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Abstract

Given that the health-related impacts of climate change in Latin America disproportionately affect the 

most marginalized sections of the population, there is a need to enhance countries’ adaptive capacity 

through improved health systems. Though public health institutions have delineated guidelines to 

enhance health care systems’ preparedness for climate change, embedding a human rights perspective in 

their translation into laws and policies further adds important value. Crucially, a rights-based approach 

strengthens health responses to climate change by calling attention to how climate law and policy fail 

to account for persistent and interlocking socioeconomic inequalities. This is an area that has not been 

fully present in the provision of health services in Latin America, which rely almost exclusively on a 

conventional epidemiological perspective and do not consider the historical and sociocultural nature of 

health challenges. Hence, this paper draws on two case studies—Brazil and Colombia—to identify the 

extent to which their national climate change laws and adaptation plans incorporate a human rights-

based approach in their tasks to enhance their adaptive capacity through the expansion of affordable 

and quality health care. With respect to the countries’ laws, the absence of explicit references to the 

right to health exemplifies the fragmentation between the international human rights framework and 

international climate change law. Further, both countries’ adaptation plans hold considerable room for 

improving their engagement with the human rights framework, particularly by establishing mechanisms 

to promote transparency, monitoring, and the participation of marginalized groups.
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Introduction

The impacts of climate change on health have al-
ready manifested in the Latin American region. 
Concerningly, an abundance of scientific evidence 
has revealed how climate change is exacerbating 
disease and pest transmission while also increas-
ing morbidity, mortality, and disabilities due to 
extreme weather events.1 The Office of the United 
Nations High Commissioner for Human Rights has 
documented these climate-related effects as threats 
to the realization of the right to health.2

The highly uneven access to and quality of 
health care in Latin America further aggravates 
such risks.3 Public health researchers have shown 
that persons living in poverty and members of 
minority groups often lack access to quality health 
care—which denies them the opportunity to pre-
vent, treat, cure, and rehabilitate climate-related 
health conditions.4

Health care systems are thus key determi-
nants of countries’ capacity to adapt to climate 
change.5 In that vein, states have the obligation to 
take measures to develop sustainable and resilient 
health care systems and infrastructure to ensure 
climate-resilient populations, thereby fulfilling 
their minimum core obligations with regard to the 
right to health.6

Even though the United Nations human rights 
system has called for integrating a human rights-
based approach (HRBA) into climate adaptation, 
which includes health-related policies, the technical 
guidelines for the elaboration of national adapta-
tion plans (NAPs)—the primary instruments for 
vulnerability reduction under the United Nations 
Framework Convention on Climate Change (UN-
FCCC)—have not reflected this approach.7 The 
health dimension of NAPs (H-NAPs) has been 
informed primarily by a public health approach to 
climate change.8

While an HRBA shares several commonalities 
with good public health practice, it adds further 
value due to its foundation in international law, 
which supplies legitimacy (given that countries 
have agreed to abide by these laws), imposes legal 
obligations and mechanisms of accountability, 
and ensures coherence across sectoral policies.9 

Moreover, human rights principles and standards 
draw attention to how climate law and policy fail 
to account for persistent and interlocking socio-
economic inequalities. This is an area that has been 
lacking in the provision of health services in Latin 
America, which rely almost exclusively on a con-
ventional epidemiological perspective and do not 
take into consideration the historical and sociocul-
tural nature of health challenges.10

Hence, as the adoption of national climate 
change laws and NAPs has come to be the pri-
mary proxy for assessing countries’ progress in 
adaptation (for example, in indicator 13.2.1 of the 
Sustainable Development Goals and indicator 2.1.1 
of the 2020 Lancet Countdown report), examining 
the extent to which these laws and plans incorpo-
rate an HRBA to health yields useful learnings.11 
Significantly, such a review adds an analytical layer 
to these indicators by shedding light on the extent 
to which they capture how socioeconomic inequal-
ities play out in climate adaptation in the health 
sector.

This paper provides the first review in the lit-
erature of the intersection between human rights, 
climate change adaptation, and health care for 
NAPs. It observes Brazil and Colombia as two case 
studies to identify the extent to which their nation-
al climate change laws and H-NAPs incorporate an 
HRBA in their tasks to enhance their adaptation 
capacity through the expansion of affordable and 
quality health care. More specifically, the study 
asks the following overarching question: Do these 
climate laws and national adaptation plans take a 
rights-based approach to expanding affordable and 
quality health care access, particularly for the most 
vulnerable persons and groups?

This review purposively studies Brazil and Co-
lombia because they are the only two countries in 
Latin America that (1) have legally recognized the 
right to health (by agreeing to abide by the Interna-
tional Covenant on Economic, Social and Cultural 
Rights and the Protocol of San Salvador); (2) have 
enacted national climate laws; (3) have submitted 
their NAPs to the UNFCCC NAP Central; and (4) 
are experiencing the highest vulnerability across 
the Lancet Countdown’s indicators pertaining to 
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the impacts of heat, extreme weather events, and 
climate-sensitive infectious diseases on health (in-
dicators 1.1, 1.2, and 1.3, respectively).12 It argues that 
both countries still have room to improve how they 
embed an HRBA into their national climate change 
laws and NAPs. This is not a minor issue. Given 
Brazil’s and Colombia’s socioeconomic inequali-
ties, guiding adaptation efforts toward addressing 
persistent exclusion in health care and health care 
policy is a crucial step to avoid further human 
suffering and losses. An HRBA must therefore be 
explicitly invoked, starting with planning tools.

This paper begins with a brief overview of the 
relationship between climate change and health 
in Brazil and Colombia. It then presents the the-
oretical background in which an HRBA to health 
and public health approaches to climate change 
are brought into interaction. Next, it describes the 
review’s comparative methodology, followed by a 
discussion of the findings. Finally, the conclusion 
comments on future avenues for research.

Health and climate change in Brazil and 
Colombia

The Intergovernmental Panel on Climate Change 
has documented variations in the climatic patterns 
of Brazil and Colombia, along with their effects on 
human health.13 While both countries exhibit high 
health vulnerability to climate change, and their 
projected climate scenarios indicate an increased 
frequency and intensity of extreme weather events, 
unequal access to health care services continues 
to be a major determinant of the health outcomes 
of minority groups and persons living in poverty, 
which is concerning.14

Over the last half of the 20th century, South-
ern Brazil has witnessed an increase of 0.6°C per 
decade in mean annual air temperature, as well 
as an increased frequency of heavy rainfall.15 
Meanwhile, dryness has increased in North and 
Northeast Brazil.16 During the 1990s, changes in 
land development and regional climate contributed 
to a resurgence of malaria in the Amazon region.17 
Further, increases in hospital admissions due to 
diarrhea were associated with climatic variations.18

Disparities in health care access and qual-
ity within the country are worrying. Brazil’s 
Amazonian North has 1.1 medical doctors per 1,000 
inhabitants, compared to 2.8 per 1,000 in the richer 
Southeast.19

Even though recent decades have witnessed 
progress in neglected diseases’ control and elimina-
tion due to increased policy attention and funding, 
this progress has been limited for remote popula-
tions located far from power centers.20 Children’s 
health care has also remained unequal. While Am-
azonas’ population exceeds Brasília’s by almost one 
million inhabitants, it has only 344 pediatricians 
compared to the federal capital’s 1,347.21 Further-
more, this state’s remote rural settlements are less 
likely to have primary health care providers.22

According to Colombia’s latest national com-
munication to the UNFCCC, almost half of the 
country’s territory is at high or very high risk of 
experiencing climate change impacts.23 From 1959 
to 2005, the Colombian Andes experienced a 1°C 
increase in air temperature.24 In 1995, outbreaks 
of leptospirosis were associated with La Niña and 
El Niño phenomena—weather oscillations that 
climate change has intensified.25 More recently, in 
2010–2012, floods caused hundreds of deaths and 
displaced thousands.26 Furthermore, the number 
of malaria cases has increased during the last five 
decades alongside increasing air temperatures.27

A view of Colombia’s health care profile puts 
into perspective the country’s capacity to address 
emerging climate-related health effects. Although 
the country introduced social welfare reforms 
aimed at expanding universal health coverage in 
the 1990s, the availability of health services is still 
limited for 29% of its population.28 The number 
of nurses per 1,000 people and psychiatrists per 
100,000 people remains below the Latin American 
average, and there is a large disparity between 
the lowest and highest income quintiles in ac-
cessing prenatal care.29 Moreover, while there is 
limited research on health disparities along racial 
and ethnic lines, a few studies in Colombia consis-
tently indicate a higher risk of stunting and wasting 
among children who self-identify as Indigenous or 
Afro-descendant.30
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In conclusion, Brazil and Colombia both face 
serious and growing impacts on health, particular-
ly among marginalized peoples and communities, 
due to climate change. At the same time, both 
countries currently have inadequate and unequal 
health care systems to meet present health needs.

The right to health and climate adaptation

In the context of the UNFCCC, in 2010, parties to 
the convention agreed to design national NAPs with 
the primary objective of reducing vulnerability to 
current effects and future climate change-related 
risks.31 Since then, the World Health Organization 
(WHO) has issued three guidelines to assist in 
the development of the health component of such 
plans—namely, Guidance to Protect Health from 
Climate Change through Health Adaptation Plan-
ning (2014), Operational Framework for Building 
Climate Resilient Health Systems (2015), and, more 
recently, Quality Criteria for Health National Adap-
tation Plans (2021).32 Though such documents help 
strengthen national health care systems and are 
comprehensive from a conventional public health 
perspective, including health care services, they fail 
to fully embrace an HRBA.33

Hence, a necessary point of departure for the 
present review is the significance of the human 
rights framework. Public health practitioners may 
wonder what the added value of human rights is for 
increasing countries’ adaptive capacity in health 
care. Drawing critical insights from recent Latin 
American perspectives on health sociology, this 
paper argues that even when both the human rights 
and the public health frameworks overlap in sig-
nificant respects, there remain areas in which the 
former complements the latter.34 Before elaborating 
on such a contention, this section offers a brief 
overview of the distinctive aspects of an HRBA to 
health.

What does a rights-based approach dictate in 
relation to health systems and health care provi-
sion? Although there is no universally agreed-upon 
definition of an HRBA to health, analysis of 
scholarship on the subject and guidance issued by 
WHO and the Office of the United Nations High 

Commissioner for Human Rights sheds light on 
the minimal conceptual and operational attri-
butes of such an approach.35 These attributes are 
(1) equality and nondiscrimination; (2) availability, 
accessibility, acceptability, and quality (AAAQ); (3) 
participation; (4) transparency; and (5) monitoring 
and accountability.36

The United Nations Committee on Economic, 
Social and Cultural Rights clarifies the content 
of these features in its General Comment 14. The 
equality and nondiscrimination element confers 
upon states the legal obligation to ensure that health 
care systems are accessible to all, particularly to 
disadvantaged individuals and communities.37 The 
AAAQ framework calls for the functioning of health 
care facilities with respect to goods and services 
that are available in sufficient quantity; accessi-
ble physically, geographically, and economically; 
culturally appropriate; gender sensitive; medically 
ethical; and of good quality.38 With regard to partic-
ipation and transparency, states have an obligation 
to ensure the informed and active involvement of 
all relevant rights-holders—especially those living 
in vulnerable circumstances—and their access to 
health information. Finally, accountability includes 
the monitoring of conduct, performance, and out-
comes.39 This means having effective mechanisms 
to provide individuals and communities with a 
clear understanding of who bears responsibility 
toward health care provision and how they carry 
out their duties.40 Also, monitoring should include 
indicators and benchmarks that can be used to as-
sess progress.41

An HRBA to health and a public health ap-
proach to climate change overlap in significant 
ways. The former’s attribute of availability, eco-
nomic accessibility (affordability), and quality 
resonates with the concept of “effectiveness” in the 
health literature.42 Also, the monitoring and ac-
countability aspect has been promoted by some of 
the WHO guidelines on health systems and climate 
change.43 However, given that an HRBA focuses 
on the most vulnerable sections of the population, 
its attributes of equality and nondiscrimination, 
acceptability, participation, and transparency com-
pel policy attention toward pervasive exclusionary 



t. viveros-uehara / health rights and the urgency of the climate crisis, 139-151

   D E C E M B E R  2 0 2 1    V O L U M E  2 3    N U M B E R  2   Health and Human Rights Journal 143

practices that affect people’s health outcomes.44 In 
other words, unlike the public health approach, an 
HRBA requires an analysis of the extent to which 
socioeconomic inequalities are taken into account 
in climate law and policy in order to redress dis-
criminatory practices and unjust distributions of 
power.45 This adds significant value to the organiza-
tion and administration of health services in Latin 
America, which rely almost exclusively on a con-
ventional epidemiological perspective and do not 
take into account the historical and sociocultural 
nature of health challenges.46

Furthermore, while public health approaches 
to climate change also commend equal access to 
quality health care as a determinant of countries’ 
adaptive capacity, the operationalization of such a 
view remains at the margins of current assessments 
of NAPs.47 For example, WHO’s review of health in 
NAPs and the insights provided by indicator 2.1.1 
of the Lancet Countdown on this subject do not 
look for discriminatory practices or the exclusion 
of the most marginalized communities in their 
assessments.48

In summary, the analytical layer that the 
HRBA adds to current assessments on public health 
responses to climate change makes a distinctive 
contribution. Particularly, given how Brazil’s and 
Colombia’s socioeconomic inequalities deeply affect 
their ability to cope with current climate-related 
health conditions, guiding adaptation efforts toward 
addressing persistent exclusion in health care and 
health care policy is a crucial step to avoid further 
human suffering and losses. An HRBA must there-
fore be explicitly invoked, starting with planning 
tools.49

Methodology

This paper applies a qualitative content analysis to 
identify whether Brazil’s and Colombia’s national 
climate change laws and H-NAPs incorporate an 
HRBA. More specifically, it uses a rubric of ques-
tions to derive the extent to which such laws and 
plans embrace the five minimal conceptual and 
operational attributes of an HRBA to health (as 
discussed in the previous section)—namely, equal-

ity and nondiscrimination, AAAQ, participation, 
transparency, and monitoring and accountability. 
Table 1 presents the questions applied to the analy-
sis for each of these attributes. The formulation of 
the rubric was informed by previous work assessing 
an HRBA to health policies and programs, partic-
ularly that of Sofia Gruskin and Laura Ferguson, as 
well as a subsequent methodological proposition of 
Laura Ferguson.50 The coding and data analysis was 
conducted using NVivo software.

The applied qualitative content analysis is 
constructive in epistemology; it seeks to be mean-
ingful when applied in specific contexts rather than 
being universally applicable.51 That is, even though 
the rubric of questions guides a systemic analysis of 
the attributes commonly considered to be part of 
an HRBA, it focuses more on description and does 
not provide generalizable findings.52

This study selected national climate change 
laws and NAPs as units of analysis, since they con-
stitute the immediate and overarching regulatory 
and planning instruments that direct how climate 
adaptation on health ought to be conducted. At the 
same time, as mentioned above, these instruments 
have become the measure by which indicator 13.2.1 
of the Sustainable Development Goals and indi-
cator 2.1.1 of the 2020 Lancet Countdown report 
assess countries’ adaptation progress and health 
risks related to climate change.53

Nonetheless, this paper’s methodological ap-
proach has some limitations. First, the study does 
not include the regulatory framework for health 
care or disaster risk prevention and management, 
which may also deal with climate-related challenges 
to health. Further, its scope does not stretch beyond 
the planning level. In other words, the implemen-
tation of Brazil’s and Colombia’s national climate 
change laws and adaptation plans falls outside the 
scope of this study.

The review

In December 2009, Brazil enacted Law No. 
12.187, establishing the National Climate Change 
Policy (Brazil-NCCP), which provided the foun-
dation for the country’s national adaptation plan 
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(Brazil-NAP).54 The Executive Group of the In-
ter-Ministerial Committee on Climate Change 
developed such a plan over three years (2013–2016) 
through a process that included contributions from 
thematic networks and public participation.55 Brazil 
submitted its NAP to the UNFCCC NAP Central 
in May 2016.56

Brazil-NAP entails one general and eleven 
sectoral strategies, one of which pertains specifi-
cally to health (Brazil-H-NAP). Brazil-H-NAP is 
relevant to Brazil’s health care services, given that 
it provides inputs for the definition of objectives, 
goals, and actions of the country’s Unified Health 
System management model.57

Colombia adopted Law 1.931 on Climate 
Change (Colombia-CCL) in July 2018, after a two-

year national consultation process convened by 
the Intersectoral Climate Change Commission.58 
This law sets the institutional and procedural ar-
rangements for the design, implementation, and 
evaluation of mitigation and adaptation measures; 
it also creates the Intersectoral Climate Change 
Commission. Strikingly, while Colombia-CCL in-
corporates several ministries into this commission, 
it does not include its Ministry of Health (article 4 
of the law). This is not a minor omission, consider-
ing that the commission is in charge of dictating 
the direction and content of climate change actions.

Colombia’s 2016 National Adaptation Plan 
(Colombia-NAP) constitutes the country’s over-
arching policy to reduce socioeconomic and 
environmental impacts from climate change.59 

Element State obligation Questions

Equality and nondiscrimination States have a legal obligation to ensure that 
health care services are accessible to all without 
discrimination, including those living in poverty, 
minorities, Indigenous peoples, women, children, 
people with disabilities, and other disadvantaged 
individuals and communities.

Do laws and plans recognize the significance of 
paying particular attention to climate-related health 
effects of the most vulnerable population groups?
What mechanisms do laws and plans establish to 
address discrimination in the provision of health care 
services dealing with climate-related health effects?

Availability, accessibility, 
acceptability, and quality

States must provide health care services that 
are available in sufficient quantity; physically, 
geographically, and economically accessible; 
culturally appropriate; gender sensitive; medically 
ethical; and of good quality.

Do laws and plans frame availability, accessibility, 
acceptability, and quality as essential elements of 
health care services dealing with climate-related 
health conditions?

Participation States have an obligation to establish institutional 
arrangements for the active and informed 
participation of all relevant rights-holders, including 
disadvantaged communities.

What actors do laws and plans identify as relevant to 
participate in activities pertaining to the provision 
of health care services dealing with climate-related 
health effects?
How do laws and plans ensure the participation of 
marginalized populations?

Transparency States have an obligation to ensure access to climate-
related health information, particularly among those 
living in vulnerable circumstances.

Do laws and plans describe or set mechanisms for 
making climate-related health information available 
to the public? 
How do laws and plans ensure that information is 
accessible for marginalized populations?

Monitoring and accountability States must monitor the realization of the right 
to health; they should include indicators and 
benchmarks. States should also put in place effective 
mechanisms to provide individuals and communities 
with a clear understanding of who bears the 
responsibility toward health care provision and how 
they carry out their duties. 

Do laws and plans describe or set mechanisms for 
monitoring and evaluating how health care services 
deal with climate-related health effects?
Do these mechanisms place a particular focus on 
vulnerable population groups, and does this include 
the use of disaggregated indicators?
Are accountability mechanisms in place to provide a 
clear understanding of who holds responsibility or to 
whom claimants can bring comments or complaints? 

Sources: P. Hunt and G. Backman, “Health systems and the right to the highest attainable standard of health,” Health and Human Rights Journal 
10/1 (2008); Committee on Economic, Social and Cultural Rights, General Comment No. 14, The Right to the Highest Attainable Standard of 
Health, UN Doc. E/C.12/2000/4 (2000).

Table 1. Questions to determine whether climate change laws and national adaptation plans 
incorporate a human rights-based approach to health
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The National Planning Department spearheaded 
its drafting based on the 2010–2014 and 2014–2018 
National Development Plans. Colombia-NAP was 
submitted to the UNFCCC NAP Central in Febru-
ary 2018.60

The remainder of this section offers a detailed 
look at the findings on the aforementioned regula-
tions. For clarity purposes, this paper organizes the 
analysis according to each HRBA element. Table 2 
outlines the reviewed laws and NAPs.

Equality and nondiscrimination
Brazil-NCCP does not explicitly refer to nondis-
crimination. However, it recognizes particular 
population needs according to their socioeconomic 
contexts (article 3). Moreover, eradicating poverty 
and reducing social inequalities form part of its 
objectives (article 4).

Likewise, Brazil-H-NAP embraces equality 
and nondiscrimination partially. While guideline 
no. 6 sets forth a specific focus on vulnerable social 
groups, it confines such differentiated attention to 
rural areas, wetlands, forests, Indigenous peoples, 
and homeless people. Given that Brazil’s health 
disparities unfold beyond these spatial and group 
boundaries—as previous sections have noted—this 
guideline does little to summon efforts in all the 
directions required. Further, the plan does not set 
mechanisms to address discrimination in health 
care services.

Equality and nondiscrimination would be ab-
sent in Colombia-CCL if not for the law’s definition 
of “vulnerability.” By delineating this concept as 
the social and economic fragility to suffer adverse 
effects of climate change, article 3(19) opens an av-
enue within the law’s scope to provide particular 
attention to excluded populations and groups. Con-
trastingly, article 8(3) undermines the significance 

of supporting climate adaptation for all marginal-
ized populations. By limiting adaptation programs, 
projects, and actions to coastal municipalities and 
districts, it takes critical focus away from the non-
coastal territories, where poverty and exclusion are 
also everyday realities.61

Colombia-NAP explicitly mandates particu-
lar attention to vulnerable population groups: its 
objective no. 1 emphasizes the importance of fol-
lowing differentiated approaches that account for 
gender, age, and disability perspectives. However, 
the plan does not reiterate this specific objective 
across its objectives. Hence, unless bold interpreta-
tion efforts are applied, incorporating gender, age, 
and disability perspectives may not be central to 
actions arising from the plan’s objectives no. 2 and 
3. Moreover, Colombia-NAP does not set explicit 
mechanisms to address discrimination in health 
care provision.

Availability, accessibility, acceptability, and 
quality
The AAAQ framework is absent from Brazil-NCCP. 
However, the country’s H-NAP calls for ensuring 
that public health care infrastructure is well suited 
to resist and operate in extreme weather conditions 
(guideline no. 5). In the same vein, it focuses on 
training and building capacity for health profes-
sionals on climate change-related issues (guideline 
no. 3). While these provisions touch on crucial 
quality aspects of health care systems, Brazil-H-
NAP does not include courses of action to ensure 
availability, accessibility, or acceptability in health 
care services.

Likewise, Colombia-CCL does not refer to 
the AAAQ framework. Nonetheless, the country’s 
NAP embraces the health component of climate 
adaptation (objective no. 3). It underscores the 

Brazil Colombia

National climate change law Law No. 12.187 (2009)
(Brazil-NCCP)

Law No. 1931 (2018)
(Colombia-CCL)

National adaptation plan Strategy for Health of National Adaptation Plan to 
Climate Change (2016)
(Brazil-H-NAP)

National Adaptation Plan to Climate Change (2016)
(Colombia-NAP)

Table 2. Reviewed national climate change laws and policies
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importance of deploying coordinated action 
between the local, state, and national levels in ep-
idemiological surveillance systems. Particularly, 
capacity-building among health professionals and 
community members is considered paramount to 
identifying and preventing health risks associated 
with climate change. Besides this provision, which 
refers to a crucial aspect for enhancing the quality 
of health care systems, the plan sets out no other 
consideration related to availability, accessibility, or 
acceptability.

Participation
Brazil-NCCP sets out public participation as one 
of its five principles (article 3). Article 4 states that 
the NCCP will aim to implement climate change 
adaptation with the participation and collaboration 
of, among others, those especially vulnerable to its 
adverse effects. Further, article 5 emphasizes the in-
volvement of organized civil society in developing 
and implementing policies, plans, programs, and 
actions related to climate change.

In the same vein, Brazil-H-NAP encourages 
community participation in the formulation of 
adaptation policies (guideline no. 3). In particular, 
it promotes the strengthening of community in-
volvement in deciding the priority of public health 
policies. Moreover, it calls for public participation in 
the integration of climate change and human health 
themes on the agenda of the Standing Committees 
for Health Surveillance, which further supports the 
response actions of health care networks (guideline 
no. 8). While the plan prompts participation across 
several activities pertaining to health care systems, 
in some of them, such engagement is limited to 
institutional actors, thereby limiting the opportu-
nities of marginalized communities to be involved 
in decision-making. For example, guideline no. 8 
encourages the involvement of “partner institu-
tions” in preparing and implementing public health 
emergency plans; however, it gives no consideration 
to the inclusion of disadvantaged communities.

Colombia-CCL conceives of participation as a 
responsibility (article 2). In doing so, this law shifts 
the burden of engaging in climate action to civil 

society, as if participation were a matter of people’s 
mere willingness and personal choices. This clouds 
the fact that the state—as the sole human rights du-
ty-bearer—holds the information, resources, and 
power necessary to promote participation. Thus, 
unless governments commit to making such tools 
available, civil society will not be able to take part 
in climate actions effectively.

Moreover, while Colombia-NAP refers to par-
ticipation (objective no. 1), it does not place special 
emphasis on marginalized populations. As a result, 
the plan does not consider specific mechanisms to 
ensure the participation of these groups.

Transparency
Brazil-NCCP embraces the dissemination of infor-
mation as one of the main principles upon which 
climate policies should be built (article 5). In the 
same way, Brazil-H-NAP emphasizes the provision 
of data and information to promote adaptation 
in the health sector (guideline no. 4). However, 
unlike the country’s climate law, Brazil-H-NAP 
further calls for the establishment of mechanisms 
to promote the informed and active involvement of 
vulnerable populations in policies aimed at increas-
ing the resilience of these groups (guideline no. 6).

Colombia-CCL creates a National Climate 
Change Information System, to which the law con-
fers the mandate to provide transparent and timely 
data for decision-making processes related to climate 
change management (article 26). Nonetheless, be-
cause the law does not elaborate on how to ensure 
that such information is available and accessible to 
all populations, there remain some interpretative 
pathways that could eventually allow the system 
to limit certain information to decision-makers 
only. Likewise, while Colombia-NAP emphasizes 
the significance of transparent decision-making 
processes, it does not outline mechanisms to make 
information available to the most marginalized 
population groups.

Monitoring and accountability
Brazil-NCCP mandates monitoring as a climate 
policy instrument. However, this is limited to 
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capturing meteorological data. The law does not 
address policy evaluation in terms of the perfor-
mance or outcomes of health systems. To fill such a 
gap, Brazil-H-NAP handles monitoring to a greater 
extent. It covers various aspects, such as the quality 
of information (guideline no. 1), the importance of 
traditional knowledge (guideline no. 2), and multi-
dimensional surveillance (guidelines no. 4 and 8).

Moreover, Brazil-NCCP identifies the insti-
tutions responsible for implementing the National 
Climate Change Policy—including adaptation (ar-
ticle 7). It also tasks public financial institutions 
with providing credit to support climate-related 
actions (article 8). Brazil-H-NAP also determines 
who is responsible for implementing each plan’s 
objectives; however, it falls short in specifying 
mechanisms whereby affected populations can 
raise their concerns.

Colombia-CCL embraces the monitoring and 
evaluation of adaptation outcomes as components 
of climate change management. Nonetheless, no 
provisions ensure that these processes focus on 
including marginalized populations or calling for 
collecting multidimensional data. However, Co-
lombia-NAP mandates monitoring (1) vulnerability 
and climate risk indicators and (2) the outcomes 
of adaptation measures to reduce climate impacts 
on health. In this regard, the plan sets forth a 
methodological framework specifically tailored to 
the country’s circumstances and calls for related 
indicators. While these mechanisms do consider 
a particular focus on disadvantaged population 
groups, they do not consider the deployment of 
disaggregated indicators.

On the matter of accountability, both Colom-
bia-CCL (article 6) and the country’s NAP define 
the agencies responsible for accomplishing the 
country’s adaptation goals. Yet neither of them out-
lines specific mechanisms before which complaints 
can be brought.

In brief, Brazil’s and Colombia’s climate 
change laws and NAPs incorporate an HRBA to 
varying degrees. While these regulations fall short 
in establishing mechanisms for advancing equality 
and nondiscrimination, participation, and trans-
parency with a particular focus on marginalized 
populations, they include quality of health care 
services and monitoring to a greater extent. Table 3 
summarizes these findings.

Discussion

The review of Brazil’s and Colombia’s national cli-
mate change laws and NAPs reveals varying levels 
of engagement with an HRBA. In the case of laws, 
although both countries had legally recognized the 
right to health before joining the UNFCCC, the 
absence of explicit references to the key attributes 
of this right exemplifies the disconnect between 
international human rights law and international 
climate change law.62

The practical implications of such a weak inte-
gration should not be disregarded. Leaving human 
rights out of national climate change laws and 
NAPs has a large impact on the most vulnerable 
communities. Unless the key attributes of the 
HRBA to health are acknowledged and incorporat-
ed, it cannot be assumed that the actions directed 

Brazil Colombia

Law No. 12.187 National Adaptation 
Plan

Law No. 1.931 National Adaptation 
Plan

Equality and nondiscrimination Partially Partially Partially Partially
AAAQ No Partially No Partially
Participation Yes Partially Partially Partially
Transparency Partially Yes Partially Partially
Monitoring and accountability Partially Partially Partially Partially

Table 3. Extent to which HRBA elements are incorporated into Brazil’s and Colombia’s climate law and national adaptation 
plans



t. viveros-uehara / health rights and the urgency of the climate crisis, 139-151

148
D E C E M B E R  2 0 2 1    V O L U M E  2 3    N U M B E R  2   Health and Human Rights Journal

by the laws will improve the realization of the right 
to health.63 As former Special Rapporteur on the 
right to health Paul Hunt notes in his interpretative 
analysis of the right to health and the rights-based 
approach to health, “it is unrealistic to expect health 
policy makers or practitioners to read either a trea-
ty provision or its corresponding general comment 
and then grasp how they are to operationalize the 
right to health.”64 He argues that “a more detailed, 
specific, and practical human rights guidance is 
essential.”65 References to an HRBA in the law are 
therefore crucial to facilitate legal interpretations 
that address discriminatory practices and existing 
and interlocking inequalities that hinder the ability 
of health care systems to cope with climate change.

While this paper has identified some inter-
pretative pathways through which human rights 
elements can be inferred from the national climate 
change laws, it has also underscored the avenues 
in which the lack of their explicit reference can 
translate into weak attention toward marginalized 
communities. For example, full integration of the 
equality and nondiscrimination principles in Bra-
zil-NCCP would provide a legal basis for pressuring 
decision-makers to address health disparities ex-
perienced by communities of color resulting from 
climate change. Furthermore, the fact that Brazil-
H-NAP and Colombia-NAP pay no attention to the 
availability, accessibility, or acceptability elements 
of health care limits opportunities to prepare health 
care systems for a changing climate.

At the same time, however, this review has also 
laid bare how some of the attributes of the HRBA 
are taken on by Brazil’s and Colombia’s NAPs, such 
as in the case of monitoring.

Although these findings may seem to support 
the conclusion of the United Nations Economic 
Commission for Latin America and the Caribbean 
(ECLAC) that “most countries of the region of Lat-
in America and the Caribbean have incorporated 
international human rights standards into their cli-
mate change policies and strategic planning,” they 
are divergent in a fundamental way.66 Specifically, 
by highlighting how the rights-based attributes 
identified in Brazil’s and Colombia’s NAPs support 
the preparation of health care systems to withstand 

climate change, this review points to the specific 
areas in which the approach ought to be reinforced. 
That is, unlike ECLAC’s contention, the analysis 
drawn posits that both countries’ adaptation plans 
still hold considerable room for improving their 
engagement with the human rights framework, 
particularly with respect to their health care sys-
tems. For example, even though Colombia’s NAP 
refers to participation, transparency, and moni-
toring, it does not establish mechanisms through 
which these elements can integrate marginalized 
populations.

The way forward

By providing an in-depth review of the extent to 
which Brazil’s and Colombia’s national climate 
change laws and NAPs incorporate an HRBA to 
health, this paper has broadened the analytical 
perspectives by which countries’ progress in adapt-
ing health care systems to accommodate climate 
change are currently assessed. From this view, 
simply counting the number of countries with a 
climate change adaptation plan, as a primary proxy 
for how well they are integrating climate change 
measures into health policy, is insufficient.

Furthermore, unlike similar studies on the 
mainstreaming of human rights in climate change 
legislation and policies, this review has indicat-
ed that more specific regulations are needed to 
promote health care systems that can respond to 
climate change. Because this appears to be the first 
review of the intersection between human rights, 
climate change adaptation, and health care in 
NAPs, further research is required to understand 
how rights-based approaches can facilitate the 
strengthening of health care systems at subnational 
levels. Analyses of these regulations’ interactions 
with specific health care systems and disaster risk 
prevention and management laws is also a key re-
search gap.

Climate change laws and NAPs are the basis 
for translating planning into action. Thus, if health 
care systems are to contribute to the realization 
of the right to health in a changing climate, these 
regulations ought to provide a clear substantive and 



t. viveros-uehara / health rights and the urgency of the climate crisis, 139-151

   D E C E M B E R  2 0 2 1    V O L U M E  2 3    N U M B E R  2   Health and Human Rights Journal 149

operational basis to reduce marginalized popula-
tions’ vulnerability to climate change. An HRBA 
can ensure that these groups are protected.
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