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Road traffic injuries represent a classic case of economic uncertainty for households. In
the context of uncertainty, choice of health care facilities and care seeking process is
interest of perennial concern. Understanding the injury care seeking process forms the
central objective of the paper. It also tries to narrate the process of seeking care between
different providers of care, levels of care and duration of treatment, determinants of
choice of health care etc. The study utilised primary data collected from the injured (302
cases) who were discharged from selected public and private health facilities from three
districts of Kerala, India. The injured had 488 overall interactions with medical care
institutions/personnel yielding an average number of 1.6 interactions per injured
person; 60.2 per cent of the interactions were accounted by public health care institutions
with 54 per cent of the injured choosing them as their first point of contact. Length of
treatment at different health facilities by the injured indicate that more than 70 per cent
were treated as outpatient (including observation cases) and the rest were prescribed
hospitalized treatment at the first pint of contact. Share of public sector health care
institutions treating mild, moderate and severe injuries is 55.5 per cent, 54.6 per cent and
48.6 per cent respectively. In sum, public sector is the preferred choice of injury care
seeking for moderate and severe road traffic injuries (cost of treatment, poor economic
status) while mild injuries are primarily accounted for by the private sector.

Health Care Seeking, Non-Fatal Road Traffic Injuries, Kerala, India

1. INTRODUCTION
1.1. CONTEXT

Human beings' material progress has attained unprecedented heights especially
during the last century largely promoted by increasing physical mobility. Road
Traffic Accidents (RTAs) are generally considered as a price of material progress
of human beings. Historically motor vehicle accidents have been believed as
'accidents', random events that are inevitable outcomes of road transport
(Gumber 1994; WHO 2002). However, the mobility has not been costless and
over the decades, the world has lost - millions of human lives. It is estimated that
more than 30 million individuals lost their lives and the hopes of the 30 million's
dependants perished on roads since the first pedestrian casualty reported in
1898 (IFoRCaRC 1998).
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A total 0of 4,37,396 road accident cases were reported in which 1,54,732 deaths
and 4,39,262 persons injuries during 2019 (NCRB 2020). India has one per cent of
the total number of vehicles in the world but accounts for six per cent of RT As. Road
traffic injury is the sixth most common cause of death in India and is also more
frequent among the younger groups (Peters et al 2002) and prevalence of RTI
related disability is estimated to be nearly 2 million in India (Gururaj 2006). The
proportion of hospitalized injuries was 3.7 for rural areas, while 4.1 per cent of the
injured got hospitalized in urban areas. There is a possible inequity in the
distribution of hospitalization of injured in terms of urban and rural areas. This may
be possibly because of at least three reasons. First, the severity of the injury (both
perceived and objective) might be higher in urban areas and so a higher
hospitalization. Second, since there is a higher concentration of health facilities in
urban areas, physical accessibility is lesser an issue here, and financial accessibility
is also higher in urban areas as they have a higher purchasing power compared to
the rural segments.

Injuries are one category of disabilities that requires long hospitalization
indicating severity of the category itself and so the cost of treatment may take a huge
variation compared to many other illnesses. In the 1995-96 data of NSSO (for all the
major states), the incidence (per 100,000 population) of all injuries reveals that for
injuries excluding hospitalization, it is 30 for India where 25 in rural and 44 in urban
areas. Incidence in Kerala was 15, which is much lower than the national average,
with urban areas reported zero injuries, while rural areas recorded an incidence of
19 per lakh population. Accidents/injuries account for 2 per cent of the entire
outpatient cases in the country costing Rs. 500/- or USD 12.5 per episode14 and 4
per cent of ambulatory care spending. In case of hospitalization, accidents/injuries
take 16 per cent of all inpatient cases costing Rs. 9, 700/- or USD 242.50 per case
and 19 per cent of all inpatient spending. Trauma accounts for 12 per cent of hospital
bed occupancy and almost 7 per cent of total national health expenditures. In a
hospital-based study in Kerala, India, it was seen that about 60 per cent of poly-
trauma (more than one organ system injury) cases were due to RTis. Injuries by
type, laceration accounted for 46.7 per cent, blunt injuries (18.6 per cent) and
penetrating wounds constituted 7.9 per cent. More than 34.4 per cent had head
injuries while 31 per cent had long bone fractures (Devi 2005). Most studies
available on the injuries are public hospital-based ones in the country, though there
is evidence that large number of injury victims seek medical attention from private
sector (both for-profit and not-for-profit. For example, based on the NSSO data on
morbidity and ailments, in regard to injuries (but not specifically on road traffic
injuries), in 1986, 25 per cent and 27 per cent of injured in rural and urban areas
respectively sought inhospital treatment from private health sector, while around
79 per cent and 68 per cent respectively in rural and urban areas sought non-
hospital-based treatment in the private sector (Gumber 1994). With the passage of
around two decades, this share may have gone up if the later health surveys are any
guide. This points towards the increased need of coordination between the public
sector and private health services.

Injury care seeking is generally associated with major uncertainties concerning
itsincidence, care, and cure/disappearance, and the price of care. On the supply side,
uncertainty in the occurrence of illness, as in the case of injuries, shrinks the choice
of care and imposes higher financial burden on the affected. Though the utilization
pattern of the population is shaped by social, economic, cultural and political factors,
it varies widely for the rich and the poor. The poor's consumption pattern might be
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fraught with a range of sub-optimal conditions like under-dosage of medicines and
foregoing of certain critical medical interventions altogether due to their inability to
pay, and absence of adequate support mechanisms. When there exist price barriers
to access, possible effects on equity, as obvious, is a definite negative. With regard
to utilization of health services, due to both time and monetary price, the weaker
sections suffer. Even though the prescription pattern of the provider is influenced
by the economic status of the injured or his/her insurance status or presence of
third-party financing mechanisms, there are a number of cases where due to
economic constraints where the injured under-consume or even forego the
consumption of required medical interventions. The process of under-utilisation or
unutilisation of essential and needed interventions affects the patients to incur a
higher expenditure (meaning increased 46 financial burden due to delay m
treatment) later or worsen the health outcomes immediately or in the long run.

Understanding the injury care seeking process forms the central objective of
the paper. It also tries to narrate the process of seeking care between different
providers of care, levels of care and duration of treatment, determinants of choice
of health care etc.

2. METHODOLOGY

The study tried to assess the magnitude of the above discussed components of
the gross financial burden using a category of morbidity called road traffic injuries
in the State of Kerala, India. A primary survey was conducted at the hospital level
for the patients who had undergone treatment for injuries at different health
facilities. The selection of facilities was from both public and private sources and
included hospitals, nursing homes and facilities at different levels. Besides, the study
undertook a 'decomposition analysis' in which the discharged patients from a health
facility (both inpatients and out patients) was traced for understanding the
financing of the cost of treatment, utilisation pattern, the nature of the financing
method, costs of 'responses’ adopted to manage the treatment of injuries, and its
implications of household economic security etc within a given geographical limit.

The study used a prospective study design with injured cases undergoing
treatment in a health facility (both IP and OP) were requested for their consent. A
'decomposition analysis' was undertaken in which RTI patients were traced back to
their households for understanding the household chemistry of injury care
financing, utilization pattern, and coping methods and their overall impact on
household economic security. Information on socio-demographic characteristics,
external causes of injury, situation and context of injury, help-seeking pattern and
outcome was also gathered.

Household interview schedule included household characteristics such as HH
head, HH size, assets held (land holdings), major source of income, monthly
household and per capita expenditure, caste/tribe status and individual
characteristics such as age, sex, marital status, educational attainment, and
profession. The tool also included factors responsible for the accident, duration of
hospitalization, treatment, and absence from work/leisure/household activities,
type of injury, health service provider, services availed, prices of different treatment
items, details of expenses incurred under each provider/system, stages when the
injured did not seek care, prescribed interventions not undertaken due to paucity of
resources, and sources of financing. Detailed information on the level and sources
of injury care expenditure - current/past income, sale of core/optional assets,
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reimbursement by third party like employer, insurer and others too formed part of
the schedule.

The chosen RTA victims were non-fatal cases already accessed the health care
institutions; the ones discharged from the chosen hospitals on the day of data
collection; outpatient or inpatient cares; connected to Orthopaedics, Surgical or
Neurosurgery departments and from the chosen districts and taluks. In case of RTA
cases, the following exclusion criteria were applied: those who did not attend any
health care facility for treating injuries; those who suffered fatal injuries; those who
came for review; those who continued to receive treatment from a health care
facility (not discharged); those whose injury was too rare to manage in an
institution; those were related to the vehicles but did not come under the purview
of road traffic accidents; those who were not stable at the time discharge.

Severity of injuries was assessed based on the status of their admissions into a
particular health facility. Three levels of severity were considered: e Simple injuries
(generally out-patients) ¢ Moderate injuries (in-patients) and e Complex injuries
(undergoing ICU management). In the absence of definite treatment protocols for
treating RTIs, a treatment package was defined with the help of many currently
practicing physicians and it served as a benchmark for evaluating the utilization of
care, induced demand and quality of care.

Study site Study sites (districts) were chosen using the indicators such as the
prevalence of RTAs and RTis, RTA fatalities, and the availability of RTI infrastructure
(measured by private and public bed capacity). Using these criteria, all 14 districts
in the State were ranked and three broad clusters were formed. One district each
from the well performing, medium performing and worst performing group of
districts was included in the study. The criteria used to choose the districts are given
in Table-4.1. Additional sub-criteria such as Geographic factors (low, mid or high
land), presence of 4-wheeler and 2-wheeler vehicles, and road density were also
used as guidelines in choosing the study districts. Finally, chosen districts were
Thiruvananthapuram, Trissur and Idukky (shaded in the table). The significance of
using Geographic factors lies in the association of RTAs and their associated
damages with the structure of the landscape. The chosen districts are indicated by
the shading of cells in Table 1. The chosen districts fell under the categories of best,
medium and worst performing districts and all their taluks (sub-districts) were
ranked in similar fashion. Within the best performing district, the best performing-
taluk was chosen while medium performing taluk was chosen from the median
performing district; lowest performing taluk was selected from the worst
performing district. Choice of specific facility was based on rural-urban
considerations and on the level of utilization by the injured and the ownership (only
for private hospitals). For this purpose, all the hospitals in chosen taluks were
classified as small, medium and large depending on their number of functioning
beds and the availability of associated facilities such as CT scan, major surgical
theatre, etc.

3. FINDINGS

The injured had 488 overall interactions with medical care
institutions/personnel yielding an average number of 1.6 interactions per injured
person; 60.2 per cent of the interactions were accounted by public health care
institutions with 54 per cent of the injured choosing them as their first point of
contact (see Table 1). The role of the public sector increased with the increase in the
number of contacts. Only 2 per cent reportedly received some form of first aid at the
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site of accident. Public sector was the first contact point for 52 per cent of the injured
males and 71 per cent of the injured females. 24 For the first episode of injury
management (reduction of the acute state of the injury cycle), 48 per cent of the
injured needed to seek care from only one provider, while around 42 per cent sought
care from two providers and about 10 per cent utilized three health care facilities to
treat the first episode of injury management.

Table 1 Care seeking by the injured

Point of contact (Number of persons)

Male Female Male Female Male Female

Private 127 (48.1) 11(28.9) 51(378) 2(9.5)  3(115)

Distance and Time taken to reach the health care facility: Regarding the
physical accessibility of health care services, 42 per cent had a first pint of contact
within 5 km while 31 per cent reached the provider within 10 km. Regarding the
second contact point, 24 per cent sought care within 10 km and 54 per cent travelled
up to 60 km. Distance travelled increased for the third contact point 60 per cent had
to travel up to 20 km and the rest had to travel more than 60 km. About 75 per cent
of the injured reached the first point of health care contact within halfan-hour from
the time of the accident; 20 per cent reached within an hour. On the other hand, 78
per cent reached the second contact point within one hour and 60 per cent reached
the third contact point within one hour.

Duration of treatment: Length of treatment at different health facilities by the
injured indicate that more than 70 per cent were treated as outpatient (including
observation cases) and the rest were prescribed hospitalized treatment at the first
pint of contact. In the second point of contact, 43 per cent were administered
ambulatory treatment and 57 per cent were given in-patient treatment. In the third
point of contact, 90 per cent of the injured received hospitalized treatment. More
than 42 per cent of the cases had duration of treatment at the first contact point in
less than one hour, while a 21 per cent were put under observation for less than 24
hours and an additional 14 per cent had a length of stay of less than 5 days. Overall,
3 7 per cent had a length of stay of less than 24 hours, while 26 per cent had a length
of stay between 2 and 7 days, while the rest 3 7 per cent had a length of stay of 8 or
more days of hospitalised treatment (see Table 2).

Table 2 Duration of treatment

Number of persons

Outpatient (hours)
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1-3 20 8 0
3-24 62 52 3
205 66 3

Inpatient (days)

2-5 41 20 8
6-10 19 16 6
11-20 3 21 13
>20 86 30 27
Total 291 153 30

Decomposition of length of treatment across providers gives interesting
results. In the first point of contact, of all patients having less than 24 hours
treatment, public sector health care institutions managed about 78 per cent of cases,
46 patients having a length of stay between 2 - 7 days were treated by the public
sector and 37 per cent of cases having a length of stay of 8 or above 8 days (Table
2). When private sector was the first point of contact, 22 per cent were given
ambulatory care, 54 percent were given hospitalized treatment between 2 - 7 days
and 63 per cent had a length of stay of more than 8 days. In the second point of
contact, 90 per cent of the injured having a length of treatment less than 24 hours
were treated in a public health care institution, while 55 per cent of cases having a
length of stay of between 2 - 7 days were managed by private health care institutions
and of 66 per cent of the patients having a length of stay of more than eight days
were treated by private hospitals. In the third point of contact, 90 per cent of the
patients were treated by public sector and the length of stay is more than 7 or more
than 7 days.

Choice of health care facility for injury care: Proximity was the reason for
choosing first point of contact in 65 per cent of cases, availability of specialist for 19
per cent, medico-legal issues in 7 per cent of cases and 89 cost for 6 per cent.
Specialist was the reason for choosing second point of contact 51 per cent; cost was
the reason for choosing the second contact point in 17 percent of cases; proximity
was the reason in about 15 per cent of cases. In case of third point of contact, 60 per
cent chose it because of cost and in the rest, 20 percent as well had cost as one of the
factors along with proximity.

Depicting the relationship between monthly household income and type of
provider finds that injured whose monthly household income is less than Rs. 2500
chose public provider in 68 percent of cases as the first point of contact, while those
with monthly income above Rs.5001 chose more than 60 per cent cases a private
provider. A quartile income analysis (monthly household income has been split into
quartiles so as to understand the variation in financial burden borne in relation to
their monthly household income) and its relationship between choice of providers
reiterates the findings. There exists a statistically significant and consistent pattern
in choice of providers by income quartiles. Of the 153 cases who chose only public
provider, about 74 per cent belonged to the monthly household income group with
less than Rs. 4,000 (USD 100) and the 26 per cent of the income group above Rs.
4,001 (USD 1 00) utilized the services of public hospitals.
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Table 3 Relationship between income and choice of providers

Number of injured choosing

Public Private Public Private Public Private

2501-5000 69 (54.3)* 58(45.7)* 48(76.2)* 15(23.8)* 11

Total 164 (54.3) 138(45.7) 103 (66) 53 (34) 27

Reason for leaving the health facility: It is seen from that reason for leaving
the first point of health care contact was discharge in about 50 per cent of the
injured, while another 45 per cent were referred to a higher-level health facility.
Self-referral due to poor quality and high cost were the reasons for 3.5 per cent of
all cases who attended the first point of contact. From the second point of contact,
79 per cent of the cases were discharged while a 14 per cent of the cases were
further referred up to an advanced centre for care. The proportion of the injured
who self-referred from the second point of contact due to poor quality and high cost
went up to 7 per cent. In the third point of contact, all the patients were discharged.

Injury severity: Injury severity generally describes the impact of an injury in
terms of the extent of tissue damage (that is, the pathologic evidence of trauma)
and/or the physiologic response of the body to that damage (here) as perceived and
reported by the injured. Choice of the injured-on providers 92 based on severity of
the injury and the part of the body affected as well as the number of providers
selected for the current episode of injury. The share of public sector health care
institutions treating mild, moderate and severe injuries is 55.5 per cent, 54.6 per
cent and 48.6 per cent respectively, whereas the share of private sector in treating
mild, moderate and severe injuries is 32 per cent, 22.5 per cent and 21.4 per cent
respectively. The rest of injuries were managed by public and private hospitals
together, in which at least one public and one private hospital is involved. It also
gives an idea regarding the segmentation of market across severity and body part
affected. Secondly, the reported severity by the injured on each part is given a score
with severe injury as 3, moderate injury as 2, simple or mild injury as 1 and no injury
equals zero. Finally, the severity score of each injury group is summed and classified
into two groups based on the maximum score to each group.

The maximum scores in all groups were less than 5 and 6. So, it was
comparatively easier to divide each group into two. Any group having a combined
value of 2 or less than 2 is assumed as moderate injury and any group having a value
of 3 or more than 3 is assumed as severe injury group. This exercise has been
undertaken primarily to combine the different group of body parts as well as their
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respective severity, because road traffic 93 accidents in the study has typically more
than one body part affected with differing severity.

Gap between recommended and actual interventions: Difference between
recommended health care interventions and actual interventions undertaken by the
injured which is alternatively called patient compliance. Majority of the
recommended interventions were undertaken by the injured. Since the gap between
recommended interventions and actual interventions is the least, it is assumed that
the total cost of treatment in both situations would be more or less same. In the case
of physiotherapy, the gap between prescribed and actual care is maximum in case
of physiotherapy.

4. DISCUSSION

It is interesting to note that with increase in severity public sector hospital
becomes the preferred option of the injured. The pattern emerges here is that the
share of public and private together treating a patient increases with severity
probably because the increased severity is managed by more than one institution,
generally. In public health services, the referring of patients may be done according
to the assessment of severity of injury by the physician and referral pattern is almost
well-defined in public sector and loosely defined in the private sector. The other
instances in which public sector used referral pattern were using the possibilities of
backward referral (that is, after managing the acute phase of injury, some of the
patients were referred back to appropriate lower-level health facilities adjacent to
their residences which is justified from cost-effectiveness point of view for both the
provider as well as the user (efficiency and equity gains). There were many reported
instances by the injured that there exists a case selection pattern by some private
health facilities who select cases (Gumber 1994) and generally do not accept and
treat road traffic injury cases because of the assumed medico-legal complications.
Within public sector itself, there might be a likelihood of selection of cases by the
lower-level health care facilities and referring it to the higher-level facility though
no concrete evidence could be found by the researcher on this aspect of the referral.
If former is the case, it is not advisable because the injured might get worse off in
health status terms as well as in economic terms due to over stretching of care
seeking process.

Further, regarding the referral pattern across facilities, at least three significant
possibilities emerge. Firstly, public sector is a preferred option of seeking care in
majority of injury cases probably due to better presence, medico-legal implications,
seriousness of the injury, selection of health facility often not by the injured 139
himself/herself/themselves. Also, government hospitals are usually equipped with
diversified services including the surgery, orthopaedics and blood bank which many
private hospitals lack (Gumber 1994). Secondly, public sector health care
institutions refer a greater number of cases than private sector, which is a welcome
feature if followed based on the ideal conceptualisation of referral system. But it
would be disturbing and inefficient for the patient, if the lower-level public health
units select cases and dump it into a higher-level centre. Thirdly, this may also show
that the behaviour of some private hospitals to keep cases beyond requirement at
the facility itself, which was reported by many cases.
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As far the choice of facilities and consequent economic outcome of the injury
care seeking process is concerned, it is interesting to note that both the dynamics of
monetary costs and time costs play a crucial role in choosing the different points of
contact by the injured. In the initial stages of care seeking, more than 65 per cent
sought care due to proximity reasons indicating that minimization of time costs as
the dominant reason. Research finds that travel time functions as a price in
determining the demand for medical services when free care is available Acton
(1975). Delay in time can cost the patient both in terms of reduction in the health
status as well as increase in the curative and associated expenses later on. Better
spread of both public as well as private medical institutions help in the injured
reaching health care facilities on time. However, it would be too simplistic to
conclude that there exists no differential in care seeking from public and private.
The higher income groups consistently chose private health care facilities, if not as
first point of contact, at other contact points. This fact is interesting to note, because
it clearly highlights the fact that even while seeking emergency care, the economic
status of the victim does make a difference with higher income groups consistently
chose private health care providers compared to the lower income groups whose
preferred option is a public health care facility. Once the most acute phase of injury
care is over, patients think of "health care provider shopping" where economic cost
adequately plays its role.

Since much of the road traffic victims chose institutional care rather than
individual medical practitioners, scope of doctor-shopping is limited but provider
shopping is seen, at least in some cases. Medical care shopping for road traffic injury
is defined as the changing of medical care institutions without professional referral
for treating a single episode of road traffic injury. The reason for shopping may be
price (perceived or real) and quality of treatment, among other things. The study
could not reach an unambiguous answer for the pattern of shopping for institutions,
rather finds that patients from higher socio-economic status chose a higher-level
private hospital if the quality was perceived to be bad in a public hospital or even
private hospital. Poor patients consistently chose public health facilities, assuming
availability of health facilities is normal. In some study areas, it was interesting to
find that due to the geographical location of a public tertiary care hospital, injury
cases had to seek care from a private tertiary care centre which is known for low
costs. Poor patients' shopping pattern indicates that (who are already restricted by
the poor purchasing power) tend to prefer a higher-level public hospital or else
adapt to the existing quality of care in the same institution if it is a public hospital.

Some interesting insights about time cost are in order. One of the general
concerns is that there exists inequality even in the mode of transportation between
rich and poor. For example, rich have better means of transport, and so they are able
to reduce the opportunity cost of time of travel. A study from Vietnam Ensor and San
(1996) finds that rich households are able to use faster modes of transport
(motorcycle than bicycle or walking). However, this type of inequities in
transportation of health care is not visibly noted in the present study, probably due
to better spread of public and private health care institutions.

Regarding the average distance travelled by the injured to seek medical care, it
is comparatively less especially in the care of an emergency event like road traffic
injury which is obviously a welcome feature of the State. However, how far does it
differ based on geographical region is a matter of to be probed further. Coupled with
this, we observe that injured in Jdukky district are less favourably placed as majority
of the injured from this district reported that they do not have a health care facility
within a 3 km radius from their houses, which is borne true by the official data set
as well. It is also crucial to note that due to better spread of both public and private
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health care facilities in most districts studied, majority of the injured have been able
to reach within the 'platinum hour' and 'golden hour'. However, a number of injured
reported that they had to lie unattended for not too short time. It is essential to look
at options on the possibility of avoidance of acceptable delay in shifting the patient
to receive appropriate medical care. It is also disturbing to note that no patient was
shifted from any of the voluntary ambulance services in the studied districts, though
two districts had wide presence of them. Transfer of the injured from the accident
spot to the health facility was mostly done by means of unscientific mode of patient
transfer, say, auto-rickshaws and cars and hardly ambulance vehicles rescued any
of the injured. It calls for strengthening vehicles with appropriate life support
systems. Besides, on the availability of first aid, a 98 per cent were not in receipt of
any form of first aid at the site of accident which is quite disturbing. However, this
may be due to the fact that health care facilitates are laterally distributed. As far as
the mode of transportation to health care facility is concerned, almost all the injured
were transported by car or auto rikshaws at least till the first point of contact. From
first point, more number of patients was transported by ambulance to higher
centres of care. In a number of cases especially in national and state highways and
cases that were not attended to by any help, the police shifted them to some health
care facility. However, what is expected from the police force in such events and how
much actually they achieve is a question to be analysed along with. Before
concluding anything regarding the accessibility to appropriate emergency medical
services to the injured, it would be important to look at the fatalities associated with
road traffic injuries, which the current study did not attempt to, a limitation of the
current study from this perspective.

Treatment duration: Duration of treatment has demonstrated an
unambiguous positive association between total injury care expenses incurred.
Duration of treatment across providers and different points of health care contact
illustrate that, as expected, first point of contact had the lowest cost of treatment
probably reflecting: the short length of stay of critical as they would be referred
upwards, less serious injuries may need the services of basic medical care
consumption and mostly health facilities with small size and minimum
infrastructure, In the second point of contact, majority of the injured were treated
as inpatient and the length of stay was generally longer than the first point of contact
implying severity of injury, assuming other things remain constant. Third point of
contacts had almost all administered hospitalised treatment with more than 63 per
cent having a length of stay of more than 11 days indicating that injured came to a
third facility probably indicating the seriousness of the injury or absence of
adequate health care infrastructure at the lower levels or higher cost of treatment
of the lower-level facilities. Secondly, with regard to choose of health care facilities
cases having shorter duration of treatment as well as higher duration of treatment
were in a public institution. This phenomenon is interesting to observe and perhaps
suggestive of the reasons: (i) Public hospitals try to treat as many cases in an
ambulatory setting as possible due to the overcrowding in wards and in many cases
an under-treatment could not be ruled out; (ii) Among those admitted, surgery cases
had a higher length of stay skewing the length of stay picture; (iii) non-surgery cases
had lesser length of stay. Private medical institutions had less variance in length of
treatment across cases showing less severe cases being treated in such institutions
or probably higher clinical quality. Evidence also bears out that there exists
selection of cases in private health care institutions based on the expected clinical
outcome of the patient before admitting the injured.

Bypassing health care facilities: The study observes the phenomenon of
bypassing - i.e.,, when patients reject a closer facility in favour of a more distant
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health care provider. Quality reflected as specialist being the reason for choosing a
distant facility is found in the study quite evidently. Existing literature mostly finds
that households bypass public facilities in favour of the private sector Akin and
Hutchinson (1999). We, however, find that for treating road traffic injuries many
bypasses nearby private health care facilities and lower-level public facilities in
favour of higher-level public-sector facilities. In general, studies have found 143 that
bypassing is associated with facility quality (e.g, number of doctors, drug
availability etc). However, socio-economic gradient of the individual patient
concerned exerts significant influence on the choice between public and private
hospitals. Bennettetal (1994) (Sonia 2002). The economic condition of the patient
was also a prerequisite for admission in some of the private hospitals in the study.
For instance, beyond the public health importance, some of the private hospitals
admit cases on the condition that a fixed sum of amount to be deposited prior to
treatment. Such ethically unacceptable practices were reported from Thailand as
well Bennett etal (1994).

The study suffers from certain inherent limitations and hence, the results
should be read with caution. This study was a health care institution based one and
it tracked RTA victims from health care institutions. Although health care seeking is
generally regarded as good in Kerala NSSO (2004), the study might have still missed
injury victims who were not able to access health care institutions due to financial
and other constraints. Moreover, some victims, especially in Kerala, approach
alternative systems of medicine such as Ayurveda and the study missed them as well
because the focus of the study was on allopathic system. Though the study reaches
some conclusions regarding the choice of health care providers by the injured, the
exact proportion could only be understood from a survey of households, though the
study used other scientific methods to reach the maximum population.
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