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1. INTRODUCTION 

The Seminar on the Prevention of Road Traffic Accidents was held from 
14 to 18 February 1983 at the World Health Organization (WHO) Regional 
Office for the Western Pacific in Manila. 

Dr Charles Ross-Smith, Officer-in-Charge, opened the meeting and 
welcomed the participants on behalf of Dr Hiroshi Nakajima, who was absent 
on a mission and unable to attend. 

In his message, the Regional Director drew attention to the fact that 
there had been an alarming increase in road traffic accidents in many 
countries of the Region and that such accidents were no longer the monopoly 
of the developed countries. 

He also noted the urgent need for comprehensive interdisciplinary 
collaboration between the sectors concerned and a continuous input from the 
Member States in order to minimize the problems. 

The first Working Group on the Prevention of Road Traffic Accidents, 
which was held in Manila in 1979, had urged the health authorities of 
Member States to collaborate closely with other government departments and 
agencies concerned with the prevention of road accidents in order to reduce 
accidents and alleviate their consequences, and to establish mechanisms for 
this purpose. 

In pursuance of the recommendations made at the above Working Group, 
the participants were requested to discuss strategies for a coordinated 
intersectoral and multidisciplinary approach to the problem of road traffic 
accidents with special attention to the health input. 

The seminar was attended by 15 participants from 12 countries and 
areas. 

Dr Francis Joseph O'Kelly, Hong Kong, was appointed Chairman, 
Dr Shao Xiao-fiong, China, Vice-Chairman and Dr David Herbert, Australia, 
Rapporteur. 

Dr Neville Parker, Australia, and Dr Mahalingam Thangavelu, India, 
provided support as Temporary Advisers. 

Dr Claude J. Romer, Manager, Global Programme for Accident Prevention, 
Regional Office for Europe, participated as a member of the secretariat. 

The list of participants, observers, temporary advisers and 
secretariat is attached as Annex 1. 

2. REVIEW OF GLOBAL AND REGIONAL SITUATION OF ROAD TRAFFIC ACCIDENTS 

WHO Member States had acknowledged the growing public health 
consequences of road accidents when they passed a resolution during the 
World Health Assembly in 1976 requesting WHO to be active in supporting and 
promoting the formulation of control programmes in countries. 
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Mortality resulting from accidents, violence and suicide in 
industrialized countries, as classified in the International Classification 
of Diseases, ranks third after cardiovascular diseases and neoplasms, and 
in the 1-44 years age-groups, which have relatively low general mortality 
rates, accidents occupy the first place. For example, in the United States 
of America in 1975, 80% of all deaths for both sexes in the age-group 15-26 
years were due to accidents. The most striking aspect of this problem is 
that it concerns predominantly young people. In industrialized countries, 
the percentage of accident mortality compared with mortality from other 
causes amounts to more than 40% for boys and 30% for girls in the age group 
1-14 years. Furthermore, in many of these countries, motor vehicle 
accidents rank first among all fatal accidents. However, while there are 
no great differences in the average values for the various age groups, the 
difference in figures for the sexes is considerable; in general, the 
mortality rate for accidents for males is at least twice as high as the 
rate for females and, in some age groups, the sex ratio can vary from 1 to 
4, especially in the 15-25 years group. 

The burden on medical care services is very high and accidents account 
for about 20% of hospital admissions in many countries. 

Unfortunately, accidents, particularly road accidents, are no longer 
the monopoly of industrialized countries. 

It is rather difficult to evaluate the magnitude of the problem in 
developing countries because of lack of available data, and where these do 
exist, they are often unreliable. 

Nevertheless, available figures show a spectacular increase in vehicle 
ownership related to a dramatic rising trend in the mortality rate for road 
accidents. 

It should be mentioned that the characteristics of the problem in 
developing countries present significant differences compared with the 
developed countries, namely: large number of old and poorly maintained 
vehicles; large number of motorcycles; buses and trucks often in an 
overloaded condition; widespread disregard of traffic rules; use of 
special vehicles like scooters, taxis, etc; lack of understanding of the 
problem by local or national authorities, etc. 

Nevertheless, since 1973 there has been a real improvement in the 
level of road safety in most of the developed countries equivalent to about 
15% on an average. This was achieved by traffic safety policies which were 
formulated to allow for the energy crisis which occurred at that time. 
Safety policies were based on three main factors: speed limitations, 
seat-belt wearing, and alcohol control when driving. 

No traffic safety policy can be implemented without taking into 
account the cultural and psychosocial characteristics of the population to 
which they are applied. Care must be taken not to take for granted that 
what was successful in one cultural setting will also be successful in a 
different one. 
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The countries or areas of the Western Pacific Region represented at 
the seminar are listed in Annex 1. The shortened version of the country 
profiles are attached as Annex 5. A table indicating the available data 
for each country or area is also attached. 

3. SUMMARIES OF DISCUSSIONS 

3.1 Epidemiology of road traffic accidents 

The background document The Epidemiology of Road Traffic Accidents l 
provides a systematic account of the application of the principles of 
epidemiology to road traffic accidents and discussion centred around 
specific problems found in countries and areas of the Western Pacific 
Region. 

It 1S difficult to compare one country with another in relation to 
even the simplest of statistics, such as deaths due to road accidents, for 
official records can differ quite substantially depending on the source of 
information. In Japan, for example, police statistics define death as 
limited to 24 hours following the accident while health statistics extend 
the time limit to 30 days, which increases the number by an additional 
30%. In other countries, the difference ranges from 43% to 1% but in not 
one instance do they coincide. To enable one country to benefit from 
another's experience, it was felt that there should be an attempt to 
achieve uniformity related to definitions, terminology and presentation of 
information. 

Data relating to hospital admissions do not give a reliable indication 
of the incidence of disease and injury in the community, for the police 
determine who will be admitted. In most developing countries, the 
hospitals are unable to accommodate all patients requiring admission, and 
cases of trauma are usually given priority, thus giving an over-estimate of 
the relative importance of accidents in morbidity statistics based solely 
on hospital admissions. This information, while valuable in planning 
treatment facilities, is of limited value for epidemiological purposes. It 
would be helpful for purposes of comparison and for monitoring progress if 
the assessment of the severity of injuries could be standardized. The 
abbreviated Injury Scale was considered suitable for this purpose. 

It was appreciated that, in studying the many possible causes of 
accident, the most appropriate collectors of information are the police. 
For this reason, a format should be broad in scope and simple in outline, 
providing information about roads, vehicles, drivers, pedestrians and 
medical care. This should be supplemented by information about injuries 
collected by the health sector. However, the personnel to obtain this 
information are not readily available in developing countries. 

lWHO Regional Publications (European Series No.2) Copenhagen, World 
Health Organization, 1976. 
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It is possible that the information available may not be used owing to 
the lack of a centralized body specifically concerned with road accident 
prevention. Such a national body is necessary to coordinate and implement 
activities by establishing strong links between policy and implementation. 

In addition to the lack of trained personnel, there may be problems in 
some countries in getting consent to obtain reliable information, such as 
collecting blood for alcohol estimation or doing postmortems to determine 
the cause of death. 

Top priority must be given in the Western Pacific Region to 
establishing guidelines for achieving comprehensive and reliable data 
collection to enable preventive programmes to be progressively evaluated. 
Meanwhile, until better statistics are available, existing data do provide 
some useful information in identifying target groups. Males between the 
ages of 15 and 24 account for approximately one third of the deaths due to 
motor vehicle accidents in New Zealand, Australia and Singapore, while in 
Hong Kong and Japan those aged over 65 years have the highest percentage of 
the total mortality (26% and 22% respectively), and this is not an 
expression of their numbers in the population (7% and 8% respectively). In 
the Philippines, where 43% of the population are under the age of 15, this 
fact is reflected in the road accident mortality statistics for they 
represent 26% of the total. 

Hospital statistics may give an approximate estimate of morbidity. In 
Hong Kong, for every death due to a motor vehicle accident, there were nine 
admitted with serious injuries in 1961 with the number rising to 13 in 1971 
and 16 Ln 1981. The figures for Republic of Korea are 1 in 15 in 1971 
rising to 1 in 20 in 1981. 

With the exception of Japan, the number killed on the roads in 
countries of the Region has increased, the extent of this increase being 
more marked in the developing countries. 

3.2 Human factors as a major cause of road traffic accidents 

Accidents have many causes, and are the result of a complex 
interaction between people, vehicles and the environment. There is general 
agreement that, of all the multiple factors involved, the human element is 
of overwhelming importance, and this must not be overlooked when designing 
preventive strategies. 

Driving behaviour, as well as the actions of pedestrians, can be 
affected by risk-taking, which is encouraged and rewarded in other 
situations and is influenced in subliminal ways by car advertising and the 
manly image depicted in films, which is not adequately counterbalanced by 
photos of mangled cars and disturbing statistics of the mounting road toll. 

Attitudes to authority and consideration for others influenced by peer 
group pressure, child-rearing practices and cultural influences are 
difficult if not impossible to modify, and for practical purposes it is 
expedient to concentrate on those aspects of human behaviour which can be 
controlled. 
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3.2.1 Alcohol 

The contribution of alcohol to the causation of accidents is of 
overwhelming importance and has been directly established in developed 
countries from blood alcohol testing and indirectly in some developing 
countries by an obvious correlation between drinking habits and accident 
rates as well as by postmortem studies. It is important in those areas 
where it is thought that alcohol is not a significant problem to measure 
blood alcohol levels, although it is appreciated that attitudes to specimen 
collection and inadequate facilities for laboratory assessment may present 
obstacles. 

There are two distinct groups to be considered when trying to control 
the drunk driving problem - the social drinker and the problem drinker. 
The former can be educated or influenced by punitive measures to avoid 
driving when drinking, and the introduction of random breath testing has 
been shown to be very effective in this regard. 

The pathological drinker, on the other hand, is not influenced by 
having the dangers of driving pointed out nor is he affected by the threat 
of punishment, and he will continue to be responsible for a disproportionate 
number of serious accidents. In developing countries, drinking habits 
encourage drunkenness, and again this is difficult to modify. 

3.2.2 Drugs 

A small group who abuse or misuse drugs may be responsible for 
accidents. More commonly patients taking prescribed drugs may have their 
reaction times and judgement slowed down from their effects acting alone or 
in combination with alcohol. This can be reduced by educating medical 
students and doctors to become aware of the dangers of driving as a result 
of medicines being prescribed to control allergies, suppress coughing, 
headaches and tension symptoms, and many other commonly presenting 
complaints. 

3.2.3 Stress 

It is well established that drivers are more likely to be involved 1n 
accidents when emotionally disturbed or preoccupied with personal 
problems; concentration is reduced, reaction times slowed and 
aggressiveness increased. The tendency to drink or take sedatives, 
tranquil1izers and anti-depressants may also contribute to the overall 
effect. Again this is difficult to control. 

3.2.4 Age and sex 

A close relationship exists between the risk of accident and the age 
of the driver. Males between the ages of 15 and 24 years emerge as a 
highly vulnerable group as drivers while children and the aged are greatest 
at risk as pedestrians. In those countries where the mortality and 
morbidity statistics are high in the pedestrian group, preventive measures 
should be introduced to separate vehicle traffic and provide safe 
crossings; provision of play areas in high risk "black spots" will reduce 
the numbers of children on the streets. Migrants and tourists should be 
protected from a tendency to look in the wrong direction when crossing 
roads, and drivers in unaccustomed environments should be made aware of 
differing traffic regulations. 
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3.3 Role of the health sector in the prevention and care of road traffic 
accidents 

3.3.1 Present situation 

In both the developed and the developing countries, it was generally 
noted that the role of the health sector is mainly concerned with the care 
and management of victims of road traffic accidents. Thus there are few if 
any preventive measures for road traffic accidents. The various factors 
responsible for this state of affairs are as follows: 

- lack of awareness or interest on the part of the health sector of 
the problem of road traffic accidents; 

- reluctance to accept responsibility, thus leaving the problem to 
other sectors, e.g. police; 

- lack of resources (finance, manpower, etc.); 

- lack of data or, when data are available, lack of coordination 
of the data; 

- constraint of low educational levels (in developing countries); 

- multiplicity of languages, cultures and ethnic minorities, which 
means dealing with a diverse population. 

3.3.2 Prevention 

The health sector should not only be involved in prevention, but also 
in the promotion of road safety. This can be achieved by adopting the 
following measures; 

(1) Health personnel should be actively involved in the planning of 
preventive measures. It was also felt that health personnel 
should be actively involved in any measures which are designed to 
educate the people on road safety. Being professionals 
themselves, they should participate and motivate other voluntary 
professional bodies to undertake road safety promotion. 

(2) In collaboration with the other ministries and departments, data 
on mortality and morbidity should be compiled and periodically 
published. 

(3) Studies on behavioural aspect of accident prevention, with 
particular reference to road traffic accidents, should be 
promoted. 

(4) Screening procedures which can be used to identify high risk 
groups should be developed. 
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3.3.3 Strengthening of the health sector's role 

Various suggestions were made to strengthen the role of the health 
sector in the prevention and care of road traffic accidents, and included 
the following; 

(1) Advantage should be taken of the present trend, with its emphasis 
on primary health care, to promote education and training in the 
prevention and care of road traffic accidents. (It was suggested 
that the field could be expanded to include all types of 
injuries). The primary health care system could be utilized by 
including the prevention of road traffic accidents in the 
programme curriculum. Training of appropriate health personnel 
(medical or paramedical) in this field should be actively 
promoted. 

(2) The health sector should be more actively involved with other 
sectors when a combined and comprehensive approach is made to 
both the human and environmental factors in road traffic 
accidents. This could be done by utilizing the intellectual 
capabilities already existing in the medical sector, providing 
special data and, in conjunction with the other sectors, 
assessing and evaluating varl0US plans of action. 

(3) Health sector programmes to be initiated should be integrated ln 
already existing systems and programmes. 

(4) There should be an ongoing process involving the various sectors, 
including the health sector, in assessing, evaluating and 
modifying the various plans of activities undertaken and in 
introducing appropriate new actions. 

3.4 Coordination between health sector and traffic/transport sector 

3.4.1 Existing situation 

Health sector involvement in the prevention of road traffic accidents 
varies between the different countries and areas. In some countries there 
is no involvement, while in others varying levels occur. Some play an 
advisory role, while others provide data to monitor and evaluate the 
present situation of road traffic accide~ts. 

The medical profession's involvement is similar to that of the health 
sector. In more developed countries the medical profession, through its 
various professional bodies, has been the prime mover in bringing about 
awareness and change in the public concerning the severity, extent and 
magnitude of road traffic accidents. It has also been instrumental in 
bringing about preventive and other measures to reduce the morbidity and 
mortality in road traffic accidents. 
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The responsibility for the promotion of road safety differs in the 
various countries. It may be delegated to the police department, the 
ministry of transport, the ministry of health, the ministry of works, 
education or even voluntary and advisory bodies. 

This approach to responsibility for road safety has had its 
shortcomings due to the problem being a multisectoral one, and to no one 
body having the resources or the capability to tackle the problem Ln its 
entirety. 

The lack of information as to the magnitude, extent and severity of 
the problem is also a handicap. This is due to the inadequate, incomplete 
and imprecise collection of information and also to inadequate analysis and 
dissemination of the information gathered. 

The general lack of awareness on the part of the public, planners and 
policymakers of the factors involved in road accidents is also a 
shortcoming. 

3.4.2 Constraints 

The above factors are mainly due to the various constraints which 
developing countries are at present facing. 

Ignorance 

Most developing countries do not have proper data on road traffic 
accidents. This lack of data hampers the health sector in making a case 
for the need for preventive measures in road traffic accidents to the 
policy and planning authority. The health sector has therefore remained 
aloof and not played its proper role in prevention of road traffic 
accidents. 

Manpower 

Developing countries face manpower shortages in both the medical, 
non-medical and related fields. This makes data collection, analysis and 
dissemination of information inadequate. 

Medical manpower has been used to cater for curative services rather 
than preventive and promotive services. 

Resources 

Financial resources are limited in many countries. This leads to road 
traffic accidents being given a low priority when it comes to allocation of 
funds and manpower. 

Training 

In the training of medical manpower (doctors in particular), emphasis 
has been on curative rather than preventive medicine. Doctors so trained 
therefore tend to gravitate to the curative aspects of any illness. 
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Leadership and lead roles 

In most countries, the ministry of health is not one of 
ministries. It has therefore not played a lead role in road 
accidents owing to the multisectoral nature of the epidemic. 
be changed. 

Lack of communication channels 

the major 
traffic 
This needs to 

In most countries, there is no direct contact point or division in the 
ministry of health which oversees this problem. It could be within the 
aegis of any division depending on the countries' requirements. This poses 
problems in interregional and national exchange of ideas. 

3.4.3 Conclusions 

In the final analysis, in all road traffic accidents it is the human 
being who is of primary concern. The reduction of morbidity and mortality 
1S an important factor of concern and this is in the interest of the health 
of the individual and the nation. 

General 

The health sector should playa more active and prominent role in the 
prevention of road traffic accidents at all levels of government. 

The health sector should encourage and promote the development of 
programmes where the community is actively involved in all levels of 
prevention with the blessing or active support of the government. 

The existing set-up in countries for the prevention of road traffic 
accidents should be retained. It should be supported and assisted by the 
health sector so as to become more effective in the prevention of road 
traffic accidents. This will permit coordination, cooperation and 
collaboration in all measures taken, and also provide for equitable 
distribution of available resources to cover all aspects of prevention. 

In countries where such bodies do not exist, an advisory body should 
be encouraged. It should be an organization which is multisectoral, and 
have influence in promoting measures to be taken to prevent road traffic 
accidents. 

The health sector should provide information to enable the advisory 
body to evaluate, monitor and modify existing measures and introduce new 
ones. 

Specific 

The health sector should provide the analysis, storage and 
dissemination of epidemiological data so as to support road traffic 
accident prevention programmes - monitoring and evaluation of programmes. 
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The health sector should undertake special studies to clarify or 
provide additional information in particular areas of concern. 

TIle health sector can promote public awareness of road traffic 
accidents in its health education and other programmes. 

Effective utilization of road traffic accidents data should be 
encouraged to improve and establish preventive and curative services. 

Existing health resources should also be utilized in the promotion of 
road traffic accident prevention programmes. 

The health sector should be a catalyst to increase the awareness of 
the public to the preventive .aspects of road traffic accidents. 

The epidemiology of road traffic accidents should be included 1n the 
teaching of public health for health workers. 

3.5 Prevention and control measures 

Although the engineering aspects of prevention and control are being 
considered, the importance of human factors in their design and 
implementation has not been overlooked. The problems of transfer of 
technology from developed to developing countries were stressed; each 
country should establish its own order of priorities, including the 
relevance of measures to be adopted, bearing in mind economic and 
sociocultural factors. 

The following areas need to be considered: 

3.5.1 Vehicles 

Safety standards of vehicles may differ between the country of 
manufacture and the country of import. Features such as exterior design, 
tires, steering assembly, door latches, and windscreen glass were mentioned 
as well as the overall structural integrity of the vehicle. 

3.5.2 Town planning 

Location, road layout, provision of public transport and environmental 
impact assessment were mentioned under this heading, and the specific 
feature of modern shopping centres where vehicles are separated from 
pedestrians was used as an example of good planning. 

3.5.3 Traffic management 

Here the consideration of signs, lane markers, segregation, provision 
of loading zones and parking facilities was mentioned. 
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3.5.4 Roads 

Safety standa.ds, slopes, curve radius, acceleration-deceleration 
lanes, shoulders, emergency pullouts, pedestrian lanes, bicycle lanes and 
barriers were briefly mentioned and there was a more detailed consideration 
of obstructions. If trees are used on the side of the road, their size 
should be limited to less than 75 mm diameter; utility poles should be 
avoided on roadsides together with any other fixtures which vehicles may 
hit. Roundabouts are being introduced in some countries and phased out in 
others; evidence, however, indicates that they do reduce the incidence of 
accidents since intersection collisions account fo. a significant number of 
these. 

3.5.5 Maintenance and repair 

Here the features mentioned were traffic lights, street and sign 
lights, road bridge walkways and overpasses, stormwater drains, ice or snow 
clearance facilities, construction and equipment safety, as well as 
accident "black spots". 

Developing countries should learn from the mistakes of industrialized 
countries and not reproduce environmental hazards which have already been 
shown to be harmful. 

There is a substantial body of research concerning the efficacy of 
various preventive strategies relating to the environment, and it is 
important to make this available, and then undertake further studies to 
establish whether technology can be applied. 

There are no available tests sufficiently reliable to screen potential 
drivers and exclude adverse psychological factors, which in any case may 
not be present at the age when individuals apply for licences. 
Professional drivers, because of their much higher risk, warrant more 
careful assessment and private drivers should not only pass tests to 
establish minimal standards of fitness to drive (including vision, reaction 
time, and absence of physical problems which would interfere with handling 
a vehicle) but also should provide evidence that they have been trained to 
exercise sufficient skills and in defensive driving. 

3.6 Priority areas for research 

There are two high risk groups of significance: (a) the unprotected 
group of motor cyclists, pedal cyclists and pedestrians (especially 
pedestrians who are very young, elderly or under the influence of 
alcohol). A better knowledge of the types of injury sustained is required 
so that appropriate injury reduction mechanisms can be established; 
(b) the alcohol-affected group of drivers and motor cyclists, who are a 
great menace to themselves but more importantly to other road users. It 1S 

important to determine in each country the extent of this problem. This 
can be done by blood analysis of driver casualties admitted to hospital and 
those killed. 

It is important to determine the human factors that contribute most to 
accidents and to subsequent casualties. 

The cost in financial terms and in terms of disability should be 
determined. 
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4. CONCLUSIONS 

4.1 Lack of coordination 

At the national level, the lack of coordination between concerned 
agencies hinders the effective use of already existing data. More 
coordinated action should be taken to collect data on road traffic 
accidents, both at the international and national levels. WHO should 
promote the standardization of definitions with regard to road traffic 
accidents, such as death and the degree of injury, in order to facilitate 
easy comparison and understanding between different countries. 

4.2 Self-reliance 

Self-reliance of countries is a key to the development of an effective 
road safety policy. Each country should develop its own standards of road 
safety measures, taking into consideration the economic and socio-cultural 
variables which affect road user behaviour and cultural readiness to cope 
with new technologies. WHO should collaborate with governments in their 
efforts to formulate a country-relevant road safety policy. 

4.3 Driving and alcohol 

The increasing consumption of alcoholic beverages is producing a 
general problem for public health. The behaviour in driving of many 
drivers, motorcyclists and pedestrians is greatly affected by alcohol in 
the blood. Driving is very adversely affected at blood alcohol levels well 
below those at which drunkenness is obvious. Hence scientific measurements 
of blood alcohol must be made in order to determine the scale of the 
problem. Cheap and efficient equipment is now available for breath 
testing. Blood analysis of hospitalized and killed drivers has proved very 
informative. Random breath testing is an effective deterrent. There is an 
appreciable increase in the frequency of road traffic accidents at the 
level of 0.5 gIl, recommended as the prescribed limit for drivers. l WHO 
should promote programmes designed to minimize driving under the influence 
of alcohol, even below the levels at which drunkenness is obvious. Member 
States should be alerted to the danger of this practice and should 
undertake strong measures against it through public education and law 
enforcement. 

4.4 Driving and other drugs 

Some medicaments prescribed by doctors or freely available without 
prescription have detrimental effects on driving, or potentiate the adverse 
effects of alcohol. On the other hand, some drivers being treated for 
anxiety may be safer drivers with their drugs than without. 

lThe influence of alcohol and drugs on driving (EURO Reports and 
Studies, No. 38) 
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Many illicit drugs have detrimental effects on driving. A great deal 
is known about these effects but the number of drugs on the market is about 
3000, so the problem is immense. 

Generally, the information given to drivers by doctors or through 
labelling of containers on the likely effects, seems to be inadequate. 

Governments should alert the public and medical profession to the 
dangers of both medicaments and illicit drugs, with respect to the 
performance of drivers, and should stress the need to give adequate advice 
to patients. The combination of drug and alcohol multiplies the risk of 
driving. 

4.5 Role of health personnel 

Medical practitioners and health workers generally have many contacts 
with the public, so they have good opportunities for developing public 
awareness of road safety problems. These contacts can be most effective 
when particular groups of health personnel are nominated to play this role. 

Health personnel, particularly those engaged daily in dealing with 
victims of road traffic accidents, should promote awareness on the part of 
the public of the magnitude of the road traffic casualty problem. Medical 
experts dealing with the victims should pay due attention to the importance 
of prevention of road trauma and should take a more active role in 
promotional activities for the prevention of road traffic casualties. 

4.6 Planning and management of prevention programmes 

Health sectors at governmental level should establish or strengthen 
their programmes on control of road trauma at the preventive phase. The 
establishment of a department or a unit in charge of accident prevention or 
the appointment of a responsible staff member in the ministry of health 
should be promoted in view of the magnitude of the problem. The 
multisectoral and interdisciplinary approach is a prerequisite for the 
prevention of road traffic accidents. The programme of accident prevention 
should be integrated and developed within the context of primary health 
care. 

4.7 Safety equipment 

(a) Seat belts 

The efficacy of seat belts in reducing the mortality and morbidity of 
road traffic accidents is proved by various researches in developed 
countries. Seat-belt wearing is the most cost-effective road safety 
measure devised so far. To be fully effective, however, seat belts must be 
properly constructed, properly anchored to the vehicle, and properly worn. 
Legislation and education are useful to these ends. 

Universal wearing of seat belts or, where appropriate, of child 
restraint, by every occupant of a motor vehicle, should be promoted as one 
of the most valuable components of a comprehensive road safety programme. 
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(b) Helmets 

The wearing of an appropriate crash helmet is known to greatly reduce 
fatalities and survivable head injuries among pedal cyclists, motor 
cyclists and the occupants of passenger cars. Their use by motor cyclists 
is well established in many countries. To be fully effective, however, 
helmets must be properly constructed and properly secured. Legislation and 
education are useful to these ends. 

Universal wearing of helmets by every rider and passenger on 
motorcycles should be promoted as one of the most effective safety measures 
1n a comprehensive road safety programme. 

(c) Quality control of equipment 

In many developed countries, including some in the Western Pacific 
Region, the construction of all new motor vehicles and safety equipment is 
controlled by national standards and quality controls enforced by 
legislation. The nationwide application of such measures reduces the cost 
of safety in vehicles and accessories to a minimum. 

Governments should develop a system of standardization and quality 
control for all new vehicles, road safety equipment and alcohol-testing 
equipment sold in the Region. WHO should promote this standardization 
through technical collaboration. 

4.8 Special problems in developing countries 

Pedestrians, pedal cyclists and the riders and passengers of 
motorcycles form a large proportion of road users, particularly in 
developing countries where motorization is still in an early stage. 

Particular attention to the needs of these groups is essential in 
developing town plans, road construction, traffic controls and education of 
road users. 

Governments should pay attention to the safety of pedestrians and 
riders of two-wheeled vehicles. 

4.9 Programme development and technical collaboration 

The WHO Regional Office for the Western Pacific should promote close 
collaboration between relevant agencies and institutions in the Region to 
develop programmes on accident prevention. Priority should be given to 
establishing a WHO collaborating centre in the Western Pacific Region for 
research, training and exchange of information in the field of traffic 
accidents. 

4.10 Research and technical development 

The transfer of appropriate research and technical development in road 
safety between countries and areas in the Region should be promoted. WHO 
should collaborate with governments in promoting research on the prevention 
of road trauma, particularly on those human factors that contribute to road 
trauma. Exchanges of information and knowledge on specific topics such as 
alcohol and driving accidents of children should be arranged. 

j' 

) 
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4.11 Public education about road accidents 

Various measures should be taken to promote public awareness of the 
risk of road traffic accidents and of effective safety measures. 
Limitation of speed and driving under the influence of alcohol, and use of 
seat belt and helmet are important factors affecting the magnitude of road 
traffic accidents. Special attention should be paid to the safety of 
children, and safety education at schools should be promoted. 
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ANNEX 2 

PROVISIONAL AGENDA 

1. Opening ceremony 

2. Presentation of country profile 

3. Discussion of themes/topics 

(a) The epidemiology of road traffic accidents 

(b) Human factors as a major cause of road traffic accidents 

(c) Role of health sector in the prevention of road traffic accidents 

(d) National policy and programmes formulation: Intersectoral 
coordination 

(e) Control and preventive measures 

(f) WHO global and regional programmes of road traffic accident 
prevention 

4. Formulation of guidelines for future action 

5. Discussion of the draft of the final report 

6. Adoption of the final report 

7. Evaluation of the sem1nar 

8. Closing ceremony 
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ANNEX 3 

TERMS OF REFERENCE 

(1) To update the earlier review undertaken on the nature and magnitude of 
the problems of road traffic accidents in the countries and areas of 
the Western Pacific Region and to gain further understanding and 
knowledge of their various aspects (behavioural and environmental); 

(2) To review and suggest improvements in the systems currently used for 
the collection of epidemiological information, with special attention 
to developing countries; 

(3) To exchange views and experiences on road traffic accident prevention 
and to study ways and means to minimize the extent of the problem, 
with special emphasis on the role of health sector, in the context of 
primary health care; 

(4) To discuss strategies for a coordinated, intersectoral and 
multidisciplinary approach to the problem of road traffic accidents, 
with special attention to the health inputs; 

(5) To identify the priority areas for research on human factors 
associated with the problems of road traffic accidents, particularly 
1n relation to high-risk groups; 

(6) To develop a draft plan of regional and national action for the 
prevention and control of road traffic accidents as an integral part 
of primary health care. 
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LIST OF BACKGROUND DOCUMENTS 

1. The Epidemiology of Road Traffic Accidents, Report on a Conference, 
Vienna, 4-7 November 1975, WHO Regional Office for Europe, Copenhagen, 
1976. 

2. Report of the Working Group on the Prevention of Road Traffic 
Accidents, Manila, Philippnes, 24-29 October 1979. 

3. Review of WHO activities in Road Accident Prevention, IRP/ADR ~04/7, 
15 September 1981. 

4. Summary Report, Conference on Road Traffic Accidents in Developing 
Countries, Mexico City, 9-13 November 1981. 

5. Assignment Report, Malaysia, 25 May - 26 August 1981 by 
Dr Heinz W. Bocher on multidisciplinary pilot study on the prevention 
of road traffic accidents. 

6. The Influence of Alcohol and Drugs on Driving, EURO Report, 1981. 



- 27 -

ANNEX 5 

COUNTRY PROFILE SUMMARY - AUSTRALIA 

Australia, with an area of 7.8 million square kilometres, is almost as 
large as the United States of America which has a land area of 9.1 million 
square kilometres; but the U.S.A., with 231 million people, has more than 
15 times Australia's population of 15 million. 

Australians are great users of motor vehicles, having 53 for each 100 
persons. This degree of motor vehicle ownership is exceeded only by the 
U.S.A. with 70, Canada with 55, and New Zealand with 54 motor vehicles per 
100 people. In contrast, Pakistan has one motor vehicle and Brazil 9 motor 
vehicles per 100 population. 

Australians also have a relatively high number of motorcycles, about 
2.4 per 100 population. 

Thus, Australia is a very thinly populated, large continent, but with 
a large number of motor vehicles whose users demand an extensive road 
system. The population is concentrated in a small number of mainly coastal 
large cities, but an appreciable proportion of the people live in a large 
number of small towns. 

The ROAD TOLL in Australia is large enough to be of concern because it 
accounts for 3.2 per cent of all deaths. This is a road death rate of 228 
per million population, one of the highest in the world, only exceeded (see 
Table 1) by France, Malaysia (230) and South Africa (382); several other 
countries have similar road death rates for example: New Zealand (209), 
U.S.A. (221), Austria (223) and Belgium (224). 

Transportation modes are usually compared for safety in terms of 
number of deaths per 1000 million kilometres travelled. On this basis, 
Australia with a rate of 29 deaths per 1000 million kilometres, is one of 
the safest countries only surpassed by Britain (20), U.S.A. (21) and 
Japan (22). All of these countries compare very well with South Africa 
(179) and Republic of Korea (598). 

The death rate per million motor vehicles is also of interest. 
Australia's death rate of 431 is one of the best, comparing with 
Japan (204), U.S.A. (315), Britain (326), Brazil (346), New Zealand (384) 
and Italy (415). In contrast, the Republic of Korea's rate is 6910 and 
Pakistan's is 7937. 

ANNUAL ROAD DEATH NUMBERS in particular countries would be expected to 
depend primarily upon the number of motor vehicles in the country, upon the 
distance travelled by these vehicles, and upon the size of the population 
at risk. 
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The greatest problem in driver behaviour is driving under the 
influence of alcohol. Nearly half of all driver and motor cycle rider 
deaths involve alcohol above 0.05 per cent concentration in the blood. At 
this level, it is known that one's risk of crashing is double what it is at 
zero alcohol. At 0.08 it is 3-1/2 times as high and at 0.15 it is 26 times. 

Half of the drivers found guilty of driving with alcohol have more 
than 0.15. 

The legal limit is 0.05 in Victoria and New South Wales and 0.08 
elsewhere in Australia. In other countries it is 0.05, 0.08, 0.10 or even 
higher. 

It is difficult to convince drinkers that their driving is affected at 
0.05, because at that level there are few outward signs of intoxication, 
but there is a substantial increase in reaction time and considerable 
difficulty in handling more than one task, for example, looking out for 
pedestrians whilst at the same time steering the vehicle. 

Much has been done over the past few years to try to reduce 
drink-driving. Victoria has claimed that their rapidly decreasing road 
toll in recent years has been due to the introduction of a package of 
measures of which "random breath testing" is the most important. This 
procedure allows police to set up testing stations at which random blocks 
of drivers are stopped for testing. This is thought to have a great 
deterrent effect on potential drink-drivers, because they can be tested for 
alcohol, however well they are driving. South Australia, Northern 
Territory and New South Wales have each introduced random breath testing 
recently, New South Wales on 17 December 1982, following which the road 
toll has been little more than half what it was in the previous year at the 
same time. 

The most important vehicle safety feature introduced into Australia is 
the seat belt. These were introduced progressively into new cars from 1969 
to 1971. They depend for effectiveness upon good engineering (a) of the 
front of the car so that it collapses in a crash over a distance of half a 
metre, and (b) of the seat belts and their anchorage systems. Victoria 
reported a 17 per cent reduction in vehicle occupant deaths within the 
first year of compulsory use of seat belts; New South Wales reported a 25 
per cent improvement. This single measure, of universal fitting and 
wearing of belts, is considered to be the most effective safety measure to 
date, with assured long-term benefits. 

Spectacular improvements in crash performance of motor cyclists' 
helmets, and compulsory wearing, have also brought large benefits. 
Compulsory daytime use of motor cycle head lamps has been said to be the 
best way of reducing motor cycle collisions with turning vehicles, but has 
been resisted by motor cycling clubs. 
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Australia's road system includes but a small amount of freeway 
construction with limited access and one-way travel. Consequently high 
speed head-on collisions and intersection crashes are frequent. The rapid 
increase in numbers of traffic signals in cities has been associated with 
an increasing tendency for drivers to drive through red lights. 
Roundabouts, as alternatives, are therefore being given consideration. 

COUNTRY PROFILE SUMMARY - BRUNE I 

Brunei had an area of 2226 square miles with a population of 185 220 
persons in 1980. The make-up of the population is Malays (113 256), 
Chinese (38 304), other indigenous (21 905) and others (11 755). 

'The main revenue of the Government is derived from oil and gas, but 
efforts are being made to diversify the economy. 

Education is free for all citizens at all levels and those qualified 
for tertiary education are sent overseas on government scholarship. 

Malay is the national language; and English and Chinese are also 
widely spoken in Brunei. 

In 1980, there was about one telephone for about 10.3 persons, one 
colour TV set for 7.33 persons and one radio for four persons. 

There were 54 507 motor vehicles in 1980, of which 52 265 were 
nongovernment vehicles. Of the nongovernment vehicles, there were 43 053 
motor cars, 117 taxis, 5861 goods vehicles, 159 buses, 2370 motorcycles and 
705 other vehicles (wheeled construction machines). Bicyles are also used 
but no registration is necessary for them. 

Figures provided by the Royal Brunei Police Force on the number of 
deaths due to road traffic accidents differ from those of the Medical and 
Health Services. For the total number of deaths, the medical and health 
services figures are as follows: 

Causes of death 1978 1979 1980 

Road traffic accidents 29 22 20 
All other accidents 32 42 45 
Suicide and self-inflicted injuries 3 3 1 
Other causes (details can be found in Brunei 657 661 676 

Statistical Year Book 1979/1980) 

Total (a 11 causes) 731 728 742 
=== --- === 
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The Police listed 33 road traffic accident deaths in 1978, 38 in 1979 
and 40 in 1980. The percentage of deaths due to road traffic accidents was 
around 5% of total deaths in 1978, 1979 and 1980. 

The police figures show the numbers of persons seriously injured and 
slightly injured in road traffic accidents. Slight injuries are defined as 
those requiring minimal medical attention and serious injuries as those 
requiring hospitalization. 

Road casualties 

Number of Number of Number of 
~ar road traffic persons seriously Slightly 

accidents killed injured injured 

1980 1657 40 58 274 

1981 1985 51 52 331 

1982 2071 63 96 324 

The numbers of persons killed and seriously injured as the result of 
road traffic accidents in 1980-1982 were increasing. Taking the figure of 
1982, there were 9.8 persons killed per 10 000 motor vehicles and 276 
persons killed per million people. 

Most of those killed and seriously injured were motor car drivers and 
passengers. 

The use of a helmet by motor cyclists is compulsory. The compulsory 
Ude of seat belts has been proposed. 

The Brunei Road Safety Council plays an active role in road safety 
education and in promoting awareness on road traffic accidents throughout 
the year in association with the Police, Education Department, Land 
Transport Department and Radio Television Brunei. 

The role of the Health Sector has so far not been recognized in road 
traffic accident prevention. Study of road traffic accidents using 
epidemiological techniques would help the relevant authorities to 
understand further the nature of road traffic accidents and to plan 
strategies to reduce road casualties. 
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CDUNTRY PROFILE SUMMAKY - CHINA 

The population of China is now over one billion and it is still a 
neveloping country. Bicycles are the major means of communication in 
China, whether in large cities like Beijing, Shanghai, Tianjin, Guangzhou, 
etc. or in rural dis tricts. In Beij ing, there are more than 3 770 000 
bicycles now, equivalent to three bicycles for every four residents. 
According to statistics published by the Bureau of Public Security, 
Beijing, last year, there were 216 000 motor vehicles, including sedans, 
buses, motorcycles, tractors, etc. 

It is rather difficult to provide nationwide morbidity and mortality 
statistics from road traffic accidents in China. In Beijing, road traffic 
accidents caused 414 deaths last year, of whom 190 were motor vehicle 
drivers, 128 cyclists, 15 horse-carriage drivers and 81 pedestrians and 
commuters. 

In Beijing, although young men are fond of motorcycles, the total 
number of motorcycles decreased from around 20 000 in 1980 to no more than 
8000 last year. The reason is chiefly the strict limitations imposed by 
the Bureau of Public Security, Beijing. Motorcyclists are asked to wear a 
helmet and to pay taxes comparatively higher than those of motor car 
drivers. The supply of gasoline to motorcycles is strictly limited. All 
these measures are being taken to reduce the incidence of road traffic 
accidents due to motorcycles. 

Education of residents with respect to traffic rules and regulations, 
improvement of road conditions and promulgation of reasonable traffic 
regulations are the chief means of reducing road traffic accidents in 
Beijing. 

COUNlRY PROFILE SUMMARY - FIJI 

Fiji is made up of about 332 islands, which vary in size from 10 000 
square kilometres to tiny islets. Around one third of the islands are 
inhabited. 

lhe land area of Fiji is about 18 333 square kilometres, the largest 
island being 10 429 square kilometres. 

Today, Fiji is a blend of people of different origins and traditions. 

The population of Fiji is approaching 700 000 (1981 population -
650~676) of which 49 per cent is distributed in urban and peri-urban areas. 

In 1980, there were 47 300 vehicles in use (the figure does not 
include bicycles). There were 3300 kilometres of road available. 
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In 1982, there were 2338 road traffic accidents resulting in 55 
deaths. This works out at 14.6 persons killed per 10 000 motor vehicles 
and 106 persons killed per one million people. The figures make Fiji roads 
relatively high risk areas. 

The majority of the accidents in Fiji were caused by dangerous and 
careless driving. Alcohol does not feature as an important factor but this 
may change when methods of monitoring alcohol levels in road casualties are 
improved. 

The Government (through the ~1inistry of Transport and the Central 
Traffic Authority) has undertaken various control measures. However, at 
present there is no specific regulation prohibiting a person driving a 
vehicle above a prescribed limit of alcohol concentration. There is no 
breath test. Random tests to determine blood alcohol concentration are 
limited because of inadequate legislation. 

Wearing of seat belts was made compulsory ln June 1975. However, 
following a test-case in Fiji, the seat bel t regulation was suspended. 
A~endments in the Traffic Act are being made to reintroduce the legislation 
making the wearing of seat belts compulsory. 

The Traffic Police provides a 24-hour highway patrol service. Radar 
checks are made. However, there is no legislation for on-spot fines. 

A Road Safety Council was established in 1970 and is funded by the 
Government. It advises the Government on all matters relating to road 
safety and recommends to the appropriate authorities adoption of 
precautionary measures of all kinds calculated to prevent road traffic 
accidents. 

COUNTRY PROFILE SUMMARY - HONG KONG 

Background 

Hong Kong covers 1034 square kilometres comprising Hong Kong Island, 
connected by cross harbour road tunnel to mainland Kowloon, and the New 
Territories, which stretches to the border with China. Increasing 
industrialization associated with dense urban development, rapid population 
growth and the increasing proliferation of motor vehicles have combined to 
place heavy demands on the transport systems. 

Basic statistics 

In 1981, the mid-year population was 5 154 100 with 330 311 registered 
vehicles to give a vehicle density of 279.5 per kilometre of road. Of the 
330 311 vehicles, 211 556 (64%) were private cars. 
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Casualty statistics 

In this year, 19 034 vehicle accidents caused 23 602 casualties of 
which 478 were fatal (death within 30 days), 7446 were serious (detained In 
hospitals for more than 12 hours), and 15 678 were slight. 

While the total number of accidents with casualties has risen steadily 
for many years, accident rates per vehicle and per kilometre travelled have 
improved, e.g. accident rate per 10 000 vehicles was 644 in 1971 and 546 in 
1981. Extensive road development and improvement work which is still 
progressing, has probably played an important role in this reduction. 

The high involvement of pedestrians in vehicle accidents is a feature 
attributable to local circumstances, and of 23 602 casualties in 1981, 
pedestrians accounted for 9229 (39%); motorcyclists and cyclists accounted 
for 2431 (10.2%) and 716 (3%) casualties respectively. Drivers suffered 
+441 (18.8%) injuries and passengers 6785 (28.7%). 

Data collection and prevention 

Traffic accidents data, covering details of location, vehicle, drivers 
and casualties are collected and collated by the police and processed by 
computer. A close relationship exists between the Police Accident Research 
Unit and the Road Safety Division of the Transport Department. This 
Division was established in 1981 with the objectives of analysing accidents 
data, identifying the underlying causes, recommending remedial measures and 
monitoring results. The Division reports to a Steering Group, which is 
responsible for the Standing Conference on Road Safety, which formulates 
and oversees government policy. 

The usual traffic laws are in force including speed limits in many 
road areas. The wearing of crash helmets for motorcyclists is compulsory. 
Drivers have to pass a written and practical test before licenses are 
granted and testing for vehicle 10 years old and over has been introduced. 
Major publicity campaigns have been directed to road safety and Police 
Training Units pay particular attention to school and estate communities. 
The Hong Kong Road Safety Association is involved in the training of school 
road safety patrols among other activities. 

Conclusion 

Road safety is being promoted as a nationwide campaign. The recently 
formed Accident Prevention Division is expected to playa key role in 
determining where further preventive measures can be most effectively 
applied. 
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COUNTRY PROFILE SUMMARY - JAPAN 

Japan is one of the most highly industrialized developed countries 
with a population of about 117 million. 

Number of vehicles 

Trucks 
Buses 
Passenger cars 
Special purpose vehicles 
Small motorcycles 
Light motor vehicles 

(including motorcycles) 

Total 

Source~ Ministry of Transport 

Bicycles are not included. 

Mortality and morbidity 

8 753 679 
230 905 

22 497 760 
823 510 
519 183 

8 029 878 

40 854 915 
========== 

The number of persons killed in road traffic accidents was 8719 and 
that of injured 607 346 in 1981. The mortality and morbidity rates were 
7.4 and 515 per 100 000 population, 2.1 and 149 per 10 000 vehicles. The 
average daily traffic accident casualties were 23.9 (killed) and 1664 
(injured) respectively. 

These data are provided by the National Police Agency, where the 
definition of fatality is death within 24 hours after the accident. 

Statistical data of the Ministry of Health and Welfare, which are 
based upon the original data on death certificates, are about 30% higher 
than those of the National Police Agency. 

Since 1970, in spite of the successive increases in numbers of 
vehicles, the number of traffic accident casualties has been halved. 
However, mortality and morbidity have again started to climb recently. 

Although the total number of casualties has decreased, the number of 
pedestrians and bicycle deaths account for the largest proportion of total 
deaths. The number of fatal accidents by motorcycles (motorpeds) is 
apparently on the increase. 
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Control measures 

In 1970, the Fundamental Law Related to Traffic Safety Measures (Law 
No. 110, 1970) was established, and based upon this law, the First, Second 
and Third Fundamental Traffic Safety Five-Year Programmes were drawn up. 

Considerable efforts have been made to implement comprehensive traffic 
safety policies and strategies since then. 

These include: 

(1) improvement of traffic safety environment; 

(2) promotion of traffic safety education; 

(3) rigorous traffic control by the police; 

(4) periodic check-ups of vehicles; 

(5) improvement of ambulance service and emergency medical care 
systems. 

To implement these strategies, 2.4% of the national oudget (about 4 
billion US dollars) has been allocated; an additional 2 billion dollars 
are used on 3 municipal basis for the prevention of road traffic accidents. 

Wearing of seat belts and crash helmets have been legislated but 
offenders are not fined. 

Conclusion 

The number of casualties from traffic accidents has been halved since 
1970. Among young people under the age of 29 years, traffic accidents are 
the first or second cause of death and account for about half of total 
deaths. However, there seems to have been an increase in the number of 
road traffic accidents and casualties in the last three years. 
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COUNTRY PROFILE SUMMARY - MACAO 

/\.rea 16.04 square kilometres 

Road network 90 kilometres 

Population 370 000 of whom 340 000 approximately are Chinese and 
30 000 are Portuguese. 

The main activities are industrial, in particular textiles, commerce, 
tourism, fishing, etc. 

Portuguese hold most of the positions 1n the administration and a 
large number of the posts in hospitals and clinics. 

Economic activities are mainly tlndertaken by the Chinese community. 

In 1982, there was a total of 49 982 registered vehicles as follows: 

19 622 - motorcars 
9 811 - motorcycles 

20 549 - others 

Density: 555.3 vehicles/km 

In 1982, there were 300 cases of traffic accidents including: 

As 

Control 

to 

22 - fatal - This number represented 19.46% of all deaths 
resulting from accidents and 1.54% of total 
mortality in 1982. 

220 - with personal injuries (185 hospitalized, but only 152 
remained more than 24 hours and 68 were superficially 
injured. 

the intervening factors: 

53.6% involved automobiles 
22.5% involved pedestrians 
14.2% involved motorcycles 

5.2% involved heavy vehicles 

measures 

Motor car drivers are not obliged to use seat belts. Motorcycle 
drivers are obliged to use helmets but integral helmets to protect the face 
are prohibited. 

The speed limit 1S 40 km/hr. 
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Traffic circulates on the left; and conventional signs and regldlations 
are respected. All traffic regulations are the responsibility of the 
Traffic Department, which is under the authority of the Superior Council of 
Traffic. 

There are no laws or measures to control alcoholism. 

The issue of a driving licence is subject to a written examination and 
3 practical driving test, in addition to a preliminary medical examination. 

Conclusion 

It is absolutely essential to control the increase in the number of 
vehicles, and to take other measures such as provision of parking zones, 
the improvement of public transportation, control of the level of toxaemia 
in drivers, campaigns dedicated to road users, etc. 

COUNTRY 1>ROFILE SUMMARY - MALAYSIA 

Malaysia covers an area of about 130 000 square miles occupying the 
Malay Peninsula, and the States of Sabah and Sarawak in northwestern Borneo 
Island. The population is about 13 435 588 (1980 figure) and the average 
annual economic growth rate is about 7-8%. 

Number of vehicles 

Total number of vehicles 2 631 948 (1981). Ratio per 100 000 
population killed 1n accidents is 21.9 (1981 figures). 

Mortality and morbidity 

There has been a decrease in the ratio of fatalities and injuries for 
every 10 000 registered vehicles. Ratio of fatalities has decreased from 
18.3 in 1975 to 9.5 in 1981, i.e. about 52%, and the ratio of injuries has 
decreased from 141.5 in 1975 to 70.6 in 1981. The trend suggests that car 
and motorcycle ownership and accidents will continue to increase. Faults 
of drivers account for about 95.28% of the total number of 58 758 
accidents. This factor is linked with the existence of 30% private cars, 
60% motorcycles and 10% others. The volume of road users due to the annual 
increment of about 15% in vehicles is another factor contributing to the 
high rate of accidents. In 1971, the number of vehicles to everyone mile 
of road was 61, while in 1981, this had increased to 177 vehicles. 
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Control measures 

Over the years, in an effort to bring about a greater awareness of 
road safety among school children, the National Road Safety Council with 
the cooperation of the Ministry of Education, has encouraged all schools 
throughout the country to form road safety clubs. Road safety also 
constitutes an essential part of civic lessons in schools. 

Other positive steps taken by the Government are the introduction of 
the Safety Helmet Law, and the Safety Belt Law, in 1975 and 1977 
respectively. Based on statistics gathered over a certain period before 
and after the enforcement of both laws, it was noted that there has been a 
significant decrease in the death rate among motorcyclists of 35%, and 
among drivers and front seat passengers of motor cars of 21%. 

Conclusion 

The Government of Malaysia, in particular the National Road Safety 
Council, is still in search of effective ways and means to overcome the 
traffic problems on our roads. Frequent road safety campaigns, strict 
enforcement of the law, and the construction of better roads and highways 
are being stepped up. It is the prime objective of the Government to make 
the road a safe place for everyone to use in Malaysia. 

COUNTRY PROFILE SUMMARY - PAPUA NEW GUINEA 

Papua New Guinea has a population of about 3 million people. The 
country relies heavily on primary agricultural produce, such as coffee, 
copra, tea, etc. for its revenue. This emphasis has changed in recent 
years with the development of the Bouganville Copper Mines, shortly to be 
joined by the OK Tedi Mines. 

There were about 48 000 motor vehicles in 1981 in the country. The 
motor vehicle is defined as any vehicle powered by petrol other than human 
power. Accident statistics involving bicycles are therefore not kept 
except when they are involved in accidents with motor vehicles. 

There are approximately 1000 kilometres of asphalt roads and over 
30 000 kilometres of unpaved roads. 

Statistics of total accidents before 1981 were maintained manually and 
are not regarded as reliable. In 1981, a centralized computerized accident 
statistics system modelled on the New Zealand system was introduced. The 
following are the statistics on mortality in Papua New Guinea: 

Persons killed 
Vehicles 

1978 

228 
44 000 

1979 

302 
45 000 

1980 

269 
46 000 

1981 

291 
48 000 
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The first computer statistics produced in the mid-1982 for 1981 are as 
follows: 

1. Total number of accidents 6 829 

2. Total number of fatal accidents 252 

3. Total number of persons killed 291 

4. Total number of accidents with injuries 1 609 

5. Total number of persons injured 3 089 

6. Total number of vehicles involved 11 132 

The wearing of helmets has been compulsory since 1964. It is 
anticipated that legislation on the wearing of seat belts will be 
introduced in mid-19B3. 

In Papua New Guinea, additional special legislation exists for the 
operation, registration and licencing of public motor vehicles and taxis. 
Papua New Guinea's laws on motor traffic are similar to those in Australia 
(especially N.S.W.) and New Zealand. 

COUNTRY PROFILE SUMMARY - PHILIPPINES 

The Republic of the Philippines is an archipelago of about 7100 
islands in the Pacific Ocean, having a land area of 115 000 square miles, 
and populated by 49 900 000 people, 70% of whom live in the rural areas. 

The island was discovered and colonized by Spain, which explains the 
predominance of catholicism over all other religious denominations. It 
became a possession of the United States and was briefly under Japanese 
occupation during the Second World War. 

Education is free for the primary and intermediate level, thus making 
the country one with a high literacy rate in Asia. English is the medium 
of instruction in schools beyond the 2nd level. 

Basically, an agricultural country, rice, corn, coconut, sugar and 
timber are the main products. Livestock and mining are secondary 
occupations but industrial complexes have become more evident during the 
last few years. 



Annex 5 

Statistical data on motor vehicles* 

Year 

1975 
1976 
1977 
1978 
1979 

Increase in 
% (5-year 
period) 

Cars 

399 574 
402 328 
41+0 135 
493 668 
535 629 

34.05 

Trucks 

272 505 
290 619 
327 424 
369 846 
380 941 

39.80 
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MC Trailers Tota 1 ---
176 751 16 520 865 350 
177 882 14 597 885 426 
200 703 17 142 985 404 
235 756 20 534 1 119 804 
258 365 24 424 1 199 359 

46.17 47.85 38.60 

*Source: Statistical Data on Motor Vehicle Registration, Bureau of Land 
Transportation) 

Available data on motor vehicle registration at the Bureau of Land 
Transportation showed that in a five-year period (1975-1979), there was an 
increase of 38.60% in the total motor vehicles registered, with trailers 
registering the highest increase of 47.85%, followed by motorcycles with an 
increase of 46.17%, trucks 39.80% and cars 34.05%. Jeeps and jeepneys, 
which are the most common means of public transport in the country, are 
re~istered under the heading of cars. 

It will be noted that bicycles which are also commonly used as means 
of transport were not registered. 

Mortality rates in the Philippines 

(Rates per 100 000 population) 

Average 5 years 
Gause of death 1973-1977 1978 

Diseases of the vascular system 34.1 41.3 
Increasing Malignant neoplasms 29.8 31.1 

Accidents 22.9 28.1 

Pneumonias 106.8 100.3 
Tuberc ulos is, all forms 71. 3 62.4 
Disease of the heart 56.9 56.6 

Decreasing Gastroenteritis 36.9 34.5 
Avitaminosis, nutritional deficiency 21.5 19.2 
Bronchitis 16.0 13.0 

Source; Annual Statistics Report, 1978 by DIC, Ministry of Health 

I, 
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It wi] 1 be noticed that degenerative diseases including accidents are 
increasing. These are probably due to the increasing tempo of the 
lifestyle, both social and economic, of the country. 

Control measures 

Laws and regulations designed to prevent road traffic accidents: 

(1) Commonwealth Act No. 3992 provided among others the promotion of 
traffic safety on the highways including traffic supervision and 
control. To implement this law, General Order No. 535, GHQ, AFP 
dated 6 December 1954 activated the Traffic Control Group as a 
Unit of the Philippine Constabulary. 

(2) Executive Order No. 209 dated 22 December 1954 defined the 
powers, duties and responsibilities of the Traffic Control Group 
including enforcement of traffic safety laws, rules •.• 

(3) General Order No. 315 HPC dated 15 June 1972 created the 
Constabulary Highway Patrol Group (CHPG) with the mission, among 
others, to promote traffic safety. 

(4) Memorandum of the Department of National Defense dated 25 May 
1975 - Disciplinary measures for breaches of traffic, jaywalking 
and anti-littering regulations. 

(5) Presidential Letter of Instruction No. 428 - authorized the CHPG 
to provide training in traffic engineering, planning and 
management ••• 

(6) RA 4136 created the Land Transportation Commission with, among 
others, the following functions: registration of motor vehicles, 
licensing of motor vehicle drivers, etc. 

(7) Presidential Decree No. 17 created the Ministry of Public 
Highways which has, among its functions, prevention of road 
traffic accidents. It is charged with collection of data 
relevant to road traffic accidents. 

(8) Letter of Instruction No. 112 - relieves the flow of traffic of 
slow moving vehicles by providing the maximum allowable gross 
weights of motor vehicles on highways. 
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COUNTRY PROFILE SUMMARY - REPUBLIC OF KOREA 

The population of the Republic of Korea in 1981 was approximately 38.7 
million, and the popUlation density was 390.1 persons per square 
kilometre. With a population of about 8 million, the capital city, Seoul, 
lS among the ten largest cities in the world. 

With the launching of economic development plans in the early 1960s, 
the economy began to develop rapidly. Per capita GNP increased from US$87 
in 1962 to US$1636 in 1981. 

As of 1981, the total number of motor vehicles was approximately 
838 100. The number of motor vehicles per 1000 people was 14.7. Although 
the actual number of accidents has increased steadily, the accident rate 
per 1000 motor vehicles decreased steadily from 2.8 in 1977 to 1.4 in 
1981. In another respect, the rate of crashes and collisions was higher In 
sedans and buses than in trucks and motorcycles, and in public cars 
(taxicabs) than in private cars. 

The official toll from road traffic crashes in 1981 was 5804 
fatalities and 115 289 Injuries. Even though the rate of fatalities per 
10 000 automobiles has been decreasing yearly from 145 in 1977 to 68.4 in 
1981, the death rate is still higher than in other countries in the world. 

In accordance with the Traffic Safety Law enacted in December 1979, 
the first five-year traffic safety plan, which was drafted by the Ministry 
of Transport, is being enforced as from 1983. In the Road Traffic Safety 
category of the plan, the following seven features have been emphasized: 

(1) Improving the road environment. 

(2) Quality control of personnel in traffic-related jobs and 
betterment of their welfare system. 

(3) Improving transportation industries management. 

(4) Improving the degree of vehicle safety. 

(5) Enforcing the safety maintenance system. 

(6) Enforcing public education and traffic regulations for the 
establishment of traffic orders. 

(7) Establishing an emergency lifesaving system. 
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Conclusion 

The distinctive features of road traffic accidents in the Republic of 
Korea can be summarized as follows: 

(1) The accident rate is higher in cars than in trucks and 
motorcycles, and in taxicabs than in private cars. 

(2) The fatality per 10 000 motor vehi.c1es is very high though it has 
been decreasing. 

(3) More than 90% of road traffic accidents are caused by drivers' 
carelessnes s. 

Recognizing the nature and magnitude of road traffic accidents, a 
five-year traffic safety plan was drafted and is being enforced now 
nationwide with a relatively high priority. However, the participation and 
coordination of health sectors in safety programmes, especially the 
preventive ones, is inadequate at present. 

COUNTRY PROFILE SUMMARY - SINGAPORE 

In 1981, there were 43 142 road traffic accidents in Singapore 
resulting in 12 755 casualties with 273 dead. The fatality rate is 
calculated at 6.79 per 10 000 vehicles, a figure that is high when compared 
with developed countries b.ut low compared with the surrounding region. 

Various measures have been taken by the Government to reduce this 
figure by education, legislation, persuasion and enforcement. The latest 
legislation is the Seat Belt Law. The result of a survey on the effect of 
this, showing an appreciable reduction in injuries, is presented. 

Singapore is a city state with a population of 2.44 million people. 
Its per capita income is second only to Japan in Asia. 

In 1981, there were 274 033 motorized vehicles (excluding motorcycles 
and scooters). There were 165 198 cars and 127 772 motorcycles and 
scooters. 

The Seat 
introduced in 
alcohol level 

Be 1 t Law was introduced in 1981. 
1978. There is also a law against 
accepted is 110 mg/lOO m1 blood. 

The Helmet Law was 
drink driving. The 
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Ta'ole 1 - Vehicles in 'lSC' I: 
1000 VEHICLES IN USE POPULA- CARS, BUSES, 

COUNTRY/AR~A YEAR CARS BUSES & TRUCKS MOTORCYCLES 'f ALL TION TRUCKS PER 1000 
COACHES (MILLION) POPULATION 

Australia 1981 6911 42 399 352 7 704 14.6 519 

Brunei~' 1980 43 0.2 6 2.4 51.6 0.185 266 

China* 1982 1000. 

(Beij ing)* 1982 216 5. 

Fiji* 1980/1 23 1.1 14.5 2.6 41.2 0.65 59 

Hong Kong 1980 205 10 59 26 300 5.1 54 ~ 
~ 

Japan 1981 24 612 231 14 752 3 169 42 764 118 336 

Macao* 1982 20 10 30+ 0.37 

Malaysia 1978 555 12 123 1 079 1 769 10.9 63 

Papua New Guinea* 1981 48 3 

Philippines 1981 318 383 103 187 991 50* 16* 

Republic of Korea 1981 268 51 243 276 83R 38.2 14.7 

Singapore 1980/1 165 6 88 128 387 2.4 108 

/ Excluding mopeds and bicycles. 
* From Country Report, not listed by International Road Federation (IRF). 

From: International Road Federation (I9R2) 



INJURY 
COUNTRY / AREA YEAR ACCIDENTS 

(IN THOUSANDS) 

Australia 1979 68 

Brunei* 1980 

China* 1982 

(Beijing)* 1982 

Fiji* 1982 

Hong Kong 1981 18 

Japan 1981 486 

Macao* 1982 242 

Malaysia 1981 54 

Papua New Guinea* 1981 1.6 

Phi 1ippines 1978 

Republic of Korea 1981 87 

Singapore* 1981 

f calculated from data in Tables 1 and 2. 
* From Country Report, not listed by IRF 

Table 2. Accidents 

INJURED 
(IN THOUSANDS) 

92 

0.33 

23 

607 

0.2 

19 

3.1 

115 

12.5 

PER 100 MILLION VEHICLES KM KILLED 'f 
INJURY PER 

KILLED ACCIDENTS INJURED KILLED 10 000 MY 

3 508 61 82 3.1 4.6 

40 7.8 

414 19.1 

55 14.6 

478 361 462 9.6 14.4 

8 719 123 154 2.2 2.0 

22 7.3+ 

2 512 9.5 

291 60.6 

1 465 9.8 

5 804 930 1 192 60.0 68.0* 

273 6.8 

From: World Road Statistics 1982 
Published by International Road Federation 
525, School Street, S.W. 
Washington, D.C., U.S.A. 

KILLED f 
PER MILLION 

PEOPLE 

242 

216 

83 

106 

93 

74 

58 

219 

97 

29 

152 

109 

~ 
II) 

)( 

'" 

I 

"" V1 
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Table 3. Deaths recorded if occurring in 30 days or other period 

COUNTRY/AREA PERIOD AFTER CRASH FOR RECORDING DEATH 

Australia* 30 days 

Brunei* 

China* 

(Beijing)* 

Fiji* 

Hong Kong 

Japan 

Maca 0* 

Malaysia 

Papua New Guinea* 

Phi lippines* 

Republic of Korea 

Singapore* 

30 days 

24 hours 

No time limit 

30 days 

Data from the International Road Federation (IRF) except * 

ji . 
II 
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