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Introduction
Worldwide, 3 billion people rely on  burning 
biomass and other solid fuels for cooking and 
heating within their homes (World Bank 
2011). Each year, exposure to household air 
pollution (HAP) from inefficient stoves kills 
3.5 million people directly, as well as another 
0.5 million people from HAP’s contribution 
to outdoor air pollution (Lim et al. 2012). In 
general, these people live in extreme poverty 
within low- and middle-income countries 
(LMIC), and procuring fuel for heating and 
cooking consumes much of their time and 
resources (World Bank 2011). HAP is an 
independent risk factor for low birth weight, 
childhood pneumonia, chronic obstruc-
tive pulmonary disease (COPD), cataracts, 
cardiovascular disease, and lung cancer [Boy 
et al. 2002; Kurmi et al. 2010; Lee et al. 2012; 
McCracken et al. 2011; Pope et al. 2010; 
Smith et al. 2000; World Health Organization 
(WHO) 2009; Zhang and Smith 2007; 
Zhong et al. 2007]. Other outcomes have been 
proposed, but the evidence is less definitive for 
asthma, cancers other than lung, pneumonia 
in adults, and infectious diseases such as tuber-
culosis or HIV (Fullerton et al. 2008; Smith 
et al. 2004). Awareness of these health risks 
has sparked a global effort to have 100 million 
households adopt clean cooking technologies 
by 2020 (Martin et al. 2011; United Nations 
Foundation 2012).

The problem of HAP is less often studied 
in developed countries. However, a growing 
body of literature suggests that despite the 
relative affluence of developed countries, the 
rural poor in the United States, and perhaps 
elsewhere, are at risk due to HAP exposure in 
much the same way as occurs globally (Barry 
et al. 2010; Bulkow et al. 2012; Bunnell et al. 
2010; Johnston et al. 2013; Noonan et al. 
2012b). HAP most often results from the 
daily inefficient combustion of fuels indoors 
without sufficient ventilation to remove emis-
sions (Lim et al. 2012; World Bank 2011). 
The same principle holds for HAP in devel-
oped countries where “fugitive  emissions”—
products of incomplete combustion that 
escape the stove or flue—pollute the indoor 
environment. However, important differences 
exist between HAP globally and within the 
United States (Naeher et al. 2007). Namely, 
very few stoves within the United States 
function without a flue, and most stoves are 
used for heating seasonally as opposed to 
year-round cooking. Also, the duration in 
which children are exposed to HAP is likely 
lower in the United States, where children 
are most often in school for a significant por-
tion of the day during the heating season. 
Although these differences change the type 
and duration of exposure, significant health 
risks may remain. Globally, HAP is tightly 
linked with poverty because families have 

limited financial resources to spend on more 
efficient stoves or fuels (World Bank 2011). 
In this study, we sought to determine areas of 
the United States where poverty and house-
hold solid-fuel use coexist, and to provide 
an estimate of the number of low-income 
Americans at risk from fugitive emissions 
escaping from the indoor stoves. To quantify 
the potential scope of the problem, we used 
publicly available data sets to estimate the 
number of households in the United States 
with coincident primary solid-fuel use and 
low income. We then used the literature 
to estimate the likelihood of fugitive emis-
sions in such households and calculated the 
number of people living in poverty in the 
United States who could be at risk for poor 
health from HAP.

Methods
To determine the number of households 
that use solid fuels as their primary heating 
source and live below the federal poverty level 
(FPL) in the United States, we queried the 
U.S. Census Public Use Microdata Sample 
(PUMS) for the American Community 
Survey (ACS) 5-year estimate 2006–2010 
(U.S. Census Bureau 2012). The PUMS of 
the ACS provides national and statewide esti-
mates of households that use solid fuels as a 
primary heat source. The FPL is defined by 
using set income levels adjusted for inflation 
and family size; for example, the FPL in 2011 
for a family of four with two children was 
$22,811 (U.S. Census Bureau 2012). Data 
on poverty and the rural–urban continuum 
score (year 2004) came from the Economic 
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coke as their primary heating fuel along with percent of the population below the federal poverty 
level. Using U.S. Census data and the likelihood of fugitive emissions as reported in the literature, 
we estimated the number of low-income Americans potentially exposed to HAP.

results: Solid fuel is the primary heating source for > 2.5 million U.S. households, or 6.5 million 
people. The mapping exercise showed several rural areas, primarily in the northern and western 
regions, that have high levels of solid-fuel use and poverty. We then identified 117 counties with 
high co-incident poverty and solid-fuel use as high-priority counties for research into potential 
health risks from HAP. We estimate that between 500,000 and 600,000 low-income people in the 
United States are likely exposed to HAP from burning solid fuels within their homes.

conclusion: HAP occurs within the United States and should be further investigated for adverse 
health risks, especially among those living in areas with rural poverty.
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Research Service of the U.S. Department of 
Agriculture (USDA) (2012). We combined 
these data using the Federal Information 
Processing Standards (National Institute of 
Standards and Technology 2012) codes and 
imported the data into the mapping software 
Health Landscape (Health Landscape 2012). 
With the mapping software, the county-level 
data were then displayed using a geographic 
boundary file for 3,144 counties and county 
equivalents in the United States in 2010. The 
county-level rates for solid-fuel use and pov-
erty were assigned to nine equal quantiles and 
color coded using Health Landscapes, which 
allows information that has been geocoded 
by coordinates or to state, county, or local 
boundaries to be displayed on preset maps.

To identify priority counties potentially 
at risk from HAP, we compiled a list of coun-
ties with high co-incident primary solid-fuel 
use and percent of households below the 
FPL. We defined counties as high priority 
where ≥ 10% of the households use solid fuels 
as their primary heating source and where 
≥ 20% of the households have incomes below 
the FPL (see Supplemental Material, Table S1 
and Figure S1).

To develop an estimate of the risk for HAP 
from fugitive emissions released from house-
hold stoves in the United States, we searched 
the scientific literature from 1990 through 
2013 for studies of U.S. households using 
solid fuels with the following search terms: 
household air pollution, indoor air pollution, 
air pollution, poverty, wood stove, and coal 
stove. The search revealed only a few studies 
that documented indoor air quality in U.S.-
based homes using solid fuels as a primary 
heating source (Bunnell et al. 2010; Noonan 
et al. 2012a; Paulin et al. 2013; Robin et al. 
1996; Ward et al. 2008, 2011). For each study, 
we attempted to determine the percentage of 
homes whose 24-hr average for PM2.5 (particu-
late matter with diameter ≤ 2.5 μm) exceeded 

the WHO recommended level of 25 μg/m3 
(WHO 2005). We chose the WHO guide-
line for PM2.5 because the WHO standard is 
used for both indoor and outdoor air pollut-
ant levels, as opposed to the daily National 
Ambient Air Quality Standard of 35 μg/m3 
used for ambient air pollution alone (U.S. 
Environmental Protection Agency 2014). Of 
these, only three studies provided sufficient 
data to develop an estimate of the percentage 
of homes with PM2.5 levels that exceed the 
WHO 24-hr standard (Bunnell et al. 2010; 
Noonan et al. 2012a; Ward et al. 2011). The 
study by Bunnell et al. (2010) was conducted 
near Shiprock, New Mexico, on the Navajo 
Nation, and 19 homes were surveyed. The 
study by Noonan et al. (2012a) was conducted 
in Libby, Montana, and 26 homes were sur-
veyed. The study by Ward et al. (2011) was 
conducted on a Nez Perce reservation in Idaho 
with 16 homes. The  studies were conducted in 
geographic areas or populations with > 20% 
of the households below the FPL, one of the 
criteria for the “high priority” counties listed 
in the Supplemental Material (U.S. Census 
Bureau 2012).

However, two factors may potentially 
confound the interpretation of the high 
indoor PM2.5 levels: indoor tobacco smoke 
and ambient air pollution. The studies by 
Ward et al. (2011) and Noonan et al. (2012a) 
excluded homes with self-reported smokers; 
and Bunnell et al. (2010) tracked whether 
cigarette smoking occurred during a study 
period, and no smoking was reported during 
the winter heating season. These steps mini-
mize or eliminate the possible confounding 
influence of environmental tobacco smoke 
(ETS). Regarding the indoor contributions 
from ambient air pollution, the two studies 
that changed out stoves and repeated PM2.5 
levels found that the reductions in indoor 
PM2.5 were not influenced by changes in 
ambient levels (Noonan et al. 2012a; Ward 

et al. 2011). Additionally, the studies that 
measured ambient PM2.5 levels found that 
indoor concentrations were much higher 
than outdoor concentrations during sampling 
periods, suggesting that contributions from 
ambient pollution to indoor air pollution 
were likely small. Although excluding homes 
with ETS allows for a more specific estimate 
of the health impacts of burning solid fuels, it 
may well underestimate the number of house-
holds with indoor air quality above the WHO 
standards in our analysis, because burning 
of solid fuels and tobacco use likely overlap 
in many households (Paulin et al. 2013). 
Thus, the three studies selected to estimate 
the number of households at potential risk 
from fugitive emissions are the best currently 
available; they address the impact of tobacco 
smoke and ambient pollution in a consistent 
and logical manner.

Results
The mapping exercise in our study reveals 
that solid-fuel use appears concentrated in the 
northern and western regions of the United 
States with some pockets of high use in the 
Midwest and Appalachian regions (Figure 1). 
In the United States, household solid fuel 
is used predominantly for heating, and the 
mapping of the U.S. Census data reflects 
areas of more temperate climate with seasonal 
needs for heating. Many areas of poverty 
consistently overlap with areas of solid-fuel 
use (Figure 1A), although high poverty tends 
to be concentrated in the South, where 
use of solid fuels for heating is much lower 
(Figure 1B). Most notably, areas of solid 
fuels use and poverty coexist in Southwest 
and Central Alaska; the Four Corners 
region of New Mexico, Arizona, Utah, and 
Colorado; Appalachia, particularly parts of 
Kentucky and West Virginia; and pockets 
throughout the Pacific Northwest. We iden-
tified 117 counties meeting the criteria for 

Figure 1. (A) Map of solid-fuel use by county in the United States, shown as the percentage of occupied housing units using wood, coal, or coke as the primary 
heating fuel (range, 0–59 in nine quantiles). (B) Map showing the percentage of people below the federal poverty level (FPL) in nine equal quantiles. Data from 
ACS 5 Year Estimate 2006–2010 (U.S. Census Bureau 2012). 
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high co-incident primary solid-fuel use and 
percent of households below the FPL (see 
Supplemental Material, Table S1, Figure S1). 
Of these 117 counties, 107 are considered 
rural by the USDA rural–urban continuum 
score (USDA 2012). 

As many as 600,000 people could be 
at risk for ill health due to high-level HAP 
exposure in the United States (Table 1). We 
calculated the number of people exposed to 
risk from HAP by multiplying the number of 
people who live in poverty and use solid fuel 
as their primary heating source (n = 900,000) 
by the range of values for the percentage of 
homes experiencing 24-hr average PM2.5 
concentrations exceeding the WHO (2005) 
recommended level of 25 μg/m3 (between 
53–65%, as shown in Table 1). Air pollu-
tion > 25 μg/m3 has been shown to nega-
tively impact human health (WHO 2005). 
In this calculation, we assumed that the 
measurements of HAP were taken within 
homes representative of homes below the 
FPL. Unfortunately, household income 
was not specifically reported in any of the 
three studies used to establish the percent of 
homes exceeding the WHO indoor standard 
(Bunnell et al. 2010; Noonan et al. 2012a; 
Ward et al. 2011). However, U.S. Census 
data reveal that each of the studies was con-
ducted in a geographic areas or populations 
where ≥ 20% of the population lives below 
the FPL (Navajo Reservation, 38%; Libby, 
Montana, 22%; Nez Perce Reservation, 15% 
for all residents and 22% among Native 
Americans, the study population) (Bunnell 
et al. 2010; Noonan et al. 2012a; U.S. Census 
Bureau 2012; Ward et al. 2011).

Discussion
The burning of solid fuels for heating occurs 
seasonally in large regions of the United 
States, and HAP can be found in rural areas 
with a history of poverty (Barry et al. 2010; 
Bulkow et al. 2012; Bunnell et al. 2010; 
Noonan et al. 2012b; Ward et al. 2011). 
In this study, we present a geographic dis-
tribution of household solid-fuel use and 
an estimate of the number of low-income 
Americans at risk from exposure to HAP. 
Given the available evidence, we estimated 
that 500,000–600,000 low-income Americans 
are at risk for adverse health effects as a result 
of HAP. To our knowledge, this is the first 
study to estimate of the number of low-
income Americans potentially exposed to 
HAP from household solid-fuel use, using the 
U.S. Census and extrapolating the number 
of households at risk from HAP based on the 
existing scientific literature. Although these 
studies employed nonrandom sampling, were 
small in size, and did not record demographic 
information such as household size or income, 
they are the best available evidence (Bunnell 

et al. 2010; Noonan et al. 2012a; Ward 
et al. 2008, 2011). Without specific house-
hold income information, it is not possible 
to verify whether all of the homes included 
in these studies were indeed representative of 
households with incomes below the FPL. The 
nonrandom selection of households for moni-
toring may tend to overestimate the likelihood 
of fugitive emissions to the extent that study 
participation may be biased to households 
with higher emissions. However, our estimate 
of Americans at risk from household solid-
fuel use is likely conservative. We did not esti-
mate the total exposure from solid-fuel use by 
including the contribution of vented emis-
sions to ambient air pollution, as was done for 
household air pollution in the global compara-
tive risk assessment report (Lim et al. 2012). 
Furthermore, we did not attempt to include 
the approximately 9 million households that 
use solid fuels as a secondary source of heating, 
because peer-reviewed data currently do not 
exist on the level of fugitive emissions from 
stoves and fireplaces among secondary users 
(U.S. Energy Information Agency 2012). The 
selection of the WHO 24-hr average recom-
mendation for PM2.5 may also have resulted 
in an underestimate of those at risk because 
the WHO has recommended an annual aver-
age of 10 μg/m3 for PM2.5; and if measure-
ments in the sampled homes indicate standard 
practices, then more homes might have 
exceeded this lower standard. However, each 
of the studies upon which this analysis relied 
reported its findings as 24-hr average PM2.5. 
Ideally, future estimates of adverse health 
risks should be based on direct measurements 
as part of a coordinated set of regional stove 
changeout programs with enough households 
to achieve sufficient statistical power to more 
accurately extrapolate the burden of disease 
risk nationally.

The priority counties that we identified 
were predominantly rural, 107 of 117, accord-
ing to the USDA county typology codes 
(USDA 2012). These counties, on average, 
also have higher infant mortality, and their 

average death rate from chronic lower respi-
ratory disease was nearly twice the national 
average (Health Indicators Warehouse 2013). 
Although the association with poor health 
outcomes is purely ecological—it cannot be 
verified whether homes with high solid-fuel 
use also have a higher burden of disease—
studies linking HAP and markers of respira-
tory health have been conducted in several 
of the counties we identified (Barry et al. 
2010; Bulkow et al. 2012; Morris et al. 1990; 
Noonan et al. 2012b; Robin et al. 1996). 
This strengthens our confidence that despite 
the risk for ecologic fallacy inherent in such 
comparisons, there may be an association 
between HAP and ill health in these counties. 
Future research on HAP and change out pro-
grams should focus on these priority counties 
or counties with similar characteristics in order 
to be most effective.

There are differences with HAP in the 
United States compared with HAP in LMIC 
(Naeher et al. 2007). First, heating in the 
United States is usually a seasonal need, so 
one might expect overall exposures from 
solid-fuel use to be lower than those in LMIC 
where the predominant daily energy need 
is for cooking. Second, solid-fuel use in the 
United States also occurs among non–low-
income families as an optional and supple-
mental source of fuel for heating or simply 
for recreational use in the home; additionally 
some non–low-income families may choose 
solid-fuel use as their primary heating fuel 
for additional real or perceived benefits (e.g., 
carbon neutrality, cost stability) (Allen et al. 
2009; Naeher et al. 2007). However, even in 
non–low-income homes with seasonal wood 
fuel use, the levels may not be entirely safe, 
although studies remain to be done to provide 
accurate estimates. There is ample evidence 
that woodsmoke contributes significantly 
to ill health in airsheds surrounding such 
cities as Seattle, Washington (Naeher et al. 
2007). This demonstrates the large “neigh-
borhood” effect of inefficient woodstoves 
and suggests that the unsafe use of indoor 

Table 1. Estimate of the number of people at risk for ill health from HAP due to burning solid fuels in the 
United States.

No. of people Source
Approximately 6.5 million people in the United States 

live in homes heated primarily by wood, coal, or coke.
U.S. Census ACS 2006–2010, PUMS (U.S. Census 

Bureau 2012)
Of these, about 900,000 live below the FPL. U.S. Census ACS 2006–2010, PUMS (U.S. Census 

Bureau 2012)
Indoor air quality studies have shown that 53–65% of 

homes in poorer areas that heat primarily with wood, 
coal, or coke exceed the WHO 24-hr particulate matter 
guidelines (2005).

53%: Ward et al. 2011, Nez Perce Reservation, Idaho 
(no. of homes = 16); 58%: Bunnell et al. 2010, Navajo 
Nation (no. of homes = 19); 65%: Noonan et al. 2012a, 
Libby, Montana (no. of homes = 26)

Generalizing the range of 53–65% to 900,000 is roughly 
500,000–600,000 people living in homes that exceed 
the WHO 24-hr particulate matter guidelines (2005).

Air Quality Guidelines for particulate matter, ozone, 
nitrogen dioxide, and sulfur dioxide (WHO 2005)

Conclusion: 500,000–600,000 low-income people in the 
United States are exposed to HAP from burning solid 
fuels for residential heating.
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solid fuels for heating is not limited to house-
holds in poverty. Despite these differences, 
there are similarities between solid-fuel use 
in the United States and that in LMIC. For 
example, as in LMIC, solid fuels may be the 
only fuel source available in populations with 
a lower socioeconomic status (SES). For those 
living in a rural U.S. community with a lower 
SES, the release of fugitive emissions into the 
households may occur more often because of 
the increased financial burden associated with 
purchase of more efficient heating stoves or 
the routine maintenance/inspection necessary 
to assure adequate ventilation of emissions. 
As is the case globally, the individuals and 
families who bear the greatest risk are also 
the ones who can least afford to make health-
promoting changes to counteract these risks. 
HAP is an environmental justice issue both 
domestically and globally. Various types of 
solid fuels may be used in households in the 
United States and globally, some of which 
have different impacts on health outcomes. 
For example, household use of coal, which 
remains common in China, is associated with 
a higher risk of lung cancer than wood-fuel 
use alone (Straif et al. 2006). Although most 
people in the United States who use solid 
fuels as their primary heating source use wood 
(6.1 of 6.5 million), the remainder who use 
coal and coke (U.S. Census Bureau 2012) 
may be more likely to have health effects simi-
lar to those elsewhere in the world who use 
coal as their primary household energy source.

Health risks from household solid-fuel 
use are not limited to household expo-
sures. In rural areas, communities with a 
high proportion of household solid-fuel use 
with emissions vented outside may signifi-
cantly contribute to ambient air pollution 
and place entire communities and regions at 
risk for adverse health outcomes (Johnston 
et al. 2013; Larson et al. 2004; Noonan et al. 
2012b; Sheppard et al. 1999; Ward and 
Lange 2010). In fact, the Libby, Montana, 
woodstove changeout program reduced aver-
age winter ambient PM2.5 by 28%; and in 
the small subset of homes in which house-
hold monitoring occurred, 24-hr aver-
age household PM2.5 was also reduced by 
53% (Noonan et al. 2012a, 2012b). These 
improvements in air quality were associated 
with reductions in respiratory symptoms in 
children, including parent-reported respira-
tory infections (Noonan et al. 2012b). Thus, 
adverse health effects result not only from 
the direct exposure to HAP, but also from 
its contribution to ambient pollution in the 
wider community. These findings are also 
consistent with the recent report by Lim et al. 
(2012), which noted that almost 0.5 million 
additional deaths from HAP occur each year 
globally as a result of the impact of HAP on 
outdoor air pollution.

Especially when HAP is viewed in the 
context of poverty, confounding factors can 
also adversely affect health, including higher 
risk for infections, poor nutrition, and 
other environmental health risks. Smoking 
and ETS within the home also represent a 
significant challenge in studying the health 
effects of HAP (Noonan and Ward 2007; 
Paulin et al. 2013). However, the effect of 
HAP can often still be found even in the con-
text of confounders. For example, in Alaska 
Native villages where smoking rates among 
women are as high as 60% (Kim et al. 2010), 
having a wood or coal stove in the house was 
a significant independent risk factor for acute 
lower respiratory tract infection in children 
< 3 years of age (Bulkow et al. 2012). As with 
all research on environmental exposures, it 
is difficult to separate the effects of multiple 
exposures. Future studies should seek to deter-
mine the effects of HAP through careful expo-
sure monitoring. Examples of such studies 
include the recently announced randomized 
controlled trial in the United States using 
asthma as an outcome, which is beginning to 
publish results, and a randomized trial using 
air filtration and measuring endothelial func-
tion in a community affected by woodsmoke 
(Allen et al. 2011; McNamara et al. 2013; 
Noonan and Ward 2012).

The 500,000–600,000 low-income 
individuals potentially at risk from HAP in 
the United States merit the attention of the 
scien tific and policy-making communities. 
The number of people affected by HAP in the 
United States may be modest compared with 
those affected by other sources such as traffic-
related air pollution (Health Effects Institute 
2010). This does not negate the fact that those 
affected by HAP tend to have high exposures 
for months at a time and, as occurs with HAP 
elsewhere in the world, often have limited 
options to reduce the exposures. To enhance 
the accuracy of this estimate, additional stud-
ies are needed including detailed indoor and 
outdoor exposure monitoring of households 
and communities that commonly use solid 
fuels for heating, so that reductions in expo-
sure can be verified and correlated with health 
outcomes. Such work will provide the neces-
sary data to elucidate the health effects across 
the life cycle and better account for differ-
ences in disease severity and societal cost based 
on the specific subpopulations most affected. 
Future studies may provide impetus for public 
policy changes to foster improved air qual-
ity and, we hope, improvements in health 
of underserved and vulnerable populations 
in the rural United States. Potential health 
risks exist from household burning of solid 
fuels in wealthier countries, particularly in 
poor areas where households may lack access 
to clean-burning technologies. Investments 
by  developed countries such as the United 

States to help solve these environmental risks 
in LMIC, where 40% of the world’s popula-
tion lives with far greater household exposures, 
may also prove valuable to address solid-fuel 
use in high-poverty areas at home.

RefeRences

Allen RW, Carlsten C, Karlen B, Leckie S, van Eeden S, Vedal S, 
et al. 2011. An air filter intervention study of endothelial 
function among healthy adults in a woodsmoke-impacted 
community. Am J Respir Crit Care Med 183(9):1222–1230.

Allen R, Leckie S, Millar G, Brauer M. 2009. The impact of 
wood stove technology upgrades on indoor residential air 
quality. Atmos Environ 43:5908–5915.

Barry AC, Mannino DM, Hopenhayn C, Bush H. 2010. Exposure 
to indoor biomass fuel pollutants and asthma prevalence 
in Southeastern Kentucky: results from the Burden of Lung 
Disease (BOLD) study. J Asthma 47(7):735–741.

Boy E, Bruce N, Delgado H. 2002. Birth weight and exposure to 
kitchen wood smoke during pregnancy in rural Guatemala. 
Environ Health Perspect 110:109–114.

Bulkow LR, Singleton RJ, DeByle C, Miernyk K, Redding G, 
Hummel KB, et al. 2012. Risk factors for hospitalization 
with lower respiratory tract infections in children in rural 
Alaska. Pediatrics 129(5):e1220–e1227.

Bunnell JE, Garcia LV, Furst JM, Lerch H, Olea RA, Suitt SE, 
et al. 2010. Navajo coal combustion and respiratory health 
near Shiprock, New Mexico. J Environ Public Health 
2010:260525; doi:10.1155/2010/260525.

Fullerton DG, Bruce N, Gordon SB. 2008. Indoor air pol-
lution from biomass fuel smoke is a major health con-
cern in the developing world. Trans R Soc Trop Med Hyg 
102(9):843–851.

Health Effects Institute. 2010. Traffic-Related Air Pollution: A 
Critical Review of the Literature on Emissions, Exposure, 
and Health Effects. Special Report 17. Boston:Health 
Effects Institute.

Health Indicators Warehouse. 2013. National Vital Statistics 
System-Mortality. Chronic Lower Respiratory Disease 
(CLRD) Deaths (per 100,000). Available: http://www.
healthindicators.gov/Indicators/Chronic-lower-respiratory-
disease-CLRD-deaths-per-100000_50012/Profile [accessed 
12 January 2014]. 

Health Landscape. 2012. Quick Themes. Available: http://www.
healthlandscape.org/ [accessed 12 January 2014].

Johnston FH, Hanigan IC, Henderson SB, Morgan GG. 2013. 
Evaluation of interventions to reduce air pollution from 
biomass smoke on mortality in Launceston, Australia: 
retrospective analysis of daily mortality, 1994–2007. BMJ 
346:e8446; doi:10.1136/bmj.e8446.

Kim SY, England L, Dietz PM, Morrow B, Perham-Hester KA. 
2010. Patterns of cigarette and smokeless tobacco use 
before, during, and after pregnancy among Alaska native 
and white women in Alaska, 2000–2003. Matern Child 
Health J 14(3):365–372.

Kurmi OP, Semple S, Simkhada P, Smith WC, Ayres JG. 2010. 
COPD and chronic bronchitis risk of indoor air pollution 
from solid fuel: a systematic review and meta-analysis. 
Thorax 65(3):221–228.

Larson T, Gould T, Simpson C, Liu LJ, Claiborn C, Lewtas J. 
2004. Source apportionment of indoor, outdoor, and per-
sonal PM2.5 in Seattle, Washington, using positive matrix 
factorization. J Air Waste Manag Assoc 54(9):1175–1187.

Lee MS, Hang JQ, Zhang FY, Dai HL, Su L, Christiani DC. 2012. 
In-home solid fuel use and cardiovascular disease: a 
cross-sectional analysis of the Shanghai Putuo study. 
Environ Health 11(1):18; doi:10.1186/1476-069X-11-18.

Lim SS, Vos T, Flaxman AD, Danaei G, Shibuya K, Adair-
Rohani H, et al. 2012. A comparative risk assessment of 
burden of disease and injury attributable to 67 risk factors 
and risk factor clusters in 21 regions, 1990–2010: a system-
atic analysis for the Global Burden of Disease Study 2010. 
Lancet 380(9859):2224–2260.

Martin WJ II, Glass RI, Balbus JM, Collins FS. 2011. A major 
environmental cause of death. Science. 334(6053):180–181.

McCracken J, Smith KR, Stone P, Diaz A, Arana B, Schwartz J. 
2011. Intervention to lower household wood smoke 
exposure in Guatemala reduces ST-segment depres-
sion on electrocardiograms. Environ Health Perspect 
119:1562–1568; doi:10.1289/ehp.1002834.

McNamara M, Thornburg J, Semmens E, Ward T, Noonan C. 



Rogalsky et al.

810 volume 122 | number 8 | August 2014 • Environmental Health Perspectives

2013. Coarse particulate matter and airborne endotoxin 
within wood stove homes. Indoor Air 23(6):498–505.

Morris K, Morgenlander M, Coulehan JL, Gahagen S, 
Arena VC. 1990. Wood-burning stoves and lower respira-
tory tract infection in American Indian children. Am J Dis 
Child 144(1):105–108.

Naeher LP, Brauer M, Lipsett M, Zelikoff JT, Simpson CD, 
Koenig JQ, et al. 2007. Woodsmoke health effects: a review. 
Inhal Toxicol 19(1):67–106.

National Institute of Standards and Technology. 2012. Federal 
Information Processing Standards. Available: http://www.
nist.gov/itl/fips.cfm [accessed 3 April 2014].

Noonan CW, Navidi W, Sheppard L, Palmer CP, Bergauff M, 
Hooper K, et al. 2012a. Residential indoor PM2.5 in wood 
stove homes: follow-up of the Libby changeout program. 
Indoor Air 22(6):492–500.

Noonan CW, Ward TJ. 2007. Environmental tobacco smoke, 
woodstove heating and risk of asthma symptoms. J Asthma 
44(9):735–738.

Noonan CW, Ward TJ. 2012. Asthma randomized trial of indoor 
wood smoke (ARTIS): rationale and methods. Contemp 
Clin Trials 33(5):1080–1087.

Noonan CW, Ward TJ, Navidi W, Sheppard L. 2012b. A rural 
community intervention targeting biomass combustion 
sources: effects on air quality and reporting of children’s 
respiratory outcomes. Occup Environ Med 69(5):354–360.

Paulin LM, Williams D, Oberweiser C, Diette GB, Breysse PN, 
McCormack MM, et al. 2013. Indoor air quality in cen-
tral Appalachia homes impacted by wood and coal use. 
J Environ Protection 4:67–71.

Pope DP, Mishra V, Thompson L, Siddiqui AR, Rehfuess EA, 
Weber M, et al. 2010. Risk of low birth weight and stillbirth 
associated with indoor air pollution from solid fuel use in 
developing countries. Epidemiol Rev 32(1):70–81.

Robin LF, Less PS, Winget M, Steinhoff M, Moulton LH, 
Santosham M, et al. 1996. Wood-burning stoves and lower 

respiratory illnesses in Navajo children. Pediatric Infect 
Dis J 15(10):859–865.

Sheppard L, Levy D, Norris G, Larson TV, Koenig JQ. 1999. 
Effects of ambient air pollution on nonelderly asthma 
hospital admissions in Seattle, Washington, 1987–1994. 
Epidemiology 10(1):23–30.

Smith K, Mehta S, Maeusezahl-Feuz M. 2004. Indoor air pol-
lution from household use of solid fuels. In: Comparative 
Quantification of Health Risks, Global and Regional 
Burden of Disease Attributable to Selected Major Risk 
Factors (Ezzati M, Lopez A, Roders A, Murrray CJL, eds). 
Geneva:WHO, 1435–1494.

Smith KR, Samet JM, Romieu I, Bruce N. 2000. Indoor air pollu-
tion in developing countries and acute lower respiratory 
infections in children. Thorax 55(6):518–532.

Straif K, Baan R, Grosse Y, Secretan B, Al Ghissassi F, 
Cogliano V; WHO International Agency for Research on 
Cancer Monograph Working Group. 2006. Carcinogenicity 
of household solid fuel combustion and of high-temperature 
frying. Lancet Oncol 7:977–978.

United Nations Foundation. 2012. Global Alliance for Clean 
Cookstoves. Available: http://cleancookstoves.org/ 
[accessed 12 January 2014].

U.S. Census Bureau. 2012. American Community Survey: Public 
Use Microdata. Available: https://www.census.gov/
acs/www/data_documentation/public_use_microdata_
sample/ [accessed 12 January 2014].

USDA (U.S. Department of Agriculture). 2012. USDA Economic 
Research Service County Typology Codes. Rural-Urban 
Continuum Codes. Available: http://www.ers.usda.gov/
data-products/rural-urban-continuum-codes.aspx#.
U7QEK_ldUlQ [accessed 12 January 2014]. 

U.S. Energy Information Agency. 2012. Residential Energy 
Consumption Survey. Available: http://www.eia.gov/
consumption/residential/data/2009/ [accessed 12 January 
2014].

U.S. Environmental Protection Agency. 2014. National Ambient 
Air Quality Standards. Available: http://www.epa.gov/air/
criteria.html [accessed 3 April 2014].

Ward T, Boulafentis J, Simpson J, Hester C, Moliga T, 
Warden K, et al. 2011. Lessons learned from a wood-
stove changeout on the Nez Perce Reservation. Sci Total 
Environ 409(4):664–670.

Ward T, Lange T. 2010. The impact of wood smoke on ambient 
PM2.5 in northern Rocky Mountain valley communities. 
Environ Pollut 158(3):723–729.

Ward T, Palmer C, Bergauff M, Hooper K, Noonan C. 2008. 
Results of a residential indoor PM2.5 sampling program 
before and after a woodstove changeout. Indoor Air 
18(5):408–415.

World Bank. 2011. Household Cookstoves, Environment, Health 
and Climate Change: A New Look at an Old Problem. 
Report 63217. Washington, DC:World Bank.

WHO (World Health Organization). 2005. WHO Air Quality 
Guidelines for Particulate Matter, Ozone, Nitrogen Dioxide 
and Sulfur Dioxide. Global Update 2005. Summary of Risk 
Assessment. Geneva:WHO. Available: http://whqlibdoc.
who.int/hq/2006/WHO_SDE_PHE_OEH_06.02_eng.pdf 
[accessed 30 June 2014].

WHO (World Health Organization). 2009. Global Health Risks. 
Mortality and Burden of Disease Attributable to Selected 
Major Risks. Available: http://www.who.int/healthinfo/
g lobal_burden_disease/global_heal th_r isks/en/ 
[accessed 4 April 2014].

Zhang JJ, Smith KR. 2007. Household air pollution from coal 
and biomass fuels in China: measurements, health 
impacts, and interventions. Environ Health Perspect 
115:848–855; doi:10.1289/ehp.9479.

Zhong N, Wang C, Yao W, Chen P, Kang J, Huang S, et al. 2007. 
Prevalence of chronic obstructive pulmonary disease in 
China: a large, population-based survey. Am J Respir Crit 
Care Med 176(8):753–760.


