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ABSTRACT
Objective: We assessed the feasibility and impact on knowledge, attitudes, and reported practices

of psychological first-aid (PFA) training in a sample of Medical Reserve Corps (MRC) members. Data
have been limited on the uptake of PFA training in surge responders (eg, MRC) who are critical to

community response.

Methods: Our mixed-methods approach involved self-administered pre- and post-training surveys and
within-training focus group discussions of 76 MRC members attending a PFA training and train-the-trainer

workshop. Listen, protect, connect (a PFA model for lay persons) focuses on listening and understanding

both verbal and nonverbal cues; protecting the individual by determining realistic ways to help while
providing reassurance; and connecting the individual with resources in the community.

Results: From pre- to post-training, perceived confidence and capability in using PFA after an emergency

or disaster increased from 71% to 90% (P ,.01), but no significant increase was found in PFA-related
knowledge. Qualitative analyses suggest that knowledge and intentions to use PFA increased with training.

Brief training was feasible, and while results were modest, the PFA training resulted in greater reported

confidence and perceived capability in addressing psychological distress of persons affected by public
health threats.

Conclusion: PFA training is a promising approach to improve surge responder confidence and competency
in addressing postdisaster needs. (Disaster Med Public Health Preparedness. 2014;8:95-100)
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The last decade has witnessed a sharp increase
in the number of disaster declarations. In
2011, there were 99 major disaster declara-

tions domestically compared to an average of 65 per
year in the previous 10 years. As a result, concerns
have included the long-term and complex course of
behavioral recovery in disasters, suggesting a need for
greater intervention breadth and capacity.1–7

Psychological first aid (PFA) is an evidence-informed,
best practice intervention for responders to provide
practical and social support with linkages to mental
health treatment for children and adults. PFA is
designed to reduce disaster-induced stress by prompt
provision of social support, linkage to resources, and
promotion of effective coping strategies and coping self-
efficacy.8–11 In spite of international endorsement,12,13

to our knowledge, no rigorous outcome studies have
been conducted.14 The Department of Health and
Human Services’ disaster behavioral health concept of
operations recommends the training of first responders
in PFA, and the American Red Cross and other disaster
organizations are implementing PFA training for their

employees and volunteers. Listen, protect, and connect
(LPC)15–18 is one PFA model that has been developed
for lay persons and first responders, and its simple
framework may be appropriate for surge responders such
as the Medical Reserve Corps (MRC).

Early analyses demonstrate that PFA increases self-
efficacy and confidence in working with children and
adults,19–21 but limited data are available on specific
uptake of PFA training in surge responders who are
critical to broader community response. The MRC is
not a traditional first responder group, but is a ‘‘ready
force of public health, medical, and non-medical
volunteers who are ready, willing, and able to support
a variety of preparedness, emergency, and public health
activities and initiatives.’’22,23 To our knowledge, no
studies have been performed on how MRC could be
deployed to implement PFA.

We believe that this study is the first description of PFA
training of the MRC using both self-administered
surveys and discussions from focus groups. We aimed
to (1) understand the impacts of brief PFA training on

Disaster Medicine and Public Health Preparedness 95

Copyright & 2014 Society for Disaster Medicine and Public Health, Inc. DOI: 10.1017/dmp.2013.112https://doi.org/10.1017/dmp.2013.112 Published online by Cambridge University Press

https://doi.org/10.1017/dmp.2013.112


knowledge, attitudes/comfort, and intended practices of MRC
members; and (2) explore perceived facilitators and barriers
to using PFA and the feasibility and success of PFA, from the
perspective of participants, to improve future trainings.

METHODS
The study employed a mixed-methods approach to assess the
impact of PFA training using LPC on MRC members in Los
Angeles County. LPC training is based on a model adapted by
one of us (M.S.) for the Los Angeles County Department of
Public Health Emergency Preparedness and Response Program
to train community members to help each other in times of
disaster. This course was developed as a basic, 2-hour version of
PFA to reinforce that providing social support is one of the
most important interventions for family, friends, and neighbors.

The first part of training, an interactive slide presentation,
described how to effectively deliver PFA through the 3 compo-
nents of LPC: listen to the individual and understand both
verbal and nonverbal cues; protect the individual by
determining realistic ways to help and provide reassurance,
support, and encouragement; and connect the individual to
family, friends, and resources in the community. The training
ended with video scenarios of past and hypothetical disasters.
This latter section of the training allowed participants to apply
newly learned strategies and increase their capacity in
providing PFA while receiving feedback (from M.S.).

In the afternoon, the facilitators led a train-the-trainer
workshop using a model developed in New Orleans for
postdisaster recovery.24,25 The afternoon session again included
question-and-answer and role-play sessions. We added these
discussion components to enhance LPC practice after the
2-hour training session.

Recruitment
MRC members were invited to attend the training through
emails from their unit coordinators. One unit covers the
entire county of approximately 10 million residents (total of
n 5 1362 volunteers); a second unit covered a city of 465 576
residents (n 5 132 volunteers); and another unit covered 3
cities comprising 122 272 residents (n 5 104 volunteers).26,27

Participation in the training was not required but met one of
the core competencies identified by the Division of the
Civilian Volunteer Medical Reserve Corps and training
requirements to permit deployment from local jurisdictions.

Data Collection
Data were collected with a self-administered survey and field
notes from discussion groups. The short survey was adminis-
tered directly before and immediately after the morning
session. The questionnaire assessed demographics and profes-
sional training, years with MRC, experience with disaster
response, and application of PFA to address psychological
distress issues. We created subscales for PFA knowledge items

(number correct); items included 5 true/false statements
(eg, It is fine to express doubt when someone is sharing how
they feel emotionally). The survey also included questions
about barriers to addressing psychological issues (count up to
3 barriers each for lack of training, access, and comfort/
stigma). The lack of training subscale included items such as
the dearth of tools to use with clients; access issues included
items such as an insufficient number of mental health
providers; and comfort items included the concern that
clients do not want PFA.

The second component of data collection was field notes
taken by staff members during the focus groups, which took
place during lunch. A volunteer group member assisted by
study staff members facilitated these discussions (Table 1).
For the afternoon train-the-trainer sessions, staff members
took field notes on the discussion. This afternoon session was
voluntary and included about two-thirds of the morning
participants.

Data Analysis
Descriptive and bivariate analyses examined characteristics of
participants and pre- to post-training test changes in know-
ledge and attitude items and scale scores. We used stratified

TABLE 1
Listen, Protect, Connect (LPC) Training Overview

Training Topics: Main Training
> Community resilience
> Understanding the effects of a disaster
> Identify common reactions to disasters
> Identify individuals at higher risk for stress reactions
> Common stress reactions
> Reactions in children
> Psychological first-aid action step

J How to listen
J How to protect

> How to protect children
J How to connect

> Making connections for children
> Additional resources
> Questions and answers

Train-the-Trainer Session
> Discussion of trainer experience of participants
> Review of lecture/small group leader tips
> Role play of LPC in small groups
> Review of role play in large group
> Discussion of support needs for Medical Reserve Corps to use LPC

in the field
Discussion Session

Participants were asked to discuss 3 written questions: (1) How do you

think you will use what you learned today in your emergency

preparedness and/or your response activities? (2) After the training,
what questions and/or concerns do you have about using

psychological first aid (PFA)? What will support you in using PFA? (3)

How do you plan to use PFA in your community outreach activities, if

at all? What do you think that will look like/how will you share this
information in the community education that you may do?
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analyses to examine whether improvement from pre- to
post-training test results differed by previous PFA or disaster
experience and by length of MRC engagement (,2 vs
$2 years). For qualitative analyses of group discussions,
3 researchers independently read the data and noted frequent
and significant statements without predefined themes in
mind. Themes that arose from the analyses were discussed
and compared for each of the main discussion questions
across groups; agreement was reached by consensus on main
themes and subthemes. RAND’s Human Subjects Protection
Committee reviewed the study.

RESULTS
We present the survey findings first and summarize some
themes from the discussion groups.

Sample
A total of 76 MRC members attended the training, and
all participants completed the pre- and post-training survey.
The participants were predominately women; most were
between the ages of 35 and 64 years (Table 2). Approxi-
mately 20% of participants self-identified as Hispanic/Latino
and nearly two-thirds as white. Most participants had been
with the program for less than 5 years (88%), and yet nearly
half had not been part of a disaster or emergency response
(48%), which may be expected for surge responders.

Forty percent of respondents had participated in PFA training
before, 68% reported completing a class on behavioral
health, and 41% noted training in delivering behavioral
health services. Only 10% had supported someone experien-
cing behavioral or psychological health symptoms related to a

TABLE 2
Sample Demographic Characteristics

Characteristics N %

Gender

Male 22 29

Female 54 71

Age, y
18-24 5 6.4

25-34 9 18

35-44 11 32.1

45-64 16 20.5
$65

Ethnicity

Hispanic/Latino 14 19
Non-Hispanic/Latino 59 81

Race (categories are not mutually exclusive)

White 43 61

Black/African American 6 9
Asian/ Pacific Islander 20 26

American Indian/Alaskan Native 4 5

Education

At least some college 44 58
At least some graduate school 32 42

Profession

Nurse 27 36.5

Physician 9 12.2
Other health (physician assistant, emergency services) 6 8.1

Psychologist, counselor, therapist 3 4.0

Other (including administrative, clergy, public safety, research) 29 39.2
No. of years member of MRC unit

#2 25 36.8

2-5 35 51.5

.5 8 11.8
Disaster response experience

No. of disasters 34 47.9

1 20 28.2

$2 17 23.9
No. of MRC trainings per year

1 12 16.9

2 29 40.9
$3 30 42.3

Participated in PFA training before current training 30 40
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disaster or emergency. Those respondents reported several
approaches to aid someone in psychological distress, from
‘‘listening to let the individual tell his/her story’’ to ‘‘referral
to mental health services.’’

Survey Findings
Before the training, approximately 78% of respondents noted
that they were somewhat to very comfortable in addressing
psychological distress issues, and 71% thought that they were
somewhat to very capable to help those in need. Approxi-
mately 64% reported they could use PFA skills to aid
individuals in distress, and nearly 94% reported that the PFA
training was important to their current MRC role.

Figure 1 illustrates reported barriers to providing psychological
support, organized in 3 subscales (lack of training, access issues,
and concerns about comfort or stigma). Lack of training (68%
reported at least 1 barrier) and access issues (52% reported at
least 1 barrier) were the most frequent barriers noted.

Before training, only 43% responded correctly to all 5 know-
ledge items, while after training, 49% responded correctly.
No significant differences in the count of correct answers
were noted between the pre- and post-survey results. While
knowledge changes were modest, perceived capability in
using PFA improved. Compared to the pre-survey (71%),
90% of participants reported after the training that they felt
somewhat or very capable of using PFA with individuals who
experience distress (P , .01). In addition, participants felt
more confident along a series of dimensions, including
knowing how to differentiate normal from severe reactions
to stress and using the steps of LPC in PFA (Figure 2).
Improvements in perceived capability were greater among
those who had no previous disaster experience (mean change
in score of 0.61 on the scale) compared to those who had
previous disaster experience (mean change in score of
0.40; P , .01) and among those who had no PFA training

(mean change of 0.66) compared to those who had previous
PFA training (mean change of 0.33, P 5 .005).

Before the training, 55% of respondents noted that they would
use PFA infrequently and only as indicated, and 40% responded
that they would use PFA as part of routine activities. After
the training, 54% noted that they would use PFA routinely,
while the remainder would use it only as indicated (P , .05).
This finding did not vary by previous PFA experience, MRC
tenure, or previous disaster experience.

Discussion Group Themes
The 83 attendees (76 MRC volunteers, 7 research team staff
who took notes or led the discussion) comprised 13 tables of 5
to 8 participants (mostly 6) per discussion group.

Discussions revealed a favorable view of the training. One
participant said, ‘‘They’re not asking us to do anything outside
of our human nature.’’ Many participants commented on a
renewed awareness of the importance of nonverbal commu-
nication as a result of the training. Listening was noted as a key
skill to gain information about the client, ‘‘You first have to
listen carefully in order to best assess the situation.’’ Simply
listening to what an affected individual has to say was also
useful to impart comfort, as reflected by the comment, ‘‘You
can be supportive and quiet at the same time.’’

Another theme that prevailed was the training’s applicability
in diverse locations and populations, specifically in schools
with children. Some expressed that they were better prepared
for dealing with children as a result of the training. One
respondent noted, ‘‘Community outreach activities at elemen-
tary schools would be effective. Volunteers can give information
to the families who may be more inclined to accept the
information because they are concerned about their kids.’’

In addition, 68% of participants noted they planned to use
PFA in all of their work assignments because the training will

FIGURE 1
Barriers to Providing Psychological First Aid
(Pre-Training Survey Only).

FIGURE 2
Confidence in Using Psychological First Aid
(Post-Training Survey Only).
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help them communicate better with those in distress: ‘‘I will be
sure to be a more reflective listener and provide resource
options for the community members that I serve.’’ Participants
described how they would share information about LPC
with other community groups, including neighborhood associa-
tions, businesses with employee training opportunities, disaster
training programs for nurses, and community emergency
response team (CERT) members.

Participants also voiced hesitancy about whether they were
sufficiently prepared to apply these skills in a role outside of
their daily personal and professional context. Many expressed
a need for further experiential learning opportunities to
practice LPCs, including situational practice scenarios in
which skills can be applied to different emergency-based
scenarios with diverse populations, cultures, and emergency
responders. In addition, participants noted concerns about
translating lessons to the larger community, including the
importance of understanding the different cultures of those
served during an emergency. More discussion of cultural
differences in psychological distress and intervention appro-
priateness was requested in future trainings.

Concerns about use of PFA or barriers to use were also noted.
For example, information was requested on the boundaries of
responders’ role in responding to psychological distress, and
aids to recognize when to link distressed individuals to
existing resources. Different groups also expressed the concern
that during a disaster scenario, physical injuries would take
priority and resources may not be available to care for the
mental health of victims. ‘‘The problem with committing a
lot of resources to psychological trauma is that you’re
committing resources that you might be able to use more
effectively to physical trauma.’’

To address these concerns, some participants believed that an
interactive response tool to bridge the gap between knowl-
edge and action in applying PFA to various situations would
be helpful. Examples included an online back-up information
system with referral resources, PFA tips, lecture slides for
presentations, and evaluation tools to use with community
audiences in preparedness trainings. Suggestions regarding
tools that would help them to use PFA included a laminated
resource card or checklists similar to those they routinely used
for physical emergencies. In the post-survey responses, 65% of
participants reported interest in testing a mobile PFA tool.

DISCUSSION
This report described the initial responses of MRC members
to a brief training in LPC, a manualized PFA model suitable
for lay persons and professional responders. While pre- and
post-training changes on quantitative surveys were modest,
the training resulted in greater reported confidence and
capability in addressing the needs of those in psychological
distress. This finding suggested that PFA training is feasible
and potentially useful for preparing a surge workforce as part

of their emergency response. The qualitative data found that
participants were consistently enthusiastic about the value of
the training, which extended to their perceived knowledge
of PFA and how to implement it, for which there were no
significant changes in the quantitative survey. Given the
unique context for surge responders, which may include long
periods without being used in an emergency and more
occasional leadership of community preparedness trainings,
the discussions across the 13 discussion groups about barriers
and facilitators to use of PFA were particularly of interest.
Not surprisingly, the greatest increase in confidence occurred
among those with less previous experience and background in
response and behavioral issues. Some of the limited change in
knowledge may be because LPC, by design, is a fairly simple
intervention, and this well-educated responder group may
already have some exposure to basic principles for which this
training was a reinforcement. We chose LPC for its brevity
and potential use for other stakeholders. Also, we wanted
to test whether the MRC participants could, in turn, train
others in the community in LPC. Although it was not the
primary purpose of the training, assessing feasibility was a
secondary objective.

Additional research is needed to determine how knowledge
of PFA and confidence and competence in its use affect
actual use and effectiveness in disasters, and which of these
intermediate factors are the most important to improve
through PFA trainings. While the LPC version of PFA was
developed to be simple, this group of medical reservists, who
are relatively sophisticated in emergency preparedness issues,
may benefit from a more intermediate level of PFA or more
intensive practice opportunities during training across a range
of disaster scenarios. Given that actual knowledge of LPC was
moderate rather than high even post-training, a stronger
interactive didactic approach may be needed in trainings.

An important limitation of this descriptive feasibility study
with simple pre-and post-survey evaluations and discussion
groups is that it was not representative of the full MRC
population. Findings were based on self-report and focused on
perceived improvement in ability. An additional, objective or
peer assessment of skill demonstrated in role-playing could be
included in future trainings. In spite of these limitations,
the study demonstrated that at least a simple version of
PFA training of the MRC in LPC is feasible and acceptable
and is associated with an increase in confidence in using
this approach, suggesting that such efforts may help expand
the psychological response capacity of the surge responder
workforce.
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