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Abstract:

 The human immune system is an interface across which many climate change sensitive exposures can affect health outcomes. Gaining an understanding of the range of potential effects that climate change could have on immune function will be of considerable importance, particularly for child health, but has, as yet, received minimal research attention. We postulate several mechanisms whereby climate change sensitive exposures and conditions will subtly impair aspects of the human immune response, thereby altering the distribution of vulnerability within populations—particularly for children—to infection and disease. Key climate change-sensitive pathways include under-nutrition, psychological stress and exposure to ambient ultraviolet radiation, with effects on susceptibility to infection, allergy and autoimmune diseases. Other climate change sensitive exposures may also be important and interact, either additively or synergistically, to alter health risks. Conducting directed research in this area is imperative as the potential public health implications of climate change-induced weakening of the immune system at both individual and population levels are profound. This is particularly relevant for the already vulnerable children of the developing world, who will bear a disproportionate burden of future adverse environmental and geopolitical consequences of climate change.
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1. Introduction

There is now unequivocal evidence that Earth’s climate is warming, greenhouse gas concentrations have increased, snow and ice cover have decreased and the sea level has risen. It is very likely that these changes are human induced [1]. Climate change will affect the fundamental determinants of human health including “water, air, food quality and quantity, ecosystems, agriculture, livelihoods and infrastructure” [2] (p. 393). The full range of potential consequences of climate change for human health is unknown, but there is agreement that the overall impact will be negative [3]. Some population subgroups are particularly vulnerable—children, the elderly, and the poor—and are likely to be disproportionately affected [4].

In the Global Burden of Disease assessment of 2000, 150,000 deaths worldwide were attributed to climate change [5] with 88% of the disease burden caused by loss of life or well-being in childhood. Most research into the human health effects of climate change has focussed on specific exposures (e.g., vector-borne diseases, extreme weather events), or occasionally on specific outcomes (e.g., asthma [6], pre-term birth [7]). Yet indirect effects, such as on food security and quality and on mental health, may also be important, but more difficult to predict or quantify. An alternative to consideration of specific direct and indirect exposures, or disease outcomes, is to examine potential risks from climate change to the fundamental systems underlying the human interaction with the environment. The immune system is an interface across which many climate change sensitive exposures will affect health outcomes. Exposures in utero and early childhood may tune—or “program”—the immune system toward an allergic or autoimmune propensity [8,9] with implications for later life, while robust immune responsiveness is required for protection from childhood infectious diseases and the success of vaccination programs. Particularly in the developing world context where conditions often favour disease (i.e., undernutrition, overcrowding, poor sanitation), the immune system’s role in maintaining the primacy of the “healthy state” is continually challenged.

Here we examine mechanisms by which climate change-related phenomena could affect human immune function, with a focus on implications for child health. Just as the adverse physical effects of climate change are predicted to weigh most heavily on developing nations, children are likely to also be the most vulnerable to systemic adverse effects on immune function. By way of background to the broader discussion, we begin by providing a brief primer of the developing immune system to highlight particular periods and areas of vulnerability.



2. Developmental Immunology

The human immune system does not fully mature until after adolescence, thereby conferring increased risk of infection and illness and altered response to vaccination during the pre-adolescent period. The evidence to support this contention is compelling, with infection responsible for over two-thirds of deaths amongst children younger than 5 years [10,11]

Cells of the nascent human immune system emerge within weeks of conception faced with the multiple concomitant challenges of providing defence against infection at the placental interface, avoiding development of (allo-) immune reactions against maternal antigens and managing the transition from a sterile placental environment to the antigen-rich external world [12,13]. The gestational period is therefore a time of flux and vulnerability for the immature immune system.

The neonatal period is characterised by a reliance on the innate immune system (e.g., Toll like receptors, neutrophils, dendritic cells) given the limited exposure of the nascent adaptive immune system (comprised of antibodies (immunoglobulins, Ig), and memory T and B cells that drive cell-mediated immunity) to antigens in utero. Neonatal innate immune responses are not robust, giving rise to potentially serious infections with pathogens such as Group B Streptococcus, Listeria monocytogenes and Respiratory Syncytial Virus (RSV) [12]. High levels of maternal antibody (IgG) circulate within the neonate at birth offering passive protection from infection but these wane over the first 6 to 9 months of life; prematurity is associated with lower initial maternal IgG levels and thus greater vulnerability to infection. Babies who are breast-fed receive maternal IgA through breast milk and this offers passive protection of mucosal surfaces (e.g., gut, lungs). In terms of the infant’s own antibody production, endogenous IgM synthesis begins at birth, IgG is produced in useful amounts from 6 months of age and serum IgA levels rise slowly (20% of adult levels by 12 months). This combination of waning maternal antibodies and gradually development of infant antibodies results in a relative antibody nadir from 3 to 12 months with risk of infection by extra-cellular bacteria in particular [14,15]. In addition, antibody responses to thymus-independent antigens (e.g., polysaccharides) do not develop until late infancy (~24 months) leading to susceptibility to infection by encapsulated bacteria (e.g., Streptococcus pneumonia, Neisseria meningitides, Haemophilus influenza), that is responsible for most of the infection-related mortality amongst neonates and infants [16]. Appropriate cell-mediated immune function, essential for immune responses to intra-cellular infections (e.g., viral infection) develops by 12 months of age, with evidence of both skewed helper T cell (Th cell) responses (CD4+) [17] and immature cytotoxic (CD8+) T cells prior to this age [15]. The development of the immune system continues through adolescence under the influence of surging levels of sex hormones. This period is associated with an increased incidence of auto-immune diseases [15].



3. Clinically Significant Immune Dysfunction: Breaching the Threshold

Disease can occur from both overactivity (up-regulation) of the immune system and immune suppression (down-regulation). Allergy is thought to result from up-regulation of Th2 cell mediated pathways, whereas some autoimmune diseases appear to be the result of up-regulated Th1 responses, resulting in diseases such as Type 1 diabetes, scleroderma and multiple sclerosis. The immune system defends against microbial pathogens and aberrant host cells, so that down-regulation may increase vulnerability to infection and disease (i.e., cancer).

Impairment of specific immune components predisposes to specific types of infection and disease. For example, individuals with very low CD4+ (Th) cell counts (i.e., HIV/AIDS) are at much higher risk of opportunistic infections such as Pneumocystis jiroveci pneumonia, mycobacterial infection and toxoplasmosis than those with a higher number of CD4+ T cells [18]. Primary antibody deficiency states, manifest by low or absent levels of circulating immunoglobulins (i.e., IgG subclass deficiency, IgA deficiency or common variable immunodeficiency), are associated with recurrent respiratory and gastrointestinal infections of varying severity [14]. Additionally, studies of cancer patients [19] and acutely ill surgical patients [20] have shown that impaired cell mediated immunity is associated with poorer prognosis and higher mortality.

At an individual level, it is these profound impairments of immune function that are associated with significant (i.e., clinically manifest) health consequences. However, at a population level, less profound impairment of specific immune processes occurring with high prevalence may manifest as an increased incidence of infection (e.g., influenza, otitis media or the common cold) [21] and reduced vaccine effectiveness [22] (Figure 1). For vulnerable sub-populations—those at extremes of age, ill and in the developing world—these outcomes may be even more pronounced. We postulate that a number of exposures that are affected by climate change may subtly impair aspects of a child’s immune response or critical events in the immune system’s development, thereby altering the distribution of vulnerability within the population.

Figure 1. The influence of climate change-sensitive exposures on specific markers of immune function at a population level. Climate change related phenomena can subtly alter specific parameters of immune function at an individual level. Exposures having a broad impact at a population level could result in an increased proportion falling below critical immune thresholds that guard against infection and disease.
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4. How Can Global Climate Change Affect the Function of a Child’s Immune System?

Given the complexity of the development, maturation and overall structure of the human immune system, there are various ways in which a change in climatic conditions can influence immune function. Some of those influences are mediated by climatic impacts on environmental systems and processes; others by influences on culture and human behaviour (Figure 2). Notably, for already vulnerable children of the developing world, many of these factors are compounded, and their effects may be additive or multiplicative.

Figure 2. The developing immune system can be influenced by extrinsic and intrinsic exposures and physiological states that can lead to adverse health outcomes.
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The role of under-nutrition in late foetal life and in early childhood has been well documented. Under-nutrition that is wholly or partly due to climate change can arise not only from adverse effects on food yields and storage, especially cereal grains, but from the chronic diarrhoeal disease that characterizes childhood experience in many of the world’s poor, crowded and unhygienic “informal housing” settlements where food and water is often faecally contaminated and domestic hygiene is deficient. Human-driven climate change is projected to impair crop yields in many regions of the world, especially South Asia and much of Sub-Saharan Africa (SSA), as a consequence of changes in temperature, rainfall and soil moisture [23] and is expected to also occur because of damage from increases in extremes of weather and changes in patterns of infestations and infections—in plants and livestock.

Many infectious diseases are sensitive to small shifts in climatic conditions, including vector-borne infections spread by mosquitoes and ticks. In poor and vulnerable populations, cholera outbreaks are more likely to occur during both extreme flooding and droughts [24]; so too are various other types of gastroenteritis. Climate change will affect the geographic range and seasonality of mosquito-borne diseases such as malaria, dengue fever, West Nile virus and Japanese encephalitis, reducing the incidence in some populations, increasing it in others and introducing it to other immunologically naïve populations [25]. Changes in the timing and rate of exposure of infants to infectious agents, whether or not they produce clinical disease, influences the maturation of the young immune system including toward atopic and auto-reactive phenotypes [26,27].

Children that are displaced by enforced relocation or by refugee flows in response to increasing climatic adversity—food shortages, physical hazards, loss of arable or habitable coastal land, etc.—are very often exposed to both chronic food deprivation and to a range of infectious agents encountered during crowd movement and in congested and unhygienic refugee camps [28].

Climate change and its impacts will influence physiological and psychological stress on many young human bodies and minds. Reflecting the immune system’s complexity, there are many neuro-hormonal axes and pathways via which acute or chronic stress levels can affect aspects of immune functioning [29]. Psychological depression is a well-recognised modulator of immune function [30]. Clearly evident in many studies of animal models, though less well demonstrated in humans, chronic heat stress also impairs aspects of the immune response [31,32].

Chronic background stress will impinge on many families and their children, in all regions of the world, as climate change conditions become more disruptive and severe. Strazdins and Skeats [33] remind us that: “children’s wellbeing will be affected by expected economic, social and cultural impacts of climate change. If, as forecast, climate change results in food and water scarcity then there will likely be an increase in the number of families living in poverty. In rural and remote areas, some families will lose their livelihood. This in turn may lead to forced internal migration: family separations where one parent moves to earn income or family dislocation where the whole family moves, especially likely for rural families or families caught up in a climate change related natural disaster.” Those authors also point out, however, that there has been little research specifically on the childhood stress experiences of climate change and their biological, health and behavioural consequences.

In the following sections, we discuss three specific exposures, namely under-nutrition, psychological stress and ultraviolet radiation exposure, for which there is reasonable likelihood of effects on children’s immune systems, and that are likely to be altered under climate change conditions.



5. Under-Nutrition, Climate Change and Immune Function


5.1. Under-Nutrition and Human Immune Function

Under-nutrition is the most common cause of secondary immune suppression in children globally and may result from inadequate intake of macro- (carbohydrates, protein, fat) or micro-nutrients (essential vitamins, minerals) [34,35]. Macro-nutrients provide the energy required to carry out daily activities and to build and repair tissues. Micronutrients are required for the optimal functioning of cellular processes and metabolic pathways.

Macro-nutrient deficiency or “protein-energy malnutrition” (PEM) results in a generalized depression of immune function, particularly in young children [36,37]. Within the innate immune system, complement activation, phagocytosis and cytokine production are all depressed [34,38]. Lymphatic organs (spleen, thymus and lymph nodes) undergo atrophy [39]. Function of the adaptive immune system can be impaired, with reductions in antibody secretion and affinity to antigen. This has implications for the efficacy of vaccinations (e.g., tetanus, measles) [40,41]. Severe PEM can lead to leucopenia (decreased number of white blood cells), decreased Th cell (CD4+) and cytotoxic T cell (CD8+) numbers, as well as a reduced CD4+:CD8+ ratio—considered an important correlate of susceptibility to infection [34,35].

Micro-nutrient under-nutrition often accompanies PEM, but can occur as an isolated deficiency (i.e., of iron, vitamin A or zinc). The extent and nature of immune dysfunction depends on the specific micro-nutrient involved. A deficit of zinc, for example, is associated with lymphoid atrophy and decreased delayed-type hypersensitivity skin test responses and has been also associated with increased mortality and morbidity from infection in animal models Enterovirus, coxsackie B, Listeria monocytogenes) [34]. Of the micro-nutrients, deficiencies of vitamins (A, C, E, B6), selenium, zinc, copper, iron and folic acid are associated with impaired immune function and/or increased rates of infection in humans [34,36].



5.2. Climate Change and Under-Nutrition

The overall nutrition of a population, and especially of its vulnerable sub-populations, is dependent on the state of “food security”, which is a composite of food availability, physical and economic access to that food and appropriate utilization of nutrients [42]. Climate change can negatively affect any of these factors.

There are modelled predictions that the temperature and rainfall (hence, soil moisture) changes that are central to climate change may increase food production in some regions of the world [43]. There may also be a positive “fertilizer” effect on agriculture due to increased atmospheric CO2 [44]. However, and particularly in areas of current vulnerability to food insecurity such as SSA and Asia, the modelled impacts of climate change on food yields suggest greatly reduced yields. Decreases in crop yields are projected to occur as a result of direct thermal stress on crops, altered timing of seasons, reduced available arable land and water for agriculture, increased soil salinity and diminished biodiversity [42,43]. An altered frequency of extreme weather events will also affect future yields.

The most recent IPCC assessment report rates as “very likely” that climate change will have an overall negative effect on major cereal crop yields across Africa, with strong regional variability [23]. Nelson et al. [45] undertook simulations of all sub-Saharan regions and demonstrated consistently negative effects of climate change on major cereal crops, ranging from 2% for sorghum to 35% for wheat by 2050 (under an “A2” scenario). Another study projected that wheat growing could disappear from the African continent by 2080 [46]. For south Asia, home to the greatest number of food insecure children, a large systematic review and meta-analysis of original data publications demonstrated a crop yield reduction of −16% for maize and −11% for sorghum by the 2050s [47]. Notably, this study did not project a mean change in rice production for south Asia over this time.

Access to food under climate change scenarios may be adversely affected as a result of market inequities, pricing barriers or employment insecurity (especially for landless agricultural labourers). It has been estimated that global cereal prices will increase by more than three-fold by the 2080s (compared with current day market prices) [43]. If incomes do not rise commensurately, this will have obvious negative down-stream effects on the children of poor families. Furthermore population displacement due to climate change, (e.g., sea level rise, extreme weather events or conflict) may limit access to nutritious foods both through affordability and lack of availability of familiar foods.

Appropriate utilization of food can be adversely affected by climate change via conditions leading to decreased absorption of nutrients (e.g., diarrheal illness, parasitic gut infection), increased energy requirements (e.g., concomitant infections, increased physical work load) and/or unsafe food preparation (e.g., disrupted water and sanitary systems) [42]. Several studies have shown an association between rising ambient temperature and increased rates of infectious diarrhea (with specific pathogens such as Salmonella [48] and Campylobacter [49]) and non-specific diarrheal illness [50]. Extreme weather events can also overwhelm sanitation and water management systems, particularly in developing areas where infrastructure is often inadequate. Large outbreaks of cholera in Asia and SSA, for example, have occurred due to contamination of water supply following flooding episodes [51].



5.3. Under-Nutrition as a Mediator of Climate-Change Induced Immune Suppression

An estimated 26% of the world’s children are stunted due to severe chronic under-nutrition [52]. Approximately one third of the burden of disease in children is currently attributable to under-nutrition [53]. Although the overall population at risk is projected to significantly reduce during the 21st century due to socioeconomic development, it is likely that this progress will be uneven amongst regions of the developing world and slowest in the next few decades. Lloyd et al. [54] developed a model for estimating future under-nutrition amongst children, taking into account food production and access, and socioeconomic factors (e.g., female literacy, healthcare access, economic growth) for regions in south Asia and SSA. They concluded that climate change would lead to an increase of 1%–29% in moderate stunting in 2050 compared with a reference scenario (of no climate change). Severe stunting was projected to increase by 23% in central SSA and 62% in South Asia compared with the reference scenario.

We postulate that under-nutrition associated with climate change will impair immune function in a non-uniform manner with already vulnerable populations expected to fare disproportionately poorly. It has been recently estimated that approximately 20% of children under 5 years in low-to-middle income countries are underweight (weight-for-age less than two standard deviations (SD) from the population mean) [53]. Additionally in this study, data from eight low-income countries (Ghana, Guinea Bissau, Senegal, Philippines, Nepal, Pakistan, India and Bangladesh) were analysed for disease risks associated with childhood under-nutrition. After adjusting for non-nutritional determinants of infection and mortality, for severely underweight children (<3 SD from mean), the odds ratios for overall mortality (9.7) and disease-specific mortality (diarrhoeal illness (9.5), pneumonia (6.4), measles (6.4) and malaria (1.6)) were significantly raised. Thus it is likely that the future effects of climate change on immune function, mediated by reduced food security, will contribute to ongoing vulnerability to infection, particularly for children in the developing world.




6. Psychological Stress, Climate Change and the Immune System


6.1. Psychological Stress and Immune Function

Psychological stress occurs when events or demands overwhelm an individual’s perceived capacity to cope, eliciting a physiological stress response [55]. While acute time-limited stressors, such as mental arithmetic or public speaking can enhance immune parameters, particularly those associated with innate immunity, longer term stressor exposure tends to depress cell-mediated immunity (Th1), upregulate Th2-associated cytokines and antibodies to latent viruses (e.g., EBV), and depress innate immunity (reviewed in [29]).

There is increasing, but still limited, research on the effect of stress on immune function in children. Parent-reported perceived stress and depressive symptoms [56] and a harsh family climate [57] were associated with a pro-inflammatory profile in children and adolescents (respectively), while higher perceived self-efficacy in children aged 7–10 years was associated with an anti-inflammatory profile, i.e., lower IL-6 concentrations [58]. In the latter study, depression was associated with increased risk of febrile illness only in older girls. This is consistent with stages of particular sensitivity of the immune system to psychological factors, during the prenatal period, in infancy and in the pubertal transition, although most of the current evidence is for neuro-behavioural outcomes [59] and HPA reactivity [60,61]. Another recent study involving healthy 5 year old children from low and high psychological stress environments, showed evidence of high stress leading to an imbalance in the immune response and a predilection to reactivity to self-antigens [62], possibly leading to autoimmune disorders. Impacts appear to be cumulative across different domains such that those most at risk from environmental stressors are those already under socioeconomic or psychological stress [63,64] with long term effects on health [65].

There is emerging evidence that stress-related effects on immune function can have clinical consequences. In a recent study of children aged 0–17 years, there was a higher incidence of type 1 diabetes, an autoimmune disorder, in regions of Israel that were attacked in the Second Lebanon War compared to other regions and to pre-war incidence, after taking account of family history of disease, age, sex, and season of diagnosis [66].



6.2. Psychological Stress and Climate Change

Climate change may have an impact on mental health in several ways, although most research has focused on outcomes in adults [67]:


I. Acute traumatic stress following an extreme event:

In the aftermath of the devastation wrought by Hurricane Katrina on the US Gulf Coast in 2004, one study showed a marked increase in the rates of psychological illness amongst affected populations [68]. Sixty-nine percent of the study population described symptoms of depression or low mood, with 50% meeting clinical criteria for major depression. Rates of attempted, and completed, suicide were 78 and 14 times the baseline rate respectively. Similarly, one year after the 1999 “super-cyclone” which struck the Indian state of Orissa, a significant proportion of children and adolescents were diagnosed with post-traumatic stress disorder (31%) and syndromal depression (24%) [69].



II. Disruptions to social, economic and environmental determinants that promote mental well-being

Mental well-being is associated with stability in food supply, housing, family and community, an adequate health infrastructure and a strong economy [70,71]. Global climate change has the potential to disrupt some or all of these conditions, and thus the potential to undermine the long-term psychosocial well-being of affected populations [72]. For example, it has been estimated that over 200 million persons may be forced to leave their place or country of residence by 2050 due to a combination of climate change-related shoreline erosion, coastal flooding, desertification, agricultural change, natural disasters, government policy or geopolitical conflict [73]. Studies have shown that disaster related relocation is a strong predictor of psychological difficulties [74]. In rural Australia, prolonged drought conditions have affected many historically fertile areas. A 2004 study of adolescents from drought-stricken areas showed that they were aware of the impacts of drought on their families and communities, but did not report higher levels of emotional distress. However a follow-up four years later, in the face of ongoing drought, showed significantly higher levels of emotional distress, with thematic analysis noting themes of grief, loss and concern about the impacts of climate change [75]. Additionally, an association between increased suicide rate and step-downs in inter-annual rainfall has been demonstrated [76].



III. Anxiety and fear for the future in a Climate Changed World

This last category refers to the psychological reaction of individuals to the stream of often dire predictions regarding the consequences of global climate change emanating from peers, teachers and the scientific and popular media. Over time, this barrage of unsettling, overwhelming and threatening information may lead to a state of chronic low-grade anxiety, fear or hopelessness. Children may be a particularly vulnerable group in this regard. For example, schoolchildren’s perceptions at the height of the Cold War were characterized by despair and loss of motivation [77]. An Australian study of 600 children (aged 10–14 years) reported that 44% were concerned about the future impact of climate change, 31% were worried they would have to eventually fight in a war and 25% believed the world would end before they got older [78]. How children cope with these stressors is dependent on their individual levels of vulnerability and resilience, which are closely linked to physical health, household dynamics, parental coping ability and availability of social support [79]. Climate change related phenomena can again affect these dynamics.




6.3. Psychological Stress as a Mediator of Climate Change Induced Immune Dysfunction

Following extreme weather events, where numerous stressors may already be affecting immune function (e.g., overcrowding, exposure to temperature extremes, sleep disturbance), prolonged psychological stress can further modulate the immune response. For example, 33% of Florida residents affected by Hurricane Andrew suffered from post-traumatic stress disorder (PTSD) in the first four months (76% had at least on symptom of PTSD), and this was associated with lower natural killer cell activity, a marker of innate immune function [80]. Indeed, in the overall affected study population, there was a significant decrease in natural killer (NK) cell functional activity and T cell lymphocyte (CD4+ and CD8+) numbers compared with controls.

For vulnerable populations, such as children and communities in the developing world with limited adaptive capacity, the impact of climate change associated with psychological stress is of particular concern.




7. Ultraviolet Radiation, Climate Change and Immune Function


7.1. Ultraviolet Radiation

The vast majority of human exposure to ultraviolet radiation (UVR) is from sunlight. UVR is required to initiate vitamin D (an essential steroid hormone) synthesis from precursors in the skin [81]. UVR is arbitrarily divided into three wavelength bands: UVA, UVB and UVC. All incoming solar UVC and over 90% of UVB is absorbed by stratospheric ozone and other gases, such that the majority of UVR at Earth’s surface is UVA [82]. However, UVB is more biologically effective than UVA and remains the most important contributor to UVR effects on human health [83]. Factors which may increase ambient UVR levels (and the relative proportions of UVB and UVA) include: high altitude, low latitude, time around midday, clear or partly cloudy skies and surrounding reflective surfaces (i.e., snow, water) [84]. At an individual level, the received personal dose of UVR depends on the duration and timing of periods spent outside, type of clothing worn, use of sunglasses and sunscreen, and skin pigmentation. Children typically receive ~3% (2%–4%) of the total ambient UVR, which is similar to indoor-working adults, while outdoor working adults receive, on average, around 10% of ambient UVR [85].



7.2. UV Radiation and the Human Immune System

Numerous studies have revealed the local and systemic immunosuppressive effects of UVR on the human immune system [86,87]. Underlying UVR induced immune-modulating mechanisms that have been demonstrated include:


	Suppression of the activity of cutaneous antigen presenting cells (APC) (leading to migration away from skin, and impaired interaction with T cells in the lymph node);


	Promotion of specialised regulatory T cells (Treg) which produce immune inhibitory cytokines (particularly IL-10);


	Inhibition of cytotoxic and memory T cell production and function.


	Cutaneous production of vitamin D, of which the active form (1,25 hydroxyvitamin D3) has been shown to down-regulate cell-mediated immune function processes (e.g., enhanced Treg cell function) and promote innate immune processes (e.g., anti-microbial peptide production) [88].




Overall, the effect of exposure to UVR is one of down-regulation of cell mediated (Th1) processes and promotion of a regulatory environment within draining lymph nodes.

Animal model and human clinical studies have also shown an association between UV irradiation and increased incidence of skin tumours and infection. In animal models, UV irradiation has resulted in reduced immune responses following infection with a range of pathogens, including: Listeria monocytogenes, Mycobacterium leprae, Mycobacterium bovis (BCG), Trichinella spiralis, Leishmania, Borrelia burgdorferi, Plasmodium chabaudi and Candida albicans [89,90]. In humans, reactivation of herpes simplex virus (HSV) and human papilloma virus (HPV) infections appear to be related to UVR exposure, through viral-tropism and immunosuppression [91].

There is evidence, albeit limited, suggesting that increased UVR exposure can cause decreased vaccine effectiveness [92]. Given the enormous public health impact if shown to be clinically relevant, this area is the subject of ongoing research. Significant suppression of cell mediated and humoralimmunity occurred following experimental UVB exposure in mice recently vaccinated with hepatitis B [93]. Cell mediated immune suppression (as measured by contact hypersensitivity reactions) was suppressed in similar experiments on healthy human subjects, though notably, there was no clinically significant reduction in the measured antibody response [94]. There was however, significant variation in immune response following UVR exposure dependent on specific cytokine gene polymorphisms [95].

A number of observational studies have examined the association between UVR exposure and efficacy of vaccination in paediatric populations [96,97,98,99]. These studies have varied by geographic region, vaccine type and study design including time-points for measuring immune end-points and surrogate markers of UVR exposure (e.g., season of vaccination, latitude of residence). Despite these differences, the overall picture is one of lower vaccine effectiveness in regions or seasons with high ambient UVR exposure.

Studies have shown decreasing prevalence of autoimmune diseases (such as Type 1 diabetes, multiple sclerosis and connective tissue disorders) associated with higher levels of surrogate markers of solar UVR exposure [100,101]. This has been represented as further evidence of the influence of UVR exposure on suppressing cell-mediated responses, directly or indirectly via vitamin D-mediated mechanisms [102].



7.3. Climate Change and UV Radiation

Global climate change is expected to influence future personal UVR exposure via altered atmospheric conditions and changing behavioural, clothing and outdoor activity patterns. Changing atmospheric dynamics, including interactions between ozone, ozone-depleting gases (e.g., CFCs) and greenhouse gases are complex and have significant regional variation [103]. A study of future biologically relevant (“erythemal”) UVR exposure projected reductions of 9% in northern high latitudes, and increases by 4% in the tropics and 20% in southern high latitudes in late spring and early summer [104].

Ground level UVR is also strongly influenced by cloud cover, which will likely be altered in unpredictable ways under climate change conditions. Though heavy cloud cover will likely diminish the amount of UVR reaching Earth’s surface, partly cloudy skies can lead to large enhancements due to the effect of scattering [105]. Taking into account cloud cover changes, recent modelling predicts a decrease in ambient erythemal UV radiation of 10% at northern high latitudes and an increase of 3%–6% at low latitudes [106].

A more significant impact on personal UVR dose may arise through changes in behaviour and clothing patterns. That is, in warmer conditions, people tend to spend more time outdoors and wear clothing that exposes more skin to sunlight. This may particularly be the case for populations at mid to high latitudes. A British study has shown that primary and secondary schoolchildren living at lower latitudes spend more time outside on weekends than those from higher latitudes, which may be explained in part by geographic differences in ambient temperature and climate [107].



7.4. Ultraviolet Radiation as a Mediator of Climate Change-Induced Immune Dysfunction

The likely overall effects of climate change on predicted levels of UVR at Earth’s surface are for an increase in current latitudinal gradients—i.e., higher levels at low latitudes where they are already high, and lower levels at high northern latitudes where they are already low [106]. If these predictions are verified (noting the uncertainties in the assumptions used in the models), they could have significant consequences for UVR-related health outcomes at a population level [108].

In many parts of the world, particularly in temperate zones, we postulate that personal UVR exposure will increase due to increased outdoor activity and less clothing coverage due to warmer weather. This may have beneficial effects, for example in decreasing incidence rates of Th1-mediated autoimmune diseases such as type 1 diabetes and multiple sclerosis, if a causal association truly exists with UVR dose. An interesting recent Australian study showed an inverse association between maternal ambient UVR exposure during the first trimester of pregnancy and the risk of multiple sclerosis in the offspring [109]. A similar pattern of results was seen in a Northern hemisphere study [110], suggesting the influence of UVR exposure (perhaps mediated by vitamin D) at critical times of in utero immune system development. Improved vitamin D status (consequent upon higher UVR dose) may also benefit bone and muscle health, possibly reducing risk of certain cancers [111], cardiovascular, rheumatic and other disorders [112].

However, there is considerable potential for adverse effects caused by excessive UVR dose, particularly in developing countries. Here individuals may not be able to change the duration of their time outside under pressures to maintain food production or other activities. Higher levels of ambient UVR and temperature may individually or in combination impair the immune response to vaccination and increase risk of infections. For example, a risk assessment study estimated that exposure to just 90 min of midday, mid-latitude sunshine in the summer months in sensitive, non-adapted individuals, would lead to a 50% reduction in specific cell-mediated immune responses to Listeria monocytogenes, an intra-cellular bacterium [113]. Outbreaks of measles infection amongst previously vaccinated children in north India has also been tentatively linked to excessive UVR exposure [99].




8. Conclusions and Implications

The immune system comprises a set of complex, interacting, mechanisms through which the human body protects itself against microbial assault, cancer and illness. The gestational period and early childhood are especially vulnerable phases, both because the immature immune system is sensitive to a range of external exposures and stresses, and because the consequences of any childhood deficits in full immune competence can become a life-long liability in relation to health and disease.

Here we have focused on undernutrition, psychological stress, and ultraviolet radiation as possible mediators of the effect of climate change on immune-related health risks in childhood. Given the complexity of the climate system and the manifestations of changes in it, there are likely to be many others. Though the magnitude of deterioration in immune function for any given climate change-sensitive variable may be small, their combined effects on whole populations may lead to significant protective clinical thresholds being breached. This will be particularly relevant for the already vulnerable children of the developing world, who will likely bear a disproportionate burden of future adverse environmental and geopolitical consequences of climate change.

Demonstration of a causal link between climate change and health outcomes is enormously challenging. Health impacts plausibly linked to climate change have been well described [25] but to definitively establish that these effects have been, at least partially, mediated via climate-induced changes in immune function is fiendishly difficult given the confounding influence of climate on pathogens and the environment. Animal models exist for the impact of environment on immune function, and many observations link climate and environment to human disease, but there are no studies of important childhood diseases that include measurement of both climate exposures and measurement of immune mediation of these exposures in influencing disease incidence.

Conducting further well directed research in this area therefore is imperative: the potential public health implications of a weakened immune system at both individual and population levels are profound.






Author Contributions

Ashwin Swaminathan, Robyn M. Lucas, David Harley and Anthony J. McMichael all contributed to the draft manuscripts and have approved the final manuscript as submitted.



Conflicts of Interest

The authors declare no conflict of interest.



References


	1. 
Stocker, T., Qin, D., Plattner, G., Tignor, M., Allen, S., Boschung, J., Nauels, A., Xia, Y., Bex, V., Midgley, P., Eds.; Climate Change 2013: The Physical Science Basis. Contribution of Working Group I to the Fifth Assessment Report of the Intergovernmental Panel on Climate Change; Stocker, T., Qin, D., Plattner, G., Tignor, M., Allen, S., Boschung, J., Nauels, A., Xia, Y., Bex, V., Midgley, P., Eds.; Cambridge University Press: Cambridge, UK; New York, NY, USA, 2013.

	2. 
Confalonieri, U.; Menne, B. Human Health. In Impacts, Adaptation and Vulnerability. Contribution of Working Group II to the Fourth Assessment Report of the Intergovernmental Panel on Climate Change; Parry, M.L., Canziani, O.F., Palutikof, J.P., van der Linden, P.J., Hanson, C.E., Eds.; Cambridge University Press: Cambridge, UK, 2007; pp. 391–431. [Google Scholar]

	3. 
Field, C., Barros, V., Dokken, D., Mach, K., Mastrandrea, M., Billir, T., Chatterjee, M., Ebi, K., Estrada, Y., Genova, R., Eds.; Climate Change 2014: Impacts, Adaptation, and Vulnerability. Part A: Global and Sectoral Aspects. Contribution of Working Group II to the Fifth Assessment Report of the Intergovernmental Panel on Climate Change; Field, C., Barros, V., Dokken, D., Mach, K., Mastrandrea, M., Billir, T., Chatterjee, M., Ebi, K., Estrada, Y., Genova, R., Eds.; Cambridge University Press: Cambridge, UK; New York, NY, USA, 2014; pp. 1–32.

	4. 
Sheffield, P.E.; Landrigan, P.J. Global climate change and children’s health: threats and strategies for prevention. Environ. Health Perspect. 2011, 119, 291–298. [Google Scholar] [CrossRef] [PubMed]

	5. 
McMichael, A.J.; Campbell-Lendrum, D.; Kovats, S.; Edwards, S.; Wilkinson, P.; Wilson, T.; Nichols, R.; Hales, S.; Tanser, F.; Le Sueur, D.; Schlesinger, M.; Andronova, N. Global and Regional Burden of Disease due to Selected Major Risk Factors. In Comparative Quantification of Health Risks; Ezzati, M., Lopez, A.D., Rodgers, A., Murray, C.J., Eds.; World Health Organization: Geneva, 2004; pp. 1543–1650. [Google Scholar]

	6. 
Beggs, P.J.; Bambrick, H.J. Is the Global Rise of Asthma an Early Impact of Anthropogenic Climate Change? Environ. Health Perspect. 2005, 113, 915–919. [Google Scholar] [CrossRef]

	7. 
Strand, L.B.; Barnett, A.G.; Tong, S. Maternal exposure to ambient temperature and the risks of preterm birth and stillbirth in Brisbane, Australia. Am. J. Epidemiol. 2012, 175, 99–107. [Google Scholar] [CrossRef] [PubMed]

	8. 
Prescott, S.L. Early-life environmental determinants of allergic diseases and the wider pandemic of inflammatory noncommunicable diseases. J. Allergy Clin. Immunol. 2013, 131, 23–30. [Google Scholar] [CrossRef] [PubMed]

	9. 
Amarasekera, M.; Prescott, S.L.; Palmer, D.J. Nutrition in early life, immune-programming and allergies: the role of epigenetics. Asian Pac. J. Allergy Immunol. 2013, 31, 175–182. [Google Scholar] [PubMed]

	10. 
Hostetter, M.K. What we don’t see. N. Engl. J. Med. 2012, 366, 1328–1334. [Google Scholar] [CrossRef] [PubMed]

	11. 
Black, R.E.; Cousens, S.; Johnson, H.L.; Lawn, J.E.; Rudan, I.; Bassani, D.G.; Jha, P.; Campbell, H.; Walker, C.F.; Cibulskis, R.; Eisele, T.; Liu, L.; Mathers, C. Global, regional, and national causes of child mortality in 2008: a systematic analysis. Lancet 2010, 375, 1969–1987. [Google Scholar] [CrossRef] [PubMed]

	12. 
Levy, O. Innate immunity of the newborn: basic mechanisms and clinical correlates. Nat. Rev. Immunol. 2007, 7, 379–390. [Google Scholar] [CrossRef] [PubMed]

	13. 
Holt, P.G.; Jones, C.A. The development of the immune system during pregnancy and early life. Allergy 2000, 55, 688–697. [Google Scholar] [CrossRef] [PubMed]

	14. 
Murphy, K.; Travers, P.; Walport, M. Janeway’s immunobiology, 7th ed.; Garland Science: New York and London, 2008; p. 887. [Google Scholar]

	15. 
Jaspan, H.B.; Lawn, S.D.; Safrit, J.T.; Bekker, L.-G. The maturing immune system: implications for development and testing HIV-1 vaccines for children and adolescents. AIDS 2006, 20, 483–494. [Google Scholar] [CrossRef] [PubMed]

	16. 
Klein Klouwenberg, P.; Bont, L. Neonatal and infantile immune responses to encapsulated bacteria and conjugate vaccines. Clin. Dev. Immunol. 2008, 2008, 628963. [Google Scholar] [CrossRef]

	17. 
PrabhuDas, M.; Adkins, B.; Gans, H.; King, C.; Levy, O.; Ramilo, O.; Siegrist, C.-A. Challenges in infant immunity: implications for responses to infection and vaccines. Nat. Immunol. 2011, 12, 189–194. [Google Scholar] [CrossRef] [PubMed]

	18. 
Nelson, M.; Dockrell, D.; Edwards, S.; Angus, B.; Barton, S.; Beeching, N.; Bergin, C.; Boffito, M.; Breen, R.; Cartledge, J.; Clarke, S.; Fisher, M.; Freedman, A.; Gazzard, B.; Grant, A.; Greig, J.; Jones, R.; Khoo, S.; Leen, C.; Lipman, M.; Manji, H.; Miller, R.; Mitchell, S.; Ong, E.; Pozniak, A.; Schmid, M.; Shiew, M.; Singer, M.; Wilkins, E.; Williams, I.; Wood, C.; Weston, R. British HIV Association and British Infection Association guidelines for the treatment of opportunistic infection in HIV-seropositive individuals 2011. HIV Med. 2011, 12 Suppl 2, 1–140. [Google Scholar] [CrossRef]

	19. 
Hortobagyi, G.N.; Smith, T.L.; Swenerton, K.D.; Legha, S.S.; Buzdar, A.U.; Blumenschein, G.R.; Gutterman, J.U.; Hersh, E.M. Prognostic value of prechemotherapy skin tests in patients with metastatic breast carcinoma. Cancer 1981, 47, 1369–1376. [Google Scholar] [CrossRef] [PubMed]

	20. 
Christou, N.V; Meakins, J.L.; Gordon, J.; Yee, J.; Hassan-Zahraee, M.; Nohr, C.W.; Shizgal, H.M.; MacLean, L.D. The delayed hypersensitivity response and host resistance in surgical patients. 20 years later. Ann. Surg. 1995, 222, 534–546, discussion 546–548. [Google Scholar]

	21. 
Van Loveren, H.; Germolec, D.; Koren, H.; Luster, M.; Nolan, C.; Repetto, R.; Smith, E.; Vos, J.; Vogt, R. Report of the Bilthoven Symposium: Advancement of Epidemiological Studies in Assessing the Human Health Effects of Immunotoxic Agents in the Environment and the Workplace. Biomarkers 1999, 4, 135–157. [Google Scholar] [CrossRef] [PubMed]

	22. 
Norval, M. Immunosuppression induced by ultraviolet radiation: relevance to public health. Bull. World Health Organ. 2002, 80, 906–907. [Google Scholar] [PubMed]

	23. 
IPCC Working Group 2: Impacts, Adaptation and Vulnerability. Available online: http://www.ipcc.ch/report/ar5/wg2/ (accessed on 10 July 2014).

	24. 
Koelle, K.; Rodó, X.; Pascual, M.; Yunus, M.; Mostafa, G. Refractory periods and climate forcing in cholera dynamics. Nature 2005, 436, 696–700. [Google Scholar] [CrossRef] [PubMed]

	25. 
McMichael, A.J. Globalization, climate change, and human health. N. Engl. J. Med. 2013, 368, 1335–1343. [Google Scholar] [CrossRef] [PubMed]

	26. 
Björkstén, B. Environmental influences on the development of the immune system: consequences for disease outcome. Nestle Nutr. Workshop Ser. Pediatr. Program. 2008, 61, 243–254. [Google Scholar] [PubMed]

	27. 
Calder, P.C.; Krauss-Etschmann, S.; de Jong, E.C.; Dupont, C.; Frick, J.-S.; Frokiaer, H.; Heinrich, J.; Garn, H.; Koletzko, S.; Lack, G.; Mattelio, G.; Renz, H.; Sangild, P.T.; Schrezenmeir, J.; Stulnig, T.M.; Thymann, T.; Wold, A.E.; Koletzko, B. Early nutrition and immunity - progress and perspectives. Br. J. Nutr. 2006, 96, 774–790. [Google Scholar] [CrossRef] [PubMed]

	28. 
McMichael, C.; Barnett, J.; McMichael, A.J. An ill wind? Climate change, migration, and health. Environ. Health Perspect. 2012, 120, 646–654. [Google Scholar] [CrossRef] [PubMed]

	29. 
Segerstrom, S.C.; Miller, G.E. Psychological stress and the human immune system: a meta-analytic study of 30 years of inquiry. Psychol. Bull. 2004, 130, 601–630. [Google Scholar] [CrossRef] [PubMed]

	30. 
Kiecolt-Glaser, J.K.; McGuire, L.; Robles, T.F.; Glaser, R. Psychoneuroimmunology: psychological influences on immune function and health. J. Consult. Clin. Psychol. 2002, 70, 537–547. [Google Scholar] [CrossRef] [PubMed]

	31. 
Jin, Y.; Hu, Y.; Han, D.; Wang, M. Chronic heat stress weakened the innate immunity and increased the virulence of highly pathogenic avian influenza virus H5N1 in mice. J. Biomed. Biotechnol. 2011, 2011, 367846. [Google Scholar] [CrossRef]

	32. 
Meng, D.; Hu, Y.; Xiao, C.; Wei, T.; Zou, Q.; Wang, M. Chronic heat stress inhibits immune responses to H5N1 vaccination through regulating CD4+ CD25+ Foxp3+ Tregs. Biomed Res. Int. 2013, 2013, 160859. [Google Scholar] [CrossRef]

	33. 
Strazdins, L.; Skeat, H. Weathering the future: Climate change, children and young people and decision making. A report to the Australian Research Alliance for Children and Youth (ARACY), 2011.

	34. 
Chandra, R.K. Nutrition and the immune system: an introduction. Am. J. Clin. Nutr. 1997, 66, 460S. [Google Scholar] [PubMed]

	35. 
Schaible, U.E.; Kaufmann, S.H.E. Malnutrition and infection: complex mechanisms and global impacts. PLoS Med. 2007, 4, e115. [Google Scholar] [CrossRef]

	36. 
Scrimshaw, N.S.; SanGiovanni, J.P. Synergism of nutrition, infection, and immunity: an overview. Am. J. Clin. Nutr. 1997, 66, 464S–477S. [Google Scholar] [PubMed]

	37. 
Chandra, R.K. Nutrition and the immune system from birth to old age. Eur. J. Clin. Nutr. 2002, 56 Suppl 3, S73–S76. [Google Scholar] [CrossRef]

	38. 
Garre, M.A.; Boles, J.M.; Youinou, P.Y. Current concepts in immune derangement due to undernutrition. J. Parenter. Enter. Nutr. 1987, 11, 309–313. [Google Scholar] [CrossRef]

	39. 
Savino, W.; Dardenne, M.; Velloso, L.A.; Dayse Silva-Barbosa, S. The thymus is a common target in malnutrition and infection. Br. J. Nutr. 2007, 98 Suppl 1, S11–S16. [Google Scholar]

	40. 
Kizito, D.; Tweyongyere, R.; Namatovu, A.; Webb, E.L.; Muhangi, L.; Lule, S.A.; Bukenya, H.; Cose, S.; Elliott, A.M. Factors affecting the infant antibody response to measles immunisation in Entebbe-Uganda. BMC Public Health 2013, 13, 619. [Google Scholar] [CrossRef] [PubMed]

	41. 
Gaayeb, L.; Sarr, J.B.; Cames, C.; Pinçon, C.; Hanon, J.-B.; Ndiath, M.O.; Seck, M.; Herbert, F.; Sagna, A.B.; Schacht, A.-M.; Remoue, F.; Riveau, G.; Hermann, E. Effects of malnutrition on children’s immunity to bacterial antigens in Northern Senegal. Am. J. Trop. Med. Hyg. 2014, 90, 566–573. [Google Scholar] [CrossRef] [PubMed]

	42. 
Schmidhuber, J.; Tubiello, F.N. Global food security under climate change. Proc. Natl. Acad. Sci. U. S. A. 2007, 104, 19703–19708. [Google Scholar] [CrossRef] [PubMed]

	43. 
Parry, M.; Rosenzweig, C.; Iglesias, A.; Livermore, M.; Fischer, G. Effects of climate change on global food production under SRES emissions and socio-economic scenarios. Glob. Environ. Chang. 2004, 14, 53–67. [Google Scholar]

	44. 
Ziska, L.H.; Bunce, J.A.; Shimono, H.; Gealy, D.R.; Baker, J.T.; Newton, P.C.D.; Reynolds, M.P.; Jagadish, K.S.V.; Zhu, C.; Howden, M.; Wilson, L.T. Food security and climate change: on the potential to adapt global crop production by active selection to rising atmospheric carbon dioxide. Proc. Biol. Sci. 2012, 279, 4097–4105. [Google Scholar]

	45. 
Nelson, G.C.; Rosegrant, M.W.; Koo, J.; Robertson, R.; Sulser, T.; Zhu, T.; Ringler, C.; Msangi, S.; Palazzo, A.; Batka, M.; Magalhaes, M.; Valmonte-Santos, R.; Ewing, M.; Lee, D. Climate Change Impact on Agriculture and Costs of Adaptation; Washington D.C, 2009; p. 30. [Google Scholar]

	46. 
Fischer, G.; Shah, M.; Tubiello, F.N.; van Velhuizen, H. Socio-economic and climate change impacts on agriculture: an integrated assessment, 1990-2080. Philos. Trans. R. Soc. Lond. B. Biol. Sci. 2005, 360, 2067–2083. [Google Scholar] [CrossRef] [PubMed]

	47. 
Knox, J.; Hess, T.; Daccache, A.; Wheeler, T. Climate change impacts on crop productivity in Africa and South Asia. Environ. Res. Lett. 2012, 7, 034032. [Google Scholar] [CrossRef]

	48. 
Zhang, Y.; Bi, P.; Hiller, J.E. Climate variations and Salmonella infection in Australian subtropical and tropical regions. Sci. Total Environ. 2010, 408, 524–530. [Google Scholar] [CrossRef] [PubMed]

	49. 
Allard, R.; Plante, C.; Garnier, C.; Kosatsky, T. The reported incidence of campylobacteriosis modelled as a function of earlier temperatures and numbers of cases, Montreal, Canada, 1990-2006. Int. J. Biometeorol. 2011, 55, 353–360. [Google Scholar] [CrossRef] [PubMed]

	50. 
Checkley, W.; Epstein, L.D.; Gilman, R.H.; Figueroa, D.; Cama, R.I.; Patz, J.A.; Black, R.E. Effect of El Niño and ambient temperature on hospital admissions for diarrhoeal diseases in Peruvian children. Lancet 2000, 355, 442–450. [Google Scholar] [PubMed]

	51. 
Griffith, D.C.; Kelly-Hope, L.A.; Miller, M.A. Review of reported cholera outbreaks worldwide, 1995-2005. Am. J. Trop. Med. Hyg. 2006, 75, 973–977. [Google Scholar] [PubMed]

	52. 
Food and Agriculture Organization (FAO). The State of Food and Agriculture; Rome, 2013. [Google Scholar]

	53. 
Black, R.E.; Allen, L.H.; Bhutta, Z.A.; Caulfield, L.E.; de Onis, M.; Ezzati, M.; Mathers, C.; Rivera, J. Maternal and child undernutrition: global and regional exposures and health consequences. Lancet 2008, 371, 243–260. [Google Scholar]

	54. 
Lloyd, S.J.; Kovats, R.S.; Chalabi, Z. Climate change, crop yields, and undernutrition: development of a model to quantify the impact of climate scenarios on child undernutrition. Environ. Health Perspect. 2011, 119, 1817–1823. [Google Scholar] [CrossRef] [PubMed]

	55. 
Cohen, S.; Janicki-Deverts, D.; Miller, G.E. Psychological stress and disease. JAMA 2007, 298, 1685–1687. [Google Scholar] [CrossRef] [PubMed]

	56. 
Wolf, J.M.; Miller, G.E.; Chen, E. Parent psychological states predict changes in inflammatory markers in children with asthma and healthy children. Brain. Behav. Immun. 2008, 22, 433–441. [Google Scholar] [CrossRef] [PubMed]

	57. 
Miller, G.E.; Chen, E. Harsh family climate in early life presages the emergence of a proinflammatory phenotype in adolescence. Psychol. Sci. 2010, 21, 848–856. [Google Scholar] [CrossRef] [PubMed]

	58. 
Caserta, M.T.; Wyman, P.A.; Wang, H.; Moynihan, J.; O’Connor, T.G. Associations among depression, perceived self-efficacy, and immune function and health in preadolescent children. Dev. Psychopathol. 2011, 23, 1139–1147. [Google Scholar] [CrossRef] [PubMed]

	59. 
Doom, J.R.; Gunnar, M.R. Stress physiology and developmental psychopathology: past, present, and future. Dev. Psychopathol. 2013, 25, 1359–1373. [Google Scholar] [CrossRef] [PubMed]

	60. 
Hostinar, C.E.; Gunnar, M.R. Future directions in the study of social relationships as regulators of the HPA axis across development. J. Clin. Child Adolesc. Psychol. 2013, 42, 564–575. [Google Scholar] [CrossRef] [PubMed]

	61. 
Lumeng, J.C.; Miller, A.; Peterson, K.E.; Kaciroti, N.; Sturza, J.; Rosenblum, K.; Vazquez, D.M. Diurnal cortisol pattern, eating behaviors and overweight in low-income preschool-aged children. Appetite 2014, 73, 65–72. [Google Scholar] [CrossRef] [PubMed]

	62. 
Carlsson, E.; Frostell, A.; Ludvigsson, J.; Faresjö, M. Psychological stress in children may alter the immune response. J. Immunol. 2014, 192, 2071–2081. [Google Scholar] [CrossRef] [PubMed]

	63. 
Theall, K.P.; Drury, S.S.; Shirtcliff, E.A. Cumulative neighborhood risk of psychosocial stress and allostatic load in adolescents. Am. J. Epidemiol. 2012, 176 Suppl, S164–S174. [Google Scholar] [CrossRef]

	64. 
Doan, S.N.; Dich, N.; Evans, G.W. Childhood Cumulative Risk and Later Allostatic Load: Mediating Role of Substance Use. Health Psychol. 2013. [Google Scholar]

	65. 
Danese, A.; McEwen, B.S. Adverse childhood experiences, allostasis, allostatic load, and age-related disease. Physiol. Behav. 2012, 106, 29–39. [Google Scholar] [CrossRef] [PubMed]

	66. 
Zung, A.; Blumenfeld, O.; Shehadeh, N.; Dally Gottfried, O.; Tenenbaum Rakover, Y.; Hershkovitz, E.; Gillis, D.; Zangen, D.; Pinhas-Hamiel, O.; Hanukoglu, A.; Rachmiel, M.; Shalitin, S. Increase in the incidence of type 1 diabetes in Israeli children following the Second Lebanon War. Pediatr. Diabetes 2012, 13, 326–333. [Google Scholar] [CrossRef] [PubMed]

	67. 
Fritze, J.G.; Blashki, G.A.; Burke, S.; Wiseman, J. Hope, despair and transformation: Climate change and the promotion of mental health and wellbeing. Int. J. Ment. Health Syst. 2008, 2, 13. [Google Scholar]

	68. 
Larrance, R.; Anastario, M.; Lawry, L. Health status among internally displaced persons in Louisiana and Mississippi travel trailer parks. Ann. Emerg. Med. 2007, 49, 590–601, 601.e1–601.e12. [Google Scholar] [CrossRef] [PubMed]

	69. 
Kar, N.; Mohapatra, P.K.; Nayak, K.C.; Pattanaik, P.; Swain, S.P.; Kar, H.C. Post-traumatic stress disorder in children and adolescents one year after a super-cyclone in Orissa, India: exploring cross-cultural validity and vulnerability factors. BMC Psychiatry 2007, 7, 8. [Google Scholar] [CrossRef]

	70. 
Prince, M.; Patel, V.; Saxena, S.; Maj, M.; Maselko, J.; Phillips, M.R.; Rahman, A. No health without mental health. Lancet 2007, 370, 859–877. [Google Scholar] [CrossRef] [PubMed]

	71. 
Marmot, M.; Friel, S.; Bell, R.; Houweling, T.A.J.; Taylor, S. Closing the gap in a generation: health equity through action on the social determinants of health. Lancet 2008, 372, 1661–1669. [Google Scholar]

	72. 
Inter-Agency Standing Committee (IASC). IASC Guidelines on Mental Health and Psychosocial support in Emergency Settings; Geneva, 2007. [Google Scholar]

	73. 
International Organization for Migration (IOM). Migration and Climate Change; Geneva, 2008. [Google Scholar]

	74. 
Soeteman, R.J.H.; Yzermans, C.J.; Kerssens, J.J.; Dirkzwager, A.J.E.; Donker, G.A.; ten Veen, P.M.H.; van den Bosch, W.J.H.M.; van der Zee, J. Health problems presented to family practices in the Netherlands 1 year before and 1 year after a disaster. J. Am. Board Fam. Med. 2007, 20, 548–556. [Google Scholar] [CrossRef] [PubMed]

	75. 
Dean, J.G.; Stain, H.J. Mental health impact for adolescents living with prolonged drought. Aust. J. Rural Health 2010, 18, 32–37. [Google Scholar] [CrossRef] [PubMed]

	76. 
Nicholls, N.; Butler, C.D.; Hanigan, I. Inter-annual rainfall variations and suicide in New South Wales, Australia, 1964-2001. Int. J. Biometeorol. 2006, 50, 139–143. [Google Scholar] [CrossRef] [PubMed]

	77. 
Dyer, J. Psychological effects of the nuclear arms race on children. Med. War 1986, 2, 261–262. [Google Scholar] [CrossRef] [PubMed]

	78. 
Tucci, J.; Mitchell, J.; Goddard, C. Children’s fears, hopes and heroes Modern childhood in Australia; Melbourne, 2007. [Google Scholar]

	79. 
Bartlett, S. The Implications of Climate Change for Children in Lower-Income Countries. J. Trop. Pediatr. 2008, 18. [Google Scholar]

	80. 
Ironson, G.; Wynings, C.; Schneiderman, N.; Baum, A.; Rodriguez, M.; Greenwood, D.; Benight, C.; Antoni, M.; LaPerriere, A.; Huang, H.S.; Klimas, N.; Fletcher, M.A. Posttraumatic stress symptoms, intrusive thoughts, loss, and immune function after Hurricane Andrew. Psychosom. Med. 2007, 59, 128–141. [Google Scholar] [CrossRef]

	81. 
Bikle, D.D. Vitamin D and immune function: understanding common pathways. Curr. Osteoporos. Rep. 2009, 7, 58–63. [Google Scholar] [CrossRef] [PubMed]

	82. 
Lucas, R.M.; McMichael, A.J.; Smith, W.; Armstrong, B.K. Solar Ultraviolet Radiation Global burden of disease from solar ultraviolet radiation. In Environmental Burden of Disease Series; Prüss-üstün, A., Zeeb, H., Mathers, C., Repacholi, M., Eds.; World Health Organisation, 2006. [Google Scholar]

	83. 
Halliday, G.M.; Rana, S. Waveband and dose dependency of sunlight-induced immunomodulation and cellular changes. Photochem. Photobiol. 2008, 84, 35–46. [Google Scholar] [CrossRef] [PubMed]

	84. 
Aucamp, P.J. Questions and answers about the effects of the depletion of the ozone layer on humans and the environment. Photochem. Photobiol. Sci. 2007, 6, 319–330. [Google Scholar] [CrossRef] [PubMed]

	85. 
Godar, D.E. UV doses worldwide. Photochem. Photobiol. 2005, 81, 736–749. [Google Scholar] [CrossRef] [PubMed]

	86. 
Norval, M.; Halliday, G.M. The consequences of UV-induced immunosuppression for human health. Photochem. Photobiol. 2011, 87, 965–977. [Google Scholar] [CrossRef] [PubMed]

	87. 
Ullrich, S.E.; Byrne, S.N. The Immunologic Revolution: Photoimmunology. J. Invest. Dermatol. 2011, 132, 896–905. [Google Scholar] [CrossRef] [PubMed]

	88. 
Hart, P.H.; Gorman, S.; Finlay-Jones, J.J. Modulation of the immune system by UV radiation: more than just the effects of vitamin D? Nat. Rev. Immunol. 2011, 11, 1–13. [Google Scholar]

	89. 
Jeevan, A.; Kripke, M.L. Ozone depletion and the immune system. Lancet 1993, 342, 1159–1160. [Google Scholar] [CrossRef] [PubMed]

	90. 
Sleijffers, A.; Garssen, J.; Van Loveren, H. Ultraviolet radiation, resistance to infectious diseases, and vaccination responses. Methods 2002, 28, 111–121. [Google Scholar] [CrossRef] [PubMed]

	91. 
Norval, M. The effect of ultraviolet radiation on human viral infections. Photochem. Photobiol. 2006, 82, 1495–1504. [Google Scholar] [CrossRef] [PubMed]

	92. 
Norval, M.; Woods, G.M. UV-induced immunosuppression and the efficacy of vaccination. Photochem. Photobiol. Sci. 2011, 10, 1267–1274. [Google Scholar] [CrossRef] [PubMed]

	93. 
Sleijffers, A.; Garssen, J.; de Gruijl, F.R.; Boland, G.J.; van Hattum, J.; van Vloten, W.A.; van Loveren, H. UVB exposure impairs immune responses after hepatitis B vaccination in two different mouse strains. Photochem. Photobiol. 2002, 75, 541–546. [Google Scholar] [CrossRef] [PubMed]

	94. 
Sleijffers, A.; Garssen, J.; de Gruijl, F.; Boland, G.; van Hattum, J.; van Vloten, W.; van Loveren, H. Influence of ultraviolet B exposure on immune responses following hepatitis B vaccination in human volunteers. J Invest Dermatol 2001, 117, 1144–1150. [Google Scholar] [CrossRef] [PubMed]

	95. 
Sleijffers, A.; Yucesoy, B.; Kashon, M.; Garssen, J.; De Gruijl, F.R.; Boland, G.J.; Van Hattum, J.; Luster, M.I.; Van Loveren, H. Cytokine polymorphisms play a role in susceptibility to ultraviolet B-induced modulation of immune responses after hepatitis B vaccination. J. Immunol. 2003, 170, 3423–3428. [Google Scholar] [CrossRef] [PubMed]

	96. 
John, T.J.; Jayabal, P. Oral polio vaccination of children in the tropics. I. The poor seroconversion rates and the absence of viral interference. Am. J. Epidemiol. 1972, 96, 263–269, ST – Oral polio vaccination of children in. [Google Scholar]

	97. 
Swartz, T.A.; Skalska, P.; Gerichter, C.G.; Cockburn, W.C. Routine administration of oral polio vaccine in a subtropical area. Factors possibly influencing sero-conversion rates. J. Hyg. (Lond). 1972, 70, 719–726. [Google Scholar] [PubMed]

	98. 
Linder, N.; Abudi, Y.; Abdalla, W.; Badir, M.; Amitai, Y.; Samuels, J.; Mendelson, E.; Levy, I. Effect of season of inoculation on immune response to rubella vaccine in children. J. Trop. Pediatr. 2011, 57, 299–302. [Google Scholar] [CrossRef] [PubMed]

	99. 
Sharma, M.K.; Bhatia, V.; Swami, H.M. Outbreak of measles amongst vaccinated children in a slum of Chandigarh. Indian J. Med. Sci. 2004, 58, 47–53. [Google Scholar] [PubMed]

	100. 
Ponsonby, A.; Lucas, R.; van der Mei, A. Vitamin D and Three Autoimmune Diseases-Multiple Sclerosis, Type 1 Diabetes , Rheumatoid Arthritis. Photochem. Photobiol. 2005, 81, 1267–1275. [Google Scholar] [CrossRef] [PubMed]

	101. 
Gatenby, P.; Lucas, R.; Swaminathan, A. Vitamin D deficiency and risk for rheumatic diseases: an update. Curr. Opin. Rheumatol. 2013, 25, 184–191. [Google Scholar] [CrossRef] [PubMed]

	102. 
Di Rosa, M.; Malaguarnera, M.; Nicoletti, F.; Malaguarnera, L. Vitamin D3: a helpful immuno-modulator. Immunology 2011, 134, 123–139. [Google Scholar] [CrossRef] [PubMed]

	103. 
Thomas, P.; Swaminathan, A.; Lucas, R.M. Climate change and health with an emphasis on interactions with ultraviolet radiation: a review. Glob. Chang. Biol. 2012, 18, 2392–2405. [Google Scholar] [CrossRef]

	104. 
Hegglin, M.I.; Shepherd, T.G. Large climate-induced changes in ultraviolet index and stratosphere-to-troposphere ozone flux. Nat. Geosci. 2009, 2, 687–691. [Google Scholar] [CrossRef]

	105. 
McKenzie, R.L.; Aucamp, P.J.; Bais, A.F.; Björn, L.O.; Ilyas, M. Changes in biologically-active ultraviolet radiation reaching the Earth’s surface. Photochem. Photobiol. Sci. Off. J. Eur. Photochem. Assoc. Eur. Soc. Photobiol. 2007, 6, 218–231. [Google Scholar]

	106. 
McKenzie, R.L.; Aucamp, P.J.; Bais, A.F.; Björn, L.O.; Ilyas, M.; Madronich, S. Ozone depletion and climate change: impacts on UV radiation. Photochem. Photobiol. Sci. 2011, 10, 182–198. [Google Scholar] [CrossRef] [PubMed]

	107. 
Diffey, B.L.; Gibson, C.J.; Haylock, R.; McKinlay, A.F. Outdoor ultraviolet exposure of children and adolescents. Br. J. Dermatol. 1996, 134, 1030–1034. [Google Scholar]

	108. 
Andrady, A.L.; Aucamp, P.J.; Austin, A.T.; Bais, A.F.; Ballaré, C.L.; Björn, L.O.; Bornman, J.F.; Caldwell, M.; Cullen, A.P.; Erickson, D.J.; de Gruijl, F.R.; Häder, D.-P.; He, W.; Ilyas, M.; Longstreth, J.; Lucas, R.; McKenzie, R.L.; Madronich, S.; Norval, M.; Paul, N.D.; Redhwi, H.H.; Robinson, S.; Shao, M.; Solomon, K.R.; Sulzberger, B.; Takizawa, Y.; Tang, X.; Torikai, A.; van der Leun, J.C.; Williamson, C.E.; Wilson, S.R.; Worrest, R.C.; Zepp, R.G. Environmental effects of ozone depletion and its interactions with climate change: progress report, 2011. Photochem. Photobiol. Sci. 2012, 11, 13–27. [Google Scholar] [CrossRef] [PubMed]

	109. 
Staples, J.; Ponsonby, A.-L.; Lim, L. Low maternal exposure to ultraviolet radiation in pregnancy, month of birth, and risk of multiple sclerosis in offspring: longitudinal analysis. BMJ 2010, 340, c1640. [Google Scholar] [CrossRef]

	110. 
Willer, C.J.; Dyment, D.A.; Sadovnick, A.D.; Rothwell, P.M.; Murray, T.J.; Ebers, G.C. Timing of birth and risk of multiple sclerosis: population based study. BMJ 2005, 330, 120. [Google Scholar] [CrossRef]

	111. 
Mitchell, D. The relationship between vitamin D and cancer. Clin. J. Oncol. Nurs. 2011, 15, 557–560. [Google Scholar] [CrossRef] [PubMed]

	112. 
Pludowski, P.; Holick, M.F.; Pilz, S.; Wagner, C.L.; Hollis, B.W.; Grant, W.B.; Shoenfeld, Y.; Lerchbaum, E.; Llewellyn, D.J.; Kienreich, K.; Soni, M. Vitamin D effects on musculoskeletal health, immunity, autoimmunity, cardiovascular disease, cancer, fertility, pregnancy, dementia and mortality-a review of recent evidence. Autoimmun. Rev. 2013, 12, 976–989. [Google Scholar] [CrossRef] [PubMed]

	113. 
Goettsch, W.; Garssen, J.; Slob, W.; de Gruijl, F.R.; Van Loveren, H. Risk assessment for the harmful effects of UVB radiation on the immunological resistance to infectious diseases. Environ. Health Perspect. 1998, 106, 71–77. [Google Scholar] [CrossRef] [PubMed]





© 2014 by the authors; licensee MDPI, Basel, Switzerland. This article is an open access article distributed under the terms and conditions of the Creative Commons Attribution license (http://creativecommons.org/licenses/by/4.0/).







nav.xhtml


  children-01-00403


  
    		
      children-01-00403
    


  




  





media/file0.png
Shift in distribution of specific

markers of immune function
P attrlb.u.table to climate-

sensitive exposures

Population
proportion

Immune
threshold for
vulnerability
to infection

A Specific Markers of Immune Function





media/file1.png
EXPOSURES /
FACTORS

nsic
Food-insecuri
Ultraviolet radiation
Heat stress
Extreme weather events
Poor sanitation
Overcrowding
Povert

Lack of potable water

Intrinsic
Under-nutrition
Infection
— Tuberculosis

HIV

- malaria
Psychological stress
liness
Dehydration

[ PATHWAYS |

OUTCOMES

Immune system

* Innate
* Adaptive

oral

ptr
- Cell-mediated

Healthy State

- |

Disease
Infection
Auto-immune disease
Cancer

liness






