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Introduction

Background

The response to social, environmental and economic determinants of health requires
multisectoral approaches. The range of determinants that act on people’s health, such as
socioeconomic status, gender and other environmental and social determinants, means that
multisectoral action is central to the Sustainable Development Goals (SDGs), set by the
United Nations General Assembly in 2015 (1), and in achieving the triple billion goal of the
World Health Organization (WHQ) aiming to ensure that by 2023 one billion more people
benefit from universal health coverage (UHC), one billion more people have better
protection from health emergencies; and one billion more people enjoy better health and
well-being.

One of the disciplines supporting multisectoral action is the enhanced assessment of health
impacts in environmental assessments such as enviropimental impact assessments (EIA) and
strategic environmental assessment (SEA). A task WHO supports since the first Ministerial
Conference on Environment and Health, Frankfuft’1989 (2) andhthrough diverse Resolutions
of the World Health Assembly.

EIA is governed in the European Union by EIA Diréctive 2011/92/EU (3), as amended by
2014/52/EU (4) (hereafter the ‘EIA Directive’). Article 3 of the amended EIA Directive names
human health among the topics to be addressed when conducting an EIA. The amended EIA
Directive also includes issues that are relevant toshuman health, for example, climate change
and vulnerability (exposure andifesilience)to major accidents and/or disasters.

These amendments arefrelevant,not only for European Members States but beyond EU
borders through, for example, ghefpolicigs of the European Investment Bank (5) and the
European Bank of Ré€onstruction and Development (6).

The EIA Diregtive identifies vatious actors, including the Developer bringing forward the
project application and the Competent Authority responsible for performing the duties
arising from the ElA\Directive. The societal response to protecting and improving health and
moving towards sustaifiability requires partnerships between multiple sectors and
collaborative and integrated approaches for action.

Aim of this paper

This paper aims to provide principles and good practice for appropriately addressing health
in EIA for the health sector and all sectors and actors involved in the EIA process.

This paper seeks to contribute towards consistent coverage of human health within an EIA.
This is of interest to practitioners conducting EIA, Developers and to the authorities
requested to express their opinion on the information supplied in an EIA report.

It seeks to complement guidance, for example the guides for Andalucia and for Wales (7,8)
and it builds on previous joint action between the International Association for Impact
Assessment (IAlIA), the European Public Health Association (EUPHA), and the WHO Regional
Office for Europe (9).

This paper contributes to the strategies to combat environment related disease and to WHO
actions as set out by WHO (see Figure 1).
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Figure 1:

Strategies to combat environment related disease
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* Monitoring: guide, define and monitor exposure, health
indicators and interventions to measure results and

help track attainment of the Sustainable Development
Goals (SDGs).

* Knowledge generation: ensure knowledge generation
and synthesis, and provide evidence-based guidelines on
health impacts of sustainable strategies, technologies
and interventions.

* Emergency response: provide timely and effective
response to ervironmental health emergencies.

From the World Health Organization (10)

Preparing this paper

In 2018, the International Association for Impact Assessment (lAlA), the European Public
Health Association (EUPHA) and the WHO Regional Office for Europe initiated a joint action
for supporting practitioners and other stakeholders through a reference document to better
address human health in EIA applying the amended EIA Directive (2014/52/EU).
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The WHO Regional Office for Europe held a technical meeting on 26-27" March 2019 to
discuss a first draft of this paper reporting on key issues, challenges and good practice
principles on this topic.

Structure of this paper

Section 2 of this paper opens with a glossary to list the main concepts on health and
environment.

Section 3 sets out concepts underpinning EIA and health in EIA. This is to address the
immediate need for health professionals to become familiar with, and to engage in, the EIA
process.

Section 4 sets out principles to be taken into account when considering human health in EIA.
Sections 6 to 9 go through the stages of EIA for addressing human health within EIA.
Section 10 looks at the expertise needed to conduct health assessment within EIA.

[Ed note: case studies will be used throughout the documeat to show ways in which human
health has been, and can be, integrated in EIA.]
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2 Key concepts

2.1.1 Concepts, terminology and definitions are important, especially in the context of inter-
sectoral dialogue where different professions work together and where each profession has
an established ‘language’ and ‘culture’. Achieving a common understanding between the
stakeholders on the concepts that underpin ‘human health’ and EIA is fundamental for an
adequate assessment of human health effects within EIA.

2.1.2 Operational definitions for concepts and terminology that underpin ‘human health’ and EIA
are provided in Table 1 below. These will support key stakeholders in the EIA process, namely
the health sector stakeholders engaged in EIA, Developers, EIA practitioners and the public.
The concepts, in Table 1 below, are also important in determining what is an appropriate and
acceptable consideration of human health effects within EIA.

Table 1: Key concepts for health in EIA
Term Definition ‘V \ Ref.
The Competent is the authority which the Member States designatéyas responsible (112)
Authority for performing the duties arising from the Directive.
Competent Expert  is not defined by the EIA Directive. Developers need to ensure that (12)
the EIA Report is prepdred,by Competent Experts. Competent
Authorities also need to\be abléxto demonstrate that they have
sufficient experts;to examine@nd evaluate EIA Reports. Different
systems are @Sed indifferent Member States to ascertain the
competence of EIA experts.
A determinant of is a personalpsocial, econenfic or environmental factor which (12)
health detérmines the health status of individuals or populations.
The Developer is the applicant foraDevelopment Consent on a private Project or (12)
theypublic autharity which initiates a Project.
Development is theidecisiah of the Competent Authority or Authorities which (12)
consent entitles'the' Developer to proceed with the Project.
Environmental refers to descriptive measures of difference in exposure to (13)
health inequalities environmental health risk factors, and to differences in health
status that are caused by environmental conditions.
Epidemiology is the study of the distribution and determinants of health-related (14)
states or events (including disease), and the application of this
study to the control of diseases and other health problems.
The EIA Report is the document prepared by the Developer that presents the (11)
output of the assessment.
Equity in health refers to fair, just and unavoidable differences in exposure to (13)
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example, significant differences in mortality or environmental risk
exposure between low and high-income groups would be
considered unfair and avoidable, and therefore considered an
equity challenge.



Term

Definition

Ref.

Health

is a state of complete physical, mental and social wellbeing and not
merely the absence of disease or infirmity.

(15)

Health in All
Policies (HiAP)

is an approach to public policies across sectors that systematically
takes into account the health implications of decisions, seeks
synergies and avoids harmful health impacts in order to improve
population health and health equity. It improves accountability of
policy-makers for health impacts at all levels of policy-making. It
includes an emphasis on the consequences of public policies on
health systems, determinants of health and wellbeing.

(16)

A health indicator

is a characteristic of an individual, population, or environment
which is subject to measurement (directly or indirectly) and can be
used to describe one or more aspects of the health of an individual
or population (quality, quantity and time).

(12)

Health inequality

refers to descriptive measures of difference in exposure to health
risk factors, and to differences in health statds’between groups of
people.

A health outcome

is a change in the health status of an individual, group or
population which is attributable to@planned intervention or series
of interventions, regardless of whether such an intesvention was
intended to change health status.

A health priority

is defined in this document as a'health issue that has been
identified by public health,teams at lecal, national or international
levels.

The health sector

consists of organisSed public and private health services (including
health prom@tion, disease prevention, diagnostic, treatment and
care servjCes), the policies'and activities of health departments and
ministries, healthfrelated ndhgovernment organisations and
comimunity.groups, and professional associations.

(12)

The health sector

consists of organized public and private health services (including
health promotion, disease prevention, diagnostic, treatment and
careservices), the policies and activities of health departments and
ministriesyhealth related nongovernment organisations and
community groups, and professional associations.

(12)

Health status

is a description and/or measurement of the health of an individual
or population at a particular point in time against identifiable
standards, usually by reference to health indicators.

Mitigation

describes measures that are envisaged to avoid, prevent or reduce
any identified significant adverse effects on the environment.

Pathway

is the route by which changes to a determinant of health lead to
changes in health outcomes.

Population
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is defined in this document in this document as any group of
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population of an area, or a population defined by relevant
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Term Definition Ref.

Population health  is the health outcomes of a group of individuals, including the (18)
distribution of such outcomes within the group.

Public health is the science and art of promoting health, preventing disease, and (29)
prolonging life through the organized efforts of society.

A Project is the execution of construction works or of other installations or (12)
schemes, and/or other interventions in the natural surroundings
and landscape including those involving the extraction of mineral
resources.

A risk factor is social, economic or biological status, behaviours or environments  (12)
which are associated with or cause increased susceptibility to a
specific disease, ill health, or injury.

The Reasoned is the explanatory statement made by the Competent Authority on (12)

Conclusion the significant effects of the Project on the environment, based on
the examination of the EIA Report and, where appropriate, on the
results of its own supplementary examinatioh.

Scoping is the process of identifying the content@nd,extent of the (112)
information to be submitted to the Cdmpetent)Authority under the
EIA process.

The Scoping is the Competent Authority’s decision onsthe Scoping process. (12)

Opinion

Screening is the process of determining whether a Project listed in Annex Il of  (11)
the EIA Directive is likely tothave significant environmental effects.

Significance describes whether or nat\a Preject’siimpact could be determined (20)
to be unacceptableiin its'eaVironmental and social contexts. The
assessment of significance relies on informed experts’ judgements
about whatiis importantydesirable or acceptable with regards to
changesitriggenéd by the Project in question. These judgements are
relative and'mustialways be understood in their context

Vulnerable groups “are groups such as ethnic minorities, migrants, disabled people, (21)
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3.1
3.1.1

3.1.2

Environmental impact assessment

Key messages

EIA is a legal requirement for certain types of public and private projects that follows a
structured process.

EIA informs and supports an application for consent to proceed with a project.

EIA is required to identify, describe and assess in an appropriate manner the ‘likely significant
effects’ of a project on human health and the environment.

Health in EIA requires cross-sectoral working by both the Developer and by the Competent
Authority to ensure that the health sector is involved.

What is EIA?

EIA is the form of impact assessment that is conducted'on, projects that are likely to have a
significant effect on the environment. Figure 2 shows how"EIA is one part of a wider system
of environmental assessment which aims to protect the envirenment and human health.

Figure 2: Environmental assessment\@h@dficies, plans, programmes and
projects

Environmental Assessment is a procedure that ensures that the environmental implications of
decisions are taken into account before the\décisions are made (22). Environmental assessment can
be undertaken for plans orgrogrammes or it can be undertaken on individual projects.

Strategic Environmental Assessmeént (SEA)#8 conducted on plans and programmes that set the
framework for futuré'development consent. SEAs are prepared by a planning authority. SEA derives
from Directive 2001/42/EC and\requires the consideration of effects on “human health” (23). The
Protocol on Strategic Environmental Assessment to the Convention on Environmental Impact
Assessment in a Transboundary Context (Espoo Convention), also known as the Kiev Protocol, (24)
links environment and‘health’and includes requirements to consult with health authorities.

Environmental Impact Assessment (EIA) is conducted on individual projects and is prepared by the
Developer. EIA originated from Directive 85/337/EEC (25), which was amended and updated three
times, before being replaced by EIA Directive 2011/92/EU, as amended by 2014/52/EU (4). Among the
changes this brought into force is the requirement for a consideration of effects on “population and
human health”.

Environmental and social assessment: the assessment and management of Environmental and Social
Impacts and Issues is a Performance Requirement of all projects directly financed by the European
Bank of Reconstruction and Development (6). Operations financed by the European Investment Bank
within the EU and within Candidate and potential Candidate countries which are likely to have
significant effects on the environment, human health and wellbeing and may interfere with human
rights, will be subjected to an assessment according to the EU EIA Directive 2011/92/EU (as set out in
source 5).

EIA is applied to a wide range of public and private projects, mainly those referring to:
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3.13

3.14

3.15

3.1.6

e certain (typically large) infrastructure projects, such as: power stations, industrial
estates, urban development, railways, airfields, roads, ports, inland waterways, flood-
relief works, dams, pipelines, coastal and marine works or groundwater abstractions;

e certain (typically large) industry projects in the agricultural, extractive, energy, metals,
minerals, chemicals, production and foods sectors; and

e certain other (typically large) projects, such as waste management, treatment or
disposal facilities or certain projects related to the leisure and tourism industries.

The complete list of project types that may require an EIA is set out in Annex | and Annex
of the EIA Directive (2011/92/EU (3)).

Who does it and what are the stages?

EIA is conducted by the party that is seeking consent for a project. This party is referred to as
the Developer. The EIA is reviewed by the Competent Authority, i.e. the authority which the
Member States designate as responsible for performing the duties arising from the Directive
(20).

Article 1(2)(g) of the EIA Directive sets out the steps in the'EIA process (see Figure 3).

Figure 3: The Environmental Impact Asg@ssment pg@gess as set out in the EIA
Directive

Article 1(2)(g)

For the purposes of this Directive, the following definitions shall apply:

[

(g) ‘environmental impact assessment’ meansfa process consisting of:

(i) the preparation of an enyitenmentallimpact assessment report by the developer, as referred to in
Article 5(1) and (2);

(i) the carrying out ofsconsultations as referrez to in Article 6 and, where relevant, Article 7;

(iii) the examination by the competent authority of the information presented in the environmental
impact assessment report and any supplementary information provided, where necessary, by the
developer in accordance with Article 5(3), and any relevant information received through the
consultations under Artieles®6'and 7;

(iv) the reasoned conclusion by the competent authority on the significant effects of the project on
the environment, taking into account the results of the examination referred to in point (iii) and,
where appropriate, its own supplementary examination; and

(v) the integration of the competent authority's reasoned conclusion into any of the decisions
referred to in Article 8a.

From Directive 2011/92/EU as amended by Directive 2014/52/EU (4)
The stages in the EIA process are as follows (after source 26):

e screening stage (not mandatory): determining whether an EIA is, or is not, required;

e scoping stage (not mandatory): the Developer may request the Competent Authority to
say what should be covered by the EIA information to be provided by the Developer;

e ElAreport: the Developer must provide information on the environmental impact
(project description, reasonable alternatives, baseline, likely significant effects,
methods, mitigation, vulnerability to major accident, non-technical summary and
references);
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3.1.7

3.1.8

3.1.9

e consultation: the authorities designated by Member States (due to environmental, local
or regional competencies or responsibilities), the public and affected Member States
(where applicable) must be informed and consulted;

e decision: the Competent Authority considers the EIA Report and the results of
consultations and issues a reasoned conclusion;

e information on Development Consent: the public is informed of the decision;

e monitoring: proportionate to the nature, location and size of the project and the
significance of its effects on the environment, monitoring should be described in the EIA
Report and required by the Competent Authority (as appropriate).

Figure 4 shows these steps in a diagram and shows also how EIA and the consent process are
linked. The left-hand column of Figure 4 shows the consent process. The middle column
shows the EIA process and the right-hand column shows informal and formal opportunities
for health professionals to engage in the EIA process.

Figure 4: The EIA process and entry points for fd@alth professionals

Adapted from Cave et al (27)

In summary, EIA informs and supports an application for consent to proceed with a project.
It evaluates the likely significant environmental impacts of planning decisions within a
project. Figure 4 shows how the design process is closely linked to the assessment. The
assessment informs the design and in so doing it identifies measures to avoid or reduce
negative effects and enhance the positive ones. These measures may then be the subject of
negotiation between the Developer and the Competent Authority and may become
commitments that are monitored during the construction, operation and decommissioning
phases of a project.

In some cases, health issues may already have been addressed at a strategic level (see the
description of SEA in Figure 3) and apart from making appropriate links to those assessments,
the EIA need not assess such issues further. In other cases, issues raised at the strategic level
may need addressing through project level EIA. The strategic assessments can therefore
inform EIA screening and scoping opinions (28).
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3.2.1

3.2.2

3.2.3

3.24

3.25

What factors does EIA cover?

Article 3 of the amended Directive sets out the factors to be identified, described and
assessed in an EIA (see Figure 5). The Directive does not define these factors. This paper
considers human health and population below. It also considers the ways in which health is
linked to the other topics (see, for example Figure 7 on page 26 below).

Figure 5: Text of Article 3 in the amended EIA Directive 2014/52 EU

1. The environmental impact assessment shall identify, describe and assess in an appropriate manner,
in the light of each individual case, the direct and indirect significant effects of a project on the
following factors:

(a) population and human health;

(b) biodiversity, with particular attention to species and habitats protected under Directive 92/43/EEC
and Directive 2009/147/EC;

(c) land, soil, water, air and climate;
(d) material assets, cultural heritage and the landscape;
(e) the interaction between the factors referred to in pointsda)to (d).

2. The effects referred to in paragraph 1 on the factor$ set out therein shall include the expected
effects deriving from the vulnerability of the projéct to risks ofimajor accidents and/or disasters
that are relevant to the project concerned.’;

Human health

The public health profession typically, usesithe definition of health that is written into the
WHO constitution (15), whereby health is definedlas ‘a state of complete physical, mental
and social wellbeing and net'merely the absence of disease or infirmity’.

This WHO definition has two parts.

e The first emphasizesthowsfpopulation z;ld human health spans environmental, social and
economic aspects (see Figure 6 below) and how it encompasses mental and physical
health. Thisiis the role ofipublic health.

e The second partof the WHO definition emphasises the importance of addressing and
treating diseaseand infirmity. This is the role of healthcare.

While health has improved globally, and across Europe, many groups and areas have been
left behind. The lowest and highest life expectancies at birth in the WHO European Region
differ by 16 years, with differences between the life expectancies of men and women; and
maternal mortality rates are up to 43 times higher in some countries in the WHO European
Region than in others (29). Addressing health, and other social inequalities is important and
central to addressing health.

In 2009 the European Commission (EC) issued a communication on reducing health
inequalities in the EU (30) and in 2014, the Member States of WHO European Region agreed
shared goals that include reducing health inequalities (29).
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3.2.6

3.2.7

3.2.8

3.2.9

Figure 6: The determinants of health and wellbeing in our neighbourhoods

Barton and Grant
(31)

developed from the
model by Dahlgren
and Whitehead (32)
and accessible in
Dahlgren and
Whitehead (33)

Population
The population topic is typically.overed in EIA through the consideration of socioeconomic
and/or social effects. Thisfcan include (34):

e economic impacts suchyas local'andiregional employment and expenditure
opportunities;and

e social effects'such as the impact of a construction workforce on local services, and
impacts on‘quality of life @hd wellbeing issues, often reflected in social problems such as
crime, poor health, community stress and conflict.

There may also be issues with regards to participation, human rights and environmental
justice. These impacts can be significant in terms of whether a new project is considered
acceptable by people living in that area (34).

The proximity of population and human health in Article 3 is of note as these topics are
closely linked. Population health is a field of study in its own right (see the definition of this
term in Table 1 on page 4 above). In the context of EIA ‘human health’ and ‘population’ are
two distinct (yet inter-related) factors that each need to be addressed. This is not a distinction
between ‘individual health’ and ‘population health’, as population based conclusions are the
appropriate level at which to consider effects for both the EIA Report human health chapter
and the EIA Report socio-economic chapter.

The fields of population and human health are closely related. It is good practice to ensure
that the relation between these two fields is taken into account in the assessment.
Furthermore, it is a requirement of the EIA directive to identify, describe and assess (as
appropriate) the significant effects of a project stemming from the interaction between the
various factors, i.e. the interaction between ‘human health’ and the effects on population,

11| Page



3.3

331

3.3.2
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334

3.35

3.3.6

3.3.7

3.3.8

3.3.9

3.3.10

biodiversity, land, soil, water, air, climate, material assets, cultural heritage and the
landscape.

What is the relationship between EIA and Health
Impact Assessment (HIA)?

Defining HIA

HIA is a combination of procedures, methods and tools that systematically judges the
potential, and sometimes unintended, effects of a policy, plan, programme or project on
both the health of a population and the distribution of those effects within the population.
HIA identifies appropriate actions to manage those effects (35).

EIA and HIA

The process for EIA is prescribed by the EIA Directive and by national legal, regulatory and
policy frameworks in each Member State. The process for HIA is not set out in regulation in
most Member States. This gives HIA a flexibility, which can allow health issues to be pursued
in different ways as well as in different sectors. Therefore, whilst an HIA can be conducted to
mirror EIA approaches, and thus to fulfil EIA requirements, this is not always necessary.

The Competent Authority will usually be in the planning, or environment sector. When
reviewing the coverage of health in an assessment it is good, practice for the Competent
Authority to involve health stakeholders. Thisfequires cross-sectoral collaboration.

Using the right type of assessment at the right time afid'in the right context is a case-by-case
decision. If the identification, characterisation@and@ssessment of effects on health within EIA
is done well, then there should not b&laysneed forayparallel stand-alone HIA. Where coverage
of health in EIA is limited or inadequate,je:g. defined in terms of only environmental
determinants, then a separate,HIA Wouldflikely“be helpful and provide more complete
information to inform the decision takenfby the Competent Authority.

Governance arrangemeénts are alse,a distinguishing factor. This applies to the process of
completing the assessmentiand to review%g the assessment. HIA often uses a steering group
of health stakeholders, whilst EIA tends to engage individually with consultee organisations.

When completing an assessment,’it is good practice for the assessment team to have close
contact with the'Developer and with the Developer’s advisors, for example, the design, legal
and planning teams, This €nsures that the findings of the assessment are relevant and that
measures for mitigation and enhancement are taken into account as the design progresses.
It also ensures that the Developer commits to the measures for mitigation and enhancement.
This observation is not specific to the assessment of health. Health in EIA tends to be
managed via the EIA project management team which can provide this close contact.

Commissioning an HIA of a project separately to other assessments can mean that the HIA
team is removed from where decisions are being taken and is less able to influence the
design. As noted above there may be reasons for commissioning a separate HIA but it creates
challenges for example, it is harder to share results and insights between teams and to align
methods.

EIA Directive Article 5(1) states “The Developer shall, with a view to avoiding duplication of
assessments, take into account the available results of other relevant assessments under
Union or national legislation, in preparing the environmental impact assessment report.”

Addressing health in EIA is part of a regulated process and so it may carry more weight with
the Competent Authority than findings from an HIA that is conducted voluntarily.

Other ways in which EIA and HIA may differ:
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e ElAis only for projects. HIA may also be undertaken on plans and programmes (setting
the strategic context for projects).

e ElArequires a focus on the ‘likely significant effects’ of the project. HIA is not limited in
this requirement, but in practical terms will usually adopt an equivalent focus to remain
proportionate.

e Typically, HIA concludes by making recommendations and there is no certainty as to
whether these recommendations will be put into practice. EIA concludes with the
Developer making specific commitments for mitigation and monitoring so as to manage
the effects that have been described in the EIA. Health in EIA may therefore provide
greater certainty as to how likely significant health effects are to be managed.

e EIArequires mitigation of the likely significant ‘adverse effects’ of a project. Whilst it is
good practice (and sometimes a requirement of a Member State’s planning policy) to
also consider the opportunities to enhance beneficial effects, this is not a legal
requirement in EIA. HIA focusses equality on mitigating negative and enhancing positive
impacts.

e ElAis undertaken for projects prior to their consenti d is therefore ex-ante (based
on forecasts rather than results).
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4.1.2

4.1.3
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4.15

4.1.6

4.1.7

4.1.8

4.1.9

Principles for human health in
environmental impact assessment

Key messages

Good practice in addressing human health within EIA, and the public health perspective, is
underpinned by five principles: a comprehensive approach to health, equity, transparency,
proportionality and consistency.

These principles are adapted from Cave et al (28) and informed by the amended EIA Directive
(2014/52/EU (4)), by principles for HIA (35,36) and for Environmental Risk Assessment (37).

Comprehensive approach to health

Physical, mental and social wellbeing is determined by agbroad range of factors from all
sectors of society. Consideration of these wider detesfminants of health and their inter-
relationships should inform the assessment of humah health. Inter-sectoral collaboration,
between public health and other sectors, should be'a featureiof coherent coverage of health
in EIA.

Equity

The distribution of health impacts across ‘the population should be considered, paying
specific attention to vulnerable gro@ps. Where impacts that are unfair and avoidable are
identified appropriate measures should“bépincluded to avoid or reduce adverse health
outcomes, or to improve health, and other, outcomes for affected groups.

Transparency
A transparent EIA process facilitates,.cooperation and communication, external to the
organisation conducting,theyElA. It enhances the process and improves effectiveness.

The reporting©fthe EIA shouldidemonstrate a clear and consistent method and reasoned
conclusions. Reference should be'made to appropriate evidence sources and a clear rationale
provided for the'prefessional judgements.

Proportionality

The assessment should be proportionate. The scoping of human health issues into EIA should
focus on whether the potential impacts are likely to be significant. Effort should then focus
on identifying and gaining commitment to avoiding or reducing adverse effects and to
enhancing beneficial effects.

The assessment findings should be presented clearly and aim to be concise and precise and
to give appropriate weight to health as a material consideration.

Consistency

The assessment should be based on evidence and on sound judgment. The assessment
process should follow an acceptable, explicit logic path and retain common sense in applying
relevant guidance. Divergence from accepted practice should be explained.

The assessment, its process and conclusions, should be in accordance with up-to-date policy,
guidance and scientific consensus. This acknowledges the potential for conflict between
policy and emerging evidence. The assessment should show awareness of good practice in
previous impact assessments of human health (including stand-alone HIA). However,
consistency does not imply blind adherence to guidance and precedence at the expense of
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local context and/or the need for innovation. The reporting of health in EIA should be
amenable to auditing and review processes to confirm legislative compliance and
appropriate alignment with guidance, including these principles.
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5.1.5

Screening

Key messages

Screening is not mandatory in EIA. It is the process that is used to determine whether an EIA
is, or is not, required.

The term likely significant effect is introduced at this stage.

At the screening stage the task is to determine a simple ‘yes’ or ‘no’ answer, with brief
justification, to the question of whether the project is likely to significantly affect health at a
population level. This means reaching a preliminary conclusion as to whether the project is
consistent with providing ‘a high level of protection to human health’.

At screening the level of detail may be low and the level of uncertainty may be high.

Where population health outcomes are likely to be sig antly affected by a project then
health should be central to case-by-case screening d S.

What is it?

Screening is the process that is used to detefrmine whether an EIA'is, or is not, required. This
is the first formal step in the EIA process:Screening is not mandatory but if a project’s
planning application is submitted and it is subséquently considered likely that it will have
significant environmental effects, the “Campetent Authority can delay their decision and
require the Developer to prepare and submit anElA Report. Identifying the need for EIA late
is costly for the Developer, sofscreening isdsually undertaken where there is any doubt about
the need for EIA. If the Déveloperis confident that an EIA is needed screening may not be
formally undertaken afidithe Deyveloper pg)ceeds directly with scoping and preparing an EIA
Report.

A Developer can make a‘voluntary request to the Competent Authority for a screening
decision beforeisubmitting a\project planning application. The request must include sufficient
information to enable the Competent Authority to determine if the project is likely to have
significant effects onithe@nvironment, including human health. The Competent Authority
undertakes screening,'determining either that: an EIA is not required, or an EIA Report must
accompany the application.

At the screening stage, there are gaps in information, so the analysis is preliminary. The
health sector, which covers both public health and healthcare, can advise in broad terms on
whether the project activities and the resulting effects on determinants of health are likely
to lead to significant changes in population health outcomes. There can be opportunities as
well as greater uncertainty at this stage as the design of the project is likely to be relatively
fluid at this stage.

What is a significant effect for human health in EIA? - Screening

The EIA Directive requires “likely significant effects” to be assessed but it does not elaborate
how significance should be defined (for any topic area, including health). Significance should
therefore be based on professional judgement and best available evidence. The way in which
a decision is reached should be transparent.

It is worth noting that in most cases, evidence on health effects and their significance is
incomplete. This can lead to differences in public, political and expert opinions.
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5.1.7

5.1.8

5.1.9

5.1.10

5.1.11

5.1.12

5.1.13

52

5.21

5.2.2

Significance for health is an overarching concept that is relevant to all stages of EIA. As the
EIA progresses (from screening, through scoping to assessment), the granularity with which
health significance can be determined increases.

From the health perspective the professional judgment made at the screening stage (usually
without reference to supporting studies) is to determine a simple ‘yes’ or ‘no’ answer (with
brief justification) to the question of whether the project is likely to significantly affect health.
At the screening stage this means reaching a preliminary conclusion as to whether the project
is consistent with providing ‘a high level of protection to human health’ (this wording is based
on the purpose of EIA as described in Recital 1 of the preamble to Directive 2014/52/EU).

Where screening looks only at pre-defined criteria or thresholds set by national legislation
and there is not a specific health criterion, health may not feature explicitly within the
screening process or decision. For example, a project may require EIA because it is over a
certain scale. This may imply potential to significantly affect population health. The decision
will turn on whether the scale criterion is met rather than its implication for health.

However, where screening is on a case-by-case basis it is relevant to understand what a
significant health effect means. In such cases detail does not need to be articulated, but the
thought process around health significance should takefinto account:

e physical, mental and social wellbeing of currentiand future populations (including
vulnerable groups and those who would bednost affectedayythe project);

e have regard to health inequalities, healthy lifestyles, safe and‘cohesive communities,
socio-economic conditions (including edueation@nd employment), environmental
conditions and health and social care services; and

e consider the change’s importance) desikability‘@mhacceptability (20) for population
health.

In line with proportionatescreening, onlythe likelihood of clearly important or unacceptable
changes to populationdealth shotld scre@ a project in for EIA on health grounds.

The screening deciSionfjustification may broadly link the most relevant project features,
through the mast relevantideterminants of health, to the most relevant health outcomes.

E.g. a significantyhealth effect may arise as large scale fossil fuel combustion, through air
quality, affects cardiovascular and respiratory health; furthermore given the urban context
and that existing baselin@ air quality already approaches regulatory limits a further large
increase in air pollution'due to the project is likely to affect population health in an important
and unacceptable way.

The screening justification referring to health needs not be exhaustive of all the ways in which
health may be affected. Similarly, not being explicit about the role of health during screening
does not restrict subsequent consideration of health at the scoping stage. The issue of health
significance is discussed in more detail in the scoping and assessment stages of this resource
document.

Process

Step 1: When is screening required?
EIA is mandatory if the development is of a type that is included in EIA Directive Annex . In
this situation health screening is not undertaken.

EIA health screening is only required when a case-by-case examination is undertaken in
relation to EIA Directive Annex Il developments (usually supported by thresholds set by
Member States national legislation on EIA, including special circumstances for sensitive
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5.25

5.2.6

5.2.7

5.2.8

5.2.9

5.2.10

areas). These decisions on whether an EIA is needed are at the discretion of the Member
State. In these cases, the information required is set out in national legislation transposing
EIA Directive Annex IIA, informed by selection criteria set out in EIA Directive Annex Ill.

In order to determine whether the proposed project should undergo screening or not, it is
necessary to refer to the applicable national legislation. It should be checked, in particular if
the project is included in a list in national legislation that corresponds to the EIA Directive's
Annex Il.

Step 2: Thresholds and criteria

EIA Directive Annex lll requires that “The characteristics of projects must be considered, with
particular regard to: ... the risks to human health (for example due to water contamination or
air pollution).”

As noted in the preamble to EIA Directive 2014/52/EU, the screening procedure should
ensure that EIA is only required for projects likely to have significant effects. The preamble
also notes that the EIA Directive Annex Il criteria should be adapted and clarified as
appropriate.

Permission cannot be granted for an EIA Directive Annex Il project (as transposed into
national legislation) unless it has been screenedffor likely significant effects on the
environment. This screening is based on the critegia in Annexylll which are presented under
the following headings:

e characteristics of projects;
e |ocation of projects; and
e characteristics of the potential impaet,(including the risk to human health).

Thresholds and/or criteria set_by nationaldlegislation are intended to ensure that every
project that is likely to havefsignificant'effects on the environment, including human health,
is subject to an EIA, and'that those that are not likely to have significant effects on the
environment, includingthumanghealthpage not subject to an EIA. National legislation will
determine the relevantythrésholds/criteria for a project. There is usually a ‘catch-all
provision’ so that'a CompetenthAuthority is able to decide on a case-by-case basis whether
EIA is required for an EIA Directive’Annex Il project.

Step 3: Case-B§acasefkamination

According to EIA Directive Annex Il developments, the Developer must provide information
on the characteristics of the specific project and its likely significant effects on the
environment, including human health (in very broad terms). The Competent Authority uses
this information to develop its screening decision, i.e. to reach a conclusion about whether
the project should be subject to an EIA. For this decision to be taken. The information to be
provided by the Developer is specified in national legislation transposing EIA Directive Annex
lA.

Relevant information on health should inform the screening decision e.g. in very broad terms
the key health priorities set for the affected population, for example, tackle obesity.
Consequently, input from health specialists is advisable for this step. The level of health
information should be proportionate to the preliminary nature of assessment at screening.
A broad-brush approach is needed.

Pursuant to the last sentence of EIA Directive Article 4(4), both the Developer and the
Competent Authority should consider how to tailor the project to avoid or prevent what
might otherwise have been significant adverse effects on the environment, including human
health.
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5.2.12

5.2.13

5.2.14

Good practice action by Developer: Seek input from those with public health knowledge in
an EIA context when determining the information to submit on the characteristics of the
project and its likely significant effects (including measures to avoid or prevent significant
adverse health effects).

Good practice action by Competent Authority: Where a decision is on a case-by-case basis,
seek relevant public health advice before making the screening decision (including measures
to avoid or prevent significant adverse health effects).

Step 4: The screening decision and its justification

The Consenting Authority issues a screening decision to the Developer indicating whether
EIA is or is not required. The Screening Decision must state the reasons for either requiring
or not requiring EIA. Figure 7 sets out the rights of the public to see the screening decision
and its justification (this is also required by EIA Directive Article 4(5)).

The screening decision should make appropriate reference to human health. This may
involve two scenarios:

e The ElAis screened in due to other issues, which are linked to human health, e.g.
criteria or thresholds for project scale, air quality, ndise, water, land quality, socio-
economics, transport etc.

e Health is the issue on which the screening de€ision turns:ln,this case the screening
exercise finds that a project will have likely significant effects on health. This occurs
when the project does not meet otherdriteria/thresholds and when the screening finds
no likely significant effects for other EIA tapicdreas such as air quality, noise, water,
land quality, socio-economics, transport etc.This may be very unusual but such projects
should not slip through the EIA screening net.

The first scenario is the most'likely: The screening decision should make the links to human
health in broad terms ige. linking the most relevant determinants of health to the most
relevant health outcomesias well'as@nvir@rmental outcomes or limit values, as appropriate.

For the second scenario‘the screening decision should have regard to human health issues
that are not usually included\within purely environmental considerations of project effects,
e.g. understanding of risk orllifestyle and behaviour changes.

Good practice act y Coampetent Authority: Where population health outcomes are likely
to be significantly a d by a project (e.g. by changes in air quality, noise, water, land
quality, socio-economics, transport etc...) health should be central (not peripheral or
secondary) to the screening decision justification.

Figure 7: Participatory rights

Screening procedures under the EIA Directive are influenced by the participatory rights established
by the Aarhus Convention (38). In the sense that the affected public and the public now have a legal
right to know the reasoning behind the decision on whether a Project will be subject to an EIA
procedure or not.

This requirement can become the basis of a legal initiative, in case the decision is challenged by the
affected public and/or the public at large. This will most likely be relevant in cases where the
Competent Authority has decided to screen the Project out of the detailed requirements in Articles
5- 10 of the EIA Directive.

From European Commission (11)
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Guidance questions

The European Commission provides a two-part screening checklist tool to support case-by-
case screening decisions. The first part of the tool is a series of questions to determine the
likely significant impacts of projects and, in so doing, to decide whether an EIA is required
(11, pages 54-58). The second part of the tool is a checklist of criteria for evaluating the
significance of the environmental impacts (11, pages 59-60). These are provided in Appendix
C: Table C-1 and in Table C-2.

The first part of the screening checklist tool (11, pages 54-58) asks questions about factors in
the physical environment, all of which are determinants of health (see Table C-1). These
questions help to identify where there is potential for interactions between a project and its
environment. This helps to frame decisions about whether those interactions — the impacts
of the project - are likely to be significant. The following additional health related questions
have been added to Table C-1 to be considered in addition to the European Commission’s
checklist. These require an answer of ‘yes’ or ‘no’ and a brief description:

e Would the Project result in a significant widening of inegualities in society through
differential or disproportionate environmental, socialfer economic changes to people
who are more vulnerable?

e Does the project have the potential for likely significant'effects on health (through
changes in determinants of health)?

The European Commission provides a chetklist of criteria for evaluating the significance of
environmental impacts (11, pages 59-60) (andysée Table C-2). These questions should be
asked for each ‘yes’ answer in the Sefeening Cheeklist and the conclusion and the reasons for
it noted. An answer of ‘yes’ or ‘do notknow’ peintstowards the need for an EIA process. An
answer of ‘no’ suggests that amgEIA process’is notiréquired. The following additional health
related questions have begfi‘added to Table C-2 to be considered in addition to the European
Commission’s checklisty

e Will the health ofsthe population, andvof sections of the population (particularly
vulnerable gfoups), be affected?

o Will the effect be influential to*the achievement of key health priorities set for the
affected population (e.g:in relation to obesity)?

If the answer is ‘yes"{(idef ‘significant’ population health effects are ‘likely’) and appropriate
justification for this view can be provided, then an EIA is likely to be required if a screening
opinion is sought by the Developer from the Competent Authority.
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6.2.3

Scoping

Key messages
Scoping is not mandatory in EIA.

Scoping is good practice and most EIAs will undertake this step because it enables better
planning and costing of the assessment stage and it reduces the risk of delays.

Scoping should determine the potential for population health effects to be ‘likely’ and
‘significant’. If this is the case, then these issues should be ‘scoped-in’ for further assessment.

Scoping health should be proportionate. Health effects that are unlikely to significantly affect
population health should be ‘scoped-out’. Good practice is to consult health stakeholders.

What is it?

EIA Directive Article 5(2) requires that, where requestediby the Developer, the Competent
Authority shall provide an opinion on the scope @nd levelhof detailed information to be
included by the Developer in the EIA ReportdThe Developeniis required to provide the
Competent Authority with appropriate informiation on_the project’to support this process.

Process

Typically, the Developer prepares a Scoping Repont to set out its views. The Competent
Authority then issues a Scoping Opinien in whichpit sets out its views. EIA Directive Article
5(1) requires that where a SeopingiOpiniof has been issued the EIA Report shall be based on
that opinion. It requires that the EIA Report includes the information that may reasonably be
required for reaching a reasoned coenclusion on the significant effects of the project on the
environment, includingshtman health.

Step 1: Init@@ting scoping

EIA scoping is‘@\woluntary step under the EIA Directive. EIA scoping may be prescribed by
national legislationi(as allowed by the last sentence of EIA Directive Article 5(2)). Scoping is
good practice and mast ElAs will undertake this step because it enables better planning and
costing of the assessment stage and it reduces the risk of delays by seeking early input from
key stakeholders (including health stakeholders).

A range of actors may be involved in leading the scoping exercise, either on behalf of the
Developer or on behalf of the Competent Authority, including using independent third
parties. The specific procedures to be followed when carrying out scoping vary between
Member States and between different EIA regimes within Member States.

Good practice action by Developer: In preparing an EIA Scoping Report (or equivalent) seek
input from those with public health knowledge in an EIA context. This particularly applies
when scoping the likely significant effects of a project. This includes advice on measures to
avoid or prevent significant adverse health effects, as well as measures to realise health
opportunities.

Good practice action by Competent Authority: In preparing an EIA Scoping Opinion seek
input from the national body responsible for public health and the relevant regional or local
public health teams. This includes advice on measures to avoid or prevent significant adverse
health effects, as well as measures to realise health opportunities.
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6.2.5

6.2.6

6.2.7

Step 2: Information needed to undertake scoping
Article 5(2) of the EIA Directive requires the Scoping Opinion to take into account the
information provided by the Developer on the specific characteristics of the project.

Scoping sits between the screening and the assessment stages. It is more detailed than
screening but less detailed than assessment. The view that is taken is still quite high-level as
to the likely significant effects of the Project.

The broad principles and practices of scoping are set out in generic EIA guidance (39) and
they are not reiterated here. This document focuses on supporting health stakeholders in
advising the Developer and Competent Authority on a proportionate approach to scoping
human health in EIA.

Consistent with the principles set out above (see page 14), the wider determinants of health
should inform EIA Scoping. Table 2 provides an indicative list of determinants of health and
other factors influencing health and wellbeing. The expectation should be that the scoping
process establishes a proportionate number of health issues to be considered for further
assessment.

Table 2: Categories and examples of the gFoad€menvironmental and social
determinants of health and wellbeing
Main category Examples of determiqﬁand factors influ’ing health and wellbeing
General social, 1. discrimination/rdcism
economic and 2. economic, social, envitenmental and healthtrends
political factors 3. freedom_s of; spe_:e_ch and press
4. general inequalities
(macro level) 5. local and national priGrities, policies, programmes and projects
6. politieal participation
7. poverty
8.4 social exclusion
Global ecosystem L. | biodivefsity; natural spaces and habitats
2. _elimate change(lcluding extreme weather events)
3. hhatural hazards (including earthquake, volcanos, wildfire,landslide
hazards, etc.)
Natural 1. airquality
environmental 2. biological and chemical agents
factors (biological, " 3. disease vectors
chemical and 244 “food resources and safety
physical) 5. open and green space, landscape
6. radiation
7. soil (contamination)
8. water resources and safety
Built 1. housing safety
LT 2. housing size and level of crowding
3. housing supply, affordability, and accessibility
4. indoor air quality
5. industrial areas —industrial contaminated sites
6. light pollution (e.g., reflections)
7. neighbourhood infrastructure and liveability
8. noise pollution
9. places
10. residential segregation
11. sites of cultural significance (sacred or historic)
12. smell/odours
13. streets and routes
14. urban green space, parks/landscape
15. vibrations
Services (location, Health services
access, for example, |1 emergency response
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6.2.8

6.2.9

6.2.10

Main category Examples of determinants and factors influencing health and wellbeing

for disabled people or|2. hospitals —access and quality
elderly, and cost) 3. primary community and secondary health care — access and quality

Public services

child care services — access and quality
educational — access and quality
police/security and emergency response
public transportation — access and quality
social services — access and quality
waste systems — waste disposal

water and sanitation systems

Private services and local economy
financial institutions

0. retail food resources

. shopping — access and quality

BL O Nounkwn R

[N
[N

income and employment benefits
un-/employment and job security
workplace occupational hazards

workplace rewards and control

Employment and
livelihood

Family and
community structure

community centres

crime and violence

cultural and spiritual participation

family structure and relationships

health inequalities (e.g4'in different neighbourhoods)

health of minorities and vulnerable groups/impacts on different social
groups

social support (neighbourliness, social networks and isolation)
voluntary group participation

alcohol caofistiimption

diet

hygiene

leistire’and recredtional activity

physicalactivity/inactivity

smoking

substafnce abuse,’,

age
existing health conditions and disabilities

ogakrwd RPIMONE

Behavioural risk
factors and lifestyle

Biological and
genetic factors

W AR |0 01 B~ WD 0N

gender

From Nowacki (40)

Good practice actiom health stakeholders: Support the Developer or Competent
Authority during EIA Scoping by introducing the breadth of the wider determinants of health,
and then help to focus the EIA to only the likely significant health effects of the project.

The EIA Directive does not set out the methods that should be used to scope health, or
indeed other topics. There are complex causal relationships between changes that are
expected to arise as a result of a project, i.e. changes in determinants of health, and
changes in health outcomes. This means that, in theory at least, every project can affect
health in one or many ways. This emphasises the importance of proportionality when
scoping for health in EIA.

It is, therefore, good practice when scoping health within impact assessments to establish
how any given effect might occur (41). This route between changes in a determinant of health
and changes in one or more health outcomes can be known as a health pathway.

The first step is to consider whether potential health effects are ‘likely’. The second step,
which arises from the EIA Directive, is to consider in broad terms the potential for the effect
to be ‘significant’.
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6.2.11

6.2.12

6.2.13

6.2.14

6.2.15

6.2.16

6.2.17

Is a potential health effect ‘likely’?

The assessor can do this by first considering whether a health pathway can be established.
This has been referred to as establishing the plausibility of a causal relationship: the
plausibility of a project generating a potential health effect can be established using a simple
source-pathway-receptor model (28). Is there a theoretical link between source—pathway—
receptor that can lead to a health effect? This is informed by:

e the project description which is used to describe the source;

e the pathway which is established through reference to the scientific literature; and

e the receptors which are identified in the baseline data, including baseline data on
population that may have been collected for the other EIA chapters.

The assessor can then state how ‘likely’ it is that this effect would occur. An effect is not likely
when it would require implausibly rare events or conditions to arise. This will be a qualitative
professional judgement. At the scoping stage most decisions to scope out a potential health
effect will be because it is not deemed to be likely.

It is important also to take account of the EIA Directive Arti¢le 3(2) requirement to consider
the vulnerability of the project to risks of major accident§ and/or disasters where relevant to
health. Such emergency preparedness considerations may,sit in a separate EIA chapter to
human health and link to specific regulatory requirements fer emergency planning set by
legislation.

Is a potential health effect ‘likely’ and€8ignificad¥’ ?

For those effects considered likely, the assessor néeds to consider, in broad terms, whether
they will be significant. This requires¢Significance’ to be defined for human health. Consensus
(20) points to EIA significance being‘ajjudgement made by a competent expert for a specific
context. The objectivity of the judgement depends’on the quality of the evidence sources
and on the transparency offthe criteria\used to guide the judgement.

A more detailed discusSion of health significance is included in the EIA Report section of this
document (see page.30). Atithé scoping sﬁge the broad question is whether the likely effect
is “important, desirable oracceptable” (20) in population health terms.

A commentdryyshould be provided to explain the ‘reasoned conclusion’. Typically, a very
small change inthealth risk factors for only a very few people would not be considered a
significant population, health effect. It may be helpful to recall that Recital 1 of the EIA
Directive preamble uses the phrase “... contributes to a high level of protection of the
environment and human health ...”. A rule of thumb may therefore be to consider whether
the effect should be brought to the attention of the Competent Authority.

e An effect might be brought to the attention of the Competent Authority because the
professional judgement states that the effect does provide a high level of protection to
human health including as appropriate health prevention, treatment, care and
promotion considerations.

e It might also be brought to the attention of the Competent Authority because the
professional judgement states that the effect does not provide a high level of
protection to human health including as appropriate health prevention, treatment, care
and promotion considerations.

At scoping, a rapid evidence review that indicates the key drivers for importance and
acceptability can help determine what is meant by a high level of protection to human health.
A review of health priorities will identify what the relevant public health teams in a
jurisdiction deem to be the main challenges for health. A review of health related policies

24| Page



6.2.18

6.2.19

6.2.20

6.2.21

6.2.22

6.2.23

6.2.24

will identify what is acceptable for the jurisdiction. These include legal thresholds or defined
government positions on issues. Such considerations will differ between Member States.

Based on reviews of guides to health in impact assessment (7,8) and the EC guidance
document (20), as well as experience pooled from professionals working in Health Impact
Assessment and Health in EIA, there are common considerations during the scoping of health
effects in impact assessment, which are often iterative. See Appendix A on page 49 for an
example of a process that could be worked through for each health issue considered at
scoping.

As part of reaching a scoping judgement and providing a reasoned conclusion on the
potential ‘likelihood’ and ‘significance’ of an effect it may also be appropriate to include
reference to other descriptive terms listed in EIA Directive Annex IV i.e. a preliminary view
on terms to be covered within the EIA Report such as whether an effect is:

e direct or indirect,

e secondary,

e cumulative,

e transboundary,

e short-, medium- or long-term,
e permanent or temporary,

e positive or negative.

Appendix A: on page 49 provides an example of aghealth pathway. Other health pathway
models can be used to illustrate the mapping and the logic behind a scoping analysis. For
example, the DPSEEA framework was developed by the WHO (42,43) and refers to Driving
forces, Pressures, State, Exposures, ‘health“Effects‘and Actions The modified and enriched
DPSEEA model (44) (which ineenporates sacial, economic and behaviour aspects alongside
environmental exposures)ds an alternative that can support this process.. It displays the way
in which various forces' generate' pressures that affect the state of the environment and
ultimately human health:Action canbetaken on all levels to minimise adverse health effects.

Good practice
Authority d
transparent an
of health effects.

stakeholders: In supporting the Developer or Competent
blish a proportionate health scope with reference to a
cess for determining the potential likelihood and significance

Step 3: Scoping cofisultations

In cases where Scoping is required by national legislation, or where the Developer has
requested a Scoping Opinion, the EIA Directive Article 5(2) further establishes specific
consultation requirements.

Further points in relation to EIA consultation are discussed in Section 8 of this resource.

Step 4: The scoping outputs: the Scoping Opinion/Report

There are no formal requirements regarding the content of the Scoping Opinion or Scoping
Report in the EIA Directive. However, in principle, it should define the EIA Report’s Terms of
Reference and the level of detail of the information necessary for the assessment as well as
giving an indication, as well as providing an estimate of the time needed to prepare the EIA
Report, and its possible length.

Scoping is primarily focused on identifying the impacts to be assessed (setting a
proportionate topic scope), but it may also address other additional matters in a preliminary
way; these include: the types of alternatives that ought to be considered; the methods used
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6.2.25

6.2.26

to predict the significance of effects; and the types of mitigation and monitoring measures
to be considered.

Having established that proportionately scoping health benefits from looking at the
‘likelihood’ and then ‘significance’ of potential health effects, the reporting of health within
the Scoping Report and Scoping Opinion needs clarifying.

Figure 8 summarises how the EIA Directive Article 3(1) and Annex IV requirements are
typically reflected within EIA topic chapters and how these should inform a health chapter,
as well as relevant health issues not covered by other EIA topic chapters.

Figure 8: Scoping health as an EIA topic chapter

Good practice action by the Developer and the Competent Authority: Use a ‘health chapter’
so that health stakeholders (notably national, regional or local public health teams) can
clearly navigate to the relevant information and advise on all the health issues across the EIA
scope.

Good practice action by health stakeholders: As part of consultation responses request a
health chapter within the Scoping Report and EIA Report that brings together or cross-
references the likely significant health effects.
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6.3
6.3.1

6.3.2

6.3.3

6.3.4

6.3.5

Guidance questions

Overarching questions for determining, in broad terms, the significance of likely health
effects (most relevant to scoping stage) include:

e isthe expected change in population health important given the scientific literature,
baseline conditions and local health priorities; and

e isthe expected change in population health acceptable for the setting, or desirable,
given consultation responses, regulatory standards and the policy context?

The European Commission provides a two-part scoping tool. The first part of the tool is a
checklist with a series of questions to be considered in scoping and, in so doing, to decide
whether the effect is likely to be significant (39, pages 53-58). The second is a series of
questions to support completion of the preceding checklist (39, pages 59-60). These are
provided in Appendix D, Table D-1 and in Table D-2.

The scoping checklist reiterates the overarching questions from the screening stage and for
each includes a series of more detailed exploratory questions. The majority of these
questions can be related to determinants of health anddiealth outcomes (see Appendix D:
Table D-1). To support completion of this scoping checklistitwo additional columns have been
added to Appendix D, Table D-1. These set out examjples of\potentially relevant determinants
of health and health outcomes. These promptselate the broad EIA wide scoping questions
specifically to health considerations. Appendix D, Table D-1 alsa includes additional colour
coding (green, yellow and grey) to indicatethe degree®f likely relevance of scoping questions
to health. Both the prompts (additional columns)fand the colour coding are indicative and
should not be treated as exhaustivedThe scoping checklist casts a wide net and may capture
one health issue under multiple questions.;Preportionate scoping of any given EIA should
result in only a subset of the,determinants of ‘health being included as potentially likely
significant effects warranting further asséssment.

The European Commis§ion provides,supplementary questions to support completion of the
scoping checklist (20,p22€5.59-60) (and Lee Appendix D, Table D-2). These questions have
also been colour€oded to support an emphasis on those that are most relevant to health. A
question has deen added tothe'European Commission’s list to ensure that the issue of health
inequalities is considered explicitly: “Would the Project result in a widening of inequalities in
society through differentialfor disproportionate environmental, social or economic changes
to people who are marediulnerable?’

During the process of reviewing other EIA topic chapters, the key health question to ask and
then answer is ‘what do the findings of other EIA topic chapters mean for population health
outcomes?’ Another question to ask is ‘does the study area of the other EIA topic chapter
reflect the likely extent of population health effects?’
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7.1
7.11

7.1.2

7.13

7.1.4

7.1.5

7.1.6

EIA report — assessment

Key messages
An EIA Report should present the likely significant effects of the project, including for health.

Multi-criteria analysis considers how a range of factors and evidence sources may contribute
to a conclusion on the significance of health effects (this includes, but is not limited to,
sensitivity and magnitude).

EIA takes a population health approach. Inequalities are a key feature of population health
assessment, so consider differences between the general population and vulnerable groups.

What is it?

As required by EIA Directive Article 5(1) where a project meets the requirements for EIA the
Developer shall prepare and submit an EIA Report. The EfIA'Report includes at least:

e aproject description;

e the current and future baseline;

e the Article 3(1) environmental factors affected (such as humanyhealth);
e the likely significant effects (including fisks to human health);

e the reasonable alternatives considered;

e mitigation measures;

e monitoring measures; and

e anon-technical summarys

EIA Directive Article 5(3) requires'that ‘competent experts’ should prepare the EIA Report,
and the Competent Authoritydreviewing¥the EIA Report should have access to sufficient
expertise to examine it:“As.the steps in preparing the EIA Report are well covered in generic
EIA guidance (20,39) they are notreiterated in detail here.

In brief, EIA Directive Article/1(a) requires:

e the preparation‘ofian€IlA Report;

e the carrying out of consultation in a prescribed fashion;

e the examination of the information by the Competent Authority;

e the determination of significant effects by the Competent Authority; and
e the use of those reasoned conclusions in the determination.

To support the Competent Authority, the EIA Report prepared by the Developer (and their
consultants) should include the information that may reasonably be required for reaching a
reasoned conclusion on the significant effects of the project.

The key issue for health is what it means to “identify, describe and assess in an appropriate
manner, in the light of each individual case, the direct and indirect significant effects of a
project on ... population and human health” (as required by Article 3 (1)) i.e. how to establish
whether a likely health effect is significant or not significant.

As was discussed in the Scoping section of this report, Recital 1 of the Preamble to Directive
2014/52/EU indicates the purpose of EIA is to provide a high level of protection to the
environment and human health. Whilst the term ‘protection’ is specifically used by Directive
2014/52/EU, the public health community would take this to include appropriate
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7.1.7

7.2

7.2.1

7.2.2

7.2.3

7.2.4

consideration of the overlapping activities of health prevention, health promotion and
healthcare in addition to health protection specific activity.

The preamble to Directive 2014/52/EU also notes that “when determining whether
significant effects on the environment are likely to be caused by a project, the competent
authorities should identify the most relevant criteria to be considered...” i.e. it is appropriate
to define health specific criteria for health significance.

Process

Project Description

EIA Directive Article 5 and Annex IV set out the requirements for describing the project.
Typically, unless the project is a health service development for example a new hospital,
there may be limited direct reference to health in the project description. Where there is
development to provide temporary or permanent healthcare for the project workforces
(including where this is ancillary or associated development) this should be set out to a level
of detail consistent with the Scoping Opinion issued by the€ompetent Authority. If there has
not been a formal Scoping Opinion (and in any case)4the information on required health
services should be sufficient for the local and regional’health service providers to undertake
their own strategic service planning.

Good practice action by health stakeholde

n supporting tmeveloper and Competent
ice i ations of a project, provide clear
rvice planning. Including the design
cifications and financial calculations as

expectations for how the desckiptio 3 vices within the EIA Report would be
further developed once s e i are appointed which may be after determination
of the planning applicati

\ 4

Health Baselingseenaci®
EIA Directive Anfiex IV requiresthe EIA Report to include a description of the relevant aspects
of the curredt state of the envifenment (baseline scenario) and an outline of the likely
evolution thereafiwithout implementation of the project as far as natural changes from the
baseline scenario cah, be assessed with reasonable effort on the basis of the availability of
environmental information and scientific knowledge.

A health baseline may use routinely collected indicator data spanning demographic, socio-
economic, environmental, public health and health service sources. The baseline is the
benchmark from which change due to the project is predicted by the assessment (part of
determining significance) and then monitored. The health baseline should therefore be
specific (and proportionate in length), using indicators relevant to the determinants of health
or health outcomes that are expected to change due to the project. The resolution of
indicators will be relevant (e.g. national indicators are unlikely to be sufficiently sensitive to
detect project change at local level). The regularity with which indictor data is refreshed is
also relevant.

In some cases, it may be appropriate to supplement routine health baseline sources with
additional information gathering, such as a survey of community attitudes. If undertaken
robustly such studies can fill information gaps in knowledge about community cohesion and
community identity from a non-self-selecting sample of the public. Bespoke surveys can also
collect data from groups who would typically not engage with formal public consultations.
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7.2.5

7.2.6

7.2.7

7.2.8

7.2.9

7.2.10

The collection of relevant data is critical to a robust assessment of the baseline. Data should
be identified and assessed by qualified experts.

Good practice action by health stakeholders: In supporting the Developer to describe a
health baseline, it is necessary to provide advice on appropriate health related indicators
(e.g. public health indicator sets) that the project should include to facilitate assessment and
future monitoring. Where feasible also provide advice on how the area’s future health
baseline may evolve with and without the project (i.e. data sources identifying relevant
population health trends).

Environmental factors

EIA Directive Article 3(1) sets out the environmental factors that EIAs have to consider.
Human health is specifically mentioned, as is its interaction with population, biodiversity,
land, soil, water, air, climate material assets, cultural heritage, the landscape and the
vulnerability of the project to risks of major accident and/or disasters.

EC Guidance (13) notes that “human health is a very broad factor that would be highly project
dependent. The notion of human health should be considered in the context of the other
factors in Article 3(1) of the EIA Directive and thus envir@amentally related health issues (such
as health effects caused by the release of toxic subStances to the environment, health risks
arising from major hazards associated with the groject, effectsieaused by changes in disease
vectors caused by the project, changes in liding conditions, effeets on vulnerable groups,
exposure to traffic noise or air pollutants) are obvialis aspects to study. In addition, these
would concern the commissioning, operation,@nddecommissioning of a project in relation to
workers on the project and surroundifigypopulation” .

Assessing effects on the enviionm&ARiaffuding human health

EIA Directive Article 3(1) reéquires, thatthe EIA shall identify, describe and assess in an
appropriate manner, in_the light of eachiindividual case, the direct and indirect significant
effects of a project on ‘.. humandheaith. Article 5(1) also specifies that the EIA Report should
include a descriptiongofsthe likely significant effects of the project. Likelihood was discussed
in section 6, thisfsection considers significance in detail appropriate to the assessment stage.

EC Guidance ‘states: “The assessment of significance relies on informed, expert judgement
about what is impertant, desirable or acceptable with regards to changes triggered by the
Project in question™(39)4Multi-criteria analysis is an established approach to determining
significance in EIA (39)." Two established and commonly used criteria across EIA topics are
sensitivity and magnitude. Whilst these are part of determining health significance they tend
not to capture other information, on importance, desirability and acceptability, that is
relevant to presenting a robust ‘reasoned conclusion’. For this reason, a simple sensitivity v.
magnitude matrix approach is not recommended (45).

An alternative approach is to use a structured narrative that draws from a wider range of
relevant information to support the professional judgment. The sources of information
include:

e scientific literature;

e baseline conditions for the population;

e consultation for the project;

e health priorities in the jurisdiction;

e regulatory standards in the jurisdiction; and
e policy context in the jurisdiction.
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7.2.11

7.2.12

7.2.13

7.2.14

7.2.15

These are discussed further in Table 3. They are adapted from Pyper and Cave (45) and are
based on reviews of relevant health guides (7,8) and the EC guidance document (39). These
sources typically already feature within EIA Reports. A robust reasoned conclusion on health
significance identifies and relates the relevant evidence to the specific context of each health
issue within the scope.

Table 3 provides further details on considerations in determining significance other than
sensitivity and magnitude. Figure 10 (see Appendix B on page 52) illustrates a three step
multi-criteria analysis for determining significance for health.

Health in EIA takes a population health approach. Inequalities are a key feature of population
health assessment. A balanced conclusion requires a consideration of two or more
populations. E.g.:

e the general population in a defined area; and

e groups within that population which are more sensitive to changes in determinants of
health, for example, due to young or old age, poor health status, poverty and other low
social status.

The narrative may be supported by quantitative health methods for those occasions where:

e robust dose-response functions obtained from high quality epidemiological studies are
established;

o effect size and population size make this appropfiate; and

e itis proportionate to undertake such analysis.

The coexistence of impacts may increase or-déesease their combined impact. Effects that are
not considered to be significantpwhen asséssed individually, may become significant when
combined with other effeéts. When cansidering significance, the cumulative effects of all
relevant projects in thed@rea, both spatial and temporal, should be considered.

al Makers: Consider setting an EIA policy context (at
avel) that sets specific project level expectations for the
opulation health, including being explicit about links to
Ith where appropriate. This would support reaching robust
professional judgeme IA health significance, particularly around the acceptability or
desirability of partic oject changes. The role of regulatory thresholds should be clear.

Good practice actior

Good practice action by health stakeholders: Consider being specific in policy documents or
other publications setting out local, regional or national health priorities about the role
development projects (particularly EIA projects) can play in addressing these priorities,
including specifying the links to relevant determinants of health where appropriate. This
would support reaching robust professional judgements on EIA health significance,
particularly around the importance of particular project changes. Such documents may also
include appropriate summaries of the local health baseline, including vulnerable groups and
of scientific literature on health effects.

Good practice action by health stakeholders: In supporting the Developer or Competent
Authority to identify the likely significant health effects of a project, use a transparent and
consistent process that encompasses a proportionate but sufficiently broad range of
evidence sources to establish not only the sensitivity of the affected population and the
magnitude of the project change, but also the important, desirable or acceptable of the
change in population health (pursuant to providing a high level of protection to human
health, including as appropriate health prevention, treatment, care and promotion
considerations).
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7.2.16

7.2.17

7.2.18

7.2.19

7.2.20

7.2.21

7.2.22

Mandatory assessment of Alternatives

EIA Directive Article 5(1) requires the Developer to include a description of the reasonable
alternatives relevant to the project and its specific characteristics, and an indication of the
main reasons for the option chosen taking into account the effects of the project on the
environment. The reasonable alternatives may be in terms of project design, technology,
location, size and scale.

This can provide important opportunity to modify the design of the project but involvement
of health experts in this stage is often limited.

Good practice action by health stakeholders: Be explicit in consultation responses to the EIA
project that the Developer should clearly set out how health has been taken into account in
the consideration of the reasonable project alternatives.

Mitigation and Compensation Measures

EIA Directive Article 5(1) requires the Developer to include a description of the features of
the project and/or measures envisaged in order to avoid, prevent or reduce and, if possible,
offset likely significant adverse effects on the environmegft. This include during construction
and operation of the project.

As noted by EC Guidance (13): in accordance with the precautionary and preventive action
principle, a long-term approach should be promoted and priority should be given to avoiding
impacts (prevention measures). Remediation and cormpensatory measures should only be
considered as a last resort.

All health-related mitigation measur@sishould be'clearly secured within the legal agreements
that accompany the EIA Report or\the“deéeision of the Competent Authority. Where
appropriate mitigation measures should Jink to“secured monitoring provisions. Securing
documents vary between grojects andbetween Member States, but may include a Code of
Construction Practice, a4 Code of/Operational Practice, a Workforce Management Plan, a
Workforce Accommodation Plaf, a“Fransport Plan, a Health and Wellbeing Strategy and/or
a legal agreemeniforfinancial payments to the relevant municipality, including contributions
to support community service improvements (including health services).

Despite potentially being secured across a wide range of documents and despite having links
to several other ElAtopic chapters, the health related mitigation measures should be clearly
cross-referenced withinthe EIA Report health chapter so that its influence on the significance
of health effects is clearly described (consistent with EIA Directive Annex IV point 7).

Good practice action by the Developer: In addition to mitigation in relation to the likely
significant negative effects of the project on health, also include enhancement measures in
relation to optimising the likely significant positive effects of the project for health.

Good practice action by health stakeholders: In supporting the Developer and Competent
Authority in relation to producing or reviewing the EIA Report set a clear expectation for the
proportionate enhancement of the likely significant positive effects of the project for health.
This may include advising on the opportunities for health protection, health prevention,
health promotion and healthcare. Enhancements should relate to the project (not be
unconnected inducements).

Monitoring

Recital 35 of the preamble to the EIA Directive explains that the intended purpose of EIA
monitoring is to determine appropriate procedures to monitor the significant adverse effects
of a project’s construction and operation, including to identify unforeseen significant adverse
effects, in order to be able to undertake appropriate remedial action.
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7.2.23  Further points in relation to EIA monitoring are discussed in Monitoring (see page 40 below).

7.3 Guidance questions

7.3.1 Table 3 sets out some questions to consider about any evidence sources that are used to
inform the professional judgment on significance.

Table 3: Scrutinising the judgement on health significance in EIA

Evidence sources Questions
to be expanded as appropriate

Scientific literature Does scientific literature support an association between changes
that are likely to occur due to the project and changes to health
outcomes? Are these scientific studies of good quality?

Does scientific literature provide thresholds at which effects occur
or describe conditions that are necessary for effects to occur?
Does scientific literature idengify any population groups as being
particularly susceptible to the potential changes?

Baseline conditions for the How does the baseline for the'population that is likely to be

population affected by the projeét compare'with the local, regional or
national baseline2
Are population groups that are identified in the scientific literature
as being particulakly susceptible to the potential changes due to
the project, presentiin’the population of interest?

Consultation for the project | Has the relevant determinant of health or health outcome that is
likely to be affectediby the project been a theme in consultation
fonthe project?

Health priorities in the What health priorities have been set by public health authorities

jurisdiction for the determinant of health or health outcome that is likely to
bé affectedibyy the project?

Regulatory standardsiin'ithe " [ Would the change in determinant of health be formally monitored

jurisdiction byyregulators?

Are there regulatory, or statutory, limit values set for the
determinant of health in the relevant jurisdiction?

Is there other, e.g. international, guidance on the determinant of
health in question?

Has EIA modelling predicted a change that exceed thresholds
identified in the scientific literature, set by regulators or in other
guidance?

Policy context in the Does policy, at local, regional, national or international level, set

jurisdiction particular expectations for the change in determinant of health or
health outcome?

Adapted from Pyper and Cave (45)

7.3.2 The European Commission provides a review checklist to support the preparation of the EIA
Report (20, pages 99-102). The part of the checklist relating to assessment (section 3 of the
checklist) is reproduced in Appendix E: Table E-1. These questions have been colour-coded
to emphasise those that are most relevant to health.

733 A question has been added to the European Commission’s list to ensure that the issue of

health inequalities is considered explicitly: ‘Has the potential for health inequalities been
appropriately articulated within the assessment so it is clear to the Competent Authority if
there are likely to be significant effects (positive or negative) for a vulnerable sub-population
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7.3.4

7.3.5

7.3.6

7.3.7

7.3.8

7.3.9

7.3.10

7.3.11

7.3.12

that differ from the finding for the general population? . This reflects the challenge for health
assessment that the same project change may have different health outcomes for different
populations over different time frames.

How should changes in health be reported in EIA?

Reporting of changes should depend on the methods used to assess the change. It should be
based on best available scientific evidence. To facilitate the decision-making process, data
should be as precise as possible having regard to the need for a proportionate assessment.

EIA is a prescriptive process defined by the EIA Directive and national EIA legalisation. The
reporting of EIA therefore has established national norms to which the inclusion of health in
EIA will typically align closely.

A difference between reporting the results in HIA and in EIA is that HIA often does not elicit
formal commitments from a Developer. The mitigation and enhancement measures are
expressed as recommendations and may not be formally binding.

An EIA report will include commitments towards mitigatieh and maybe enhancement. EIA
reporting is of the residual ‘likely significant” effects i.edafter mitigation or enhancement is
applied. This means that all those involved in EIA dincluding health teams, work hard to
ensure that measures receive formal commitment. This includes identifying the financial
implications of the mitigation or enhancement{ Similarly, whereyHIA may note the need for
further investigation, collaboration or consultation, health in EIAisrarely able to leave issues
unresolved unless they relate to committed monitofing plans.

Another consideration is whether ageemmon metric (like Disability Adjusted Life Years, or
DALYs) is appropriate for EIA. This links withiwhat health outcomes are selected and whether
a quantitative or qualitative assessment is undertaken for a particular health issue. Typically,
on the basis of practical asdvell"asipropeftionality considerations a quantification of health
effects is not appropriate for most health issues within the scope of health in EIA. Those
issues most amenable tosuch quantificatign are environmental exposures, such as air quality
and noise. In thesecaséspquantification can add value, but it can also be predicated on a high
degree of uncertainty (particulasly for relatively small exposure changes to a relatively small
particularly for kelatively small exposure changes to a relatively small population).

What outcont@measdifes constitute a consideration of human health?
Capturing inequalities in’health outcomes due to a project should be a key feature of the
approach to assessing the likely significant health effects in EIA (particularly where groups
with lower social status or poorer socio-economic outcomes may experience greater effects).

Tracing a project change through to an ‘effect’ on human health (as required by EIA Directive
Article 3(1)) is a process of identifying

e first the relevant determinant of health e.g. air quality; and
e then changes in population health outcomes e.g. cardiovascular and respiratory
diseases.

Where health services are affected it may be appropriate to focus the discussion on health
service metrics (e.g. ambulance response times) rather than the consequent population
health outcomes though these should still be noted in broad terms, i.e. recovery rates of
illness progression.

Given that multiple health outcomes are usually affected, only the most relevant should be
specifically stated (e.g. asthma in relation to housing quality) or a class of health outcomes
can be used (e.g. respiratory health). A lengthy list of specific illnesses should only be used
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7.3.13
7.3.14

7.3.15

7.3.16

7.3.17

7.3.18

7.3.19

7.3.20

where this provides necessary clarity to the assessment, mitigation or monitoring that would
be helpful to the Competent Authority in determining the application. Where monitoring is
appropriate, indicators relevant to the affected health outcomes should be selected (e.g. a
pollutant concentration over a set time period or respiratory related hospital admissions over
a set time period), as often it will not be practical to monitor the health outcomes
themselves.

The regulation of outcome measures differs across Member States.

Public Health England provides an overview of the evidence linking development design with
health outcomes, through considering the strength of evidence for different health outcomes
and source-pathway-receptor relationships (46). The figures within that publication may be
a helpful resource in supporting the identification of appropriate determinants of health and
health outcomes. This in-depth analysis can show where actions can be taken to mitigate or
prevent adverse health effects.

How should relevant scientific literature be identified, interpreted and used when
considering human health in EIA?

The identification of scientific literature varies for ea€hycase. The context of the EIA can
emphasise different focal points and data to be cahsidered, in the health assessment. The
identification of relevant research can be gfacilitated by, engagement with health
professionals. Public health experts can enslire the integrationdof evidence-based public
health approaches, which in turn can provide furtherdiealth information on procedures. The
engagement of the public can further provide,valuable insight and reveal relevant health
implications to consider.

What counts as evidence for{@hange&ia Wealth?

The assessment of changes ifi‘health is ex@ante (i.e. they are predictions rather than studies
of actual changes). The changes themselves are rarely evidenced prior to the decision to
consent the project. EVidence of#past,studies and experience therefore needs to be related
to the context of the.eurrentipfoject and tKe population that would be affected. This involves
taking account of @ range‘of evidence sources. Typically, it would be appropriate to provide
a narrative faf €ach health issuei(the length of which depends of the EIA stage).

An illustrative range of evidence sources are introduced in Appendix A, Figure 10 on page 53
and its supporting explanatory text. The use of these evidence sources within a multi-criteria
analysis describes the health change and also considers the importance and acceptability of
that change for the context. The quality and impartiality of the evidence sources from which
the data itself is drawn is relevant to increasing the objectivity of the professional judgement
reached.

Where time and other resource constraints apply (as they often do) a prioritisation can
facilitate the selection and use of evidence, starting with scientific and peer reviewed
literature, followed by thresholds and standards of local authorities. Depending on the
context, different methods can be applied to assess and examine impacts.

Public participation is a fundamental part of health impact assessment generally. Public
engagement in the early stages of EIA, especially in the screening and scoping stages, can
raise formerly unconsidered impacts. Possible impacts detected through public engagement
must be tested and verified in a proportionate way to focus the EIA on only those that have
the potential to be likely significant effects of the project. Consultation is discussed in more
detail in Section 8 of this document.

In most cases, a professional judgement is the only solution. It is therefore crucial to consider
available data sources and to use them within the project’s context. Additional sources for
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evidence of health changes can be exposure scenario analysis, health risk assessments and
project conditions based on the project proposal.
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8.1
8.1.1

8.1.2

8.1.3

8.14

8.15

8.1.6

8.1.7

8.1.8

Consultation — stakeholder engagement

Key messages

Consultation is a fundamental aspect of EIA, both for the Developer in informing their scope
and assessment and for the Competent Authority in reaching their planning determination.

Health stakeholders (e.g. national, regional and local public health teams) should be
consulted as a matter of good practice, ideally as a requirement of national EIA legislation.

Scoping stage consultation with health stakeholders is the key opportunity for public health
resources to be used efficiently in steering the project towards positive health outcomes.

What is it?

The EIA Directive requires consultations with three different groups on the content of the
EIA Report:

e the public concerned must always be consulted;
e public authorities must be consulted whenthey arg, likely to be concerned; and
e other Member States for Projects with transboufidary impacts.

Consultation is both a stage of the ElAyprocess but also a way to generate information and
evidence for the assessment of the likely significanthealth effects. See Appendix B: on page
52 for the way in which consultation) responsesifrom both the public and from health
stakeholders may inform the"professional judgments of the assessment.

Consultation procedurés are detailed.in national legislation, and also fall under international
legislation (Aarhus_Cenventiof (38) andvthe Espoo Convention (47)). European Directive
2003/4/EC sets alt the need for public access to environmental information (48).

EIA DirectiveArticle 4(5) discussesconsultation for the Screening stage (making the screening
decision available to the public).

EIA Directive Article"5(2)(requires that during the scoping stage the Competent Authority
shall consult relevant authorities (defined by national legislation pursuant to Article 6(1))
before giving a Scoping Opinion.

EIA Directive Article 6(1) sets out requirements for consulting with relevant stakeholders on
the information supplied by the Developer and on the request for development consent.
Stakeholders are identified by legislation by reason of their specific environmental
responsibilities or local and regional competences.

EIA Directive Article 6(2) sets out requirements for consulting with the public, with the
detailed arrangements for consultation set by each Member State. EIA Directive Article 7(5)
clarifies that the consultation arrangements should enable the public to participate
effectively in the decision-making procedures.

Recital 23 of the EIA Directive notes that to reach a complete assessment of the direct and
indirect effects of a project, the Competent Authority should examine the information
provided by the Developer and the information received through consultations. This is
captured formally in EIA Directive Article 8, which requires the results of consultations to be
duly taken into account in the development consent procedure.
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8.2

8.2.1

8.2.2

8.2.3

8.24

8.2.5

8.2.6

8.2.7

8.2.8

Process

Screening

Dialogue between the Developer and the Competent Authority is helpful for the Competent
Authority when they are making a Screening Decision (20). Competent authorities may also
find it useful to consult with, and to take advice from the health sector.

Scoping

In cases where Scoping is required by national legislation, or where the Developer has
requested a Scoping Opinion, the EIA Directive Article 5(2) further establishes specific
consultation requirements.

The Directive sets minimum requirements for consultation, requesting that environmental
authorities and local and regional authorities are given an opportunity to comment on the
scope of the EIA Report. In some Member States, EIA legislation extends consultation to all
interested parties including the general public, while in others this is not required by law, but
it remains a good practice.

EIA Directive Article 6(1) requires Member States throdgh,national legislation to ensure that
the authorities likely to be concerned by the projectdy reason of their specific environmental
responsibilities or local and regional competencés’are given amopportunity to express their
opinion.

Despite this provision there is a lack of clarityyin mafly Member States as to whether health
organisations should be consulted at EIA scoping'(and subsequently). This ambiguity seems
to arise from the consultation réquirément specifying authorities with ‘environmental
responsibilities’. This has been interpreted nafrowly rather than in the context of the EIA
Directive where health is Rénof sevefal prescribed Article 3 considerations within
environmental assessment,

Dedicated and consistent, publi¢ h&aith Jnput at the scoping stage is often the greatest
opportunity for ensufifigagood coverage of health within EIA and consequently health gain
from the EIA process. Thislis:anlefficient use of limited public health resources.

ional Policy Makers: Specifically include relevant national,
h teams as consultees for all EIAs (‘authorities to be consulted

in general terms’ p o EIA Directive Article 6(1)).

Good practice action by health stakeholders: Be proactive in setting a clear expectation to
be consulted at the scoping stage of all EIAs even if this is not clearly prescribed in national
EIA legislation. Resources to support personnel time, inter-sectoral/administration working
and training relating to EIA should be ringfenced.

Good practice action by the Developer and the Competent Authority: Include relevant
national, regional and local public health teams as EIA consultees as a matter of course.

EIA Report

The EIA Report is ultimately an informative decision-making tool: once it has been prepared
by the Developer, it has to be examined by the public and various concerned authorities.

How should the health sector participate in the EIA process?

The Aarhus Convention, established in 1998 and entered into force in 2001, was initiated by
the United Nations Economic Commission for Europe (47). At the Fourth Ministerial
Conference, rights were established regarding access to environmental information as well
as justice in environmental matters and public participation in environmental decision-
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8.2.9

8.2.10

8.2.11

8.2.12

8.2.13

8.2.14

8.2.15

8.3
8.3.1

making (49). The Aarhus Convention established that information should be available,
transparent and participatory. To improve the assessment of health impacts, public health
professionals should be involved in training and providing or signposting necessary health
data.

Figure 4 shows engagement possibilities for health professionals in the EIA process in
England. Although this is the optimal idea of the health sector engaging at all stages in the
EIA process, in practice it is often not feasible. Often health professionals engage in late
stages of EIA.

To engage the health sector efficiently and at an early stage, national EIA legislation should
identify health stakeholders (e.g. public health teams) as authorities to be consulted. This
would increase the involvement of health professionals and justify necessary resource
allocations. This is already the case for SEA under the Espoo Convention.

The health sector has a duty to develop and/or acquire the required competences and skills
to meaningfully contribute to the EIA process. This is established in EIA Directive Article
5(3)(b) which requires the Competent Authority to ensdre that it has, or has access as
necessary to, sufficient expertise to examine the EIA Report, including in relation to health.

For meaningful consultation and review in EIA, thetealth'sector needs additional resources
such as staff and competencies. The EIA Directivé Article 5(3)(b) requirement is a lever within
Member States for health sector teams involved (or who should beiinvolved) in EIA to request
appropriate additional government funding to allow them to fulfil the EIA Directive’s
requirements. It is recommended that requestsdor such additional funding be led and/or
coordinated by public health professignals andringfenced for personnel time (inputting to
EIA consultation), intersectoral/administrati@nyworking (to coordinate EIA response) and
training relating to EIA.

Involving an interdisciplinary team cantimprove practice, and expertise can be exchanged
across all disciplines ‘of, the te@ams,TIhe\context of the project will inform the team
composition. The health séctor can provide EIA consultation input on health outcomes,
pathways, effegts, mitigationhand monitoring. National and regional health authorities
should play agignificant role in rewiewing ElAs.

For any approach,ithe coherence of the country’s legislation and political background must
be considered. Forisemedcountries, soft governance might not be possible. An approach
could be to give the Ministry of Health (or equivalent) an active role in the EIA consultation
process.

The risk in neglecting to engage the health sector within the EIA process is forgoing the
benefits that public health professionals from various disciplines can bring to discharging the
EIA Directive requirements in relation to health. There is a risk of a non-compliant EIA Report
or a non-compliant Competent Authority decision.

Good practice action by National Policy Makers: Training conducted regularly and under
supervision of health professionals can further facilitate good practice coverage of health in
EIA. Training can clarify the process and, through greater knowledge, can enhance the
understanding of health effects and the identification of solutions.

Guidance questions

The European Commission provides a review checklist to support the preparation of the EIA
Report (39, pages 90-109). This poses two questions about consultation. Two further
guestions have been added to this checklist to ensure consistent health sector involvement.
See Table F-1 on page 91.
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9.1
9.1.1

9.1.2

9.1.3

9.1.4

9.2
9.2.1

9.2.2

9.2.3

Monitoring

Key messages
EIA monitoring of health should be included where appropriate and in a proportionate way.
EIA health monitoring should avoid duplicating other legally required monitoring systems.

Establish clear governance arrangements for monitoring and follow-up action (if required).

What is it?

EIA Directive Annex IV (7) requires that the EIA Report includes a description of mitigation
measures relating to significant adverse effects and, where appropriate, of any proposed
monitoring arrangements (for example the preparation of@post-project analysis).

EIA Directive Article 8(a)(1)(b) requires that the Competent Authority’s decision to grant
development consent should include, where appropriate, monitoring measures. EIA
Directive Article 8(a)(4) notes that this shoulddfhclude procedukes for monitoring and that
the types of parameters to be monitored ahd the duration ofithe monitoring should be
proportionate to the nature, location and size,of the project and the significance of its effects.

The EIA requirement is therefore to undertake monitoring where appropriate i.e. not in every
case and not for every health effect.“Menitoringishould be proportionate including the
duration for which it is carried out.

Generally, monitoring me@asures \can_help to ensure that projects meet their legal
requirements and that_ifmpacts are'in line,with EIA Report projections. Monitoring can also
ensure that any mitigation or gcompensatjon measures for expected significant effects are
carried out as planned.

Process

Where monitoringis,propased, monitoring measures should be specific and detailed enough
to ensure their impleméntation, including defining roles, responsibilities, and resources.
Monitoring should not duplicate other monitoring regimes, e.g. required by law in relation
to permitting or regulation.

EIA projects should have an appropriate and proportionate monitoring framework agreed
between the Developer and Competent Authority through the consenting process.
Monitoring typically focuses on local environmental protection administration
responsibilities (e.g. for air quality and noise nuisance). However, it can be appropriate to
include wider social, economic and service-related health indicators within the agreed
monitoring framework. The governance, responsibilities and triggers for not only health
monitoring but also any subsequent action should be explicit within the EIA consent process
and its associated legal agreements.

Wherever feasible existing routine public health indicator sets (and their associated analysts)
should be used in preference to developing bespoke monitoring regimes. On occasion where
bespoke analysis is required (e.g. analysis of health service records with patient identifiable
data) health monitoring may involve an appropriate financial contribution, from the
Developer, to public health teams to support a finite period of monitoring specific indicators
relevant to likely significant effects of the project.
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Good practice action by health stakeholders: In supporting the Developer and Competent
Authority in relation to health monitoring help to define an appropriate and proportionate
set of health indicators. Furthermore, establish clarity on:

governance arrangements (including where anonymised or sensitive data is involved);
resource requirements and responsibilities (including any payments);

sharing of information between parties, departments and authorities;

duration of monitoring;

analysis methods;

trigger levels; and

actions in response to monitoring.

Guidance questions

The European Commission provides a review checklist to support the preparation of the EIA
Report (39, pages 90-109). The part of the checklist relating to monitoring (section 6 of the
checklist) is reproduced in Table G-1 on page 92. Thesé gquestions are all relevant to health.
A question has been added to the European Commmission’s)list to ensure integration with
existing public health monitoring systems and the appropriate,use of health related data:
‘Have existing public health indictors been confsidered and is it clear how any sensitive health
data would be managed?’.
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10.1.1

10.1.2

10.1.3

10.1.4

10.1.5

10.1.6

10.1.7

10.1.8

10.1.9

10.1.10

Expertise for conducting a health
assessment within EIA

Key messages
EIA Report health content must be prepared and reviewed by ‘competent experts’.
Competence for health in EIA has yet to be formally defined.

Good practice is for those involved in health in EIA (on behalf of the Developer or Competent
Authority) to be experienced in both public health and environmental sectors.

Recital 33 of the preamble to the EIA Directive explains that experts involved in the
preparation of EIA Reports should be qualified and competent. Furthermore, Competent
Authorities should also have sufficient expertise in order to ensure that the information
provided by the Developer is complete and of a high Jévelef quality.

The EIA Directive Article 5(3)(a) requires the Déveloper to énsure that the EIA Report is
prepared by competent experts. This includesdin relation to health,assessment.

The EIA Directive Article 5(3)(b) requires the,Competent Authority to ensure that it has, or
has access as necessary to, sufficient expertiseésto examine the EIA Report. This includes in
relation to health assessment.

Those leading the ‘human health’ assessment component within the EIA should demonstrate
that they meet the necessary requirements. These technical competencies, and the means
of assuring them, have net'yet been widely specified.

Guidance exists for reviewing .ompletedrHIA reports (50,51) and this advice can aid the
review of a healthgectiomwithin EIA Reports.

Who can cogdfluct an asségsmept?

It would be desitable to see a new generation of Public Health experts that have a deep
understanding of hoth thesealth and the environmental sector. An approach to this could
be the promotion of amore extended specialisation on environmental health in the training
curricula of the university studies of Public Health, or dual degree studies with the
combination of environmental and public health studies. This can be a key factor that gives
future health experts a more comprehensive understanding of a variety of topics.

For professionals with completed degrees, training should be necessary to qualify as a
consultant on health in EIA. Some Member States have requirements for licensing or training
programmes.

Health professionals should be responsible and engaged in the health assessment of the EIA.
That includes public health professionals, officers, officials and health authorities.

What competencies are required to conduct an assessment of human health?
The EIA Directive requires competent expertise to assess human health in EIA. These
comprise of soft and hard skills.

A public health background is desirable, and requirements should include a strong knowledge
of human health, which can be based on a wider educational background. However, each
background must prove flexibility and acknowledge all health determinants. There is a risk
that experts with a high degree of specialisation might only focus on the determinants of
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10.1.12

health relevant to their field. As assessments of human health are inter-disciplinary and inter-
connected, there is a need for a flexible attitude to engage in various topics.

Technical competencies must reflect an expertise within the topic of both environment and
health. A team should have mixed skills and the ability to translate and adapt to different
professions. This ensures a comprehensive coverage of all important and relevant areas.
There must be a strong understanding of the EIA process and an awareness of legal and
ethical requirements. Competencies must be applicable to projects of different nature.
Capacity building should be performed regularly to maintain the ability to conduct an
assessment of human health. Regular trainings and courses should be held to ensure an up-
to-date knowledge and a high quality of the assessments. Other competencies that should
naturally occur are strong will power, advanced communication skills that enable favourable
negotiations and a passion for the topic.

National and local health sectors must be proactive to ensure that requirements are met,
and the health sector is engaging within the EIA process.

EIA Report ensure a competent health e
appropriate.

Good practice action by Competen
reviewing/examining the El
assessing ‘human health’
reports.
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Appendix A: Scoping health as an EIA topic

Al
A2

A3

Figure 8 should be read clockwise (starting on the outside with the ‘Source’).

Each segment of the figure is a step in the proportionate scoping of health in EIA, i.e. Source
— Pathway — Receptor — Significance.

Figure 9 Example of considerations during the scoping of health effects in
EIA

Some steps (segments in Figure 8) have more than one consideration (e.g. Source considers
both the source itself and its effect beyond the project boundary, which often differ). The
circular format shows how the process can be iterative. For example, if a likely significant
health effect is identified, further action should be considered at each step (typically inclusion
of mitigation to break the pathway) before the final conclusion is reported.
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A4

A5

A6

A7

A8

A9

A.10

All

A.12

A.13

The layers within each segment (working from the outside towards the centre) illustrate
differentiating conclusions for each element of the preliminary assessment (e.g. whether a
‘source’ is small, medium or large).

Layers closer to the centre indicate a conclusion supporting scoping the issue ‘in’ for further
assessment, layers towards the outside indicate a conclusion supporting scoping the issue
‘out’. All the segment conclusions need to be considered together before a scoping decision
is made.

For example, an effect that should clearly be scoped ‘in” would be a ‘large source’ with a ‘high
influence beyond the boundary’ whose ‘pathway is causal and probable without being
broken by mitigation’ and that affects ‘receptors very close by’; establishes an effect the
importance of which is judged to be ‘central to the public health agenda’ and in terms of its
acceptability is 'contentious for the jurisdiction’. This could be a large temporary influx of
construction workers to a community that would place a high demand on already stretched
local healthcare services without commitments for mitigating financial contributions or
alternative healthcare arrangements.

Often it would not be so clear-cut and there would be afrange of conclusions at different
levels across the segments. The overall decision on_scoping is a professional judgement.
Figure 8 is transparent about the underlying reaSoning for making a scoping decision.
Following this process should allow most conceivable health effects of a project to be scoped
out with confidence and with a shared dnderstanding between the Developer, the
Competent Authority and health stakehélders. A successful health scoping exercise is
proportionate, transparent and reasoned.

Source: The project feature from{which, the change originates. This may be a facility,
structure, process, activity, vehicle fleet or workforce:

Influence beyond boundaryi A“source infthe centre of a large development boundary (or
within an enclosed structUre) thatiwould hot be publicly accessible (even when operational)
may have limited effection population heath even unmitigated (though occupational health
considerations mayqbemelevant).

Pathway plausibility: The aetiolegy reported in scientific literature (i.e. whether there is
established causation between the source and health outcomes, or the level of known
association (including emerging or inconclusive evidence). Only a brief literature review is
proportionate at scopings

Pathway probability: Whether the source directly leads to a change in health outcomes, or
whether it would depend on a chain of events (some steps of which could be rare) for the
effect to occur. This is a qualitative professional judgment based on available information.

Mitigation secured: Whether the project has committed formally to measures that break the
source-pathway-receptor linkage. Typically, mitigation acts on the pathway, introducing
some environmental, social or economic mediating measure between the source and
receptor. This is because the source is usually fundamental to the project (i.e. removing it
would negate the project — though alternative technology or timing changes may be
relevant). Project alternatives may be a more relevant influence on the source than
mitigation. Similarly, the receptor population is usually not removed (though they may be
compensated as a last resort). As well as mitigation, secured enhancements may also be
relevant to scoping positive health effects, confirming positive effect optimisation without
requiring detailed assessment.

Receptor population: For health, receptors usually equate to population groups. Typically,
this means community populations, but occupational, service users and service providers
may also be relevant. Scoping typically establishes the presence of relevant receptors. It can
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A.14

A.15

be relevant to note the potential for a vulnerable receptor population to be present (as a
sub-group of the general population receptor). Consideration should be given, not only to
those populations closes to the project (typically the most affected) but also to the
population that shares project resources (e.g. who use affected services).

Importance of expected scale of change in health outcomes: as part of determining health
significance, it can be relevant to consider if the expected change in population health is
important given the scientific literature, baseline conditions and local health priorities. More
detail on this is discussed in the assessment section of this resource, at scoping only a high-
level data review and answer is needed.

Acceptability of potential health effect (or desirability for a positive effect): as part of
determining health significance, it can be relevant to consider if the expected change in
population health is acceptable for the setting given consultation responses, regulatory
standards and the policy context? More detail on this is discussed in the assessment section
of this resource, at scoping only a high-level data review and answer is needed.
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Appendix B: Multi-criteria analysis

B.1

B.2

B.3

B.4

example of considerations for
health sensitivity, magnitude and
significance in EIA

Figure 10 illustrates a three step multi-criteria analysis. Steps 1 and 2 of the three step multi-
criterial analysis (the top two circles) involve common health considerations in relation to
sensitivity and magnitude, step 3 (the bottom circle) relates these to other contextual
considerations in the determination of health significance. The summary terms to illustrate
‘levels’ within each consideration segment are not exhaustive and should be adapted to the
specific context of the project as appropriate. There is no clear cut-off between significant
and not-significant effects, the determination is a matter of professional judgement taking
into account evidence from an appropriate range of relevant criteria.

Figure 10 shows that there are many opportunitiesgoact,on potentially significant health
effect of a project, not only through mitigation and'€nhancement by the Developer, but also
by how health related policy and health priorities are formulated by national governments
and local administrations. Significance may also be influence by baseline changes (other than
the project) and by the scientific literature'that is published.

Figure 10 is an illustrative multi-criteria,analysis'showing how different evidence sources can
inform a professional judgment on EIA sighificanceaThe figure has three sets of concentric
circles, one for each of ‘selectivity’, ‘magnitude’fand ‘significance’. These represent three
steps in the process. Eachget of concentric circles is itself a multi-criteria analysis of eight
illustrative evidence sources (e.g. [life stage’ or ‘inequalities’). The multi-criteria analyses of
‘sensitivity’ (step 1) and, ‘maghittde* @tep 2) input to the multi-criteria analysis of
‘significance (step3)WEach set'of concentric circles should be read from the outside towards
the inside downfthe layers of‘€ach segment. The layers within each segment (working from
the outside t@wards the centre)illustrate differentiating conclusions for each element of the
analysis, e.g. whether in relation to ‘life stage’ the population is best characterised as
‘independent’, ‘pravidingdcare’ or ‘dependant’. Layers closer to the centre indicate a
conclusion supporting.d ‘high sensitivity’, ‘large magnitude’ or a ‘significant health effect’
depending on the step. Layers towards the outside indicate a conclusion supporting a ‘low
sensitivity’, ‘small magnitude’ or a ‘not significant health effect’.

When using Figure 10, all the relevant segment conclusions need to be considered together
before a decision is made. For example, a clear case of high health sensitivity would exist
where there is a ‘population with many dependants’ with a ‘high degree of deprivation’
whose ‘health is poor’ and whose ‘daily activities are limited a lot’, where ‘inequalities are
wide’, ‘most people are highly concerned about the project’, the population has ‘no capacity
to adapt to the project change’, including where people are ‘reliant of resources affected by
the project’. Often it would not be so clear-cut with a range of conclusions at different levels
across the segments. The overall decision is a professional judgement, which may be
informed by contextual factors set out in step three.
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B.5

Figure 10: Multi-criteria analysis example of considerations for health
sensitivity, magnitude and significance in EIA

Figure 10 is transparent about the underlying reasoning for making a significance decision.
Whilst this is not intended to be used formulaically, broadly following such an analysis should
support a consistent approach to presenting a written narrative of the reasoned conclusions
describing whether a likely health effect is significant. This approach offers a more nuanced
discussion of relevant considerations, particularly given that sensitivity and magnitude alone
can at times offer limited differentiation between project alternatives or mitigation options.
This reflects that there is usually resistance or caution to the case for population health
sensitivity being characterised as ‘low’ and for the magnitude of project change that affects
health being characterised as ‘small’. This tends to push the assessment towards concluding
that most health effects are significant, even with mitigation, which limits the ability of the
Competent Authority to identify the health issues that are material to the planning decision
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B.6

B.7

B.8

B.9

B.10

B.11

(i.e. which should play a key part in the overall planning decision). Figure 10 aims to provide
a shared understanding between the Developer, the Competent Authority and health
stakeholders of the range of project specific and contextual issues that may be relevant to
concluding on health significance. A successful health scoping exercise is proportionate,
transparent and reasoned.

lllustrative sensitivity considerations

Life stage: Life-course analysis is often used in public health and reflects differing health
sensitives and needs at different ages. Typically, children and frail elderly are particularly
sensitive to change, including due to being dependants. Those providing care may also be
more affected by project changes or less able to take advantage of project opportunities.
Consider if particular age groups are likely to experience effects more strongly, e.g. pregnant
women and their unborn children; the very young; the very old; or working age people
(benefiting from jobs). Also consider if some groups are more likely to be at home during the
day, (for example, due to low economic activity or shift work); or whether people with higher
levels of dependence on carers or public transport can access alternatives to, or respite from,
project effects.

Deprivation: Deprivation is a term with different indicators in different Member States.
Common distinctions are between material and sogial deprivation or between absolute and
relative deprivation. Regardless of the appropriate measureyfor the context deprivation
reflects an increased sensitivity due to lack @f 'ownership of or access to assets, including
those that support good health. Deprivation differencé between areas are indicative of social
gradients, which are central to the considerationfof health inequalities. The potential for
localised high deprivation within wider areas ‘shewing average or low deprivation should
always be considered. Consider if the\population is already stressed by limited resources or
high burdens as well as if groups are affectéd thatyhave reduced access to financial, social
and political resources.

Health status: An overall’measure of population health, either self-reported within routine
statistical surveys/censuses of using-am empirical public health measure such as life
expectancy at hifth. Areas with a poor health status are typically of higher sensitivity.
Consider the degree to whichithe population includes those with pre-existing conditions
and/or disabilityithat would make them more susceptible to the change (particularly multiple
or complex long-teem health conditions).

Daily activities: Similar to’health status the ability of people to perform day-to-day activities
is relevant to their sensitivity, particularly where there are changes in access to services or
community amenities. If not part of routine statistics this can be a professional judgement.
Consider the extent to which people affected are particularly reliant on access to the
healthcare facilities, staff or resources.

Inequalities: Differences in health, which are not only unnecessary and avoidable but, in
addition, are considered unfair and unjust. This definition encompasses principles of equality
and equity. Where inequalities between areas or populations are wide (or at risk of widening)
this indicates greater sensitivity. Consider if the population experiences a high degree of
inequalities (disproportionate effects between groups, not only those defined in relation to
discrimination such as age and gender, but also in relation to other factors that may affect
health outcomes, such as socio-economic status).

Outlook: People’s understanding of the project or views about it can be highly influential to
their psychological and even physiological response to project changes. Such views may
change through the project and depend in trust in the Developer and regulators. Where there
are strong and persistent concerns sensitivity, particularly to mental health effects, is higher.
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B.12

B.13

B.14

B.15

B.16

B.17

B.18

B.19

Consider if there are people with strong views (or high degrees of uncertainty) about the
project who may anticipate risks to their health and wellbeing and thus be affected by not
only actual changes, but also by the possibility of change.

Capacity to adapt: Also known as resilience, the ability of the population or service to absorb
the change or voluntarily (consciously or unconsciously) make small changes to their
behaviour that lessen its effects. For example, a minor increase in use of health services while
a small non-home-based project workforce is present may be within the usual resource
capacity of the services so have no adverse effect on service quality for the resident
population (or service providers). It should be noted that in line with the mitigation hierarchy
expecting behavioural change as a formal way to avoid or reduce an adverse effect is not
recommended.

Resource sharing with the project: Where a project affects a resource (service, power supply,
water supply, highway capacity, school places etc) the effects may extend a great distance
from the development boundary, e.g. regional hospital capacity being affected by a large
migratory workforce. Where there is high resource sharing and a lack of easily accessible
alternatives the population sharing the resource may be mé@re sensitive.

lllustrative magnitude considerations

Exposure: Exposure tends to vary with proximity of the population to the source, but also has
an important time dimension relevant to health{for example, low.concentrations over a long
period, or high concentrations over a short period).

Scale: The scale of change is a useful characterisation, particularly when ‘exposure’ is not a
relevant descriptive for the type of effect. For example, the scale of change in available open
space available for physical activity.

Duration: The length of time_ameffect occufs foris'a key consideration for health. Typically,
effects that continue forfa long)duration are of greater magnitude (including inter-
generational effects). \Where effects are best characterised as short-term, other factors such
as scale or exposure may. still indicate'that the change is of high magnitude (i.e. short-term
effects are not automatically low magnitude). Appropriate reference periods for duration
should be seleéted as some projects’ activities can span weeks whilst others span decades.

Frequency: How eften the population or service would be affected should be characterised.
Effects that are frequent of continuous are likely to indicate greater magnitude. However
even where the effect Would be occasional other factors such as scale or exposure may still
indicate that the change is of high magnitude (i.e. occasional effects are not automatically
low magnitude).

Severity: Health severity relates to the type of health outcome effected (for example,
affecting mortality, disease, nuisance or wellbeing). It may also relate to the type of change
relative to the baseline conditions (for example, onset of new conditions, affecting existing
conditions or change to day-to-day functioning). Whilst there is not a rigid hierarchy of health
severity, changes in mortality (i.e. death) are generally considered to indicate a higher
magnitude than changes in only wellbeing or quality of life. However, this should not exclude
a large change in quality of life from being a high magnitude effect. This underlines the
importance of using this multi-criteria analysis as a guide for writing a fuller narrative that
contextualises each decision and the interrelationship between factors.

Population extent: How much of the population (defined by the assessment) is affected is
influential to the magnitude decision. Where most of the study area’s population is affected
this would indicate a higher magnitude. This is not to downplay cases where only a few
people are affected to a high degree. However, given that a population health conclusion is
being reached it is helpful to understand how widespread the change may be. E.g. where
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B.20

B.21

B.22

B.23

B.24

B.25

B.26

only a few people are affected this may indicate greater potential for targeted mitigation.
Where feasible the size of the affected population should be estimated quantitatively. It is
noted that this measure is influenced by how the ‘population’ is defined. Also consider if
there is likely to be substantial population displacement or influx. Where the effect is best
characterised as only affecting a few individuals this may indicate that a population health
effect would not occur. Such individuals should still be the subject of mitigation and
discussion, but in EIA and public health terms the effect may not be a significant population
health change.

Outcome reversibility: Some changes in health outcomes rapidly reverse once the source is
removed (e.g. many short-term nuisance related effects on wellbeing). In other cases health
effects may reverse at a slower rate (e.g. gradual returns to physical activity levels once
access is resorted to amenities). However, in some cases health effects should be considered
permeant indicating a higher magnitude.

Service quality implication: As well as direct changes to population health there may be an
associated or independent change in the quality of services that support or facilitate good
health (including health services, schools, social care eté».). For example, where direct
population health reductions (or population influx) dficrease demand on services that
consequently reduce in quality, the magnitude of the, effect on health is amplified.
Appropriately supporting services to avoid this can be an impertant aspect of mitigation.

lllustrative significance considerations

Sensitivity: The sensitivity of the population affeeted (as informed by the multi-criteria
analysis considerations discussed above). Incldding consideration of both the general
population for an area and for vulnerablegroupsas)a sub-population relevant to sensitivities
for the health issue being assessed: Conclusiens. on sensitivity may be influenced by
contextual factors discussed below.

Magnitude: the magnitude of the project change and/or the magnitude of the health change
(as informed by the multi-criteria analysi;considerations discussed above). Conclusions on
magnitude may be.influencedfby contextual factors discussed below.

Scientific literature: Scientificliterature can indicate if there is evidence from sufficiently
high-quality studies to support“an association between the project change, a relevant
determinant of health and‘a relevant health outcome. It may be relevant to note well
evidenced thresholds), prerequisite conditions or population groups identified as being
particularly susceptiblesPubMed can be searched for systematic reviews and meta-analyses.
Scientific literature can indicate the aetiology and potentially degree of change, but careful
consideration should be given to the internal validity (quality of the study), the external
validity (the generalisability of those findings to the particular context) and to the strength
of evidence (including emerging evidence since the last systematic reviews or meta-
analyses). Recognised hierarchies of study quality should be followed (i.e. searches for and
use of systematic reviews, meta-analyses in the first instance and only resorting to grey
literature where no better-quality studies are available).

Health priorities: Health priorities can identify if relevant determinants of health or health
outcomes have been identified as particularly important locally, regionally or nationally.
Health and wellbeing strategies, health needs assessments or similar can be reviewed.

Health baseline change (including project mitigation and enhancement): Baseline conditions
can establish if relevant sensitivities or inequalities identified in the scientific literature are
present. It may be relevant to note if conditions differ from local, regional or national
comparators, or if geographic or population features may amplify effects. Public health
profiles and indicator sets can be used. The change in the population health baseline will be
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B.27

B.28

B.29

informed by not only the magnitude of project change and the sensitivity of the population,
but also by external factors affecting the future baseline (including cumulative effects of
other projects) and project specific committed mitigation and enhancement.

Health policy: Policy context can identify published local or national government position
statements that raise particular expectations for the relevant project change, determinant
of health or health outcome. This may include adopted local area development plans or
references (implicit or explicit) to health in published planning policies. Wider international
health policies or treaties may also be relevant. Where government policy has specific
reference to delivering local health benefit in the project’s study area (in contrast to a policy
agenda of geographically unspecified or wider societal benefits) this can be partially relevant
at the project level (i.e. the acceptability of certain effects may depend on whether the
project supports delivery of those policy expectations or not).

Regulatory standards: Regulatory standards (if applicable) can identify where there would be
formal monitoring by regulators. Discussion may include EIA modelling results on the extent
to which regulatory or statutory limit values would be met. It may also be relevant to discuss
advisory guidelines. Occupational limit values tend to differ from non-occupations limit
values. Where thresholds have been set these do not mean that there would be no health
effect below these levels. For example, in the case of fine, particulate matter and nitrogen
dioxide there are non-threshold health effects (i.eano known limit below which health effects
may not occur). In such cases an informed discussion aboutiwhat is acceptable for the
jurisdiction is appropriate. For example, gifing the public confidence in thresholds set by
government for the purpose of health pratectiondaving taken into account other social,
economic and environmental considerations.

Consultation responses: Consultation response thémes can indicate the extent to which
stakeholders and the public support,\or have“cencerns, uncertainty or ambivalence on
relevant determinants of health“orhealth outcomes. Where there is consensus on a health
issue (particularly between the affected community and health stakeholders) this may be
influential to the reasoned conclsiomas,to' whether that effect is significant for the context.
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Appendix C: Screening checklist

Table C-1: Screening checklist

Key:

green highlight: highly relevant to health screening;

yellow highlight: potentially relevant to health screening (but likely screening would focus on another EIA
discipline);

grey highlight: unlikely to directly relate to health screening.

Questions to be Considered For further
guidance on factors to be considered see Yes / No /Don’t know
the more detailed questions listed in the Briefly describe

Scoping Guidance

Is this likely to result in a
significant impact?
Yes/No/? — Why?

1. Will construction, operation,
decommissioning or demolition works of
the Project involve actions that will cause
physical changes in the locality
(topography, land use, changes in
waterbodies, etc.)?

2. Will construction or the operation of the
Project use natural resources such as land,
water, materials or energy, especially any
resources which are non-renewable or are
in short supply?

3. Will the Project involve the use, s
transport, handling or productio
substances or materials which

during construction or operati
decommissioning?

5. Will the Project release pollutants or any
hazardous, toxic or noxious substances to
air or lead to exceeding Ambient Air Quality
standards in Directives 2008/50/EC and
2004/107/EC)?

6. Will the Project cause noise and vibration
or the releasing of light, heat energy or
electromagnetic radiation?

7. Will the Project lead to risks of
contamination of land or water from
releases of pollutants onto the ground or
into surface waters, groundwater, coastal
wasters or the sea?
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Questions to be Considered For further
guidance on factors to be considered see
the more detailed questions listed in the
Scoping Guidance

Yes / No /Don’t know
Briefly describe

Is this likely to result in a
significant impact?
Yes/No/? — Why?

8. Will there be any risk of accidents during
construction or operation of the Project
that could affect human health or the
environment?

9. Will the Project result in environmentally
related social changes, for example, in
demography, traditional lifestyles,
employment?

10. Are there any other factors that should
be considered such as consequential
development which could lead to
environmental impacts or the potential for
cumulative impacts with other existing or
planned activities in the locality?

11. Is the project located within or close to
any areas which are protected under
international, EU, or national or local
legislation for their ecological, landscape,
cultural or other value, which could be
affected by the Project?

12. Are there any other areas on or around
the location that are important or sensitive
for reasons of their ecology e.g. wetland
watercourses or other waterbodies,
coastal zone, mountains, forests a

resting, overwintering, migration,
could be affected by the Project?

14. Are there any inland, coastal, marine or
underground waters (or features of the
marine environment) on or around the
location that could be affected by the
Project?

15. Are there any areas or features of high
landscape or scenic value on or around the
location which could be affected by the
Project?

16. Are there any routes or facilities on or
around the location which are used by the
public for access to recreation or other
facilities, which could be affected by the
Project?
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Questions to be Considered For further
guidance on factors to be considered see
the more detailed questions listed in the
Scoping Guidance

Yes / No /Don’t know
Briefly describe

Is this likely to result in a
significant impact?
Yes/No/? — Why?

17. Are there any transport routes on or
around the location that are susceptible to
congestion or which cause environmental
problems, which could be affected by the
Project?

18. Is the Project in a location in which it is
likely to be highly visible to many people?

19. Are there any areas or features of
historic or cultural importance on or
around the location that could be affected
by the Project?

20. Is the Project located in a previously
undeveloped area where there will be loss
of greenfield land?

21. Are there existing land uses within or
around the location e.g. homes, gardens,
other private property, industry,
commerce, recreation, public open space,
community facilities, agriculture, forestry,
tourism, mining or quarrying that could be
affected by the Project?

22. Are there any plans for future land use
within or around the location that co
affected by the Project?

23. Are there areas within or aro
location which are densely g
built-up, that could be af
Project?

24. Are there any areas wit
the location which are occupied
sensitive land uses e.g. hospitals, sehools,
places of worship, community facilities,
that could be affected by the Project?

25. Are there any areas within or around
the location which contain important, high
quality or scarce resources e.g.
groundwater, surface waters, forestry,
agriculture, fisheries, tourism, minerals,
that could be affected by the Project?

26. Are there any areas within or around
the location which are already subject to
pollution or environmental damage e.g.
where existing legal environmental
standards are exceeded, that could be
affected by the Project?
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27. Is the Project location susceptible to
earthquakes, subsidence, landslides,
erosion, flooding or extreme or adverse
climatic conditions e.g. temperature
inversions, fogs, severe winds, which could
cause the Project to present environmental
problems?

28. [New] Would the Project result in a
significant widening of inequalities in
society through differential or
disproportionate environmental, social or
economic changes to people who are more
vulnerable?

29. [New] Does the project have the
potential for likely significant effects on
health (through changes in determinants of
health)?

From European Commission (11, pages 56-58) with additi

health.
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Table C-2: Screening questions

Key:
green highlight: highly relevant to health screening;
yellow highlight: potentially relevant to health screening (but likely screening would focus on another EIA
discipline);
grey highlight: unlikely to directly relate to health screening.
Questions Yes — No — Don’t know Briefly describe

1. Will there be a large change in
environmental conditions?

2. Will new features be out-of-scale with
the existing environment?

3. Will the impact be unusual in the area
or particularly complex?

4. Will the impact extend over a large
area?

5. Will there be any potential for
transboundary impact?

6. Will many people be affected?

7. [NEW] Will the health of the
population, and of sections of the
population (particularly vulnerable
groups), be affected?

8. Will many receptors of other types
(fauna and flora, businesses, facilities
be affected?

9. Will valuable or scarce feature
resources be affected?

areas, features will be affected?

12. Is there a high probability of the
effect occurring?

13. Will the impact continue for a long
time?

14. Will the effect be permanent rather
than temporary?

15. Will the impact be continuous rather
than intermittent?

16. If it is intermittent will it be frequent
rather than rare?

17. Will the impact be irreversible?

18. Will it be difficult to avoid, or reduce
or repair or compensate for the effect?
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Questions Yes — No — Don’t know Briefly describe

19. [NEW] Will the effect be influential
to the achievement of key health
priorities set for the affected population
(e.g. in relation to obesity)?

From European Commission (11, page 60) with additional questions (#7, #19 and #20) explicitly covering
human health and inequalities in health.
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Appendix D:

Table D-1:

Key:
green highlight:
yellow highlight:

grey highlight:

Scoping checklist

Scoping checklist

discipline);

highly relevant to health scoping;
potentially relevant to health scoping (but likely scoping would focus on another EIA

unlikely to directly relate to health scoping.

Text in italics is additional commentary to inform health scoping

EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping

No.

Questions to be
considered in Scoping

Yes/No/?

Which

characteristics| Is the

of the Project
Environment
could be
affected and
how?

effect
likely to be
significant?
Why?

V4

Examples of
health outcomes
potentially
affected

1. Will construction, operation or decommissioning af the Project involve actions that will cause physical
changes in the locality (topography, land use, changes in waterbodies, etc.)?

Permanent or Mental health
. Cardiovascular
temporary change in health
land use, landscape, Community identity Obesit
landcover or Physical activity . y
1.1 . . . Life expectancy
topography including opportunity (including due to
increases in intensity L 4 Food production . .
. socio-economic
of land use? Visual
offects? status and
) nutrition)
Mental health
Cardiovascular
Housing quality / health
Clearance of existing availability Obesity
1.2 |land, vegetation and Community Life expectancy
buildings? amenities (including due to
Active travel routes |socio-economic
status and
nutrition)
Creation of new land
13 Uses? As for 1.2 As for 1.2
Pre-construction Understanding of
14 mvestlgatlons_ e.g. rlsk.(antlc.lpatlon of Mental health
boreholes, soil main Project
testing? activities)
Mortalit
Community identity Life expeyc tancy
Community cohesion (including
1.5 |Construction works? Air quality inequalities due to

Dust nuisance
Noise nuisance
Sleep disturbance

environmental
exposure as well
as socio-economic
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
A e of the Project | effect Examples of health 5xarlnples of
No. . - .| Yes/No/?| Environment | likely to be | geterminants ealth outcomes
considered in Scoping - otentiall
could be significant?| potentially affected |P y
affected and | Why? affected
how?
Educational status factors such
disruption as educational
Visual disturbance | attainment)
Light pollution. Quality-of-life
Access disruption. Respiratory health
Cardiovascular
health
Mental health
Cognitive
outcomes
1.6 |Demolition works? Asfor 1.5 As for 1.5
Mental health
Communicable
illness incidence
Community (including STls).
cohesion. Non-
Crime and fear of communicable
crime. disease prevalence
Temporary sites used Risk taking (e.g. linked to
for construction behaviour. smoking or alcohol
1.7 |works or the housing Safeguarding and use).
of construction L 4 modern slavery. Mortality and
workers? Health service communicable and
capacity (including | non-
primary care, communicable
hospital and disease prevalence
emergency services). | linked to
healthcare service
capacity.
Injury incidence.
Above ground
buildings, structures
1.8 9r eatherks As for 1.5 As for 1.5
including linear
structures, cut and fill
or excavations?
Understanding of
risk.
Underground works Subsidence. Menttal hea{th
1.9 |including mining or Air quality (for Qua//'ty-of-//fe
. Respiratory health
tunnelling? workers and from Injury risk
ventilation shafts). ’
Vibration nuisance.
1.10 |Reclamation works? As for 1.5 As for 1.5
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
; Examples of
No. . . .| Yes/No/?| Environment | likely to be | geterminants
considered in Scoping e e potentially
could be significant?| ,otentially affected
affected and | Why? affected
how?
Water quality
(drinking and Toxicology
bathing). Cardiovascular
1.11 | Dredging? Physical qctIVIty hea/th
opportunity. Obesity
Visual disturbance. | Quality-of-life
Odour nuisance.
Noise nuisance
o . Mental health
Community identity. .
Coastal structures Physical activit Cardiovascular
1.12 |e.g. seawalls, A yortunit y health
piers? VZ‘Z(JI disttill;bance Obesity
" | Quality-of-life
Mental health
Visual disturbance. | Communicable
113 | Offshore structures? Port activities ll.lness l.nadence
(workers, see 1.7). | (including
Port Health. epidemic or
pandemic).
Mortality
Life expectancy
Air quality. (including
w Dust nuisance. inequalities due to
Noise nuisance. environmental
Production and Employment. exposure as well
1.14 | manufacturing Upskilling. as socio-economic
processes? Goods with health | status)
benefit. Quality-of-life
Goods detrimental | Respiratory health
to health. Cardiovascular
health
Mental health
C ity identit
?mmur.n y laentity Mental health
- Visual disturbance . .
Facilities for the . . Quality-of-life
Air quality (transport .
1.15 | storage of goods or Respiratory health
; related) .
materials? . . Cardiovascular
Noise nuisance health
(transport related)
i . Mental health
Community identity Quality-of-life
Visual disturbance y .
I . . Mortality
Facilities for Air quality .
. . . Life expectancy
treatment or disposal Noise nuisance . .
1.16 . . (including
of solid wastes or Odour nuisance . Iy
o . inequalities)
liquid effluents? Pest nuisance .
. Respiratory health
Vector born illness .
Water aualit Cardiovascular
quanty health
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
. of the Project | effect Examples of
Questions to be 2 ; ; Examplfes of health health outcomes
No. . . .| Yes/No/?| Environment | likely to be | geterminants
considered in Scoping could be significant? i potentially
g Y| potentially affected
affected and | Why? affected
how?
Land contamination | Communicable
(including dusts, illness incidence.
vapours and Toxicology.
aerosols).
Community
cohesion. Mental health
Housing quality / . .
availa bsl?Ii(Zy y Quality-of-life
Community amenity 25;7;2V05CU/W
edpacity (including in 0 besit'
relation to social v
isolation and Mortality and
communicable and
physicalaetivity non- unt
opportunity), .
- Active travel routes. cgmmumcable
Facilities for the long- Employment (local) disease prevalence
1.17 |term housing of Hecflthyservice " |linked to
operational workers? capacity (including healthcare service
capacity.
public health, .p y
primary care Life expectancy
’ includin
hospital and l(:re Zallithes due to
emergency services). q .
. . socio-economic
\ Educational service
capacity status factors such
(dependants) as employment
Social care service and faducat/ona/
capacity attainment).
(dependants).
Mental health.
Community identity Qua//'ty of-life.
Social isolation Respiratory health.
(severance) Cardiovascular
health.
Visual disturbance. Obesit
Air quality (transport oo
related) Mortality risk.
New road, rail or Noise nuisance ;\ngr?; Z:k'an d
118 |5€@ traffic during (transport related). commun);cable and
' construction or Road safety (actual non-
operation? and perceived). .
. L communicable
Physical activity .
opportunity disease prevalence
Health service linked to .
access healthcare service
Port or truck stops a.CCESSI.bI/Ity
(see 1.7) (including
’ emergency

response times as
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
. of the Project | effect ey health |EX@mples of
t t ples of healt
No. Questions to be .| Yes/No/?| Environment | likely to be | geterminants health outcomes
considered in Scoping could be significant? i potentially
g Y| potentially affected
affected and | Why? affected
how?
well as delayed
non-emergency
diagnosis or
treatment).
Construction of
infrastructure (see As for 1.5, 1.7 and
1.5).
Operation of 1.18. Also:
New road, rail, air, . P Mental health.
infraStructure (see .
waterborne or 1418) Respiratory health.
other transport R Cardiovascular
. Portiactivities (see
119 infrastructure 1.7) health.

' including new or P'h ;ica WBetivit Obesity.
altered routes and o yortunit y Communicable
stations, ports, (ii Fc)lu din r)rl ow illness incidence
airports, etc.? 'g (including

pedestrian, cycle and|" . .

. epidemic or
public transport andemic)
infrastructure). p '
Port Health.

Closure or
diversion of
existing transport
t \
1.20 |foutes of As for 1.18 As for 1.18
infrastructure
leading to changes
in traffic
movements?
As for 1.5
Vibration nuisance
(pipeline). As for 1.5
Public understanding| Mental health.
of risk. Quality-of-life.
New or diverted Non-ionising Cardiovascular
1.21 |transmission lines radiation health.
or pipelines? (EMF). Cancer risk.
Essential public Life expectancy
service (e.g. power | (including
supply) capacity or |inequalities).
reliability
improvement.
Impoundment,
damming, Asfor1.11
culverting, As for 1.11 Mental health.
1.22 |realignment or Flood risk. Injury risk
other changes to Water safety. (including
the hydrology of drowning).

watercourses or
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
. of the Project | effect ey health |EX@mples of
t t ples of healt
No Questions ?be .| Yes/No/?| Environment | likely to be | geterminants health outcomes
* | considered in Scoping 1db ienificant? . potentially
could be signiticants| hotentially affected
affected and | Why? affected
how?
aquifers?
1.23 | Stream crossings? As for 1.22. As for 1.22.
Abstraction or
1.24 |transfer of water As for 1.22. As for 1.22.
from ground or
surface waters?
Changes in
waterbodies or the
1.25 |land surface Asffor 1.22. As for 1.22.
affecting drainage
or run-off?
Transport of
personnel or Transport, see
1.26 materials for Transport, see 1.18. | 1.18.

) construction, Workforce, see 1.7. | Workforce, see
operation or 1.7.
decommissioning?

Long term
dismantling,
1.27 | decommissioning As for 1.5. As for 1.5.
or restoration
works? w
Ongoing activity
during
decommissioning
1.28 A 1.5. A 1.5.
which could have s for s for
an impact on the
environment?
Influx of people to
1.9 an area, glther As for 1.7 and 1.17. As for 1.7 and
temporarily or 1.17.
permanently?
Communicable
Introduction of Vector born illness. I/,/ ness /.nc1dence
1.30 | . . (including
alien species? Port Health. . .
epidemic or
pandemic).
Community identity. . .
. Physical activity Quality-of-life.
Loss of native opportunity (less use Mental health.
1.31 |species or genetic o]egutdoor}; aces Cardiovascular
diversity? . P health.
due to their reduced .
. Obesity.
quality).
Loss of
1.32 | biodiversity-rich / As for 1.31 As for 1.31

protected areas?
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
A e of the Project | effect Examples of health 5xarlnples of
No. . - .| Yes/No/?| Environment | likely to be | geterminants ealth outcomes
considered in Scoping - otentiall
could be significant?| potentially affected |P y
affected and | Why? affected
how?
1.33 | Any other actions? NA NA
2. Will construction or operation of the Project use natural resources such as land, water, materials or
energy, especially any resources which are non-renewable or are in short supply?
Land, especially
2.1 |undeveloped or Asfor1.1 As for 1.1
agricultural land?
As for1.22 As for 1.22

2.2 |Water? Capacity of potable | Infection/hygiene.
Wwater supply. Hydration.
Community identity
Visual'disturbance | Mental health
Air quality. Quality-of-life
Dust nuisance Mortality
Noise nuisance Life expectancy
Water quality (including
Land contamination |inequalities)
(including dusts, Respiratory health
vapours and Cardiovascular
aerosols). health
Physical activity Communicable

W+ opportunity (loss of |illness incidence.
active travel routes). | Toxicology.

2.3 |Minerals? Essential socio- Climate change
economic or public | outcomes: e.g.
service resource (e.g.|injury, disease and
power supply or death from
building materials). | heatwaves and
Climate change fires;
(including global undernutrition
health effects of from reduced food
climate change, as | production; and
well as local co- increased risks of
benefits between food-, water- and
improved air quality |vector-borne
and reducing climate| diseases.
change).

2.4 |Aggregates? As for 2.3 As for 2.3

2.5 :i?;ebset:?a“d As for 2.3 As for 2.3

Energy including

2.6 |electricity and As for 2.3 As for 2.3

fuels?

27 Any other NA NA

resources?
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
. of the Project | effect Examples of
Questions to be | f J i Examples of health health outcomes
No. . . .| Yes/No/?| Environment | likely to be | geterminants
considered in Scoping e e potentially
could be significant?| ,otentially affected
affected and | Why? affected
how?

3. Will the Project involve use, storage, transport, handling or production of substances or materials
which could be harmful to human health or the environment or raise concerns about actual or
perceived risks to human health?

Air quality.
Will the Project Water quality.
involve the use of Land contamination .
. . Toxicology.
substances or (including dusts, .
. Respiratory health.
materials that are vapeurs and .
. Cancer risk.
3.1 [hazardous or toxic gérosols).
. .| Mental health.
to human health or Public understanding| , . .
. . Injury risk.
the environment of risk. Mortality risk
(flora, fauna, water Accident. y ’
supplies)? lonising andnon-
ionising radiation.
Communicable
and non-
communicable
disease prevalence
linked to
healthcare service
accessibility /
\ capacity (time to
. di is and
Health service lagnosis an
treatment).
access. .
Communicable
Workforce presence | . L
(see 1.7 and 1.17) illness incidence
Will the Project : ’ linked to STls
. . Port Health. L
result in changes in . - (population influx
Physical activity .
occurrence of opDOrtUNIt and behavioural
disease or affect pp . V- changes).
3.2 . Air quality. .
disease vectors . ; Communicable
. Noise nuisance. . .
(e.g. insect or . illness incidence
Water quality.

water borne
diseases)?

Land contamination
(including dusts,
vapours and
aerosols).

linked to, epidemic
or pandemic
(population
migration and Port
Health).

Non-
communicable
disease prevalence
linked to lifestyle
factors including
smoking, physical
activity and diet.
Non-
communicable
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
Questions to be of the Project | effect LS e WS 523,’[:;,, I::t‘;{,mes
No. | considered in Scoping Yes/No/?| Environment Illkelly_to be | determinants ¢
otentiall,
could be significant?| potentially affected |P y
affected and | Why? affected
how?
disease prevalence
linked to socio-
economic status,
including
inequalities in
employment and
educational
attainment.
Non-
communicable
disease prevalence
linked to
environmental
exposure,
including
inequalities in air
quality and noise.
Will the Project
affect the welfare Asfor1.5,1.7and |Asfor1.5,1.7 and
3.3 |of people e.g. by
. . 1.17. 1.17.
changing living
conditions? \
1. People in Mortality.
close proximity to Life expectancy
the location of (including
changes occurring as| inequalities due to
a result of project lifestyle factors,
activities. These environmental
groups may be exposure and
vulnerable (e.g. socio-economic
Are there hospital patients) or | status factors).
especially they may be just Morbidity
vulnerable groups more sensitive to the| (communicable
34 of people who changes without and non-
could be affected being ‘vulnerable’ communicable

by the Project, e.g.
hospital patients,
the elderly?

(e.g. residents).

2. Children and
young people
(including pregnant
women and unborn
children)

3. Older people
(particularly frail
elderly)

4. People who
are: unemployed, on

disease, including
linked to
healthcare service
access / capacity).
Quality-of-life.
Respiratory health.
Cardiovascular
health.

Mental health.
Injury risk.
Toxicology.
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping

No.

Questions to be
considered in Scoping

Yes/No/?

Which
characteristics
of the Project
Environment
could be
affected and
how?

Is the
effect
likely to be
significant?
Why?

Examples of health
determinants
potentially affected

Examples of
health outcomes
potentially
affected

low incomes, have
regular shift work,
have low job
stability, or have few
progression
prospects (including
those unable to work
due to ill health)

5. People (and
their carers) with
existing poor health
(physical and mental
health)ineluding
where this‘isdue to
disabilities

6. People living
in areas known to
exhibit high
deprivation or poor
economic and/or
health indicators

7. People who
may experiencing
social isolation,
discrimination or
social disadvantage
(including people
from Black and
Minority Ethnic
Groups (BAME) and
people who identify
as being part of faith
and belief groups)

8. People
experiencing barriers
in access to services,
amenities and
facilities (including
barriers experienced
by service providers).
9. Local,
regional or national
healthcare,
educational, or
social care services
that lack capacity
(including buildings,
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
. of the Project | effect Examples of
Questions to be 2 ; ; Examplfes of health health outcomes
No. . . .| Yes/No/?| Environment | likely to be | geterminants
considered in Scoping could be significant? i potentially
4 Y| potentially affected
affected and | Why? affected
how?
equipment, staff,
resources and out-
of-hours cover), or
were access is poor.
3.5 [Any other causes? NA NA

Will the Project produce solid wastes during construction or operation or decommissioning?

4.1

Spoil, overburden
or mine wastes?

Asfor1.16

Asfor1.16

4.2

Municipal waste
(household and/or
commercial
wastes)?

As ford»16

As for 1.16

4.3

Hazardous or toxic
wastes (including
radioactive
wastes)?

As for 3.1

As for 3.1

4.4

Other industrial
process wastes?

Asfor1.16

Asfor1.16

4.5

Surplus product?

As for 1.15

As for 1.15

4.6

Sewage sludge or
other sludges from
effluent
treatment?

As for 1.16

As for 1.16

4.7

Construction or
demolition
wastes?

Asfor1.16

Asfor1.16

4.8

Redundant
machinery or
equipment?

As for 1.15

As for 1.15

4.9

Contaminated soils
or other material?

Asfor1.16 and 3.1

Asfor1.16 and 3.1

4.10

Agricultural
wastes?

As for 1.16

As for 1.16

411

Any other solid
wastes?

As for 1.16

As for 1.16

Will the Project relea

se pollutants or any hazardous, toxic or noxious substances into the air?

51

Emissions from the
combustion of
fossil fuels from
stationary or
mobile sources?

Community identity
(including
stacks/chimneys)
Visual disturbance
(environmental
amenity of plumes).

Mental health
Quality-of-life
Mortality

Life expectancy
(including
inequalities)
Respiratory health
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the c fes of
. of the Project | effect Yo D) health |X9MPIes o
No. Questions to be .| Yes/No/?| Environment | likely to be de:erri:rf:a?:s = health outcomes
considered in Scoping could be significant? ! potentially
*| potentially affected
affected and | Why? affected
how?
Air quality (including | Cardiovascular
non-threshold health| health.
effects of NO2 and | Obesity.
PM). Toxicology.
Odour nuisance. Climate change
Land contamination | outcomes: e.g.
(including dusts, injury, disease and
vapours and death from
aero$ols). heatwaves and
Rhysical activity fires;
opportunity (reduced| undernutrition
qualityrof active from reduced food
travel routes production; and
disincentivising use). | increased risks of
Climate change food-, water- and
(including global vector-borne
health effects of diseases.
climate change, as
well as local co-
benefits between
improved air quality
and reducing climate
\ ¢ change).
Emissions from

5.2 |production As for 5.1 As for 5.1
processes?
Emissions from

53 mater!als handling Asfor5.1and 1.18 |Asfor5.1and 1.18
including storage
or transport?

Emissions from As for 5.1
construction Dust nuisance (non-

5.4 |activities including respiratory As fo'r 51 .
plant and particulates Quality-of-life
equipment? affecting amenity).

Dust or odours
from the handling
of materials

5.5 [including As for5.4and 1.16 |Asfor5.4and 1.16
construction
materials, sewage,
and waste?

Emissions from the

5.6 [incineration of As for 5.1 As for 5.1
waste?

5.7 A BSES ) As for 5.1 As for 5.1

burning of waste in
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
; Examples o
Questions to be of the Project | effect Examples of health | Itil: " f
] . .| Yes/No/?| Environment | likely to be ; ELLCUTCOIES
No. determinants .
considered in Scoping e e potentially
could be significant?| ,otentially affected
affected and | Why? affected
how?
open air (e.g. slash
material,
construction
debris)?
58 Emissions from any NA NA

other sources?

Will the Project cause noise and

vibration or release of light, heat energy or electromagnetic radiation?

From operation of

Comimunity identity
Cémmunity cohesion
(including how
conducive the
environment is to
conversatiomand
social gatherings).
Noise nuisance.
Vibration nuisance
(and disruption of

Mortality.

Life expectancy
(including
inequalities due to
environmental
exposure as well
as socio-economic

equipment, e.g. medically sensitive |status factors such
6.1 [engines, equipment). as educational
ventilation plant, Sleep disturbance. attainment).
crushers? Educational Quality-of-life.
\ disruption. Respiratory health
Visual disturbance. | Cardiovascular
Light pollution. health.
Physical activity Obesity.
opportunity (reduced| Mental health.
quality of active
travel routes or
recreational areas,
disincentivising use).
6.2 F'ror'n industrial or As for 6.2 As for 6.2
similar processes?
6.3 |From construction As for 6.2 As for 6.2
or demolition?
6.4 FT‘?m blasting or As for 6.2 As for 6.2
piling?
From construction
6.5 |or operational As for6.2and 1.18 |As for6.2and 1.18
traffic?
As for 6.2 (including
6.6 From lighting or where cooling ' As for 6.2
cooling systems? systems are a noise
source).
From sources of Community identity | Mortality.
6.7 |electromagnetic Vibration nuisance. | Life expectancy
radiation (consider Visual disturbance. | (including
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Additional commentary to inform

health scoping
Which
characteristics| Is the c fes of
; xamples o
IR0 Yes/No/? :z\t/:‘ri:::tjeictt ﬁf:ldto be Examplfes IS health outcomes
No. | considered in Scoping ’ Y IR otentiall
could be significant?| potentially affected |P y
affected and | Why? affected
how?
effects on nearby Non-ionising inequalities due to
sensitive radiation (EMF), environmental
equipment as well (including exposure).
as people)? occupational, Quality-of-life.
residential and to Cardiovascular
sensitive medical health.
equipment). Obesity.
Public understanding| Cancer risk.
of risk: Mental health.
Rhysical activity
opportunity (reduced
qualityrof active
travel routes or
recreational areas,
disincentivising use).
6.8 From any other NA NA
sources?
7. Will the Project lead to risks of contamination‘efland or water from releases of pollutants onto the
ground or into sewers, surface waters, groundwaiér, coastal waters or thesea?
Water quality
(drinking and
\ ¢ bathing)
Land contamination
(including dusts,
vapours and
aerosols).
Human food chain | Toxicology (dermal
(including and ingestion)
bioaccumulation). Respiratory health.
From handling, Physical activity Cardiovascular
storage, use or opportunity (reduced| health
7.1 |spillage of quality of active Obesity
hazardous or toxic travel routes or Quality-of-life
materials? recreational areas, | Cancer risk.
disincentivising use). | Mental health.
Visual disturbance | Injury risk.
(including silos, Mortality risk.
outfalls and
settlement ponds).
Odour nuisance.
Public understanding
of risk.
Accident (including
occupational risks).
7.2 (SIS = As for 7.1 As for 7.1

sewage or other
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EC Guidance Scoping Checklist (20,39)

Additional commentary to inform

health scoping
Which
characteristics| Is the
Questions to be of the Project | effect Examples of health Examples of
. . . | Yes/No/?| Environment | likely to be ; health outcomes
No. | considered in Scoping S U | GRS potentially
could be significant?| ,otentially affected
affected and | Why? affected
how?
effluents (whether
treated or
untreated) to
water or the land?
By deposition of
7.3 f:!?rta;r;(:oe:;:ted Asfor7.1 As for 7.1
land or into water?
74 From any other NA NA
sources?
Is there a risk of
the long-term
75 As for 7.1 As for 7.1

pollutants in the
environment from
these sources?

Will there be any risk of accidents duringg€@nstruction‘omoperation of the Project that could affect
human health or the environment?

Community identity.
Public understanding

Quality-of-life.

Frgm expl<?5|ons, + of risk (including Mental health.
spillages, fires, etc. emergency . .
Injury risk.
from storage, preparedness). o
; . . . Mortality risk
8.1 |handling, use or Accident (including . L
; . . (including linked to
production of occupational risks). .
. . healthcare service
hazardous or toxic Health service capacity)
substances? capacity (including pacitys.
hospital and
emergency services).
From events
beyond the limits
f I
- zn\r/]i(:cr)::'lental Asfor5.1,6.1,7.1 |Asfor5.1,6.1, 7.1
' ) and 8.1 and 8.1
protection e.g.
failure of pollution
control systems?
33 From any other NA NA
causes?
Could the Project
be affected by
natural disasters
8.4 cau'smg As for 8.1 As for 8.1
environmental
damage (e.g.
floods,
earthquakes,
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Additional commentary to inform

health scoping
Which
characteristics| Is the
Questions to be of the Project | effect Examples of health 5xar;:;:lest0f
No. . - .| Yes/No/?| Environment | likely to be | geterminants eaith outcomes
considered in Scoping - otentiall
could be significant?| potentially affected |P y
affected and | Why? affected
how?
landslip, etc.)?
9. Will the Project result in social changes/impacts on the population, for example, in demography,
traditional lifestyles, employment?
For workers (see 1.7
and 1.17).
Community identity.
Community cohesion
(incldding social
isélation, social
networks and
culture).
Community amenity
capacity, suitability
and accessibility For workers (see
(including leisure 1.7and 1.17).
and physical activity | Mental health
opportunities). Quality-of-life
Labour market Life expectancy
(including (including
employment and inequalities due to
unemployment). socio-economic
T \ Housing market" statu.s factors).
. . (including housing | Cardiovascular
0.1 |ERREEIES affordability, health.
age, structure, L .
social groups etc.? 5u1t(.1b///.t.y and Obesn‘y'.
availability). Mortality and
Population communicable and
displacement non-
(including communicable
gentrification disease prevalence
masking changing |linked to
health status healthcare service
trends). capacity.
Age related health
and social care
needs (including
immunisations and
developmental
checks for the young,
screening checks for
working age people
and multi-morbidity
and supported living
for the elderly).
By resettlement of As for 9.1
9.2 people or As for 9.1 Mental health.
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Additional commentary to inform

health scoping
Which
characteristics| Is the
Questions to be of the Project | effect LS e WS 523,’[:;,, I::t‘;{,mes
No. | considered in Scoping Yes/No/?| Environment Illkelly_to be | determinants contioll
could be significant?| potentially affected |P2-C" 0"
affected and | Why? affected
how?
demolition of Future housing Quality-of-life.
homes or instability Respiratory health
communities or (frequently moving | (housing quality).
community home). Injury risk (housing
facilities, e.g. Future housing quality).
schools, hospitals, quality, affordability,| Mortality and
social facilities? suitability and communicable and
availability non-
(incléding relation to| communicable
dmily size, trave isease prevalence
ily si. / di: |
times, disability or |linked to health
long-term and social care
conditionsysuch as | service capacity.
dementia). Life expectancy
Health service (including
capacity, quality and|inequalities due to
accessibility socio-economic
(including public status factors such
health, primary care,| as access to good
hospital and quality
emergency services). | employment and
Educational service |education).
\ ¢ capacity, quality and
accessibility.
Social care service
capacity, quality and
accessibility.
Through in-
migration of new
9.3 |residents or As for 9.1 As for 9.1
creation of new
communities?
By placing As for 9.2
increased Commymty 'ame.'r.uty As for 9.2
demands on local capacity, suitability .
s . Cardiovascular
9.4 |facilities or and accessibility health
services, e.g. (including leisure .
: . . .| Obesity.
housing, and physical activity
education, health? opportunities).
B ting job
i c.rea INg Jobs Employment Mental health.
during . . . .
. (including scale, Quality-of-life.
construction or ) - .
. quality and stability | Life expectancy
operation or ; .
9.5 . of employment). (including
causing the loss of N . . o
. : Upskilling (including |inequalities due to
jobs with effects . . .
local educational socio-economic
on unemployment .
investment, status factors for

and the economy?
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Additional commentary to inform

health scoping
Which
characteristics| Is the c fes of
. of the Project | effect 2T
No Questions to be .| Yes/No/?| Environment | likely to be Z)::em,,,:,lf:a?.,c: ¢ | health outcomes
* | considered in Scoping could be significant? ! potentially
*| potentially affected
affected and | Why? affected
how?
apprenticeships and | employees and
on-the-job training). | their dependants).
Unemployment Injury risk.
(particularly long- Mortality linked to
term). health and
Labour churn (the emergency service
movement of capacity.
workers between Communicable
roles; including how |and non-
this affects other communicable
sectors, such as disease prevalence
healthand social linked to health
care). service screening
Occupationalhealth | and health
and safety (including| promotion
health and capacity.
emergency service
implications).
9.6 |Any other causes? NA NA

10. Are there any other factorsghat should be considered such as consequential development which

could lead to environmentaleffects©Or the péteptial for cumulative impacts with other existing or

planned activities in thelocality?

Will the Project
lead to pressure on
consequential
development and
that could have
significant impact

Asfor1.19,1.21, 9.1

As for 1.19, 1.21,

10.1 fon the and 9.2 9.1and 9.2

environment e.g.

more housing, new

roads, new

supporting

industries or

utilities, etc.?

Will the Project lead All previous

to development of determinants of

supporting facilities, health as relevant,

ancillary development being proportionate | All previous health
10.2 | or development in terms of scale of |outcomes as

stimulated by the change associated |relevant.

Project which could
have an impact on the
environment? e.g.:

with the
supporting/ancillary
development.
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Additional commentary to inform

health scoping
Which
characteristics| Is the
. of the Project | effect Examples of health Examples of
IR0 Yes/No/?| Environment | likely to b ; health outcomes
No. ; ; ; é Y Lo be( determinants
considered in Scoping 1db ienificant? . potentially
could be signiticants) potentially affected
affected and | Why? affected
how?
e supporting
infrastructure
(roads, power
supply, waste
or waste water
treatment, etc.)
e housing
development
e extractive
industries
e supplyindustries
e other?
All previous health
outcomes as
relevant.
Life expectancy
(including
inequalities due to
socio-economic
status factors such
All previous as access to good
. ualit
determinants of Zm /oy ment and
W health as relevant, p y
. . education).
being proportionate Cardiovascular
. . in terms of scale o
Will the Project chanae as];ociatetf health.
lead to the after- with ?he after-use Obesity.
use of the site Health. e ducation;j / Mortality risk
10.3 | which could, in and so/cial care (traffic).
turn, have an service access Injury risk (traffic).
impact on the Road safet (o;ctual Mortality and
environment? and percei\}//ed) communicable and
) non-
Physical activit .
o Y ortunit y communicable
Elron P o mel{: t disease prevalence
Ho 5 siny ’ linked to
g healthcare service
accessibility
(including
emergency
response times as
well as delayed
non-emergency
diagnosis or
treatment).
Will the Project set
10.4 | a precedent for NA NA

later
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Additional commentary to inform

health scoping
Which
characteristics| Is the
Questions to b of the Project | effect Examples of health Examples of
No uestons "0 5 | Yes/No/?| Environment | likely to be TG health outcomes
* | considered in Scoping e e . potentially
could be significant?| ,otentially affected
affected and | Why? affected
how?
developments?
All previous health
outcomes as
relevant.
Life expectancy
(including
inequalities due to
socio-economic
status factors such
Allprevious as access to good
determinants of quality
health as relevant, |employment and
being preportionate | education).
in terms of'scale, Cardiovascular
Will the Project timing and proximity| health.
have cumulative of other existing or | Obesity.
effects, due to its planned Projects. Mortality risk
10.5 | proximity to other Health, educational | (traffic).
existing or planned and social care Injury risk (traffic).
Projects with service access. Mortality and
similar effects? Road safety (actual | communicable and
and perceived). non-
v Physical activity communicable
opportunity. disease prevalence
Employment. linked to
Housing. healthcare service

accessibility
(including
emergency
response times as
well as delayed
non-emergency
diagnosis or
treatment).

From European Commission (20,39) page 52) with an additional commentary and emphasis (colour
coding) to support the scoping of human health and inequalities in health.

Additional health questions were posed at the screening stage; however, those gaps are addressed
through the existing more detailed scoping sub-questions and the final question added to REF.
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Table D-2: Scoping questions

Key:

green highlight: highly relevant to health scoping;

yellow highlight: potentially relevant to health scoping (but likely scoping would focus on another EIA
discipline);

grey highlight: unlikely to directly relate to health scoping.

Question - Are there features of the local environment on or around the Project location which could be
affected by the Project?
e Areas which are protected under international or EU, national or local legislation for their ecological,
landscape, cultural or other value, which could be affected by theProject?
e Other areas which are important or sensitive for reasons of their ecologye.g.
e Wetlands,
e Watercourses or other waterbodies,
e the coastal zone,
e mountains,
e forests or woodlands
e Areas used by protected, important or sensitive species of fauna or flora e.g. for breeding, nesting,
foraging, resting, overwintering, migration, which could be affected eProject?
e Inland, coastal, marine or underground waters? }h
e Areas or features of high landscape or scenicvalue?
e Routes or facilities used by the public for access to recreationor otherfagilities?
e Transport routes which are susceptible to congestion or which cause envit@amental problems?
e Areas or features of historic or culturalimportance?

Question - Is the Project in a location where it is likely t6 be highly. V|S|ble to many people?

Question - Is the Project located in a previously undeveloped area’where there will be loss of greenfield
land?

Question - Are there existing land uses on or ardundithe Projectlocation which could be affected by
the Project? For example:

e Homes, gardens, other private property,

e Industry,

Commerce,

Recreation,

public open space, \ 4
community facilities,

agriculture,

forestry,

tourism,

e mining or quarrying

Question - Are there any plans fohfuture land uses on or around the location which could be affected by
the Project?

Question - Are there any areas on or around the location which are densely populated or built-up, which
could be affected by the Project?

Question - Are there any areas on or around the location which are occupied by sensitive land uses
which could be affected by the Project?

e hospitals,

e schools,

e places of worship,

e community facilities

Question - Are there any areas on or around the location which contain important, high quality or
scarce resources which could be affected by the Project? For example:

e groundwater resources,

e surface waters,

e forestry,

e agriculture,

e fisheries,

e tourism,

e minerals.
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Question - Are there any areas on or around the location of the Project which are already subject to
pollution or environmental damage e.g. where existing legal environmental standards are exceeded,
which could be affected by the Project?

Question - Is the Project location susceptible to earthquakes, subsidence, landslides, erosion, flooding or
extreme or adverse climatic conditions e.g. temperature inversions, fogs, severe winds, which could
cause the Project to present environmental problems?

Question - Is the Project likely to affect the physical condition of any environmental media?
e The atmospheric environment including microclimate and local and larger scale climatic conditions?

e  Water —e.g. quantities, flows or levels of rivers, lakes, groundwater. Estuaries, coastal waters or the sea?
e Soils —e.g. quantities, depths, humidity, stability or erodibility ofsoils?
e Geological and ground conditions?

Question - Are releases from the Project likely to have effects on the quality of any environmental media?
e Air quality?

e Climate change and ozone depletion?

e  Water quality —rivers, lakes, groundwater. Estuaries, coastal waters orthe sea?

e Nutrient status and eutrophication of waters?
e Acidification of soils or waters?

e  Soils?
e Landscape?
e Noise?

e Temperature, light or electromagnetic radiation including electfical intésference?
e  Productivity of natural or agricultural systems?

Question - Is the Project likely to affect the availability or searcity of any resources either locally or globally?
e Fossil fuels? v

e Water?

e Minerals and aggregates?

e Timber?
e Other non-renewable resources?

e Infrastructure capacity in the locality - water, sewerage, poWer generation and transmission,
telecommunications, waste disposal#@adsjrail ?

Question - Is the Project likely to affecthuman or community health or welfare?

e The quality or toxicity of air, water, foodstuffs andother products consumed byhumans?
e  Morbidity or mortality of individuals, cemmunities ' populations by exposure to pollution?
e Occurrence or distribution'of disease vectors includinginsects?

e Vulnerability of individuals, communities er populations todisease?

e Individuals’ sense of pessonal security?

e  Community cohesion andidentity?

e Cultural identity and associations?

e  Minority rights?

e Housing conditions?

e Employment and quality of employment?

e Economic conditions?

e Social institutions?

Question - [NEW] Would the Project result in a widening of inequalities in society through differential or
disproportionate environmental, social or economic changes to people who are more vulnerable?

From European Commission (20,39) page 59) with and additional final question and emphasis (colour coding)
relevant to scoping human health and inequalities in health.
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Appendix E: Assessment checklist

Table E-1: Assessment checklist: description of the likely significant effects of the
project
Key:
green highlight: highly relevant to assessment;
yellow highlight: potentially relevant to assessment (but likely assessment would focus on another EIA
discipline);
grey highlight: unlikely to directly relate to assessment.
. . € % | What further information is
No. Review Question S 1 ded?
3 g x| needed?
() T T
(-3 < <

Scoping of Effects

3.1

Has the process by which the scope of the
information for the EIA Report defined been
described? (for assistance, see the Scoping
Guidance Document in this series)

3.2

Is it evident that a systematic approach to
Scoping has been adopted?

3.3

Was consultation carried out during S

3.4

Have the comments and views of cons
been presented?

Predictio

n of Direct Effects

3.5

Have the direct, primary,

3.6

described and, w
quantified?

3.7

Have the direct, primar
biodiversity been described and, where
appropriate, quantified? (if relevant, are
references made to Natura 2000 sites?
(Directive 2009/147/EC and Directive
92/43/EEC))

3.8

Have the direct, primary effects on the
hydrology and water quality of water features
been described and, where appropriate,
quantified?

3.9

Have the direct, primary effects on uses of the
water environment been described and,
where appropriate, quantified? (if relevant,
are references made for River Basin
Management Plans/Programmes of Measures
under the WFD (2000/60/EC))

3.10

Have the direct, primary effects on air quality
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No.

Review Question

Relevant?

Adequately

Addressed?

What further information is
needed?

been described and, where appropriate,
quantified? (if relevant, are references made
to Air Quality Plans under Directives
2008/50/EC and 2004/107/EC))

3.11

Have the direct, primary effects on climate
change been described and, where
appropriate, quantified?

3.12

Have the direct, primary effects on the
acoustic environment (noise or vibration)
been described and, where appropriate,
quantified? (if relevant, are references made
to Action Plans/Programme under the
Environmental Noise Directive (2002/49/EU))

3.13

Have the direct, primary effects on heat, light
or electromagnetic radiation been described
and, where appropriate, quantified?

3.14

Have the direct, primary effects on material
assets and depletion of natural resources (e.g.
fossil fuels, minerals) been described?

3.15

Have the direct, primary effects on loc
or features of cultural importance been
described?

3.16

Have the direct, primary cts on the qua
of the landscape and on s an i
been described an riate,
illustrated?

3.17

Have the dir rimary effec

environmentall vant de raphy, social,
and socio-economi diti@h’in the area
been described and, w appropriate,
quantified?

3.18

Have the secondary effects on any of the
environment’s aspects, above, caused by
primary effects on other aspects been
described and, where appropriate,
quantified?

(e.g. effects on biodiversity, including species
and habitats protected under Directives
92/43/EEC and 2009/147/EC caused by soil,
air or water pollution or noise; effects on uses
of water caused by changes in hydrology or
water quality; effects on archaeological
remains caused by desiccation of soils)

3.19

Have the temporary, short term effects
caused only during construction or during
time limited phases of Project operation or
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No.

Review Question

Relevant?

Adequately

Addressed?

What further information is
needed?

decommissioning been described? (e.g.
emissions produced during the construction)

3.20

Have the permanent effects on the
environment caused by construction,
operation or decommissioning of the Project
been described?

3.21

Have the long-term effects on the
environment, caused over the lifetime of
Project operations or caused by build-up of
pollutants, in the environment been
described?

3.22

Have the effects that could result from
accidents, abnormal events or exposure of
the Project to natural or man-made disasters
been described and, where appropriate,
quantified?

3.23

Have the effects on the environment, caused
by activities ancillary to the main Project,
been described? (ancillary activities are part
of the Project but usually take place at

http://ec.europ
te%20-
%20Interpretation%20
337-EEC.pdf

ODirective%2085-

3.24

Have the indirect effects on the environment
caused by consequential development been
described? (consequential development is
other Projects, not part of the main Project,
stimulated to take place by implementation
of the Project e.g. to provide new goods or
services needed for the Project, to house new
populations or businesses stimulated by the
Project)

3.25

Have the cumulative effects on the
environment of the Project, together with
other existing or planned developments in the
locality, been described? (different future
scenarios including a worst-case scenario
should be described, as well as the effects on
both climate change and biodiversity). For
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http://ec.europa.eu/environment/eia/pdf/Note%20-
http://ec.europa.eu/environment/eia/pdf/Note%20-

No.

Review Question

Relevant?

Adequately

Addressed?

What further information is
needed?

further guidance on the assessment of
cumulative impacts see
http://europa.eu.environment/eia/eia-
support
http://ec.europa.eu/environment/archives/ei
a/eia-studies- and-reports/pdf/guidel.pdf).

3.26

Have the transboundary effects on the
environment of the Project, either during
construction or operation, been described?

3.27

Have the geographic extent, duration,
frequency, reversibility, and probability of
occurrence of each effect been identified as
being appropriate?

Predictio

n of Effects on Human Health and Sustainable Developm

3.28

Have the primary and secondary effects on
human health and welfare described and,
where appropriate, been quantified? (e.g.
health effects caused by the release of toxic
substances to the environment, health risks
arising from major hazards associated
the Project, effects caused by changes i
disease vectors caused by the Proj
changes in living conditions
vulnerable groups).

3.29

Have the impacts on issue
biodiversity, marig

disaster risk be
appropriate?

3.30

predicted effect clearly explained with
reference to legal or policy requirements,
other standards, and the number,
importance, and sensitivity of people,
resources or other receptors affected?

3.31

Where effects are evaluated against legal
standards or requirements, have the
appropriate local, national or international
standards been used and has relevant
guidance followed?

3.32

Have the positive effects on the environment
been described, as well as the negative
effects?

Impact Assessment Methods

3.33

Have the methods used to predict the effects
described, and the reasons for their choice,
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No.

Review Question

Relevant?

Adequately
Addressed?

What further information is
needed?

any difficulties encountered, and
uncertainties in the results been discussed?

3.34

Where there is uncertainty about the precise
details of the Project, and its impact on the
environment/climate change, have worst-
case predictions been described?

3.35

Where there have been difficulties in
compiling the data needed to predict or
evaluate effects, have these difficulties been
acknowledged and their implications for the
results been discussed?

3.36

Has the basis for evaluating the significance or
importance of impacts been described clearly?

3.37

Have the impacts been described on the basis
that all Mitigation Measures proposed have

been implemented i.e. have the residual
impacts been described?

3.38

Is the level of treatment of each effect
appropriate to its importance for the

Development Consent decision? Does

3.39

effects?

Other Questions relevap

relevant assessments U nion or national
legislation, in preparing the environmental
impact assessment report been taken into

account? If so, how was this done?

[NEW] Has the potential for health
inequalities been appropriately articulated
within the assessment so it is clear to the
Competent Authority if there are likely to be
significant effects (positive or negative) for a
vulnerable sub-population that differ from
the finding for the general population?
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Appendix F: Consultation checklist

Table F-1: Assessment checklist: refernces to consultation

Key:

green highlight: highly relevant to health consultation;

yellow highlight: potentially relevant to health consultation (but likely consultation would focus on another
EIA discipline);

grey highlight: unlikely to directly relate to health consultation.

What further information is

No. Revi ti
o eview Question needed?

Relevant?
Adequately

Scoping of Effects

33 Was consultation carried out during Scoping?

Have the comments and views of consultees

3.4 been presented?

[NEW] Have health stakeholders (including

but not limited to national, regional and local
public health teams) been consulted at the
scoping stage?

[NEW] Have health stakeholders (includ
but not limited to national, reg

EIA Report?

public health teams) been @
v 4
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Appendix G:

Table G-1:
Key:
green highlight: highly relevant to health monitoring;

yellow highlight:

grey highlight:

EIA discipline);

unlikely to directly relate to health monitoring.

Monitoring checklist

Assessment checklist: description of monitoring measures

potentially relevant to health monitoring (but likely monitoring would focus on another

No.

Review Question

Relevant?

What further information is
needed?

Adequately

Scoping of Effects

Where adverse effects on any aspect of the
environment are expected, has the potential

6.1 for the monitoring of these effects been
discussed?
Are the measures, which the Developer

62 proposes implementing to monitor effe

’ clearly described and has their objecti

clearly explained?
Is it clear whether the Develo
binding commitment to img

6.3 proposed monitoring prg
Monitoring Measures are
recommendations?
Have the Develo hoosing the

6.4 monitoring pg en
explained?
Have the responsib
implementation of mo g, including

6.5 e
roles, responsibilities, and resources been
clearly defined?
Where monitoring of adverse effects is not
practicable, or the Developer has chosen not

6.6 o
to propose any Monitoring Measures, have
the reasons for this been clearly explained?
Is it evident that the practitioners developing
the EIA Report and the Developer have
considered the full range of possible
approaches to monitoring, including

67 Monitoring Measures covering all existing

environmental legal requirements,
Monitoring Measures stemming from other
legislation to avoid duplication, monitoring of
Mitigation Measures (ensuring expected
significant effects are mitigated as planned),
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o 7: b
. . c % @ | What further information is
No. Review Question S S & 5
3 g = needed?
[T} T T
o < <
Monitoring Measures capable of identifying
important unforeseen effects?
68 Have arrangements been proposed to

monitor and manage residual impacts?

[NEW] Have existing public health indicators
been considered and is it clear how any
sensitive health data would be managed?
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