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This paper briefly considers the history of public health delivery in England, its transition from local gov-
ernment to NHS leadership and back again, and the consequences of that shift in terms of transport policy
as a determinant of health and wellbeing.

General principles of modern public health thinking are outlined, emphasising the need for policy
choices to consider the Rose hypothesis – that small changes in large populations are likely to deliver
greater net benefits than large changes in small populations. Thus, in tackling the epidemic of obesity,
a greater impact would arise from small alterations of exercise behaviour in the whole population than
from large changes among the most obese.

Against a policy background that emphasises ‘nudge’ approaches rather than legislative or regulatory
action, a chain of rational decisions by individuals, communities and authorities is discussed that in
aggregate leads to substantial adverse outcomes. It is suggested that there is no calculus of individual
gain that can achieve optimal population benefit with regard to some aspects of transport policy.

Features of the general strategic approach to health and wellbeing improvement in the North East of
England over recent years are outlined, with a brief exploration of the issues that these raise for public
health delivery by non-health service authorities.

New opportunities for health and wellbeing gain are offered by shifts in the focus of public health deliv-
ery as we step back from an individualised medical model and re-assert the importance of civic and cross-
sectoral action.

� 2012 Elsevier Ltd. All rights reserved.
1. Introduction

The problem of transport as a public health issue is one which
has persisted over many centuries. Julius Caesar, for example:

‘‘banned horse-drawn carts from ancient Rome between dawn and
dusk in an effort to curb gridlock, noise, [and] accidents’’ (Morris,
2007).

In the 1890s The Times estimated that:

‘‘by 1950 every street in [London will] be buried nine feet deep in
horse manure’’.

That one can walk in our cities without scaling a mountain of
dung is a testament to a public health crisis averted. We take for
granted the absence of those risks that were once all too apparent.

Motorised transport arrived in that world of risk, short life-
expectancy, and industrial pollution both as an instrument and
symbol of liberation. Vast improvements in public health of all
nations – particularly those of the developed world – would not
have materialised without it. Moreover, access to travel, be it the
ll rights reserved.
trip by train to the coast, the family car or a budget flight to Spain,
remains a potent token of individual freedom and wellbeing. Cars
are now ubiquitous as an expression of personal choice, conve-
nience and practicality. They broaden economic opportunity, ex-
tend social networks, give access to services and leisure, and
offer personal protection from social hazards and weather. Lack
of car ownership has been used as a proxy indicator of deprivation
in form of the Townsend and Carstairs scores of neighbourhood
deprivation (Christie and Fone, 2003).

Yet, as with the mass adoption of horse-based transport, the
mass adoption of motorised transport has led inexorably to a series
of negative health impacts. The World Health Organisation in 2000
highlighted that yearly deaths on the roads of its European Region
still numbered 120,000, with 2.5 million injured people (Dora and
Phillips, 2000). And these figures disguise a much broader set of
potentially greater consequences upon physical activity, respira-
tory, and mental health and wellbeing.

In this paper I wish to consider the breadth of those conse-
quences. It is a particularly opportune time to do this, firstly, if
somewhat parochially, because of the changing context of English
public health practice; but secondly, and more significantly, be-
cause of the global epidemic of obesity, the universality of the
key issues, and our growing awareness of potential health and
wellbeing consequences of climate change.

http://dx.doi.org/10.1016/j.jtrangeo.2012.01.013
mailto:e.m.g.milne@durham.ac.uk
http://dx.doi.org/10.1016/j.jtrangeo.2012.01.013
http://www.sciencedirect.com/science/journal/09666923
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2. Public health delivery in England

Although the practice of public health dates back at least to Hip-
pocrates (‘‘when a physician comes to a district previously unknown
to him, he should consider both its situation and its aspect to the
winds’’) its formal existence as a specialty in England is commonly
traced back to the establishment of Medical Officers of Health with-
in Local Authorities in the 19th century. This positioning of the pub-
lic health function as an element of municipal or district
administration – since the major determinants of ill-health were
water supplies, sanitation, overcrowding and so forth – was both
rational with respect to the levers of change, and necessary in the
absence of other local administrative structures. It also explicitly
linked those actions needed to improve health to political choices
– as the great pathologist Rudolph Virchow put it, ‘‘politics is noth-
ing else but medicine on a large scale’’ (Lopez-Carrillo, 2007).

Through the twentieth century, however, the focus shifted in fa-
vour of a medical rather than social model of major health issues –
a model in which the key future solutions to disease appeared to be
medical technologies; immunisation and antibiotics, rather than
hygiene, housing and issues of civil governance. Many have
pointed out the narrowness of this view with respect to those fac-
tors that continued to contribute most to health improvement
(McKeown, 1965). But a further consequence of this shift was the
progressive disempowerment of local authorities as explicitly pub-
lic health agents, in favour of specialist practitioners of public
health who defined their boundaries more narrowly.

By the time that Medical Officers of Health were disestablished
in England following NHS reorganisation in 1974, forming a new
specialism of ‘community medicine’, a view had taken root that a
specific local authority focus on public health was no longer neces-
sary, though it survived in more pragmatic fashion in the profes-
sions of environmental health and social care. The role and status
of ‘community physicians’ steadily declined (Klein, 1990). By the
late 1980s, following a shift in political attitudes driven by the ad-
vent of AIDS, and a notorious outbreak of infectious disease at
Stanley Royd Hospital that highlighted deficiencies in the infra-
structure of health protection, public health was cemented into
the structure of the National Health Service, with establishment
of the post of Director of Public Health (Department of Health,
1988).

From this base, the leadership of public health inevitably be-
came more heavily engaged in the business of health care provi-
sion than had historically been the case. Having adopted a
predominantly clinical perspective, the broader questions of polit-
ical, economic, environmental and social influences upon health –
domains within the ambit of organisations other than the health
service – tended to be subsumed into a general assumption that,
crudely stated, greater wealth ? greater health; an assumption
turned interestingly on its head in the Wanless Report of 2002,
which emphasised the degree to which greater health ? greater
wealth (Wanless, 2002).

For all of the 1980s and well into the 1990s, national policies es-
chewed discussion of inequalities in health or their causes beyond
individual behaviour and choice. Health, like wealth, was assumed
to trickle down through a steadily richer society.

This did not, of course, stop progress on transport related health
measures. Seat belt use, for example, had become compulsory in
the UK in 1983 on a trial basis, and the scope of that legislation
was extended over the following decade. But arguably the real
champions of cross-sectoral public health initiatives were special
interest groups and concerned individuals rather than public
health professionals.

A backswing of the pendulum began during the mid-1990s,
initially under the Major government and then more vigorously
under those of Blair and Brown, signalled initially by greater will-
ingness to discuss inequalities in health and a progressive accep-
tance of their importance as a key health issue. However, despite
the much greater currency of ideas about broader influences on
health in political and social dialogue, it has been perceived that
certain problems remained intractable. Foremost among these has
been the widening of relative differences in health between the rich
and poor, despite substantial improvements in health and life
expectancy across the board (Marmot, 2010; Mackenbach, 2010).

In this context, proposals by the current administration repre-
sent a radical attempt to reposition public health leadership in
England (Department of Health, 2010). They build upon a growing
reassertion of the role of local authorities that could be seen in the
creation of flexibilities to pool resources across sectors in the
Health Act 1999, in the Local Government Act 2000 which gave Lo-
cal Authorities a power of ensuring social wellbeing for their com-
munities, and in the then government’s strategy ‘Choosing Health’
of 2004 (HM Government, 2000; Department of Health, 2004; Ha-
mer, 2004).

Moreover, the specialty of public health itself had started to
move away from an exclusively medical model, with establish-
ment of a voluntary register for non-medical public health practi-
tioners, acceptance that Directors of Public Health should not be
drawn exclusively from a medical background, and an increasing
trend to joint appointments to those posts between health service
commissioners and local authorities.

Directors of Public Health in the new system are to be removed
from the National Health Service and placed into Local Authorities,
with a clear focus upon health improvement by means other than
health care interventions. Importantly, a distinction can be made
here between the proposed transfer of the function of public health,
which becomes the responsibility of the Local Authority, and the
transfer of Directors of Public Health and their teams who practice
and support action on public health. The opportunity offered by
this change in the public health system is not that the same work
is conducted from different premises, but that consideration of
health and wellbeing impacts may be embedded far more firmly
into all of the processes of local government. Local Authorities do
not simply acquire a department of public health, instead, as
organisations they formally become the corporate agents of public
health. The new, or returned, responsibilities bring with them obli-
gations to establish Health and Wellbeing Boards, to assess local
populations through Joint Strategic Needs Assessments (JSNAs),
to collaborate in planning processes for health, and to commission
health improvement activities using a new ring-fenced public
health funding allocation.

The idea that Local Authorities should assess their choices and
decisions with a view to their impact upon health is not new. For
example, the National Service Framework (NSF) for Coronary Heart
Disease (2000), which is credited over the past decade with having
brought substantial improvements in the quality and availability of
NHS heart disease treatments, contained among its commitments
the projected milestone that:

‘‘by April 2001 all NHS bodies, working closely with Local Author-
ities, will have a mechanism for ensuring all new policies and all
existing policies subject to review can be screened for health
impacts’’ (Department of Health, 2000).

Many of the commitments of the NSF were impressively met or
exceeded, but not this one. It is a fairly safe bet that in the last dec-
ade, few, if any, transport policy decisions have either been prop-
erly reviewed for, nor altered as a consequence of, their likely
impact upon heart disease.

Flexibilities to improve health across sectors to pool budgets for
health improvement have been available for over a decade, as have
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those to improve housing, transport and the environment (Hamer,
2004). However, these are judged to have failed to bring about suf-
ficient change (Department of Health, 2010).

Whether this will be altered within the new English arrange-
ments remains to be seen, but it is worth noting that references
to transport occur repeatedly in the government’s white paper on
public health. Specifics of how decisions might alter as a conse-
quence are lacking, and further detail is promised through further
papers on Local Transport and in a forthcoming Road Safety
Strategy.

It seems timely, then, to consider how questions of transport fit
within a broader definition of public health improvement. What is
the agenda?

The effects and interactions between transport and health are
many and varied, and for a review of these, the reader is referred
to the useful and informative evidence chapters of the recent and
substantial Transport and Health Study Group policy paper (Trans-
port and Health Study Group, 2011). However, as an overview of
the key issues in transport and public health, I would like to high-
light a number of areas of concern, and consider the ways in which
these interact.

3. Strategy of public health improvement

In considering these, it is worth first exploring something of the
philosophy of public health intervention. Routinely, we consider
public health to be delivered through three major routes: health
protection, health care services, and health improvement.

The health protection aspects of transport policy are well-recog-
nised. We have seen deaths and road-traffic injuries decline im-
mensely in recent decades, while drinking alcohol and driving
has become progressively less acceptable as its dangers have be-
come more widely appreciated. Pollution from transport exhausts
has also diminished substantially, with cleaner burning engines
and the removal of lead from petrol. The economic costs of injuries
by trauma or inhalation are substantial, and their minimisation is
good not only for those individuals who avoid injury, but also for
control of costs in health care provision.

Transport has an integral role in the delivery of health care
services. Rapid transfer of acute cases to hospital saves lives.
Health care facilities are the hub of millions of journeys each
year. However, this has come to excessively dominate the think-
ing of NHS public health in relation to transport, when the great-
er benefit is likely to arise from efforts in health improvement
(Hull, 2008).

A central tenet of health improvement is that small changes
achieved in large proportions of a population tend to deliver great-
er net improvements in health than large changes in small propor-
tions of that population. An example of this would be the way in
which a relatively small change in the average blood pressure of
a population results in a marked change in the incidence of strokes
and heart attacks, whereas targeted treatments for individuals
with the highest blood pressure may deliver benefits specifically
to those individuals, but much smaller overall changes in the pop-
ulation (Rose, 1992).

This hypothesis, attributed to the epidemiologist Geoffrey Rose,
is a principle of great significance to the global epidemic of obesity
– a problem for which no nation has yet established a coherent and
effective policy or programme, but which has been argued to be
more detrimental to health than smoking, drinking or poverty
(Sturm and Wells, 2001).

Applied to this problem, the Rose principle would dictate that
minor behavioural modifications in large numbers of people are
likely to be the key, yet the somewhat counter-intuitive nature
of the approach means that it is not always translated into policy.
Instead, individual, clinical, treatment-oriented approaches have
tended to be given preference (in keeping, perhaps, with the philo-
sophical trend of public health specialisation from broader societal
influences to health service delivery described in Section 2).

The problem has been compounded further by a tyranny of
available data – we can, for example, most easily and comprehen-
sively measure obesity in children at school, so this is what we
tend to do. As a consequence, we have then tended to set our tar-
gets with respect to obese children rather than with respect to
obesity in the general population. A measure that should be a proxy
for obesity in society too often becomes the specific target for
change, and commissioners of health care focus investment in
‘fat camps’ and treatment programmes directed at small numbers
of obese children rather than seeking to bring about small changes
in the behaviour of the general population.

Obesity arises, in the simplest terms, because of an excess of
calories absorbed over calories expended. Balance the two and
your weight should be stable, expend more than you acquire and
you lose weight. Around 90% of the American obesity epidemic
could have been avoided if the population expended roughly an
additional 100 kcal per day (Hill et al., 2003). This may represent
as little as 20–25 min of walking. In the US, it has been estimated
that the difference in time spent walking per day by a public trans-
port user, in comparison to a car user, is about 8.3 min (Edwards,
2008). A similar estimate of 8 min was derived for the UK (Davis
et al., 2007). Moreover, there is evidence that the acquisition of a
car is a potent risk factor for subsequent obesity (Bell et al., 2002).

Modal shift in regular commuting may, therefore, be regarded
as a key public health improvement strategy for combating
obesity.

Why then, is it so difficult to achieve?
4. A cascade of choice in transport

We live in a complex world, where no individual choice is made
entirely in isolation. Many factors shape our decisions, and our
decisions then have consequences in subsequent choices. It is
partly a recognition of this truism that informs the current fashion
for ‘nudge’ thinking, to which I will return (Thaler and Sunstein,
2008). Behaviours are shaped by networks or cascades of choices,
and it is useful to consider how such a cascade of choices in trans-
port may lead to effects in health and wellbeing.

Thus:
It is generally recognised that increasing wealth leads to in-

creased car ownership and this generates greater individual and
family mobility, freedom and autonomy. It isn’t surprising that
any household should make such a choice, and it would require a
remarkably attractive alternative to persuade most of us other-
wise. We start, therefore, with a substantial quantity of benefit
arising from modern transport.

Life and leisure opportunities that would have been out of reach
become accessible, more distant schools an option – encouraged by
the political will to greater ’choice’ of this kind:

‘‘the average length of the school trip for children aged 5–10
increased 18% from 1.1 miles in 1985/86 to 1.3 miles in 1995/97.
For children aged 11–16 there was a more marked increase in
the average distance from home to school from 2.3 miles in
1985/86 to 3.1 miles in 1995/97’’ (Steer Davis Gleave, 1998).

This is of particular relevance in rural areas, where a car is less a
lifestyle choice and more a necessity.

Increasing car use leads to busier and more dangerous roads.
Children in particular are rendered more vulnerable as a
consequence:

‘‘Studies that have examined the contribution of the traffic environ-
ment have shown that children from neighbourhoods with high



1 As leader of the opposition, David Cameron famously cycled to Westminster
followed by a car carrying his special branch detail and his papers (BBC News, 2006)
It is a marvellous irony that the Department for Transport valued the working time o
the driver as at least 57% more valuable than that of the future Prime Minister.
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traffic volumes and speeds are at greatly increased risk’’ (Roberts,
1995a).

Together with a (largely unjustified but escalating) fear of
abduction, molestation and violence, the genuine risk of injuries
leads parents to drive their children to school, and prevents them
from playing in the street:

‘‘death rates have fallen because children walk less than they used
to. . .hardly any personal characteristics differentiate between chil-
dren who are and are not injured’’ (Roberts, 1995a).

The effect is seen disproportionately in relatively more affluent
areas since their occupants are more likely to afford the cars which,
ironically, increase the traffic in poorer areas. Risk to children be-
comes more unequal across social classes:

‘‘Reduced walking and cycling, and increased car travel, may thus
exact important societal costs by increasing future health problems
and widening socioeconomic disparities in child death rates’’ (DiG-
uiseppi et al., 1997).

Loss of opportunities for casual physical activity increases the
likelihood of weight gain in those children, and the substitute
activities (TV, computer games) tend to exacerbate the problem.
Car availability allows shopping at more distant superstores rather
than local shops, so the local shops struggle and close. A second car
starts to look a sensible option, particularly with two people work-
ing, and with the school run and shopping:

‘‘There has been a significant rise in car ownership over the last ten
years, especially second car ownership. It may be that a household
buys a second car for general purposes or it may be specifically for
the journey to school’’ (Steer Davis Gleave, 1998).

Road traffic becomes heavier still, and as it does so, social con-
tacts along busier streets diminish. This principle was demon-
strated 30 years ago in San Francisco, showing that as volumes
of traffic increase on a street, residents of that street are likely
to have progressively fewer contacts or friendships with their
neighbours, while the area that they consider to be ‘home’ dimin-
ishes merely to the size of their dwelling instead of encompassing
communal spaces with their fellow residents (Appleyard, 1981).
More recent replication of this work in Bristol corroborates those
findings (Hart, 2008). Inhabitants of those streets who are already
socially isolated through poverty or infirmity become yet more so
through loss of local social fabric and shops, their access to good
and varied food may become more limited, and they find
themselves paying higher prices for those things that are avail-
able locally, since they cannot access the discounts in the bigger
but more distant stores.

Public transport is treated as secondary consideration to
optimising car access, so its frequency and quality suffer. Two
key reasons for this are the cultural perception of public transport
and innate biases in transport decision making. An illustration of
the first is the statement attributed to the then Prime Minister
Margaret Thatcher by Don Foster MP that:

‘‘A man who, beyond the age of 26, finds himself on a bus can count
himself as a failure’’ (HC Hansard n.d.).

The innate bias of transport decisions is illustrated in the mech-
anisms by which decisions are made. Department for Transport
Guidance for Transport Assessment (Appendix D) does not include
public health departments or health bodies in its list of stakehold-
ers – and is outdated in any case since it lists the now abolished
regional agencies as key players (Department for Transport and
Communities and Local Government 2007). However, clear priori-
tisation of local authorities remains, and provides a route for a
potentiated public health input to such processes.
Problematically, the rules that govern transport assessment are
weighted against decisions that favour either health or the envi-
ronment (Leake, 2007). For example, options that increase fuel
tax revenues are automatically weighted more favourably, and
the values of working time per person assign car drivers a value
of 44p per minute compared with only 28p per minute for cyclists
(Department for Transport and Communities and Local Govern-
ment 2007; Department for Transport, 2011b).1 Department for
Transport guidance for Cost Benefit Analysis monetises changes in
the numbers of collisions, impacts of noise, impacts of greenhouse
gases. Journey ambience impacts of walking and cycling may be con-
sidered, but impacts on local air quality, impacts on landscape,
townscape, heritage of historic resources, biodiversity and water
environment are currently excluded.

Inequalities between the haves and have-nots in the scenario
outlined above become steadily worse:

‘‘the effects of road traffic disproportionately impact on socially
excluded areas and individuals through pedestrian accidents, air
pollution, noise and the effect on local communities of busy roads
cutting through residential areas’’ (Social Exclusion Unit, 2003).

Moreover, the likelihood of community action to counter these
risks may itself be socially patterned such that those in most need
are least likely to benefit from advocacy for increased safety (Rob-
erts, 1995b).

The significance of air pollution on health may be greater than is
generally appreciated since evidence suggests long-term exposure
to traffic-related air pollution may shorten life expectancy. The
House of Commons Environmental Audit Committee considers that
‘‘poor air quality reduces the life expectancy of everyone in the UK
by an average of seven to eight months and up to 50,000 people a
year may die prematurely because of it’’ (House of Commons Envi-
ronmental Audit Committee, 2010). The relative risk of cardiopul-
monary death associated with living near a major road was shown
in one Dutch study to be almost doubled (Hoek et al., 2002). While
it is probable that poorer, and, therefore, higher risk populations
may tend to live closer to major roads, this effect does not appear
simply to be a reflection of their general deprivation, since no in-
crease was seen in the same populations for non-cardiopulmonary
deaths. Instead, it is an excess risk is borne by groups in close prox-
imity to heavy traffic, who are likely also to be suffering greater
risks associated with deprivation.

The association of disadvantage with transport factors is such
that in the recommendations of the Acheson Report on Inequalities
in Health were included (Acheson, 1998):

‘‘further development of high quality public transport . . .’’

‘‘further measures to encourage walking & cycling’’

‘‘further steps to reduce usage of motor cars’’

‘‘further measures to reduce traffic speed’’

Individual choices, delivering individual gains, thus result in a
series of health and social consequences that curtail the improve-
ment of health and wellbeing which transport otherwise offers
society.

Nobody in the foregoing, somewhat caricatured, chain of events
has made a recognizably bad decision. The choices at the start of
the chain describe a model of living that drives modern politics.
But benefits accrue directly to individuals and households,
whereas the same individuals and households only bear a tiny part
of collective responsibility for adverse effects – most of which ap-
ply to others, about whom they care less. The net effect of many
,
.
f
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individually good decisions may be to produce a series of bad
consequences.

It is also worth noting that the system described here is not one
that can properly be characterised as having failed. It has, however,
produced unintended consequences, which arise because no
boundary has been set for such side-effects. Chapman has argued
that in addressing complex systems in public policy, part of a min-
imum specification should be that boundaries exist that may not
be crossed by any implementation strategy (Chapman, 2004) From
a public health perspective, this might imply that we should agree
the limits to which policy decisions may impinge upon the health
and wellbeing of others. However, we have never conducted a suf-
ficiently informed debate that we might avoid such outcomes. The
challenge for public health is to create that debate and alter those
choices.
5. Choice and intervention

The latest vogue in the shaping of individual choice in England
is embodied in the Cabinet Office Behavioural Insights Team,
known more colloquially as the prime minister’s ‘Nudge Unit’ (Tha-
ler and Sunstein, 2008; Behavioural Insights Team, 2010).

This has the virtue of recognising the non-linear nature of many
causes and effects in complex systems, but still holds to a belief
that specific, sometimes non-intuitive, interventions may precipi-
tate substantial and desirable change in those systems.

In keeping with this philosophy is the ladder of interventions
offered in the Government’s Public Health White Paper, described
initially by the Nuffield Council on Bioethics (Nuffield Council on
Bioethics, 2007). This approach ranges from total non-interference
at one extreme to compulsion at the other, and a stated current
policy principle is that the preference should be to ascend that lad-
der only as far as is necessary, and only when the options in lower
Table 1
Nuffield Council on Ethics ladder of interventions with examples relating transport
and health.

1 Do nothing or simply monitor the
current situation

� Allow the status quo, and cur-
rent secular trends to continue
without interference

2 Provide information: inform and
educate people

� Do not drink and drive
campaigns

3 Enable choice: enable people to
change their behaviours

� Better public transport
� School buses
� ‘Boris’ bikes

4 Guide choice through changing the
default: make ‘healthier’ choices
the default option for people

� Crumple zones in car design
� More efficient engines
� Advisory speed limits
� Establish home zones and alter

street furniture and signage to
reflect different priorities

5 Guide choice through incentives:
use financial and other incentives
to guide people to pursue certain
activities

� Free, or very cheap, public
transport
� Reduce tax on low-pollution

vehicles
6 Guide choice through

disincentives: use financial or other
disincentives to influence people to
not pursue certain activities

� Heavier general taxes on cars
and road usage
� Strictly enforced laws on speed
� Increased tax on high-pollution

vehicles
� Refuse planning permission to

hypermarket developments
� Congestion charging

7 Restrict choice: regulate to restrict
the options available to people

� Do not provide parking spaces
� Limit car access or ban car

usage
8 Eliminate choice: regulate to

eliminate choice entirely
� Enforced speed limits
� Regulation of vehicle quality

(e.g. MOT tests)
� Seat belt use
rungs are exhausted. That is, the state should not regulate when
education, choice, persuasion, or incentives can be effective.

There are eight rungs on the ladder of interventions, and some
examples of how these might be seen to apply to existing ap-
proaches to public health through transport interventions are
shown in Table 1.

It is worth noting that the division between the financial incen-
tive rungs 5 and 6 is indistinct, since, for example, a differential tax
rate for cars with different levels of fuel consumption is both
incentive and disincentive at the same time.

Nudge interventions sit within this ladder in the region of rungs
3–5, and predominantly in rung 4, avoiding fiscal or regulatory/leg-
islative approaches. For purposes of health improvement through
transport policy, a pertinent question is what further scope exists
for effective change within this zone?

In 2008, NHS North East, with the backing of many local agen-
cies and the support of the then minister for the region, the Rt Hon
Nick Brown MP, began implementing a regional health and wellbe-
ing strategy entitled ‘‘Better Health, Fairer Health’’ (Public Health
North East, 2008). Within this, there were ten major themes relat-
ing to aspects of health improvement across the life course, better
services, changes in major risk behaviours, and in collectively
changing social and environmental factors to facilitate health. Each
theme was supported by an advisory group, one of which ad-
dressed the issues of Economy, Culture and the Environment under
the Chairmanship of Lord John Shipley. In 2009, this group com-
missioned work to look specifically at options for improving health
through transport interventions, resulting in a report entitled
‘‘Improving health in the North East through transport solutions’’
(Gardner et al., 2009). Table 2 is adapted from the report and sum-
marises ten types of intervention and their likelihood of delivering
a range of seven positive health-related outcomes.

What is clear from this analysis is that the interventions likely to
have the most positive impacts upon the greatest range of health-
related factors fall heavily within the upper rungs of the Nuffield
ladder – that is, in the domain of financial disincentives (congestion
charging, parking charges), restriction or limitation of choice (traf-
fic-calming, enforcement of speed limits). The nudge types of op-
tion tend to have significant cost implications (infrastructure for
safer walking and cycling, promoting telecommunication).

There are, of course, some grounds for optimism. For example, it
is clear that markets will continue provide safer cars, cleaner fuels,
and more efficient vehicles (though it should be noted that these
types of change have only a limited impact on the range of health
outcomes). For these, demand exists and manufacturers will com-
pete to respond. But it is the probability of sustained increases in
fuel costs that is likely to give significant impetus to progress in
fuel technology. As such it is a moot point as to whether such
changes are nudge-related or a consequence of financial incen-
tives/disincentives.

Only travel planning and promotion of safe walking and cycling
can be considered low-cost, effective and potent as health improv-
ing interventions, and these lie below the ‘nudge’ threshold, at
rung 2 of the Nuffield ladder, as traditional health promotional
activities.

In short, it seems quite possible to nudge toward better health
through transport solutions, but to do so is likely to be expensive,
and a rational approach would see such changes not as a substitute
for persuasion and enforcement, but as part of a continuum of ac-
tion, most profitably pursued on all fronts rather than merely that
which is currently fashionable.

Accepting that antipathy to new legislation and regulation is a
given, one might expect a slant in public policy toward facilitation
of change at the lower rungs of the intervention ladder – indeed,
this seems to be what is implied in the promise of papers on Local
Transport and Road Safety referred to in Section 2.



Table 2
Adapted from Gardner et al. (2009).

Policy intervention Potential health-related outcomes

Promoting
physical
activity

Reducing crashes and
road traffic injury

Reducing air
pollution

Reducing
noise
pollution

Reducing
greenhouse gas
emissions

Increasing
social
inclusion

Improving
access

Promotion of safe walking and
cycling

+ + + + + + +

Investment in infrastructure for
safer walking and cycling

+ + + + + + +

Travel planning and accessibility
planning

+ + + + + + +

Traffic-calming and speed reduction
in residential areas

+ + + + + + +

Enforcement of speed limits/speed
management

+ + + + + + +

Reducing transport demand e.g.
promoting telecommunication)

+ + + + + + +

Congestion charging (road pricing)
and parking charges

+ + + + + + +

Cleaner fuels and more efficient
vehicles

� � + � + + �

Safer cars (including safety for
pedestrians)

+ + � � � + �

Enforcement (e.g. seatbelts/child
restraints)

+ + � � � + �

+ Policy intervention likely to lead to positive health-related outcome.
� Policy intervention not likely to lead to health-related outcome.
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Curiously, however, this seems not to have been reflected in re-
cent policy decisions. At the level of health promotion (rungs 2–3)
it is notable that an early decision of the current government was
to abolish Cycling England – an organisation funded through the
Department for Transport that had overseen cycling promotion,
including the successful Cycling Towns initiative, for some years
(Cope et al., 2010).

In terms of health protection, financial stringencies in local
authorities are leading to reductions in the monitoring of particu-
late pollution. A combination of finance and the switch in political
emphasis upon enforcement – the government’s wish to ‘end the
war on the motorist’ (Massey, 2010) – has led to discontinued use
of speed cameras (rung 8), most prominently in Oxfordshire, though
a subsequent increase in average speeds and deaths has brought
about a local rethink of this policy (BBC News, 2010; Davies, 2010).

From a health improvement perspective, and notwithstanding
the issue of cost, there is a clear need for evidence-based ap-
proaches to spatial planning in order to facilitate healthier choices
as a default behaviour – in other words, nudges (rung 4). Indeed,
just such an exercise was being undertaken by the National Insti-
tute for Health and Clinical Excellence, until autumn of 2010 when
it was cancelled by decision of the Secretary of State for Health, An-
drew Lansley (NICE, 2011).

It is a sad irony, at a time when English public health is being
relocated to a multi-sectoral base in local authorities, with signifi-
cant new opportunities to tackle health improvement through col-
lective action on transport, that tools and structures capable of
supporting those initiatives may be lost in an incoherent national
approach to the problem.

6. Practical steps toward public health intervention for
transport

What then can be done at a local level to improve health
through transport? Overall, the degree to which Local Authority
leadership on public health will translate into changes in policy
can, at this stage, only be speculative, but possibilities are substan-
tial and have already been anticipated in some areas, as, for exam-
ple, described above and in Table 2, for the North East of England.
In the West of England, a Memorandum of Understanding signed
by the Primary Care Trusts and highway authorities has sought
to integrate public health with existing officer and Elected Member
forums. And Bristol has embedded a public health and transport
specialist into the Council’s Transport Department.

The New English Public Health offers an opportunity to make
such integrated working central to health and wellbeing, address-
ing some of the known problems of developing such strategies for
transport, and being likely to have most effect where local govern-
ment itself is most integrated (Marsden and May, 2006). London,
for example, is best positioned on this issue because of its admin-
istrative tiers, to which public health will also be aligned. However,
the degree of disruption incurred by organisational change will, of
itself, be disadvantageous, and in combination with austerity mea-
sures may delay effective action for some time. Regionally, we have
used a structure to consider public health actions in 7 parts, and it
may be useful to approach the priorities for new function of public
health in Local Authorities in the same way.

1. Governance – in order to take effective action on transport for
health, it is necessary that there is a sufficient shared under-
standing of the problems and their interrelationships among
those in authority (politicians and public servants), and their
electorates. A key challenge will be to build a degree of under-
standing and consensus to allow or compel change to happen.
Crucially, in the new English structures, Health and Wellbeing
Boards will be responsible for producing joint health and well-
being strategies informed by their JSNAs. These should become
the key focus for establishing consensus on the need for trans-
port action for health. They should provide the forum within
which boundaries and expectations of outcome in integrated,
complex-system strategies are set – where a ‘‘shared paradigm
of sustainability’’ across sectors may be forged (Hull, 2008;
Chapman, 2004).

2. Performance management – this relates to how well we actually
deliver those things that we are already funded for and are
committed to doing? How great a priority is traffic speed con-
trol? How functional are the cycle tracks in our local areas?
Could we deliver such functions or designs more effectively?



68 E.M.G. Milne / Journal of Transport Geography 21 (2012) 62–69
3. Policies and planning – how can decision-making structures be
influenced locally? Can we make real and more effective the
function of Local Authorities as stakeholders in assessment of
proposed transport schemes? Can planning processes and local
authority relationships with the private sector be used to shape
transport options that would improve health? At this stage one
thing seems clear, and that is that with the fresh start offered by
Local Authority responsibility for public health, there will be a
will to do things differently than they have previously been
done. Councillors and officers will surely wish to stamp the
change with new approaches.

4. Service redesign and funding – this reflects the influence that
may be brought to bear through those mechanisms that are in
the direct control of the public sector or of partner agencies in
other sectors. How might investments under the direct control
of local authorities be used better to enhance health through
transport? Perhaps of more relevance in the current financial
climate, how will Local Authorities react to financial stringen-
cies and conflicting demands upon their resources? Two impor-
tant considerations arise here. Firstly, a troubling question for
many aspects of public health is whether anything that may
be construed as action to improve the public health will be
shoe-horned into the promised ring-fenced budget, which will
be limited and at least partially pre-committed. There is no real
prospect that transport changes will readily be funded from this
source. Secondly, we need to be able to consider alternative
investments in terms that allow proper comparison of their
costs and benefits. Health and transport economics will need
a common language, which might be provided by assessment
of transport choices in terms of costs per Quality Adjusted Life
Year. We need to be able to debate properly whether greater
benefit arises from buying a new drug or from altering street
design. And our choices, constrained through austerity, need
to be as effective and efficient as possible.

5. Advertising and social marketing – a powerful lesson from expe-
rience in many areas of health improvement is the need to
achieve consistent, long-term messages. Related to the issue
of governance is the function of communication. How effective
are the expenditures on, for example, road safety campaigns at
a local level? Could we use social marketing techniques more
effectively to alter behaviours?

6. Lobbying activity – there are some aspects of change that can
only be achieved through changes in the law and regulation,
either at national or European level. Local Authorities are far
better positioned to actively pursue such changes than were
the old public health structures. For example, the values
assigned to journey times need not be as they are – it is quite
reasonable to argue that if a greater health and social value
attaches to walking or cycling that we should monetise those
behaviours appropriately. Moreover, given the financial
squeeze being felt by many authorities, and the limits upon
their direct responsibilities for roads, approaches that seek leg-
islation or which aim to influence central decision-making may
be prioritised.

7. Research and development, analysis – an outstanding and contin-
uing need is for evidence and guidance to ensure that evidence-
based action is prioritised, and that evidence is sought to assess
our actions where it does not yet exist. Close collaboration is
needed with those who are expert in such research to ensure
this. A good example here relates to the Local Sustainable Travel
Fund, designed explicitly to include packages of action that may
include promote walking and cycling, and encouragement of
modal shift (Department for Transport, 2011a). It is encourag-
ing that the National Institute for Health Research is, at the time
of writing, seeking bids to evaluate health-related outcomes of
initiatives funded through this source (NIHR, 2011).
7. Conclusion

In Matt Ridley’s recent book, ‘‘The Rational Optimist’’ – a spir-
ited case for the crucial importance and social value of free trade
– it is notable that amidst a barrage of improving statistics he rec-
ognises the specific issues of obesity and traffic congestion as
examples of deterioration (Ridley, 2010). This is not, I think, a coin-
cidence. These issues represent a major challenge to health and
wellbeing that the market does not seem capable of resolving un-
aided. The choices that lead to problems in both cases seem unli-
kely to be altered by simple (or, at least, inexpensive) nudges. In
contrast, I suggest that these are areas that require purposeful
engineering of our environment so that the options presented to
individuals genuinely allow the better long-term options also to
be preferable at the level of personal choice. This is a key challenge
for Local Authorities as they become once again the guardians of
English Public Health.
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