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Dear Sirs,
A14 Cambridge to Huntingdon – First Round of Questions
Please find below the answers to the first round of questions asked of
Cambridgeshire County Council, where Cambridgeshire County Council is able to
provide an answer. In terms of the questions asked generally of “local authorities”
relating to noise and air quality, the County Council refers the Examining Authority to
the answers from the District Councils and City Council.
Question Reference: Q1.1.17
Question:
Dust from construction is identified as a significant effect which could be mitigated
through best practice measures implemented via the Code of Construction
Practice. If best practice measures are not followed by contractors or prove to be
ineffective, what further action can be taken by local authorities to control these
effects?
Response:
Compliance with the Code of Construction Practice (CoCP) is a Requirement (No
3) on the Secretary of State. The County Council is seeking a revision to this
Requirement to secure consultation with local authorities in its development and
of the CEMP and Local Environmental Management Plans, to ensure that the
CoCP is an effective management tool. If Highways England fails to comply with
a Requirement in the made DCO it becomes in the opinion of the County Council
an enforceable matter under Part 8 of the Planning Act 2008.

Question Reference: Q1.5.4
Question:
Why can’t The Avenue, north east of Madingley, be closed to traffic at its junction
with the new local access road to reduce the risk of Madingley being used as a

route between the A14 southbound and the A428 westbound? If this junction is
not to be closed, what would prevent eastbound A428 traffic from using Madingley
to access the A14 westbound?
Response:
The Transport Assessment submitted by Highways England reports (at 7.5.17)
that in 2035 there will be an increase in traffic using The Avenue from 3800 to
6400 vehicles per day (two way), an increase of 2600 vehs/day. The traffic model
(CHARM2) by Highways England has been analysed by the County Council and
the following facts established.
• Of the 2600 vehicles a day increase on The Avenue, 600 vehs/day
currently use Cambridge Road to access the A1303, and would find The
Avenue more attractive. If The Avenue were closed this traffic would
continue to pass through Madingley.as it does at present.
• The remaining 2000 vehs/day increase is vehicles re-assigning from Dry
Drayton Road to The Avenue, which currently uses this route to circumvent
the existing left it, left out junction with the A14. If The Avenue was closed
this traffic would continue to use Dry Drayton Road and pass through
Madingley as it does at present;
• The traffic model shows no increase in traffic routing from the A428 to
the A14 with the A14 Improvement;
On the basis of the assessments to date, the County Council considers that there
would be little benefit to Madingley from closing The Avenue unless Dry Drayton
Road was also closed. If both roads were closed, Madingley residents would be
inconvenienced by losing access to roads north of the village, and a significant
proportion of traffic using The Avenue appear to be local residents. Achieving a
significant reduction in through traffic for Madingley would require both The
Avenue and Dry Drayton Road to be closed.
The traffic model does not suggest that there is demand to use Madingley from
the A428 to reach the A14 west bound. Dry Drayton would provide A428 east
bound traffic with a shorter route, and longer distance traffic would be more likely
to use the A428 and A1198 to access the A14 west bound.
The County Council will review the impacts on Madingley when Local Traffic
Impact Testing has been completed by Highways England.

Question Reference: Q1.6.2
Question:
Art 3 - Given the disapplication of powers particularly those in relation to
watercourses, flood defence, land drainage and waterways what agreements, if
any, has been reached as to the inclusion of these provisions with the relevant
authorities as per s150 of the 2008 Act?
Response:
The County Council has agreed a protective provision with Highways England.
Copy attached.

Question Reference: Q1.6.5
Question:
Art 11(1 ) (2) and (4)- ‘unless otherwise’ agreed’ is considered informal without
the qualifying words ‘in writing’ should these words therefore be included and with
regard to transfer of powers to the relevant highway authority have discussions
already been had with the relevant authorities?
Response:
The addition of “in writing” is appropriate. The transfer of powers has been
discussed and is agreed in principle, but there are ongoing discussions relating to
condition of de-trunked assets, inspection of construction, and process of transfer.
This will be secured by a legal agreement between the County Council and
Highways England. The County Council will in any case be making
representations regarding revisions to Article 11.

Question Reference: Q1.6.6
Question:
Art 14 - Have discussions been had with the relevant street authority on deemed
consent for applications after 28 days, given that this would be outside the normal
statutory process?
Response:
The County Council has had the opportunity to comment on a draft of the
submitted DCO, but there have been no specific discussions on this Article.
The view of the County Council is that this article is an unnecessary addition to
Article 14 (4) which requires only that consent must not be unreasonably withheld
or delayed. The County Council will work with Highways England to deliver the
A14 project on time, and all such applications would normally be pre-agreed
before submission.

Question Reference: Q1.6.17
Question:
Art 43 - Who are the persons referred to as ‘the parties’ that are anticipated in this
article to be able to refer any matters (of disagreement) to arbitration. Is it
considered they are to include ‘relevant planning authorities’, ‘relevant highway
authorities’ and ‘relevant traffic authorities’? If not, why?
Response:
As a beneficiary of the Order, Cambridgeshire County Council considers itself to
be a party to it in its statutory capacity as relevant planning authority, relevant
highway authority, and relevant traffic authority.

Question Reference:

Q1.6.18

Question:
Art 44 - A bespoke appeal process is anticipated which is outside the normal
statutory process and public general legislation. Has discussion been had with the
relevant authorities about the appeal process? If so, what was the outcome?
Response:
There has been no consultation with the County Council over Article 44.

Question Reference: Q1.6.27
Question:
Req 6 - 6(1) How is it considered the timing of the submission of the landscaping
scheme be regulated and should the scheme be submitted before development
commences? If not, why not/
Response:
The County Council considers that the landscaping scheme should be approved
in outline before development commences to ensure that the design of the
engineering works provides for the required mitigation of visual and ecological
impact.
This is the process that was implemented on the Cambridgeshire Guided Busway
for the same reason. Timing could be regulated by an amendment to
Requirement 6.
Submission in phases would be acceptable.

Question Reference: Q1.6.29
Question:
Req 8 - How would the timing of the submission of the traffic management plan
(for each part) be regulated and at what stage? Should ‘relevant planning
authority’ in 8(1) instead read ‘relevant highway authority’?
Response:
Requirement 8 states that no part of the development may commence until a
traffic management plan has been approved. This would appear to regulate
timing of submission as this becomes a key milestone in the construction
programme. The County Council requires that this Requirement refers to “local
highway authority” as this is consistent with the wording of the Traffic
Management Act 1994 and the local highway authority under that act holds the
duty to manage traffic on the network. This duty cannot be held by a planning
authority that is not a highway authority.

Question Reference: Q1.7.6
Question:
In Table 16.17 of the ES it states that the regional economy would benefit from
the creation of 800 - 1600 additional jobs to the local region during construction of

the proposed scheme. Please set out the extent to which this assessment is
agreed by your local authority, identifying areas where you disagree with the
analysis and providing reasons.
Response:
There has been no specific discussion over the number of jobs to be created
during construction, and the County Council is unable to quantify the resources
needed to construct the proposed scheme, including those in local supply chains.
The County Council agrees that construction of such a large project will create
jobs, but considers that it is for the Applicant to provide the evidence of the
calculation of numbers.

Question Reference: Q1.7.7
Question:
In the Case for the Scheme it is stated that the proposed scheme is forecast to
deliver significant economic benefits associated with reduced travel times
together with greater journey time reliability and wider impacts associated with
economic activity and business growth. Please comment on the construction and
post construction effect of the proposal on the local economy in Cambridgeshire
and linkages with neighbouring counties / regions.
Response:
The A14 is a significant bottleneck and a restraint on growth. This constraint
flows from restraint on development, and developments that depend on
improvement of the A14. Northstowe is a significant new settlement that will
provide up to 10,000 homes. However, it cannot grow beyond 1,500 homes
(Phase 1) as Phase 2 is conditional on improvement of the A14. Therefore, the
jobs that these homes would provide, and the occupiers would hold, would be lost
to the region.
Development generally along the A14 is constrained by objections to increased
traffic on the A14 from Highways England. Developments that would increase
traffic on the A14 are generally blocked, or can only proceed slowly or on a
reduced scale.

Question Reference: Q1.7.8
Question:
Table 16.14 of the ES summarises the effect of the proposed scheme on
community severance. To what extent have local authorities and Parish Councils
been involved in such an assessment and are they in agreement with the
applicant over the effects of the proposal? If not, why not?
Response:
Cambridgeshire County Council has been consulted over the proposals in
development and agrees with the applicant’s assessment.
The Transport and Health Joint Strategic Needs Assessment (T&HJSNA) –

attached, comments on the importance of access to transport as a determinant of
health. It concludes “The availability and accessibility of means of transport is an
important determinant of health and wellbeing as transport is fundamentally an
enabler of access to services and social opportunities.
Nonetheless, even when transport is available and accessible, there may be other
important access barriers that limit travel and mobility, and limit social
participation.
There is a lack of strong evidence for a direct association between an absence of
transport options and increased levels of social isolation. The importance of
transport links for ensuring quality of life and preventing loneliness is frequently
and very highly cited in qualitative evidence on the views of vulnerable groups,
including those who may have social exclusion characteristics. The importance of
transport locally is advocated by many Cambridgeshire residents. This includes
participants within a focus group on transport drawn from across the County
Council-funded partnership boards and facilitated by Cambridgeshire Alliance for
Independent Living.”
The County Council public health department recommended that Highways
England consider community severance as part of the Health Impact Assessment
(HIA).
The HIA as submitted examined the following areas:


Community severance is concerned with disrupting communities’ social
networks as well as reducing access to local amenities caused by a physical
barrier created by the transport infrastructure that runs through a community.
For example, a road route may result in bisecting communities when it runs
near or through inhabited areas and communities. Increased traffic flow on a
road which was not originally regarded as a barrier may also cause community
severance and reduces access to local services and community networks.
Bisecting social structures can lead to possible inequalities in economic status,
age, ethnicity leading to potential separation, insecurity and lack of unity.
Research showed that social groups who are most negatively affected by
severance include: those with restricted mobility, individuals without cars,
school children, the elderly, and students and women of low income. Although
the direct health effects of community severance is not established yet, access
to services and friendship and supportive networks in the community are
linked with health by reducing depression and improving wellbeing and chronic
illnesses.



There are no clear severances or deprivation in terms of communities within
the immediate scheme footprint. However, the scheme might benefit deprived
areas in Cambridge and Huntingdonshire (as mentioned in the deprivation
section) which are not adjacent to the immediate scheme footprint. It will also
be important to assess whether the scheme is likely to improve access;
especially by non-car modes to communities, including those which are only
accessible by the A14, such as Bar Hill, Swavesey and Boxworth. The HIA
also suggested that it is also important to consider future developments

anticipated in the area.
The HIA was also asked to consider the effect the A14 improvement scheme
would have on access to emergency services and the HIA states “Access to
emergency services and healthcare and whether communities within the scheme
footprint, especially those which will no longer have direct access to the trunk
road, is important to consider. This includes current journey times for
communities, such as the Offords, Hilton and Hemingford Grey, to essential
healthcare services including Hinchingbrooke and Addenbrookes hospitals.”
The Assessment concluded that “In general settlements along the online portions
of the scheme are not likely to experience additional severance effects.
Settlements along the offline portion to the north of the scheme are also unlikely
to experience significant adverse effects as access to the larger community of
Huntingdon will not be compromised.
The scheme includes overpasses to reduce severance or barrier effects for
communities like Connington, Hilton, Buckden and the Offords. It is anticipated
that during the operational phase, the traffic diverted onto the new offline section
of the A14 would reduce traffic levels on the existing local road network and the
existing A14 route. This would provide relief from existing severance issues
between communities and community facilities by easing congestion and reducing
hazards. Also, the de-trunking of the A14 in Huntingdon will ease severance
within the town. On the section between Fen Drayton and Milton, the scheme is
expected to provide improved access between existing community facilities along
the A14 and to Cambridge via the route improvements.
In terms of developments, the scheme is expected to have little effect for the
majority of developments of relevance to the scheme area. Where effect is
expected, it is generally thought to be beneficial as a result of improvements to
access, with the exception of a site proposed as a mobile home site. The major
planning allocations are also likely to benefit from the scheme, due to improved
access or diversion of traffic towards new routes”.
It concluded therefore that the scheme would bring a Positive impact, therefore no
mitigation / recommendations are required. The County Council Public Health
Adviser agrees with this assessment.

Question Reference: Q1.8.1
Question:
Discussions have taken place with CCC, HDC and SCDC about the
developments to be included in the cumulative impact assessment. Was
agreement reached on what is a reasonably foreseeable development and what
are the developments that have been taken into account in the cumulative
assessment? If agreement has not been reached, what are those areas of
disagreement?
Response:

The County Council has agreed all the developments included in the scheme
assessment as being reasonably foreseeable.

Question Reference: Q1.8.6
Question:
According to Chapter 9 of the ES, construction of the scheme would result in a
number of adverse impacts on known archaeological remains, historic buildings
and historic landscapes. What agreement, if any has been reached between the
applicant, English Heritage and Cambridgeshire County Council regarding
mitigation during construction and how is it proposed to secure this through the
draft DCO with particular reference to Requirements 3 and 7? If agreement has
not been reached, what are the outstanding matters?
Response:
The County Council has agreed with Highways England that a comprehensive
programme of archaeological works will be developed for the A14 scheme, which
will be set out in Written Schemes of Investigation that will be subject to
consultation and agreement with the County Council. The programme should be
split between advance works (prior to construction commencement in various
sections: involving further evaluation and set piece excavations) with a less
significant element to occur during construction owing to timetable pressures in
this stage. Fieldwork to be conducted in advance of borrow pit stripping and
extraction is an area of prime concern.
The programme should include:
 A field evaluation strategy for all groundworks areas that were not available
prior to the DCO submission
 pre-construction excavation at known archaeological sites
 some fieldwork that will occur during the main stripping programme
 post-excavation assessment and analysis stages
 a public engagement and outreach strategy
 archiving
 publication (popular and professional)
 legacy works: display & interpretation in suitable places, including restored
borrow pits
Outline WSIs have been supplied so far and we have been told by Highways
England that detailed WSIs would be prepared by sub-contractors once
appointed. While the two Method Statements are not contentious, the document
“Written Scheme of Investigation archaeological investigation complete” is far
from being acceptable to the County Council as its specification is considered
inadequate. Consequently little has actually been agreed in this respect apart
from the intention that an archaeological programme will occur.
The County Council in its written representations will be seeking amendments to
Requirements 3 and 7 to secure consultation with the County Council.

Question Reference: Q1.9.2
Question:
The vertical and horizontal limits of deviation provide a degree of flexibility for
construction but also have the potential for differences in landscape and visual
impacts. IPs have raised their concerns about this potential for differing impacts.
How is the applicant addressing this issue?
Response:
The County Council notes that Requirement 2 requires consultation with the
relevant planning authority over changes from the works plans, engineering
drawings and sections. Further that Article 7 limits the extent of variation except
where a materially worse adverse environmental assessment will not arise.
The County Council recognises that design development is inevitable, but
considers that it is reasonably restricted by the DCO Articles and Requirements.

Question Reference: Q1.9.4
Question:
The eastern part of Mill Common which is a landscape of high sensitivity (ES para
10.5.32) would be subject to major adverse impacts in both year 1 and year 15.
Please explain the justification for the proposed new link road given such
landscape sensitivity. How could the urbanising effect of the new link road be
limited?
Response:
Highways England consulted with the County Council over the design of Mill
Common link. As a result, and in response to public consultation and comments
from other local authorities, considerable changes to the design were made to
limit impact. The current design is acceptable to the County Council.
The County Council notes that the existing A14 has a significant impact on Mill
Common, and Huntingdon generally. Securing removal of the viaduct is key to
reducing this impact. In the view of the County Council the Mill Common link is an
essential part of the scheme as it relieves the junction at Brampton Road and
provides direct access to the Huntingdon Ring Road from the de-trunked A14. In
so doing Godmanchester and the mediaeval bridge over the river are bypassed.
The County Council considers that on balance the impact on Mill Common from
the link is countered by the benefits from removing the viaduct, and that the
current proposals minimise as far as possible the impact on Mill Common.
The de-trunked A14 past Mill Common will be reduced in level, and there is an
existing road and car parks at Mill Common. Due to level differences the County
Council accepts that there has to be some encroachment onto Mill Common.
Grading out on the west will reduce the impact and there will be new planting to
improve the setting of Mill Common generally.

Question Reference:
Question:

Q1.10.3

Significant impacts from noise and vibration during construction are predicted to
impact on both residential and non-residential receptors. How would site specific
noise controls be agreed with the local authorities?
Response:
The County Council does not have any statutory duties relating to noise and air
quality outside mineral workings and relies on the District Councils and City
Council in these matters. In respect of borrow pit sites the County Council
considers that noise and vibration limits should be established in the CoCP that
are appropriate for mineral workings, and that the method of assessment and
thresholds should be those that normally apply to mineral workings. The County
Council will be dealing with this in its written representations.

Question Reference: Q1.10.6
Question:
Paragraph 14.2.91 of the ES notes that given the infrequent, irregular and short
duration of maintenance work, this phase of the proposed development is unlikely
to give rise to significant noise or vibration effects. What is the basis of this
conclusion? How would any short term significant effects be mitigated?
Response:
As local highway authority the County Council considers noise and vibration from
maintenance works in planning maintenance. This would continue to be the case
in respect of de-trunked and local road sections of the proposed scheme. The
County Council agrees that maintenance work likely to give rise to significant
noise and vibration effects would be infrequent and short duration. Normal
routine road maintenance does not involve demolition, piling, and works of that
nature. In any case as far as the local road network goes, the County Council
would normally plan work during normal working hours. Night work would
normally only be planned when possession of lanes was impossible due to safety
and the need to keep traffic flowing. For example for bridge repairs CCC would
probably have to carry out bearing and joint replacement at night to allow closures
to have minimal effect on traffic. However CCC would aim to work to within
Environmental Health noise limits and provide temporary local noise/acoustic
barriers if necessary. Such work would be infrequent, with several years between
replacements.

Question Reference: Q1.10.7
Question:
Paragraph 13.2.1 in Appendix 20.2 of the ES states that a noise and vibration
management plan would be prepared as part of the main contractor’s
Construction Environmental Management Plan (CEMP). Can the applicant
provide a draft of the CEMP, its relationship to the LEMP and confirm how these
documents would be secured.
Response:
The County Council expects to be consulted in the development of the CoCP,

CEMP and LEMP and for this consultation to be secured by a Requirement on the
Secretary of State. The County Council will be including this in its written
representations.

Question Reference: Q.1.10.8
Question:
Noise mitigation during the operational phase of the scheme is proposed through
various means, as described in Table 14.21 of the ES. How would the installation
of noise barriers be secured through the draft DCO?
Response:
The County Council would not wish there to be any reduction in the scope of
noise mitigation, and would welcome any enhancement that may be possible.
The County Council would consider noise mitigation referred to in the ES and
shown on the General Arrangement drawings to be an undertaking made by the
Applicant. As such a failure to provide mitigation, without demonstrating that
there was no significant worsening of environmental effects, would fall outside the
scope of deviation in Article 7 and require consultation as provided for in
Requirement 2.

Question Reference: Q1.10.9
Question:
Paragraph 18.1.4 of the ES indicates that the traffic model which underpins the
noise assessment has been agreed with the local planning authorities. Can the
local authorities confirm that this is correct?
Response:
The County Council is broadly content with the traffic modelling work undertaken
by the Applicant, and that the traffic modelling approach in general is sound and
appropriate. However, the Applicant has, in the opinion of the County Council,
given insufficient consideration in the traffic modelling to the impacts on local
roads. At this time the traffic predictions for local roads are not the subject of
agreement between Highways England and the County Council, but are the
subject of ongoing discussion that is expected to lead to agreement.

Question Reference: Q1.11.3
Question:
What are the arrangements for undertaking road safety audits and how are these
secured in the draft DCO? (Para 4.62 NN NPS)
Response:
The applicant (Highways England) is understood to be commissioning road safety
audits from an independent consultant in accordance with HD19/15.
Stage 1 audits were carried out by Mott Macdonald then CCC road safety team
reviewed and commented on those from the local highways authority perspective.

These arrangements are expected to continue into detailed design and CCC will
be invited to attend future audits so that CCC comments run concurrently with or
where appropriate are included in the main audit.
Consultation with CCC regarding road safety audits on local and de-trunked roads
will be secured by a legal agreement between CCC and Highways England.

Question Reference:
Question:

Q1.12.18

Some IPs have asked what effect the guided busway between Cambridge and
Huntingdon would have on reducing demand for travel by car between these
locations. What are the current and forecast patronage forecasts for the busway
and what effect has this had on current and future forecasts of demand for travel
between Huntingdon and Cambridge?
Response:
In May 2015 the 12 month rolling total of passengers was 3.5m/annum, and has
been growing at around 1%/month since May 2014.
Cambridge Sub Regional Model (CSRM) runs have been used to evaluate the
impact on Guided Bus patronage in the morning peak 7am to 10am. 2031 is the
closest year in the CSRM to 2035.
The total number of Guided Bus (GB) trips is predicted to rise by a factor of 3
between 2011 and 2031. However, most of the growth predicted is to
destinations other than in the CSRM (chiefly Huntingdon, Alconbury and external
destinations, many of which are related to the re-designation of service west of
Huntingdon from bus to Guided Bus).
Northstowe Phase 2 is predicted to increase the number of GB trips to all
destinations by ~1,500, and to Cambridge by ~300 trips.
The A14 widening in 2031 DS1 then reduces the total GB trips by ~650 (about
11% of the total GB trips), but removes only ~40 (~3%) trips to Cambridge.
This suggests that the A14 upgrade provides an attractive alternative to public
transport for trips between destinations outside Cambridge, but the model does
not suggest that there is major abstraction for trips to Cambridge.
The results appear roughly in line with the changes in car trips: The A14 leads to
a major change in all car trips from the model, but has a smaller impact in
absolute terms on trips to Cambridge.
The number of car trips added is a factor of 2.5 - 5 higher than Guided Bus trips
removed in each case (depending on destination).

Should you require any clarification of the response made, please do not hesitate
to contact us.

Yours faithfully

AJ Munro
A14 Project Manager

PART 1
FOR THE PROTECTION OF CAMBRIDGESHIRE COUNTY COUNCIL
1. The following provisions of this Part of this Schedule shall apply for the protection of
Cambridgeshire County Council unless otherwise agreed between the undertaker and
Cambridgeshire County Council.
2. In this Part of this Schedule—
“construction” includes execution, placing, altering, replacing, relaying and removal and
“construct” and “constructed” are to be construed accordingly;
“drainage work” means works on any ordinary watercourses and includes works on all other
flood assets such as structures, pipelines, flood banks, flood storage reservoirs, constructed or
used for land drainage or flood defence in connection with any ordinary watercourse;
“key watercourse” means any of the following ordinary watercourses:
Name of ordinary watercourse to
be
regarded
as
a
key
watercourse:

Description of ordinary watercourse to be regarded
as a key watercourse:

and in each case includes any land or area which is being used or expected to be used to
provide temporary or permanent flood storage or relief for the watercourse; and any flood
assets constructed or used for land drainage;;
“ordinary watercourse” has the same meaning as given in section 72 (Interpretation) of the
Land Drainage Act 1991, but shall only comprise those watercourses which are not the
responsibility of an internal drainage board;
“plans” includes sections, drawings, specifications and method statements; and
“specified work” means any of the following works carried out in relation to any ordinary
watercourse —
(a) erecting any mill dam, weir or other similar obstruction to the flow of the watercourse, or
raising or otherwise altering any such obstruction;
(b) erecting a culvert in the watercourse; or
(c) altering a culvert in a manner that would be likely to affect the flow of the watercourse.
Key watercourses
3.—(1) Before beginning to construct any specified work in relation to a key watercourse, the
undertaker shall submit to Cambridgeshire County Council plans of the work, and such further
particulars available to the undertaker as Cambridgeshire County Council may within 28 days of
the submission of the plans reasonably require.
(2) Any such specified work in relation to a key watercourse must not be constructed except in
accordance with such plans as may be approved in writing by Cambridgeshire County Council, or
determined under paragraph 11.
(3) Any approval of Cambridgeshire County Council required under this paragraph—
(a) must not be unreasonably withheld or delayed;

(b) is to be deemed to have been given if it is neither given nor refused within 2 calendar
months of the submission of the plans for approval or where further particulars are
submitted under sub-paragraph (1), within 2 calendar months of the submission of those
particulars; and
(c) may be given subject to such reasonable requirements or conditions as Cambridgeshire
County Council may make for the protection of any key watercourse or for the prevention
of flooding.
4. The requirements or conditions which Cambridgeshire County Council may make under
paragraph 3 include conditions requiring the undertaker at its own expense to construct such
protective works (including any new works as well as alterations to existing works) as are
reasonably necessary—
(a) to safeguard any key watercourse against damage, or
(b) to secure that the efficiency of any key watercourse for flood defence purposes is not
impaired and that the risk of flooding is not otherwise increased,
by reason of the specified work in relation to a key watercourse.
5.—(1) Any specified work in relation to a key watercourse, and all protective works required
by Cambridgeshire County Council under paragraph 3, must be constructed to the reasonable
satisfaction of Cambridgeshire County Council and an officer of Cambridgeshire County Council
is entitled on giving such notice as may be reasonable in the circumstances, to inspect and watch
the construction of such works.
(2) The undertaker must give to Cambridgeshire County Council not less than 14 days’ notice of
its intention to commence construction of any specified work in relation to a key watercourse and
the undertaker must give to Cambridgeshire County Council notice of completion of a specified
work in relation to a key watercourse not later than 7 days after the date on which it is brought into
use.
(3) If any part of the works comprising a structure in, over or under a key watercourse is
constructed otherwise than in accordance with the requirements of this Part of this Schedule,
Cambridgeshire County Council may by notice require the undertaker at its own expense to
comply with the requirements of this Part of this Schedule or (if the undertaker so elects and
Cambridgeshire County Council in writing consents, such consent not to be unreasonably
withheld) to remove, alter or pull down the work and, where removal is required, to restore the site
to its former condition to such extent and within such limits as Cambridgeshire County Council
reasonably requires.
(4) Subject to sub-paragraph (5), if within a reasonable period, being not less than 28 days from
the date when a notice under sub-paragraph (3) is served upon the undertaker, it has failed to begin
taking steps to comply with the requirements of the notice and subsequently to make reasonably
expeditious progress towards their implementation, Cambridgeshire County Council may execute
the works specified in the notice and any expenditure reasonably incurred by it in so doing is to be
recoverable from the undertaker.
(5) In the event of any dispute as to whether sub-paragraph (3) is properly applicable to any
work in respect of which notice has been served under that sub-paragraph, or as to the
reasonableness of any requirement of such a notice, Cambridgeshire County Council must not,
except in an emergency, exercise the powers conferred by sub-paragraph (4) until the dispute has
been finally determined.
General
6.—(1) From the commencement of the construction of any specified work until the date falling
12 months from the date of completion of the specified work ("the maintenance period”), the
undertaker must maintain in good repair and condition and free from obstruction the drainage
work which is situated within the limits of deviation for that specified work and on land held by
the undertaker for the purposes or in connection with the specified work, whether the drainage
work is constructed under this Order or is already in existence. Upon the expiry of the
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maintenance period, the drainage work must be maintained by the highway authority for the
highway to which the specified work relates.
(2) If any such drainage work is not maintained to the reasonable satisfaction of Cambridgeshire
County Council, Cambridgeshire County Council may by notice require the person liable for
maintenance of the drainage work to maintain the drainage work, or any part of it, to such extent
as Cambridgeshire County Council reasonably requires.
(3) If, within a reasonable period being not less than 28 days beginning with the date on which a
notice in respect of any drainage work is served under sub-paragraph (2) on the person liable for
maintenance, that person has failed to begin taking steps to comply with the reasonable
requirements of the notice and has not subsequently made reasonably expeditious progress
towards their implementation, Cambridgeshire County Council may do what is necessary for such
compliance and may recover any expenditure reasonably incurred by it in so doing from the
person liable for maintenance.
(4) In the event of any dispute as to the reasonableness of any requirement of a notice served
under sub-paragraph (2), Cambridgeshire County Council must not except in a case of emergency
exercise the powers of sub-paragraph (3) until the dispute has been finally determined.
7. If by reason of the construction of any specified work or of the failure of any such work the
efficiency of any ordinary watercourse for flood defence purposes is impaired, or that watercourse
is otherwise damaged, so as to require remedial action, such impairment or damage must be made
good by the undertaker to the reasonable satisfaction of Cambridgeshire County Council and if the
undertaker fails to do so, Cambridgeshire County Council may make good the same and recover
from the undertaker the expense reasonably incurred by it in doing so.
8.—(1) The undertaker must indemnify Cambridgeshire County Council in respect of all costs,
charges and expenses which it may reasonably incur or which it may sustain—
(a) in the examination or approval of plans under this Part of this Schedule;; and
(b) in the inspection of the construction of a specified work in respect of a key watercourse or
any protective works required by Cambridgeshire County Council under this Part of this
Schedule,
9.The maximum amount of which shall be calculated from the scale of charges for preapplication advice and land drainage consent applications published on the County Council’s
website and updated from time to time.—(1) Without prejudice to the other provisions of this Part
of this Schedule, the undertaker must indemnify Cambridgeshire County Council from all claims,
demands, proceedings or damages, which may be made or taken against, or recovered from
Cambridgeshire County Council by reason of—
(a) any damage to any ordinary watercourse so as to impair its efficiency for flood defence
purposes,
(b) any raising or lowering of the water table in land adjoining the works authorised by this
Order or adjoining any sewers, drains and watercourses, or
(c) any flooding or increased flooding of any such lands,
which is caused by, or results from, the construction of any specified work or any act or omission
of the undertaker, its contractors, agents or employees whilst engaged upon the work.
(2) Cambridgeshire County Council must give to the undertaker reasonable notice of any such
claim or demand and no settlement or compromise of any such claim or demand is to be made
without the consent of the undertaker which, if it withholds such consent, is to have the sole
conduct of any settlement or compromise or of any proceedings necessary to resist the claim or
demand.
10. The fact that any work or thing has been executed or done in accordance with a plan
approved or deemed to have been approved by Cambridgeshire County Council, or to its
satisfaction, does not (in the absence of negligence on the part of Cambridgeshire County Council,
its officers, contractors or agents) relieve the undertaker from any liability under the provisions of
this Part of this Schedule.

3

11. Any dispute arising between the undertaker and Cambridgeshire County Council under this
Part of this Schedule is to be determined by arbitration.
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Transport and Health JSNA
Executive Summary
Air pollution
There are levels of air pollution in Cambridgeshire that impact health, even though most annual
averages may not be over Air Quality Thresholds. The East and South East of England have higher
background levels of particulates as these regions receive a larger contribution of particulate
pollution from mainland Europe. However, there are also hot spots in Cambridgeshire caused by
traffic-related pollution, especially in busy urban areas and around arterial and trunk roads such as
the A14.
It has been estimated that there were 257 deaths attributable to air pollution in Cambridgeshire in
2010 and that over 5% of Cambridgeshire’s population mortality is attributed to air pollution. Air
pollution also impacts respiratory and cardiovascular hospital admissions and incidence of
respiratory disease. There are higher levels of nitrogen dioxide in the winter months and peaks of
larger particulate matter in the spring, which may lead to seasonal health impact.
Small particulates from traffic and other sources can also get into buildings contributing to poorer
indoor air quality. Although concentrations of pollutants are lower in level than in ambient
(outdoor) air pollution, people spend most of their time indoors and therefore receive most of their
exposure indoors.
In England, the most deprived wards experience the highest levels of air pollution and there is a high
proportion of children living in these areas. It is worth noting that some new developments in
Cambridgeshire are sited near to poor air quality areas.
Through the JSNA process, stakeholders have identified several options for addressing air pollution
in Cambridgeshire:


Lower emission passenger transport fleet (eg buses and taxis) and traffic restraint. For
example, renewing of small numbers of buses and incentives for low emission vehicles
for taxis should reduce emissions. Although previous improvements to vehicle
technology had limited real world effect, the new low emission vehicles are either fully
electric, with no emissions at point of use, or hybrid vehicles with significantly reduced
emissions.



Modal shift from cars to walking and cycling. Switching journeys from cars to walking,
cycling and public transport not only has a large beneficial impact on the individual’s
health, but a wider benefit to the population health as there are corresponding
decreases in overall air pollution levels and, therefore, reduction in harm.
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Further investigation into the potential for reducing specific person exposure. While a
lower emissions transport fleet and modal shift provide the overall long-term
momentum to reduce air pollution, there are measures that may reduce person
exposure in the short-term, though the cost effectiveness and practicality of these
options needs further investigation:
o
o
o
o

Text alerts to vulnerable patient groups.
Monitoring measures to improve indoor air quality especially in newer office
buildings.
Better use of health evidence when assessing the populations exposed in new
developments.
Further understanding around the seasonal impact of air pollution and potential
measures that could reduce this.

Active Travel
Active transport or travel is any means of getting from A to B that involves being physically active. In
the Transport and Health JSNA, active transport has been restricted to non-leisure or utilitarian
walking and cycling including trips to work, trips to school and other non-leisure trips such as to the
shops. Fitting physical activity into the working day can be difficult. Active travel to and from work
is a good way for many people to get active and work towards the 30 minutes a day
target. Increasing physical activity reduces all-cause mortality and reduces ischemic heart disease,
stroke and dementia. Those that are most inactive benefit the most, with even small increases in
walking and cycling helping health.
Half of work trips are walked or cycled in Cambridge City compared with only one in seven in the rest
of the county. In general, the proportion of people who use active transport for work decreases
with distance and most notably in those that walk, although cycling rates do not decline until the trip
is longer than 5km (3.1 miles).
The proportion of people that walk to work decreases with age although levels remain relatively
constant after the age of 40 years. Cycling rates in Cambridge City are high, up to a similar age, after
which they begin to decline. However cycling rates in the remainder of Cambridgeshire are fairly
static across all age bands, with younger workers no more likely to cycle than older workers.
There are over 18,000 car trips to work in Cambridgeshire that are less than 2km (1.2 miles), with
over a third of these in Huntingdonshire. In Cambridge City, short work trips are less likely to be
cycled in the outskirt areas and in wards to the south and east of the City. In Fenland, very few short
trips to work are cycled or walked even in town settings such as March and Wisbech.
Traffic cordon data shows that walking is more common in the market towns and cycling more
common in Cambridge City
In Cambridgeshire, nearly 60% of primary school children walk to school, but only 35.3% of
secondary school children do. Cycling is much less popular with only 6.7% of primary school and
15.5% of secondary school children cycling to school. Car trips still account for 26.4% of primary
school trips and 10-15% of secondary school trips.
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During the JNSA process, stakeholders have highlighted that to ensure success of active travel
interventions we need to move away from categorising modes of travel (motorists, cyclists and
pedestrians) and focus rather on the interplay of these modes of transport. It was emphasised that
by separating modes of travel, environments that promoted safe and efficient transport for all could
not be achieved and that a culture of cars versus cycles would continue. This culture, of one mode
of transport working against another, needs to be addressed and changed to create respectful travel
environments.
At the stakeholder event, it was emphasised that an initial focus modal shift on densely populated
towns and cities may be a preferred starting point. This could be achieved by targeting achievable
wins such as car parking on edges of villages, rather than building large cycle paths in very rural
areas. Further emphasis was placed on targeting the least active thereby helping to reduce health
inequalities – in addition, the health gains for the least active are in relative terms greater than for
those who are more physically active.
Potential next steps should therefore focus on the following concepts:







Improving safety and perception of safety – addressing issues around immediate
environments of cycle and walkways to encourage walking and cycling.
Infrastructure - providing the right physical environment for people to walk and cycle
especially focusing on reducing the distance by bicycle or walking compared to other modes
of transport.
Culture - tackling the different barriers that prevent people being active, taking into account
social and economic inequalities, age and disability and understanding the cultures of those
who will benefit the most.
Further assessment of data and intelligence - to enable targeting of initiatives.

Access to transport
The availability and accessibility of means of transport is important as an enabler of access and travel
to services and social opportunities. Expert opinion and local stakeholders argue that transport is a
gateway to participation and a vital element in the prevention of isolation and loneliness.
Transport barriers are not experienced equally through the population. Factors that may make
people vulnerable to transport barriers include:





Those who may be socially excluded (or in lower socioeconomic groups).
Those living in rural areas.
Those without cars or stopping driving.
Those lacking the knowledge or skills and confidence to use available modes of
transport.

There is international evidence to suggest that transport barriers are a contributory cause of missed
and cancelled health appointments, delays in care, and non-compliance with prescribed medication.
These forms of disrupted and impaired care are associated with adverse health outcomes.
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The economic costs (time and money) of accessing health care are borne by those with the highest
attendance of health services due to the nature of their conditions, and travelling the furthest
distances. There is evidence that making these journeys, and parking in particular, incurs some
stress and anxiety.
In Cambridgeshire, there are wards where there are high numbers of vulnerable people, with
limiting conditions, many in households without access to a car, living a long distance from health
services and where this may impact access to services. These flagged wards are often associated
with deprived areas, sometimes outskirts of towns and cities as well as rural areas. There are
important differences in the challenges of travelling to health services in the market towns and rural
areas of the county, compared with the provision of transport and access issues in Cambridge City;
these may benefit from separate consideration.
Local stakeholders feel that there is considerable complexity in planning and making journeys by
public and community transport in Cambridgeshire. There are wider access issues in reaching and
benefitting from public and community services, including the distance to bus stops and using buses,
frequency of services, and the cost of journeys. The limited options on destinations and times of
services, or the necessity of making advance bookings for other services, do not fully meet peoples'
desires or needs to get out and about. This can hamper timely and appropriate travel to health care.
Community transport schemes provide an important contribution to journeys to health services,
particularly to hospital appointments. Many schemes report concerns about meeting increasing
demands on their services. Hospital patient transport and public transport are also local assets but
detailed data was not available.
An example of successful mapping and partnership work has been underway in Fenland, led by the
District Council. This approach has enabled targeted work to address issues in transport and access
to health care for local residents.
Through the JSNA process stakeholders have identified several options for addressing transport
disadvantage in Cambridgeshire:








A system-level perspective on health and transport planning, specifically ensuring that
transport issues are given sufficient prominence within the Cambridgeshire and
Peterborough Clinical Commissioning Group System Transformation programme.
The exploration of additional bus provision or novel alternatives to increase the levels of
non-private transport options. This could include more effective use of current assets
such as school buses or taxis.
Alternative models of supporting health, benefitting from opportunities such as
integrated care and tele-health and digital solutions in reducing need to travel to health
services.
Further analysis of travel to GP practices and other forms of health services, including
out of hours' services, and more detailed qualitative inquiry work with local residents
who face transport barriers in travelling to health services.
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Transport and Health JSNA Overview
How transport can impact health?
Transport is a complex system affected by infrastructure, individual characteristics and behaviours
and can have a broad impact on health. Joffe1 (2002) developed a map (Figure 1) showing the
transport components that could be linked to health outcomes. These include issues such as air and
noise pollution, road design, impact on physical activity, road injuries and access, illustrating the
diverse nature of the policy areas that are related to transport and may have a direct or indirect
impact on health.
Figure 1: Diagram of pathways from transport policy to health outcomes.

Source: Joffe 2002
This has led to the development of integrated models of transport and health which aim to quantify
the impact of transport policies and initiatives on health. A recent Department for Transport report2
on “Investing in Cycling and Walking: the Economic Case for Action” provides a basic methodology
for assessing initiatives emphasising the wider impact that transport can have on health and
recommends that the following benefits are assessed by local authorities:






Physical activity
Absenteeism
Journey quality
Road safety
Environment
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Decongestion and indirect tax
Time saving impact

More specific information on the precise health benefits of transport policies have been modelled by
the Centre for Dietary and Activity Research (CEDAR) using an Integrated Transport Health Impact
Modelling Tool3 (ITHIM) which models the impact of changing modes of travel on overall health,
from inputs such as:





Population information on age, sex and burden of disease.
Changes in active travel by age and sex.
Changes in transport fatalities and serious injuries.
Changes in pollution exposure and impact.

The ITHIM modelling tool has been used to estimate the specific health benefit of cycling scenarios
in England4, showing the greatest health benefits in ischemic heart disease, stroke and other
cardiovascular disease. There are also health benefits for Type-2 diabetes, depression, dementia,
colon and breast cancer. Increases in the number of pedestrians and cyclists is likely to affect the
number of road traffic injuries and who is injured, as the risk of being injured or killed is higher for
pedestrians and cyclists than car drivers5. In Cambridgeshire, the figures indicate that although the
risk to an individual cyclist has reduced over the past ten years, there has been an increase in cyclist
casualties due to an increase in the number of cyclists6.
However, in scenarios where there is strong encouragement of cycling and changes to infrastructure
to raise cycling levels to those similar to the Netherlands, models actually show a reduction in road
traffic injuries due to changes in infrastructure, road speed and a reduced number of cars on the
road (Woodcock 2013). Other benefits include lower levels of air pollution due to the switch from
car to cycling and walking and a consequent reduction in harm from air pollution.

What is the focus of the Transport and Health JSNA?
Due to the complexity of the impact of transport on health the Cambridgeshire Transport and Health
JSNA has restricted its focus to the health impact of the following sections:




Air Pollution
Active Transport
Access to Transport

The JSNA is relevant to priorities 3 and 5 of the Health and Wellbeing Strategy 2012-17:



Priority 3: Encourage healthy lifestyles and behaviours in all actions and activities while
respecting people’s personal choices.
Priority 5: Create a sustainable environment in which communities can flourish.
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For each section, this JSNA provides:
1.
2.
3.
4.
5.

Key Findings.
Introduction: background evidence of the health impact.
Local Data: analysis of local Cambridgeshire data.
Local Views: a summary of patient and stakeholder views.
Addressing Local Needs: an assessment of effective interventions, local assets and future
options.

How has the Transport and Health JSNA been produced?
A scoping paper was submitted and approved by the Health and Wellbeing Board on 2 October
2014, agreeing the focus on the three priority areas.
A Transport and Health JSNA stakeholder workshop was held on 19 November 2014 and was wellattended with approximately 35 representatives from Cambridgeshire County Council, District
Councils, NHS organisations, academic groups, Third Sector organisations and Healthwatch. The aim
of this workshop was to:





Encourage engagement, discussion and awareness of issues amongst stakeholders.
Identify how the JSNA will be used by the stakeholders.
Get further detail around key issues for the three priority areas.
Identify potential sources of information/data for the JSNA.

Feedback from this event significantly shaped the specific focus for each priority area.
Four working groups were subsequently created for data analysis, air pollution, active transport and
access to transport. These working groups had significant input from Cambridgeshire County Council
(Public Health and Economy, Transport and Environment Services), District Councils, NHS, Third
Sector organisations and the Centre for Dietary and Activity Research (CEDAR), University of
Cambridge.
A second Transport JSNA stakeholder workshop was held on 24 March 2015 with approximately 30
representatives from the same organisations as the first workshop. The aims were to:





Share and discuss key data findings with stakeholders.
Gain greater local interpretation of the data based on local stakeholder knowledge.
Share some of the background evidence around future options gathered during the JSNA
process.
Evaluate future options in a local context and identify those that should be highlighted in the
JSNA.

The stakeholders provided excellent local insight around the data findings with suggestions
significantly shaping the Local Data and Local Views sections. The stakeholders also identified future
options that they wished to be highlighted in the Cambridgeshire Transport and Health JSNA. These
form the basis of the Addressing Local Need sub-sections.
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Figure 2: Process used to produce the Cambridgeshire Transport and Health JSNA

Ways of accessing information from this JSNA
This JSNA provides evidence and information on Transport and Health in Cambridgeshire. The
information in this JSNA is available as a full report and in separate section reports on the
CambridgeshireInsight website (www.cambridgeshireinsight.org.uk).
Much of the local data and information is available on at least a ward level, and the datasets and
maps are available online at www.cambridgeshireinsight.org.uk. This allows users to have specific
local information on air pollution, active transport patterns and access to transport/health service
patterns to use in future strategies, commissioning and initiatives.
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Active Transport
1 Key findings

Active Transport in Cambridgeshire:
 Increasing levels of cycling and walking can reduce the risk of diseases
such as cardiovascular disease, diabetes and dementia, with those that
are most inactive benefiting the most.
 Half of work trips are walked or cycled in Cambridge City compared to
one in seven in the rest of the county.
 Walking and cycling rates are lowest in those over 40 years of age in
Cambridgeshire.
 There are over 18,000 car trips to work that are less than 2km, with over
a third of these in Huntingdonshire.
 In Cambridge City, short work trips are less likely to be cycled:
o In the outskirts.
o In wards in the south and east of the city.
 In Fenland, very few short trips to work are cycled or walked even in
town settings such as March and Wisbech.
 Traffic cordon data shows that walking is more common in the market
towns and cycling more common in Cambridge City.
 Nearly 60% of primary school children walk to school, but only 35.3% of
secondary school children do, though cycling is much less popular. Car
trips still account for 26.4% of primary school trips and 10-15% of
secondary school trips.
Future focus on:
 Improving safety and perception of safety.
 Providing infrastructure that encourages active transport, such as
creation of direct or shorter routes for cyclists and pedestrians.
 Encouraging a culture of active transport, understanding that the
barriers are different for different populations.
 Further evaluation of local data and intelligence to enable targeting of
initiatives.

FINAL
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2 Introduction: What is active transport and why is it important?
2.1 What is active transport?
Active transport or travel is any means of getting from A to B that involves being physically active.
Walking and cycling are the main forms of active travel. Using public transport can also contribute
to our levels of physical activity, as people who take public transport are likely to walk further than
car users – for example, by walking to and from bus stops. In the Transport and Health JSNA, active
transport has been restricted to non-leisure or utilitarian walking and cycling including trips to work,
trips to school and other non-leisure trips such as to the
shops.
Active transport has an important role to play in improving
health and wellbeing. There is a wealth of evidence
showing that walking and cycling are effective ways of
integrating, and increasing, levels of physical activity into
everyday life for the majority of the population, at little
personal or environmental cost. Active travel is a viable
alternative to the many short journeys that are still made by
car.

“For most people, the
easiest and most acceptable
forms of physical activity
are those that can be
incorporated into everyday
life…walking or cycling
instead of travelling by car”
(At Least Five A Week: the Chief Medical
Officer’s report on physical activity, 2004)

The UK has some of the lowest walking and cycling rates in
Europe. About two thirds of journeys made in England are less than five miles, but more than half of
these are made by car1. Whilst around 2% of trips in England are cycled, this figure is 26% in the
Netherlands. Only around 10% of people walk to work across the UK. However, there are signs of
improvement and the need for active travel has been recognised in several government documents
and programmes such as the draft Cycling and Walking Delivery Plan (2015)2.
Walking and cycling have been described as near perfect exercise. It is a popular, familiar,
convenient and free form of exercise that can be incorporated into everyday life and sustained into
older age. It is also a carbon neutral mode of transport. Even walking at a moderate pace of three
miles/hour expends sufficient energy to meet the definition of moderate intensity physical activity.
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2.2 What are the health benefits of active transport?
2.2.1 Physical inactivity is high in the UK
Physical inactivity is the fourth leading risk factor for death worldwide3. We know that a lack of
physical activity is harmful, contributing to an increased risk of diabetes, cardiovascular disease and
cancer. World Health Organisation (WHO) figures show that physical inactivity accounts for an
estimated 9% of premature mortality, more than 5.3 million of the 57 million deaths that occur
worldwide each year4.
Physical activity levels are low in the UK. Turning the Tide of
Inactivity, UKActive5 highlighted that 12.5 million people in
1 in 4 of the adult population
England failed to achieve 30 minutes of moderate intensity
in the UK is classed as
physical activity per week within a 28-day period during 2013
physically inactive
based on data from the Active People Survey6. This remains
the case even though people could achieve that half an hour in 3 x 10-minute bites. In consequence,
one in four of the adult population is classed as physically inactive falling into the Chief Medical
Officer's (CMO) ‘high risk’ health category.
Evidence shows that the most significant health and clinical benefits are gained by an inactive person
currently doing no physical activity starting to do even a little13 16. The risk of a range of chronic
conditions is cut even when this new activity falls short of the CMO's guidelines7.
Fitting physical activity into the working day can be difficult. Active travel to and from work is a good
way for many people to get active and work towards the 30 minutes a day target.

2.2.2 Impact of physical activity, cycling and walking on mortality and burden of
disease.
Mortality
Literature was systematically reviewed during the update of the WHO Health
Tool for Walking and Cycling8 to establish the impact on increasing walking and
cause mortality. Different walking and cycling exposures were converted into a
exposure: the MET (metabolic equivalent of task) to allow comparison within studies
incorporation walking and cycling into one model. A meta-analysis was then carried
cycling studies and 14 walking studies to determine the risk reduction in mortality
given level of cycling/walking. The estimates recommended by the HEAT advisory
relative risk reduction in all-cause mortality of 11% for every 168 minutes/week walked
reduction in all-cause mortality for every 100 minutes/week cycled (

Table 1).
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Table 1: Summary of basic values of relative risk reduction for all-cause mortality
used for HEAT

Source: Health economic assessment tools (HEAT) for walking and cycling. Methods and user guide, 2014
update

However, there are weaknesses to these estimates as they emphasise the impact on mortality and
do not include the impact of cycling on walking on burden of disease including the reduction in
prevalence, treatment, hospital admissions, quality of life and disability caused by many long term
conditions. In addition, these estimates should only be applied to populations <75 for walking and
<65 for cycling, yet these older populations would still benefit from increased levels of activity.
Burden of disease and disease specific impact
The most obvious benefits of physical activity to health are the reductions in risk of obesity,
cardiovascular disease and some cancers. In 2009, the Annual Report of the Chief Medical Officer9
summarised the impact of becoming more active on several key diseases (Figure 1).
Figure 1: Summary of impact of physical activity on the risk of common disease

Source: Department of Health, On the State of Public Health: Annual Report of the Chief Medical
Officer England (2009)9
Obesity: There is increasing evidence of the link between adult obesity levels and travel behaviour,
one indicator of which is that countries with the highest levels of active travel generally have the
lowest obesity rates10.
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Cardiovascular disease (CVD): A systematic review by Hamer and Chida (2008)11 concluded that
active commuting conferred around a 10% reduction in risk
Health gains of higher
of cardiovascular outcomes in studies with 5-20 year followup periods.
walking and cycling are
Diabetes: People who are at least moderately active have a
30% to 40% lower risk of Type 2 diabetes12. Pucher et al
(2010)13 found that the higher the proportion of adults who
walked or cycled to work, the lower the prevalence of
diabetes.

greatest for ischaemic heart
disease, stroke and
dementia

Mental ill health: Regular physical activity reduces the risk of depression and has positive benefits
for mental health including reduced anxiety, and enhanced mood and self-esteem14. Physical
activity may improve at least some aspects of cognitive function that are important for tasks of daily
living, and is also associated with a reduced risk of developing problems of cognitive impairment in
old age15.
Musculoskeletal health: A physically active lifestyle offers benefits in a number of areas – improved
bone and muscle strength, reduced risk of falls and fractures, protection against osteoarthritis and
pain relief for those who do suffer the condition. The risk of hip fracture is lower in active people,
reduced by up to 68% at the highest level of physical activity12. Various levels of walking are linked
to a risk reduction of osteoarthritis ranging from 22% to 83%12.
The Integrated Transport and Health Impact Modelling Tool (ITHIM)16 is more inclusive than the
HEAT tool, estimating the impact of walking and cycling on the overall burden of disease expressed
using disability adjusted life years (DALYs) which combine the number of years lost due to ill health,
disability or early death.
The ITHIM tool incorporates the impact of physical activity on Type 2 diabetes, cardiovascular
disease, breast cancer, colon cancer, dementia and depression16. The model was used to evaluate
the health and environmental impacts of high walking and cycling transport scenarios for English and
Welsh areas outside of London. Changes to baseline walking and cycling levels (individual mean
walking time 12.5 minutes/day, cycling time 0.9 minutes/day) were estimated for similar levels as
those seen in Dutch cities (Vision 1, mean walking time 14.1 minutes/day and cycling 6.4
minutes/day). Vision 2 and 3 assume even higher levels of walking and cycling and much greater use
of public transport.
Health gains are mainly seen due to physical activity (Figure 2) with the greatest effect seen on
ischaemic heart disease, stroke and dementia (Table 2). There is also a reduction in the health
impact of air pollution due to fewer vehicles on the roads. Perhaps surprisingly, in these models,
there is also a reduction in traffic injuries mainly due to the potential reduction in traffic speed
associated with the traffic calming and speed controls associated with the visions16.
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Figure 2: Health gain for three modelled visions where there are high levels of walking
and cycling. Vision 1 is similar to levels of walking and cycling in Dutch cities

Source: Woodcock 2013

16

Table 2: Health gains by disease category for three modelled visions of high cycling
level. Vision 1 is similar to levels of walking and cycling in Dutch cities

Source: Woodcock 2013
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Groups that benefit the most
Those that are most inactive: evidence shows that the most significant health and clinical benefits
are gained by an inactive person currently doing no physical activity starting to do even a little,
though the precise curve of the relationship is uncertain16Error! Bookmark not defined.. The risk of a range
of chronic conditions is cut even when this new activity falls short of the CMO's guidelines12.
Those living in areas of high deprivation: areas with higher levels of deprivation tend to have lower
levels of general physical activity17. Cycling proficiency is also linked to where people live, with those
in more deprived neighbourhoods less likely to report being able to cycle18. It is, therefore,
important that opportunities to be physically active are provided in disadvantaged areas which are
safe and free or low cost19.
However, it is worth noting that those households in the lowest quintile for income walk the most,
perhaps due to the lower access to more expensive forms of travel such as a car (Figure 3).
Figure 3: Households in the lowest quintile of household income walk the most

Source: National Travel Survey, 2013 (DfT)20
Groups without a culture of active transport: white adults are more likely than those from black and
minority ethnic groups to say that they can cycle21.
Older people: walking levels tend to decrease in older age groups (Figure 4) with levels falling after
the age of 40. Increased activity amongst this group has the most immediate benefits in terms of
health and well-being, as well as aiding healthy ageing, lessening the risk of trips and falls, and
increases the likelihood of independent living, bringing potential benefits to the NHS and social care
provision.
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Engaging in physical activity carries very low health and safety risks for most older adults22. In
contrast, the risk of poor health as a result of inactivity is very high23.
Figure 4: Who does the most walking?

Source: National Travel Survey, 2013 (DfT)20

2.3 What factors affect walking and cycling levels?
Travel choice is influenced by both an individual’s behaviour and the environment they live in, with
home location often limiting available travel choices.

2.3.1 Environmental factors
A systematic review found that the distance was the most consistent environmental influence on
walking behaviour24 with a similar effect of distance seen for cycling 25.
A systematic review suggested that compact neighbourhoods
A Cambridge study found
with easy access to local shops, services, and public transit
that convenient cycle routes
stops via sidewalks and better street connectivity would help
26
adult residents walk more for transport . This has been
predicted uptake of cycling
echoed in recent research where walking for transport was
and pleasant routes
associated with a supportive infrastructure, availability of
predicted maintenance of
local amenities and general environment quality whereas
walking to work
cycling for transport was associated with street
connectivity27. A Cambridge-specific study showed that convenient cycle routes were found to
predict uptake of cycling whilst pleasant routes predicted maintenance of walking to work28.
It is worth noting that studies of these specific environmental factors have found somewhat
inconsistent patterns of associations34, 35. Importantly, many of these environmental factors are
related to the distance required to travel: for example, street layouts with high connectivity allow for
more direct routes and, therefore, shorter distances between destinations.
Van Dyck et al (2012)29 produced a ‘cyclability’ index which examined environmental factors such as:
proximity to destinations, good cycling facilities, perceiving difficulties in parking near local shopping
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areas, and perceived aesthetics on transport-related cycling across metropolitan areas in the USA,
Australia and Belgium. The study found a consistent, positive correlation between transport-related
cycling and the cyclability index with an increase of approximately 11% in transport-related cycling
per unit increase.
However, studies carried out in The Netherlands, which has a
well-established cycling infrastructure, found that non-cyclists
did not see the environment as an important facilitator30. For
example, traffic variables in route to work and estimated time
to destination were not predictive of cycling to work.
Perceived barriers for this group were mainly personal,
suggesting that individual determinants outperform the role
of environmental factors in areas with an established cycling
infrastructure.

A combination of distance
and individual
characteristics such as age,
gender and access to a car
are consistently the most
important influences on
walking and cycling)

Much of this evidence is generalisable to Cambridge. In the Commuting and Health in a Cambridge
Study31 carried out by CEDAR, it was found that workplace car parking provision was a strong and
consistent predictor of increased likelihood of unimodal car commuting32 and decreased likelihood
of incorporating walking or cycling into a longer car commuting journey and walking or cycling the
entire journey (Panter 2011). People who reported it was pleasant to walk and convenient to cycle
were more likely to report walking and cycling respectively28. Importantly, it was also found that
those who perceived there were more convenient cycle paths and public transport were more likely
to take up alternatives to the car and those who thought the opposite reported an increase in the
number of car commuting trips28.

2.3.2 Individual characteristics and behaviours
Individual characteristics are also consistently associated with walking and cycling. Men are more
likely to cycle and women are more likely to walk, and the likelihood of walking and (especially)
cycling decreases with age33. However, in societies such as The Netherlands where cycling is
common, there are few differences in cycling prevalence by age or gender34. People without access
to a car also tend to spend more time walking and cycling35.
There is a socio-economic association with uptake of transport to work. Studies in inner Cambridge
(higher levels of education than the rest of Cambridgeshire) and Hackney (inner London with high
levels of deprivation and poor education) found those partaking in active transport were more
educated than those using cars. Furthermore, ecological and economic awareness (knowledge that
cycling is cheaper and better for the environment) seems to play an important role in predicting
cycling whereas lack of interest was an important reason why participants are less likely to cycle for
transport36,37,38.
Research looking into reasons people actively commute despite unfavourable conditions, highlighted
the importance of behavioural factors such as finding strategies for coping with unsupportive
conditions, knowledge of the locality and opportunities for alternative routes. Cycling experience
and acquired confidence to cycle in heavy traffic seemed a predictor of maintenance of cycling in
this subset of population. Other personal factors, which were relevant, included childcare
arrangements, enjoyment and having more control over their journey time39.
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A key finding by Ogilvie et al (2007)40 was that interventions to promote walking which were tailored
to individuals or households were more effective than non-personalised methods targeted to a
larger population. This was even more prominent in areas with established infrastructure promoting
the uptake of exercise.
As with environmental factors, the evidence concerning the importance of individual attitudes,
perceived benefits, and social and cultural norms for walking and cycling is mixed. Many studies of
these factors have used different techniques for assessing behaviours and their influences, which
may explain conflicting findings and the difficulty in summarising their conclusions.

2.3.3 Safety and perception of safety
Safety is relevant to the uptake of active transport. The safety of cycling routes and perceived safety
of walking/cycling routes have been positively associated with the uptake of active transport,
especially in the provision of children cycling to school. In particular, vehicle speed and its effect on
perceived safety of walking/cycling routes have been investigated. The review of evidence for the
National Institute for Health and Clinical Excellence (NICE) guidance on the built environment and
physical activity suggests that traffic calming can lead to small self-reported and observed increases
in walking and cycling both in the short and long term41.
British roads are now among the safest in the world, but cyclists and pedestrians remain particularly
vulnerable road users. Aside from the effect that casualties have on individuals and their families,
pedestrian and cyclist casualties are a significant burden on local health services. Furthermore,
safety concerns are often cited as a reason why people do not cycle or, for example, allow children
to walk to school meaning that they are missing the opportunity to do more physical activity and
improve their health.
An Australian commissioned report on promoting safe walking and cycling by reducing traffic speed
produced the pathway below (Figure 5), which illustrates the proposed relationships between
vehicle speed and active travel42.
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Figure 5: Relationships between vehicle speed and active travel42

This model proposes that reduced vehicle speed leads to overall increases in active travel (pathway
1) via reductions in actual and perceived risk of injuries and improved community facilities
(pathways 2, 3, 4). Pathway 3 proposes that reduced speed will lower the risk of injury to
pedestrians and cyclists, resulting in increased active travel behaviour. Pathway 4 proposes that
perceived and actual safety contributes to increased active travel.
In contrast to the findings described above, evaluation of the impacts of construction of 20 mph (32
km/hr) zones in six towns in northern England, which were enforced using a range of engineering
measures, found that overall; 20 mph zones had virtually no impact on walking and cycling patterns
or street activity43. However, local residents were overwhelmingly in favour of the 20 mph zones,
some residents stated that they would be willing to cycle or walk more, and there was an increase in
the number of parents who said they were willing to allow their children to play in the streets.
Therefore, although 20 mph zones play a role in reducing traffic accidents,44 there is less clear
evidence regarding their impact on cycling and walking levels.

2.3.4 Commute of children to school
Whether children actively commute to school may be determined by parents’ perception of safety of
the mode of transport, lack of time in the morning and social factors such as no other children to
walk with45.
Furthermore ‘walk to school’ interventions involving educational lessons and goal setting tasks
aimed at eight to nine year olds have not shown to increase walking to school46, highlighting the
importance in influencing parents’ behaviour and perceptions.
In summary, research indicates that the combination of distance and individual characteristics
such as age, gender and access to a car are the most important consistent influences on walking
and cycling behaviour.
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2.4 What are the key national policies on active transport
There are many policies that directly examine active transport as well as those that encourage
physical activity. These are summarised in the Appendix. However, there are key policies that
provide support for encouraging greater active transport in the population

2.4.1 NICE guidance
The National Institute for Clinical Excellence (NICE) provides Public Health guidance aimed at
preventing disease and improving the health of the population. This guidance is aimed at Public
Health practitioners, others with a role in Public Health in the NHS, local authority and the wider
public, voluntary, community and private sectors.
Walking and Cycling Briefing (LGB8, NICE, 2013)47
This briefing, endorsed by the Department for Transport (DT), summarises NICE's recommendations
for local authorities and partner organisations on walking and cycling. It is relevant to many areas of
local authority work, including the development of local plans, core strategies and joint health and
wellbeing strategies, including several areas highlighted in the Public Health Outcomes Framework.
Among the key actions are:







Ensuring there is a network of paths for walking and cycling between places locally.
Reducing road danger and perception of danger.
Ensuring other policies support walking and cycling.
Using local data, communication and evaluation to develop programmes.
Including practical support, information about options (including public transport links to
support longer journeys), routes, cycle parking and individual support.
Focus on key settings.

The guidance emphasises the importance of the needs of particular populations such as those with
physical disabilities, frail older people and parents or carers with small children, as well as the
importance of encouraging walking and cycling to school.
Promoting and creating built or natural environments that encourage and support physical
activity, (NICE, 2008)48
NICE have produce Public Health guidance on the promotion and creation of physical environments
that support increased levels of physical activity. The guidance is for NHS and other professionals
who have a direct or indirect role in – and responsibility for – the built or natural environment. This
includes those working in local authorities and the education, community, voluntary and private
sectors. Its recommendations include many that are specific to walking and cycling:
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Involve all local communities and experts at all stages of the development to ensure the
potential for physical activity is maximised.
Ensure pedestrians, cyclists and users of other modes of transport that involve physical
activity are given the highest priority when developing or maintaining streets and roads.
Plan and provide a comprehensive network of routes for walking, cycling and using other
modes of transport involving physical activity.
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Ensure public open spaces and public paths can be reached on foot, by bicycle and using
other modes of transport involving physical activity. They should also be accessible by public
transport.
Ensure public open spaces and public paths are maintained to a high standard. They should
be safe, attractive and welcoming to everyone.
Those involved with campus sites, including hospitals and universities, should ensure
different parts of the site are linked by appropriate walking and cycling routes.
Ensure new workplaces are linked to walking and cycling networks.

2.4.2 Department for Transport guidance
The Department for Transport has recently released guidance aimed at increasing active transport.
Investing in Cycling and Walking: the Economic Case for Action, March 201549
 Guidance aimed at summarising the economic evidence for active transport initiatives.
 Provides a methodology for demonstrating the economic case for a new cycling and walking
proposal, with a step by step illustration.
Cycling and Walking draft Delivery Plan (November 2014)2 and Response (March 2015)
 Sets out the UK Government’s 10 year plan for encouraging walking and cycling.
 It includes an ambition to double cycling levels by 2025 and increase the percentage of
school children aged five to 10 years walking to school to 55% by 2025.
 It is currently under consultation. It sets out the specific actions that need to be taken in
order to achieve Government's vision. They are grouped into four broad themes; vision,
leadership and ambition; funding; infrastructure and planning and safety and perceptions of
safety.
 A recent consultation response has highlighted issues around specific funding, emphasis on
walking and inclusion of population groups such as older people.

2.4.3 Other National policies
Public Health England (PHE) is developing a national framework for the Workplace Wellbeing
Charter50, a locally delivered award system to encourage employers to create a health enhancing
workplace. Ways in which employers can promote staff physical activity include:




FINAL

Negotiating discount schemes to incentivise physical activity eg the cycle to work scheme.
Providing cycle parking facilities; shower/changing facilities.
Publicising the approved mileage for using cycles for business travel, and making it easier for
employees to reclaim cycle hire costs used for business travel.
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3 Local data: What do we know about levels of utilitarian active
transport in Cambridgeshire?
3.1 Getting to work
The 2011 Census survey51 asked questions around peoples’ residence, place of work and travel to
work method. These variables have been analysed to examine active transport patterns and
differences across Cambridgeshire.
Cambridge City, due to its urban nature and transport infrastructure eg cycle paths, bus routes etc,
has a noticeably different travel to work pattern than the rest
of the county. For this reason, and as the other districts have a
Half of Cambridge City
similar active transport pattern, the following analysis have
residents walk or cycle to
been split into ‘Cambridge City’ and ‘Rest of Cambridgeshire’ ie
work compared to 1 in 7 in
East Cambridgeshire, Fenland, Huntingdonshire and South
the rest of Cambridgeshire
Cambridgeshire combined.

(2011 Census Survey)

3.1.1 Distances travelled to work
In 2011, half of Cambridge City residents cycled or walked to work, compared to one in seven for the
rest of the county. In general, the proportion of people who use active transport for work decreases
with distance and most notably in those that walk, though cycling rates do not decline until the trip
is longer than 5km (3.1 miles).
Figure 6: Method of travel to work by distance, proportion, 2011

FINAL

16

CAMBRIDGESHIRE TRANSPORT AND HEALTH JSNA

ACTIVE TRANSPORT: LOCAL DATA

Figure 8: Method of travel to work by sex, proportion, 2011

3.1.3 Short work trips eligible for modal shift
In order to identify areas that could be possible for modal shift
from car to active transport ie walking or cycling it was decided
to concentrate on journeys to work that were less than 2km
(1.2 miles) from home.
The chart below shows that Fenland has the lowest proportion
of people that use active transport to get to work within a
distance of under 2km, with lower walking rates than most
districts. Cycling rates are poorest in Huntingdonshire.
Cambridge City has the highest active transport rate with
nearly 80% of short work trips being walked or cycled. South
Cambridgeshire has higher rates of both walking and cycling
than the other non-city districts.
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Over half of very short work
commutes are being driven
in East Cambridgeshire,
Fenland and
Huntingdonshire.
There are over 18,000 car
trips to work in
Cambridgeshire that are
shorter than 2km.
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Figure 9: Method of travel to work, under 2km, proportion, 2011

In 2011 there were just over 18,000 car trips to work that were within 2km of an employee’s usual
residence, over a third of these were in Huntingdonshire, with a further quarter in Fenland.
Figure 10: Number of car trips to work, under 2km, 2011
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3.1.4 Limitations of data source and methods
It is important to note that the 2011 Census is now relatively out of date in relation to local
transport, as known transport initiatives, such as the guided busway and cycle routes have already
been implemented and will have had an impact on travel choices. However, travel methods are less
likely to have changed in rural areas.
It should also be noted that there are some ‘oddities’ in the data, such as there are a small
proportion of people who responded that they worked 2km from home but travelled by
underground. These will be people who live in Cambridgeshire, work in London but put the
underground down as their main method of transport to work on their Census questionnaire. The
numbers of people are relatively small and do not affect overall patterns for the county

3.1.5 Analysis of types of short work trips by the Centre of Diet and Activity
Research (CEDAR)
The Centre for Diet and Activity Research (CEDAR) based in Cambridge have used micro-simulation
on numerous variables from the 2011 Census to explore individual population level travel flows for
Cambridge City and Fenland to Lower Super Output Area (LSOA).
The following section examines the outputs from the micro-simulation within these two districts.
The maps present the proportion (purple) of residents that walk, cycle or drive short trips to work
(<2km/1.2 miles). Lighter colours represent a higher proportion carrying out beneficial activities eg
more cycling, more walking, less driving.
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Map 1 - Car numbers show the estimated numbers of short work car trips for each LSOA, darker
colours indicating a higher numbers of trips. This provides an indicator of the potential number of
trips that could be switched to walking or cycling.
Data for the remaining districts within Cambridgeshire should be available from CEDAR later in the
year.
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Map 1: Proportions of people that walk, cycle and use car for work within 2km,
Cambridge City, 2011.
 Walking – proportion
 Cycling – proportion

 Car – proportion

 Car – numbers

Source: Ullrich A and Woodcock J, CEDAR52
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Cambridge City
As can be seen in the maps above, people within the centre of Cambridge City are more likely to
walk to work if it is within 2km than those on the outer edge of the City, despite the journey length
being similar. People on the south/south-east side of the City have lower proportions of people that
cycle less than 2km to work than those on the north-west.
The higher proportions of people who use their cars to get to work within 2km are greatest on the
outer edge of the city, from the north to the south running clockwise. There are a couple of areas,
namely within Queen Edith’s and Coleridge, where it is estimated there are higher numbers of short
distance car commuters. These are potential geographical areas that could be explored further for
modal shift from car usage to active transport.
The following link allows users to examine transport flows into and out of an area by type of travel
method – https://commute.datashine.org.uk. The example below shows the car travel inflows into
MSOA Cambridge 013, where Cambridge University NHS Foundation Trust is located (Queen Edith’s
area). The thicker lines present greater numbers. As can be seen there are considerable numbers of
car commuters travelling to MSOA 013 from within and around the City, noticeably Cherry Hinton
and Fulbourn. A wider view of the data shows that there are high numbers of commuters to the
area from Royston, Haverhill, Linton, Cambourne, Duxford etc.
Figure 11: Car travel to MSOA Cambridge 013 for work, example

Source: DataShine
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Map 2: Proportions of people that walk, cycle and use car for work within 2km,
Fenland, 2011.
 Walking – proportion
 Cycling – proportion

 Car – proportion

 Car – numbers

Source: Ullrich A and Woodcock J, CEDAR53
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Fenland
The proportion of people who walk or cycle to work within 2km of their home address varies greatly
across the district and generally follows the pattern of rurality ie the proportion of those walking and
cycling in and around Wisbech and March are better than in rural areas. However, the proportion of
people walking or cycling short work trips is still very low in Wisbech and March, despite being a
town setting where this is more possible.
The proportion of people who use their cars for short distance commuting is relatively high across
the district, with higher actual numbers to the west of Wisbech.

3.2 Getting to school
Until recently Cambridgeshire County Council collected data, as part of the National Indicator
dataset, relating to pupils’ travel method to school as part of the annual school census54. Methods
of school census data collection have now changed but consistent data for 2007 to 2012 are
available and help to establish a trend. In 2014, 59.5% of primary school children and 35.3% of
secondary school children walked to school. Cycling rates are lower with 6.7% of primary and 15.5%
of secondary school children cycling to school.

3.2.1 Mode of travel to primary school
Overall, there has been an increase in the proportion of primary school aged children that walk to
school and a slight increase in those that cycle. However, in 2012 over a quarter of primary school
children were still driven to school, even though proportions have declined over the last few years.

3.2.2 Mode of travel to secondary school in Cambridgeshire
Over a third of secondary students in Cambridgeshire walk to school, with approximately 15%
cycling. There has been a general increase in the number of secondary students cycling to school
with a corresponding decrease in car use, though 10-15% of trips to school are still by car.
There is an unexpected increase in walking and car use in 2012, with a corresponding decrease in
2012. This time period is also when more academies started submitting data, and so this may be
why there are differences in data submission or transport policies.
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Figure 12: Trend in method of travel to primary school

Figure 13: Trend in method of travel to secondary school
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3.5 Road safety in Cambridgeshire
The Pedal, Cyclist and Motorcyclist Casualties Report55, presented to Cambridgeshire County Council
Highways and Community Infrastructure Committee in March 2015, highlighted an increase in pedal
cyclists and motorcyclists killed or seriously injured (KSI) casualties in 2014. It should be noted that
road accidents are random events, and the figures can fluctuate from one year to the next, but, over
the longer-term, pedal cyclists are the only category to exhibit an increase (Figure 15).
Data from Cambridgeshire County Council’s 26 automatic pedal cycle traffic counters show an
increase of 12% in the level of cycling in 2014 compared with 2013. This gives an estimated increase
of just under 50% in cycling since 2004/05, compared with an increase of 31% in pedal cyclist KSI
casualties over the same time period. These figures indicate that the risk to an individual cyclist has
reduced over the past ten years, and that the increase in cyclist casualties is due to an increase in
the number of cyclists.
The majority (83%) of pedal cyclist KSI casualties in Cambridgeshire occur on urban roads, with 50%
of all pedal cyclist KSI casualties being on urban roads in Cambridge City. The number of pedal
cyclists killed or seriously injured on rural roads is small, with an annual average of two across
Cambridge and Fenland.
Most pedal cyclist fatal or serious casualties in Cambridgeshire (92%) are the result of collisions with
motor vehicles.
Figure 15: KSI Casualty Trends for Cambridgeshire: 2005 to 2014.

Source: Economy, Transport & Environment Services, Cambridgeshire County Council
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4 Local views
Local views were sought to further identify issues and needs in relation to active travel in particular
market towns and surrounding areas in Cambridgeshire. Local views were explored in consultation
with a representative group of stakeholders, both during one-to-one meetings and at stakeholder
events; through analysis of local surveys and analysis of resident consultations informing local
strategies.

4.1 Local issues identified during stakeholder engagement activities
During the stakeholder workshops several local themes were identified in relation to walking and
cycling.

4.1.1 Main barriers to walking and cycling
A number of consistent barriers to active travel were raised by stakeholders representing district and
communities across Cambridgeshire. Main barriers were safety (and perception of safety); lighting;
equitable access; cultural barriers and disability.

4.1.2 Direct routes
Many stakeholders emphasised that the routes employed for walking and cycling were often not the
most direct route and often took longer and were less convenient. It was also noted that if routes
offered options more direct than roads, that this would incentivise people to select active modes of
travel and not use their cars.

4.1.3 Intelligence and local data
A lack of local information acted as a major barrier to planners and commissioners with regard to
design and infrastructure. In addition, residents highlighted that local walkways and cycleways were
often not known to them and information regarding routes and maps would further incentivise
active travel.

4.1.4 Sustainability and scalability
A number of initiatives (particularly third sector) are not designed to promote sustainability, thus the
potential of the initiative is short-lived and not realised. In addition, few schemes are followed up
long enough to demonstrate true effects.

4.1.5 Targeted interventions
Stakeholders emphasised the need for more targeted interventions eg currently more men cycle
than women.

4.1.6 Incentives
Opportunities for active travel incentives in collaboration with employers and industry have not
been explored and could act as strong levers to support modal shift.

4.1.7 Evaluation
Appropriate and robust evaluation of interventions is needed, particularly with regard to potential
health outcomes.
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4.2 Local Surveys
Cambridgeshire Festival of Cycling 201356
From April to June 2013, Cambridgeshire County Council’s cycling team took the Cambridgeshire
Festival of Cycling to 10 market towns around the county. As part of the event, data was collected
on cycling in each town through registration forms, comments slips and a feedback wall. In total,
1994 people attended the ten events, which were held in March, Wisbech, Whittlesey, Ramsey,
St Neots, Soham, Huntingdon, Chatteris, St Ives and Ely. The audience was self-selecting, but
highlighted some of the attitudes around cycling in these towns.
From the events there were some clear headlines:


88% of people said they would like to cycle more than they currently do.



People would like to cycle more but they do not because the roads are too busy or too
dangerous, the weather puts them off or they do not have enough time (Figure 16).



Safe cycle routes were consistently cited as helping people to cycle more.



The statement which best sums up people’s view of cycling is that “it’s a healthy activity and
good for fitness”.

Figure 16 Barriers to cycling and responses to “What would help you cycle more?”
from those during the Festival of Cycling 2013.
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Source: Cambridgeshire County Council: Cambridgeshire Festival of Cycling 2013: Final Report
Where people wanted to go by bike, this varied according to town with only small proportions
wanting to go to work or the bus/train station (Figure 17). Further data for individual towns is
available,57 with only a few of the responses highlighted in Section 4.3.
Figure 17 Responses to “Where you would most like to go by bike?” for all towns

Source: Cambridgeshire County Council: Cambridgeshire Festival of Cycling 2013: Final Report

4.3 Local Strategies
Local Transport Plans and Market Town Strategies include a compilation of local views on active
travel. Together with local stakeholders and District Council colleagues, local views were explored
and the main issues detailed below.
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4.3.1 Cambridge City and South Cambridgeshire
Main barriers to walking and cycling identified in the Transport Strategy for Cambridge City and
South Cambridgeshire58 include the following:
 Safety and perception of safety (of cyclists, pedestrians and drivers).
 Parking and security.
 Lack of awareness.
 Training.
 Lack of dedicated routes/links between major cities.
 Pedestrian/cyclist/driver conflict.
 Distance/access to local facilities/services.
 Lack of routes/access to frequently used services and facilities.
 Quality of walking/cycling environment.

4.3.2 Chatteris59
Although a recent survey indicated that the majority of residents rated the experience of walking
and cycling within the town as good, a number of local issues and barriers to active travel were also
highlighted:
 Levels of HGV traffic are high, making the environment less appealing to cyclists and
pedestrians.
 No designated cycle paths.
 The pedestrian environment in some areas is inadequate, with a need for enhanced
footpaths and crossing facilities while number of streets lack safe footways.
 The town centre is not considered to be a pleasant environment for walking or cycling.
 Lack of safe cycling routes through the town, particularly to Mepal Outdoor Centre.

4.3.3 Ely60
The physical characteristics of Ely favour active travel within the City. However, a number of issues
have been raised by local residents which limit the uptake of walking and cycling:
 The routes in the centre are well-signed, but signage is scarce as you move further out of the
centre and into the surrounding villages.
 Low modal share of cycling and walking despite the compact nature of the City, and its
relatively flat topography.
 Lack of a joined up cycle network and cycle infrastructure.
 Limited cycle parking in key locations.

4.3.4 Huntingdon and Godmanchester61
Pedestrian and cycle networks in Huntingdon and Godmanchester have benefitted from recent
investment in new cycle routes and enhanced safety measures. However, with over a third of car
journeys under 2km taking place in this region, it is clear that a number of barriers to active travel
still exist:
 As a key strategic link, the High Street offers connections for pedestrians and cyclists to
Godmanchester, Brampton and wards in the north of Huntingdon, including The Stukeleys.
However, there are currently limitations on cycling in the High Street and this has been a
significant area of local concern.
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A number of main roads currently inhibit access for cyclists and pedestrians.
Certain developments which, in fact, have high quality linkages to services are let down by
poor signage and are not well maintained.
Currently, most of the town’s residential developments are situated to the north of the
historic centre, while certain key amenities, such as Hinchingbrooke Hospital, the railway
station and the bus station are located to the south and west of the centre. Consequently,
routes within the ring road are used as through routes, as alternatives are off-putting.

Huntingdon had the lowest attendance of all at the Cambridgeshire Festival for Cycling 2013. Most
people had driven to the event in Huntingdon, with only a quarter cycling and one in six walking, yet
the home postcodes collected showed two-thirds of attendees lived in Huntingdon itself or less than
three miles away.
Specific comments provided at the festival highlighted residents’ need for good infrastructure and
bike security:


Re-doing Thicket path – excellent work, extend it right through Huntingdon town centre.



RAF Wyton – need cycle path road at Mere Way (by 1km) is really dangerous.



There is no cycle route from Huntingdon town to business parks towards Stukeley.



More/better cycle paths. Tie up with clubs. MTB/BMX skills area.



Improve cycleways. Safer parking for bikes & kit.



Better off-road cycle routes.



Clearer signage on High Street, ideally be able to cycle through.



Godmanchester School – no cycle racks at the children’s centre.



Improve bike shelters and security (crime risk).

4.3.5 March62
Analysis of local data has identified lower levels of walking in and around the market town. A
number of issues have been raised which could potentially increase uptake of active travel in March:


Currently many locations within the town where a lack of footpath provision and lighting
deters or hinders people from walking.



The quality and quantity of paths leading into the countryside could also be improved.



Patterns of cycling are clearly fragmented with good uptake in some parts of the town but
not in others.



Signage for existing cycle routes could be improved.



Lack of information relating to cycling in the town – there is no published material such as a
cycle map promoting the town’s cycle routes.
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4.3.6 St Neots63
During stakeholder and public consultation on transport issue in St Neots a number of issues,
pertaining to a more general theme around safety, were raised:


Even though St Neots has a low level of crime, there is a perception that pedestrians are
vulnerable and this is contributing to the general preference for car use.



Cycling is considered to be dangerous, with people feeling safer in their cars.



Current cycle paths do not form a wholly coherent network through the town.



Lack of cycle racks in key locations across town.

4.3.7 Ramsey64
Ramsey itself is topographically well suited to cycling as it is flat, being situated in the Fens, and very
compact. However, current provision for pedestrians and cyclists is inadequate and major concerns
of personal safety with regards to road accidents and crime have been raised by local residents:


Even in areas of low crime, there is still a strong perception that these activities are more
dangerous than car use.



Pedestrian facilities, including footpaths, in the centre of the town are poor.



Narrow streets and on-street parking also make cycling difficult and increase the feeling of
danger, particularly for young people travelling to school.



A large proportion of the local population are employed as shift workers often having to
travel at night or during hours of darkness, during which issues regarding safety of
environment and quality of infrastructure were raised.

4.3.8 Whittlesey65
The topography of Whittlesey means that it is well suited to encouraging more cycling and walking in
the town, yet rates of cycling and walking are not high. There is much demand for additional walking
and cycling routes, however, the following main barriers have been highlighted:


The A605 is a particular barrier to cycling due to the volume and nature of traffic using it.
Therefore, existing routes within the town are signposted along quieter routes which often
do not offer cyclists the most direct route.



Lack of cycle parking.



The dominance of the A605 through the centre of the town also acts as a barrier towards
the amount of walking within Whittlesey and the surrounding villages, despite there being
three pedestrian crossings along the built-up stretch of the road. As there are a number of
schools close to the A605, these issues are particularly relevant to children (and their
parents) who wish to access those schools, and who find the A605 traffic issues and the
narrow pavements along it to be a barrier to walking/cycling to school.
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4.3.9 Wisbech
The topography of Wisbech is well suited to walking and cycling but movement is hindered by
barriers created by the road network, including the volume and nature of the traffic in the town:


Certain parts of the road network in the town are intimidating for cyclists to use.



Walking and cycling routes are considered incoherent and are perceived by many as unsafe.



A lack of recreational cycle routes to the town centre discourages the development of a
cycling culture in the area.



A number of stakeholders identified the lack of cycling routes linking the residential areas to
the north and the industrial areas to the south of the town as an issue, particularly for access
to employment and leisure facilities.



There is also a longstanding flooding problem, in particular areas and near some of the
crossings, which discourages walking and cycling at many times of the year.

FINAL

36

CAMBRIDGESHIRE TRANSPORT AND HEALTH JSNA
ACTIVE TRANSPORT: ADDRESSING LOCAL NEEDS

5 Addressing local needs: What can we do to increase levels of
walking and cycling in Cambridgeshire?
5.1 Evidence around broader environmental interventions
Systematic review evidence66 supports interventions to promote walking; including interventions
tailored to people’s needs targeted at the most sedentary or at those most motivated to change,
and delivered either at the level of the individual (brief advice, supported use of pedometers,
telecommunications) or household (individualised marketing) or through group based approaches.
NICE Public Health guidance67 identifies that changing the built
environment (such as through traffic calming, construction of
trails and cycle networks, road closures, road user charging, safe
routes to school) has the potential to influence walking and
cycling behaviour.
Furthermore, evidence demonstrating the importance of
accessible green spaces and linked health benefits derived from
such access has been published. For example, the fifth year
Measure of Enjoyment of the Natural Environment (MENE)68
results published by Natural England show the highest number
of people since the survey started making visits to the outdoors:

“It’s not just about telling
people to do more exercise
because it is good for them,
it is about giving them the
opportunity to be active in
ways which fit into their
everyday lives and which
suits their interests.”



96% of people agree or strongly agree that having green spaces close to where they live is
important.



Visiting the natural environment for health or exercise accounted for an estimated 1.3 billion
visits to the natural environment between March 2013 and February 2014.



Respondents to the survey also agreed that being outdoors made them feel ‘calm and
relaxed’ and the proportion agreeing that a visit was ‘refreshing and revitalising’ was at its
highest in the most recent survey.

5.2 Evidence around effectiveness of walking and cycling interventions
The UKCRC Centre for Diet and Activity Research (CEDAR) and the Behaviour and Health Research
Unit (BHRU), Institute of Public Health, University of Cambridge submitted a summary of the
evidence around travel-mode choice interventions to the House of Lords Science and Technology
Select Committee in 201169:
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Infrastructure
o Improvements to infrastructure do have clear potential to encourage modal shift if
they reduce barriers, such as perception of danger, or if they provide a more direct,
convenient or pleasant route.
o Specific pieces of infrastructure may not be sufficient to result in substantial changes
to walking and cycling rates.
o Access to an environment that supports physical activity is “necessary but not
sufficient”.
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Travel mode choice
o A range of approaches have been reviewed, including:
 Motivational programmes, improvements to cycling infrastructure, and
multifaceted community-wide programmes involving a variety of elements
such as education, cycle training and travel planning.
 Cycle routes, end of trip facilities, integration with public transport,
promotional and educational activities and changes to traffic laws.
 ‘Organisational travel plan’ interventions.
o However, there is limited evidence from well-designed studies to indicate the
effectiveness of these interventions to change travel mode share in the population
with few studies reporting statistical significance or having appropriate control
groups.

Incentives and disincentives may also play a role in encouraging modal shift. Commuters offered
either public transportation benefits, showers, lockers, or bike parking, but no free car parking, are
more likely to either ride public transportation, walk, or cycle to work. The inclusion of free car
parking in benefit packages alongside benefits for public transportation, walking, and cycling, seems
to offset the effect of these incentives. Therefore, benefits for active transport seem to work best
when car parking is not free70.
It is therefore most likely that multifaceted approaches involving changes to cycling and walking
environment coupled with individual advice and support may be the most effective.

5.3 What are the cost benefits of active transport?
The volume of literature, especially on Cost Benefit Analysis of interventions, to promote routine
walking and cycling has grown in the past decade or so. Much of the benefit is derived from
reductions in premature deaths with large consequent savings in terms of health and knock–on
benefits to the economy.

5.3.1 Costs of physical inactivity
Illness as an outcome of physical inactivity has been conservatively calculated to directly cost the
NHS up to £1.0 billion per annum (2006-07 prices). Indirect costs have been estimated as £8.2
billion per annum7.
Using the ITHIM model structure, Jarrett, Woodcock et al. (2012)71 estimated the NHS costs that
could be averted by a large shift towards active travel in England and Wales. A shift in walking from
0.6 km/day to 1.6 km/day, and in cycling from 0.4 km/day to 3.4 km/day (similar to current levels in
Copenhagen) could result in changes in numbers of incident cases (Table 5) and therefore the costs
(Figure 18) of treating eight health conditions related to physical activity. The study estimated that
over 20 years, the expenditure averted would be over £17 billion.
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Table 5 Estimates of incidence of disease and road traffic injury in 2010 and
subsequent yearly effect of active travel.

71

Source: Jarrett 2012

Figure 18: Predicted yearly NHS expenditure averted with increase active travel.

Source: Jarrett 2012
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5.3.3 Health Economic Assessment Tool (HEAT) and Transport Appraisal Guidance
(WebTAG) for evaluating local interventions
The World Health Organization (WHO) coordinated the development of the Health Economic
Assessment Tool (HEAT)75. HEAT is an on-line tool that facilitates the calculation of these benefits,
through reduced total mortality from increases in cycling and walking. HEAT illustrates that
investment in walking and cycling can generate large financial returns through better health.
HEAT is incorporated within the Department for Transport’s (DfT) Transport Analysis Guidance
(WebTAG), which is under current review to ensure that it reflects the most current evidence of
mortality and morbidity benefits of active transport. WebTAG also recommends assessment of
some of the wider benefits beyond physical activity including:







Absenteeism
Journey quality
Road safety
Environment
Decongestion
Time saving impact.

These practical tools can help provide an economic assessment of the health effects from cycling
and walking initiatives. It is worth noting that HEAT only assesses health benefits of those <65 years
for cycling and <75 years for walking, although older populations would also benefit.

5.3.4 Benefit cost ratios for interventions
A desktop literature review of studies assessing benefit cost ratios for active travel found a mean
benefit to cost ratio for all schemes of 6.28:1 and, for the 13 studies based in the UK alone, the
unweighted average was 5.62:176.
A more recent report by the DfT77 aims to highlight key studies that are relevant for the UK context
and cover the main issues for local authority. In terms of value for money, the DfT values ‘very
highly’ any scheme which return more than £4 for every £1 invested. Nearly all the highlighted
studies show a benefit cost ratio above this threshold (Table 7).
Initiatives that Cambridgeshire are involved in include the Local Sustainable Transport Fund78 and
the Cycling Ambition Grant (Greater Cambridge)79. Both of these have shown good benefit cost
ratios based on business case assessments.
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Table 7 Summary of Benefit Cost Ratios for cycling and walking initiatives

Source: Investing in Cycling and Walking: the Economic Case for Action, Department for Transport,
March 201580
However, a recent paper81, identified that the transport approach to economic appraisal and
evaluation often subordinates the health benefits that may comprise a large proportion of the total
benefit effect. Items in the wider evaluation process such as costs of construction and maintenance,
depreciation of infrastructure costs and external costs often obscure the health benefits.

5.4 Building on our current assets and identifying gaps
5.4.1 Key local initiatives and strategy developments
Over the last 20 years, many improvements and additions have been made to infrastructure for
cyclists and pedestrians across Cambridgeshire. Early infrastructure provision often took the form of
shared use paths or relatively narrow on-road lanes.
In recent years, safer, more attractive infrastructure has been provided including high profile
projects such as Willow Bridge in St Neots (the longest foot and cycle-bridge in the country),
Riverside Bridge in Cambridge and the wide cycle track alongside the Busway. Other innovations
include advanced green signals at junctions, the City Council’s 20 mph projects, wider newly
surfaced on-road lanes and a move to segregated cycle lanes such as those currently under
construction at Hills Road and Huntingdon Road, Cambridge.
As the number of cyclists continues to increase, safety for cyclists, especially in busy urban areas of
Cambridge, will need to look at more radical changes in infrastructure. Reallocation of road space,
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severing routes for motorised traffic, introducing separate traffic signal stages for cyclists and/or
creation of traffic free zones to allow better and safer access for cyclists and pedestrians may be
amongst the best available options. This thinking accords with the Transport Strategy for Cambridge
and South Cambridgeshire and the transformational objectives of City Deal.
The forward programme of cycling infrastructure is particularly ambitious and includes The Chisholm
Trail, an off road, traffic-free, direct route extending across the City linking the two railway stations.
There are also plans to provide further segregated cycling provision on busier roads and to improve
junctions.
A number of local initiatives (
Table 8) have also aimed to increase levels of walking and cycling across the County.
Several market towns have published transport strategies which outline plans to improve walking
and cycling at a local level. A summary has been included below to highlight ongoing work,
demonstrate promising local solutions and identify areas where further works could build on existing
initiatives.
Huntingdon and Godmanchester82
Huntingdonshire has potential for successful modal shift as there is already a network of appropriate
paths which need joining up. The following improvements have been prioritised:








Improve signage in the town centre and raise awareness of permitted cycle routes.
Review of current restrictions on cycling, particularly in the High Street.
Increase levels of high quality cycle parking provision at key destinations including, among
others, within both Huntingdon and Godmanchester centres, the railway station, at
Hinchingbrooke, and at other key hubs.
Ensure facilities for cyclists at key employment sites are provided.
Plans for a series of strong radial routes which connect the town centre with outlying wards.
Infrastructure developments will be targeted at ‘missing links’, under-served desire-lines and
safety improvements.

March83
The recent experience of the successful Cambridge Cycle Town programme has shown that even in
areas with high cycle usage, given the right conditions the amount of people cycling can increase
further. Therefore, with the cycling culture and infrastructure that is already in existence in March,
there is an opportunity to build on this solid foundation to further increase the number of people
cycling in the town. The local transport strategy has prioritised the provision of a more
comprehensive network of cycle routes that connect the key areas of the town and outskirt areas.
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St Neots84
The local transport strategy for St Neots aims to provide a cohesive, interlinked web of facilities
throughout the town and nearest villages:



Improvement of walk and cycle paths – includes limited work such as signing and road
markings, and more major work.
Publication of cycle and pedestrian maps in local magazines (also received by surrounding
villages) and on the Town Council website and be made available at the Tourist Information
Centre.

During stakeholder and public consultation the lack of cycle racks in the town was considered to be a
barrier to cycle use, therefore, the provision of cycle racks is included in this strategy. The locations
are those that were most often suggested during the public consultation.
Ramsey85
In response to local consultation, the local transport strategy proposes to improve a number of
routes for cyclists and pedestrians which will enhance their safety and provide faster routes to main
destinations. This will involve a combination of on and off road paths forming a network around the
town.

5.5 Next steps: What could we do to address active transport needs?
Making an alternative “active” travel choice for some or all of a journey is a cost-efficient and
convenient way to introduce a level of physical activity into everyday routines. A number of
interventions and initiatives are available, however, the most successful options need to align with
local needs, take into account local cultures and be co-produced
with community members.
Once data and local views had been collected, a second
stakeholder event was held to discuss key findings and coproduce potential next steps. Stakeholders identified three
priority principles during the event: safety, infrastructure and
culture.
During the stakeholder event and throughout the JSNA
consultation process of the JSNA a fundamental concept was
highlighted: to ensure success of active travel interventions we
need to move away from categorising modes of travel ie
motorists, cyclists and pedestrians and focus rather on the
interplay of these modes of transport.

“Policy and strategy should
badge the population as
one, and not segregate into
cyclists, walkers, and drivers
for example. We all have to
‘get around’ and all use
different modes of
transport. This should also
be incorporated into
promotional messages e.g.
We want everyone to do
20mins physical activity a
day, and active travel is an
easier way of achieving
this”

It was emphasised that by separating modes of travel,
environments that promoted safe and efficient transport for all
could not be achieved and that a culture of cars versus cycles
would continue. This culture of one mode of transport working against another needs to be
addressed and changed to create respectful travel environments.
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At the event, it was emphasised that an initial focus modal shift on densely populated towns and
cities may be a preferred starting point. This could be achieved by targeting achievable wins eg car
parking on edges of villages, rather than building large cycle paths in very rural areas. Further
emphasis was placed on targeting the least active thereby helping to reduce health inequalities – in
addition, the health gains for the least active are in relative terms greater than for those who are
more physically active.
Potential next steps are outlined below – building on high quality evidence, local need and solutions
and incorporating existing assets.

5.5.1 Safety and perceptions of safety
This principle applied across modes of transport and included issues around immediate
environments of cycle and walkways with a specific focus around appropriate lighting, as well as
issues of community safety and crime. Key findings local solutions could include:


Introducing more 20 mph zones and other design and traffic management measures to
encourage walking and cycling on non-residential streets, including high streets, community
hubs and the main routes leading to them.



Enforcement action to tackle anti-social pavement behaviour such as pavement parking and
pavement cycling.



Working with communities to understand local safety issues eg travel to work during hours
of darkness was highlighted for Fenland. Potential solutions could include employer–funded
community transport initiatives.

5.5.2 Infrastructure
Extensive research has been carried out into environmental factors that impact cycling (see section
2.3.1), which have already influenced policies and Public Health advice. The Government’s Planning
Policy Framework for Health (2012)86 and the National Institute for Health and Clinical Excellence
(NICE)87 have recommended that local planning authorities should ensure that health and wellbeing
are considered in local and neighbourhood planning decision making and that changes in the built
environment should ‘support physically active modes of transport’ respectively (see section 2.4.1).
A cross-sector commitment is required to provide the right physical environment for people, so
embracing physical activity becomes a natural part of their daily life.
Key local solutions could include:
 Influencing local planning decisions in favour of active environments.
o Embedding excellent cycling and walking infrastructure into all communities, so that
people feel safe and able to walk and cycle.
o Introduce measures that reduce the distance by bicycle by increasing continuity of
routes and allowing cyclists and pedestrians to access routes that motorised vehicles
cannot.
 Targeted and effective use of existing resources.
 Ensure other policies support walking and cycling.
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Ensuring that active transport is more convenient (eg stairways at the front of work, lifts to
the rear).
Limiting car parking.

5.5.3 Culture
Different types of provision for walking and cycling are appropriate for different local environments
and inevitably dependent on space and cost. It is important to recognise and tackle the different
barriers that prevent people being active, taking into account social and economic inequalities, age
and disability and understanding the cultures of those who will benefit the most. For instance,
Lithuanians in Fenland have a very different relationship and perception of cycling to the white
middle class of Cambridge City.
Fenland clearly has the biggest potential impact, especially on health and cost benefits, but is also
likely to be the biggest challenge.
Key local solutions could include:









Leadership/champions.
Focus on short journeys of 20 minutes or less, which would still provide health benefits.
Championing good quality street and pavement maintenance to encourage walking and
cycling.
Traffic-free city centre days.
Promote active travel choices by local authorities engaging communities in mapping safe
cycling and walking networks, publishing and promoting these widely, and identifying
priorities for continuous improvement in both infrastructure and access.
Joining up with employers to encourage walking and cycling to work.
NHS and Clinical Commissioning Groups (CCG) can directly support LTP objectives to get
more walking and cycling in a number of ways:
 78% of people consult their GP at least once during the year: many will not be active
enough. It is an opportunity to directly engage with people to encourage more active
travel in their daily lives.
 NHS staff, contractors and patients generate a lot of local trips. Making NHS sites easy
for cyclists and pedestrians to access can help people rely less on their cars and get more
active.

5.5.4 Further local data and intelligence
The following options for improved provision of information to inform design and infrastructure
decisions within a local context include:




FINAL

Data maps of levels of commuter modes of transport within the whole of Cambridgeshire
overlaying with key variables such as socioeconomic status, levels of physical activity, key
infrastructure.
Identification of neighbourhoods or groups with high levels of physical inactivity where
intervention would bring most health benefits.
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Audits of local street environments with residents to identify practical improvements to the
walking environment.

 Provision of local specific information on walking and cycling options.
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Access to Transport
1 Key findings
Access to Transport in Cambridgeshire:
 Transport barriers are not experienced equally through the population
and are impacted by social exclusion, living in rural areas, access to a car
and the skills and confidence to use available transport.
 Transport is an enabler or gateway to services and interventions.
 Some areas have a high number of individuals with limiting conditions,
no access to a car and with long trips to GPs or hospitals.
 In some areas there is a higher proportion of A&E attendances brought in
by ambulance, often in the outskirts of towns.
 Some areas have been highlighted as having several features or “flags”
which indicate there may be access to transport issues.
 Users often highlight the complexity in planning journeys, the length of
time and expense in making journeys.
 An example of successful mapping and partnership work has been
underway in Fenland, led by the District Council. This approach has
enabled targeted work to address issues in transport and access to
health care for local residents.
 Community transport provides an important contribution to journeys to
health services especially hospital appointments.
 There are concerns about whether community transport can meet
demands on their services.
Future focus on:
 Ensuring a system-level perspective on health and transport planning.
 Use of local evidence and partnership work to improve access to health
services, especially in wards with a high number of flags.
 Making clear and relevant transport information about local transport
options easily available, such as when health appointments are booked.
 Exploration of additional bus provision or novel alternatives to increase
non-private transport options, such as more effective use of school buses
and taxis.
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2 Introduction: What impact does access to transport have on
health?
2.1 Transport, social isolation and the wider determinants of health
There are a range of wider determinants of health that have an impact on individual health
and wellbeing, and will be associated with the experience of social isolation, loneliness or
social exclusion. These factors are depicted in the Dahlgren and Whitehead model of wider
determinants1.
Figure 1: Model of Wider Determinants of Health and Wellbeing

Source: Cambridgeshire Health and Wellbeing Strategy 2012-17

1

The availability and accessibility of means of transport is an important determinant of health
and wellbeing as transport is fundamentally an enabler of access to services and social
opportunities.
Nonetheless, even when transport is available and accessible, there may be other important
access barriers that limit travel and mobility, and limit social participation.
There is a lack of strong evidence for a direct association between an absence of transport
options and increased levels of social isolation. The importance of transport links for
ensuring quality of life and preventing loneliness is frequently and very highly cited in
qualitative evidence on the views of vulnerable groups, including those who may have social
exclusion characteristics. The importance of transport locally is advocated by many
Cambridgeshire residents. This includes participants within a focus group on transport
drawn from across the County Council-funded partnership boards and facilitated by
Cambridgeshire Alliance for Independent Living.
3
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A recent report drawing from expert opinion on ’Promising approaches to reducing
loneliness and isolation in later life2 characterised transport as a gateway service (Figure 2) –
‘playing a critical role in directly enabling existing relationship and a vital supporting role in
those interventions designed to support new social connections’. The authors note that
transport initiatives have not been evaluated in terms of loneliness and that there is a
limited evidence base.
Figure 2 Model showing transport as a gateway service to interventions

Transport is an enabler or
gateway to services and
interventions.
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3. Services and activities located in inaccessible places.
4. Safety and security.
5. Travel horizons.
Some of these are non-transport factors that may also act as barriers in accessing services.
For example, when considering how patients access primary care services, important factors
include the availability of GPs, design of premises, home visits, number of appointments,
waiting times, out of hours care, choice, and health beliefs and health literacy.8
This section of the Transport and Health JSNA will focus on the transport barriers – the
availability of appropriate transport options and the accessibility of available transport
options. It will also consider the factors that may mean an individual, household, or
community, are particularly vulnerable to barriers associated with accessing and using
transport, often described as ‘transport disadvantage’ including:





Social exclusion
Rurality
Car dependency and driving cessation
Transport knowledge and skills

2.2.1 Social exclusion
Social exclusion has been used as a paradigm to describe marginalisation, poverty and
disadvantage, beyond the control of the excluded persons. Individuals and communities
with lower incomes and socioeconomic status may be particularly vulnerable to transport
and access barriers. A detailed report by the Social Exclusion Unit examined the links
between social exclusion, transport and the location of key services.9 The summary on the
relationship between transport and social exclusion noted:


People may not be able to access services as a result of social exclusion. For
example, they may be restricted in their use of transport by low incomes, or because
bus routes do not run to the right places. Age and disability can also stop people
driving and using public transport.



Problems with transport provision and the location of services can reinforce social
exclusion. They can prevent people from accessing key local services or activities,
such as jobs, learning, healthcare, food shopping or leisure. Problems can vary by
type of area (for example urban or rural) and for different groups of people, such as
disabled people, older people or families with children.



The effects of road traffic also 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. (See Air Pollution
Section)

Research has established that the relationship between social exclusion and transport is
highly-context and person-specific. Therefore, not all socially excluded people are
necessarily transport disadvantaged, and being transport disadvantaged does not always
result in social exclusion.10
2.2.2 Rurality
There are particular challenges to transport provision in rural areas due to the dispersed
population and the reduced cost effectiveness of public transport options. Although car
6
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ownership levels are higher in rural areas, there are a significant proportion of households
without access to a car. It was noted, in a Governmental report on social exclusion, that
those living in rural areas without a car face particularly acute problems. This is because as
a result of high car use by others in the area, demand for public transport services has
declined.11
The report on Rural Communities from the UK Government Environment, Food and Rural
Affairs Committee, published in July 2013 addressed rural transport12, noting that:


People living in villages and dispersed areas travel 10,000 miles per year on
average, compared to 6,400 miles per year in urban areas.



On average, expenditure on transport accounts for 17.7% of total expenditure
for rural residents compared with 14.5% for urban residents.

The number of households with good transport access to key services or work has declined
for town/fringe areas from 86% of households in 2007 to 83% in 2011; over the same period
the figures for villages decreased from 52% to 27% and for hamlet/isolated dwellings
decreased from 41% to 29%.13
The Rural Services Network describe the pressures [on bus transport]: rural bus services are
under severe financial pressure from the combined effect of fuel prices, reducing local
authority revenue budgets, less reimbursement for concessionary fares and a 20% cut to Bus
Service Operator Grant. Rural operators also say that 'red tape' is still increasing.14
Community transport has expanded in recent years for a number of reasons including
cutbacks in mainstream public transport because of budget reductions in local government,
a reduced commitment by the Health Service to provide non-emergency transport, an
increased recognition of the role community transport can play, and changing
demographics.
An international meta-synthesis of 12 qualitative studies
The number of village
by Brundisini and colleagues was published in
households
with good
15
September 2013. They considered the experiences of
transport
access
to services
patients with chronic disease living in rural and remote
almost halved between
areas, in terms of accessing health care evaluating
2007-2011
themes of geography, availability of health care
professionals and rural culture. Transportation was one
of the major barriers in access to health care services, with travelling to appointments
associated with significant costs in several studies. One study also found that individuals
with chronic diseases lacked access to or knowledge about the means for reaching health
services.
2.2.3 Car Dependency and Driving Cessation
Car and van ownership, and their licensed use, offer significant opportunity and flexibility for
travel for individuals and households across England. The National Travel Survey for 2013
found that 64% of all trips in England were made by car (as a driver or passenger) and that
74% of all adults aged 17+ in England held a full car driving licence in 2013 – an estimated
32 million licence holders.16 Car ownership data for Cambridgeshire for those with limiting
long-term illness is shown in Map 4.
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There are increasing numbers of older drivers; this is due to ageing of existing licence
holders rather than large numbers of newly qualified
drivers in older age groups.17 There are, therefore, more
Driving cessation in older
drivers who have been familiar with and reliant on using
drivers is usually gradual
a car for the majority of their lives. It is acknowledged
with reduction in trips and
that for the majority of older drivers, driving cessation is
trip lengths.
a process, with an element of self-regulation including
reducing distance travelled and driving journeys
Some conditions, such as a
undertaken in adverse conditions or in the dark, before
stroke, mean that
complete cessation.
individuals are suddenly
unable to drive
The UK Driving and Vehicle Licensing Authority issue
medical standards of fitness to drive, most recently
updated in November 2014.18 DVLA requires confirmation at the age of 70 that no medical
disability is present, and thereafter licences are granted for three years. Some health
conditions or change in health status may result in a driving licence being suddenly revoked.
For example, a person must not drive for one month following a transient ischaemic attack
(TIA).19
Conditions that may preclude people of all ages from driving include:








Neurological disorders
Cardiovascular disorders
Diabetes Mellitus
Psychiatric Disorders
Drug and Alcohol misuse and dependence
Visual disorders
Renal and Respiratory disorders

There is research evidence that those who anticipate, plan and give-up driving on a gradual
basis experience less negative transitional effects than those who have to be told to give-up
driving or do so on the spur of the moment. This transition will necessitate learning
alternative ways of travelling. Expert opinion suggests that support for life beyond the car is
needed at a younger age (while older people are driving) to help build solutions and
confidence in transport use beyond the car and should involve emotional support, as well as
practical support.20
The evidence from driving cessation indicates that some
Social trips may be more
journeys eg those that allow engagement in social
impacted by the loss of
activities, and with social networks, are potentially
private transport
affected differently and more detrimentally by
transportation barriers than travel to access key services.
For example, a study of older people in New Zealand on
coping without a car found that: “while ‘serious’ transport requirements may be provided for
by alternative means, the ‘discretionary’ trips that contribute significantly to the quality of
life may be lost when private transport is unavailable”.21 Similarly research on driving
cessation in Canada derived ‘it is the ability to attend leisure activities rather than
instrumental activities of daily living which is most limited’.22
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2.2.4 Transport knowledge and skills
Making use of public and community transport infrastructure requires knowledge and skills
of finding information about the services that are available, and how to access and use
them. Particular vulnerable groups have been identified by the Department for Transport
who may benefit from ‘travel training’: training that aims to help people travel
independently and without fear to work, to education, to other key services, or simply for
leisure:


People with learning difficulties of all ages, requiring individualised training
appropriate to their situation for specific journeys or the whole network.



People with disabilities, ranging from physical or cognitive disabilities to mental
impairments, reduced sensorial abilities, again people of all ages.



Children and young adults with Special Educational Needs (SEN).



Children (often at/or approaching transitional stages).



People who do not know how to and/or do not feel safe or confident using public
transport.



Older people who find themselves without the use of a car for the first time in many
years, either through their own deteriorating health or the death of a
spouse/partner that drove them.



Ethnic minority groups, particularly when English is not the first language.



Unemployed people who might not, for a number of reasons, be able to access
and/or remain in employment.



People who have started to use specialist transport services such as dial-a-ride.

By contrast, taxis offer a higher level of convenience and flexibility. However, those in lower
socioeconomic groups use taxis more frequently, and spend a higher proportion of their
budget on taxi journeys.23
As noted in the known transport barriers above, ‘travel horizons’ or willingness to travel is
also a component of access. There is evidence that narrower travel horizons may limit social
and employment opportunities, due to a lack of information or confidence about travelling a
further distance, even where the services are available and affordable.24
One of the proposed solutions to supporting individuals with their transport needs is
providing information, support and the opportunity to make arrangements online.
For example, ‘choose and book’ is a national scheme to allow patients to select and book
their outpatient appointments at a time that is more convenient to them.25 This allows
individuals to select appointments that may be more suitable for their use of public
transport, or the times that their concessionary pass is valid. Some GP practices also include
the opportunity to book appointments online.
Another example is that one private company providing bus services in Cambridgeshire is
planning to introduce an app to help people to plan and make bus journeys.
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These examples both require sufficient digital literacy to benefit from the opportunities.
Local residents will need to have access to appropriate equipment such as a smart phone,
tablet, or computer, and have the skills and confidence to benefit from them. There is,
therefore, a risk that those who are most vulnerable do not benefit from these approaches.

2.3 What are the health impacts of transport barriers to health
services?
2.3.1 Impacts of barriers in accessing health care services
A literature search was undertaken to review the health impacts of transport barriers in
accessing health services for routine appointments and health care for illnesses and longterm conditions. There is very limited evidence available on transport barriers and health
outcomes in England or the UK. The only available systematic review on transportation
barriers and health care access was published by Syed and colleagues in 2013.26 They
reviewed 61 studies, all undertaken in the United States, and all including an assessment of
transportation barriers and access barriers for primary care or chronic disease care. Care
must be taken when generalising to the UK.
The studies comprised a wide range of possible measures of ‘health care access’ including
utilisation of health services, attendance of appointments for treatment, late arrivals to an
appointment, having a regular source of care, and access to medication. However, most
studies were small and there is limited evidence linking transport barriers to health
outcomes.
Two studies focussed on those parents of children who had missed health care
appointments – of those with a history of missed appointments, about 50% identified
transportation barriers as the primary reason.
Five studies focussed on pharmacy and medication access; all reporting an inverse
association between transport barriers and prescription fill rates. One very small study
linked this to avoidable admissions, identifying that 67% of diabetic ketoacidosis admissions
in a study of 56 admissions were related to stopping insulin. 50% of those who stopped
insulin cited either lack of money for insulin or for transportation to collect their medicine.27
The systematic review found evidence that there is not a linear
relationship between distance from health services on their
access and utilisation. Although it is documented that rural
patients may face problems with transport, there were different
but important barriers in urban settings.

Distance is not the only
issue in accessing health
services.

The review identified evidence of demographic differences in transportation barriers. Even
after controlling for socioeconomic status, access to health care was superior for white
populations compared to ethnic minorities. An analysis of US
There is only weak
national survey data and transportation statistics estimated
evidence linking
that 3.6 million people do not obtain medical care due to
transport
issues with
transportation barriers. These individuals were more likely to
health outcomes
be older, poorer, less educated, female and from an ethnic
minority. Individuals carrying the highest burden of disease
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also faced the greatest burden of transportation barriers.28 The review of ethnic groups
concluded that ‘individuals carrying the highest burden of disease also faced this greatest
burden of transportation barriers’.
Of further interest were the findings from natural experiments eg where strikes or changes
in funding disrupted travel, and which showed a variable impact on visits to doctors or
nurses, or on the use of community clinics versus hospital clinics and emergency
departments. This might be interpreted that not all appointments and attendances at
health services were viewed as equivalent and equal by patients, and alternative solutions to
transportation barriers may be attempted for certain types of appointments.
As a result of the findings from across the studies, the researchers developed a model to
portray the relationship between transport and health outcomes (Figure 4). However, there
is not comprehensive evidence presented for each of the links and elements within the
model.
Figure 4: Model of potential relationship between transportation, health care access and
outcomes

The individual studies considered within the systematic review highlight some of the factors
that lessen transport disadvantage, for example – holding a driver’s licence or knowing
someone who regularly provides lifts to a family member, which was found to be associated
with utilisation of health services in the rural Appalachians.29
Previous travel patterns in reaching health services may also prove informative; a study of
caregivers at a child health clinic in Texas found that the strongest predictors of nonattendance included ‘not using a car to travel to the last kept appointment; and not keeping
an appointment in the past due to transportation problems’.30
2.3.2 Impacts of transport barriers on quality of life for patients and carers
Transport barriers may have a detrimental impact on quality of life for patients and carers,
and wider wellbeing indicators for a range of reasons, including:





Time and stress involved in arranging transport.
Time and stress involved in making the journey.
Cost implications of travel as a proportion of the household budget.
Impact of transport barriers on wider wellbeing including as a factor in social
isolation.

A Centre for Health Economics study from 2010 considered hospital car parking and the
impact of access costs.31 Travel costs (including parking charges) for a course of treatment
ranged from £60 to £400. Although there was a variety of methodologies in estimating time
costs, four to five hours was often cited as the overall time involved in attending an
11
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outpatient appointment. The highest costs were incurred by those attending regularly for
courses of treatment, and those living furthest from the health care setting. For patients
with chronic conditions that affected their ability to work, their reduced income amplified
the burden of access costs.
Of note, is the burden of stress and anxiety that was associated with using the hospital car
park. Difficulties with parking – time spent queuing for a space, finding the correct change –
were commonly cited as stressful and negative events for patients. The study concluded
that the stress caused by hospital parking is largely avoidable.
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3 Local data: Where do people with ‘transport disadvantage’
live in Cambridgeshire and how are they accessing health
care services?
3.1 Distance to key health services by car and public transport
The Department for Transport has provided estimates of travel time to key services in 2013
by public transport/walking. The statistics are based on the calculation of theoretical
journey times, they are not based on real journeys. They are, however, based on actual
public transport times, and average traffic speeds on the road network.
The maps in Map 1 show that there is an area between Wisbech and March in Fenland,
several areas to the east of East Cambridgeshire and several areas to the west of
Huntingdonshire that have poorer access to GP practices than other areas in
Cambridgeshire. In general, Cambridgeshire City and South Cambridgeshire have relatively
good access to GPs.
In general, areas to the north of Fenland, north and south-west of Huntingdonshire and the
north of South Cambridgeshire have relatively poor access to hospital by public
transport/walking.

13
FINAL

CAMBRIDGESHIRE TRANSPORT AND HEALTH JSNA

ACCESS TO TRANSPORT: LOCAL DATA

Map 1: Maps showing travel times to GP and hospitals based on estimates from Department for Transport
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Access to pharmacies
The 2014 Pharmacy Needs Assessment reported good access to pharmacies in
Cambridgeshire (Pharmacy Needs Assessment, PNA 2014) with estimates that only 0.02% of
the population or 67 postal addresses in Cambridgeshire are more than 20 minutes away
from a pharmacy or dispensing surgery by car.
Home delivery services can help to provide medications to those who do not have access to
a car or who are unable to use public transport. Of those completing the questionnaire, 62
pharmacies (63.9%) and 13 dispensing GP practices (34.2%) reported that they provide free
delivery services to their patients. In addition, some providers deliver to specific patient
groups and/or specific regions, some for free and others for a charge. In total, 78 pharmacies
(80.4%) and 23 dispensing GP practices (60.5%) have some form of delivery service in
operation (PNA 2014), though this may not be to someone’s home.
Map 2: Access to Pharmacies and Dispensing GPs within 20 minutes

3.2 Access to Accident and Emergency
The map below shows the percentage of A&E attendances in 2013/14 that were bought into
hospital by ambulance across Cambridgeshire. As can be seen the higher proportions are to
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the south of Cambridgeshire, most notably to the north-east of Huntingdonshire, the west of
South Cambridgeshire and the outskirts of Cambridge City. The data includes minor injuries
units ie North Cambridgeshire Hospital and Doddington in Fenland and Princess of Wales in
Ely.
Multiple factors could affect the proportion of patients attending A&E by ambulance; one of
which may be lack of access to transport in an emergency health situation.
Map 3: Access to Accident and Emergency
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3.3 Access to car/van for people with a limiting activity long-term
illness
Map 4 show the proportions of children, working age adults and older people who have a
limiting activity long-term illness and who do not have access to a car/van within their
household from the 2011 Census.
The pattern differs by each population and is more apparently dispersed in the older people
population ie there are small pockets of areas all over the county where older people have a
long-term illness and have no access to a car/van. Cambridge has the highest proportions
but overall car and van ownership is relatively low in the City.
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Map 4: No access to car/van for people with a limiting activity long-term illness, 2011


Children (under 16 years old)



Working age (16-64 years)



Older people (65+ years)
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3.4 Patterns of health demand in Cambridge by Ward
3.4.1 Ward level data and methods
Several health-related datasets have been analysed to examine patterns of accessibility to
health and other services across Cambridgeshire. As a result a ward level workbook has
been made available at www.cambridgeshireinsight.gov.uk that presents data for the
following indicators:
1. Demography including population estimates, forecasts and deprivation.
2. Average time taken by public transport/walking to key services including GP
practice, hospital, employment, primary school, secondary school, further
education, food store, town centre.
3. Household access to car and van:
 Overall
 Children and young people with a limiting long-term illness.
 Adults of working age with a limiting long-term illness.
 Older people with a limiting long-term illness.
4. Numbers, rates and proportional flows to local hospitals for:
 Emergency admissions.
 Elective inpatient admissions.
 Day case attendances.
 First outpatient attendances.
 Did not attend first outpatient attendance.
 A&E attendances.
 A&E attendances brought in by ambulance.
These data can be used on an individual ward basis by councils, councillors, NHS and third
sector organisations providing information on where people are seeking hospital care, the
number of individuals with health issues and no access to a car
Figure 5: Sample of information available in Access workbook online and an example (data
for Huntingdon North)

Source: Analysis by Cambridgeshire County Council
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It is important to note that transport and access issues are only one possible reason for a
ward having a higher number of flags, and that there are many other factors that could
influence these numbers, such as being able to obtain a GP appointment.
3.4.3 Wards with the highest number of flags in Cambridgeshire
The total number of flags per ward, give an indication of areas that may potentially have
higher access to health care issues. An example of the data available for each district is
given below.
The areas that had the highest number of flags were:
Cambridge City
 King’s Hedges
 Abbey
Rest of Cambridgeshire
 Fenland - March East
 Fenland - Medworth
 Fenland - Waterlees
 Fenland - Hill
 Huntingdonshire - Huntingdon East
 Huntingdonshire - Huntingdon North
 Huntingdonshire - Ramsey
 Huntingdonshire - St Neots Priory Park
These areas tend to be amongst the most
relatively deprived in Cambridgeshire.
These data are available for every ward in
Cambridgeshire (available on
www.cambridgeshireinsight.gov.uk). An
example of the Access to Healthcare Flags is
given for Fenland.
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Source: Care Network Cambridgeshire.
Figure 7: Local views on access to bus transport especially around healthcare services

Community transport schemes play an important role in providing transport for residents in
Cambridgeshire as they access services and opportunities. Figure 8 summarises some of the
user views provided by the transport focus group and the Care Network drivers.
Figure 8: User views of community transport schemes
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Access to hospital has been raised as problematic for people who rely on public transport.
Since the new Peterborough City Hospital was opened in 2010, access by bus has become
more difficult. Of the respondents to a consultation with residents on transport and access
in Whittlesey, 43% found it difficult, very difficult or impossible to access Peterborough
Hospital. Many residents also travel to Hinchingbrooke, Doddington and Stamford hospitals,
which are also difficult journeys to make if you do not have access to a car.
Access to GPs can also be problematic for people, especially in rural areas where healthcare
services are widely dispersed and where the public transport services can be infrequent
(Figure 9).
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Figure 9 Two case studies from a local GP highlighting the issues some patients face in
getting to a GP appointment

Care Network Cambridgeshire is involved in facilitating and running schemes in areas of the
county and conducts an annual survey of these groups to hear their views and concerns. 41
community car schemes responded to their 2014 survey – mainly comprising schemes
running in South Cambridgeshire and Huntingdonshire. There were 475 volunteer drivers
associated with these schemes, 60 of whom had joined in the previous year. Most of the
schemes reported that the majority of their volunteers were over 65 years and live in a rural
area or village themselves. The major concerns for the schemes highlighted in the survey
were financial instability (11 responses) and insufficient helpers, volunteers or organisers (17
responses). Only one scheme reported a concern about the lack of people using the
scheme.
This aligns with the perspectives of voluntary and community sector organisation
stakeholders to this JSNA noting several points they have made in terms of volunteer
community car schemes:


There are many small scale schemes in Cambridgeshire.



The coverage is not 100% across the county, although in some districts is fairly
comprehensive.



Schemes have differing operating patterns and eligibility criteria.



The smaller schemes are often relying on one or two volunteer drivers – they may
be particularly feeling under pressure.



Some schemes report concerns about recruitment of new volunteers.



Some drivers report that they find the hospital trips particularly stressful,
particularly the parking arrangements and getting caught with parking tickets.
25
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Care Network spoke to a driver for one of these schemes and shared his story and
perspective.
“He is both the co-ordinator and driver of a busy social and medical car scheme in
South Cambs. His drivers pride themselves on offering more than a journey. They
take passengers to their appointments at GP surgeries and wait with them, they help
them find their way to where they need to go for hospital appointments and liaise
with staff to ensure they are there at the right time to pick them up and take them
home again. Volunteers enjoy helping their community and the conversations they
have with clients.
A big issue for the car scheme is parking and access to surgeries and Addenbrooke’s.
The roads around Addenbrooke’s are often very busy, it can be hard to know how
long to allow to get someone to an appointment on time. They have parking permits
at Addenbrooke’s but these sometimes go wrong and can be complex to sort out. GP
surgeries have less and less space for parking, making it hard to take passengers in
and wait with them.
The scheme also struggle to find new volunteers. This is made harder by the system
for getting DBS checks and ID badges, which can be time-consuming - during which
time some volunteers lose interest. The co-ordinators have less 'view' of this process
now [it is organised by the County Council], meaning they can lose volunteers
without realising, thinking they are still waiting for their badges.
The number of journeys the scheme makes is always increasing, they know there
might be cuts to the subsidies they get from the County Council which leads to
uncertainty and anxiety about the sustainability of the scheme.”

4.3 Regional travel for hospital services
Addenbrooke’s Hospital (Cambridge University Hospitals NHS Foundation Trust) is a regional
and supra-regional tertiary referral centre with populations travelling from outside
Cambridgeshire for specialist health services. Those responsible for transport and travel
planning decisions for Addenbrooke’s, and the wider biomedical campus, are cognisant of
the numbers and levels of out of area journeys and the demand on infrastructure including
car parking, park and ride services, and other forms of public transport. Other local
authorities, for example, colleagues from Norfolk County Council, are monitoring trends in
their residents travelling to Addenbrooke’s and the means of transportation available and
used to access health services.
There are significant time and financial costs incurred in travel for appointments and
transport, and therefore some residents will be disproportionately affected. National
evidence indicates that the majority of patients accept the necessity of traveling further
distances for specialist services. Principles such as flexible appointment times (Choose and
Book) with a preference for early afternoon appointments, and interventions to reduce the
number of trips required for a course of treatment, are advocated by patients and service
users; some of this may be mediated by increased patient choice.32
Data on the numbers of Cambridgeshire residents travelling to other major hospitals outside
of Cambridgeshire is provided in the ward level data sheets (available on
www.cambridgeshireinsight.gov.uk). It is not clear from the data available whether the
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hospital attended is due to necessity in accessing a particular specialist service or due to
patient choice and preference.
4.3.1 Liver resection
A specific question was raised about the consequences of a decision to centralise liver
metastases surgery to Addenbrooke’s as part of the reconfiguration of liver resection
services for Cambridgeshire, Norfolk and Suffolk. The service changes were considered by a
Joint Health Overview and Scrutiny Committee raising concerns about transport and access
issues.
As part of the analysis a patient travel survey was conducted on 152 cancer patients in July –
September 2014, referred for liver metastases from hospitals across the East of England.
The main findings were that:


88.9% of these cancer patients travel by car.



No evidence that distance to travel alters the referral centre proportion of elderly
patients.



No difference in mean age of patients referred from different referral centres.

The provision for car travel was examined (including car parking, disabled spaces, costs, and
park and ride services). Provision of public transport, and hospital and other forms of
transport were considered, and the opportunities for financial assistance noted. Further
considerations included the timing of clinics, with cancer patients priorities to early
afternoon appointments, pre-clerking combined with the clinic visit, and day of surgery
admission.
The Joint Health Overview and Scrutiny Committee recommendation number 8 was that
Local Authority Health and Wellbeing Boards should explore innovative solutions to
transport issues for patients and their families/carers who need to access specialised health
care services. For Cambridgeshire this JSNA is part of that process.
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5 Addressing local need: What may help address transport to
health services?
5.1 Effective interventions
5.1.1 Case study: mapping and improving transport in Fenland
Work has been underway at Fenland District Council using detailed mapping to review
current patterns, and partnership working to improve transport and access to service (Figure
10).
Figure 10: Process used to improve transport in Fenland

The Fenland District Council transport development manager reported that “Improving
access to transport and enabling people to get to essential services and facilities including
healthcare appointments is one of our key challenges. Even where public transport is
available the service may be very limited and therefore may not enable residents
to attend appointments”
Their process of detailed mapping, working with partners such as town and parish councils,
bus operators, GPs and hospitals and communication strategies has resulted in a successful
uptake with partners and service users:
 “Our local surgeries and hospitals now regularly phone or email to order additional
copies of our printed material. They use the information to provide to their patients.
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Table 2 shows the breakdown of the destination of the hospital journeys for each of the
districts in terms of numbers of journeys. Addenbrooke’s is the destination for the largest
number of trips.
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Initial bookings are made on the system, repeat bookings are organised by the relevant
clinics and recorded in patient case notes, and the booking is sent direct to the East of
England ambulance service who plan and provide the journey. Therefore, the hospital
transport service has limited data on the details of journeys provided. They were unable to
break the information down by area/district.
5.2.3 Public transport
There is a web of bus routes and services across the county.
Cambridge City has been considered as a ‘Better Bus Area’ in securing funds for travel in and
around the City.33 Provision in other areas of the county is more similar to other rural areas
with commercially viable routes and services in place. There are higher levels of infrequency
and routes are generally in the direction more towards the market towns and Cambridge
City.
No local data, further to that described in 4.1. from the consultation on subsidised bus
services, was identified on the use of local public transport to access health services.

5.3 Next steps: What further can be done to overcome transport
barriers in accessing services in Cambridgeshire?
5.3.1 System level perspective on transport and health
There may be benefits to applying a system level across health and transport, and ensuring
that transport is considered within the high level commissioning and governance
mechanisms for health and social care. At population level there is a highly relevant
correlation as those who have more clinical health needs due to long-term or limiting
conditions may be those who face most transport barriers in accessing services, associated
with their socioeconomic status. Cambridgeshire and Peterborough Clinical Commissioning
Group is currently undertaking a multi-year System Transformation programme to review
how to address the significant challenges in the local health economy. There is an
opportunity therefore for the detail within this JSNA, and potentially further intelligence on
transport to be highlighted and inform this work, as decisions about the structure of health
services and health care are considered.
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This overview work could be in conjunction with community based, local conversations
about challenges and barriers, recognising that many of the solutions are developed at a
local level, and the unmeasured role of ‘informal community transport’ ie friends and family
members in providing assistance with transport and travel.
5.3.2 Increasing transport provision
There is a level of fragmentation within the local transport systems due to the range of
stakeholders, providers, commercial arrangements, economic drivers, and variety of
passenger needs and wants.
It is clear that public transport is limited in its ability to provide sufficient transport to health
care and services for Cambridgeshire residents and there are strains on the community
transport schemes. Therefore, additional provision to meet the need for transport in
accessing health, particularly for households who do not have access to a car is sought.
Additional bus provision – routes and services – could ameliorate some of the transport
barriers to health services. The mapping data in section 3 may provide indications of areas
within the county that are particularly underserved, and where further consideration of
potential health needs should be focussed.
Novel approaches to transport provision may include more effective use of current assets.
One example, from other areas, is using school buses to provide community transport in
addition to school journeys. There is also the potential to make more use of current flexible
taxi licensing arrangements such as providing hospital transport for part of the day and
traditional taxi services at other times.
Some stakeholders also suggested that a community car scheme based at a hospital eg
Addenbrooke’s as the hub with drivers travelling to pick up patients and provide drop offs
after appointments, might allow more efficient planning around hospital journeys, in
comparison to the car schemes from villages being drawn into out of area journeys to
hospital.
5.3.3 Disseminating information and advice about transport options
Cambridgeshire residents will benefit from clear and useful information about local
transport options being available to them. Several district councils have taken the lead in
this work, and there are directories of transport available for Fenland and South
Cambridgeshire. There is an opportunity to extend the reach of this information.
Stakeholders felt that key ‘hosts’ and gateways for this information are local libraries,
voluntary and community sector organisations, parish councils, through the Patient Advice
and Liaison Service, and in GP practices.
Stakeholders recognised the trusted role of staff in GP practices in advising their patients on
transport options - alternatives in travelling to the practice, and options for travelling to
hospital and other health services. However, there is some concern that this is not
recognised by staff within primary care, in light of the complex and pressured demands of
their work, and the potential value in providing transport advice to people is missed.
One novel approach for elective and outpatient travel to hospital is where travel information
is embedded within appointment letters, matched to the postcode for which the letter is
sent to provide tailored and personal information on the transport options for attending the
appointment. If this approach was adopted (and particularly if phased in), it might be useful
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to monitor whether there is any comparative impact on ‘do not attend’ rates. Similarly
there could be advantages in links from the ‘choose and book’ website for local hospitals to
other relevant transport websites such as ‘Traveline’.
5.3.4 Reducing need to travel to health services
There is an increasing recognition that fragmented care for long-term conditions, such as
diabetes, involves patients attending many appointments for different aspects of care, tests,
checks and review. There are opportunities in developing integrated care pathways and in
providing person centred care to achieve more in each consultation and reduce single
purpose trips.
Furthermore, there are alternative approaches to assessing and supporting health status and
conditions including telephone consultations, telehealth, and technology for remote
monitoring.
These fall outside of the scope of this particular work, but are acknowledged as important
factors in reducing the requirement to make journeys to health services. They offer the
potential for time and money savings to patients and their carers, and where evidence
informed, the opportunity to achieve improved health outcomes.
5.3.5 Further analysis of data, barriers, and opportunities
There is an important gap in data in terms of the means of travel that Cambridgeshire
residents are using to reach their GP practice, and the length and potential transport
barriers they may face.
Within the scope of this JSNA there was not the opportunity to consider access to wider
forms of community health services such as dentistry and dental treatment,
chiropody/podiatry, and other services which contribute to health.
As highlighted the Department for Transport data on travel time is modelled from data on
previous transport infrastructure, such as bus services from 2013 which may no longer be
operational. It is acknowledged that the times taken may have increased, however, the
extent of this is unclear.
There was also recognition of the importance of out of hours’ services in accessing health,
and the lack of data available to review this. An example was given that the referral for out
of hours’ for residents in Ely is often to the hospital in Doddington. However, there are no
public transport options for travelling to Doddington in the evenings or overnight.
The stakeholder group felt strongly that qualitative approaches to work with a range of local
people around the barriers that they faced in making journeys would provide insight. They
felt a useful starting point would be work within the health services – whether acute or
primary care – to explore how people travelled to these services, and if they faced
challenges in reaching them and possible solutions for these.
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