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Abstract

“From bystanders to immediate responders — how to enable civilians to respond
to mass casualties”

Background

The number of prehospital deaths due to accidental injuries are high, and might be
preventable if bystanders are prepared and could act quickly during the gap in time from
incident to the arrival of the Emergency Medical Services (EMS). During Mass Casualty
Incidents (MCI) multiple individuals require assessment and treatment simultaneously,
placing greater strain on EMS response times, therefore actions from bystanders are even
more important. The World Health Organization has urged every country to have a “culture
of preparedness” amongst civilians such as educational programs yet there is no such
preparedness in Sweden.

Aim

This study aims to investigate the willingness of Swedish civilians to act during emergencies
and MCI. It also identifies the possible areas for further development and a foundation for
future educational initiatives for civilians.

Methods

A descriptive, explorative, cross-sectional survey conducted through a self-selection web
questionnaire which was distributed from Gothenburg Sweden between Sept and Oct 2018.
Individuals 15 — 75 years of age and living in Sweden were included.

Results

1246 individuals responded to the questionnaire, of which 1234 were included. The
respondents were distributed into two groups based on their prior medical knowledge, the
medical knowledge (MK) group (n=558), and the no medical knowledge (NMK) group
(n=676). Overall a high willingness to respond to emergencies were observed among all
groups. Having categorized the measures bystanders could conduct on the scene of an
incident into treatment, assessment, and organization and logistic, the willingness of
respondents in the treatment category increased from 72% initially to 91% when they were
offered necessary education beforehand. The corresponding numbers in the assessment
category were 50% and 83%, and in the organization & logistics category 52% and 78%,
respectively. In the NMK group there was a statistically significant change (p<0.001) in
individual’s attitude from initial negative or neutral to positive, in all 20 statements, when
they were offered necessary education.

Conclusions

There is a great will to act in emergencies and MCI among civilians in Sweden who
participated in the survey, but public education and thus knowledge is missing. A curriculum
for what civilians should be able to do during emergencies and MCI, and what they should be



taught, needs to be investigated by experts in the subject. Future studies need to focus on
evaluation of education programs following implementation of such a curriculum.
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Abbreviations

MCI: Mass Casualty Incidents
EMS: Emergency Medical Services

RTA: Road Traffic Accidents

WHO: World Health Organization
GTD: Glaobal Terrorism Database
GTI: Global Terrorism Index

CPR: Cardio Pulmonary Resuscitation
MK: Medical Knowledge

NMK: No Medical Knowledge

VGR: Region Vastra Gotaland

SD: Standard Deviation

ATLS: Advanced Trauma Life Support



Introduction

The number of crises, disasters and major emergencies has been steadily increasing globally
during the past decades (1). One characteristic of these incidents is the sudden, simultaneous
injury of multiple persons, as a result, they are also referred to as Mass Casualty Incidents
(MCI). The cause of MCI can vary due to local, national and international sociopolitical and
geographical factors. Based on the cause, MCI can be divided into natural or man-made
incidents. Natural emergencies consist of earthquakes, flooding and climate-related incidents,
while man-made emergencies result from human carelessness or intentional desire to harm
and destroy. Incidents such as road traffic accidents (RTA), violent demonstrations, and acts
of social violence such as hate crimes and acts of terror are some of the major causes in this
group. Regardless of the cause, the problem regarding MCI is the same: per definition a
number of casualties whose needs for a short period of time vastly exceeds the resources

available in the local healthcare system (2).

To increase our resources, there have been studies to evaluate the emergency response plans
of Emergency Medical Services (EMS), who are trained first responders, as well as the
response from hospitals. The outcome shows that the most critical point in management of
MCI is a gap in time, between the time an incident occurs and when EMS can reach the
victims. The response time may increase following MCI as a result of external factors such as
traffic jams, or internal factors such as lack of emergency plans, both of which may worsen

the medical outcomes (3-6) .

In England a retrospective study in 1994 (7), showed that 40 % of prehospital deaths due to
accidental injury were potentially preventable. The study was repeated in 2017 (3) in the
same place, with the same result, i.e. high rates of prehospital deaths due to trauma that

would potentially be preventable. Recommendations from the studies included broader first



aid training for civilians and increased basic public knowledge such as simple airway
management, which could be lifesaving. The response time for EMS was in these studies
referred to as a therapeutic window, and was suggested to be a window of opportunity for

bystanders on the scene to act, which could influence the outcome (3,7,8).

Causes of injuries and mass casualties

Injuries

According to the World Health Organization (WHO), injuries and acts of violence are a great
public health problem (9). They cause 5.8 million fatalities per year, which is equivalent to a
death every 5th seconds. Injuries alone cause 10% of world deaths and result in 32% more

fatalities/year/million than deaths from malaria, tuberculosis and HIV/AIDS combined.

The leading causes of injuries, which claim lives globally, are RTA and homicide (9). About

1.2 million people die in RTA globally every year (1).

Social violence

Violence is defined by WHO as an intentional threat or use of physical force intended to
harm (9). One third of the 800 000 deaths per year due to injuries and violence in Europe are
caused by intentional violence (10). WHO has divided violence into three groups; self-
directed violence, interpersonal violence and collective violence (11). Collective violence is
the only group resulting in MClI and is divided into political, economic and social violence.
Political violence includes war and war related conflicts. Economic violence aims to disturb
economic activity of a sole individual or in a larger context e.g., a group or a country. Social
violence, which take place in civilian environment, and in some cases with civilians as a

target, will be the main focus of this paper. Social violence is violence committed to advance



a social agenda, which can be carried out by a single person, larger groups or even states, and

may include violent protesting, crimes of hate, mob violence and terrorist acts (11).

Mass shootings

Mass shootings are shootings where more than four people are involved (12). They are
another type of social violence and could in some cases also be called a terrorist act, when the
shooting has a broader purpose and is intended to frighten people or put light on a political
message (13). In the Western world, the United States of America (USA) has the highest
incidence of mass shootings, particularly in the past decades. There have been over 70 mass
shootings across the USA since 2016. The deadliest year for mass shootings in modern US
history is 2017, which included the Las Vegas shooting with 58 fatalities and over 500
injured (13). The most devastating mass shooting in Europe during the present decade is the
terror attack in Paris (November 2015), which claimed 130 lives in total. Another mass
shooting claiming many lives occurred in Norway 2011 when a lone shooter killed 68 people

(14).

Terrorism and hate crimes

Terrorism is not a new phenomenon, but the modern version formed after the Second World
War is more violent (15). Defining terrorism is complicated, since there is no internationally
accepted definition. This also complicates the gathering of data regarding terrorism and
terrorism-related incidents. The Global Terrorism Database (GTD) does not have a definition
for terrorism, instead several coded criteria is used to cover a broad range of definitions of
terrorism through a combination of inclusiveness and filtering (16). According to GTD most
terrorism-related incidents during 2016 were in Asian and African countries e.g., Iraq,
Afghanistan, India, Nigeria and Somalia. In Europe in 2016, the United Kingdom (UK) has

the highest number of terrorism-related incidents (n=104) to compare with 61 cases in the



USA, 41 in Germany, 26 in France, and 16 in Sweden (15). The Global Terrorism Index,
GTI, is based on data from the GTD and produced by the Institute for Economics & Peace
and Vision for Humanity, a non-partisan think tank. In their new report published in
December 2018 they state that there were 79 countries in 2016 and 67 countries in 2017,
which had at least one death due to terrorism. These two figures are the two highest numbers
since 2002. The worldwide deaths due to terrorism have decreased since the peak in 2014,
although the number of countries affected have increased since 2010 (16), including
European cities such as Moscow, Norway, Burgess, Paris, Brussels, Nice, Miinchen, Berlin,
London, St Petersburg, Manchester, Catalonian and Abo (14). In Sweden the most recent

event was the terror attack in Stockholm 2017 with five fatalities and 15 injured (15).

With 66 fatalities and 127 attacks in the USA and Western Europe carried out by far-right
groups and individuals between 2013-2017, far-right terrorism and hate crimes are considered
a growing threat according to the GTI. These acts of social violence often with background in
e.g., extreme nationalism are in most cases carried out by sole actors (16). An example of a
hate crime with racial motives in Sweden, is the school attack in Trollh&ttan in 2015, where

three people were killed by a sole perpetrator using a sword as a weapon (17).

Despite risk factors for being affected by injuries and violence, such as age (young), and
gender (male) in low- and middle income regions (9,18,19), acts of collective social violence
can happen almost everywhere. Crimes of hate and terrorist acts are most likely to be carried
out in densely populated locations where the acts will have the highest impact, for example

mass gatherings, concerts, holiday celebrations and public transport in rush hour (20, 21).
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Natural disasters

Natural disasters such as wildfires, floods, windstorms and earthquakes can also
unexpectedly claim many victims. In 2018 there have, for instance, been great wildfires
raging over both the USA and Europe. The number of fatalities due to natural disasters vary
but have during the last years been between 10 000 - 20 000 per year worldwide, a major

peak of fatality was in 2010 with almost 300 000 deaths worldwide (22).

Preparedness and prevention of injuries and violent acts

Emergencies might be inevitable, but they can be mitigated by risk and vulnerability analysis,
adequate planning, and proper preparedness. In the WHO report from 2007 “Mass Casualty
Management Systems” (1) strategies and guidelines are provided for all levels of response
regarding MCI. In this report community response is stated as one level of response, in which
the importance of ‘a culture of preparedness’ is emphasized. Focusing on the adequate mental
preparedness and awareness to create a culture of thinking and acting based on risk analysis,
and risk management, could prepare the public to respond to a MCI in the best possible way.
As civilians are in many cases the first line of response on the scene of an emergency, their
contribution and knowledge could change the outcome of an accident, and consequently the
number of lives saved. The WHO suggests that in order to involve the public and create
awareness and adequate preparedness, educational programs such as first aid, simple search
and rescue, information regarding emergency plans, and repeated training need to be used
and conducted locally for best results. Based on these strategies and guidelines, the passive
attitude towards responding to emergencies and MCI, and the expectation that it is someone

else's responsibility to act, need to change (1).
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A goal established by WHO is to prevent injuries and violent acts from happening in the first
place. Injury prevention has shown to be effective and possible, demonstrated by the decline
of injury rate in most of the high-income countries. The main reason for this success is the
financial capability of high-income countries, which is necessary for implementation of
prevention strategies. Primary prevention is to implement strategies for safer environments
and overall safety measures, including counter terrorism movements. Secondary prevention is

improvement in the healthcare section (11).

Reaction to injuries and mass casualties

The structure of healthcare organization is based on three main entities; 1. primary or pre-
hospital care at the scene of emergency; 2. ambulance care, care during transportation to
definitive care; and 3. hospital care, where definitive treatment can be delivered. The pre-
hospital care from EMS is delivered by trained first responders (23). In general, the response
time the time it takes to get to the patient is decisive for the outcome of the patient's medical
condition. Most of the prehospital organizations, irrespective of their country and origin, try
to respond as fast as they can and put much effort into reducing their response time.
However, a response time of about 10-20 minutes can often be registered depending on the

size of the city, its infrastructure and traffic situation (24).

A waiting time of 10-20 minutes leaves a gap in time, a therapeutic window, where victims
cannot receive a proper care while waiting for EMS. If there is only one or a few victims, the
EMS will reach the site of emergency in a reasonable time. But in a mass casualty situation
e.g., a major traffic accident, natural disaster, or a terror attack on several sites in one city at
once, the response time will increase and consequently the time to when the victim get proper

care (24-28).
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Bystanders reaction to injuries and mass casualties

Studies from recent global incidents have shown a willingness among the civilians to act and
fill this gap in time (26-30). This indicates that bystanders may be an invaluable resource,
acting quickly to increase the likelihood of survival prior the arrival of EMS (24,26-30).
Bystanders here refer to civilians who are at the scene of an emergency. There is an ultimate
guestion whether civilians can be adequately trained to stabilize and maintain a victim’s

condition until EMS arrive.

Types of injuries in mass casualty incidents

Irrespective of the cause, MCI result in several casualties with various types of injuries and
diverse management needs. Shootings result in injuries caused by bullets piercing through parts
of the body, limbs, organs etc. Detonation of explosives causes rapid pressure waves, which
results in blast injuries, life-threatening injuries involving lungs and hollow viscera, multiple
skeletal damages and organ system damages. All these injuries may result in massive life-
threatening hemorrhages (6). RTA may for instance result in head, neck and back injuries,
skeletal injuries, fractures, crush damage and major bleeds (31), and the type of injuries caused

by natural emergencies is strictly related to the type of incident (32,33).

Initiatives globally to influence the outcome of mass casualty scenarios

The recent incidents in the USA, e.g., Boston marathon bombings in 2013 and mass shooting
at Sandy Hook Elementary School in 2012 , have resulted in numerous efforts to create
multidisciplinary guidelines. The American College of Surgeons brought together senior
leaders from medical, law enforcement, fire and rescue, EMS first responders and military
experts, and formed a committee in 2013 which resulted in “the Hartford Consensus” (26).
Their guidelines aim to create a national policy to enhance survivability from intentional

mass casualty and active shooter events. The number one most preventable cause of death
13



after both military and civilian injuries is external hemorrhage. As a goal the committee
stated that no one should die from uncontrolled bleeding (26,34-37). Experience from the US
army and pre-hospital health care shows that the use of hemostatic dressing and tourniquets
as fast as possible after injury is lifesaving (35,38,39). Three levels of response were
identified by “the Hartford Consensus™: 1. immediate response, 2. professional first response,
and 3. trauma team response. Lay bystanders represent the immediate responders. Multiple
steps, such as education, empowerment and access, need to be taken into consideration to
enable bystanders to effectively help hemorrhaging patients (26,27,34-37,40). Consequently,
there are currently several resources available for bystanders to learn how to be effective
immediate responders, such as different ‘stop the bleed’ courses in the USA (40-42). In San
Antonio, Texas in 2017 the first evaluation of the content and length of a ‘stop the bleed’
course was made (43). Among the conclusions from the study were that just a short course,
one hour, is sufficient for civilians to both feel comfortable to stop bleedings using

tourniquets and pressure, and for them to perform it correctly (43).

What can be expected from bystanders

The Hartford consensus suggests that civilians need to be prepared for trauma resembling
what the military is prepared for. In a similar way citizenAlD, a charity initiative from the
UK initiated by experts in both civilian and military trauma care, aims to teach civilians how
to act during ongoing violence and how to treat victims with help from an app with
flowcharts (35,44). This, together with the guidelines from WHO, suggests that civilians
could be a good source of primary help at the scene of an incident, conducting other measures

than bleeding control and CPR (26,34-36,44).

Managing airways is for example relatively simple and could be lifesaving (45,46). Fracture

stabilizing and neurovascular assessment, could potentially save someone's limb, if acting in
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time. However, the coverage of early management of e.g., open fractures in pre-hospital care
is limited and little has been published on the subject (47). Back or neck injuries, spinal
injuries, could result in paralysis. Stabilizing the spine and knowing when to move or not to
move a victim could lead to a better outcome (48). Shock is a state where every second is
important and knowing how serious shock is perceived and what to do could reduce fatalities.
Shock due to bleeding lead to disrupted oxygen flow to the organs and tissues and can result
in cardiac arrest, untreated shock due to bleeding almost always ends in death (49). Drowning
caused 38 000 deaths in Europe 2002, and among children aged 5-14 years it is the third
leading cause of death in Europe (10). Knowing how to act in such a situation could be a step

towards less fatalities.

In addition, during a major incident or MCI, there is a need for organization on the scene.
Some areas should be reserved for injured and some for deaths. Ambulances need parking,
and unauthorized persons should be prevented to enter the area, etc. The knowledge of these
points may ease EMS works and their entrance to the area. Investigating the reasonable tasks
for bystanders, what they might be able to do and or are comfortable to do has not yet been
conducted. Any investigation regarding this area would have a high impact on national and

global preparedness in responding to any kind of major incident or MCI.

Initiating the research in Sweden and current situation

According to GTI, far-right terrorism and hate crimes are a growing threat in Western Europe
(16). The UK government have urged their citizens to be attentive when in Sweden due to
increased threat of terrorism, in their travel advice from November 2018 they state; “terrorists

are very likely to carry out attacks in Sweden” (50).
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Recent publications point out that the state of preparedness within the Swedish healthcare is
not acceptable. There exists a lack of resources and professional engagement with MCI
preparedness is limited (51). One way to minimize the impact of these shortcomings and
limitations and the incident itself is to advocate a new approach at the scene of an incident by
using available citizens. Previous studies have examined the trauma responses for MCI but
largely focus on the professional personnel, the EMS, the triage system and the definite trauma
care in the hospitals. However, studies examining the civilian response to injuries, major
emergencies and MCI are lacking. Most of the previous studies have been conducted in the
USA, originating from research from the US army and not much has been done in Europe.
Besides a lack of research to ascertain bystanders’ capability to perform tasks, their willingness
to act in a MCI has never to our knowledge, been investigated, globally or in Sweden. There
have been some initiatives to teach civilians hemorrhage control (35-37,41-44), but broad

civilian teaching initiatives have not been discussed.

Aims
This study aims to investigate the willingness of Swedish civilians to act during emergencies

and MCI through a web distributed questionnaire. It also aims to identify the possible areas for

further development and a foundation for future educational initiatives for civilians.

Specific research questions

e What are Swedish civilians willing to do if they are first on the scene of an
emergency?

e Do their attitudes and willingness change by receiving necessary education?

16



Methods

Study overview

This is a descriptive cross-sectional study, conducted through a self-selection web

questionnaire in Sweden during September - October 2018. The questionnaire is structured,

(includes only closed ended questions) and investigates the willingness of participants to act

when they are on the scene of an emergency.

Study population

Participants were aged 15-75 and living in Sweden, referred to here as civilians. People und
15 years of age and over 75 were excluded. Depending on their occupations, and eventual
activity in voluntary organizations, they were divided into two groups ‘Medical Knowledge

and ‘No Medical Knowledge’.

Medical Knowledge (MK) group

In this group there are three subgroups. The first group consists of registered healthcare
personnel: doctors and registered nurses. The second group are people who have had health
care education but are not registered healthcare personnel: assistant nurses, students in
healthcare professions, military, police officers, firefighters, people working at sea etc.
Lastly, the third group consist of people active in voluntary organizations with medical
association such as: Red Cross, Hemvarnet, SMS Lifesaver, Swedish Lifesavers,

cardiopulmonary teachers, and similar organizations, are included in this group.

er

b
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No Medical Knowledge (NMK) group

This group consists of people with no medical knowledge, either from education, occupation
or voluntary organizations. Though they might be active in voluntary organizations e.g., the

scouts, but not in voluntary organizations with medical association or education.

Study site

The survey was conducted digitally from Gothenburg, Sweden, and the questionnaire could

reach people all over Sweden.

Recruitment

Initial power calculated a need for at least 200 respondents, statistical power of 0.8 medium
effect size of 0.3 and a significance level of 0.05. The questionnaire was sent out digitally
using self-selection, and was distributed via email, and social media mostly using Facebook,
where it was shared widely. People were asked to continue to share the link to the
questionnaire and to ask people in their surroundings to respond. In the end the initial link
was shared over 100 times, on Facebook alone. The questionnaire was also sent out with the

monthly email from the Swedish Red Cross foundation.

Data collection and preparation

The questionnaire

As no validated questionnaire were available, a new structured questionnaire was made for
this survey in May 2018, by a working group on the Unit of Security and Preparedness VGR.
This working group consisted of one trauma surgeon and disaster medicine specialist, one
Professor and registered nurse with pre-hospital background and one registered nurse with

pre-hospital and dispatching background, all with over 20 years of experience. The working
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group discussed and designed several questions based on an extensive literature search,
focusing on the recent MCI worldwide. Questions were formed as statements, and the
answers were based on a Likert scale, 1-7, where 1 means complete disagreement and 7
means complete agreement. The number of statements were limited to maximum 20 to enable

high response rate.

The questionnaire with all statements was sent to 14 experts to validate and evaluate the
statements, out of 14, 13 responded: three surgeons, two anesthesiologists and eight
emergency and internal medicine doctors. In this way all statements were tested on their
feasibility. Later, some statements were translated into simpler sentences and medical terms
were made easy to understand for civilians, this was done by the author with help from a
professor in statistics. The final questionnaire was made with Google Forms, which after
being tested on people from the study population for seven days were sent out in Swedish,
(Appendix A), English translation (Appendix B). All the 20 statements were closed-ended.
Each statement had two alternatives: a) and b) were a) stands for “what you would be willing
to do now” and b) stands for a hypothetical question, “what you think you would be willing
to do if you would have had necessary education first”. In an information section prior to
answering the statements in the questionnaire it is described that education here refers to an
education for civilians, which at this time is not available, and the content of such an eventual

education is not yet stated.

Statements addressed the following topics: 1) simple life sustaining actions; 2)
cardiopulmonary resuscitation (CPR); 3) shock; 4) drowning accident; 5) stop bleeding; 6)
use aid to stop bleeding; 7) stabilize bone fractures on arms and legs; 8) neurovascular
assessment; 9) fracture positioning; 10) triage at mass casualty scenario; 11) stabilize neck
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and lower back; 12) act on vital indication; 13) use cervical collar; 14) evacuate or stay
inside; 15) act against a perpetrator; 16) hot, warm and cold zones at emergencies; 17)
organize scene of accident; 18) high-risk accidents; 19) secure scene of accident; 20) civil

law matters regarding accidents and disasters.

It was mandatory to answer all the statements on a Likert scale from 1-7, it was not possible
to skip statements. The respondents could leave a comment after answering all the
statements, when they also reviewed their age, gender, occupation, and eventual activity in

voluntary organization. Completion of the questionnaire took approximately 10 minutes.

All data collected from the questionnaires was automatically transferred to an excel file. Each

respondent got the time they answered as their ID, to ensure the anonymous participation.

Data analysis

All data obtained was controlled after the end of the survey and was coded in the statistical
program IBM SPSS Statistics version 25. Final data was thereafter analyzed in the same
program. The main part of the statistical analyzes were descriptive data (means, frequencies).
The statements were distributed by their relevance in to three categories; Treatment,
Assessment and Organization and Logistics, see description below. Dividing the questions
into the categories were done by the same group that formed the questionnaire. In each of the
three categories mean, median and standard deviation (SD) were calculated for each question,

a total for each category was also calculated, both for all respondents and for the NMK group.

In the NMK group calculations were made to see how many individuals went from being
negative: Likert scale 1-3, or neutral: Likert scale 4, on the a) alternative “what you are
willing to do now” to being positive: Likert scale 5-7 on the b) alternative “after necessary

20



education” in the same statements, calculations were made in the different categories. The
McNemar-Bowker test of symmetry was used for category comparisons and calculating a P
value. Statistical significance was defined as P < 0.05, and 95% confidence intervals were

obtained when necessary.

Cronbach’s alpha was used to measure the reliability, or internal consistency of the
questionnaire. It tests to see if multiple-question Likert scale surveys are reliable. These
questions measure latent variables, hidden or unobservable variables like: a person’s
conscientiousness, neurosis or openness, characteristics that can be very difficult to measure
in real life. Cronbach’s alpha measures if the test designed is accurately measuring the

variable of interest. High reliability means it measures the desired questions.

Treatment

Statements which firstly involve acting or treating a patient were included in this group.
Statements included: 1) simple life sustaining actions; 2) CPR; 4) drowning accident; 5) stop
bleeding; 6) use aid to stop bleeding; 7) stabilize fractures; 11) stabilize neck and lower back;

13) cervical collar.

Assessment

In this group statements regarding assessing an injury or situation were included: 3) shock; 8)
neurovascular assessment; 9) fracture positioning; 10) triage at mass casualty scenario; 12)

vital indication; 14) evacuate or stay inside.

Organization and Logistics

Statements which involve the organization and logistics around accidents and disasters were
included in this group, and also the last statement which is a question regarding civil law
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matters during accidents and emergencies: 15) act against a perpetrator; 16) hot warm and
cold zones; 17) organize scene of accident; 18) high-risk accidents; 19) secure scene of

accident; 20) civil law matters regarding accidents and disasters.

Ethical considerations

No ethical approval was needed for the survey. Participation in the survey was voluntary. No
personal data was saved apart from gender, age, occupation and eventual activity in voluntary
organizations. The result was transferred to an excel file and saved at the Unit of Security and

Preparedness at VGR.
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Results

Characteristics of the respondents

There was a total of 1246 who responded to the questionnaire. Twelve respondents were not

registered correctly in the web form, leaving 1234 respondents who were included in the
study. The respondents were 62 % (n =759) female and 38 % (n =475) male, there was a
higher representation of female respondents within all groups. The age distribution had a
culmination at 26-30 years of age. The majority of the respondents, 76% (n=934) were
working, 16% (n=198) were students, 5% (n=59) were pensioners, 2% (n= 24) were

unemployed and 2% (n=19) had other activities. When specifying their occupation, the

respondents have filled in over 200 different occupations. Distribution of all the respondents

presented as frequencies are seen in Table 1.
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Table.1 Distribution of the respondents.

Sample Entire survey population
(n=1234)

Sex Female 62%
Male 38%

Age (years, mean = 39)
15-25 13%
26-35 34%
36-45 21%
46-55 18%
56-65 10%
66-75 4%

Occupation Working 76%
Student 16%
Pensioners 5%
Other 3%

Validity and Reliability of the survey

Cronbach’s alpha was used to measure the reliability, the value for Cronbach’s alpha is
between 0-1, a value above 0,60 is acceptable and a value over 0,8 is considered good. The

Cronbach’s Alpha measured for the questionnaire was 0,95.



Medical knowledge (MK) group

Out of all the respondents, 45% (n=558) were in the MK group. Consisting of registered
healthcare professionals: doctors and registered nurses (n=91), and not registered
professionals who have had healthcare education (n=467), the remaining (n=251) are active

in voluntary organizations with medical association. The distribution of occupation for the

MK group is presented in Table 2. For this survey, the civilians with no medical background

are the center of interest, therefore the data for the MK group will not be presented for itself,

but will be included when data is shown for all the respondents, and will be compared with

data from the NMK group.

Table 2. Distribution of occupation for the Medical Knowledge group.

association

SMSilifesaver, Other

Sub groups Sample Medical Knowledge
group (n = 558)
Registered healthcare Doctors 5%
professionals
Nurses 11%
Not registered Assistant nurses 14%
Military 4%
Firefighters 2%
Healthcare students 12%
Other 7%
Active in voluntary Red Cross, 45%
organization with medical Hemvarnet,

No Medical Knowledge (NMK) group

In this group 55% of all the respondents (n=676) are included. The group consists of people

with occupations were medical care is not involved. They are also not active in voluntary
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organizations with medical association. The distribution of occupations for the NMK group

are presented in Table 3.

Table 3. Distribution of occupation for the No Medical Knowledge group.

Occupation Sample No Medical Knowledge
group (n = 667)
Working 79%
Pedagogs and Socialworkers 11%
Logistics ans Industry 6%
Administration and 6%
Communication
IT 4%
Service 3%
Engineer 3%
Animal care 3%
Not specified and Other 44%
Student 14%
Behavior science, psychology, 3%
pedagogy
Communication 2%
Engineer and Technical education 2%
Highschool 1%
Other 6%
Pensioners 4%
Others 3%
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Treatment

Results of the answers in the treatment category for all the respondents and the NMK group
are presented as frequencies, means, medians and standard deviations in Table 4. Treatment
was the category with the highest number of positive responses over all. Both among all the
respondents and in the NMK group, with a total of 72% respectively 61% being positive
initially in the a) alternative: willing to do now, increasing to 91% and 89% in the b)

alternative: after necessary education. (5-7 on the Likert scale counted as positive.)

For the statement; “You are willing to perform simple life sustaining actions before EMS
arrives”, the initial response from 92% of all the respondent were positive, in the NMK group
87% were positive, increasing to respectively 97% and 96% in the b) alternative: after
necessary education. A simple life sustaining action would e.g., be to manage an airway.
Other statements with similar results were the ones regarding CPR and stop bleeding, both
with a high percentage being positive already in the a) alternative, “willing to do now”,
increasing to positive percentages close to 100% in the b) alternatives. The results were
similar for all respondents and the NMK group, but with lower percentage being positive in

the a) alternatives for the NMK group.

The questions regarding stabilizing fractures, neck and lower back and use of cervical collar
had the lowest numbers of positive response both for all the respondents and in the NMK
group, both in the a) and b) alternatives. For example in the statement: “You would be willing
to stabilize neck and lower back...” the numbers being positive were 47% for all the
respondents and 27% in the NMK group, increasing to 82% and 77%, although for being the
statement with the lowest positive numbers in the treatment category, the majority were still

positive in the b) alternative.
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Table 4. Distribution of frequencies, means, medians and standard deviations within the NMK group and all the
respondents, in the treatment category. The values without parentheses represents the NMK group (n = 676), the
values in parentheses represents the values from all the respondents (n = 1234). Answers 1-3 on the Likert scale
count as negative, 4 as neutral and 5-7 as positive.

Treatment Negative Neutral Positive Mean Median Standard

1-3 4 5-7 Deviation
Simple life sustaining 6% 7% 87% 6.04 7.0 1.38
actions (4%) (4%) (92%) (6.37) (7.0) (2.17)
After education 2% 2% 96% 6.62 7.0 0.95
(2%) (1%) (97%) (6.7) (7.0) (0.92)
CPR 9% 7% 84% 5.95 7.0 1.46
(5%) (4%) (91%) (6.31) (7.0) (1.26)
After education 1% 2% 97% 6.66 7.0 0.88
(2%) (1%) (97%) (6.74) (7.0) (0.84)
Drowning accident 24% 17% 59% 4.88 5.0 1.86
(16%) (13%) (71%) (5.38) (6.0) (1.78)
After education 7% 4% 89% 6.18 7.0 1.42
(6%) (4%) (90%) (6.27) (7.0) (1.42)
Stop bleeding 6% 8% 86% 6.02 7.0 1.38
(3%) (5%) (92%) (6.36) (7.0) (1.17)
After education 3% 3% 94% 6.58 7.0 1.14
(3%) (2%) (95%) (6.69) (7.0) (0.10)
Use aid to stop 18% 14% 68% 5.19 5.0 1.72
bleeding (10%) (11%) (79%) (5.75) (7.0) (1.60)
After education 6% 3% 91% 6.39 7.0 1.34
(4%) (2%) (94%) (6.52) (7.0) (1.18)
Stabilize fractures 48% 17% 35% 3.73 4.0 2.00
(34%) (14%) (52%) (4.51) (5.0) (2.09)
After education 9% 7% 84% 5.89 7.0 1.63
(8%) (6%) (86%) (6.06) (7.0) (1.60)
Stabilize neck and 60% 13% 27% 3.18 3.0 2.00
lower back (42%) (11%) (47%) (4.12) (4.0) (2.25)
After education 13% 10% 7% 5.54 6.0 1.80
(11%) (7%) (82%) (5.82) (7.0) (1.72)
Cervical collar 46% 14% 40% 3.82 4.0 2.04
(34%) (11%) (55%) (4.54) (5.0) (2.15)
After education 11% 7% 82% 5.84 7.0 1.73
(10%) (5%) (85%) (6.03) (7.0) (1.67)
Mean ‘willing to do 27% 12% 61% 4.85 5 1.73
now’ (19%) (9%) (72%) (5.42) (6.5) (1.68)
Mean ’after 6% 5% 89% 6.21 7.0 1.36
education’ (6%) (3%) (91%) (6.35) (7.0) (1.18)
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The average percentages in the NMK group who went from initially being negative or neutral
to positive after being offered necessary education in the treatment category were 79%, and
the change was statistically significant P <0.001 for all statements, results are presented in

Table 5.

Table 5. Percentages of respondents in the NMK group (n = 676) who were negative (1-3) or neutral (4) in the
a) alternative "willing to do now" became positive (5-7) on the b) alternative, “after necessary education”,
regarding the statements in the treatment category.

Treatment Percentages who went P value
from negativeT or neutral
to positive

Simple life sustaining actions 86% <.001
CPR 86% <.001
Drowning accident 79% <.001
Stop bleeding 74% <.001
Use aid to stop bleeding 82% <.001
Stabilize fractures 79% <.001
Stabilize neck and lower back 71% <.001
Cervical collar 74% <.001
Mean 79%

Assessment

Results of the answers in the assessment category for all the respondents and the NMK group
are presented as frequencies, means, medians and standard deviations in Table 6. In the
assessment category the number of respondents being positive initially were lower compared
to the treatment category, with 50% for all the respondents respectively 34% in the NMK

group, it increased to 83% and 80%, in the b) alternative, after necessary education.

For the statement regarding neurovascular assessment, the initial number being positive for
all the respondents were 30%, in the NMK group it was 15%, in the b) alternative the number

being positive increased to 76% respectively 73%.
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The statement with the highest positive numbers after being offered necessary education were

the statement regarding shock, with 91% being positive among all the respondents, and 89%

being positive in the NMK group.

Table 6. Distribution of frequencies, means, medians and standard deviations within the NMK group and all the
respondents, in the assessment category. The values without parentheses represents the NMK group (n = 676),
the values in parentheses represents the values from all the respondents (n = 1234). Answers 1-3 on the Likert
scale count as negative, 4 as neutral and 5-7 as positive.

Assessment Negative Neutral Positive Mean Median Standard
1-3 4 5-7 Deviation
Shock 39% 18% 43% 4.16 4.0 1.87
(24%) (14%) (62%) (4.98) (5.0 (1.91)
After education 7% 4% 89% 6.12 7.0 1.42
(5%) (4%) (91%) (6.29) (7.0) (1.33)
Neurovascular assessment 73% 12% 15% 2.63 2.0 1.70
(55%) (14%) (31%) (3.49) (3.0 (2.01)
After education 16% 11% 73% 5.34 6.0 1.82
(14%) (10%) (76%) (5.60) (6.0) (2.79)
Fracture positioning 64% 12% 24% 3.06 3.0 1.91
(49%) (11%) (40%) (3.83) (4.0 (2.18)
After education 14% 11% 75% 5.43 6.0 1.80
(14%) (8%) (78%) (5.63) (7.0) (1.81)
Triage at mass casualty 40% 18% 42% 4.00 4.0 1.94
scenario (27%) (14%) (59%) (4.79) (5.0 (1.97)
After education 11% 8% 81% 5.69 6.0 1.72
(10%) (6%) (84%) (5.92) (7.0) (1.64)
Vital indication 39% 16% 45% 4.09 4.0 2.00
(26%) (13%) (61%) (4.84) (5.0 (2.02)
After education 12% 12% 76% 5.53 6.0 1.71
(10%) (9%) (81%) (5.80) (7.0) (1.65)
Evacuate or stay inside 47% 16% 37% 3.76 4.0 2.01
(37%) (17%) (46%) (4.22) (4.0 (2.01)
After education 10% 5% 85% 5.89 7.0 1.67
(10%) (5%) (85%) (5.94) (7.0) (1.69)
Mean ‘willing to do now’ 51% 15% 34% 3.62 4 1.91
(36%) (14%) (50%) (4.36) (4.5) (2.02)
Mean ’after education’ 12% 8% 80% 5.62 6 1.69
(10%) (7%) (83%) (5.86) @) (1.66)
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The average percentages in the NMK group who went from initially being negative or neutral
to positive after being offered necessary education in the assessment category were 73%, and
the change was statistically significant P<0.001 for all statements, results are presented in

Table 7.

Table 7. Percentages of respondents in the NMK group (n = 676) who were negative (1-3) or neutral (4) in the
a) alternative "willing to do now" became positive (5-7) in the b) alternative "after necessary education”,
regarding the statements in the assessment category.

Assessment Percentages who went P value
from negativeT or neutral
to positive

Shock 84% <.001

Neurovascular assessment 69% <.001

Fracture positioning 69% <.001

Triage at mass casualty scenarios 71% <.001

Vital indication 64% <.001

Evacuate or stay inside 79% <.001

Mean 73%

Organization and Logistics

Results of the answers in the organization and logistics category for all the respondents and
the NMK group are presented as frequencies, means, medians and standard deviations in
Table 8. In the organization and logistics category the overall numbers being positive initially
were 52% for all the respondents and 41% in the NMK group, increasing to 78% respectively

74% in the b) alternative, after necessary education.
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Table 8. Distribution of frequencies, means, medians and standard deviations within the NMK group and all the

respondents, in the organization and logistics category. The values without parentheses represents the NMK

group (n = 676), the values in parentheses represents the values from all the respondents (n = 1234). Answers 1-
3 on the Likert scale count as negative, 4 as neutral and 5-7 as positive.

Organization and Logistics Negative Neutral Positive Mean Median Standard
1-3 4 5-7 Deviation
Act against a perpetrator 48% 15% 37% 3.72 4.0 2.03
(41%) (14%) (45%) (4.11) (4.0 (2.10)
After education 22% 12% 66% 5.03 5.0 1.92
(19%) (12%) (69%) (5.18) (6.0) (1.93)
Hot, warm and cold zones 36% 17% 47% 4.20 4.0 2.02
(27%) (13%) (60%) (4.79) (5.0 (2.01)
After education 17% 11% 72% 5.32 6.0 1.88
(14%) (9%) (77%) (5.54) (6.0) (1.82)
Organize scene of accident 31% 12% 57% 4.63 5.0 2.05
(23%) (11%) (66%) (5.10) (5.0 (1.98)
After education 11% 6% 83% 5.85 7.0 1.69
(10%) (6%) (84%) (5.97) (7.0) (1.66)
High-risk accidents 52% 16% 32% 3.43 3.0 1.96
(40%) (16%) (44%) (4.10) (4.0 (2.12)
After education 22% 14% 64% 4.95 5.0 1.98
(19%) (11%) (70%) (5.22) (6.0) (1.97)
Secure scene of accident 28% 12% 60% 4.69 5.0 1.98
(20%) (10%) (70%) (5.24) (6.0) (2.91)
After education 13% 4% 83% 5.82 7.0 1.75
(11%) (4%) (85%) (5.95) (7.0) (1.71)
Civil law matters regarding 75% 11% 14% 2.47 2.0 1.66
accidents and disasters (61%) (13%) (26%) (3.10) (3.0) (2.97)
Get education in this? 10% 11% 79% 5.73 6.0 1.62
(8%) (9%) (83%) (5.87) (7.0) (1.57)
Mean ‘willing to do now’ 45% 14% 41% 3.86 4 1.95
(35%) (13%) (52%) (4.41) (4.5) (2.02)
Mean ’after education’ 16% 10% 74% 5.45 6 1.81
(13%) (9%) (78%) (5.62) (6.5) (1.78)
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The average percentages in the NMK group who went from initially being negative or neutral

to positive after being offered necessary education in the organization and logistics category

were 62%, and the change was statistically significant P <.001 for all statements, results are

presented in Table 9.

Table 9. Percentages of respondents in the NMK group (n = 676) who were negative (1-3) or neutral (4) in the

a) alternative "willing to do now" became positive (5-7) in the b) alternative "after necessary education”,

regarding the statements in the organization and logistics category.

Organization and Logistics Percentages who went P value
from negative_or neutral
to positive.

Act against a perpetrator 52% <.001

Hot warm and cold zones 55% <.001

Organize scene of accidents 69% <.001

High-risk accidents 51% <.001

Secure scene of accident 69% <.001

Civil law matters 7% <.001

Mean 62%
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Compare MK group with NMK group

The MK group hade higher positive responses both in the a) alternatives and in the b)

alternatives compared with the NMK group, but the increase from the number of people

being negative or neutral in a) who changed into being positive in b) was not significant for

the MK group.

Table 10. Percentages being positive in the Medical Knowledge group in the different categories.

Logistics

Category Percentages of respondents in the Percentages of respondents in the MK
MK group being positive (5-7) group being positive (5-7)
In a) alternative - willing to do now | In b) alternative - after necessary education
Treatment 86% 93%
Assessment 69% 86%
Organization and 65% 82%

Table 11. Percentages being positive in the No Medical Knowledge group in the different categories.

Category Percentages of respondents in the Percentages of respondents in the NMK
NMK group being positive (5-7) group being positive (5-7)
In a) alternative — willing to do now | In b) alternative - after necessary education
Treatment 61% 89%
Assessment 34% 80%
Organization & Logistics 41% 74%
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Discussion

To our knowledge this is the first survey that has explored civilians” willingness to respond to
major emergencies and MCI, regarding treatment, assessment and organization and logistics.
It is also the first study to investigate Swedish civilians’ attitudes towards medical responses
in emergencies. The answers from all the respondents (n=1234) and the NMK group (n=676)
showed an overall high willingness to act and respond to emergencies and MCI. These results
are partly in line with a survey conducted in Sweden in 1997 which investigated civilians
preparedness for disasters (52), though there were only one question regarding medical
preparedness, weather people were willing to buy a first aid kit, and this was one of the things
people were most willing to do. This support our findings that there is an overall willingness

to be prepared for medical emergencies among civilians in Sweden.

The survey in this study found a stronger willingness to act in statements regarding treatment
than in statements involving assessing injuries and situations and statements regarding getting
involved in the organization and logistics around emergencies. In the treatment category the
statements which had the highest positive percentages, among all the respondents, were not
surprisingly simple life saving measures, CPR and hemorrhage control. Which all are things
that supposedly most people have heard of before. Over 90% were positive in performing
these tasks after being offered necessary education. Answers which are between 5-7 on the
Likert scale counts as positive. More advanced skills like fracture-, neck and back stabilizing
had lower positive percentages. Even so, over 80% of all the respondents were positive in
these statements after being offered necessary education. Results from the other two
categories; assessment and organization and logistics, had lower positive percentages, the
overall number being positive for the assessment category following necessary education was

83%, respectively 78% in the organization and logistics category.
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The statement in the assessment category with the highest number of percentages being
positive following education among all the respondents was the one regarding shock, with
91%. Despite the fact that it can be assumed that most civilians are not familiar with the
concept of shock. This might indicate that there is a great trust in a possible education, and
the amount of knowledge and skills that is possible to learn in such education. Another
statement in the assessment category that might indicate this trust, is the statement regarding
triage at mass casualties which almost doubled from 42% initially to 81% following

necessary education for respondents in the NMK group.

According to the results in the organization and logistics category the number of people who
would be willing to act against a perpetrator following education was surprisingly high with
69%. It is considered surprisingly high due to the fact that acting against a perpetrator is
associated with great danger for your own life, and that people who usually act against a
perpetrator are armed policemen. This shows that it is also important for future discussions to
include what might not be reasonable for civilians to do, and when acts from civilians could

be more dangerous and hurtful than helpful.

The higher positive results regarding treatment might indicate that civilians think they can do
most regarding treatment, and furthermore that it might be what civilians are most interested
in learning, how to treat victims while waiting for professional help. Assessing injuries and
situations could be argued to be more complex actions both to perform in real life and to
understand and imagine while answering a questionnaire, and might therefore have lower
positive percentages in our survey. The same thoughts may be applicable on the organization
and logistics category. With this being said the numbers being positive in the assessment and

organization and logistics category still was higher than what initially might be expected.
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In this survey it was found that initially 68% of the respondents in the NMK group were
positive regarding the statement using aid to stop bleeding in the treatment category, which
increased to 91% when the respondents were offered necessary education. This can be
compared with a study in Texas, USA in 2017 (43), where before attending a ‘stop the bleed’
course, the number of participants who would feel comfortable using a tourniquet, which is
an aid to stop bleeding, were 64%. Following training it increased to 96%. In the study they
also found that most civilians were not comfortable responding to a traumatic medical
emergency. Multiple barriers to act were identified, the most common one being not feeling
adequately trained. These results is partly in line with the results from our study which shows
that respondents think they would be more comfortable responding to an emergency
following education. Unfortunately, studies dealing with assessment and organizational
issues could not be found and thus had no data to compare with our study. One reason for this

might be the lack of such studies, although they might exist in other languages than English.

The results in this study shows that among the respondents in the NMK group who were
negative or neutral in the first alternative, “willing to do now”, a significant number changed
into being positive in the second alternative, “after necessary education” (the mean numbers
for treatment was 79%, respectively 73% for assessment and 62% for organization &
logistics). This change was statistically significant (p<0.001) in all 20 statements. Showing
that people with no previous medical knowledge would feel more comfortable acting in
emergencies, and think that they would act to a greater degree, if having had necessary

education beforehand.

These results were consistent with a study performed in California, USA in 2005 (53) where

people who had experienced natural disasters were included. The study from California
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showed that both expected and actual performance of first aid was higher if the person had
previous education in first aid, and that first aid was performed more frequently if the person
had had training recently or repeated training. This is also supported in a study from Norway
(45) where they investigated the response from civilians before the arrival of EMS, which
showed that people with previous first aid training or people who worked in healthcare acted
in a much greater degree, than people who had no previous knowledge. Together it supports
the results and aims of this study: that an educational initiative is needed in order for civilians

to be able to respond to emergencies and MCI.

The answer to the question whether civilians are willing do to other measures than bleeding
control and CPR, is evident from this study to be: Yes, they are. Bleeding control is the
measure which has been most discussed in previous studies as an important task for civilians
to be able to perform. The importance of implication of bleeding control is e.g., stated in the
Hartford consensus (34,35,36,37), though they also talk about the overall possibility for
bystanders to act as immediate responders, and the importance of enabling civilians through
education, empowerment and access. In the UK project citizenAID (44) measures such as
initial triage, bleeding control, airway management, fracture stabilizing and management
after acid attacks are suggested as possible to be performed by civilians, even without
previous education, merely with the help of an illustrative app. In the studies from England
(3,7,8) which investigated possible preventable prehospital deaths they suggest that managing
an airway, among other first aid skills should be taught to civilians. Knowledge of these skills
among civilians is also supported in the study (45) from Norway, and in the review (46) from

1999 on recommendations for first aid skills among the public .
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Though the focus of the study was the NMK group, the results from the MK group shows that
people with previous training and knowledge also think that they would do more, if they
would have received necessary education regarding handling emergencies and disasters
beforehand. The percentage of respondents in the MK group being positive increased in all
categories after being offered necessary education, though the increase was not as high or
significant as it was in the NMK group. This probably due to more people feeling confident

in doing tasks now, with the knowledge they already have.

In this study the majority of the respondents were young. This could be due to a numbers of
reasons, which are further discussed in limitations. The question ‘to where the education
should be aimed’, and if people can learn to perform tasks at a young age, should be further
discussed. In both the WHO report (1) and an article on the importance of bleeding control
knowledge (27), which suggested that education need to start in high school at the latest, it is
stated that the education system has an important role to play in preparedness. Furthermore in
an article from Resuscitation in 2015 (54), young people were found to be more capable of
learning new skills and were more willing to perform CPR, compared to senior people, which

supports the idea that it is important to educate and train children and young people.

In the WHO report on MCI strategies and guidelines (1) it is clearly stated that all countries
should have a community preparedness, which is recommended to address education in first
aid, search and rescue and knowledge of emergency plans. This together with our survey
which shows that the Swedish civilians who responded were overall positive to acting during
emergencies and MCI should be enough for a foundation for further discussion regarding

how to achieve a civilian preparedness in Sweden.
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Strengths and Limitations

The strengths in this study firstly includes the large number of respondents (n=1234) which is
over 1000 more respondents than what was calculated to be needed. Secondly, the wide range

of questions, from all three categories: treatment, assessment and organization and logistics.

Limitations when the questionnaire was formed, include the literature search solely included
articles in English, and influences from personal experiences within the working group might
have impacted the choice of questions. The statements grade of difficulty varied, this partly
because it, in some cases, was hard to transfer all the medical terms to common Swedish
without losing the content of the statement, resulting in some sentences being long and
complex. It might also be because part of the content and context in some of the statements
are hard to understand if one never has been in contact with the subject of emergencies
before. However, in this study we tried to provide clear explanations and clarify the questions

to simplify the answering to the questionnaire.

Limitations regarding the distribution of the study is mostly due to the use of self-selection.
The choice of making a self-selection web-based questionnaire was based on time and
financial support for the study. However, in order to have a randomized sample size, other
methods would have to be used, and consequently more time and resources would be needed.
Limitations of using a self-selection questionnaire is that it is impossible to know who
decided to answer the questionnaire and who did not, and it cannot fully be compared to a
randomized sample size, even though in a lot of studies it is. In this study it can be discussed
if the people who responded already have an interest regarding civilian response to
emergencies, since they took the time to complete the survey, this can be a possible source of

bias. The sample size has a skew gender and age distribution, with more women and young.
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Though it can be discussed if one of the reasons for this is that young women might be more

willing to respond during an emergency (55).

In surveys where participants answer questionnaires, the reliability of the answers can be
discussed. In this questionnaire it can be argued that is it easy to respond positively, since it is
considered as a good thing to want to help other people. However, what disagrees with this
assumption is that the results in the harder statements or the ones which might not be in
questions for civilian education, show a lower positive percentages. It cannot be known how
true the answers in the questionnaire would reflect the acting in a real emergency situation,

that is merely a supposition

Regarding the data and statistics it can be discussed that calculations such as the McNemar-
Bowker test cannot be used due to the sample size not being randomized, although the
McNemar-Bowker test was used in this study (43) where the participants also were recruited
using self-selection and thus not a randomized sample. With this in mind, the outcome of the

test showed that there was a significant difference in all the 20 statements.

One limitation in interpreting the result on the population, might be thought to be that
statistics tests based on variables for age and gender were not made, however this was not

made due to the focus of this study being civilians as a group.

Future studies

This study has with a broad number of questions and subjects opened up for further
discussions regarding what is reasonable or not for civilians to do during emergencies and

MCI, and these results should be further discussed among experts in the subject.
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Comparative studies in other countries might provide additional insights to the impact of
educational, cultural, religious and socio-economic differences in the perception of citizens in
MCI situations. It would of course be of great interest, if possible, to measure the willingness

and outcome of civilian response in real emergencies and MCI, this however is hard to do.

There is a need for future studies to evaluate what a curriculum for civilian education should
consist of, in which ways it should be taught, when it should be taught, how will its impact on
the individuals’ knowledge be, and finally what are the costs? In Sweden, the school
curriculum allows 7-9™ grader to learn CPR and first aid. It would be interesting to
implement and evaluate an educational curriculum on the national level. The study (52)
showed that people in Sweden were most willing to prepare if it did not cost any money, took
little time, and did not demand any major commitment. This should be considered when
discussing the shape of an eventual future educational invite. In the future it is also important
to have different levels of education. Educating people who already has a lot of knowledge,

in how to act if they happen to be on the scene of emergency could potentially improve the

outcome for victims and also give the community more resources in case of MCI.

Conclusion and implementations

There is a great overall willingness to act in emergencies and MCI among civilians in
Sweden who participated in the survey, but public education and thus knowledge is missing.
The willingness to act increases significantly, in all statements in the survey, among people
with no previous medical knowledge, if they are offered necessary education. A curriculum
and guidelines for civilian preparedness needs to be investigated and stated by experts in the

subject, both in Sweden and in other countries.

42



Acknowledgements

First of all, I would like to thank everybody who helped with sharing the questionnaire, all
the participants for taking the time to respond, and my supervisor Amir Khorram-Manesh for
his guidance throughout this project. | would also like to thank Eric Carlstrom and Asa

Hogstedt for lending their expertise and being a part of the project from the beginning.

Thanks also to the statisticians, and the language advisers on Gothenburg University for their
help, Bertil Flodin for his wise reflections and for helping with the questionnaire. Thank you
to the Red Cross foundation in VGR for sharing the questionnaire. Finally, thank you Johan

for your patience and input.

43



Popularvetenskaplig sammanfattning

”Fran askadare till aktor — att mojliggora civilas agerande vid

masskadescenarion”

Forfattare: Patricia Plegas
Handledare: Amir Khorram-Manesh

Examensarbete Lékarprogrammet Sahlgrenska Akademin Goteborgsuniversitet 2019

Antalet dodsfall som sker till foljd av skador orsakade av olyckor, innan patienter har hunnit
na sjukhus ar manga. Det har visat sig att minst 40% av dessa dodsfall hade gatt att forhindra,
om askadare pa olycksplatsen hade haft en beredskap och kunskap om hur de kan agera for
att hjalpa den skadade innan professionell sjukvard ar pa plats. Enkla atgarder som att halla
en fri luftvég eller stoppa en blédning, kan vara livsavgtérande fér den skadade.
Masskadescenarion kan ha manga olika orsaker, och sker 6ver hela varlden. Naturkatastrofer,
stora trafikolyckor och socialt vald sa som terrordad, masskjutningar och hatbrott, kan alla
leda till manga skadade under en begréansad tid, vilket évervaldigar sjukvarden och leder till
katastroflage. Agerandet fran de civila pa plats under masskadescenarion blir &nnu viktigare
an vid olyckor med enstaka skadade, da tiden det tar for forsta hjalpen personalen att ta sig
till platsen okar. Trots uppmaningar fran Varldshélsoorganisationen att det ska finnas en
beredskap bland civilbefolkningen for dessa typer av handelser, sa finns det ingen sadan

beredskap eller kunskap i Sverige.

Studien genomférdes mellan september och oktober 2018 i Géteborg. En webbaserad
explorativ, sjalvrekryterande enkat distribuerades och spreds, frdmst via sociala medier.
Svenska invanare mellan 15 — 75 ar inkluderades. Malet med studien var att undersoka civilas
installning och vilja till att hjalpa till om man ar forst pa plats vid en stor olycka eller

katastrof.
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Resultatet av studien visade att det finns en stor vilja bland civilbefolkningen i Sverige att
hjélpa till vid olyckor och katastrofer, och att viljan blir annu storre, runt 90% pa manga av
fragorna om de svarande blev erbjudna lamplig utbildning utformad for civilbefolkning. Av
de 1246 som svarade pa enkaten, inkluderades 1234. Av dem sa raknades 676 till gruppen
”ingen medicinsk kunskap”. Bland dessa kunde det ses en statistisk signifikant skillnad
(p<0.001) pa alla fragor mellan de olika alternativen a och b, dér a ar: vad man skulle vara
villig att gora nu, och b &r: vad man tror att man hade varit villig att gora, efter lamplig
utbildning. Viljan att hjalpa till 6kade alltsa markant och signifikant om de svarande hade

blivit erbjudna utbildning.

Slutsatsen ar att viljan att hjéalpa till vid olyckor och masskadescenarion finns, men att
utbildning och i forlangningen kunskap saknas. Ett curriculum for vad som ska laras ut maste
tas fram av experter inom omradet. Samt att framtida studier behdver fokusera pa att
utvardera hur utbildningsplaner och traning ska se ut, hur det bast ska laras ut, och till vilka
det ska laras ut. | Sverige ar hjart- och lungraddning och forsta hjélpen en del av kursplanen i
arskurs 7-9, men vad som ingar i utbildningen ar ej faststallt nationellt eller utvérderat. En idé
kan vara att ta fram ett nationellt curriculum for vad allméanheten ska lara sig angaende
agerande vid masskadescenarion och olyckor som till en borjan kan laras ut i skolan, och

déarefter utvarderas.
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Appendices

Appendix A

2018-12-05

Vad #r Du beredd att gora vid stora olyckor eller katastrofer?

Vad &ar Du beredd att gora vid stora olyckor eller
katastrofer?

Med detta frageformular vill vi fa veta mer om vad privatpersoner &r beredda att géra om det intraffar
en svar olycka. Insatser som gors, innan blaljuspersonal anléander, kan vara av stor betydelse fér dem
som drabbats av allvarliga skador.

Denna utforskande undersdkning genomférs i samarbete med Vastra Gétalandsregionen och en
Lakarstudent vid Goteborgs universitet, for att kartiagga allmanhetens benagenhet till att agera vid
olyckor och katastrofer. Vad Du som civilperson &r beredd att géra om Du &r férst pa plats, samt om
Du tror att ditt agerande hade andrats efter genomgangen utbildning fér civilpersoner. (Det finns
ingen sadan utbildning i Sverige, och vi vet i dagslaget inte hur en sadan utbildning skulle se ut, s&
detta &r en hypotetisk fraga.)

For att delta ska Du vara mellan 15-75ar och bosatt i Sverige. Deltagandet &r frivilligt. Inga
personuppgifter sparas. °

Tack for din tid, varje bidrag ar vardefullt!
Vid fragor om undersokningen kontakta:

patricia.plegas@gmail.com
Patricia Plegas Lakarstudent Sahigrenska Akademin Géteborgs Universitet

Ansvarig Lakare:
Amir Khorram-Manesh Traumakirug Katastrofmedicinare Sahlgrenska Universitetssjukhus

* Required

UNIVERSITY OF
GOTHENBURG

Du kommer att fa ta stillning till 20 pastaenden om
hjalpinsatser vid olyckor, dar det antas att Du ar forst pa plats.

Svara pa en skala fran Haller inte alls med (1) till Haller helt
med (7).

Varje fraga har a) och b)

a) vad Du ar beredd att géra nu.

b) fors6k uppskatta vad Du tror att Du hade varit beredd att
gora om Du hade fatt utbildning utformat for civilpersoner.

https://docs.google.com/forms/d/1 gPc2KQQIwLPITOG60D_iolDSC7U2WRkoa8711.h9Kt60/edit

18
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2018-12-05 Vad éir Du beredd att gra vid stora olyckor eller katastrofer?
1. 1a. Du &r beredd att genomfdra enkla livsuppehallande atgarder pa plats efter en svar
olycka tills vardpersonalen anlander. *
Mark only one oval.
1 2 3 4 5 6 7
stammerintealls () ) ) (O (O (O (O stammerhelt
2. 1b. Som ovan om Du har fatt utbildning. *
Mark only one oval.
1 2 3 4 5 6 7
Stammer inte alls C) O Q O O O Q Stammer helt
3. 2a. Du &r beredd att'utféra Hjart- och Lungraddning. *
Mark only one oval.
1 2 3 4 5 6 7
stammerinteals ) ) ) ) (O (O () stammerhelt
4. 2b. Som ovan om Du har fatt utbildning. *
Mark only one oval.
1 2 3 4 5 6 7
Stammer inte alls Q O C) O O O O Stammer helt
5. 3a. Du dr beredd att bedéma hotande chock* och med enkla medel hantera chock. *
*Chock= ett livshotande tillstand som kan uppsta vid tex stora blédningar, eller infektioner i blodet.
Blodtrycket och blodflédet sjunker sa mycket att blodet inte kan pumpas ut normalt vilket gér att
kroppen inte far tillrackligt med syre och néring.
Mark only one oval.
1 2 3 4 5 6 7
stammerintealls () () ) (O (O ) () stammerhelt
6. 3b. Som ovan om Du har fatt utbildning. *
Mark only one oval.
1 2 3 4 5 6 7
Stammer inte alls Q C) O O O Q O Stammer helt
7. 4a. Du &r beredd att hantera en drunkningsolycka. *
Mark only one oval.
1 2 3 4 5 6 7
Stammerintealls ) ) () () (O (O () stammerhelt
https://docs.google.com/forms/d/1 gPc2KQQIwLPITOG60D_iolDSC7U2WRkoa87 1 Lh9Kt60/edit 28
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2018-12-05

10.

1.

12.

14.

Vad dr Du beredd att gora vid stora olyckor eller katastrofer?

. 4b. Som ovan om Du har fatt utbildning. *

Mark only one oval.

1 2 3 4 5 6 7
Stammer inte alls O Q O Q Q Q Q Stammer helt

5a. Du &r beredd att stoppa en blédning genom att komprimera/ligga tryckférband ver
blédningen. *
Mark only one oval.

1 2 3 4 5 6 18

stammerintealls () () (O ) (O (O () stammerhelt

5b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) ) (O (O ) () stammerhelt

6a. Du ar beredd att beddma behovet av och anvidnda hjdlpmedel for att stoppa svara
blédningar pa armar och ben. *

Tex snora ett balte runt ett blédande ben.
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) () (O (O (O () stammerhett

6b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) () ) (O (O (O stammer hett

. 7a. Du &r beredd att stabilisera skelettskador pa armar och ben. *

Tex att stabilisera en bruten arm eller ett brutet ben.
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) ) (O (O (O () stammerhett

7b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) () (O (O (O () stammer helt

https://docs.google.com/forms/d/ 1 gPc2KQQIWLPITOG60D_iolDSC7U2WRkoa87 1 Lh9Kt60/edit
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2018-12-05 Vad &ir Du beredd att gora vid stora olyckor eller katastrofer?

15. 8a. Du &r beredd att férséka bedéma risk for komplikationer vid skelettskador pa armar
och ben. Tex nér en hand inte far tillrdckligt med blodtillférsel i samband med en bruten
arm, eller att det finns nervskador. *

Mark only one oval.

1 2 3 4 5 6 7
stammerintealls ) () O O O D) () stammer helt

16. 8b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7

Stammerintealls () () O OO (D (O stammer helt

17. 9a. Du &r beredd att férséka bedéma behovet av nir en skelettskada pa arm eller ben
behdver aterféras till ritt l4ge, av sjukvardspersonal. *

Mark only one oval.
1 2 3 4 5 6 7

Stammer inte alls O D O Q Q D O Stammer helt

18. 9b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 74

Stammer inte alls D Q Q O O O Q Stémmer helt

19. 10a. Du &r beredd att vid scenarion med manga skadade personer, s.k masskadescenarion,
prioritera patienters behov av vard och evakuera patienter utan livshotande eller stora
skador fran omradet. *

Mark only one oval.
1 2 3 4 5 6 7

Stammerintealls () () O O O D () stammerhelt

20. 10b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7

Stammerintealls ) () () O O O () stammerhelt

21. 11a. Du &r beredd att férséka tillimpa principerna fér hur man stabiliserar nacke och
landrygg. *
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) ) () O O O stammernett

https://docs.google.com/forms/d/1 gPc2KQQIWLPITOG60D_iol DSC7U2WRkoa871 LhOK160/edit 418
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22.

23.

24.

25.

26.

27

28.

Vad &r Du beredd att gora vid stora olyckor eller katastrofer?

11b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7
Stammer inte alls O O O O O Q Q Stammer helt

12a. Du &dr beredd att rddda livet pa en annan person nir omstiandigheterna utgér
tvingande skal att vidta en viss atgérd, for att raidda personens liv trots att det kan
innebdra att patienten far framtida men. *

Mark only one oval.

1 2 3 4 5 6 7
Stammer inte alls Q O C) O Q Q O Stammer helt

12b. Som ovan om Du har fatt utbildning.
Mark only one oval.

1 2 3 4 5 6 7

Stdmmer inte alls Q C) Q C) Q Q Q Stammer helt

13a. Du dr beredd att hantera en nackkrage, ett hjdlpmedel som anvands for att stabilisera
nacken efter skada. *
Mark only one oval.

1 2 3 4 5 6 7

Stammer inte alls O O O C) D Q O Stdmmer helt

13b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7
Stammer inte alls Q Q O Q Q O Q Stammer helt

14a. Du &r beredd att agera och har kunskap om nar man ska stanna kvar inomhus och
gbémma sig, respektive utrymma en byggnad, tex vid en skolattack. *

Mark only one oval.
1 2 3 4 5 6 7

Stammer inte alls C) C) C) O C) Q Q Stammer helt

14b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7

stammerinteals ) C ) O O () (O () stammerhelt

https://docs.google.com/forms/d/ 1 gPc2KQQIwLPITOG60D_iolDSC7U2WRkoa87 1 LhOKt60/edit
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29.

30.

31.

32.

33.

34.

35.

Vad iir Du beredd att gora vid stora olyckor eller katastrofer?

15a. Du dr beredd att agera mot en garningsman, att géra garningsmannen inkapabel att
utféra sin gérning, vid pagaende dédligt vald, tex skolattack. *

Mark only one oval.

1 2 3 4 5 6 7

Stammer inte alls O Q O O O Q O Stammer helt

15b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7
stemmerintealls ) ) () (O (O (O () stammerhelt

16a. Omradet kring en allvarlig hdndelse delas in i livsfarliga, farliga, och relativt sakra
omraden. Du &r beredd att hjélpa till att ta hand om skadade i alla dessa omraden. *

Mark only one oval.
1 2 3 4 5 6 7

Stammerinteals ) ) (O O (O () () stammerhelt

16b. Som ovan om Du har fatt utbildning. *
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) () ) (O ) () stammerhelt

17a. Du &r beredd att bygga upp en skadeplats med tex avspérrningar, uppsamlingsplatser

och omraden fér bortférsel av skadade. *
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) (O (O (O (O () stammerhelt

17b. Som ovan om Du har fatt utbildning.
Mark only one oval.

1 2 3 4 5 6 7

stammerintealls ) ) () () (O (O () stammerhelt

18a. Du &r beredd att agera och hjélpa till vid hégrisk olyckor sasom explosioner,
kemutslédpp, brander och terror? *

Mark only one oval.
1 2 3 4 5 6 7

stammerintealls () () ) (O (O (O () stammerhelt

https://docs.google.com/forms/d/ 1 gPc2KQQIWLPITOG60D_iolDSC7U2WRkoa87 1 Lh9K60/edit
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Vad dr Du beredd att géra vid stora olyckor eller katastrofer?
36. 18b. Som ovan om Du har fatt utbildning. *
Mark only one oval.
1 2 3 4 5 6 7
stammerinteals ) O () O (O (O (O stammer helt
37. 19a. Du &r beredd att sjédlv sdkra en olycksplats/sammarbeta med personal som sékrar en
olycksplats. *
Mark only one oval.
1 2 3 4 5 6 T
stammerinteals ) C ) ) (O (O (O (O stammer helt
38. 19b. Som ovan om Du har fatt utbildning. *
Mark only one oval.
1 2 3 4 5 6 7
stammerinteals ) () () ) (O O () stammerhelt
39. 20a. Du har kunskaper om civilrdttsliga omstidndigheter och offentlig réatt i samband med
insatser vid olyckor och katastrofer. *
Mark only one oval.
1 2 3 4 5 6 7
stammerintealls ) C ) C) ) (O (O (O stammer helt
40. 20b. Du tycker det &r rimligt att Du far utbildning i detta. *
Mark only one oval.
1 2 3 4 5 6 7
stammerinteals ) ) (O O (O O (O stammerhelt
41. Synpunkter eller kommentarer pa enkéten?
Sakfragor
42. Alder? *

https://docs.google.com/forms/d/1 gPc2KQQIWLPITOG60D_iol DSC7U2WRkoa871 LhOKt60/edit
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43. Kon?
Mark only one oval.

O Kvinna
(D Man

Vad dr Du beredd att gora vid stora olyckor eller katastrofer?

44, Sysselsittning? *
Mark only one oval.

O Student
Q Arbetslos/arbetssokande
Q Yrkesarbetande

() Pensionar
() Other:

45, Student, vad studerar Du? Arbetslos, tidigare
yrke/utbildning? Yrkesarbetande, vad jobbar
du med? Pensiondr, tidigare yrke?

46. Om utbildning inom vard och hélsa -
specialitet?

47. Ar Du eller har Du varit aktivinom nagon av dessa frivillig organisationer? *
Mark only one oval.

Q Réda Korset

() swmsiivraddare

O Hemvérnet

O Annan organisation

(D NEJ

48. Om annan organisation, vilken?

TACK!

Tack for din tid, ditt bidrag ar vardefullt for att kartidgga behovet fér allménna utbildningar!

Vid fragor om undersokningen kontakta: patricia.plegas@gmail.com

Powered by
b Google Forms
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What are you willing to do in case of a major accident or disaster?

What are you willing to do in case of a major accident

or disaster?

With this questionnaire we would like to know more about what civilians are willing to do in case of
major accidents.

Efforts that are made before emergency medical services arrives, can be of great importance for
those who suffer from severe injuries.

This exploratory survey is performed in collaboration with Vastra Gétalandsregionen and a Medical
student at Gothenburg University, to investigate civilians willingness to act in accidents or disasters.
What you as a civilian are willing to do if you are first on the scene, and if you think that your way of
acting would change after going through education for civilians. (There is no such education in
Sweden right now, and at this point we do not know what the education would consist of, so this is a
hypothetical question.)

You must be between 15-75 years of age and living in Sweden to participate. Participation is
voluntary. No personaldata is saved.

Thank you for your time, every contribution is valuable!
If you have questions regarding the survey please contact:

patricia.plegas@gmail.com

Responsible Doctor:
Amir Khorram-Manesh Trauma Surgeon Disaster medicin Sahigrenska Universityhospital

* Required

UNIVERSITY OF
GOTHENBURG

You will now take a stand in 20 statements about emergency

assistance in case of accident, assuming that you are the first

one on the scene.

Answer on a scale from Totally disagree (1) to Totally agree (7).

Every question has a) and b)

a) what you are willing to do now.

b) try and estimate what you think you would be willing to do if

you would have had education for civilians.

https://docs.google.com/forms/d/1 Vd4mFjfcvLV pk6mnQKN_uB IcHvXIfaZHY PI5eV5_fXk/edit
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1. 1a. You are prepared to implement simple life sustaining actions on the scene of a severe
accident until professional healthcare arrives. *
Mark only one oval.
1 2 3 4 5 6 7
Totallydisagre () () (O O O (O (O Totally agree
2. 1b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totalydisagee () () ) (O (O (O () Totallyagree
3. 2a. You are prepared to execute Cardiopulmonary resuscitation. *
Mark only one oval.
1 2 3 4 5 6 7
Totally disagree O O Q C) O D O Totally agree
4. 2b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totallydisagree () () ) (O (O (O () Totallyagree
5. 3a. You are prepared to asses threatening shock* and by simple means handle shock. *
*Shock = a life threatening state which can occur during severe blood loss, or infections in the
blood. The blood pressure and blood flow decrease so much that the blood can not be pumped
out as normal which leads to the body not getting enough oxygen and nutrients.
Mark only one oval.
1 2 3 4 5 6 7
Totallydisagree () () () (O (O (O () Totallyagree
6. 3b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totallydisagree () () () (O (O (O () Totalyagree
7. 4a. You are prepared to handle a drowning accident. *
Mark only one oval.
1 2 3 4 5 6 7
Totally disagree Q O O Q O O Q Totally agree
https://docs.google.com/forms/d/1 Vd4mFjfevLV pk6mnQKN_uB IcHvXIfaZHY PJ5eV 5_fXk/edit 2/18
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8. 4b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totally disagree Q Q O O O Q Q Totally agree
9. 5a. You are prepared to stop a bleeding by putting direct pressure/dressing over the
bleeding. *
Mark only one oval.
1 2 3 4 5 6 7
Totally disagree O Q Q D O O Q Totally agree
10. 5b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totallydisagree () ) () (O (O (O () Totallyagree
11. 6a. You are prepared to assess the need for and use aid to stop severe bleedings on arms
and legs. *
E.g tie a belt around a bleeding leg.
Mark only one oval.
1 2 3 4 5 6 7
Totally disagree Q D O Q O Q O Totally agree
12. 6b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totally disagree Q O Q Q O O O Totally agree
13. 7a. You are prepared to stabilize bone fractures on arms and legs. *
E.g to stabilize a broken arm or a broken leg.
Mark only one oval.
1 2 3 4 5 6 7
Stammer inte alls Q O O O O O O Stémmer helt
14. 7b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 ré
Totallydisagree () () O O (O (O () Totalyagree
https://docs.google.com/forms/d/1 Vd4mFjfevLV pkémnQKN_uB IcHvXIfaZHY PJ5eV 5_fXk/edit 38
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15. 8a. You are prepared to try and assess the risk for complications due to bone fractures on
arms and legs. E.g when a hand cannot get sufficient blood flow due to a broken arm, or
weather there is nerve damage. *

Mark only one oval.
1 2 3 4 5 6 7

Totally disagree O O C) O O Q Q Totally agree

16. 8b. As above if you have had education. *
Mark only one oval.

1 2 3 4 5 6 7

Totalydisagree () () () (O (O (O () Totallyagree

17. 9a. You are prepared to try and assess the need for when a bone fracture on a arm or leg
needs to be placed in the right position, by hospital personnel. *

Mark only one oval.
1 2 3 4 5 6 7

Totallydisagree () () () (O (O (O () Totallyagree

18. 9b. As above if you have had education. *
Mark only one oval.

1 2 3 4 5 6 7

Totallydisagree () () () (O (O (O () Totallagree

19. 10a. In scenarios with a lot of injured people, s.c. mass casualty scenario. You are
prepared to prioritise patients need of care and evacuate patients without life threatening
or major injuries from the area. *

Mark only one oval.
1 2 3 4 5 6 ¢

Totalydisagree () () () (O O (O () Totallyagree

20. 10b. As above if you have had education. *
Mark only one oval.

1 2 3 4 5 6 7
Totally disagree Q O O Q Q Q Q Totally agree

2

—_

. 1a. You are prepared to use the principles to stabilize neck and lower back. *
Mark only one oval.

1 2 3 4 5 6 7

Totallydisagee () () () ) (O (O () Totalyagree

htps://docs.google.com/forms/d/1 Vd4mFjfevLV pk6mnQKN_uB IcHvXIfaZHY PJ5eV 5_fXk/edit
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22. 11b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totally disagree O O Q O Q O Q Totally agree
23. 12a. In a severe situation you are prepared to take action to save a persons life, even
though it can result in the person getting damaged for life. *
Mark only one oval.
1 2 3 4 5 6 74
Totallydisagree () () O (O (O (O () Totallyagree
24. 12b. As above if you have had education.
Mark only one oval.
1 2 3 4 5 6 T
Totally disagree Q O Q O Q O Q Totally agree
25. 13a. You are prepared to handle a cervical collar, an aid which is used to stabilize the neck
after injury. *
Mark only one oval.
1 2 3 4 5 6 7
Totally disagree Q O Q o C) O O Totally agree
26. 13b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totallydisagree () C ) C O (O (O () () Totalyagree
27. 14a. You are prepared to act and have knowledge on when to stay inside and hide or when
to evacuate a building, e.g under a school attack. *
Mark only one oval.
1 2 3 4 5 6 7
Totallydisagree () () () (O (O (O () Totalyagree
28. 14b. As above if you have had education. *
Mark only one oval.
1 2 3 4 5 6 7
Totallydisagree () () () (O (O (O () Totallyagree
https://docs.google.com/forms/d/ Vd4mFjfevLV pk6mnQKN_uB 1cHvXIfaZHY PJ5eV 5_fXk/edit 5/8

66



2018-12-05

29.

30.

31.

32.

33

34.

35.

What are you willing to do in case of a major accident or disaster?

15a. You are prepared to act against a perpetrator, and make the perpetrator incapabel of
carryng out their mission, during ongoing deathly violence, e.g a school attack. *

Mark only one oval.
1 2 3 4 5 6 7

Totally disagree O O O Q Q O O Totally agree

15b. As above if you have had education. *
Mark only one oval.

1 2 3 4 5 6 7

Totallydisagree () () () (O (O (O () Totallyagree

16a. The area around a serious event are divided into lethal, dangerous, and relatively safe

areas. You are prepared to help and take care of wounded in all those areas. *
Mark only one oval.

1 2 3 4 5 6 7

Totallydisagree () () () (O (O (O () Totalyagree

16b. As above if you have had education. *
Mark only one oval.

1 2 3 4 5 6 7

Stammerintealls () ) () O (O ) () stammerhelt

17a. You are prepared to organize the scene of an accident with e.g barrieres, collection
points and areas for discharge of the wounded. *

Mark only one oval.
1 2 3 4 5 6 7

Totally disagree Q O O O O Q Q Totally agree

17b. As above if you have had education.
Mark only one oval.

1 2 3 4 5 6 7

Totally disagree O O O O O Q O Totally agree

18a. You are prepared to act and assist at high-risk accidents like explosions, chemical
emissions, fire and terror? *

Mark only one oval.

1 2 3 4 5 6 7

Totalydisagree () C ) (O O O O () Totally agree

https://docs.google.com/forms/d/1 Vd4mFjfevLV pk6mnQKN_uB I cHvXIfaZHYPJ5¢V 5_fXk/edit
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36.

37.

38.

39.

40.

41.

What are you willing to do in case of a major accident or disaster?

18b. As above if you have had education. *
Mark only one oval.

1 2 3 4 5 6 T

Totally disagree O O Q O O O O Totally agree

19a. You are prepared to secure the place of an accident either on your own or together
with professionals. *

Mark only one oval.
1 2 3 4 5 6 7

Totallydisagree () () (O () (O (O (O Totally agree

19b. As above if you have had education. *
Mark only one oval.

1 2 3 4 5 6 7

Totallydisagree () ) ) (O (O (O (O Totally agree

20a. You have knowledge on civil law matters and public rights regarding efforts during
accidents and disasters. *

Mark only one oval.
1 2 3 4 5 6 7

Totally disagree O O C) O O O O Totally aggre

20b. You think it is reasonable that you get educated in this. *
Mark only one oval.

1 2 3 4 5 6 Yf

Totallydisagree () ) () (O (O (O (O Totally agree

Comments on the questionnaire?

Content

42.

Age? *

https://docs.google.com/forms/d/1 VddmFjfevLV pk6mnQKN_uB 1cHvXIfaZHY PJSeV 5_fXk/edit
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43. Gender?
Mark only one oval.

O Woman
Q Man

44. Occupation? *
Mark only one oval.

O Student

Q Unemployed/job-seeker
() Working

() Pensioner

() Other:

What are you willing to do in case of a major accident or disaster?

45. Student, what are you studying?
Unenployed, earlier profession/education?
Working, what do you do? Pensioner, earlier
profession?

46. If education in healthcare - which specialty?

47. Are you or have You been active in any of these volountary organisations? *
Mark only one oval.

O Red Cross

O SMSlifesaver

@ Hemvarnet

() Other organisation

Q NEJ

48. If other organisation, which?

Thank you!

Thank you for your time, your contribution is valuable to investigate the eventual need for civil
educations.

Questions regarding the survey please contact: patricia.plegas@gmail.com

Powered by
H Google Forms
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