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DISCUSSION AND CONCLUSION
Similar to present study, WHOQOL-BREF has illustrated good
discriminant validity in past studies too9,10. In our study, the instrument
exhibited good discriminant validity in terms of age, gender, school
type and family income particularly in psychological domain that
could significantly discriminate across all four variable categories.
HRQoL in physical domain remained almost constant with increasing
age whereas in psychological domain HRQoL declined as the age
progressed which has been reported previously in adolescent
populations3,11.

Variation of HRQoL with gender is varied in different studies. Our
findings show that female adolescents perceived a significantly higher
HRQoL in psychological and social relations domain, which has
also been observed by other studies3,5. However, some studies do
not support this observation4,10,11 and report better HRQoL for males.
Thus, this finding needs further research to explain the pattern of
HRQoL between genders for different age-groups as well as clarifying
the role of construct of HRQoL instrument in explaining gender
differences3. Analysing gender differences in HRQoL perceptions
are necessary to study variations in self-esteem as a result of differing
social roles which has a high bearing on HRQoL4.

Similar to previous studies on school-going students, attending a
private school rather than a public school was found to be indicative
of enhanced HRQoL5. However, variation in HRQoL across
increasing income categories was unclear in our study. The existing
literature on variation of HRQoL with increasing income or SES is
also varied.

Higher income may enhance standard of living but this may not
necessarily be synonymous with a higher HRQoL as increased
material wealth without happiness is not HRQoL. Research has
shown that above a certain level, income does not contribute much
to increased HRQoL and contrarily may even show a diminishing
effect on HRQoL3,5 especially mental health12 or may have no
association with HRQoL13. These findings have implications for
developed and developing countries indicating that mere focus on
economic development without emphasis on improvement of
HRQoL of populations will not suffice3.

HRQoL studies on adolescents are needed to assist in bringing out
the adolescent’s self-perception across several dimensions of their
life and contribute in understanding and monitoring adolescent’s
HRQoL over a period of time2. This can facilitate researchers and
health practitioners to help adolescents with acute and/or chronic
dysfunction or identify those who are prone to developing psycho-
social difficulties in future. Furthermore, as HRQoL is cumulative
i.e. problems in early childhood and adolescence can accumulate
and affect adulthood, thus focusing on adolescent’s HRQoL can be
an effective measure to prevent their vulnerability for poor HRQoL
in adulthood2,5.

REFERENCES
1. Report of the Working Group on Adolescents for the Tenth Five Year Plan (2001). Plan-

ning Commission. Government of India. Available from: www.planningcommission.nic.in/
aboutus/committee/wrkgrp/wg_adolcnts.pdf. Accessed on Oct 9th 2007.

2. Chen KH, Wu CH, Yao G. Applicability of the WHOQOL-BREF on early adolescence.
Social Indicators Research 2006; 79:215–234.

3. Wang X, Matsuda N, Ma H, Shinfuku N. Comparative study of quality of life between the
Chinese and Japanese adolescent populations. Psychiatry and Clinical Neurosciences
2000; 54: 147-152.

4. Fuh JL, Wang SJ, Lu SR, Juang KD. Assessing quality of life for adolescents in Taiwan.
Psychiatry and Clinical Neurosciences 2005; 59:11-18.

5. Jirojanakul P, Skevington SM, Hudson J. Predicting young children’s quality of life.
Social Science and Medicine 2003; 57:1277-1288.

6. The WHOQOL Group. The World Health Organization Quality of Life Assessment
(WHOQOL): Position paper from The World Health Organization. Social Science and
Medicine 1995; 41(10): 1403-1409.

7. Agnihotri K, Awasthi S, Hem Chandra, Singh U, Thakur S. Validation of WHOQOL-
BREF Instrument in Indian Adolescents. Indian J Pediatr 2010; 77(4):381-386.

8. WHOQOL User Manual (WHO/MNH/MHP/98.4.Rev.1). Programme on Mental Health.
Division of Mental Health and Prevention of Substance Abuse. World Health Organiza-
tion. Geneva: World Health Organization, 1998.

9. Yao G, Wang JD, Chung CW. Cultural adaptation of the WHOQOL questionnaire for
Taiwan. Journal of the Formosan Medical Association 2007; 106(7): 592-597.

10. Li L, Young D, Xiao S, Zhou X, Zhou L. Psychometric properties of the WHOQOL
questionnaire (WHOQOL-100) in patients with chronic diseases and their caregivers in
China. Bulletin of the WHO 2004; 82 (7):493-502.

11. Hanh VTX, Guillemin F, Cong DD, Parkerson Jr GR, Thu PB, Quynh PT, et al. Health
related quality of life of adolescents in Vietnam: cross-cultural adaptation and validation
of the Adolescent Duke Health Profile. Journal of Adolescence 2008;28:127–146.

12. Izutsu T, Tsutsumi A, Islam AM, Kato S, Wakai S, Kurita H. Mental health, quality of life,
and nutritional status of adolescents in Dhaka, Bangladesh: Comparison between an
urban slum and a non-slum area. Social Science and Medicine 2006; 63:1477–1488.

13. Ng TP, Lim LCC, Jin A, Shinfuku N. Ethnic differences in quality of life in adolescents
among Chinese, Malay and Indians in Singapore. Quality of Life Research 2005; 14:1755–
1768.

An Evaluation of Awareness Levels and Attitude towards
Road Traffic Rules among Vehicle Users.
1Kasturi Shukla, 2Roshni, 2R. Harshvardhan, 1Meenal Kulkarni, 2Hem Chandra
1 Symbiosis Institute of Health Sciences (SIU), Pune-411004, Maharastra, India
2Department of  Hospital Administration, Sanjay Gandhi Post Graduate Institute of Medical Sciences
Lucknow, Uttar Pradesh, India

Correspondence: Prof. Hem Chandra, Professor & Head, Department of  Hospital
Administration, Sanjay Gandhi Post Graduate Institute of Medical Sciences,
Lucknow- 226014 (UP)India.  e-mail: hchandra555@gmail.com

INTRODUCTION

Road Traffic Accidents (RTA), referred to as human error-
induced accidents, earlier known as unnatural cause of deaths,
have largely outnumbered deaths due to natural calamities1.

RTA are a leading cause of death and injury worldwide. By 2020,
World Health Organization (WHO) projects road traffic injuries to
be the third highest cause of deaths globally2.The highest proportion
of RTAs are concentrated in low and middle income countries, out

of which 85% road traffic deaths occur in developing countries. The
South-East Asia Region ranks third among the six WHO regions
with a rate of 16.6 road traffic injuries per 100 000 population.

While 20,000 people died in natural calamities across India in 2014,
human errors claimed 316,828 lives, out of which majority (about
170 thousand) were due to RTA1. The most crucial reason for the
increasing RTA is the lack of awareness about road safety among
road userswhich has intensified the problem to a huge extent.

To devise public health strategies for increasing adherence to road
traffic rules in public, it is of prime importance to first evaluate the
existing levels of awareness and attitude towards traffic rules. Hence,
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the present study was designed to assess the awareness levels about
road traffic rules among two and four-vehicle users visiting the Out-
Patient Department (OPD) of a large government hospital in the
state of Uttar Pradesh. The responders were also interviewed about
their practices regarding the use of preventive measures and possible
reasons for not using safety measures during vehicle use.

METHODS
Study design and setting: This descriptive study was conducted by
interviewing the patients and their relatives visiting the Out-patient
Department (OPD) and those who were using a two or a four wheeler
vehicle. The study was conducted at Sanjay Gandhi Post Graduate
Institute of Medical Sciences (SGPGIMS), Lucknow (UP) during
May-July’2014.

Instrument: A 23-item questionnaire was designed for the study on
the basis of the most common issues relevant to road traffic discipline.
In the present study the term ‘vehicle users’ includes drivers, vehicle
owners, pillion riders and accompanying passengers. The questions
were related to awareness of some of the important road traffic rules;
driving practices and attitude of vehicle users towards driving.
Baseline data pertaining to age, gender, education, occupation, marital
status and type of vehicle owned was also collected. Out of 23
questions, 9 were related to ‘awareness about driving rules and
signage’ which were evaluated on the scale: allowed / not allowed /
not sure. The remaining 14 questions were related to ‘driving practices
and attitude towards road safety’ scaled on: ‘never / rarely / always’
as practiced by the driver or the vehicle user.

Study procedure and analysis: All the patients and relatives visiting
the OPD of SGPGI who were using a 2-wheeler or a 4-wheeler
vehicle were requested to participate in the study. Those who
consented for participation were requested to provide the baseline
data and complete the questionnaire. For missing data, responders
were followed up once telephonically for providing missing data.
Questionnaires with more than 10% blank questions were excluded
from analysis. The baseline information as well as the responses to
questionnaires was summarized. Continuous variables were analyzed
through measure of central tendency and discrete variables were
summarized.

RESULTS
500 two-wheeler and 500 four-wheeler users (n=1000) were
requested to participate in the study and all of them consented to
participate. None of the forms had missing data hence all forms were
included. Mean age of the sample was 38.1±14.12 years (min. 18 to
max. 72 years). Baseline characteristics of the sample are presented
in table 1.

As is evident from the results, majority of vehicle users (39%) were
in the age range 18-30 years followed by 31-45 years (35%). This
indicates that most of them were in young or middle aged population
group. The striking finding is that 90% were males. Further, around
a quarter respondents felt that traffic police was responsible for their
road safety. This is more of an attitudinal issue as the vehicle users
must have a sense of self responsibility for their road safety.

All the vehicle users were interviewed to evaluate their awareness
for some of the driving rules. As per the existing Road Traffic rules,
the vehicle users were asked to respond if certain practices are allowed
or not. The results are shown in Table 2. As the frequency of responses
was similar for 2-wheeler and 4-wheeler users, the combined results

are presented here.

As can be seen from table 2, on one hand 65% responders knew that
driving under alcohol influence is not allowed, another 31% were
unsure regarding the relevant laws. The responders said that they
were unsure of the permissible blood levels of alcohol whereas,
around 4% said that it is allowed. Similarly, around 50% responders
said that they are not sure if mobile phones are allowed during vehicle
use as they usually use the phones in speaker mode. Another 11%
responders said that probably it is allowed if used ‘safely’ as they
have never been caught by police for doing so. The results show
similar trends for other factors also like driving without a license,
overtaking from left and not wearing seat belt or helmet. These results
strongly indicate that the awareness about the common road traffic
rules is not high.

Frequency of responses related to driving practices of 2-wheeler and
4-wheeler users are shown in table 3.

Table 1: Baseline characteristics of study participants

Table 2: Awareness about road traffic rules

Table 3: Driving practices: Attitude towards Road safety
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In the context of the driving practices (table 3), a fair proportion of
respondents said that they always followed the rules like traffic signals,
maintaining speed limit, not driving on footpath and so on. Some
striking findings are that around 14% responders never wear a helmet
and around 9% do not have a seat belt in car. Further, 15-18%
responders always carry more than the allowed number of passengers
on two as well as four wheelers. This is also corroborated by the
finding that around 40% vehicle users feel that helmet/seat belts never
prevent injuries during accidents. Hence, the reluctance exists as it is
seen just as a cost burden to buy helmet or install seat belt in the cars.

DISCUSSION AND CONCLUSION
The present study was conducted to assess the awareness about road
traffic rules and the attitude of vehicles users toward their driving
practices. We found that awareness regarding common rules was
moderate and the attitude towards driving practices also needed
immense changes.Majority of thevehicle users were male and large
proportion were in young or middle age. RTAs is one among the 3
leading causes of death in this economically productive age group
with a male preponderance3-5.

Further, attitudinal issues were identifiable as a quarter of responders
opined that their road safety is the responsibility of traffic
police.Probably it is this lack of self-responsible behavior which
reflects in the low usage of safety precautions and flouting traffic
rules. With increasing number of vehicles, the responsibility of safety
issues is largely attributed to government and traffic police which is
reflected in previous studies also3.

With increasing purchasing power and improving economy, the
number of motor vehicles also increases. Hence, probability of deaths
and injuries from traffic accidents are also likely to increase as
motorized traffic competes with slower moving non-motorized traffic
for road space.The contributing factors include speeding, drunken
driving and lesser use of helmets, seat belts and child restraints in
vehicles6.

Further, the respondents were partially aware about the common traffic
rules like drunken driving, using mobile phones, carrying a license
and using seat belt/helmet. It is worrisome to know that the vehicle
users are unsure if driving under the influence of alcohol is allowed
or not. The reason being quoted is that they are not sure of the amount
of alcohol intake. Similarly, another indication of the mindset is that
they have never been caught by traffic police while using mobile
phone on speaker mode. Hence, they are not sure if it is allowed or
not. These findings indicate the unawareness of vehicle users

regarding basic road safety rules. The previous studies indicate the
opposite that adoption of safety measures goes a long way in
enhancing safety of vehicle users3. Further, mobile phone usage is
also a contributing factor in RTAs4 about which awareness was fair
in our study.

With regard to the driving practices, majority of the responders said
that they follow traffic rules. However, fair proportion of them did
not use helmets/seat belts. The responders were of the opinion that
these safety devices do not prevent injuries during an accident and
just add to additional cost. Hence, the attitudinal barriers are too many
as the prevention equipment are considered to be additional costs.
Previous studies support the fact that not wearing helmets makes one
more prone to RTA, however, a large number of them do not use
helmets nor carry a driving license5.

A model on educating drivers and vehicle is needed which uses 3
criteria namely, Knowledge and skills, risk increasing aspects and
self-assessment7.

Road safety is a major public health concern. In India, where 65 % of
the population is young, it is imperative to create awareness, adopt
strict measures and execute actions to ensure near perfect road safety
of its citizens. Moreover, the health of the Nation is more important
than wealth of the nation.  So, close monitoring of the laws and its
implementation should be a high priority of local, state and central
authority with an aim to reduce road accident injuries and fatality.
Inducing discipline among the drivers to be followed while on road
must be initiated, this will in long run ensure reduction in no. of road
traffic accidents and deaths.
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