
created to facilitate mobility and mobility is of value."20
Strategies which reduce the need for car travel or
substitute car travel with safer forms of transport
would substantially reduce population death rates.2'
Thus deaths per vehicle mile travelled clearly signals
that improvements in safety must not limit car use.
Because children's mobility is not valued the decline
in child pedestrian mortality has taken place at its
expense.

Implications oflimiting child mobility
As a means of preventing child pedestrian injuries

limiting children's traffic exposure has powerful disad-
vantages. In particular, it will exacerbate the striking
socioeconomic inequalities in child pedestrian injury
morbidity and mortality that already exist. Both
British and overseas studies have shown that poor
children have a risk of pedestrian injury some three
times greater than the least poor, and census area
unemployment has been shown to be strongly corre-
lated with census area child pedestrian injury rates.22-25
Indeed, pedestrian injuries are a major contributor to
socioeconomic differentials in childhood mortality.22
As one third of British households do not have access to
a car escorting children is likely to be far more difficult
for some families. Poor children are likely to have
fewer alternatives to playing in the street, and super-
vising children will be far more demanding in single
parent families.
The British epidemiologist Geoffrey Rose has

argued that in disease prevention two broad types
of strategy can be distinguished: those that restore
biological normality and those that take us further
from the conditions for which we were genetically
adapted.26 Restoration of biological normality is gener-
ally safe whereas the consequences of moving away
from our biological condition are often unknown and
the potential for harm may easily be overlooked. In this
context limiting children's independent mobility is a
clear departure from biological normality. Changes in
childhood exercise patterns may impact on children's
cardiovascular health, and with children increasingly
confined to the home because of traffic danger height-
ened family tensions may erupt as family violence.
Historically, public health investigators have been
slow to recognise the importance of such social pro-
cesses and as a result have witnessed the waxing and
waning of mortality from many diseases, although
often ignorant of the reasons and powerless to inter-
vene.27

The future
Traffic volume is expected to increase by 142% by

the year 2025, and no doubt the rampant individualism
of free market economic policies will ensure that this
prophecy is realised.28 The increase in traffic volume
will inevitably result in a more hostile urban living
environment for children. More fortunate children will
reap the benefits of increased car travel while being
largely immune from the accompanying dangers. But
for the increasing number of British children living in
poverty29 paramount among threats to health are
vehicles that most will only ever have the opportunity
to steal. Further reductions in children's independent
mobility may offset the increase in danger but already
child pedestrian death rates seem to be levelling off and
in some countries-for example, the United States-
may be rising.8

It must be recognised that unfettered market forces
will inevitably disregard the rights of the more vulner-

able members in society and that a more collective
social responsibility is appropriate. British transport
policy should aim to provide mobility equitably and for
all people rather than continually struggle to meet
the ever increasing needs of car users. Of course,
challenging the dominant position of the private
passenger car in the transport system will inevitably
confront powerful vested interests. The car lobby is
strong and well organised.'8 The lessons leamt from
previous public health struggles with pecuniary power
will be invaluable.30 Mobility is of value but so is
equity. The transport system of the future should
embrace both of these concems.
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Correction

How can we best prolong life? Benefits ofcoronary risk
factor reduction in non-diabetic and diabetic subjects
A typesetting error occurred in table IV of this paper by John S
Yudkin (15 May, pp 1313-8). In the bottom line of the table
(lowering systolic blood pressure 2 142mm Hg) the entry in the
second column of figures is wrong: it should read 0-38 (-0 07 to
1-79), not 9-83 (-0 07 to 1-79).
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