Statement on the health co-benefits of policies to tackle climate change

Climate change poses a significant threat to human health. This threat can be decreased by mitigating its causes, particularly by
reducing greenhouse gas emissions, and adapting to its impacts. There is concern that measures to mitigate climate change will
be socially and economically demanding. However, a growing body of evidence indicates that certain actions to tackle climate
change can, of themselves, improve health. When negotiating strategies and implementing national policies to combat the
increasing danger of climate change, political leaders around the world should do so with these often overlooked health cobenefits in mind and give greater consideration to policies that achieve both environmental and health goals.

Climate change and health
Climate change
It is widely agreed that human activities are changing Earth’s climate
beyond natural climatic fluctuations.1 The emission and
accumulation of greenhouse gases associated with the burning of
fossil fuels, along with other activities, such as land use change, are
the principal causes of climate change. Depending on how fast
greenhouse gas emissions increase, the Intergovernmental Panel on
Climate Change (IPCC) estimates that the global average surface
temperature at the end of this century is likely to be between 1.1°C
and 6.4°C greater relative to 1980-1999.2 3 To avoid the worst
impacts of climate change considerable, though as yet inadequate,
effort is being focused on limiting the global average temperature
increase to 2°C above pre-industrial levels.4 Nevertheless, even a 2°C
rise could have a significant impact.5
The health impacts of climate change
Climate change poses a significant threat to human health in many
direct and indirect ways.6 More frequent and extreme severe
weather events, such as floods, storms and droughts, could cause an
increase in deaths, injuries, common mental health disorders, some
infectious diseases and large-scale displacement of people.
Increased concentrations of ground-level ozone may exacerbate
existing respiratory disease and increase cardiopulmonary mortality.
There may be increased incidence of food poisoning and increased
prevalence of malnutrition due to reductions in crop yields. Rising
temperatures may increase heat related deaths and heat stress,
particularly in urban centres as a result of the urban heat island
effect. There may be changes in the incidence and distribution of
some vector-borne diseases, particularly at the edges of their
distributions, and increasing incidence of emerging infections among
livestock and humans.7 8
Interactions between population growth and climate change will
place further stress on supplies of food, shelter and fresh water.9
These may contribute to large-scale human migrations that would
then put additional pressure on often weak public health
infrastructure, generate unsanitary conditions for environmental
refugees and pose a security risk by increasing the potential for
conflict. Based on the IPCC assessment, particularly in developing
countries, the impact of the adverse health effects of climate change
will outweigh any small positive effects, such as reduced deaths from
cold as global temperature rises.10

The poorest people will be affected most
Climate change poses the greatest threat to health in poorer
countries that are least responsible for historical greenhouse gas
emissions and have the lowest greenhouse gas emissions per
capita.11 The effects of global climate change are predicted to be
heavily concentrated in poorer populations at low latitudes, where
the most important climate-sensitive health outcomes, such as
malnutrition or diarrhoea, are already common, and where
vulnerability to the effects of climate change is greatest.
Pregnant women, children and the elderly are particularly
susceptible to many of the adverse health outcomes associated with
climate change.12 Especially in low-income countries, the health of
families, communities and economies is tied to the health of
women.13 14 Climate change will therefore greatly undermine global
efforts to reduce poverty; increase development; improve the health
of women and children; and achieve the Millennium Development
Goals.15
The occupational health hazards of climate change, such as heat
stress when undertaking physical activity, are often neglected and
are particularly important for those from poorer countries where
reduced daily work capacity could further undermine efforts to
reduce poverty.16
Resident indigenous populations in the Arctic, where temperatures
over the last century have increased quickly, are particularly
vulnerable to climate change and may be neglected because of their
relatively small numbers and dispersed living.17
Mitigation and adaptation
Although there are some uncertainties about the magnitude of
climate change and its impacts, there is widespread consensus that
to mitigate climate change and reduce its impact on health, near
term deep cuts in global greenhouse gas emissions are needed.
Actions should be greatest in those high-income countries that have
benefited most from burning fossil fuels. The longer we delay, the
more severe the impacts on health, the environment and the
economy; and the greater the future cost of mitigation.18 Since some
degree of climate change is now inevitable, countries will have to
adapt to the associated health risks.19

Health co-benefits of mitigation
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It is widely assumed that the measures required to mitigate climate
change will be socially and economically demanding. This is not
necessarily so. Recent research indicates that overall the main
policies proposed to mitigate climate change can also lead to
localised improvements in the health of those populations
undertaking the mitigation. These health co-benefits - which are
additional to the global health benefits that will flow from mitigation
- would offset at least in part and in some cases could even exceed
the costs of tackling climate change. For example, a recent metaanalysis of studies of air quality co-benefits from greenhouse gas
mitigation strategies finds that the potential benefit was between $2
and $196 per ton with a mean of $49 per ton of CO2 and the highest
co-benefits in low-income countries.20 The co-benefits are of a
similar order of magnitude to the costs of the abatement strategies.
This gives substantial extra weight to arguments in favour of
emissions reductions and provides added incentives for countries to
adopt such policies early.21

farming and reduced production in those countries that already
produce high per capita quantities of food from animal sources could
effectively contribute to emissions targets. With appropriate policies
this could be achieved while not compromising the goal of
adequately and equitably feeding the world’s population. Reduced
consumption of animal source food could also benefit health in
populations that already consume large amounts. For example, a
30% fall in adult consumption of saturated fat from animal sources
was estimated to reduce heart disease burden by around 15% in the
UK and by 16% in the city of Sao Paulo, Brazil.27
However, some climate change mitigation strategies have the
potential to damage health. For example, if biofuels are grown on
land which could support food crops they could reduce food
availability and increase food prices.28 Therefore all climate change
mitigation strategies should be subject to health impact assessment.
Towards low-carbon health systems

Scientific evidence
Much of the evidence for the health co-benefits of measures to
tackle climate change comes from a series of studies undertaken by
an international scientific task force that examined sectors that
make major contributions to greenhouse gas emissions in both highincome and low-income countries.22 The task force modelled a
number of case studies in four sectors that each contribute
significantly to greenhouse gas emissions and have important
influences on health.
Household energy: Replacing existing inefficient cookstoves or open
fires with increased efficiency low emission stoves for burning local
biomass in India would reduce several household pollutants,
including black carbon - a short lived pollutant that contributes to
climate change. This would also result in substantial health benefits
through the reduction of childhood respiratory infection and adult
heart and lung disease. It is estimated that a ten year programme in
India to introduce 150 million low-emission cookstoves could
prevent around 2 million premature deaths particularly from chronic
obstructive pulmonary disease in women and acute lower
respiratory infections in children.23
Urban transport: Transport accounts for almost a quarter of the
world’s energy-related greenhouse gas emissions and emissions in
this sector are rising rapidly.24 Results for the cities of London and
Delhi show that a combination of substantially increased active
travel, such as cycling and walking, and lower-emission motor
vehicles could lead to substantial reductions in greenhouse gas
emissions and the burden of chronic diseases.25 The great majority of
the benefits in both cities would arise from increased active travel
because a high burden of disease arises from sedentary behaviour.
In London, the strategies could reduce the disease burden from
heart disease and stroke by 10-20%, breast cancer by 12-13%,
dementia by 8% and depression by 5%. In Delhi, they are projected
to bring a 11-25% cut in the burden of heart disease and stroke, and
a 6-17% reduction in diabetes.
Electricity generation: Changing methods of electricity production to
reduce greenhouse gas emissions, particularly by reducing the use of
coal, would reduce particulate air pollution that can harm health.26
The cost of these changes would be significantly offset by the
reduced costs of death from particulate air pollution, especially in
China and India. The provision of clean energy to low-income
countries can meet both climate protection goals and global health
targets providing that the costs are kept low enough not to
disadvantage poor people.

Health systems are major sources of greenhouse gas emissions and
therefore present an opportunity for emissions reductions. For
example, the National Health Service in England is estimated to have
been responsible for emitting over 21 million tonnes of CO2
equivalent in 2007. The main contributions came from procurement
(59%), building energy (24%) and travel (17%).29 NHS England has a
target to reduce greenhouse gas emissions by 10% by 2015 through
a range of policies including encouraging active transport amongst
staff, energy efficiency and low carbon energy sources, and
procurement of supplies with a lower carbon footprint.

Recommendations
The growing body of evidence concerning the relationship between
climate change and health shifts the lens through which climate
change is perceived. It offers a new political space in which climate
change negotiations and national policy formulation can take place.
While the climatic effects of mitigation are long-term and dispersed
throughout the world, the health co-benefits are more local and can
be realised more directly and quickly, making them more tangible
and attractive to policymakers and the public. In view of the strong
health co-benefits arising from some measures to mitigate climate
change the signatory academies recommend that:
•
The improvement of health both locally and globally should be
one of the main criteria motivating climate change mitigation
measures. The potential health co-benefits and harms should
be considered when making choices about mitigation policies.
•
The health co-benefits of climate change mitigation should be
given greater prominence in international negotiations, for
example through dedicated sessions on this topic.
•
Health Ministers and ministries should actively engage in
promoting mitigation strategies that result in health co-benefits
in their own country and should make the case for such
strategies to their national climate change negotiators in
advance of international meetings.
•
Health policymakers, scientists, health professionals and
industry should reach beyond national and disciplinary
boundaries to collaborate with each other to study, develop
and implement climate change mitigation measures that also
benefit health.
•
The health community must provide leadership by reducing the
emissions from health systems.
• EXPERT ADVISORY COMMITTEE30
• SIGNATORIES (http://tinyurl.com/28sh93w)

Food and agriculture: Livestock production, particularly methane
from ruminants, is a major source of global agricultural greenhouse
gas emissions. Wet rice production and changes in land use also
make significant contributions. Emissions from the livestock sector
are likely to increase in the future given rising global demand for
animal source foods due to population growth and economic
development. Technological improvements, more efficient livestock
2
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