
Abstract

Background: It was observed, for last ten years, that the road traffic accidents 

causing morbidity and mortality has increased significantly in rural area. The 

economic growth in this area along with development of Shirdi and Shani- 

Shinganapur was noted. 

Objectives: We were interested to know the incidence of trauma and any remediable 

factors that could be suggested and implemented. The aim was to document the 

predominant mechanism of injury and to determine temporal relationship between 

the final outcome, types of injury, and time taken since injury to hospitalisation.

Methods: The study, carried out in rural area, hospital based included 2,154 patients 

of polytrauma, who were admitted, diagnosed and treated out of a total number of 

4,638 patients of polytrauma who visited the casualty of the hospital. Proforma  was 

designed and data recorded and analysed. 

Results: Predominantly young male population was affected by trauma. There was a 

gross delay in arrival to the hospital in considerable number of patients. Mortality 

was 32.66% when patients reached hospital within two hours of injury. Mortality 

increased to 51.51% when patients reached the hospital after eight hours of injury! 

Conclusions: In majority of patients the mechanism of injury was the result of motor 

vehicle accident. The patients who have multi-system involvement have poorer 

outcome

Original/Research

Road Traffic Accidents: Throwing Care and 
Caution to the Wind!!

Introduction:

y definition trauma is defined as Bdamage to the body caused by an 

exchange with environmental energy that 

is beyond the body's resilience.  Trauma 

remains the most common cause of death 

for all individual between the ages of 1 and 
144 years.   In India trauma is the most 

common cause of mortality. WHO data 

suggests that 1 in 10 deaths worldwide is 
2the result of an injury.   Death from 

trauma are predicted to rise by 65%  by the 
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3year 2020, in developing nations.  

However, death is a poor indicator since 

most injured patients survive and suffer 

from permanent disability.

In 2002 nearly 1.2 million people 

worldwide died as a result of road traffic 

accidents (RTA). In addition to these 

deaths, between 20 million and 50 million 

people globally are estimated to be injured 
4or disabled every year.  Two third of these 

5victims are from the third world countries.

In India over 80,000 persons die in the 

traffic crashes annually Over 1.2 million 

are injured seriously and about 3,00,000 

disabled permanently. The economic loss 
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estimated to our country due to accidents 
2amounts to Rs.5000 crores annually.   In 

a developing country like India, public 

health facilities are scarce. Only 0.9% of 
6 GDP is spent on public medical services. 

In higher income countries, RTA are 

already among the top ten leading causes 

of disease burden in 1998 as measured in 

DALY (Disability-Adjusted Life Years). 

According to WHO / World Bank report, 

"The global Burden of Disease'', deaths 

from non communicable diseases are 

expected to rise from 28.1 million a year in 

1990 to 49.7 million by 2020  and RTA 

being the main cause of this rise.

On an average in the industrialised 

countries and also in many developing 

countries, one hospital bed in ten is 
7occupied by trauma victim. 

           Member countries of South East 

Asia region, during the past two decades, 

are passing through signi f icant 

U r b a n i s a t i o n ,  M o t o r i s a t i o n ,  

Industrialisation and changes in the Socio 

- economic values of societies. Injuries on 

roads, at homes and in the work place have 

increased due to lack of safety related 

policies and programmes. Children saved 

today from nutritional and infectious 

diseases are killed and/or maimed by 

injuries tomorrow. In fact RTA injuries are 

ranked as number one cause of burden of 

diseases among children in 2000. This 

heavy burden at such an early age has long 

- term implication on the qualities of life 
8and economy of the nation. 

Material and Methods

This study was conducted at a Rural 

Hospital (RH), Loni, in Maharashtra from 

Sep. 2001 to Sep. 2006 both in 

retrospective and prospective manner. 

Loni village is located near Manmad-

Ahmednagar state  highway and 

Ahmednagar-Nashik state highway.  The 

study consists of 2,154 patients of 

polytrauma, who were admitted, 

diagnosed and treated out of a total 

number of 4,638 patients of polytrauma 

who visited the casualty of the hospital in 

the above mentioned time period.

Inclusion Criteria

The patient included were those having 

single or multiple injuries sustained on 

their body due to following modes. 

lRoad Traffic Accident

lAssault

lFall

Exclusion Criteria

The patient suffering due to following 

reasons were excluded. 

lPatients treated on outpatient basis 

lPatients who arrived without any signs 

of life at casualty 

lBurns, Drowning, Electrocution, 

Poisoning

lC e r e b r o - v a s c u l a r  A c c i d e n t s ,  

Epileptics

The victims of accidents or their close 

relatives were interviewed to obtain the 

information about the circumstances 

leading to the accident. A Proforma 

specially designed for this purpose was 

used for interviewing the accident victims. 

In case the condition of the victims was 

serious, their relatives were interviewed. 

The information collected consisted of 

personal identification data, mechanism 

of injury, time of injury, reasons for pre-

hospital delay. Pre-hospital First Aid / 

Management / Admission at another 

centre, if any. In addition, injury suffered 
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PHD (in Survivor % Mortality % Total %

hours)

0 - 2 386 72.69 28 15.82 414 19.22

2 - 8 887 25.54 88 32.66 975 45.26

8 - 24 490 21.54 102 51.51 592 27.48

> 24 94 5.06 79 2.65 173 8.03

Total 1857 86.22 297 13.78 2154

Age in 2 w 3 w 4 w HW Fall Pede- ASS Total %

Years strian

0 - 1 6 2 2 1 2 4 0 17 0.79

2 - 5 14 2 6 2 15 7 6 52 2.41

6 - 15 53 2 18 15 34 50 15 187 8.68

16 - 30 366 6 132 76 73 95 101 849 39.4

31 - 45 286 2 93 60 53 110 107 714 33.14

46 - 60 78 2 22 18 22 50 22 214 9.93

61 - 80 29 2 19 5 23 17 13 108 5.13

> 80 2 0 1 3 3 4 0 13 0.60

Total 837 18 293 180 225 337 264 2154

Trauma Index Survivals Expired Total Mortality

Minor (0-7) 1135 0 1135 0%

Moderate (8-17) 664 253 917 27.58%

Severe (> 18) 58 44 102 43.13%

Total 1857 297 2154

by victims was graded using "Trauma 

Index".

Since the patients coming to RH 

belong to adjacent rural areas most of 

them belonged to low socio economic 

status with low level of literacy and 

therefore not separately documented. The 

case sheets of victims were taken from 

MRD (Medical Records Department) for 

necessary information.

The study was carried out under following 

heading 

1. Sampling technique 

- Based on inclusion and exclusion 

criteria.

2. Data collection

- Interview and examination of 

subjects 

- follow up on OPD basis after 

discharge from Hospital

3. Data Analysis               

Observations:

Table 1     Age wise distribution of Trauma 

cases

2w- 2 wheeler, 3w- 3 wheeler vehicle, 4w- 4 

wheeler vehicle, HW- Heavy vehicles 

(Trucks and Trailers),  ASS - Assault

Table 2 Relation between pre-hospital 

delay (PHD) and outcome

Table 3 Trauma Index versus Mortality

Discussion and Conclusion

In our study, motor vehicle accidents 

represented 61.59 % of total poly- trauma 

cases, which is consistent with WHO's 

data. 

Highest incidence is seen among the 

age group of 16-30 yrs (32.68%), followed 

by 31-45 yrs (27.3%) with male 

preponderance, while in same age group 

the percentage is 6.73% and 7.1% in 

females respectively. Totally males 

constitute 78.84% while females 21.16%, 

which comes to a ratio of 3.7:1. Incidence 

of polytrauma is 39.41% and 34.4% in age 

groups of 16-30 yrs and 30-45 yrs 

respectively, followed by 9.93% in age 

groups of 46-60 yrs and 8.68% in 6-15 yrs. 

The lowest incidence is seen in age group > 

80 yrs i.e. 0.6%.

Higher incidence of females in our 

study as compared to other Indian studies 

was because of trend of more than 2 pillion 

riders on two wheelers in rural areas and 

poor implementation of traffic rules in 
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rural regions as compared to cities.

Table 2 shows high incidence of 

trauma among the age group of 16-30 yrs 

and 31-45. This Table depicts that 43.1% 

patients of the age 16-30 yrs and 40.47% 

patients of age 31-45 yrs were riding on 

two wheelers.

Highest mortality was seen among two 

wheeler riders, 11.46% followed by Assault 

11.36%, 4-wheelers 11.26%, HMW 

11.11%, pedestrian 9.79 and fall from 

height 9.7. Among females, highest 

mortality was seen in, (53.63%) motor 

vehicular accidents. 

In our observation we have high 

survival rates i.e. up to 72.69% in the 

patients who have presented to us in first 

two golden hours of trauma. But with 

increase in pre-hospitalisation delay 

(PHD) mortality has increased in direct 

proportion. Patients who presented 

beyond two hrs but within eight hrs., 

showed mortality up to 32.66%, which 

increased up to 51.51% when PHD 

exceeded 8 hrs.  Common causes of pre 

hospital delay are poor connectivity, poor 

network and poor conveyance.  

Age wise mortality pattern in 

polytrauma cases: maximum mortality of 

48.48% and 35.69% are seen within the 

age groups of 16-30 yrs and 31-45 years 

respectively. This led to loss of productive 

lives of the society and nation.

Polytrauma patients were studied on 

basis of body region involved, type of 

injury, Cardio-vascular status, Glasgow 

coma scale and respiratory status. Over a 

scale of 2-30 points they were classified 

into minor, moderate and severe type. 

(Trauma Index: minor injuries (0-7), 

moderate injuries (8-18) and severe >18). 

In our study 52.69% of the injured had 

minor injuries; moderate injuries came up 

to 45.57%. Males (43.93%), females 

(37.5%). Severe injuries were noted in 

4.75%; with males 4.89% and females 

4.17%. This difference was not significant. 

But Chi-square test suggests significant 

association between Trauma Index and 

Sex (P > 0.05)

In our observations of trauma, highest 

incidence of 62.5% was that of orthopaedic 

injury, followed closely, by head injury 

(62.2%), abdomen (36.2%), chest (35.6%) 

and spine (16.7%). Commonest injury in 

males being orthopaedic 47.9%, followed 

by head 16.7%, and in females 15.5% of 

head and 14.6% of orthopaedic. Higher 

incidence of orthopaedic injuries in males 

was because they were drivers, engaged in 

high risk occupations, have addiction to 

alcohol leading to RTA, or assault. While 

more number of females are noted to have 

head injury (15.5%) because of poor 

implication of traffic rules in Rural area 

where there are more than one pillion 

riders, many a times they are females. The 

study confirmed that predominantly 

younger population is affected by trauma 

with a marked male preponderance. The 

considerable number of patients had 

suffered gross delay in arrival to the 

hospital which adds to the fatal outcome of 

the patients. Optimal care of polytrauma 

patients require a coordinated approach 

right from transportation, injury 

management to rehabilitation. Our study 

was conducted in a rural area but the 

magnitude of polytrauma was found to be 

same as those conducted in cities Our 

statistics show similar trends, in fact they 

show higher incidence for females than 

urban studies. Are we paying the price of 
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w e d d i n g  o f  I m m a t u r i t y  a n d  

Irresponsibility with economic growth? 

Over crowded taxies, tired drivers and over 

enthusiastic pilgrims of Shirdi and Shani-

Shinganapur has also contributed to the 

increased incidence of accidents in this 

area in last ten years! In our study none of 

the accident victims were found to have 

used protective gear, therefore a large 

number of deaths appeared to be 

preventable signifying. "Prevention is 

better than cure".
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Non-interventional management of acute coronary syndromes

Ticagrelor shows promise compared with clopidogrel but the absolute added benefit is small

James and colleagues compared cardiovascular outcomes and major bleeding in people treated with 
aspirin who were randomised to receive ticagrelor or clopidogrel.

For example, in ST elevation myocardial infarction, thrombolytic treatment is an option for patients 
who present one to two hours after the onset of symptoms when primary percutaneous intervention 
is not immediately available. Conservative management is also an option in some low risk groups 
with non-ST elevation myocardial infarction and unstable angina if the risk of intervention exceeds 
the benefit.

Antiplatelet treatment with aspirin (inhibits platelet aggregation through inactivating cyclo-
oxygenase) and clopidogrel is central to the medical management of myocardial infarction. Prognosis 
is better with dual antiplatelet therapy than with aspirin alone, despite an increase in the risk of 

major bleeding. Ticagrelor differs from clopidogrel and prasugrel in that receptor binding is 
reversible, it is not a prodrug, and it has a shorter half life, so that it needs to be taken twice a day. In 
the original PLATO trial of dual antiplatelet treatment in acute coronary syndromes, ticagrelor 
significantly reduced the primary outcome of vascular death, non-fatal myocardial infarction, and 
non-fatal stroke compared with clopidogrel.

Has ticagrelor achieved the elusive goal of enhancing platelet inhibition and improving 
cardiovascular outcomes without increasing the risk of bleeding? Although a convincing mechanism 
has yet to be presented for use in combination with aspirin for the invasive management of acute 
coronary syndromes.

BMJ 2011;342:1371-1372
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