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Health is just one example of the many crucial community sectors which will 
be substantially impacted by Peak Oil.  It illustrates the need for oil vulnerability task 
forces to be set up for each specific sector and also for most individual organisations to assess 
and manage the risks posed by the probability of Peak Oil.  ASPO-Australia does not currently 
have input from professionals in the Health Planning area, so this summary is much less well-
informed than we would like.  We hope to update this review in due course when expertise is 
volunteered. 
 
The ASPO-Australia Health Sector working group feels it imperative that action is taken 
now to reduce the oil vulnerability of Australia’s health system by a program of risk 
assessment and risk management concentrated on ways of its reducing dependence on oil 
for transport.  President Bush has acknowledged that the US is addicted to oil.  Australia is 
equally dependent on oil and equally vulnerable to oil shortages.  Our nation may well be hit very 
seriously by Peak Oil within a decade or sooner, and it is essential to start implementing 
mitigation and adaptation measures well before the Peak arrives.  This is because of the long 
lead-times needed to complete infrastructure programmes.  
 
Australia’s oil and refined product imports are already about $15 billion pa and will grow many-
fold as our level of self-sufficiency drops sharply in the years ahead and as world crude oil prices 
rise after Peak Oil.  In about a decade, Australia will be using over 1 million barrels of oil per 
day, and producing only about a third of that (Geoscience/ABARE). Importing the remainder will 
cost almost Au$50 billion pa, at current exchange rates if the international oil price only doubles 
in the next decade, and of course much more if oil prices continue rising sharply. 
 
This financial year, the Federal Government alone will spend over $44 billion on Health 
and Ageing (up 6.7 per cent on last year).  A similarly large amount is spent by the States. 
However, a great deal of our health system depends on oil, as a transport fuel for staff to get 
to work, for patients to get to appointments, for ambulances, the Flying Doctor, for the 
essential maintenance and support services in hospitals and other health delivery centres 
and a myriad of other purposes.  We urge the Federal Government undertake an Oil 
Vulnerability review of the health system so it is better prepared for sudden emergency fuel 
shortages and in particular for the long-term shortages predicted when Peak Oil arrives 
 
There will also be substantial long-term benefits to community health levels from Peak Oil, if the 
levels of physical activity in the community increase, improving both physical and mental health 
levels.  This aspect is largely outside the scope of this submission and is covered by the ASPO-
Australia Active Transport Working Group submission.  Two references are included here. 

(a) "Fossil fuels, transport, and public health" British Medical Journal: Editorial, 2000, in 
which three very eminent academics from the University of London and the co-chair of 
the IGPCC outline the health problems caused by our car-dominated societies.  Levels of 
obesity are much lower in the Netherlands where active transport, like cycling, is much 
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more common, than in the UK where active transport participation has been declining 
sharply. 
(b) "Energy Dependence", where an Australian psychiatrist outlines the behavioural 
pathology background to what President Bush has called "addiction to oil".  It is the 
prospect of behavioural change, rather than technology which offers the most hope for 
minimising our oil vulnerability.  These issues are covered in the recommendations of the 
main ASPO-Australia submission.  Australians have seen substantial changes occur in 
attitudes and behaviour towards unhealthy practices like smoking and drink driving.  
There is potential for improvement in our automobile dependence attitudes before Peak 
Oil impacts hard on those not yet at least partially immunised against full-blown 
automobile addiction. 

 
Another probable long-term health benefit from Peak Oil is a sharp reduction in road trauma.  
This will result from declining car travel and further reductions in urban and open-road speed 
limits as a fuel conservation measure.  The Federal Office of Road Safety Study (CR109, June 
1992) showed that a 10% drop in petrol use correlated with a 25% drop in fatal accidents.  Peak 
Oil may well halve Australia's road trauma morbidity, saving some 800 lives pa, and avoiding 
some 15,000 hospital admissions each year from road trauma. 
 
Currently a great deal of Australia's health service delivery is based on the availability of cheap 
oil.  As one example, patients without cars have to get friends or relatives to take them to medical 
appointments.  These sorts of problems will be exacerbated by Peak Oil if fuel is in short supply, 
very expensive or formally rationed.  It is essential for health planners to include scenarios where 
automobile transport is not nearly as commonly available, and where many more people will 
travel by public transport, bicycles or on foot (or a combination of these modes).  Small low-
powered electric vehicles (gophers) already used by the elderly, will become much more 
important, due to improvements in the technology and demographic changes.  Transport pattern 
changes resulting from Peak Oil will impact seriously on the health system unless substantial 
changes are made to forward planning strategies in the Health Sector. 
 
The aging population of Australia will also continue to place increasing pressure on transport 
access to health facilities. The ABS, National Health Survey (2001) informs us that prevalence of 
most long term medical conditions increase with age.  It predicts that the proportion of the 
population aged 65 years and over will increase from 13% at June 2002 to between 27% and 30% 
by 2051.  The Western Australian Health Reform Committee’s Report in 2004 states that one in 
four people aged 65 years and over attended a metropolitan emergency department during 
2002/3.   
 
The increasing scarcity and expense of oil will present great challenges to providing adequate 
transport facilities for staff, visitors and patients to regional and urban medical centres. During 
the interruption in oil supply in Europe in late 2000 hospitals had a red alert because staff and 
patients could not reach them. A recent survey by Royal Perth Hospital in Western Australia 
found that of the 859 patients and visitors interviewed, around 60% came to hospital by car. The 
results also showed that 74% of employees interviewed at the central Wellington Street Campus 
and 93% at the suburban Shenton Park Campus got to the hospital by car (Sinclair Knight Merz 
2004).  This high level of dependence on private car transportation by patients and staff working 
at hospitals is common Australia-wide.  We need to develop and encourage use of alternative 
forms of transportation well in advance of the likely problems from Peak Oil.   
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The focus on development of facilities for transport to Australian hospitals has been dominated 
by providing extensive car parks; thereby encouraging high levels of private car transportation. 
As an example, currently 4223 staff work at Royal Perth Hospital and the hospital provides 3482 
car park permits for staff.  Only 406 staff currently cycle to work.  The hospital currently has no 
plans to encourage staff, patients or visitors to travel to hospital using alternative forms of 
transport to private cars.  At Caulfield Hospital in Melbourne, the old nurses' quarters have been 
demolished and an enormous multi-storey car park built.  In past decades, nurses could walk 
from their night-shift to their room to sleep till the next shift.  Currently, the nurses walk to the 
car park and drive what may be long distances home, before returning by car for the next shift.  If 
petrol prices increase towards $5 or the $10/litre scenario (see 
http://stcwa.org.au/beyondoil/$10petrol.doc) these transport patterns will no longer be practical.   
 
Workplace TravelSmart and Individualised Marketing strategies have been proven to shift 
transport towards more sustainable modes, like cycling and public transport.  This would be a 
valuable mitigation and adaptation strategy for the Health Sector to reduce its oil vulnerability.  
Overall individualised marketing (see ASPO-Australia main report) has reduced car-kms by some 
12% in a number of Australian cities.  As well broadly similar results have been achieved in a 
number of countries overseas.  These behavioural approaches will be essential to strengthen 
Australia's health sector services against the worst effects the arrival of Peak Oil may bring. 
 
ASPO-Australia in its main submission has advocated a SmartCard flexible fuel allocation 
system where people working in essential services such as hospitals, receive an allowance of fuel 
at the base taxation rate to assist them in getting to work, while their ordinary use may be taxed at 
a higher rate, especially if they are profligate users of fuel.  However, most people will claim 
their job is essential, so constraints on fuel availability may remain.  Domiciliary care will be 
affected by sharply rising fuel prices or rationing.  For instance, the Home and Community Care 
(HACC) Program, is a central element of the Australian Government's aged care policy, 
providing community care services to frail aged and younger people with disabilities, and their 
carers.  This essential service depends on nurses and allied health care staff being able to travel to 
clients' homes by car. 
 
Providing facilities for alternative forms of transport are already justified on health, 
environmental and social equity grounds.  Peak Oil implications create additional leverage for 
urgent policy change.  Infrastructure levels for sustainable transport options need to be greatly 
increased in our cities and towns in general. This would assist health and aged care services get to 
clients in their homes.  Specific infrastructure improvements are also needed in addition to help 
staff, patients and visitors get to health service facilities  
 
As an example, the WA Government plans to establish or improve hospitals in several regional 
centres to comply with the Western Australian Health Reform Committee’s recommendations to 
provide more accessible secondary level care, closer to where people live.  Plans to expand 
general and mental facilities in four outer metropolitan areas will also reduce the need for people 
to regularly travel long distances for treatment. However, future oil shortages and the potential 
for large increases in fuel prices demand that adequate facilities for staff, patient and visitor 
accessibility be included in plans like these.  Facilities need to include a greater emphasis on 
public transport, pedestrian and cycling facilities as well as to reconsider on-site staff 
accommodation, perhaps a modern version of the old nurse's quarters.  
 
Government direction will be needed to mitigate the damage the rise in oil prices will cause. 
Government strategies to develop adequate facilities at regional and urban medical facilities will 
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enable people to change the way they travel to work or for treatment. Current trends to centralise 
facilities offer economic advantages for administration and technology.  However they also 
require far-sighted planning and design to ensure the availability of worker, patient and visitor 
transport that does not rely on cheap fossil fuels.  The development of adequate transport 
facilities to all medical centres will be very important for maintaining the general health of the 
people of Australia as they adapt to falling world oil supplies and the rising price of oil.    
 
 
References: 
1: "Factors Affecting Fatal Road Crash Trends",  Pettit, Haynes and Choy,  
Federal Office of Road Safety Report CR109, June 1992. 
 
 
Appendix 1: 
Editorial in the British Medical Journal: November 2000 
Fossil fuels, transport, and public health 
     Andy Haines, Tony McMichael, Ross Anderson, and John Houghton 
     BMJ 2000;321 1168-1169,  
See     http://bmj.com/cgi/content/full/321/7270/1168
 
Editorials 
 
Fossil fuels, transport, and public health  
 
Policy goals for physical activity and emission controls point the same way 
 
The recent protests in Britain over the price of fuel initially seemed to enjoy public support: any 
cause that might put more money in the public's pocket is superficially attractive. But our 
dependence on motor vehicles powered by fossil fuels incurs an array of external costs to the 
environment and the public's health. Further, the resultant accumulation of carbon dioxide, a 
greenhouse gas with a very long life, is storing up trouble for us and for future generations.  
 
In 1994 the Royal Commission on Environmental Pollution pointed out that methods of transport 
had changed dramatically over the previous 25 years. In Britain the average daily distance 
travelled per person has risen by 75% to around 18 miles.(1)  Most of this reflects an increase in 
the use of cars, amounting to a 10-fold increase in distances travelled over 40 years. This has 
been accompanied by a decrease in travel by bus, coach, bicycle, and in walking. Transport of 
freight by road has also increased but at the expense of rail travel. Yet if the external costs of road 
freight (in terms of accidents, road congestion, air and noise pollution, etc) are calculated and 
added to the costs of providing and maintaining transport infrastructure, public revenue from 
heavy goods vehicles contributes only 49-68% of total costs.(1)  
 
The potential adverse effects of transport on health include accidents, air pollution, noise, the 
social exclusion of vulnerable groups, and the development of sedentary lifestyles which lead, for 
example, to obesity.(2) Our increasing reliance on private transport has created an urban 
environment that is unfavourable to walking and cycling. Over the past two decades there has 
been a marked reduction in the proportion of children who walk or bicycle to school and a 
substantial rise in childhood obesity in the United Kingdom and a number of other countries.3 
The daily energy expenditure of British adults has declined since the 1950s by the equivalent of 
2-3 hours of walking per day. It is no coincidence that the prevalence of obesity the precursor to 
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many diseases in adulthood that shorten life, particularly high blood pressure, heart disease, and 
diabetes has risen markedly in recent decades.(4) The prevalence of obesity in adults and its 
rising trend over the past two decades is much less pronounced in the Netherlands than 
elsewhere in Europe (3); this probably reflects the fact that the Dutch rely on bicycling, 
walking, and using trams to travel.(5)  
 
A recent report assessed the contribution of traffic related air pollution to mortality and morbidity 
in Austria, France, and Switzerland. It used effect estimates from two cohort studies in the United 
States and found that particulate matter was responsible for about 6% of total mortality. About 
half of this was attributable to motorised traffic.(6) Cohort studies suggest that the long term 
effects of outdoor air pollution are greater than is evident from analyses of daily mortality over 
time.(7) Air pollution from traffic may be responsible for the excess number of lung cancers in 
urban areas that remain after adjusting for smoking.(8) 
Although in recent years technical improvements have resulted in reductions in air pollutants 
related to transport there is no room for complacency, and the government of the United 
Kingdom has acknowledged that its provisional air quality objectives for fine particles are 
unattainable in the near term.(9)  
 
The transport sector accounts for 26% of all carbon dioxide emissions in the European Union, 
and its contribution is rising.  The concentration of carbon dioxide in the atmosphere has 
increased by around one third over the past 150 years, and it is a major cause of the worldwide 
rise in temperatures and the changes that are occurring in the climate.(10) There is a growing 
awareness that global warming may have various effects, mostly adverse, on health.(11) 
Although any single event cannot be attributed to climate change with certainty, the recent floods 
in parts of the United Kingdom are indicative of the type of extreme event which is likely to 
become more common in the future.  
 
Recognition of the health costs of the present UK policy on transport leads to the conclusion that 
society must do several things soon. The availability and quality of public transport must be 
improved, and walking and cycling should be encouraged. This should be done not just to avoid 
road congestion and reduce air pollution but also to re-establish higher levels of physical activity 
and to enhance community cohesion by improving opportunities for social interaction.(5)  
 
The use of fossil fuel must be curtailed as newer, renewable energy technologies emerge. There 
should be greater incentives to develop more energy efficient vehicles and to reduce pollution 
levels for example, by fitting particulate traps to heavy vehicles. A tax on carbon could help the 
United Kingdom reduce its carbon emissions by about 60% by 2050.(12) The regressive aspect 
of the tax could be offset by ensuring that well subsidised public transport is accessible to 
communities that are at a disadvantage either through poverty or by living in a rural area.  
 
Society will benefit from a more efficient, less polluting transport system. Taxes on fuel do 
not compensate for the damage caused by road transport, but they may provide the 
resources to develop cleaner options and the encouragement to use them.  
 
Andy Haines,   Professor, Primary care.  
Department of Primary Care and Population Sciences, Royal Free and University College 
Medical School, London NW3 2PF 
 
Tony McMichael,   Professor, Epidemiology.  
Epidemiology Unit, London School of Hygiene and Tropical Medicine, London WC1 7HT 
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Ross Anderson,   Professor, Epidemiology and public health.  
Department of Public Health Sciences, St George's Hospital Medical School, London SW17 0RE 
 
John Houghton,   Co-chairman, scientific assessment.  
Intergovernmental Panel on Climate Change, the Meteorological Office, Hadley Centre for 
Climate Prediction and Research, Bracknell RG12 2SY 
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