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1 Executive Summary 
 

Introduction 

1.1 This document is the Health Impact Assessment (HIA) for the proposed 
development at Brent Cross Cricklewood.  HIA is a method of identifying the 
health aspects of a project plan or process. Initially applied to strategic policy, it 
is now also used as a cross-cutting assessment theme in the development 
planning process.   

1.2 This draft HIA includes a review of the health policy context, baseline data on 
demographics in the area and on current health conditions, and an assessment 
of the impacts of the development proposals.    

Policy 

1.3 The Policy section reviews a range of national and local policies.  It concludes 
that the major policy themes are the need to reduce health inequalities and 
introduce reform in the health service in order to promote good health, not just 
the treatment of illness. The method of service delivery is also changing to 
become more community focused, with traditional hospital services being 
delivered locally in a community setting, and the concept of Polyclinics emerging 
as a potential future vehicle for this. This is being taken forward at the local level 
by BPCT. 

Baseline Analysis  

1.4 The baseline analysis shows that social and economic conditions and the health 
of Barnet residents compare well to neighbouring boroughs, and London and 
national averages. There are however, pockets of deprivation in the borough 
which do not reflect these average figures.  This includes some parts of the area 
close to the Brent Cross Cricklewood Development and in general, the south and 
west of the borough are more deprived than central areas and the north.   Parts 
of the neighbouring boroughs of Camden and Brent are also amongst the most 
deprived areas of London and England and Wales.   

The Development Proposals 

1.5 Brent Cross Cricklewood is planned to become a new centre for north London. 

1.6 The area stretches 2km, from Brent Cross Shopping Centre in the north to 
Cricklewood Lane in the south, and 1km from the Midland Mainline railway line in 
the west to Hendon Way in the East.  It currently has an environment dominated 
by shops surrounded by parking, empty space, some light industrial uses, 
housing, three schools, leisure facilities and open space of mixed quality.  
Different parts are cut off from one another by the North Circular Road and other 
roads and railway lines. 

 
1.7 A comprehensive scheme has been prepared which shows how this 151ha area 

can be transformed into a thriving location of which local residents, the Borough 
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of Barnet and London can be proud.   The new area will contain new 
neighbourhoods which include 7,500 homes, jobs, shops, open spaces, leisure 
and community facilities – together with a new mainline station and improved 
transport, to be delivered over the next 20 years. 

Impact Assessment 

1.8 The assessment of impacts is broken down into three sections: health impacts 
identified through Environmental Impact Assessment (EIA); impacts on demand 
for health services; and, impacts on the wider determinants of health.  

1.9 Five chapters of the EIA assess factors which have a direct impact on health.  
These are noise and vibration, air quality and dust, transport, contaminated land, 
and microclimate.  

1.10 The Noise and Vibration Assessment identifies rail movement as the main 
source of potential impacts and that existing residences adjacent to the lines 
would be most likely to be affected.   In addition a small increase in traffic noise 
in some parts of the site.  A range of measures is identified to mitigate these 
impacts. 

1.11 The Air Quality and Dust Assessment found that Nitrogen Oxide (NO2) would 
increase in some parts of the development site and fall in others.   The PM10 
(dust) assessment found that the scheme would result in dust levels acceptable 
against national quality standards.  Subject to mitigation measures air quality 
would be acceptable. 

1.12 The Contaminated Land Assessment identifies the main hazards on site as 
contaminated water sources and soils.  It identifies a range of measures to deal 
with contaminated land and to ensure that construction workers are protected 
from health risks. 

1.13 The Microclimate (Wind, Sunlight and Daylight) Assessment finds that there are 
no significant adverse wind effects and that for sunlight and daylight, with a small 
number of exceptions which will be mitigated, the proposals comply with 
regulatory standards.  

1.14 The Transport Assessment concludes that the overall impact of the revised road 
network in the area is positive in terms of health, with safer routes for cyclists 
and pedestrians reducing the frequency of accidents. 

1.15 The assessment of healthcare demand shows that the development, which is 
estimated to take 20 years to build, is projected to house around 13,000 people 
and have approximately 30,000 additional people working in the area.  This will 
generate additional demand for healthcare at the local level.  In addition BPCT 
will be looking to consolidate services in larger centres which, in addition to local 
GP services may also include other diagnostic and outpatient treatment services 
for up to 60,000 people in the wider area. 

1.16 To address these issues the planning application contains provision for: 
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·  A temporary health facility to be developed in the Primary Development 
Package (from 2009) which can meet demand from new residents in the 
early stages when there will be insufficient demand for a larger centre 

·  A large primary healthcare centre (3,000 sqm) which will provide for the 
needs of residents in the development and the wider health needs 
identified by the PCT.  This will be located close to other public services 
including leisure facilities, schools and services for children and families 

 
1.17 The configuration of this floorspace will be considered further as the planning 

and development process progresses. Health stakeholders will have input into 
the nature of provision. 

1.18 The overall impact on primary healthcare services in the Brent Cross 
Cricklewood area is therefore assessed as positive.  

1.19 The assessment of impacts on wider determinants of health has been arranged 
around the five priority action areas identified in the Government’s ‘Tackling 
Health Inequalities – a programme for action’. 

·  Improving early years support for children and families, - the development will 
provide a full range of facilities for young children and families, a new children’s 
centre, new nursery places in the new schools and flexible childcare space for 
private, community and/or voluntary sector providers. 

·  Improving social housing and reduced fuel poverty amongst vulnerable 
populations - the development will provide new modern homes for residents of 
the Whitefield Estate, at least 1,000 additional affordable homes and highly 
energy efficient housing across the site. 

·  Improving educational attainment and skills development among 
disadvantaged populations - the development will provide three new school 
buildings providing extended services for the local community, and provision for 
adult learning. 

·  Improving access to public services in disadvantaged communities in urban 
and rural areas - the development will provide an improved network of public 
transport across the site,  a new train station, a new bus station, new road 
network reducing travel times and co-located public services ensuring easy 
access.  

·  Reducing unemployment - the development will house up to 30,000 jobs 
demanding a full range of skills, from entry level ancillary support services, 
through retail to high skill jobs in a new commercial quarter.   The Development 
Partners are working with LB Barnet and a consortium of education and 
training providers to ensure that local people can access these jobs.  

Impact Assessment 

1.20 Overall, there is a net benefit in the determinants of health as a result of this 
development. New public services, jobs, education and care facilities, high 
quality housing including affordable units, and an improved environment all 
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contribute positively to the health of the population at Brent Cross Cricklewood.   
The next step is to work with LB Barnet and the PCT to identify actions which 
can help ensure that these benefits are maximised particularly for those 
residents most at risk from poor health.  
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2  Introduction  
 
2.1 The London Health Strategy1 states: 
 

“Health and regeneration are inextricably linked, and must be pursued together” 
 
2.2 This Health Impact Assessment aims to set out a holistic perspective of health 

issues surrounding the regeneration of Brent Cross Cricklewood.  

2.3 The assessment begins with a literature review of relevant national and borough 
level health policy and guidance, focusing on both improving the health of the 
population and on how healthcare services, primary in particular, are provided. 
There then follows a population profile using statistical health indicators, 
particularly those which reflect the policy priorities, together with socio-economic 
indicators.  

2.4 The health impacts of the scheme are then assessed. These are separated into 
three sections: 

·  Those impacts which can be directly related to health – this will draw on 
information from various technical assessments carried out by specialist 
consultants.  

·  Impacts on demand for healthcare services 
·  Impacts on the broader determinants of health (as defined by the London 

Health Observatory) 
 
2.5 As part of the HIA process a workshop was held which involved key health 

stakeholders. The purpose of this workshop was to discuss the potential effects 
of the development proposals upon health in the three areas of impacts outlined 
above. The outcomes of this workshop are reflected throughout the impacts 
section of this document, and a note of the workshop is included as an appendix.  

2.6 The significance of these impacts are assessed either using data included as 
part of a specialist assessment, or set against policy and baseline conditions 
where appropriate.  

2.7 The report will conclude by recommending any mitigation measures which are 
identified after the impacts are considered, including those measures identified 
through the specialist assessments.  

 

                                                 
1 The London Health Strategy, Outline Strategic Framework, 2000, London Health Commission 
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Background to HIA and the Approach 
 
2.8 The World Health Organisation European Centre for Health Policy defines 

Health Impact Assessment (HIA) as: 

“a combination of procedures or methods by which a policy, program, or project may be 
judged as to the effects it may have on the health of a population.”. 

 
2.9 The earliest uses of HIA as a tool for assessing health implications were where 

HIA was used to assess the health impacts of policies at a European and 
subsequently a national level. This has filtered down through to regional and 
local authority level in the UK. Increasingly however, agencies have seen HIA as 
a tool which is capable of being used on individual development proposals.  

2.10 Health is defined by the World Health Organisation’s (WHO) as: 

“A state of complete physical, mental and social well being and not merely the absence 
of disease or infirmity.” 

 
2.11 The Lalonde Report of 1974, ‘A New Perspective on the Health of Canadians,’ is 

one of the earliest reports which sets out the ways that health is about more than 
just biological factors. It identified four related influences over health – biology, 
environment, lifestyle and access to healthcare services. This is important in 
highlighting that, since biological factors cannot be altered, the influence of 
changeable factors such as the environment, lifestyle and access to health care 
services means the health of a population can be affected by human activity.  

2.12 It is also important to recognise that these changeable factors are experienced in 
different ways by different people. The importance of addressing such health 
inequalities was recognised by the Government in the White Paper ‘Saving 
Lives: Our Healthier Nation’2 which identifies the need for a focus on the social, 
economic and environmental determinants of health within policy making.  

2.13 The London Health Commission (LHC) was established by the Mayor of London 
in 1999 to prioritise health and the reduce health inequalities through policy and 
decision making. The LHC recognises the wider determinants of health model 
developed by Dahlgren and Whitehead3. This states that there are four factors in 
addition to biological determinants: 

·  General socio economic, cultural and environmental conditions 
·  Living and working conditions 
·  Social and community influences 
·  Individual lifestyle factors 

                                                 
2 Department of Health, White Paper, Saving Lives: Our Healthier Nation, 1999 
3 Stockholm, Institute for Futures Studies Dahlgren G and Whitehead M, Policies and strategies to promote social 
equity in health, 1991  
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2.14 In essence, HIA attempts to examine the impact of proposals upon these wider 

determinants of health. This influences the format and content of this HIA; the 
policy review examines policy which relates not only to the provision of 
healthcare services, but to the improvement of health indicators of the 
population. Similarly, the baseline analysis establishes a background picture of 
health, not only through data relating directly to people’s health, but to socio-
economic factors which can influence health indirectly. Finally, when assessing 
impacts, this HIA looks not only at impacts which can be directly attributed to 
health, such as demand for healthcare services, but those which relate to the 
wider determinants of health.  



 

9 

3 Policy Context  
 
National Directives 
 
3.1 This section examines the overarching priorities for health which shape policies 

at the regional and local levels. Health policy develops quickly at both the 
national and local levels. This policy context examines what are seen to be the 
key documents affecting health as well as healthcare. A vast body of guidance 
on implementation has been issued to reflect the aspirations of these documents 
and this is not covered here; what is important in this context is to examine the 
overall direction of policies on health.  

Saving Lives: Our Healthier Nation 

3.2 ‘Our Healthier Nation’ was a White Paper launched in 1999. Its publication 
marked a new approach to the health of the nation by the Government and 
represented what was the first comprehensive Government plan for health. The 
Paper focuses on the four main causes of death in the UK and sets a series of 
targets related to reducing death by these causes: 

·  Cancer – reduce the death rate in people under 75 by at least a fifth 
·  Coronary heart disease and stroke – reduce the death rate in people under 

75 by at least two fifths 
·  Accidents – reduce the death rate by at least a fifth and serious injury by at 

least a tenth 
·  Mental illness – reduce the death rate from suicide and undetermined injury 

by at least a fifth 
 
3.3 By achieving these targets the Government hopes to prevent up to 300,000 

‘untimely’ and ‘unnecessary’ deaths. The paper sets out a series of ways in 
which the Government is tackling these issues: 

·  An increase in funding in on previous years 
·  Tackling smoking  
·  Integrating central government and local government work to improve health 
·  Making health improvement a key role for the NHS 
·  High health standards for all, not just the privileged few 

 
3.4 A key ‘belief’ of the White Paper is that “the social, economic and environmental 

factors tending towards poor health are potent” and that “people can make 
individual decisions about their and their families’ health which can make a 
difference”. This also marks the encouragement of a new approach to health, 
whereby people, communities and government work together to improve health. 

3.5 The Paper states that people can improve their own health through lifestyle 
choices such as quitting smoking, eating more healthily and increasing physical 
activity. In addition, the health of  communities can be improved by tackling 
poverty, low wages, unemployment, poor education, sub-standard housing, 
crime and a polluted environment. These factors are most important in deprived 



 

10 

areas and the paper states that “the most disadvantaged have suffered most 
from poor health”.  

3.6 In addition to individual and communities’ actions to encourage better health, the 
NHS was also reoriented to ensure that health improvement is for the first time, 
integrated into the delivery of health care.  

Our health, Our care, Our say – a new direction for community services 

3.7 This White Paper was published in 2006 and outlines a shift in emphasis for 
healthcare services, moving them away from large hospitals and secondary care 
settings, towards community and primary care settings.  

3.8 The Paper sets out four main goals which it aims to achieve: 

·  Better prevention services with earlier intervention 
·  More choice and a louder voice for people 
·  More work on tackling inequalities and improving access to community 

services 
·  More support for people with long term needs 
 

3.9 Underpinning these aims is the need to achieve a more personalised and 
accessible healthcare system which focuses on the needs of individuals and 
communities. This includes focusing the services offered at a community level 
upon the health issues which are most prominent in that area.  

3.10 The Paper goes on to discuss six initiatives as a means of pursuing the goals 
listed above. They are summarised below: 

·  Practice Based Commissioning - giving GPs more responsibility for local 
health budgets and encouraging networks of individual practices to work 
together in providing community services for people outside of their 
registered list of patients. This will include a focus on prevention of illness, 
not just treatment.  

 
·  Shifting resources into prevention - promoting the notion of health and of 

prevention, which it describes as “a shift in the centre of gravity of spending”. 
This involves leaving hospitals to treat illness and for other services to be 
moved closer to where they are needed most. The refocus must take 
account of changing demographics in the population.  

 
·  More care undertaken outside hospitals and in the home - this represents the 

key initiative to place more acute and secondary treatments into primary care 
settings. Targeted services might include dermatology, ear, nose and throat 
medicine, general surgery, orthopaedics, urology and gynaecology.  

 
·  Better joining up of services at the local level - integrating primary and social 

care commissioning in order to achieve a more streamlined system. This 
requires closer co-operation between Primary Care Trusts (PCTs) and local 
authorities.  
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·  Encourage innovation - greater patient and user choice may act as a prompt 
for innovation as services are refocused to become more suited to the 
population being served by them.  

 
·  Allowing different providers to compete for different services - increasing the 

procurement of doctors in order to offer improved levels of patient choice. 
This will also be particularly important in addressing the varying ratios of 
doctors per head of population in different areas of the country. Removing 
barriers to entry for the ‘third sector’ is cited as an approach to encourage 
this process.  

 

Tackling Health Inequalities – a Programme for Action 

 
3.11 This ‘Programme for Action’ was developed to tackle health inequalities over a 

three year period and was launched in 2003.  

3.12 The findings of the Treasury-led Cross Cutting Review (CCR) provide the 
backbone of the Programme for Action. The CCR examined how Government 
spending could best be applied to reduce health inequalities, by reviewing a 
series of existing Government programmes including: Sure Start; the National 
Strategy for Neighbourhood Renewal; UK Fuel Poverty Strategy and the NHS 
Plan.  

3.13 A key ‘lesson learned’ from the CCR was that above all, integrating health 
inequalities into the mainstream of service delivery is central to progress and that 
targeting the most disadvantaged groups and areas was key. In addition, it was 
recognised that national standards need “to support a mix of local services to 
meet a diversity of local need”.  

3.14 The report identified that action taken on the following areas across government, 
would have the greatest impact in tackling the underlying determinants of 
inequalities: 

·  Improvements in early years support for children and families 
·  Improved social housing and reduced fuel poverty amongst vulnerable 

populations 
·  Improved educational attainment and skills development among 

disadvantaged populations 
·  Improved access to public services in disadvantaged communities in urban 

and rural areas 
·  Reduced unemployment 

 
3.15 In addressing these issues, the Programme for Action states that “health 

inequalities are stubborn, persistent and difficult to change” and that they will 
continue to widen unless addressed.  

3.16 The document describes five principles for how health inequalities will be tackled 
in practice: 
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·  Preventing health inequalities getting worse by reducing exposure to risks 

and addressing the underlying causes of ill health 
·  Working through the mainstream by making services more responsive to the 

needs of disadvantaged populations 
·  Targeting specific interventions through new ways of meeting need, 

particularly in areas resistant to change 
·  Supporting action from the centre by clear policies effectively managed 
·  Delivering at a local level and meeting national standards through diversity of 

provision 
 

The NHS Plan 

3.17 The NHS Plan was published in 2000, and sets out the Government’s strategy 
for investment in the NHS, where increased funding is accompanied by reform. 
The overall emphasis of the Plan is to establish a health service designed 
around the patient.  

3.18 The Plan states that the performance of local health bodies will be monitored 
and reported on by the Commission for Health Improvement, an independent 
inspectorate. The performance of each local body will influence the way in which 
it receives funding, rewarding high achievers, but prompting intervention in poor 
performing areas also.  

3.19 Social services, run by local authorities, will work together with the NHS to 
ensure there is more cooperative working in the area and that there are no gaps 
between the health care and social services which may follow once the patient 
no longer requires NHS treatment 

3.20 On Primary Health Care, the Plan sets out a target for patients to be able to see 
a GP within 48 hours. In addition, waiting times in accident and emergency 
should be reduced and the waiting times for outpatient appointments will be 
three months and for inpatients six months.  

3.21 For the first time, the Plan establishes inequalities in health as a priority issue, 
and to reduce inequalities the Plan states that the NHS will: 

·  Increase and improve primary care in deprived areas; 
·  Introduce screening programmes for women and children; 
·  Step up smoking cessation services; and 
·  Improve the diet of young children by making fruit freely available in schools 

for 4-6 year olds.  
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Local Policy 
 
Delivering Health in Barnet – The Patient Commissioning Prospectus 2008/09  
 
3.22 Barnet Primary Care Trust has a series of overarching aims: 

·  To address health inequalities and improve health  
·  To commission specialist, acute, primary and community services on behalf of 

the local population  
·  To provide a focus for the development and improvement of primary care 

services, engaging all professional staff groups, other partner agencies, 
patients and the public.  

·  To provide generalist and specialist community-based health services for 
children and adults from community hospitals, health centre and clinics, 
primary care surgeries and within peoples homes. 

  
3.23 In addition, the Prospectus sets out further issues for improving health and 

health care services, and aims to: 

·  Ensure the long term improvement in the health of children, adults and older 
people 

·  Lead sustainable change, making a real difference to the community’s health 
and social well-being. 

·  Create a long lasting legacy of good health for future generations 
 
Barnet PCT Commissioning Strategic Plan 2007/08.  
 
3.24 The Barnet PCT Commissioning Strategic Plan 2007/08 (CSP) is a five year 

commissioning strategy that provides an analysis of the current provision NHS 
health of services within the borough, the planned activity and spends in future 
years.  This is supported by an evaluation of the public health need and 
demographic changes occurring within the population. 

3.25 In setting out some of the key issues, it’s acknowledged that Barnet is a growing 
borough and that over the next 5 years there will be a significant increase in the 
number of people moving into the area.  This will have an impact on local 
services and highlights the need to ensure sufficient capacity to meet demand. 

3.26 In addition, the age of the Barnet population and the increases in life expectancy 
suggest there will be an increase in the number of people with high dependency 
needs requiring support for long term conditions and palliative care – albeit some 
of these conditions may be avoidable with early intervention or prevention 
programmes. 

3.27 Central to the future delivery of health services is the development of community 
and primary care services in line with the direction of travel outlined in the 
national guidance ‘Our Health, Our Care, Our Say, A New Direction for 
Community Services (January 2006) ’with a specific focus on access which will 
require greater flexibility in how services are commissioned and delivered. 
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3.28 The PCT also aims to reduce hospital referrals and will look to encourage the 
development of basic diagnostic facilities in a primary care setting. The benefits 
of increasing the level of community based care is to reduce pressure on 
secondary care services in hospitals and to bring care nearer to home.  

3.29 The population served by Barnet PCT could increase by 70,000 by 2016 
according to GLA estimates.  The overall thrust of the service provision strategy 
to meet this increasing demand is to cluster primary care services in defined 
spatial areas, as described in the ‘Paper for the Professional Executive 
Committee ‘Routes for Primary Care Provision’ (February 2005).  

Choosing Health 

3.30 The Strategic Service Delivery Plan 2005-2008 sets out ways in which the PCT 
is aiming to improve the health of the population, not just the standard of 
healthcare. This is in line with the national health White Paper, ‘Choosing Health’ 
which was developed subsequent to the Wanless Report, ‘Securing Good Health 
for the Whole Population: Population Health Trends’. The broad aim of the 
Wanless Report and the White Paper which followed was to refocus the NHS on 
improving health and not just on treating disease.  

3.31 The PCT’s overall priority remains to reduce the number of people who smoke. 
This has a multitude of beneficial health implications for individuals, not only in 
avoiding disease caused by smoking, but improving success rates during 
treatment, reducing the length of stay in hospital post-operation and reducing the 
effects of passive smoking on non smokers.   

3.32 Other lifestyle factors are also targeted by the PCT. These include helping 
people to eat more healthily, avoid being overweight or obese, avoid excess 
alcohol, and to exercise.  

Primary Care Strategy 

3.33 The Primary Care Plan (PCP) published in 2002, underpins the approach to 
primary care in Barnet. The PCP identifies a series of service objectives which 
shape the provision of primary care services in the Borough. These are 
summarised as: 

·  Providing patient centred services 
·  Greater integration of primary, secondary, community and other care 

services 
·  Providing accessible services 
·  Providing services through a ‘hub and spoke model’4 
·  Delivering service transformation – supporting services including estates and 

IT 
·  Working with clinicians to improve the way services are delivered 

 

                                                 
4 The Hub and Spoke model is a three-level service delivery model, consisting of Community Hospitals as the main hub, supported by 
Primary Care Centres and finally Independent Contractors (GPs, dentists, pharmacists and opticians). The model encourages the 
flexible provision of healthcare in the community through adaptable working arrangements between the three levels.  
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3.34 In addition to these objectives, Practice-based Commissioning (PbC) is also 
cited as a method for encouraging flexible working arrangements between 
healthcare providers. This initiative works through clusters or individual practices 
agreeing to provide extended services as part of a network, thus reducing the 
need for all providers to develop additional expertise.  

3.35 It is also recognised that premises are key to allowing practices to provide 
services to larger populations than their own registered population. The PCP 
calls for high quality and flexible space to be developed in order to ensure the 
delivery of primary healthcare objectives.  

Emerging Policy 

3.36 Healthcare for London, 2007, a report by Sir Ara Darzi commissioned by the 
NHS, points to a extended model of localised service delivery for healthcare in 
London, with a broader range of services delivered by new Polyclinics.  

3.37 These new clinics would carry out up to 50% of services currently delivered in 
hospitals, with the aim of relieving pressure on hospitals and reducing the 
distances patients have to travel to receive secondary healthcare.  

3.38 This differs from a simple model of co-locating GPs into larger premises, and 
focuses instead on the range of services on offer, including ante-natal care and 
diagnostics including x-rays.  

3.39 Hospitals would then deliver traditional Accident and Emergency services, 
alongside major operations and specialist treatments.  
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4 Baseline  
 
4.1 The section sets out the current baseline conditions in Barnet and compares 

them to wider regional and national trends. The conditions examined here are 
set out under 5 themes: demographics; economic conditions; housing conditions; 
health conditions and deprivation.  

Demographics  

Population 

4.2 According to the 2007 ONS Mid Year Estimates, the population of Barnet was 
338,600. This population is on average well educated and ethnically diverse. 
This area has relatively low levels of social housing, unemployment is low and 
the percentage of the working age population that economically inactive it lower 
the national averages.  

Ethnicity  

4.3 Barnet, like London, has an ethnically diverse population. However, at 6% of the 
population Barnet has a smaller proportion of black residents than London 
(11%). Both Barnet and London show higher levels of ethnic diversity than 
England and Wales.  

 
Figure 1:   Ethnicity  
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Religion 

4.4 Barnet has one of the highest Jewish populations of any local authority in 
England and a relatively high Hindu population. Provision of new services will 
need to be sensitive to the needs of these residents.  

Figure 2:   Religion  
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Source: 2001 Census 
 

Age Profile 

 
4.5 Barnet’s age profile is similar to the national average. Barnet has a marginally 

higher proportion of residents over 65 than the London average.  

Figure 3: Age Profile 
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Qualifications 

4.6 Barnet has an exceptionally well educated population with 35.5% of residents 
holding level 4 and 5 qualifications. At 19.6%, Barnet has a lower proportion of 
residents with no qualifications compared to London and national averages.  

Figure 4: Qualifications  
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Occupational Breakdown 

4.7 The top three occupations for residents in Barnet are; Managers and Senior 
Officials, Professionals, and Associate Professional and Technical. These 
account for 20%, 19% and 17% respectively of occupations. These figures 
reflect the fact that Barnet has a generally higher skilled population in 
comparison to London and national levels.  

Figure 5: Occupational Breakdowns 
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Earnings 

4.8 Residents in Barnet are on average well paid. Gross earnings of residents in 
Barnet are above London levels and significantly higher than the national 
average. 

Table 1: Gross Earnings £ 

Location Barnet London England 
Weekly pay - gross 555.4 540.8 451.6 
Annual pay - gross 29,235 28,920 23,824 

Source: Nomis – Annual survey of hours and Earnings  
 

Economic Conditions 

Economic Activity 

4.9 The percentage of the working age population in Barnet that is economically 
inactive is roughly in line with the London and national averages (32%, 32% and 
33% respectively).  

 
Figure 6: Economic Activity  
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Unemployment  

4.10 At 2.4%, Barnet has a marginally lower claimant count rate than the national 
level at 2.6%. However, it is significantly lower than London with claimant count 
at 3.2% of the population.  

 
Figure 7: Unemployment 
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Source: NOMIS, May 2007 
 

Crime 

4.11 Crime in Barnet is low by London standards but high by national rates of 
according to “Notifiable Offences Recorded by the Police 2004-2005”. Barnet 
has 53 crimes per 1,000 people compared to 40 nationally and 61 in London. 
Barnet has lower levels of violence against the person as a proportion of total 
crimes committed than London and national levels. Theft from a motor vehicle 
and burglary in a dwelling are respectively the second and third most common 
crimes in Barnet.  

 
Table 2: No of crimes per 1,000 people 

Location Barnet London England 
Crimes per 1,000 53 61 40 

Source: Notifiable Offences Recorded by the Police, 2004/2005 
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Figure 8: Notifiable Offences  
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Source: Notifiable Offences Recorded by the Police, 2004/2005 
 
Housing Conditions 

Housing Tenure 

4.12 Barnet has a lower proportion (15%) of social housing than London (26%) and 
national (20%) levels.  

Figure 9: Housing Tenure  
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Source: 2001 Census 
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Overcrowding 

4.13 On the Census definition5, levels of overcrowding in Barnet are higher than 
national levels, but remain lower than London. The total level of overcrowding at 
the national level is 7% of all households. The total level of overcrowding in 
London is 17% of households, in Barnet this figure stands at 13%. The level of 
overcrowding in private housing is similar in both Barnet and London both at 
around 9%. The level of overcrowding in social housing in Barnet is significantly 
lower at 4% than in wider London at 7.6%. 

Figure 10: Overcrowding 
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4.14 Figure 11 below shows overcrowding of household in all London boroughs. 

Barnet (shown in yellow) is well below the average level of overcrowding in 
London and is the 12th least overcrowded borough.  

Figure 11: Overcrowding in all London Boroughs 
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5 Persons per habitable room measure (excludes kitchens, bathrooms etc). More than one person per habitable room is 
considered overcrowded.   
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Central Heating 

4.15 In Barnet 5.1% of households do not have central heating. This figure is lower 
than both the London and national averages which are 7.7% and 8.5% 
respectively.  

 
Figure 12: Central Heating 
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Source: 2001 Census 
 

Health Conditions 

Mortality Ratios 

4.16 Barnet has a lower standardised mortality ratio than the London and national 
average. In Barnet 87% of deaths expected each year occur in comparison to 
98% and 99% in London and England and Wales respectively.  

Figure 13: Standardised Mortality Ratios 
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Source: The Information Centre, 2006, Neighbourhood Statistics 
 

Life Expectancy  

4.17 Life expectancy at birth in Barnet is higher by almost 2 years for both males and 
females than London and national levels.  

Figure 14: Life Expectancy 
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Source: Health Statistics Quarterly (No. 32, Winter 2006) 
  

Limiting Long Term Illness 

4.18 The percentage of the population living with a limiting long term illness in Barnet 
is lower at 14.6% than both London (15.4%) and national (17.9%) levels.  

 
Figure 15: Limiting Long term Illness  
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Teenage Conceptions 

4.19 Barnet displays lower rate of teenage conceptions than both the wider London 
and national trends. However, between 1998 and 2005, there has been a 17.3% 
increase in the rate of teenage conceptions in Barnet, compared to a 12.7% and 
11.8% drop in the rates for London and England respectively.  

Figure 16: Teenage Conceptions 
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Source: 2005 Figures, The Department of Health, released February 2007 
 

Lifestyle Factors 

4.20 This section looks at an area made up of Barnet and its surrounding five London 
boroughs; Brent, Camden, Enfield, Harrow and Haringey.   

4.21 Enfield, Harrow and Barnet give an outer London sample of London trends 
whereas Brent, Camden and Inner Haringey are more representative of inner 
London trends. The figures for Deaths from smoking, heart disease and stroke 
and cancer above are given for the time period from 2002–2004. The figures for 
alcohol related stays in hospital are given for a longer time period of 1998–2003.  

4.22 Barnet and Harrow display similar levels of lifestyle health indicators, overall 
these are the lowest in the wider 6 borough area. Barnet displays lower levels of 
early deaths caused by smoking, heart disease and stroke than all other spatial 
levels considered here. The Barnet and Harrow figures for early deaths caused 
by cancer are principally in line with each other and are the lowest in the 6 
borough area. Camden shows the highest number of early deaths caused by 
cancer in this spatial scale. Barnet has a higher number of alcohol related stays 
in hospital then Harrow and Enfield. Camden has a significantly higher amount of 
alcohol related stays in hospital than the wider 6 borough area.  
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Figure 17: Lifestyle Factors  
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Table3: Lifestyle Factors 

 
Deaths - 
Smoking* 

Early Deaths - 
Heart Disease & 
Stroke** 

Early Deaths 
- Cancer** 

Alcohol 
related stays 
in hospital*** 

Period 02-04 02-04 02-04 1998-03 
Barnet 98.6 76.1 103.7 93.8 
Harrow 100.4 82.7 102.9 70 
Brent 112.6 99.3 109.3 105.9 
Enfield 116.1 92.2 115 84.7 
Camden 125.5 112.4 118.5 352.3 
Haringey 137.3 128.7 124 160.5 

Source: Department for Health, Accessed 2006 
 
Deprivation 

Deprivation  

4.23 The most widely accepted measure of deprivation is the Government’s Index of 
Multiple Deprivation (IMD) which is used to target a range of regeneration 
programmes locally and nationally. It is a compound measure based on a wide 
range of social and economic statistics. Deprivation is typically indicated as a 
relative measure, for example, those areas within the 10% most deprived in the 
country. The IMD had both an overall index and a series of sub categories, 
which are looked at in more detail below.  

4.24 The domains have been mapped, and are included as an appendix (1) at the 
end of this document.  
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Deprivation IMD 
 
4.25 The Government’s Indices of Multiple Deprivation 2004 data show that within the 

areas around Barnet there are pockets of acute deprivation i.e. in the 10% and 
20% most deprived areas in England. The Deprivation Map shows that Barnet 
has a small number of pockets of deprivation within the 20% most deprived in 
England. This map shows that Barnet has lower levels of deprivation than 
surrounding boroughs. 

Crime Domain 

 
4.26 This Domain measures the rate of recorded crime for four major crime themes – 

burglary, theft, criminal damage and violence – representing the occurrence of 
personal and material victimisation at a small area level. Barnet displays lower 
levels of crime deprivation than the surrounding boroughs. However, there are a 
number of pockets to the centre and southern areas of the borough that show 
high levels of crime deprivation. Analysis of the data shows that there are severe 
pockets of crime deprivation in the area in which the Development Site is located 
and to the south-west of the Site. Brent Cross Shopping Centre and the visiting 
population is likely to account for the higher rate of crime in the area.  

Education Domain 

4.27 The purpose of the Domain is to capture the extent of deprivation in education, 
skills and training in a local area. The indicators fall into two sub-domains: one 
relating to lack of attainment among children and young people and one relating 
to lack of qualifications in terms of skills. These two sub-domains are designed to 
reflect the ‘flow’ and ‘stock’ of educational disadvantage within an area 
respectively. That is, the children/young people sub-domain measures the 
deprivation in the attaining of qualifications, while the skills sub-domain 
measures the deprivation in the resident working age adult population. The map 
shows that there are severe levels of deprivation in this domain however Barnet 
does not display any areas of educational deprivation.  

Employment Domain 

4.28 This Domain measures employment deprivation conceptualised as involuntary 
exclusion of the working age population from the world of work. An analysis of 
the IMD data for the employment domain reveals that there are some small 
pockets of deprivation within Barnet. The closest incidence of severe deprivation 
is in the southern portion of the London Borough of Brent. 

Health Domain 

4.29 This domain shows areas with higher rates of people who die prematurely or 
whose life has been impaired by poor health or who are disabled. Analysis of the 
IMD data for this area shows that Barnet does not have any areas within the top 
10% or 20% most deprived in terms of health in England. There are however a 
number of areas displaying high levels of health deprivation in the surrounding 
boroughs.  
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Income Domain 

4.30 The purpose of this Domain is to capture the proportions of the population 
experiencing income deprivation in an area. Data for the Income Deprivation 
domains shows severe deprivation is affecting the Development Site itself as 
well as the immediate surrounding area. Barnet has a number of pockets of 
income deprivation, particularly to the western edge of the borough where the 
deprivation occurring is more severe than the rest of the borough. However, the 
occurrence of income deprivation is less extensive than in the surrounding 
boroughs.  

Living Environment Domain 

4.31 This Domain focuses on deprivation in the living environment. It comprises two 
sub-domains: the ‘indoors’ living environment which measures the quality of 
housing and the ‘outdoors’ living environment which contains two measures 
about air quality and road traffic accidents. From the map it can be seen that 
there are a number of small areas in Barnet within the top 10% and 20% of most 
deprived living conditions in England. There is a high incidence of pockets of 
severe deprivation adjacent to, and to the south east of the Site, particularly in 
the London Borough of Camden.  

Housing Domain 

4.32 This domain measures barriers to housing and key local services. Indicators 
used in this domain are divided into two categories; geographical barriers and 
wider barriers. Geographical barriers measure road distance to GPs, 
supermarkets or convenience stores, primary schools and post offices. Wider 
barriers include household overcrowding, barriers to social housing and 
affordability. In the north of the borough there is a relatively large area of housing 
deprivation that is ranked in the top 10% in England. There are a number of 
smaller pockets of severe housing deprivation around the borough particularly 
around the development. Barnet overall however, has less housing deprivation 
that the surrounding boroughs.  

 
Conclusion 
 
4.33 The baseline analysis shows that Barnet is performing well in comparison to 

wider regional and national trends. The borough as a whole is well educated and 
shows high levels of ethnic diversity. Barnet shows low levels of unemployment 
and economic inactivity in comparison to wider London averages. A large 
proportion of the population is employed in highly skilled and senior level 
occupations with a comparably lower amount of the population employed in 
manual and unskilled labour.  
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4.34 There is a smaller proportion of social housing in Barnet than London averages. 
Housing conditions in Barnet are of a higher standard then wider London trends 
with lower levels of overcrowding and housing without central heating.  

4.35 Health conditions in Barnet are above both the regional and national average 
with lower standardised mortality ratio, long term illnesses and teenage 
conception and higher level of life expectancy at birth. Barnet displays the lowest 
levels of poor lifestyle health factors when examined against its surrounding 
boroughs. Barnet as a whole shows low levels of deprivation. However, where 
concentrations of deprivation do appear these tend to occur to south-western 
edge of the Borough in areas surrounding the site.  
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5 Impact Assessment 
 
5.1 The impact assessment brings together three strands of impacts. These are 

assessed against the policy context and baseline where appropriate. The 
assessment builds a picture of how health is a cross-cutting theme which is 
impacted upon from a wide range of sources in different ways.  

5.2 The initial findings of the impact assessment were presented at a health 
stakeholders workshop. This workshop discussed the potential impacts of the 
scheme and the outcomes of this are reflected, where appropriate, throughout 
the following section.  

5.3 The three strands of the impact assessment are: 

·  Impacts derived from Environmental Impact Assessment (EIA - EIAs are 
required for major development proposals and those which are likely to have 
significant environmental impacts.  They cover the full range of likely 
environmental effects (both negative and positive) and aim to prevent, 
reduce and offset any adverse impacts.  Each section is produced by a 
specialist in the field.  The EIA for Brent Cross Cricklewood has been 
produced by ERM limited. Those effects which could have a direct impact on 
health have been identified as; noise and vibration, air quality and dust, 
contaminated land, microclimate and transport.  Each has a detailed and 
extensive report submitted as part of the Environmental Statement, the 
purpose of this section is to summarise these as they relate to health. 

 
·  The impacts on determinants of health – this section captures the impacts of 

the development proposals on the wider determinants of health such as 
lifestyle and quality of life.  

 
·  Impacts on demand for primary healthcare services – this section describes 

the increase demand places on primary care services and how the 
development meets this increase.  

 
5.4 Mitigation is described through the impacts section where appropriate and a 

summary of mitigation follows the impacts section.  

The Scheme 
 
5.5 A comprehensive scheme has been prepared which shows how this 151ha area 

can be transformed.   The new area will contain new neighbourhoods which 
include 7,500 homes, jobs, shops, open spaces, leisure and community facilities 
– together with a new mainline station and improved transport, to be delivered 
over the next 20 years. 

5.6 The table below shows the floorspace for each use contained within the 
application.  It also includes transport, infrastructure, open space and 
environmental improvements. The effects of the development have been 
assessed against these proposals. 



 

31 

Table 4: Proposed Floorspace  

 

SQM Gross External Floorspace 
(sqm) 

Residential (Class C3) 712,053 

Retail and related uses North of the A406 (Classes A1, A2, A3, A4 and A5) 78,133  

Retail and related uses South of the A406 (Classes A1, A2, A3, A4 and A5) 32,794 

Business (Class B1) 395,297 

Industrial/Storage & Distribution (Classes B2 and B8) inc rail and freight of 
which 6,500sq.m may be used within Use Classes B1, B2 and B8 as small 
units 

61,314 

Hotel (Class C1) 61,264 

Leisure (Class D2) 26,078 

Private Hospital (Class C2) 18,580 

Community Facilities (Class D1) 34,615 

Rail & Bus Station (Sui Generis) 2,533 

PFS (Sui Generis) 326 

TOTAL  1,422,987 
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Health Impacts Identified in EIA 
 
5.7 The Environmental Impact Assessment includes a series of chapters which 

identify impacts which in turn have health implications. Within the EIA format 
however, the health implications are not drawn out separately.   This section 
therefore sets out the health effects resulting from the technical assessments in 
the following disciplines: 

·  Noise and vibrations 
·  Air quality and dust 
·  Contaminated land 
·  Microclimate 
·  Transport 

Noise and Vibrations 

5.8 Noise and vibrations have tangible links to the health of a population, and in 
particular to sensitive receptors who live or work in close proximity to the source 
of noise and vibrations. A development on a large scale such as this, with new 
transport infrastructure, road layouts, traffic movements and construction 
activities, could give rise to a range of positive and negative impacts.  

5.9 The noise and vibration impacts arising from the development of this scheme 
come from three main sources; railways, road traffic and construction. These are 
addressed individually below.  

Railways 

5.10 There will be an increase in noise levels created by passenger trains, however, 
this will occur irrespective of the redevelopment of Brent Cross Cricklewood due 
to existing rail plans which seek to increase frequency and train length.  

5.11 At the health workshop, the increase in train frequency was raised as a concern. 
Sufficient mitigation will be needed to avoid negative health outcomes from this 
source.  

5.12 There will also be an increase in noise arising from the rail freight facility being 
built as part of the development. The net effect of this will be an increase in 
freight movements on the Brent Curve (a section of track to the north of the 
proposed freight facility, on the north western edge of the site) from 20 per day to 
27. This is likely to increase noise slightly, but not significantly.  

5.13 There will be an increase in noise levels from the freight facility through the 
operation of the crane and lorry movements. This activity will occur 24 hours a 
day and could affect the residents of the Railway Cottages Conservation Area. 
However, plans are in place to control noise levels to around 45dB and 
mitigation measures are described below.  

5.14 Finally, an expanded sidings area will be created adjacent to the rail freight 
facility and this will raise noise levels through increased train movements locally. 
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Residents living in Brent Terrace would be affected by this, so mitigation is 
included in the scheme design to offset these impacts. This is described below.  

 
5.15 Existing levels of vibration caused by freight train movements on the Brent Curve 

are assessed as acceptable. The increased number of train movements will lead 
to increased levels of vibration, but not to the ‘complaints probable’ level, as 
defined by BS6742 guidance6. Significant impacts are not expected.  

Road traffic  

5.16 The A406 North Circular road dissects the development and during the building 
period of the scheme, the road will be re-surfaced. It is possible to lay low noise 
road surfacing, achieving a reduction in noise of 2.5dB and in conjunction with 
TfL, this will be encouraged by the applicant.  

5.17 Changes in road noise as a result of the planned development are estimated to 
be an increase of around 3dB, which will not result in significant noise impacts. 
The effect of the low noise road surfacing will largely offset the impacts of this 
increase in traffic flow.  

5.18 Those residential units located closest to the roads will be designed to keep 
noise out. Details of this are included in mitigation measures, below.  

5.19 Open spaces will also be affected by the increase in noise. However, due to the 
scheme design, all the proposed open space areas will be relatively quiet and 
provide a peaceful environment within an urban area.  

Construction 

5.20 The assessment identifies the noisiest construction activities as: 

·  Road junction works – excavation and breaking, though only for a short time 
duration 

·  Demolition works – breaking, but over a short period of time 
·  Foundation works – excavation and bored piling 
·  General construction works – concrete mixing and pumping, lifting materials, 

cutting 
·  Bridge Construction – including bored piling and sheet piling 
·  River Brent Diversion works – excavation, lorry movements and dozers.  
·  Clitterhouse House Playing Fields – including grading machines, rolling and 

excavation 
·  Station works – excavation and concreting works.  

 
5.21 Night work will also be required for some junction improvement works which will 

lead to short term significant noise impacts locally.  

Noise and Vibration Mitigation 

                                                 
6 BS6472 ‘Guide to Evaluation of human exposure in buildings (1Hz to 80Hz)’.  
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Rail 

·  Maintenance of existing tracks will be brought forward in order to ascertain 
as to whether any noise or vibration effects can be reduced through track 
tamping (re-working the ballast between the sleepers of a railway track), rail 
grinding or track lubrication works. All these are intended to ensure a 
smoother passing of the train.  

·  Noise barrier-design perimeter fencing for rail sidings 
·  High level of noise insulation to reduce internal and external noise levels.  
·  A large landscaped acoustic screen on southern boundary of the rail freight 

facility. 
·  Lorries at the facility to be fitted with broadband noise reversing alarms rather 

than a bleeper. 

Road 

·  The use of non-noise sensitive development to screen sensitive development 
content – offering acoustic screening where possible, in particular to 
residential elements.  

·  In building design, where possible, non-sensitive noise areas within buildings 
will be located near noise sources (kitchens, bathrooms, lobbies etc). 

·  Where possible, architectural features such as balconies and facades will 
also be utilised to provide screening to windows sensitive to noise intrusion.  

·  In addition, noise insulation will be used where appropriate, together with 
either double glazing or wide airspace secondary glazing.  

·  Possibility of low-noise road re-surfacing during the project, in conjunction 
with TfL.  

 

Construction 

·  The site contractor will be required to comply with British Standard BS5228 
for minimising noise and vibration from the site. A Code of Construction 
Practice (CoCP) will also be agreed with LB Barnet.  

·  A programme of noisy construction events will be publicised and named 
contacts issued to deal with complaints for daytime and out of hours. 

·  Contractors will be required to use the quietest available type of plant 
available for all site operations. Phasing will also be used to avoid 
simultaneous noisy events where possible. 

·  Acoustic screen will be used around plant and equipment where possible. 
·  Where possible, equipment used during night works will be powered by 

mains electricity (thus avoiding noisy generators). 
·  Noise monitoring will be conducted throughout.  

 

Air Quality and Dust 

5.22 Air quality is a key influence in the quality of the environment in which a 
population lives. Emissions from transport and construction processes are the 
main source of pollutants.  
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5.23 Standards of air quality and emissions are set down through European 
legislation and these regulations form the basis against which the impacts are 
assessed. The standards set down a safe level of gases and particles in the air 
and allow a certain number of exceedences per year.  

5.24 The assessment of air quality and dust particulates looks at NO2 (Nitrogen 
Oxide) and PM10 (dust) emissions from rail, road and construction activities 
associated with the development at Brent Cross Cricklewood.  

NO2 

5.25 Levels of NO2 were monitored across a series of sensitive receptors in the 
development (residential areas near transport interchanges etc) and the 
assessment found that some areas will be exposed to higher levels of NO2, 
while other areas will see a reduction due to re-modelled road interchanges.  

PM10 

5.26 The assessment identified that the Scheme would result in only a small number 
of exceedences over the UK air quality standard – the most affected area is 
predicted to have one additional exceedence compared to existing conditions 
(the UK air quality objective allows for up to 35 exceedences). In some areas, 
the number of exceedences will be reduced compared to existing conditions.  

Air quality and dust mitigation 

5.27 The scheme proposals include a range of mitigation measures in order to 
minimise the impacts of the development upon air quality and dust. These 
include: 

·  Contractor arrangements regarding construction traffic such as: 
o No engines idling on site 
o Vehicle cleaning and wheel washing to minimise transfer of dust from 

the site 
o Ultra low sulphur diesel for non-road plant vehicles 
o Traffic movements around the site will be minimised and subject to 

speed limits 
 

·  Contractor arrangements regarding dust, such as: 
o Solid barriers around the site boundary 
o Dust causing activities located away from sensitive receptors 
o Water suppression or dust extraction fitted to drilling and grinding 

equipment 
o Drilling and excavation surfaces, debris piles, and surfaces which 

require clearing will be wetted, where appropriate 
o No bonfires will be allowed 
o Real time dust monitoring on site 

 

Contaminated Land 
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5.28 Contaminated land, particularly on a brownfield site such as Brent Cross 
Cricklewood, can have a range of impacts upon human health such as 
chemicals contained within the soil, potential releases of hazardous gases and 
through poisonous water sources.  

5.29 The contaminated land assessment carried out on the scheme has revealed that 
among the most sensitive receptors are construction workers who will be on site 
during the initial stages of construction. They may be exposed to the effects of 
soil contamination, surface water contamination, ground water contamination, 
contaminated dust and landfill gas. Without mitigation, these effects are 
considered as significant. Site neighbours may also be exposed to these 
hazards, but to a lesser extent.  

5.30 During the operational phase of the scheme, site users represent the main 
sensitive receptors to the impacts described above. The residual impact after 
mitigation, however, is not significant.  

Contaminated land mitigation  

5.31 Mitigation against the effects of contaminated land upon human health includes 
the following measures: 

·  Contaminated soil and surface water mitigation including: 
o Appropriate surface water control and remediation 
o Appropriate site controls for workers and protection of the built 

environment 
o Remediation/removal of significantly contaminated materials 

·  Contaminated dust mitigation including: 
o Appropriate site controls 
o Monitoring 

·  Landfill gas mitigation including: 
o Monitoring 
o Risk assessment and appropriate gas barriers, ventilation etc 

 
5.32 These measures, amongst a wider range of localised actions, will ensure that the 

impact of contaminated land on human health is negligible.  

Microclimate 

5.33 As a result of high density development, microclimate issues can arise, which 
may have an impact on health. These include impacts caused by changes to 
wind conditions, sunlight and daylight.  

Wind 

5.34 Tall buildings and structures can create tunnelling and down draught effects 
which may have an impact on safety and on people’s propensity to take part in 
leisure activities in the area.  
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5.35 The wind modelling for the Scheme has revealed that separate areas of the site 
will be affected in different ways. However, the assessment concludes that there 
are no safety issues as a result of the effects of wind.  

5.36 This is partly as a result of soft landscaping and the use of a porous fence along 
the northeast side of the railway track on the site.  

Sunlight 

5.37 Tall buildings can cause a lack of sunlight in built up areas, and this can affect 
human health by amongst other things, affecting mood and leisure activities.  

5.38 The assessment of sunlight is made at ground locations, (to assess sunlight 
which reaches the ground directly), and at façade locations, (to assess sunlight 
which directly reaches the sides of structures). 

5.39 Recommendations of best practice for sunlight availability were met at all façade 
assessment locations.   The assessment concluded that all best practice 
guidelines for sunlight exposure were met at all ground assessment locations 
surrounding the scheme.  However, sunlight availability was poor at three ground 
assessment locations within the site. This can be improved by increasing the 
spacing between the proposed buildings, or decreasing their roofline. (The 
details of exact buildings can be addressed with the use of conditions at the 
detailed design stage) 

5.40 Therefore, negative impacts on sunlight in the scheme can be mitigated through 
detailed design.  

Daylight 

5.41 Daylight is assessed at façade locations throughout the site. The majority of 
these locations met the recommendations of best practice guidelines for daylight 
availability. However, there were six façade locations which failed to meet the 
guidelines.  

5.42 In these locations, it is recommended that buildings are either located further 
away from each other, or that the height of the building causing the detrimental 
effect should be reduced.   Therefore, negative impacts on daylight in the 
scheme can be mitigated through detailed design.  

Transport 

5.43 The health impacts of transport on the Scheme can be classified into three main 
areas; safety impacts (personal injury accidents – PIAs); environmental impacts 
such as noise, vibrations air quality and dust; and finally health determinants 
(access to public services, public transport and permeability of the site etc).  

5.44 The environmental impacts of transport are covered in the noise and vibrations 
and the air quality and dust aspects of impact assessment, discussed above. 
The health determinants aspects are discussed below.  The remaining aspect, 
safety, is therefore assessed here.  



 

38 

5.45 The transport assessment of the Scheme has examined the major causes of 
accidents in the area and influenced transport solutions within the scheme which 
will contribute to a reduction in PIAs.  

5.46 Several major junctions will see improvement works which will improve safety, as 
a result of the redevelopment of Brent Cross Cricklewood including: 

·  A5/A406 junction:  
o Full signal control of all traffic movements 
o Segregated left turn lane for southbound A5 traffic to join the A406 
o Segregated southbound bus routes through the junction 
o Improved signing and lane delineation 

·  M1/A406 junction: 
o Increased number of segregated lanes for traffic to manoeuvre without 

passing through the junction 
o Full signal control to the roundabout at the centre of the junction 
o Improved signings, road markings and street lighting 
o Specific provision for cyclists and buses to avoid the main body of the 

junction 
 
5.47 A series of local roads and junctions will also be subject to improvements 

including new pedestrian crossings, signal controls, road realignment and 
improved signage and lighting.  

5.48 The revisions to highway layout have been designed with specific regard to road 
safety in general and to pedestrians and cyclists in particular, with segregated 
lanes where appropriate. Measures have also been taken to ensure that local 
roads within the development and in surrounding areas are not used for ‘rat-
running’ by through traffic.  

5.49 The net impact of the road improvements is to reduce the likelihood of accidents 
and therefore has a positive impact on the health of both existing and future 
residents and to visitors to the completed development.  
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Impact on Demand for Healthcare Services 
 
5.50 This section examines the impact of the development upon the demand for and 

supply of primary healthcare facilities in the local area. This section reflects 
relevant areas of the Social Infrastructure Strategy.  

5.51 The new population which will move into Brent Cross Cricklewood will place 
additional demand upon primary healthcare services. The developer proposes a 
series of healthcare facilities to meet this new demand.  

5.52 At the health workshop, it was noted that there was a need to respond to 
increased health needs in the area, with improved service delivery. This would 
include temporary and long term delivery solutions.  

5.53 In order to establish a baseline and to identify current gaps in provision, three 
reports were produced in 2005/6 which informed this strategy – Leisure, 
Community and Cultural Facilities (LCCF), Health, and Education.  Each 
included an audit of existing provision.   The findings of these reports and the 
population models which they apply have been brought together into a Social 
Infrastructure Strategy which is being submitted with the planning application 
alongside this Health Impact Assessment.  Summarised below are the key 
contents of this strategy as they relate directly to health. 

Baseline  

5.54 Map 1 shows health provision within 1km of the site, in addition to which GPs 
premises in Hendon, Golders Green and Hampstead Garden Suburb were 
included to complete the picture of existing local services. 

5.55 It demonstrates that there are a large number of facilities in the area, although 
none within the regeneration site itself. The site is particularly well served by 
opticians, with a cluster of five based within Brent Cross shopping centre – which 
clearly takes customers from a wide catchment area.  An analysis of GP patient 
lists showed that the average number of people per GP in the area is 1,739, 
which is close to the PCT’s target of 1,700 patients per full-time GP. The location 
of the health facilities shown on the map has been verified by the PCT. 
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Map 1:  Health Facilities  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© Crown Copyright 2007. All rights reserved. Ordnance Survey Licence number 100042404. 
 

Additional Needs Arising from the Development Proposals 

 
5.56 In order to assess the potential impacts of the development, a bespoke 

population and child yield model was produced as part of the development of the 
Leisure, Culture and Community Facilities, Health and Education studies.  Two 
main data sources have been used for the population modeling – the 2001 
Census and the National Housing Federation CORE lettings data for social 
housing. 

5.57 The model identifies for each type (house or flat), tenure (private, intermediate, 
social rented) and size of property a total population, and age specific population 
yield.  The application includes a proposal for 15% affordable housing, with the 
affordable split on a 70:30 ratio between social rented and intermediate housing.  
However, this will be reviewed as the development happens to see whether 
additional affordable housing becomes commercially viable. 

 
5.58 For this reason we have assessed in this report a range of affordable housing 

from 15% at a 70:30 split to 30% at a 50:50 split to ensure that the social 
infrastructure provision can cope with the identified range. 
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5.59 Table 5 sets out the projected population on this basis. 

Table 5 - Summary of Population Projection 

Age group Population 

Total children (0-15) 1,613 to 1,902 

 Pre-school 555 to 725 

 Primary 703 to 953 

 Secondary 356 to 507 

16-59 years 10,244 to 9,742 

Over 60s 1,397 to 1,328 

 Of which, over 

65 1,104 to 1,050 

Total population 13,255 

 
 
 
5.60 The results show a relatively low occupancy level, which is what would be 

expected for high-density flatted developments. This typically attracts a 
significant proportion of small households. 

5.61 Barnet PCT currently has a target of no more than 1,700 people per GP. 
Applying this ratio to the forecast population of the development suggests that 
around eight GPs will be needed to serve the new population. 

5.62 For other primary healthcare services, the low proportion of older adults, and the 
fact that the age profile of children is biased towards the youngest age groups, 
suggests that demand is likely to be more for health visitors than for district 
nurses.  More generally, the high proportion of people aged 16-59 may mean 
that the overall demand for primary healthcare could be below the average for 
the borough, as these age groups tend to be in better health. 

5.63 For the original health study Barnet PCT identified a range of other staff, from 
nurses to physiotherapists, who could be needed to service the new population. 

5.64 The modelling indicates a need for around 11 health staff in addition to the 8 
GPs. This forecast is based on an extrapolation of current staffing levels in the 
borough, adjusted to reflect the projected age profile of the development.  This 
list does not include all the NHS staffing groups or those services provided by 
voluntary groups.  This estimate is based on current models of service and, 
therefore, will be subject to change over time. The PCT also estimates that a 
community mental health team of 3 people would also be needed to serve the 
new development. 

5.65 In addition to the new resident population, the development is also forecast to 
bring a significant new working population to the area. While for GPs people 
generally register near where they live, the working population may increase 
demand for other services such as pharmacies, dental practitioners and 
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opticians.  This working population will increase as further phases of 
development are delivered and, with the increased emphasis on choice 
promoted by the Government, has the potential to further increase local demand 
for services.   This will need to be monitored over the lifetime of the development 
to assess any impacts on provision. 

 
Table 6. Additional Demand for non-GP Health Staff 

 
Full time equivalent 
staff 
 

Health Visiting 2.4 

District nursing 2.6 

Pediatric speech therapy 1.3 

Pediatric occupational 
therapy 0.3 

Pediatric physiotherapy 0.4 

Adult speech therapy 0.6 

Adult occupational therapy 1.0 

Adult physiotherapy 1.5 

Dietetics 0.2 

Podiatry 1.0 

Total 11.3 

Source: Barnet Primary Care Trust 
 
5.66 To assess requirements for adult social services we have similarly used 

information on current staffing levels supplied by LB Barnet and related this to 
current population. This has then been extrapolated to the forecast population of 
the new development. The results are shown in Table 7 below. These numbers 
include both social workers and community care officers. 

5.67 The majority of the projected staff requirements indicated in the table has been 
based on the total forecast increase in population from the development. The 
older adult and hospital assessment teams have been based on the number of 
people forecast to be aged 65 years and over. 
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Table 7:  Adult Social Services Staffing Needs 

Category of staff 
Additional staffing 
requirements 
(full time equivalents) 

Older adult assessment teams 1.2 

Occupational therapists 0.8 

Hospital assessment 0.5 

Mental Health 1.3 

Sensory impairment & physical 
disabilities 

0.7 

Managers 0.6 

Total 5.1 

Source: Hunt Dobson Stringer from Barnet Social Services staffing data 
 

Pharmacies, opticians and dentists 

5.68 The PCT has less involvement in establishing the facilities required for 
pharmaceutical services, optometry and dental services, but does have a 
regulatory responsibility with regard to the provision and operation of these 
services.   

5.69 Pharmacists are now undertaking health screening services, counselling and 
health advisory services. This aspect of their work will continue to expand. The 
PCT’s aim is for the location of a pharmaceutical outlet based alongside, or in 
close proximity to, a new primary care centre. 

5.70 Experience elsewhere suggests that it can be difficult to sustain pharmacies that 
are based within a primary care centre and dedicated to dispensing 
prescriptions. The PCT’s preference was for a pharmacy that is adjacent or close 
to the primary care centre is therefore likely to be more viable, as pharmacy 
services can then be combined with a broader retail offer. Such premises are 
provided on a commercial basis. 

5.71 For large shopping centres (such as Brent Cross) which serve a wider than local 
population, there are exemptions from the PCT’s controls over the establishment 
of pharmacy outlets7. 

5.72 For dentistry, the key issue is often not premises, but securing dentists willing to 
undertake NHS work. This is a problem in many parts of London and a solution 
is likely to be dependent on changes at a national level. Since April 2006, PCTs 
have had responsibility for commissioning primary dental services to reflect local 

                                                 
7 DoH, Control of Entry Regulations, 2005 
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needs and priorities.  This includes agreeing and monitoring local contracts with 
dentists or corporate bodies for the delivery of primary dental services. 

5.73 As was highlighted in the audit, Brent Cross is already well served by opticians, 
and it is unlikely that additional provision will need to be planned for this. 

Adult social services 

5.74 For adult social services, LB Barnet has expressed a strong preference for staff 
to be based within the primary care centre. They have also noted that an 
increase in out-reach working with a higher proportion of staff working in the 
field. Technology is now enabling electronic storage of data on hand-held 
terminals. The actual space requirements for the staffing levels projected are 
therefore quite small – likely to include “hot-desking” facilities and storage space, 
to be shared by different members of the team. 

Policy Drivers 

5.75 In terms of detailed guidance (on space standards) there are no nationally set 
space standards for GP surgeries. It is widely acknowledged that the more 
traditional model of GP surgery – in particular the conversion of a house – is no 
longer acceptable provision and that modern facilities where patients can access 
a broad range of primary care and community services is the preferred objective.  
The Health Strategy reviewed recent developments of large primary care centres 
which serve a population of 13,500-14,000 people – very similar to that forecast 
for the Brent Cross Cricklewood development. They vary in how many other 
facilities they include, and so vary in size from 1,100 to 2,500 sqm. 

Summary 

5.76 The Development at Brent Cross Cricklewood would generate direct demand for 
an 8 GP surgery and perhaps 16 additional primary care staff.  There is also the 
potential for around 8 adult social services staff. 

5.77 The PCT has broader aspirations to provide a large primary care centre, serving 
a wider population than that of the new development, in a location accessible by 
public transport and close to other social facilities to act as a hub for primary 
care services in the area.  They also wish to see a smaller facility which would 
have a more local role and operate as one of the “spokes”. 

5.78 At the health workshop, there was recognition of the need to respond to 
increased health needs in the area with improved service delivery. This would 
include temporary and long term facilities.  

Proposed Provision 

5.79 Table 8, below, shows the proposed social infrastructure provision contained 
within the planning application. 

5.80 At the health workshop, it was noted that any provision on site should be 
integrated where possible with other community facilities, subject to satisfactory 
agreements over management and operational issues. In addition, it was also 
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concluded that it would be important to build in flexibility into the development to 
enable facilities to adapt to future needs and changing models of health delivery.  

5.81 The workshop also concluded that it is important for health facilities to be 
accessed easily by public transport.  

5.82 As such, a large Primary Care Centre is proposed for the Eastern Lands Zone 
which would have the capacity to provide for the services described above and 
act as a hub for services.  It will be located as part of a Community Campus, 
alongside the re-provided Whitefield Secondary School, Mapledown Special 
School and the new leisure centre and close to the improved Clitterhouse 
Playing Fields.  It will also be located close to the new market square which will 
include new neighbourhood shopping including the re-located supermarket.  This 
area has the potential to house a new commercial pharmacy and will be well 
served by public transport services. 

5.83 In addition, smaller GP surgery/primary care facility is proposed at the southern 
end of Cricklewood Lane, this would meet the needs of residents of that part of 
the development and, to a greater extent, the wider area.  

5.84 At the health workshop, it was noted that a proposal for a large primary 
healthcare centre, supported by a smaller sub-centre in the southern area of the 
site was not necessarily the preferred delivery option. The delivery of primary 
healthcare infrastructure would need to be reviewed and it was noted that a 
larger consolidated premises may be an option.  

5.85 With this in mind, the format of permanent primary care infrastructure will be 
evolved beyond the outline planning permission stage, with close working 
between the development partners and key health stakeholders, lead by Barnet 
PCT.  

5.86 At this stage in the planning application process however, there is a commitment 
to provide sufficient floorspace within the development to mitigate for the 
additional demand. This is set out in its present, unadjusted form, in table 8 
below.  

 

Table 8    Community Provision by Size and Zone 
 

Use Size Zone 

Pre-School, Education & Learning 
Claremont School Up to 4,900 sqm  Brent Terrace 

Children’s Centre  Eastern Lands 

Non-Statutory Pre-School (1) 232 sqm  Eastern Lands 

Whitefield School  Up to 15,000 sqm  Eastern Lands 

Library and UK Online 
Centre 

400 sqm  Eastern Lands 

Mapledown School  Up to 4,500 sqm  Eastern Lands 
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Non-Statutory Pre-School (2) 232 sqm  Brent Terrace 

Non-Statutory Pre-School (3) 232 sqm  Station Quarter 

Health 
Primary Care Centre (incl. 
Social Services) 

Up to 3,000 sqm  Eastern Lands 

GP Surgery/ Drop In Centre Up to 1,150 sqm  Cricklewood Lane 

Temporary GP Surgery Up to 500 sqm  Market Square 

Community & Other 
Multi-Use Community 1,000 sqm  Market Square  

Multi-Use Community 1,000 sqm  Eastern Lands 

Multi-Use (Training) 500 sqm  Brent Cross East 

Leisure (Replacement) 2,800 sqm  Eastern Lands 

Police Unit 1 75 sqm  Market Square 

Police Unit 2 75 sqm  Brent Cross East  

 
 
 
5.87 The development partners have also considered the issue of delivery.  The 

scheme will be developed over a twenty year period and therefore appropriate 
triggers will need to be agreed with the PCT particularly as a large proportion of 
the health facilities in the scheme are geared to meet demand in the wider area.  
It will therefore be important to ensure that they are delivered in line with the 
PCT’s strategic planning timetables and that large (and expensive) premises are 
delivered in line with rather than in advance of need. 

5.88 The first tranche of development which is proposed to be brought forward will 
contain approximately 1,300 residential units, housing around 2,500 people, 
some of whom will be re-housed from existing accommodation and therefore not 
generating additional demand.     

5.89 This would create demand for 1 to 2 GPs – less than a fifth of the likely final total 
and only around 10% of the capacity which the PCT are identifying from any new 
facilities.  It is, therefore, not appropriate to bring forward a new stand alone 
facility as part of Primary Development Package.   The BXC partners have 
therefore made provision for up to 500 sqm temporary provision which will 
remain in place until the permanent facility is provided. 

Conclusion 

 
5.90 The provision for primary healthcare facilities within the Brent Cross Cricklewood 

scheme is in line with the requirements identified in the Health Strategy and also 
meets the needs of the wider area.  In addition, a temporary facility is proposed 
to help manage the additional demand in the area as it builds up over time. 

5.91 The main Primary Care facility is located in an area which will have good public 
transport accessibility and adjacent to schools, leisure and recreation facilities as 
well as the market square and local shops. This can enable the joint provision of 
services, and cross-agency working. The potential for co-location of facilities and 
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services and joint service planning will need to be addressed as the detailed 
proposals for this area are brought forward to support not only provision of health 
services but also to address background determinants of health. This will include 
consideration of a single consolidated primary care facility.  
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Impact on Determinants of Health 
 
5.92 The wider determinants of health include almost all influencing factors affecting 

the health of a population. However, they do not include the healthcare system. 
Instead, they are the biological and environmental factors which give rise to 
positive and negative health outcomes. The London Health Commission uses 
the diagram below to illustrate how these factors are interconnected.  

 
 
 
5.93 The diagram shows concentric semi circles which set out the factors influencing 

health. All of these factors can be changed by human activity, except for the 
biological factors at the centre of the diagram. These are hereditary factors 
unique to each individual and so cannot be changed. They are included in the 
diagram, however, as they affect the way a person interacts with the outer 
circles.  

5.94 Physical development such as that at Brent Cross Cricklewood has an effect on 
all of the outer circles of the diagram.  

5.95 There was a perception at the health workshop that residential densities could 
be an issue and that this should be monitored.  

5.96 It was also recognised that the quality of estate management will be key for the 
success of the regeneration process. The area currently suffers from poor 
management and has seen a reduction in the quality of the environment and the 
increase in anti-social behaviour and crime. The importance of this will be 
exacerbated by the increase in residential population and densities – with 
greater pressure on public realm and open space.  
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5.97 As the policy review above highlighted, the NHS now has a focus on not only 
treating health but on preventing people suffering ill health in the first instance. 
The Tackling Health Inequalities report is the Government’s action plan to 
address the differences in the environmental factors affecting people’s health. As 
described above, the report outlines five areas for action which will yield the 
greatest level of improvements in health inequalities. The effect of the 
development upon these five areas is outlined below.  

5.98 As identified above in the policy review, the Government’s policy document, 
‘Tackling health inequalities - a programme for action’, states that the greatest 
effect on health inequalities could be achieved by tackling the following areas: 

·  Improvements in early years support for children and families 
·  Improved social housing and reduced fuel poverty amongst vulnerable 

populations 
·  Improved educational attainment and skills development among 

disadvantaged populations 
·  Improved access to public services in disadvantaged communities in urban 

and rural areas 
·  Reduced unemployment 

 
5.99 The impact assessment describes how the regeneration of Brent Cross 

Cricklewood meets these key target areas. 

Improvements in early years support for children and families 

5.100 The Government has produced a range of policy in relation to the delivery of 
services to children and education provision, ranging from pre-school to adult 
learning.  It has also invested significant capital and revenue funding in specific 
service developments. 

5.101 The Childcare Act 2006 extends the duties of public agencies, requiring local 
authorities, the NHS and Jobcentre Plus to work together to improve the 
outcomes of all children up to 5 and reduce inequalities between them, by 
ensuring early childhood services are integrated to maximise access and 
benefits to families – linked to the expansion of Sure Start Children’s Centres.  
Local authorities will also be required to assess the local childcare market and to 
secure sufficient childcare for working parents.   Local authorities will not be 
expected to provide childcare direct but will be expected to work with local 
private, voluntary and independent sector providers to meet local need.  

5.102 As part of the regeneration of the area, the Brent Cross Cricklewood 
development will provide sufficient provision or space to enable LB Barnet to 
meet its obligations. There will be a new children’s centre at Parkfield School 
and there is the potential to locate an additional centre within the Brent Cross 
Cricklewood site.   

5.103 Floorspace for private, voluntary or community based provision is made across 
the scheme and in addition, new pre-school places will be added to the primary 
schools contributing further to the range of new nursery provision.  
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Improved social housing and reduced fuel poverty amongst vulnerable populations 

 
5.104 Poor housing is strongly linked to poor health8 and every city should have a 

range of housing type, tenure, size and price9 and Brent Cross Cricklewood will 
bring this essential mix of accommodation into one planned settlement.  

5.105 The development includes the provision of a large number of affordable housing 
units. This brings additional benefits over and above those associated with an 
increased supply of private housing as it benefits a lower income group. High 
quality affordable housing will enable people on lower incomes, who are 
particularly vulnerable to health inequalities, to move into decent housing.  

5.106 Amongst those who find it difficult to make the first step into the housing market 
are key service providers in both health and education, and the provision of 
affordable housing can help remove a barrier to the local supply of key workers. 

5.107 As part of the provision of affordable housing, the Whitefield Estate will undergo 
housing renewal. This process can bring beneficial psychological health impacts 
to the population including happiness and excitement. However, if not handled in 
the correct way, the process can cause stress and anxiety. In particular, it is 
important to ensure a degree of input and control for the residents who are to be 
moved into new housing units. The developer will work with the community of the 
Whitefield Estate in an iterative process, to establish change which reflects the 
wants and needs of the community. For example, allocating units of an 
appropriate size to alleviate any overcrowding in the existing accommodation.   

5.108 The integration of the social rented units amongst private units in the new 
development could also yield health benefits. The presence of home owners 
helps to alleviate the stigma associated with residence in a deprived estate10.  

5.109 In terms of fuel poverty, there are two factors which compound the problem for 
those in social housing; their comparatively limited ability to afford fuel combined 
with less efficient and lower quality accommodation which costs more to heat. 
The Brent Cross Cricklewood development will contain highly fuel efficient 
homes, featuring insulation and modern glazing to retain as much heat as 
possible.   

Improved educational attainment and skills development among disadvantaged 

populations 

5.110 The link between education and improved health outcomes can be divided into 
three main strands;  

·  Work and economic conditions – the ability of individuals to acquire the skills 
required to enable to them to find good quality employment with decent pay 
and conditions. Improved economic conditions bring benefits such as 

                                                 
8 MRC Social and Public Health Sciences Unit, 2002, Housing improvement and health gain 
9 Barton and Tsourou (2000) Healthy Urban Planning. Spon Press. 
10 Atkinson, R. and Kintrea, K. Owner-occupation, social mix and neighbourhood impacts. Policy and Politics, 28 (1) 
pp.93-108, 2000. 
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improved leisure opportunities, healthier food intake, good quality housing 
and access to health care services. 

·  Social-psychological resources – including the ability to retain control over 
individuals’ lives and their health, increased levels of ‘social support’ 
(interaction with others).  

·  Health lifestyle – the well educated are less likely to smoke, are more likely to 
exercise, to get health check-ups, and to drink moderately, all of which, 
except check-ups, are associated with good health. We conclude that high 
educational attainment improves health directly, and it improves health 
indirectly through work and economic conditions, social-psychological 
resources, and health lifestyle11. 

 
5.111 The provision of new schools on site is key to ensuring health inequalities arising 

from a lack of educational attainment are minimised for residents of the scheme 
and surrounding area. 

5.112 Whitefield School, Mapledown School and Claremont Primary School will all be 
rebuilt with modern facilities and additional places to accommodate the 
increased number of children living in the area as a result of the development. 
These are all community schools which ensures a mix of pupils from all social 
groups in the area.  

5.113 In addition, a new community library will be provided which will feature a full 
information technology suite and space will be available within the development 
for agencies to deliver adult learning.  

Improved access to public services in disadvantaged communities in urban and rural 

areas 

5.114 The development proposals include a range of community facilities, bringing a 
series of positive health impacts with them. 

5.115 In addition, increased levels of social interaction will be encouraged through the 
co-location of community facilities. A new community centre and library will 
provide flexible meeting space both for residents within the development and for 
neighbouring areas.  

5.116 The streetscape and public realm within which the new housing and community 
facilities will be located will be a high quality and well-designed environment. In a 
more attractive environment, people are more likely to walk or exercise for 
recreation12 bringing health benefits through increased physical activity. Safer 
streets (through increased animation) also brings increased interaction between 
people, helping to achieve a sense of community13. In addition, the aesthetics of 
an area have been linked to stress or the ability to recover from stressors14.  

                                                 
11 The Links Between Education and Health Catherine E. Ross, Chia-ling Wu, American Sociological Review, Vol. 60, 
No. 5 (Oct., 1995), pp. 719-745 
12 Cave et al (2004), Healthy Sustainable Communities: What works? 
13 Cave & Molyneux (2004) Healthy Sustainable Communities: A Spatial Planning Checklist. 
14 Cave et al (2004) Healthy Sustainable Communities: What works? 
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5.117 The development includes a new sports and leisure centre with modern facilities. 
Leisure is essential to people’s physical and psychological health15 and the 
redevelopment will bring increased opportunities for leisure activities. Local 
provision will be enhanced through improvements to the existing Clitterhouse 
Playing Fields, including a range of play areas and high quality sports facilities 
contained within a landscaped setting.  

5.118 Claremont Park, Sturgess Park and Millennium Green will all undergo significant 
improvements works, improving accessibility and landscaping. Four new parks 
will also be created across the regeneration area in addition to four new nature 
parks which will be open to public access.  

5.119 The impact of transport on health determinants can vary from negative air and 
noise outcomes (discussed above), to the positive impacts of improved 
streetscape, reduced accident rates (also discussed above), improved access to 
health facilities and social linkages across the community.  

5.120 The development will feature a new mainline railway station, the existing Brent 
Cross bus station will be replaced with a new facility which will facilitate new 
routes and increased frequency and new road junctions and pedestrian bridges 
will improve journey times in the area.  

5.121 Residential streets within the development which are not part of the strategic 
road network will be treated as ‘home zones’. These streets will be designed 
primarily for pedestrians and cyclists rather than motorists. This reduces 
community severance, increases social interaction as a result of low traffic levels 
and contributes to improved air quality.  

5.122 The health workshop noted that improvements in public transport were 
welcomed and supported. However, it was also stressed that residents should 
be encouraged to walk and cycle.  

Reduced Unemployment 

5.123 The redevelopment of Brent Cross Cricklewood will bring with it a huge range of 
employment opportunities.  

5.124 The health benefits of employment are dependent upon the quality of the job, 
control, autonomy, prestige and pay16. Evidence is not conclusive and in places 
studies identify conflicting impacts arising from different aspects of employment. 
However, in general, employment brings health benefits over unemployment. 
Returning to paid work from a period of unemployment increases well being, 
particularly where it is into a permanent work contract.   

5.125 Unemployment is associated with a wide range of adverse health impacts 
including anxiety, depression and an increase in self-reported illness, together 
with an increased rate of heart disease17. Long term unemployment can increase 

                                                 
15 London Health Commission (2002) Culture & health: making the link. 
16 Cave & Molyneux (2004) Healthy Sustainable Communities: A Spatial Planning Checklist.  
17 Wilkinson, R. G. and Marmot, M. The solid facts: social determinants of health. World Health Organisation, pp.1-32. 
1998. 
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the likeliness of these problems affecting people, an increase in psychosocial 
problems and an increase in domestic violence18.  It can also be the case that 
those who develop poor health are more likely to remain unemployed in the long 
term.   

5.126 In addition, the level of job control has an influence over the health benefits 
associated with employment. People working in jobs in which they have control 
over their work have lower rates of absenteeism19. Furthermore, a lower risk of 
heart disease is associated with increased control as a result of improved 
psychological health as workers benefit from more say in decision and more 
variety in their work20.  

5.127 The opportunities in this development will stretch across the skills spectrum and 
include retail and ancillary services jobs such as security and cleaning 
opportunities, through to highly skilled professional occupations. The 
development will attract large scale, national chain retailers and ancillary service 
organisations and these tend to offer employees good working conditions, 
control over their job and the opportunity for progression in the long term. They 
also offer flexible working arrangements and part time opportunities, which can 
bring people in disadvantaged groups such as women, the young and the 
disabled into the workforce.  

5.128 Such a range will ensure that the health benefits of the employment 
opportunities will benefit a wide range of people, including entry level jobs 
accessible to those with lower level qualifications who tend to suffer most 
through health inequalities resulting from unemployment.  

5.129 At the health workshop it was concluded that the importance of increased 
employment in the area should not be underestimated. It was also noted that 
there is work to be done as the application progresses to ensure that those most 
in need have the ability to access the increased employment opportunities.  

5.130 In addition, the workshop concluded that the integration of the regeneration area 
into the surrounding areas and communities will be important for the long term 
sustainability of the area. There is work to be done to ensure that the 
regeneration process does not increase divisions in the community, especially 
since there are health benefits to a cohesive community.  

5.131 Further, it was felt that as the detailed design emerges, it is important to ensure 
that the scheme should be designed in such a way as to promote healthier 
lifestyles.  

 
 

                                                 
18 Ratner, P. A. The incidence of wife abuse and mental health status in Edmonton, Alberta. Canadian Journal of Public 
Health, 84 pp.246-249, 1983 
19 Vahtera, J., Kivimaki, M. et al. Effect of change in the psychosocial work environment on sickness absence: a seven 
year follow up of initially healthy employees. Journal of Epidemiology and Community Health, 54 pp.484-493, 2000. 
20 Bosma, H., Marmot, M. et al. Low job control and risk of coronary heart disease in Whitehall II (prospective cohort) 
study. British Medical Journal, 314 pp.558-565, 1997. 
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6 Conclusions & Recommendations 
 
 
6.1 The Policy section reviews a range of national and local policies.  It concludes 

that the major policy themes are the need to reduce health inequalities and 
introduce reform in the health service in order to promote good health, not just 
the treatment of illness. The method of service delivery is also changing to 
become more community focused, with traditional hospital services being 
delivered locally in a community setting, with Polyclinics emerging as a vehicles 
for this. This is being taken forward at the local level by Barnet Primary Care 
Trust. 

6.2 The baseline analysis shows that social and economic conditions and the health 
of Barnet residents compare well to neighbouring boroughs, and London and 
national averages. There are however, pockets of deprivation in the borough 
which do not reflect these average figures.  This includes some parts of the area 
close to the Brent Cross Cricklewood Development.   Parts of the neighbouring 
boroughs of Camden and Brent are also amongst the most deprived areas of 
London and England and Wales.   

6.3 The impact assessment found that, subject to mitigation, the five major impacts 
identified in the Environmental Impact Assessment of relevance to health - noise 
and vibration, air quality and dust, transport, contaminated land, and 
microclimate – will have no net negative impacts on health and in particular, 
improvements to road layouts and flow could have an improved effect on the 
number accidents causing personal injury.  

6.4 In relation to health provision the scheme contains sufficient floorspace for health 
provision including a temporary facility and two permanent facilities.  Changes in 
models of provision will be considered when each facility is delivered at a 
detailed design stage.  

6.5 The overall impact on primary healthcare services in the Brent Cross 
Cricklewood area is therefore assessed as positive with new provision exceeding 
the level of demand created in the new development.  

6.6 The third area of impact assessment looked at the impacts on wider 
determinants of health and was arranged around the five priority action areas 
identified in the Government’s ‘Tackling Health Inequalities – a programme for 
action’. 

·  Improving early years support for children and families, - the development will 
provide a full range of facilities for young children and families, a new children’s 
centre, new nursery places in the new schools and flexible childcare space for 
private, community and/or voluntary sector providers. 

·  Improving social housing and reduced fuel poverty amongst vulnerable 
populations - the development will provide new modern homes for residents of 
the Whitefield Estate, at least 1,000 additional affordable homes and highly 
energy efficient housing across the site. 
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·  Improving educational attainment and skills development among 
disadvantaged populations - the development will provide three new school 
buildings providing extended services for the local community, and provision for 
adult learning. 

·  Improving access to public services in disadvantaged communities in urban 
and rural areas - the development will provide an improved network of public 
transport across the site,  a new train station, a new bus station, new road 
network reducing travel times and co-located public services ensuring easy 
access.  

·  Reducing unemployment - the development will house up to 30,000 jobs 
demanding a full range of skills, from entry level ancillary support services, 
through retail to high skill jobs in a new commercial quarter.   The Development 
Partners are working with LB Barnet and a consortium of education and 
training providers to ensure that local people can access these jobs.  

6.7 Overall, there is a net benefit in the determinants of health as a result of this 
development. New public services, jobs, education and care facilities, high 
quality housing including affordable units, and an improved environment all 
contribute positively to the health of the population at Brent Cross Cricklewood.   
The next step is to work with LB Barnet and the PCT to identify actions which 
can help ensure that these benefits are maximised particularly for those 
residents most at risk from poor health.  

6.8 The outcomes of the health workshop have been fed into the assessment. 
Overall, it was agreed that development partners would need to continue to work 
closely with key health stakeholders, in particular looking at how primary 
healthcare services will be arranged and delivered, how healthy lifestyles can be 
encouraged on site, and how a sense of neighbourliness can be achieved across 
the scheme.  


