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Abstract

Climate change is widely regarded as one of the most serious global health threats of the 21st
century. Its impacts will be disproportionately borne by the most disadvantaged populations,
including indigenous peoples. For Maori in Aotearoa/New Zealand, as with other indigenous
peoples worldwide, colonization has led to dispossession of land, destabilization of cultural
foundations, and social, economic, and political marginalization. Climate change threatens
to exacerbate these processes, adding future insult to historical and contemporary injury. Yet
the challenges posed by climate change are accompanied by considerable opportunities to
advance indigenous rights and reduce health disparities. In this paper, we examine issues re-
lated to climate change and Maori health using a right to health analytical framework, which
identifies obligations for the New Zealand government.
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Introduction

CLIMATE CHANGE 1S widely regarded as a
serious threat to public health globally.' It is already
causing significant morbidity and mortality, with
impacts predicted to increase markedly over coming
decades.” Leading health threats include water and
food shortages, extreme weather events, changing
patterns of infectious disease, and mental/psycho-
logical stress. In Aotearoa/New Zealand, there will
also be new health and social pressures relating to
the arrival of climate migrant and refugee popula-
tions and flow-on health impacts from changes in
global and local economies and policies in response
to climate change.?

Vulnerability to the health effects of climate
change varies considerably between different pop-
ulations, being influenced by geographic location,
demographics including socioeconomic status,
background burden of climate-related health con-
ditions, health system capability, and capacity to
adapt.* Adverse impacts will be disproportionately
borne by the most disadvantaged populations,
including indigenous peoples’ As noted in the
UNESA State of Worlds Indigenous Peoples 2009,
“For many indigenous peoples, climate change is a
potential threat to their very existence and a major
issue of human rights and equity.”®

Aotearoa/New Zealand is a country of just
over 4 million people, with Maori, the indigenous
people, comprising 14.9% of the total population.”
As with many other indigenous peoples worldwide,
colonization has led to dispossession of land and
destabilization of cultural foundations as well as
social, economic, and political marginalization.®
These processes are perpetuated through colonial
systems and structures that maintain an inequitable
distribution of the determinants of health. As a
result, Maori are disproportionately exposed to
adverse social and economic conditions, with
consequent higher morbidity and mortality. Life
expectancy for Maori is over seven years lower than
for non-Maori, and Maori have significantly higher
rates of most major diseases, such as cardiovascular

disease, cancers, chronic respiratory disease, and
diabetes, as well as experiencing poorer access to
and quality of health care.® These factors all increase
vulnerability to the health effects of climate change
for Maori in Aotearoa/New Zealand.

It is critical that public health and equity are
positioned at the centre of climate change poli-
cy.”® A rights-based approach is a helpful way to
consider these issues in order to achieve optimal
outcomes for indigenous populations. Climate
change is inextricably linked to the right to the
highest attainable standard of health; realization of
this right depends on a liveable environment and a
stable climate.” The right to health has been clearly
associated with climate change for the childhood
population; the Committee on the Rights of the
Child, in its recent General Comment on the
right to health, described climate change as one
of the biggest threats to child health and one that
exacerbates inequalities.”

This paper begins by describing the impacts of
climate change on health and the determinants of
health for Maori, as well as the health co-benefits
of climate action. We then use a right to health
analytical framework to examine issues related to
climate change and Maori health.

The impacts of climate change on Maori
health

Maori concepts of health

Maori concepts of health extend beyond physical
interpretations to conceptualize health as a
collective and individual continuum that traverses
generations. In common with other indigenous
peoples, Maori understandings of health emphasize
a holistic perspective that incorporates spiritual,
intellectual, physical, social, and emotional
dimensions, and includes relationships with
the natural environment.® The United Nations
Development Group, in its guidelines on indigenous
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issues, says, “A healthy indigenous community
is one in which the community as a whole enjoys
harmonious relations with its environment.”**

Indigenous concepts of health have parallels
with concepts of the determinants of health and
the indivisibility and interdependence of human
rights. Indigenous peoples have, however, long
extended such ideas with the emphasis they place
on comprehending the dependence of humans
on the natural environment for health and well-
being. In addition to the physical/mental impacts of
climate change on human health described below,
for Maori (and in fact all peoples), climate change
also has important implications for cultural, social,
and economic determinants of health.”

Physical and mental health impacts

Table 1 outlines some of the expected physical and
mental health impacts of climate change for New
Zealanders, with a specific focus on the implica-
tions for Maori health. The effects described here
are not intended to be exhaustive, but rather pro-
vide examples of the major mechanisms by which
climate change can be expected to impact health
and well-being. This information is derived from an
extensive literature review and analysis undertaken
by the New Zealand College of Public Health Med-
icine in the production of their 2013 Policy State-
ment on Climate Change.”

Wider impacts on the determinants of health

There are a number of ways in which climate change
impacts on the wider cultural, social, and econom-
ic determinants of health for Maori. It is possible
that these indirect impacts, mediated through the
determinants of health, will become a more signifi-
cant factor than the direct physical health impacts.”
Experience in recent decades shows that Maori and
other socially disadvantaged groups tend to expe-
rience disproportionately adverse health outcomes
from economic changes that increase social ine-
quality.®

Firstly, indigenous relationships with the natural
environment are significant, and Maori explicitly
consider a healthy environment to be a prerequisite
for good health.> As with other indigenous peoples,

the loss of identity due to displacement and dispos-
session of lands, resources, and waters (likely to
occur with climate change) is intimately linked to
adverse physical and mental health outcomes.”

The Maori economy is disproportionately invest-
ed in climate-sensitive primary industries, and is
likely to experience significant adverse effects from
global environmental and socioeconomic trends
as a result of climate change.”> Losses in the Maori
economy will increase unemployment and reduce
average income, thereby affecting the capacity of
households to secure the resources necessary for
good health.

Poorly planned responses to climate change
could also impact health equity through changes
in the economic determinants of health. For exam-
ple, climate change policies that raise costs for fuel
and energy (and therefore increase costs of goods
and services) without counter-balancing measures,
could place extra financial burden on low-income
families — disproportionately Maori - affecting abil-
ity to afford the basics for good health.”

Health co-benefits from climate action

The challenges posed by climate change are
accompanied by considerable opportunities to
improve Maori health and reduce health disparities.
Many of the actions required by governments and
private entities to mitigate and adapt to climate
change can have concomitant health benefits in the
short to medium term. Measures such as increasing
active transport, reducing dietary red meat and
animal fat consumption, and improving energy-
efficiency in homes could contribute to reductions
in heart disease, cancer, obesity, osteoarthritis, Type
2 diabetes, respiratory disease, motor vehicle inju-
ries, and to improvements in mental health.* How-
ever, health co-benefits will not automatically flow
from climate action, nor will such benefits inevitably
improve equity unless policies and interventions are
designed so that the health-related benefits accrue
preferentially to those who are most disadvantaged
and negative consequences for these groups are
avoided or minimized.

JUNE 2014 NUMBER 1

VOLUME 16

Health and Human Rights Journal 56



R. JONES, H. BENNETT, G. KEATING, A. BLAIKLOCK/HEALTH AND HUMAN RIGHTS 16/1 (2014) 54-68

Expected health impacts in Aotearoa/New Zealand

Implications for Maori health

Food security and nutrition: Increased global food prices may
exacerbate food insecurity and therefore compromise nutrition
for some groups.

The current higher burden of food insecurity for Maori com-
pared with non-Maori is likely to be exacerbated.

Mental health and suicide: Increased stress and mental health
issues (e.g., farmers with drought, victims of extreme weather,
climate migrants, and refugees). Young people may suffer anx-
ieties about catastrophic climate change, not unlike those ex-
perienced by children growing up with the fear of nuclear war.

Loss of coastal land, urupa (cemeteries), marae (traditional
Maori meeting places), and other sites of cultural significance
will add to the existing higher rates of mental illness and suicid-
al behavior experienced by Maori.

Immigration consequences: It is likely that migrants and refugees
will arrive in New Zealand from climate-change affected areas.
May exacerbate existing housing shortage resulting in house-
hold overcrowding and increased incidence of some infectious
diseases.

Maori disproportionately experience insufficient affordable
housing, resulting in household overcrowding and crowd-
ing-related infectious disease. This is likely to be exacerbated as
people migrating because of climate change also seek affordable
housing.

Injury and illness from extreme weather events (e.g., flooding,
landslides, storm surges, drought): Immediate trauma and in-
direct health impacts in weeks to months after extreme event
(from, e.g., pre-existing medical conditions, mental health).

Though most Maori now live in cities and towns, many Maori
communities are situated in coastal areas, and many Maori cul-
tural, social, economic and recreational activities take place in
coastal environments vulnerable to sea level rise, storms, ero-
sion and landslides. Many Maori rural and remote settlements
have vulnerable infrastructure and lack resilience to cope with
and recover from extreme events. Maori also have a higher bur-
den of chronic disease and less access to health services and
thus greater risk of indirect health impacts after extreme events.

Heat-related deaths and illness: Increases in heat-related deaths
and illness, particularly for those with chronic disease and
those over 65. Heat stress for outdoor workers. Winter deaths
may decline, but this is uncertain as winter deaths may be in-
fluenced by seasonality (e.g., cycles of infectious disease) rather
than temperature per se.

Higher burden of chronic disease for Maori, thus greater risk
of heat-related deaths and illness. Though there are relatively
small numbers of Maori over the age of 65 years (compared to
non-Maori), Maori over the age of 50 years have poorer health
outcomes and a higher burden of chronic disease than non-
Maori of the same age. Maori are also over-represented in semi-
skilled and unskilled workforces, and may be more likely to be
employed in heavy outdoor labor and exposed to workplace
heat stress.

Vector-borne and zoonotic disease: Increased likelihood that
mosquito vectors could establish in NZ, which could lead to
local transmission of mosquito-borne diseases (e.g., dengue,
Ross River virus). Also possible impacts on other vector-borne
diseases (e.g., tick-borne) and non-vector-borne zoonotic dis-
eases.

The Maori population is concentrated in North Island, with
many communities situated near the coast. These areas (e.g.
Northland, Bay of Plenty) are at higher risk for the establish-
ment of mosquito vectors of public health concern.

Food and water-borne disease: Heavy rainfall events can lead to
contamination of drinking and recreational water/shellfish with
fecal pathogens. Both high and low rainfall and higher tempera-
tures may have impacts on parasitic diseases (e.g., giardiasis).
Studies correlate temperature increases with food-borne disease
(e.g., salmonellosis), and dry conditions may affect continuity
of household water supplies, impacting diseases influenced by
hygiene (e.g., enteric infection).

A higher burden for Maori is expected, given the existing high-
er rates of enteric infections for Maori (despite the more usual
higher rate of these illnesses in the elderly, among whom Maori
are under-represented), the role of kaimoana (seafood) as a reg-
ular part of Maori diet, and the fact that some parts of NZ with
high Maori populations (e.g., East Cape, Northland) and many
rural marae have vulnerable unreticulated water supplies.

TABLE 1 Physical and mental health impacts of climate change in Aotearoa/New Zealand, and implications for
Maori health under current social policy settings.” (continued next page)
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Expected health impacts in Aotearoa/New Zealand

Implications for Maori health

Ultraviolet radiation: Climate change may delay recovery of
stratospheric ozone. Warmer temperatures may promote in-
creased or decreased outdoor time, which may affect exposure
to solar ultraviolent radiation — with possible impacts on rates
of skin cancer and eye disease, and vitamin D levels.

The Maori population has a lower burden of melanoma skin
cancer and non-melanoma skin cancer than non-Maori, but a
higher burden of eye disease. If there is a trend to increased ex-
posure to solar ultraviolet radiation for Maori (from more time
outdoors) this could increase vitamin D levels, which could
positively impact Maori health and chronic disease burden.

Physical activity: Warmer temperatures and either increases or
decreases in outdoor time may impact levels of physical activity.

Changes in physical activity levels would affect the burden of
chronic disease for Maori - either positively (if increased activ-
ity) or negatively (if decreased activity).

Cardio-respiratory disease from air pollution: High temperatures
may exacerbate photochemical air pollution with impacts on
respiratory disease. Hot, dry conditions increase potential for
bush/forest fires, where smoke impacts people with cardiore-
spiratory disease.

Maori have a higher respiratory and cardiovascular disease
burden so the impact of increased pollution would fall more
heavily on Maori. Maori mortality may be more sensitive to air
pollution than non-Maori mortality.

Allergic diseases, including asthma: Possible impacts on asthma
and other allergic conditions with changes in plant distribution,
flowering, and pollen production.

Greater impact on the Maori population, who have a higher
burden of asthma and eczema than non-Maori.

Indoor environment: Climate change may affect the healthiness
of indoor environments (e.g., overheating of buildings, changes
in indoor air pollutants, flood damage, and indoor moisture).

Greater health impacts on Maori are expected, given that the
Maori population is overrepresented in vulnerable housing.

TABLE 1 Physical and mental health impacts of climate change in Aotearoa/New Zealand, and implications for

Maori health under current social policy settings” (continued)

Analysis using a right to health analytical
framework

We examined issues related to climate change and
Maori health using the right-to-health analytical
framework developed by Hunt et al. The scope for
this analysis included the effects of climate change
itself, approaches to minimize climate change by
limiting greenhouse gas emissions (mitigation) and
future adaptations to a warmer climate (adaptation).
The framework applies to all aspects of the right to
the highest attainable standard of health, including
the determinants of health, and articulates States’
obligations arising from the right to health (Box 1).

The following section considers the obligations
of the New Zealand government towards each
of the elements of the analytical framework, as it
applies to the right to health for Maori in relation
to climate change. Some issues apply to more than
one element of the framework; in these situations
the issue is primarily discussed under the most
relevant part of the framework with linkages to
other elements identified as appropriate.

1. National and international human rights laws,
norms, and standards:

The rights of Maori as indigenous peoples are
recognized in Te Tiriti o Waitangi (the 1840 treaty
between Maori and the British Crown allowing
settlement of Aotearoa/New Zealand), and various
domestic laws, including the New Zealand Public
Health and Disability Act 2000, which recognizes
the principles of the Treaty of Waitangi and
establishes mechanisms for Maori participation
in decision making about health services.” There
are also a number of international human rights
standards that apply to Maori as the indigenous
people of Aotearoa/New Zealand (Table 2).

New Zealand has recognized the right to health
in its ratification of core human rights treaties, in-
cluding conventions about racism and the rights
of women, children, and persons with disabilities.
There are also a number of acts in New Zealand
legislation that articulate the right to health (Table
3).” In particular, the Human Rights Act prohibits
direct or indirect discrimination in relation to
health status or health services, or in relation to
key determinants of health such as employment,
housing, and education.
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1. Identification of the relevant national and international human rights laws, norms, and standards.
2. The right to health is subject to resource availability, but States are obliged to progressively realize
the right over time and must identify indicators and benchmarks to measure progress.

3. States have obligations of immediate effect.

4. The right to health includes freedoms and entitlements.

5. All health services, goods, and facilities shall be available, accessible, acceptable, and of good
quality (AAAQ).

6. States have duties to respect, protect, and fulfill the right to health.

7. Because of their crucial importance, the analytical framework demands that special attention is
given to issues of non-discrimination, equality, and vulnerability.

8. The right to health requires that there is an opportunity for the active and informed participation
of individuals and communities in decision making that affects their health.

9. Developing countries have a responsibility to seek international assistance and cooperation, while
resource-rich States have responsibilities towards the realization of the right to health in developing
countries.

10. Monitoring and accountability mechanisms that are transparent, effective, and accessible and
include redress, are crucial.

BOX 1 Right to health analytical framework?®

I

nternational human rights standard Status in New Zealand

United Nations Convention on the Rights of the | Ratified

Child

religious practices, and language

Rights of indigenous children to their culture,

I

Cultural Rights (ICESCR)

nternational Covenant on Economic, Social and | Ratified

United Nations Declaration on the Rights of Supported

I

ndigenous Peoples (UNDRIP)

I
1

of health for indigenous and tribal peoples in inde-
pendent countries.

nternational Labour Organization Convention No. | Not ratified
69
Important to the protection of the determinants

TABLE 2 International human rights standards relevant to Maori as the indigenous people of
Aotearoa/New Zealand.?®

o New Zealand Public Health and Disability Act 2000
o Health and Disability Commissioner Act 1994

o Health Act 1956

o New Zealand Bill of Rights Act 1990

o Human Rights Act 1993

BOX 2 New Zealand legislation relevant to the right to health
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New Zealand is one of 195 parties to the UN
Framework Convention on Climate Change
(UNFCCC), which originated at the Rio de Janeiro
“Earth Summit” in 1992 and entered into force in
1994. The ultimate objective of the UNFCCC is
to stabilize greenhouse gas concentrations “at a
level that would prevent dangerous anthropogenic
(human induced) interference with the climate
system.* New Zealand is also a member of the
Intergovernmental Panel on Climate Change
(IPCC), and by endorsing its reports, the New
Zealand government acknowledges its scientific
authority.

2. Resource constraints, progressive realization, and
indicators

Notwithstanding resource constraints, States have
an obligation to move as quickly as possible towards
the full realization of Article 12 of ICESCR (the right
of everyone to the enjoyment of the highest attain-
able standard of physical and mental health).” Ret-
rogressive measures—that is, a worsening of health
indicators—are not permissible. The equal right to
health of indigenous people is explicit in UNDRIP.
Any deterioration in health-related outcomes, or
increase in inequities, needs to be justified.

There are several implications of progressive re-
alization for Maori. New Zealand should be taking
active measures to improve the health of Maori,
irrespective of climate change. Because climate
change is likely to be retrogressive (significantly
worsen Maori health and exacerbate inequities),
governments should take all possible steps within
resource constraints to limit the extent of climate
change. These mitigation measures should be carried
out in such a way as to support the progressive
realization of the right to health of Maori, includ-
ing policies that have direct, pro-equity, health ben-
efits. Any steps that are taken to adapt to climate
change (such as relocation of coastal communities
prone to sea level rise or storm surges) should be
accompanied by measures to mitigate any negative
effects on Maori wellbeing. Measuring progress re-
quires systems to monitor Maori health outcomes
for climate-sensitive conditions, as discussed fur-
ther in the section “Monitoring and accountability”

3. Obligations of immediate effect

Some obligations arising from the right to health are
subject to neither resource constraints nor progres-
sive realization, but are of immediate effect. Hunt
and Khosla argue that climate change is such an ex-
tremely grave risk to health that States have a core
obligation to take immediate action to slow down
and reverse climate change.? The duty to avoid dis-
crimination on the basis of characteristics such as
race, sex, language, religion, political views, and dis-
ability is also effective immediately. This obligation
requires the New Zealand government to urgently
address any climate-related policies or practices
that discriminate against Maori.

The Emissions Trading Scheme (ETS), which has
been the main policy tool chosen by successive gov-
ernments to address climate change in Aotearoa/
New Zealand, was relatively weak at its inception
and has been successively amended such that tax-
payers now subsidize 95% of emissions for large
industrial polluters, and the agricultural sector is
excluded from the scheme.* The weak ETS and
lack of other effective policy tools, combined with
a number of exacerbating factors, mean that gross
domestic greenhouse gas emissions are continuing
to rise in New Zealand. This represents a failure to
meet the obligation of immediate action in response
to the threat posed by climate change.

4. Freedoms and entitlements

This includes freedom from discrimination in the
design and implementation of climate policies
(including freedom from barriers to adaptation),
as well as entitlement to protection from climate
change-related harm and an adequate quality of
health care.” For Maori in Aotearoa/New Zealand,
entitlements include protection from climate-relat-
ed destruction of taonga (treasured things, whether
tangible or intangible) that support positive health
outcomes.

These requirements signal the need for much
more comprehensive risk assessment methods to
identify climate risks for Maori communities and
develop appropriate adaptation measures. Maori
communities face a number of barriers to adap-
tation including lack of access to quality technical
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advice, exclusion from local and regional planning
processes, lack of capital to invest in climate-resil-
ient infrastructure, and other constraints on the
ability to modify resource use such as the regula-
tory, legal, and quota regimes imposed on Maori
land and resource use.* These adaptation barriers
increase the risk of harm to health and the determi-
nants of health from climate change.

Indigenous rights also include an entitlement to
self-determination (UNDRIP Article 3), including
in relation to climate change-related issues.” This
requires provision for meaningful engagement in
political and other processes that have a bearing
on the right to health (UNDRIP Article 18).* In
Aotearoa/New Zealand, this means that iwi (Maori
tribal organizations) need to be fully engaged in
decision making on issues that affect their taonga,
including health. In relation to climate change, this
includes fossil fuel exploration, agricultural intensi-
fication, transport projects, the ETS, and other pol-
icy proposals to address climate change.

UNDRIP recognizes the rights of indigenous
peoples to their ongoing spiritual relationship with
their traditional lands, territories, seas, coastal
waters, and resources (Article 25), and the
conservation and protection of the environment
(Article 29).® These rights are among the
underpinnings of the health of indigenous
peoples (see below, under “Active and informed
participation”) and will be violated profoundly by
climate change.

5. Available, accessible, acceptable, and of good
quality (AAAQ)
Current inequities in access to, acceptability of,
and quality of care need to be addressed; the New
Zealand government must be held accountable for
progressively reducing and eliminating these ineq-
uities. Projected climate change impacts need to be
considered in future health system design to en-
sure that it has the capacity to achieve the AAAQ
requirements in the face of increased need. Health
service development must be prioritized to ensure
these rights are achieved for Maori and other pop-
ulations likely to be hardest hit by climate change.
The lack of an effective ETS, as discussed under

“Obligations of immediate effect,” has significant
implications for New Zealand’s ability to meet these
health sector needs. The opportunity cost of having
an ETS that is largely taxpayer subsidized means
that there are reduced public funds available for
critical health and social services and constraints
on the ability of the government to address current
health and social inequities for Maori.

Another missed opportunity is the current fail-
ure of New Zealand’s health system to save costs by
lowering carbon use. Several analyses show that it
is possible to make significant cost savings by im-
plementing sustainability/low carbon initiatives in
health care systems. Cost savings could then be re-
invested in health services and initiatives to reduce
health inequities for Maori.*

6. Respect, protect, fulfill

Respecting the right to health involves ensuring that
government action or inaction does not undermine
the rights of Maori in relation to health. Dramatic
and urgent action is required by all governments,
individually and collectively, to reduce the risk of
catastrophic climate change. For many societies,
including Aotearoa/New Zealand, such action will
require fundamental changes to the way we live.
There is no way of avoiding significant impact on
the determinants of health, but positive effects can
be promoted and negative effects minimized. It is
possible for the New Zealand government to take a
responsible approach to emissions reduction while
at the same time meeting its obligations in regards
to health and human rights for Maori (and every-
one else). In order to uphold the right to health,
emissions reductions are needed, and these reduc-
tions need to be managed in a way that upholds the
right to health.

Protecting the right to health means ensuring
that third parties do not interfere with attainment
of this right. Global greenhouse gas emissions, if al-
lowed to continue unabated, clearly pose a threat to
Maori health (as they do to everyone’s health). If the
New Zealand government fails to restrict domestic
greenhouse gas emissions to a level commensurate
with an acceptable degree of risk, it is neglecting
its obligation to protect the right to health. If it is
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not a responsible partner in the development of
strong international agreements to mitigate climate
change, it is further neglecting this obligation.

Fulfilling the right to health means States must
ensure (among other things) provision of health
care and equitable access to the determinants of
health. This has important implications for the
New Zealand government in relation to prevent-
ing or mitigating adverse impacts of climate change
on Maori. For example, climate change is likely to
impact on primary industries including fisheries
in which Maori have considerable economic inter-
ests. Without appropriate action, this could result
in negative socioeconomic consequences for Maori
communities, thereby undermining the right to
health. Fulfilling the right to health also implies a
contribution towards climate change adaptation for
Maori communities.

7. Non-discrimination, equality, and vulnerability
Responses to climate change require urgent mea-
sures to substantially reduce the burning of fossil
fuels. Economic instruments to achieve this, such as
the ETS, have the potential to be regressive, adverse-
ly affecting the most vulnerable. Effective increases
in the cost of carbon generally flow through into
higher costs for goods and services, placing a par-
ticular burden on those with the lowest disposable
incomes.* Without explicit attention, Maori will be
disproportionately affected, which constitutes dis-
crimination in access to key determinants of health
and will be retrogressive rather than achieving pro-
gressive realization to the right to the determinants
of health.

Other climate change policies have the potential
to discriminate against Maori, as noted in a series
of meetings with Maori in 2007. Large emitters in
the agricultural and transport sectors are not liable
for their emissions whilst iwi are potentially dis-
advantaged in a number of ways. For example, iwi
who had forested land returned to them as part of
a Treaty of Waitangi settlement could be penalized
for changing the land use. Pre-1990 forests, many of
which are on Maori land, are not eligible for carbon
credits under the ETS, while “new” forests are eligi-
ble.+

Further, the lack of effective action to reduce

emissions has significant implications for inter-
generational equity. There are likely to be over-
whelming carbon budget fiscal issues for future
governments and for younger New Zealanders as
the nation is left behind in the global transition to a
low-carbon economy. Maori, along with many oth-
er indigenous peoples, place high value on future
generations. These indigenous values call for action
in the current generation to avoid placing an exces-
sive burden on future generations. Maori make up
an increasing proportion of New Zealand’s young
people and stand to bear an unfair burden as a re-
sult of recent and current governments’ failure to
adequately respond to climate change.*

Obligations to avoid discrimination and to
achieve progressive realization of the right to health
require States to align climate, health, and equi-
ty goals. Policies to avoid regressive outcomes are
required, both to avoid penalizing the poor and to
maximize health co-benefits for low-income popu-
lation groups. Experience elsewhere shows that this
is possible.* An example of a government initiative
seeking to achieve positive impacts for Maori health
(and which will concomitantly impact on climate
change) is the Warm Up New Zealand: Healthy
Homes Programme. Under the program, the Ener-
gy Efficiency Conservation Authority will provide
grants for up to 60% of the cost of home insulation
and project partners (e.g., trusts, primary health
organizations, and iwi) will top up the government
grants. The program will be targeted at households
(including renters) with high health risk, including
those with children and/or elderly members. In ad-
dition to energy efficiency gains, insulating homes
protects against the effects of heat waves and re-
duces health problems associated with cold, damp
housing, which is prevalent in Aotearoa/New Zea-
land and which disproportionately affects the Maori
population.*

8. Active and informed participation

This means that Maori should be actively involved
in setting priorities about climate change and health,
decision-making processes, delivery of mitigation
and adaptation programs, and holding duty-bearers
to account. Participation is a key human rights
concept, signifying a need to address political
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marginalization of Maori and give expression to
tino rangatiratanga (self-determination), as stated
in Te Tiriti o Waitangi and obligations under the
Declaration on the Rights of Indigenous Peoples.
There is evidence that these obligations have not
been met; in a series of consultation meetings
in 2007, Maori noted that climate change policy
development in the early 2000s lacked a Treaty
of Waitangi context, and that there was a lack of
partnership with Maori in developing climate
change policy.*

Meaningful participation, and respect for Maori
rights to self-determination under the Declaration
on the Rights of Indigenous Peoples, requires
recognizing Maori concepts of health. Maori and
other indigenous peoples have a long history of nat-
ural resource management, as well as having clear
kaitiakitanga (guardianship) rights and responsi-
bilities. Their traditional ecological knowledge and
expertise means they have much to contribute to
developing and implementing effective, sustainable
mitigation and adaptation strategies. In the
2007 consultation between the Ministry for the
Environment and Maori, Maori emphasized that
the government could make better use of Maori
knowledge on sustainability and environmental
stewardship. Concern was also expressed about the
use of economic instruments such as carbon trading
and the commodification of resources to address
climate change, noting that this approach was not a
good fit with Maori worldviews on the environment
and the kaitiakitanga role.¥

9. International assistance and cooperation

The implications of this obligation in respect to
climate change are twofold. First, New Zealand is
currently violating the right to health in other coun-
tries, particularly developing countries, by con-
tributing to unsafe concentrations of atmospheric
greenhouse gases. New Zealand is a relatively high
emitter of greenhouse gases, with the fifth highest
per capita emissions among developed countries
that took on commitments under the UNFCCC.#
Its disproportionately high historical contribution
means that the onus is on New Zealand to urgently
and substantially reduce its emissions.

Second, with regard to its participation in in-
ternational forums, New Zealand must ensure that
due account is taken of the right to health, particu-
larly for people in developing countries. Its role in
international climate negotiations needs to include
advocacy for fair and equitable approaches to the al-
location of emissions reductions amongst countries
which take into account overall carbon budgets,
historical responsibility, and capability to mitigate.*
New Zealand is well placed to support and assist de-
velopment of international linkages between indig-
enous peoples in resource-rich as well as low- and
middle-income countries. These actions are impor-
tant for the well-being of all people, and especially
so for indigenous peoples and other groups who
will be most seriously affected by climate change.

10. Monitoring and accountability

Hunt and Khosla explain that accountability mech-
anisms in relation to climate change are urgently
needed. Climate change is already leading to the
dispossession of land for indigenous peoples in
small island nations.* States have obligations under
UNDRIP to provide mechanisms for redress when
indigenous peoples are deprived of their lands and
resources (Article 2) as well as obligations of redress
for serious violations of the right to health, includ-
ing its determinants.”

In order to ensure that the determinants of health
are not being adversely affected, indicators are also
required to monitor climate-sensitive economic
and social outcomes for Maori. To date, there has
been little work to identify the relevant indicator
sets or to monitor progress, despite New Zealand
having excellent datasets that could be used. Sys-
tems to monitor these indicators must be effective
and transparent, and must include accountability
mechanisms that apply to all relevant public and
private interests.”

Conclusion

There is very little international literature on the
impact of climate change on indigenous peoples’
health. This is also evident in Aotearoa/New Zea-
land; despite being a comparatively well-resourced

JUNE 2014 NUMBER 1

VOLUME 16

Health and Human Rights Journal 63



R. JONES, H. BENNETT, G. KEATING, A. BLAIKLOCK/HEALTH AND HUMAN RIGHTS 16/1 (2014) 54-68

country, the New Zealand College of Public Health
Medicine policy on climate change is the first
health-focused assessment of climate change im-
pacts on Maori.® Our analysis extends this assess-
ment by using a right to health analytical framework
to examine the implications of climate change for
Maori as the indigenous population of Aotearoa/
New Zealand.

One of the limitations of this paper is that, as a
case study of Maori in Aotearoa/New Zealand, it
does not reflect the diversity of issues affecting in-
digenous populations worldwide. We have used a
general analytical framework that was not specifi-
cally developed to consider the needs of indigenous
peoples. However, given similarities in the under-
lying conditions that drive health outcomes and in
rights-based instruments, our analysis is likely to
have relevance for indigenous peoples internation-
allys*

New Zealand, having ratified human rights trea-
ties that include the right to health, must be ac-
countable to its obligations within a right to health
framework. It is clear that climate change and both
mitigation and adaptation to climate change pose
serious threats to the right to health for Maoriin Ao-
tearoa/New Zealand. The New Zealand government
has obligations arising from this right to address a
broad range of issues at many different levels. The
analysis we have conducted identifies a number of
important areas where the government is currently
failing to meet these obligations, as well as future
measures that are required in order to avoid further
encroaching on the right to health.

Systems for monitoring and accountability are
conspicuously lacking: no specific indicators for
Maori exist and the ability to conduct an equity-fo-
cused health impact assessment is limited. Indeed,
no government agency has undertaken a compre-
hensive assessment of the health effects of climate
change for Maori. When compared with the range
and quality of data and the processes for account-
ability that exist generally in the health sector, New
Zealand’s performance in relation to this aspect of
the right to health is a significant cause for concern.

Another area in which the government response
has been particularly inadequate is in relation to ac-
tive participation and self-determination. To date,

there has been extremely limited engagement with
Maori in the development of climate change policy,
either for mitigation or adaptation. Again, this com-
pares poorly with acknowledgment of the need for
active participation of Maori in health sector legis-
lation, policies, and provision of health services.

Overall, the Aotearoa/New Zealand government
is not currently meeting its obligations in relation
to progressive realization. Even without considering
the likely impacts of climate change, Maori health
and social outcomes in some areas are static or de-
teriorating. Unless explicit attention is paid to mit-
igation policies with health co-benefits that reduce
inequities, New Zealand climate change policies
risk worsening the state of Maori health.

Our right to health analysis highlights implica-
tions for adoption of climate policies and interven-
tions. Some approaches to climate change mitiga-
tion have clear health co-benefits and align with
equity goals, and should be adopted immediately
with appropriate monitoring and evaluation. Other
strategies designed to reduce greenhouse gas emis-
sions do not have automatic co-benefits for health
or are potentially regressive. Such interventions
need to be designed, implemented, and evaluated
carefully in partnership with indigenous communi-
ties in order to promote equity and achieve progres-
sive realization of the right to health.

Climate change, if allowed to continue un-
checked, is incompatible with progressive realiza-
tion of the right to health. This implies an obligation
on the New Zealand government and other States
to: (1) actively, dramatically, and urgently reduce
domestic greenhouse gas emissions, and; (2) take
all possible steps to achieve a dramatic and ur-
gent reduction in global greenhouse gas emissions
through international negotiations and other mech-
anisms. Further, given that some degree of global
warming is now unavoidable, all governments and
States have obligations to prepare for the impact of
climate change and to support indigenous commu-
nities with adaptation. Research and tools to assess
equity and health impacts of climate change, and
of policies to address climate change, are urgently
needed.

In responding to the threat of climate change, it
is essential to not only provide for indigenous self-
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determination, butalso to recognize the contribution
indigenous peoples can make to climate change
mitigation and adaptation approaches that benefit
all people. Climate change can be seen as the result
of an excessive emphasis on Western development
and a devaluing of indigenous ways of knowing and
ways of relating to the environment. Upholding in-
digenous rights to guardianship of the natural en-
vironment has the potential to provide solutions to
the challenge of climate change for all of humanity.
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