
R E S E A R C H Open Access

Scandinavian Journal of Trauma,
Resuscitation and Emergency Medicine

Widman et al. 
Scandinavian Journal of Trauma, Resuscitation and Emergency Medicine 
          (2026) 34:86 
https://doi.org/10.1186/s13049-026-01621-5

The role of tactical police medics in the 
prehospital environment: results from an 
interview study
Lova Widman1, Magnus Andersson Hagiwara2,3*, Felix Lindell1, Claes Wildar3 and Denise Bäckström4,5

​​*​C​o​r​r​e​s​p​o​n​d​e​n​c​e​:​​
Magnus Andersson Hagiwara
magnus.hagiwara@hb.se
1Intern, Norrbotten County Council, Gällivare, Sweden
2Centre for Prehospital Research Faculty of Caring Science, Work Life and 
Social Welfare Boras, University of Borås, Borås, Sweden

3Police Education Programme, University of Borås, Borås, Sweden
4Department of Biomedical and Clinical Sciences, Linköping University, 
Linköping, Sweden
5Department of Leadership and Command & Control, Swedish Defence 
University, Karlstad, Sweden

© The Author(s) 2026. Open Access  This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, 
sharing, adaptation, distribution and reproduction in any medium or format, as long as you give appropriate credit to the original author(s) and 
the source, provide a link to the Creative Commons licence, and indicate if changes were made. The images or other third party material in this 
article are included in the article’s Creative Commons licence, unless indicated otherwise in a credit line to the material. If material is not included 
in the article’s Creative Commons licence and your intended use is not permitted by statutory regulation or exceeds the permitted use, you will 
need to obtain permission directly from the copyright holder. To view a copy of this licence, visit ​h​t​t​​p​:​/​/​​c​r​e​​a​t​​i​v​e​c​o​m​m​o​n​s​.​o​r​g​/​l​i​c​e​n​s​e​s​/​b​y​/​4​.​0​/​​​​​.​​​​

Abstract
Background  The Swedish tactical police unit is a highly trained team specialized in managing complex situations 
and tactically demanding operations. Each tactical police group includes a designated medic who completes a 
10-week basic training program in tactical medicine, followed by various forms of additional training. The medical 
aspects of police work are strictly regulated by medical authorities, and among other restrictions, the medics’ 
authorizations apply only when providing care to fellow officers. The purpose of this study was to explore tactical 
police medics’ perceptions of their work in relation to training, competencies, tactics, and the provision of practical 
medical care.

Method  The study employed a qualitative design in which 13 medics from the tactical police unit were interviewed 
using a semi-structured interview protocol. They were asked questions about their perceived preparedness for the 
role, their training, and real-life situations in which they had acted as medics. All interviews were digitally recorded 
and transcribed verbatim. The transcripts were then coded and analysed thematically following Braun and Clarke’s 
model of thematic analysis.

Result  The results indicated that the medics were generally satisfied with their training and education in tactical 
medicine. However, there was a clear discrepancy between what they had been trained to do and the tasks they 
actually performed in their roles. They also expressed frustration about how their mission is defined by medical 
authorities, particularly the restriction that prevents them from applying their medical authorizations to injured third 
parties. Collaboration with civilian healthcare was described as inconsistent; cooperation with prehospital physicians 
was generally viewed positively, whereas the relationship with ambulance personnel was perceived as more 
challenging.

Conclusions  The tactical police medics represent a highly trained and competent group that is not being utilized 
to its full potential. They could be deployed more extensively in situations requiring tactical medical care and rescue 
operations. Achieving this would require stronger and more effective collaboration with civilian healthcare services.
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​​Background
The Swedish Special Intervention Unit (SIU), also known 
as the national tactical unit, is a specialized police force 
capable of operating in high-risk and challenging envi-
ronments [1]. In addition to the SIU, each region in Swe-
den has a Regional Tactical Unit (RTU) and the three 
largest cities have a Reinforced Tactical Unit. What dis-
tinguishes the Regional Tactical Units from the Rein-
forced Tactical Units is the training duration and certain 
capabilities. These units operate in complex and poten-
tially high-risk environments where emergency medical 
services (EMS) personnel may face threats and violence. 
The literature highlights that such risks have been docu-
mented in a variety of settings, and that efforts to build 
community relations and preventive work are empha-
sized to improve safety for all responders [2]. Similarly, 
there is a risk to the RTU personnel, as exemplified by an 
American study [3] that underscores the critical impor-
tance of timely medical intervention, reporting that 36% 
of police officers killed in the line of duty might have sur-
vived if adequate medical procedures had been admin-
istered immediately. Specialist police perform tasks in 
complex and often demanding environments with heavy 
equipment, placing them at a high risk of injuries, par-
ticularly musculoskeletal injuries, suggesting that person-
nel in tactical units such as RTUs are similarly exposed to 
significant physical occupational hazards [4].

The high-risk nature of RTU operations, combined with 
limited EMS access, underscores the need for advanced 
prehospital care available near RTU personnel. In 2016, 
an exception was therefore introduced into Swedish pre-
hospital care regulations. Although the detailed specifi-
cations remain confidential, the Swedish Police Journal 
[5] summarizes the main changes: previously, only autho-
rized healthcare personnel were permitted to administer 
medications and perform advanced medical procedures 
in prehospital settings. Under the revised regulation, 
RTU medics are permitted to provide advanced prehos-
pital care to fellow officers, thereby improving medi-
cal support in dangerous environments. However, the 
updated regulation applies solely to the treatment of col-
leagues, not civilians. According to the National Board of 
Health and Welfare, this limitation is based on the ratio-
nale that RTU medics are familiar with the physical con-
dition of their colleagues but not that of potential civilian 
patients [5]. When providing advanced prehospital inter-
ventions to individuals other than colleagues, RTU med-
ics must therefore rely on the doctrine of necessity in the 
Swedish Penal Code [6], which allows legal provisions to 
be bypassed when necessary to save lives but does not 
explicitly regulate medical interventions.

Since the regulation was updated, situations that 
restrict EMS personnel from accessing scenes have 
increased [2]. The Swedish agency for civil protection 

and preparedness (MSB) report a rise in incidents involv-
ing threats and violence directed at the Emergency Ser-
vices (EMS, rescue services, and police). Additionally, 
lethal violence against civilians in Sweden has increased 
substantially over the past decade with a 50% increase 
in penetrating trauma, primarily from stab and gunshot 
wounds [7], and the national terror threat level has been 
raised from Elevated [3] to High [4] on a five-level scale 
[8]. Consequently, it may be assumed that the number of 
dangerous situations requiring prehospital care, both for 
RTU personnel and for civilians, has also increased.

It remains unknown whether RTU medics have 
encountered situations requiring them to provide pre-
hospital care to civilians. However, similar specialized 
police units in neighboring countries have contributed to 
prehospital care during major incidents involving civil-
ian casualties [9, 10]. Furthermore, prehospital missions 
conducted by police officers are reported to be beneficial 
not only in dangerous environments but also when EMS 
units are unable to reach the scene quickly for example, 
in connection with cardiac arrest [11, 12] and in traffic 
accidents [13]. International research has also empha-
sized the role of police officers in prehospital care which 
shows that police are many times the first on the scene 
when responding to traumatic injuries and play an active 
role through scene management or, in some systems, 
patient transport [14]. Together, these findings suggest 
that RTU medics could serve as a complement to EMS 
in some situations, despite current regulatory limitations. 
Police officers arriving first at trauma scenes can shorten 
the time to hospital care by giving an early report and, in 
certain cases, by transporting the patient to the hospital 
themselves [15, 16]. Considering this, the National Board 
of Health and Welfare has called for further investiga-
tions into how RTU units (among other Blue Light Agen-
cies) contribute to prehospital care [17].

The current medical training for RTU medics is at least 
10 weeks long and has not been scientifically evaluated, 
and the extent to which their education enhances their 
medical competence remains unknown. The RTU medi-
cal basic training is entirely focused on trauma. Dur-
ing the training, participants learn basic physiology and 
pathophysiology, as well as assessment and management 
according to Prehospital Trauma Life support (PHTLS) 
[18] and Tactical Emergency Casualty Care (TECC) prin-
ciples [19]. The training includes extensive exercises and 
practice in simulated environments. In comparison with 
ambulance personnel in Sweden, the training is generally 
more extensive, as the ambulance nurse education cov-
ers many more areas. Swedish ambulance nurses per-
ceive a great need for more education and training in 
caring for patients with severe trauma [20]. There is also 
no comprehensive investigation into the types of medi-
cal missions undertaken by RTU medics. Consequently, 
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it remains unclear whether RTU medics consider their 
training sufficient. Moreover, little is known about how 
they perceive situations in which they are the only medi-
cal resources able to provide prehospital care to civilians. 
The lack of research in this area also contributes to gaps 
in the guidelines governing prehospital actions by RTU 
medics. The absence of such protocols may not only 
affect patients in need of care but may also place RTU 
medics in morally challenging situations without ade-
quate support.

The purpose of this study was to explore tactical police 
medics’ perceptions of their work in relation to train-
ing, competencies, tactics, and the provision of practical 
medical care.

Method
Design
This study employed a qualitative interview design 
using an inductive approach. The interviews were semi-
structured and included follow-up in-depth questions, 
focusing particularly on the participants’ thoughts and 
experiences. Medics from the Reinforced Regional Tac-
tical Unit in Stockholm, Malmö and Gothenburg were 
interviewed, as they operate under the same jurisdiction 
but in different geographical contexts. Thus, the collected 
material is presumed to reflect the overall situation for 
Swedish RTU medics.

Selection and participants
The main selection criterion for the study was being a 
reinforced regional tactical police officer with medical 
responsibilities within their unit. Additionally, all par-
ticipants were required to have worked as RTU med-
ics for more than six months. Participants were initially 
recruited through purposeful sampling, inviting RTU 
medics known to the research team and considered likely 
to provide valuable contacts. Subsequently, snowball 
sampling was employed to achieve sufficient breadth and 
depth among participants. This meant that all contacted 
RTU medics were asked to suggest colleagues who might 
also meet the inclusion criteria.

In total, 10 individuals were recruited through pur-
poseful sampling and 3 through snowball sampling. All 
RTU medics who agreed to participate were interviewed, 
as they met the selection criteria. In total, 13 participants 
were recruited from three Swedish metropolitan regions: 
Stockholm, Gothenburg, and Malmö. These regions dif-
fer in geographical size, population density, and socio-
economic characteristics. Stockholm represents the 
largest and most densely populated region, whereas 
Gothenburg and Malmö cover smaller but socio-demo-
graphically heterogeneous urban areas. All participants 
were male, with a mean age of 37.5 years (range: 36–49 
years). They completed police academy training between 

2010 and 2016 and RTU medical education between 
2011 and 2023. Medics from the northern regions did not 
answer invitations on participations thus limiting conclu-
sion in regard of a geographical difference.

Prior to the interviews, participants received informa-
tion about the study’s purpose, interview procedures, and 
data storage. Given the inductive approach, researchers 
did not share any assumptions about the topic before or 
during interviews. Operational managers approved par-
ticipants participation in this study.

Previous understandings among authors
The primary interviewers, LW and FL, had no prior 
knowledge of the subject or its context. Both LW and 
FL have previous experience in conducting qualitative 
analysis both through their master thesis using the same 
methodology, and through two articles not yet published. 
The author MAH, who conducted some interviews, had 
experience with qualitative interviews from several pre-
vious prehospital studies. He had also prior experience 
as an RTU medic instructor and was responsible for the 
RTU medic course. This potential bias was managed by 
conducting the first interview together with an assistant 
without such background knowledge and through group 
discussions of the interview material.

Collection of data
Initially an interview guide (see Appendix 1) was formed 
based on the study’s research questions.

 	• What is the perception of RTU medics regarding 
how often and in what types of situations they apply 
their medical skills, and how has this changed over 
time?

 	• How do RTU medics perceive the adequacy, 
relevance, and realism of their medical training 
in preparing them for real-life prehospital care 
situations?

 	• How do RTU medics experience decision-making 
and manage competing priorities during medical 
missions, and what are the emotional impacts of 
providing care during and after missions?

The guide was developed by one of the researchers draw-
ing on experience as an RTU medical instructor (MAH). 
One pilot interview was performed (later included in the 
analysis), and minor adjustments were made to the guide 
following the pilot to optimize coverage of key topics 
for the semi-structured interviews. The guide primarily 
served as a foundation for supplementary questions tai-
lored to each participant’s responses. Consequently, data 
collection was individualized rather than standardized, 
reflecting participants’ unique experiences.
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Interviews were recorded with both audio and video, 
and transcripts were produced either manually by the 
researchers or using transcription tools, followed by 
manual review and revision. After the analysis-process, 
the results were translated to English. The interviews 
lasted between 42 and 52 min, with a total interview time 
of 624 min.

Analysis
The process of analyzing the transcripts followed the 
approach described by Braun and Clarke [21]. Each tran-
script was read thoroughly to identify sentences or sec-
tions considered particularly relevant in regard of the 
aim. These segments were marked and defined as mean-
ing units. To manage the large volume of material, each 
meaning unit was condensed into a code, rewritten in 
fewer words (Fig. 1). The coding process was reviewed 
at least twice to ensure sufficient accuracy in rewriting 
meaning units. In total, the coding process resulted in 
more than 1,090 codes. Each code was assigned a unique 
numerical combination to enable traceability back to the 
original phrase.

Codes were transferred to a digital whiteboard and 
examined individually. Themes were developed by 
grouping similar sub-themes. Several sub-themes and 
some themes were later revised as new common pat-
terns emerged (Fig. 2). Thematization/sorting codes into 
themes were performed independently and subsequently 
discussed in joint meetings [21, 22].

Result
From the coding process, three themes emerged, describ-
ing the fundamental conditions influencing the medics’ 
role in the prehospital environment (Fig.  3). Personal 
conditions, organizational factors, and strategic thinking 

Prior to the interviews, contact was made with the 
managers of the RTU units to obtain permission to 
interview medics. Interviewers LW, MAH and FL com-
municated with participants via email to establish a pro-
fessional relationship and ensure trust, as confidential 
and sensitive topics were to be discussed. All interviews 
were conducted in Swedish, the native language of both 
researchers and participants. They were held via video 
calls to provide flexibility and allow rescheduling at short 
notice if needed. The interviewers held interviews from 
offices within Sweden, although the exact location of the 
participants remained un-known due to secrecy. Inter-
views were held between fall 2023 and until late spring 
2024. The analysis was performed in summer and fall 
2024. Answers from participants resulted in both in-
depth and open-stated follow-up questions sometimes 
deviating from the interview-guide, facilitating an induc-
tive collection of data. The usage of an interview guide 
was mainly as support for the interviewers as a base for 
further exploration in the areas.

Fig. 2  Illustration of the analysis process as described by Braun and Clarke. From left to right, documents are first highlighted with meaningful units, 
separated as codes. Codes are matched together in regard of common topics, forming sub-themes. Lastly, similar sub-themes are fused together result-
ing in themes

 

Fig. 1  Real example of how a meaning unit from the 9th interview was 
condensed into a code
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were identified as the foundation shaping RTU med-
ics’ prehospital work and their ability to contribute their 
expertise. Each theme comprises several sub-themes that 
further detail the conditions affecting the medics’ work.

Personal conditions suitable for RTU-medics
Feeling confident in the medical role was considered 
essential for applying the knowledge acquired through 
training. This confidence could stem from previous expe-
rience, personal attributes, or ongoing training and men-
tal preparedness. Remaining calm and secure in the role 
was perceived as enabling more rational and automatic 
actions.

Background & personality
Previous experience as response police officers or within 
the Swedish Armed Forces was considered advantageous 
for RTU medics, as both backgrounds provided relevant 
exposure to prehospital situations and injury mecha-
nisms. Several participants reported drawing on experi-
ences from earlier careers when responding to medical 
missions. Intrinsic motivation, a desire for knowledge, 
and professional maturity were also identified as qualities 
that facilitated the translation of theoretical training into 
effective practice—traits perceived as developing and 
strengthening over time.

A strong desire for knowledge characterizes every-
one within the tactical unit. Many are not content 
with just the training they’ve received, but have built 
upon it and become more confident in their roles. 
(Nr 5)

Confidence in the role
Confidence in the role was regarded as something that 
could be strengthened both individually and through 
external support. Training and mental preparedness were 
highlighted as key factors for feeling secure, as this was 
perceived strengthening instinctive behaviour and reduc-
ing the stress-level. Furthermore, effective teamwork—
captured by the notion that a chain is only as strong as its 
weakest link—was considered to enhance safety. A high 
level of knowledge was also perceived as facilitating the 
medic’s work and reducing stress.

He was shot in the head, chest, upper arm and leg. 
And there I felt that I absolutely would’ve been very 
stressed and wouldn’t known what to do if it wasn’t 
for the medical education (Nr 9)

Organizational factors limiting and facilitating being RTU-
medic
RTU medics’ ability to provide medical care was largely 
attributed to their specialized role, which enabled them 
to develop deep expertise in trauma care. This narrow 
focus was considered to support both self-directed learn-
ing and effective collaboration. Their capacity to deliver 
high-quality prehospital care depended not only on orga-
nizational factors such as training and supervision but 
also on the civilian healthcare system’s understanding of 
the medics’ competencies and limitations.

Continuous training
Continuous training was provided both internally and 
externally. Within the police organization, medics par-
ticipated in annual medical courses and training ses-
sions, complemented by internships on physician-staffed 
ambulances and in emergency departments. These 
internships were regarded as essential for gaining hands-
on experience, as internal training sometimes lacked the 
emotional and situational realism of clinical work. Over-
all, participants expressed satisfaction with both forms 
of training and emphasized the value of feedback from 
civilian healthcare professionals—particularly medically 
responsible physicians—based on real-life missions.

It’s a good structure with internships and further 
education where I look forward to it yearly as it’s 
there I enhance my skills (Nr 10)

Narrow mission
The RTU medics’ medical mission was described as nar-
row, limited to the most acute phase of trauma care—
often the first 30 min. This focused scope was considered 
essential, enabling them to maintain high proficiency 
alongside their duties as tactical police officers. It also 
facilitated sustained medical training, internships, and 
ongoing police-related education. Their specialization in 
early prehospital trauma care was viewed as a valuable 
complement to civilian EMS, whose broader role requires 

Fig. 3  Themes and sub-themes
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wide-ranging competence, while RTU medics develop 
deep expertise within a narrow, time-critical domain.

In many situations we’re better than ambulances 
on prehospital trauma-care due to that they need 
to know so much: they know how to treat kids and 
elders and everything in-between while we focus on 
deadly prehospital trauma. Then we become a bit 
better as we practice that and only think about that 
(Nr 3)

Cooperation
Cooperation with civilian healthcare—most often ambu-
lance services—was considered essential, as RTU medics 
either worked alongside ambulance personnel on scene 
or handed over care for continued prehospital manage-
ment. However, participants occasionally described 
unclear responsibilities, since RTU medics possess high 
competence but hold no formal role within the civilian 
prehospital system. Collaboration with standard ambu-
lance units was sometimes strained, whereas coopera-
tion with physician-staffed ambulances was described as 
smooth.

This perception of higher trust and understanding 
between RTU-medics and physicians, contra the med-
ics and the ambulance-personnel is exemplified by sev-
eral participants. Most state that this is due to personal 
knowledge with physicians, as RTU-medics frequently 
visit the physicians for yearly internships. According to 
the RTU-medics this result in physicians is more aware 
of the medics capabilities and limitations, thus facilitat-
ing further cooperation. Furthermore, through intern-
ship they gain personal knowledge which optimizes work 
on the field. On the contrary, the ambulance personnel 
are perceived as lacking on these areas. This both as they 
do not train with RTU-medics in the way physicians are. 
Another perspective mentioned by two medics were that 
the ambulance personnel are greater in numbers, limiting 
gaining personal knowledge, while the staff-force of phy-
sicians in their region is smaller. When working prehos-
pitally, the medics might not meet the same ambulance 
personnel again.

Participants emphasized that personal familiarity could 
change collaboration dynamics. One described having 
lectured for the EMS in his region, which led to increased 
mutual recognition. Thereafter, cooperation during pre-
hospital procedures improved noticeably, as EMS per-
sonnel had a clearer understanding of the RTU medics’ 
skills and role.

If more people within the ambulance organization 
were aware of our capability I believe that our coop-
eration would be facilitated (Nr 1)

Strategical thinking: a key aspect of being RTU-medic
Another key aspect of the RTU medics’ medical mis-
sions was their strategic thinking, reflecting principles 
of tactical medicine that differ from civilian EMS prac-
tice. This strategic dimension included knowing when to 
shift roles, as RTU medics are primarily police officers 
with police-specific training rather than full-time trauma 
providers. Their medical responsibilities were therefore 
integrated into—and continually balanced against—their 
broader operational duties.

Balancing dual responsibilities
RTU medics described their primary role as tactical 
police officers, with the medical role considered sec-
ondary. Beyond providing care, they also educated team 
members and occasionally acted as medical command-
ers, guiding stressed ambulance personnel who lacked 
experience with the injury mechanisms common in RTU 
operations.

Their medical responsibilities were perceived as 
extending to civilians, including cases of trauma, cardiac 
arrest, traffic accidents, and psychiatric emergencies. 
Treating civilians raised legal and moral dilemmas, par-
ticularly when the doctrine of necessity conflicted with 
formal regulations, creating emotional strain and poten-
tially prolonging care.

Although their medical expertise was highly special-
ized, their overall role was broad, requiring careful judg-
ment about when to act as medics and when to resume 
policing duties. This balancing act depended on the stra-
tegic conditions of each mission.

We had a traumatic cardiac arrest, knowing that the 
ambulance was on their way. We wanted to begin 
treating, but at the same time we thought ‘Should 
we really?’. The ambulance was on its way, and she’s 
almost dead anyways. Should we really begin with 
our interventions? And there that took me a minute 
until I took the decision (Nr 5)

Tactical medicine
Participants described tactical medicine as the defining 
feature of their medical missions, distinguishing their 
role from civilian EMS. Two tactical factors were con-
sidered particularly important: the limited timeframe 
and the dynamic operational environment. Although 
many expressed a desire to provide more on-scene care, 
time constraints often favoured rapid transport, with 
a “load-and-go” approach deemed more effective in 
urban settings and “stay-and-play” sometimes neces-
sary in rural areas. The unpredictable and occasionally 
threatening environment also complicated planning, 
requiring improvisation and constant prioritization of 
interventions. These tactical conditions shaped both the 
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scope of care and the overall approach to prehospital 
management.

If we weren’t there, perhaps nobody would’ve gone in. 
Even if patrolling officers would’ve gone in, although 
they’re very good, they wouldn’t have considered the 
handing over commenced ‘medical package’ on to 
the EMS. And there you see our role, having a little 
bit greater knowledge and thinking about integrating 
everything. (Nr 3)

Emotions & morals
Another aspect of their strategic thinking was recogniz-
ing that the medical mission could not always adhere to 
protocol and sometimes required ad hoc decisions driven 
by emotional and moral considerations. The restriction 
limiting advanced procedures to colleagues was fre-
quently cited as an example. Although the medics were 
aware of these regulations, some described the emo-
tional difficulty of not assisting civilians, particularly in 
situations where the tactical operation itself might have 
caused the injuries. As a result, many stated they would 
rely on the doctrine of necessity when required.

I see very few limitations when medically treating a 
civilian being harmed. There’s no one afraid of doing 
anything due to the consequences, people are rather 
glad to be on site and being able to contribute with 
one’s knowledge. It happens rather often when we’re 
out on the field. It’s a traffic accident and you seize 
the moment to go there to help, but also to get expe-
rience and to use your knowledge (Nr 9)

Conversely, many described these ad hoc decisions—
particularly those based on the doctrine of necessity—as 
moral dilemmas. Acting beyond the prescribed scope of 
practice could potentially lead to distrust from manage-
ment and, in the worst case, the loss of their medical role. 
One participant illustrated this dilemma with a traumatic 
cardiac arrest case: although he possessed the skills to 
administer fluids and perform advanced airway interven-
tions, the regulations restricted him to providing only 
CPR. The patient ultimately died.

If we steps away from the prescript from the 
National Board of Health and Welfare and if we 
harm the patient or whatever it will hit us right back 
when it goes to the Health and Social Care Inspec-
torate. Perhaps the whole police authority looses 
the medical ability then? That’s the fear. And even 
though we can claim the doctrine of necessity, it 
becomes a burden (Nr 5)

Discussion
The findings of this study highlight both the strengths 
and limitations described by medics serving in the Rein-
forced Regional Tactical Units (RTUs) in Stockholm, 
Gothenburg, and Malmö. Three overarching themes—
personal conditions, organizational factors, and strate-
gic thinking—emerged from the interviews as central to 
understanding their role in the prehospital environment. 
These themes illustrate how individual characteristics, 
organizational structures, and tactical considerations 
interact to shape the medics’ perceived ability to contrib-
ute effectively in high-risk settings. The ability to remain 
calm under pressure combined with prior experience 
from the Armed Forces or as response police officers, 
was described as crucial for effective performance. This 
aligns with previous descriptions of tactical officers being 
selected for their capacity to perform under pressure 
[23]. Research also emphasizes that resilience and stress 
management are essential traits in prehospital care [24]. 
Participants’ strong motivation for continuous learning 
further enhances adaptability in complex environments. 
These personal conditions suggest that RTU medics 
are well-prepared to handle morally and emotionally 
demanding situations, which are otherwise highlighted as 
particularly challenging in prehospital care [25].

The results illustrate that RTU medics have real-life 
experience treating civilians; however, many reported 
being limited in performing advanced medical interven-
tions due to the 2016 regulation. Nevertheless, there are 
indications that RTU medics can carry out such interven-
tions not only for colleagues but also for civilians. Most 
importantly, they described personal conditions favour-
able for these tasks, such as remaining calm under pres-
sure. Previous experience and confidence in one’s role 
were emphasized not only by participants but also by 
other healthcare professionals as critical for delivering 
high-quality care [26]. Prior studies indicate that this par-
ticular trait is especially demanding in prehospital con-
texts, underscoring that RTU medics possess personal 
conditions advantageous for the role [27, 28].

Secondly, RTU medics described organizational factors 
as fundamental to the execution of their medical mis-
sions. Working within a narrow scope was considered 
advantageous, as it allowed for specialization in contrast 
to the ambulance service, which operates under a broad 
medical mandate. Approximately 15% of all ambulance 
assignments in Sweden involve traumatic injuries, but 
only about 5% of these cases are classified as severe, con-
firming that Swedish ambulance personnel encounter rel-
atively few critically injured trauma patients annually [20, 
29]. Nevertheless, cooperation between EMS and police 
was described as inevitable for several reasons. First, 
police officers are often first on scene in incidents involv-
ing threats and violence. Second, research indicates that 
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police officers have, in some cases, transported patients 
with penetrating trauma to hospitals without significant 
differences in mortality rates [16]. Third, participants 
suggested that their specialization in trauma care could 
position them as a qualified resource when managing 
trauma patients. It should be noted that, although RTU 
medics have appropriate training in trauma care and pos-
sess other important skills that make them capable, they 
do not have the clinical experience of personnel working 
within EMS. Assessment and decision-making in trauma 
patients are challenging, and both paramedics [30] and 
prehospital physicians [31] may have shortcomings in 
the initial management despite extensive experience. For 
example, the decision to transport a patient in a police 
vehicle in order to shorten the time to surgery is complex 
and requires multiple factors to be considered such as 
the possibility of performing critical interventions dur-
ing transport, traffic safety considerations, and the abil-
ity to provide early notification to the receiving hospital 
so that they have time to assemble a trauma team, which 
often consists of personnel located in different parts of 
the hospital. At the same time, there are data suggesting 
that in cases of penetrating injuries, it may be preferable 
to transport the patient to the hospital by police or pri-
vate vehicles rather than waiting for an ambulance [32].

Despite their competence, RTU medics’ scope of prac-
tice remains narrowly defined, focusing primarily on 
acute trauma care. While this specialization supports 
high proficiency, it also creates friction with civilian 
healthcare providers, particularly ambulance personnel. 
Cooperation with physician-staffed units was described 
as smoother, likely due to greater awareness of RTU med-
ics’ training [33]. The interviews show that RTU medics 
have much closer collaboration with physician-staffed 
units. Among other things, they often accompany these 
units to enhance their competence. They do not have 
the same level of collaboration with standard ambulance 
services, which leads to a lesser mutual understanding of 
each other’s competencies. This discrepancy underscores 
the need for clearer communication and integration 
between police medics and civilian healthcare systems. 
Furthermore, reliance on internships and external train-
ing highlights the importance of continuous collabora-
tion with civilian healthcare to ensure skill development 
and mutual trust [34, 35].

The medics’ dual role as police officers and medical 
providers create unique challenges. Their tactical mind-
set, balancing rapid evacuation with on-site stabilization, 
distinguishes their practice from civilian EMS. Tactical 
medicine was described as fundamentally different due 
to the dynamic and often threatening environments in 
which missions occur, requiring improvisation, prioriti-
zation, and strategic decision-making under pressure.

However, the restrictive regulation limiting advanced 
interventions to colleagues’ places medics in moral 
dilemmas when civilians are injured. When RTU med-
ics are first on the scene where civilians are injured, 
they are currently unable to fully utilize their skills, 
such as advanced airway management, pain relief, and 
fluid therapy. Many participants reported relying on the 
doctrine of necessity to justify interventions, but this 
creates uncertainty and fear of repercussions. This ten-
sion between legal frameworks and ethical imperatives 
highlights a critical gap in current policy. The emotional 
burden of deciding whether to intervene, despite restric-
tions, was described as significant, with some fearing that 
deviation from the regulation could jeopardize the entire 
police medical function.

The study demonstrates that RTU medics often face 
situations where their expertise could benefit civilians, 
yet organizational restrictions prevent them from act-
ing fully. This not only risks patient outcomes but also 
places medics in morally challenging positions. The find-
ings suggest that the current regulation may underutilize 
a highly trained resource, particularly in contexts where 
EMS access is delayed or unsafe. This was underscored in 
the bombings in Oslo 22nd of July 2011 as it is reported 
that the police were first on scene contributing with first 
aid for victims [10]. Expanding the scope of RTU medics, 
while ensuring proper oversight, could lead to improved 
prehospital trauma care, where the competencies of RTU 
medics could complement EMS, especially in incidents 
involving tactical operations and high-risk environments.

Furthermore, threats and violence against EMS per-
sonnel have increased in recent years [36], making the 
presence of RTU medics even more critical in dangerous 
environments. Their ability to act tactically while pro-
viding trauma care positions them as an underutilized 
resource within Sweden’s prehospital system.

Further research should evaluate the outcomes of RTU 
medics’ interventions, particularly in civilian cases, to 
determine their impact on survival and morbidity. Poli-
cymakers should consider revising the regulation to allow 
broader medical authority under defined circumstances, 
supported by clear guidelines to reduce moral ambigu-
ity. Strengthening cooperation with civilian healthcare 
through joint training and awareness initiatives could 
also improve trust and efficiency in prehospital care.

Limitations
This study has several limitations that should be consid-
ered when interpreting the findings. Participants were 
RTU medics from the largest cities, and while they may 
operate in diverse geographical settings, the interviews 
did not provide sufficient detail to draw conclusions 
about regional differences, limiting transferability [37].
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The use of purposive and snowball sampling may have 
introduced selection bias, as participants with prior con-
nections to the research team or strong engagement 
in their role may have been more likely to participate. 
Video-based interviews, while practical, may have con-
strained interaction and observation of non-verbal cues, 
and the partly automated transcription process could 
have introduced minor inaccuracies.

Use of an interview protocol provided structure but 
may have limited the emergence of additional perspec-
tives; however, follow-up questions were guided by par-
ticipants’ responses, preserving the inductive approach 
[37]. Researcher influence is another consideration, as 
prior experience with RTU medic training could have 
shaped interview dynamics or analysis, though joint cod-
ing and team discussions mitigated potential bias.

Finally, findings are based on self-reported experiences. 
Concerns about organizational loyalty, potential conse-
quences, or presenting work positively may have influ-
enced responses, particularly regarding ethically complex 
or procedurally constrained situations, potentially limit-
ing openness or completeness of some accounts.

Conclusions
This study demonstrates that RTU medics’ prehospi-
tal work is shaped by the interplay of personal compe-
tence, systemic structures, and tactical demands. Their 
strong motivation, prior operational experience, and 
targeted trauma training contribute to effective perfor-
mance in high-risk environments. However, cooperation 
with civilian healthcare remains inconsistent, and cur-
rent regulations limit the medics’ ability to fully utilize 
their expertise, particularly when civilians are critically 
injured. These constraints create recurring ethical and 
operational dilemmas in time-sensitive situations.

Overall, RTU medics constitute a specialized yet unde-
rutilized resource within Sweden’s prehospital system. 
Enhancing collaboration with EMS and clarifying the 
regulatory framework could strengthen both patient 
safety and operational effectiveness.

Future research should investigate the clinical out-
comes of RTU medical interventions, assess the impact 
of existing regulatory restrictions, and explore how 
inter-organizational training can improve cooperation 
between RTU units and civilian healthcare. Research is 
also needed on the training and education of RTU med-
ics, as well as on how other prehospital providers per-
ceive collaboration with the group.
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