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tragic role of making decisions 
that may harm some patients, the 
use of a committee removes the 
weight of these choices from any 
one individual, spreading the bur-
den among all members of the 
committee, whose broader respon-
sibility is to save the most lives.

In addition to removing the 
responsibility for triage decisions 
from the bedside clinicians, com-
mittee members should also take 
on the task of communicating 
the decision to the family. The 
treating clinicians may be moti-
vated to try to comfort the family 
by telling them that mechanical 
ventilation is not being provided 
because it would be futile and by 
reassuring them that everything 
possible has been done. Though 
well intentioned, such inaccurate 
representations could ultimately 
undermine public trust and con-
fidence. Having the committee 
members communicate these de-
cisions would ensure that the 
message is clear and accurate, 
helping to prevent confusion or 
misunderstandings.

Similarly, the physicians, nurs-
es, or respiratory therapists who 
are caring for the patient should 
not be required to carry out the 
process of withdrawing mechan-

ical ventilation; they should be 
supported by a team that is will-
ing to serve in this role and that 
has skills and expertise in pallia-
tive care and emotional support of 
patients and families. Pain and 
suffering at the end of life can be 
controlled, and these patients de-
serve the best that palliative care 
can provide.

In the weeks ahead, physicians 
in the United States may be asked 
to make decisions that they have 
never before had to face, and for 
which many of them will not be 
prepared. Though some people 
may denounce triage committees 
as “death panels,” in fact they 
would be just the opposite — 
their goal would be to save the 
most lives possible in a time of 
unprecedented crisis. Creation 
and use of triage committees, in-
formed by experience in the cur-
rent pandemic2 and prior written 
recommendations,4 can help mit-
igate the enormous emotional, 
spiritual, and existential burden 
to which caregivers may be ex-
posed.
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More and more, we are see-
ing the effects of climate 

change up close in the form of 
large-scale, destructive flooding, 
rising sea levels, fires, storms, 
and prolonged and disabling heat, 
as well as agricultural and other 
economic disruptions. The Covid- 
19 pandemic is a taste of the level 

of global disruption, system fail-
ures, ongoing unreadiness, and 
pervasive loss that large-scale eco-
logic change brings.1

As the reality of these facets 
of massive climate and ecologic 
change closes in, we can envi-
sion more clearly the steep climb 
that will be needed not only to 

sustainably reengineer our hard-
ware (energy and water sources, 
food production, public health 
and health care systems, build-
ings, and transportation) but 
also to bolster our software (the 
social and emotional resilience 
and involvement of people and 
communities).
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Our ability to implement the 
necessary responses to adapt to 
or mitigate climate and ecologic 
change, endure its consequences, 
and turn ambitious policy into 
equitable and sustained results 
on the ground will depend on 
this social software. We need in-
vestment and leadership support-
ing the “social climate” — that 
is, community-level emotional re-
silience and mental health and 
their mutually reinforcing con-
nection to social ties and collec-
tive efficacy.

Clinicians and health systems 
have begun responding to climate 
change in myriad ways.2 Bolster-
ing the social climate should be 
added to this list. Health systems 
can participate in this movement 
by taking on two important roles: 
working as “anchor institutions” 
to support local problem-solving 
efforts and serving as partners 
in innovative approaches to safe-
guarding community mental 
health.

First, regardless of whether the 
United States passes sweeping 
climate legislation or adheres to 
international climate agreements, 
effecting positive changes on the 
ground will require widespread, 
empowered, local action and par-
ticipation. Grassroots groups can 
not only mobilize political pres-
sure and awareness, but can also 
facilitate the implementation of 
solutions, taking on local barri-
ers and inequities and advancing 
local culture change to support 
the translation of sustainable eco-
nomic, energy, health, or trans-
portation policies into accepted 
changes to daily life.

Health systems can help capi-
talize on this local potential to 
act. They tend to be trusted orga-
nizations that are involved in 
their communities, with intellec-

tual, managerial, and logistic re-
sources that can be versatile com-
munity assets. Some have already 
convened or joined community 
coalitions that aim to address 
population health and its social 
determinants, such as the Health-
care Anchor Network, the Kaiser 
Permanente Community Health 
Initiative, and the Well Being in 
the Nation Network. Such exam-
ples show the potential of har-
nessing institutional assets to 
assist locally led “civic muscle” 
in addressing structural drivers 
of health.

The anchoring potential of 
health systems should stretch even 
further. Such systems can help 
equip and empower local climate 
leaders by assisting them with 
functions such as data manage-
ment and quality improvement 
and by providing administrative 
and technical support. The cli-
mate organization Health Care 
Without Harm, for example, has 
started to move large health sys-
tems toward assuming such 
roles.

Second, and simultaneously, 
health systems can anchor and 
strengthen the social climate by 
establishing new approaches to 
safeguarding community mental 
health. The mental health burdens 
associated with climate change in-
clude well-described escalations in 
traumatic disorders, depression, 
suicide, substance use, and vio-
lence caused by extreme weather 
events or acute environmental 
changes.3 Such burdens will fur-
ther increase as these changes 
become long-lasting and cause 
disruptions to food and water se-
curity, displacement, and econom-
ic vulnerability. Added to all these 
are the emerging phenomenon of 
distress, helplessness, isolation, 
loss and a constricted sense of 

the future in anticipation of these 
consequences, which has been 
referred to as “ecological grief,” 
“climate anxiety,” or “solastalgia.” 
The psychological and social ef-
fects of this distress, especially 
on young people, are just begin-
ning to be measured. However, 
although these widening layers 
of the effects of climate change 
on mental health have been cap-
tured and reviewed in the litera-
ture,3 strategies for responding 
to them have not had as much 
discussion.

Given the outsized contribu-
tion of mental illness to overall 
disease burden, these mental 
health effects could markedly in-
crease rates of disability and pre-
mature death and unravel ele-
ments of the social climate when 
we will need them most. The 
Covid-19 pandemic is also re-
vealing and accelerating these 
consequences. Responding to this 
expansive burden of mental 
health–related morbidity and its 
social implications will require 
substantial additions to the men-
tal health system’s playbook — 
changes that push beyond our 
conventional office-based, special-
ist-visit–driven paradigm.

The rapidly growing evidence 
base for “task sharing” can serve 
as a building block. This practice 
comprises a wide range of coun-
seling and preventive approaches 
that can be modified and deliv-
ered by clergy, community health 
workers, teachers, peers, parents, 
and other community members, 
with coaching and support from 
mental health clinicians. Proven 
interventions can then be spread 
widely throughout communities 
by means of accessible and famil-
iar people and places. Examples 
include modified counseling for 
depression involving behavioral 
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activation and motivational inter-
viewing, mindfulness and stress-
reduction interventions, reduction 
of harm from substance misuse, 
and trauma-informed promotion 
of mental health and well-being 
throughout the lifespan.4,5

Several projects using this ap-
proach have been successful. Com-
munity Partners in Care in Los 
Angeles provided training to com-
munity members and groups in a 
network of nearly 100 organiza-
tions and settings (such as parks 
and community centers) that 
served as a hyperlocal safety net, 
reducing depression and adverse 
social outcomes such as the risk 
of homelessness among local res-
idents. While serving as execu-
tive deputy commissioner of the 
New York City Department of 
Health and Mental Hygiene, I led 
the development of a mental 
health program for the city, called 
ThriveNYC, that established ini-
tiatives in which health care pro-
viders, city agencies, and commu-

nity organizations work together 
in a similar way.

REACH-NOLA (Rapid Evalua-
tion and Action for Community 
Health in New Orleans, Louisi-
ana), which was formed after Hur-
ricane Katrina, illustrates how 
this strategy can be a foundation 
for implementing community-led 
climate-recovery efforts while 
building emotional and civic re-
silience and capacity. A broad 
coalition of people, including 
community health workers, ap-
proached community-defined emo-
tional and social needs by means 
of joint planning and training. 
Such an approach is also more 
responsive to the social pathways 
driving disparities in both trau-
ma and environmental damage 
that affect people in communi-
ties who are subject to racism 
and economic discrimination, im-
migrants, and people with seri-
ous and chronic illnesses. The 
reach of this work can be further 
increased by means of overdue 
expansion of and innovation in 
Web- and telehealth-based ap-
proaches.

These two anchoring roles for 
a regenerative, humane social cli-
mate are mutually reinforcing. 
Facing the climate crisis and tran-
sitioning to sustainability will 
require community-level cycles of 
mobilization for hard, disruptive 
change as well as emotional well-
being and resilience. Health pro-
fessionals can take the lead in 
helping people take care of and 
also empower each other. New 
alliances are possible — alliances 
that link innovators in mental 
and physical health, civic orga-
nizing, and environmental jus-
tice to cultivate local paths to 
climate-related transitions and re-
covery and to emotional strength 
and healing.

We can move toward such a 
paradigm shift. In January 2020, 
U.S. mental health organizations 
joined with prominent climate, 
medical, and public health orga-
nizations to form the Social Cli-
mate Leadership Group to start 
to take on these challenges (see 
box). The Covid-19 pandemic 
makes this work even more ur-
gent. It presages the complex de-
mands that will increasingly re-
sult from ecologic change, and it 
shows up close how the social 
climate is both crucial and se-
verely tested.

Putting community building, 
social cohesion, and resilience at 
the forefront of climate plans can 
help align solutions that the cli-
mate crisis demands with a com-
pelling vision of local well-being 
and participation. The journey 
toward a zero-carbon and envi-
ronmentally sustainable and saf-
er future will be swifter and less 
wrenching if our efforts include 
building a strong social climate.

Disclosure forms provided by the author 
are available at NEJM.org.
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Social Climate Leadership Group

Leaders of the following organizations attended 
the initial meeting in January 2020 in Washing- 
ton, DC: 

American Academy of Pediatrics
American Association for Community Psychiatry
American Psychological Association
American Psychiatric Association
American Public Health Association
Billion Minds Institute
Center for Climate, Health, and the Global 

Environment, T.H. Chan School of Public 
Health, Harvard University

Earth Institute, Columbia University
ecoAmerica Climate and Health Program
Health Care Without Harm
International Transformational Resilience 

Coalition
Mental Health America
National Alliance on Mental Illness
National Association of Social Workers
National Council for Behavioral Health
Psychiatry Climate Alliance
Psychology Climate Alliance
Well Being Trust
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