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Abstract

Healthcare systems produce significant greenhouse gas emissions, raising an important question: should healthcare be
treated like any other polluter when it comes to reducing its emissions, or is healthcare special because of its essential
societal role? On one hand, reducing emissions is critical to combat climate change. On the other, healthcare depends on
emissions to deliver vital services. The resulting tension surrounds an idea of healthcare exceptionalism and leads to the
question I consider in this paper: to what extent (if any) should the valuable goals of healthcare form an exception to the
burdens of reducing greenhouse gas emissions? The goals of this paper are twofold. One is to think about how to address
the issue of healthcare exceptionalism. Second is to discuss the extent of healthcare’s climatic responsibilities. I examine
two perspectives on healthcare exceptionalism. The first treats a responsibility to reduce emissions and the delivery of
healthcare as separate issues, each governed by its own principle. I reject this view, proposing instead that we consider
healthcare’s environmental responsibilities in conjunction with its essential functions. I defend an “inability to pay” prin-
ciple, suggesting that while healthcare should indeed contribute to mitigating climate change, its obligations should be
constrained by the necessity of maintaining its core goals like protecting health and preventing disease. Healthcare should
be treated differently from other sectors, but not to the extent that it is entirely exempt from efforts to reduce emissions.

Keywords Climate change - Distributive justice - Cliamte justice - Exceptionalism - Sustainability in healthcare -
Ability to pay principle

Introduction

A tension results from our intuitions about the importance of
tackling climate change and how this affects institutions we
think of as special, like healthcare. Healthcare is a signifi-
cant source of greenhouse gas emissions and in the face of
climate breakdown healthcare emissions should be reduced.
And yet, if healthcare is special because of its role in pro-
tecting goods like health, then this offers a justification for
thinking of healthcare differently in the allocation of miti-
gation responsibilities. So, is there something special about
healthcare that means that when it comes to tackling climate
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change, healthcare does not have the same responsibilities
as other polluters like air travel or fashion?

The issue of how complex and technologically advanced
healthcare systems reconcile providing the benefits of
healthcare with the challenge of minimising the emissions
they have historically relied on to provide those benefits is
central to questions of healthcare’s climatic responsibilities.
This paper is concerned with how to resolve this tension.
The question I raise is one of exceptionalism: to what extent
(if any) should healthcare be treated as exceptional when it
comes to mitigation burdens?

At its core, this question examines whether healthcare
is, or should be, considered special and thereby treated as
distinct from other sectors, particularly when it comes to
climatic responsibilities. Healthcare exceptionalism sug-
gests that there are ways in which we take healthcare to
be an exception to general rules or obligations. Take the
idea that polluters should pay in proportion to their emis-
sions, healthcare exceptionalism would object to a general
principle of treating all polluters alike due to healthcare’s
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perceived importance. In the context of climate policy, this
concept implies that healthcare should be exempt from cer-
tain duties, such as reducing its emissions, due to health-
care’s vital role in safeguarding and promoting health.

My goals in this paper are twofold. One objective is to
offer a framework for thinking about the issue of health-
care exceptionalism in mitigation responsibilities. Mitiga-
tion refers to actions that limit the impact of emissions on
climate change either by preventing emissions or enhanc-
ing activities that remove greenhouse gases from the atmo-
sphere. Healthcare exceptionalism is a scalar concept as
healthcare could be treated more or less differently in the
allocation of mitigation burdens. Where one falls on this
spectrum influences what is considered healthcare’s fair
share of mitigation burdens. To articulate this spectrum I
use Caney’s distinction between ‘isolationism’ and ‘inte-
grationism’ (Caney 2012, 2018). This distinction relates to
whether mitigation responsibilities and providing the ben-
efits of healthcare should be treated as separate issues, or
integrated. Isolationism treats mitigation responsibilities
and healthcare benefits as separate issues, while integra-
tionism combines them. In this paper I reject isolationist
positions and sketch a view that integrates concerns about
climate change with meeting the goals of healthcare.

My second goal is to argue for a moderate position on
this spectrum. I propose that healthcare’s mitigation respon-
sibilities should be determined based on ability to pay, or
more precisely on when healthcare has an inability to pay.
Healthcare is liable to mitigate its emissions unless doing so
would threaten its ability to satisfy basic needs. This means
some emissions are morally permissible and leaves a sphere
of healthcare emissions that are treated differently, but not
all healthcare emissions are exempt.

The paper is structured into three main sections. The first
section is concerned with clarifying the nature of the prob-
lem and furnishing the distinction between isolationism and
integrationism. This is fundamental to how I resolve the
issue of healthcare exceptionalism. The first section also
clarifies what I mean when I refer to ‘healthcare’ as having
certain responsibilities. In the second section I discuss two
approaches that compartmentalise the goals of healthcare
and mitigation responsibilities: ‘healthcare non-exception-
alism’ and ‘absolute healthcare exceptionalism’. The first
view, ‘healthcare non-exceptionalism’ rejects the idea that
healthcare is special and disregards the goals of healthcare
focusing just on mitigation responsibilities. I argue against
this and turn to examine whether treating healthcare as spe-
cial means we should exempt it from mitigation respon-
sibilities. The final section of the paper concerns how to
reconcile the goals of healthcare with mitigation responsi-
bilities. It is here that I make the case for an inability to
pay principle. Using ability to pay, it is possible to delineate
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some exceptions to mitigation for healthcare on the basis
that healthcare is sometimes necessary to secure individu-
al’s basic needs but emissions beyond this are liable to miti-
gation. Healthcare should therefore be treated differently
from other sectors, but not to the extent that it is entirely
exempt from efforts to reduce emissions.

Preliminaries

To begin, I clarify the nature of the problem before explain-
ing the method by which exceptionalism can help frame the
conflict between these two important goals.

Healthcare accounts for 4-5% of emissions globally
(Health Care Without Harm 2019; Lenzen et al. 2020).
Healthcare emissions in different countries account for
a greater or lesser proportion of national emissions. The
National Health Service (NHS), for example, makes up 4%
of emissions in England. This equated to 25 megatonnes of
CO, equivalent in 2019 (Tennison et al. 2021). Compare this
to healthcare in the United States where healthcare emis-
sions are closer to 10% of national emissions. (Eckelman
and Sherman 2016) The threats posed by climate change
and the need to stay within climatic targets creates a strong
impetus to reduce emissions. As healthcare has a significant
carbon footprint, we may think a responsibility to mitigate
emissions extends to healthcare.

When discussing healthcare’s climatic responsibilities, it
is important to be clear on what I mean by ‘healthcare’. 1
use ‘healthcare’ and ‘healthcare system’ interchangeably to
refer to the organised efforts of societies to promote health,
prevent disease and provide medical care. Despite different
funding models and structures worldwide, healthcare sys-
tems share the common goals of promoting and protecting
health, alleviating symptoms, preventing premature death,
and providing end-of-life care (Briilde 2001; Hastings 1996;
Pellegrino 2001; Schramme 2017).

Healthcare systems are complex as a result of the
increasing complexity of the problems they address, the
array of technologies and methods of addressing healthcare
problems and the numerous people—politicians, manag-
ers, healthcare professionals and staff—who play roles in
organising and delivering care. When I refer to ‘healthcare,’

! That is not to say that these two goals can never coincide. Examples
include waste reduction or avoiding activities like “overdiagnosis” that
are not thought to contribute to the goals of healthcare. Where reduc-
ing the emissions of healthcare makes no difference to the distribution
of benefits and burdens provided by a healthcare system, there is no
question of justice to answer. However, these goals may not always
coincide and there is still a question of transitional justice in terms
of how healthcare systems shift away from these activities. Hence, [
assume that there are areas where reducing healthcare emissions are in
tension with providing the benefits of healthcare.
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I’'m referring to this group of individuals responsible for
ensuring the system functions effectively and fulfils its
core purposes. These individuals are the main duty-bearers
responsible for reducing healthcare’s emissions.

I do not go so far as to describe healthcare as a collective
agent with moral responsibilities beyond those of its mem-
bers (Smiley 2023), rather I view it as a group of individu-
als with shared responsibilities. Therefore, when I use the
term ‘healthcare,’ it should be understood as shorthand for
the group of people responsible for making sure healthcare
systems can function and meet their goals. Clearly there is a
further question of how to allocate responsibilities amongst
these various actors, but in this paper I am interested in the
responsibilities healthcare has regarding climate change.

There is no canonical blueprint for a low-carbon or net-
zero healthcare system. Nonetheless, so far 81 healthcare
systems around the world have committed to become sus-
tainable and low carbon, and 45 have committed to net-zero
(World Health Organisation 2024). It is difficult to specify
precisely what actions healthcare systems can and should
take to reduce their emissions where there are commitments
without fully worked out plans for sustainable healthcare
systems. To make a start on reducing healthcare emissions,
it is important to first appreciate the makeup of healthcare’s
carbon footprint. To use the English NHS as an exemplar,
one study found that the supply chain which includes medi-
cines, equipment and the like, account for most of its green-
house gas emissions (62%) (Tennison et al. 2021). Direct
patient care results in 24% of emissions and the remaining
carbon footprint is from patient and staff travel, and com-
missioned services.

Driving healthcare emissions down means targeting the
sources of emissions cited. At the most general level, reduc-
ing the carbon footprint of healthcare is thought to entail
changing what, where and how healthcare is provided
(Naylor and Appleby 2012). A comprehensive and wide-
ranging shift in how healthcare is structured, organised and
delivered is expected to be required to decarbonise health-
care (National Health Service 2020). This includes, but is
not limited to: creating a culture of sustainability, tracking
and reporting the carbon footprint of healthcare, offering
financial incentives to reduce emissions, green supply chain
sourcing, shifts in energy use including renewables and
energy conservation, low carbon transportation, low carbon
foods and packaging as well as minimising waste, priori-
tising disease prevention and chronic disease management,
and, reducing overtreatment and overprescribing (Salas
et al. 2020). Investments in infrastructure and low-carbon
technologies, as well as shifts in how and what healthcare
is offered, can lead to opportunity costs, especially in the
shorter term, as funds spent on mitigation are diverted away
from direct patient care. But more fundamentally, the extent

to which healthcare should change, the burdens it should
shoulder in decarbonising and what the resulting healthcare
system looks like all depend on the principles of justice we
adopt in guiding the transition to lower carbon healthcare.
As mitigation is burdensome and involves a transition
in the structure, organisation, and perhaps even the func-
tion of healthcare, healthcare systems that seek to minimise
their emissions will be quite different to ones with no such
commitments. There are two goals to consider here. The
goals in question are (1) minimising the threats of climate
change through mitigation, and (2) the ends of healthcare
like treating disease, minimising suffering, protecting health
and so forth. As each goal shapes what decisions are made
and what constraints are placed on healthcare, how each
goal is adopted, implemented, and constrains and disrupts
the other sculpts healthcare systems and consequently the
distribution of benefits and burdens within it. Put another
way, policy makers, managers and clinicians will make
quite different decisions if their primary goal is to reduce
emissions, to promote the health of certain populations, or
both. When stakeholders make decisions on this basis, the
nature of healthcare systems, and in turn the distribution of
certain goods like health in a population, alter. The issue at
stake is one of distributive justice— the fair distribution of
the burdens of climate change mitigation and the benefits of
healthcare— and is essential in understanding what health-
care systems should do when it comes to climate change.
Healthcare exceptionalism enters the debate as a
response to the idea that healthcare should carry the burdens
of reducing its emissions. Some may object that imposing
a green agenda on healthcare is unfair. Policymakers may
worry that environmental goals could negatively impact the
delivery of care, while doctors might see climate change as
unrelated to their duty to treat patients. Patients may also
resist efforts to reduce emissions if they feel it compromises
their healthcare entitlements. These reasonable concerns
ultimately stem from the belief that healthcare is special
and should be treated differently.? Even those who support
reducing healthcare emissions may argue that there should
be limits on the extent of these efforts, based on the idea of
healthcare exceptionalism and concerns about fairness.
There are two methods for resolving the conflict between
healthcare’s overarching goal to protect health and mitiga-
tion burdens: an isolationist method and integrationist one.

2 As an anonymous peer reviewer points out, people may also have
unreasonable concerns about healthcare reducing its carbon footprint.
For example, because they believe that climate change is a hoax. Those
who believe climate change is a hoax, or who depart significantly from
the scientific consensus on climate change are unlikely to be moved
by my arguments here. Their objections to healthcare, or any other
institution or individual for that matter, reducing their greenhouse gas
emissions would have to be dealt with quite differently to the approach
I take here.
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Isolationism is the idea that principles of justice should
focus on just one good and be applied in isolation from
wider considerations. Integrationism, on the other hand,
applies a general principle of justice to a whole package of
goods, considering them as a whole (Caney 2012, 2018).
The methodological distinction between isolationism and
integrationism helps us understand the different ways to
approach the conflict between the goals of healthcare and
the demands of climate change mitigation. The first method
views each goal as a stand-alone issue bracketing out any
broader concerns. The second is interested in reconciling
the goals of healthcare with mitigation burdens. When con-
sidering healthcare and climate change mitigation we can
adopt either:

1. Isolationism: Separate and treat each goal in isolation.
One way to isolate these goals is to formulate and apply
principles that surround each goal separately. One prin-
ciple would determine mitigation responsibilities with-
out consideration of healthcare’s role in social justice,
like a polluter pays principle. Alternatively, principles
of justice can be applied to healthcare in isolation of
environmental considerations, i.e. maintain the status
quo.

2. Integrationism: formulate principles of justice that help
balance and integrate the goals of healthcare and miti-
gation responsibilities.

Based on the distinction between isolationism and inte-
grationism we can place these issues on a spectrum. This
spectrum essentially tracks the degree to which healthcare
emissions are treated differently. At one end, we insulate
the goals of healthcare from mitigation burdens and treat
the goals of healthcare as an exemption from mitigation
burdens. That is, we say healthcare is special and health-
care emissions are different because they are essential for
providing the benefits of healthcare. I call this view ‘abso-
lute healthcare exceptionalism’. At the other end, lies a
different isolationist position where we allocate mitigation
burdens independently of the goals of healthcare. Health-
care is regarded as no different to any other polluter and
the purpose of healthcare emissions are irrelevant to how
mitigation burdens are allocated. I call this view ‘healthcare
non-exceptionalism’. Between these isolationist views lies a
degree to which exceptions are made for healthcare depend-
ing on how these ideals are conjoined. In theory, there are
several ways of integrating these goals which I discuss later
in Section “Methods of isolation”. I argue for one moder-
ate position which attempts to balance these two potentially
competing issues.
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Methods of isolation

Over the course of this section I discuss each isolationist
stance. Two examples of isolationism are considered. As I
mentioned above, I contrast ‘healthcare non-exceptional-
ism’, the standpoint that mitigation burdens should be allo-
cated to healthcare independently of its goals, with ‘absolute
healthcare exceptionalism’, the position that healthcare
should be exempt from mitigation because healthcare is
special. Although isolationism is the shared underlying
methodology, these views come down quite differently on
the extent that healthcare emissions should be treated dif-
ferently. For each argument I provide separate reasons to
reject these. What is clear from these arguments however
are the important connections between health, healthcare
and climate change. As these issues of distributive justice
are interconnected, it is very difficult to separate out how we
think about healthcare’s emissions, what healthcare should
do regarding climate change and how to provide the benefits
of healthcare.

One might be tempted to think of these issues in Wal-
zerian terms as separate spheres of justice (Walzer 1983).
Famously, Walzer defends the idea that a shared under-
standing of goods like health, education, wealth, political
power and so forth determine how they are distributed. The
result is that different goods are distributed using different
principles. Each sphere has a corresponding principle of
distribution, health is distributed based on need, wealth by
the market and so forth. A central concern of Walzer’s is
that each sphere is prevented from dominating another. The
meaning and understanding of one social good isn’t used
to shape the intrinsic meaning of another (Walzer 1983,
10-11). So wealth, which is distributed by market ideals,
shouldn’t be used to buy health since the social meaning
of health dictates this should be distributed by need. Thus,
isolationist views on healthcare exceptionalism could be a
way of preventing issues of climate change dominating the
distribution of health or vice versa.

It is not obvious that there is a shared understanding over
climatic responsibilities with a resulting sphere of justice
(Caney 2018). More importantly, even if healthcare should
be distributed by need as Walzer suggests, emissions are
required to meet healthcare needs. Healthcare emissions
reflect how healthcare meets its goals and what principles of
justice are adopted for distributing healthcare resources. As
the sphere of health has implications for emissions through
healthcare it is therefore difficult to see how these issues can
in principle be kept separately. In a similar vein, emissions
have consequences for health, and healthcare systems will
increasingly have to respond to the health threats posed by
climate change. Again, on a Walzerian view it is hard to see
how these issues can be isolated into separate spheres.



Healthcare exceptionalism: should healthcare be treated differently when it comes to reducing greenhouse... 237

I raise the example of separate spheres to provide an
overview of how isolationism might work and why it should
be rejected. However, it is important to consider these argu-
ments in more detail and so I discuss both healthcare non-
exceptionalism and absolute healthcare exceptionalism
next.

Healthcare non-exceptionalism

Let us turn to healthcare non-exceptionalism, the view that
mitigation responsibilities should be allocated based on cri-
teria that make no reference to the goals of healthcare.

One key principle for sharing mitigation burdens is a
polluter pays principle (PPP). The PPP is widely discussed
when it comes to allocating mitigation burdens, and is fre-
quently endorsed by economists (Caney 2006; Cripps 2013;
Meyer and Roser 2010; Page 2008; Shue 2014; Vanderhe-
iden 2008). This principle is an intuitive way of allocating
responsibilities to address climate change and is familiar
from other moral and legal practices as we generally con-
sider it to be fair when the one causing a problem is the one
who fixes it. The PPP is a principle of causal responsibility
and assigns responsibility based on, and to the extent that,
one is a polluter (Shue 2014, 182—183). As a contribution-
based principle, the PPP is a principle of formal, as opposed
to substantive, equality. Principles of formal equality have
two components: equality as universality where a principle
applies to all in the same way, and equality as impartiality
meaning that we treat like cases alike (Gosepath 2021). All
polluters are identified and treated the same by the PPP. If
one is producing emissions the PPP is exclusively interested
in recognising one as a polluter and quantifying their emis-
sions such that remedial responsibilities can be allocated in
proportion to pollution.

Under a PPP, the goals of healthcare and the purpose of
healthcare emissions are irrelevant to whether, and to the
extent that, healthcare should undertake mitigation. Equality
as impartiality leads the PPP to treat like cases alike, where
the criterion of interest is being a polluter and likeness is
determined emissions. The PPP is not interested in any other
factors and so as a polluter healthcare is met with neither
favour nor discrimination. The PPP is therefore insensitive
to the goals of healthcare. All that matters for a PPP is that
healthcare is in fact a polluter, meaning that the PPP is iso-
lationist. Furthermore, because the goals of healthcare pro-
vide no reason to treat healthcare as exceptional on a PPP, |
adopt the label ‘healthcare non-exceptionalism’.

The problem with setting any wider considerations of
justice aside via a PPP are that two forms of injustice result:
that mitigation costs are disproportionate and unfairly dis-
tributed. Demanding healthcare systems pay in proportion
to emissions without consideration of the purpose of those

emissions is overly demanding. If healthcare systems are
responsible for all their emissions, the result is that both his-
toric as well as current emissions must be accounted for.
The NHS, by way of illustration, was established in 1948.
Whilst there is no empirical data for NHS emissions stretch-
ing back this far, nor modelling of exactly what this would
cost for the NHS, it seems reasonable to assume that mitiga-
tion costs would be substantial. Emissions dating between
1990 and 2019 equate to approximately 1 gigaton of CO,
equivalent for the NHS in England (Tennison et al. 2021).
Mitigation costs in proportion to emissions from healthcare
that we can measure are likely to be extensive never mind
those stretching back further.

Indeed, the above may partly explain why many health-
care systems, including the NHS, have committed to a tar-
get of net-zero rather than a strict target accounting for all
greenhouse gas emissions (National Health Service 2020;
World Health Organisation 2024). Net-zero requires emis-
sions neutrality: any emissions must be counterbalanced by
offsets. Net-zero is also forward-looking, aiming to bring
current emissions down and then offset the remainder which
offers much more flexibility in how mitigation is achieved.
The PPP, however, is backwards-looking and healthcare
is liable for all its historic as well as current emissions.
Whether net-zero is the policy for polluters is open to debate
(Welton 2022), the critical point here is that since mitigation
is burdensome and there is a concern about how healthcare
meets its primary goals whilst reducing emissions, it is bet-
ter to aim for emissions neutrality which requires substan-
tially less than mitigating all one’s emissions.

One may object that addressing climate change isn’t in
principle different to any other large cost for healthcare
systems.® For instance, there are legal requirements that
carry burdens for healthcare systems but are part of meeting
individual’s fundamental entitlements like pay for parental
leave. We don’t, however, make an exception for healthcare
even if such requirements are very burdensome. Something
similar might be said for GHG mitigation. It may be bur-
densome for healthcare, but if that’s what it takes to protect
people from the threats of global warming then it is simply
another cost for healthcare.

This is a powerful objection to making climate change
mitigation a special case where healthcare should be treated
differently to other polluters. However, even if we do not
think that the magnitude of mitigation burdens for health-
care should effect their fundamental responsibilities to
address their emissions, we may be concerned that health-
care non-exceptionalism results in a distribution of mitiga-
tion burdens that is unfair.

3 I am grateful to an anonymous peer reviewer for pushing me on

this point.
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The second problem then concerns not the size of mitiga-
tion burdens but their distribution. It would be unfair if miti-
gation costs were to fall disproportionately on those who
are disadvantaged, or who in general terms contribute less
to climate change. Such a situation is a potential result of
adopting a PPP in healthcare. Bhopal and colleagues plot-
ted healthcare’s carbon footprint as a proportion of total
per capita carbon footprint by decile (Bhopal et al. 2022).
They found that emissions follow a social gradient where
the poorest decile in England use 20% of their carbon emis-
sions on healthcare whereas the wealthiest decile spend 10
times less (2%) of their total carbon emissions this way. In
general, wealth is strongly associated with greater emissions
(Chancel 2022). According to Bhopal and colleagues the
wealthiest 10% in England emit around 28 tonnes of CO,
equivalent annually compared to 3 tonnes from the poorest.
In global terms, the bottom 50% of the world’s population
were responsible for 12% of global emissions as opposed to
48% of emissions coming from the wealthiest 10% in 2019
(Chancel 2022).

What Bhopal and his co-authors demonstrate is how those
who in general emit the least, and who are already most dis-
advantaged, are most vulnerable to policies to reduce the
carbon footprint of healthcare because a greater proportion
of their emissions are wrapped up in healthcare. Since the
PPP allocates mitigations burdens in proportion to emis-
sions, the greatest emitters should do the most. And as those
who pollute the most tend to be wealthy, then a PPP would
usually shift burdens on to the most advantaged. However,
this situation becomes flipped when applied to healthcare.
Emissions in healthcare follow the greatest need, and those
with the greatest need tend to be disadvantaged. But when
the PPP brackets out the purpose of healthcare, or any wider
concerns of justice, and simply says ‘polluters should pay in
proportion to their emissions’, in healthcare this results in
the costs falling disproportionately on those who are disad-
vantaged and who contribute the fewest emissions overall.

Worse still, economic inequality is associated with worse
health outcomes (Marmot et al. 2020), and even in the UK it
is the disadvantaged who are most vulnerable to the health
effects of climate change (Paavola 2017). Consequently,
asking healthcare to decarbonise in proportion to their
emissions risks asking those who are poor, suffer ill health,
contribute the least to global warming and stand to lose the
most from its effects to make the greatest sacrifices. This is
unfair. At the very least, healthcare decarbonisation efforts
ought to be sensitive to pre-existing inequalities as well as
the distribution of the benefits of healthcare and the burdens
of mitigation. Healthcare non-exceptionalism is incapable
of this because it is concerned exclusively with mitigation.
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Absolute healthcare exceptionalism

To guard against the injustices of a PPP we could look to
the other face of isolationism, namely ‘absolute healthcare
exceptionalism’. One possibility is to rely on the idea that
healthcare is special in order to treat healthcare differently
in terms of any wider concerns of justice, including mitiga-
tion burdens.

Achieving climatic targets do not necessarily mean that
all must contribute equally. If some mitigate to a greater
extent or at a faster rate, it is still possible, though increas-
ingly difficult, to keep global warming below 1.5-2 °C
while others emit. As a target of 1.5 °C is compatible with
a certain budget of greenhouse gas emissions (Rogelj et
al. 2016), that budget could be distributed such that some
actors emit as long as others pull in the slack. Similarly,
net-zero is possible at a national or global level with some
emitting so long as the emissions books are balanced by the
mitigation efforts of others.

One reason to exempt healthcare from mitigation respon-
sibilities is because it is special. Philosophers have tended
to discuss the idea that healthcare is special with regards
to wealth inequality. For example, Segall describes the spe-
cialness thesis as: “to say that healthcare is special is to say
that it is morally significant in ways that justify distributing
medical resources in isolation from the way in which other
social goods, and wealth in particular, are distributed [my
emphasis]” (Segall 2007, p. 343). Fundamentally, the spe-
cialness thesis is about treating healthcare differently when it
comes to issues of distributive justice. The basic idea is that
how healthcare resources are used to organise, structure and
deliver healthcare should be done separately from consid-
erations of the just distributions of other social goods (and
bads). Indeed, this is typical of how healthcare resources are
allocated currently; they are isolated from wider concerns
of justice in so far as they are concerned with particular
health distributions amongst narrowly defined populations
over relatively short time horizons (Albertsen and Knight
2015; Munthe et al. 2021; Peter 2001). For instance, a
health system in Greater Manchester is concerned with, say,
maximising health for those living in Greater Manchester
or reducing health inequalities amongst residents of Greater
Manchester. Climate change has a far wider international
and intergenerational perspective, however. As healthcare is
special, we can treat it as exceptional when it comes to the
distribution mitigation burdens and benefits.*

4 As a minor point of clarification, there are two further consider-
ations. One is to say that that neither Segall, nor others who endorse
the specialness thesis like Norman Daniels, view health as the most
important good. For Daniels, opportunity is the most important good,
not health or anything else. (Daniels 2007, p. 57) Furthermore, the sep-
arateness thesis treats healthcare as a separate sphere of justice. (Wal-
zer 1983) This separateness thesis builds on the idea of specialness to
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Daniels offers the most influential argument for the spe-
cialness thesis (Daniels 2007). Daniels claims healthcare
is special because of its role in protecting and promoting
health. Health, read as species typical normal functioning
(Boorse 1977), holds strategic importance for protecting
one’s share of the ‘normal opportunity range’ according to
Daniels. Borrowing from a Rawlsian conception of justice
as fairness, Daniels makes the case for an egalitarian distri-
bution of opportunities. As health protects opportunity and
healthcare protects health, healthcare, according to Daniels,
is afforded special moral importance as per the specialness
thesis (Daniels 2007, p. 49).

It became apparent to Daniels, however, that the social
determinants of health like working conditions and income
inequality had a far greater impact on health than health-
care. Healthcare was, so to speak, “the ambulance waiting
at the bottom of the cliff” (Daniels 2007, p. 79). In response,
Daniels adjusted his theory maintaining the central posi-
tion of health in protecting the normal opportunity range,
but Daniels extended the scope of the specialness thesis to
cover any health need. Both those heath needs customarily
dealt with by healthcare as well as those identified by the
social determinants of health were included. So, the special-
ness thesis can be revised: to say that health is special is to
say that it is morally important in ways that justify distribut-
ing resources that meet health needs like healthcare and the
social determinants of health in isolation from other con-
cerns of distributive justice.

Daniels does not make the case that environmental deter-
minants of health are also a health need and fall under the
specialness thesis. However, it is a plausible extension of his
arguments and would mean environmental determinants of
health, like the social determinants, are special.

Climate change is predicted to have significant impacts
on health, mediated through environmental determinants
of health, as well as compounding social determinants
like increasing poverty for instance (Haines and Ebi 2019;
Haines and Patz 2004). The World Health Organisation
estimates that between 2030 and 2050 climate change will
lead to approximately 250 000 additional deaths per year
from malaria, diarthoea and heat stress (World Health

argue that only medical criteria should be used in allocating healthcare
resources. (Brock 2003) Charting a path from the separateness the-
sis to absolute healthcare exceptionalism is straightforward enough.
If healthcare is a separate sphere and forbids allocation on the basis
of non-medical criteria like wealth, then as mitigation burdens are
non-medical criteria, they are simply irrelevant and thus healthcare is
exempt. The separateness thesis is, however, more demanding as it
entails the specialness thesis. As the specialness thesis does not rely on
the separateness thesis, and the separateness thesis is likely to be less
widely acceptable as it is more demanding, I focus on the specialness
thesis. (Lippert-Rasmussen and Lauridsen 2010; Persad and du Toit
2020) However, much of what I have to say is relevant to the separate-
ness thesis.

Organisation 2023). Not to mention the effects extreme
weather has for air quality, crop survival, drinking water and
habitable areas (Watts et al. 2015). Some claim that “cli-
mate change is the greatest threat to public health in the 21st
century” (Costello et al. 2009). As climate change threatens
health, then tackling climate also meets a health need. As a
health need, climate change mitigation would therefore also
fall under the specialness thesis.

This is where arguments like Daniels, that want to treat
healthcare as special because of its role in protecting and
promoting health, run into trouble. Absolute healthcare
exceptionalism rests on treating healthcare as special
because it protects health needs and therefore is exempt
from mitigation burdens. Mitigation efforts, by reducing cli-
mate change threats, also address health needs, specifically
the environmental determinants of health. If health needs
are special, including those met by healthcare, the social
determinants of health and the environmental determinants
of health, then mitigation is also special. So, the specialness
thesis could be taken to imply that healthcare is special and
exempt from mitigation burdens. But, by the same token,
the specialness thesis also suggests that mitigation is spe-
cial because it meets health needs, challenging the idea that
healthcare should be exempt from mitigation. The special-
ness thesis implies both that healthcare is treated differently
when it comes to mitigation and that it is not.

Once we acknowledge that healthcare generates emis-
sions, and these emissions can contribute to health needs,
we cannot allocate mitigation burdens separately to health-
care on the basis that health, and therefore healthcare, is
special. Given that the social determinants of health make
it difficult to construct a theory of health justice in isolation
from general considerations of justice (Segall 2007, 2010;
Wilson 2009), it becomes even harder to do this when it
comes to the environmental determinants of health given
the complex relationship between health needs, healthcare,
emissions from healthcare and climate change. Any view
that seeks to exempt healthcare from mitigation on the basis
that healthcare protects health will face the difficulty of
justifying this when mitigation also contributes indirectly
to health. Indeed, if climate change is the greatest threat to
public health this century, it may well be that climate change
mitigation, including for healthcare systems, does more to
protect health than healthcare alone.

Methods of integration: moderate
healthcare exceptionalism

Allow me a brief recap. I am concerned with the relation-

ship between two issues in distributive justice: the goals of
healthcare and the allocation of mitigation responsibilities.
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Their relationship raises a question of whether, and to what
extent, we should make an exception to mitigation respon-
sibilities for healthcare. I have claimed that there are two
ways to understand this relationship. We can separate these
distributive concerns or attempt to integrate them. The
isolationist method leads us to argue either for absolute
healthcare exceptionalism where there is an exemption for
healthcare, or healthcare non-exceptionalism where mitiga-
tion responsibilities are allocated on criteria independent of
healthcare’s role. I have rejected these. This leaves integra-
tionism. If, when assessing what a fair share of the burdens
of tackling climate change are for healthcare systems, we
cannot ignore the morally valuable role of healthcare but
nor can we exempt healthcare, then they must be balanced.
This is the next task of this paper.

Before going on to make my argument for when it would
be justified to make exceptions to mitigation burdens for
healthcare, 1 want to make a few comments on integra-
tionism. Caney makes a further distinction between mod-
erate and strong integrationism (Caney 2018). The main
difference between these is the scope of goods that each
considers. “Moderate Integrationism: This holds that we
should apply principles of justice to a good X, but in doing
so we should also take into account other considerations.”
Whereas strong integrationism applies a general principle
of justice to a whole package of benefits and burdens that
include a good X.°

Now, as my concern is with thinking about how to com-
bine two issues of distributive justice, healthcare and cli-
mate change, | am operating under the auspices of moderate
integrationism.® However, Caney argues in favour of strong
integrationism because of the way that climate change is
wrapped up in a whole host of distributive concerns (Caney
2012, 2018). The issue for my purposes is that, as compel-
ling as a comprehensive theory of individuals’ just entitle-
ments that account for the global and intergenerational
nature of climate change might be, it is lacking practical

5 In particular, Caney writes, “Strong Integrationism: This holds that
we should treat X merely as one element in the total package of bur-
dens and benefits and then this total package should be regulated by a
general principle of justice (such as a global difference principle or a
commitment to basic rights).”(Caney 2018).

6 There is a further issue regarding integrationism. To what extent
should various issues of justice should in healthcare be addressed
together? Healthcare systems are facing a raft of challenges that raise
issues of distributive justice and how we structure and organise health-
care systems beyond just climate change mitigation. Post-COVID
recovery, meeting rising demands for healthcare services, aging
populations, the ever-increasing cost of new technologies and treat-
ments, stalling life-expectancies in high-income nations and so forth.
As healthcare systems change and adapt to these challenges, there is
an issue of the extent to which these should be integrated with how
healthcare systems address climate change. I simply note these here
and limit myself to integrating healthcare mitigation with the goals of
healthcare.
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force. For healthcare systems faced with the question of
how to decarbonise fairly, pointing to, say, a global differ-
ence principle does not provide much practical guidance in
how to reconcile the competing concerns of providing qual-
ity care whilst minimising emissions.

One further, and final, note on method. As the approach
taken here is a moderately integrationist one, there are two
ways that we could view one distributive issue as our pri-
mary concern whilst also factoring in a second consider-
ation. One way is to start with justice in health and factor
in concerns about climate change. Alternatively, we could
run this the other way, starting with an account of mitiga-
tion responsibilities and making concessions for healthcare.
In the first, bottom-up method, given that both healthcare
and climate change mitigation contribute to health, we
could start with the question of why health matters to justice
and work towards the emissions that are compatible with
meeting individuals’ just entitlements to health. In theory, a
bottom-up method could be used to derive a healthcare sys-
tem’s permissible emission. With the space I have remain-
ing, I want to say something relatively practical and so my
argument takes a top-down approach. That is, I start from
mitigation responsibilities and work in justified exceptions
to this on the basis that healthcare has a valuable function.

Ability to pay

An ability to pay principle (APP) can accommodate some
mitigation exceptions for healthcare without necessarily
providing an exemption. An APP is often used to allocate
mitigation burdens fairly (Shue 2014, 186—189). The idea
being that those with the greatest capacity to shoulder the
burdens of climate change mitigation should. According to
Miller, the APP is a principle of capacity where “remedial
responsibilities ought to be assigned according to the capac-
ity of each agent to discharge them.” (Miller 2001) Capacity
is usually interpreted in the climate context as wealth (Page
2008). Remedial responsibilities are those responsibilities
that we have to remedy some injustice.

Miller starts from the thought that, amongst a pool of
potential duty-bearers, an APP can be used to determine
who is best placed to act (Miller 2001). Miller imagines
a rescue case. Several potential candidates could save an
endangered swimmer, the question is how to figure out
who? Determining who is best placed to undertake the res-
cue is based on two criteria: capacity as effectiveness and
capacity as cost. Capacity as effectiveness leads to ranking
swimmers according to swimming strength. Capacity as
cost is then used to sort through candidates where the stron-
gest swimmer might be ruled out if the costs are too great.
Accordingly, responsibility then falls to the next most able.
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Who is best placed becomes a ratio of most effective with
the least costs.

Miller is correct in identifying cost and effectiveness
as the relevant criteria in the APP. However, his concern
is to single out the agent who is best placed to perform
some remedial action. Here, I use an APP slightly differ-
ently. Rather than seeing the APP in more of a binary way
as Miller does, where individuals either do or not have an
ability to pay, I take it to be a scalar concept. Instead of ask-
ing who is responsible to undertake remedial actions X, my
view asks, ‘what can agents do to help towards X?’. What
agents can do is shaped by their effectiveness and the costs
to them in contributing to solving some problem.

Tackling climate change is a collective issue. Adequate
action to mitigate the threats of climate change will require
a response from many actors and institutions. My default
assumption is that all, including healthcare, have some
responsibility to undertake mitigation. There are poten-
tially three reasons we could assume healthcare has a prima
facie responsibility to mitigate. First, as mentioned in sec-
tion “Absolute healthcare exceptionalism”, climate change
has impacts on health. The second reason could refer to
healthcare’s emissions as a reason to say healthcare ought
to do something without yet specifying precisely what that
something is, unlike a PPP. The third is effectiveness. Cli-
mate change mitigation is most effective if we start from a
default that all must mitigate unless we have reasons to rule
them out.

The question then is not whether healthcare should miti-
gate or not, but what can healthcare do to tackle climate
change? This is where an APP comes in to help provide both
the degree to which, and the limits upon, mitigation respon-
sibilities. Like the PPP, the APP also relies on one aspect
of formal principles of equality: equality as universality.
All, prima facie, have some ability to mitigate. Where the
APP diverges from a PPP however is in equality as impar-
tiality. On casual principles, like a PPP, if A caused a harm
to B, then A should pay regardless of costs (Miller 2001).
The APP is partial, however. What agents do increases in
line with effectiveness and their ability to bear the costs.
Those who are less effective, or where action is too costly,
do less. When an agent’s action would be more effective
and less costly all things considered, they are expected to do
more. The appeal of the APP is the way that, in asking not
just what would be effective when trying to bring about a
goal, but who is able to bear the costs of doing so, it can be
adjusted for the position or valuable social role of potential
contributors.

Allow me to specify what I mean by effectiveness and
costs regarding policies to decarbonise healthcare. Effec-
tiveness depends, in part, on the goals on adopts. If effec-
tiveness is measured in general ways like ‘to prevent climate

change’, the goal is unrealistic. For climate mitigation, the
goal is simply to reduce one’s emissions. Costs for a health-
care system are in reference to its capacity to meet its pri-
mary goal of protecting and promoting health, the relief of
suffering, prolonging life and the like. Whilst the APP is
typically interpreted in terms of wealth when it comes to
climate change - the wealthy should pay most - health being
the primary function of healthcare makes this a more appro-
priate way to consider reasonable costs.

To get more precise on what the mitigation responsibili-
ties of healthcare systems are, I specify the point at which
healthcare systems have an inability to pay. That is, the limit
at which healthcare systems are excused from mitigation
burdens. It is one thing to suggest that healthcare systems
can take various actions to limit emissions, with adjust-
ments based on effectiveness and cost. However, to avoid
vagueness about what this entails in practice and to better
integrate mitigation efforts with healthcare goals, it is neces-
sary to specify a threshold beyond which emissions are no
longer justified. In other words, it is important to say when
healthcare cannot mitigate, as well as suggesting when it
can. Beyond this limit, the costs for healthcare systems are
disproportionate at which point we can say that healthcare
has an inability to pay and thus is not expected to shoul-
der mitigation burdens. Although it could be the case that
ineffectiveness also provides a reason to say that a health-
care system has an inability to mitigate, this circumstance
is unlikely in practice. Ineffectiveness suggests that an act
is not likely to reduce emissions. But we can always reduce
emissions by ceasing to perform the emitting act, the reason
we do not is because of the costs in failing to realise an
important goal. Hence, capacity as cost is the predominant
threshold in determining an inability to pay.

Specifying the inability threshold

Many theorists accept that there is some limit on what
costs we should accept when it comes to averting climate-
mediated harms (Duus-Otterstrom 2023; Rao and Baer
2012; Shue 1993; Vanderheiden 2008, p. 243). One way to
demarcate that limit is through a distinction between luxury
and substance emissions. As emissions themselves are of
instrumental importance, Shue points out the importance of
distinguishing “the fact that some sources [of greenhouse
gas emissions] are essential and even urgent for the fulfil-
ment of vital needs and other sources are inessential or even
frivolous.” (Shue 1993) For Shue those emissions that are
necessary to protect a basic need are “subsistence” whereas
everything else he calls “luxury”. For healthcare, a dichot-
omy of luxury emissions on the one hand and subsistence
on the other is a little coarse. Nevertheless, the concept of
subsistence emissions serves as a useful threshold on those
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healthcare emissions that we make an exception for whilst
accepting that all other emissions are treated differently and
liable to mitigation costs.

The limit on mitigation burdens for a healthcare system
should lie where emissions are necessary to protect some-
thing of fundamental moral value. Subsistence emissions
have two necessary and jointly sufficient features: (i) emis-
sions must satisfy a basic need; and, (ii) the emissions must
be necessary to achieve that (i.e. there must be no reason-
able way of achieving the same end with fewer emissions)
(Duus-Otterstrom 2023). Basic needs are often taken to be
a subset of humans’ most fundamental needs without which
they would be harmed (Wiggins 1987). Some level of health
is, on most accounts, of moral value because of the role it
plays in securing opportunity, well-being or flourishing
for example (Daniels 2007; Nordenfelt 2006; Powers and
Faden 2008; Venkatapuram 2011). As such, at least some
activities of healthcare would widely be considered to meet
a basic need. However, to be considered subsistence, the
greenhouse gases emitted in securing basic healthcare needs
must also be the minimum necessary.

An example serves to highlight the difference between
subsistence and luxury emissions. Consider metered-dose
inhalers (Parker 2022). These inhalers are used to treat
respiratory illness but contain powerful greenhouse gases
(Janson et al. 2020; Wilkinson and Woodcock 2022). Most
would agree that managing respiratory problems like asthma
is a valuable goal and would help secure individual’s basic
needs. So metered-dose inhalers pass the first test: they meet
a basic need. The follow up is whether these emissions are
necessary to achieve the end of treating respiratory disease.
The question as to whether they are necessary, however,
depends on the characteristics of the patient requiring treat-
ment. Some patients can use alternative inhalers which do
not contain greenhouse gases. For those who cannot use an
alternative, the greenhouse gases emitted when they use a
metered-dose inhaler are subsistence emissions and there-
fore permissible. There is no alternative way of meeting the
same end of protecting their respiratory health with fewer
emissions. Switching inhalers amongst those who can then
ensures that emissions are the minimum necessary.

Clearly the inhalers example is highly simplified and is
itself somewhat exceptional in terms of healthcare mitiga-
tion because higher carbon inhalers can often be straight-
forwardly switched. In some instances this may actually be
better for patient care, and oftentimes it is no worse, though
this is not to say switching is always without burdens
(Parker 2022). As much as inhalers provide a useful exam-
ple of how policy could be drawn from the APP, we might
worry that in more challenging, and more typical cases of
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healthcare decarbonisation, the APP is insufficiently action-
guiding.” In section. “Preliminaries” I alluded to the fact
that there is an extensive and diverse range of actions that
healthcare systems can undertake to reduce their emissions
which requires reconfiguring services, investments in lower
carbon technologies, focusing on disease prevention rather
than treatment and so forth. It may be that in pursuing these
actions there are not always substitutions that leave health
unaffected and basic needs met, as is regularly the case with
inhalers.

The APP does not necessarily rule out any of these
actions and indeed the variety of things healthcare can do
to reduce its carbon footprint highlights that there is a huge
opportunity for healthcare systems to radically reduce their
carbon footprint. Nevertheless, the APP places a threshold
on what level of burdens should be accepted by agents, and
in particular here how much health they should be required
to sacrifice, in order that healthcare systems mitigate their
emissions. It is difficult to review every instance of a miti-
gation policy to assess whether the costs are excessive in a
paper of this nature. But the APP provides an overarching
principle to guide the extent of healthcare’s responsibilities
and how healthcare systems can reconcile protecting and
promoting health with sustainability. Three questions can
be drawn from the APP to help guide healthcare mitigation
policy.

Take mitigation policies like replacing ambulances with
electric versions or installing photovoltaics. The first ques-
tion is whether they meet a basic need? Clearly ambulances
are required to protect health, and healthcare systems have
energy requirements that could be met, in part, through pho-
tovoltaics. Indirectly at least, ambulances and photovoltaics
are part of meeting basic needs through healthcare. Where
healthcare systems are producing emissions that are not
directed to meeting basic needs there are strong reasons to
address these emissions. The next question is whether they
are the minimum reasonably necessary. Again, an electric
ambulance appears to generate the minimum necessary
emissions that are reasonable in attending emergencies and
transporting patients. Of course, bicycles and sending para-
medics on foot would produce fewer emissions, but this
would be an unreasonable way of meeting the needs identi-
fied. The final question is whether replacing the ambulance
fleet with electric vehicles or changing energy infrastructure
presents an unreasonable or excessive cost. This is possibly
the most complex issue requiring greater empirical data than
is currently available. However, the test we should apply is
whether meeting these costs would prevent healthcare sys-
tems securing sufficient health. At this point, we can say that
healthcare has an inability to pay.

7 An anonymous peer reviewer helpfully raises this point.
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In sum, an APP in terms of healthcare is more concerned
with when healthcare systems have an inability to pay.
Phrased in the negative we start from the observation that
there are various ways for healthcare systems to curb their
emissions, but that we say the costs are excessive where it
asks healthcare to further mitigate emissions that are already
the minimum necessary to meet certain valuable goals. In
this way, we can combine mitigation responsibilities with
the morally valuable goals of healthcare demarcating the
limits on which healthcare systems should and should not
mitigate given these dual, and potentially conflicting, goals.

Conclusion

Theories of social justice frequently concern themselves with
the fair distribution of health. Recently, attention has shifted
from healthcare alone to consider how other social bases
of health contribute to health justice. The challenge now is
to examine how healthcare not only contributes to health
but how complex and technologically advanced healthcare
systems simultaneously undermine health through climate
change. I have argued that the key to understanding health-
care’s role in mitigation is an exploration of the ways that
healthcare, and mitigation burdens, are exceptional.

Various ways of viewing mitigation burdens and health-
care systems as exceptional are possible. Here I explored
several potential views based on a distinction between iso-
lationism and integrationism. I have argued against isola-
tionist approaches that treat these goals as separate. One
conclusion from my analysis is that theories of health justice
must accommodate climate change mitigation. I have pro-
vided one such way of doing this by taking a moderate inte-
grationist stance that relies on an ability to pay principle. An
ability to pay principle provides the degree that healthcare
should engage in mitigation by highlighting the limits to
this responsibility. This allows policies that address climate
change to be sensitive to the value of the role of healthcare
without making healthcare exempt.

The strength of my view lies in it being relatively practi-
cal by offering guidance on how to balance the potentially
conflicting demands of both reducing healthcare emissions
whilst still providing quality care. This is important because
how policy makers, hospital managers and health profes-
sionals determine when and the ways that healthcare or cli-
mate change burdens are exceptional will shape the kinds
of healthcare systems that societies have. Nevertheless, it
may be that pragmatic solutions do not align well with a
comprehensive theory of just distributions. One important
implication of my arguments regarding exceptionalism is
how healthcare climate policies sit with ideals of a just dis-
tribution and how to reconcile these issues of distributive

justice with a need for healthcare systems to take robust
action on their emissions.
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