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Introduction

1.1 Nearly all decisions made by the public and private sectors of society affect the health of individual people and communities. This occurs through the implementation of policies, strategies and plans, and the undertaking of programmes and projects
 within such sectors. These proposals and their implementation affect the determinants of health, which in turn lead to improvement and/or reduction of the health of populations. Milio (1987; 2001) wrote about the need for public policy to create conditions and environments that support health, by producing policies that “make healthful choices easy and damaging choices difficult to the chooser, whether a corporate body or individual”.  Despite this drive for healthy public policies, there has been a dearth of practical tools to support their development, and to evaluate if greater health was achieved as a result.  Health impact assessment, drawing on a number of well known methodologies and disciplines, is one way to respond to this gap.

1.1.1  There have been considerable developments and wider application of HIA since the Gothenburg Consensus Paper was issued (European Centre for Health Policy, WHO Regional Office for Europe, 1999).  The further practice of HIA brought to the fore a number of debates.  Health assessments are becoming formal requirements in Strategic Environment Assessments that have recently been developed along with integrated ad sustainability impact assessments.  Clarification of current HIA debates is therefore of relevance for those other groups as well.  Indeed a request for clarification on the principles and practice of HIA and for a glossary of terms has come from the International Association of Impact Assessment (IAIA) in 2003.  It is timely to attempt to examine current debates and attempt to consolidate the past and current thinking in HIA, building on practice and experience in the implementation of HIA, and their use as part of policy making.  That clarification would be of use to a broad audience of actors and practitioners of different types of impact assessment, it could enhance the understanding of HIA and stimulate its wider use at an international, national, regional and local level. 

Particular audiences for this paper are:

· HIA practitioners, theorists, commissioners and users

· Other impact assessors (for example, social, environmental, and integrated)

· WHO regional groups

· Development banks

· Other people wanting clarity about HIA. 

1.1.2 The aims of the paper are to:

· Briefly introduce the HIA approach and the rational for carrying out HIAs

· Discuss current debates in HIA

· Discuss the underpinning values of HIA 

· Describe how HIA values inform the implementation of HIA 

· Describe the methodological requirements and scope of HIA

· Identify who is carrying out HIA

· Discuss the relationship of HIA with other forms of impact assessments

· Present examples of HIA practice to illustrate the above discussions.

A basic introduction to HIA

1.2 There is a need to think about the effects policies have on health, and in particular, how they can influence the health of all people in the population. Non-health sector proposals, where health is not a primary objective, may have major implications on the health and well-being of people, particularly vulnerable groups.

1.2.1 Health impact assessment is a combination of procedures, methods and tools that are used to assist, influence and inform decision makers in the consideration of the implications and trade-offs of their decisions. It uses the best available evidence from a range of sources to judge how the implementation of proposal would affect people’s health.

1.2.2 The HIA produces a set of evidence-based recommendations aimed at highlighting practical ways to enhance the positive impacts of a proposal, and to remove or minimise any negative impacts on health, wellbeing and health inequalities that might arise or exist.  HIA is specific to the proposal, the time and the place. HIA seeks to be an impartial approach (beyond its drive to promote and improve health) and does not set out to support or refute a proposal.

1.2.3  Health impact assessment can be used as a tool for engaging communities in decision making; enhancing joined up working between and within agencies; and for placing health on the agenda of different agencies and individuals. It is also used to support sustainability through the consideration of impacts on future generations. 

Current debates

1.3 The current debates in HIA stem from the valuable diversity that is seen within HIA practice and theory – a major strength of HIA. Throughout its content, this paper hopes to discuss the:

· primacy of influencing the decision making process as a reason for doing HIA (Bekker et al, 2003; Parry and Wright, 2003; Milner et al, 2003), as community development appears to have primacy in some HIA models (Phoolcharoen et al, 2003a).
· level of Community participation within HIA, given that democracy is a value for HIA in the Gothenburg Consensus Paper, yet practitioners may or may not have difficulty undertaking appropriate consultation with limited time, resources and skills (Kearney, 2004; Parry and Wright, 2003; Lerer, 1999; Phoolcharoen et al, 2003a; Joffe, 2003).
· role of addressing inequalities within HIA (Douglas et al, 2001; Parry and Scully, 2003), and whether this is a function for undertaking HIA in all countries?

· prospective nature of HIA  - and whether terms such as retrospective and concurrent are useful descriptions to use for HIA (Milner and Marples, 1997; Mindell et al, 2003; Morgan 2003; Kemm, 2003).

· evidence used to inform HIAs  - as it can be drawn from a wide range of sources, that lead on to debates on hierarchies of evidence and robustness (Joffe and Mindell, 2002; Joffe, 2003).

· impartiality of HIA, as sometimes HIA is also used for advocacy (Kemm, 2003).

· burden of the various impact assessment work on already busy workers in both the health and non-health sectors (Lock, 2003).

A brief history of health impact assessment

1.4 HIA has developed from two streams work, one from the desire for policy analysis to consider health more fully, and the other to develop impact assessment alongside environmental impact assessment (Kemm, 2003)

1.4.1 The first stream began with the call to promote and protect health through the action of the non-health sector as discussed in the Lalonde (1974) report. This was followed in 1977 by the Health for All resolution in which the World Health Assembly called for an intersectoral approach to health development. In turn, the Ottawa Charter called for ‘healthy public policy’ and that policy makers from all sectors should be ‘aware of the health consequences of their decisions’ (First International Conference on Health Promotion, 1986). WHO has cross-sectoral action as a component of its current corporate strategy(WHO, 1999), and within the European Region has cross-sectoral action as the basis for many key programmes such as Healthy Cities and the WHO Centre for Investment in Health (WHO, 1997; 2002). 

1.4.2 The second stream began in the United States of America during the 1970s when environmental impact assessment was first developed to mainstream environment concerns into project planning. The transition to a stronger health focus of such environmental assessments was encouraged when the World Health Organization produced procedures for evaluating the positive health impacts of systems supplying water (Birley, 1991), which led on to further work with training and development projects (mostly in Africa), and on to inform guidelines for the World Bank in 1992 (WHO and CEMP, 1992).

1.4.3 A number of regions and organisations around the world have since followed up with a significant number of ‘region and country specific’ policies and organisational programmes to support the approach of health impact assessment, particularly within Europe (Ritsatakis, 2004), Canada (Health Canada, 1999), Thailand (Phoolcharoen et al, 2003b) and Australia (Wright, 2004; Mahoney and Morgan, 2001). Importantly, the Gothenburg Consensus paper was developed in 1999, which included a proposal for a definition of HIA and suggested basic values of HIA for Europe (European Centre for Health Policy, WHO Regional Office for Europe, 1999), and there is agreement with the Gothenburg definition from over 20 European governments (Welsh Assembly Government, 2003). 

1.4.4 A large number of HIAs have been undertaken, within many countries of the world. Countries with a significant number of published examples include the United Kingdom, Sweden, Netherlands, Canada and Thailand (available on www.who.int/hia; and www.hiagateway.org.uk).  

1.5 Health, determinants of health, pathways, and health impacts.

From a population health perspective, health is defined quite broadly. The World Health Organization (WHO) has, rather ambitiously, defined good health as not merely the absence of disease, but a state of complete physical, mental and social well-being (WHO 1981). While this definition has been disputed (Siracci, 1997; Seedhouse, 1997), and its usefulness for HIA questioned (Ratner et al, 1997), it provides a better definition for basing HIA than a disease-based definition (Kemm, 2004). Certainly, there are also different cultural interpretations of health, although the same view is not necessarily held by all members of a particular culture or ethnic group.

1.5.1 HIA considers the many factors that concur to affect the health of individuals and communities, both positively and negatively. Whether people are healthy or not, is determined by our circumstances and the environment we live in. To a large extent, multiple causal factors such as where we live, the state of our environment, genetics, our income and education level, and our relationships with friends and family all have considerable impacts on health, whereas the more commonly considered factors such as access and use of health care services often have less of an impact (Dahlgren, 1995). The determinants of health are presented in a number of ways by different people and countries, but all present a similar concept (Frankish et al, 1996). One common method for presenting the wider determinants of health is that by the Dahlgren and Whitehead (1991) Insert model, which displays the many layers of determinants. They include: 

· Age, sex and hereditary factors (genetics). Individual characteristics that are generally considered to be fixed, but that impact on final health potential.

· Individual lifestyle factors. Personal behaviours and ways of life that individuals adopt that have health-damaging or health-promoting potential such as: diet; smoking; exercise; sexual practices; coping skills.

· Social and community influences. Interactions between the individual and their friends, family and immediate community around them such as: social support networks; peer pressure; social status; dependence on benefits. 
· Living and working conditions. Factors in peoples immediate surroundings encountered as part of their daily lives such as: safe water and food; clean air; healthy workplaces, type of employment available and size of local businesses; safe communities and roads; quality and quantity of housing stock; access to essential facilities and services such as health care and schools. 
· General socioeconomic, cultural and environmental conditions. The conditions prevalent in society as a whole (gross domestic product, mean income levels, environmental conditions, employment rates, deprivation and inequalities, life-supporting eco-systems, standard of living; place of women in society; attitudes to ethnic minorities)

1.5.2 The important point stressed by the model is that these determinants interact, and they are inter-related. A change in one layer may lead to a change in another layer; and a health problem/benefit focussed on one layer may be a symptom of a larger issue in some other layer. There are a great number of social determinants of health and the complexity of the causal networks is considerable (Williams, 2003; Banken, 1999). Providing public and private policy makers with information about such complexities is important for them to be able to consider health in their decisions (Kindig et al, 2003)

1.5.3 The pathways through which a proposal may impact on health are those that are presented in the determinants of health model above. As further discussed by Joffe and Mindell (2002), the underlying causes (for example general socio economic conditions affect the other determinant of health layers (living and working conditions, social and community influences and individual lifestyle factors), which in turn affect health status. This simple model shows how a non-health sector proposal could ultimately impact on the health of the community. In effect, HIA is concerned with all of the steps in the causal path from proposal to impact, including the ‘causes of the causes’ of health.
1.5.4 The determinants of health can either directly, or indirectly impact on our health. Determinants that have indirect impacts affect intermediate factors that will ultimately impact on people’s health in the long term (long causal link to impact), whereas determinants that have direct impacts do not have an intermediary step 
(short causal link to impact) (Dahlgren, 1995). Determinants that have direct impacts are such things as smoking, diet and physical activity, etc. Determinants that have indirect health impacts are such things as social support, the environment, taxation policies on smoking, etc.

1.5.5 A final important point about determinants is that they can also be cumulative and multiplicative – so that when more than one determinant is experienced, the health impact is far more significant than what may be expected from simply ‘adding one determinant to another’. For example, asbestos exposure has a far greater health impact on a smoking population than a non-smoking population.

2. Methods for developing this paper

2.1 The World Health Organization convened a key-informant group of impact assessment practitioners (health and other types), commissioners, and users of impact assessment results to advise the editors during the production of this paper. The participants of this group are listed in the Acknowledgements. The three editors discussed each set of comments received from the key informant group and acted on these as appropriate.

2.12 The literature to inform this paper was derived from:

· A literature search of the Medline, ERIC, Sociological Abstracts, and CINAHL databases, from January 1999 – December 2003 (inclusive)
. Keywords were: health impact assessment; risk assessment, definition, principles, values and practice. Abstracts were reviewed by RQ, and all articles in English describing HIA were selected for consideration within this paper. An example of the search strategy is in Appendix 1.

· The reference list of the Gothenburg consensus paper

· Reference lists in identified papers.

· An internet search of relevant websites (HDA HIA Gateway; WHO HIA Website; Netherlands HIA Database).

· material suggested by the authors and the key-informant group.  

XXX papers and articles were able to be retrieved within the timeframe of this paper, and all were considered for their applicability to this paper. No critical appraisal of papers was undertaken due to the diversity of papers identified, and the resources available.  A full listing of abstracts reviewed and papers/articles considered is available from the authors.

Findings and Discussion

3 Definitions of HIA

3.1 Many different people and organizations have defined HIA. These definitions are by and large similar, but put different emphasis to particular components of the HIA approach. A small collection of ways to describe HIA is listed below:

3.11 A combination of procedures, methods and tools by which a policy, programme or project may be judged as to its potential effects on the health of a population, and the distribution off those effects within the population  (European Centre for Health Policy, WHO Regional Office for Europe, 1999).

3.12 Assessment of the change in health risk reasonably attributable to a project, programme or policy and undertaken for a specific purpose (Birley, 1995).

3.13 A systematic way of working to shed light on the health consequences of proposed policy decisions (Federation of Swedish County Councils and the Association of Swedish Local Authorities, 1998).

3.14 A methodology which aims to identify, predict and evaluate the likely changes in health risk, both positive and negative (single or collective) of a policy, programme, plan or development action on a defined population (British Medical Association, 1998).

3.15  Some practitioners have called HIA, work that is actually not HIA (Malcolm et al, 1999).   For example comparative risk assessment, which is a useful tool to quantify risks and can contribute substantially for an HIA, has been on occasions called HIA (APHEIS 2003).  Other work draws on similar methodologies, has similar values and are used for mainstreaming health into other policies, but have a wider remit, such as the ecosystems approaches to human health (IDRC, 2003).  Any other publicly available examples suggested please. 

3.16 This paper acknowledges all of the definitions above, but to provide greater clarity to the HIA approach, we propose that [the first definition in this list, the Gothenburg Consensus definition (European Centre for Health Policy, WHO Regional Office for Europe, 1999) is adopted as the primary definition of HIA. 

3.2 Values governing HIA

3.2.1As described in the Gothenburg consensus paper and by Gulis (2004), values are framed by the society, the Government in power, the sector, and the people working in the sector within which a proposal is placed. The titles of the Gothenburg values are entirely relevant to HIA today as much as they were in 1999, but we have clarified the wording of each value. 

The basic values of HIA were proposed in the Gothenburg consensus paper (European Centre for Health Policy, WHO Regional Office for Europe, 1999) as: 

· 3.2.2 Democracy (emphasizing the right of people to participate in a transparent process for the formulation, implementation and evaluation of policies that affect their life, both directly and through the elected political decision makers), 

· 3.2.3 Equity (emphasizing that HIA is not only interested in the aggregate impact of the assessment policy on the health of a population but also on the distribution of the impact within the population, in terms of gender, age, ethnic background and socio-economic status), 

· 3.2.4 Sustainable development (emphasizing that both short term and long term as well as more and less direct impacts are taken into consideration) 

· 3.2.5 Ethical use of evidence (emphasizing that the use of quantitative and qualitative evidence has to be rigorous (transparent, reproducible, systematic), and based on different disciplines and methodologies to get as comprehensive assessment as possible of the expected impacts).

3.2.6 The title of each value is clear (and valuable), but three of the explanations then go on to describe a methodological step in HIA to deliver such a value, rather than describing the value itself. For example, ‘sustainable development’ is described as taking short and long term impacts into consideration – which is easily confused with a process or step in the HIA method; whereas a typical value describing sustainability is ‘that development meets the needs of the present without compromising the ability of future generations to meet their own needs’.
3.2.7 With equity, there are a number of methodological steps required to address the value of equity if you are undertaking an HIA – such as determining the distribution of impacts. But the value of equity is more commonly described in terms of ‘unjust differences in the health status between different peoples’. 

3.2.8 Finally, the terminology used to describe the ‘ethical use of evidence’ value in the Gothenburg consensus covers both the notion of rigorous thought (selecting evidence on clear criteria and explaining when and why strands are discounted), concepts of what types of evidence are admissible, and a desire to be as comprehensive as possible. Rather than being about the ‘ethical use of evidence’, it describes rigorous practice.

3.2.9 We have also suggested one additional value to HIA below - a comprehensive approach to health. We trust that the values below are held by the people who undertake and support HIA, and by those who commission and use HIA, and we believe these clarified descriptions complement and build on the Gothenburg values.

Proposed values of HIA with new value definitions, and one new value

3.3 Democracy - emphasizing the right of people to participate in the formulation and decisions of proposals that affect their life, both directly and through elected decision makers; To attempt to achieve this value, the HIA method should involve and engage stakeholders, and inform and influence decision makers.
3.3.1 Equity – emphasizing the desire to reduce inequity that results from avoidable and unjust differences in the health determinants and/or health status within and between different peoples
; To attempt to achieve this value, the HIA method should assess the distribution of health impacts across the population and recommend ways to improve the proposal for affected vulnerable groups.
3.3.2 Sustainable development – emphasizing that development meets the needs of the present without compromising the ability of future generations to meet their own needs; To attempt to achieve this value, the HIA method should predict short and long-term impacts of a proposal and provide those predictions within a timeframe to inform decision makers. 
3.3.3 Ethical use of evidence - emphasizing that transparent and rigorous processes are used to synthesise and interpret the evidence, that the best available evidence from different disciplines and methodologies is utilised, that all evidences are valued, and that recommendations are developed impartially. To attempt to achieve this value, the HIA method should use evidence to predict impacts and inform recommendations, it should not set out to support or refute any proposal, and should be rigorous and transparent.
3.3.4 Comprehensive approach to health – emphasizing that physical and mental health is determined by a broad range of factors from all sectors of society (known as the wider determinants of health). To attempt to achieve this value, the HIA method should be guided by the wider determinants of health
Undertaking HIA

3.4 The values above inform the way that HIA is undertaken, or operationalised – and points to the function/purpose of HIA. These are suggested below:

Informing and influencing the decision maker

Introduction

3.5 The overarching aim of HIA is to create conditions that encourage and support the protection and improvement of people’s health and wellbeing. HIA can be applied early in the decision making process, to existing policies or strategies, or later, when these strategies have been operationalised as plans or even later at the stage of project development and implementation. (see Appendix 1 for practice examples).   

3.5.1 HIA is a practical approach that can inform decision makers stakeholders and the public about how a proposal (or variations) would, if implemented, impact on people’s health.  It provides the decision maker with recommendations to mitigate or negate possible risks to health, and opportunities to improve people’s health.

3.5.2 Decisions are not taken within the HIA; they are taken by the decision-makers who are typically politically accountable. To influence a proposal, an assessment of the proposals decision making context is required to identify opportunities and barriers that may be encountered for the presentation of recommendations. There, there is little point in carrying out an HIA where a decision is not open to influence. Finally, there is often multiple decision points along the proposals process because the development is often incremental and so there are many opportunities for HIA to influence decisions – but at each stage the questions addressed by the HIA may be different. (Bekker et al, 2004). 

Timing

The degree of development of the proposal influences the level of detail that can be given in the HIA.  When applied early in the proposal development, an HIA will typically be less specific regarding predictions of the health impacts and provide broader recommendations, on the other hand it can potentially influence more the direction of the decisions before it is too late in the decision making process.  This is reflected for example in the development of strategic and project level impact assessment for environment concerns (SEA and EIA).
Timeliness

3.5.3 If an HIA is to influence a proposal, it must meet the deadlines of any decisions regarding that proposal (Griffiths, 2004). There are examples of HIA where the recommendations were delivered too late to inform the decision making process (Health Development Agency, 2004). 

Level of involvement of decision makers

3.5.4 One debate that requires attention is the level of involvement of decision makers within an HIA.  Involving decision makers is important to create support for the assessment and to enhance the likelihood that any recommendations may be acted upon. Therefore decision makers should be involved in the HIA process from an early stage, that is, when it is being decided how to undertake the HIA. This will increase the likelihood that the HIA will provide the type of information that decision makers require, within the timeframes for the decision being made (Health Development Agency, 2003). An ideal situation would see the decision makers requesting an HIA.  
3.5.5 On the other hand the HIA should be independent and not be tailored to provide the answers decision makers want, or only be used to justify decisions already made.  An HIA should not set out to approve or disapprove of any proposal as a matter of course. The involvement of decision makers and stakeholders needs to be closely scrutinised to maintain such a viewpoint. However, decision makers are no more likely to be biased than other key stakeholders (despite the usual power imbalance), and so it is important to consider any potential bias, and the direction of such bias, from decision makers in the same way that is done for other stakeholders.  

3.5.6 Decision makers involvement in how to undertake HIA is required to ensure that: the questions important to them are addressed, the timetable is clear, and that the form and content of outputs is clear for them (just as it needs to be for other stakeholders). Within the assessment stage of an HIA, approaching decision makers for data sources is also valid, but like with any data sources – strengths and weaknesses need to be appraised before use.   Decision makers should be involved in stakeholder consultations, involved in collating or assessing the evidence, and in agreeing recommendations, as their involvement will enhance the value of the process. Often, decision makers have a significant understanding of the proposal being assessed.  The process of their involvement must be transparent (who was involved in the HIA and conflicts of interest declared). 
Influencing one or more options

3.5.7 HIA can be used to comment on a single proposal - where the options are whether or how to carry out the proposal, or not. In this situation the status quo is an implicit comparison. HIA can be used at different stages of the development of the proposal, responding to decision making that is incremental, where proposals are refined over time.  HIA can also be used to assist decision makers with the selection of one among several possible proposals (Joffe and Mindell, 2002).  This second situation is responds to a model of rational policy making. 

HIA as part of an approval mechanism – institutionalised in a decision making process [Separate textbox] 

3.5.8 Unlike other forms of impact assessment, such as environmental impact assessment (EIA), HIA in many countries is not part of an decision approval mechanism.  In other countries HIA is integrated into the Governments’ EIA process, including Canada (Kwiatkowski and Ooi, 2003), New Zealand (Ministry of Health, 1994) and Australia (Wright, 2004).  The Canadian handbook on health impact assessment (Health Canada, 1999) gives national guidance on the integration of health and socioeconomic impact assessment within an EIA. It is important to note that this is a form of integrated impact assessment, but it still falls under the definition of HIA as described in this paper, because of its rigorous approach based on the wider determinants of health. Apart from in Canada, most EIAs carried out around the world have use a environmental health model as their basis and typically only use quantitative toxicological data in their assessments, and these would not meet the values of HIA described in this paper. 

3.5.9 A recent development is the requirement for health assessments as part of Strategic Environment Assessments (SEA).  The new SEA protocol to the Espoo convention on EIA, is clear about the need for health assessments at all stages of the SEA procedure, and regarding the involvement of health experts and authorities in carrying out such assessments.  This new international treaty should come into force in the very near future.  The European Union, already has a directive on SEA, which is beginning to be implemented.

3.5.10 HIA may also act as a component of an approval process when they form part of the evidence informing local/regional/national planning processes (Abdel-Aziz, 2000; IPPC process?; NZ local Govt act?). Typically these processes have not included evidence on the wider determinants of health, but this is slowly changing. 

3.5.11 The importance of approval mechanisms for institutionalising HIA into a countries practice is yet to be confirmed, but if like EIA, it is likely to be important, and likely to require a country specific response (Banken, 2003). 
Stakeholder involvement

Introduction

3.7 All HIAs include stakeholder involvement and engagement within them, but the real issues are which stakeholders are included by what methods (see Appendix 1 for practice examples). Stakeholder involvement appears to split into groups:

· Proposers/developers

· Technical experts claiming to have some special knowledge relevant to the HIA;

· the community who will be affected by the proposal

· and other key players, such as decision makers

And the involvement of these groups generates considerable debate. 

3.7.1 Advantages and disadvantages (Elliott and Williams, 2004)

The advantages of stakeholder participation are that:

· it provides a valuable source of information and different types of evidence

· the value of democracy is upheld

· there is the opportunity for the airing of different views on a proposal, and facilitate conflict resolution.

· it provides a platform for those participating to be exposed to other people’s experiences and ideas, promoting social learning.

· It can lead to stronger conclusions and recommendations from the HIA

· It adds transparency to the process

3.7.2 One of the disadvantages is the confusion between participation in the HIA and participation in the decision making. Participative decision making is rare, and stakeholder expectations must be managed carefully to ensure that they are aware of the extent their involvement in the HIA and the decision making process. 

3.7.3 A second disadvantage is the practical time and resource constraints that participation entail – potentially putting people off the use of HIA.

Which stakeholders?

3.7.4 Experts, proposers/developers and other key players (such as representatives of groups and organisations) are nearly always included in the stakeholder consultation process of an HIA and there is agreement about the for their involvement. However, an interesting development within HIA is that of ‘confidential HIAs’ that are used to inform politically sensitive decisions regarding policies (an example being advice provided to Government ministers in the UK), where only a bare minimum of stakeholders may be involved – yet even in this extreme example some stakeholders are included (Kemm, 2004).  Such a process may also be used in commercially sensitive areas as well. Most HIAs however include as wide a group of key informants and proposers/developers as possible within the timeframe and budgets available. 

3.7.5 Stakeholder consultation that involves the community is displayed in many HIA. The community invited to participate are those likely to be affected by the proposal, and include members and/or representatives of affected communities (including vulnerable groups), consumer organizations, local workers, schools, community groups, religious groups and nongovernmental organizations. Such views are captured using a variety of methods, including workshops, interviews, drop-in centres, surveys, focus groups etc. Such approaches are debated within the HIA community regarding the representativeness of the community views gathered, whether ‘hard to reach’ groups have participated, the HIA practitioners ability to capture community views adequately, and institutionalised barriers to participation (Kearney, 2004; Parry and Wright, 2003). Other questions include:

· what is the rationale for asking the community to participate?

· are partnerships with the community already established, or do they have to be built from scratch?

· do HIA practitioners have the skills, resources and time to adequately undertake such participation? 

· What scale of participation is required (influenced by the type of HIA – strategic, plan, policy, programme, or project)?

· will stakeholders be identified in a systematic way, and who will be involved in deciding who will participate?

· how will legitimacy be established for those people who are representing the community?

· how will the community’s views be recorded

· will the community’s opinion of the evidence be presented appropriately  in the HIA recommendations?

· will the community’s opinion of the evidence be valued by the decision makers and are the decision makers open to community participation?

Doing stakeholder participation well, or not

3.7.6 When community participation is done well, unintended benefits can follow, as shown in work in Wales (HIA of housing strategy in Llangeinor, South Wales).

There are also Thai examples of HIA where it has been carried out with the express aim of community development and community participation in decision making. This flowed from the past performance of infrastructure projects in Thailand where ‘without a process for proper public participation, many conflicts have arisen around almost all large government projects’, and these have caused negative impacts on the people (Phoolcharoen et al, 2003a). For such situations where conflict resolution is a purpose for carrying out HIA, participation is essential.

3.7.7 Much can be learned from the field of social impact assessment, where in some models, public involvement is an integral component of the process, and can be considered a collaborative or social learning process (Banken, 1999). This concern would equally translate to HIA if it adopts the social determinants of health as a basis.

3.7.8 Participation is intuitively appealing, but it is clear that participatory approaches do not always run smoothly (Parry and Wright, 2003). When community participation is done poorly, it may lead to further isolation of disadvantaged communities - as their expectations are raised, and then the community hears no more from the HIA practitioners as they often do not report findings back to the community (HDA, 2004). All of this is not surprising given the demands on HIA practitioners to assess complex projects, with multiple stakeholders, who have to determine a broad range of impacts, often with little human and financial resources, or time. Since participation has no obvious boundaries, and it is difficult to decide when enough has been done - the question that should be answered by stakeholders when setting the scope for an HIA is ‘how complete must participation be for it to be worthwhile?’ Furthermore, public participation is much more complicated when assessing strategies, plans and programmes – as it can be difficult for the public (and other stakeholders) to identify with such abstract issues. Involvement with neighbourhood and municipal proposals is considered to be easier. HIA practitioners may best serve HIA by not undertaking community consultation unless they have the requisite skills, time, commitment from commissioners/decision-makers and resources (Parry and Wright, 2003). 

Addressing inequalities

Introduction

3.8 A major reason to decide to carry out an HIA is the desire to tackle inequalities in health as the HIA can estimate how a proposal would affect health inequalities (Parry and Scully, 2003) (see Appendix 1 for practice examples). In one evaluation of HIA practice, addressing inequalities was described by the participants as ‘being at the heart of HIA’ (Health Development Agency, 2004).
3.8.1 Definitions [separate text box]

Health inequity is a term that has a moral and ethical dimension – where inequities can result from avoidable and unjust differences in health status; 

Health inequalities are differences in health status or in the distribution of health determinants between different groups of the population. They occur as a consequence of differences in social and educational opportunities, financial resources, housing conditions, nutrition, work patterns and conditions and unequal access to health services.
3.8.2 HIA can be used to reduce inequity that results from avoidable and unjust differences in health status between different peoples.To achieve this, HIA outlines inequalities that may arise from a proposal by determining whether health impacts are likely to be distributed unevenly within a population, or between groups, rather than just predicting the impact on the whole population (Scott-Samuel, 1996). Because of this, HIA is able to identify both the ‘winners’ and ‘losers’ of a proposal, and recommend how the distribution of impacts can be changed, or how ‘losers’ may be compensated. 

3.8.3 The components of HIA in which inequalities are considered

Inequalities are included in many components of HIA, for example:

· many proposals which have HIAs carried out on them address schemes that directly affect marginalised communities (e.g. regeneration schemes)
· all groups, including marginalised groups are identified early in the HIA process (consideration is paid to gender, socioeconomic status, geographic region, age and generation, and ethnicity).  
· evidence is collected about, and from, all groups, including vulnerable groups
· the impact of the proposal is considered for all groups, including marginalised groups within the community. This provides scope for explicit comparison within and between groups (Mahoney, 2002).
· inequalities is placed on the agenda of many agencies
· recommendations that highlight the impact on all groups, including vulnerable groups are developed
· recommendations are reported back to all groups, including vulnerable groups in the community (in an acceptable format).
3.8.4 However, many HIA only describe the baseline inequalities of a population, and do little to predict how the proposal may change the baseline distribution of inequalities (whether that change is possible, likely or definite). While predicting the impacts across the population distribution and on vulnerable groups is acknowledged to be a difficult task (particularly due to the frequent lack of relevant data), it is important to consider this work if the HIA is truly aiming to address inequalities.
3.8.5 Point for clarification: How important is it to discuss issues such as environmental justice, where locally unwanted land uses (nuclear waste etc), unequally distributes risks that are considered by some to be unavoidable and contribute to a ‘common good’.

Sustainable development

Introduction

3.9 HIA can be used to provide information and recommendations that can be used to pursue the goal of sustainability. An HIA seeks to predict both the short and long-term impacts of a proposal, and consider the human health dimension of sustainability (see Appendix 1 for practice examples). The definition of ‘long term’ needs to be set by those undertaking the HIA, but it is worth noting that the definition of sustainability describes ‘the needs of future generations’, and so covers periods of at least 40 years or more. 
3.9.1 To pursue the value of sustainability, and predict future impacts, HIA must be prospective. A prospective HIA can provide decision makers with information about how a proposal will impact on the health and wellbeing of people in the future.

The use of retrospective and concurrent HIA

3.9.2 A point of discussion in HIA is the role of retrospective HIA
 and concurrent HIA
.  This paper proposes that HIA is used to identify prospective assessments only.  The majority of the work carried out in the approaches known as Retrospective HIA and Concurrent HIA are adequately covered by the usual terms of evaluation and surveillance, and those typically used in the other impact assessment fields (Morgan 2003; Kemm, 2003). A further reason for not describing all three as impact assessment is that they involve different thought processes. Retrospective and concurrent work requires observation and induction, whereas prospective HIA uses deduction. It is sometimes considered that evaluation is different from retrospective HIA because evaluation generally ‘monitors the extent to which a proposal’s objectives were achieved’ (Milner and Marples, 1997; Mindell et al, 2003). While this is a critical aspect of evaluation, it reduces evaluation to only a fragment of its potential use – which can ‘construct and provide the best possible information that might bear on the value of whatever is being evaluated’ (Newman, 1994). This allows consideration of intended and unintended impacts to be considered in the evaluation, if the evaluator chooses to consider them.
3.9.3 Point for clarification: We have received a mix of comments for and against the prospective, retrospective, concurrent discussion above – and this is an area that we would appreciate further clarification of people’s views. Most definitions and guides on HIA typically include such descriptions, including the IAIA definition, and a number of people have carried out ‘retrospective HIA’. People are more supportive of the retrospective definition than the concurrent definition.

Ethical use of evidence

Introduction

4.1 HIA uses evidence to predict impacts and inform recommendations (see Appendix 1 for practice examples). This evidence should be collected in a methodologically rigorous manner from a broad range of sources, all with their appropriate validity (Joffe, 2003). The best available evidence is aimed for, but compromise is often required to deliver the HIA within available resource and time constraints. Again, stakeholders must decide at the beginning of each HIA what level and type of evidence is required to make the HIA acceptable and usable. The evidence should be able to assist with answering questions about how the proposal may affect the determinants of health, and with questions about potential affects on direct health outcomes (den Broeder, 2003). Ideally, part of this evidence - that outlining the chain of causation between proposals and health outcomes would be available in an ‘off the shelf’ format for practitioners to use, as such a rigorous process is difficult for small and rapid HIAs (Joffe and Mindell, 2002; Joffe, 2003;). 

4.1.1 Types of evidence included

Sources of evidence used in HIA include:

· reviews

· individual reports and studies (including epidemiology)

· ‘grey literature’ – such as other conducted HIAs, non-published evidence bases, conference proceedings, etc.

· relevant policy information 

· previous HIA

· data from EIA or SIA already or concurrently performed on the proposal

4.1.2 A range of methods can be used to collect additional evidence for an HIA, of which this list provides examples of those not already mentioned above:

· stakeholder interviews, focus groups and workshops

· questionnaires

· personal contacts

· public concerns

· expert advice

· local needs assessments

· geographical information systems

· comparative risk assessments and environmental burden of disease

· mathematical models

4.1.3 Social impact assessment practitioners have described that the aim is not to produce as much data as possible, but as little data as necessary (Taylor et al, 1995; cited in Banken 1999). Given the practical limitations often experienced within HIA regarding time and resources available for the collation and synthesis of evidence – the same goal to collect only information that will be useful to the HIA should also be followed.

Objectivity, independence and impartiality 

4.1.4 It is important to remember that evidence should be the basis for all recommendations made to decision makers. Therefore, HIA should be attempt to be objective, and not set out to support or refute any proposal, but instead should attempt to present a balanced view of the available evidence, and present recommendations that are based on that evidence.  HIA should attempt to provide an independent assessment of a proposals impact on health – and therefore it should not advocate for a particular position (beyond the position to promote and improve health, of course). Excepting the drive to improve and promote health – which is a universal value, and the fundamental aim of HIA - HIA can be termed an impartial approach. Once an HIA has been carried out it may be used for advocacy, to improve the voice of health in particular circles (Dora and Racioppi, 2003), but deciding whether a proposal is supported or rejected is a process that occurs outside of the HIA. It is important to note that people who carry out HIA can only attempt to be impartial, as being ordinary people, they will have their own biases that they bring to the HIA.

Transparency and rigour

4.1.5 The evidence used within an HIA is the link in a clear chain of reasoning between the proposal being assessed and the recommendations made. The evidence must be robust, and be able to withstand critical scrutiny and possible challenge (Mindell et al, 2001). HIA allows people to work through a methodology and this provides a degree of rigour to the process as the steps can be laid out in the methods section of an HIA report. The process of how the HIA was undertaken, the evidence used, the limitations and uncertainties in the evidence, who participated, how recommendations were reached, and how conflicts were resolved should always be documented. 

4.1.6 Transparency is gained by making the documentation of an HIA publicly available (the internet is a good location – including http://www.who.int/hia) – particularly to those who participated in the HIA and those who are affected by the proposal. While the rationale for making a decision may not be made public, a portion of the information considered by the decision makers can be. The rigour and transparency of HIA is a feature that is valued by those undertaking the HIA, those participating in the HIA, and the decision makers. Any reports produced must be in an acceptable format for the target audience. Also, publication of meeting minutes and incomplete drafts while the HIA is being undertaken can facilitate wider participation in the HIA.

4.1.7 Points for clarification: Whether HIA is a systematic process is debated. Many journal articles, guidance documents use the word ‘systematic’ to describe the HIA process. This is in contrast to the range of approaches and methods used to undertake HIA throughout the world. It appears that systematicity is being used to describe an internal mechanism – such as following a set process, comprehensively searching for evidence, working with many stakeholders -  within each HIA; rather than the HIA approach as a whole being ‘systematic’? Or is it a distinction between the ideal and the possible – with being systematic an ideal, but usually having to compromise for something less?

4.1.8 Transparency may not be valued by all decision makers – for example the confidential HIAs (in para 51). Also, the requirement for such transparency may also add compliance costs to carrying out an HIA, potentially putting people off the process – due to the time and resources required in making the full information available in written form.

4.1.9 How important is it to explicitly mention the precautionary principle when discussing the use of evidence in HIA?

Comprehensive approach to health

Introduction

4.2 All HIA use the wider determinants of health as a basis for considering the potential health impacts of a proposal (see point 1.5.1 for an explanation of the determinants of health) (see Appendix 1 for practice examples). 

Joined up working

4.2.1 Because of the broad nature of the determinants of health – HIA usually requires a broad range of stakeholders to participate. This sets the stage for joined up working within and between agencies. In some cases, agencies are already involved in interagency and multidisciplinary working before the HIA begins, but often with HIA ‘unusual links are formed’. Public health staff are able to build coalitions and links with policy makers and planners, and these have the potential to influence future work beyond the end of a single HIA (Health Development Agency, 2004; Hay and Kitcher, 2004). 

4.2.2 HIA does present some barriers to joined-up working as well though, including the jargon used, and the use of the term ‘health’, to which some potential partners do not value or perceive their part to play in. Because of the strong ownership of health, such joined up working also exposes HIA to the unhelpful, but common judgement of health imperialism (Banken, 1999; Kemm, 2001).
Placing health on the agenda

4.2.3 A further benefit to joined up working is that HIA can place public health issues on the agenda of many different agencies and individuals, and introduces the wider determinants of health to them. Tying HIA into a systematic process that promotes the determinants of health is recommended (Ratner et al, 1997). HIA performs an educational role for policy makers, planners and developers (and vice versa for public health staff learning about how policy makers, planners and developers think and work). It is difficult to determine how important this is, but suffice to say this is considered to be a key component of building healthy communities, as recommended by the Ottawa Charter (First International Conference on Health Promotion, 1986) and Jakarta Declaration (Fourth International Conference on Health Promotion, 1997). Policy process research suggests that a network of actors are instrumental for developing sound policy and influencing decisions. Similarly, implementing decisions often requires the action of multiple actors (Keeley and Scoones, 2003). Within Sweden this is one of the main purposes for doing HIA ‘The main purpose of HIA is two-fold: to increase awareness of what determines health for sectors outside the health sector and also to provide policy-makers with a more efficient way to make informed decisions (Nilunger et al, 2002/2003). Similar benefits have been noted in Wales (Breeze and Hall, 2002).

4.3 Prediction in HIA [we are planning to have a section of the document covering this topic – but it has not yet been written]

HIA has at its core, the assessment of a proposal. Assessment has two elements: 

· to have details about the proposal being assessed; 

· to form an opinion as to the proposals significance to health – by predicting impact, and then judging the significance of that impact (where participation is particularly relevant).  

The method of predicting impact within HIA  ….

Scope of HIA

5.1  HIAs have been variously described as rapid and comprehensive (Joffe and Mindell, 2003); and broad and tight (Kemm, 2000). What is important to take from these different categorisations is that the size of the HIA, and the length of time to carry it out is variable. Also, the context in which the HIA is performed must be considered when setting the parameters and boundaries for the HIA (geographic boundaries, which impacts, what time horizon for impacts) – and HIA practice must meet these parameters if it is to remain a useful practical tool that influences and informs decision makers.  Therefore, all HIAs do not have to be comprehensive, or broad; and nor do all have to be rapid, or tight.

Who does HIA?

5.2 The actors involved in HIA can be broken into four main groups:

· Commissioners

· Practitioners

· Stakeholders

· Decision makers

5.2.1 There is considerable overlap between the groups, as commissioners and/or stakeholders are sometimes the decision makers, and stakeholders would typically include the commissioners and decision makers. It is important at the start of an HIA to understand everyone’s role to avoid later confusion, and to set the scope for the HIA.

5.2.2 Commissioners include:

· Local, regional and national Governments

· Local, regional and national health authorities/departments

· Local, regional and national planning authorities/departments

· National and International Development banks

· Private industry

5.2.3 Practitioners usually have a diverse background of skills and experiences, and include people who have done multiple HIAs through to those undertaking their first HIA. There are no accreditation schemes for practitioners, but the types of skills that are often developed and used within either the project manager, or the HIA team are:

· Project management

· An understanding of policy development and decision making processes

· Verbal and written communication skills

· Community participation skills

· Facilitation

· Public health  - particularly the collection, analysis and use of evidence to predict possible impacts

The best way to develop such skills of course is to actually participate in, or undertake an HIA. Training courses also exist in some countries to assist practitioners.

Integration with other planning, management and assessment tools.

5.3 The role of HIA in relation to other forms of impact assessment is described in the literature (Mindell and Joffe, 2003).

5.3.1 Most integrated impact assessment (IIA) and social impact assessment (SIA) tools and methods would fulfil the definition of HIA, and this is not surprising when comparing the wider determinants of health approach used in HIA with the broad approaches used in integrated and social assessments. The only noticeable difference, and this is implied by each assessment’s name, is the emphasis given to each impact assessment approach. Health focuses on health impacts, and in doing considers a variety of other impacts; SIA focuses on social impacts, and in doing considers a variety of other impacts; IIA considers several impacts (for example, environment, sustainability, economic), and includes health and social impacts as one of many. Therefore we believe there will be some instances where social, health and integrated impact assessment overlap, and HIA could potentially learn a considerable amount from the well developed field of SIA (Morgan, 2003). What is important is that health impacts are considered and the values of HIA are followed – and then it doesn’t matter what the process is called. 

5.3.2 Integrated impact assessment has a major benefit within a government setting because it considers several impacts at the same time, and avoids the need for separate assessments that often cover similar questions. This provides an economy of effort within government and avoids impact assessment overload. This is seen within the United Kingdom where the government have now developed an integrated policy appraisal tool for use by policy makers – and this tool assesses health impacts, as a single component among many other impact assessment components (used mainly for deciding whether an HIA should be undertaken at present) (Department for Transport, Local Government and the Regions, 2002). The disadvantage of course is that health (and other separate components) may not be adequately covered and the assessor may be biased towards one type of impact. The role of HIA practitioners and supporters is to minimise the risk of this happening through supporting the development and use of such tools. This can also be partially overcome by using the tool as a screening device, and recommending further, more in-depth impact assessment where required. One issue with IIA is that it does not explicitly set out its position as to what domain may be prioritised over another – for example, economic impacts may be prioritised over health impacts. A further disadvantage is that while HIA now has evaluation evidence showing that the approach works, IIA being a more recent impact assessment does not. Finally, when people with no background in the social determinants of health carry out such assessments – certain health aspects are likely to be missed (den Broeder, 2004). 

5.3.3 As discussed earlier, there are also occasions where a strong health component has been included within environmental impact assessment (EIA). EIA has its own specific methodology, often heavily prescribed and held to account by legal processes. The best example of this is in Canada, where the health components are so thorough (and based on the wider determinants of health) that they are very similar to an HIA being carried out within an EIA (Kwiatkowski and Ooi, 2003; Kwiatkowski, 2004), and many would name such an assessment an integrated impact assessment. Such assessments have a long history in Canada (Davies, 1991). A further example is that of the World Bank, where identifying, avoiding, mitigating and compensating for negative impacts on human health is performed routinely (Mercier, 2003).  The counter to this is Australia, where the health component of EIA is heavily quantified, and not based on the wider determinants of health (Wright, 2004). Such EIA do not meet the values of HIA described in this paper.

5.3.4 Strategic environmental assessment is, as the name suggests, an assessment process applied to more strategic decision-making levels (e.g., policies, plans and programmes). This facilitates better integration of environmental and health issues into decision making by influencing more decisions (as plans, for example, set the decision-making framework for decisions on projects, only some of which would be subjected to EIA) and allows the consideration of cumulative impacts. In Europe, the SEA Directive (European Parliament and the Council of the European Union, 2001), whilst excluding policies,  requires consideration of the effects of programmes and plans on human health, opening up the possibility for health to be thoroughly considered within environmental assessments (unlike the current situation in EIA, except in Canada). The establishment of a ‘SEA Protocol’ by thirty-five governments of United Nations Economic Commission for Europe members in May 2003 provides even broader political commitment to this type of assessment and places more emphasis on health impacts (United Nations Economic Commission for Europe, 2003). A well performed SEA could also fall under the banner of an integrated impact assessment.

5.3.5 Point for clarification: Which other assessments/methods would be useful to discuss in this section? Triple bottom line?

Contribution of risk assessment to HIA

5.4 Also, an issue that continues to require description is whether assessments of health impacts for a particular policy or project and that has had no (or limited) stakeholder (or other party) involvement can also call itself HIA.  Although not ideal, this has been practiced for certain projects in certain countries

5.4.1 Two methods for the quantitative assessment of health impacts have been developed over the last few years. They provide a mechanism for undertaking a quantitative assessment in a systematic and comparative way – and these methods are now recommended by the WHO. They are comparative risk assessment (CRA)
, and environmental burden of disease (EBD)
.  These methods have been developed by a large network of experts, and are based on the best available evidence for quantitative assessments of health impacts to date.  The health impacts of these assessments are quantified as attributable mortality, incidence, or disability-adjusted life years.  

5.4.2 These CRA type assessments can currently address the health impacts on population groups (provided data are available), thus assessing questions of equity, can cover various time horizons, consider selected long-term and short term impacts, and are designed to influence policy-makers and inform the general public.  Wider determinants of health, such as socio-economic status, nutrition and certain behaviours can also addressed.  The limitation of these assessments is that methods are available only for limited number of risk factors and health outcomes; and these methods only aim at quantifying health impacts, and are not part of a defined process that would include stakeholder involvement.  

5.4.3 The information from these assessments could be fed into broader process that includes stakeholders (like HIA), but such information would need to be complemented by qualitative or other evidences.  Kjellstrom et al (2003) and Dora (2003) also describe CRA as a particularly useful source of data that could feed into the assessment process of an HIA.

5.4.4 Such internationally recognized and peer reviewed CRA-type methods based on the best available evidence in a systematic and comparative way should be used to inform an HIA wherever possible (and be completed where necessary), and be presented alongside other evidence sources.  

5.4.5 Point for clarification: CRA looks at the relationship between the determinants of health and health outcomes; whereas HIA refers to the whole pathway: Policy/programme/project → health determinants → health outcomes?

5.4.6 Point of clarification: It has been suggested that within France, risk assessment is frequently, though not always, called HIA. Do we want to highlight this different practice?  

Conclusion

6.0 The approach of HIA has developed rapidly over the past decade. The Gothenburg definition of HIA is still relevant to HIA practice and its use is highly recommended. The values proposed in the Gothenburg consensus paper are also equally relevant – though we have added one additional value - ‘a comprehensive approach to health’. We have proposed new definitions for the Gothenburg values, separating out the definitions from practical aspects. 

6.1The purpose of HIA has been described in this paper, with operational recommendations proposed in areas of current debate that support each purpose. They are:

6.3  HIA Purpose or function: To inform and influence decision making associated with either the development of healthy public policy, healthy strategy development or planning; the undertaking of programmes and projects; or other developments.
6.3.1 Operational recommendation: HIA considers which aspects of a decision are open to influence, and at what point in time is information required to have maximum influence on any final decisions that may be taken.

6.3.2 Operational recommendation: Decision makers must be involved in the HIA process from an early stage, that is, when it is being decided how to undertake the HIA. 

6.3.3 Operational recommendation: Decision makers (along with other stakeholders) should participate in all stages of an HIA.
6.4  HIA purpose or function: HIA involves and engages experts, proposers/developers, other key players and the community affected by the proposal, and facilitates public participation in decision making.

6.4.1 Operational recommendation: HIA should involve and engage stakeholders such as experts, proposers/developers, other key players and the community. Where there is any deviation from this situation, the rationale for the decision must be documented and made explicit. While this is not ideal, such a situation may occur where there are inappropriate skills and resources available to carry out consultation well. Therefore, decisions regarding whether stakeholders are merely informed about the proposal, whether they participate in the HIA, or whether they participate in the decision making itself, must be made before the stakeholders are approached, and clearly explained to all. Finally, if participation is required, agreeing the boundaries of useful public participation is important.

6.5  HIA purpose or function: HIA should attempt to tackle inequalities that may arise from a proposal.

6.5.1 Operational recommendation: Inequalities should be considered at each stage of the HIA process

6.5.2 Operational recommendation: The distribution of health impacts and determinants of health within, and between populations is required.

6.6 HIA purpose or function: HIA is one way to address issues of sustainability.

6.6.1 Operational recommendation: short and long-term impacts of a proposal, including impacts on future generations should be undertaken.

6.6.2 Operational recommendation: The terms retrospective and concurrent are phased out of use in HIA, and replaced by evaluation and surveillance.
6.7 HIA purpose or function: HIA uses the best available evidence to predict impacts and inform recommendations.

6.7.1 Operational recommendation: The best available evidence is aimed for and this should be gathered in a methodologically rigorous manner (within available resource and time constraints) from a broad range of sources.
6.7.2 Operational recommendation: That evidence should be the basis for all recommendations made to decision makers.

6.7.3 Operational recommendation: That the process of how the HIA was undertaken, the evidence used, who participated, how recommendations were reached, and how conflicts were resolved should always be documented, and made available.

6.8 HIA purpose and function: To provide a basis for joined-up working within and between agencies.

6.9 HIA purpose and function: To place public health on the agenda of many different agencies and individuals and increase awareness of what determines health.

6.9.1 Operational recommendation: To use the wider determinants of health as the basis for considering the potential health impacts of proposals in all HIA.

6.9.2 Operational recommendation: To engage a broad range of stakeholders within HIA and introduce them to the wider determinants of health. 

6.10 The scope of HIA practice is variable, but this is a strength of the approach. Each HIA must be suitable for the context within which it is undertaken and supporting flexibility in approach is critical for maintaining HIAs practical use. The skills required to undertake HIA are many, but these can be spread across a team of people, and the best way to develop such skills is to participate in, or undertake an HIA.

6.11 Health aspects are sometimes rigorously included in other assessment methods. This rapidly expanding field of practice will enhance the breadth of HIA practice and increase the consideration of health within proposals. Where health is not yet adequately considered, we have the challenge of demonstrating to our colleagues the value of considering health issues. Also, risk assessment type methods can be used to inform an HIA wherever possible and be presented alongside other evidence sources.
6.12 HIA practice demonstrates the ability of the HIA approach to deliver on the seven purposes of HIA, across a variety of topics on policies, strategies and plans, and the undertaking of programmes and projects. 
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Appendix 1

HIA Practice

8.1 HIA case studies present a heterogenous mix of practice. Each HIA has its strong points, often as it has been tailored around the skills and resources available, and tailored to the context of the assessment. A number of assessments are presented below; not because they have been critically appraised as representing good practice, but because they indicate the diversity of practice that exists. Other examples, both better and worse, are likely to exist.. Many more examples are displayed on websites, particularly www.who.org.in/hia; www.hiagateway.org.uk; www.hiadatabase.net
8.2 London Mayoral Strategy HIAs – England – Informing and influencing the decision maker

Each of the London Mayors nine draft strategies had an HIA undertaken on it, with the purpose to support the development of effective, healthy policy and practice in London (http://www.londonshealth.gov.uk/hia.htm). An independent retrospective evaluation of two of the HIAs showed that the HIAs had influenced the strategies. The strategy development staff reported that they had taken health into account during the drafting stages because they knew it would be subjected to HIA and they had revised the strategy as a result (Opinion Leader Research, 2003). 

8.21 Former industrial factory/furnace site HIA – Wales – Informing and influencing the decision maker

An HIA in Abercwmboi, Wales undertaken by local Health Authority assessed the potential land remediation options for a former industrial factory/furnace site that was located near a residential area. The HIA produced clear recommendations, aimed at decision-makers (The Welsh Development Agency), to the point where one of recommendations was ‘A decision should be made as soon as possible as people are becoming disillusioned with the time taken for decisions to be made and actions to be taken.’ (Lester et al, 2003)
8.3 HIA of agriculture and food policies - Republic of Slovenia – Stakeholder involvement.

This HIA included partners from WHO, international academics, and representatives from the Slovenian Institute of Public Health and the Ministry of Health. Key informants provided ‘expert reviews’ for the HIA. The HIA project board involved national and regional stakeholders via a workshop approach. ‘A total of 66 people participated, including stakeholders such as representatives of food processors, public health, national and regional development agencies, officials from several government ministries; and members of the community likely to be affected by the policy, such as representatives of local farmers, consumer organizations, schools and nongovernmental organizations (Lock et al, 2003; 2004).
8.3.1 HIA of Mab Ta Put Industrial Estates -Thailand- Stakeholder involvement.

This HIA focussed on the impact of the petro-chemical industries on the Eastern Seaboard of Thailand. The HIA had a particular focus on stakeholder participation, and also provided HIA capacity building experience for local workers. The stakeholder participation included in-depth interviews with key stakeholders in selected communities and government organisations; focus groups with local community leaders; workshops with various stakeholders including local leaders, local and central government officers, project owners, academics and policy makers (Sukkumnoed, 2002).

8.4 HIA of a strategy for financial investment in primary care services – England – Addressing inequalities

The HIA was used to successfully influence public policy with a particular focus on the most disadvantaged. The HIA had explicit aims and objectives that covered the HIAs role in addressing inequalities, and this provided a solid base for all of the following inequalities based work – demonstrable in each step of the HIA. This example undertook some informal impact evaluation, and received feedback from the CEO of the Primary Care Trust and the Project Manager of the Strategy – both of whom had positive comments on the HIA undertaken and the results it achieved with respect to addressing inequalities (Elliston, 2003).

8.5 Integrated environmental impact assessment of a proposed diamond mining project – Canada – sustainable development

This prospective impact assessment was attempting to balance the need for economic development with enhancing health and well-being without harming the environment. The prospective nature of the impact assessment allowed it to suggest mitigation measures to take into account income and social status, social support networks, education, employment and working conditions, physical environments, personal health practices and coping skills, and health services. This served the needs of present and future generations, thereby supporting the goals of sustainable development (Kwiatkowski and Ooi, 2003).

8.5.1 It would be good to have a second example, non-UK; – Please suggest publicly available HIAs that demonstrate an HIA that supports the goals of sustainable development.

8.6 HIA in Schiphol Airport – Netherlands - Ethical use of evidence

This HIA used a comprehensive mix of data types as part of an original assessment and ongoing monitoring. These included an assessment of the number of people affected; a literature review; a qualitative risk assessment; an analysis of health registry data (pharmacy data, hospital admissions, obstetric records); community surveys of risk perception and annoyance and a variety of field studies (covering for example, movement during sleep, night time waking, pulmonary function, cognitive and psychomotor function). Chains of causality were investigated – and because they were unknown, many health outcomes were considered. This is a comprehensive HIA and so resource and time constraints were not as pressing as in the majority of HIA (Staatsen, 2004). 

8.6.1 It would be good to have a second example, non-UK; and much smaller than the Schiphol example – Please suggest publicly available HIAs that demonstrate ethical use of evidence.

8.7 HIA of a container port development – England - Comprehensive approach to health

This HIA describes a joined up approach to carrying out an HIA – undertaken by two agencies. The HIA approach adopted a broad definition of health and used the wider determinants of health to consider the health impacts of the proposal, rather than just focussing on the likelihood of the development to cause disease. The HIA participants reported that the HIA created numerous benefits including joined-up working between agencies, development of numerous contact points between the agencies (thus allowing health people to talk directly to planners), and greater ease of sharing of knowledge between the agencies.(particularly around health matters and public participation). The credibility of the assessment was raised by having joint leadership of the HIA, and wider health issues were placed on the agenda than would otherwise have occurred with just and EIA (Hay and Kitcher, 2004).

8.7.1 It would be good to have a second example, non-UK. Please suggest publicly available HIAs that demonstrate a comprehensive approach to health.

� From now on, the word ‘proposal’ will cover these terms.


� These search dates were chosen as the Gothenburg consensus paper was published in 1999, and this report builds on the literature described in that paper. The dates do not preclude earlier work from appearing in this document, sourced from the Gothenburg reference list and other sources.


� For example, across ages, genders, ethnic groups and geographic locations, etc. 


� Retrospective HIA is carried out on a proposal that has already occurred, allowing practitioners to gather information about how the proposal affected a population and for this information to inform decisions on similar proposals that are about to be taken. It can also contribute to the evidence base. Its use on unplanned events or disasters is also cited.


� Concurrent HIA is carried out while a proposal is being implemented to monitor changes in health determinants and health status, therefore feeding into process decisions if a change is required. It can identify previously unknown health impacts, and also be used to estimate the accuracy of predictions made in a prospective HIA.


� Results of the global CRA, World Health Report 2002, � HYPERLINK http://www.who.int/whr/2002/en/ ��http://www.who.int/whr/2002/en/�: chapter 4


� Methods and guides for Environmental Burden of Disease assessment at national and local level available at  � HYPERLINK http://www.who.int/peh/burden/guidance.htm ��http://www.who.int/peh/burden/guidance.htm� and � HYPERLINK http://www.who.int/peh/burden/burdenindex.htm ��http://www.who.int/peh/burden/burdenindex.htm�
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