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Dear Catherine,
Further to my letter of the 21st September and our subsequent discussion I attach as promised responses to the questions raised by Roger Harborough on the G1 HIA. This has been collated by ERM based on responses from the expert panel. Also they indicate where issues have been previously discussed and agreed at G1 HIA topic group meetings chaired by Dr Paul Watson.

We agreed when we met at the G1 HIA seminar that it would be helpful for you to reflect on this information as well as the question and answers emerging from the seminar before deciding what you may see as nest steps. Perhaps you can get in touch when you have a clear view on what these could be? 

Finally I am copying this letter to Roger Harborough since he expressed an interest in the expert panel’s responses to the questions.

Yours sincerely

Dr Graham Earl


Environment Strategy Manager – Stansted Generation 2 project
Cc R Harborough, UDC

1. Why did the HIA not include baseline data such as the incidence at a local level of asthma, cancer and stress (or steroid levels of patients in GP practice areas as an indicator of stress) or propose surveys to collect data where they are not available?
These data are not accessible at the level of GP practice areas.   The NHS collects data by hospitals and by International Disease Codes and they are therefore representative of populations over quite widespread areas.  GP consultation data would be of value to the HIA, but ERM did not have the means to access or collect such data.  The scope of the study did not allow for comprehensive health sampling in any of the population around the airport and any such study would have to be carefully controlled and possibly be of a long term nature to acquire meaningful results.  [Note: this aspect was discussed at the Topic Group meeting of 30 September 2005.]

2. Why did the HIA not consider the cumulative effects of the increase in movements and the health effects up to 25 mppa?
The scope of the HIA was designed such that it complemented the EIA carried out in support of the planning application, ie to consider the incremental effect of 35 mppa against 25 mppa.  It was not part of ERM’s commission to consider also the health effects of the airport operating at 25 mppa.  In some instances, however, the health impacts of the ‘base case’ are apparent through the methodology used and the methodology can be used to deduce the associated health impacts. [Note: this aspect was discussed and debated at the Topic Group meeting of 30 September and in subsequent correspondence between Dr Graham Earl of BAA and Dr Paul Watson of Essex Strategic Health Authority.]
3. The HIA quantifies the health effects of an increase in particulate matter in terms of life years lost.  It does not appear to consider, however, that respiratory problems are associated with a slow decline in functionality and that loss of years of active functionality could be greater.  Why?
The years of life lost are primarily associated with cardiovascular disease, not respiratory problems.   The quantitative assessment is based on scientific evidence that supports the use of exposure -effect relationships.  If the effect exists as the question implies, no relationship has yet been suggested by the literature that would allow an estimate to be made of years of active functionality.

4. Further explanation of the statement that ‘internationally, evidence from epidemiological studies suggests that the impact of noise on long term stress is limited, although sensitive receptors such as children may be affected differently.’  Representations suggest that air noise is causing long term stress to individuals in the community.
The evidence base on noise and health effects indicates that evidence for aircraft noise causing stress is limited; rather more evidence  exists for aircraft noise causing annoyance.  The wider literature on all noise does suggest that exposures to high noise levels can be associated with stress and indeed physiological symptoms.  The issue here is the extent to which the evidence can support a conclusion of aircraft noise at the levels experienced around Stansted causing stress in the local population.   Such a conclusion would require an objective evaluation of the condition and not rely solely on anecdotal evidence.

5. Did the HIA consider if shift workers such as airport employees are particularly likely to be annoyed by noise because their sleep period is not at night?

The HIA did not consider explicitly this segment of the population.   Data and evidence on sleep disturbance is based on the reaction of subjects at the more conventional sleeping hours and any conclusions regarding the response of people sleeping in daytime hours would be speculative.

6. Did the HIA consider whether stress associated with journeys to work would increase?

The HIA did not consider this aspect, because there is no direct evidence to support this proposition.  

7. In considering the health benefits of additional employment opportunities did the HIA take into account of the occupational /salary profile?  About 60% of the Stansted employment is in level 1 or 2 occupations in terms of skill kevels, whereas the equivalent figure for the study area is about 50%.
The HIA is deliberately cautious regarding the extent of health benefits accruing from increased employment and income.  It cannot be known, at this stage, where the people will come from to take up the additional opportunities and their prior circumstances.  Thus, a consideration at the level of detail implied by the question is beyond the evidence base relating to this determinant of health and cannot be accounted for in this HIA.

8. Why did the HIA highlight the modelled relative risk of death for women aged 15-64 in Figure 5.5 and not men?
There is no significance in the choice of women versus men in this topic.  The original US study reports data for both men and women and the use of one rather than the other was random.  It could equally have been the other way around.
9. Why are the mortality rates for young children from all malignant neoplasms high in the Epping Forest PCT area (Tables B 22 and B23)?  Why is the rate high for females aged 15-34 in the Uttlesford PCT area?

There is probably no particular significance in these figures.  Normal variations in the population produce these apparent anomalies.  Sometimes they reflect the presence of specialist consultants in particular diseases that attract the referrals.   Incidentally, it should be noted that Epping does not have the greatest incidence of malignant neoplasms; for the youngest children this occurs in Uttlesford.
10. Is the finding of the RANCH study that a 5 dB difference in aircraft noise was equivalent to a 2 month reading age delay in the UK and 1 month in the Netherlands (page A48) consistent with the assessment in para 6.3.4 that the difference in the reading delay in the 4 schools within the  54 db Leq contour would be at most two weeks as an average over the class size of 20-28, with the schools predicted to experience a slight increase in noise exposure of approximately 1 dB in each case?

The authors of the HIA believe that this is entirely consistent and draws on the exposure–effect relationship derived from RANCH and shown in Figure 5.4.  Roughly speaking if a 5 dB exposure shift corresponds to a delay of 10 weeks, then a 1 dB shift will correspond to a delay of 2 weeks.
11. Concern expressed at the lack of information on the effects of environmental noise on the foetus and perinatal outcomes or abnormalities at birth.  Is this  a cause for concern?  

The literature review and examination of the evidence, carried out as part of the HIA, did not reveal any reported health effects of the kind suggested through exposure to aircraft noise.  The ‘lack of information’ therefore reflects the objective evidence base.

12. Cause expressed about the health effects of odours.  Is this a cause for concern?
Odours are not associated with health effects, except for the psychological effects they may induce through annoyance or anxiety.  Many substances are recognisable as odours at much lower concentrations than would induce health effects.  The well known ‘rotten egg’ smell of hydrogen sulphide is a good example of this.  Hydrogen sulphide is detected by the human nose at concentrations of a few parts per billion, whereas  human heath effects are associated with exposure to concentrations at levels of parts per million.

13.      What are the health issues related to kerosene odours?

As the previous answer explains, odours, as such, do not cause health effects.  Kerosene is recognisable as an odour at concentrations well below those that are known to be associated with health effects.
