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ABSTRACT
Objective: The success of the Medical Reserve Corps (MRC) is dependent on the ability of volunteers to
respond in a timely and effective manner. This study aimed to assess the current status of MRC
volunteer training and to examine the association between MRC characteristics and provision of
training.

Methods: The data for this study were drawn from the 2013 Network Profile Survey of the MRC, which
was administered to active MRC unit leaders or designated alternates of 962 units across the country in
April to May of 2013.

Results: Over 80% of MRCs had a training plan. Ninety-one percent of MRCs offered one or more training
courses to volunteers, and 73% indicated requirements for mandatory training. Approximately 84% of
MRC units collaborated with other organizations to conduct trainings. Units with more volunteers
(>150) were 3 times as likely to have a plan for volunteer training as were those with fewer volunteers
(≤50). Compared to units with a full-time leader, those with leaders who were volunteers were only 0.57
times as likely to have a training plan.

Conclusions: An overwhelming majority of MRC units provide critical training to their volunteers prior to
an emergency deployment. To further strengthen the overall MRC capacities, it is important for MRC
units to have a training plan tailored to their community needs and features, make full use of
available training resources, and collaborate with partner organizations. (Disaster Med Public Health
Preparedness. 2014;8:527-532)
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INTRODUCTION

The Medical Reserve Corps (MRC) is a national
network of volunteers who are organized in local
community-based groups and supported by the

Division of the Civilian Volunteer Medical Reserve
Corps (DCVMRC) in the Office of the Surgeon
General. More than 200,000 volunteers in almost
1000 units located in all 50 states and most territories
are committed to strengthening public health; reducing
vulnerabilities; improving local preparedness, response,
and recovery capabilities; and building resilience in their
communities.1 Each MRC unit is unique and is shaped
by many factors, including geography, local regulations,
housing organizations, volunteer composition, mission,
and community needs. Local health departments
(LHDs) house 67% of MRC units,2 and as LHDs and
other local and state agencies across the nation continue
to operate under reduced budgets, MRC units are
increasingly called upon to provide surge support to
allow the LHDs to meet their missions. The volunteers
supplement staff resources and fill gaps in public health

and emergency response services. The result is a colla-
boration that can keep a community healthy and pre-
pared for large-scale disasters and emergencies.

The MRC provides a way to recruit, train, and acti-
vate volunteers, including medical and public health
professionals and many other community members
with necessary skills, such as interpreters and legal
advisors.3 Since its inception in 2002, MRC units and
volunteers have played an important role in the
response to different types of hazards, ranging from the
spread of pandemic influenza to natural disasters.4

The success of an MRC unit is dependent on the ability
of its volunteers to respond in a timely and effective
manner. Therefore, MRC volunteers need to be ade-
quately trained in advance to respond swiftly to a local
emergency. Homeland Security Presidential Directive
(HSPD-8) defines preparedness as “the existence of
plans, procedures, policies, training, and equipment
necessary at the Federal, State, and local level to
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maximize the ability to prevent, respond to, and recover from
major events.”5 Additionally, the national public health
preparedness standards provided to state and LHDs through the
CDC’s Public Health Preparedness Capabilities suggest in
Capability 15 that volunteers need to receive jurisdiction-
defined training for their assigned responsibilities through
training courses delivered by the jurisdictional health depart-
ments alone or in collaboration with other partners.6

All MRC volunteers should participate in some form of orien-
tation in order to best understand the system in which the MRC
unit operates. In addition, volunteers should receive additional
trainings that focus on different aspects of support, skill building,
and preparation for deployment.3A volunteer training program
is one of the critical factors for the success of the MRC.7 Each
MRC unit is encouraged to create and implement a training
plan tailored to its community needs. This ensures that training
goals and objectives are met and provides a step-by-step guide to
prepare volunteers for deployment in response to emergencies.
In 2007, a set of MRC Volunteer Core Competencies was
developed for the network.8 Even though MRC volunteers play
different roles in their units, all volunteers should have a base-
line level of knowledge and skills.

Earlier evidence suggested that participation in response
training is associated with the preparedness of health care
workers.9-11 For example, physicians who received bioterror-
ism training tended to have a stronger sense of personal
preparedness for outbreaks of an unknown but potentially
dangerous illness.10 Furthermore, when health care providers
perceived benefits from training and drills, they felt prepared
and were more willing to respond to a bioterrorism event.11

Similarly, training results in greater reported confidence and
perceived capability, which are much needed elements in
the effective use of MRC units.12 Increased self-efficacy is a
primary predictor of volunteers’ willingness to participate
in public health emergency-related activities.13 Sufficient and
timely volunteer training can support risk management
practices, promote response capabilities, and increase con-
fidence in performing duties. Training is also critical for
volunteer retention.14

Various training tools have been developed to assist MRC
units with their training programs. Since 2006, MRC
Training Finder Real-Time Affiliate Integrated Networks
(MRC-TRAIN), a learning management system with a cen-
tralized, searchable database of courses relevant to public
health and emergency management, has been available to the
MRC. MRC-TRAIN offers a customizable training curricu-
lum for each unit. The MRC Factors for Success, developed
by the DCVMRC, is a comprehensive set of programmatic
elements that incorporate generally accepted practices of
organizational development that can be used by MRC leaders
to guide and gauge the development of their units.7 In
addition, an electronic Listserv is available for the MRC as an
informal collaboration and resource sharing tool.

To date, there has been little published about the training
among MRC volunteers across the nation. Given the
potential of training to influence the attitude and behavior of
volunteers and the performance of MRC units, this study
aimed to assess the current status of MRC volunteer training
and to examine the association between characteristics of
MRC units and the provision of training.

METHODS
Data Collection and Sample
Data from the 2013 Network Profile of the MRC (Profile)
were collected by the National Association of County and
City Health Officials (NACCHO). The Profile survey was
the first national survey to gather data on structure, activities,
and capacities of the MRC network. It was administered to
active MRC unit leaders or designated alternates of 962 units
across the country from April to May in 2013. A total of 837
MRC units responded, with a response rate of 87%. The study
was based on organizational surveys; thus, it was exempt from
full institutional review board review.

Measures
The MRC unit characteristics included in the analysis were
jurisdiction population size (≤50,000, 50,001-500,000,
>500,000), jurisdiction type (urban, suburban, mixed, rural/
frontier, tribal), number of volunteers (≤50, 51-150, >150),
whether more than one MRC unit serves the jurisdiction
(yes/no), work status of the unit leader (full-time, part-time,
volunteer), gender of the unit leader, whether the unit had
participated in an emergency response in the past 12 months
(yes/no), and whether the unit partnered with or deployed
alongside another organization (yes/no).

Participants were asked whether their MRC had a training
plan (yes/no). The training opportunities were assessed with a
list of training courses (eg, basic life support, blood-borne
pathogens). For each course, participants were asked to
indicate 1) whether they offered this training and 2) whether
this training was mandatory for their volunteers. To measure
training collaboration, the participants were asked to indicate
whether they had trained volunteers with each of the entities
in a list (eg, American Red Cross, LHD).

Analyses
To obtain representative data, weights were generated on
the basis of the strata of unit jurisdiction population size.
Descriptive statistics were calculated for all MRC units.
Bivariate analyses were conducted to examine the association
between MRC features and the availability of a training plan.
Multivariable logistic regression was used to assess the inde-
pendent relationship between each key MRC characteristic
and the presence of a training plan. Analyses were conducted
by using Stata 12.1 with proper statistical weights to account
for disproportionate response rates by size of the population
in the MRC jurisdiction. All p-values were two-tailed, with
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values less than 0.05 considered statistically significant. Odds
ratios (ORs) and 95% confidence intervals (CIs) were
reported for the logistic regression model.

RESULTS
Table 1 presents descriptive statistics on the infrastructural
characteristics of MRC units, whether they had participated
in an emergency response in the past 12 months, and whether
they had partnered with or deployed alongside another
organization. About half of MRC units served jurisdictions
with populations between 50,001 and 500,000. Nearly two-
thirds (64.5%) of units had a female unit leader. Only 41% of
units had participated in an emergency response in the past
year, and 67% reported partnering with or deploying along-
side another organization.

The percentages of MRCs having training plans, providing
training, and collaborating with other organizations in
training volunteers are presented in Table 2. Over 80% of
MRC units had a training plan. Ninety-one percent of MRCs
offered one or more training courses to volunteers, and 73%
indicated requirements for mandatory training. Approxi-
mately 84% of MRC units collaborated with other organi-
zations to conduct trainings.

Table 3 presents the training courses provided and whether
they were required. The most frequently offered trainings were
“Introduction to the Incident Command System” (ICS) and
“National Incident Management System,” which were also
most likely to be mandatory for volunteers. Over half of MRC
units also provided training through the courses “Psychological
First Aid,” “CPR/First Aid/Automated External Defibrillator,”
and “ICS for Single Resources and Initial Action Incidents,”
but these courses were much less likely to be mandatory.

Table 4 shows the characteristics of MRC units that were
significantly related to the likelihood of having a training plan.
Overall, MRC units serving the largest jurisdictional size
(>500,000) were more likely to have training plans than were
MRC units serving small (≤50,000) or medium (50,001-
500,000) jurisdictions. Similarly, MRC units with more
volunteers (>150) were more likely to have a training plan.
Some unit leadership characteristics were related to the exis-
tence of a training plan. In particular, units with female leaders
or leaders with full-time or part-time work status were more
likely to have a plan than were units with male leaders or
leaders who were volunteers. In addition, having participated in
an emergency response in the past year was significantly asso-
ciated with having a training plan. MRC units that were
partnering with or deploying alongside another organization
were also more likely to have a training plan.

Table 5 presents the results of multivariable logistic regression
for having a training plan. Only the MRC characteristics that
were found to be statistically associated with having a training

plan in the bivariate analysis in Table 4 were included in the
model. After control for other independent variables, all
factors included in the regression model remained statistically
significant. Units with more volunteers (>150) were three

TABLE 1
Characteristics of Medical Reserve Corps (MRC) Units

Variable Frequency Percent Weighted Percent

Jurisdiction Population
≤50,000 279 33.3 33.4
50,001-500,000 415 49.6 48.1
>500,000 143 17.1 18.5

Jurisdiction Type
Urban 73 8.7 8.8
Suburban 90 10.8 10.7
Mixed 401 48.0 48.0
Rural/Frontier 262 31.3 31.2
Tribal 10 1.2 1.2

Number of Volunteers
≤50 340 40.6 40.5
51-150 244 29.2 28.9
>150 253 30.2 30.6

More Than One MRC Unit Serving the Jurisdiction
Yes 103 12.3 12.7
No 733 87.7 87.3

Work Status of MRC Unit Leader
Full-time 392 47.2 47.4
Part-time 318 38.3 38.1
Volunteer 120 14.5 14.5

Gender of MRC Unit Leader
Female 526 64.7 64.5
Male 287 35.3 35.5

Unit Participating in an Emergency Response in the Past 12 Months
Yes 334 41.1 41.3
No 478 58.9 58.7

Unit Partnering With or Deploying Alongside Another Organization
Yes 558 67.0 67.1
No 275 33.0 32.9

TABLE 2
Provision of Training to Medical Reserve Corps (MRC)
Volunteersa

Variable Frequency Weighted Percent

Has a Training Plan
Yes 696 84.4
No 129 15.6

Offers Training Opportunities
Yes 758 90.6
No 79 9.4

Has Required Training
Yes 612 73.2
No 225 26.8

Conducts Training With Other Organizations
Yes 676 84.0
No 129 16.0

aN = 805-837.
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times as likely to have a plan for volunteer training as were
units with fewer volunteers (≤50). Compared to units with a
full-time leader, those with leaders who were volunteers were

only 0.57 times as likely to have a training plan. In addition,
the odds of having a training plan was 2.19 times higher for
units with female leaders than for units with male leaders.

TABLE 3
Medical Reserve Corps (MRC) Training (Weighted)a

Providing Training Mandatory Training
Course Frequency Weighted Percent Frequency Weighted Percent

ICS-100 Introduction to the Incident Command System 551 65.8 550 65.7
ICS-700 National Incident Management System 513 61.3 482 57.6
Psychological First Aid 486 58.1 170 20.3
CPR/First Aid/Automated External Defibrillator 466 55.7 186 22.2
ICS-200 ICS for Single Resources and Initial Action Incidents 426 50.9 228 27.2
IS-800 National Response Framework, An Introduction 348 41.6 131 15.7
Bloodborne Pathogens 346 41.3 173 20.7
Basic Life Support 321 38.5 84 10.0
IS-22 Citizen Preparedness 232 27.7 111 13.3
Other 186 22.2 47 5.6
Cultural Competency 180 21.5 20 2.4
Basic Disaster Life Support 178 21.3 45 5.4
IS-317: Introduction to CERTs 161 19.2 22 2.6
IS-301 Radiological Emergency Response 115 13.8 15 1.8

aICS indicates Incident Command System; CERT, community emergency response team.

TABLE 4
Characteristics of a Medical Reserve Corps (MRC) Unit Associated With the Existence of a Training Plan (Weighted)

Has a Training Plan
Characteristics Yes, % No, % P Value

Jurisdiction size 0.05
≤50,000 83.9 16.2
50,001-500,000 82.4 17.6
>500,000 90.8 9.2

Jurisdiction Type 0.75
Urban 83.7 16.3
Suburban 81.0 19.0
Mixed 86.0 14.0
Rural/Frontier 83.5 16.5
Tribal 80.0 20.1

Number of Volunteers <0.001
≤50 76.3 23.7
51-150 86.9 13.1
>150 92.8 7.2

More Than One MRC Unit Serving the Jurisdiction 0.92
Yes 84.1 15.9
No 84.5 15.5

Work Status of the Unit Leader <0.001
Full-time 85.6 14.4
Part-time 87.3 12.7
Volunteer 72.6 27.4

Gender of the Unit Leader <0.001
Female 88.4 11.6
Male 77.1 23.0

Unit Participating in an Emergency Response in the Past 12 Months <0.001
Yes 91.3 8.8
No 79.7 20.3

Unit Partnering With or Deploying Alongside Another Organization <0.001
Yes 88.9 11.1
No 75.4 24.6
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Units that had participated in an emergency response in the
past 12 months were twice as likely to have a plan as were
units not engaged in such activities.

DISCUSSION
It is important for communities to have a cadre of ready and
willing volunteers who are trained and capable of assisting in
an emergency response. The findings of the present study
suggest that an overwhelming majority of MRC units provide
critical training to their volunteers prior to an emergency
deployment. The high level of engagement in volunteer
training may be attributed to the availability and easy
accessibility of various MRC training resources. According to
the MRC technical assistance series, each MRC unit may
employ a different approach to training based on their own
community needs and features. The aforementioned training
tools available to the MRC (MRC-TRAIN, Factors for
Success, and the MRC Listserv) foster virtual communities
of practice and include sample training plans and a place
to share training successes and challenges with their peers.
Many MRC units have benefited from these tools and have
used them to promote the overall volunteer capabilities
and to share their training plans and resources with other
MRC units.15

A high percentage of MRC units are working with other
organizations in conducting trainings for volunteers. One out

of four MRC units conducted training with 6 or more part-
ners. In particular, MRC units were most likely to collaborate
with LHDs in providing training. Nearly two-thirds of
MRC units that reported conducting training with other
organizations indicated LHDs as their partners. Other
most frequently mentioned partners were emergency man-
agement agencies and the American Red Cross.2 Because
MRC units are community-based, operate locally, and do
not work in a stand-alone role,16 the collaborative efforts
in volunteer training allow volunteers to be familiar with
community needs and resources and better perform their
function within their geographical areas. In addition, con-
ducting training with other organizations can more effectively
utilize scarce resources. It is possible that MRC units also
receive guidance about training plans from other partner
organizations.

Several MRC characteristics were associated with having a
volunteer training plan. MRC units with fewer volunteers
were less likely to have a training plan in place, which may
have been due to fewer resources and less preparedness
funding. Our findings also highlight the influential role of
MRC leaders. Units with full-time or part-time leaders were
more likely to have a training plan than were units with
volunteers as leaders. In addition to developing volunteer
relationships and capabilities, leaders also assume a number of
other responsibilities such as identifying and pursuing finan-
cial and other resources, coordinating with local response
partners, and maintaining the units’ organization.17 All of
these require a tremendous investment in time and effort,
which may be particularly challenging for MRC leaders who
are volunteering their time to run their MRC unit.

The relationship between MRC units with training plans and
associated factors presents a unique opportunity for future
application and research. The findings in this study show that
the presence of training plans was three times as likely among
units with a volunteer size that exceeded 150 volunteers,
which may indicate that having a training plan in place could
be used to better recruit and retain MRC volunteers.
Although the Profile does not delve deeper into the retention
and recruitment practices of volunteers for those with
training plans, the literature supports that the training of
volunteers should be viewed as an opportunity to build a
sense of community among volunteers so as to enhance
volunteer commitment and satisfaction.18 Having a training
plan might also convey the importance of volunteer work and
provide organizational support to enhance the commitment
of the MRC volunteers.19

Furthermore, the study results indicated that MRC units that
had participated in an emergency response in the past year
more often had a training plan in place. As suggested by
prior literature, emergency plans are usually reexamined
after disastrous events, both natural and manmade.20 During
emergency responses, gaps are identified and may encourage

TABLE 5
Factors Associated with the Existence of a Training
Plan (Weighted)a

95% CI
Characteristics OR Lower Upper P Values

Jurisdiction Size
≤50,000 1
50,001-500,000 0.58 0.36 0.93 0.02
>500,000 0.71 0.33 1.55 0.39

Number of Volunteers
≤50 1
51-150 1.72 1.02 2.88 0.04
>150 3.07 1.55 6.06 0.001

Work Status of the Unit Leader
Full-time 1
Part-time 1.37 0.85 2.22 0.20
Volunteer 0.57 0.33 0.97 0.04

Gender of the Unit Leader
Male 1
Female 2.19 1.45 3.31 <0.001

Unit Participating in an Emergency Response in the Past 12 Months
No 1
Yes 2.02 1.25 3.26 0.004

Unit Partnering With or Deploying Alongside Another Organization
No 1
Yes 1.87 1.21 2.90 0.005

aOR indicates odds ratio; CI, confidence interval.
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the need to improve future operations and strengthen the
overall unit capabilities. Actual participation in an emer-
gency response may highlight deficiencies and facilitate the
development of a training plan for MRC units. This may
also indicate the importance of participating in all-hazards
exercises or drills to strengthen the MRC capabilities.

This is the first study to address the engagement of the MRC
in training volunteers on a national level. The strengths of
the study are its large sample size and its representation of the
MRC population. This study also had certain limitations,
however. The Profile data were self-reported by MRC units
and NACCHO did not verify the accuracy of these data.
Owing to the cross-sectional nature of the study design, causal
inferences cannot be made. In addition, the survey did not
collect information on resources that MRC units have for
training, such as staffing and access to technology. These
potential confounding factors were not controlled for in the
analyses.

CONCLUSIONS
Unpredictable and fast-changing natural and manmade dis-
asters require different competencies among emergency pre-
paredness staff and volunteers. Developing effective training
plans and courses and providing MRC volunteers with time
and access to participate in training are critical in helping
them achieve and maintain the skills needed to perform
duties during emergencies. The locally based focus of each
MRC precludes the one training plan fits all model for the
MRC, but the training resources provided to each unit along
with collaboration with partner organizations, supplies the
MRC with tools and resources to train volunteers to be ready
when called. Leadership and partnership play a positive role
in facilitating the provision and implementation of training
programs. MRC volunteers with adequate training are better
equipped to strengthen public health; improve emergency
preparedness, response, and recovery capabilities; and build
the resiliency of their communities.
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