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Questions for feedback from the Consultation Paper

Introductory comments by the Centre for Safe Air

The Centre for Safe Air is a Centre of Research Excellence funded by the National Health
and Medical Research Council. The Centre officially commenced operation in June 2023,
and continues and extends the work undertaken by the Centre for Air Pollution, Energy and
Health Research (CAR). In this submission, we cite several previous CAR position papers
and submissions to government.

The Centre brings together more than 20 researchers at the forefront of their fields, based in
eleven of Australia’s leading universities and the CSIRO. The Centre supports
multidisciplinary research across epidemiology, exposure assessment, toxicology, climate
and air science, biostatistics, respiratory medicine and health economics to pursue
collaborative projects and to develop capacity. The vision of the Centre is to “achieve
substantial improvements in population health, safety, and resilience in the face of existing,
emerging, and escalating airborne hazards through evidence-based policy and practice
interventions”.

The Centre is focused on three areas of activity:

1. Sources: determining how to measure, track, predict and manage outdoor air
hazards at national and regional scales.

2. Settings: considering the options for homes, schools or workplaces to mitigate the
health burden from outdoor air hazards.

3. Individuals: considering the most vulnerable populations and how we can best
protect them.

The Centre’s major focus is to conduct research and advocate on the above issues to strive
for safe air across all sectors of the community. Clean air is crucial to supporting good
health. Even in a country like Australia that has relatively clean air, we suffer from episodes
of elevated air pollution exacerbated by naturally occurring bushfires and prescribed burning,
both of which can lead to particulate matter (PM) levels many times higher than the national
guidelines.

In 2021, the World Health Organization (WHO) issued revised air quality guidelines in light of
mounting evidence indicating there is no apparent threshold for health effects from exposure
to PM (WHO 2021). WHO guidelines for nitrogen dioxide (NO2) have also been revised
downwards as evidence increases of adverse health impacts at lower levels than previously
thought. While the National Environment Protection Measure (NEPM) air quality standards
are more robust than many other countries, Australian guidelines for PM are now at higher
levels than those set by the WHO.

Air pollution, health and climate change

Air pollution is the single greatest environmental threat to human health and wellbeing
(Landrigan et al. 2018). In 2018, particulate matter (PM) air pollution was responsible for
more than 3,200 deaths (1.3% of the total burden of disease in Australia). PM attributed to
human activities is estimated to cause 2,616 premature deaths per year in Australia at an
annual average cost of $6.2 billion (Hanigan et al. 2020). These estimates are likely to be
conservative as they do not include other important air pollutants that are detrimental to
health.
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The health impacts associated with air pollution are expected to increase as the climate gets
hotter and extreme weather events become more common (Vardoulakis et al. 2020; Yu et al.
2020). The estimated 417 deaths attributed to smoke from the Black Summer bushfires
foreshadows worsening air quality in a rapidly heating climate (Borchers Arriagada et al.
2020). Increased heat is also likely to increase the concentration of aeroallergens (Anenberg
et al. 2020), PM air pollution and heat stress episodes. As such, the rapid decarbonisation
and electrification of Australia’s economy has considerable co-benefits for air quality and
health (Dennekamp & Carey 2010). The National Climate and Health Strategy needs to
include a plan to minimise the health impacts and disruption caused by climate change,
while maximising the co-benefits of decarbonisation and electrification.

The Strategy

Given the Centre’s remit, our response to the Strategy is provided in the context of our core
focus on clean air. In principle, the Centre supports much of the Strategy content. The
Strategy rightly attempts to tackle issues related to the health sector as an energy user and
greenhouse gas emissions contributor, as well as the broader need for the health sector to
advocate for and engage on programs which relate to public health protection from the
effects of climate change. However, each of these require very different solutions, policies,
programs and actions. The Centre feels that the Strategy, in draft form, omits important
detail from both of these domains.

The Centre suggests that there is a place for two strategies or two major sections to the
Strategy to reflect the two functional domains: 1) one for reducing carbon emissions within
the health and medical sector; and 2) to address broader population health issues arising
from climate change and the need for mitigation and adaptation actions within a whole-of-
government or “One Health/Planetary Health” context.

Within each of these two broad domains, consideration to mitigation and adaptation is
crucial. However, in the current Strategy, the mitigation section only deals with mitigation of
emissions within the clinical health sector and does not address the need for public health
contribution to intersectoral discussion of mitigation measures more broadly or on specific
issues. As the examples below illustrate, a health lens is needed (but has largely been
absent) in policy deliberation regarding the health impacts of emerging technologies, fuels
and the associated transitions to these technologies. The National Climate and Health
Strategy needs to ensure health and wellbeing is a constitutive feature of the net zero
transition, in collaboration with the Net Zero Authority.

Comments regarding the health sector as a major energy user

The Centre supports the need for public and commercial health sector providers, as major
energy users, to take an active role in developing and enacting policy to cut non-renewable
energy use, leading to subsequent emissions reductions. However, we feel that the Strategy
only goes part way to documenting the status in terms of actions and programs currently in
place for climate change mitigation and adaptation within the health sector. Documenting the
current status will enable us to more clearly determine where the health sector can make
improvements.

The Centre recommends that the Strategy include more detail with respect to targets. For
instance, it is unclear whether the Australian government’s target for greenhouse gas
emissions applies across all sectors, or whether the health sector should strive for an
improved emissions target. The feasibility of meeting improved targets and a timetable for
achievement also needs to be addressed and presented. For instance, are there quick gains
that can be made in the health sector in the short term? It is acknowledged that the
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document has been prepared to elicit discussion and input, however, it feels more like a
checklist of issues rather than a fulsome exploration and documentation of objectives,
targets and actions. As such, some of the objectives are too high-level to provide meaningful
input.

Health as a contributor to an intersectoral approach to tackling climate change

The National Climate and Health Strategy needs to embed ‘health’ into climate change
mitigation and adaptation policy. To date, government environmental agencies, NGOs and
private industry have taken a lead role in managing the transition to renewable energy, but
much of this has been in the absence of input from ‘health’ departments and other agencies.
The exception to this is action on direct climate change related human health issues such as
increased heat stress days, adverse air pollution episodes or addressing vector-borne
disease outbreaks. The Strategy is an opportunity to redress this gap.

The Centre also notes the need for ‘health’ departments/agencies to take part in cross
government approaches when considering the ‘healthiness’ of various energy technologies
or transitions. For example, health should be a crucial lens in policy formation regarding the
transition from one fuel to another, to ensure that the transition will be a healthier
proposition, not only for the environment but also for human health. Examples of energy
transitions that require greater health impact assessment and modelling include:

e The use of biofuels or new fuels where there has only been scant study of potential
toxicity.

e The misguided increased use of wood for domestic heating (Johnston et al. 2021).

¢ Energy from waste processing (Cole-Hunter et al. 2019; Cole-Hunter et al. 2020).

As these types of energy transition issues are not addressed in the Strategy there is no
proposed mechanism for ‘health’ input into wider policy deliberation on such issues. The
omission of ‘health’ considerations may have substantial implications for public health as the
energy transition progresses and we may miss opportunities to maximise health outcomes
relating to energy policies. Having a strong public health input into intersectoral government
policy on energy transitions is crucial to ensuring protection of health without compromising
gains in emissions reductions.

Overall comments on the strategy

e At several points throughout the Strategy text, there is reference to the Climate Change
Act (2022) and Australia’s commitment to reducing national emissions by 43% below
2005 levels by 2030. The Strategy needs to include a clear discussion as to whether this
is suitable for the healthcare sector, or whether more stringent targets could be set.

¢ Where the document quotes overseas literature, this should be made clear within the
document eg “Overseas/international.... research indicates that....”. This is important
because not all actions or successes from an international setting are relevant to our
local Australian context.

Introduction

1. How could these objectives be improved to better support the vision of the Strategy?

The objectives are very broad, high level and have no specified targets or pathways. For
example, by how much should the health sector aim to reduce emissions and by when?
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Should the targets be consistent with the national government’s target or should the health
sector move beyond and set a more stringent target? Should consideration be given to
factors contributing to but outside the health sector? As stated above, some discussion of
the feasibility of moving towards more stringent targets could be included, for example, the
Climate and Health Alliance’s (CAHA) position for a 75% greenhouse gas emission
reduction below 2005 levels by 2030 and net zero emissions by 2035 for all sectors,
including for healthcare.

The Centre supports ambitious reduction targets to stimulate further research, technology
development and action to drive emissions down. Providing a matrix of targets, timelines,
feasibility and risk would help inform further input to the Strategy.

2. How could these principles be improved to better inform the objectives of the
Strategy?

The Centre supports all of the principles listed: of having First Nations knowledge and
experience central to decision making; encouraging a health equity approach; taking a
public health perspective; and having a One Health perspective; being evidence based;
and supporting a cross-sectoral approach.

As overall guiding principles to the objectives they appear sound.

3. Which of the various types of greenhouse gas emissions discussed above should be
in scope of the Strategy’s emission reduction efforts?

All types of greenhouse gas emissions need to be in scope for this Strategy, as the health
care sector either contributes to or can influence all three types. Direct emissions from
health services (Scope 1) are most easily identified, quantified and therefore reduced.
Some Scope 2 emissions can be influenced, for example, sourcing power for health care
facilities from renewable sources. Scope 3 emissions may include goods bought and used
by or at each health care site, for example, medical supplies, food and catering supplies
and services, and cleaning and disinfection supplies.

It is unclear if the Australian government’s commitment to overall carbon emissions
reductions relate to health sector emissions. Should the health sector adopt a stricter
target, considering its hefty contribution?

4. What existing First Nations policies, initiatives, expertise, knowledge and practices
should the Strategy align with or draw upon to address climate change and protect
First Nations country, culture and wellbeing?

The Centre is not best placed to comment on First Nations policies but supports full
engagement by First Nations people across all forms of policy and project consultation.

5. What types of governance forums should be utilised to facilitate co-design of the
Strategy with First Nations people to ensure First Nations voices, decision-making and
leadership are embedded in the Strategy?

While co-design mechanisms embedding First Nations voices need to be led by First
Nations people, including Indigenous health practitioners will enable greater engagement
and communication with First Nations people, for the purpose of determining how the
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Strategy can support their health needs, tailor mitigation and adaptation activities, and
support community based and driven initiatives.

Proposed Objective 1: Measurement

6. Beyond the schemes already noted above, is your organisation involved in any
existing or planned initiatives to measure and report on health system emissions
and/or energy use in Australia?

N/A

7. What additional data and information is required to support targeted emissions
reduction efforts within health and aged care?

Moving towards decarbonisation of the health care sector is critical, and current national
level schemes as outlined in the strategy need to have a health specific focus. However,
the strategy is lacking detail on current initiatives underway, existing data on emissions, or
in setting targets. Clear identification of health care sector emissions that fall under each
scope are needed, so these can be tracked and reduced. Scope 2 emissions from the
health system need to be clearly identified, recognising they are currently significant and
not well identified.

Additionally, pages 11-12 the Strategy discusses national schemes that report on
organisation-level emissions measurement and reporting but does not state where the
various reporting mechanisms are relevant to the health sector or whether reliable data
can be obtained from those schemes.

Similarly, on page 12 (last paragraph) the Strategy requires much more detail to guide the
process of emissions reductions within health. Processes undertaken and corresponding
energy uses within the health sector should be listed so that targets can be set or at least
data identified or collected if not currently available. It is unclear as to whether there is
data already available which can be analysed to inform more detailed analysis of the
health sector.

Proposed Objective 2: Mitigation

8. What do you think of these proposed focus areas for emissions reduction? Should
anything else be included?

The Mitigation section of the Strategy is focussed on ways in which the health sector can
reduce greenhouse gas emissions to help mitigate climate change. The focus areas are
important. However, there are mitigation actions beyond the health care sector that the
health sector can also advocate for more broadly across government for population health
gain. These may include, for example, improved public and active transport options,
improved access to local food supplies and improved air quality by reducing wood heater
emissions.

9. Which specific action areas should be considered relating to the built environment
and facilities (including energy and water), over and above any existing policies or
initiatives in this area?
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Targets should be set for all health care facilities (both existing individual facilities and
more broadly across the sector) for emissions reductions, reducing/eliminating the use of
gas (CAR 2022), moving towards electrification, and to optimise the use of renewable
energies.

Further, national policies should be set to guide development and construction of hew
healthcare facilities so that they meet net-zero emissions, or as a minimum, include
timelines for achieving net-zero emissions.

This section could also consider: siting of hospitals and health care buildings to ensure
they have easy access to public transport; they are designed using passive solar/energy
design principles to lower heating and cooling costs; and renewable energy is considered
for lighting as well as heating and cooling (Action 2.1.2.1). For example, can PVC solar
panels be installed on health care building rooftops, or can heat pump hot water unit
systems be adapted for large scale use? Can recycled water be used for garden and
ground maintenance? Innovative engineering designs need to be developed whilst at the
same time ensuring infection control procedures are not compromised.

Controlling infectious diseases is paramount and the COVID pandemic has starkly
reminded us that indoor air quality and appropriate ventilation is crucial for all buildings,
and especially so in healthcare settings. Juggling the need for well-engineered ventilation
and maintaining energy efficiency will be key to new building design. The strategy needs
to include actions to address this need.

10. Which specific action areas should be considered relating to travel and transport,
over and above any existing policies or initiatives in this area?

The Centre for Safe Air agrees that Australia’s fuel quality standards should be tightened
in the interim of phasing out internal combustion engine vehicles (please see the previous
CAR submission to government on this issue) (Zosky et al. 2022). However, it also feels
that the strategy should focus on setting targets and timelines for a total conversion to EV
or hybrid vehicle use, at least within health care settings and by health care providers.
Specifications for engaging contractors/suppliers for any goods should favour companies
that use EVs and have other energy saving and emissions reductions programs in place.

The health sector should encourage and support wider government policies that advocate
for uptake of EV and hybrid vehicles as well as cleaner fuel to be used in all sectors.
Research to phase out diesel use across all vehicle types needs to be advocated for and
prioritised across government, including the public health sector. For example, each
health care setting should provide EV charging facilities.

Given the clear co-benefits, advocating for active transport options needs to be included in
this area. For example, instructions detailing public transport access could be provided
automatically to each patient/visitor, and end of trip facilities for bicycle users to be
accessible for facility staff and visitors..

11. Which specific action areas should be considered relating to supply chain, over and
above any existing policies or initiatives in this area?

The Strategy would benefit from a greater focus on food procurement, food transport and
food waste, all of which are important with respect to emissions reductions.
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12. Which specific action areas should be considered relating to medicines and gases,
over and above any existing policies or initiatives in this area?

The Centre is supportive of the inclusion of medicines and gases in emission reduction
efforts in the healthcare system.

Regarding Actions 2.4.1 and 2.4.2, the Centre recommends setting appropriate targets for
desflurane emission reductions leakage of piped nitrous oxide.

The Centre also recommends a specific target for phasing out natural gas from clinical
settings. Besides its climate impacts, health impact assessments have identified indoor
natural gas devices as posing a health risk (Lebel et al. 2022).

13. Which specific action areas should be considered relating to waste, over and above
any existing policies or initiatives in this area?

Disposal of clinically contaminated waste needs to be considered. High temperature
incineration and other ‘energy from waste’ process facilities are known to release
increased particulate and carbon emissions per unit of waste combusted than other
incineration/processing, but this can be necessary for the reduction of toxic compounds
(Cole-Hunter et al. 2019; Cole-Hunter et al. 2020). On the one hand, toxic compounds in
emissions are lower while on the other hand greenhouse gas emissions are increased
with these processes. Further, energy from waste facilities require large amounts of waste
as feedstock due to their 24 hour operation, with some overseas plants needing to import
waste from neighbouring countries to run efficiently. The Strategy should consider whether
other forms of clinical waste, as well as municipal waste processing, are feasible, and
include Health in cross-agency discussion.

Optimum consumption of food, aiming for zero waste in line with sustainability of food
production, should be prioritised by the health care sector. There is much embedded
energy in food production and transport. Reducing food waste is one method of
minimising energy use. There are a number of actions that can support this including
looking closely at food supply chains and the sustainability measures food companies
use/support. Consideration for leftover food to be donated could also be included in the
Strategy.

14. Which specific action areas should be considered relating to prevention and
optimising models of care, over and above any existing policies or initiatives in this
area?

N/A to the Centre’s remit.

15. What can be done to involve private providers within the health system in the
Strategy's emissions reduction efforts?

N/A to the Centre’s remit.

16. Where should the Strategy prioritise its emissions reduction efforts?
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a. How should the Strategy strike a balance between prioritising emissions
reduction areas over which the health system has the most direct control and
prioritising the areas where emissions are highest, even if it is harder to reduce
emissions in these areas?

b. Which of the six sources of emissions discussed above (on pages 13 to 18 of
the Consultation Paper) are the highest priorities for action?

There is insufficient information provided in the Strategy to adequately respond to this
gquestion. A matrix should be prepared outlining those emissions reduction efforts that are
simplest for the health sector to address, even if the reductions are lowest, as well as
efforts where the greatest reductions can be made even if actions will be slowest. The
matrix should include all actions in between these two extremes, along with the likelihood
and resources needed for implementation along with specific actions needed to implement
each effort. Such a matrix can then be used to inform a timetable of action and
implementation. With this effort we are likely to see various specific actions across all
sources of emissions that can be prioritised.

Focus could be made on sources which have multiple co-benefits. For example,
prioritising active transport reduces emissions, reduces necessary transport infrastructure,
and increases physical activity which benefits health.

17. What 'quick wins' in relation to emissions reduction should be prioritised for delivery in
the twelve months following publication of the Strategy?

The strategy needs to provide more detail or be supported with a separate action plan in
order to be able to properly respond to this question. Actions that cover more than one
focus area should be prioritised.
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Proposed Objective 3: Adaptation

18. What health impacts, risks and vulnerabilities should be prioritised for adaptation
action through the Strategy? What process or methodology should be adopted to
prioritise impacts, risks and vulnerabilities for adaptation action?

The concern with adaptation is that the most vulnerable in the community including First
Nations people, the young and the elderly as well as those from lower income groups, will
be the least prepared and/or have the least capacity to “adapt’ to climate change impacts
eg provide heating and cooling for their home, purchase appropriate medications needed;
purchase healthier foods etc. Actions for adaptation needs to be prioritised for these
groups, so as to not widen inequity gaps.

Given that climate change is expected to increase the frequency and intensity of bushfire
and heat stress events, more effective community education on the potential for protective
measures from the effects of air pollution and heat is needed, as recommended in the
Royal Commission into National Natural Disaster Arrangements. The Black Summer
bushfires of 2019-2020 resulted in an increase in hospitalisations across eastern Australia
(Borchers Arriagada et al. 2020) corresponding to unprecedented health costs associated
with smoke related PM pollution (Johnston et al. 2020). Previous evidence has shown that
bushfire smoke affecting Sydney was associated with increased ED attendances for non-
trauma conditions, respiratory conditions, asthma, COPD and ischaemic heart disease
(Johnston et al. 2014) and a systematic review of smoke related PM from prescribed
burns and other natural bushfire events has found this exposure is associated with
increased asthma hospitalisations and emergency department visits (Borchers Arriagada
et al. 2019). Multiple studies have shown the negative impact of extreme heat on mortality
and morbidity (Campbell et al. 2018).

Since the Black Summer bushfires, public awareness of the health impacts of exposure to
air pollution has increased. However, researchers and expert panel members at a CAR
organised workshop on the policy implications for protecting public health from smoke
episodes recommended that messaging during prolonged smoke events needs to be
improved, and more critically, that further research on the long term effects of medium to
long term exposure to smoke is required (Cowie et al. 2021). Additionally, the workshop
discussion documented that certain protective actions that were suggested during the
Black Summer bushfires, such as the use of air filtration units and air conditioning to
improve indoor air quality, had at the time, only little evidence of their efficacy in such a
prolonged event. The recommendation made by same agencies, to use masks as a
personal protective measure, was also supported by scant and inconsistent evidence.

It was clear that the community was most concerned over the health effects associated
with different timeframes of exposure (eg short, medium, long-term), and the health
impacts on vulnerable groups such as pregnant women, the elderly and the young
(Jalaludin et al. 2020; Cowie et al. 2021). They also felt ill-equipped to take protective
actions to minimise exposure and risk.

Therefore, it is vital that further research using intervention efficacy studies (eg filtration
units, masks, building ventilation) be conducted in these areas to support adaptation
strategies (Cowie et al. 2021). Clarity of advice to the public is also vital. A particular area
of concern was the lack of coordinated advice and action for workers in outdoor settings,
with the workshop discussion concluding that much more streamlined advice was needed.
As a result, the Centre is of the opinion that the strategy should be enhanced to include
and address these issues.
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Ensuring better built social housing, aged care facilities and child-care facilities as well as
schools, that are designed with passive energy features and designed to withstand the
heat and cold while simultaneously reducing carbon emissions, is paramount. Building
standards need to be strengthened to exclude designs that will result in increased energy
needs for heating and cooling eg building homes with no eaves or with large glazed areas
that are inadequately protected in summer, or homes with no insulation, or homes that are
reliant on additional heating and cooling for comfort. This is especially crucial for social
housing where the occupants are likely to have the least capacity to make changes to
their immediate environment to improve comfort, and the least likely to afford ongoing
costs for energy purchase. The Strategy should support strengthening of the building
standards, including for commercial buildings, and engagement with the building and
design industry to ensure that energy efficient building becomes the norm rather than
aspirational. Commercial buildings must be designed with energy efficiency in mind and
partnerships between the health care industry and peak organisations such as the Green
Building Council of Australia should be fostered.

19. Should the Australian government develop a National Health Vulnerability and
Adaptation Assessment and National Health Adaptation Plan? If yes:

a. What are the key considerations in developing a methodology?

b. How should their development draw on work already undertaken, for example
at the state and territory level, or internationally?

c. What are the key areas where a national approach will support
local/jurisdictional vulnerability assessment and adaptation planning?

The government should develop a National Health Vulnerability and Adaptation
Assessment and National Health Adaptation Plan to map out those areas and populations
of greatest vulnerability and to plan for resources and mitigation measures that are
protective of the greatest population affected as well as the most vulnerable
populations/communities. Additional adaptation and mitigation measures and or subsidies
to enable action are likely to be required for low-income and remote populations living in
areas expected to be most impacted.

Drawing on local knowledge will be imperative to the success of developing a national
adaptation assessment. For example, local government holds a key understanding of the
specific needs and vulnerabilities of its community. Developing the plan with the
engagement of local governments or local government representatives is vital.

Many local governments already have existing climate action plans, that have been
developed with and meet the needs of communities. However, funding to implement these
plans is less likely to be made available. A grant scheme to assist local councils to
implement health-specific strategies within existing climate plans could be a useful
measure.

20. Would there be value in the Australian government promoting a nationally consistent
approach to vulnerability assessment and adaptation planning for the health system
specifically, for instance by issuing guidance and associated implementation support
tools for states, territories and local health systems? If yes, what topics should be
covered to promote a nationally consistent approach? What examples of existing
guidance (either from states/territories or internationally) should be drawn from?
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The Centre supports a nationally consistent approach to vulnerability assessment and
adaptation planning as well as nationally consistent guidance and tools for states,
territories and local health systems. However, additional funding would be needed to
implement this approach, as health systems are already overstretched and resource poor.

Given substantial regional differences in threats, vulnerabilities and capacity to respond, a
national approach needs to be flexible and non-prescriptive in nature. Evidence of
success from existing approaches internationally needs to be assessed to determine if this
is a feasible approach for Australia.

21. What immediate high-priority health system adaptation actions are required in the next
12 to 24 months?

e Evidence for guidance towards surge capacity planning in health care facilities for
extreme heat events.

e Advocacy of climate change as a health emergency, rather than an environmental
emergency.
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Proposed Objective 4: Health in All Policies

22. What are the key areas in which a Health in All Policies approach might assist in
addressing the health and wellbeing impacts of climate change and reducing
emissions?

The Centre strongly endorses a Health in All Policies approach and the Strategy
document has listed three important areas of transport policy; food, agriculture and trade
policy; and housing policy. We suggest these be expanded to include:

an expanded transport policy to include active and passive transport;

an expanded housing policy to include land use policy to also cover commercial
and industrial land use;

urban design policy to encompass aspects the many aspects of urban design that
impact on human health such as congestion; liveability; green space; access to
services; connectedness;

waste/resource generation and processing and the circular economy;
safeguarding and improving air quality;

emergency response.

We have provided examples above in our response to question 1) where a whole of
government approach when considering energy transitions actions and technologies
would benefit public health. While we want to ensure that the energy transition to
renewables occurs as fast as possible, we need to be mindful of any inadvertent impacts
on health where, for instance, the introduction of combustible fuels may be less safe than
the current fuels used. Current government policy development for specific energy sectors
is fragmented and it is clear that health agencies are often not consulted, and so potential
health concerns are overlooked.

With respect to air quality, we have previously indicated that action to reduce the burden
of disease arising from air pollution exposure is hampered due to inconsistency in
approaches taken by the various agencies responsible for air quality regulation,
monitoring, enforcement and health protection (Abramson et al. 9 December 2022).

The national government’s new Australian Centre for Disease Control (ACDC) is a major
opportunity to advocate for health in all policies in a holistic and integrated manner.

23. What are the most effective ways to facilitate collaboration and partnerships between
stakeholders to maximise the synergies between climate policy and public health
policy? What are some successful examples of collaboration in this area?

Implementing ‘Climate in all’ policies alongside ‘Health in all’ policies may be an effective
method to amalgamate and synergise these areas. Specifically, identifying sectors and
policies that have co-benefits to both areas will maximise limited resources.
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Enablers

24. How could these enablers be improved to better inform the objectives of the Strategy?
Should any enablers be added or removed?

The Centre recommends all these enablers remain in the Strategy. A further enabler may
be the principle of prioritising the needs of the most vulnerable to reduce established
inequities.

25. For each of these enablers:
a. What is currently working well?
b. What actions should the Strategy consider to support delivery?

a. The Strategy as it stands does not contain enough information to assess what is
working well and what is not working well.

b. The Strategy needs to be adequately resourced to support implementation and
delivery, and needs to contain realistic yet urgent timeframes for delivery.

Thank you for taking the time to complete this survey — your feedback is
greatly appreciated!

Please submit this form in Word format to
Health.Climate.Consultation@health.gov.au.
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