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Background: Close to 500 people die annually from Road Traffic Collisions in Botswana. The country’s Emergency 
Medical Service is limited in capacity and coverage and greatest in the region of the capital city, Gaborone. 
Botswana Police Service officers are often first responders to the incidents and provide first aid, however the 
extent of their interventions and their experiences has not been studied. 
Methods: A questionnaire based cross-sectional survey was conducted in January 2016 on a sample of 99 officers 
on past pre-hospital care training, attitudes towards providing pre-hospital care for accident victims, the number 
of road traffic collision related deaths and injuries encountered in the last 6 months, their interventions to the 
victims and limitations encountered in providing care. 
Results: The officers self-reported attending to a median of 10 injured victims (IQR = 5 – 20) and a median of 2 
deaths (IQR = 0 – 4) in the preceding 6 months. The officers generally acknowledged their role and responsibility 
to provide pre-hospital care to the victims. Officers frequently secured accident scenes and transported injured 
victims to health facilities. They rarely performed haemorrhage control on victims, performed any airway ma-
noeuvres or splint injured limbs. The major limitations to providing care were lack of first aid supplies and 
personal protective equipment, lack of knowledge and skills to provide care and interference from onlookers at 
accident scenes. 
Conclusion: Botswana Police officers in the greater Gaborone area attend to a considerable number of traffic 
related injuries and fatalities. These results support many opportunities for educational interventions to add 
value to pre-hospital care.   

Introduction 

Deaths from trauma occur in the pre-hospital setting in countries of 
all economic levels, however Africa and the developing world have 
significantly higher burden [1,3]. Studies have demonstrated that lack 
of pre-hospital care systems contributes to death and disability in the 
region [4–6]. Trauma deaths occur as a result of airway compromise, 
respiratory failure or uncontrolled haemorrhage, all the three conditions 
can be readily treated using basic first aid measures [5]. Botswana has 
an annual average of approximately 20 000 Road Traffic Collisions 
(RTC) responsible for 450 – 550 deaths per year [7,8]. Statistical models 
by Mphela et al. indicated that increased exposure (i.e. the frequency of 
travel and distances travelled), and population growth are the leading 
causes of road fatalities in Botswana [9]. Another possible contributing 
factor could be the restricted Emergency Medical Services (EMS) in 

Botswana. Government funded EMS was initiated in 2013 and still has 
limited country coverage; private EMS providers are situated mainly in 
urban centres [10] leaving large areas of the country still without 
coverage (see appendix A). Any geographic or logistical void in Bot-
swana’s EMS coverage is frequently filled by the Botswana Police Ser-
vices (BPS) as they are still regarded as first responders in non-traumatic 
and trauma related events, even in settings where there are well estab-
lished EMS [11,12]. This study sought to establish baseline data on the 
frequency and the pattern of the interaction of the officers and RTC 
trauma victims in Botswana, as well as investigate the attitudes of BPS 
towards their role in provision of emergency pre-hospital trauma care. 
Information from this study is hoped to influence support and education 
of possible acceptable interventions for BPS in their role as first 
responders. 
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Methods 

The study was a questionnaire-based survey on a sample of 100 of-
ficers from six policing districts around the capital city Gaborone. The 
sample represented 11.3% of all officers assigned to the Traffic Branch of 
the BPS (total of 876), while the 6 policing districts selected accounted 
for 64% of all RTCs in Botswana between 2006 and 2012 [13]. The se-
lection of the officers was a convenience selection by the Head of Traffic 
Branch, without any formal randomization. The selected officers were 
sent an invitation to voluntarily participate in a two-part study where 
the initial part of the study was data collection (addressed in this pub-
lication) while the second part was a free basic prehospital training 
course offered by the researchers (to be addressed in a separate publi-
cation). The officers were free to choose to take part in any of the two 
exercises or choose neither. Those who wished to take part in the study 
were given time off their usual duties and transported to the University 
of Botswana where training and data collection was performed. Prior 
ethical clearance had been obtained from the Ethics Review Boards of 
the University of Botswana (UB) and Ministry of Health and Wellness 
(MoHW). Signed informed consent was obtained from all the partici-
pants and the head of the BPS. The study questionnaires were filled 
anonymously and individual responses to questionnaire were not shared 
with the BPS. 

Officers were given a questionnaire to explore their perceptions, 
frequency, and experiences in providing pre-hospital trauma care to RTC 
victims over the past 6 months. This questionnaire was based on the 
questionnaire used in a study by Jayawaran et al. [14] Modifications 
required by the author for the local context included exploring if in-
dividuals were squeamish at the sight of blood or hesitant to provide first 
aid to injured victims. These issues were included amongst the options as 
possible limitations to providing pre-hospital care. The questionnaire 
covered basic demographics of the officers, past first aid training (or any 
pre-hospital care training) and duration since training, past experiences, 
and limitations in providing pre-hospital care. It was administered in 
English as proficiency in English is a prerequisite for joining the BPS. 

The questionnaire had five-point agree/disagree and six-point fre-
quency Likert scale questions, structured numerical response questions 
and single word or short answer questions (app. B). The questionnaire 
was administered in January 2016 in a classroom setting by the re-
searchers. The officers had unlimited time to complete the questionnaire 
and generally completed the questionnaire in less than 30 min. The data 
from the questionnaire was then transcribed into Microsoft Excel™ 
2016. Statistical data analysis was performed using Stata™ 14 software. 
Numerical data was tested for normality using the Shapiro-Wilk test and 
median used for non-normally distributed data and mean calculated for 
normally distributed data. Manual thematic grouping was done for 
qualitative data from the single word and short answer question, and all 
data tabulated using Microsoft Excel™ 2016. 

Results 

Of the 100 invited officers, 99 (99%) opted to participate in the 
survey. 79.8% (n = 79) of the participants were male and 20.2% (n = 20) 
were females. The single officer opted out as participation was not 
compulsory. The median age of the officers was 35 years (IQR = 32 – 
42). The officers reported that they attended to a median of 10 (IQR = 5 
– 20) injured victims of RTCs in the last six months and a median of two 
deaths (IQR = 0 – 4). Seventy-eight (75.8%) of the officers had experi-
enced first aid training, and the mean number of years since training was 
9.2 years (SD +/- 6.4). Of the 78 participants who had previous training 
only 18.4% (N = 14) was within the last 3 years. 

Experience and attitudes towards provision of pre-hospital care 

Eighty-eight percent (88%) of officers ‘strongly agreed/agreed’ they 
have a responsibility to provide pre-hospital care to injured victims of 

RTC (Fig. 2). The most performed interventions were securing crash sites 
and transporting of victims to health sites. Fifty-five percent (55%) of 
the officers ‘very frequently’ or ‘frequently’ secured crash sites 
compared to 26% who ‘occasionally or rarely’ and 18% ‘very rarely’ or 
‘never’, while for transportation of victims to hospital the responses 
were 48%, 38% and 13% respectively (Fig. 1). The least performed in-
terventions were airway manoeuvres, haemorrhage control and splint-
ing where the responses were 9%, 36%, 54% and 7%, 18%, 75% and 5%, 
12%, 83% respectively when clustered as ‘very frequently/frequently’, 
‘occasionally/rarely’ and ‘very rarely/never’ (Fig. 1). 

Limitations to providing care 

The most frequently reported limitations to providing care were lack 
of equipment and PPE and lack of knowledge, where 89% and 63% 
respectively of officers ‘strongly agreed/agreed’ these were limiting 
factors. The officers indicated that they were less likely to be impeded by 
scene safety or by being squeamish at the sight of blood and injuries, or 
feeling that it was not their responsibility; 60%, 75% and 78% respec-
tively ‘disagree/strongly disagree’. The un-structured responses for 
limitations to providing care are tabulated on Table 1. The most sig-
nificant limitation (or reasons for not providing care) recorded was 
interference from spectators at the accident scene, shortage of 
manpower or that other first responders were providing medical care. 

Discussion 

Deaths and injuries encountered 

This survey indicates that the BPS self-report a considerable number 
of injuries and deaths from RTCs and provide pre-hospital care. A me-
dian of 2 deaths and 10 injuries per officer in 6 months is comparable to 
the findings in Uganda (1 – 5 deaths) although that study included non- 
RTC deaths [14]. Botswana is one of the most sparsely inhabited 
countries in Africa [15] and yet these RTC death and injury figures are 
higher than a similar Tanzanian self-reported police survey [16]. Since 
this study only reports injuries and deaths related to RTCs, it likely gave 
only a partial picture of all potential BPS encounters with deaths and 
injuries. 

Previous pre-hospital training and attitudes towards providing care 

A proportion of participants had previous training in pre-hospital 
care or first aid (75.8%) at varying times. The lack of standardisation 
and refresher courses for first aid training is not uncommon in low 
resource settings, and is unhelpful [17,18] as trainees are unlikely to 
retain skills if there are no refresher trainings. First aid skills that are not 
up to date and appropriate to their setting are unlikely to be used in 
practice and can easily be lost. 

The acceptance by the BPS that they have a role in provision of 
emergency pre-hospital care is encouraging. The acceptance by lay re-
sponders that they have a role in providing emergency care is not unique 
to BPS; In Tanzania, Lukumay et al. found 96% of the traffic police of-
ficers had a positive attitude towards providing post-crash first aid [16]. 
These findings were also echoed by Malawian community focus groups 
as described by Chokoto et al. [19]. The acceptance by lay responders 
that they have a role in providing prehospital care in emergencies will 
assist in achieving the WHO resolution WHA72.16, recommending 
strengthening both informal and formal prehospital care systems to 
promote timely care of acutely ill and injured persons [2]. 

Frequency and patterns of interventions in RTC trauma 

This cross-sectional survey also investigated the frequency and types 
of interventions in pre-hospital care of RTC trauma victims. The BPS 
secured accident scenes and transported the injured to healthcare 

M. Sebakeng and M. Cox                                                                                                                                                                                                                     



African Journal of Emergency Medicine 13 (2023) 230–234

232

facilities (55% and 48% “very frequently/frequently” respectively); The 
former is part of their training and main responsibility in the setting of a 
well-established EMS, however transporting injured victims requires 
safe extrication, safe lifting, and positioning during transportation. An 
additional challenge for the BPS is the unsuitability of their patrol ve-
hicles to transport an injured victims as indicated in their unstructured 
responses to the limitations to providing care (Table 1). A study of 
Thailand Royal Police uncovered poor knowledge amongst officers on 
handling and transportation of injured victims to the hospitals [20], 
while in another Tanzanian study, transportation to hospital by police 
officers was associated with poor outcome [21]. While it is unrealistic to 
expect the BPS to convert their patrol vehicles into ambulances, ups-
killing them in safe handling and transportation of injured victims could 
ensure that this process is safer. 

The study also found that the BPS infrequently performed any airway 
manoeuvres (jaw thrusts, chin-lift or placement in recovery position). 

Fig. 1. Experiences and Patterns of Providing Care by BPS.  

Fig. 2. Attitudes and Limitations to Providing Care.  

Table 1 
Limitations/Reasons for not Providing Care.  

Limitations/Reasons for not Providing Care (Unstructured 
Responses) 

Number of 
Responsesa 

Interference from Spectators 33 
Other First Responders Already Providing Care 18 
Manpower Shortage 18 
Lack of self-Confidence in Providing Care 6 
Concerns about Litigation 4 
Inadequate Counselling Services 3 
Fear of Causing Further Harm 2 
Unsuitable of Police Vehicles for Patient Transport 1  

a Some officers gave more than one limitation, while others gave no responses, 
therefore the total number of responses does not equate to sample size. 
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This is consistent with the findings of Lukumay et al. and Shrestha et al. 
on Tanzanian and Thai police respectively; the former found both poor 
knowledge and self-reported practice while the latter found poor 
knowledge of simple airway manoeuvres [16,20]. Recognising the need 
and then performing a low input intervention such as placing a victim in 
a recovery position may have a significant bearing on their outcomes. 
More research is recommended to explore the reasons for this low level 
of intervention in these instances. 

Haemorrhage control interventions by officers were infrequently 
reported in this study, which contrasts with other comparative studies in 
Tanzania, Thailand, and Uganda [14,16,20]. Haemorrhage and its 
related complications have negative impacts on patient outcomes but 
simple interventions such as pressure dressing can prevent haemor-
rhagic shock and its complications [5]. It is encouraging that Jayaraman 
et al. found a statistically significant improvement in the frequency of 
performing haemorrhage control amongst lay responders after a basic 
first ai d training [22]. 

The survey also indicated that officers infrequently immobilized 
injured or broken limbs. While splinting a limb usually has less bearing 
on survival compared with a compromised airway, early repositioning 
and splinting is necessary to reduce pain, prevent haemorrhage and can 
reduce risk of fat embolism in some fractures [23]. 

Limitations/reasons for not providing care 

The survey determined that the most important limitations for 
providing pre-hospital by the BPS were lack of first aid supplies, 
equipment, as well as lack of skills and knowledge of pre-hospital 
trauma care. This was comparable to the findings in Uganda, where 
the most common reported reasons for not aiding were lack of knowl-
edge and equipment [14]. In a follow up study in Uganda, the lack of 
skill and knowledge was addressed by the context-appropriate skills and 
knowledge training as well as the use of improvised supplies and 
equipment to assist in addressing the shortage of first aid supplies and 
equipment [22]. A similar approach could be used for the BPS, including 
supplementing the improvised equipment with a small first aid kit. 

The matter of interference from spectators has been described as a 
barrier to provision of pre-hospital care in Iran [24] and is likely a 
problem in other settings with developing EMS. The solution to this is 
possibly to turn these crowds into allies. This could be based on the work 
done by Sun et al. in Cape Town where lay members of the public where 
trained in a context-appropriate training in pre-hospital care skills and 
integrated into the EMS system [25]. 

Study limitations 

The small convenience sample from urban specific areas will not be 
representative of the whole BPS, leading to findings that cannot be 
generalized for the whole of Botswana. The sample was from mainly 
urban areas with the highest concentration of RTC in Botswana, so the 
experiences of sampled officers may not necessarily reflect those of the 
officers from more rural areas. Conversely, the greater Gaborone area 
has the highest concentration of EMS providers in the country [10], 
therefore an argument can be made that because of this, officers are less 
likely to administer pre-hospital medical care than their counterparts in 
outlying areas of Botswana. The questionnaire administered in this 
study is not a validated tool and had modifications by the researchers to 
suit local setting. Despite these limitations, the findings gave a 
much-needed baseline information and areas for further research on the 
nature of the interaction between the officers and injured RTC victims. 

Conclusions 

The BPS in greater Gaborone attend to a considerable number of RTC 
related trauma and deaths, reflecting the country’s still limited EMS and 
burden of RTC trauma. Intervention by officers has the potential to save 

lives but has challenges related to limited resources as well as knowledge 
and skills to provide pre-hospital care. There are opportunities to add 
value to the interventions by addressing these limitations. 

Dissemination of results 

This study was designed as a Master of Medicine (Emergency Med-
icine) Dissertation at the University of Botswana (UB). The study was 
therefore submitted and published in the University of Botswana library 
in accordance with the UB policies. The results were also shared with the 
main stakeholder, the Botswana Police Services. 
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