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Chapter One. Introduction to the Toolkit

Why was this Toolkit developed?

Despite substantial investments in public healdppredness, validated measures to
ensure accountability and to enable systems impnewe and the advancement of knowledge are
lacking. The Office of the Civilian Volunteer MedicReserve Corps (OCVMRC) partnered
with the National Association of County and Cityatta Officials (NACCHO), Harvard School
of Public Health and Georgetown University to depeh Toolkit that MRC units can use to

assess the effectiveness of engaging voluntegrghlic health activities, specifically flu clinics.

Institutional Review Board (IRB) approval

This study was approved by the Harvard School dfiPitdealth and Georgetown

University Institutional Review Boards.

What does this Toolkit contain?

This Toolkit includes:
A. Three questionnaires:
1. A questionnaire for MRC volunteers who particip@t@ublic health activities
(Volunteer Self Assessment Questionnaire),
2. A questionnaire for volunteers that have been reido participate but were

unable to attend (Barriers to Volunteering Questare),
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3. A questionnaire for the local health department Rl HHtaff who supervised the
public health activity (LHD Staff Questionnaire MRC Volunteers).
B. Information on how the questionnaires were develapel validated
C. Instructions on how to implement the questionnaires

D. A website to enter the data into the websitew.mrctoolkit.comand get a report with

the analysis of results

E. Information on how to use the instrument in theteghof quality improvement efforts.

Who should use this Toolkit and why?

These surveys will help local MRC leadership idigrthie strengths of engaging
volunteers in public health activities as well aslerstand barriers experienced by the volunteers
in participating in such activities. Such infornzatican be used to improve the process in future

deployment (as is further discussed in chapteejhre

How was the Toolkit validated?

As described below, the instruments were tested@rnded based on structured
observations performed by a group of researchens Harvard School of Public Health and
Georgetown University who implemented the questin@s in fifteen different locations
throughout the country. In addition, feed-back lo@ practicality of the instruments and on the
interpretability of the results was gathered duting face-to-face meetings with MRC
coordinators and LHD staff that had the opportutotyse the instruments. Finally, statistical

analysis was performed to assess the psychometperties of the instruments.
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The following chapters explain in detail the tootstained in the Toolkit and how MRC
coordinators can use this Toolkit to assess thee®feness of engaging volunteers during public
health activities. The reliability and validity tife instruments included in the Toolkit have been
tested in the context of flu clinics and can previde MRC unit leaders and local health
departments with insight into how to monitor angbiove the recruitment and engagement of

volunteers in public health activities.

When should an MR C unit use the Toolkit?

The Toolkit can be used every time a MRC unit pgétes in a public health activity.
Specific suggestions on the use of the Toolkihmdontext of system improvement efforts are

presented in chapter three.

How long does it take to implement the Toolkit and get the results?

It takes between ten and twenty minutes to cotleetguestionnaires after a given
activity. More details on how to conduct this pregare given in chapter two. An online data

entry program is available atww.mrctoolkit.comto enter and analyze the data. It should take

about two minutes to enter each questionnaire aimdiple of minutes to get the results from the
online program. After all of the surveys are erdethe MRC Coordinator can click on the link

“View Survey Results” to see their MRC unit’'s suywesults in the context of other sites.
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The Three Questionnaires

Volunteer Self Assessment Questionnaire

The first instrument was designed for MRC volurgegho participated in the activity.
The topic areas addressed in this survey includ€M&lunteers’ ‘level of confidence with
ICS’, ‘training’, ‘confidence in interacting withlients and/or patients’, ‘team work’, ‘personal
preparedness’ and ‘motivations for volunteering’.

The first topic addressed in this instrument isfence with ICS. ICS is a standardized
incident management concept based on providingraram framework for the response
organization to operate effectively. This providesinfrastructure that allows people who do
not usually work together to work effectively aseam.

The second topic addressed in this instrumentaming’. First, MRC volunteers are
asked how useful they found the training that ttexgived to prepare them to perform in their
role at the event. When volunteers report thatrdiaing was not useful, a series of follow up
guestions explore the reasons why and possible &seamprovement. In particular, four answer
options are provided:

1. The training was not related to the functions pented at the event

2. The training was too difficult to remember

3. Given my background and experience | was able time the functions | was
asked to do without being trained

4. Training received was too generic and not praaitented
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‘Confidence in interacting with clients and/or atis’ is the next section of Instrument

One. In this section, the questions address whétleerolunteers felt comfortable and confident
in the role they were assigned and also focusespedific aspects of ‘team work’. MRC
volunteers are then asked questions about ‘perpoephredness’ and arrangements they had to
make in order to participate. Finally, ‘motivaticios volunteering’ are assessed, exploring seven
aspects related to the reasons for their engageifieege include:

1. Volunteering is good for their professional devehmmt

2. Volunteering gives them the opportunity to make riegnds

3. Volunteering helps them through personal emotideaklopment

4. Volunteering is an important way to help others

5. Volunteering makes them feel more connected t@onemunity

6. Volunteering makes them feel good

7. Volunteering allows them to use their skills theg aseful to the community

Barriers to Volunteering Questionnaire

The second survey instrument targets those MROntedus who were unable to attend
the event. The first set of questions is desigodhtl out why the MRC volunteer could not
participate in the activity. Answer options includet having available paid time off from work,
job duties interfering with the time of volunteagjrhealth problems, lack of transportation, lack
of childcare and lack of time because of prior cammants. Next there is a short series of
guestions addressing the reasons for not being@big@unteer at the event related to skills and

motivations.
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The survey instrument also addresses whether thé MiRunteers felt that their skills
were adequate, they had received enough trainidgheay had enough information to volunteer.
Finally, a section on motivations for volunteerisgpresented with questions identical to those in
Instrument One so that the factors impacting tkiellef motivation of those who attended the

event could be compared to those who were nottatddend.

LHD Staff Questionnaire on MRC Volunteers

The third survey instrument is designed to gatlaea dn the experience of LHD staff in
engaging MRC volunteers in public health activiti€se topic areas investigated in this survey
are similar to those assessed with the self assegdorms given to the volunteers. In the first
section of this instrument LHD staff are asked typen-ended questions about MRC volunteers.
The first question is about unique characteristind/or professional abilities of the MRC unit
engaged in the activity being observed. The sequiegtion is about specific aspects of an MRC
unit that need to be improved in terms of compa&=nand/or composition of professional roles.

The following section of this instrument addressasipetence. LHD staff are first asked
how confident they thought the MRC volunteers wertilfilling their roles during the event
and how confident the MRC volunteers were in waglivithin the incident command structure.
Whether MRC volunteers seemed to understand whaewgected of them is also assessed by
LHD staff in Instrument Three.

Next, LHD staff are asked whether they thought MRQInteers were well trained, and
what additional training could have been benefici@ley are also asked whether they thought
the MRC volunteers were prepared by virtue of theifessional backgrounds, prior training,

and Just-In-Time training to assume their assigokxs. The LHD staff are asked about how
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much time and effort it took to organize the evam] whether having MRC volunteers
participate made this process easier.
Finally, there is a question directed to the MRM®@mator asking what were the three

most challenging factors experienced in engagiegMRC unit. Choices include:

1. Recruiting a sufficient number of volunteers

2. Recruiting competent and trained volunteers focspdunctions

3. Recruiting motivated volunteers

4. Engaging MRC volunteers on the day of the event

5. Providing sufficient training

6. ldentifying roles appropriate to the volunteerstkground and experience

7. Supervising the volunteers’ work during the eveatsvities

8. Providing meaningful and sufficient feed-back te thork done

9. Identifying roles and tasks for all volunteers tbame to the event

How were the questionnaires developed?

The instruments evolved as they were being testetkveloping the first draft of the
survey instruments, previous sets of surveys widegd by non-profit organizations for the
management of volunteers were identified and coeduvhich provided the basis for these
surveys (Colon-Emeric, 2006; Davies, 2008).

The instruments presented in this Toolkit have lested in terms of reliability and
validity in the context of flu clinics. During thall and winters of 2008, 2009, and 2010, this

team of researchers has continuously received fignfidom NACCHO and the OCVMRC to
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continue to test the Toolkit at flu clinics ran BRC units across the country. Since the fall of
2008, we have tested the Toolkit at 17 differentteons including: San Rafael, California;
Sacramento, California; Boston, Massachusetts; Biremy Massachusetts; Cambridge,
Massachusetts; Lexington, Massachusetts; NewtossMAusetts; Derry, New Hampshire;
Asbury Park, New Jersey; Circle Stow, Ohio; Betbleh Pennsylvania; Bucks County,
Pennsylvania; Houston, Texas; Arlington, Virgimdexandria, Virginia; Fairfax County,
Virginia; and Seattle/King County, Washington. Otleg past three years, we have received
feedback from the MRC coordinators at these looatishere we have tested the Toolkit and
revised our survey questionnaires that are featréte Toolkit in accordance with the feedback
from the MRC unit coordinators.

The surveys were revised as problems arose wittemmgntation. Therefore, the
instruments presented in this Toolkit are an impobversion of the surveys that were used at the
various locations. A summary of the validation gse is has been published in the journal
Disaster Medicine and Public Health Preparedness. The citation for this article is as follows:
Savoia, E., Massin-Short, S., Higdon, M.A., Tallan,Matechi, E., Stoto, M.A. A toolkit to
assess Medical Reserve Corps Units’ performadisaster Medicine and Public Health
Preparedness, 2010, 4: 213-219.

In the fall of 2011, this group of researchers atudrd School of Public Health and
Georgetown University again received funding frodQCHO to test the MRC toolkit at three
different locations (Brookline, MA; Lexington, MAuck County, PA), revise the MRC toolkit,
and enhance usability on the MRC website. Moreawefylarch 4, 2011 Harvard School of
Public Health and Georgetown University hosted>giaratory learning collaborative meeting

for Medical Reserve Corps (MRC) units that havenbgerking with us on the Toolkit in

10



Updated October 27, 2011

Boston, MA. At this learning collaborative meetingg held a focus group session with the eight
MRC unit coordinators that attended the meetinigeatify specific problems with the current
MRC website. These MRC unit coordinators were fidaine Township, lllinois; Douglas
County, Kansas; Brookline, Massachusetts; Newtaasddchusetts; Monmouth County, New
Jersey; Montgomery County, Texas; Fairfax Couniygivia; and Seattle/King County,
Washington. The MRC unit coordinators requestetlttiafeedback graphically displayed with
the proportion of volunteers that were in the tapegory in their MRC unit, in relation to other
MRC units as opposed to presenting all of the ab&l data graphically. The website

www.mrctoolkit.comwas updated to reflect the preference of MRC doatdrs.

11
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Chapter Two. Instructions on how to implement the questionnaires

Step 1: Determining timing of evaluations

Using the tools in this kit can help identify aredsmprovement for recruiting and
utilizing MRC volunteers. In theory, evaluation®sld be performed after every deployment
and results fed back into improvements very rap{gie chapter three). Ultimately, these tools
should be used annually or after every MRC deplayroger the course of a year, allowing the
results to be used for rapid cycles of improvengseé chapter three). Using this Toolkit every
time the MRC unit is asked to participate in anrg\such as a flu clinic) may be ideal. Flu
clinics are generally conducted during the same period each year before flu season. In some
locations, several flu clinics are held over tharse of a few months. These instruments could
be used to improve performance and participatioMREC volunteers throughout the flu season
(at each flu clinic offered in a given year), oramannual basis (thus conducting the evaluation
at one flu clinic once a year and analyzing thaltedor the next year) depending on local needs

and available resources.

Step 2: Determining staffing and materials

A survey coordinator (i.e. an MRC volunteer) shooddidentified by the MRC unit
coordinator to manage the distribution and coltecof surveys from the LHD staff and the

MRC volunteers at each site, and to aggregateateftbm the surveys after the event.

12
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Instructions for implementing the Volunteer Self Assessment Questionnaire
The Volunteer Self Assessment Questionnaire cdolwe on the website:

www.mrctoolkit.comor can be downloaded and printed from Harvard SlcbbPublic Health’s

website:http://www.hsph.harvard.edu/hperlc/resources-amtkits/medical-reserve-corps-

toolkit/index.html

It is clearly beneficial to distribute the questiaires the day of the activity to maximize
participation, as MRC volunteers and LHD staff nb@yjess motivated to complete an online
survey once they return home. If some volunteatsdi respond to the paper questionnaire,
then data collection can eventually be integraté an online survey or implementation of the

survey by phone.

Instructions for implementing the Barriers to Volunteering Questionnaire

The second survey instrument is to be completeitidWRC volunteers who were
contacted by the MRC coordinator to participata specific public health activity, but were
unable to attend. This instrument has been designieléntify barriers to the deployment of
volunteers. This questionnaire should be conduatdide by having MRC volunteers who were
unable to attend the event answering survey quesfamind on the website:

www.mrctoolkit.com

Instructions for implementing the LHD Staff Questionnaire on MRC Volunteers
It is useful to print copies of Instrument Threediffierent colored paper than Instrument
One to allow the staff collecting the questionnaiiee easily inform different groups of

individuals about which survey they should fill olitthe LHD staff decide to use the Toolkit, it

13
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is essential to engage the MRC coordinator in taerpng process, as we found better
participation at locations where the MRC coordinatnsured that all volunteers were

answering the surveys.

Using incentives

Many volunteers mentioned that they would havedilbut the survey without an
incentive, but offering incentives is known to ea@ge participation. The incentive for
participating in the survey can be mentioned initis¢rument itself. For example, in the paper
guestionnaires a final page can be added to Insmnti@ne thanking the participant for filling
out the survey and informing them about the inaenflThe additional page can request the name
and address of the survey participant for entrny angift certificate raffle. The individual filling
out the survey can then tear off this page andituthe survey separately, remaining

anonymous.

Step 3: Facilitating data collection

On the day of the event, the survey coordinatoukharrive early, at least half an hour
before the activity begins. This will allow the gay coordinator and the MRC leader to
determine the best time and place to distributestiteeys. It is also particularly helpful if the
MRC coordinator actively encourages the MRC volargeo fill out the surveys. The survey
coordinator should stand by the door to inform Munteers of the survey and incentives (if

available) as they come into the clinic to work.glaver, standing by the door can also help

14
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identify MRC volunteers or LHD staff that may hadeegotten to fill out a survey so that they

can be reminded to complete one.

Step 4: Making observations

It is particularly helpful for the survey coordinato take notes on her/his observations
during the entire event. A narrative report, asiseéAppendix A, should be written as soon as
possible after each event detailing the activityesised. The average length of a narrative report
is three pages and should include information ersite, number of volunteers, number of
clients, hours of operation as well as issuesehatrged during the operation of the clinic and
solutions implemented. This document is particylagipful for putting the results of the survey

instrument into context.

Step 5: Conducting the hot wash

At the end of the event, the MRC coordinator shdeddl a “hot wash” or a debriefing
session with the MRC volunteers and other partitiaOr, when a hot wash is conducted by
participating program partners, the MRC “hot washbuld be a part of it. The survey
coordinator should be present for the sessionakelriotes to include in the narrative, but

should observe rather than participate in the rasthw

Step 6: Conducting data entry and data analysis

In the summer of 2011, a new website was develtpsdllows each MRC unit

coordinator to enter the data from the paper vessal the “Volunteer Self Assessment

15
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Questionnaire” and the “Barriers to Volunteeringe®iionnaire.” The website can be accessed

at: www.mrctoolkit.com The MRC coordinator can collect the survey questaires at the end

of a public health activity and then go to this sigdto enter the volunteers’ surveys into the
website one survey at a time. Once the MRC cootalireccesses the website, he or she should
select the MRC unit to which he or she belongs feodnop down menu on the home page of the
website, type in the name of the public healthvétgt(for example: “Flu Clinic at Eastbrook

High School”) in the appropriate box and type thgedf the public health activity before
selecting “click here to start the survey”.

This online program allows each MRC unit coordinatoenter data from the
guestionnaires collected after a specific eventaltdin a graphical report of her/his unit results.
Before initiating data entry the MRC coordinatorsnsequentially code the paper questionnaire
starting from number 1. For the survey questions piossible to get a graphical report that
compares the unit results with the average of #ien, as well as a report that shows the unit
results overtime. This system allows the MRC uairdinator to understand what areas of
volunteers’ engagement need further improvementaBge each unit's data is compared to
others, MRC unit coordinators who use the websitéyen the season should return later to get
more complete comparison data.

As illustrated in Figure 1, the results for the spien asking participants to rate the
importance of seven aspects of engagement as atgehare presented below. The results that
are plotted indicate the percentage of individtiadd rated the following seven categories a five
(5) on a scale of not important (1) to very impottgh). The purple triangles signify the national
average. The red dots on the graph represent dadts ffor the particular unit (in this example,

from Brookline MA) that is significantly differerfitom the national average. The green dots

16
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represent data points ftire same locatiothat are not significantlglifferentfrom the national
average. Both calculatiorse done usina p-value of 0.05, which meatisat there is less th a
5% possibilitythat the resultlabeled as significant are actuadlye to chanc

As one can see froffigure 7, 22.73% of BrooklindIRC volunteersstrongly agreed that
volunteering wa good for their professional development. Theomadi average for this questi
is 38.89. he red shading of tl data point indicates that Brooklingisoportionfor this question
is significantly different from the national aveeaFor the second &ty in the graph below
17.39% of BrooklineMRC volunteers strongly agrd that volunteering wea good way to make
new friends. The national average for this quessdi’.039, andthe green data po indicates
that Brooklinés results are not signifintly different from the national avera¢The remainder
of the questions are interpreted in the same

Figure 1. Sample Feedback Repol
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Another exampleFigure : shows that 14.29% of BrooklindRC volunteers respond¢
that they strongly agreed that HIN1 flu may have $&vere consequences in their M
coverage area. The national average was 11.The green data point fBrookline shows that
results were not significantly different from thational average. For the second ques
displayed in Figure,ZMMRC volunteers were asked whether successfubpaence of thei
MRC duties will help with the response to the HIfNd Approximately 36.36% cBrookline
MRC volunteers stronglggreed wittthis statement, whereas 42.86% of MRC volunteers
national basis strongly agreed with this statel. Andthe green data point fBrookline shows
thatthe results for this question were not signifily different from the national avere.

Figure 2. Sample Feedback Repor

Survey Results
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Chapter Three. Using the Toolkit in the context of quality
improvement

Overview

The evaluation approach outlined in this Toolkiaisexample of the application of
standard methods of quality improvement to pubdialth practice. As the Institute of Medicine
(IOM) has noted, there is a critical need to esthldnd validate metrics and criteria that will
enable public health systems to achieve continunpsovement and demonstrate the value of
society’s investment. Yet, it has been difficultoigjectively measure preparedness gaps and the
progress that has been made thus far in emergeapgnedness as well as systems improvement
(IOM, 2008). Quality improvement requires morertlgmal-setting and measurement strategies.
Although these concepts are important foundatithres; do not necessarily lead to improvement
on their own (IOM, 1997).

One of the concepts that would allow public heaitstems to achieve systems
improvement is continuous improvement, rather thiae-time initiatives. Ongoing
improvements would allow organizations to contityuahange as their environments change.
Furthermore, measures for improvement must bedinka evidence and desired outcomes since
how well plans, policies, and procedures are execate more useful than measures of
structure. RAND researchers have noted that thesmgses can be measured during events that
occur throughout the year such as annual flu di{@eid, 2007). Having a successful emergency
preparedness plan requires more than measurensaisejting and accountability. Key

improvements rely on implementing quality initiaipractices that close the gap between the

19
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actual and ideal performance. Through learningabaoltatives and process-analysis techniques,
such as process mapping and failure mode anatysiinuous improvement may be achieved

(Lotstein, 2008).

Action planning
Figure 3. PDSA Cycle.

In order to test various changes, tl / Boriel for aiovisiont \ 1. The conversation leading
to agreed, measurable

Plan-Do-Study-Act (PDSA) cycle, which / oo \ objectives

. - - Wit IS . Well-desi indi
is a core systems improvement practice / 2 change s an emg \ 2. Well-designed indicators
e pre—————— that measure the right data;
_ 3 that wil resut in Improvement? \ in the right parts of the
also known as the Deming cycle or the 1 system; at the right time
Shewhart cycle, can be used (Figure 3) g 3. Indicators that help you
\ understand what part of
i Act Plan the system to change and
(Institute for Healthcare Improvement - 5y 9
how

[IHI], 2003). This cycle highlights the Study Do

performance of various specific quality

improvement practices and iterative

feedback or reporting and describes the stepsnadbauld go through in order to develop and
implement innovations. Teams “plan” by defining goand measures and determining how they
will test them. They then “do” by implementing ttests developed or observing the plan. They
“study” by comparing past performance to currestuhes, and finally “act” by revising past
protocols with improvements. Some branded modedsnagthods for measurement and systems

improvement include Six Sigma and IHI's Method limprovement (Seid, 2007; Shortell,

1995).

20
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PDSA cycles work best when used in thpid cycle change methodology, a concept
developed by W. Edwards Deming, in which teamsstigate quality problems, develop (plan)
and implement small-scale changes (do), measureffibets (study), and make changes until
satisfied with outcomes (act). It is important tenthat each PDSA cycle takes place over a
short period of time, several times a year, whitiplkasizes “rapid cycles of improvement” (IHI,
2003). The key is to practice on events that n@yorepeatedly (e.g. annually at flu clinics)
and incorporate changes gradually. The cycle has bsed in reducing reporting times for
sexually transmitted diseases in prisons and iitigetdiseases. Success in these areas can be
applied to bioterrorism or emerging diseases. Algtoreports are generally made on future
improvements, changes are rarely incorporated.eftw, performance management is critical

for systems improvement (Mays, 2006; Seid, 2007).

Learning collaboratives

Learning collaboratives offer a structured waydoganizations to improve one aspect of
their service delivery system. The aim of thesacstired quality improvement collaboratives is
to close the gap between potential and actual pedoce by testing and implementing changes
quickly across many organizations (@vretveit, 2002)

MRC units should use the results from the survestrimiments to establish learning
collaboratives with other MRC units in their federgion in order to identify the best practices
for their weaknesses. Most commonly, learning tadtatives are modeled after the
Breakthrough Series (BTS) model, developed by M#rGbhard, 2008; IHI, 2003). The Model
for Improvement, which is identical to the qualityprovement model used in the Breakthrough

Series, is divided into four broad categories: ditys and goals, (2) performance measures, (3)

21
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strategies and ideas for changes, and (4) the fugskwo-do-study-act (PDSA) cycles (Lotstein,
2008; IHI, 2003).

Key components of a learning collaborative using thll BTS method include the
change package, learning sessions, PDSA cyclelgboohtive extranet and monthly report
exchanges (IHI, 2003; Nembhard, 2008). The chaagkage is defined as a toolkit of evidence-
based practices and implementation strategiesirichtdes an explanation of the rationale for
each recommended practice, appropriate progressumgsa data collection techniques, tools
(e.g., sample forms and policy statements) andeweée materials (IHI, 2003). Learning sessions
are comprised of formal and informal interactionthwether teams during the multi-day, face-to-
face meetings; formal interactions involve teanmarisiy their experiences in implementing new
practices (IHI, 2003). Site visits, while somewkatf-explanatory, are defined by IHI as visits
by teams to other organizations in the collaboeatio observe and discuss practice
implementation. The collaborative extranet, an ingd feature of an IHI BTS learning
collaborative is a password-protected Internetwitere teams can post their performance data
and information (IHI, 2003). This data is only viglle by participants in the learning
collaborative, so it is confidential and secure.nthdy report exchanges are progress reports
written by teams in prescribed template that documeast month’s activities and self
assessment of progress (IHI, 2003). Below is asstilation of the BTS learning collaborative

model.
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Figure 4. Learning Collaborative Flow Chart.

Participants
Select
Topic Prework
Identify ki T o o ¥
Change Y A
Planning Concepts - Sj' - J
LS 1 LS 2
Group LS 3
Supports
E-mail Visits
Phone Assessments
Senior Leader Reports

As can be seen from Figure 4, in the IHI BTS leagncollaborative, multidisciplinary
teams from participating organizations (in thisecise teams would be MRC coordinators and
LHD volunteers) decide on a specified topic to ioya over the course of six months to a year.
Each team will have an improvement advisor andlfgcwho will comprise the planning group
and identify change concepts prior to the firstii@ag session. There are three learning sessions
(as demonstrated in the diagram above with thegdason LS 1, LS 2, LS 3) where participants
will learn improvement techniques from experts (theulty and improvement advisors) and be
given the opportunity to share their experiencasiplementing new practices with one another.
Between learning sessions, teams implement chandbsir own organizations using Plan-Do-
Study-Act (PDSA) cycles in which they investigateatity problems, develop and implement
small-scale changes, measure the effects, and wekeus changes for improvement (IHI,

2003). Teams learn from one another by particigatinmonthly conference calls, team-to-team
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telephone calls, listserv discussions, site visitsother organizations, monthly exchange of
written reports detailing improvement activitieadamonthly posting of performance data to the
collaborative extranet in between meetings (Kil699). After the collaborative ends, teams
summarize their results and lessons learned, askpt them to nonparticipating organizations

at conferences (Kilo 1998, 1999; IHI 2003).
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Volunteer Self Assessment Questionnaire

F=E HARVARD SCHOOL OF PUBLIC HEALTH
°§° Center for Public Health Preparedness

NACCHO 7
reserve
National Assaciation of County & City Health Odficials

corps

GEORGETOWI UNIVERSITY =

Thank you for taking the time to complete this impat survey.

This survey will help us to understand and leaomfipractice in order improve future MRC
operations. Your responses are completely contieamd cannot be linked back to y

Questionnaire Code = (paper questionnai@ddive numbere

1. What is your current occupational status? If you ae retired, please chec the
occupation you had before retiring AND the retiredanswer option as we

] Unemployed [] Retired (also check your occupati
[] Healthcare worker/professior before retiring)
(o PhysicianpNurse;oOther’ [] Other (please specif

[ ] Public Health Professior
[ ] Administrative/office busine:

2. What is your age categoy?

[[]<20
[ ]20-30
[ ]31-40
[ ]41-50
[ ]51-60
[ ]>60

3. What is your gender?

[ ] Female [ ] Male
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4. Referring to today’s experience, tell us how muryou agree or disagree with the

following statements:

My role and responsibilities were clear to me. | Srongly | Agree | Disagree | Strongly

Agree Disagree
I was fully aware of the proper chain of Srongly | Agree | Disagree | Strongly
command established for this event. Agree Disagree
| was aware of whom to go to if | had a Srongly | Agree | Disagree | Strongly
guestion or concern. Agree Disagree
I had the opportunity to identify limits to my Srongly | Agree | Disagree | Strongly
skills and report them to my supervisor. Agree Disagree
I knew whom to ask or where to find specific Srongly | Agree | Disagree | Strongly
supplies/material. Agree Disagree
| was aware where functions of the clinic, Srongly | Agree | Disagree | Strongly
other than those under my responsibility, were|  Agree Disagree

performed.

Confidence in own role and as part of a team

5. Overall how would you rate your level of confidace in performing the work you were

assigned to do?

[] Very Confident

[ ] Somewhat Confident
[] Not Very Confident
[] Not Confident at all

6. Please evaluate the following statements:

How comfortable did you feel Very Somewhat Not very Not

in working with the other comfortable | comfortable | comfortable | comfortable
volunteers and health at all
department staff?

How much did you feel a part Alot Somewhat Alittle Not at all
of a team?
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7. After receiving your assignment and training, hav long did it take you to feel
comfortable in your job or role?

[ ] Immediately

[ ] After few minutes

[ ] In less than an hour

[ ] In more than an hour

[ ]I never felt comfortable

Confidencein I nteracting with Clienty/Patients

8. How confident did you feel in performing the folowing tasks?

Responding to Very Somewhat | Not very Not Not applicable
patients’ questions Confident | confident | confident | confident | because did not
at all pertain to my
functions
Recognizing patients Very Somewhat | Not very Not Not applicable
with special Confident | confident | confident | confident | because did not
needs/issues at all pertain to my
functions
Finding responses Very Somewhat | Not very Not Not applicable
and solutions for Confident | confident | confident | confident | because did not
patients with special at all pertain to my
needs/issues functions
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9. Please rate how important each of the followingspects is for YOUR engagement as a
volunteer, using a scale ranging from 1 (not impo#nt) to 5 (very important)

Not Very

I mportant I mportant
Motivation — Personal / Professional Development
Volunteering is good for my professional developtnen 1 2 | 3|4 5
Volunteering gives me the opportunity to make negenfls 1 2 | 3|4 5
Volunteering helps me through my personal emotional 1 2 | 3|4 5
development
Motivation — Community Service
| feel it is important to help others 1 2 | 3|4 5
By volunteering, | feel more connected to otherd #nmy 1 2 | 3|4 5
community
Volunteering makes me feel good 1 2 | 3|4 5
| believe my skills can be useful to the community 1 2 | 3|4 5

Personal Preparedness

10. Was it difficult to arrange your schedule to vlunteer today?

[ ] Yes,[ ] Somewhat| | No

11. If yes, which of the following issues made itifficult?

[] Lack of transportation

[ ] Lack of childcare or eldercare
[] Lack of time due to prior commitments
[ ] Lack of time off from work

[] Other reasons (please specify):
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Perception of Severity and Participation

Srongly Srongly
Disagree Agree
H1N1 (swine) flu is likely to have severe public fath 1 2 | 3|4 5
consequences in my MRC coverage area.
If I perform my MRC duties successfully, it will make a 1 2 | 3|4 5

big difference in the success of the response tceth
current HIN1 (swine) flu situation in my MRC coverage
area.

12. Was your participation in this event a worthwhie experience?

[ ]Yes ] No
13. Have you participated in other MRC activities n the past 6 months?
[ ]Yes [ ]No

If Yes, please specify which

Training

14. How useful was the training that you receivedsaa MRC volunteer to prepare you to
perform the work you were asked to do today?

[] Very useful [ ] Not useful
[ ] Useful [] Had not received training
[ ] Somewhat useful

If the training was NOT useful please explain why (check all that apply):

[ ] Given my background and [] The training received was too
experience | was able to perform the difficult and hard to remember.
functions | was asked to do without [] The training | received was based on
being trained. topics/issues not related to the functions
[] The training received was too generic | had to perform.

and not practice oriented.
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15. Given the range of activities to be performedral the availability of staff, do you think
you were assigned to appropriate functions with rgsect to your background and
experience?

[ ]Yes ] No

If not, do you think there could have been a more@propriate role for you?

[] Yes(please specify below)

[ ]No

14. Do you have any other comments?

Thank you for completing this survey!
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Barriers to Volunteering Questionnaire

CEE HARVARD SCHOOL OF PUBLIC HEALTH
e Center for Public Health Preparedness S

GEORGETOWN UNIVERSITY

Fe Ty
§

medical
reserve
corps

¥

NACCHO

Thank you for taking the time to complete this impat survey

It should take you only about 5 minutes to answrog the questions. Confidentiality
guaranteed; we are interested in aggregate resthisr than individual respons:

1. What is your current occupational status? If you &e retired, please check the
occupation you had before retiring AND the retiredanswer option as wel

[] Unemployed
[] Healthcare worker/professior
(o PhysicianpNurse;oOther’
[] Public Health Professior
[ ] Administrative/office busine:
[ ] Retired (also check your occupat
before retiring)
[] Other (please specify)

2. What is your age category

[ ]<20
[ ]20-30
[ ]31-40
[ ]41-50
[ ]51-60
[ ]>60
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3. What is your gender?

[ ] Female
[ ] Male

4. Were you contacted and asked by the (Institutionto volunteer at the (Place/Date)
Flu Clinic?

[ ]Yes
[ ]No

Ability to Volunteer

5. Were you able to volunteer?

[ ] Yes (If your response is ‘yes’, thank you for cdeting this survey! You have now
reached the end of the questionnaire.)

[ ] No

Reasons for Not Being Able to Volunteer

Referring to your inability to volunteer pleasepesd to the following questions:
1. Did any of the following reasons prevent you fnm volunteering?

[ ]1was scheduled to work

[] Lack of childcare or eldercare

[ ] Lack of time because of prior commitments

[] Health problems (including a doctor appointment)

[ ] Lack of transportation

[] Other professional or personal obligations (plesgeify):

2. Did financial difficulties prevent you from volunteering?

[ ] No
[ ] Yes (please specify):
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3. Did concerns about your safety prevent you fromolunteering?

[ ] No
[ ] Yes, | was afraid of getting sick
[ ] Yes, | did not feel comfortable in going to a riddgrhood | am not familiar with.

4. Would the availability of any of the following ®rvices enable you to respond?
(Select all that apply.)

[ ] Childcare

[ ] Eldercare

[] Transportation

[] Additional information on the incident or respomsecess
[] Other (please specify)

Reasons for Not Being Able to Volunteer:
Skills and Motivation

1. Did you feel your skills were inadequate?

[ ] No
[ ] Yes, | felt my skills were inadequate (please gpeachat skills you think you would
have needed):

2. Were you able to attend the training sessions pvided? If not specify the
PRIMARY reason that prevented you from attending the training (check only one):

[ ] Yes, | attended most of the training sessionsigeal
[ ] No, I could not attend because of lack of childcar
[ ] No, I could not attend because of lack of eldercar
[1 No, I could not attend because of lack of trantsiam
[] Other (please specify):

3. Did you feel that the training provided was notdequate?

[] No, it was adequate
[ ] Yes (please explain below why)
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4. Did lack of information prevent you from volunteering?

[ ] No, I had all the information needed

[ ] Yes, | did not have enough notice in order to makes

[ ] Yes, I did not know where to go and when

[ ] Yes, | was not sure about my role at the event

[ If you needed other type of information pleasec#pédelow what type:

5. Please rate how important each of the followingspects is for YOUR engagement
as a volunteer, use a scale ranging from 1 (not inoptant) to 5 (very important)

Not Very
I mportant I mportant
Motivation — Personal / Professional Development
Volunteering is good for my professional developtnen 1 2 |3 4 5
Volunteering gives me the opportunity to make neenfls 1 2 |3 4 5
Volunteering helps me through my personal emotional 1 2 |3 4 5
development
Motivation — Community Engagement and Responsibili
| feel it is important to help others 1 2 |3 4 5
By volunteering, | feel more connected to otherd @nmy 1 2 |3 4 5
community
Volunteering makes me feel good 1 2 |3 4 5
| believe my skills can be useful to the community 1 2 |3 4 5
Severity and Response Efficacy
Srongly Srongly
Disagree Agree
H1N1 (swine) flu is likely to have severe publiahh 1 2 | 3|4 5
consequences in my MRC coverage area.
If I perform my MRC duties successfully, it will k@ a big 1 2 | 3|4 5
difference in the success of the response to threrdu
H1N1 (swine) flu situation in my MRC coverage area.
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6. Have you patrticipated in other MRC activities inthe past 6 months?

[ ]Yes []No

If Yes, please specify which

Do you have any other comments?

Thank you for taking the time to complete this surey!
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LHD Staff Questionnaire on MRC Volunteers

NACCHO

o "/L
GEORGETOW N UNIVERSITY
medical
reserve
corps

We are interested in your opinion about the MRQ@'simole and effectiveness fi
research purposes. iShresearch survey is voluntary and you can ddoidgt out or tc
not answer specific questions at any time. Thigesuis implemented by the Harve
School of Public Health (HSPH) and Georgetown Ursiig in collaboration with th
National Associatiof County and City Health Officials and your MRCiti

8 HARVARD SCHOOL OF PUBLIC HEALTH
~’§° Center for Public Health Preparedness

This surveyshould take you only about 5 nutes to answer all of the questio
Confidentiality is guaranteed; we are interestedggregate results rather than individ
responses.

Section 1: Sirvey Introduction

1. The event you participated in was held at (location)
on (Month/Day/Yet

2. Please, select your role during the Flu Cliniacheck all that apply):
e Incident command
e Clinic director
*  MRC Volunteer coordinat
e Operations directt
» Exercise evaluator
» Other (please specil

Section 2: Unit Characteristict

1. What were the unique characteristics/professionabilities of the MRC unit
engaged in today’s activities’




2. What are the aspects of this MRC unit that neetb be improved in terms of
competencies and/or its composition of professionables?

Section 3: Competence

1. How confident were the MRC volunteers in fulfiling their roles during today’s
activities?

* Very confident

* Somewhat confident

* Not very confident

* Not confident at all

Please provide examples

2. How confident were the MRC volunteers in workingwithin the defined Incident
Command Structure?

* Very confident

* Somewhat confident

* Not very confident

* Not confident at all

Please provide examples

3. How effectively did the MRC volunteers participde in the “hotwash” after the
event?

* Very effectively

* Somewhat effectively

* Not very effectively

* Not effectively at all

* Not applicable, there was no hotwash

4. Did the MRC volunteers seem to understand what &s expected of them?

* Yes
« No
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5. Were there roles played by the volunteers thattberwise could not been covered
by any department staff?

* No

* If Yes, please specify:

6. What problems arose, and how were they solved?

Section 4: Training

1. How effective did training or orientation provided by the health department
seem?

* Very effective

» Effective

* Somewhat effective

* Not effective

2. What additional training or orientation would have been helpful?

3. Did the MRC volunteers seem prepared by virtuefatheir professional
backgrounds, prior training, and day-of-event training to assume their assigned
roles?

* Yes

* No

Section 5: Organizational Effort

1. Considering the number of volunteers, number ofiours, and their professional
training, describe the value of the assistance praled by the MRC unit in today’s
Flu Clinic:
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2. Estimate the effort of the LHD in training and preparing the MRC unit for
today’s event (include prior outreach and trainingactivities):

3. How has the LHD workload changed as a result aftilizing volunteers in the Flu
Clinic?

* Lessened

* Remained the same

* Increased

» Change in type of work done

* Do not know

Section 6: Human Relationships

1. Referring to today’s Flu Clinic, how would you ate the level of integration
between the MRC unit and the LHD staff?

* Very good
+ Good
* Poor
* Very poor

2. What else should be done to help the LHD staffark better with volunteers?

3. How would you describe the reaction of the Flu lhic’s clients to the volunteers?
» Favorable
* Mixed
* Unfavorable
* Do not know
* Please provide examples
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Section 7: For the MRC Coordinator Only

20. What were the 3 most challenging factors in eaging the MRC unit during
today’s Flu Clinic:

Recruiting a sufficient number of volunteers
Recruiting competent /trained volunteers for spedifnctions (please specify
which)

Recruiting motivated volunteers

Engaging MRC volunteers on the day of the Flu Clini

Providing sufficient training

Identifying roles appropriate to the volunteerstkground and experience
Supervising the volunteers’ work during the Flun@is activities
Providing meaningful and sufficient feed-back te thork done

Identifying roles and tasks for all volunteers tbame to the Clinic

Other (please specify):

Thank you for taking the time to complete this surey!
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Appendix A: Sample Narrative

Location A Flu Clinic
Month, day, year
Start time — End time

Part I: Description

Set up/arrival
We arrived at 8:30 am at the flu clinic in Locatidn Eleanor Leadér from the

Location A County Health Department was the liaibetween the location where the flu
clinic was held and the health department settinghe flu clinic. Eleanor knew how to
set up the room based on her prior experiences kgtith department vaccination
clinics. Two other volunteers, Elizabeth and hesldand Max, were the second group of
people to arrive that morning. Elizabeth and Mawught Thanksgiving leftovers,
doughnuts and coffee for the volunteers. Margameitl§ the MRC Coordinator, arrived
at 8:40/8:45 am and began to set up the varioussfdor MRC volunteers to complete

and read.

Volunteers

There were two shifts for MRC volunteers, speclfic®:00 am — 10:30 am and
10:30 am — 12:00 pm. There were three MRC volustper shift who all helped with the
clerical and logistical part of the flu clinic. Onéthe MRC volunteers enjoyed helping at
the flu clinic so much she decided to stay all nmrognand worked from 9:00 am to noon,

changing jobs for the second shift.

L All names in this document have been changed.

44



Margaret Smith circulated the just-in-time traini@dTT) document and handed out
job action sheets at 8:55 am, five minutes befbeeflu clinic opened. There was only
one copy of the JITT document, which Margaret hdnideeach volunteer and watched
them read it to ensure everyone had day-of-evatitilg. There were three distinct jobs
for MRC volunteers per shift. Volunteer one wascivarge of registration. This person
signed in clients, let them into the clinic, receddthe time of entry, signed out clients,
recorded the time of exit, and provided the cliemth a record of immunization, if
necessary. The second MRC volunteer helped indagdiill out the registration forms,
clarify questions, and translate the registratmmf into Spanish, if necessary. The third
MRC volunteer was in charge of putting stickerscbild registration forms to serve as a
visual reminder to the nurses to give the childralter dose of the flu vaccine. During
the second shift there was not JITT for the MRCuwmtders. Each second shift MRC
volunteer replaced a first shift volunteer, whartea their replacement.

Three LHD nurses volunteered to give immunizati@hging the clinic on the
Saturday in November 2008. These nurses were weh giny day-of-event training and
appeared to know exactly what to do. Similarly,ytla knew each other well, as they
had done this several times before this year af tiogvnship clinics this fall.

There were three volunteers present from the chufom, Susan and Laura, as
discussed in the introduction. Laura showed flut sfients to a free clothes closet after
they checked out. For security reasons, Tom andrSakernated standing at the door to

the location to let in individuals who were planmpito visit the flu clinic.
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Flu Clinic Clientele

About 65 clients came into the flu clinic betweef®am and noon. The client flow
was evenly spaced in the morning, and there weetyranore than ten clients in the flu
clinic at one time. There was a half hour mid-mognwhen there were no clients in the
flu clinic at all. The clients were mostly Spanispeakers, with one family speaking
Creole. There were many families with pre-schod abildren as there is a new law in
“State A” mandating children age 0-59 months toehpmeumonia and influenza vaccines

for entry into preschool or day care.

Hotwash

One of the evaluators asked the MRC Coordinatsinéfwas going to conduct a
hotwash. She said she hadn’t thought about itiked the idea of having a group
meeting to go over what went well and what couldniyeroved the same day as the
clinic. After the last clients were seen aroundmaohotwash was conducted.
Participants included Margaret Smith who servethasnoderator; four MRC
volunteers, and one church volunteer. The otherMRC volunteers from the first shift
had left, since their shift ended at 10:30 am.

Several suggestions were presented at the hotwash.a couple of MRC volunteers
noted the language barrier. One MRC volunteer sstgdecontacting Literacy Volunteers
to see if they could recommend volunteer transtsfimr the day next time. Jack Jones
will contact Literacy Volunteers to try to set this. Everyone agreed that MRC

volunteer recruiters should target those with lagguskills.
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MRC volunteers suggested that the MRC purchasetalpe privacy screen to take
to flu clinics so participants do not have to usdran front of the whole room when they
get the immunization. Several children were extigrapset or nervous about receiving
the vaccination to the point where they were sggoitier children. A portable screen
could help with this too. One MRC volunteer suggddiringing in small frozen balloons
filled with water to soothe the injection site. Aher suggested bringing crayons and
paper for kids who are waiting for their vaccinatiar their parents. This could help keep
the noise down in the flu clinic.

MRC volunteers agreed that it was difficult to deteme who might need a translator
while remaining culturally sensitive. One voluntsaeggested triaging patients who need
language help to a specific part of the flu cliwigere translators will be stationed.
Another suggestion was to have Spanish/foreignuage videos playing in waiting area
to explain how to fill out forms and what to expémt those who are getting vaccines for

the first time. (No one suggested translating dren and other materials into Spanish).

Part II: Lessons learned from the MR C process

The way the English speaking volunteers asked sirtiee questions to the non-
English speaking clients on the informed consemhfoften guided individuals towards
an answer. For example, an MRC volunteer asks tadohave Guillain-Barré syndrome”

to the client while shaking her head to signal “Mgdt surprisingly, the clients said ‘no’

every time!
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Some of the MRC volunteers were registered nutagsyere only given clerical
tasks as the head nurse is held liable if anytoes wrong, and didn’t want to take

responsibility for MRC volunteers.

Part I1I: Observations from the survey coordinator

The nature and purpose/objectives of the flu chmas to distribute leftover influenza
vaccines from the seven previous flu clinics to¢aton A” community members. The
six MRC volunteers served exclusively in clericatldogistical roles. There were other
volunteers participating in roles similar to thadehe MRC volunteers, as alluded to
earlier. These other volunteers included a segrétam the health department who
served as a general guide and church security meestor the duration of the flu clinic.

The health department did not provide training erdgation to MRC volunteers prior
to the day of the clinic. Referring to today’s @linic, the level of integration between the
MRC unit and the LHD staff was very good. The reacof the clients to the volunteers
would be accurately described as favorable. Onmplawould be that the Spanish-
speaking clients appreciated the volunteers ati@gpd translate the forms into their
native language. Another example would be thatroather brought her child in for
immunization but was too afraid to get the vacdieeself. A MRC volunteer talked the
mother into getting the vaccine as well.

The MRC volunteers knew what was expected of thedweere very confident in
fulfilling their roles during today’s activities. #Athere were only 6 MRC volunteers, the
incident command structure was not put into actMost of the volunteers had worked at

vaccination clinics in the past and agreed thatribelent command structure was not
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necessary for this flu clinic. The MRC volunteesstizipated in the hot wash after the
exercise very effectively. Everyone had at leagt suggestion for improvement.

Everyone thought the flu clinic went really welldawas happy to be involved.
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