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ABSTRACT
Background: Road traffic injuries are a large and
growing public health burden, especially in low and
middle income countries where 90% of the world’s
deaths due to road traffic injuries are estimated to
occur. India is one of the fastest growing economies,
with rapid motorisation and increasing road traffic
burden. However, there are limited data addressing the
problem of non-fatal road traffic injuries, with existing
data being of poor quality, non-representative and
difficult to access, and encompassing a limited number
of relevant variables. This study aims to determine the
outcomes of road traffic injuries on function and
health-related quality of life, to assess their social
impact and to weigh the economic cost of road traffic
crashes in an urban setting in India.
Methods and analysis: This prospective
observational study will recruit approximately 1500
participants injured in road traffic crashes, who are
admitted to hospital for >24 h at any of three
participating hospitals in Chandigarh, India. Face-toface baseline interviews will be conducted by telephone
at 1, 2, 4 and 12 months postinjury. Standardised
tools will be used to collect data on health and social
outcomes, and on the economic impact of road traffic
crashes. Descriptive analysis and multivariate models
will be used to report outcome data and associations.
The qualitative in-depth interviews will be analysed
thematically using content analysis. This study will
provide the first comprehensive estimates on outcomes
of serious road traffic injury in India, including
economic and social costs, and the impact on
individuals and families.
Ethics and dissemination: Primary ethics approval
was received from the Postgraduate Institute for
Medical Education and Research, institute’s ethics
committee, Chandigarh, India. Results will be
disseminated via the usual scientific forums including
peer-reviewed publications and presentations at
international conferences.

BACKGROUND
The WHO estimates that over 1.2 million
people die each year on the world’s roads,
and between 20 and 50 million fall victim to

Strengths and limitations of this study
▪ This study provides the first estimates of outcomes of serious road traffic injury in India,
including economic and social costs, and the
impact on individuals and families.
▪ It uses validated tools at regular intervals for
comprehensive estimates.
▪ Systems cost will not be generated through this
research work.
▪ Quality of life of cares will not be comprehensively captured using the protocol.

non-fatal injuries.1 The WHO projects that,
unless immediate action is taken, trafﬁc
crashes will increase from the ninth to the
ﬁfth leading cause of death by 2030, and will
then cause around 2.4 million deaths per
year.1 Road trafﬁc injuries (RTI) are also projected to rise to the third leading cause of
disability-adjusted life years (DALYs) lost
worldwide by 2020.2 The burden of trafﬁc
crashes, in terms of mortality and morbidity,
is increasing fastest in developing countries,
due to rapid motorisation associated with
economic growth.3 4
The situation is particularly acute in India,
a nation of more than 1 billion people, with
one of the fastest growing economies in the
world. This economic growth has also meant
a rapidly increasing number of vehicles sold
every year (around 6 million) and one of the
highest reported mortality rates from RTI in
the world.5 Road trafﬁc fatalities in India
increased by about 5% per year from 1980 to
2000 and then by about 8% per year to
reach 105 725 in 2006 with the mortality rate
increasing from 36/million persons in 1980
to 95/million persons in 2006.6 Non-fatal
injury is a more common consequence of
road crashes than death, and injuries sustained are often severe. The incidence of
RTI remains poorly measured in India,
though the number of people injured in
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road trafﬁc crashes in 2006 was estimated to exceed
450 000. Cautious interpretation is necessary, as previous
studies have found trafﬁc crashes to be under-reported
in India by 5% for deaths and more than 50% for
serious injuries.7
Weak or no estimates of morbidity due to road trafﬁc
crashes is a common problem in low and middle income
countries (LMICs), where data sources are often of poor
quality, non-representative, difﬁcult to access and
contain a limited number of relevant variables.8
A review of four studies in India estimated the cost of
trafﬁc crashes in the country to be between 0.29% and
0.69% of the gross domestic product (GDP), and identiﬁed a number of limitations related to the methods
used.9 At least two studies used rudimentary methods of
cost analysis that omitted many components of the cost
of trafﬁc crashes. The studies were each for a single
locality, had small sample sizes, focused mainly on direct
costs, and did not take into account the impact on families or estimate the injury burden. A study by Reddy
et al10 examined direct and indirect costs related to
trafﬁc crashes based on interviews with victims and their
families instead of relying on secondary data. However,
that study shared limitations of the previous studies on
cost of trafﬁc crashes in India including small sample
size (148 crashes), the localised nature and the lack of
estimates related to disability mainly due to the crosssectional nature of the study. More importantly, each of
these previous studies adopted a patient perspective in
estimating the economic cost. None of them estimated
the health system cost of delivering treatment to patients
with RTI. Since the curative care for patients with injury
at public sector hospitals is highly subsidised by the
Government, patients’ costs do not include the true
costs of the gamut of resources that are spent on patient
care.
As reviewed above, the gaps in knowledge result both
in underestimation and limited understanding of the
burden of injury, limiting the capacity to inform policy
development and capacity building for medical management, rehabilitation and support services. Given the
potentially catastrophic effects of injuries on families
and communities in such settings, particularly among
those of low socioeconomic status, there is a need to
study non-fatal outcomes in LMICs settings in order to
inform the public health response to RTI.11

AIMS
The aims of this study are to describe:
1. The impact of RTI on function and health-related
quality of life (HRQoL) in urban settings in India;
2. The social impact of RTI on victims and their families, including their participation and utilisation of
health and social services;
3. The economic cost of RTI using the human capital
approach, including the direct and the indirect costs
to individuals and their families.
2

METHODS/DESIGN
This is a prospective observational study.
Study settings
Participants will be recruited from patients with RTI
admitted to a hospital in Chandigarh (Advanced Trauma
Centre, Postgraduate Institute of Medical Education and
Research) and two secondary care public sector hospitals,
one each in Chandigarh and Panchkula, during a
4-month period beginning in April 2014.
The study involves recruitment of patients of all ages
admitted to hospital for at least 24 h due to a RTI. All
types of road users injured as a result of a trafﬁc crash will
be eligible for participation. Eligible participants will be
identiﬁed by trained research staff located in emergency
departments; the staff will also review admissions registers
daily. The research staff will explain the study and the
consent process to prospective participants, and invite
them to participate. For participants who are unable to
give informed consent due to injury, consent will be
sought from a proxy (relative or carer) and consent will
be sought from the patient when he or she is able to give
or withdraw it. For children aged less than 18 years,
consent will be sought from the carer/guardian, and
from the child to the extent of the child’s capabilities
from the age of 7 years up to the age of 18 years, as per
Indian Council of Medical Research ethical guidelines.12
Approximately 1500 patients from the three hospital
sites will be approached to join the study over the
4-month period. Stratiﬁcation for follow-up will be determined by the prevalence of key variables of interest in
baseline data (road user group, severity of injury, age,
gender and socioeconomic status) to ensure the study
has sufﬁcient power to describe, with precision, measures of function, HRQoL and cost in the longitudinal
sample across these factors. The sample size calculations
are for 90% power, to detect independent effects of
about 5% of the size of the variable in multiple linear
regression analysis. These calculations are based on
experience from a pilot study.
Recruitment procedures and follow-up
All baseline, interviews will be administered face-to-face
at the hospital and subsequent interviews will be conducted by telephone. Trained staff will conduct the telephone interviews to collect data from the injured (or
from a proxy where appropriate) at standardised time
points over the ﬁrst 12 months (at 1, 2, 4 and 12
months), selected based on the recommendations of a
previous injury outcomes study consensus paper.13 If the
participant dies during follow-up, his or her family will
be asked to complete the ﬁnal interview at 12 months to
ascertain impact of RTI-related mortality. Patient recruitment and follow-up will be conducted by appropriately
qualiﬁed and trained research assistants.
Where possible, the following information will be collected for patients who do not consent to the follow-up
Jagnoor J, et al. BMJ Open 2015;5:e008884. doi:10.1136/bmjopen-2015-008884
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Measures
All measures recorded are reported in table 1.

Follow-up interviews
Subsequent follow-up interviews posthospital discharge
will include measures of quality of life, functioning and
disability, economic costs and social impact. Interviews
will be conducted by trained research staff.

Baseline interview
The interview administered in hospital will collect participants’ demographic information as well as information
related to the circumstances of the trafﬁc crashes. Data
will (where possible) be collected directly from participants or their carers. Items will include age, gender,
education, occupation, household income and consumption expenditure, road user type and vehicle counterpart, use of alcohol and other drugs in the hours
prior to the injury, use of safety devices at the time of
the crash, setting of accident, road type and time of day.
Preinjury HRQoL, the use of health and social services
in the 4 weeks prior to the injury, and contact information for follow-up interviews, will also be obtained. The
trained research assistants at each site will extract data
from the medical records on date and time of injury,
type of injury, anatomical site of the body, comorbidities,
length of the hospital admission as well as diagnosis and
treatment procedures, and will score injury severity
according to the Abbreviated Injury Scale (AIS 2005Update 2008).

Quality of life, functioning and disability
To measure HRQoL, we will use the EuroQOL ﬁve
dimensions questionnaire (EQ-5D), the Pediatric Quality
of Life Inventory (PedsQL) and the WHO Disability
Assessment Schedule 2.0 (WHODAS II), which have
been translated into Hindi. Functioning will be measured according to the Glasgow Outcome Scale—
Extended (GOSE), and its paediatric version (King’s
Outcome Scale for Childhood Head Injury, KOSCHI).
These instruments were selected because they cover
most of the important dimensions of quality of life, function and disability, as deﬁned by the International
Classiﬁcation of Functioning, Disability and Health
(ICF), they are applicable to a broad range of injuries
and age groups, and they have been recommended as
being valid and appropriate measures of the impact of
injury.13–16 The EQ-5D will be used to produce a single
utility score between <0 and 1 based on individuals’
responses to questions regarding the impact of RTI on
their lives. The paediatric measures will be completed by
the parents, as well as by any children aged 5 years and

study: sex, age, place of injury and type of injury, to
establish any biases in the participating sample.

Table 1 Data collected at baseline and follow-up
Baseline (face-to-face)
Sociodemographic
Employment
Health
Lifestyle habits
Circumstances of crash

Age, sex, place of birth, primary language, education, marital status
Employment status, occupation, household income
BMI (height and weight), history of chronic illness
Smoking status and alcohol consumption
Road user type, role of the injured and use of any preventive measure such as helmet or
seatbelt, road type, time of the day
Quality of life, disability and
Likert scale for overall health, PedsQL, EQ-5D-3L, 4 weeks prior to crash and at baseline.
functioning
History of any disability, WHODAS II (12-item version). GOSE and KOSCHI
Injury
Type of injury and associated hospitalisation, AIS score
Work
Return to work, modified duties, hours
Cost
Direct and indirect costs such as medical costs, drugs, diagnostics, transportation, legal
costs, property damage and compensation. Separate assessment of health system costs
will be undertaken
1, 2, 4 and 12 months follow-up (telephone interviews)
Health-related quality of life
Likert scale for overall health, EQ-5D-3L and SF-12.
Healthcare utilisation
Days of hospitalisation, rehabilitation and home care
Likert scale for overall health, PedsQL, EQ-5D-3L, 4 weeks prior to crash and at baseline.
Quality of life, disability and
functioning
History of any disability, WHODAS II (12-item version). GOSE and KOSCHI.
Disability and functioning
History of any disability, WHODAS II
Cost
Direct and indirect costs such as medical costs, drugs, diagnostics, transportation, legal
costs, property damage and compensation
Social impact at 12 months follow-up (10% of the sample)
In-depth interview
Exploring issues related to access to healthcare, impact on carer, insurance, advice
seeking (health and compensation), social life, impact on work, perception of recovery,
impact of injury general view

AIS, Abbreviated Injury Scale; BMI, body mass index; EQ-5D-3L, EuroQol five-dimension three-level version; GOSE, Glasgow Outcome
Scale—Extended; KOSCHI, King’s Outcome Scale for Childhood Head Injury; PedsQL, Pediatric Quality of Life Inventory; SF-12, Short
Form-12; WHODAS II, WHO Disability Assessment Schedule 2.0.
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above, as there are differences in HRQoL reported by
parents and children after injury.17
Economic costs
The economic impact of RTI will be measured by the
human capital approach. The study will seek to quantify
the direct costs of RTI (out-of-pocket (OOP) costs) as
well as the indirect costs. A review of cost of illness
studies identiﬁed six most common categories of direct
medical costs, including emergency department/hospital services, outpatient physician services, drugs, diagnostic procedures/laboratory tests, other healthcare
services and ancillary personnel.18 In addition to these
elements, cost of injury studies also included, as part of
direct costs, ambulance/transport costs, home care,
nursing home and other long-term care as well as vocational rehabilitation and insurance administration
costs.19 20 Direct non-healthcare costs including those
associated with police attendance and investigation of
crashes, other legal and coroners costs, vehicle and
other property damage costs as well as other general
costs associated with travel delays and ﬁre, and other
emergency services costs, will also be included.21
Taking into consideration the common cost items
included in previous studies as well the context of trafﬁc
crashes in India, we will collect data from participants
and their families using standardised questionnaires on
OOP direct costs associated with a RTI during prehospital
care: transportation to the hospital; hospital facility and
services, diagnostic procedure/laboratory tests, surgery,
inpatient physician visits, medication, in-hospital rehabilitation, equipment; posthospital costs: rehabilitation,
medication, home care and other related costs. In addition to direct costs incurred by victims, we will also
collect information on costs incurred by victim’s relatives/caretakers. These include accommodation during
victim’s hospitalisation, transportation as well as other
costs speciﬁed by respondents. Costs of legal fees relating
to the crash and of vehicle replacement or repair will also
be included. Information on compensation (insurance
or legal) paid to the participant or to his/her family
because of the RTI will also be collected. This will
include information on whether claims were accepted
and on timeliness of payment or reimbursement.
This study will rely on interviews with injured people
and their family to obtain detailed direct medical costs.
Recent work has highlighted the important need to validate OOP expenditure and the lack of a gold standard for
measures of these costs,22 and the difﬁculties in validating
such costs.23 To ensure maximum accuracy, we will utilise
a short recall period (time since previous interview), standardised questionnaires will be developed to collect information during interviews. Receipts, hospital and
insurance cost records will also be sourced, where available, from participants to validate reported costs.
Finally, the health system costs of providing treatment
and care will be collected. An economic costing will
be undertaken using bottom-up costing methods.
4

Cost centres, namely, service and support centres, will be
identiﬁed. All resources spent on provision of care over
a period of 1 year will be enlisted. Information on price
of these resources will be obtained from suitable
sources. In case the same is not available, a market
survey to assess the price will be undertaken.
Indirect costs
To estimate indirect costs for RTI for participants, the
human capital approach will be applied, using lost
working days and occupation rates.24 To calculate the
indirect costs attributable to morbidity, income loss and
the working day loss of the victims and of their relatives/
carers during the hospitalisation and follow-up period
will be collected.
Social impact
Impact of RTI on families and their changed circumstances, including work and caring roles, will be assessed
at each follow-up. Additionally, we will conduct 15 semistructured face-to-face interviews from each site and,
based on saturation of themes, 5 additional interviews
might be considered.25 These interviews will explore
issues related to patients’ experiences postcrash including impact of the trafﬁc crash on their life and the lives
of their family members, access to healthcare, health
insurance and other services, as well as other factors that
impact on recovery, such as return to work and carer
responsibilities. This is chieﬂy a qualitative aspect of the
project. Families of participants who have died during
the study period due to their injuries will be invited to
participate, to ensure the wider impact of fatal injuries is
included. For fatal and for non-fatal injuries, the interviews will also cover any long delays or other negative
aspects of compensation processes and their implications for families and individuals.
Data management and analysis
Data will be entered into an electronic database by study
staff in Chandigarh. Logic and range checks will be used
in the data entry process to minimise data entry errors
and identify missing data or problems with completed
data. The electronic database will be stored on a
“ﬁrewall-protected” local network server.
Data will be analysed in order to describe the burden,
the associated disability and length of time for recovery,
as well as the economic cost of injurious road trafﬁc
crashes. Descriptive analyses will be performed to estimate the outcomes of trafﬁc crashes in terms of health,
social and economic consequences, including catastrophic health expenditure.
Multivariate modelling will also be undertaken to
explore the role of demographic-related, injury-related
and healthcare-related factors in predicting the health
and socioeconomic impact of hospitalised RTI, as well as
mixed-effects regression models to examine recovery,
predictors of recovery, predictors of catastrophic health
expenditure and other outcomes. Estimates of duration
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of disability and disability weights for each injury health
state will be calculated from the EQ-5D. The potential
will be assessed for extrapolating from ﬁndings at the
study sites to generate population-based estimates of
years lived with disability (YLD) and years of life lost
(YLL) due to RTI, and overall DALYs.
Cost data will be analysed using standard methods.
Capital costs will be annualised after discounting the life
of the capital item. Joint costs will be apportioned for
injury care by using appropriate statistics. OOP expenditure will be analysed to assess its mean value and dispersion. Financial hardship will be assessed by analysing the
extent of catastrophic health expenditures, at 40%
threshold of non-food household expenditure. Poverty
impact of RTI will be estimated by computing the
poverty headcount increase and poverty gap as a result
of OOP expenditure. Finally, the private OOP expenditure will be analysed using an equity lens, by computing
concentration curves and concentration index. This will
provide a snapshot of vertical equity in ﬁnancing care
for RTI cases.
Qualitative interviews on social impact will be transcribed and analysed thematically using content analysis.
Frameworks will be identiﬁed and coding plan will be
developed to explore interactions. A deductive approach
will be used to explore similarities or differences in the
context of people and their interactions with health,
compensation and related systems, such as occupational
rehabilitation. Detailed information on the victim’s personal experience and factors inﬂuencing injury outcomes will be explored.25

Ethics approval The study has been approved by the Postgraduate Institute
of Medical Education and Research, institute’s ethics committee, along with
administrative approvals from hospital sites.
Provenance and peer review Not commissioned; peer reviewed for ethical
and funding approval prior to submission.
Open Access This is an Open Access article distributed in accordance with
the Creative Commons Attribution Non Commercial (CC BY-NC 4.0) license,
which permits others to distribute, remix, adapt, build upon this work noncommercially, and license their derivative works on different terms, provided
the original work is properly cited and the use is non-commercial. See: http://
creativecommons.org/licenses/by-nc/4.0/

REFERENCES
1.
2.
3.
4.
5.
6.
7.
8.
9.
10.
11.

OUTCOMES AND SIGNIFICANCE
The proposed study will provide the ﬁrst comprehensive
estimates of outcomes of serious RTI in India, including
economic and social costs, and the impact on individuals
and families. The study will contribute considerable
information to enable debate about societal context,
culture and injury impact of trafﬁc crashes. The result
will contribute to the required evidence for generating
future investments in RTI prevention and document
non-fatal outcomes in LMICs settings in order to inform
investment prioritisation.26
Contributors JJ and RQI conceived the study concept. BG contributed to the
preparation of the protocol and study tools. SP is the principal investigator for
funding. SP, SA and PVML contributed to the development of research
methods on site and are responsible for the management of the project.
All the coauthors contributed to the writing of the manuscript.

12.
13.
14.
15.
16.
17.

18.
19.
20.

Funding The study has been funded by the Road Traffic Injury Research
Network through a peer review process, agreement number 10/2013; and
support to the study has been provided by the School of Public Health,
Postgraduate Institute of Medical Education and Research. RQI and BG are
supported by fellowships from National Health and Medical Research Council,
Australia, and JJ is supported by a fellowship from Motor Accidents
Authority, New South Wales, Australia.

21.

Competing interests None declared.

25.
26.

Patient consent Obtained.
Jagnoor J, et al. BMJ Open 2015;5:e008884. doi:10.1136/bmjopen-2015-008884

22.
23.
24.

World Health Organization. Global status report on road safety: time
for action. Geneva: World Health Organization, 2009. http://www.
who.int/violence_injury_prevention/road_safety_status/2009.
Nantulya VM, Reich MR. The neglected epidemic: road traffic
injuries in developing countries. BMJ 2002;324:1139–41.
Garg N, Hyder AA. Road traffic injuries in India: a review of the
literature. Scand J Public Health 2006;34:100–9.
Moniruzzaman S, Andersson R. Economic development as a
determinant of injury mortality—a longitudinal approach. Soc Sci
Med 2008;66:1699–708.
Garg N, Hyder AA. Exploring the relationship between development
and road traffic injuries: a case study from India. Eur J Pub Health
2006;16:487–91.
Mohan D, Tsimhoni O, Sivak M, et al. Road safety in India:
challenges and opportunities. Michigan: Transportation Research
Institute, The University of Michigan, 2009.
Gururaj G. Road traffic deaths, injuries and disabilities in India:
current scenario. Natl Med J India 2008;21:14–20.
Bhalla K, Naghavi M, Shahraz S, et al. Building national estimates of
the burden of road traffic injuries in developing countries from all
available data sources: Iran. Inj Prev 2009;15:150–6.
Mohan D. The road ahead: traffic injuries and fatalities in India.
Delhi: Indian Institute of Technology, Transportation Research and
Injury Prevention Programme, 2004.
Reddy G, Negandhi H, Singh D, et al. Extent and determinants of
cost of road traffic injuries in an Indian city. Indian J Med Sci
2009;63:549–56.
Ameratunga S, Hijar M, Norton R. Road-traffic injuries: confronting
disparities to address a global health problem. Lancet
2006;367:1533–40.
Indian Council of Medical Research (ICMR). Ethical guidelines for
biomedical research on human participants. New Delhi: ICMR, 2006.
Van Beeck EF, Larsen CF, Lyons RA, et al. Guidelines for the
conduction of follow-up studies measuring injury-related disability.
J Trauma 2007;62:534–50.
Lyons RA. Measuring quality of life after injury. Inj Prev 2010;16:145–6.
Polinder S, Haagsm JA, Bonsel G, et al. The measurement of
long-term health-related quality of life after injury: comparison of
EQ-5D and the health utilities index. Inj Prev 2010;16:147–53.
Gabbe BJ, Simpson PM, Sutherland AM, et al. Functional and
health-related quality of life outcomes after pediatric trauma.
J Trauma Acute Care Surg 2011;70:1532–8.
Gabbe B, Sutherland A, Hart M, et al. Population-based capture of
long-term functional and quality of life outcomes after major trauma
—the experiences of the Victorian State Trauma Registry. J Trauma
2010;69:532–6.
Akobundu E, Ju J, Blatt L, et al. Cost-of-illness studies: a review of
current methods. Pharmacoeconomics 2006;24:869–90.
Corso P, Finkelstein E, Miller T, et al. Incidence and lifetime costs of
injuries in the United States. Inj Prev 2006;12:212–18.
Meerding WJ, Mulder S, Van Beeck EF. Incidence and costs of
injuries in The Netherlands. Eur J Public Health 2006;16:272–8.
Connelly LB, Supangan R. The economic costs of road traffic crashes:
Australia, states and territories. Accid Anal Prev 2006;38:1087–93.
García-Altés A, Pérez K. The economic cost of road traffic crashes
in an urban setting. Inj Prev 2007;13:65–8.
Lu C, Chin B, Lic G, et al. Limitations of methods for measuring
out-of-pocket and catastrophic private health expenditures. Bull
World Health Organ 2009;87:238–44.
Xu K, Evans DB, Kawabata K, et al. Household catastrophic health
expenditure: a multi-country analysis. Lancet 2003;362:111–17.
Patton MQ. Qualitative research. Wiley Online Library, 2005.
Ivers R, Bhandari M, Norton R. A call to research: documenting the
non-fatal outcomes of injury. Injury 2014;45:921.

5

Downloaded from http://bmjopen.bmj.com/ on August 20, 2015 - Published by group.bmj.com

The impact of road traffic injury in North
India: a mixed-methods study protocol
Jagnoor Jagnoor, Shankar Prinja, P V M Lakshmi, Sameer Aggarwal,
Belinda Gabbe and Rebecca Q Ivers
BMJ Open 2015 5:

doi: 10.1136/bmjopen-2015-008884
Updated information and services can be found at:
http://bmjopen.bmj.com/content/5/8/e008884

These include:

References

This article cites 21 articles, 8 of which you can access for free at:
http://bmjopen.bmj.com/content/5/8/e008884#BIBL

Open Access

This is an Open Access article distributed in accordance with the Creative
Commons Attribution Non Commercial (CC BY-NC 4.0) license, which
permits others to distribute, remix, adapt, build upon this work
non-commercially, and license their derivative works on different terms,
provided the original work is properly cited and the use is
non-commercial. See: http://creativecommons.org/licenses/by-nc/4.0/

Email alerting
service

Receive free email alerts when new articles cite this article. Sign up in the
box at the top right corner of the online article.

Topic
Collections

Articles on similar topics can be found in the following collections
Epidemiology (1127)
Public health (1115)
Research methods (294)

Notes

To request permissions go to:
http://group.bmj.com/group/rights-licensing/permissions
To order reprints go to:
http://journals.bmj.com/cgi/reprintform
To subscribe to BMJ go to:
http://group.bmj.com/subscribe/

