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1 in 5 American Children Develop Asthma from Traffic Related Air Pollution
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Health Equity Requires Climate Action



Lancet Planet Health 2021; 5: e863–73

Anxiety about climate change among young people aged 16-25 
n=10,000



How do environmental problems get 
incorporated into policies and regulations?

• Social cost of carbon


• CBA in federal agencies


• Assessment of state and city level policies



How we prioritize investments in children



What are pathways to improve understanding  
about children’s environmental health?
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Patient-Centered Climate Action and Health Equity

Destructive heat waves, floods, and wildfires, all made
more likely because of climate change, have already con-
tributed to an estimated average $148 billion in dam-
ages annually over the last 5 years in the US.1 In the health
care sector, while some progress has been made to elimi-
nate the 8.5% of all US greenhouse gas emissions that
come from the provision of health care and to advance
climate resilience in health care, more is needed. To date,
of the 50 largest health care systems in the country,
which provide half the hospital beds in the country, only
19 have set targets for emissions reductions.2 To accel-
erate progress, climate action must align with founda-
tional goals of health care and be patient-centered and
advance health equity.

Climate action in the health care sector often means
taking steps to become more resilient to floods, fires,
and extreme heat through, for example, installing re-
dundant power systems, fire barriers, and flood walls.
As helpful as these measures are for keeping facilities
operational, what if patients and staff cannot access
care facilities, as often happens when extreme events
occur? Regarding decarbonization, only 18% of health
care’s total carbon footprint can be traced to health care
facilities, including the electricity they consume, with
the rest largely embedded in supply chains for food,

pharmaceuticals, and disposable supplies, among other
sources.3 This means that health care can only go so far
in reaching decarbonization targets by powering build-
ings with renewable energy sources.

Committing to equitable patient-centered climate
action means prioritizing climate investments to first
benefit individuals who lack access to care in commu-
nities where health disparities are grossly apparent.
Larger, wealthier health care systems are more able to
afford resilience and decarbonization whereas smaller,
disadvantaged systems in low-income city neighbor-
hoods and rural areas cannot. Although vulnerable com-
munities may be widely dispersed, they can be reached
through investments in the 1353 critical access hospi-
tals (CAHs), 200 disproportionate share hospitals
(DSHs), and 1400 federally qualified health centers
(FQHCs) and free and charitable clinics. The FQHCs alone
are the medical home for an estimated 30 million pre-
dominantly low-wealth individuals.

Patients served at frontline facilities typically
encounter disproportionate climate change–related
health burdens in every aspect of daily life, including
the air they breathe and the water they drink. For
example, in the US, Black people and Hispanic people
breathe air that is 46% and 39% more polluted,
respectively, than air breathed by White people.4 Toxic
substances in drinking water and waterborne diseases
predominantly affect rural US residents who rely on pri-
vate wells for drinking water that are more prone to
chemical and microbial contamination from heavy
downpours and intense hurricanes that climate change
has made more likely. In 2017, an estimated 223 000
people in Texas lost access to safe drinking water after
Hurricane Harvey, with many low-wealth communities
of racial minority individuals waiting longest after the
storm to have safe water returned.5 Power outages
from extreme events can also put electric-powered
rural wells (and larger municipal water treatment
plants) out of commission.

Investments in equitable patient-centered climate
action can jointly ensure care access as well as contrib-
ute to decarbonization. For example, 84 FQHCs in
Puerto Rico were converted to solar power after Hurri-
canes Maria and Irma in 2017. Eighty of these centers

remained operational with minimal care
disruptions after an island-wide black-
out from a failed circuit breaker in April
2022. Solar power with backup battery
storage has also proven to be a lifeline
to clinics enduring increasingly frequent
blackouts from heat waves and fires.
The free Downtown Clinic in Laramie,
Wyoming, which received a grant from
the Rocky Mountain Power Utility with
funds from customer donations to in-

stall solar power with battery backup, has remained
operational through several power outages. Interven-
tions at health clinics have also protected potable
water supplies. Solar-powered water pumps and filtra-
tions, which are increasingly part of clinic operations in
low- and middle-income countries, are also becoming
more common in some parts of the US, with the Hope
Clinic in Houston, Texas, a leading example.

Health systems can invest in renewable energy
sources to reduce greenhouse gas emissions and pro-
mote health through reductions in air pollution but
should take note that installing renewable energy or en-
tering into renewable power purchase agreements can
yield disparate health and climate benefits depending
on where they are made. For example, the health and
climate benefits of installing renewable energy in the
Great Lakes and Upper Midwest, where the electricity
grid is more reliant on coal, are 4 times higher than in
places like California and the Southwest.6 This means

An equitable, patient-centered
approach to climate action could enable
health care to meet its climate change
obligations and its responsibilities
to deliver high-quality care
for the betterment of all.
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places like California and the Southwest.6 This means

An equitable, patient-centered
approach to climate action could enable
health care to meet its climate change
obligations and its responsibilities
to deliver high-quality care
for the betterment of all.
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