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Unintentional injuries are the leading cause of death for children aged 5-19
Twenty-two million children are injured each year and approximately one quarter of
these injuries occur on school premises. Schools must provide nursing services to
children who attend school, but ratios of registered nurses to students is higher than
the 1:750 recommended ratio. Current school teachers believe pre-service teachers
should be trained in emergency care in teacher training programs. Yet, no research
has been conducted to evaluate pre-service teachers’ knowledge and attitudes toward
emergency care. The purpose of the study was to investigate pre-service teachers’
knowledge of and attitude toward emergency care in the school setting. A cross
sectional group-comparison survey design was used. A 40-item questionnaire was
administered to pre-service elementary teachers at Ball State University located in
Muncie, IN. The questionnaire consisted of questions from “Emergencies in the
school setting: Are public school teachers adequately trained to respond?” and Urban
public school teachers’ attitudes and perceptions of the effectiveness of CPR and
automated external defibrillators. Sub-group comparisons were made using bivariate

and multivariate analyses of similar demographic, attitude, and knowledge questions.
Findings indicated that pre-service teachers have a positive attitude toward
emergency care, low levels of knowledge about emergency care, and a low level of
willingness to provide emergency care in schools. In addition, when comparing preservice teachers who had received emergency care training to those who did not, a
statistically significant difference was found in their knowledge about emergency
care. Emergency care training has limited influence on pre-service teachers’ attitudes
and willingness to provide care.
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Chapter One
INTRODUCTION

The focus of the current trends in health promotion and disease prevention is on
reducing risks of cardiovascular disease, physical inactivity, and tobacco use. Often,
much less is said about prevention and reduction of injuries (Brener, Burstein et al.,
2001). Together, accidental and unintentional injuries are a leading cause of death of
Americans regardless of age, race, sex, and economic status (Centers for Disease Control
and Prevention [CDC], 2001a). Additionally, injuries that do not result in death are
experienced by many individuals each year, but may result in emergency room, clinic,
and physician visits. These injuries cost Americans billions of dollars each year
(Danseco, Miller, & Spicer, 2000).
Injuries occur to 22 million children in the United States each year (Danseco,
Miller, & Spicer, 2000). An estimated 80% of elementary-aged school children will seek
treatment from school personnel with injury-related complaints in a two-year timeframe
(Danseco, Miller, & Spicer, 2000). Most injuries (intentional or unintentional), illness,
and premature death among children can be traced to health behaviors established in
childhood (Kolbe, 1990). Because of underreporting of school related injuries, the cause
and prevention strategies of school injuries have not been assessed. Furthermore, no
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comprehensive guidelines for school administrators or teachers have been developed or
implemented focusing on the problem of injuries occurring at school.
Guidelines have been established focusing on various components of health
education instruction (Allensworth & Kolbe, 1987; American School Health Association
[ASHA], 1998; Barrios, Sleet, & Mercy, 2003; Indiana State Board of Education, 2007;
Small et al., 2001; Joint Committee on National Health Education Standards [JCNHES],
2007; United States Department of Health and Human Services [USDHHS], 2000).
These guidelines have been established to be implemented at the national, state, district,
and school levels focusing on the physical, mental, social, and spiritual health of each
student.
Health education has been taught by teachers in schools at all grade levels. The
total hours of instruction declines following the fifth grade (Kann, Brener, & Welchsler,
2007). Therefore, health education instruction during teacher training programs should
be examined. If pre-service teachers are inadequately trained in emergency care during
teacher training programs, the students they teach are less likely to be interested in
emergency care (Blomquist, 1986). Instead, pre-service teachers should be role models
for students regarding emergency care in the school setting.
Emergency care provided by school health personnel is common in the school
setting. Nearly all (99%) of middle schools and high schools provided first aid services
including assistance for severe allergic reactions, choking, and serious unintentional
injuries (Kann, Brener, & Wechsler, 2007). Nonetheless, only 35.7% of schools had a
registered nurse present full-time to provide these services (Kann, Brener, & Wechsler,
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2007). Likewise, only 45.1% of schools met the one nurse to 750 student ratio
recommended by the government (Kann, Brenner & Wechsler, 2007).
Students often perceive their teachers as role models who provide a source of
influence for behaviors, namely health behaviors (Blomquist, 1986). With both parents
oftentimes working outside of the household, many students spend more hours per day
with their teachers than with their own parents (English & Duke, 1995). Many times,
children and adolescents are instilled with attitudes and behaviors at the elementary level
that will influence their health for the rest of their life (English & Duke, 1995). If the
teacher is a prominent role model during this crucial stage of development, then it is the
teachers who must attain positive attitudes and knowledge toward emergency care and
promote safety of their students (USDHHS, 2003).
Studies focusing on knowledge of and attitudes toward emergency care in the
school setting reveal many teachers believe an emergency care course should be
mandatory during teacher training (Compton, Sworr, Dunne, Welche, & Zalenski, 2003;
Gagliardi, Neighbors, Spears, Byrd, & Snarr, 1994). There are no comprehensive
guidelines to provide emergency care in teacher training programs. Each of the 50 states
were required by No Child Left Behind (NCLB) legislation to provide innovative
programs, which may have included cardiopulmonary resuscitation for teachers (United
States Department of Education [USDOE], 2002). The exact number of states requiring
cardiopulmonary resuscitation for teachers is not known, however, it was estimated
approximately half (n=24) of states provided funding for cardiopulmonary resuscitation
training and first aid training (n=26) for school teachers (CDC, 2007). Limited empirical
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data on the status of emergency care training required by university teacher preparation
programs are available. Moreover, the knowledge and attitudes of pre-service teachers
toward emergency care have not been studied.

Statement of the Problem
The problem of this study was to examine pre-service teachers’ knowledge of and
attitudes toward emergency care in the school setting.

Purpose of the Study
Pre-service teachers’ knowledge and positive attitudes toward emergency care
could be affecting the attitudes and knowledge of their students regarding emergency
care. Furthermore, teachers’ indifferent attitude and knowledge of emergency care could
be placing the students at risk for further injury if a situation needing emergency care
were to arise.
The likelihood of injuries in the school setting is evident. School health services
are often limited due to the many roles a school nurse fills. Therefore, teachers should be
adequately trained in emergency care. However, not all teachers have a positive attitude
and knowledge of emergency care (Gagliardi et al., 1994).
Previous research has focused on layperson and current school teachers’
knowledge of and attitudes toward emergency care (Anonymous, 2003; Axelsson, 2001;
Casper, Murphy, 2000; Compton, et al., 2003; Gagliardi, et al., 1994; Quan, 2003; &

5
Swor et al., 2003), but has not focused on pre-service teachers’ knowledge of and
attitudes toward emergency care.
The data obtained from this study could be utilized in several ways. First, the
information could be useful for faculty and staff responsible for creating health education
curriculum for pre-service teachers. Secondly, pre-service teachers should become more
aware of how their health behaviors can and do influence the priorities of their students in
all aspect of their lives. Knowing the knowledge and attitudes of pre-service teachers
could promote the development of one comprehensive guideline at the school, district,
state, and federal level entailing emergency care in the school setting and result in
positive trends in attitudes of future students and teachers regarding emergency care in
the school setting.
Information obtained from this study can be used by decision makers in many
ways. Decision makers, including nurses, school administrators, and school board
members, can have support focusing on the likelihood of emergency care events
occurring in the school setting. They could prepare policies for when these events occur,
and implement ways to evaluate how situations were handled. Understanding the
knowledge base and attitudes of the future teachers working in their schools could affect
how they approach further training, workshops, and professional development related to
emergency care. Furthermore, decision makers in healthcare and academic settings can
have a detailed source of information to use when considering implementation of an
emergency care program as part of pre-service teacher training programs.
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Need for the Study
The leading cause of death and disability in the United States for persons aged 144 is accidental and unintentional injuries (Heron et al., 2009). Specifically,
unintentional injuries are the leading cause of death for school-aged children aged 5-19.
Twenty-two million children are injured each year (Danseco, Miller, & Spicer, 2000) and
approximately one quarter of these injuries occur on school premises. Nearly all schools
provide emergency care services, however, not all schools have staff certified to provide
emergency care (Kann, Brener, & Wechsler, 2007). Likewise, less than half of schools
had a registered nurse present to provide services and when registered nurses are present,
their numbers exceed the 1:750 ratio reccommendation from the United States
Department of Health and Human Services (Kann, Brener, & Wechsler, 2007).
Providing emergency care has been perceived to be the responsibility of the
school nurse. However, with a shortage of school nurses and a ratio of school nurses
exceeding the 1:750 ratio established, it cannot be guaranteed that personnel adequately
trained in emergency care are ready and available to respond. Additionally, some school
nurses believe the responsibility of basic emergency care should partly belong to the
teacher (Libbus et al., 2003). Teachers are present in all classroom settings, hence would
be the first respondent in the event of an injury. Furthermore, teachers serve as role
models for students, and their attitudes toward and knowledge of emergency care can
affect students’ knowledge and attitudes. If hypotheses are supported by data collected
during this study, teacher training programs could implement emergency care courses for

7
pre-service teachers during their training programs to enhance positive attitudes and
knowledge of emergency care.

Delimitations
The study was delimited to the following:
1. The participants surveyed were 115 pre-service teachers enrolled in Health
Science (HSC) 350, Elementary School Health Program, at Ball State University
during the Spring Semester 2005.
2. The instrument used was a 40-item questionnaire modified from Gagliardi and
colleagues (1994) and Compton and colleagues (2003). Gagliardi and colleagues
measured current school teachers’ knowledge of and attitudes toward emergency
care in the school setting, and Compton and colleagues measured attitudes and
perceptions of the effectiveness of CPR in the school setting.
3. Content validity of the modified instrument was established using a jury of
experts.
4. The dependent variables of the study were pre-service teachers’ knowledge of
emergency care, attitudes toward emergency care, and willingness to perform
emergency care.
5. Data were collected from April 19, 2005 through April 21, 2005.
6. Data were analyzed using bivariate and multivariate statistics.
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Limitations
The study was limited by:
1. Subjects were not randomly selected. Instead, they were selected based on their
enrollment in the course HSC 350, Elementary School Health Program during the
Spring semester 2005.
2. The influence of HSC 350 course content over students’ knowledge and attitudes
toward emergency care was not controlled.
3. Knowledge and attitudes toward emergency care could have been affected by
variables which were not assessed in this study.

Assumptions
The study was based upon the following assumptions:
1. Participants answered questions honestly and to the best of their ability.
2. The pre-service teachers had an adequate understanding of their duties and
obligations as a teacher at the time of data collection.
3. The subjects’ responses on all tests and measurements were truthful.

Research Questions
1. To what extent have pre-service teachers received prior training in emergency
care?
2. To what extent are pre-service teachers knowledgeable of emergency care
protocols?
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3. To what extent are pre-service teachers confident in their ability to provide
emergency care in the school setting?
4. To what extent are pre-service teachers willing to act in an emergency situation?

Null Hypotheses
1. There is no significant difference in the knowledge of emergency care in the
school setting between pre-service teachers with emergency care training and
those without emergency care training.
2. There is no significant difference in attitudes toward emergency care in the school
setting between pre-service teachers with emergency care training and those
without emergency care training.
3. There is no significant difference between pre-service teachers with emergency
care training and those without emergency care training in confidence/willingness
in providing emergency care.

Definition of Terms
Automated External Defibrillator (AED) An AED is used to analyze and advise whether
a heart rhythm should be shocked.
Cardiopulmonary Resuscitation (CPR) Mixture of rescue breathing and chest
compressions for a victim who is neither breathing nor circulating blood
Emergency Care Immediate care of injury or illness, including CPR, AED use, and/or
first aid, to prevent further injury or death.
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First Aid Initial care provided to a minor injury
Injury Physical damage (including cuts, sprains, fractures) to a person’s body, causing
the body to seek homeostasis.
Pre-service teacher One who has declared education as a major, currently seeking a
bachelor’s degree from Ball State University during the Spring Semester 2005 and
teacher certification in the State of Indiana from the Indiana Professional Standards
Board upon graduation.

Chapter Two
REVIEW OF RELATED LITERATURE

Introduction
A review of literature related to emergency care and elementary educators is
presented in this chapter. For organizational purposes, the chapter is arranged into the
following topics: (a) epidemiology and treatment of childhood injuries (b) health
promotion and prevention laws, guidelines, and policies; (c) teacher training and
education, (d) attitude and perception toward emergency care, (e) importance of
emergency care in schools, and (f) summary.

Epidemiology and Treatment of Childhood Injuries
Epidemiology of Childhood Injuries
Previous research has been conducted to identify the definition and epidemiology
of injuries. An injury is an “unintentional or intentional damage to the body resulting
from acute exposure to thermal, mechanical, electrical, or chemical injury or from the
absence of such essentials as heat or oxygen” (United States Department of Health and
Human Services, 2000, p. 15-55). Intentional injuries are purposeful, while unintentional
injuries are accidental (CDC, 2001b). Common causes of unintentional injuries include
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motor vehicle accidents, drowning, poisoning, fires and burns, falls, sport related injuries,
firearm related injuries, choking, suffocation, and animal bites (CDC, 2001b; Di Scala,
Gallagher, & Schneps, 1997).
Causes and outcomes of childhood injuries in schools have been studied. Di
Scala and colleagues (1997) analyzed data related to the causes and outcomes of injuries
to children between the ages of 5 and 18 in the school setting. Data were collected from
nurse coordinators at hospitals in 30 states, Canada, and Puerto Rico as a part of the
National Pediatric Trauma Registry (NPTR) from October 1988 to October 1995. Nearly
50,000 (n= 49,540) cases were reported. Cases were excluded that included children
younger than five years old or older than 18 years old, those that involved transportation
to or from school, and those reported by a Canadian hospital. As a result, a sample of
1,558 cases was examined in the study.
The researchers analyzed demographic data in addition to injury circumstance
data (Di Scala et al., 1997). The majority of the injuries reported were unintentional
injuries caused by falls, sports, or other means (n=1,398, 89.7%). There were nine times
more unintentional injuries (n=1,398, 89.7%) than intentional/violence related injuries
(n=160, 10.3%) in schools (Di Scala et al., 1997). Overall, males (n=1,147; 73.6%)
accounted for three times as many injuries than females (n=405, 20.6%).
Of the unintentional injuries requiring hospitalization, falls (n=665, 43.0%), sport
activities (n=524, 34.0%), and assaults (n=120, 10.0%) were the primary causes (Di Scala
et al., 1997). The average hospital stay was 3.5 days, and most children (n=1,223,
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77.0%) were admitted to the hospital for less than three days. Nearly half of the children
injured in schools (n=680, 43.6%) developed physical limitations as a result of their
injuries.
Age and gender affect the epidemiology of childhood injuries. Approximately
four million school children and adolescents are injured at school per year (Danseco
Miller, & Spicer, 2000). It has been estimated that nearly one of four injuries to children
and adolescents occur on school property (Danseco et al., 2000; Schiedt et al., 1995; &
Sheps & Evans, 1987). Danseco and colleagues (2000) conducted a retrospective study
using data collected in the National Health Interview Survey (NHIS) from 1987 to 1994.
The International Classification of Diseases, 9thRevision (1980) was used to define
diagnoses. This definition included “fractures, lacerations, sprains, contusions, burns,
poisoning, and impairments caused by unintentional and violent incidents” (Danseco et
al., 2000, p. 2). A total of 3,073 injuries reported in the NHIS were included in the study.
Danseco and colleagues (2000) found males had a nonfatal injury rate of 30 per 100,000
and were more likely to be injured than females, who had a nonfatal injury rate of 20 per
100,000.
The epidemiology of childhood injuries has also been studied. Scheidt and
colleagues (1995) collected epidemiological data on childhood injuries, through the use
of a multistage probability sampling design survey. Nearly 48,000 (n=47,485)
households with a reported injury completed the interview; the response rate was 95%
(Scheidt et al., 1995). Each household with children that completed the survey was
selected to complete the Child Health Supplement sample (n=17,110). The Child Health
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Supplement summarized data related to social and economic conditions, acute and
chronic conditions, activity limitations, restrictions, and physician contact information.
The closest adult to each child was asked to specify whether the child had experienced an
injury in the previous 12 months, and the cause, location, and consequences of the injury.
A total of 2,773 injuries were reported for 2,335 of the 17,110 children included
in the survey (Scheidt et al., 1995). Scheidt and colleagues (1995) have identified an
overall injury rate of 27 injuries per 100 students. Adolescents between 14 and 17
experienced a higher rate of injury (38.7%) compared to other age groups. Nearly two
out of three children with multiple injuries were male (n=233, 67.0%). Boys between the
ages of 13 and 17 were nearly two times more likely to be injured than girls (95%, CI=
1.54, 2.21). Overall, boys had a significantly higher risk of injury (risk ratio [RR] =1.52,
95%, CI=1.37, 1.68). When the results of this study were extrapolated to the United
States population, more than 16 million children and adolescents were projected to
experience an injury in a one year period. One in five (19.0%) of the injuries in this
study reportedly took place on school grounds.
Using data collected in the Child Health Supplement, Scheidt and colleagues’
(1995) concluded injuries requiring medical attention occur in at least 25% of children
annually. One of three injuries was serious enough to warrant surgery, bed restrictions,
and loss of school or normal activity for one day or more. Scheidt and colleagues (1995)
also concluded potential injury reduction and prevention could occur by identifying risk
factors, environmental and psychosocial determinants, and other factors.
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Additional epidemiological data has been noted (Sheps & Evans, 1987). The
Vancouver (British Columbia) Health Department and the Vancouver School Board
assessed the quality of data reported by schools on accident report forms. A total of
3,033 injury reports were extracted from school files. Nearly all (n=3,009) reports were
included in the study. Sheps and Evans (1987) revealed about three (n=2.82) injuries
reported per 100 students. In elementary school, the injury rate was 2.85 per 100
students. Playgrounds accounted for the most school injuries, and falls were the most
common cause of injury. In secondary schools, 2.7 injuries were reported per 100
students. Sports related areas accounted for the highest rate of injuries, and falls were the
most common cause of injury. Sheps and Evans (1987) concluded the school should
understand the relationship between students’ behavior and the school. Understanding
the relationship between schools and students could enhance injury prevention.

Treatment of School Injuries
Injury is the most common health problem treated by school health personnel
(CDC, 2001b; USDHHS, 2001). School health services have had a vital role in treating
children with injuries and this role has changed with the development of effective
treatment strategies (Allensworth & Kolbe, 1987). Treatment of childhood injuries may
be provided by teachers, school health personnel, and medical providers.
Nearly one in three (35.7%) schools had a full-time nurse, defined as a school
nurse who works more than 30 hours per week (Kann et al., 2007). Common duties
(performed in more than 95% of schools) of school nurses included administration of first
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aid, medication, and CPR (Kann et al., 2007). Approximately half (45.1%) of schools
met the one nurse to 750 student ratio suggested (Kann et al., 2007).
Most (80%) elementary school children have visited the school nurse with an
injury related complaint (Kann, et al., 2007). However, not all children who needed
medical attention received it. Sixteen percent (n=250) of children who sustain serious
injuries, including fractures to the extremities and penetrating wounds, are sent home
rather to a medical care provider (Di Scala, Gallagher, & Schneps, 1997). In the clinical
setting, injuries account for 5.5 million children aged 5-14 who visit hospital emergency
rooms annually—equivalent to 145.7 per 1,000 persons (USDHHS, 2001). One out of
three injuries to children requires surgery, bed restriction, or loss of school time or
normal activity for one day or more (Scheidt et al., 1995).
Several factors affect the epidemiology and treatment of childhood injuries.
Injuries, particularly unintentional injuries, are very likely among school aged children in
the school setting (Di Scala, et al., 1997). Researchers have noted approximately 25% of
injuries to children occur on school property (Danseco et al., 2000; Scheidt et al., 1995;
Sheps & Evans, 1987). Most injuries in the school setting occur on playgrounds, at
sporting events, or from falling (Di Scala et al., 1997; Sheps & Evans, 1987). More
specifically, injuries are more likely to occur to students who are adolescent aged
(Scheidt et al., 1995) and male (Danseco et al., 2000; Di Scala et al., 1997; Scheidt et al.,
1995).
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Laws, Guidelines, and Polices Related to School Health Promotion and Prevention
Numerous laws, guidelines, and policies have been developed to ensure the safety
of students, teachers, and ancillary personal in schools, and a safe school environment
(USDHHS, 2001). These policies and guidelines have been developed for
implementation at the national, state, district, and school levels. Each level must work
collaboratively to ensure maximum safety of faculty, staff, students, and others who are a
part of the school setting daily (Allensworth & Kolbe, 1987).
Schools have a legal obligation to provide education services in a safe and
positive environment (United States Department of Education [USDOE], 2002). The No
Child Left Behind Act was passed to provide a safe and drug free school environment by
mandating all schools must publicly report safety statistics, including injuries and falls,
and implement effective drug and violence prevention programs. The CDC (2007)
determined schools are the only public institution with the capability of reaching nearly
all children: More than 95% (n=53,000,000) of children ages 5-17 are enrolled in schools.
As a result, the safe and positive educational environment is also ensured by the
reduction of injuries.
Many documents have been published at the national level to provide guidelines
for health education instruction. Healthy People 2010, released by the United States
government, focuses on health promotion and disease prevention and provides specific
goals and objectives related to health education (USDHHS, 2000). Forty-five goals of
Healthy People 2010 focus on injury prevention (Appendix A). Additionally, seven
specific objectives within Healthy People 2010 focused on the policy and prevention of
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unintentional injuries among children and adolescents. These objectives are outlined in
Table 1. Goal number 15-31 particularly related to injuries occurring in the school
setting as a result of sports (Di Scala et al., 1997; Sheps & Evans, 1987).
The CDC (2007) released a study entitled “School Health Policies and Programs
Study (SHPPS).” This research study provided data for state and local health education
professionals to use related to unintentional injury, violence, and suicide prevention
policies and programs. Specifically, the document included information related to a
social environment that promotes safety; a safe physical environment; health education
curriculum and instruction, safe physical education, sports, and recreational activities;
health, counseling, psychological, and social services; appropriate responses to crises;
involvement of families and communities; and staff development (CDC, 2007).

Table 1
Healthy People 2010 Goals Related to Policy & Injury Prevention among Children
and Adolescents
Number
1-3
15-6
15-15
15-18
15-24
15-29
15-31

Objective
Increase the proportion of persons appropriately counseled about
health behaviors.
(Developmental) Extend State-level child fatality review of deaths
due to external causes for children aged 14 years and under.
Reduce deaths caused by motor vehicle crashes.
Reduce nonfatal pedestrian injuries on public roads.
Increase the number of States and the District of Columbia with
laws requiring bicycle helmets for bicycle riders.
Reduce drownings.
(Developmental) Increase the proportion of public and private
schools that require use of appropriate head, face, eye, and mouth
protection for students participating in school-sponsored physical
activities.
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Many findings from the SHPPS study are related to health promotion and injury
prevention. First, policies stating that schools or districts should follow national or state
health education standards were adopted in most (74.5%) states (Kann et al., 2007).
Furthermore, 72.0% of states suggested that schools or districts follow the National
Health Education Standards specifically. The National Health Education Standards
were identified by the CDC as a resource for students, teachers, administrators, and other
stakeholders to support health enhancing behaviors (Joint Committee on National Health
Education Standards [JCNHES], 2007).
The National Health Education Standards (JCNHES, 2007) published guidelines,
intended to be used by health education professionals to advocate for quality health
education in schools, and as a result increase the prevention strategies and safety of
schools. In this document, eight health education standards are identified, with specific
performance indicators for grades 2, 5, 8, & 12. Many of these standards and
performance indicators focus on the prevention of unintentional injuries. A detailed list
of standards and performance indicators from the National Health Education Standards
related to injury prevention are outlined in Appendix B.
Prevention via education was also assessed in the SHPPS study. There was an
inconsistency among health education topics taught to school aged students. Most
(86.3%) states, districts, and schools taught only one of 14 health topics of public health
concern (Kann et al., 2007). Many of these topics are either directly or indirectly related
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to intentional or unintentional injuries among students. These health topics are outlined
in Table 2.
Fewer (60.8%) states, districts, and schools require teaching seven of the 14
health topics (Kann et al., 2007). Furthermore, even fewer (<10%) of all states, districts,
and schools require teaching of all 14 health topics in elementary school and 40% in
secondary schools (Kann et al., 2007).

Table 2
Fourteen Health Topics and Public Health Issues that Affect Morbidity and Mortality
of Youth

Alcohol- or other drug- use prevention Nutrition and dietary behavior
Asthma awareness
Other STD prevention
Emotional and mental health
Physical activity and fitness
Foodborne illness prevention
Pregnancy prevention
HIV prevention
Suicide prevention
Human sexuality
Tobacco-use prevention
Injury prevention and safety
Violence prevention
________________________________________________________________________

In grades where risky behaviors, including premarital sexual intercourse,
smoking, and violence, are more prevalent, schools provide less health education.
Overall, health education instruction decreases from kindergarten (35.8%) to 12th grade
(8.5%) (Kann et al., 2007). Health education instruction for all grade levels is illustrated
in Table 3. The SHPPS also revealed that about two thirds (67.8% of elementary, 67.1%
of secondary) of health education instruction in the school setting was conducted by a
teacher with a license, endorsement, or certification (Kann et al., 2007). Contrarily, only
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13.0% of elementary teachers and 37.2% of secondary teachers had a major, minor, or
graduate degree in health education (Kann et al., 2007). As a result, adolescents are
receiving less health education instruction.

Table 3
SHPPS Results: Health Education by Grade Level
Grade
K
1st
2nd
3rd
4th
5th
6th
7th
8th
9th
10th
11th
12th

Required Health Education (%)
35.8
44.6
43.5
47.7
50.3
60.4
52.0
53.3
49.9
34.3
25.2
12.0
8.5

Many states have identified the need for a documented, planned, and sequenced
curriculum in health education from grades kindergarten through 12. As a result states,
such as Indiana, have adopted health education standards (Indiana State Board of
Education, 2007). These health education standards are based upon National Health
Education Standards (JCNHES, 2007) and outline skills students should learn in order to
develop health literacy and attain mastery of health education standards.
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The Coordinated School Health Program (CSHP) concept was first described by
Allensworth and Kolbe (1987) to enhance the complete physical, mental and social wellbeing in the school environment. The CSHP was based on the concept that health is the
“complete physical, mental, and social wellbeing, not merely the absence of disease”
(World Health Organization, 2006, p.1). The following components must be present and
fully-functioning: comprehensive school health education; physical education; school
health services; school nutritional services; school counseling, psychological, and social
services; healthy school environment; school-site health promotion for staff; and family
and community involvement in schools (Allensworth & Kolbe, 1987; Barrios et al.,
2003). With these components effectively working together, students are safer, healthier,
and as an end result, learn more.

Relationship between Policy and Prevention
The relationship between effectiveness of policy implementation and emergency
care prevention in the school setting has not been directly studied. However, the
relationship between smoking policy and adolescent smoking has been studied (Pentz,
Brannon, Charlin, MacKinnon, & Flay, 1989). Pentz and colleagues (1989) administered
a self-report instrument and used a biochemical measure to assess the effectiveness of
smoking policy on adolescent smoking. Students in the seventh grade (n=4,807),
teachers (n=104), principals (n=21), and school secretaries (n=23) from 23 schools in Los
Angeles and San Diego were included in the study. A 109-item instrument was
administered to students to assess their smoking behavior (Pentz et al., 1989). The
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instrument measured the number of cigarettes smoked; prevalence rates during their
lifetime and previous week; attitudes; and demographics. The biochemical measure
included an expired air sample for carbon monoxide to be analyzed. Information on
smoking prevention, restrictions related to smoking, and policies was obtained from
teachers and administrators, using a 96-item instrument. Lastly, school secretaries were
interviewed with a 21-item instrument to assess the extent of which smoking was allowed
on school grounds, the length of the policy, violation consequences, and emphasis of the
policy.
T-tests were used to analyze the data. All of the 23 schools included in the data
collection process had a standard policy banning smoking on school grounds (Pentz et al.,
1989). Schools with more policies had lower prevalence rates and amounts of smoking
in the past week than school with fewer policies. Likewise, when regression analyses
were conducted on each smoking variable, a direct correlation between the extent of
emphasis on lower amounts of smoking, as self-reported, was revealed. Neither
punishment nor consequences had an effect on smoking rates.

Teacher Training and Education
There has been an inconsistency among teacher training programs across the
United States, especially in health education. Many teacher preparation programs lack
training in health education and emergency care. Most teachers receive no training in
chronic health conditions (Johnson, Lubker, & Fowler, 1988) and health instruction
(Lohrman, Gold, & Jubb, 1987) during their pre-service preparation programs.
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Researchers who administered a post-graduate survey of 286 teachers showed that 40.2%
(n=115) of teachers had not taken a formal health education course (Wiley, 1993).
Furthermore, 44.3% (n=126) had only taken one course (Wiley, 1993). In Ohio, 80%
(n=40) of colleges and universities require a health education course for elementary
education majors (Ubbes, Cottrell, & Ausherman, 1999). This required course was either
personal health (n=4) or a health education methods course (n=36). Nearly one in three
colleges and universities that offer a health education course require health educators to
complete the health education course (n=213, 31.7%) (Kittleson & DeBarr, 1991).
The significance of completing a health education course has been established.
Wiley (1993) stated teachers who took one health education course in college were more
likely to teach health education in their classroom. The health education course during
pre-service teacher training gave the pre-service teachers value, practical skills, and
resources to teach health education (Wiley, 1993).
The content of health education courses required for teacher training programs
also varies. Although the CSHP is an integral component of the education environment,
colleges and universities vary greatly when including content related to CSHPs in the
curriculum. Among colleges and universities in Ohio that offer elementary education as
a declarable major, researchers found they provided much (62%), some (15%), little
(15%), or no (9%) coverage on CSHPs (Ubbes et al., 1999). Similarly, there was
inconsistency in coverage of the National Health Education Standards: colleges and
universities reported much (22%), some (34%), little (32%), or no (12%) coverage of
these national standards (Ubbes et al., 1999). Ubbes and colleagues (1999) concluded that
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all teachers responsible for health education instruction, which typically is elementary
education teachers at the elementary level, should be adequately trained in health
education roles. Without health education, there is a lack of understanding of the
relationship between education and health and how to provide education services to
students with different ages and abilities (Ubbes et al., 1999). Goldberg and Governali
(1990) also stated the need for enhancement of health education in teacher preparation
programs. The authors declared preparation programs need to help elementary teachers
develop the background required to deliver health education utilizing models which range
from the separate subject approach to integration with existing areas (Goldberg &
Governali, 1990).
Continuing education has been shown to improve competency among teachers
related to health education. For example, Chen and colleagues (1990) researched the
perceived competency teaching following a health education workshop for teachers. The
workshop improved teachers’ perceived competency in teaching health. However, only a
few (n=75, 26.3%) teachers had ever attended a health education workshop after earning
teacher licensure (Wiley, 1993). In-service teachers did not engage in continuing
education in the health education field, primarily because they did not have the
opportunity (Theis & McAllister, 2001).

Attitude and Perception toward Emergency Care
Knowledge and attitudes toward emergency care have been evaluated in a variety
of settings, but no empirical data has been found related to the school setting. Swor and
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colleagues (2003) evaluated self-efficacy in performing and willingness to learn CPR in
an elderly population. One in three (n=201) respondents to a mail survey reported they
had a medical history of cardiovascular disease and four of ten (n=259) respondents lived
with someone with a history of cardiovascular disease, which was positively associated
with the persons’ willingness to perform CPR skills. A history of cardiovascular disease
was negatively associated with willingness to perform CPR. CPR training had been
obtained by 43.6% (n=275) of the respondents; however only 13.7% (n=32) had received
such training within the previous five years.
Knowledge and attitudes of emergency care has also been studied outside of the
school setting (Axelsson, 2001). A qualitative study of 19 rescuers who provided
emergency care found that competence was important in intervention (Axelsson, 2001).
Axelsson focused on personal factors related to emergency care in addition to physical
factors. Personal factors included courage to confront death and to deal with the victim
(Axelsson, 2001). Physical factors that could cause a layperson to hesitate to perform
emergency care included presence of vomit, alcohol, risk of infectious disease. Axelsson
concluded as context of emergency care training courses, the concept of helping
someone, and never making the situation worse should be included.
Current school teachers’ perceptions regarding health education has been studied.
Goldberg and Governali (1990) used a cross-sectional survey design using a four point
bipolar (necessary... unnecessary) scale. A convenience sample of 144 teachers from
three districts in Central New York was used for data collection. Most teachers indicate
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health education is effective (63%), worthwhile (84%), relevant (67%), practical (75%),
and informative (78%).
Contrarily, less than half indicate health education is necessary (32%) and
exciting (44%) (Goldberg & Governali, 1990). Specific content areas within health
education were also studied. Most teachers believe human growth and development
(46%); emotional health (63%); nutrition (59%); family life education (63%); alcohol,
tobacco, and other drugs (71%); and safety, first aid and survival (59%) are very
important in elementary school health education. Furthermore, the majority of teachers
believe environmental health (61%); diseases and disorders (56%); consumer health
(57%); community health (56%); and healthful lifestyles (47%) are important topics in
the health education curriculum. Several factors were identified as having an influence
on teaching health education. Time (60%) and personal beliefs about the worth of health
education (42%) directly influenced the teaching of health education. Likewise,
availability of resources (37%), guidance from the school district (38%), personal
experiences in health education (41%), administrative support (34%) and in-service
education (36%) were indicated as being important in determining the sources of health
education. Goldberg and Governali (1990) concluded that teachers are interested in
health education, but they are not properly trained in health education methodology.
Health education could more effectively and consistently be taught if elementary teachers
were prepared at the pre-service and in-service educational levels.
With continually changing legislation at both the federal and state level, the
school role related to children’s academic progress has changed dramatically. The

28
federal mandate known as Public Law 101-476, passed in 2000, mandated students with
disabilities be included in the general education setting (USDOE, 2002). Krier (1993)
conducted a survey of current school teachers and the status of medically fragile children
in their classrooms. Nearly all (91%) of teachers indicated they had contact with a
medically fragile child in their classroom (Krier, 1993). Although only 16.3% of teachers
had valid and current CPR training (Compton et al., 2003), teachers generally had a
positive perception of including children with chronic conditions into their classrooms
(Olson, Seidler, Goodman, Gaelic, & Nordgren, 2004). It has also been noted that
teacher concerns are far greater than clinical risk of medical emergencies (Olson et al.,
2004).
The attitudes of teachers toward health education and emergency care have been
studied. In general, attitudes toward health education increased with attendance at health
education workshops (Chen et al., 1990). The majority of elementary teachers
considered health education necessary (92%) and worthwhile (84%) (Goldberg &
Governali, 1990). Furthermore, teachers indicated safety, first aid, and survival were
especially important (Goldberg & Governali, 1990).
Goldberg and Governali (1990) identified the goal of health education was self
responsibility. Similarly, when teachers were engaged in the delivery of health education
instruction, a great deal of ownership and enthusiasm toward health education resulted
(Boshee, 1988). Involvement in health education was directly linked to the perceived
importance of health education (Goldberg & Governali, 1990).

29
Summary
A review of the literature showed there are concerns related to emergency care in
the school setting. Teachers who are adequately trained and prepared for emergencies of
any type are vital to the recovery of victims of injuries that occur within the school
setting. Studies have indicated that strengthening all components of the chain of survival
can be effective in reducing the amount and severity of injuries. Research supports
health education in the school setting, but most teachers do not feel adequately trained in
health education. This lack of confidence can be attributed in part to the lack of emphasis
regarding health education in pre-service training programs.
Elementary educators should provide health education. It is at the elementary
level students develop their attitudes and knowledge toward health behaviors, such as
emergency care training. Furthermore, there is evidence suggesting most injuries in the
school setting occur among adolescents. However, health education decreases at the high
school level. A direct correlation exists between health education and prevention of
injuries.
Little research is being conducted on pre-service education teachers and their
perceptions of emergencies within the school setting. Assessing the attitudes and
perceptions of pre-service education teachers would assist educators at university, state,
and national levels when structuring elementary education programs. Furthermore, it is
the attitudes and perceptions of elementary educators that will lead to a willingness and
positive attitude of students of all ages toward obtaining emergency care certification.

Chapter Three
METHODS & PROCEDURES

Introduction
The problem of this study was to examine pre-service teachers’ knowledge of and
attitudes toward emergency care in the school setting. The following sections are
discussed in this chapter: (a) design of the study, (b) arrangements for conducting the
study, (c) selection of subjects, (d) instrumentation, (e) data collection, and (f) data
analysis.

Design of the Study
The design used in this study was a cross sectional survey design. A survey was
used to measure knowledge of and attitudes toward emergency care in the school setting
among pre-service educators. A cross-sectional survey design was used to (a) fulfill the
researcher’s interest in measuring Ball State University pre-service teachers knowledge
of and attitudes toward emergency care, (b) to gather data at one point in time during the
Spring Semester 2005, and (c) to allow for sub-group comparisons of data.
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Arrangements for Conducting the Study
The study was conducted at Ball State University, Muncie, Indiana. Approval of
the design and methods used in this study was obtained from the University’s
Institutional Review Board (IRB) (Appendix D). An extension was later granted from
the University’s Institutional Review Board (IRB) to continue the study (Appendix E).
Permission was obtained from three HSC 350: Elementary School Health Program
instructors to administer the instrument to students enrolled during the Spring Semester
2005. A total of three sections of HSC 350 were used for data collection.

Selection of Subjects
Students enrolled in HSC 350: Elementary School Health Program during the
Spring Semester 2005 composed the non-probability convenience sample used in this
study. The subjects were chosen because they were believed to be a representative
sample of Ball State University (BSU) pre-service teachers. Specifically, HSC 350:
Elementary School Health Program is a requirement for all elementary education majors
at Ball State University. HSC 350: Elementary School Health Program serves to teach
students the “school’s role in promoting health and preventing disease among preschool
and elementary school children… focuses on the school health program (instruction,
services, and environment), community resources, and health problems common to
school children” (BSU, 2003, p. 354).
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Instrumentation
The instrument used in this study was a modification of instruments created by
Gagliardi and colleagues (1994) and Compton and colleagues (2003). Gagliardi and
colleagues’ (1994) study focused on determining the extent of training and emergency
care knowledge of current public school teachers in Midwestern states and to assess
injury and illness where the teacher is likely to be the first to respond. Gagliardi was
contacted and permission was granted to use a modified instrument (see Appendix F).
Gagliardi expressed concern the instrument needed to be modified to reflect the change in
standards of emergency care since 1994 (M. Gagliardi, personal communication,
November 11, 2003).
Compton and colleagues’ (2003) instrument measured public school teachers’
attitudes and perceptions of the effectiveness of CPR. Dr. Scott Compton from the
Department of Emergency Medicine at Wayne State University in Detroit, Michigan was
contacted regarding the instrument. Dr. Compton emailed a copy of his instrument used
in this study and permission was granted to use a modified form of his instrument
(Appendix G).
Three changes were made from the original instruments used by Gagliardi and
colleagues (1994) and Compton and colleagues (2003) to accommodate pre-service
teachers in this study. These three changes are shown in Appendix H.
The modified instrument consisted of 39 items. Nine items were demographic in
nature, five items measured attitudes toward emergency care in the school setting on a
Likert scale (1= strongly agree to 5= strongly disagree), nine items measured confidence
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in providing emergency care/willingness to provide emergency care in the school setting
(yes or no), and 16 items focused on knowledge of emergency care skills. Responses to
the instrument were to be filled out on blue number five Scantron sheets.

Validity and Reliability
Reliability of the instrument used by Gagliardi and colleagues (1994) had
previously been established. The Kuder-Richardson formula established a .82 reliability
coefficient. Likewise, reliability of the instrument used by Compton and colleagues
(2003) was established. Reliability results are shown in Figure 1.
A jury of experts was used to establish content validity of the modified items on
the instrument. Both qualitative and quantitative procedures, as outlined by McKenzie,
Wood, Kotecki, Clark and Brey (1999), were used to establish content validity of the
three additional emergency care items. Mimicking previous procedures by Gagliardi and
colleagues (1994), a jury of emergency care providers including CPR instructors and
emergency care providers was used to establish content validity of the modified
instrument.

Duties of Jurors
Based on the previous criteria, seven individuals were invited to establish content
validity of the one modified item on the instrument and the two additional items on the
instrument. Of those invited to participate, all seven (listed in Appendix J) agreed to
Figure 1: Reliability Results
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Note. From “Urban public school teachers’ attitudes and perceptions of the effectiveness of CPR and automated external
defibrillators,” by S. R. Compton, R. A. Dunne, R. D. Welch and R. J. Zalenski, 2003, American Journal of Health Education, 34, p.
188. © Copyright 2003 by S. R. Compton, R. A. Dunne, R. D. Welch and R. J. Zalenski. Used with permission from the author and in
accordance with Section 107, Fair Use, of the Copyright Law, Title 17 of the United States Code.

participate in the two step review process. Upon agreement to participate, the jurors were
sent a packet of materials outlining their duties. This packet included: (a) cover letter, (b)
draft instrument, and (c) a rating sheet (see Appendices J-L). The duties of the jurors
were two-fold: (a) to indicate whether the item was necessary and if so, stated clearly
and (b) to write comments or suggestions about (1) each item, (2) item(s) that should be
added, and/or (3) the entire instrument.
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After collecting and reviewing the jurors’ comments, necessary changes were
made to the draft instrument. Within the three items on the draft instrument, a total of
two changes were made. The jury agreed wording was awkward in item #33 and item
#34 should to be changed to reflect current emergency care standards.
Changes were made to the draft instrument on item #33 and #34. After the draft
instrument was revised, the new instrument was sent to the jurors for a quantitative
review. Like the first review, six jurors participated in this second review. Each juror
was sent a second packet containing (a) a cover letter with instructions (Appendix M) and
(b) a quantitative review form of knowledge based items (Appendix N). Each juror was
asked to finalize the content validity process by determining if each item was “essential,”
“useful but not essential,” or “not necessary” on the quantitative review form.
Upon receipt of the juror packets, the ratings from the jurors for each item were
totaled and used to calculate the content validity ratio (CVR). The CVR was calculated
with steps outlined by McKenzie and colleagues (1999). A content validity ratio of 1.0
(p<0.05) was calculated for both items. Because of the level of significance (p<.05), it
was necessary to include items #33 and #34 in the final instrument.
One demographic item was added to reflect the pre-service education population.
Item #6 “I have covered emergency care (first aid, CPR, and AED use) in the course this
instrument is being administered” was added. This item was included to determine
whether content of the HSC 350 course would affect the results of the study. After this
quantitative review process was completed, the instrument determined to have content
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validity and was ready for a pilot study. Based on this information, the final draft
instrument contained 40 items.

Pilot Study
To ensure the revised instrument served its intended purpose, to establish
reliability of the instrument, and to determine the data collection procedures would work,
a pilot study was conducted. The pilot study was performed on April 19, 2005 using Ball
State University students enrolled in HSC 350 section 012 under the instruction of Dr.
Denise Seabert. The purpose of the pilot study was to assess whether any flaws would be
present within the data collection process.
The following results were obtained from the pilot study. First, the instrument
took between 15 and 20 minutes to administer. Secondly, two changes needed to be
made to the draft instrument. The first change occurred on item #1, in which age 23 was
omitted from the answer choices. The second change that took place was regarding item
#5. Clarification was made to indicate if participants do not intend to teach, they should
leave the item blank. It was determined with these changes from the pilot study, the
instrument was ready for the data collection process.

Final Instrument
Results obtained from the data collection process were used to calculate a total
knowledge, attitude, and confidence score for each respondent. Items one through ten of
the final instrument (see Appendix O) were used to collect demographic information for
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the population. Items 11-15 were used to calculate a total attitude score for each
respondent. Attitude scores ranged from zero, or a negative attitude, to five, or a positive
attitude. Likewise, items 16-24 were used to calculate a total confidence, or willingness,
score. Confidence scores ranged from least confident, represented by a one, to most
confident, represented by a nine. Similarly, responses to items 25-40 were used to
calculate a total knowledge score. Zero represented the least knowledge score, and 16
represented the highest knowledge score.

Data Collection
The 40-item questionnaire was administered during class time. The following
procedures were used for data collection:
a. A consent form was read aloud to the subjects stating if the subjects filled out and
returned the instrument they were consenting to participate (Appendix P).
b. Verbal instructions for filling out the instrument (see Appendix P) were read to
the subjects prior to the subjects’ receiving the instrument.
c. Contact information for the Ball State Institutional Review Board, the primary
investigator, and the committee chairperson for this study was provided to
participants.
d. The following items were distributed to participants:
1. Cover sheet that included the verbal instructions intended to be kept by the
participants if they had items regarding the research project (Appendix Q),
2. A 40-item instrument (Appendix N), and
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3. A blue 5 Scantron sheet.
e. Participants were granted 15-20 minutes to answer items on the instrument.
f. Upon completion of the instrument, participants were asked to:
1. Place their Scantron sheet in a manila envelope located at the front of the
classroom to maintain anonymity,
2. Return their instrument to the table located in the front of the classroom,
3. If they were not electing to keep their cover sheet, return it on the table
located in the front of the classroom.
g. Each subject was thanked for their participation in the study.
h. Scantron sheets were checked for missing, incomplete, or mismarked results.

Data Analysis
The useable raw data from the completed instruments were taken to Ball State
University’s Computing Services to be processed using SPSS version 11.0 (Norusis,
2002). Frequencies were obtained for all items on the instrument. Furthermore,
descriptive statistics, cross tabulations, and t-tests were calculated. Analyses were
completed to determine if test score differences were influenced by age or previous
educational or emergency care occupations. Scores were used to determine whether a
significant difference between groups based on age and prior emergency care training
existed. Further analysis was conducted to compare students who had received
emergency care material in HSC 350: Elementary School Health Program course and
those who had not received course content.

Chapter Four
RESULTS OF THE STUDY

Analysis of Data
The problem of this study was to examine pre-service teachers’ knowledge of and
attitudes toward emergency care in the school setting. This chapter presents the results
and discussion associated with the research questions and null hypotheses presented. The
sections included are: (a) description of participants, (b) description of participants’
knowledge and attitudes toward emergency care, (c) research questions, (d) null
hypotheses, (e) discussion of findings, and (f) discussion of limitations.

Description of Participants
The population of this study included Ball State University students enrolled in
HSC 350: Elementary School Health Program during the Spring Semester 2005. Onehundred-fifteen (115) of the 139 students enrolled in HSC 350 sections 001, 012, and 013
were present and completed the instrument on the day data were collected. A response
rate of 82.73% was achieved.
Demographic data were obtained from items 1-10 on the instrument. The
demographic data are presented in Table 4. Eight responses to question number three
regarding major were excluded because they were either missing or mismarked.
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Table 4
Demographic Characteristics of Study Population
Gender

Male
n

%

n

%

15

13.0

100

87.0

Age

Major

Intended Grade

19-23

24-28

n

%

n

%

112

97.4

3

2.6

Preschool

Elementary

Other

n

%

n

%

n

%

9

8.4

97

90.7

1

0.9

PreK - K

1-5

6-8

9 - 12

n

%

n

%

n

%

n

%

13

11.5

46

40.7

52

45.2

2

1.8

Miscellaneous

Previous
Employment

Female

Yes

No

n

%

n

%

113

99.1

1

0.9

Continue as Education Major

84

75.7

27

23.5

Previous Emergency Care Training

77

67.5

37

32.2

Emergency Care in HSC 350

CPR
Instructor

Paramedic/
EMT

Lifeguard

Nurse/
Assistant

Other

n

%

n

%

n

%

n

%

n

%

2

2.7

5

6.8

14

19.2

1

1.4

51

69.9
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Most study participants intend to teach grades 6-8 (n=52, 46.0%), whereas fewer
indicated their intentions to teach grades 1-5 (n=46, 40.7%), preschool (n=13, 11.3%), or
high school (n=2, 1.7%). Two thirds (n=77, 67.5%) of students had covered some form
of emergency care in HSC 350: Elementary School Health Program. Of the total 115
respondents, 73 (63.5%) had held a job that required emergency care training. Likewise,
84 (75.7%) respondents indicated they had had some form of emergency care training,
which occurred within the past two years (n=39, 46.4%). This training was most often
provided by the American Red Cross (n=42, 53.8%).

Description of Participants’ Knowledge and Attitudes Toward Emergency Care
Attitudes Toward Emergency Care in the School Setting
Pre-service teachers’ knowledge of and attitudes toward emergency care was a
factor that was analyzed throughout this study. The results of pre-service teachers’
attitudes are found in Table 5.
Participants’ attitudes toward emergency care were measured by their responses
to items 11-24. Items 11-15 were measured using a five-point Likert scale. As Table 5
reports, the most frequently chosen response indicated most participants agreed they were
prepared to deal with emergencies in the school setting (n= 42, 36.8%). More than half
of the respondents agreed emergency care in the school setting should be included in
teacher education programs (n=63, 54.8%), most strongly agreed schools should have
staff members trained in emergency care (n=93, 80.9%), and they would attempt to
provide emergency care if a person collapsed (n=43, 37.1%). The largest proportion of
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Table 5
Pre-service Teachers’ Attitudes Toward Emergency Care
Confidence
Strongly
Disagree

Disagree

Not Sure

Strongly
Agree

Agree

n

%

n

%

n

%

n

%

n

%

Item 11

2

1.8

15

13.0

37

32.2

42

36.8

18

15.7

Item 12

0

0.0

3

2.6

9

7.8

40

34.8

63

54.8

Item 13

1

0.9

1

0.9

0

0.0

20

17.4

93

80.9

Item 14

2

1.8

12

10.4

53

46.5

31

27.2

16

14.0

Item 15

3

2.6

5

4.3

23

20.0

41

35.7

43

37.1

Item 11: I feel I am adequately prepared to deal with medical emergencies (playground emergencies,
chronic illnesses, a student who has collapsed) in the school setting.
Item 12: I feel emergency care (CPR, first aid, and AED training) with some emphasis on school related
emergencies should be required in teacher education programs.
Item 13: I feel each school should have staff members trained in emergency care.
Item 14: Schools should purchase Automated External Defibrillators (AED) (~$3000 each) with public
funds.
Item 15: If a person at my school collapsed, I would attempt to provide emergency care.

participants (n=53, 46.5%) were uncertain whether AEDs (automated external
defibrillators) should be purchased with public funds by schools.
Attitudes toward emergency care in the school setting were also evaluated using
questions 16-24, focusing on confidence of emergency care and willingness to provide
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emergency care in the school setting. Participants’ responses to items 16-24 are found in
Table 6.

Table 6
Pre-service Teachers’ Knowledge of Emergency Care
Confidence
Yes

No
n

Yes
%

n

No

n

%

%

n

%

Item 16

109

94.8

6

5.2

Item 21

71

62.3

43

37.7

Item 17

79

69.3

35

30.7

Item 22

61

53.5

53

46.5

Item 18

50

44.6

62

55.4

Item 23

96

83.5

19

16.5

Item 19

99

86.1

16

13.9

Item 24

84

74.3

29

25.7

Item 20

89

78.8

24

21.2

Item 16: Would you be willing to take a free emergency care course if offered?
Item 17: Are you concerned with legal repercussions when performing emergency care on a student?
Item 18: Are you concerned with contracting a disease when performing emergency care on a student?
Item 19: Are you concerned about performing emergency care correctly when performing on a student?
Item 20: Are you concerned about hurting a student when performing emergency care on the student?
Item 21: Are you concerned about legal repercussions when performing emergency care on a coworker?
Item 22: Are you concerned with contracting a disease when performing emergency care on a coworker?
Item 23: Are you concerned about performing emergency care correctly when performing on a coworker?
Item 24: Are you concerned about hurting a coworker when performing emergency care on the coworker?
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Nearly all respondents (94.8%) indicated they would be willing to take an
emergency care course if offered. Barriers to performing emergency care on students
include concerns regarding potential legal repercussions (69.3%), contracting a disease
(44.6%), performing the correct procedure (86.1%), and hurting a student (78.8%).
Fifty-five (55.4) percent of respondents indicated they were not concerned with
contracting a disease when providing emergency care on a student. Results indicated
legal repercussions (62.3%), contracting a disease (53.5%), proper technique concerns
(83.5%), and injuring the coworker (74.3%) were all concerns of pre-service teachers in
the event they need to provide emergency care on a coworker.

Knowledge of Emergency Care in the School Setting
Fifteen scenario-based items were included in the instrument to assess knowledge
of pre-service teachers toward emergency care in the school setting. Each scenario was
posed, followed by five answer choices including a “not certain” response. Results to
these items are illustrated in Table 7.
These scenario-based items included unconsciousness, drug overdose,
convulsions, respiratory distress, lacerations, and heat related emergencies. Ten of the 16
knowledge questions were either incorrectly answered, or answered with uncertainty by
more than half of the participants. These items included the following scenarios: head
injuries, choking, lacerations, seizures, CPR and AED techniques, and diabetes. Based
on this information, most participants are not able to successfully complete a knowledge
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based test on emergency care as it is related to the school setting. These results are
included in Table 7.
Participants’ knowledge of emergency care was measured by their responses to
items 25-40. Items 25-40 were scenario-based items, followed by five responses. The
five responses included a correct response, three incorrect responses, and a not certain
response. Six of the 16 knowledge questions were answered correctly by the majority of
the participants. The results of the knowledge items are reported in Table 7.

Table 7
Pre-service Teachers’ Knowledge of Emergency Care
Knowledge
Correct

Incorrect

Correct

Incorrect

n

n

n

n

%

%

%

%

Item 25

34

29.9

81

70.4

Item 33

56

48.7

59

51.3

Item 26

72

62.6

43

37.4

Item 34

72

62.6

43

37.4

Item 27

21

18.3

94

81.7

Item 35

19

16.5

96

83.5

Item 28

50

43.5

65

56.5

Item 36

69

60.0

46

40

Item 29

18

15.7

97

84.3

Item 37

69

60.0

46

40

Item 30

89

77.4

26

22.6

Item 38

7

6.1

108

93.9

Item 31

94

81.7

21

18.3

Item 39

9

7.8

106

92.2

Item 32

26

22.6

89

77.4

Item 40

10

8.7

105

91.3
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Research Questions
Research Question #1: To what extent have pre-service teachers received prior
training in emergency care? Based on the results of this study, most (75.7%) pre-service
teachers have received some form of emergency care training. The extent of this training
was varied. Two thirds (67.5%) of pre-service teachers had received emergency care
training to some degree in HSC 350: Emergency School Health Program, the course in
which this instrument was administered. The degree to which emergency care
procedures were discussed in HSC 350: Emergency School Health Program did not
exceed one hour of instructional time. Additionally, some pre-service education students
(n=73, 63.5%) were previously employed as a cardiopulmonary resuscitation (CPR)
instructor (2.7%), paramedic or emergency care technician (EMT) (6.8%), lifeguard
(19.2%), nurse or nurse assistant (1.4%) or another occupation which commonly require
emergency care certification (69.9%).
A total of 84 respondents (75.7%) indicated they had previously obtained some
form of emergency care training. The time lapse between administration of the
instrument and emergency care training varied from less than two years ago (46.4%), two
to three years ago (22.6%), to greater than three years ago (21.7%). Based upon the
statistics obtained in this study, most pre-service teachers were exposed to emergency
care, primarily through a previous occupation. The extent of training obtained and time
lapsed since training varied, again, dependent on the previous occupation.
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Research Question #2: To what extent are pre-service teachers knowledgeable of
emergency care protocols? Results for items 25-40 were used to calculate a total
knowledge score for each respondent. A score of zero represented the least knowledge
and a score of 16 represented the most knowledge. Respondents’ scores ranged from
zero to 12. Table 8 represents participants’ knowledge scores.

Table 8
Pre-service Teachers’ Emergency Care Knowledge Scores
Knowledge Score
Total
Correct

0

1

2

3

4

5

6

7

8

9

10

11

12

n

4

4

2

3

15

13

16

21

19

8

5

4

1

%

3.5

3.5

1.7

2.6

13

11.3

13.9

18.3

16.5

7

4.3

3.5

0.9

The range of total knowledge scores was 0-12. Four respondents scored zero
(3.5%) and one respondent scored 12 (0.9%). Most respondents scored four (13.0%),
five (11.3%), six (13.9%), seven (18.3%), or eight (16.5%). The mean score for
participants’ knowledge of emergency care was 6.22, with a standard deviation of 2.57.
Based upon knowledge of emergency care procedures, as assessed by the
instrument used in this study, most participants are able to apply practical knowledge
obtained in emergency care training in only half of the scenarios. Otherwise, participants
would apply incorrect emergency care procedures, or be uncertain of how to handle the
scenario.
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Research question #3: To what extent are pre-service teachers confident in their
ability to provide emergency care in the school setting? Responses to questions 16-24
were used to calculate a total confidence/willingness score. Participants’ total
confidence/willingess scores are shown in Table 9.

Table 9
Pre-service Teachers Emergency Care Confidence/Willingness Score
(least)
1

2

3

4

5

6

7

8

(greatest)
9

n

30

11

28

11

15

9

4

0

5

%

26.6

9.7

24.8

9.7

13.3

8

3.5

0

4.4

Willing

___________________________________________________________________

The scores ranged from one (25.7%), least confident, to nine (4.3%), most
confident. Most respondents scored one (25.7%), three (24.8%), or five (13.3%). The
mean confidence score was 3.38 with a standard deviation of 0.54. Most participants
scored either a one, the least confident score, (n=30, 26.6%) or three (n=24.8%). Based
on these results, most subjects were neither confident nor willing to provide emergency
care services to a student or coworker in the school setting.

Null Hypotheses
There were three null hypotheses analyzed as a part of this study.
Null hypothesis #1: There is no significant difference in the knowledge of
emergency care in the school setting between pre-service teachers with emergency care
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training and those without emergency care training. Participants who had previously
obtained some form of emergency care training (n=100) comprised a comparison group
to be compared with those who had not obtained some form of emergency care training
(n=15). Responses to the knowledge items on the instrument were used to compile a
total knowledge score (see Table 7). Group means were compared to determine if a
significant difference existed in knowledge between those participants who had obtained
emergency care training and those who had not. A t-test for independent samples was
used to analyze the data. These results are reported in Table 10.

Table 10
Pre-service Teachers’ Knowledge, Training v. No Training
No Training

Knowledge

Training

n

M

SD

n

M

SD

15

4.93

2.71

100

6.41

2.51

A significance of p<0.038 was calculated for knowledge indicating a statistically
significant difference in knowledge between those pre-service teachers who had obtained
previous emergency care training and those pre-service teachers who had not obtained
previous emergency care training. This information was obtained by conducting a t-test
for Equality of Means.
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Furthermore, a Levene’s Test for Equality of Variances was conducted to account
for any variance between knowledge among those participants with emergency care
training and those without emergency care training. Results of the Levene’s test (0.98)
indicate no significant variance. When this equal variance was assumed, there was an
insignificant difference (t=1.98, p<0.051) among those with and those without emergency
care training. Null hypotheses #1 was accepted.

Null hypothesis #2: There is no significant difference in attitudes toward
emergency care in the school setting between pre-service teachers with emergency care
training and those without emergency care training. Comparison groups were formed of
those who had previous emergency care training (n=100) and those who had not obtained
emergency care training (n=15). These responses are shown in Table 11.

Table 11
Pre-service Teachers’ Attitude, Training v. No Training
No Training

Attitude

Training

n

M

SD

n

M

SD

15

3.87

0.35

100

4.05

0.56
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Responses to the attitude questions were used to calculate a total attitude score,
ranging from zero, or the most negative attitude, to five, indicating a positive attitude.
Results are shown in Table 12.

Table 12
Pre-service Teachers Total Attitude Score
n

%

Total Attitude Score
1.0-2.6

(least positive)

3.0-3.8
4.0-5.0

(most positive)

4

3.5

39

34.0

72

62.7

___________________________________________________________________

The mean knowledge score of respondents who have previously obtained
emergency care training was 4.05 (standard deviation 0.56), and the mean score of
respondents lacking emergency care training was 3.87 (standard deviation 0.35). An
independent samples t-test was used to calculate significance of the difference between
the means of the two comparison groups. The Levene’s Test for Equality of Variances
indicated no significant difference in the variances of the two independent samples
(p<0.05), thus supporting the equality of variances assumption. The independent samples
t-test revealed that there was no significant difference (t=2.95, p<0.004) in knowledge of
emergency care between those with emergency care training and those without
emergency care training. Results indicate no significance difference (p<0.218) in
attitudes between those with previous emergency care and those without emergency care.
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Null hypothesis #3: There is no significant difference between pre-service
teachers with emergency care training and those without emergency care training in
confidence/willingness in providing emergency care. Responses to questions 16-24 were
used to calculate a total confidence score, ranging from one, least confident, to nine, most
confident. Pre-service total confidence score are shown in Table 13.

Table 13
Pre-service Teachers Total Confidence/Willingness Score
Total Confidence/Willingness
Score

n

%

Score

n

(least) 1

29

25.7

2

11

9.7

6

9

8.0

3

28

24.8

7

4

3.5

4

11

9.7

(greatest) 9

5

4.4

Missing

3

3.9

5 15

%
13.3

Mean scores of those participants who had emergency care training was 3.47
(standard deviation 1.96), compared to those without emergency care training (3.37,
standard deviation 2.17). These results are shown in Table 14. T-test results indicated no
significant difference (p<0.869) in these confidence/willingness to provide emergency
care.
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A Levene’s Test for Equality of Variances was conducted to determine the
variance in attitudes between those participants with and without emergency care
training. Results of the Levene’s test (0.76) indicate no significant variance (p<0.05) in
attitudes of between those with and those without emergency care training. When this
equal variance was assumed, there was an insignificant difference (t=-0.64, p<0.527) in
knowledge between those with emergency care and those without emergency care. Null
hypothesis #3 was accepted.
Furthermore, results of a Levene’s Test for Equality of Variances indicated no
significant variance (0.758, p<0.05) between those with and those without emergency
care training. Null hypotheses #3 was accepted.

Table 14
Pre-service Teachers’ Willingness, Training v. No Training
No Training

Willingness

Training

n

M

SD

n

M

SD

15

4.93

2.71

100

6.41

2.51

Discussion of Findings
A major finding of this study was that there is a significant difference in
knowledge of pre-service teachers with emergency care training when compared with

54
pre-service teachers with no emergency care training (Null Hypothesis 1). Participants
who have participated in some extent of emergency care training have been exposed to
the likelihood of encountering an emergency care situation in the school setting.
However, most pre-service teachers have a positive attitude toward emergency care in the
school setting regardless of previous emergency care training as analyzed with Null
Hypothesis 2, which was accepted. This may be related to participants’ desire to enter
the teaching profession—to help others.
To answer Research Question #1, most respondents (75.7%) reported having had
some form of emergency care training. The extent of this training is extremely varied,
and was only minimally examined in this study. Results of Item 7, emergency care
training in previous occupations, was of questionable accuracy. It appears that subjects
interpreted “other” as any other occupation they may have had, not solely any occupation
that required emergency care training. For purposes of this study, the latter was intended.
Item 8, seemed to corroborate this concern. If Item 7 was clarified be “any occupation
requiring emergency care certification,” then results would be consistent with Item 8.
Participants were most likely to have taken an American Red Cross (36.5%)
training course, or some other form of emergency care training (28.2%). The other forms
of emergency care training were not examined, however subjects could have obtained a
minimal amount of information from HSC 350: Elementary School Health Program, the
course used for data collection.
Furthermore this study examined whether there was a significant difference in
knowledge of emergency care when comparison groups were formed for those with
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emergency care training and those without. Null hypothesis #1 was rejected: There was a
significant difference in knowledge of emergency care in the school setting between preservice teachers with emergency care training and those without emergency care training.
It is important to consider what the extent of the emergency care training obtained is—
This was not examined in it’s entirety in this study. Furthermore, some participants
answered “yes” they had emergency care training. The extent of this training was not
determined. It is not possible to determine if the training was skill-based or as an
awareness basis. Clarification of this confusion may affect the results of this study.
With a clarification to Item 7, participants who answered “yes” to emergency care
training, but actually were not formally certified, would be included with the no training
group. As a result, the comparison groups (training v. no training) may have been
drastically different. Awareness is not emergency care and does not imply a duty to
provide emergency care. However, a formal certification in emergency care includes a
sense of duty.
Similarly, it is important to consider the time lapsed between emergency care
certification and survey administration. Questions could be raised as to whether
participants had current emergency care knowledge, as reflected in changes from the
American Heart Association and American Red Cross. Also, questions could be asked
whether this time lapse may affect retention of information. It would be expected that
those participants’ who recently completed an emergency care certification course would
have a higher knowledge score. As an example, the American Heart Association
certifications expire two years from the month they were issued. It would be expected
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that a participant who completed the course one month ago would have a higher
knowledge than someone who took the same course three years ago. These results could
be utilized to create further comparison groups.
Knowledge of emergency care in the school setting was also examined in this
study. Fifteen school related scenario based questions were used to examine knowledge
of emergency care. Despite confidence and positive attitudes toward providing
emergency care, respondents were only minimally knowledgeable of emergency care
protocols, supporting previous research (Gagliardi et al., 1994; Swor et al., 2003). This
may suggest pre-service teachers have low knowledge retention, participate in poor
training programs, or have unrealistic expectations. This could also be consistent with
numerous guidelines, laws, and policies that are left up to interpretation. Even if a
national guideline is published, it is often left to states, districts, and even schools to
interpret the guideline for their own population. A difference also exists between
American Heart Association and American Red Cross certification programs.
It should be noted that this study did not gather data regarding the number of
participants who have previously been involved in knowledge application of emergency
care training. If participants have had prior experience with emergency care and have
successfully administered emergency care, then perhaps their attitudes, and indirectly
confidence, toward providing emergency care would be impacted.
There was no significant difference in attitudes toward emergency care training
between pre-service teachers with emergency care training and those without emergency
care training. It is important to consider the fact that most participants take this course
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their sophomore or junior year, prior to being exposed to the school setting on a longterm, full-time basis. Because of this, there is a chance that expectations of the need of
emergency care, and the understanding of their role in the school setting could change
with the transition from pre-service to in-service teachers. If this study were conducted
with a population of pre-service teachers near graduation, it would be expected that they
would have completed emergency care training through the American Red Cross or
American Heart Association (as now required for licensure) and as a result, had a higher
knowledge score. Likewise, participants would have completed student teaching and
gained a more accurate perception of the professional field of teaching.
Participants’ in this study predominantly had a positive attitude toward emergency
care in the school setting. Most respondents agreed (52.5%) that they were adequately
prepared to deal with emergencies in the school setting. The word adequacy could be
interpreted differently in several contexts. Some participants could have answered yes,
they were adequately prepared because they felt they were ready to obtain a teaching
position at the time of data collection. Other participants could have interpreted it to
mean “entry level,” others as willing, and others simply as “could you do it.” However,
results indicated participants are not knowledgeable of practical school based scenarios
which may require emergency care.
Researchers suggest liability reasons prevent school personnel from providing
emergency care (Children’s Safety Network [CSN], 1997), indicating pre-service
teachers are not fully aware of their responsibilities and expectations as a school teacher,
supporting evidence reported by Gagliardi and colleagues (1994). Undoubtedly, pre-
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service teachers are unaware of their professional responsibilities as in-service teachers
due to limited exposure. Results of this study revealed a fear related to legal
repercussions, correctly performing emergency care, and hurting a student are barriers
pre-service teachers have toward providing emergency care in the school settings.
Most respondents agreed (89.6%) that emergency care with some emphasis on
school related emergencies should be required in teacher education programs (Item 12).
The likelihood of a teacher providing emergency care in the school setting is high (CSN,
1997; Compton et al., 2003; Danseco et al., 2000; Olson et al., 2004). The results
indicated there is a need for educating pre-service teachers on emergencies that are prone
to occur in the school setting. However, at the time pre-service teachers are educated
they feel they are adequately prepared to deal with emergencies in the school setting.
This adequacy could be related to their eagerness to graduate, obtain licensure as a
teacher, and begin their teaching careers. The final test of their confidence, of course, is
not until they receive their first classroom teaching assignment and are faced with an
emergency care situation.
Further examination should focus on the adequacy of emergency care training
programs. The extent of emergency care training participants in this study had had was
not examined. However, two out of every three participants’ acknowledged having had
some training. The training is irrelevant if the participants are unable to apply the
knowledge, like with an emergency care scenario based instrument used in this study. As
a result, the training itself, the acquisition of knowledge, and the retention of knowledge
should be examined.
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Likewise, nearly all respondents agreed to some extent (98.3%) that each school
should have staff members trained in emergency care. However, not all schools have
medical staff or trained personnel to provide emergency care (Kann et al., 2007;
USDHHS, 2000), and the responsibility is not solely that of the school nurse (Libbus et
al., 2003). Again, this can be attributed to the premature professionalism of pre-service
teachers about their roles and responsibilities in the school setting. If persons believe
they are more likely to provide emergency care, they are more likely to obtain emergency
care certification (Swor et al., 2003).
It should be noted that in the state of Indiana, as of June 30, 2006, all pre-service
teachers electing to obtain licensure to teach are required to have emergency care
training. Data in this study were collected before this date, and attitudes toward
emergency care could be impacted by this mandate.
Research Question #4 examined the willingness to act in an emergency care
situation. Barriers to providing emergency care for students, including legal
repercussions (69.3%), correct technique (86.1%), and hurting the student (78.8%), did
not seem to affect the attitude and confidence of respondents. Similarly, barriers to
providing emergency care for coworkers, including legal repercussions (62.3%),
contracting a disease (53.5%), using proper technique (83.5%), and hurting the coworker
(74.3%), did not seem to affect attitudes or confidence of participants. These barriers
toward providing emergency care are consistent with previous research (Axelsson,
2001).
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Lastly, there was no significant relationship between emergency care training and
confidence in providing emergency care. This may be attributed to the fact that
participants in this study are pre-service teachers, some with limited knowledge, and
perhaps lack the experience in providing emergency care. A second explanation may
include training that was not extensive enough or was outdated at the time of data
collection to impact participants’’ knowledge or level of confidence of providing
emergency care. Examining the extent and experience of providing emergency care at
the pre-service and in-service levels could impact the results of this study and future
studies.

Discussion of Limitations
The limitations of this study must be considered when interpreting the results of
this study. First, a cross-sectional survey design was used to collect data for this study.
Baranowski (1985) reported there are several factors that influence self-reported data
including social desirability of responses, physical environment during data collection,
interpretation and understanding of instructions, ability to assess self in response to
instrument items, emotional state, and individual response biases. As a result, the results
of this study may not be a true representation of pre-service teachers.
Secondly, this study only included pre-service teachers enrolled in HSC 350
during the Spring Semester 2005. There is the potential that pre-service students enrolled
in other courses would have responded differently if they had participated in this study.
For example, if data were collected in a Music Appreciation class, participants would be
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fully removed from health science. The health environment (classrooms, posters,
newsletters, etc) of the Cooper Life Science building may have influenced some
participants’ answers. Should data be collected in a setting fully removed from health
and healthcare, it would be expected participants would feel less obligated to answer
questions more honestly. This assumption, paired with the clarification of emergency
care training, researchers would expect fewer students would answer “yes” to having had
previous emergency care training. This would exhibit a clearer picture of emergency care
training knowledge retention for those with emergency care training.
Furthermore, there is the possibility that students enrolled in HSC 350 do not have
an adequate understanding of the likelihood of situations requiring emergency care in the
school setting. HSC 350 is a course that is taken at the sophomore, junior, or senior
level. Practical hours, including practicum and student teaching, in Ball State’s
elementary education major are not completed until the junior and senior years. This
indicates participants could have participated in this study before any direct hand-on
fieldwork was completed. Likewise, material taught in HSC 350 related to emergency
care in the school setting could have influenced results of this study. With these factors
considered, results of the study may be different than those presented in this thesis.
No data related to culture, religiosity, and spirituality were assessed in this study.
There is a possibility some respondents who have less knowledge of emergency care
and/or a negative attitude toward emergency care could be influenced by their cultural
customs, religion, and spiritual practices, which is sometimes present in the medical field
regardless of context.
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Next, data were collected in an anonymous format. Using an anonymous format
allowed participants to withdraw from the study at any time, and it was generalized that
participants who participated in this study willingly did so. Also, there were 24
participants who were enrolled in HSC 350 sections 001, 012, or 013 during the Spring
Semester 2005 who did not participate in the data collection process. Most likely these
participants were absent during the data collection process, but they could have also
withdrawn during the process. Perhaps those 24 participants’ responses could have
changed the results of this study.
Lastly, the sizes of the two groups, training versus no training, are radically
different. This should be considered when interpreting the results of the t-tests used to
obtain some results of this study. No homogeneity of error variance was considered. A
larger number of participants and clarification of Item 7 could have resulted in different
comparison groups.

Chapter Five
SUMMARY, FINDINGS, CONCLUSIONS, IMPLICATIONS, AND
RECOMENDATIONS

The problem of this study was to examine pre-service teachers’ knowledge of and
attitudes toward emergency care in the school setting.

Summary
The participants of this study were 115 Ball State University pre-service
elementary education students enrolled in HSC 350 Elementary School Health Program
during the Spring Semester 2005. Using a cross-sectional survey design, a 40-item
instrument was administered during class time. Demographic items, attitude items
toward emergency care in the school setting, and knowledge items toward emergency
care in the school setting were found on the instrument. The final instrument was
modified from previous similar studies (Gagliardi, et al., 1994; Compton, et al., 2003)
and was updated and validated by a jury of experts.
Data were analyzed with assistance from Ball State University’s Computing
Services Department. Frequencies were obtained for all 40 items on the instrument.
More specifically, descriptive statistics, and t-tests were conducted. Analyses were
conducted to determine if test score differences were influenced by age or previous
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emergency care training. Participants who had some form of emergency care training
were pooled to create a comparison group. Results of this study indicate that there is a
significant difference in emergency care knowledge between pre-service teachers with
emergency care training and pre-service teachers without emergency care training.

Findings
The analysis of data revealed the following major findings:
1. Pre-service teachers had low levels of knowledge of emergency care protocols.
2. Pre-service teachers have a predominantly positive attitude toward emergency care.
3. Most pre-service teachers have taken some form of emergency care training.
4. Most pre-service teachers “agree” or “strongly agree” that emergency care with some
emphasis on school related emergencies should be required in teacher education
programs.
5. Most pre-service teachers would be willing to take a free emergency care course if
offered.
6. A conflict exists between attitude of emergency care and knowledge of emergency
care procedures.
7. A conflict exists between attitude toward emergency care and confidence of
providing emergency care in the school setting.
8. Pre-service elementary teachers acknowledge legality, performing the correct
technique, and hurting students as barriers to providing emergency care.
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As a result of the findings of this study, most participants were optimistic toward
emergency care. This optimism could be attributed to previous emergency care training,
personal experiences, or their pre-service knowledge. However, the reality of this
optimism is grim. The average knowledge score was 50%, indicating the practicality and
retention of emergency care knowledge was not present in the subjects selected for this
study.

Conclusions
Based upon the findings and within the limitations of the study, the following
conclusions were drawn:
1. Pre-service elementary education teachers are ill prepared to address emergencies in
the school setting.
2. At the time of this study, no systematic way was in place to monitor pre-service
teachers’ training in emergency care.

Implications
Based on the findings of this study, the following implications may be considered:
1. Emergency care certification programs required for licensure (rather than one single
unit in one single course, like HSC 350) should be included as a part of teacher
training programs to prepare pre-service teachers for the likelihood of emergency care
events in the school setting.
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2. Stronger collaboration related to emergency care should be present between all
teachers, schools, and community members and organizations. This collaboration
may include in-service and continuing education opportunities.
3. In-service teachers and those educating pre-service teachers should understand the
importance of emergency care in the school setting and serve as role models to preservice teachers by obtaining and maintaining emergency care certification.
4. Pre-service teachers may increase their confidence with practical application and
abilities to perform emergency care.

Recommendations
The following recommendations are made as a result of the foregoing study:
1. The study should be repeated with a larger population at multiple institutions in
higher education to permit a more valid generalization of the findings.
2. The study should be repeated with a population that includes all pre-service teachers,
not singularly pre-service elementary education students.
3. A comparison of pre-service teachers’ attitudes and knowledge of emergency care
should be obtained before and after emergency care training (pre- and post-test).
4. A comparison of pre-service teachers’ attitudes toward and knowledge of emergency
care should be obtained based on the extent of their emergency care training.
5. Further studies should focus on determining if any singular dimension of health
(emotional, intellectual, physical, social, and/or spiritual) affects knowledge of or
attitudes toward emergency care among pre-service teachers.
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6. An evaluation of parents of K-5 students should be conducted to determine their
expectations of pre-service teachers’ toward emergency care in the school setting.
7. One standard policy and set of procedures regarding emergency care in the school
setting should be facilitated for implementation at the school, district, state, and
federal levels, resulting in a stronger collaboration of teachers, schools, and
community members.
8. An evaluation should be conducted to determine whether pre-service teachers have
been impacted by their teachers’ knowledge of and attitudes toward emergency care
through role modeling and/or their own experiences.
9. A comparison study should be conducted to compare differences in knowledge and
attitudes of emergency care between pre-service and in-service teachers.
10. A longitudinal study should be conducted to indicate whether changes in knowledge
and attitudes of emergency care occur with the transition of pre-service teachers to inservice teachers.
11. A study should be conducted to determine whether school districts have and adhere to
emergency care guidelines, protocols, and procedures.
12. A study should be conducted to examine whether personal relationships and/or
experiences impact knowledge or attitudes of emergency care procedures or training.

Undoubtedly, the probability of students in the school setting needing emergency
care is prominent. Without emergency care training, especially by teachers, then more
injuries and deaths would occur. Emergency care is a duty—a responsibility—not only
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of teachers, but of everyone. The knowledge and attitudes of emergency care, like those
studied in this thesis, starts personally with each of us. It is a personal choice, often not a
professional one, to obtain emergency care training—to be prepared for the unknown. It
is then that our kindness and generosity can extend to others. If we expect to change
knowledge levels and attitudes of emergency care, then we must start individually, then
with those around us, then with schools, then with states… Besides, what a better way
for teachers to earn the trust of kids—by them knowing we can be trusted with their
lives?
It is my challenge to all who read this thesis to examine your own knowledge and
attitudes of emergency care. Then, examine those who you love and care about. Would
you know what to do in an emergency situation? Could you save their life? Do you trust
those surrounding you to save your life in a time of need?
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Appendix A: Summary of Healthy People 2010 Objectives
Related to Injury Prevention
Number

Objective

1-3

Increase the proportion of persons appropriately counseled about
health behaviors.
Increase the number of Tribes, States, and the District of Columbia
with trauma care systems that maximize survival and functional
outcomes of trauma patients and help prevent injuries from occurring.
Increase the proportion of middle, junior high, and senior high
schools that provide school health education to prevent health
problems in the following areas: suicide; tobacco use and addiction;
alcohol and other drug use; unintended pregnancy, HIV/AIDS, and
STD infection; unhealthy dietary patterns; inadequate physical
activity; and environmental health.
Increase the proportion of college and university students who
receive information from their institution on each of the six priority
health-risk behavior areas.
Increase the proportion of local health departments that have
established culturally appropriate and linguistically competent
community health promotion and disease prevention programs.
Reduce hospitalization for nonfatal head injuries.
Reduce hospitalization for nonfatal spinal cord injuries.
Reduce firearm-related deaths.
Reduce the proportion of persons living in homes with firearms that
are loaded and unlocked.
Reduce nonfatal fire-arm related injuries.
(Developmental) Extend State-level child fatality review of deaths
due to external causes for children aged 14 years and younger.
Reduce nonfatal poisonings.
Reduce deaths caused by poisonings.
Reduce deaths caused by suffocation.
Increase the number of States and the District of Columbia with
statewide emergency department surveillance systems that collect
data on external causes of injury.
Increase the number of States and the District of Columbia that
collect data on external causes of injury through hospital discharge
data systems.
Reduce hospital emergency department visits caused by injuries.
Reduce deaths caused by unintentional injuries.
(Developmental) Reduce nonfatal unintentional injuries.
Reduce deaths caused by motor vehicle crashes.

1-13

7-2

7-3

7-11

15-1
15-2
15-3
15-4
15-5
15-6
15-7
15-8
15-9
15-10

15-11

15-12
15-13
15-14
15-15
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15-16
15-17
15-18
15-19
15-20
15-21
15-22
15-23
15-24
15-25
15-26
15-27
15-28
15-29
15-30
15-31

16-14
20-1
20-2
20-3
24-12
26-1
26-6

26-7
28-8

Reduce pedestrian deaths on public roads.
Reduce nonfatal injuries caused by motor vehicle crashes.
Reduce nonfatal pedestrian injuries on public roads.
Increase use of safety belts.
Increase use of child restraints.
Increase the proportion of motorcyclists using helmets.
Increase the number of States and the District of Columbia that have
adopted a graduated driver licensing model law.
(Developmental) Increase use of helmets by bicyclists.
Increase the number of States and the District of Columbia with laws
requiring bicycle helmets for bicycle riders.
Reduce residential fire deaths.
Increase functioning residential smoke alarms.
Reduce deaths from falls.
Reduce hip fractures among older adults.
Reduce drowning.
Reduce hospital emergency room visits for nonfatal dog bite injuries.
(Developmental) Increase the proportion of public and private
schools that require use of appropriate head, face, eye, and mouth
protection for students participating in school-sponsored physical
activities.
Reduce the occurrence of developmental disabilities.
Reduce deaths from work-related injuries.
Reduce work-related injuries resulting in medical treatment, lost time
from work, or restricted work activity.
Reduce the rate of injury and illness cases involving days away from
work due to overexertion or repetitive motion.
(Developmental) Reduce the proportion of vehicular crashes caused
by persons with excessive sleepiness.
Reduce deaths and injuries caused by alcohol-and drug-related motor
vehicle crashes.
Reduce the proportion of adolescents who report that they rode,
during the previous 30 days, with a driver who had been drinking
alcohol.
(Developmental) Reduce intentional injuries resulting from alcoholand illicit drug-related violence.
(Developmental) Reduce occupational eye injury.
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Appendix B: Standards and Performance Indicators from the National Health Education Standards Related to Injury Prevention
Standard
1: Comprehend concepts related to health
promotion and disease prevention to
enhance health

2: Analyze the influence of family, peers,
culture, media, technology, and other factors
on health behaviors

Performance Indicators
Pre-K to 2

3 to 5

1.2.4: list ways to prevent common
childhood injuries

1.5.3 describe ways in which a safe and
healthy school and community
environment promote personal health
1.5.4 describe ways to prevent common
childhood injuries and health problems

2.2.2 identify what the school can
do to support personal health
practices and behaviors

2.5.3 identify how peers can influence
healthy and unhealthy behaviors
2.5.4 describe how the school and
community can support personal health
practices and behaviors

3: Demonstrate the ability to access valid
information and products and services to
enhance health
4: Demonstrate the ability to use
interpersonal communication skills to
enhance health and avoid or reduce health
risks

7: Demonstrate the ability to practice healthenhancing behaviors and avoid or reduce
health risks
8: Demonstrate the ability to advocate for
personal, family, and community health

6 to 8

9 to 12

1.8.3 analyze how the environment
impacts personal health

1.12.3 analyze how environment and
personal health are interrelated

1.8.5 describe ways to reduce or
prevent injuries and other adolescent
health problems
1.8.8 examine the likelihood of injury
or illness if engaging in unhealthy
behaviors
1.8.9 examine the potential seriousness
of injury or illness if engaging in
unhealthy behaviors
2.8.3 describe how peers influence
healthy and unhealthy behaviors

1.12.5 propose ways to reduce or
prevent injuries and health problems

2.8.4 analyze how the school and
community can impact personal health
practices and behaviors
2.8.10 explain how school and public
health policies can influence health
promotion and disease prevention

2.12.4 evaluate how the school and
community can impact personal health
practices and behaviors
2.12.10 analyze how public health
policies and government regulations
can influence health promotion and
disease prevention
3.12.4 determine when professional
health services may be required

3.8.4 describe situations that may
require professional health services
4.2.3 demonstrate ways to respond
when in an unwanted, threatening,
or dangerous situation

4.5.3 demonstrate non-violent
strategies to manage or resolve conflict

4.8.3 demonstrate effective conflict
management or resolution strategies

4.2.4 demonstrate ways to tell a
trusted adult if threatened or harmed

4.5.4 demonstrate how to ask for
assistance to enhance personal health

7.2.2 demonstrate behaviors to
avoid or reduce health risks

7.5.3 demonstrate a variety of
behaviors to avoid or reduce health
risks

4.8.4 demonstrate how to ask for
assistance to enhance the health of self
or others
7.8.3 demonstrate behaviors to avoid or
reduce health risks to self and others
8.8.3 work cooperatively to advocate
for healthy individuals, families, and
schools

1.12.8 analyze personal susceptibility to
injury, illness, or death if engaging in
unhealthy behaviors
1.12.9 analyze the potential severity of
injury or illness if engaging in
unhealthy behaviors
2.12.3 analyze how peers influence
healthy and unhealthy behaviors

4.12.3 demonstrate strategies to
prevent, manage, or resolve
interpersonal conflicts without harming
self or others
4.12.4 demonstrate how to ask for and
offer assistance to enhance the health of
self and others
7.12.3 demonstrate a variety of
behaviors to avoid or reduce health
risks to self and others
8.12.3 work cooperatively as an
advocate for improving personal,
family, and community health
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Appendix C: Scope of Introduction of Indiana Academic Standards (2007) Related to Injury Prevention
Standard
Grade

K

1: Comprehend concepts related to
health promotion and disease
prevention

2. Demonstrate the ability to access
and evaluate health information,
products, and services

K.1.5 Describe ways in which a healthful
school and community environment influences
personal health
K.1.7 Explain how childhood injuries and
illnesses can be prevented or treated

K.2.1 Identify resources from home, school,
and community that provide valid health
information
K.2.3 Demonstrate the ability to locate
school and community helpers

K.3.3 Demonstrate ways to avoid trouble
and how to seek help in threatening
situations
K.3.6 Demonstrate safety skills needed to
avoid injury

2.2.1 Demonstrate the ability to locate
resources from home, school, and
community that provide valid health
information

2.3.7 Demonstrate basic first aid skills

1
2

3

3.1.7 Identify health problems of children that
should be detected and treated early

4

4.1.1 Identify responsible personal health
behaviors
4.1.8 Explain how childhood injuries and
illnesses can be prevented or treated
5.1.1 Explain the importance of assuming
responsibility for personal health behaviors
5.1.2 Explain the relationship between
personal health behaviors and the prevention
of injury, illness, disease, and premature death
5.1.6 Describe ways to reduce risks related to
common health problems among adolescents
5.1.7 Discuss health problems that should be
detected and treated early
5.1.9 Explain key health terms and concepts

5

7.1.7 Explain how appropriate healthcare can
prevent, detect, and treat health problems
7.1.8 Describe how pathogens, family history,
and other risk factors are related to the cause
or prevention of disease and other health
problems

4. Demonstrate the ability to apply
self-management skills to enhance
health

5. Demonstrate the ability to utilize
interpersonal communication skills
to enhance health

K.5.6 Demonstrate refusal skills to enhance
health

2.4.1 Describe how the family and school
influence personal health behaviors

6. Demonstrate the ability to
implement decision making and
goal setting to enhance health

7. Demonstrate the ability to
advocate for personal, family, and
community health

K.6.1 Explain when to ask for assistance in
making health related decisions and setting
health goals

K.7.2 Demonstrate the ability to influence
and support others in making positive health
choices

2.6.3 Predict outcomes of positive health
decisions

3.7.4 Identify community agencies that
advocate for healthy individuals, families,
and communities

3.3.6 Develop injury prevention and
management (first aid) strategies for
personal health
4.3.6 Demonstrate injury prevention and
management (first aid) strategies for
personal health
5.2.2 Demonstrate the ability to utilize
resources from home, school, and
community that provide valid health
information
5.2.6 Identify community sources of health
services

5.3.4 Develop injury prevention and
management strategies for personal and
family health

6.2.5 Identify the role of medical, dental, and
other health-related specialists

6

7

3. Demonstrate the ability to
analyze the influence of family,
culture, peers, community, media,
and technology on health and
health behaviors

6.4.2 Describe the influence of cultural
beliefs on health behaviors

5.5.2 Describe characteristics needed to be a
responsible friend and family member

5.6.2 Predict how decisions regarding health
behaviors have consequences for self and
others

6.5.7 Analyze the possible causes of conflict
among youth in schools and communities

6.6.1 Demonstrate the ability to apply a
decision-making process to health issues and
problems individually and collaboratively

7.2.6 Describe situations requiring
professional health services

8

9 (Basic Health)

10 (Advanced
Health)

9.1.1 Analyzes the role of individual
responsibility for enhancing health
9.1.2 Analyze how behavior can impact health
maintenance and disease prevention
9.1.4 Explain the interrelationships between
behaviors, the functioning of body systems,
and overall health
9.1.6 Describe how to delay the onset of and
reduce risks related to potential health
problems during adulthood
9.1.7 Describe health issues common at
different stages of life
9.1.8 Analyze how the prevention and control
of health problems are influenced by research
and medical advances
10.1.1 Analyze the extent to which individuals
are responsible for enhancing health and
safety in the community and the workplace

5.7.3 Demonstrate the ability to influence and
support others in making positive health
choices
5.7.4 Demonstrate the ability to work
cooperatively when advocating for healthy
individuals, families, and schools

9.2.4 Demonstrate the ability to access
school and community health services for
self and others
9.2.6 Develop guidelines for the sue of
professional health services

9.3.3 Demonstrate ways to avoid, reduce,
and report threatening situations
9.3.4 Develop injury prevention and
management strategies for personal, family,
and community health
9.3.6 Develop strategies to improve or
maintain personal, family, and community
health

9.4.2 Analyze how cultural diversity
enriches and challenges health behaviors
9.4.5 Analyze how public health policies and
government regulations influence health
promotion and disease prevention

10.2.2 Describe the role of the government
agencies in regulating advertising claims
related to health
10.2.3 Describe the effectiveness,
accessibility, and inclusiveness of a health
program in supporting individual an public
health

10.3.4 Apply injury prevention and
management strategies for personal, family,
and community health

10.4.2 Analyze the benefits and challenges
that different cultures provide in relation to
health behavior
10.4.5 Research and analyze how public
health policies and government regulation
influence health promotion and disease
prevention

9.5.7 Analyze the possible causes of conflict
in schools, families, and communities

9.6.3 Predict the immediate and long-term
impact of health decisions on the individual,
family, and community

10.6.1 Predict the immediate and long-term
impact of health decisions on the individual,
family, and community

8.7.3 Identify barriers to effective
communication of information, ideas,
feelings, and opinions about health issues
9.7.2 Demonstrate the ability to give accurate
information and express opinions about
health issue
9.7.5 Demonstrate the ability to work
cooperatively when advocating for healthy
families, schools, and communities

10.7.3 Utilize strategies to overcome barriers
when communicating information, ideas,
feelings, and opinions about health issues
10.7.4 Demonstrate the ability to influence
and support others for making positive health
choices
10.7.7 Evaluate techniques for supporting
community, state, and federal agencies that
advocate for healthier communities
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Appendix H
Original Instrument Changes
Initial Instrument

Draft Instrument

11.) In the preceeding scenario, if the child stops
breathing and her heart also stops, you should
begin CPR. Assuming she is 13 years of age, what
is the correct numver of chest compressions to
ventillations that you would perform?
A. 15 compressions to 1 ventilation
B. 5 compressions to 2 ventilations
C. 15 compressions to 2 ventilations
D. 5 ventillations to 5 compressions
E. Not Certain.

11) In the previous scenario, if the student stops
breathing and their heart also stops, you should begin
CPR. Assuming the student is 13 years old, what is
the correct numver of chest compressions to
ventilations that you should perform?
a. 15 compressions to 1 ventilation
b. 5 compressions to 2 ventilations
c. 15 compressions to 2 ventilations
d. 5 compressions to 1 ventilation
e. Not certain.
15) A student returning from the restroom has
indicated seeing a janitor lying in the hallway. After
initial assessment, you discoer the hanitor is
breathing, and does have a weak, rapid pulse. A
second teacher is present as has the school's AED
(automated external defibrillator). You should:
a. Give two rescue breaths.
b. Begin chest compressions.
c. Attach the schools AED (automated external
defibrillator) to the janitor's bare chest.
d. Give two abdominal thrusts.
e. Not certain.
16) When placing AED (automated external
defibrillator) pads to a bare chest, where should the
pads be placed?
a.
Near the right shoulder and under the left breast.
b. Near the left shoulder and under the right breast.
c. Near the right shoulder and nuear the left
shoulder.
d. Under the left breast and under the right breast.
e. Not certain.
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List of Jurors
Name

Credentials

Step One

Step Two

Lisa Gruss

RN, BSN, ACLS

X

X

Christine Carpenter

Clinical
Coordinator, RN,
BSN, ACLS
Exercise
Physiologist, BS,
ACLS
RN, Education
Coordinator,
ACLS
RN, BSN, ACLS

X

X

Karen Julian

LeeAnn Miguel

Diane Rose
Rita Ropp

Bill Swygart

Clinical
Coordinator, RN,
ACLS
RN, ACLS

X

X

X

X

X

X

X

X

X
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Appendix L
Juror Rating Sheet
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Juror Quantitative Review Form
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