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Abstract

Background: Including support staff in practice change initiatives is a promising strategy to successfully implement new reproductive health
services. The Resident Training Initiative in Miscarriage Management (RTI-MM) is an intervention designed to facilitate implementation of
manual vacuum aspiration (MVA) for management of spontaneous abortion. The purpose of this study was to identify training program
components that enhanced interprofessional training and provide lessons learned for engaging support staff in implementing uterine
evacuation services.

Study design: We conducted a secondary analysis of qualitative data to identify themes within three broad areas: interprofessional
education, the role of support staff, and RTI-MM program components that facilitated support staff engagement in the process of
implementing MVA services.

Results: We identified three key themes around interprofessional training and the role of support staff: “Training together is rare,” “Support
staff are crucial to practice change,” and “Transparency, peers and champions.”

Conclusions: We present lessons learned that may be transferrable to other clinic sites: engage site leadership in a commitment to
interprofessional training; engage support staff as teachers and learners and in shared values and building professionalism.

Implications: This manuscript adds to what is known about how to employ interprofessional education and training to engage support staft
in reproductive health services practice change initiatives. Lessons learned may provide guidance to clinical sites interested in
interprofessional training, improving service delivery, or implementing new services.

© 2013 Elsevier Inc. All rights reserved.
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1. Introduction

The safety and efficacy of office-based uterine aspiration
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using manual vacuum aspiration (MVA) are known [1-3];
less well understood is how to successfully integrate the
service [4]. Using MVA to manage spontaneous abortion in
an office setting is cost-effective and permits continuity of
care in primary care settings. It also may require new staff
roles. Interprofessional and team training, which includes
training across all roles in patient care, is an innovation in
medical [5—7] and continuing [8,9] education, can facilitate
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implementation of new services [10], and has been asso-
ciated with better team communication [9] and clinical
preparedness by physicians [11]. Interprofessional training
may also be effective in achieving practice change [10,12—
16]; however, it is challenging to implement [17] and does
not yet have strong evidence to support its impact [18—21].
The small existing literature addressing interprofessional
training in reproductive health services suggests that in-
cluding support staff in practice change initiatives is a
promising strategy to facilitate implementation of new
services [4,22,23].

Our previous work [24,25] underscored the importance
of support staff in practice change but did not tell us which
parts of the interprofessional training intervention were most
important for engaging support staff in the process; this is a
key gap in the team training literature [21]. The purpose of
the current analysis was to focus on the role of interprofes-
sional training in implementing MVA services at Family
Medicine residency sites in Washington State. We used
qualitative data to highlight training program components
that enhanced interprofessional training, providing lessons
learned about engaging support staff in implementing MVA
services for spontaneous abortion.

2. Materials and methods

This study is a secondary analysis of a larger prospec-
tive mixed-methods impact and process evaluation of the
Resident Training Initiative in Miscarriage Management
(RTI-MM), which took place in Washington State from
2008 to 2010. Details of the conceptual framework, program
characteristics and study design are reported elsewhere
[24,25]. Briefly, the RTI-MM trained over 400 individuals,
about half of whom were not physicians. In this study, we
refer to these nonphysician professionals as clinical or ad-
ministrative support staff. The RTI-MM was designed to
facilitate implementation of office-based management of
spontaneous abortion, with a focus on MVA. The intervention
includes a didactic session, a hands-on simulation exercise
using a papaya model [26], and follow-up sessions targeted at
support staff and preparing systems to provide MV A services.
Support staff were encouraged to attend all training sessions.

Data collection took place between 6 and 18 months after
the initial training session and after all training sessions were
completed; timelines were different for each site based on
project rollout. All individuals (physicians and nonphysi-
cians) who attended an RTI-MM training session received a
recruitment email from the Family Medicine Residency
Network, a co-coordinating body of family medicine resi-
dency sites. Potential participants contacted the first author
(B.G.D.) to learn more about the study, review the consent
process and schedule an interview. The first author (B.G.D.)
conducted all telephone interviews, which were recorded,
and focused on use of MVA at the site prior to the RT-MM
training, the implementation process at that site, remaining

barriers to implementation, perceptions of the site champion,
and whether the similarity of spontaneous and induced
abortion was a challenge to implementing MVA at their
site. The first author (B.G.D.) transcribed each interview into
a case summary organized by interview question as a first
stage of data reduction and synthesis. She then read all
transcripts, noting the emergence of overarching themes.
Coding was an iterative process. A short initial code list was
developed, and we next refined the code list to include
emergent themes [27]. Finally, after all case summaries were
coded, we refined the code list a final time, merging over-
lapping codes and renaming codes. Following data coding,
we developed matrices [28] to display summarized data by
key themes across and within subjects [29] and stratified
by role and site [30] to facilitate comparative analyses [31].

Full results of our primary qualitative analysis, focused on
barriers and facilitators to implementation of MV A services,
are published elsewhere [25]. In this secondary analysis
[32,33], we used a subset of our data to identify themes
within three broad areas: interprofessional education, the role
of support staff and RTI-MM program components that
facilitated support staff engagement with implementing
MVA services. This study was approved by the University
of Washington Human Subjects Division.

3. Results

Thirty-six participants completed an interview, of whom
14 were support staff (8 clinical and 6 administrative) and 22
were physicians (10 residents, 12 faculty). All 10 programs
were represented in the data. We present brief exemplars for
each key theme organized by our three broad areas of
interest: “Training together is rare,” “Support staff are crucial
to practice change” and “Transparency, peers and cham-
pions” (“Champions” are key individuals in the social net-
work who support the innovation or change [15]).

3.1. Interprofessional education: “training together is rare”

Support staff and physicians spoke often about the rarity
of support staff and physicians training together. Support
staff found it novel and helpful to be included at all:

“I think the most helpful for me was that my workgroup was
included in the discussion. At first I thought well how does
this apply to me...it was good that we were included in the
discussion and they thought enough of our participation to
include us.” (Administrative support staff)

Physicians found it novel and helpful to have a forum to
hear what support staff think. “We did have support staff
present...and we discussed their biases in terms of doing this
[uterine evacuation] in the office and it was actually rather
interesting because of all the support staff, I don’t think there
was a single one [who] was in favor of doing an in-office
manual vacuum aspiration.” (Faculty MD) Several partici-
pants, both physicians and support staff, echoed a participant
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who cited “hearing the same messages” (Faculty MD) as an
important and novel part of team training.

3.2. Role of support staff: “crucial to practice change”

Both physicians and support staff acknowledged the role
of support staff in achieving practice change, but physicians
spoke about the role of support staff in implementing the
service, while support staff focused more on their teaching
roles. Two physicians noted: “It is front desk through pro-
vider, not just the provider knowing the procedure.” (Faculty
MD) and “...critical to having it happen is...support staff
who want to make it happen.” (Resident MD)

Support staff at participating residency sites spoke about
their role in practice change in terms of needing to know
about new initiatives to serve as resources for others:

“You know all the back office people serve as resources for
the residents...so even though they’re the ones using the
equipment, they really do look to the back office people for
knowing how things work and how to operate things so we
need to know how to work things.” (RN clinic coordinator)

Other support staff focused on their direct role in clinical
training: “I was interested to have the hands on experience
with the papaya...to be able to see what the doctors are doing
because that helps us in training.” (MA, clinical support staff)

3.3. RTI-MM program components: ‘“transparency, peers
and champions”

In the context of the RTI-MM focus on interprofessional
or team training, participants cited specific program com-
ponents as helpful to engaging support staff. Key among
them were transparency, knowing how peers implemented
the service, and use of physician and support staff cham-
pions at each site. Participants acknowledged appreciation
for transparency in the RTI-MM training model about what
was happening in the clinic — which service would be
provided and what it looks like. For example, one medical
assistant talked about her support staff colleagues’ discom-
fort with viewing products of conception:

“When it came time to seeing the, you know, the product
[of conception] everybody was like what? We have to
what?” (MA, clinical support staff). She then went on to talk
about how it was important that everybody understands
exactly what to expect to see during a procedure so there
were no surprises later.

Others focused on the differences and similarities between
spontaneous and induced abortion, recognizing the overlap
and distinctions, which is reiterated in the RTI-MM training:
“.it’s different, but its done like an abortion.” (RN coor-
dinator) Physicians also appreciated the opportunity to talk
about uterine evacuation with the entire healthcare team with
transparency and in a way that had the potential to change
attitudes. “The [RTI-MM was] enriching of training we
already did for support staff [who identify as anti-abortion],
they were able to think about the procedure itself in a more
positive light.” (Faculty MD and site champion)

Participants appreciated hearing about peer experiences,
how other clinics had implemented services, and common
barriers and solutions. Support staff involved in the logistics
of implementing MVA were especially receptive to peer
experiences: “We discussed scenarios and options and
questions and got some ideas how other clinics rolled out
the service and used it...” (LPN, Office coordinator)

Champions at each site were central to achieving successful
implementation and engaging support staff as champions in
addition to physicians proved especially important. One
physician champion noted: “...most importantly one of our
[support staff] champions was very positive about it...he has a
lot of respect from the MAs and staff.” (Faculty MD)

4. Discussion

Our qualitative study provides depth to previous research
that has documented the important role of support staff in
practice change initiatives and suggests that including support
staff in practice change or training initiatives is novel for
both support staff and physicians. Furthermore, being in-
cluded in interprofessional training is valued by support staff,
as is acknowledgement of their role in the teaching mission
of a residency site. Our experience suggested that transpar-
ency, having a chance to hear the opinions of others and
identifying a support staff champion in addition to a phy-
sician champion may enhance engaging support staff and
thus the success of practice change initiatives.

Our previous work revealed that perceptions of sponta-
neous abortion as “emotional” for patients and for staff and
similar to induced abortion were barriers to implementing
MVA services for spontaneous abortion, but that effective
champions and team training were facilitators at the site level
[25]. In addition, barriers were often identified as coming
from support staff. Our quantitative evaluation focused on
physician behavior change and suggested that that site-level
mean scores of support staff knowledge and attitudes were
significantly associated with individual physician self-
reported practice of MVA for spontaneous abortion [24].

Interprofessional education and training provided a
unique learning environment where physicians and support
staff were able to hear each others’ opinions. Team com-
munication has been identified as a central part of successful
practice change, whether implementing a new service or
improving the safety of existing services [9,21], and dis-
crepancies in perceptions and understandings have been
associated with adverse health outcomes [9]. The unique
learning environment of interprofessional education is also
an opportunity to engage support staff in shared values, the
democratization of clinical care and building professional
behaviors, even, or perhaps especially, in the context of
reproductive health services. Previous research has identified
a “shared mental model” [34] as key to successful teamwork,
and “collaborative clinical culture” has been found to be
associated with better patient outcomes [35]. In our previous
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work, we found that the shared values of continuity of care
and providing high-quality, evidence based and patient-
centered care helped support staff engage with implementing
miscarriage management services [25].

Despite the positive response from physicians and support
staff to interprofessional training, it was often difficult to
engage sites in this training model. Some of the difficulty was
no doubt logistical — a comprehensive interprofessional
training session may require closing the clinic. Some of the
difficulty may have come from unfamiliarity with interprofes-
sional training or a sense that support staff need not be
involved in practice change initiatives. However, sites that
successfully implemented MVA were generally those sites
where study participants articulated their role as learning and
training centers, acknowledged the role of support staff in
implementation and patient care, and “bought into” the
interprofessional training component of the RTI-MM [25].
Being included in training may also contribute to transparency
and mitigate discomfort with spontaneous abortion and the
MVA procedure expressed by support staff.

We propose lessons learned from our experience about
engaging support staff in implementing MV A services that
continue to inform our project and may be transferrable to
other practice change initiatives:

® Engage site leadership in a commitment to interprofes-
sional training

® Engage support staff as teachers and learners

® Engage support staff in shared values and building
professionalism at your clinical site

This study must be interpreted with the following limi-
tations in mind: as with all qualitative data, results may not
be generalizable beyond the study participants. Specifically,
our results may not translate to medical specialties outside of
Family Medicine or to sites not engaged in training (non-
residency sites). This study is a secondary analysis of qua-
litative data collected to examine barriers and facilitators to
implementing MVA services; data were not collected to
answer the question of how to engage support staff. Our
open-ended interview guide, however, captured much rich
information on the topic of support staff and interprofes-
sional training.

In conclusion, we identified three key themes about
interprofessional training in the RTI-MM that were useful in
engaging support staff in practice change to implement MVA
services for miscarriage: “Training together is rare,” “Support
staff are crucial to practice change” and “Transparency, peers
and champions.” We conclude that interprofessional training
can contribute to engaging support staff and thus in the
success of practice change initiatives.

Acknowledgments

We would like to acknowledge the valuable insights of
Denise Johnson-May and Mary Wallace, RTI-MM support

staff trainers. We acknowledge the assistance of Jeana
Kimball and Paul Ford with data collection. We thank all of
our study participants for their time.

References

[1] Bird ST, Harvey SM, Beckman LJ, Nichols MD, Rogers K,
Blumenthal PD. Similarities in women’s perceptions and acceptability
of manual vacuum aspiration and electric vacuum aspiration for first
trimester abortion. Contraception 2003;67:207—12.

[2] Edwards S, Tureck R, Frederick M, Huang X, Zhang J, Barnhardt K.
Patient acceptability of manual versus electric vacuum aspiration for
early pregnancy loss. ] Womens Health 2007;16(10):1429-36.

[3] Goldberg AB, Dean G, Kang M-S, Youssouf'S, Darney PD. Manual versus
electric vacuum aspiration for early first-trimester abortion: a controlled
study of complication rates. Obstet Gynecol 2004;103(1):101-7.

[4] Shields WC, Cohen EL, Turok DK. Bringing it home: our imperative
to translate reproductive health research into real practice change.
Contraception 2011;84:1-3.

[5] Brashers V, Peterson C, Tullman D, Schmitt M. The University of
Virginia interprofessional education initiative: an approach to inte-
grating competencies into medical and nursing education. J Interprof
Care 2012;26(1):73-5.

[6] Ho K, Jarvis-Selinger S, Borduas F, Frank B, Hall P, Handfield-Jones
R, et al. Making interprofessional education work: the strategic roles
of the academy. Acad Med 2008;83(19):934—40.

[7] Chakraborti C, Boonyasi RT, Wright SM, Kern DE. A systematic
review of teamwork training interventions in medical student and
resident education. J Gen Intern Med 2008;23(6):846—53.

[8] Wilcock P, Janes G, Chambers A. Health care improvement and
continuing interprofessional education: continuing interprofessional
development to improve patient outcomes. J Contin Educ Health Prof
2009;29(2):84-90.

[9] Mills P, Neily J, Dunn E. Teamwork and communication in surgical
teams: implications for patient safety. ] Am Coll Surg 2008;206(1):
107-12.

[10] Grol R, Grimshaw JM. From best evidence to best practice: effective
implementation of change in patients’ care. Lancet 2003;362:1225-30.

[11] Bandali K, Craig R, Ziv A. Innovations in applied health: evaluating a
simulation-enhanced, interprofessional curriculum. Med Teach 2012;
34(3):e176-84.

[12] Davis D, O’Brien MAT, Freemantle N, Wolf FM, Mazmanian P,
Taylor-Vaisey A. Impact of formal continuing medical education. Do
conferences, workshops, rounds, and other traditional continuing edu-
cation activities change physician behavior or health care outcomes?
JAMA 1999;282:867-74.

[13] Eccles M, Armstrong D, Baker R, Cleary K, Davies H, Davies S, et al. An
implementation research agenda. Implementation Science 2009;4:18.

[14] Grimshaw JM, Shirran L, Thomas R, Mowatt G, Fraser C, Bero L,
et al. Changing provider behavior. An overview of systematic re-
views of interventions. Med Care 2001;39(8 Supp 2):112-145.

[15] Rogers EM. Diffusion of innovations. 5th edition. New York: Free
Press; 2003.

[16] Ruhe MC, Weyer SM, Zronek S, Wilkinson A, Wilkinson PS, Stange
KC. Facilitating practice change: lessons from the STEP-UP clinical
trial. Prev Med 2005;40:729-34.

[17] Rees D, Johnson R. All together now? Staff views and experiences of a pre-
qualifying interprofessional curriculum. J Interprof Care 2007;21(5):
543-55.

[18] Hammick M, Freeth D, Koppel I, Reeves S, Barr H. A best evidence
systematic review of interprofessional education: BEME guide no. 9.
Med Teach 2007;8:735-51.

[19] Reeves S, Zwarenstein M, Goldman J, Barr H, Freeth D, Koppel I,
et al. The effectiveness of interprofessional education: key findings
from a new systematic review. J Interprof Care 2010;24(3):230-41.



B.G. Darney et al. / Contraception 88 (2013) 221-225 225

[20] Zwarenstein M, Reeves S. Knowledge translation and inter-
professional collaboration: where the rubber of evidence-based
care hits the road of teamwork. J Contin Educ Health Prof
2006;26:46—54.

[21] Rabol LI, Ostergaard D, Mogensen T. Outcomes of classroom-based
team training inerventions for multiprofessional hospital staff.A sys-
tematic review. Qual Saf Health Care 2010;19:¢27.

[22] Goodman S, Gordon R, Eckhardt C, Osborne S, Grossman D, Spiedel
JJ. Beyond education and training: making change stick. Contraception
2009;79:331-3.

[23] Leeman L, Espey E. “You can’t do that round here”: a case study of
the introduction of medical abortion care at a Univeristy Medical
Center. Contraception 2005;71:84—8.

[24] Darney BG, Weaver MR, Stevens NG, Kimball J, Prager SW. The
Family Medicine Residency Training Initiative in Miscarriage Man-
agement: impact on practice in Washington State. Fam Med 2013;
45(2):102--8.

[25] Darney BG, Weaver MR, VanDerhei D, Stevens NG, Prager SW.
“One of those areas that people avoid”: a qualitative study of
implementation in miscarriage management. BMC Health Serv Res
2013;13:123.

[26] Paul M, Nobel K. Papaya: a simulation model for training in uterine
aspiration. Fam Med 2005 April;37(4):242—4.

[27] Morse JM, Field PA. Qualitative research methods for health pro-
fessionals. second ed. Thousand Oaks, CA: Sage; 1995.

[28] Miles MB, Huberman AM. Qualitative data analysis. 2nd ed.
Thousand Oaks, CA: Sage; 1994.

[29] Ayres L, Kavanaugh K, Knafl KA. Within-case and across-case approaches
to qualitative data analysis. Qual Health Res 2003;13(6):871-83.

[30] Patton MQ. Qualitative research and evaluation methods. 3rd ed.
Thousand Oaks, CA: Sage; 2002.

[31] Bradley EH, Curry LA, Devers KJ. Qualitative data analysis for health
services research: developing taxonomy, themes, and theory. HSR:
Health Services Research 2007;42(4):1758-72.

[32] Long-Sutehall T, Sque M, Addington-Hall J. Secondary analysis of
qualitative data: a valuable method for exploring sensitive issues with
an elusive population? J Res Nurs 2010;16(4):335-44.

[33] Corti L, Thompson P, Fink J. Preserving, sharing, and re-using data
from qualitative research. In: Cassell C, & Symon G, editors. Essential
guide to qualitative methods in organizational research. London: Sage;
2004, pp. 288-301.

[34] Musson DM, Helmreich RL. Team training and resource management
in health care: current issues and future directions. Harv Health Policy
Rev 2004;5(1):25-35.

[35] Grumbach K, Bodenheimer T. Can health care teams improve primary
care practice? JAMA 2004;291:1246-51.



	“We have to what?”: lessons learned about engaging support staff in an interprofessional intervention to implement MVA for ...
	1. Introduction
	2. Materials and methods
	3. Results
	3.1. Interprofessional education: “training together is rare”
	3.2. Role of support staff: “crucial to practice change”
	3.3. RTI-MM program components: “transparency, peers �and champions”

	4. Discussion
	Acknowledgments
	References


