such as travel plan support for workplaces and schools are targeted to these areas and to sub-groups of the population currently less like to cycle.


6.2 Road traffic collisions

How do road traffic collisions affect health?

London has a lower mortality rate from road traffic accidents than England as a whole (0.7% compared to 1.1% of recorded causalities are killed).22  Pedestrian deaths are a much larger proportion of all road traffic deaths in London (43%) than England (27%).23
How would the proposed extension affect road traffic accidents?

Speed increases both the likelihood of a collision and the number and severity of injuries.24  However, the relationship between traffic volume, speed and collisions and injuries is uncertain,25 and therefore when congestion changes the impact on injuries cannot be predicted accurately.  Reduced congestion translates to faster journey times but TfL anticipates faster journeys occurring primarily from reduced queuing times at junctions, with less change to actual travelling speeds, (as has been found in monitoring of the existing zone).  TfL estimate that extending the congestion charging zone could lead to collision and injury reductions in the extension zone.26  It is estimated that there would have been be 40 to150 fewer personal injury accidents each year in Greater London following the implementation of the western extension of the charging zone given a £5 charge,27 with even fewer accidents if the charge is raised to £8.28
Before introduction of congestion charging, the highest London road traffic collision and casualty rates occurred in central London.  However, residents of these boroughs have low collision rates23, meaning that those involved in collisions in central London are usually experienced by people who do not live in the area.  

The implementation of the central congestion charging zone was followed by a:

· 9% reduction in personal injury accidents in the first year in the charging zone and inner ring road during charging hours

·  4% in the same area out of charging hours, and 

· 7% overall in the rest of London.14  

These findings should be treated with caution however because there is a background fall in personal injury road traffic accidents in London.  This is shown by the simultaneous reduction in accidents in the charging zone outside the charging hours.  Reductions in personal injury road traffic collisions were also occurring in the rest of London at this time and throughout London before February 2003 when congestion charging was first introduced.  There was a 20% fall in personal injury road traffic collisions in the charging zone between 1999 and 2002, with the biggest fall between 2001 and 2002.15  Trends in road traffic casualties as reported to the police in London are downwards, except for a rise in motorcyclist casualties.23
Collision levels can be reduced by intervention.  Traffic calming can be effective in reducing collisions and injuries, and traffic engineering and road safety measures developed in tandem with school travel plans can increase levels of cycling and are associated with a decline in child injury rates.13
As the numbers of cyclists and walkers increases, rates of casualties among these road users do not necessarily rise at the same rate – there is ‘safety in numbers’.13 29  If the western extension scheme is successful in increasing healthier modes of transport, there could be a further benefit in reduced traffic accidents.

Road traffic injuries and inequalities

Drivers resident in Westminster (a large part of which is in the western extension zone) are less likely than any London-resident drivers to be involved in collisions, despite Westminster being the borough in which collisions are most likely to take place.

Hospital admission rates among pedestrians are high in Inner London boroughs and in people aged 5-14 or 75 years and older.  Road traffic death rates are generally higher in outer than inner London boroughs, except for pedestrian deaths.23
Mortality from traffic collisions increases with age, with a peak in young adults, especially males.  Most drivers involved in accidents and most casualties are male.  The peak age for casualties in London is 10-14 among pedestrians, 25-29 for cyclists and motor cyclists, and 25-34 for road users as a whole.  Thirty-one per cent of pedestrian casualties are aged 3-18 years.23
There are marked social class differences in deaths for different types of road users in London, with, for example a higher proportion of pedestrian deaths than other types of road casualty deaths being in social classes IV and V.  Hospital admission rates and deaths from road traffic injuries in London are not associated with area measures of deprivation.23  Among children in England and Wales, there is a social gradient in mortality with child pedestrians from more deprived households more likely die from injury. This gradient remains in most areas despite background falls in child pedestrian accidents.30  

Conclusion: health impact through road traffic accidents

	· It is likely that road traffic accident injuries and deaths within the zone would be reduced following introduction of the scheme in the western extension.

· These benefits can be enhanced and targeted to those at greatest risk such as children and pedestrians by the use of traffic engineering at high risk spots and support for school travel plans.




6.3 Air pollution

How does air pollution affect health?

The search for evidence on pollution for this HIA focused on evidence on fine particulate matter (PM10) because it is the element of traffic-related air pollution for which there is good evidence of causal associations with health at current ambient levels.6  The following causal associations with PM10 have been found:

Mortality

· Strong evidence for all non-traumatic causes (acute effects);

· Moderate evidence for:

· all respiratory disease, chronic obstructive pulmonary disease and asthma in people aged 65 years or older; 

· deaths from all non-traumatic causes (effects of long term exposure);

Morbidity

· Moderate evidence for:

· emergency hospital admissions for all circulatory and all respiratory disease and ischaemic heart disease at all ages;

· emergency hospital admissions in people aged 65 years or older for chronic obstructive pulmonary disease and asthma and for pneumonia;

· asthma admissions in children and younger adults, and

· A&E attendances for asthma in children and younger adults.6
How would the proposed extension affect air pollution?

TfL monitoring data suggest that while local traffic emissions would be reduced by extending congestion charging to the west, these emissions are not the main determinant of London’s particulates (PM10) levels.26  Levels were raised in 2003 following the introduction of the congestion charge in central London, and fell in the following year.  Both changes, however, were attributed largely to climatic conditions which play a major role in altering air pollution levels even when emissions are constant.14  A 3-4% reduction in PM10 from traffic emissions in an average day is anticipated in the charging zone should the western extension be implemented.  It is not expected that this will contribute to detectable effects in ambient air quality however, because local traffic emissions are not the greatest contributors to local pollution.26 27
The most likely effect on ambient air pollution levels is estimated to be a 0.2µg/m3 fall in PM10 within the extended zone and a similar magnitude rise over a much smaller area on the boundaries of the zone.  More precise modelling by air pollution experts at King’s College has demonstrated that the proposed extension zone would lead to anticipated average falls in ambient air pollution of 0.5µg/m3 PM10 across the Royal Borough of Kensington & Chelsea, 0.25µg/m3 PM10 across the London borough of Hammersmith & Fulham, and 0.5µg/m3 PM10 across 12 wards in Westminster.  There would be even smaller falls on average or no change in the rest of Inner London.31
It is relatively simple to quantify impacts on deaths or hospital admissions of increases or decreases in particulates if the baseline number of these events and changes in ambient air pollution levels are combined with effect estimates from the scientific literature.6

This shows that these very small effects on air pollution will have similarly small impacts on health.  Reduced exposure to particulates in the longterm would be expected to prevent one death per year across inner London.  Short term effects of reduced particulate levels would delay one death every one to three years.  It would also delay or prevent one to two hospital admissions for circulatory diseases and a similar number for respiratory diseases every year.
Air pollution and inequalities

In a study relating air pollution to deprivation indices at ward level in areas of England including London, exposure to polluted air (measured by NO2 and PM10) is greater in areas of higher deprivation in London.32  Lower income households are more likely to live on or near roads with high volumes of traffic.8 Those with existing respiratory and circulatory disease are more vulnerable to the impacts of pollution.6
Conclusion: health impact through air pollution

· The health impacts of fine particulate matter in increasing mortality and morbidity from respiratory and circulatory disease are causal and in theory reversible.

· It is unlikely that the extension of the congestion zone itself would cause a measurable improvement in air quality within the extended zone in the short term.

· Any reduced air pollution would reduce risk of illness and death in people with circulatory and respiratory disease.

· If there were any reduction in air pollution within the extended charging zone, it would be likely to reduce health inequalities because it would have most impact on congested roads.

6.4 Noise

How does noise affect health?

Noise has adverse effects on annoyance and quality of life, sleep (relevant for night workers in connection with the congestion charge because they need to sleep during charging hours), and educational attainment. Noise may also contribute to coronary heart disease.  These effects cease when noise is removed, but are hard to quantify.  Intermittent noise is more likely to affect health than continuous noise.33
Some evidence was found for the effectiveness of the following interventions for traffic-related noise: 

· reduction of noise at source (quieter cars, traffic calming, prohibition of heavy road traffic);

· the introduction of noise barriers and insulation (traffic noise barriers, double glazing and acoustical treatment of classrooms);

· public education about noise sources (e.g. ambient noise strategy, notification of new noise exposures and information about noise sources that may be perceived as threatening);

· a commitment to maintain and develop quiet places for Londoners for rest and relaxation.33
How would the proposed extension affect noise?

Monitoring of the original charging zone found that measurements in the two years preceding and the one year following the introduction of the charge were inconclusive, but showed no detrimental change.34  TfL anticipates that changes in noise levels as a result of extending the congestion charging zone would be smaller than the perceptible threshold.27  However, TfL also reports a fall in perceived levels of noise from residents’ surveys following the introduction of the central London congestion charging zone.  They speculate that this perception could be due to a change in the character of the noise from intermittent to continuous.34
Noise and inequalities

Lower income households are more likely to live on or near roads with high volumes of traffic.8  People with existing disease may be more vulnerable to the impact of noise, particularly on sleep.33
Conclusion: health impact through noise

· Noise can cause sleep disturbances and reduce educational attainment.

· The actual change to noise levels in the zone and its extension would be negligible.  However, it is possible that falls in perceived noise would be found, which may in themselves have health benefits.

· Any reductions in noise (objectively measured or perceived) are likely to have particular benefits for those who live on or near roads with high volumes of traffic.  These neighbourhoods are likely to be deprived.  Such reductions would therefore result in a decrease in inequality.

· There may be additional benefits to those who are ill.

6.5 Access to goods, services, jobs & education

Traffic management interventions such as congestion charging have an impact on access to a range of things such as jobs, goods, services and social networks.  Access to these (which themselves can be determinants of health) are different in their impact on health (although all are mainly beneficial), but the impact of the proposed extension of the congestion charging zone on access to these is similar in each case.

How would the proposed extension affect access?

a)
Journey times and reliability

TfL reported a 24% decrease in excess waiting times for buses in the first year following implementation of the charging zone in central London, and further falls in the following six months.  Their report acknowledges that this improvement is likely to be attributable to several causes, but there was a sharp improvement around the time of the introduction of the charging zone in February 2003, and further improvements thereafter.  Improvements took place within the zone, on the inner ring road and outside the congestion charging zone, with the greatest improvements for journeys within the zone.14
There was a 40% fall in bus mileage scheduled but not operated in London buses overall, attributable to reduced congestion, with a 60% fall for journeys in and around the charging zone.  These improvements to journey times and reliability coincide with increases in bus passenger numbers travelling into the charging zone in charging hours of nearly 50%.14
Use of underground trains declined since the introduction of the charging zone, a change which is not attributed to the introduction of the zone.14
Londoners reported on their experience of access in surveys conducted in Autumn 2002 and Autumn 2003 (before and after the implementation of the congestion charging zone):

· Those within the zone found that their access to shops, facilities, places and services had stayed the same or improved, with 5% saying it had become worse and 19% better after the implementation of congestion charging.

· Eighteen per cent of residents in the area between the charging zone and the North and South Circular found that their access to shops, facilities, places and services had become worse and 60% that it had stayed the same.34
A panel survey of drivers showed reduction in journey times into or across the original charging zone of 14% between November 2002 and April 2003, and an improvement in reliability of journey times.34
Modelling of the impact of introduction of the proposed western extension has predicted:

· improvements to bus journey times and wait times; and

· a five minute reduction to car journey times into or across the charging zone.27
TfL anticipates some loss of benefits from the change of bringing the end of the charging period forward to 6pm.27
b)
Cost of journeys

TfL monitoring includes counts of traffic crossing into the charging zone and circulating within it from the end of 2002.  This  may not be long enough before the introduction of the charging zone in February 2003 to be clear whether changes were attributable to the charge and not to some other existing trend.15
There is a £5 charge for vehicles entering the original or extended zone on weekdays increasing to £8 on July 4, 2005, with a 90% discount for all residents in the extended and original zone.  The residents’ discount zone has been extended beyond the charging zone into areas of Earls Court and North Kensington where residents need to reach destinations within the zone.  There would be exemptions for public transport, taxis, health services and emergency vehicles, disabled people’s transport, and certain low or clean energy vehicles.26  The greatest cost impact would be on those who live outside the charging zone and need to travel into it to access jobs, goods or services.

TfL found that a fall of 33% in cars travelling into the central London charging zone coinciding with the implementation of the zone in the first year has been maintained into 2004.  This supports the assumption that these changes are attributable to the charge.14  TfL anticipate reduction in vehicles entering the western extension zone of between 13% and 16% with an £8 charge).28
Inequalities in journeys and therefore access

Public transport – journey times and reliability

Several vulnerable and disadvantaged groups are more likely to use public transport, particularly buses, than the general population, including those on low incomes or living in deprived areas, women, children, older people and people with disabilities.  Those dependent on public transport travel less than those with access to a car, reducing their access to the beneficial determinants of health considered below.35  It is particularly important, therefore that buses meet the needs of these disadvantaged groups.

Improving bus frequency and reliability will in itself meet some of these needs. More trips are made by bus when services are more frequent.  The frequency and reliability of public transport is particularly important for women, who are more likely to combine journeys to work, school, childcare and shopping.35
For disabled people including many older people, accessibility is important: as stock is replaced, new buses must comply with the accessibility requirements of the Disability Discrimination Act 1995.  A review of the bus system with improvements to services is planned as part of the western extension scheme.26
Cost of car journeys

The community profile found that access to a car was less common in households in the western extension and the parts of London just outside it than in the country as a whole, but more common in the more privileged wards.  Car users within the extended zone including those on low incomes would pay a discounted charge and have access to the full extended zone (the original zone and the western extension).  There are, however, car users outside the zone on low incomes for whom an £8 charge would represent a barrier to accessing beneficial determinants of health within the zone (such as goods, services, jobs & education)

Motoring costs already account for 24% of the weekly expenditure of households in the lowest income quintile in the UK who have cars (compared with 15% for all households in the UK).  Car-owners on low incomes make 950 trips per year compared with 1,600 made by high income car users.35  The potential impacts from  having  reduced access to beneficial determinants of health (caused by barriers of cost) are considered in the paragraphs below.

Conclusion: health impact through journeys affecting access 

· There would be improved journey times and reliability by all modes of transport, and particularly public transport. This would improve access within the extended charging zone, for those entering the zone, and, for some travellers, outside the zone as well.

· Increased costs of car journeys would create a cost barrier to access for those who access jobs, goods and services within the zone from outside it, and for whom there is no alternative transport mode.

· Barriers of cost and inadequate public transport also reduce the choices available to those on low incomes or in poorly served neighbourhoods in accessing goods, jobs and services.

· Improved bus journey times and reliability following decongestion, and improved frequency and accessibility of services planned after the extension of the zone would improve access by a number of vulnerable groups to goods, services, jobs, education and social networks. These groups include people on low incomes, women, children, older people and people with disabilities.  Those who would benefit include both residents of the zone and those who need to travel into it.  The overall impact would be a reduction in inequality.

· One impact of extending the congestion charging zone would be to increase the cost of travel by car and van into the zone, while providing discounts within the zone.  On balance more drivers resident in more prosperous areas would benefit from this impact.

· The inclusion of North Kensington within the zone ensures that residents in a deprived area would share the access benefits enjoyed by other residents of the zone.

· The impact of creating a barrier to access to beneficial determinants of health to low-income car users outside the zone who need to enter the zone can be mitigated if improvements to bus services and facilities for pedestrians and cyclists are sufficient to provide an adequate substitute.  In the longer term, land use planning could reduce the need to travel.

6.6 Access to jobs

How do jobs affect health?

There is a strong, positive association between unemployment and many adverse health outcomes including mortality and physical and mental ill-health and greater use of health services, some of which is causal.  Possible mechanisms include relative poverty, social isolation, loss of self esteem, health related behaviours, and the effect of a spell of unemployment on subsequent employment patterns.36-38  

The information on economic impacts on local businesses below address another possible impact of extending the charging zone which may affect the availability of jobs.

How would the proposed extension affect access to jobs?

TfL found that 35% of car journeys into the western extension zone are made by commuters.16  The impacts of improved bus services and higher car travel costs are described in “how would the proposed extension affect access?” above.

Jobs and inequalities

For the unemployed, lack of transport can be a barrier to getting a job.35  For those on low income who are dependent on the use of a car and resident outside the zone, the charge would affect access to jobs.

The unemployed themselves constitute a potentially vulnerable group, and there are inequalities in the distribution of unemployment.  A recent analysis of the Labour Force Survey looked at the composition of workless households in the United Kingdom – considering not only those who are unemployed but also at those affected by unemployment.  It showed:

· Men and women were equally likely to live in a workless household.

· People aged over 50 were more likely to live in workless households than other adults of working age, and accounted for 38% of all adults of working age living in workless households.

· Black Africans were more likely than any other ethnic group to live in workless households (28% compared with12% of the general population).

· 31% of working-age people with long-term disabilities, but only 7% of those who were not disabled, lived in a workless household.39
Creating barriers to access to work is likely to increase inequalities.

Of those in work, the congestion charge is likely to affect low paid night workers whose working day starts or ends within the charging period for whom the charge constitutes a cost barrier to using the car.

· Average earnings of full-time night workers are lower than those of day workers.40
· Shift workers were more likely than non-shift workers responding to TfL’s social impacts monitoring survey to find the charge difficult to afford;

· They were more likely to have reduced the amount they travel by car following the introduction of the central London congestion charge than other respondents to the survey;

· They were more likely than other respondents to the survey to be negative about the impact of the charge.41
A switch from car commuting would mean a night-time journey on foot, bicycle or by public transport, which may provoke fear of using streets (see below).42
Conclusion: health impact through access to jobs

· Maintaining and gaining employment has health benefits of reduced mortality and improved mental and physical health.

· Improvements to bus services arising from extending the charging zone will improve access to jobs for new and existing public transport users within and entering the zone.

· Commuters who live within the extension zone and work within any part of the zone will have improved access at a discounted charge.

· For those who live outside the zone and need to use cars to access work within it, the charge will create a cost barrier to access.

· It is important to ensure that public transport provides an adequate substitute to car use for those seeking or travelling to work within the extended charging zone, in order to avoid amplifying the existing inequalities in employment.  For these workers, any wait or walk on a dark street may be unacceptable, and therefore public transport may not provide an adequate substitute for door-to-door car travel

6.7 Access to health and social services

How do health and social services affect health?

Health and social services are intended to improve health and wellbeing.  There is a debate about the extent to which they achieve these aims,43-45 but increasing efforts are made to ensure their effectiveness.46
How would the proposed extension affect access to health and social services?

To reduce the health impact of congestion charging, reimbursements for the charging zone are available for NHS service users who:

· have a compromised immune system, require regular therapy or assessment, or require recurrent surgical intervention; and

· are clinically assessed as too ill, weak or disabled to travel to an appointment on public transport.

Nationally, 1.4 million healthcare contacts are missed or turned down annually due to lack of transport.35  Twenty percent of adults experience some difficulty travelling to hospital (much more difficulty than is experienced getting to the general practitioner or chemist).  The proportion of those without access to a car who have difficulty travelling to hospital is greater (31%).  Around 72% of urban residents in Great Britain go to hospital by car, compared with 51% going to the GP and 40% going to the chemist.  Even amongst residents of the most deprived areas, over half go to hospital by car.47  Such figures are not available for London.  As a smaller percentage of households in London, particularly inner London, own or have access to a car, compared with the national average, the proportion of Londoners who access health services by car may be lower than the national figure, particularly in and around the proposed extension zone area where fewer households than in Great Britain own or have access to a car,48 but London residents, like those in the rest of Great Britain, are probably more likely to travel by car to hospital than to other health care destinations.

The availability of services is improved by improved journey times and reliability for all emergency services and other services dependent on road transport.34
Effect of congestion charging on recruitment of health service staff

Recruitment and retention is a problem for the NHS as a whole, which jeopardises its ability to provide improved services; the problem is worse in London.49  Congestion charging will make many journeys to work for NHS staff easier, because of improved journey times and reliability for cars and buses, but some staff will be deterred from taking up jobs in London because of the cost of the charge.  Commuting journeys for NHS staff are not reimbursed.  A TfL case study of the impact of the central London congestion charge on hospital trusts found that there were concerns that the charge was exacerbating recruitment and retention problems, though no evidence of this was apparent from the case study.14
Health and social services and inequalities

The provision of health care in inverse proportion to need, the inverse care law identified by Tudor Hart in 1971, continues to be observed.50  It is hard to judge social inequalities in effectiveness of services.  This is because there are social variations in the prevalence of disease. There are also variations in social problems (the need for services) and in their severity, and therefore in the impact that services can have.

Greater deprivation is associated with greater perceived travel difficulty in accessing the GP but not the hospital (where there is no difference between those living in the most deprived wards and other adults).47  Disabled people and people with long-term conditions have particular needs to access health services and are likely to have difficulty with transport.

Conclusion: health impact through access to health and social services

· Improved bus services would improve access to health and social services, but there may be some barriers to access for those who have to enter the extended charging zone by car to access these services, particularly hospitals.

· There may be some impacts on availability of services because of the role of transport as a factor in recruitment and retention of health service staff (both positive from improved journey times and reliability, and negative from the cost barrier to car commuting).

· There are likely to be improvements to journey times and reliability for bus services to health services within the extended zone due to improvements to bus services which will benefit those living in deprived areas.

6.8 Access to goods

How do goods affect health?

This section focuses on food as the most regular purchase of most households.  The quality of diet plays a major role in protecting from the most important causes of ill health and death in the UK, circulatory disease and cancer.51
How would the proposed extension affect access to goods?

The impacts of improved bus services and higher car travel costs are described above.

Goods and inequalities

The Acheson report on inequalities in health identified reducing food poverty and improving retail provision as a priority.8  A ‘healthy’ basket of food is likely to cost more in small local shops than in supermarkets, and in disadvantaged than in affluent areas.8 52  This is likely to account at least in part for the higher proportion of cheaper foods with poorer nutritional content bought by those on low incomes.8 53
Three quarters of urban residents in Great Britain do their main food shopping by car.  Car use declines with deprivation, but even among residents of the most deprived 10th of wards measured by the Index of Multiple Deprivation, 59% do the main food shop by car.47  (These proportions are likely to be lower in London where access to a car is lower.48)  It is rare for there to be perceived travel difficulties in reaching shops for these journeys.  Only 5% of urban residents perceived any difficulty in reaching shops (10% in the most deprived 10th of wards).47
Travel to all types of destination including food shops is perceived to be more difficult by older people than other age groups.47
Conclusion: health impact through access to goods

· A healthy diet makes an important contribution to preventing circulatory diseases and cancers.

· Improved bus services would improve access to shops from which constituents of a healthy diet can be bought, but there may be some barriers to access for those who have to enter the extended charging zone by car to access the components of a healthy diet.  The barrier of cost may result in substitution of less healthy foods available more locally.

· Improved bus journey times and reliability can improve access to ingredients for a healthy diet for public transport users within and travelling into the extended zone, reducing inequalities.

· The proposed boundary to the extended zone has avoided the need to enter the charging zone on journeys from some residential areas to a major supermarket which serves them.

6.9 Access to education

How does education affect health?

The Acheson report on inequalities in health identified four ways in which access to school education influences health:

· it determines income and social position;

· it equips children with life skills;

· it enables children to become adults who can participate in a democratic society;

· it provides children with a healthy environment.8
How would the proposed extension affect access to education?

The impacts of improved bus services and higher car travel costs are described above.  Across Great Britain, the distances travelled by those commuting to educational institutions have increased in past years as have the distances travelled escorting children to school.  However, between 2002 and 2003 those distances levelled off, and at the same time there was a halt in the decline in walking and in the increase in car travel to school.

· Among five- to 10-year-olds:

· 56% of children travelled by car

· 39% walked, and 

· 3% went by local bus

· At secondary age (11-16 years)

· 41% went by car

· 23% walked, and

· 23% went by local bus48 
Proportions travelling to school by car are likely to be lower in London where access to a car is lower.48
Education and inequalities

Children from low income households typically travel shorter distances to school.  Parents living in social housing are more likely to cite travel convenience as a reason for selecting a school for their children.  These schools, in turn, become associated with lower educational achievement, an example of how travel difficulties can reduce choice in access to determinants of health.35  Travel costs play a still greater part in post-16 education and can deter young people from attendance.35  Transport costs, and the additional difficulties of transporting children, can restrict access to adult education.35 

Conclusion: health impact through access to education

· Education improves health by improving life chances.

· Improved bus services would improve access to education for school children, but there may be a cost barrier to access for those who now enter the extended charging zone by car to go to school and college.

· Enhanced environments for walking would improve access to education.

· The improved access provided within the congestion charging zone may improve the range of schools available to more deprived residents through improved journey times and reliability, improved public transport, and environments more conducive to cycling and walking.

· Improved journey times and reliability, improved public transport, and environments more conducive to cycling and walking will reduce difficulties in accessing post-16 education. This will reduce inequalities.

6.10 Access to social networks

How do social networks affect health?

A number of indicators of social networks are associated with reduced mortality.  These include marriage, contact with close friends, belonging to a place of worship, and membership of formal and informal groups.  This association is believed to be causal because it remains when other factors related to health are allowed for.8
How would the proposed extension affect access to social networks?

The concept of community severance links access to social networks with congestion.  A 1972 study first identified community severance in San Francisco by measuring the extent to which numbers of friends and acquaintances on one’s street and perceived friendliness varied with the amount and speed of traffic on the street.54
Negligible net change (1% improvement) in perceived sense of community in the charging zone followed implementation of the original central congestion charging scheme.14  Of those within the charging zone, 12% found it more difficult to visit family and friends after the implementation of the zone and 13% easier.  Only 2% said it was easier for family and friends to visit them, and they reported that they were spending less of their time with family and friends.34  No robust data were available on the purposes of journeys.

Social networks and inequalities

Traffic volumes are associated with community severance.54  Lower income households are more likely to live on or near roads with high volumes of traffic.8  There are examples of deprived areas adjacent to roads with high volumes of traffic in and on the boundaries of the western extension zone.

Conclusion: health impact through social networks

· Access to social networks is beneficial for health, including reductions in mortality.

· There is evidence that more traffic reduces access to social networks.  However, on balance the extension of the charging zone is likely to have little impact on access to social networks, judged by the experience of the original congestion charging zone.

· Any beneficial impacts from the congestion charging zone extension in improving access to social networks are likely also to reduce inequalities in access. This is because the greatest decongestion impacts would be on roads with high traffic within the extension zone.

· There may be some localised increases in congestion in roads inside and outside the boundary of the extended zone carrying high volumes of traffic. This may result in decreased access to social networks in the deprived communities on or near those roads.

6.11 Fear of using streets

How does fear of using streets affect health?

Fear of streets damages quality of life, and may have an impact on access to jobs, health and social services, education, social networks and goods.  Fear of streets can result in certain journeys not being made (therefore access being affected) or can have a negative impact  during a journey that is taken regardless.42 55 
How would the proposed extension affect fear of using streets

Fear of using streets is strongly associated with night time.42  For most Londoners, therefore the impact of the charging zone would be neutral since the charging period is during day time.

High traffic volumes result in feelings of insecurity.8 56  It is not clear, however, whether traffic reduction measures can reverse this impact.57 58
Economic effects on local business (see below) may lead to boarded up businesses, an environmental cue which can contribute to fear of using streets.42
TfL monitoring found that those who lived outside the charging zone were more likely to feel unsafe since the introduction of the central London charging scheme than charging zone residents.  

· For at least two-thirds of residents of the original charging zone and of inner London (from outside the charging zone boundary to the North and South Circular roads), the introduction of the central London congestion charging scheme brought no change in their perception of safety in their local area or on journeys.

· However, ‘inner London’ residents were more likely to perceive worse safety since the introduction of the scheme than charging zone residents were.  Eighteen per cent of inner London residents felt their sense of safety was worse when travelling compared to 10% of charging zone residents, and 19% felt less safe in the local area, compared to 9% of charging zone residents.34
Fear of using streets and inequalities

Fear of using streets typically arises in areas with high volumes of traffic and congestion, and high perception of crime, all of which tend to be deprived areas.35  It also affects those who have to be on the street at night, particularly shift workers, whose working day is likely to start or end within the operating hours of the charging zone. These workers have on average lower pay than other workers.40
Conclusion: health impact through fear of using streets

· Fear of streets has some negative impacts on wellbeing, and may deter access to goods, services, jobs, education and social networks which are determinants of health.

· Where there is reduction of congestion there may be some reduction in fear of using streets in day times, but this effect is likely to be very small. 

· For some night workers, the cost would be sufficient to deter car use and increase the time when they are at risk of being fearful on the street.

6.12 Economic effects on local business

How do economic effects on local business affect health?

The economic effects on local business would have their impact on health if:

· jobs are lost (see ‘access to jobs’ above), 

· local stores, particularly food stores close (see ‘access to goods’ above) and if 

· closed businesses provide an environmental cue for fear of using streets (see ‘fear of using streets’ above).

How would the proposed extension affect economic effects on local business

The economic impact assessment conducted in preparation for consultation on the proposed western extension included an assessment of the expected impacts on businesses.  This assessment drew on a wide range of sources including TfL monitoring, modelling and surveys, and other independent and business sources.  The assessment found that the impact of the proposed western extension of the congestion charging zone on most business sectors was neutral or very small.  The exceptions were:

· distribution, hotels and restaurants which employ 34% of employees within the zone.  Some small effects would arise from greater costs, customers having reduced income because of paying the charge, and customers finding alternatives to shopping or eating in the zone.  These effects, particularly the last, are most likely to be significant for the retail sector.  There may also be similar impacts for leisure services and personal services such as hairdressing. 

· financial and business services (27% of the zone’s jobs) are likely to benefit from improved journey times and reliability in the zone.  This will increase productivity in a high value-added sector where small time savings can have a large impact.

· transport and communications (7% of the zone’s jobs) may benefit from reduced journey times and improved reliability.5
The earlier end to of the charging period at 6:00pm is expected to be beneficial to the evening economy, particularly restaurants and theatres, but would cause some loss of congestion benefits.

Economic effects on local business and inequalities

The employees who are likely to be affected by negative impacts on the retail sector are on the whole low-paid, and locally employed.

Of the sectors which are likely to experience positive impacts from extension of the charging zone, the finance and business services sector is characterised by high labour costs.  These benefits will fall to already privileged employees and businesses. 

Conclusion: health impact through economic effects on local business

· Economic effects on local business may affect access to jobs and goods and fear of using streets.  However, economic effects on local business are likely to be small.  Negative effects would fall on some retail business, and leisure and personal services. Positive effects would fall on financial and business services and on transport and communications.

· If the small predicted economic impacts of the western extension of the congestion charging zone occur, they are likely to increase inequalities in income.

7. Recommendations

Overall, the available evidence suggests that extending the existing congestion charging zone to the west would be beneficial for health.  However, there is potential for an extension to have a negative impact on health inequalities by disadvantaging certain vulnerable groups.  Should the proposal to extend the Central London congestion charging scheme be progressed, the following recommendations are made by the LHO from a health perspective.  They are aimed at enhancing potential positive health impacts, mitigating or eliminating potential negative health impacts, and reducing inequalities associated with the proposal. The LHO recognises that a number of the recommendations go beyond the remit of the Congestion Charging Division specifically and would need to be considered by other parts of TfL and others.

1.0
TfL should collect robust baseline data prior to scheme implementation and develop a monitoring strategy for the post-implementation period to enable the impacts of an extension to the congestion charging zone on health and health inequalities to be assessed.

1.1
Obtain data on purpose of journeys at baseline and post-implementation, e.g. by extending the existing household social impact monitoring. This could inform sustainable travel plans for access to people, places and services which can contribute to enhanced health status.

1.2
Obtain data on physical activity levels (both travel- and not-travel-related) at baseline and post-implementation, e.g. by extending the existing congestion charging social impacts monitoring to include walking, cycling, and other physical activity if representative surveys of travel behaviour and other physical activity are not feasible.

1.3
Impacts on low paid workers and night workers should be monitored, e.g. by inclusion of a focused sample as part of the extended social impacts monitoring.  

1.4 
Obtain data on self reported health status at baseline and post-implementation, e.g. by extending the existing congestion charging social impacts monitoring to include this.

1.5 
Obtain accurate travel data on cycling rates at baseline and post-implementation from street traffic counts, including traffic-free routes that are used by walkers and cyclists.

1.6 
Explore with other organisations how travel data on walking rates could be obtained at baseline and post-implementation (a review of existing data and potential new sources of data could be considered).

1.7
Ensure that monitoring surveys collect specific demographic data to enable analyses of impacts by subgroups, e.g. age-group, sex, ethnicity, stage in life cycle and ward.


1.8
Monitoring of the economic and business effects of an extended congestion charge zone should include:

· demand for business space;

· employment levels; and 

· recruitment and retention of “essential workers” (those workers providing essential public services, including, but not exclusively, public sector workers).

2.0
TfL should support traffic management programmes to minimise the potential negative health impacts and enhance the potential positive health impacts of extending the zone.

2.1
Promote cycling by continued development of cycling infrastructure (including cycle lanes).

2.2
Target cycling interventions to areas of higher deprivation and workplaces of low-paid employees to avoid perpetuating existing social inequalities in cycling.

2.3
Continue to support employers in the development of travel plans and initiatives, to increase physical activity and reduce car use.

2.4
Manage traffic on the boundaries of the extended zone to avoid potential new areas of congestion on or immediately beyond the boundaries, e.g. by adjusting traffic signals to accommodate changes in traffic flows.

2.5
Implement environmental and traffic management interventions to seek to ensure that reductions in road traffic accident casualties predicted in the extended zone are achieved in deprived as well as privileged neighbourhoods, particularly for child pedestrians and cyclists.

2.6
Investigate further pedestrianisation of areas within the zone, aiming to increase physical activity levels. 

3.0
TfL should implement specific strategies for bus service improvements. These should prioritise giving benefit to those most likely to be negatively affected by an extension to the congestion charging zone (e.g. low income car users, such as night or shift workers).

3.1
Planning for improvements to bus services should prioritise more deprived areas to improve access to jobs, education, services, goods and social networks.

3.2
Seek to ensure that public transport provides an adequate substitute to car use for those travelling to social care, education and health services (including hospitals, community-based and primary care services), particularly serving deprived areas and being accessible to people with disabilities.

3.3
Planning for improved night bus services should seek to meet the needs of those for whom the fear of using streets at night, together with the increased cost of car use, may deter access.

3.4
Publicity for pre-pay tickets for public transport in London using Oyster should target those who may be particularly disadvantaged financially by the congestion charge, such as low-paid night workers.

3.5
Bus service planning should take account of the anticipated shifts in provision of services in the long-term, such as hospital services to community settings.

4.0
Where there is potential for a western extension to have a negative impact on the health of certain vulnerable groups (including essential workers, as defined in paragraph 1.8), TfL should consider adopting mechanisms to mitigate any disadvantage.

4.1
Improve facilities for walking and cycling (see 2 above).  This includes the provision of adequate street lighting.

4.2
Improve public transport, especially buses (see 3 above).

4.3
Evidence from monitoring should be examined regularly.  If there is evidence of negative impacts on health or health inequalities, mitigation measures should be implemented as appropriate.  If additional measures are required to maintain access to jobs, possible measures for TfL to consider could include new discount or reimbursement arrangements for congestion charging for low-paid shift workers travelling into the extended zone.

4.4
Consider supporting service level agreements for local providers as an alternative to mainstream bus services if these are deemed inadequate - for example certain bus routes outside a hospital or near businesses or shops.

5.0
TfL should encourage physically active methods of travel.  This should be via means beyond the provision of information.  TfL should also support methods of engaging those affected by an extended charging zone in order to influence travel behaviour.

5.1
Ensure adequate signage on London roads, giving advance warning of any new congestion charging zone to enable advance planning to make journeys easier and reduce driver stress.

5.2
Publicise local travel route options, to make public transport journeys easier and to encourage increased levels of physical activity.

5.3
Continue to support schools in the development of travel plans and initiatives, to encourage increased physical activity and to seek to reduce traffic injuries in school children.

5.4
Invest in, and publicise, improved facilities at interchanges of multi-modal journeys.  Examples could include cycle parking at public transport interchanges, and information on where and how to alight at certain points of a journey to continue by foot or bicycle.  Specific target groups should include women, school children and parents; their input should be sought when designing awareness-raising campaigns designed to encourage behaviour change.

5.5
Engage organisations including employers within the public and private sectors and community members to share successes in implementing schemes which reduce car use and promote physically active modes of transport into and within the zone.  TfL could help facilitate the sharing of experience of implementing effective travel plans between these groups; including identifying barriers to physically active modes of transport to work and identifiying and sharing potential solutions.
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Appendix 1 - Completed Screening Tool

	Screening tool: Part 1
Investigating the parameters of the proposals
The parameters of any proposal it is important to consider are listed below. For
each parameter, it is recommended that officers identify a set of levels or

thresholds for the following situations:

(1)
do not conduct HIA;

(2) 
conduct rapid appraisal;

(3) 
conduct intermediate appraisal;

(4) 
conduct comprehensive appraisal.

As HIA becomes a regular feature of decision-making within an organisation, and process and outcomes are monitored and evaluated, it will be possible to develop screening guidelines relevant to and appropriate for the type of proposals an organisation/partnership regularly implements.

Parameters for all types of proposal (policies, programmes or projects)

· The relative importance of the proposal within the organisation's/partnership's priorities

· The extent of the population affected by the proposal

· The existence of vulnerable, marginalised or disadvantaged groups within the population affected

· Stage of development of proposal (i.e. the potential to make changes)

Parameters for proposals about programmes and projects

· The size of the proposal

· The cost of the proposal

· The nature and extent of the disruption to the population affected 


	Screening tool: Part 2
A checklist of questions about the nature of potential health impacts (Relevant answers for this proposal given in bold; irrelevant answers deleted)

	Bias towards HIA
	To your knowledge:
	Bias against HIA

	Yes/don’t know
	Are the potential negative health impacts likely to be serious?
	No


	Yes /don’t know
	Are the potential negative health impacts likely to be disproportionately greater for vulnerable, marginalised or disadvantaged groups in the population?
	No


	Yes
	Are there community concerns about potential health impacts?
	No


	No/don’t know

No/ Don’t know
	Is there a robust evidence/experience base readily available to support:
- appraisal of the impacts?

- the recommendations that could be   made to ameliorate those impacts?
	Yes

Yes

	Yes/  Don’t know
	Could any of the actions to ameliorate the potential negative health impacts of the proposal actually have a negative effect on health?
	No


	No/ Don’t know
	If allowed to occur, could the potential negative health impacts be easily reversed through current service provision?
	Yes



	Screening tool: Part 3
A checklist of questions

about the circumstances in which the HIA must be conducted

	Bias towards
rapid appraisal
	To your knowledge:

	Bias towards
intermediate or

comprehensive

appraisal

	Yes
	Is there only limited time in which to conduct HIA?
	No

	Yes
	Is there only limited opportunity to influence the decision?
	No

	Yes
	Is the timeframe for the decision-making process set by external factors beyond your control?
	No

	Yes
	Are there only very limited resources available to conduct HIA?
	No


	Screening tool: Part 4
A short checklist of questions

about the capacity within an organisation or partnership to conduct the HIA

	Bias towards commissioning the assessor(s)
	To your knowledge:
	Bias towards appointing internal assessor(s)

	No
	Do personnel in the organisation or partnership have the necessary skills and expertise to conduct the HIA?
	Yes

	No - inadequate
	Do personnel in the organisation or partnership have the time to conduct the HIA?
	Yes - although limited


There are three possible decisions arising from the primary function of screening - that is,

the functions fulfilled through Parts 1 and 2 of the screening tool.

The three possible decisions are outlined below:

1. 
further investigation is necessary because more information is required on the potential health impacts identified;

2. 
further investigation is not necessary because the potential health impacts are well known and it is possible to suggest effective ways in which beneficial effects are

maximised and harmful effects are minimised;

3. 
further investigation is not necessary because the potential health impacts are judged to be negligible.
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