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Executive Summary

The National Network of Public Health Institutes (NNPHI) as part of Centers for Disease Control and Prevention’s (CDC)
Project Firstline partnered with Health Communications Consultants, Inc. (HCC, Inc.) to 1) further operationalize essential
skills related to infection prevention and control (IPC), Healthcare Associated Infections (HAI) and Antimicrobial Resistance
(AR), 2) identify training and education needs related to these skills, and 3) provide recommendations for future training
topics and modalities of training.

This report contains what was heard in the listening sessions, responses from the associated surveys, and an analysis of
that information. Respondents (n = 65) insights into essential skills were grouped into three overarching categories, re-
ferred to as The Essentials:

Essential (for all) Transferable |Essential (for workforce/specific Essential (for all) Values/Atti-
Skills roles) Performance Objectives tudes

Strategic Thinking Information Management

Situation Awareness Information Analysis
Problem Solving Change Management

Emotional Intelligence Leadership
Communication Policy Engagement

The essential transferrable skills and essential values are universal in this workforce and should be practiced and evaluated
for personnel during their academic training and performance reviews. The essential performance objectives are work-
force or role specific. This taxonomy is helpful, not only because it is a clearer organization of The Essentials as it is based
on the function of each construct as it applies to the public health work (PHW), but also because this functional basis
directs instructional and training methods.

With The Essentials identified, the next challenge was to provide guidance to train and support these important compe-
tencies. Participants reported that currently eLearning and virtual instructor-led training are their most frequently used
training modalities, even though they felt the most effective is a blended approach (using multiple modalities) and instruc-
tor-led training in IPC, HAI, and AR.

That said, selecting the best modality is a matter of addressing this question: What delivery method allows instructors to
observe the desired performance? While some people will always prefer certain instructional methods over others, the
ultimate litmus test is efficacy, and the modality for delivery ought to be determined with that priority. Learning engineers
with knowledge in adult learning, learning technology, and assessment design should be part of IPC, HAI, and AR curricular
development. Therefore, this report provides guidance for designing effective training by incorporating research in emo-
tional intelligence.



Introduction

Health Communications Consultants, Inc. (HCC, Inc.) is providing assessment and evaluation to ascertain the essential skills
and training needs of the public health workforce (PHW) involved in Infection Prevention and Control (IPC), Healthcare
Associated Infections (HAI), Antimicrobial Resistance (AR) activities. This project has four goals:

Nﬁm Identify and recruit participants for at least five virtual listening sessions with the following audience segments:

=)o

Directors or training managers of national IPC- and HAI/AR-involved organizations

State-level IPC and HAI/AR directors and managers in states with centralized governance models
State-level IPC and HAI/AR directors and managers in states with decentralized governance models
Non-clinical public health workers involved in IPC and HAI/AR in healthcare settings.

Non-certified and non-credentialed early career individuals (e.g., public health nurses, epidemiologists)
or students working in IPC and HAI/AR

Other audiences as needed or identified by collaborators.

Q Facilitate at least five virtual listening sessions recorded using Zoom or a similar platform.
/\f Analyze data from completed listening sessions.

Present findings via a final written report and corresponding slide deck(s) for presentation(s) to internal and
external partners.

Background

Infection prevention and control (IPC) refers to the practical, evidence-based practices and procedures that when applied
consistently in health care settings, can prevent, or reduce the risk of transmission of microorganisms. A healthcare-asso-
ciated infection (HAI) is an infection that develops as a result of medical care and develops during, or soon after, receiving
healthcare services or being in a healthcare setting. These unanticipated infections can develop during medical or surgical
treatment in a hospital, outpatient surgery center, clinic, doctor’s office, nursing home, rehabilitation facility, or while
receiving wound care services or other home-care visits by a health professional . Antimicrobial Resistance (AR) occurs
when bacteria, viruses, fungi, and parasites change over time and no longer respond to medicines. This makes AR infec-
tions harder to treat and increases the risk of disease spread, severe illness, and death 2,

HAIs and ARs are a threat to patients, and subsequently, public health safety. These kinds of infections are a significant
cause of illness and death; they can have serious emotional, financial, and medical consequences. Knowledge of IPC pro-
cedures among the PHW are crucial to IPC as compliance with IPC measures is critical for worker safety, patient protection,
and community health.

IPC, HAI, and AR related activities require substantial technical skills and knowledge. However, there is no standardization
in competency and capacity building for the workforce. There is inconsistency in training, variability in competency, vari-
ability in capabilities from varying sectors, facilities, and settings. These gaps are further enhanced by inadequate infra-
structure, resource and workforce shortages, inadequate training, and variable education levels in the workforce.



https://apic.org/monthly_alerts/what-is-an-hai/

With this level of inconsistencies, it can be difficult to know where to begin to develop public health teams for IPC, HAI
and/or AR. IPC, HAl and/or AR activities are part of the PHW mission to detect, monitor, mitigate, and prevent the spread
of disease in the community and healthcare settings.

The body of the present report summarizes what was heard in the listening sessions and is supplemented with quantitative
data collected in recruitment and post-listening session surveys. The aim is to address the question, what, beyond the
technical and domain specific skills in IPC, HAI, & AR work is ESSENTIAL? Public Health workers are tasked with a myriad
of duties. While these responsibilities challenge workers to draw from their domain-specific technical knowledge, that
kind of knowledge is not sufficient to meet all (quite possibly, most) public health work objectives. These workers need to
know disease prevention, pathogenesis, and mitigation factors; they need to know how those factors apply to health-
related equipment and materials. But they also need complex interpersonal abilities that transcend the moment, so that
their goals to promote and preserve public health can be achieved.

These are the skills, objectives, and values that, with domain-specific knowledge, make up what will be referred to in this
report as The Essentials. The body of the present report provides an overview of how the authors identified The Essentials
and what that means for training.

The appendixes provide full details of the work that identified these Essentials, including data, methodological processes,
and detailed descriptions of the results. The logic used to arrive at a functional taxonomy is explained and recommenda-
tions based on the findings are clarified in detail.

The authors wish to acknowledge with gratitude NNPHI for funding the listening session and its associated analysis. We
also want to acknowledge Sabrianna Zoretsky-Longo of Sabyish Designs and Rae Hanson for their contributions.

This project is supported by the Centers for Disease Control and Prevention of the U.S. Department of Health and Human
Services (HHS) as part of a financial assistance award (NOFO OT18-1802, titled Strengthening Public Health Systems and
Services through National Partnerships to Improve and Protect the Nation’s Health) totaling $3,500,000 with 100 percent
funded by CDC/HHS. The contents are those of the author(s) and do not necessarily represent the official views of, nor an
endorsement, by CDC/HHS, or the U.S. Government.



Methods

To understand the essential skills for the public health workforce (PHW) in infection prevention and control, the training

and educational needs related to those essential skills and recommendations for future training topics and modalities, we
conducted an observational, cross-sectional evaluation. The following overview provides highlights of the methods; a full
description is contained in Appendix A: Methods.

Participants

Potential participants were identified through State and Territorial contacts within the CDC State-based HAI Prevention
and other professionals, through convenience sampling of our research team’s PH networks, snowball sampling (extend-
ing the invitation to potential recruits via email and social media) to broaden the participant pool. The target population
has IPC, HAI, and/or AR public health work experience.

See Appendix B: Recruitment materials (pre-listening session) for:

Initial Email to Potential Participants
Recruitment Flyer

Follow-up Email to Potential Participants
Email Invitations and Reminders

Tools

The evaluation methods had three sections for data collection: 1. Recruitment Survey, 2. Listening Sessions and 3. Post
Listening Session Survey. A recruitment email and flyer were sent to the participant pool with consent assessed with
continuation of the recruitment process. Follow up email communications and telephone calls were also used to elicit
participation.

The invitations to participate included a link to a Qualtrics survey which contained administrative information such as
informed consent and scheduling, as well as pre-listening session survey questions. Participants were given the option of
six (6) 90-minute listening sessions to participate. Once the participant selected a day and time, an email invitation with
a unique identifier was sent to the participants. A reminder email 1 day prior to the scheduled date was used to ensure
timely participation. Persons unable to make their initial selection were communicated with to reschedule for their sec-
ond selection or for a later listening session date.

See Appendix C: Data collection tools for:

Recruitment Survey
Listening Session Conversation Tool
Post-Listening Survey

Procedure

The listening sessions were conducted in a phenomenological method to encourage open conversation on the topics. A
conversation tool was created to help guide the methods. Prior to entering the Zoom Platform, participants were renamed
using the unique identifier assigned to them to ensure anonymity in the evaluation processes. Participants were encour-
aged to keep their cameras on, but it was not required. A PowerPoint slide deck with a welcome and thank you slide
containing access to the post listening survey were created to initiate and end the conversation. The post listening survey
link was provided to participants at the conclusion of the listening session and provided again prior to the closure of the
survey. To be eligible for the participant incentive, participants must complete the post listening survey. The MPHI Insti-
tutional Review Board determined all research methods presented were exempt.

See Appendix D: Procedural tools for:


https://www.cdc.gov/hai/state-based/index.html
https://www.cdc.gov/hai/state-based/index.html

Welcome & thank you slides
Post listening session email templates

Analysis

Descriptive analysis was conducted on the recruitment survey and post listening survey data. Open coding was conducted
on the listening session transcripts by three independent coders to break the data into discrete parts. The categorical
codes used in the open coding were developed prior to listening sessions based on the Strategic Skills for the Governmen-
tal Public Health Workforce®, Core Competencies for Public Health Professionals*) Competencies for Population Health
Professionals, and the National Consortium for Public Health Workforce Development de Beaumont Foundation!®!. Axial
coding was utilized to draw connections between the codes. Codes were aggregated and condensed into thematic cate-
gories. The identified skills were translated into training by using a mapping process.

See Appendix A: Methods for more details regarding the analysis and the phenomenological approach employed in this
work.




Results

Recruitment Descriptive Analysis
Highlights from the recruitment survey follow. See Appendix E: Results, Recruitment Survey Data for a full list of results.

Qualtrics identified 101 responses within the platform for the recruitment survey from December 15, 2022, through Feb-
ruary 3, 2023. Thirty-six (36) responses did not have any contact information and were removed from the analysis. There
were sixty-five (65) total respondents in the recruitment survey. Four (4) surveys were noted as incomplete with a 59%,
24%, 12%, and 12% completion rate. The remaining 61 surveys were at 100% completion. The average duration for
completion was 6.7 minutes with a range of 1.9-43.2 minutes, median of 4.8 minutes.

There were 54 organizations represented by the survey participants.

Organizations Represented

AdventHealth (formerly Florida Hospital) Maine CDC SC DHEC
AK SOE MDH South Dakota Department of Health
ASTHO MDHHS Southeast Utah Health Department

State of NH - HAI

Bon Secours Mercy Health

Boulder County Public Health

California Department of Public Health, HAl Program
Connecticut Department of Public Health
Covered California (CA State Government)
Department of Health

DOH-DOCD/DIB

Florida Department of Health

Florida Department of Health in Polk County
Great Plains Tribal Chairmen's Health Board
Hawaii Department of Health

HCA Healthcare North Florida Division
HDOH

Indian Health Service

KY Dept for Public Health

Lantana Consulting Group

LDH

Michigan Department of Health and Human Services
Moffat County Public Health

Moffitt

MT DPHHS

NACCHO

Nebraska Health Department

Novant health

Oakland County Health Division

Oregon Health Authority

Orlando Health

PA Department of Health: HAIP/AS Program
PA DOH Bureau of Epidemiology
Pennsylvania Department of Health

RB Health Partners

Rhode Island Department of Health

San Antonio Metro Health

TDH

Tennessee Department of Health

Tennessee State Department of Health

TGen North

UF Health Shands

Utah Department of Health and Human Services
VCPH

Washington County Public Health

Washington State Department of Health
Westchester County Department of Health

Williamson County & Cities Health District

Figure 1: Recruitment Survey Organizations Represented

The responses were stratified to identify and recruit public health workforce participants within the pre-identified audi-
ence segments. The 65 participants represent several states including Alaska, Arizona, California, Colorado, Connecticut,
District of Columbia, Florida, Hawaii, Kentucky, Louisiana, Maine, Maryland, Michigan, Montana, Nebraska, New Hamp-
shire, New York, North Carolina, Oregon, Pennsylvania, Rhode Island, South Carolina, South Dakota, Tennessee, Texas,
Utah, Virginia, and Washington. Representation from each governance structure included 31% Decentralized Govern-
ance, 18% from Shared Governance, 17% from Centralized Governance, 17% from Mixed Governance, 9% from Largely
Centralized, 5% from Largely Shared, 3% from Largely Decentralized. Within the listening sessions, participants that iden-
tified as state-level IPC and HAI/AR directors and managers in states with centralized governance models were repre-
sented by Hawaii and New Hampshire (N=2), in states with decentralized governance models were represented by Con-
necticut, Montana, Utah, and Washington (N=4) and in mixed governance by Pennsylvania.



The population sample is highly degreed and certified. The Master of Public Health (MPH) was the most mentioned ad-
vanced degree, and the Certification in Infection Control (CIC) was the most mentioned certification among the sample.
Non-certified, non-credentialed (N=6) and non-certified (N=17) were among the participants in the listening sessions. Ad-
ditional information can be found in the Recruitment Survey Data. All respondents (100%) had experience in IPC, HAI
and/or AR. Approximately 60% had experience in all 3 areas of IPC, HAI, and AR (N=39).

Experience ranged from less than 6 months to greater than 15 years. The highest frequency was 38% with 2 years to 5
years of experience (N=25). Those that identified as early career <5 years (N=19) represented 46% of listening session
participants. 57% of all respondents had experience supervising or managing others (N=37) with the majority having 2
years to 5 years (N=14). Of those that participated in a listening session, 61% (N=25) have supervising and managing
experience with 36% (N=9) within the 2—5-year range and 32% (N=8) in the 6 months to 1 year range.

Most work settings were within the state health agency at 48% of all respondents (N=31) and 51% (N=21) among listening
session participants. Employers were identified as the state government for all respondents (N=30; 46%) and listening
session participants (N=21; 51%).

Thirty-one (N=31) respondents identified as professional and non-scientific (non-clinical). Fifty-nine percent (59%) of lis-
tening session participants identified as non-clinical public health workers involved in IPC and HAI/AR in healthcare set-
tings (N=24). There were 4 listening session participants that identified as directors or training managers of national IPC
and HAI/AR involved organizations which represents 9.8% (N=4) of listening session participants.

There were 8 participants that responded to the recruitment survey but opted not to participate in a listening session.
They represent Alaska, California, Colorado, Hawaii, Tennessee, Michigan, and New York.

The recruitment methods successfully identified and recruited a significant number of participants that satisfy the pre-
identified audience segments.

Of the 54 willing participants, forty-one (41) participated in one of six listening sessions, with one person participating in
two listening sessions (1 and 2) but whose demographics were analyzed in listening session 1. Data collected during the
listening session are reported in full in Appendix E: Results, Listening Sessions.

The original Essential Skills topics were represented to varying degrees across each session. The following graphic demon-
strates the extent to which these topics appeared by listening session (larger circles indicate a higher frequency count).
For example, this visualization allows one to see that in Listening Session #1, Problem Solving was discussed more than
Diversity & Inclusion and that Problem Solving was discussed more frequently in Listening Session #1 as compared to
Listening Session #5. Additional visualizations can be found in the appendices.
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Figure 2: Frequency of Essential Skills across all listening sessions

To see how themes dominated different listening sessions, the HCC, Inc. team used additionalError! Reference source
not found. visualizations. The visualization below shows the aggregate of all 6 sessions. Problem Solving remains a dom-
inate skill as well as Diversity and Inclusion.
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Figure 3: Word Cloud of Essential Skills heard across all Listening Sessions

The methods described in Appendix G were applied to cluster themes into the following categories: Transferable skills,
Values & Attitudes, and Performance Objectives.

The Essentials

Essential (for all) Transferable Essential (for workforce/specific

Essential (for all) Values/Attitudes
Skills roles) Performance Objectives ( ) /

Strategic Thinking
Situation Awareness
Problem Solving
Emotional Intelligence

Communication

Figure 4: Essential Performance Factors identified through Listening Sessions

Definitions and infographics for each of the skills are provided In Appendix G: Participants speak about The Essentials.



Post Listening Session Survey

Qualtrics identified 58 responses within the platform for the post listening session survey from January 4, 2023, through
February 16, 2023. Seventeen (17) responses did not have any contact information and were removed from the analysis.
Seven (7) participants had duplicate entries of which 1 had 2 duplicates. Three (3) of the duplicates were not complete
entries and were removed from the analysis. The remaining 4 were compared for additional information and were pro-
vided cumulatively.

Of the 41 participants who attended a listening session, 33 completed a post listening session survey. The chart below
shows the number of participants per listening session who completed a post listening session survey. The response rate
per listening session is 25% LS1, 78% for LS2, 88% for LS3, 100% for LS4 and LS and 80% for LS6. There were 33 participants
with 38 responses. The average duration for completion was 12 minutes with a range of 3 minutes-49 minutes and median
of 7.6 minutes. There was one outlier that took 65 hours. This data point was not included in the analysis.

Participants by Listening Session that Completed
a Post Survey N=33

8
7 7 7
3
1
LS1 LS2 LS3 LS4 LS5 LS6

Figure 5: Participants by Listening Session who completed a Post Listening Survey
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When asked to share their motivation for participating in the listening session, participants’ responses were placed into 6
themes shown in descending frequency order.

® Better Supporting the Field and the Community (15)
® Camaraderie-Shared Experience (11)

® Improve Training (5)

e Individual Professional Development (3)

e Curiosity/Recruitment (2)

e Improving Advocacy Efforts from External Organizations (1)
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Question 5, which inquired about essential skills supported what was heard in the listening sessions. The responses were
placed into 23 themes stratified by the 3 overarching categories and presenting in descending frequency order. Other
responses are presented below.

Essential (for all) Transferable Skills

e Communication (20)

e Emotional Intelligence (10)
e Listening (8)

o Adaptability-Flexibility (7)
e (Critical Thinking (6)

e Personable (5)

e Persuasion (4)

e Problem Solving (3)

e Compassion-Passion (3)

e Resource Management (3)
e Rapport Building (3)

e Time Management (3)

e Decision Making (2)

e Competent Writer (2)

e Quality Improvement (2)

e Professionalism (1)

e Innovation/Creativity (1)

Essential (for all) Values/Attitudes

e Relationship building/Networking (9)
o Adaptability-Flexibility (7)

e Integrity/Trust (4)

e learning (3)

e Quality Improvement (2)

e Team Player (2)

e Self-Motivation (1)

e Professionalism (1)

Essential (for workforce/specific role) Performance Objectives

e Resource Management (3)
e |eadership (3)

e Time Management (3)

e Data Skills (2)

e Obtaining CIC.

e Experience with disease investigations.

e Ability to conduct literature review.

e Product Assessment.

e Ability to connect all disciplines of healthcare and environmental services in a OneHealth Approach
e PPE donning and doffing protocol.

e (Google, tracking things down on the internet.
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e Organizing large, multiple datasets

e Translate sometimes conflicting guidance from regulatory authorities into practical guidance that facilities can
operationalize.

e Knowledge of disease and mitigation.

e Clinical experience.

There were 5 skills that were placed into two categories: Resource Management and Time Management were both in-
cluded in the Essential (for all) Transferable Skills and Essential (for workforce/specific roles) Performance Objectives,
while Adaptability -Flexibility, Quality Improvement, and Professionalism was included in the Essential (for all) Transfera-
ble Skills and Essential (for all) Values/Attitudes.

It is noteworthy that most of the “Other” responses were from respondents who did not participate in a listening session.
Most of the responses could be categorized as technical skills rather than soft skills.

When asked directly about training and coursework respondents referred to CIC, TRAIN, APIC, SHEA, CDC, CSTE, NACCHO,
NHSN, Project Firstline, ASTHO, Emotional Interviewing and Other. These responses are very broad and as seen in the
aggregate data do not allow for reasonable conclusions. As such, HCC, Inc. reviewed each of the sites mentioned and
curated a list of training resources that specifically address IPC, HAl and/or AR. The resource list is contained in the appen-
dices in Q6 Training & Coursework.

Table 12 shows that the training modality most used by the population sample was eLearning (24%), followed by virtual
instructor-led training (20%), instructor-led training (18%), video learning (18%), blended approach (using multiple modal-
ities) (11%), augmented reality (3%) and virtual reality (3%). When asked to rank the training modalities for effectiveness
the respondents favored the blended approach, followed by instructor-led training, and e-learning. The virtual instructor-
led training ranked 4 for effectiveness in training.

The report authors acknowledge limitations. First, participant recruitment may have been influenced by the definition of
“public health workforce” (PHW). That is, the listening sessions included people who self-identified as working in public
health and/or infection control. However, this is not the only way to define the population, and what it means to “work”
in these areas is disputable. For example, there were no health facility maintenance staff workers in the sample, although
they may arguably work in public health and infection control. The sample for this report includes workers of the types
listed in Appendix E. The authors acknowledge that, with a different recruitment focus, the “essentials” identified may
have been different.

In a similar vein, while there were participants from Tribal and Federal agencies in the recruitment survey data collection,
none participated in the listening sessions. Future work should not simply “include” those perspectives but also seek to
understand impediments to participation in activities of this nature, so that strategies to overcome them can be gener-
ated. We hypothesize that personnel in these contexts may lack the resources to participate.

Additionally, there is little observational research capturing PHW carrying out essential skills in the field. Domain-specific
observed examples, when compared to the experiential accounts provided in the phenomenological interview, provide
validation to the thematic clusters identified during analysis. As we will recommend below, future work should include
capturing on-site essential behaviors and disseminating the results of a comparative analysis.

Lastly, while the topics of health equity and D&I arose in the conversations, the authors did not recruit based on ethnicity,
sexual identity, or any other demographic representation outside of the public healthcare role. These identifiers may be
relevant to understanding potential training and operationalization of The Essentials.

12



Discussion

The listening sessions were aggregated, and the process described in Appendix G was applied to reach the following
framework.

The aim of the overarching project is to (1) clearly identify Essentials and (2) see what that means for training and work-
force development.

The taxonomy offered provides insight for clarification. From there, we can see the relationships, and move toward more
effective training.

Here is an example:

° TRANSFERRABLE SKILL

Strategic Thinking 9\%}}

PREDICTIVE DECISION
MAKING

o

CHANGE
MANAGEMENT

INFORMATICN
ANALYSIS

RESOURCE
MANAGEMENT

POLICY
ENGAGEMENT

PREDICTION/
SITUATION
PURPOSE AWARENESS
@ REQUIRES THESE SKILLS...
1S REQUIRED FOR THESE SKILLS...

CREATES FEEDBACK LOOPS WITH/ IS BOTH
A REQUIREMENT AND A DEPENDENCY...

Consider that you want to train “Strategic thinking”. In the image above, imagine that is what the characters are doing.

1.

The purpose of Strategic thinking needs to be made clear (designated in the top left bubble “Purpose”). Adults
need to know why they are learning something.

Prerequisites need to be identified (designated in the bottom left bubble “Requires these skills”). These must be
in place before the target can be developed. Knowing this helps to properly sequence instruction.

Enabled competencies should also be identified beforehand (designated in the right bubble “Is required for these
skills). This helps sequence curriculum, and helps professionals better understand “what’s next” in their career.
Some competencies co-develop in feedback loops. In the “Strategic Thinking” illustration above, you can see that
“Situation Awareness” improves when people think strategically (because they are predicting), but Situation
Awareness also helps people think more strategically. It is a cycle or loop.

Appendix G: Analysis of The Essentials breaks down each of the skills, objectives, and values in detail, with illustrations,
but what follows is the tabulated competencies.
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Transferrable Skills

The first set of The Essentials in this framework is Essential Transferable Skills. These skills are ones that, according to the
listening sessions, are demanded of all PH/IPC workers on a regular basis. That is, these skills will be expected of everyone.
They are also highly transferable, meaning that these skills will be applied in different contexts and by personnel in various
roles.

What should we
train?

Strategic Thinking

Why does it
matter?

Predictive decision
making

What must

precede training
this?

Systems Thinking
Reframing (EI -Per-
spective Taking)
Reflecting (Metacog-
nition, Learning)

What skills

become possible
when you can do
this?

Change Management
Information Analysis

Resource Manage-
ment

Policy Engagement

What skills should
be trained along-
side this?

Prediction/Situation
Awareness

Situation Awareness

Improve actions and
decisions by under-
standing what is hap-
pening

Perception (Commu-
nication)
Comprehension
(Trust)

Prediction (Strategic
Thinking)

Change Management
Information Analysis

Resource Manage-
ment

Policy Engagement

Strategic Thinking
Communication

Problem Solving

Allow a desired out-
come

Strategic Thinking
Information Analytics
Openness to Learn
Trust

Teamwork
Decision-making
Situation Awareness

Resource Manage-
ment

Diversity & Inclusion

Communication Pro-
fessionalism

Emotional
Intelligence (EI)

Improve outcomes
through relationships

All essential skills require a foundation of EI AND the other skills can be

used to develop El

Self/Social vs. Perception/Action

Communication

Distribute and/re-
ceive messages accu-
rately

*Technical
knowledge and skills
(esp. In various mo-
dalities)

Distinct from com-
munication purpose

Situation Awareness
Leadership
Mentorship
Professionalism
Diversity & Inclusion

Table 1: Transferable Skills Framework
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Performance Objectives
Analysis of the listening session data suggests a potential conflation between the terms, “skills” and “objectives.” For the
present analysis, HCC, Inc. suggests making a distinction. We use the word, “skills” to mean learnable behaviors, which
can then be applied to achieve performance objectives.

This distinction serves two immediate purposes. First, the clarification facilitates shared understanding regarding the roles
that these “essentials” play in achieving PH/IC success. Second, the distinction directs future instructional designs. By
distinguishing between skills and the application of skills, designers can better identify learning/training methods to teach,
reinforce, and assess those competencies.

The following table lists key performance objectives which emerged in the listening sessions.

What should we
train?

Information
Management

Why does it mat-
ter?

Capturing, validating,
storing, protecting
data

What must precede
training this?

*Specific technical skills
such as data base and ap-
plication use & explicit
knowledge

*Capturing qualitative
data also requires Emo-
tional Intelligence

Communication

What skills become
possible when you
can do this?

Information Analysis

What skills should be

trained alongside
this?

Information Analysis

Inspecting, cleansing,
transforming, and
modeling data with
the goal of discover-
ing useful infor-
mation, informing
conclusions, and
supporting decision-
making

*Technical skill & explicit
knowledge

Emotional Intelligence
(Perspective taking)

Strategic Thinking

Problem Solving (Deci-
sion Making)

(Situation Awareness)

Communication (esp.
Persuasive)

Change Management

respond to changing
environments and
shape core elements
that sustain pro-
grams in challenge
and crisis

*Technical skill (processes,
policies, etc.) & explicit
knowledge

Strategic Thinking

Situation Awareness

Problem Solving
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What skills become

What skills should be
trained alongside
this?

Mentorship

What should we Why does it mat- What must precede .
. o . possible when you
train? ter? training this? .
can do this?
Leadership Influence others to Emotional Intelligence Change Management
achieve desired out- | policy/procedural Teamwork
comes knowledge Resource Management
Ethics
Professionalism
Policy engagement To improve public *Technical skill (processes, Change management.
health outcomes. policies, etc.) & explicit
knowledge

Situation Awareness

Communication
Strategic Thinking
Diversity & Inclusion

Leadership
Emotional Intelligence
Teamwork
Strategic Partnerships | Advancing objectives| Emotional intelligence Leadership Diversity & Inclusion
Situation Awareness Teamwork

Table 2: Performance Objectives Framework

Essential Values & Attitudes

These items are, like the preceding topics, essential, in that they make PH/IC and related work possible. However, it is
important to distinguish them from skills in the psychomotor sense. These are more closely mapped to the affective
domain. By mapping these “essentials” to the affective domain, they can be measured during training and on-the-job

performance more accurately.

Take for example the Essential Value/Attitude, “Openness to learn.” In the listening sessions, the willingness to keep an
open mind or pursue new information was important to many participants. However, this is not a cognitive trait, as it is
not just a matter of knowing that you can learn something. Itis also not a psychomotor trait, wherein you practice learn-
ing. Rather, the topic being discussed was an affective behavior, where the dispositional stance made learning and prob-

lem solving possible.

The following table lists the key Values/Attitudes expressed in the listening sessions.

What should we Why does it matter?  What must precede What skills become
train? training this? possible when you
can do this?

Openness to learn Gain insights and/or op-| Self-efficacy Problem Solving
tions Situation Awareness

What skills should be
trained alongside
this?

Communication Profes-
sionalism
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Diversity & Inclusion Assure collaboration & Teamwork
coordination; reflect Communication
the dignity of all people
(l.e., the “public” part
of public health)

Leadership
Strategic Thinking
Problem Solving
Situation Awareness

“Population” --what do ) )
Emotional Intelligence

we mean?
Self-efficacy Supports decision mak- | Situation Awareness Professionalism
ing Metacognition Policy engagement
Resource management
Teamwork
Problem Solving
Leadership
Networking/Commu- *At colleague/organiza-| Situation Awareness Leadership Self-efficacy
nity building & sustain-  tional levels and inex- | Openness to learn Policy engagement Diversity & Inclusion
ment tension (public) levels Communication Strategic Thinking
Problem Solving
Access and contribute
to resources,
knowledge, and emo-
tional support to im-
prove outcomes
Developing and Main- | Creates time/condi- The competency with which essential skills are executed can develop or im-
taining Trust tions for desired out- pede trust.
comes to work by ac- This means trust must be assessed alongside training. It is essential to elicit
cepting vulnerability in | trust to get buy-in, participation, collaboration, etc. However, the impact of
anticipation of the de- PH/IPC acts on trust are rarely measured empirically or used as a metric of
sired outcome. assessment for outcomes (neither in field nor in training).
Teamwork Accomplish tasks & ob- | Problem Solving Leadership Trust
jectives that are beyond  Emotional Intelligence Change management Networking/commu-
an individual’s capabili- | ~0 -\ munication nity building
ties Self-efficacy Strategic Partner-

Situation Awareness ships

Table 3: Essential Values & Attitudes Framework
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Recommendations

Based on the results, HCC, Inc. identified two kinds of recommendations, the first three recommendations below are
focused on training and the latter five on operationalization. We recommend the following:

Recommendation 1:
Design Essentials training using emotional intelligence (El) principles for instructional delivery, practice, and assessment.

According to Goleman (1998) 7}, El involves interactions within oneself as well as socially. Conducting such interactions
requires both recognition as well as regulation (Fig 6). The listening sessions suggest that these interactions with self and
others are integral to every aspect of IPC, HAI, and AR work.

Self Social

Recognltlon Self Awareness

Relationship
Management

Regulation

Figure 6: Modified from Goleman (1998) El interactions [7]

Consequently, the recommendation is to assure that all instruction aligns to assure that The Essentials are practiced and
assessed across all El opportunities.

What does it look like to design training via El principles?

El in instructional design will support a more comprehensive instructional path, without extending cost. It does this by
helping instructional designers match appropriate delivery and practice methods to the interactive aspect of a skill, objec-
tive, or value.

For example, Table 4 below shows design considerations that emerge when PH/IPC “essentials” are contextualized by the
El framework. The colored text gives examples.
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Self

Social

Recognition

Encourage reflection, independent processing,
and self-critique

Digital or traditional journals, reflective writing
exercises, rubric-based self-assessment

Support/discussion groups (live or virtual),
mentorship focused on reflection and systems
thinking

Online discussion boards, group-based After-
Action Reviews, peer-assessment

Regulation

Scenario-based activities (live or virtual), self-
guided CBT

Scenarios (live or virtual) that include self-pac-
ing and prompts to cue emotional regulation
(e.g., "This may be a good time to take a big
breath.” Or "How are you feeling right now?").

Scenario-based activities, instructor led, men-
torship focused on decision-making, prob-
lem-solving and other action-oriented/cause
& effect situations

Scenarios with contrasting cases, which allow
for outcomes of decision points to be com-
pared. This is particularly useful to demon-
strate differences between novice and expert
choices.

Table 4: Design considerations that emerge when The Essentials are contextualized by the EI framework

This means that instruction for anything, whether it is communication, problem-solving, or D&, should encourage El from
all four quadrants. Learning and assessment activities should allow for self- and social- awareness and management.

Recommendation 2:

The decision to use online/distributed learning should be determined based on several factors:

1. The focus must be on the pedagogical goals, not the media. Form should follow function. Consider:

e content accuracy and value

e methodological suitability

e assessment reliability

2. [If learning is online, the activities must still support the necessary levels of individualized reflection, or the social
connections required by the topic.

3. Scenario-based learning for complex scenarios (like those needed for leadership and strategic thinking compe-
tencies) requires assessment designs that evaluate decision-making under ambiguous circumstances.

® Assessing a learner’s management of ambiguity during online learning requires specific tech-
niques (e.g., clear rubrics, expert-in-the-loop feedback, and well-defined objectives).

4. Online instruction should leverage synchronous and asynchronous features to support part-time learning and
practice and just-in-time support.

5. All online instruction should be placed in the context of continuous learning and workforce development, help-
ing the professionals who invest their time and resources understand how a learning opportunity will support
their ongoing professional trajectory. That is, no learning stands alone.
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Recommendation 3:
Capture PHW on-site behaviors to assure training address the right things and addresses them in the right ways.

The outcome of such an examination would be two-fold. First, it would provide specific examples against which to validate
training and workforce needs assumptions. Second, this approach would inform future instructional and curricular de-
signs, supporting a rapidly evolving workforce.

It is critical to separate perceptions of PHW work in-the-field versus what is actually happening. The data from these ob-
servations would have global application. While first-person experience is essential for understanding training needs, it is
certainly not sufficient. Future work should include studying the diverse workforce in real-time. We suggest an interdis-
ciplinary approach which would apply techniques from Human Factors psychology, with an emphasis on human-system
interaction, and ethnography, with an emphasis on understanding PH/IPC demographic distinctions across situational
contexts.

Recommendation 4:

Develop a recruitment tool that identifies The Essentials in conjunction with technical and domain-specific knowledge and
skills.

Talent recruitment and retention is an overarching concern across PHW. Now that a taxonomy is established, it can be
incorporated into objective and measurable performance thresholds, against which candidates’ qualifications can be
measured. Additionally, an effective recruitment tool ought to use guided mentorship (see recommendation below). Such
a tool must prioritize flexibility but may offer consistency when unilaterally applied. If properly designed, this tool could
be fielded across contexts, so that it is useful regardless of governance, organizational structure, or role.

Recruitment tools based on competencies (including The Essentials) can broaden candidate pools. The present project
recognized potential bias regarding recruiting specific talent backgrounds (e.g., prioritizing nursing). This would allow re-
cruiters to honor different career paths and experiences, while assuring that standards are upheld. By assuring that re-
cruitment (and the compensation packages offered during the recruitment process) is based on fitting talent, stakeholders
can better identify, prepare, and retain quality talent.

Recommendation 5:
Design and deploy career roadmaps for novice IPC, HAI, & AR professionals.

One clear theme that arose through the listening sessions is that, while there are many shared experiences, no two career
paths are identical. While maps and tools exist, updated, customized, and personalizable maps would allow all PHW pro-
fessionals to chart their own course, while also assuring that the most beneficial milestones are met along the way. These
tools should build off successes in current tools and address gaps. Outcomes should include support for succession plan-
ning.

What may be even more important than directing novices in the field is the opportunity to channel teacher/training re-
sources where they are needed. Research suggests that a given organization’s learning structures are a mediating factor
in the efficacy of integrated soft/hard skill performance 8. An operationalizable roadmap can guide organizations to pro-
vide needed opportunities by anticipating their employee’s “next steps.”

Recommendation 6:
Provide context-specific guidance and tools to support local training.

Many public health professionals shift their practice focus during their careers, leaving local facilities to generate im-
promptu training responses. Throughout the listening sessions, the participants reported both experiencing these career
shifts and needing to shift their own teams/employees. However, it is rare for supervisors to have in-depth education
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when it comes specifically to the connections between workforce development and training. This situation creates high
potential for gaps in both The Essentials as well as technical skills.

Context-based guidance and tools can help supervisors and other professionals understand how contextual factors (e.g.,
location, role, organizational structure, workforce diversity) impact the operationalization of their skills. Examining the
role of context in training (including stable contexts like governance as well as adapting training materials to address
dynamic changes) will be an important part of developing context-based support.

Recommendation 7:
Design and deploy mentorship curriculum to prepare mentors for PHW and increase their ubiquity across the workforce.

One of the most prevalent themes regarding training modality was “mentorship.” Listening session participants described
working with mentors as well as recommending mentors for junior personnel. However, there is no standardization in
mentorship programs across PHW.

To develop mentorship as an instructional delivery and assessment method across PHW, we recommend training that
encompasses key issues identified by Ivey & Duprey 2022 ¥, including:

e Delineating objective and subjective outcomes

e Incentivization for mentor/mentee participation

e Measuring organizational outcomes

e Acknowledge challenges such as: mitigation of negative relationships, access to mentorship, representation, men-
torship resource access, training, and compensation.

Recommendation 8:
Disseminate project findings regarding process and product in peer reviewed publication.

The phrase, “essential skills,” is under-developed in PH research. While this was not an empirical study per se, the findings
presented in this report could contribute to developing this highly needed area of inquiry. The phenomenological process
used herein is replicable and allows for openness that is not afforded in most candidate techniques (e.g., surveys, focus
groups) for conducting qualitative data collection. Further, the taxonomy presented herein offers a common language; it
fills a gap by addressing what we mean when we say, “essential”.

Publishing such observations and preliminary findings would contribute to (1) advocacy to support PHW, (2) guiding future
research in this process, and (3) guiding future research in the taxonomic product, The Essentials. By inviting academic
scrutiny, we raise it as an important topic while also distributing methodological refinement across the academic commu-
nity.

Future Considerations

The following implications come directly from the analysis of the data collected during this present endeavor.

First, the findings suggest that the phenomenological interview method may have a beneficial effect for participants, in
that it provides a vehicle for camaraderie, validation, and networking. That said, the components of the phenomenologi-
cal interview that may trigger positive responses are not understood and the duration and degree to which these re-
sponses are experienced are unknown.

Second, future work should explore the perception of essential skills across the PHW, particularly seeking to identify dif-
ferences among personnel who have been given outlets to explore their use of The Essentials and those who have not.
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The data collected during this present study suggests a discrepancy; participants who joined a listening session priori-
tized different skills and training methods compared to participants who only engaged in the surveys.
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Appendix A: Methods

The listening sessions about essential skills and other training needs aim to 1) further operationalize essential skills iden-
tified in previous projects and identify any additional essential skills, 2) identify training and education needs related to
these skills, and 3) provide recommendations for future training topics and modalities of training.

Target sample: 30-70 participants recruited from IPC, HAI, and AR

The recruitment survey was used to identify and recruit participants for at least 5 virtual listening sessions with the fol-
lowing audience segments:

a.

b.

f.

Directors or training managers of national IPC- and HAI/AR-involved organizations

State-level IPC and HAI/AR directors and managers in states with centralized governance models
State-level IPC and HAI/AR directors and managers in states with decentralized governance models
Non-clinical public health workers involved in IPC and HAI/AR in healthcare settings.

Non-certified and non-credentialed early career individuals (e.g., public health nurses, epidemiologists)
or students working in IPC and HAI/AR

Other audiences as needed or identified by collaborators.

Recruitment method

Potential participants will be reached via email and/or social media. They will be asked to participate in a recruitment
survey to assure that they meet the following criteria:

1. Currently work in public health with experience in infection prevention and control (IPC), healthcare associated

infections (HAI) and/or antimicrobial resistance (AR).

2. Have access to Zoom and reliable internet for completion of listening sessions.

3. Are available to complete a listening session lasting up to 2 hours.

The listening sessions will consist of 3 stages:

1. Introduction & consent. Participants will be provided with the informed consent documents and may use a digi-

tal signature prior to the listening session. The opening of the session will include a brief review of the purpose

of the session, an introduction of the researchers, a review of the process, and opportunity to ask any questions.

2. Listening session. The listening sessions will use the phenomenological method to encourage open conversation

on the topics to be explored (for examples, see appendix).

a.

Phenomenological interview. % * This approach avoids interviewers inducing speculation (e.g., “Why
do you think your supervisor wanted you to do that?” or “How would you feel if you had received a dif-
ferent kind of training?”) while generating robust descriptors of experience.
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6.

b. Conversation starters. In cases where interviewees are reticent, interviewers will use these banked
guestions to encourage conversational flow.

Post-conversation survey. Participants will be asked to complete a brief survey before departure. This data will
be used to (1) assess any consistency issues between opinions that are articulated in group conversation versus
those that can be indicated anonymously and (2) look for self-identification cues to see how perception of
self/role/abilities impact decision-making in the field.

Pre analysis a priori taxonomies are established to define conceptual categories and relationships be-
tween/among those categories. These include domain-specific groupings (e.g., epidemiology, public health) as
well as cognitive psychology (e.g., internal states such as frustration, learning development).

All interview texts will be transcribed.
Transcriptions will be read by three interraters.

Readers will code for (1) phrases and terms that align with the step 1 taxonomies and (2) other meaningful/sig-
nificant indications of experience.

Researchers will take the coded information and cluster for themes that are (1) trending across individual ac-
counts or (2) impactful albeit uncommon.

Hypothesis formation based on clusters will drive the selection of additional statistical tests, if appropriate.

Phenomenology

The phenomenological approach applied in this analysis has been selected because the purpose of that approach is to
understand the nature of experience. That is, these methods help answer, “what is really going on in the PH/IC work-
force?” The answers to that question point toward what experiences the workforce should be prepared to face.

To extract learning/training implications from the listening sessions, transcript analysis follows the flow outlined by Creely
(2018) 121,
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Figure 7: Creely (2018) Phenomenological research methods [12]

The Phase 1 coding done by the interraters identifies and reduces the experiences described. Using Hermeneutical meth-
ods, the researchers can organize these results into logically derived roles.
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Figure 8: Synthesis Methodology

The synthesis stage reassembles those categories to provide a cohesive picture of the phenomenon. In this case, the team
assigns purpose to every “essential skill.” First, as the purpose of the project was to explore essential skills, all experiences
analyzed are enabling conditions (their absence prevents some aspect of PH/IC work from occurring). The contextual
factors are used to identify Performance Objectives, as members of the workforce need and apply these skills to high
degrees of variability. This means, that while essential to the success of public health at large, an individual working in
public health may not be required to engage in these activities (or may engage in only a support role, such as data entry
for information management tasks or carrying out directives in a change management task—not actually managing). The
processes that produce PH/IC work experiences inform Values/Attitudes. These are every bit as essential as skills, but
they are how something gets done to the highest quality (e.g., valuing what diverse perspectives bring or believing that
you can accomplish something). The analysis also distills Transferable Skills, the performance behaviors that transcend
roles and contexts. These become what is referred to in this report as The Essentials. While not an exhaustive list, it is a
taxonomy in which emergent skills, objectives, and values can be placed.
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The Essentials

Essential (for all) Transferable [Essential (for workforce/specific Essential (for all) Values/Atti-
Skills roles) Performance Objectives tudes

Strategic Thinking
Situation Awareness
Problem Solving
Emotional Intelligence

Communication

The final stage of analysis seeks to clarify key “takeaways” from these listening sessions with implications for learn-
ing/training.
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Appendix B: Recruitment materials (pre-listening session)

Initial Email to Potential Participants
PC 807: Project Firstline Listening Contractor Session
Recruitment Survey Email
Draft 3.1
Subject: We want to hear from you! Help Shape the Future Public Health Workforce
Dear Public Health Professional:

We need your voice for a series of upcoming listening sessions to understand the essential skills and training needs of the
public health workforce in infection prevention and control (IPC), healthcare associated infections (HAI) and antimicrobial
resistance (AR)!

The National Network of Public Health Institutes, as part of CDC's Project Firstline, has partnered with Health Communi-
cations Consultants, Inc. to 1) further operationalize essential skills related to IPC and HAI/AR, 2) identify training and
education needs related to these skills, and 3) provide recommendations for future training topics and modalities of train-
ing.

These listening sessions are scheduled to take place between December 28, 2022, and February 10, 2023.
To determine your eligibility to participate, please tell us more about your experience via this survey link.

Participants will have the chance to be randomly selected for one of nineteen (19) annual memberships to the Association
for Professionals in Infection Control (APIC), a value of $250!

Please feel free to distribute the attached recruitment flyer or forward this email to any colleagues you think may be
valuable to participate in these listening sessions.

If you have any questions or comments, please feel free to contact me.

Sarah D. Matthews, PhD (she/her)
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Recruitment Flyer
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P — BUILDING THE
, _ rovenionang PUBLIC HEALTH
ACSER RS ' WORKFORCE OF
capacity building in IPC, HAL and/or AR TOM OR R ow,,

5 for improving the tra Ming

Members of the public health workfores

Adults aged 18 or older with access to internet and a device

for video conferencing.
w Applicants will complete a brief survey to determine your
= aligibility for participation in a 1.5-hour virtual listening

5550,

WE WANT
TO HEAR
FROM YOU!

Sessions will take place between December 2022 and February 2023 and will fotus on:

* ESSENTIAL SKILLS FOR INFECTION PREVENTION & CONTROL
* TRAINING & EDUCATIONAL NEEDS RELATED TD ESSENTIAL SKILLS
* RECOMMENDATIONS FOR FUTURE TRAINING TOPICS & MODALITIES

and CDC's Project Firstline I NTE R ESTED?

have collaborated with Health Communications Consultants, Inc. to
conduct virtual listening sessions to learm about essential skills and APPLY Now
training needs of the PHW invalved in IPC, HAL and AR. oy i t the

If you have experience and insights to share, we encourage you to
participate in these sessions!

QUESTIONS ABOUT THE STUDY

Please contact the Principal Investigator:
Sarah D. Matthews, PhD at Sarah.Matthews@healthcommunicationsconsultants.com

This project is supported by the Centars for Disease Control snd
Prevention of the U.S. Department of Health and Human Services (HHS)
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Follow-up Email to Potential Participants
Subject: Reminder: We want to hear from you! Help Shape the Future Public Health Workforce

Dear Public Health Professional:

Reminder, we want to hear from you. Please complete the survey link about your experience in infection prevention and
control (IPC), healthcare associated infections (HAI) and antimicrobial resistance (AR)!

We need your voice for a series of upcoming listening sessions to understand the essential skills and training needs of the
public health workforce in infection prevention and control (IPC), healthcare associated infections (HAI) and antimicrobial
resistance (AR)!

The National Network of Public Health Institutes, as part of CDC's Project Firstline, has partnered with Health Communi-
cations Consultants, Inc. to 1) further operationalize essential skills related to IPC and HAI/AR, 2) identify training and
education needs related to these skills, and 3) provide recommendations for future training topics and modalities of train-

ing.

These listening sessions are scheduled to take place between December 28, 2022, and February 10, 2023.
To determine your eligibility to participate, please tell us more about your experience via this survey link.

Participants will have the chance to be randomly selected for one of nineteen (19) annual memberships to the Association
for Professionals in Infection Control (APIC), a value of $250!

Please feel free to distribute the attached recruitment flyer or forward this email to any colleagues you think may be
valuable to participate in these listening sessions.

If you have any questions or comments, please feel free to contact me.

Email Invitations and Reminder
EMAIL 1

Hello,

Thank you for agreeing to participate in the Listening Session on Infection Prevention and Control (IPC), Healthcare-Asso-
ciated Infections (HAI), and Antimicrobial Resistance (AR). We are excited to learn more about your perspective and ex-
periences. You are scheduled to attend the Listening Session on INSERT DATE AND TIME.

On the day of your scheduled Listening Session, please use the link below to access the Session and immediately change
your Zoom Name to your unique anonymous identifier following the steps below. Your unique identifieris ____. This
identifier will be used to protect the privacy of all participants. The transcripts for these recording sessions will capture
that name when you are speaking.

Reminders for participation:

e Listening Sessions will be recorded, and your participation is entirely voluntary, you may stop at any time
throughout the course of the session.

e [f you are not actively speaking or preparing to speak, please keep muted.
o Keep the background noise to a minimum when you are unmuted.

e Speak clearly into the microphone on your computer or on the phone line.
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e Refrain from shuffling papers, typing loudly, or talking amongst each other.

® Please take a moment and check where you placed your microphone. If you are in a room with other people
sharing the same dial-in, place the microphone near the participants who are talking.

e If you have an external microphone this might be a better option than a built-in one for better sound quality.

e Participants should not record the Listening Sessions.

What to expect:

This Listening Session is one of six sessions. You have been placed in a group of 10-20 individuals. A facilitator will be
posing questions to you for discussion. The listening sessions will be recorded, a written transcript will be produced and
there are note-takes present on the zoom platform. Your responses will remain confidential, and no names will be in-
cluded in the final external report. All data and analyses from these Sessions will inform the Centers for Disease Control
and Prevention’s Project Firstline and training opportunities related to Project Firstline from the National Network of Pub-
lic Health Institutes (NNPHI) and partners.

Please contact Sarah Matthews (sarah.matthews@healthcommunicationsconsultants.com) with any questions or con-
cerns.

Sincerely,

The Health Communications Consultants (HCC) Team
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Appendix C: Data collection tools

Recruitment Survey

Recruitment Survey (delivered via Qualtrics)

https://healthcc.qualtrics.com/jfe/form/SV_2IRo9V84AldmH2e

Understanding the Essential Skills and Training Needs of the Public Health Workforce in Infection Control and
Prevention, Healthcare Associated Infections and Antimicrobial Resistance.

1. Thankyou foryour interest in participating in our listening sessions! By continuing in the survey, you acknowledge
that your participation is voluntary. Your responses will be kept confidential and will be used to determine your eligi-
bility for the listening sessions. You may choose to terminate your participation at any time and can skip any question
you choose.

By submitting this survey, you consent to participation and affirm you are 18 years or older. If you have any questions
about this evaluation, please contact Sarah Matthews, PhD, via email at sarah.matthews@healthcommunicationsconsult-
ants.com.

2. (Demographics-Text Box) Please provide the following information:

Name

Organization Name

County

State

Email

Phone number

Degrees or License

Certifications

3. (Multiple Choice) Do you work or have experience working in Infection Prevention and Control (IPC),
Healthcare-Associated Infections (HAI) and/or Antimicrobial Resistance (AR)?

Choices:

Yes, | have experience in all 3 areas.

Yes, | have experience in IPC and HAI but not AR.
Yes, | have experience in HAl and AR but not IPC.
Yes, | have experience in IPC and AR but not HAI.
Yes, | have experience in IPC only.

Yes, | have experience in HAl only.

Yes, | have experience in AR only.

No, | do not have experience in any of these areas.

Branchi(Skip Logic) for “No Response to Qiestion 31 Goes to Question 3al.
Branchi(Skip Logic) for “Yes” Response to Qiestion 3 Goes to Question 3a.

S D OO0 T W
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3al. _ Thank you for your response. For this evaluation we are

looking for participants with experience working in Infection Prevention and Control (IPC), Healthcare-Associate In-
fections (HAI) and/or Antimicrobial Resistance (AR)?

3a. _ Approximately how much time have you worked in Infection Prevention and Control
(IPC), Healthcare-Associated Infections (HAI) and/or Antimicrobial Resistance (AR)?

Choices:

Less than 6 months

6 months to 1 year

2 years to 5 years

6 years to 10 years

11 years to 15 years
Greater than 15 years

"0 o0 oTo

3b. During your years of experience in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or
Antimicrobial Resistance (AR) did you supervise or manage others?

Choices:
a. Yes
No
c. Unknown

Branch(Skip Logic) for “Ves” Response to/Quiestion 3b: Goes to Question 3b2.
Branch(Skip Logic) for “No" Response o Qliestion 31 Goes to Question 4.
Branch (Skip Logic) for “Unknown’” Response to Question 3b: Goes to Question 4.
3b2. _ During your years of experience in Infection Prevention and Control (IPC),

Healthcare-Associated Infections (HAI) and/or Antimicrobial Resistance (AR) how long did you supervisor or manage
others?

Less than 6 months

6 months to 1 year

2 years to 5 years

6 years to 10 years

11 years to 15 years
Greater than 15 years

SO OO T W

4. (Multiple Choice) (Skip Destination from Q3b) Which best describes the work setting in which developed experience
in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)?

Local health agency

State health agency

Territorial health agency

Federal health agency

Tribal health agency
Educational/academic institution
Private nonprofit organization
Private foundation

O Nk wN e
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9. Personal health service industry
10. Other private industry (Text Box)

5. (Multiple Choice) Which best describes the employer(s) in which you developed experience in Infection Prevention
and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)?

® oo oo

f.

Local government
Tribal government
State government
Federal government
Nongovernment
Other (Text Box)

6. Which best describes your occupation in which you developed experience in Infection Prevention and Control
(IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)?

a.
b.

Management and leadership (e.g., director, manager, supervisor, health officer)
Professional and scientific (non-Clinical) (e.g., epidemiologist, laboratory worker, information specialist,

emergency preparedness, environmentalist, health educator, occupational health)

C.

Professional and scientific (Clinical) (e.g., nurse, physician, dentist, nutritionist, dietitian, oral health pro-

fessional, behavioral health professional, medical examiner, etc.)

d.

Technical and outreach (e.g., animal control worker, community health worker, home health worker,

other technical and outreach)

e.

Support Services (e.g., clerical, business support, grants specialist, human resources, attorney, other busi-

ness support)

f.

Other (e.g., student, volunteer, intern) (Text box please describe)

7. lam willing to participate in a virtual focus group to provide information on the essential skills and training needs
for the public health workforce involved in infection prevention and control (IPC), healthcare associated infections
(HAI) and antimicrobial resistance (AR) activities?

Choices:

1.

2.

Yes, | am willing to participate in a virtual focus group.

No, | am not willing to participate in a virtual focus group, but | am willing to answer two additional
questions. (Branch)

Branch for “No” Response to Question 7: Goes to Question 7a.

Branch for “Yes” Response to Question 7: Goes to Question 7al.

7al. (Multiple Choice-Multiple Select) (Skip Destination and Display Logic from Q7) Which Listening Session (Virtual
Focus Group) Date and Time would you prefer? Please select your top 2 choices.

Choices:

Wednesday, January 4, 2023, 2:00PM-4:00PM EST (11:00AM-1:00PM PST)
Friday, January 20, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)
Monday, January 23, 2023, 1:00PM-3:00PM EST (10:00AM-12:00PM PST)
Wednesday, January 25, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)
Monday, January 30, 2023, 1:00PM-3:00PM EST (10:00AM-12:00PM PST)

®ao oo
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f.  Tuesday, February 7, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)

7a. (Text Box) (Skip Destination from Q7) Essential skills are sometimes called “soft skills”. They are skills that help
you apply technical skills in a way that helps people. In your opinion, what do you think are the essential skills needed
for working in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Re-
sistance (AR) activities?

7b. (Text Box) Please list the training or coursework that you find the most useful in your work in each of areas:
Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR). (Note:
Please use website links, names of documents, etc. Put NA if training or resources are not used for the specified area).

7c. (Multiple selection) Which training modalities have you used in the areas of Infection Prevention and Control (IPC),
Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)? (Select all that apply)

a.

= o

eLearning (Learning system that uses electronic resources such as interactive modules, videos, podcasts,
slideshows, documents, webinars)

. Augmented Reality (Uses interactive digital elements to add reality and create a real-world environment that

can be accesses through a tablet, phone, or headset)
Virtual Reality (Simulates any real world and allows learners to interact with true to life scenarios)

. Instructor-Led Training (Instructor leads a training session for individuals or a group of learners. Can be in the

form of one-to-one sessions, small groups, lectures, or workshops.)

Virtual Instructor-Led Training (Instructor leads a training session over a virtual setting like a webinar, one to
one, small group, lecture, workshop, virtual classroom.)

Video Learning (Delivers training content through video modules.)

Blended approach (Using multiple modalities) (Text Box)

. Other (Text Box)

7d. (Ordered selection) Rank the training modalities from the “most (1)” to “least (8)” effective in the areas of Infec-
tion Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)?

a.

= o

eLearning (Learning system that uses electronic resources such as interactive modules, videos, podcasts,
slideshows, documents, webinars)

. Augmented Reality (Uses interactive digital elements to add reality and create a real-world environment that

can be accesses through a tablet, phone, or headset)
Virtual Reality (Simulates any real world and allows learners to interact with true to life scenarios)

. Instructor-Led Training (Instructor leads a training session for individuals or a group of learners. Can be in the

form of one-to-one sessions, small groups, lectures or workshops.)

Virtual Instructor-Led Training (Instructor leads a training session over a virtual setting like a webinar, one to
one, small group, lecture, workshop, virtual classroom.)

Video Learning (Delivers training content through video modules.)

Blended approach (Using multiple modalities) (Text Box)

. Other (Text Box)

8. Do you have any additional thoughts or comments to share? (Text Box)

We thank you for your time spent taking this survey. Your response has been recorded.
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Protocol reminders:

e Make note if a participant drops.

e Assign participant numbers.

e During conversation, encourage multiple people to answer the same question, but with their unique stories. --the
goal is to find similarities and contrasts.

e With each story, make note of phrases that indicate:

Emotion (e.g., “I felt frustrated.” or “We were so happy that worked out!”).

Follow up on emotive statements

with clarifying what happened after the event that triggered that emotion (was it sustained or replaced with a different

event).

Process (e.g., “It was easy because...” or “We have a requirement to do XYZ"). Clarify how they came to learn that

process.

Context complexity (e.g., “We couldn’t do X because Y” or “We were told to do A but that never works because
of B”). Ask about contingency plans and how they have been prepared for unanticipated challenges.

Please remember that your participation is entirely voluntary.

In the invitation, you were assigned a participant identification number. Please use
this number as your identifier in the name field on Zoom. (Allow participants to
rename themselves, then start the recording.)

We are recording these listening sessions. If you do not wish to be recorded, please
leave the zoom platform now. If you are not actively speaking or preparing to speak,
please keep muted.

o  Keep the background noise to a minimum when you are unmuted.

e  Speak clearly into the microphone on your computer or on the phone
line.

e  Refrain from shuffling papers, typing loudly, or talking amongst each
other.

e  Please take a moment and check where you placed your microphone. If
you are in a room with other people sharing the same dial-in, place the

microphone near the participants who are talking.

e |f you have an external microphone this might be a better option than a
built-in one for better sound quality.

® Please take a moment and accurately put your zoom name into the name

Conversation Interviewer prompt/question Notes
Segment
Welcome We want to start with thanking you for participation. Note: this should be delivered conversa-

tionally, to help participants feel com-
fortable. It does not need to be read ver-
batim.

Portions that refer to informed consent
details may be abbreviated, with a gen-
tle reminder to review the consent and
contact information, with an invitation
to ask any questions.
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section. The transcripts for these recording sessions will capture that
name when you are speaking.

You have been invited to participate in this listening session hosted by the National
Network of Public Health Institutes (NNPHI) and under the research direction of
Health Communications Consultants, Inc. The purpose of this listening session is to
understand the essential skills and training needs of the public health workforce in
infection prevention and control (IPC), healthcare associated infections (HAI), and
antimicrobial resistance (AR). The information learned in this learning session will
help to 1) identify and operationalize essential skills, 2) identify training and educa-
tion needs related to these skills, and 3) provide recommendations for future train-
ing topics and modalities of training.

This listening session is one of five sessions. You have been placed in a group of 10-
20 individuals. A facilitator will be posing questions to you for discussion. The lis-
tening sessions will be recorded, a written transcript will be produced and there are
note-takes present on the zoom platform. Your responses will remain confidential,
and no names will be included in the final external report. Participants should not
record the listening sessions.

You can choose whether or not to participate in the listening session and you may
stop at any time during the course of the session. Please note that there are no right
or wrong answers to the posed questions. We want to hear the many varying view-
points and would like for everyone to contribute their thoughts. Please feel free to
be honest even when your responses counter those of other group members.

Your participation benefits the public health workforce by improving the training
content and modalities to support IPC and combat HAI and AR. No risks are antici-
pated beyond those experienced during an average conversation.

Should you choose to participate, you are asked to respect the privacy of other lis-
tening session group members by not disclosing any content discussed during the
session. Health Communications Consultants, Inc. will analyze the data and your
responses will remain confidential.

If you have any questions or concerns about the listening sessions, please contact
Dr. Sarah Matthews at sarah.matthews@healthcommunicationsconsultants.com.

Does anyone have any questions about the listening session before we begin?
Answer any questions.

One more reminder before we begin: Your participation is entirely voluntary. There
is no penalty for dropping at any time.

At this time, by continuing to be logged on to the Zoom platform, you indicate that
you understand the information presented and agree to participate fully under the
conditions stated above.

Conversation

OK, we'd like to start the listening session by explaining a bit about the process for
this conversation. Our priority today is to listen to you tell your stories. We hope to
understand the training you’ve received and how it connects or fails to connect with
the work you do in public health specifically around infection control and prevention
(IPC), healthcare associated infections (HAI) and antimicrobial resistance (AR).

The general pattern for these questions
is: 1) “tell me about a specific time when

you . 2) listen for examples of es-
sential skills and follow up with “tell me
more about ”. 3) listen for
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This means, | don’t want to assume that | know what is in your head, so | will fre-
quently be asking you to clarify things that may feel pretty obvious to you. So, don’t
be surprised when you hear me say something like, “what doyoumeanby ___ (and
use your own phrase)?” or “Could you describe what that was like?”

If there are terms to define that will be used throughout the conversation, now is the
time to do so.

So, let’s begin with thinking about your most recent training...

Could anybody describe a recent training they’ve received specifically for infection
control and prevention (IPC)? Healthcare associated infections (HAI)? Antimicro-
bial resistance (AR)?

Note, allow for pauses and for participants to take time...especially with these ice-
breaking conversations.

*If no one answers the initial question, ask if anyone has received valuable training.
Once someone gives that answer, follow on with questions:

How have you used that specific training? Can you give me an example?

Has anyone had a similar experience?

What about the opposite experience from that kind of training?

Can somebody give me an example of how your governance structure affects your
work?

Is this generally true for others? Can you give me an example?

Let’s switch gears a bit...Has anyone had an experience in their work in IPC, HAI, or
AR where you felt entirely unprepared? Maybe a situation where you found your-
self either “winging it” or thinking “well, that would have been nice to know!”

Talk to me about your experiences working with teams or subordinates who
weren’t prepared for their work. What happened?

What skills would be helpful for working in IPC? (From directors or training man-
agers especially).

indicators of sub-skills and related skills.
4) ask for any similar experiences. 5)ask
for different/contrasting experiences.

Then, we can loop through these ques-
tions with similar phrasings but focusing
on variations, such as by context, access
to resources, organizational differences,
and outcomes.

While there may be some questions that
are speculative (such as asking what
skills would be helpful), most of the
questions must be focused on what has
worked or has failed to work, so that it
can be grounded in experience.

Closing

Well, | hate to cut the conversation, because you have provided us with important
insight—and | am certain there is much more! So in our last few minutes, | want to
give you all a chance to tell me what you think is the most important thing we should
know when it comes to preparing others to do the work that needs to be done in
this field?

Be sure to follow on with questions like, “are there learning delivery methods you
think need to be used more?” and “are there training practices that need to be
stopped?”

Thank you so much for participating. If you'd like to see the results of our study, the
contact information is on the communications we’ve provided. We anticipate hav-
ing initial results available by Spring 2023.

We have an exit survey we’d like you to complete; at the end of the survey you’ll
enter your preferred method for receiving your participation incentive.

Provide link to exit survey.
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(Text-Informational) Thank you for participating in the listening session for understanding the essential skills and
training needs of the public health workforce in infection control and prevention, healthcare associated infec-
tions and antimicrobial resistance. Please complete this closeout survey for our evaluation and the opportunity
to be selected at random for one of nineteen (19) APIC Annual Memberships.

If you have any questions about this evaluation, please contact Sarah Matthews, PhD, via email at sarah.mat-
thews@healthcommunicationsconsultants.com.

1. (Demographics-Text Box) Please provide the following information.

a. Name

b.  Organization

c.  State

d. Unique Identifier

2. (Drop Down Selection) Which Listening Session did you participate?

a. Wednesday, January 4, 2023, 2:00PM-4:00PM EST (11:00AM-1:00PM PST)
b.  Friday, January 20, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)
c.  Monday, January 23, 2023, 1:00PM-3:00PM EST (10:00AM-12:00PM PST)
d. Wednesday, January 25, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)
e. Monday, January 30, 2023, 1:00PM-3:00PM EST (10:00AM-12:00PM PST)
f. Tuesday, February 7, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)
3. (Text Box) Reflecting on your listening session conversation, do you have any additional information or
clarifications to share?

4. Please share your motivation for participating in today's listening session.

5. (Text Box) Thinking about essential skills, sometimes referred to as “soft skills” or those skills most nec-
essary for you to complete more technical and applied skills, what do you think are the essential skills
needed for working in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or
Antimicrobial Resistance (AR)?

6. (Text Box) Please list any specific trainings, coursework, or training topics you think are most useful for

your work in: Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimi-
crobial Resistance (AR). (Note: Please use website links, names of documents, etc. Put NA if training
or resources are not used for the specified area).

7. (Multiple selection) Which training modalities have you used in the areas of Infection Prevention and
Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)? (Select all that

apply)

a. elearning (Learning system that uses electronic resources such as interactive modules, videos,
podcasts, slideshows, documents, webinars)
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b. Augmented Reality (Uses interactive digital elements to add reality and create a real-world
environment that can be accessed through a tablet, phone, or headset)

c. Virtual Reality (Simulates any real world and allows learners to interact with true to life sce-
narios)

d. Instructor-Led Training (Instructor leads a training session for individuals or a group of learners.
Can be in the form of one-to-one sessions, small groups, lectures, or workshops.)

e. Virtual Instructor-Led Training (Instructor leads a training session over a virtual setting like a
webinar, one to one, small group, lecture, workshop, virtual classroom.)

f. Video Learning (Delivers training content through video modules.)
g. Blended approach (Using multiple modalities) (Text Box)

h.  Other (Text Box)

8. (Ordered selection) Rank the training modalities from the “most (1)” to “least (8)” effective in the areas of
Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)?

a. elearning (Learning system that uses electronic resources such as interactive modules, videos,
podcasts, slideshows, documents, webinars)

b. Augmented Reality (Uses interactive digital elements to add reality and create a real-world
environment that can be accesses through a tablet, phone, or headset)

c. Virtual Reality (Simulates any real world and allows learners to interact with true to life sce-
narios)

d. Instructor-Led Training (Instructor leads a training session for individuals or a group of learners.
Can be in the form of one-to-one sessions, small groups, lectures, or workshops.)

e. Virtual Instructor-Led Training (Instructor leads a training session over a virtual setting like a
webinar, one to one, small group, lecture, workshop, virtual classroom.)

f. Video Learning (Delivers training content through video modules.)
g. Blended approach (Using multiple modalities) (Text Box)

h.  Other (Text Box)
9. (Text Box) Do you have any additional thoughts or comments to share?

10. Select one of the following statements.

a. | want to be entered for a chance to be randomly selected to receive 1 of 19 APIC Annual
Memberships as an incentive for participating in this Listening Session.

b. Ido not want to be entered for a chance to receive the participation incentive.
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Appendix D: Procedural tools

Welcome & thank you Slides

elcome

Listening Session on Essential Skills for infection control
and prevention, healthcare associated infections and
antimicrobial resistance.

*  We will begin shortly.
*  Please edit your name to reflect your assigned unique identifier.

N National Network
of Public Health Institutes

Health Communications Consultants

Thank you
Health Communications Consultants, Inc

Thank you for your participation, please complete the post listening survey.

To be eligible for the randomly selected APIC membership incentive you
must complete the post listening survey.

https://healthce. qualtrics.com/ife/form/SV_3w23rUinV6401o6

Figure 9: Welcome & Thank you PowerPoint Slides used in the Virtual Listening Sessions
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Post-listening session email templates
Template for after participating in a listening session, needs survey.

Hello,

Thank you for your recent participation in our listening session on Essential Skills for Infection Prevention and
Control, Healthcare-associated Infections, and Antimicrobial Resistance.

Your contribution to determining these essential skills is critical in helping strengthen the relationship between the
Public Health workforce and Infection Prevention and Control. We would greatly appreciate if you could take 5-
10 minutes to fill out our brief post-listening session survey to get a better understanding of the essential skills
and training or coursework that is needed.

Sincerely,

The Health Communications Consultants, Inc.

Template for not completing the listening session, couldn’t make it but we still want your input.

Thank you for your interest in our listening sessions on Essential Skills for Infection Prevention and Control,
Healthcare-associated Infections, and Antimicrobial Resistance. We saw that you were unable to attend a session
and we would still like to get your input.

To provide your input on essential skills and training, kindly fill out our brief survey.

Sincerely,

The Health Communications Consultants, Inc.
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Appendix E: Results

Initial recruitment email was sent on December 15, 2022, to 563 unduplicated email addresses to public health
professionals with interest or experience in IPC, HAl and/or AR. The following results were noted:

® 4 emails no longer working.
e 34 had returned emails indicating the recipient was out of the office.

e 18 had additional contact information resulting in 31 additional emails.

On December 20, 2022, recruitment messages were shared on Facebook and LinkedIn through Dr. Matthews’s
network. As of December 21, 2022:

® 3 Reshares on FB (Public Health Professionals)
e 2likesonFB
e 183 Impressions on LinkedIn
® Engagements
O 2 Reactions
O 2 Reposts
On December 21, 2022, a brief analysis of the survey results showed that 36 responses were received.
e 4responses were left blank for total of 32 completed responses.

e 32 responses all had some level of experience in IPC, HAl and/or AR demonstrating that the DL is accu-
rate for the evaluation population.

e 2 respondents declined to participate in the virtual focus group.

e 7 respondents were not on the original DL demonstrating that the communication was being for-
warded by the network.

Respondent emails were removed from the original DL and on December 21, 2022, showed that a reminder
email was sent to the distribution list of 530 unduplicated emails.

e 1 email could not be found.
e 53 out of office automatic replies were received.

A request to Montana HAI State Coordinator to advocate for the project resulted in the reminder email being
sent to their HAI State Coordinator network.

Review of recruitment survey responses on December 28, 2022, at 11: 30am.EST revealed.

e 52 respondents of which all have some level of experience in IPC, HAI, and/or AR.
e 47 of the respondents are willing to participate in a LS.
Upon review of the data, there was representation from each of the governance structures (n=30).

5 Centralized

2 Largely Centralized

9 Decentralized

2 Largely Decentralized
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o 4 Mix
e 7 Shared
e 1 largelyshared.

In the recruitment survey when asked which best describes the work setting in which you developed experience
in IPC, HAl and/or AR, we do not have any responses from:

e Territorial health agency

e Federal health agency

e Tribal health agency
Distribution lists were reviewed, and phone calls were made to any person who may fit these categories to
personalize an invitation to join the evaluation. DL identified 4 individuals who fit these criteria and additional
contacts were requested to NNPHI.

As of 1/3/2023 (8:20a.m.) there were 57 respondents of which 51 are willing to participate in the listening ses-
sions.

One (1) respondent that identified as having a work setting in the federal health agency. We do not have any
responses yet from work settings identified as:

e Territorial health agency

e Tribal health agency
We have 8 respondents that are identified as the state HAI contacts, 7 of whom are willing to participate in the
listening sessions.

OnJanuary 9, 2023, NNPHI provided a list of nine (9) contacts within their network. Five (5) of the contacts were
already on the main distribution list. A personalized invitation was sent to these contacts with telephone calls
made to the three (3) that had identified numbers.

On February 3, 2023, the recruitment survey link was closed, and the following data was assessed for the partic-
ipant pool.

Outcome: Based on the recruitment process, it is likely that the holiday season significantly impacted recruitment
efforts. The response rate (65/563) is around 11.5% which aligns with the literature on the health workforce
varying from 10% to 61% response rates.

All Respondents Data Recruitment Survey

Qualtrics identified 101 responses within the platform for the recruitment survey from December 15, 2022,
through February 3, 2023. Thirty-six (36) responses did not have any contact information and were removed
from the analysis. There were sixty-five (65) total respondents in the recruitment survey. Four (4) surveys were
noted as incomplete with a 59%, 24%, 12%, and 12% completion rate. The remaining 61 surveys were at 100%
completion. The average duration for completion was 6.7 minutes with a range of 1.9-43.2 minutes, median of
4.8 minutes.

The responses were stratified to identify and recruit public health workforce participants within the pre-identi-
fied audience segments. The 65 participants represent several states including Alaska, Arizona, California, Col-
orado, Connecticut, District of Columbia, Florida, Hawaii, Kentucky, Louisiana, Maine, Maryland, Michigan, Mon-
tana, Nebraska, New Hampshire, New York, North Carolina, Oregon, Pennsylvania, Rhode Island, South Carolina,
South Dakota, Tennessee, Texas, Utah, Virginia, and Washington. Representation from each governance struc-
ture included 31% Decentralized Governance, 18% from Shared Governance, 17% from Centralized Governance,
17% from Mixed Governance, 9% from Largely Centralized, 5% from Largely Shared, 3% from Largely Decentral-
ized.

44



Alaska Mixed 1 2%
Arizona Decentralized 1 2%
California Decentralized 3 5%
Colorado Decentralized 3 5%
Connecticut Decentralized 1 2%
District of Columbia Centralized 1 2%
Florida Shared 11 17%
Hawaii Centralized 7 11%
Kentucky Shared 1 2%
Louisiana Largely Centralized 1 2%
Maine Mixed 1 2%
Maryland Largely Shared 3 5%
Michigan Decentralized 3 5%
Montana Decentralized 1 2%
Nebraska Decentralized 1 2%
New Hampshire Largely Centralized 1 2%
New York Decentralized 1 2%
North Carolina Decentralized 1 2%
Oregon Decentralized 2 3%
Pennsylvania Mixed 3 5%
Rhode Island Centralized 1 2%
South Carolina Centralized 2 3%
South Dakota Largely Centralized 3 5%
Tennessee Mixed 6 9%
Texas Largely Decentralized 2 3%
Utah Decentralized 2 3%
Virginia Largely Centralized 1 2%
Washington Decentralized 1 2%
Totals 65 100%

Table 5: Recruitment Survey 12/15/2022-2/3/2023 State & Governance for All Respondents
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District of Columbia 1
Hawaii 7
Centralized 11 17%
Rhode Island 1
South Carolina 2
Arizona 1
California 3
Colorado 3
Connecticut 1
Michigan 3
Montana 1
Decentralized 20 31%
Nebraska 1
New York 1
North Carolina 1
Oregon 2
Utah 2
Washington 1
Louisiana 1
New Hampshire 1
Largely Centralized 6 9%
South Dakota 3
Virginia 1
Texas Largely Decentralized 2 2 3%
Maryland Largely Shared 3 3 5%
Alaska 1
Maine 1
Mixed 11 17%
Pennsylvania 3
Tennessee 6
Florida 11
Shared 12 18%
Kentucky 1

Table 6: Recruitment Survey 12/15/2022-2/3/2023 State & Governance for All Respondents
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The next section contains data for Questions 3 through 8 on the recruitment survey. The data is stratified by
listening session (LS). A bulleted list following each table summarizes the total participants (those who did not
participate + those that participated in a listening session) and the listening session participants. The column
heading with N=65 represents the total respondents and the column heading with N=41 represents the respond-
ents who also participated in a listening session.
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Questions 3-8 Stratified by Listening Session

Q3. Experience

Q3. Do you work or have experience working in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) and/or Anti-

microbial Resistance (AR)?

Grand
Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total
2 2

Yes, | have experience in all 3 areas. 1 4 4 2 4 8 14 39
Yes, | have experience in AR only. 1 1
Yes, | have experience in HAl and AR but not IPC. 2 2 5
Yes, | have experience in HAl only 1 2 1 4
Yes, | have experience in IPC and AR but not HAI. 1 1
Yes, | have experience in IPC and HAI but not AR. 4 2 1 1 3 11
Yes, | have experience in IPC only. 1 1 2
Grand Total 1 9 8 3 7| 10 24 65

Experience

N=65 N=41

¢ 100% respondents with Yes.
* N=39Yes, | have experience in all 3 areas.

¢ N=11Yes, | have experience in IPC and HAI but not AR.

¢ N=5Yes, | have experience in HAl and AR but not IPC.

* N=4Yes, | have experience in HAl only.
¢ N=2Yes, | have experience in IPC only.

* N=1Yes, | have experience in IPC and AR but not HAI.

¢ N=1Yes, | have experience in AR only.
¢ N=2 Did not answer question.

¢100% respondents with Yes.
*N=25 Yes, | have experience in all 3 areas.

*N=8 Yes, | have experience in IPC and HAIl but not AR.
*N=3Yes, | have experience in HAl and AR but not IPC.

*N=3 Yes, | have experience in HAl only.
*N=1Yes, | have experience in IPC only.

*N=0Yes, | have experience in IPC and AR but not HAI.

*N=1Yes, | have experience in AR only.
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Q3a. Time Worked

Q3a. Approximately how much time have you worked in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI)

and/or Antimicrobial Resistance (AR)?

Grand

Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total

2 2
11 years to 15 years 1 1 2 3 7
2 years to 5 years 1 5 3 1 2 4 9 25
6 months to 1 year 2 1 1 4
6 years to 10 years 1 1 1 1 1 5 6 16
Greater than 15 years 1 1 3 1 1 2 9
Less than 6 months 1 1 2
Grand Total 3 1 9 8 3 7| 10 24 65

Time Worked-Years of Experience

N=65 N=41

eLess than 6 months N=2 eless than 6 months N=1
6 months to 1year N=4 6 months to 1 year N=3
o2 years to 5years N=25 o2 years to 5years N=16
e6 years to 10 years N=16 e6years to 10 years N=10
ellyearsto 15years N=7 ellyearsto 15years N=4
eGreater than 15 years N=9 eGreater than 15 years N=7
eDid not respond N=2
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Q3b. Supervise/Manage

Q3b. During your years of experience in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR) did

you supervise or manage others?

Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) Grand Total
3 3
No 3 4 2 1 3 3 9 25
Yes 1 5 6 2 4 7 12 37
Grand Total 3 1 9 8 3 7 10 24 65
Supervise/Manage
N=65 N=41
*No N=25 *No N=16
eYes N=37 eYes N=25

Did not respond N=3
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Q3b2. Supervise/Manage Time

Q3b2. During your years of experience in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) and/or Antimicrobial Resistance
(AR) how long did you supervisor or manage others?

Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Grand Total

3 4 2 1 3 3 12 28
11 years to 15 years 2 2
2 years to 5 years 1 2 1 1 1 3 5 14
6 months to 1 year 2 2 1 3 2 10
6 years to 10 years 1 2 1 3 7
Greater than 15 years 1 1 1 3
Less than 6 months 1 1
Grand Total 3 1 9 8 3 7| 10 24 65

Supervise/Manage-Time

N=37 N=25

eLess than 6 months N=1 eLess than 6 months N=1
6 months to 1 year N=10 6 months to 1 year N=8
e2 years to 5years N=14 o2 years to 5years N=9
e6years to 10 years N=7 e6years to 10 years N=4
e11yearsto 15years N=2 e11years to 15years N=0
eGreater than 15 years N=3 eGreater than 15 years N=3
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Q4. Work Setting

Q4. Which best describes the work setting in which developed experience in Infection Prevention and Control (IPC), Healthcare-
Associated Infections (HAI) or Antimicrobial Resistance (AR)?

Grand

Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total
3 3
Educational institution/Academic Institution 1 1 2
Federal health agency 2 2
Local health agency 1 2 1 2 5 11
Other private industry 1 2 1 4
Personal health service industry 1 1
Private foundation 1 1
Private nonprofit organization 1 3 3 1 1 9
State health agency 1 1 6 3 3 7 10 31
Tribal health agency 1 1
Grand Total 3 1 9 8 3 7| 10 24 65
Q4. Other Text Box

Q4. Other Private Industry Text Box

Grand
Row Labels LS1 | LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total
Both nonprofit organization & State Health Department 1 1
Kaiser hospital 1 1
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Work Setting

N=65

eDid not respond (N=3)

eLocal health agency (N=11)

eState health agency (N=31)

eTerritorial health agency (N=0)
eFederal health agency (N=2)

eTribal health agency (N=1)
eEducational/academic institution (N=2)
ePrivate nonprofit organization (N=9)
*Private foundation (N=1)

ePersonal health service industry (N=1)
eOther private industry (Text Box) (N=4)

Q5. Employer

N=41

eLocal health agency (N=6)

eState health agency (N=21)

eTerritorial health agency (N=0)
eFederal health agency (N=0)

*Tribal health agency (N=0)
eEducational/academic institution (N=1)
*Private nonprofit organization (N=8)
*Private foundation (N=1)

ePersonal health service industry (N=1)
eOther private industry (Text Box) (N=3)

Q5. Which best describes the employer(s) in which you developed experience in Infection Prevention and Control (IPC),
Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)?

Grand

Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total

1 3 4
Federal government 2 2
Local government 1 2 1 5 9
Nongovernment 1 1 3 3 2 3 13
Other 1 2 2 7
State government 7 2 4 7 9 30
Grand Total 1 9 8 3 7| 10 24 65
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Q5. Other Text Box

Q5. Other Text Box

Grand
Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total
Consulting company 1
Nongovernment & State Government 1

partly state government and nongovern-

ment 1
Private Gl Specialty Practice
Private, non-profit 1

Employer

N=65

eDid not respond (N=4)
eLocal government (N=9)
eTribal government (N=0)
eState government (N=30)
eFederal government (N=2)
eNongovernment (N=13)
eOther (Text Box) (N=7)

N=41

eDid not respond (N=1)
elLocal government (N=4)
*Tribal government (N=0)
eState government (N=21)
eFederal government (N=0)
eNongovernment (N=10)
eOther (Text Box) (N=5)
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Q6. Occupation

Q6. Which best describes your occupation in which you developed experience in Infection Prevention
Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)?

and Control (IPC),

Grand

Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total

3 3
Management and leadership (e.g., director, manager, supervisor,
health officer) 1 1 1 1 6 10
Other (e.g., student, volunteer, intern) 1 1
Professional and scientific (Clinical) (e.g., nurse, physi-
cian, dentist, nutritionist, dietitian, oral health profes-
sional, behavioral health professional, medical exam-
iner, etc.) 3 2 2 2 2 7 18
Professional and scientific (non-Clinical) (e.g., epidemiologist, laboratory
worker, information specialist, emergency preparedness, environmentalist,
health educator, occupational health) 5 5 2 5 7 7 31
Technical and outreach (e.g., animal control worker, community health
worker, home health worker, other technical and outreach) 2 2
Grand Total 3 1 9 8 3 7| 10 24 65

Q6. Other Text Box

Q6. Other (e.g., student, volunteer, intern) Text box

Grand
Row Labels LS1 LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total
Grant administration and facilitation of TA 1 1

5
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Occupation

N=65

eDid not respond N=3

eManagement and leadership (e.g., director, manager, supervisor, health officer) N=10

eProfessional and scientific (non-Clinical) (e.g., epidemiologist, laboratory worker, information specialist,
emergency preparedness, environmentalist, health educator, occupational health) N=31

eProfessional and scientific (Clinical) (e.g., nurse, physician, dentist, nutritionist, dietitian, oral health
professional, behavioral health professional, medical examiner, etc.) N=18

eTechnical and outreach (e.g., animal control worker, community health worker, home health worker, other
technical and outreach) N=2

eSupport Services (e.g., clerical, business support, grants specialist, human resources, attorney, other business
support) N=0

eOther (e.g., student, volunteer, intern) N=1

Grant administration and facilitation of TA

N=41

eManagement and leadership (e.g., director, manager, supervisor, health officer) N=4

eProfessional and scientific (non-Clinical) (e.g., epidemiologist, laboratory worker, information specialist,
emergency preparedness, environmentalist, health educator, occupational health) N=24

eProfessional and scientific (Clinical) (e.g., nurse, physician, dentist, nutritionist, dietitian, oral health
professional, behavioral health professional, medical examiner, etc.) N=11

eTechnical and outreach (e.g., animal control worker, community health worker, home health worker, other
technical and outreach) N=2

eSupport Services (e.g., clerical, business support, grants specialist, human resources, attorney, other business
support) N=0

Other (e.g., student, volunteer, intern) N=0
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Q7. Participation

Q7. | am willing to participate in a virtual focus group to provide information on the essential skills and training needs for the public health
workforce involved in infection prevention and control (IPC), healthcare associated infections (HAI) and antimicrobial resistance (AR) activities?
Grand To-

Row Labels LS1 | LS1/LS2 LS2 (LS3 | LS4 | LS5 | LS6 | (blank) tal
3 3
No, | am not willing to participate in a virtual focus group. 1 7 8
Yes, | am willing to participate in a virtual focus group. 3 1 8 8 3 7 10 14 54
Grand Total 3 1 9 8 3 7 10 24 65

Q7a. Essential Skills

Q7a. Essential skills are sometimes called “soft skills”. They are skills that help you apply technical skills in a way that helps people. In your opinion,
what do you think are the essential skills needed for working in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or
Antimicrobial Resistance (AR) activities?

Grand
Row Labels LS1 | LS1/LS2 | LS2 | LS3 | LS4 | LS5 | LS6 | (blank) | Total
Clinical experience whether this is in a clinical setting or working with clinical settings in a consultative role 1 1
communication, listening skills, flexibility in presentation of materials to best suit person receiv-
ing information, resources, knowledge of disease, mitigation 1 1
knowledge of HAIs and infection prevention, PPE donning and doffing protocol 1 1
organization, time management, organizing large/multiple data sets 1 1
Public speaking, google/tracking things down on the internet, being organized in thoughts and communications 1 1
Relationship and partnership building and maintenance.
Resilience/ability to monitor and address burnout in a challenging landscape.
Effective communication, including meeting and training facilitation.
Magical powers to translate dry and sometimes conflicting guidance documents from regulatory authorities into practical guidance that
facilities can actually operationalize with the resources and staffing that they have. 1 1
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Q7b. Training or Coursework

Q7b Please list the training or coursework that you find the most useful in your work in each of areas: Infection Prevention and Control (IPC), Healthcare-
Associated Infections (HAI) or Antimicrobial Resistance (AR). (Note: Please use website links, names of documents, etc. Put NA if training or resources are not

used for the specified area).

Gran

LS | (blan | d To-
Row Labels 2 k) tal
APIC CIC/ CBIC training 1 1
APIC study materials and courses, state health department trainings, and CDC trainings 1 1
CDC guidelines - Hawaii state guidelines, DOH meetings re: IPC and HALI.
https://www.cdc.gov/hai/pdfs/stateplans/hi.pdf
https://hawaiicovid19.com
https://www.cms.gov/files/document/covid-toolkit-states-mitigate-covid-19-nursing-homes.pdf
https://www.coursera.org/?utm_source=recommendations&utm_medium=email&utm_cam-
paign=19484&sfmc_id=90512066&sfmc_key=0031U00001sTZJoQAO
UH Manoa - Covid 19 certification 6 credit course 1 1
Discussions with local infectious disease doctors, hospital IPs, and LTCF partners are the most useful in understanding what we're up
against and what we might be able to have an impact on.
| did not find APIC trainings for CIC certification very helpful. 1 1
The West Region ARLN has done some great trainings on MDRO response. 1 1
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Q7c. Training Modalities

Q7c. Which training modalities have you used in the areas of Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimi-

crobial Resistance (AR)? (Select all that apply)

Row Labels

LS2

(blank)

Grand To-
tal

Blended approach (Using multiple modalities) (Text Box)

eLearning (Learning system that uses electronic resources such as interactive modules, videos, podcasts,
slideshows, documents, webinars), Instructor-Led Training (Instructor leads a training session for individuals
oragroup of learners. Can be in the form of one-to-one sessions, small groups, lectures or workshops.), Video
Learning (Delivers training content through video modules.), Blended approach (Using multiple modalities)
(Text Box)

eLearning (Learning system that uses electronic resources such as interactive modules, videos, podcasts,
slideshows, documents, webinars), Instructor-Led Training (Instructor leads a training session for individuals
oragroup of learners. Can bein the form of one-to-one sessions, small groups, lectures or workshops.), Virtual
Instructor-Led Training (Instructor leads a training session over a virtual setting like a webinar, one to one,
small group, lecture, workshop, virtual classroom.)

elearning (Learning system that uses electronic resources such as interactive modules, videos, podcasts,
slideshows, documents, webinars), Virtual Instructor-Led Training (Instructor leads a training session over a
virtual setting like a webinar, one to one, small group, lecture, workshop, virtual classroom.)

elLearning (Learning system that uses electronic resources such as interactive modules, videos, podcasts,
slideshows, documents, webinars),Virtual Instructor-Led Training (Instructor leads a training session over a
virtual setting like a webinar, one to one, small group, lecture, workshop, virtual classroom.),Video Learning
(Delivers training content through video modules.)

Instructor-Led Training (Instructor leads a training session for individuals or a group of learners. Can be in the
form of one-to-one sessions, small groups, lectures, or workshops.), Virtual Instructor-Led Training (Instructor
leads a training session over a virtual setting like a webinar, one to one, small group, lecture, workshop, virtual
classroom.), Video Learning (Delivers training content through video modules.)
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Q7d. Rank Training Modalities
Q7d. Rank the training modalities from the “most (1)” to “least (8)” effective in the areas of Infection Prevention and Control (IPC), Healthcare-Associated Infec-
tions (HAI) or Antimicrobial Resistance (AR)?
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Figure 10: Bar Chart of Ranked Training Modalities Recruitment Survey N=8§
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. elearning {Learning system that uses electronic resources such as interactive modules, videos, podcasts, slideshows, documents, webinars)
. Augmented Reality {UUses interactive digital elements to add reality and create a real-world environment that can be accesses through a tablet, phene or headset)
. Wirtual Reality (Simulates any real world and allows learners to interact with true to life scenarios)

. Instructor-Led Training {Instructor leads a training session for individuals or a group of leamers. Can be in the form of one-to-one sessions, small groups, lectures or

workshops.)
Wirtual Instructor-Led Training {Instructor leads a training session over a virtual setting like a webinar, one to one, small group, lecture, workshop, virtual classroom.)

- Wideo Leaming (Delivers training content through video modules.) . Blended approach (Using multiple modalities) (Text Box) . Other

Figure 11: Pie Charts of Ranked Training Modalities Recruitment Survey N=8
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Q8. Additional Thoughts

Q8. Do you have any additional thoughts or comments to share?

Grand

Row Labels LS1 | LS1/LS2 | LS2 | LS3 LS4 | LS5 LS6 (blank) | Total

2 9 3 23 57
| appreciate the opportunity to participate. Thank you for reaching out. 1
I currently work for a private consulting company providing HAI/AR support to
nursing homes 1 1
I'm not available during the focus group times provided or during the working
hours of 8-5:30. | am open to answering focus group questions if the organizers
are available for discussion after 5:30 pm on weekdays. | have thoughts I'd
love to share based on my experience working locally, federally, and in differ-
ent states. I'd like to be kept in the loop on updates regarding this effort.
Thank you! 1 1
Interested in discussing use of genomic sequencing to respond to HAl's. 1
I've been the HAI Epidemiologist/Program Manager since August 2017. In De-
cember 2021, | became the section supervisor for the HAI/ICP Section (a new
section as of December 2021). | have trained other state employees, local pub-
lic health agencies, and healthcare facilities in HAI/IC/AR. 1
No 1
None at this time, thank you 1 1
Not at this time 1
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Degrees Held by All Respondents N=65

BS & MPH (N=1) DL (N=1) MS, RN (N=1)
BS & RN (N=1) MA (N=1) MSCJA (N=1)
BSN (N=4) MBA, BSN,RN (N=1) |MSPH (N=2)
BSN & MPH (N=1) MD (N=1) PharmD (N=1)
BSN & RN (N=2) MD, MPH (N=2) PhD, MPH (N=2)

BS, BSN, MPH, RN (N=1) MPH (N=23)

PhD, MPH, MS (N=1)

BSEd, MSN, Nursing (N=1)  |MPA (N=1)

RN (N=3)

BSN, MPH, RN (N=1) MPH, MSN, RN (N=1)  |RN, BSN, MSA (N=1)
BSPH (N=1) MPH, RN (N=1) RN, MS (N=1)
DNP (N=1) MRes (N=1) Blank (N=5)

Table 7: Degrees Held by All Respondents N=65

Certifications for All Respondents N=65

ABIM (N=1)

CNE (N=1)

APRN BC Informatics, CSM (N=1)

CPH (N=1)

Board Certified in Infection Prevention
and Control (N=1)

CPH CHES (N=1)

Certified Nurse Educator (N=1)

CPH CIC CCMA (N=1)

CIC (N=16)

CPHQ CPHRM CIC FAPIC (N=1)

CIC CHES (N=1)

FACP FSHEA IM ID Board Certified (N=1)

CIC CPHQ CPH (N=1)

Infection Prevention (N=1)

CIC FAPIC (N=2) Limited (N=1)
CIC LTC CIP (N=2) Blank (N=27)
CLSM (N=1) None (N=3)

Table 8: Certifications for All Respondents N=65

“I' am willing to participate in a virtual focus group to provide information on the essential
skills and training needs for the public health workforce involved in infection prevention
and control (IPC), healthcare associated infections (HAI) and antimicrobial resistance (AR)

activities?”

Response Count Percentage %
Yes, | am willing to participate in a virtual focus group. 54 83.07
No, | am not willing to participate in a virtual focus group. 8 12.31
No Response 3 4.62
Total 65 100

Table 9: Recruitment Survey Q7. Participation
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State Count | Governance
Alaska 1 Mixed
California 1 Decentralized
Colorado 2 Decentralized
Hawaii 1 Centralized
Tennessee 1 Mixed
Michigan 1 Decentralized
New York 1 Decentralized
Total 8

Table 10: Recruitment Survey Non-LS Participant Governance

Outcome: The data presented from the recruitment survey satisfies the objective of identifying and recruit-
ing participants from the 5 pre-identified
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Listening Session Participants State and Governance

State Governance Count Total Count Percentage
Hawaii 6
Centralized 7 17%
South Carolina 1
Arizona 1
California 1
Colorado 1
Connecticut 1
Michigan 2
Decentralized 12 29%
Montana 1
Nebraska 1
Oregon 2
Utah 1
Washington 1
Louisiana 1
New Hampshire 1
Largely Centralized 4 10%
South Dakota 1
Virginia 1
Texas Largely Decentralized 1 1 2%
Maryland Largely Shared 2 2 5%
Maine 1
Pennsylvania Mixed 2 5 12%
Tennessee 2
Florida Shared 10 10 24%
Totals 41 41 100%

Table 11: Listening Session Participants by State and Governance
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Participant demographics by Listening Session
Forty-one (41) total participants in the six listening sessions, with one person participating in two listening
sessions (1 and 2) but whose demographics were analyzed in listening session 1.

Listening sessions were conducted on the following dates are referred in numerical order.

Wednesday, January 4, 2023, 2:00PM-4:00PM EST (11:00AM-1:00PM PST)
Friday, January 20, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)

1

2

3. Monday, January 23, 2023, 1:00PM-3:00PM EST (10:00AM-12:00PM PST)

4. Wednesday, January 25, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)
5

Monday, January 30, 2023, 1:00PM-3:00PM EST (10:00AM-12:00PM PST)
6. Tuesday, February 7, 2023, 12:00PM-2:00PM EST (9:00AM-11:00AM PST)

Listening Session 1
There were four (4) participants in listening session 1.

LS1 Experience

e 3 have experience in all 3 areas of IPC, HAI, and AR
e 1 has experience in HAl and AR but not IPC
LS1 Time Worked
® 12vyearsto5 years
e 16 yearsto10years
e 111 yearsto15years
o 1 Greater than 15 years

LS1 Supervise/Manage
e 3No
® 1Yes

o 2-5years of experience supervising/managing
LS1 Work Setting
e 2 State health agency
e 1 Personal health service industry
e 1 Other private industry
LS 1 Employer
e 1 State government
e 2 Other: Private Gl Specialty Practice, Consulting Company
LS 1 Occupation
e 1 Management and leadership (e.g., director, manager, supervisor, health officer)
e 3 Professional and scientific (Clinical) (e.g., nurse, physician, dentist, nutritionist, dietitian, oral
health professional, behavioral health professional, medical examiner, etc.)

Listening Session 2

There were nine (9) participants in listening session 2.

LS2 Experience
® 4 have experience in all 3 areas of IPC, HAl and AR
e 1 has experience in AR only.
e 4 have experience in IPC and HAI but not AR.
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LS2 Time Worked
e 26 monthsto 1vyear
e 52vyearsto5years
e 16 yearsto10years
® 1 Greater than 15 years

LS2 Supervise/Manage
e 4No
® 5Yes

O 26 months-1 year of experience supervising/managing.
o 2 with 2-5 years of experience supervising/managing.
0 16-10 years of experience supervising/managing.
LS2 Work Setting
o 1 Local health agency
e 6 State health agency
® 2 Other private industry (Hospital)
LS2 Employer
e 1 Local government
e 7 State government
e 1 Nongovernment
LS2 Occupation
e 5 Professional and scientific (non-Clinical) (e.g., epidemiologist, laboratory worker, information
specialist, emergency preparedness, environmentalist, health educator, occupational health)
® 2 Professional and scientific (Clinical) (e.g., nurse, physician, dentist, nutritionist, dietitian, oral
health professional, behavioral health professional, medical examiner, etc.)
e 2 Technical and outreach (e.g., animal control worker, community health worker, home health
worker, other technical and outreach)

Listening Session 3
There were eight (8) participants in listening session 3.
LS3 Experience
® 4 have experience in all 3 areas of IPC, HAI, and AR
e 1 has experience in HAI only.
e 2 have experience in IPC and HAI but not AR.
e 1 has experience in IPC only.
LS3 Time Worked
® 3 2vyearstob5years
e 16 yearsto10years
e 111yearstol15years
® 3 Greater than 15 years

LS3 Supervise/Manage
e 2No
® 6Yes

0 2 6 months-1 year of experience supervising/managing.
o 1 2-5years of experience supervising/managing.
O 2 6-10 years of experience supervising/managing.
o 1 Greater than 15 years of supervising/managing.
LS3 Work Setting
® 2 Local health agency
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3 State health agency
1 Educational/academic institution
1 Private nonprofit organization
e 1 Private foundation
LS3 Employer
® 2 Llocal government
e 2 State government
e 1 Nongovernment
e 2 Other: Partly state government and nongovernment; Private, non-profit
LS3 Occupation
e 1 Management and leadership (e.g., director, manager, supervisor, health officer)
e 5 Professional and scientific (non-Clinical) (e.g., epidemiologist, laboratory worker, information
specialist, emergency preparedness, environmentalist, health educator, occupational health)
e 2 Professional and scientific (Clinical) (e.g., nurse, physician, dentist, nutritionist, dietitian, oral
health professional, behavioral health professional, medical examiner, etc.)

Listening Session 4
There were three (3) participants in listening session 4.
LS4 Experience
e 2 have experience in all 3 areas of IPC, HAI, and AR
o 1 have experience in IPC and HAI but not AR.
LS4 Time Worked
e 12yearsto5years
e 16 yearsto10years
o 1 Greater than 15 years

LS4 Supervise/Manage
e 1No
® 2Yes

o 1 2-5years of experience supervising/managing.
0 1 Greater than 15 years of supervising/managing.
LS4 Work Setting
e 3 Private nonprofit organization
LS4 Employer
e 3 Nongovernment
LS4 Occupation
e 1 Management and leadership (e.g., director, manager, supervisor, health officer)
e 2 Professional and scientific (non-Clinical) (e.g., epidemiologist, laboratory worker, information
specialist, emergency preparedness, environmentalist, health educator, occupational health)

Listening Session 5
There were seven (7) participants in listening session 5.
LS5 Experience
® 4 have experience in all 3 areas of IPC, HAI, and AR
e 2 has experience in HAl and AR but not IPC.
e 1 has experience in IPC and HAI but not AR.
LS5 Time Worked
e 16 monthsto1year
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2 2 years to 5 years

1 6 years to 10 years

2 11 years to 15 years
o 1 Greater than 15 years

LS5 Supervise/Manage
e 3No
® 4Yes

0 16 months-1 year of experience supervising/managing.
o 1 2-5years of experience supervising/managing.
o 16-10 years of experience supervising/managing.
o 1 Greater than 15 years of supervising/managing.
LS5 Work Setting
o 1 Local health agency
e 3 State health agency
e 3 Private nonprofit organization
LS5 Employer
e 4 State government
e 3 Nongovernment
LS5 Occupation
e 5 Professional and scientific (non-Clinical) (e.g., epidemiologist, laboratory worker, information
specialist, emergency preparedness, environmentalist, health educator, occupational health)
e 2 Professional and scientific (Clinical) (e.g., nurse, physician, dentist, nutritionist, dietitian, oral
health professional, behavioral health professional, medical examiner, etc.)

Listening Session 6
There were ten (10) participants in listening session 6.
LS6 Experience
e 8 have experience in all 3 areas of IPC, HAI, and AR
e 2 have experience in HAl only.
LS6 Time Worked
e 1 Lessthan 6 months
® 42 vyearstob5years
e 56 yearsto 10 years

LS6 Supervise/Manage
e 3No
e 7Yes

o 1 less than 6 months
0 3 6 months-1 year of experience supervising/managing.
o 3 2-5years of experience supervising/managing.
LS6 Work Setting
® 2 Local health agency
e 7 State health agency
e 1 Private nonprofit organization
LS 6 Employer
e 1 Local government
e 7 State government
e 2 Nongovernment
LS 6 Occupation
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e 1 Management and leadership (e.g., director, manager, supervisor, health officer)

e 7 Professional and scientific (non-Clinical) (e.g., epidemiologist, laboratory worker, information
specialist, emergency preparedness, environmentalist, health educator, occupational health)

e 2 Professional and scientific (Clinical) (e.g., nurse, physician, dentist, nutritionist, dietitian, oral
health professional, behavioral health professional, medical examiner, etc.)

Listening Session Topical Outcomes

Validating the methodological process is an essential step to assure that the tools and techniques used to
understand a given phenomenon (in this case, public health and infection control worker’s “essential” or
transferable/non-technical skills) are working. To validate the phenomenological interview method, we
first frequency counted the presence of initial essential skills categories in each listening session. The
charts were created from a frequency count from the categorical coding.

Outcome: The phenomenological method provided a way for each listening session to address the tar-
geted conversation topics.
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Bubble Charts (by Essential Skill)

Change
Management

Communicating
Persuasively

Systems
Thinking

Problem

Diversity &
Inclusion

Information &
Analytics

Resource

Management Engagement

@ Listening Session #1 ® Listening Session #2 @ Listening Session #3

@ Listening Session #4 @ Listening Session #5 @ Listening Session #6

Figure 12 represents the codes by essential skills and Figure 13 by listening sessions.
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Bubble Charts (by Essential Skill)

Change
Management

Communicating

Persuasiveo

Systems

o‘l’hinking H

Information &
Analytics

Problem

H Solving

Resource
Management

Diversity &
Inclusion

Policy
Engagement

@ Listening Session #1 © Listening Session #2 ® Listening Session #3

@ Listening Session #4 Listening Session #5 Listening Session #6
Figure 12: Frequency of Essential Skills in each listening session

Next, the researchers examined the extent to which each of these topics appeared in the listening sessions
to better understand how the sample conversations may have been dominated by specific topics. As each

session was limited in time (1.5 hours), it is assumed that topics could not be given equal attention while
following a naturalistic conversation flow as this method requires.
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Bubble Charts (by Listening Session)

Listening
Session #1

Listening Listening
Session #2 Session #3

Listening
Session #5

® Systems Thinking Change Management ® Communicating Persuasively @ Information & Analytics

Listening
Session #4

Listening
Session #6

@ Problem Solving Diversity & Inclusion ® Resource Management ® Policy Engagement

Figure 13: Frequency of Essential Skills stratified by listening sessions

This visualization, also built from frequency counts, reflects topical balances. The same data was used to
represent the conversational weights, but is presented in word cloud format, below, which allows each
topic to be readily identified, while size shows the prevalence.
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Word Clouds (by Listening Session)

Policy Engagement

Change Mz DLL,;{.;[UUJ nt

Problem Solvmg

Communicating Persuasively
Resource Management

SYSTEMS THINKING
INFORMATION & ANALYTICS

Policy Engagement !nformatlon & Analytics

. EESql.IEGEh.HENMEMENI. _ Change Management
Infajlrgailor:&qﬂjr:auluytlcs Resource Management
Problem Solving Problem Solving

Communicating Persuasively Communicating Persuasively

SYSTEMS THINKING - SYSTEMS THINKING

vian

F R TI NEANALYTIES

Change Management

~ Resource Management
Resource Management
INFORMATION & ANALYTICS L LA

(AGEMENT

Informatlon & Analytlcs

em
Resource Management

Systems Thinking

Communicating Persuasively

Problem Solving
INFURMATI[]N & ANALYTICS

Policy Engagement

Problem Solving

Communicating Persuasively

SYSTEMS THINKING

llllllllllllllll

Systems Tlilnklng SYSTEMS T
PrOblem SOIVH‘Ig Co mumcatmg Persuasively
COMMUNICATING PERSUASIVELY Problem Solving

Outcome: Listening session participants’ narratives prioritized some topics, but the regular appearance of
the other topics suggests high interconnectedness.
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With the validation of the method, and the verification that the information being sought was the kind of
information that will help explain “essential skills”, HCC, Inc. examined these constructs, the contexts in
which they were discussed, and their relationships to each other. The logic flow used to categorize the
results is described in the Methods section of this report.

The result is “The Essentials.” This is a framework that includes essential (needed) skills (learned behav-
iors) but goes beyond, offering a taxonomy which may be used to inform future PH/IC instructional design,
job placement, and performance assessment.

Appendix F: Taxonomy of Essentials

The listening sessions affirmed that the topics referred to as essential skills are important in PH/IC work.
However, that basic framework risks conflating skills, objectives, and values. Further, there are other
taxonomic concerns, particularly regarding the dependence of some constructs on others.

For example, the original category of “Change Management” more aptly describes an objective, or some-
thing that must be accomplished, than a skill per se. While such a distinction may appear pedantic at first,
it is valuable to make because these categories impact instructional design, job descriptions, and work
evaluations. Change Management, like other objectives, can only be accomplished by applying other
skills, like Strategic Thinking, Leadership, Professionalism, and Emotional Intelligence. Further, it is made
more successful when values like those associated with Diversity & Inclusion (D&lI) are practiced. Change
management is executed within systems of systems to use resources, modify business processes, allocate
budgets, and otherwise cause and/or manage change in an organization. Consequently, change manage-
ment will always involve explicit knowledge of an organization, policies, and practices as well as
knowledge of the appropriate tools and techniques for resource allocation and management. Although
the explicit technical knowledge involved in change management is necessary, it is not sufficient. Change
requires emotional intelligence to assure and maintain stakeholder buy-in, strategic thinking, leadership,
communication, and diversity & inclusion. In sum, because Change Management is an objective accom-
plished by applying these combinations, it must be taught and assessed very differently than a specific
skill would be.

Another example would be the clarifications we have made to shift from “Persuasive Communication” to
use “Communication”. The listening sessions affirmed that persuasion is critical. However, it is one of
many possible goals that the Listening session participants emphasized. Others included: Building rap-
port, negotiating, and informing (e.g., resource access, status updates). The sessions suggest that persua-
sive communication is an outcome, and that other “essentials”, like Decision Making and Problem Solving,
must lead the professional to persuade (as opposed to other communication goals). It then combines
technical communication skills (including use of various modalities such as voice or email) as well as cul-
tural awareness (D&I), emotional intelligence, and strategic thinking. Teaching persuasion without teach-
ing these other related items will result in less effective training & readiness.

The “essentials” listed in the present report are those identified from the listening sessions, but there is
no assertion that this is an exclusive nor static list. Further, the definitions of each term vary across disci-
plinary literature. Therefore, the following definitions offer guidance to better understand how they con-
tribute to the present “essentials” framework.
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Post-Listening Session Results

Post Listening Survey Analysis

Qualtrics identified 58 responses within the platform for the post listening session survey from January 4,
2023, through February 16, 2023. Seventeen (17) responses did not have any contact information and
were removed from the analysis. Seven (7) participants had duplicate entries of which 1 had 2 duplicates.
Three (3) of the duplicates were not complete entries and were removed from the analysis. The remaining
4 were compared for additional information and were provided cumulatively.

Of the 41 participants who attended a listening session 33 completed a post listening session survey.
There were 33 participants with 38 responses.

The average duration for completion was 12 minutes with a range of 3 minutes-49 minutes and median
of 7.6 minutes. There was one outlier that took 65 hours. This data point was not included in the analysis.

Participants by Listening Session N=33

8
7 7 7
3
1
, N
LS1 LS2 LS3 LS4 LS5 LS6

Listening Session LS1 LS2 LS3 LS4 LS5 LS6 Total

N WD OO N 0 L

[

Total 1 7 6 4 7 8 33

Figure 14: Participants by Listening Session N=33

Not at this time, | appreciated the open conversation and being able to hear what similarities and differences
others were experiencing in the field.

I think making trainings for different levels of education would be more engaging.
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The session was helpful. There were a lot of topics brought up we could have spent more time on, but time ran
out. 2006 brought up the challenges of navigating the political climate and lack of training provided on this. | had
a similar experience, but also understand that we were all in "fire-fighting" mode and | don't know that we had
agency resources to plan/train staff on this.

It was a very good session. Resource management, KSA assessment, onboarding, coaching, and mentoring are
key components to training new IPs.

| appreciate the meeting and sharing. It helps validate some of the experiences | have had.
| came in hitting the ground running and no onboarding or orientation was in place. | plan to put together an
onboarding program for ne IPs so they have some foundation when they start

| do not have any additional information to share.

Emotional based interviewing are techniques used to elicit key information while also engaging the person you
are having the conversation with.

None

| referenced the importance that observing others has had on my development. Perhaps there is some level of
that which can be useful in thinking about how to approach training.

1.) Is the value if teaching people to utilize observations in their own learning. (How do you identify a good
"mentor" or "model" to observe? How do you learn from your observations and apply that?).

2.) Are there ways that the tendency to observe in itself can be used to build training activities (have partici-
pants observe a roll play or conversation and break it down/discuss the soft skills.

none that | can think of

| wish we had heard some scenarios and a chance to discuss them as a group.

None

None

No

No

Na

Training can sometimes be viewed as just another task to do. | would like to focus on the why behind the training
and outcomes.

| enjoyed this opportunity, and it was good to hear others

Working in government, | always feel that a lot of responsibility is pushed off- it takes a lot to get not only com-
munication clear and looped back, but to have someone take responsibility for certain tasks. This is a big hurdle
| find in relationship, communication, effectiveness in our work, etc.
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There is so much information to share regarding Infection Prevention and the different care settings. | now know
that, as an Epi, | was very limited in the knowledge | had regarding what my healthcare partners did day to day. |
think it will be very important to build relationships across the continuum of care.

Relationship and approach are key to success; constantly evolve and improve approach/education/training ma-
terials; find out what approach for education works best for facility - in person, recorded, train the trainers, etc.

COVID has also highlighted the need for difficult conversations about who is responsible for supporting facilities
with PPE, staff trainings, and infection control education. In the past, this burden has fallen to public health. HHS
was much more involved in COVID, and many facilities reported and looked to them before contacting public
health. | think it is essential for us to continue conversations about who, how and where all organizations who
touch these facilities should be held accountable and what ideal support looks like long-term.

None

It is important for public health professionals to have the ability to think and not just follow a playbook

None

No

None at this time

not at this time

No

Q4 was further themed and contained in the

Combined Training Modalities by Count 1 2 3 4 5 [] 7 § | Toral
a. eLearning (Learning system that uses electronie resources such as
interactive modules, videos, podcasts, slideshows, documents, webinars) - é a g 0 1 2 0 43

b. Augmented Eeality (Uses interactive digital elements to add reality and
ereate a real-world environment that can be acceszed through a tablet,

phone, or headset) 2 10 3 4 7 9 4 2 43
c. Virtual Reality (Simulates any real world and allows learners to interact
with true to life scenarios) 4 3 9 4 5 9 4 3 43

d. Instructor-Led Training (Instructor leads a training session for
individuals or a group of learners. Can be in the form of one-to-one
sessions, small groups, lectures, or workshops.) 11 10 9 10 2 0 1 0 43
e. Virtual Instructor-Led Training (Instructor leads a training session over a
virtual setting lilee a webinar, one to one, small group, lecture, workshop,

virtual classroom.) 0 10 8 10 9 3 3 0 43

f. Video Learning (Delivers training content through video modules.) 0 1 1 3 10 17 10 1 43
. Blended & ach (Using multiple modalities) [ Text Box

i pproach (Using multip ) ) 16 2| 3| 3 2| 2| @

b Other {Text Box) 3 1 0 0 0 3| 35 43

Table 13: Training modalities ranked by most efficacious in IPC, HAI, & AR
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Training Modalities by Rank N=43
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L
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Figure 17: Ranked Training Modalities from All Respondents N=43
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Figure 18: Rank 1 training modalities all respondents
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Figure 19: Rank 2 training modalities all respondents
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Figure 20: Rank 3 training modalities all respondents
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Figure 21: Rank 4 training modalities all respondents
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Figure 22: Rank 5 training modalities all respondents
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Figure 23: Rank 6 training modalities all respondents
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Figure 24: Rank 7 Training Modalities all respondents
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Figure 25: Rank 8 training modalities all respondents

Themed data Q4, Q5, Q6 section.

Q4 - Please share your motivation for participating in today's listening session.

Being new to public health and my role, | am always looking for ways to grow and develop this skillset.

Curiosity, want to help

| wanted to be a part of the ongoing move to further education on HAI/AR

Very interested in workforce development and share my feedback and experience to help others.

To hear from others and learn about their experiences. Also, wanted to share mine.

Would like to see the field of IP continue to develop and to recruit IPs

Training of our own regional/local IPC teams.

Learning new techniques, hearing about others’ experiences.

| believe the more information organizations such as NACCHO have on our experience and struggles the more
opportunities and resources will be available to help us and upcoming generations move forward.

Share experiences and learn from others' experiences. We can all learn from each other.

Wanting to provide insight and information regarding my profession.

Used to work in soft skills training development so this is an interest area and passion for me
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the email was inviting and encouraging that our opinion/feedback mattered

To share my experience and hear from others in a similar role.

Try to make future job trainings better for future employees.

| wanted to share my experience working with HAI epidemiologists, infection control/prevention officers, and
healthcare facilities in the genomic space.

When | connect with others | find that we are experiencing the same types of challenges and it is helpful to see
how others are addressing those challenges

An opportunity to share experiences with the hope that others will find the information useful

Passionate about IPC :)

| started in PH in 2020, and communication and training felt nonexistent. | felt like it was trial by fire. Now, | am
the director of the health department and | want to make sure everyone on my team has the tools they need to
be successful.

The pandemic shifted the role of my program as public health. I've realized the importance of working together
as a network.

Other perspectives

Want to make HAI and public health better!

| believe it's a very important topic that impacts health and lives every day. I'm happy that | was able to join the
session!

Help identify and mitigate gaps in public health training

This is a really important topic that does not receive enough attention in my state at the local level. We are also
grappling with how to best build up the skills and expertise of our team to best address HAI, while coordinating
with state partners and HHS. | think this is a timely and very important topic.

Improving the skills and resources for the infection prevention profession.

to offer advice on our profession

| was asked to participate by someone | respect and appreciate her work in the field of public health

Gain better understanding of challenges that other facilities face... pre-, post- pandemic

Contribute to the improvement of our profession.

To provide feedback from a local perspective

Hear the experiences of others and learn any best practices

to share experience and help inform future activity

Keeping myself updated on latest issues, concerns, and satisfactory responses in other institutions
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To offer reflections that inform improvements for infection prevention and public health capacity

To better serve my community

Q5 was further themed and contained in the

Combined Training Modalities by Count 1 2 4 5 [] T § | Toral
a. eLearning (Learning system that uses electronie resources such as
interactive modules, videos, podcasts, slideshows, documents, webinars) 7 é a g 0 1 2 0 43
b. Augmented Eeality (Uses interactive digital elements to add reality and
ereate a real-world environment that can be acceszed through a tablet,
phone, or headset) 2 10 3 4 7 9 4 2 43
c. Virtual Reality (Simulates any real world and allows learners to interact
with true to life scenarios) 4 3 9 4 5 9 4 3 43
d. Instructor-Led Training (Instructor leads a training session for
individuals or a group of learners. Can be in the form of one-to-one
sessions, small groups, lectures, or workshops.) 11 10 9 10 2 0 1 0 43
e. Virtual Instructor-Led Training (Instructor leads a training session over a
virtual setting lilee a webinar, one to one, small group, lecture, workshop,
virtual classroom.) 0 10 8 10 9 3 3 0 43
f. Video Learning (Delivers training content through video modules.) 0 1 1 3 10 17 10 1 43
. Blended a ach (Using multiple modalities) (Text Box
E pproach (Using multip a ! 6] 2| 3| 3| 1| 4] 12| 2| a3
b Other (Text Box) 3 1 1 0 0 0 3| 33 43
Table 13: Training modalities ranked by most efficacious in IPC, HAI, & AR
Training Modalities by Rank N=43
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Figure 17: Ranked Training Modalities from All Respondents N=43
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Themed data Q4, Q5, Q6 section.
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Q5 - Thinking about essential skills, sometimes referred to as “soft skills” or those skills most necessary for you
to complete more technical and applied skills, what do you think are the essential skills needed for working in
Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance
(AR)?

Base understanding of the topics listed above, knowing how to adapt the knowledge into different settings
(bag of tools you have gathered and developed in professional experiences), being able to think outside the
box as situations, locations, and resources vary with every experience, and not being afraid to ask for help.

Communication
Relationship building
Emotional intelligence
Critical thinking

Communication

Mentioned many in the chat, but the big one that stands out is relationship building.

2006 provided an excellent list in the chat, that | agree with -- things like team player. I've been in IP/HAIl since
2005 and have found that genuine passion/care for patient and healthcare worker safety is essential. Folks
also need to be driven and value partnerships.

Leadership, communication, making a business case, emotional intelligence.

Building rapport

Communication, leadership, innovation, diplomacy, integrity, timeliness, etc.

Essential skills to me is having the epi foundation and ability to reach out and seek resources as needed. Be
willing to learn from others and be a team player, have good communication skills and be a people person.

Empathy, effective communication, self-motivation, adaptability

Ability to listen, understand and respond in a manner that effects change.

Communication, persuasion, listening, assessing readiness to learn.

communication and emotional intelligence (reading others and regulating self); as well as critical thinking and
problem solving. And that means less that you can come up with all solutions yourself but that you know how
to approach, understand, and identify a problem and then leverage the collective wisdom of your team and
partners to come up with solutions

time management, communication skills

Ability to research and think for yourself. Making decisions based on CDC recommendations.

Flexibility, knowing local resources or where to find resources, being willing to ask questions/seek help, organ-
ization

It is important to be able to utilize excel and google, as well as understand surveillance systems
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Being able to share information on observed deficiencies without being judgmental. Emphasizing the im-
portance of fostering a relationship that's viewed as a partnership, and not adversarial.

Compassion, willingness to listen, continuous learning, adaptability, critical thinking.

Critical thinking, communication, being approachable.

Communication, networking, public speaking, competent writer

Flexibility

Communication, relationships, trust, bias, quality improvement, listening, health equity.

the ability to take the initiative and be proactive is essential. | can teach IPC, but | cannot teach the passion
behind it. Emotional intelligence is very important and the ability to "not be the smartest person in the room"
is vital.

Ability to build trust and relationships; willingness to learn on the job; adaptability and flexibility

#1 - You need the knowledge base and trained/experienced staff. #2 - You need the people skills. You need to
be able to assess a situation and where/how you can best support knowing that “one glove does not fit all.”
You need strong communication and relational skills and need to be able to build relationships and partner-
ships. Ideally, you also take your learnings and use them to advocate for improvements in your organization
and in the larger structure.

Listening, problem solving, persuading, leading, negotiating

Depends on the job role -- Manger or front-line field investigator? Those are different skill sets. Ability to think,
ability to say no nicely and professionally, ability to write, ability to make decisions, ability to plan ahead

collaboration/networking/relationship building
emotional intelligence

listening to understand

understanding the 'why'

The ability to engage your audience

Active listening

obtaining CIC, experience with disease investigations, utilization of resources, Ability to conduct literature re-
views, product assessments, ability to observe practices to ensure patient safety, etc.

building trust/rapport with stakeholders

Ability to connect all disciplines of healthcare and environmental services in a One Health approach.

Communication, time management, how to deal with difficult people

Q6 was further themed and contained in the
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Combined Training Modalities by Count 1 2 4 = [] T 8 | Total
a. eLearning (Learning system that uses electronie resources such as
interactive modules, videos, podcasts, slideshows, documents, webinars) 7 é a g 0 1 2 0 43
b. Augmented Eeality (Uses interactive digital elements to add reality and
create a real-world environment that can be accessed through a tablet,
phone, or headset) 2 10 3 4 7 9 4 2 43
c. Wirtual Reality (Simulates any real world and allows learners to interact
with true to life scenarios) 4 3 9 4 5 9 6 3 43
d. Instructor-Led Training (Instructor leads a training session for
individuals or a group of learners. Can be in the form of one-to-one
sessions, small groups, lectures, or workshops.) 11 10 9 10 2 a 1 {0 43
e. Virtual Instruoctor-Led Training (Instructor leads a training session overa
virtual setting likee a webinar, one to one, small group, lecture, workshop,
virtual classroom.) a 10 8 10 9 3 3 a 43
f. Video Learning (Delivers training content through video modules.) 0 1 1 3 10 17 10 1 43
. Blended a ach (Using multiple modalities) (Text Box
E pproach (Using multip )( ) 6] 2| 3| 3| 1| 4| 12| 2| a3
h. Other (Text Box) 3 1 1 0 0 0 3] 35| 43
Table 13: Training modalities ranked by most efficacious in IPC, HAI, & AR
Training Modalities by Rank N=43
8
—
h
" —
—
6 _ ma. eleaming .
mb. Augmented Reality
P —
5 c. Virtual Reality
T
d. Instructor-Led Training
—_——
4 Me. Virtual Instructor-Led Training
F
mf. Video Learning
F
3 M g. Blended approach (Using multiple modalities)
. mh. Other
..
‘=
—
1
I
0 5 10 15 20 25 30 35 40

Figure 17: Ranked Training Modalities from All Respondents N=43
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Themed data Q4, Q5, Q6 section.
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Q6 - Please list any specific trainings, coursework, or training topics you think are most useful for your work
in: Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance
(AR). (Note: Please use website links, names of documents, etc. Put NA if training or resources are not used
for the specified area).

I am looking to become certified in IPC which | think will help increase my base knowledge and connect some
of the experiences | have had to grow my understanding of the topics. The more | know, the more | can share
with others on these topics.

CIC/APIC/SHEA/CDC

There’s no training specific for public health AR available.

CDC website, APIC text, CIC study groups, Project Firstline, case studies, shadowing HAI staff on ICAR's and
going out in the field. Of course, hearing from different facilities to understand challenges and barriers they
are facing to infection control practices.

CDC hosted a dialysis training for our team. There is no link, but the training covered scenarios, included
"what's wrong with this picture images", and was very engaging. The Carpenter's Union has a great ICRA
training. APIC trainings are always fantastic.

How to recognize when an HAI OB response is needed, when does normal epi work cross over into IP re-
sponse, how to respond to IC breaches when there are no cases, how to handle call for cases associated with
extrinsic contamination of medical products and devices, etc.

APIC training

Train.org has great trainings available to learn of transmission-based precautions and PPE. APIC CIC review
was really great at capturing the highlights of everything in the APIC text and it is a self-passed and online
training.

Emotional based interviewing

APIC Epi courses, training in Quality project or implementation management

APIC trainings, WHO EPI WIN updates, CDC trainings and COCA calls, and any training to help with hybrid work
environment

APIC webinars

APIC trainings, CDC HAI workshops, CSTE workshops

Na

It depends on the degree of technical competency required. If it's for IPC and HAI in general, then CIC certi-
fication, https://www.cbic.org/. For LTCF settings, the Nursing Home Infection Preventionist Training Course
from CDC is helpful, https://www.train.org/cdctrain/training_plan/3814. For antibiotic resistance and anti-
biotic  stewardship, the CDC series of modules are helpful, beginning  with
https://www.train.org/cdctrain/course/1101641/.
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APIC Trainings
CDC COCA Calls
CDC HAI Calls

Strive IP training and APIC training modules

N/A

| honestly can't think of trainings or coursework that are actually useful. There is a lot of them. A lot are bad.
Often content is either too high level or not high level enough. APIC and NETEc probably has the best content.

Any that | can access in off hours, lol. | look for trainings that align with APIC's professional model and CBIC
topics. | also tend to look for things that help support what | may currently be experiencing in my facilities.

APIC CIC training - taught me about different educational approaches;

Investigative guidelines, CIC training (though we struggle with funding), workgroups and committees through
CSTE and NACCHO. Our state and county are currently looking at how to formalize more training and educa-
tional opportunities but the conversations are still early.

Courses related to process or quality improvement.

Depends on job role and background of the person -- for antimicrobial resistance it may be helpful to have
training on the different drug classes

Emotional interviewing techniques

Too many to list all of them, but CDC's Nursing Home Infection Preventionist Training Course has been helpful.

CDC, APIC, FDOH,

ASTHO Trauma-informed leadership training, training on antimicrobial resistance (science, epidemiology, im-
pact), training on MDRO spread in healthcare (drains, devices, procedures, products)

| feel HAI infections should be mentioned more by lists and names so that IPs don't just concentrate of feel
responsible for a handful of the usual suspects. For example, respiratory PA and Strep pnuemo is an issue
but some IPs | have worked with think not and look at contact PA only and MDRO E. coli. We tend to over-
focus and drown out all else.

CIC certification, NHSN trainings, trainings and conferences held throughout the year by CSTE, SHEA, and
APIC. My MPH underpins my work in IPC/HAI/AR and is necessary for anyone who is trained as an epidemi-
ologist. This is all just a drop in the bucket, opportunities for learning are endless and should be pursued
regularly

NA
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Q7 - Which training modalities have you used in the areas of Infection Preven-
tion and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial

Resistance (AR)? (Select all that apply) Count Percent
a. elearning (Learning system that uses electronic resources such as interactive

modules, videos, podcasts, slideshows, documents, webinars) 35 24.14
b. Augmented Reality (Uses interactive digital elements to add reality and cre-

ate a real-world environment that can be accessed through a tablet, phone, or

headset) 5 3.45
c.  Virtual Reality (Simulates any real world and allows learners to interact with

true to life scenarios) 3 2.07
d. Instructor-Led Training (Instructor leads a training session for individuals or

a group of learners. Can be in the form of one-to-one sessions, small groups, lec-

tures, or workshops.) 25 17.24
e.  Virtual Instructor-Led Training (Instructor leads a training session over a vir-

tual setting like a webinar, one to one, small group, lecture, workshop, virtual

classroom.) 28 19.31
f. Video Learning (Delivers training content through video modules.) 26 17.93
g. Blended approach (Using multiple modalities) (Text Box)

* video + instructor lead

* Hybrid of virtual and in person 16 11.03
h. Other (Text Box)

*tabletop

*Attending APIC chapter meetings, keeping up with the literature in general

*Tabletop exercise

*Hands on training

*Mentorship

*tabletop exercises

*Reading text and guidance as well as field work 7 4.83
Total 145 100
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Q8. (Ordered selection) Rank the training modalities from the “most (1)” to “least (8)” effective in the
areas of Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial
Resistance (AR)?

Training Modalities 1 2 3 4 5 6 7 8 | Total

a. elearning (Learning system that uses electronic
resources such as interactive modules, videos, pod-
casts, slideshows, documents, webinars) 5 6 5 8 9 1 2|0 36

b. Augmented Reality (Uses interactive digital ele-
ments to add reality and create a real-world environ-
ment that can be accessed through a tablet, phone,
or headset) 2 8 3 4 6 6 512 36

c. Virtual Reality (Simulates any real world and al-
lows learners to interact with true to life scenarios) 3 3 8 4 4 7 4|3 36

d. Instructor-Led Training (Instructor leads a training
session for individuals or a group of learners. Can be
in the form of one-to-one sessions, small groups, lec-
tures, or workshops.) 8 9 9 8 2 0 0|0 36

e. Virtual Instructor-Led Training (Instructor leads a
training session over a virtual setting like a webinar,
one to one, small group, lecture, workshop, virtual

classroom.) 0 7 7 9 8 3 210 36
f. Video Learning (Delivers training content through
video modules.) 0 0 1 2 7 16 9|1 36
g. Blended approach (Using multiple modalities)
(Text Box) 15 2 2 1 0 3 11 2 36
h. Other (Text Box) 2

3 1 1 0 0 0 3|8 36
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Training Modalities

Minimum

Maximum

Mean

Std. Devi-

ation

Variance

Count

a. elearning (Learning system that uses
electronic resources such as interactive
modules, videos, podcasts, slideshows, doc-
uments, webinars)

1.00

7.00

3.58

1.66

2.74

36

b. Augmented Reality (Uses interactive dig-
ital elements to add reality and create a
real-world environment that can be ac-
cessed through a tablet, phone, or headset)

1.00

8.00

4.44

2.06

4.25

36

c. Virtual Reality (Simulates any real world
and allows learners to interact with true to
life scenarios)

1.00

8.00

4.53

2.06

4.25

36

d. Instructor-Led Training (Instructor leads
a training session for individuals or a group
of learners. Can be in the form of one-to-
one sessions, small groups, lectures, or
workshops.)

1.00

5.00

2.64

1.21

1.45

36

e. Virtual Instructor-Led Training (Instructor
leads a training session over a virtual setting
like a webinar, one to one, small group, lec-
ture, workshop, virtual classroom.)

2.00

7.00

3.97

1.42

2.03

36

f. Video Learning (Delivers training content
through video modules.)

3.00

8.00

5.92

1.01

1.02

36

g. Blended approach (Using multiple modal-
ities) (Text Box)

1.00

8.00

3.89

2.83

7.99

36

h. Other (Text Box)

1.00

8.00

7.03

2.22

4.92

36
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Figure 15: Bar Chart of ranked training modalities Post Listening Session Survey
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Q9 - Do you have any additional thoughts or comments to share?

Not at this time, thank you

Not at this time

None

It is critical that the powers to be understand and respect the value of the Infection Prevention
area no matter what role the individuals are in. There needs to be more funding allocated to sup-
port the programs and positions.

Thank you for the opportunity of sharing my experience with you.

None

none

No thank you

None

I would have preferred to have the questions shared before the session. | may have misunderstood
the objectives and thought this was going to be more about how we work with agencies on HAI, IP,
AMR topics.

Infection prevention, HAI, and AR cover broad-ranging areas, so it's very difficult to narrow down
specific challenges and effective trainings related to each one. Areas of infection prevention and
HAI dealing directly with patient care are generally far less relevant at the local health department
level, such as CAUTIs and SSls, but which doesn't make them less important.

Thank you

| do believe that the type of education and its effectiveness will depend on the topic of the training
and its risk level.

Thank you!

None

no

NA

not at this time

No
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Q10 - Select one of the following statements. Count Percent
a. | want to be entered for a chance to be randomly selected to receive 1 of 19

APIC Annual Memberships as an incentive for participating in this Listening Session. 24 73%
b. 1do not want to be entered for a chance to receive the participation incentive. 9 27%
Total 33 100%

Combined Data from the Recruitment Survey and Post LS Survey

The Recruitment Survey and Post Listening Survey contained shared questions. Survey logic allowed re-
spondents who elected not to participate in a listening session to complete additional questions. Those
additional questions were shared in the Post Listening Survey. The responses are combined in this section
with the grey highlighted representing those from the recruitment survey responses.

Q5 - Thinking about essential skills, sometimes referred to as “soft skills” or those skills most necessary for
you to complete more technical and applied skills, what do you think are the essential skills needed for working
in Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance
(AR)?

Base understanding of the topics listed above, knowing how to adapt the knowledge into different settings
(bag of tools you have gathered and developed in professional experiences), being able to think outside the
box as situations, locations, and resources vary with every experience, and not being afraid to ask for help.

Communication
Relationship building
Emotional intelligence
Critical thinking

Communication

Mentioned many in the chat, but the big one that stands out is relationship building.

2006 provided an excellent list in the chat, that | agree with -- things like team player. I've been in IP/HAI since
2005 and have found that genuine passion/care for patient and healthcare worker safety is essential. Folks
also need to be driven and value partnerships.

Leadership, communication, making a business case, emotional intelligence.

Building rapport

Communication, leadership, innovation, diplomacy, integrity, timeliness, etc.
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Essential skills to me are having the epi foundation and ability to reach out and seek resources as needed. Be
willing to learn from others and be a team player, have good communication skills and be a people person.

Empathy, effective communication, self-motivation, adaptability

Ability to listen, understand and respond in a manner that effects change.

Communication, persuasion, listening, assessing readiness to learn.

communication and emotional intelligence (reading others and regulating self); as well as critical thinking and
problem solving. And that means less that you can come up with all solutions yourself but that you know how
to approach, understand, and identify a problem and then leverage the collective wisdom of your team and
partners to come up with solutions

time management, communication skills

Ability to research and think for yourself. Making decisions based on CDC recommendations.

Flexibility, knowing local resources or where to find resources, being willing to ask questions/seek help, or-
ganization

Itis important to be able to utilize excel and google, as well as understand surveillance systems

Being able to share information on observed deficiencies without being judgmental. Emphasizing the im-
portance of fostering a relationship that's viewed as a partnership, and not adversarial.

Compassion, willingness to listen, continuous learning, adaptability, critical thinking.

Critical thinking, communication, being approachable.

Communication, networking, public speaking, competent writer

Flexibility

Communication, relationships, trust, bias, quality improvement, listening, health equity.

the ability to take the initiative and be proactive is essential. | can teach IPC, but | cannot teach the passion
behind it. Emotional intelligence is very important and the ability to "not be the smartest person in the room"
is vital.

Ability to build trust and relationships; willingness to learn on the job; adaptability and flexibility

#1 - You need the knowledge base and trained/experienced staff. #2 - You need the people skills. You need
to be able to assess a situation and where/how you can best support knowing that “one glove does not fit all.”
You need strong communication and relational skills and need to be able to build relationships and
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partnerships. ldeally, you also take your learnings and use them to advocate for improvements in your organ-
ization and in the larger structure.

Listening, problem solving, persuading, leading, negotiating

Depends on the job role -- Manger or front-line field investigator? Those are different skill sets. Ability to
think, ability to say no nicely and professionally, ability to write, ability to make decisions, ability to plan ahead

collaboration/networking/relationship building
emotional intelligence

listening to understand

understanding the 'why'

The ability to engage your audience

Active listening

obtaining CIC, experience with disease investigations, utilization of resources, Ability to conduct literature
reviews, product assessments, ability to observe practices to ensure patient safety, etc.

building trust/rapport with stakeholders

Ability to connect all disciplines of healthcare and environmental services in a One Health approach.

Communication, time management, how to deal with difficult people

knowledge of HAls and infection prevention, PPE donning and doffing protocol

Public speaking, google/tracking things down on the internet, being organized in thoughts and communica-
tions

organization, time management, organizing large/multiple data sets

Relationship and partnership building and maintenance.

Resilience/ability to monitor and address burnout in a challenging landscape.

Effective communication, including meeting and training facilitation.

Magical powers to translate dry and sometimes conflicting guidance documents from regulatory authorities
into practical guidance that facilities can actually operationalize with the resources and staffing that they
have.

communication, listening skills, flexibility in presentation of materials to best suit person receiving infor-
mation, resources, knowledge of disease, mitigation

Clinical experience whether this is in a clinical setting or working with clinical settings in a consultative role
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Q6 - Please list any specific trainings, coursework, or training topics you think are most useful for your
work in: Infection Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial
Resistance (AR). (Note: Please use website links, names of documents, etc. Put NA if training or re-
sources are not used for the specified area).

| am looking to become certified in IPC which | think will help increase my base knowledge and connect
some of the experiences | have had to grow my understanding of the topics. The more | know, the
more | can share with others on these topics.

CIC/APIC/SHEA/CDC

There’s no training specific for public health AR available.

CDC website, APIC text, CIC study groups, Project Firstline, case studies, shadowing HAI staff on ICAR's
and going out in the field. Of course, hearing from different facilities to understand challenges and
barriers they are facing to infection control practices.

CDC hosted a dialysis training for our team. There is no link, but the training covered scenarios, in-
cluded "what's wrong with this picture images", and was very engaging. The Carpenter's Union has a
great ICRA training. APIC trainings are always fantastic.

How to recognize when an HAI OB response is needed, when does normal epi work cross over into IP
response, how to respond to IC breaches when there are no cases, how to handle call for cases associ-
ated with extrinsic contamination of medical products and devices, etc.

APIC training

Train.org has great trainings available to learn of transmission-based precautions and PPE. APIC CIC
review was really great at capturing the highlights of everything in the APIC text and it is a self-passed
and online training.

Emotional based interviewing

APIC Epi courses, training in Quality project or implementation management

APIC trainings, WHO EPI WIN updates, CDC trainings and COCA calls, and any training to help with
hybrid work environment

APIC webinars

APIC trainings, CDC HAI workshops, CSTE workshops

Na
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It depends on the degree of technical competency required. If it's for IPC and HAI in general, then CIC
certification, https://www.cbic.org/. For LTCF settings, the Nursing Home Infection Preventionist
Training Course from CDC is helpful, https://www.train.org/cdctrain/training_plan/3814. For antibi-
otic resistance and antibiotic stewardship, the CDC series of modules are helpful, beginning with
https://www.train.org/cdctrain/course/1101641/.

APIC Trainings
CDbC COCA Calls
CDC HAI Calls

Strive IP training and APIC training modules

N/A

| honestly can't think of trainings or coursework that are actually useful. There is a lot of them. A lot
are bad. Often content is either too high level or not high level enough. APIC and NETEc probably has
the best content.

Any that | can access in off hours, lol. | look for trainings that align with APIC's professional model and
CBIC topics. | also tend to look for things that help support what | may currently be experiencing in my
facilities.

APIC CIC training - taught me about different educational approaches;

Investigative guidelines, CIC training (though we struggle with funding), workgroups and committees
through CSTE and NACCHO. Our state and county are currently looking at how to formalize more train-
ing and educational opportunities, but the conversations are still early.

Courses related to process or quality improvement.

Depends on job role and background of the person -- for antimicrobial resistance it may be helpful to
have training on the different drug classes

Emotional interviewing techniques

Too many to list all of them, but CDC's Nursing Home Infection Preventionist Training Course has been
helpful.

CDC, APIC, FDOH,

ASTHO Trauma-informed leadership training, training on antimicrobial resistance (science, epidemiol-
ogy, impact), training on MDRO spread in healthcare (drains, devices, procedures, products)

| feel HAI infections should be mentioned more by lists and names so that IPs don't just concentrate of
feel responsible for a handful of the usual suspects. For example, respiratory PA and Strep pnuemo is
an issue but some IPs | have worked with think not and look at contact PA only and MDRO E. coli. We
tend to over-focus and drown out all else.
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CIC certification, NHSN trainings, trainings and conferences held throughout the year by CSTE, SHEA,
and APIC. My MPH underpins my work in IPC/HAI/AR and is necessary for anyone who is trained as an
epidemiologist. This is all just a drop in the bucket, opportunities for learning are endless and should
be pursued regularly

NA

APIC CIC/ CBIC training

The West Region ARLN has done some great trainings on MDRO response.

Discussions with local infectious disease doctors, hospital IPs, and LTCF partners are the most useful in
understanding what we're up against and what we might be able to have an impact on.

| did not find APIC trainings for CIC certification very helpful.

CDC guidelines - Hawaii state guidelines, DOH meetings re : IPC and HAI .
https://www.cdc.gov/hai/pdfs/stateplans/hi.pdf

https://hawaiicovid19.com
https://www.cms.gov/files/document/covid-toolkit-states-mitigate-covid-19-nursing-homes.pdf
https://www.coursera.org/?utm_source=recommendations&utm_medium=email&utm_cam-
paign=19484&sfmc_id=90512066&sfmc_key=0031U00001sTZJoQAO

UH Manoa - Covid 19 certification 6 credit course

APIC study materials and courses, state health department trainings, and CDC trainings
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Training Modalities

Combined Q7 - Which training modalities have you used in the areas of Infec-
tion Prevention and Control (IPC), Healthcare-Associated Infections (HAI) or
Antimicrobial Resistance (AR)? (Select all that apply)

Count Percent
a. eLearning (Learning system that uses electronic resources such as inter-
active modules, videos, podcasts, slideshows, documents, webinars) 40 24%
b. Augmented Reality (Uses interactive digital elements to add reality and
create a real-world environment that can be accessed through a tablet, phone,
or headset) 5 3%
c.  Virtual Reality (Simulates any real world and allows learners to interact
with true to life scenarios) 3 2%
d. Instructor-Led Training (Instructor leads a training session for individuals
or a group of learners. Can be in the form of one-to-one sessions, small
groups, lectures, or workshops.) 29 18%
e.  Virtual Instructor-Led Training (Instructor leads a training session over a
virtual setting like a webinar, one to one, small group, lecture, workshop, vir-
tual classroom.) 33 20%
f. Video Learning (Delivers training content through video modules.) 29 18%
g. Blended approach (Using multiple modalities) (Text Box)
* video + instructor lead
* Hybrid of virtual and in person 18 11%
h.  Other (Text Box)
*tabletop
*Attending APIC chapter meetings, keeping up with the literature in general
*Tabletop exercise
*Hands on training
*Mentorship
*tabletop exercises
*Reading text and guidance as well as field work 7 4%

0

Total 164 100

Table 12: Training Modalities used in IPC, HAI and AR
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Combined Training Modalities by Count 1 2 4 5 [] 7 8 | Total
a. eLeamning (Learning system that uses electronic resources such as
interactive modules, videos, podcasts, slideshows, documents, webinars) 7 6 g g 0 1 2 0 43
b. Augmented Reality (Uses interactive digital elements to add reality and
create a real-world environment that can be accessed through a tablet,
phone, or headzef) 2 10 3 4 7 9 4 2 43
c. Wirtual Reality (Simulates any real world and allows learners to interact
with true to life scenarios) 4 3 9 4 5 9 4 3 43
d. Instructor-Led Tramming (Instroctor leads a traming session for
individuals or a group of learners. Can be in the form of one-to-one
sessions, small groups, lectures, or workshops.) 11 10 9 10 2 0 1 0 43
e. Virtual Instructor-Led Training (Instructor leads a training session over a
virtual setting like a webinar, one to one, small group, lecture, workshop,
virtual classroom.) a 10 8 10 9 3 3 a 43
f. Video Learning (Delivers training content through video modules.) 0 1 1 3 10 17 10 1 43
. Blended a ach (Using multiple modalities) (Text Box
£ pproach (Using ° ) ) 16 2 3 3 1 4 12 2 43
h. Other (Text Box) 3 1 1 0 0 0 3] 35] 43
Table 13: Training modalities ranked by most efficacious in IPC, HAI, & AR
Training Modalities by Rank N=43
8
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Figure 17: Ranked Training Modalities from All Respondents N=43
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Figure 19: Rank 2 training modalities all respondents
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Figure 25: Rank 8 training modalities all respondents

Themed data Q4, Q5, Q6

Q4 Please share your motivation for participating in today’s listening session.
e Individual Professional Development

e Better Supporting the Field and the Community

® Improve Training
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e Improving Advocacy Efforts from External Organizations
e Curiosity/Recruitment

e Camaraderie-Shared Experience

Individual Professional Development

Being new to public health and my role, | am always looking for ways to grow and
develop this skillset.

Wanting to provide insight and information regarding my profession.

Keeping myself updated on latest issues, concerns, and satisfactory responses in
other institutions

Better Supporting the Field and the Community

Passionate about IPC :)

Very interested in workforce development and share my feedback and experience
to help others.

Used to work in soft skills training development so this is an interest area and pas-
sion for me

Would like to see the field of IP continue to develop and to recruit IPs

| started in PH in 2020, and communication and training felt nonexistent. | felt like
it was trial by fire. Now, | am the director of the health department and | want to
make sure everyone on my team has the tools they need to be successful.

The pandemic shifted the role of my program as public health. I've realized the
importance of working together as a network.

Want to make HAI and public health better!

| believe it's a very important topic that impacts health and lives every day. I'm
happy that | was able to join the session!

This is a really important topic that does not receive enough attention in my state
at the local level. We are also grappling with how to best build up the skills and
expertise of our team to best address HAI, while coordinating with state partners
and HHS. | think this is a timely and very important topic.

to offer advice on our profession

Contribute to the improvement of our profession.

To provide feedback from a local perspective
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to share experience and help inform future activity

To offer reflections that inform improvements for infection prevention and public
health capacity

To better serve my community

Improve Training

Try to make future job trainings better for future employees.

| wanted to be a part of the ongoing move to further education on HAI/AR

Help identify and mitigate gaps in public health training

Training of our own regional/local IPC teams.

Improving the skills and resources for the infection prevention profession.

Improving Advocacy Efforts from External Organizations

| believe the more information organizations such as NACCHO have on our experi-
ence and struggles the more opportunities and resources will be available to help
us and upcoming generations move forward.

Curiosity/Recruitment

Curiosity, want to help

the email was inviting and encouraging that our opinion/feedback mattered

Camaraderie-Shared Experience

To hear from others and learn about their experiences. Also, wanted to share
mine.

Learning new techniques, hearing about others’ experiences.

Share experiences and learn from others' experiences. We can all learn from each
other.

To share my experience and hear from others in a similar role.

| wanted to share my experience working with HAI epidemiologists, infection con-
trol/prevention officers, and healthcare facilities in the genomic space.

When | connect with others, | find that we are experiencing the same types of chal-
lenges and it is helpful to see how others are addressing those challenges
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An opportunity to share experiences with the hope that others will find the infor-
mation useful

Other perspectives

| was asked to participate by someone | respect and appreciate her work in the
field of public health

Gain better understanding of challenges that other facilities face... pre-, post- pan-
demic

Hear the experiences of others and learn any best practices

Q5 Essential Skills

Thinking about essential skills, sometimes referred to as “soft skills” or those skills most necessary for you to complete
more technical and applied skills, what do you think are the essential skills needed for working in Infection Prevention and
Control (IPC), Healthcare-Associated Infections (HAI) or Antimicrobial Resistance (AR)?

Essential (for all) Transferable Skills

Communication

Communication

Communication

Leadership, communication, making a business case, emotional intelli-
gence.

Communication, leadership, innovation, diplomacy, integrity, timeli-
ness, etc.

Essential skills to me is having the epi foundation and ability to reach
out and seek resources as needed. Be willing to learn from others and
be a team player, have good communication skills and be a people per-
son.

Empathy, effective communication, self-motivation, adaptability

Ability to listen, understand and respond in a manner that effects
change.

Communication, persuasion, listening, assessing readiness to learn.
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communication and emotional intelligence (reading others and regulat-
ing self); as well as critical thinking and problem solving. And that
means less that you can come up with all solutions yourself but that you
know how to approach, understand, and identify a problem and then
leverage the collective wisdom of your team and partners to come up
with solutions

time management, communication skills

Flexibility, knowing local resources or where to find resources, being
willing to ask questions/seek help, organization

Being able to share information on observed deficiencies without being
judgmental. Emphasizing the importance of fostering a relationship
that's viewed as a partnership, and not adversarial.

Critical thinking, communication, being approachable.

Communication, networking, public speaking, competent writer

Communication, relationships, trust, bias, quality improvement, listen-
ing, health equity.

#1 - You need the knowledge base and trained/experienced staff. #2 -
You need the people skills. You need to be able to assess a situation and
where/how you can best support knowing that “one glove does not fit
all.” You need strong communication and relational skills and need to
be able to build relationships and partnerships. Ideally, you also take
your learnings and use them to advocate for improvements in your or-
ganization and in the larger structure.

Communication, time management, how to deal with difficult people

Public speaking, google/tracking things down on the internet, being or-
ganized in thoughts and communications

Relationship and  partnership  building and  maintenance.
Resilience/ability to monitor and address burnout in a challenging land-
scape.

Effective communication, including meeting and training facilitation.
Magical powers to translate dry and sometimes conflicting guidance
documents from regulatory authorities into practical guidance that fa-
cilities can actually operationalize with the resources and staffing that
they have.

communication, listening skills, flexibility in presentation of materials to
best suit person receiving information, resources, knowledge of dis-
ease, mitigation

Emotional Intelligence
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Emotional intelligence

Leadership, communication, making a business case, emotional intelli-
gence.

Ability to listen, understand and respond in a manner that effects
change.

communication and emotional intelligence (reading others and regulat-
ing self); as well as critical thinking and problem solving. And that
means less that you can come up with all solutions yourself but that you
know how to approach, understand, and identify a problem and then
leverage the collective wisdom of your team and partners to come up
with solutions

Empathy, effective communication, self-motivation, adaptability

communication and emotional intelligence (reading others and regulat-
ing self); as well as critical thinking and problem solving. And that
means less that you can come up with all solutions yourself but that you
know how to approach, understand, and identify a problem and then
leverage the collective wisdom of your team and partners to come up
with solutions

Critical thinking, communication, being approachable.

Communication, relationships, trust, bias, quality improvement, listen-
ing, health equity.

the ability to take the initiative and be proactive is essential. | can teach
IPC, but | cannot teach the passion behind it. Emotional intelligence is
very important and the ability to "not be the smartest person in the
room" is vital.

collaboration/networking/relationship building
emotional intelligence
listening to understand

understanding the 'why'

Listening

Communication, persuasion, listening, assessing readiness to learn.

Compassion, willingness to listen, continuous learning, adaptability,
critical thinking.

Active listening

Listening, problem solving, persuading, leading, negotiating
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Ability to listen, understand and respond in a manner that effects
change.

Communication, relationships, trust, bias, quality improvement, listen-
ing, health equity.

collaboration/networking/relationship building
emotional intelligence
listening to understand

understanding the 'why'

communication, listening skills, flexibility in presentation of materials to
best suit person receiving information, resources, knowledge of dis-
ease, mitigation

Adaptability- Flexibility

Base understanding of the topics listed above, knowing how to adapt
the knowledge into different settings (bag of tools you have gathered
and developed in professional experiences), being able to think outside
the box as situations, locations, and resources vary with every experi-
ence, and not being afraid to ask for help.

Empathy, effective communication, self-motivation, adaptability

Flexibility, knowing local resources or where to find resources, being
willing to ask questions/seek help, organization

Compassion, willingness to listen, continuous learning, adaptability,
critical thinking.

Flexibility

Ability to build trust and relationships; willingness to learn on the job;
adaptability and flexibility

communication, listening skills, flexibility in presentation of materials to
best suit person receiving information, resources, knowledge of dis-
ease, mitigation

Critical Thinking

Critical thinking
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communication and emotional intelligence (reading others and regulat-
ing self); as well as critical thinking and problem solving. And that
means less that you can come up with all solutions yourself but that you
know how to approach, understand, and identify a problem and then
leverage the collective wisdom of your team and partners to come up
with solutions

Compassion, willingness to listen, continuous learning, adaptability,
critical thinking.

Critical thinking, communication, being approachable.

Depends on the job role -- Manger or front-line field investigator. Those
are different skill sets. Ability to think, ability to say no nicely and pro-
fessionally, ability to write, ability to make decisions, ability to plan
ahead

collaboration/networking/relationship building
emotional intelligence

listening to understand

understanding the 'why'

Personable

Essential skills to me is having the epi foundation and ability to reach
out and seek resources as needed. Be willing to learn from others and
be a team player, have good communication skills and be a people per-
son.

Empathy, effective communication, self-motivation, adaptability

Critical thinking, communication, being approachable.

#1 - You need the knowledge base and trained/experienced staff. #2 -
You need the people skills. You need to be able to assess a situation
and where/how you can best support knowing that “one glove does not
fit all.” You need strong communication and relational skills and need
to be able to build relationships and partnerships. Ideally, you also take
your learnings and use them to advocate for improvements in your or-
ganization and in the larger structure.

Communication, time management, how to deal with difficult people

Persuasion

Leadership, communication, making a business case, emotional intelli-
gence.

Communication, persuasion, listening, assessing readiness to learn.
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Listening, problem solving, persuading, leading, negotiating

The ability to engage your audience

Problem Solving

communication and emotional intelligence (reading others and regulat-
ing self); as well as critical thinking and problem solving. And that
means less that you can come up with all solutions yourself but that you
know how to approach, understand, and identify a problem and then
leverage the collective wisdom of your team and partners to come up
with solutions

Ability to research and think for yourself. Making decisions based on
CDC recommendations.

Listening, problem solving, persuading, leading, negotiating

Compassion-Passion

2006 provided an excellent list in the chat, that | agree with -- things like
team player. I've been in IP/HAI since 2005 and have found that genu-
ine passion/care for patient and healthcare worker safety is essential.
Folks also need to be driven and value partnerships.

Compassion, willingness to listen, continuous learning, adaptability,
critical thinking.

the ability to take the initiative and be proactive is essential. | can teach
IPC, but | cannot teach the passion behind it. Emotional intelligence is
very important and the ability to "not be the smartest person in the
room" is vital.

Resource Management

Base understanding of the topics listed above, knowing how to adapt
the knowledge into different settings (bag of tools you have gathered
and developed in professional experiences), being able to think outside
the box as situations, locations, and resources vary with every experi-
ence, and not being afraid to ask for help.

Essential skills to me are having the epi foundation and ability to reach
out and seek resources as needed. Be willing to learn from others and
be a team player, have good communication skills and be a people per-
son.
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Flexibility, knowing local resources or where to find resources, being
willing to ask questions/seek help, organization

Rapport Building

Building rapport

Communication, relationships, trust, bias, quality improvement, listen-
ing, health equity.

building trust/rapport with stakeholders

Time Management

time management, communication skills

Communication, time management, how to deal with difficult people

organization, time management, organizing large/multiple data sets

Decision Making

Ability to research and think for yourself. Making decisions based on
CDC recommendations.

Depends on the job role -- Manger or front-line field investigator. Those
are different skill sets. Ability to think, ability to say no nicely and pro-
fessionally, ability to write, ability to make decisions, ability to plan
ahead

Competent Writer

Communication, networking, public speaking, competent writer

Depends on the job role -- Manger or front line field investigator? Those
are different skill sets. Ability to think, ability to say no nicely and pro-
fessionally, ability to write, ability to make decisions, ability to plan
ahead

As in, improving quality is a goal that is met through strategic thinking and problem solving as well as an openness to learn.

Quality Improvement

Communication, relationships, trust, bias, quality improvement, listen-
ing, health equity.
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#1 - You need the knowledge base and trained/experienced staff. #2 -
You need the people skills. You need to be able to assess a situation and
where/how you can best support knowing that “one glove does not fit
all.” You need strong communication and relational skills and need to
be able to build relationships and partnerships. Ideally, you also take
your learnings and use them to advocate for improvements in your or-
ganization and in the larger structure.

As in, the respect given toward others (and self) is part of building and sustaining trust as well as the humility required by
an openness to learn.

Professionalism

Depends on the job role -- Manger or front line field investigator? Those
are different skill sets. Ability to think, ability to say no nicely and pro-
fessionally, ability to write, ability to make decisions, ability to plan
ahead

e Innovation is an outcome of strategic thinking and problem-solving.

Innovation/Creativity

Communication, leadership, innovation, diplomacy, integrity, timeli-
ness, etc.

Essential (for all) Values/Attitudes

Relationship Building-Networking

Relationship building

Mentioned many in the chat, but the big one that stands out is relation-
ship building.

Being able to share information on observed deficiencies without being
judgmental. Emphasizing the importance of fostering a relationship
that's viewed as a partnership, and not adversarial.

Communication, networking, public speaking, competent writer

Communication, relationships, trust, bias, quality improvement, listen-
ing, health equity.

Ability to build trust and relationships; willingness to learn on the job;
adaptability and flexibility
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#1 - You need the knowledge base and trained/experienced staff. #2 -
You need the people skills. You need to be able to assess a situation and
where/how you can best support knowing that “one glove does not fit
all.” You need strong communication and relational skills and need to
be able to build relationships and partnerships. Ideally, you also take
your learnings and use them to advocate for improvements in your or-
ganization and in the larger structure.

collaboration/networking/relationship building
emotional intelligence

listening to understand

understanding the 'why'

Relationship and partnership  building and maintenance.
Resilience/ability to monitor and address burnout in a challenging land-
scape.

Effective communication, including meeting and training facilitation.
Magical powers to translate dry and sometimes conflicting guidance
documents from regulatory authorities into practical guidance that fa-
cilities can actually operationalize with the resources and staffing that
they have.

Integrity/Trust

Communication, leadership, innovation, diplomacy, integrity, timeli-
ness, etc.

Communication, relationships, trust, bias, quality improvement, listen-
ing, health equity.

Ability to build trust and relationships; willingness to learn on the job;
adaptability and flexibility

building trust/rapport with stakeholders

Learning

Communication, persuasion, listening, assessing readiness to learn.

Compassion, willingness to listen, continuous learning, adaptability,
critical thinking.

Ability to build trust and relationships; willingness to learn on the job;
adaptability and flexibility

Team Player
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2006 provided an excellent list in the chat, that | agree with -- things like
team player. I've been in IP/HAI since 2005 and have found that genu-
ine passion/care for patient and healthcare worker safety is essential.
Folks also need to be driven and value partnerships.

Essential skills to me is having the epi foundation and ability to reach
out and seek resources as needed. Be willing to learn from others and
be a team player, have good communication skills and be a people per-
son.

Self-motivation

Empathy, effective communication, self-motivation, adaptability

Essential (for workforce/specific role) Performance Objectives

Leadership

Leadership, communication, making a business case, emotional intelli-
gence.

Communication, leadership, innovation, diplomacy, integrity, timeli-
ness, etc.

Listening, problem solving, persuading, leading, negotiating

Data Skills

It is important to be able to utilize excel and google, as well as under-
stand surveillance systems

organization, time management, organizing large/multiple data sets

Other

obtaining CIC, experience with disease investigations, utilization of re-
sources, Ability to conduct literature reviews, product assessments,
ability to observe practices to ensure patient safety, etc.

Ability to connect all disciplines of healthcare and environmental ser-
vices in a One Health approach.

knowledge of HAls and infection prevention, PPE donning and doffing
protocol

Public speaking, google/tracking things down on the internet, being or-
ganized in thoughts and communications
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organization, time management, organizing large/multiple data sets

Relationship and  partnership  building and  maintenance.
Resilience/ability to monitor and address burnout in a challenging land-
scape.

Effective communication, including meeting and training facilitation.
Magical powers to translate dry and sometimes conflicting guidance
documents from regulatory authorities into practical guidance that fa-
cilities can actually operationalize with the resources and staffing that
they have.

communication, listening skills, flexibility in presentation of materials to
best suit person receiving information, resources, knowledge of dis-
ease, mitigation

Clinical experience whether this is in a clinical setting or working with
clinical settings in a consultative role
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Q6 Training & Coursework
Please list any specific trainings, coursework, or training topics you think are most useful for your work in: Infection Prevention and Control (IPC), Healthcare-
Associated Infections (HAI) or Antimicrobial Resistance (AR). (Note: Please use website links, names of documents, etc. Put NA if training or resources are not
used for the specified area).

Resource

Training Title

Description

Link/Where to Find

Certification
Board of Infection
Control and Epi-
demiology (CBIC)

Centers for Dis-
ease Control and
Prevention (CDC)

Certified in Infec-
tion Control (CIC)

The CIC® examination is the standardized measure of the basic knowledge, skills and
abilities expected of professionals working in the field of infection prevention and con-

trol. Studying for the exam provides the individual with a foundation of knowledge. The
are requirements that must be met to sit for this exam.

https://www.cbic.org/

a-IPC

The a-IPC (Associate — Infection Prevention and Control) entry-level certification exami-
nation is a measure of basic infection prevention competency. It is intended for the nov-
ice IP and for those interested in pursuing careers in infection prevention and control. It
is also intended for those who do not meet the eligibility requirements for the CIC®.

https://www.cbic.org/

Long Term Care
Certification

The LTC-CIP provides a standardized measure of the basic knowledge, skills and abili-
ties expected of professionals working in the field. Successful long-term care infection
prevention certification indicates competence in the practice of infection prevention and
control within a long-term care setting.

https://www.cbic.org/

Exam Preparation

CBIC offers a manual one can follow to prepare for the exam, content outline and sam-
ple questions.

https://www.cbic.org/CBIC/E
xam-Prep-Resources.htm

COCA Calls

During COCA Calls/Webinars, subject matter experts present key emergency prepared-
ness and response topics, followed by meaningful Q&A with participants. Each COCA
Call/Webinar will offer the most up to date information and guidance for clinicians. Spe-
cifically, when the webinar goes over scenarios, individuals find that the most useful.

https://emer-
gency.cdc.gov/cocalcalls/in-

dex.asp

Healthcare Associ-
ated Infections
(HAI)

CDC's HAI homepage offers links to resources for topics such as diseases and organ-
isms, types of HAls, preventing HAls, HAIl data and statistics, outbreak investigations,
preventing MDROs, patient safety and MDROs to name a few. There is also information
on Health Department HAI/AR Programs, Emerging Infections Program and CDC Pre-
vention Epidcenters. Individuals can subscribe to their email list to get an email when
these resources are updated.

https://www.cdc.gov/hai/in-
dex.html

Nursing Homes

This is a specific-setting resource within the HAl home mentioned above. It provides a
very important resource for the IP, The Core Elements of Antibiotic Stewardship for
Nursing Homes. This free document provides instruction practical ways to initiate or ex-

and Assisted Living | pand antibiotic stewardship activities in nursing homes and a checklist for implementa-
(Long-term Care tion. In addition, there are addition resources for topics such as but not limited to clinical
Facilities [LTCFs]) staff information, prevention tools, Infection Prevention Training and Success Stories.
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Nursing Home In-
fection Prevention-
ist Training Course

The Nursing Home Infection Preventionist Training course is designed for individuals re-
sponsible for infection prevention and control (IPC) programs in nursing homes. The
course covers core activities of effective IPC programs and recommended practices to
reduce pathogen transmission, healthcare-associated infections, and antibiotic re-
sistance. In addition, this course is free.

https://www.cdc.gov/long-
termcare/training.html

Outpatient Settings

This is a specific-setting resource within the HAl home mentioned above. It provides a
very important resource for individuals working in the outpatient setting, Guide to Infec-
tion Prevention in Outpatient Settings: Minimum Expectations for Safe Care. This free
document focuses on the unique challenges of working in the outpatient setting, dis-
cusses how to create a Infection Prevention and Control Program and checklist that can
used while creating the program and/or to use during rounds for process surveillance. In
addition, there is an Outpatient Setting Policy Option document that are designed to as-
sist state, local, and territorial health departments, and policymakers to assess current
outpatient policies and consider options for improving practices.

https://www.cdc.gov/hai/set-
tings/outpatient/outpatient-
settings.html

Dialysis Settings

This is a specific-setting resource within the HAl home mentioned above. It provides Di-
alysis specific Infection Prevention information and, audit tools.

Laboratory Re-
sources

This is a specific-setting resource within the HAl home mentioned above. It provides re-
sources on detection of antimicrobial resistance and, laboratory safety publications.

https://www.cdc.gov/hai/set-
tings/lab/lab settings.html

Healthcare Work-
ers: Information on

Guidance for managing patients with COVID-19, including clinical guidance, home and

https://www.cdc.gov/corona-
virus/2019-nCoV/hcp/in-

COVID-19 hospital care, care for special populations, disease severity, and more dex.html
Health Depart- https://www.cdc.gov/corona-
ments: Information virus/2019-ncov/php/in-
on COVID-19 Guidelines, tools, and resources for States, Tribes, Localities & Terriorities. dex.html

This online training course offers individuals over 10 hours of free continuing education

(CE). It is accessible in multiple modules that can be taken in any order. The course ob-

jectives are: Updating healthcare professionals on current antibiotic resistance threats, https://www.cdc.gov/antibi-
Antibiotic Steward- | informing healthcare professionals about proper antibiotic prescribing and encouraging | otic-use/training/continuing-
ship open discussion among physicians and patients about appropriate antibiotic prescribing. | education.html

States Targeting Reduction in Infections via Engagement (STRIVE). The CDC/STRIVE

curriculum was developed by national infection prevention experts led by the Health Re- | https://www.cdc.gov/infec-

search & Educational Trust (HRET) for CDC. The courses address both the technical tioncontrol/train-
CDC/STRIVE and foundational elements of healthcare-associated infection (HAI) prevention. ing/strive.html

Project First Line

Project Firstline offers educational resources in a variety of formats to meet the diverse
learning needs and preferences of the healthcare workforce. Resources are designed to
empower and enable healthcare workers to think critically about infection control, using
adult learning principles, educational best practices, CDC recommendations, and the
science that informs them.

https://www.cdc.gov/infec-
tioncontrol/projectfirstline/in-
dex.html
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Association for
Professionals in
Infection Control
and Epidemiology
(APIC)

Interim Local

CDC'’s Division of Healthcare Quality Promotion (DHQP) developed a strategy for local
health departments (LHDs). The strategy is being developed to highlight and support

https://www.cdc.gov/hai/hai-
ar-programs/resources/lo-
cal-strategy/in-
dex.html?CDC_AA refVal=
https%3A%2F %2Fwww.cdc

Health Department | the important role that LHDs play in preventing, responding to, and controlling HAl and .gov%2Fhai%2F state-

(LHD) HAI/AR AR related events. This website provides a snapshot at resources that are available to based%2Flocal-strat-

Strategy local health departments and developing their HAl and AR programs. egy%2Findex.html
Resources for all things hand hygiene related when it comes to healthcare workers, pa-

Hand Hygiene in tients, the science behind hand hygiene, fire safety and alcohol-based hand rub, Clean | https://www.cdc.gov/handhy

Healthcare Settings

Hands Count campaign and handwashing in non-healthcare settings.

giene/

CDC's YouTube
Channel

CDC's YouTube channel is free resource with a variety of IPC, HAl and AR topics cov-
ered in a video format.

https://www.youtube.com/@
CDClfeatured

NHSN

CDC'’s National Healthcare Safety Network is the nation’s most widely used healthcare-
associated infection tracking system. NHSN provides facilities, states, regions, and the
nation with data needed to identify problem areas, measure progress of prevention ef-
forts, and ultimately eliminate healthcare-associated infections. NHSN provides manu-
als for all of their components relating to Acute Care/Critical Access Hospitals, Ambula-
tory Surgery Centers, Long-term Acute Care Hospitals, Long-term Care Facilities, Inpa-
tient Rehabilitation Facilities, Inpatient Psychiatric Facilities and Dialysis. NHSN offers
tree training on all of their components. Individuals can email NHSN their questions for
help on scenarios they encounter for to ensure proper data mapping and entry.

https://www.cdc.gov/nhsn/

Membership

The Association for Professionals in Infection Control and Epidemiology (APIC) is the
leading professional association for infection preventionists (IPs) and individuals inter-
ested in Infection Prevention and Control with more than 15,000 members. Their mis-
sion is to advance the science and practice of infection prevention and control. Member-
ship is required to access resources such as their textbook, webinars and forum.

https://apic.org/

APIC Online Text-
book

The APIC Text is the most comprehensive and up-to-date reference for infection pre-
vention and control (IPC). Written, edited, and reviewed by more than 200 subject mat-
ter experts, it reflects the latest guidelines, regulations, and standards of practice. The
APIC Text’s 11 sections and 125 peer-reviewed chapters are broad ranging, covering
everything from fundamental principles, microbiology, epidemiology, and surveillance to
more specialized topics, including specialty care populations, special pathogens, occu-
pational health, and supportive care. This textbook is also the foundation for the CIC
exam. The APIC Text is an additional cost and APIC members do get a discount on the
yearly subscription.

https://apic.org/re-
sources/apic-text/

Free Webinars

APIC offers paid and free webinars. APIC members get a discount on all webinars that
are paid.

https://apic.org/education-
and-events/online-learn-
ing/upcoming-webinars/
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The Society for
Healthcare Epide-
miology of Amer-

ica (SHEA)

APIC Connect Fo-
rum

APIC's forum is only available to members. Members can join communities and/or use
the general IP Talk to post questions, answer questions and network with other IPs.
This is a great resource to IPs who are a team of one.

https://commu-
nity.apic.org/home

Developmental
Path of the Infec-
tion Preventionist

The ever-changing requirements of the profession demand that IPs and individuals
working in IPC constantly update their knowledge base and expand their skill set. The
updated APIC Competency Model has four career stages, defined as novice, becoming
proficient, proficient, and expert. Each career level has a roadmap to guide the IP in-
cluding but not limited to the Roadmap for the Novice Infection Preventionist and Profi-
cient Practitioners Bridge.

https://apic.org/professional-
practice/roadmap/

5 Second Rule
Podcast

The APIC 5 Second Rule podcast is intended to be an entertaining conversation be-
tween hosts, colleagues, and experts in infection prevention. The podcast aims to be
light-hearted and therapeutic to listeners, to celebrate the accomplishments of APIC
members, to excite listeners about the profession of infection prevention, and to provide
a high-level overview of key tools for aiding infection preventionists in their work. We
hope the listener will find themselves invigorated in the community of infection preven-
tionists and our colleagues, specifically those involved with APIC.

https://apic.org/apic-pod-
casts/

Membership

The Society for Healthcare Epidemiology of America (SHEA) is a professional society
that improves public health by establishing infection-prevention measures and support-
ing antibiotic stewardship among healthcare providers. Similar to APIC, the organiza-
tion provide guidelines, education & training and a forum.

https://shea-online.org/

TRAIN

World Health Or-
ganization (WHO)

TRAIN is a national learning network that provides quality training opportunities for pro-
fessionals who protect and improve the public’s health. CDC does partner with TRAIN
and have some of their courses here such as Antimicrobial Stewardship.

www.train.org

Nursing Home In-
fection Prevention

TRAIN is a national learning network that provides quality training opportunities for pro-
fessionals who protect and improve the public’s health. CDC does partner with TRAIN
and have some of their courses here such as Nursing Home Infection Preventionist
Training Course

https://www.train.org/cdctrai
n/training_plan/3814

Antibiotic Steward-
ship

TRAIN is a national learning network that provides quality training opportunities for pro-
fessionals who protect and improve the public’s health. CDC does partner with TRAIN
and have some of their courses here such as Antibiotic Stewardship Course: Module 1:
Be Antibiotics Aware: Antibiotic Resistance

https://www.train.org/cdctrai
n/course/1101641/

WHO EPI WIN Up-
dates

Updates are posted every Thursday on a weekly basis and cover a variety of topics
such as but are not limited to COVID-19, Influenza and, Mpox (formally known as Mon-
keypox).

https://www.who.int/teams/e
pi-win/epi-win-updates
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Council of State
and Territorial Ep-
idemiologists

CSTE is an organization of member states and territories representing public health epi-
demiologists. CSTE works to establish more effective relationships among state and
other health agencies. It also provides technical advice and assistance to partner organ-
izations and to federal public health agencies such as the Centers for Disease Control
and Prevention (CDC). CSTE works to advance public health policy and epidemiologic

(CSTE) capacity. We also provide information, education, and developmental support of practic-
ing epidemiologists in a wide range of areas as well as expertise for program and sur-
veillance efforts. CSTE Learn is where members can take educational courses, use the
CSTE Learn resource library, and join community groups. https://learn.cste.org/
The National Emerging Special Pathogens Training and Education Center’s mission is
National Emerging | to set the gold standard for special pathogen preparedness and response across health
NETEc Special Pathogens | systems in the U.S. with the goals of driving best practices, closing knowledge gaps,
Training and Edu- and developing innovative resources. NETEC offers education & training, consulting
cation Center services and readiness assessments. https://netec.org/
https://www.naccho.org/pro-
grams/community-health/in-
fectious-disease/infectious-
NACCHO disease-prevention-and-

control/healthcare-associ-

Workgroups ated-infections
Committees
https://www.flori-
Florida Depart- dahealth.gov/diseases-and-
ment of Health conditions/health-care-asso-
CIC Study Group ciated-infections/index.html

Hawaii Depart-
ment of Health

State specific train-
ing

https://health.ha-
waii.gov/docd/for-
healthcare-provid-
ers/healthcare-associated-
infections/

ASTHO

Association of
State and Territorial
Health Officials

https://www.astho.org/
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Appendix G: Analysis of 7he Essentials

Public Health workers (including those working in specialties such as Infection Prevention & Control, Healthcare Associated
Infections, and Antibiotic Resistance) are tasked with a myriad of duties. While these responsibilities challenge workers
to draw from their domain-specific technical knowledge, that kind of knowledge is not sufficient to meet all (quite possibly,
most) public health work objectives. After all, these workers need to know biochemical and physiological factors that
spread disease; they need to know how those factors apply to health-related equipment and materials. But they also
need complex interpersonal abilities that transcend the moment, so that their goals to promote and preserve public health
can be achieved. These are the skills, objectives, and values that, with domain-specific knowledge, make up what we will
refer to in this report as “The Essentials”.

As the term essential suggests, these are necessary to do public health work. Unfortunately, while necessary, these topics
can be challenging to analyze. First, while much work in soft skills has helped to advance understanding, the constructs
are often ambiguous. Also, these “skills” are sometimes conflated. For example, some examinations of soft skills include
things that might arguably be better described as values, or guiding principles. Others will include behaviors that are more
accurately described as objectives, that is they are tasks or goals to accomplish.

These distinctions matter, as they require different training and assessment techniques to assure readiness for the work-
force.

What follows is a brief overview of findings from a series of NNPHI-sponsored work. Six listening sessions were conducted
in early 2023 to hear public health workers (PHW) share their experiences. The full report, The National Network of Public
Health Institutes Infection Prevention & Control, Healthcare Associated Infections, and Antibiotic Resistance Skills and
Training Needs includes methods, full results, and supporting documentation.

So, what did the listening sessions reveal?

III

1. There are truly “essential” skills. Participants in every session shared that they were engaged daily in activities
that require emotional intelligence, communication, situation awareness, strategic thinking, and problem solving.
These are transferrable, meaning that the participants discussed learning and practicing these skills in a variety of
situations, many of them unrelated to health work.

2. There are “essential” values/attitudes. Participants discussed how their values helped direct them toward suc-
cess. The affective domain is well-researched (cf. Kratwohl, 2002)"% in the learning and training sciences and can
be intentionally cultivated; the participants implied that these attitudes are something one is “born with”. The
essential values and attitudes mentioned by the participants included: Openness to learn, diversity & inclusion
(D&l), self-efficacy, networking, community building & sustainment, and fostering trust.

3. There are “essential” performance objectives needed for public health, but maybe not for every worker individu-
ally. These results are important in that they help to articulate career paths and potential routes of advancement
that extend beyond straight-forward knowledge acquisition. They are coupled to expertise development and
practice applying the essential skills. While this is assuredly not an exhaustive list, the participants reported the
following performance objectives: Information management, information analysis, change management, leader-
ship, policy engagement, and strategic partnership.
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Transferable Skills
Non-domain specific
learned behaviors

Everyone needs to use
these and they use them
frequently.

Objectives can't be met
without these skills.

Typically involve
subskills.

The Essentials

Required behaviors,
objectives, and values
across public healthcare
work

Performance Objectives
Goals, targets, and
desired outcomes that
are accomplished by
applying technical and
transferable skills

The public health
workforce at large
requires these, but not
everyone will necessarily
use them in every role.

Novice workers are less
likely to have experience
in these areas.

Objectives will be met by
applying transferrable,
and typically technical or
domain-specific skills.

Success will correspond
to application of values
and attitudes before,
during, and after pursuit
of objectives.

Values & Attitudes
Principles, philosophies,
and positions that inform

how and/or why work

should be donein a

specific manner

orkers must be open td
recieve that the
organization
accomplishes goals and
objectives using an
attitudinal compass.

As workers gain
experience, they should
advance from merely
"being open" to a value to
reliably modeling
behaviors that reflect
that value.

Figure 26: The Essentials: Transferable Skills, Performance Objectives and Values & Attitudes

Participants in the listening sessions emphasized the following themes, which have been organized into each taxonomic

category:
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. Essential (for work- .
Essential (for all) Transfer- . Essential (for all) Val-
. force/specific roles) Per- ]
able Skills ues/Attitudes

formance Objectives

Strategic Thinking Information Management

Situation Awareness Information Analysis
Problem Solving Change Management
Emotional Intelligence Leadership
Communication Policy Engagement

This taxonomy is not intended to be an exhaustive list of non-domain specific learning topics. Rather, itis a way to organize
such topics, so that they can then be prioritized and learning design implications can be identified. The following checklist
can help professionals use this taxonomy.

O When an Essential is identified (that is, the public health community identifies it as something that is required to
successfully “prevent, promote, and protect”), the first step is to identify whether the topic is an objective, skill,
or value.

* The instructional design analysis phase (a standard part of most instructional design processes) will re-
quire further categorization to itemize specific learning objectives, typically by finding all required
knowledge, skills, and attitudes attached to each Essential category.

An Essential should have an articulated purpose. Our examples below include this.
Any enabling factors should be identified to see how the Essential fits with other topics. This will inform prerequi-
sites and/or co-requisites.
O The Essential will also have some outcome, in that it should enable something else to happen. This may be an
objective, but it also may be other skills or values.
* Sometimes, the outcomes enable further development of Essential itself, creating a feedback loop. For
example, Emotional Intelligence (El) enables better communication, which in turn can improve under-
standing of others and thereby enable better El. This is typically the case for El and developing trust.

oo

Participants speak about The Essentials

To demonstrate how this taxonomy can help identify what goes into an Essential and what can emerge from it, the fol-
lowing analysis was conducted. The relationships between Essentials help us know what prerequisites should be taught
and what will be enabled by each one. Example quotes from the listening sessions have been provided to illustrate the
PHW application of each Essential. Then, an illustration summarizes how the purpose of The Essential and any prerequi-
sites go into it, and then enable other behaviors. Definitions and summative explanations of each skill are provided for
additional clarity.

- Look for this shield, which indicates the highest level of importance. These Essentials are tied to all the other
; Essentials.
/
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Transferrable Skills

Transferable Skills

Strategic Thinking

Now, what does that mean in terms of who is specifically chosen to sit on a certain policy commit-
tee? No, | had no specific road model, | had no specific roadmap. | just applied the general con-
cept of multidisciplinary. Who are the stakeholders? Because to get buy-in, you need to have
those stakeholders at the table. | just worked from that concept to figure out who needed to be in
the room. (Listening Session #1)

° TRANSFERRABLE SKILL

. C ) AN
Strategic Thinking @é)&

D

*

PREDICTIVE DECISION
d
CHANGE
MANAGEMENT
INFORMATICN
ANALYSIS
RESOURCE
MANAGEMENT
POLICY
ENGAGEMENT

MAKING
PREDICTION/

& Niv-

PURPOSE AWARENESS

@ REQUIRES THESE SKILLS..
IS REQUIRED FOR THESE SKILLS...

CREATES FEEDBACK LOOPS WITH/ 1S BOTH
AREQUIREMENT AND A DEPENDENCY...

Strategic thinking skills are integral to meeting the transformation, technology, partnership, and gap-filling demands of
the rapidly changing world of health improvement and health care. These strategic skills are consistent with the consensus
set of Core Competencies for Public Health Professionals and identify training priorities within these competencies where
training is needed. ©¥!

While both are important to IPC, HAI, and AR work, Systems Thinking is subordinate to Strategic Thinking. Strategic think-
ing identifies options for action. Systems thinking is required to holistically frame these options, but it is not sufficient
(see Situation Awareness, below). Other necessary skills include reframing (changing perspective to gain insight) and
reflecting (integrates perceived and experienced information to build intuition and automaticity). These points are sup-
ported in literature regarding strategic thinking (cf. Pisapia et al. 2011).** Reframing requires emotional intelligence (to
draw awareness to biases in self and others) as well as D&I, to contextualize perspectives across experiences of others.
As a metacognitive act, reflecting demands an awareness of one’s own knowledge vs. assumptions to identify gaps and
vulnerabilities in a system and in strategies.
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Transferable Skills

Situation Awareness

They were always at a different level, so we always had to do an assessment on where we could
bridge their gap. We always put them with another team member who was more experienced.
We always put them with a mentor who oversaw their work, and for a while they shadowed.
They didn't just shadow us, they went to other departments, they went to micro and shadowed
them. They went into the OR and shadowed those folks. They went down into dietary, EVS and
how they managed their team, and how they cleaned lots of observation and the ED. That's how
we set it up. They had to go to all these different departments that we worked with all the time.
They went with a mentor, they observed the mentor, and then the mentor started cutting them
loose and letting them do the work. (Listening Session #3)

° TRANSFERRABLE SKILL

Situation Awareness i

IMPROVE ACTIONS AND
DECISIONS BY UNDERSTANDING
WHAT IS HAPPENING

\Y

CHANGE
MANAGEMENT

INFORMATION

ANALYSIS
—
RESOURCE

& MANAGEMENT
POLICY
\ . ENGAGEMENT
/ A
STRATEGIC
PURPOSE THINKING

COMMUNICATION
@ REQUIRES THESE SKILLS..

IS REQUIRED FOR THESE SKILLS...

CREATES FEEDBACK LOOPS WITH/ IS BOTH
AREQUIREMENT AND A DEPENDENCY...

Situation Awareness is defined as the conscious knowledge of the immediate environment and the events that are occur-
ring in it. Situation awareness involves perception of the elements in the environment, comprehension of what they mean
and how they relate to one another, and projection of their future states.!*® Situation Awareness has been well-re-
searched in performance literature. Authors recommend applying Endsley (cf. 1995 and 2020)% 1”1 models to public
health-specific scenarios.
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Transferable Skills

Problem Solving

I guess you tend to integrate all of what you know and to try to solve a problem or to find out
something. (Listening Session #5)

° TRANSFERRABLE SKILL

Problem Solving @

ALLOW A DESIRED OUTCOME

RESOURCE
, MANAGEMENT

‘ DIVERSITY &
INCLUSION
-
PURPOSE COMMUNICATION
PROFESSIONALISM
@ REQUIRES THESE SKILLS...

15 REQUIRED FOR THESE SKILLS...

CREATES FEEDBACK LOOPS WITH/ IS BOTH
AREQUIREMENT AND ADEPENDENCY...

Problem Solving is defined as a key component of the 10 essential public health services, continuous quality improvement,
and performance management. It includes the ability to determine the nature of a problem, identify potential solutions,
implement an effective solution, and monitor and evaluate results. It is also critical to identify different intervention and
prevention strategies or policies to address and set priorities. Successful problem solving includes understanding barriers
to implementation and developing an effective communication strategy. Key considerations include social context and

values, cultural perspectives, laws and regulations, politics of public health, and the roles of different interest groups and
stakeholders.B!

Problem Solving provides a desired outcome in an uncertain situation. The listening sessions offered opportunities for
participants to walk through their experiences finding solutions to challenging situations.
Creative Thinking enables problem solving. This includes team brainstorming, which both generates ideas and
organizes them into categories and priorities.
Decision Making uses the information generated in creative thinking and/or guidance from governance, policies,
and/or the organization. As the skill name implies, it always involves choosing between options. As such, Stra-
tegic Thinking skills are always enabling and may even be constitutional of decision making. In this context of
strategic thinking, the “creative thinking” skill includes “reframing.”
This relationship has been identified in academic literature (cf. Saaty, 2009).[*8!
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Problem Solving

Figure 27:Problem Solving as a outcome to decision making and creative thinking
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Creative thinking and decision
making work together, so that
options can be identified,
prioritized, and outcomes can
be considered.

The actions that allow for
solving a problem will come
from applying the visions
generated by creative thinking
and decision making.



PRIORITY SKILL: Emotional Intelligence informs all PHW activities.

Transferable Skills

Emotional Intelligence

I've been in situations where I'm conveying some information to maybe a group of people,
staff members. It's probably not what they want to hear, or they're not exactly accepting
of that. | don't want to say that | shift in-- then I'll get the hostility, there'll be some hostil-
ity that's set back your way. | will probably stiffen up a little bit.... You're going to need to
do this, that, and the other to fix whatever problem it is. There's not going to be room for
negotiation. They are going to have to do this, they're going to follow my direction either
to keep the patient safe or keep themselves safe. My tone might get a little more firm.
Let's just say | will come back to them still professional, whereas before, | might have
sounded, | usually start out somewhat collegial and just giving him the background again
and saying, "Well, this is the situation. Here's what we know about this type of situation
or condition. This is what you're going to have to do. If they don’t like it. My tone will
shift a little bit and say, "Well, I'm sorry that you feel that way, but this is what you're go-
ing to have to do” ...instead of them getting hostile maybe they become a bit more fear-
ful, so my tone will shift the other way. (Listening Session #4)

° TRANSFERRABLE SKILL

Emotional Intelligence @G@

IMPROVE OUTCOMES
THROUGH RELATIONSHIPS

Y]

Y

W B

PURPOSE
@ REQUIRES THESE SKILLS...

Emotional Intelligence (El) is defined as a set of skills hypothesized to contribute to the accurate appraisal and expression
of emotion in oneself and in others, the effective regulation of emotion in self and others, and the use of feelings to
motivate, plan, and achieve in one's life.!®) El became one of the most consistent themes, with participants expressing
how important it is to every aspect of their public health work. The authors expand on how El can be used to anchor
instructional design in the Recommendations section of this report.
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PRIORITY SKILL: Communication is part of all PHW activities.
Transferable Skills

Communication

It was like this color system and different characteristics of personalities and how that
translates into management styles and communication. It just proved to be very benefi-
cial, not only in actually getting a better understanding of myself, but also looking at
other people and when communicating with other people, trying to get a sense of
where they are. Then you learn how to communicate to them based on who they are us-
ing certain terms and things like that, so that you can be a more effective communica-
tor with them. You learn about you so you know how to adapt to the other person and
communicate on according to their style. (Listening Session #2)

° TRANSFERRABLE SKILL

Communication ?
H”m“"hr

|

DISTRIBUTE AND/RECEIVE
MESSAGES ACCURATELY

\Y

Y

SITUATION
AWARENESS

LEADERSHIP

PURPOSE MENTORSHIP

. REQUIRES THESE SKILLS... PROFESSIONALISM l
DIVERSITY &

CREATES FEEDBACK LGOPS WITH/ 1S BOTH eI
AREQUIREMENT AND A DEPENDENCY... RHCLES)

- 0 |

Public health communication is the development, dissemination, and evaluation of relevant, accurate, accessible, and
understandable information shared with and received from intended audiences to protect and advance the health of the
public.!*! Like El, and frankly inseparable from it, communication is also a priority skillset. It’s important to consider the
technical aspects of communication by modality (e.g., email, text, academic writing) as well as the purpose of the commu-
nication (e.g., as trust-building, informing, persuading).
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Performance Objectives

Performance Objectives

Information Management

A lot of times it's having an honest conversation and being able to read the person you're speak-
ing with. You're speaking with them, not at them or above them. It's just having and back to
what 07 had said, it's the why. This is why we're asking you to do it. This is what can become of it
if you do it or if you don't do it and just laying all the cards out. Then they have all the infor-
mation in front of them and not being regulatory, it does fall on them to then put some of our rec-
ommendations in place. | like to try and be a resource, so they can call and ask questions anytime
and be on their side to help them in any way we can. Sometimes when they know that it's a little
easier.

(Listening Session #1)

° ESSENTIAL PERFORMANCE OBJECTIVES

—
Information Management l;]

*CAPTURING QUALITATIVE DATA ALSO REQUIRES

EMOTIONAL INTELLIGENCE COMMUNICATION
() PURPOSE

@ REQUIRES THESE SKILLS...

() ISREQUIRED FOR THESE SKILLS...

Information Management is defined as the planning, budgeting, manipulating, and controlling of information throughout
its life cycle. 2% Information & Analytics skills are described in the PPH literature as “Leverage, synthesize, and analyze
multiple sources of electronic data, and use informatics to identify and act on health priorities, population impacts, evi-
dence-based approaches, and health and cost-related outcomes.” The emphasis on electronic data implies that this is
broadly a technical (and even technological) skill enabled by Strategic Thinking, communication (especially in trust building
and maintenance). Consequently, the authors of the present study separated these constructs into “Information Man-
agement and Information Analysis”, as these are two distinct objectives, enabled by multiple skills.
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Performance Objectives

Information Analysis

I'm from a state health department, so we've done a lot of training and creating training materi-
als and educational materials lately for our health care facilities. We will put a tool together or
something like that, or we'll pick a topic that we want to train on. We will go out in the field, we'll
do it. Then we're like, you know what could make this better, is if we do this. Then the next time
we do that, and then we add a new thing on top of that and say, you know what? This could
make this better is by adding this new aspect. Continuously improving our educational materials
and our tools that we've created. Instead of just saying one and done, this is just what the train-
ing material is going to look like and be like forever. | think for me, personally going out to facili-
ties teaches me just as much as I'm there teaching them. | really do think it's a two-way street.
That's been really nice when we've been going out on-site to our health care facilities and provid-
ing our infection control assessments, is getting the feedback from them as well. Instead of us just
being the ones talking, making it a conversation, versus just us being there to give our expertise.
We've been doing a lot of our training more aimed at getting feedback from staff while we're on-
site. (Listening Session #6)

° ESSENTIAL PERFORMANCE OBJECTIVES

Information Analysis

w_ -

() PURPOSE
@ REQUIRES THESE SKILLS...

() 1S REQUIRED FOR THESE SKILLS...

Information analysis is the process of systematically applying statistical and/or logical techniques to describe and illustrate,
condense, and recap, and evaluate data and information.?* Strategic thinking enables the Information Analytics skill by
enabling prediction. It answers the questions, “what do these data mean?” (a systems thinking question) and “how might
people use this information?” (a strategic thinking question, enabled by emotional intelligence and D&I in order to reflect
and reframe/perspective taking). As the purpose of information analysis is to support decision-making (“identify and act
on...”), itis both contextual and constitutive of health communication.

145



Performance Objectives

Change Management

Getting into my role in infection prevention, | feel like building relationships and trust in, well, say
like within my facilities, I've drawn a lot from my public health training.

Like in going out and doing assessments and things like that and not just starting to change
things, but to go out in my "community" [laughs] and just making observations and, "Hey, show
me what you do. Why do you do it like that?" Because even though there are times when we
have to make a big process change, | can't go to a unit and say, "Oh my goodness, what are you
doing? This is all wrong. Let me change it." | have to say like, "Oh, can you show me this pro-
cess?" There are times when we have to make quick changes, but there's still a way to do it with
compassion and empathy as well as tact. | think sometimes that's missing because people will
come in as, "I'm the expert, you need to do what I tell you to do," or do what | say, or it's implied.
If anything, actually for me in acute care, | feel like that's the quickest way to make sure that
nothing gets done. (Listening Session #6)

° ESSENTIAL PERFORMANCE OBJECTIVES

Change Management

B N’

—

() PURPOSE
@ REQUIRES THESE SKILLS...

() 1SREQUIRED FOR THESE SKILLS...

Change Management is defined as the scaling programs up and down or changing them entirely in response to the envi-
ronment and identifying core elements to help sustain programs in challenging times. B! Change management is a goal,
enabled by essential/soft skills such as Strategic Thinking, Leadership, Emotional Intelligence, and Diversity & Inclusion.
As a process, it uses experimentation and trial and error to “fine tune” solutions and responses. Change management is
executed within systems of systems to use resources, modify business processes, allocate budgets, and otherwise cause
and/or manage change in an organization. Consequently, change management will always involve explicit knowledge of
an organization, policies, and practices as well as knowledge of the appropriate tools and techniques for resource alloca-
tion and management. Although the explicit technical knowledge involved in change management is necessary, it is not
sufficient. Change requires emotional intelligence to assure and maintain stakeholder buy-in, strategic thinking, leader-
ship, communication, and diversity & inclusion.
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Performance Objectives

Leadership

You go into a facility, and you maybe see something that's just like, "What is going on here?" Or
"Wow, I can't believe this is happening." Not having your eyes super big and you're just shutting
down and crossing your hands and looking actively looking uncomfortable when you walk into
their facility. | think you have to put on a game face and have that compassion for that facility
and meeting them where they're at instead of where you think they should be at. Then assisting
them and helping them to get there and see what their vision is. Then they also have a part to
play in it. (Listening Session #6)

° ESSENTIAL PERFORMANCE CBJECTIVES

Leadership W

© sureos: MENTORSHIP
@ REQUIRES THESE SKILLS..

() 1SREQUIRED FOR THESE SKILLS...

CREATES FEEDBACK LOOPS WITH/ 1S BOTH
AREQUIREMENT AND A DEPENDENCY...

Leadership in public health involves those who act in service of a vision that differs from the status quo, using their influ-
ence to drive change. This change is grounded in their values.??!

Leadership has been classified as an objective, which is still essential to PH work, but not as a skill unto itself for the
purpose of clarifying its role in workforce development. All of the Transferrable Skills will be required by everyone, on a
regular basis, however, an objective like leadership may not. However, there is no question that the field requires strong
leaders. This distinction helps focus resources for both individual career development as well as for the development of
more targeted instructional resources (i.e., just-in-time learning, job aids, and milestone-based career progression).
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Performance Objectives

Policy Engagement

I want to approach you; | want to have a dialogue with you. | want to make sure that we're on
the same page. If | was to train my earlier stuff, | would just make sure that | always check in I'm
say, “Hey, let's go over this real quick. Let's make sure that we're up to speed on whatever sce-
nario.” Policy is a big thing in what we do in healthcare. Obviously, you live and die by policy and
just making sure that someone is comfortable with those things and how to apply policy to real-
life situations, et cetera. (Listening Session #4)

° ESSENTIAL PERFORMANCE OBJECTIVES

Policy Engagement aﬁﬁ
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() PURPOSE
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CREATES FEEDBACK LOOPS WITH/ IS BOTH
A REQUIREMENT AND A DEPENDENCY...

Like Leadership, not every IPC, HAI, and AR professional must directly engage with policy, while all personnel are affected
by policy engagement. Again, this distinction helps direct career paths and curricular development.

Policy engagement is also a technical skill. 1t is the spectrum of skills needed to address public health concerns and needs
of local, state, and federal policymakers and partners.®! Understanding distinctions in legal, ethical, and organizational
practices is a knowledge-based endeavor. It will always require developing new technical/systems knowledge when the
policy engager is placed in a new context, particularly changing roles in different jurisdictions.
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Performance Objectives

Strategic Partnerships

I think trust is 100% vital in us being able to do our jobs. Being from a State Health Department, if
we don't have the trust of our facilities or the trust of our Infection Preventionist, that really limits
the amount of work that we're able to do and the effectiveness of our work. | know, for us, rela-
tionship building has been very important. Creating cohorts or creating these little groups within
our state itself of peer-to-peer groups, but then also | think partnering with the correct stakehold-
ers and then having those stakeholders, we almost say endorse us. State survey will often en-
dorse our program and say, "Hey, these individuals can help you. We would really recommend
you reach out to them and speak to them." (Listening Session #6)

° ESSENTIAL PERFORMANCE OBJECTIVES

Strategic Partnerships ﬁ@
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DIVERSITY &

@ eurpose INCLUSICN
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() 1SREQUIRED FOR THESE SKILLS...

CREATES FEEDBACK LOOPS WITH/ IS BOTH
AREQUIREMENT AND A DEPENDENCY..,

Strategic partnerships is defined as negotiating, building, and maintaining partnerships with other organizations that are
key organizations in the community that can assist you in achieving your goals.?® It is an objective to develop strategic
partnerships, particularly across resource-diverse organizations, that may lead to positive public health outcomes. It’s
important to remember that, while these partnerships are objectives, they are enabled by transferrable skills, and they
enable other objectives and skills.

Listening session participants emphasized the role that D&I plays in making partnerships possible. However, strategic
partnerships also help achieve better representation, allowing the value of D&I to be embodied in their work.
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Values & Attitudes
Values & Attitudes

Openness to Learn

My learning experience that | often enjoy is a conference-type setting, where there are many
things going on at one time, and you can pick what's interesting to you, meet people from other
spaces or similar spaces that you work in, and network, with a little fun added in. (Listening Ses-

sion #5)

° ESSENTIAL VALUES/ATTITUDES

Openness to Learn -‘@l-

N’

() PURPOSE COMMUNICATION
PROFESSIONALISM
@ REQUIRES THESE SKILLS..

() 1SREQUIRED FOR THESE SKILLS...

CREATES FEEDBACK LOOPS WITH/ IS BOTH
AREQUIREMENT AND A DEPENDENCY...

To define openness to learn, we used by proxy the definition of open-mindedness which is an individual’s ability and
willingness to consider ideas and opinions that are new or different from their own, enabling change or growth. [*°!

From expanding one’s domain-specific knowledge, to hearing a different point-of-view, the participants shared numerous
stories in which their openness to learn was evident. This openness not only facilitates more competent work, but it also
allows for quicker “pivots,” changing directions or tactics as information updates.
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Values & Attitudes

Diversity & Inclusion

We are the melting pot a lot of people will call us. We have many different cultures, and the bar-
riers and frustrations | think would come from ESL many of the times, however, we did have ac-
cess to translators, of all languages. That really helped. At any given time, we could call a certain
number and have a third-party interpreter on the phone with us. That was good to get through
some of those barriers, and every culture is different. You'll have some cultures where they love
to talk story, they'll talk all day, and then you'll have other cultures who you get a mm-hmm, a
yes, mm-mmm, very conservative and reserved and cautious, and your main point of all of these
calls is to collect data, that's the bottom line, our data is so important at the end of the day.

(Listening Session #2)

° ESSENTIAL VALUES/ATTITUDES
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Diversity reflects the changing demographics of the US population and the public health workforce itself. Inclusion is the
effort to fully incorporate workers representing diverse populations into health solutions. Together, they enable agencies
to better relate to the populations they serve (including ones at higher risk of adverse health outcomes), provide a larger
recruitment pool, and improve employee retention.® The participants shared experiences of how incorporation of D&I
principles supported their work. These experiences align with empirical work in cognitive science. For a review of oppor-
tunities and challenges across the applications of D&l (e.g., team composition criteria, operationalization) see Mello &

Rentsch, 2015.24

151



Values & Attitudes

Self-efficacy

It's one of those things is you sink, or you swim. | chose to swim. | can't speak for others.
I have a feeling, though, that if you don't have that mentality if you choose to swim, you
might get left behind, unfortunately, especially in a time of constant change. If you aren't
given the education or even some of the resources or aren't being mentored by somebody
as strong to show you the way, | feel like you can get left behind. (Listening Session #2)

° ESSENTIAL VALUES/ATTITUDES
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Self-efficacy refers to an individual's belief in his or her capacity to execute behaviors necessary to produce specific per-
formance attainments.!?>! Briefly, self-efficacy is believing that you can do something. Where it becomes complicated is
that, like many belief structures, part of the puzzle lies in one’s perception of one’s own skills. The other part is in the
perception of the system in which one finds oneself.

This means that developing a keen sense of accurate self-efficacy requires elevated levels of emotional intelligence in
multiple parties.

Italsois useful to value self-efficacy in the public (to avoid the “it won’t make a difference” mentality that keeps individuals
from acting in their best interest).
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Values & Attitudes

Networking

I think having those relationships with stakeholders and entities within your state, but addition-
ally having those relationships with your facilities and your local health jurisdictions. One way |
think we've done that is just building that network of infection preventionist throughout our state.
We have a Listserv that we use that all emails go out on and communication. Any infection pre-
ventionist can type a question on that and then they can get resources and things like that. |
think doing kind of the like, "Hey, we're all on the same team here. We all want to improve infec-
tion control." We can bounce ideas off of one another. Making that network has been really im-
portant for us. | think without trust or without facilities trusting us, we really would not be able to
do our jobs at all.

(Listening Session #6)

° ESSENTIAL VALUES/ATTITUDES
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AREQUIREMENT AND A DEPENDENCY..,

Networking involves making contacts and building relationships with people who work in the field of public health.!2%!
Networking among other IPC, HAI, & AR professionals is so integrated into the PHW fabric, that Listening Session partici-
pants spontaneously took the opportunity to do so during sessions. That is, rather than simply conversing in response to
the questions, participants would post resource links in the Zoom chat and some exchanged contact information to stay

in touch after discovering shared experiences.

Networking provides academic, social, and professional support to the PHW which allows that workforce to be sustained
and continue developing (avoiding stagnation or resignation). Personnel can and should be supported in networking ef-
forts because networking helps meet PH objectives.
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Values & Attitudes

Community Building & Sustainment

Relationship building is key. | feel like the soft skills, and how we talk with each other at work,
how we are held accountable, hold ourselves accountable for work, just a lot of the soft skills are
just, | found so important because during COVID we hired a lot of folks that, | mean, to be frank,

we wouldn't have hired before COVID because they didn't have a lot of the extensive experience in
public health that we used to look for when we hired folks. (Listening Session #2)

° ESSENTIAL VALUES/ATTITUDES

Networking/Community ﬁ
Building & Sustainment @

—_

SELF-EFFICACY

DIVERSITY &

. PURPOSE INCLUSION

@ REQUIRES THESE SKILLS.. iLR;ﬁTKE‘iIg

() ISREQUIRED FOR THESE SKILLS... PROBLEM

CREATES FEEDBACK LOOPS WITH/ IS BOTH SOLVING
AREQUIREMENT AND A DEPENDENCY...

Community building is a process aimed at strengthening the capacity of individuals and organizations to develop and
sustain conditions that support all aspects of community life.!?”! It is too obvious to point out that Community Building is
Essential—public health work is always going to involve communities. However, what is important to note is that it has
been placed in the present taxonomy as a value. This is because it is a driving priority, and when personnel value commu-
nity building, they have a why—they have a reason to do things a certain way. That attitudinal position applies to com-
munities within their organizational and team structures as well as the communities they serve.
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PRIORITY VALUE: Trust will impact the effectiveness of every objective

Values & Attitudes

Developing & Maintaining Trust

I had a similar situation to 2002 running the COVID response in our county health department.
The staff all know their temporary position, so I'd constantly get questions about the status of the
funding, "How much longer is this going to be?" | told them, "I can't really answer that because |
don't know and our leadership doesn't know." If elected officials would come out and say the pan-

demic is over, or it's not a priority anymore, this would cause immense stress and anxiety to the

staff. We didn't really have any really training to navigate that, we just had to build relations
with our teams and say, "Look, I'm in the trenches here with you, I'm sharing with you what the
best information that | have with me, at this moment. | promise you that as soon as | hear any-
thing about that, | will try my best to give you ample notice If there is something going on with
the funding so you have time to prepare to look for other positions. (Listening Session #2)

° ESSENTIAL YALUES/ATTITUDES

Developing and §9g
Maintaining Trust SEC

MAINTAINING TRUST

CREATES TIME/CONDITIONS FOR
DESIRED OUTCOMES TO WORK BY
ACCEPTING VULNERABILITY IN
ANTICIPATION OF THE DESIRED

OUTCOME./__—-—

A W i

THIS MEANS TRUST MUST BE ASSESSED ALONGSIDE TRAINING. ITIS
ESSENTIAL TO ELICIT TRUST TO GET BUY-IN, PARTICIPATION,
COLLABORATION, ETC. HOWEVER, THE IMPACT OF PH/IC ACTS ON
TRUST ARE RARELY MEASURED EMPIRICALLY OR USED AS A METRIC OF

PURPOSE ASSESSMENT FOR OUTCOMES (NEITHER IN FIELD NOR IN TRAINING).

@ REQUIRES THESE SKILLS...

A conceptually useful definition of trust is “a particular level of subjective probability with which an agent [the public]
assesses that another agent or group of agents will perform a particular action and in a context which affects his own
action.”[?8l

Another “gold seal” priority Essential, developing and maintaining trust is required to accomplish any IPC, HAI, and AR
work according to the listening sessions. From the trust placed in data to the reliability of teams to complete tasks, it is
everywhere. Instructional efforts should pull from research in the field of trust (c.f., Feitosa et al., 2020 for a meta-
analysis of trust and team performance)?® and apply practice developing and maintaining trust in training scenarios.
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Values & Attitudes

Teamwork

We had always taken a team approach to onboarding and onboarding matters. Can you
teach anybody infection prevention control? Heck yes, you can, but they have to come
with certain skills. (Listening Session #3)

° ESSENTIAL VALUES/ATTITUDES

Teamwork 000

TRUST

NETWORKING/COM

. PURPOSE MUNITY BUILDING

@ REQUIRES THESE SKILLS.. STRATEGIC
PARTNERSHIPS

() ISREQUIRED FOR THESE SKILLS...

CREATES FEEDBACK LOOPS WITH/ IS BOTH
AREQUIREMENT AND A DEPENDENCY...

Listening session participants shared experiences that reflected a challenge to balance individual responsibility and con-
tributions with constant needs for team collaboration and coordination.

The authors recommend applying work conducted in the interdisciplinary research field, the Science of Team Science
(SciTS). While an emergent area of research, it has identified methods for translating research in teamwork broadly to

those who work in fields of science, such as public health.
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