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BACKGROUND AND OBJECTIVES: Managing early pregnancy loss (EPL) with
expectant, medication, and manual vacuum aspiration (MVA) management in
primary care is safe, effective, and acceptable, yet, few family physicians provide
all three care options. We implemented the Miscarriage Care Initiative (MCI)
to help primary care organizations serving underserved communities and fam-
ily medicine residencies integrate comprehensive EPL treatment options into
practice. This study evaluates the effect of the MCI on provision of EPL care
and family physicians’ professional growth.

METHODS: This mixed-methods, cross-sectional study included family physi-
cian clinical champions from 13 sites who completed the MCI in 2013-2016.
Participants were invited to complete surveys and phone interviews to assess
their perceptions, experiences, and changes in clinical practice. We used de-
scriptive statistics to summarize survey data; transcripts were coded and ex-
amined through thematic analysis.

RESULTS: All respondents completed surveys, and 11 (84.6%) completed in-
terviews. After the MCI, nearly all sites (92.3%) offered expectant and medica-
tion management options; eight (61.5%) provided MVA for EPL. All residencies
integrated comprehensive EPL management into their didactic curricula. Com-
mon challenges to integrating care included administrative resistance around
EPL management similarities to abortion, and time to navigate logistics. The
MCI supported family physicians’ leadership development and may contribute
to increased continuity of care.

CONCLUSIONS: The MCI successfully expanded the availability of EPL man-
agement options and residency training in primary care. Future research should
explore the program’s sustainability on EPL care provision and training, and
strategies to scale up such a model.

(Fam Med. 2020;52(10):707-15.)
doi: 10.22454/FamMed.2020.130959

early one in five pregnancies
N end in early pregnancy loss

(EPL), also known as miscar-
riage, and usually in the first trimes-
ter.! For pregnant people and their
families, EPL can be a traumatic ex-
perience. This may be further com-
plicated when patients are referred
to emergency rooms and unfamiliar
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specialists for care. While EPL has
been managed with dilation and cu-
rettage in the operating room, treat-
ing EPL in office-based primary
care settings is safe, effective, less
costly, and acceptable.? Treatment
options include expectant manage-
ment (“watch and wait”), medica-
tion management with misoprostol,

and uterine aspiration with manu-
al vacuum aspiration (MVA).2* Es-
timated rates of success to pass an
EPL differ slightly by treatment
and miscarriage subcategory. With
expectant management, by day 14,
success rates range from 52%-84%.°
For medication management with
one misoprostol dose, success rates
range from 81%-93%.5 With MVA,
success rates are 98%-100%; it is
equally effective as dilation and cu-
rettage and has fewer risks of bleed-
ing complications.”

Patients prefer receiving EPL
treatment in primary care settings
due to privacy, efficiency, and com-
fort with one’s own clinician.” Ex-
panding EPL management in these
settings may enhance care by offer-
ing continuity, thorough information
and communication about their EPL,
emotional support, and patient-cen-
tered counseling for informed deci-
sion-making with the patient’s usual
clinician.®!! Qutcomes improve when
patients actively participate in the
decision-making process about how
to manage their EPL."2

Family physicians represent over
one-third of primary care clinicians
in the United States and are most
likely to practice in underserved ur-
ban and rural communities where
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York, NY (Dr Breitbart, and Mss Srinivasulu,
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University Silver School of Social Work (Dr
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access to specialist care, such as ob-
stetrics and gynecology (Ob/Gyn), is
limited.**!® Their scope of practice
includes outpatient procedures and
maternal and reproductive health
care, including prenatal care, con-
traception, abortion, and identify-
ing and managing EPL.1%17 Despite
this, family physicians provide lim-
ited EPL care in practice; most of-
fer only expectant management.!8®

Family medicine residents are not
routinely taught medication manage-
ment and uterine aspiration.?’ Some
residency programs are working to
increase EPL training, often support-
ed by The Center for Reproductive
Health Education in Family Medi-
cine (RHEDI). Their model includes
training in full-scope EPL manage-
ment, contraception, patient-cen-
tered counseling, and abortion care,
though residents may opt out from
performing abortions.?' Additional-
ly, 10 family medicine programs in
Washington implemented the Res-
idency Training Initiative in Mis-
carriage Management (RTI-MM) to
address identified gaps in EPL care
training and MVA.%2 Beyond train-
ing, administrative resistance and
managing clinic flow logistics may
limit clinicians’ abilities to integrate
comprehensive EPL management
into primary care.?

The Reproductive Health Access
Project (RHAP) trains, supports,
and mobilizes family physicians and
other primary care clinicians to in-
tegrate abortion, contraception, and
EPL care into their practices and to
advocate for improved access in their
communities. RHAP implement-
ed the Miscarriage Care Initiative
(MCD) in 2013 to assist family phy-
sicians in expanding access to full-
scope EPL management options in
primary care settings and family
medicine residency programs. This
study evaluates the MCT’s effects on
primary care sites’ provision of com-
prehensive EPL care and residency
training, and on family physicians’
professional growth. Additionally, we
assessed participants’ satisfaction
with MCI components, perceptions
of challenges to integrating EPL care
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into practice, and potential benefits
to patients.

Methods

Program Description

The MCI provided intensive support
to family physicians and their pri-
mary care organizations to help in-
tegrate comprehensive EPL care into
practice. It sought to (1) increase the
availability of expectant, medication,
and MVA management of EPL to im-
prove patients’ access to care with-
in their medical homes; (2) increase
the availability of training for family
medicine residents in all three treat-
ment options; and (3) support family
physicians’ professional growth. The
MCI was informed by the RTI-MM,
Ipas, and Provide, whose programs
worked with clinical champions and
provided site-wide technical assis-
tance to change practice.??4%

RHAP recruited potential partici-
pants through outreach with family
physician colleagues and networks
across the United States and post-
ing a call for applicants on their web-
site. From 45 applications received
from 2013-2016, RHAP prioritized
selecting annual cohorts of approxi-
mately five organizations with high
prenatal patient volume and that
predominantly care for medically
underserved communities, as well
as family medicine residencies and
federally qualified health centers.
Sites were ineligible if they provid-
ed abortion care.

Each organization selected one
attending family physician clini-
cal champion to work directly with
RHAP to spearhead MCI activities.
As part of the MCI, clinical cham-
pions were tasked to develop teams
of clinicians, residents, administra-
tors, and/or nurses to plan and exe-
cute implementation processes, train
staff, and participate in a learning
community with other clinical cham-
pions in their cohort. Agency leaders
approved and signed their organiza-
tion’s application to strengthen ac-
countability to MCI activities.

Clinical champions were required
to be competent to provide patient-
centered pregnancy options counsel-
ing and counseling for EPL. From
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2015 onward, due to the MVA train-
ing partner ending training oppor-
tunities, MCI sites were required
to have their clinical champion or a
clinical team member experienced
in providing MVA. RHAP’s medical
director participated in applicant in-
terviews to determine whether they
possessed sufficient experience.

At the start of each cohort, RHAP
conducted a needs assessment with
each site and developed an im-
plementation work plan. All sites
required assistance navigating ad-
ministrative and logistical challenges
to change practice, like developing
protocols and negotiating changes
with organizational leadership. Five
clinical champions required MVA
training and six required ultrasonog-
raphy refresher training, whereas
others (or clinician colleagues) were
sufficiently trained through residen-
cy and prior work experiences. All
had strong patient-centered counsel-
ing skills and were able to prescribe
misoprostol for medication manage-
ment.

Clinical champions and their re-
spective organizations received a
range of technical assistance and
funding support. This included pol-
icies and procedures documents;
electronic health record templates;
patient education fact sheets on each
EPL treatment option; sustainability
planning guidance; residency curri-
cula materials; training guides on
all options; patient-centered EPL
counseling; mentorship on process-
es of introducing practice change;
group calls to share challenges and
successes; individual check-ins; ul-
trasound machines; start-up miso-
prostol supplies; MVA supplies;
arrangements for ultrasonography
refresher training; arrangements
for MVA training; and financial as-
sistance to attend conferences.?® Ad-
ditionally, RHAP provided guidance
on how to facilitate values clarifica-
tion workshops with staff. Though
these workshops are commonly as-
sociated with helping health pro-
fessionals clarify attitudes toward
patients’ pregnancy decisions, they
can also address health care provi-
sion barriers stemming from stigma
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and misinformation.?”?® Depending
on sites’ needs, they received all or
some of the aforementioned sup-
port. Due to funding limitations, only
clinical champions were eligible for
training opportunities and confer-
ence support. Each site’s project pe-
riod ranged from 12-18 months.

Study Design and Data

Collection

In 2017 we employed a sequential
mixed-methods, cross-sectional study
design consisting of surveys and sub-
sequent semistructured, in-depth in-
terviews. We purposefully sampled
all family physician clinical champi-
ons who completed the MCI (n=13)
to capture the experiences of indi-
viduals most closely involved in the
program, receiving the most support,
and representing each site. In order
to receive MCI support, all clinical
champions agreed to participate in
at least the survey portion of the
study. The 13 sites were involved
for the full 12-18-month MCI project
period. Though RHAP implement-
ed the MCI with 16 clinical sites

from 2013-2016, three began in late
2016 and had not yet received the
full range of support by the time of
data collection, thus were excluded
from the study.

The survey included items regard-
ing clinical champions’ perceptions
and satisfaction with the aforemen-
tioned MCI components, resources,
and training, EPL service provision
before and after the MCI, new cli-
nicians offering EPL management
post-MCI, and changes in residen-
cy training. The semistructured in-
terview guide explored participants’
pre-MCI goals and expectations, ex-
periences during the MCI, organiza-
tional changes, challenges to change
practice, perceived benefits of the
MCI, and feedback to improve the
initiative (Table 1). Staff piloted both
instruments with family physicians
associated with RHAP and refined
them accordingly.

We emailed a web-based survey
hosted on SurveyMonkey to the 13
clinical champions representing MCI
sites. We sent three reminder emails
to nonresponders. Once respondents
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completed the survey, we contacted
them via email and asked them to
participate in phone interviews with
one of seven master of social work
candidates trained in in-depth inter-
viewing at New York University. Two
declined to participate in interviews.
Interviewers had no relationship
with participants prior to the study.
They obtained verbal consent upon
starting the interview. Interviews
were audio-recorded and lasted 30
minutes on average. Recordings were
destroyed after verbatim transcrip-
tion. As this study involved a small
sample of family physicians with
ongoing professional relationships
with staff and others in the family
medicine field, we did not collect de-
mographic information to preserve
respondent confidentiality.

Measures and Data Analysis

To measure the extent to which MCI
outcomes were achieved, we utilized
a program evaluation framework de-
veloped by the authors. We employed
the logic model approach to evalua-
tion, which maps MCI activities to

Table 1: Semistructured, In-depth Interview Questions Matched With MCI Study Outcomes

MCI Study Outcomes

Interview Domain

Interview Questions

goals
Increased availability

Pre-MCI expectations and

Taking us back to when you applied to participate in the MCI, what
were your expectations of the program?

When you, your team, and the RHAP staff did an assessment of
your site’s specific needs, what goals did you identify?

of expectant,
medication, and MVA
management of EPL
MCI

Experiences and
perceptions regarding the

How did the MCI program meet your expectations?

Have you been able to successfully meet the original goals that you
identified for your site? How so?

AND

Increased availability change

Challenges in
implementing MCI and
efforts to achieve practice

What challenges have you experienced in trying to achieve your
original goals? How did your goals change over time?

of residency training
for family medicine
residents in all three

Perceived organizational
and community benefits of
MCI training

How would you describe the way the program has affected your
organization as a whole? Your patients?

EPL treatment options

MCI

Suggestions to improve

Is there any kind of training or support you would have liked to
receive that you didn’t get through the MCI?

What recommendations do you have to improve the MCI?

Clinical champions
experience professional
growth

Perceived professional
benefits of MCI training

health center?

How has your participation in the MCI impacted your role in your

How has your participation in the MCI impacted your professional
life outside of your health center?

Abbreviations: MCI, Miscarriage Care Initiative; MVA, manual vacuum aspiration; EPL, early pregnancy loss.
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short, medium, and long-term out-
comes (Figure 1). This allowed us to
define the intended links between
program resources, strategies, im-
mediate results, and desired accom-
plishments.®

Through the survey, we measured
satisfaction with technical assis-
tance components by rating various
elements on a 5-point Likert scale
ranging from strongly disagree (1)
to strongly agree (5). Changes in
EPL care provision were measured
by the number of sites that offered
expectant, medication, and/or MVA
management pre and post-MCI.
Changes in residency didactic train-
ing curricula were measured simi-
larly. Respondents indicated yes or
no regarding whether the num-
ber of clinicians offering each type
of EPL treatment option increased
post-MCI.

Through interviews, we explored
clinical champions’ barriers to imple-
menting EPL care to contextualize
the extent to which sites were able

to utilize MCI technical assistance to
change practice. We examined per-
ceived professional benefits from par-
ticipating in the MCI. Though it is
outside of the scope of this study to
fully assess long-term outcomes, we
also report on perceptions of poten-
tial patient benefits to having EPL
care offered within primary care.
We analyzed survey data using
descriptive statistics in SPSS 26 (Ar-
monk, NY). A RHAP affiliate with a
doctorate in education who is trained
in program evaluation and qualita-
tive research conducted qualitative
analysis. Utilizing thematic analysis,
the analyst first read and annotated
all transcripts to draw themes from
the data.?® She organized themes
into categories based on the program
evaluation framework and developed
a codebook accordingly. She coded
each transcript independently and
continuously compared, compiled,
and synthesized coded themes with
respect to the evaluation framework.
Subsequently, she debriefed findings

with the research team to interpret
results. Coding and analysis were
done by hand. The team practiced
reflexivity throughout the analysis
process by noting biases as practi-
tioners and advocates who support
expansion of contraception, EPL, and
abortion in primary care.

The Institutional Review Board of
the Institute for Family Health ap-
proved this study.

Results

Participant Characteristics

The entire sample took the survey
(100% response rate) and 11 respon-
dents (84.6%) completed interviews.
Table 2 shows respondents’ practice
setting characteristics, MCI technical
assistance received, and satisfaction
with MCI technical assistance. Par-
ticipants represented diverse prima-
ry care settings caring for medically
underserved communities in Califor-
nia, Colorado, Illinois, Maine, Michi-
gan, Montana, North Carolina, and
Washington.

Figure 1: Conceptual Framework to Evaluate MCI Effectiveness in Achieving Desired Outcomes

MCI Activities

Training for

Short-Term

Outcomes

Medium-Term

Outcomes

Long-Term

Outcomes*

clinical
champions:
ultrasonography
refresher, MVA
Resources:
policies and
procedure
documents,
electronic health
record templates,
patient education
factsheets, MVA
supplies,
misoprostol,
residency curricula
materials, training
guides, ultrasound
machine
Mentorship:
Guidance in
practice change
process, values
clarification
training, group
calls, individual
check-ins
Conference
attendance

Clinical champions
received and/or
utilized technical

ce

Clinical champions
are satisified with
technical
assistance
components.

components that
match needs
identified on needs
assessment.

»{ With MCI support,

clinical champions
take steps and
overcome
challenges at their
sites to change
EPL care practice.

-

Increased Patients have
availability of increased access
expectant, to high-quality,

medication, and
MVA management
of EPL at
participating
primary care sites.

\

Increased
availability of
residency training
for family medicine

comprehensive

EPL treatment
options within their

medical homes.

Family medicine
residents
continuously learn,
provide, and teach

residents in > t
expectant, others to provide all
medication, z;md EPL care options in
MVA management primary care
of EPL. settings.

Clinical champions
experience
professional
growth.

Abbreviations: EPL, early pregnancy loss; MCI, Miscarriage Care
Initiative; MVA, manual vacuum aspiration.

*|t was outside of the scope of this study to
fully assess long-term outcomes of the

MCI.
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Table 2: Practice Characteristics and Satisfaction With Technical
Assistance Among MCI Survey and Interview Participants

Characteristics Surve;; ::;-t:i;):ipants Interviem ::Jr-t)icipants
Practice Setting
FQHC 10 (76.9%) 8 (72.7%)
Non-FQHC community health center 1(7.7%) 1(9.1%)
Nonprofit independent clinic 1 (7.7%) 1(9.1%)
Women’s prison 1 (7.7%) 1(9.1%)
Family medicine residency site 8 (61.5%) 6 (54.5%)
US Geographic Region of MCI State
Northeast 1 (7.7%) 1(9.1%)
Midwest 5 (38.5%) 4 (36.4%)
Southeast and Southwest 2 (15.4%) 2 (18.2%)
West 5 (38.5%) 4 (36.4%)
Technical Assistance Received
Ultrasonography training 6 (46.2%) 5 (45.5%)
MVA training 5 (38.5%) 5 (45.5%)
Ultrasound machine 5 (38.5%) 4 (36.4%)
Supplies and equipment (misoprostol, dilators, etc) 8 (61.5%) 7 (63.6%)
Administrative tools 11 (84.6%) 10 (90.9%)
Satisfaction With Technical Assistance Components*
Patient education resources were helpful 8 (100%) 6 (100%)
Ultrasound training enhanced skills to teach others 6 (100%) 5 (100%)
MVA training enhanced skills to teach others 5 (100%) 5 (100%)
Easy to establish ordering system 7 (87.5%) 6 (85.7%)
Supplies and equipment adequate 7 (87.5%) 7 (100%)
Ultrasound machine was adequate 2 (40%) 1 (33%)

Abbreviations: MCI, Miscarriage Care Initiative; FQHC, federally qualified health center; MVA, manual vacuum aspiration.

*Denominators for survey participants in order of characteristics listed: n=8, n=6, n=5, n=8, n=8, n=5. Denominators for interview participants in
order of characteristics listed: n=6, n=5, n=5, n=7, n=7, n=3.

Quantitative Results

Satisfaction With MCI Technical
Assistance (Table 2). All respon-
dents from residency sites (n=8)
found RHAP patient education re-
sources and clinical tools on EPL
counseling and treatment types help-
ful for incorporating into didactic
curricula. Among those who received
support with ordering and start-up
supplies (n=8), most (87.5%) found
it easy to establish an ordering sys-
tem and the supplies adequate. Five
participants received an ultrasound,
but most (60.0%) disliked using it
due to difficulties determining early
pregnancy viability. One champion
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continued to use it, another con-
vinced their site to purchase a new
one, and another sent patients else-
where to obtain sonograms.

EPL Management Provision.
Figure 2 illustrates changes in EPL
treatment option availability across
sites before and after the MCI. After
the MCI, all sites (100%) offered ex-
pectant, 12 (92.3%) medication, and
eight (61.5%) MVA management.
Prior to the MCI, two sites did not
offer any EPL care options; after-
ward, one integrated expectant and
medication management, the other
integrated all three services (Table

3). Two sites did not implement any
new treatment options. After the
MCI, the eight residency sites in-
tegrated all EPL treatment options
into their didactic training curricula.
Four provided patients with compre-
hensive services, and three provided
medication and expectant manage-
ment. At sites that already provid-
ed expectant (n=11) and medication
management (n=7) prior to the MCI,
four (36.3%) increased the number of
clinicians able to provide expectant
management, and three (42.9%) for
medication.
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Figure 2: Changes in Early Pregnancy Loss Management
Options Provided After Miscarriage Care Initiative (N=13)

13

No. of Project Sites

Expectant management

u Pre-MCI

11
10
8
8 7
6
4
2
0
0
Medication management

Abbreviation: MCI, Miscarriage Care Initiative.

12

Uterine aspiration (MVA)

Post-MCI

Table 3: Primary Care Sites’ Provision of EPL Care
Options Pre- and Post-MCI (N=13)

Number of EPL Care Options Provided Sites Pre-MCI Sites Post-MCI
0 options 2 (15.4%) 0 (0%)
1 option* 4 (30.8%) 1(7.7%)
2 options* 7 (53.8%) 4 (30.8%)
3 options 0 (0%) 8 (61.5%)

Abbreviations: EPL, early pregnancy loss; MCI, Miscarriage Care Initiative.

*In this study, all sites that provided one option offered only expectant management; all who
provided two options offered expectant management plus medication management. No other

combination of services was observed.

Qualitative Findings: Challenges
in Integrating EPL Care (Table 4)
Though all sites offered at least
expectant management post-MCI,
participants expressed challeng-
es to increase the types of options
available. Obstacles centered on
administrative concerns regarding
similarities between MVA for EPL
and abortion care and having suffi-
cient time to navigate EPL practice
change as a busy clinician.

Administrative Concerns With
Similarities Between MVA for
EPL and Abortion. In some com-
munities, the political climate around
abortion affected administrative will-
ingness to introduce MVA for EPL.
Some organizations delayed clinical
champions’ efforts due to discomfort

that providing EPL care would lead
to providing abortion. Two sites were
unable to overcome this administra-
tive resistance. A respondent from
one site explained,

As soon as [the new chief medical
officer] saw that the organization
sponsoring [the MCI] had [some-
thing] to do with abortions, he
started throwing roadblocks and I
couldn’t get him to sign off on the
contracts. —Participant 5

Time to Navigate Practice
Change Logistics. Incorporating
practice and residency curricula
changes for expectant, medication,
and MVA management required
navigating many logistics. These in-
cluded,

NOVEMBER-DECEMBER 2020 - VOL. 52, NO. 10

making sure policies were in place,
making sure our staff understood
how the procedure worked, that all
the equipment was there when we
needed it (Participant 1);

and determining

‘when we would provide the proce-
dural services and how we would
have that staffed appropriately,
while at the same time not affecting
our productivity’ in a busy commu-
nity health center. —Participant 8

This was particularly challenging
as family physicians see many pa-
tients with unique needs daily. The
MCI did not cover administrative
time for clinical champions to prob-
lem-solve these challenges, which
presented as “the biggest barrier”
for some (Participant 4).

Qualitative Findings: Clinical
Champions’ Professional Growth
(Table 4)

Despite challenges, respondents
overall felt the MCI expanded their
skills and supported their profes-
sional growth by positioning them
as family medicine leaders in EPL
care and connecting them to a like-
minded family physician community.

Developing EPL Care Lead-
ers in Family Medicine. One
participant explained that the MCI
“paved the way for me to...have
that broader conversation [at work,
and] to be taken seriously” (Partici-
pant 6). Another emphasized the
status they now have to educate
about these topics:

This little family doc in the middle
of [a small town] would be able to
give you a lecture on miscarriage or
contraception... It’'s one more thing
that I can put on my CV to help
people trust that I can share knowl-
edge with them. —Participant 3

Respondents also felt the MCI
changed their relationships with
colleagues, as they became key con-
tacts for questions about EPL. Many

FAMILY MEDICINE
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Table 4: Family Physician Clinical Champions’ Experiences With and Perceptions of Challenges
to Integrate EPL Care, Professional Benefits of the MCI, and Effects on Patients

concerns with
similarities between
MVA for EPL and
abortion

Theme Explanation Quote
Challenges in Integrating EPL Care Into Primary Care Practice
“The residency program slowed it down because... their
board got nervous that if they were doing miscarriage,
they would slide into doing abortion... They were
Administrative The political climate around abortion going to put a lot of restrictions, like there had to be

affected administrative willingness to
introduce MVA for EPL due to perceived
similarities between MVA for EPL care
and aspiration abortion.

two doctors signing off on every ultrasound and a
radiologist, and it was all around being nervous that the
miscarriage guidance would transfer into abortion... I
wasn’t expecting that at all because we didn’t even say
the word ‘abortion’ once in the whole [project]... I had to
actually go to two board meetings to speak up in order
for them to accept and start using the grant they had
already been awarded.” (Participant 3)

Having time as
a primary care
clinician to navigate
practice change

Despite MCI support to address
logistical challenges to change EPL care
practice, clinical champions’ felt they
did not have sufficient time to uphold
patient care responsibilities and to

“What was unexpected for me, was how logistically
challenging it would be [to] actually implement
[medication and MVA management] in the clinic itself.

I really had an expectation that it would take a lot less
time than it has... The biggest barrier is time—time,
you know, for me to like sit down and train the providers

logistics navigate practice change logistics. and also figuring out how to integrate it into our clinic
schedule has been really challenging” (Participant 4)
MCI Contributions to Clinical Champions’ Professional Growth
. The MCI positioned chmc.al champlor.ls As family physicians, “we can really practice at the
Developing EPL care | as knowledgeable and active leaders in . .. , \e
. . 1 . e highest scope of our training...It’s the act of recognition
leaders in family EPL care, within the family medicine . . . »
- . that our providers are really capable of doing this wor
medicine field, who can provide care and teach

others.

(Participant 4).

Building community
and kinship within
and outside of one’s
workplace

Clinical champions valued how the MCI
helped them to build a sense of shared
purpose and community with their work
colleagues and to develop connections
with their cohort of MCI participants:
other like-minded family physicians.

“We'd like to be able to provide as much as [our patients]
need within our clinic walls. I think the providers and
clinical staff...appreciate that... [It] just made people feel
better about working for our organization because we
were making efforts to provide patients with what they
need.” (Participant 8)

Potential Benefits of the

MCI for Patients

Improving continuity
of care

The MCI helped clinical champions
offer increased continuity of care to
their patients, such that patients could
receive quality care with the clinician
and in the setting they feel most
comfortable.

“We were finally able to do this, to have a woman not
have to go to the [religiously-affiliated] hospital and be
turned away. I mean, we just have horror stories [from
before] ...people tend to go to those [hospitals] and then
get turned away or sent home bleeding...it’s emotionally
difficult...so this woman, when she was ready, we were
able to just give her what she wanted pretty quickly.”
(Participant 10)

Abbreviations: EPL, early pregnancy loss; MCI, Miscarriage Care Initiative; MVA, manual vacuum aspiration.

reported that in their organizational
culture family physicians and Ob/
Gyns traditionally played very dif-
ferent roles. The MCI broke down
these divisions: “I think that [our
Ob/Gyn colleagues] are understand-
ing more what our capabilities are
and are very respectful of it” (Par-
ticipant 6). Though participants felt
the MCI built leadership in relevant
ways, they also expressed the need
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to strengthen their leadership abili-
ties further, particularly regarding
their roles as clinical champions to
negotiate practice changes.

Building Internal and External
Community. Respondents consis-
tently emphasized and valued how
the MCI built community within
their organizations and among fellow
clinical champions. They and their

coworkers felt unified by shared ef-
forts to expand services and help
patients “continue their care” (Par-
ticipant 1).

Additionally, the MCI created new
bonds and connected respondents to
a wider, energizing community of re-
productive health and rights advo-
cates. One stated:
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Any time you can go [to meetings]
and... network and just be kind of
rejuvenated in a room full of like-
minded, energetic people, it’s help-
ful... especially for people who don’t
work in a setting where that envi-
ronment is readily available. —Par-
ticipant 2

Another explained that having
RHAP support and meeting fellow
clinical champions was “very power-
ful,” especially as a female physician
because “in this line of work, you can
feel isolated” (Participant 6).

Qualitative Findings: Improving
Continuity of Care (Table 4)
Nearly all respondents felt their suc-
cess in expanding patient care op-
portunities was the most rewarding
aspect of the MCI. They emphasized
the importance of patients access-
ing care with their family physician
within their medical home, rather
than going to unfamiliar settings.
Enhancing continuity of care by of-
fering comprehensive EPL manage-
ment can have “a lasting impact on...
patients as a whole” (Participant 8).

Discussion
The MCI successfully expanded
availability of expectant, medication,
and MVA management options at
participating primary care organi-
zations and increased the number
of family physicians offering a range
of treatment options for patients.
While most sites integrated at least
one new service, challenges emerged
around navigating administrative
resistance and practice change lo-
gistics. Similar studies have dem-
onstrated that these factors create
barriers to incorporating EPL care in
office-based settings.?2%33%32 Only one
site was unable to overcome barriers
to expand EPL care provision beyond
expectant management. Overall, re-
spondents reflected that the MCI
helped improve their institutions’
EPL practice and teaching and en-
abled them to enhance patients’ con-
tinuity of care.

The MCI supported all eight par-
ticipating family medicine residen-
cies to incorporate comprehensive
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EPL management didactic training
to residents; four residency programs
provided full-scope EPL care options
to patients. This reached approxi-
mately 32 new residents annually.
Strengthening residency training
may generate a ripple effect of new
family physicians confident and able
to provide various EPL treatment
options. This is crucial, as family
physicians are not routinely trained
in medication management of EPL
or uterine aspiration during residen-
cy.* When family medicine residen-
cies incorporate this training into
their curricula, graduates are more
likely to provide comprehensive EPL
services in practice.1%?233

Furthermore, the MCI helped clin-
ical champions develop leadership
skills to apply within their prac-
tices, communities, and the family
medicine field. During the MCI, they
were often asked to converse with
reluctant clinical staff, administra-
tors, and medical directors to nego-
tiate change. Incorporating ongoing
interprofessional training may have
helped, as including diverse staff as
teachers and learners in shared val-
ues around patient-centered care can
facilitate successful EPL practice
change.?* These skills are essential.
Administrative opposition toward
abortion care should not prevent
integrating EPL management, an
important health care priority, into
practice. Yet, it may be more difficult
to negotiate practice change today as
abortion and EPL care similarities
become closer. For example, recent-
ly mifepristone pretreatment (com-
monly used for medication abortion)
has proven to increase the efficacy
of medication management of EPL
compared to misoprostol alone.3®
This additional similarity to abor-
tion may make it more difficult for
clinicians with resistant administra-
tors to incorporate medication man-
agement of EPL into primary care
practice.

This study has several limitations.
By limiting our sample to clinical
champions, we were unable to learn
from family medicine residents,
clinical and administrative team
members, and staff who opposed

. 52, NO. 10

or engaged in the MCI reluctantly.
There may have been participation
bias, as sites self-selected to apply
to the MCI with the shared goal of
increasing EPL care provision. Ad-
ditionally, two MCI participants de-
clined interviews and may have had
different experiences compared to re-
spondents. While no study-related in-
centives were given to participants,
all received substantial financial and
technical support through the pro-
gram and continued to interact with
RHAP staff. As such, participants
may have felt pressured to share
positive experiences and minimize
negative ones. Although interviewers
were unfamiliar with clinical cham-
pions and not directly associated
with RHAP, as social work students
their interests in health and social
well-being may have influenced in-
terviews. To preserve the confiden-
tiality of the small sample, we were
unable to investigate associations
between certain MCI components
or demographic characteristics and
changes in EPL care provision. This
study may not be generalizable to
primary care sites with low prena-
tal patient volume or existing abor-
tion services, or to clinical champions
with less baseline training in EPL
counseling.

The MCI increased the availabil-
ity of EPL management options for
medically underserved communi-
ties and training for family medicine
residents. It helped develop family
physicians into leaders and build a
supportive clinician community. To
date, the MCI is one of few initia-
tives that supports primary care
sites and family medicine residen-
cies to integrate comprehensive EPL
care into practice.?2 Future research
on similar initiatives should explore
effects on diverse practice settings
with lower prenatal care volume, res-
idents’ experiences and impacts on
training, patient outcomes, and sus-
tainability of EPL service delivery
and training. Additionally, RHAP is
exploring strategies to scale-up the
MCI to support EPL practice change
for a larger cohort of primary care
organizations.
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