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ABSTRACT 
 
 

Purpose: This the purpose of this quality improvement (QI) Project was to implement a 
portal enrollment program that includes staff training and a new workflow process to provide 
accessibility to patients’ PHI and comply with federal regulations. Successful long-term 
implementation will positively affect the primary care clinic reimbursement by achieving the 
overarching goal of offering enrollment to all patients, thereby aligning the clinic with regulatory 
expectations of Health Information Technology (HIT). 
 

Methods: The project site was an FNP-owned clinic with approximately 888 active 
patients with an average of 160 patients seen monthly. The project purpose addressed through 
the implementation of three evidence-based methods, including (a) training employees on 
electronic patient portal use and enrollment; (b) providing marketing materials to patients 
presenting for visits; and (c) evaluating the success of offering “on-the-spot” electronic patient 
portal account activation through an innovative workflow. 
 

Results: 175 adult patients presented to the clinic for an appointment during the six-week 
intervention period. Of these participants, 151 were provided with a brochure highlighting the 
portal per the project workflow which was fell under the goal of 100% of patients being given 
the brochure. Additionally, 38% of patients chose to activate their portal “on-the-spot” which 
met and exceeded the goal of 20% for the intervention period. 
 

Implications for Practice: This quality improvement project provides insight into the 
effectiveness of using informational materials and a new workflow to introduce patients to a 
newly activated Electronic Patient Portal. The workflow established will continue at the clinical 
site with some minor adjustments to improve long-term sustainment. This continued process not 
only addressed the need to maintain compliance with federal regulatory expectations, but also 
laid the framework for the clinic to carry out similar quality improvement projects involving 
health information technology in the future. 
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CHAPTER ONE 

IMPLEMENTING A PATIENT PORTAL ENROLLMENT PROGRAM IN PRIMARY CARE 

Introduction 

When discussing issues related to healthcare, it seems inevitable that the conversation 

will shift to the use of technology and its application toward health. The concept is of such 

importance that the World Health Organization (WHO) recently published a global strategy on 

digital health to develop a deliberate plan for creating an infrastructure for health information 

and communication technologies. A key goal of this plan, which spans from 2020–2025, is to 

foster digital health innovations and ensure patients have universal access to their electronic 

health records (WHO, 2021). The strategy also highlights the need for enabling the exchange of 

relevant information across the health ecosystem and providing tools for the self-management of 

care (WHO, 2021). Should the meteoric rise of technological advances continue to affect 

healthcare at as rapid a rate as we have seen in recent decades, it is staggering to imagine what 

will soon be possible in providing care to patients.  

The utilization of technology for health literacy education, patient resources, and 

treatments is no longer optional, as 85% of Americans now own a smartphone, and three-

quarters of American adults own a desktop or laptop computer (Pew Research Center, 2021). 

The immediate access to information has had an impressive effect on the healthcare sector, 

ultimately driving the creation of tools like the electronic patient portal, henceforth referred to as 

“portal.” The portal tool is a secure online website that allows patients access to their personal 

health information (PHI). This access to PHI has become increasingly important in the wake of 
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the COVID-19 pandemic, as indicated by the increase from 27% in 2014 to 39.5% in 2020 in 

adults accessing their medical records from home (National Institutes of Health, National Cancer 

Institute, 2021). 

The nationwide increase in portal usage demonstrates the growing trend for using this 

digital health tool. It also underscores the importance of having such an option available to all 

patients in a given practice setting. Failure to offer portal accessibility in primary care hampers 

the future of a clinic, as it places the organization in noncompliance with national and regulatory 

standards of interoperability or the processes that support the exchange and access of health 

information (Vreugdenhil et al., 2019). For clinics seeking reimbursement, choosing not to meet 

federal regulations endangers the stability of the clinic, as compensation from federal agencies 

will only continue to build upon current interoperability expectations (Office of the National 

Coordinator for Health Information Technology [ONC], 2021). Failure to implement portals also 

does a disservice to patients, as it has been demonstrated that patients are more engaged in their 

care and show increased satisfaction rates when they can access their records online (Ramsey et 

al., 2018; Turvey et al., 2014).  

Therefore, the purpose of this quality improvement (QI) project is to implement a portal 

enrollment program that includes staff training and a new workflow process to provide 

accessibility to patients’ PHI and comply with federal regulations. Successful long-term 

implementation will positively affect the primary care clinic reimbursement by achieving the 

overarching goal of offering enrollment to all patients, thereby aligning the clinic with regulatory 

expectations of health information technology.   
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Background and Significance 

HIT innovation and use has grown exponentially and continues to drastically improve the 

quality of care to patients, with the most effective HIT heralded as a crucial component to 

closing safety and quality gaps in healthcare (Johnson, 2016). HIT encompasses many different 

types of technology, most notably the electronic health record (EHR). In 2009, Congress passed 

the Health Information Technology for Economic and Clinical Health (HITECH) Act requiring 

the replacement of all paper records with electronic systems (House of Representatives [HR] 1, 

2009). The HITECH Act was developed primarily in response to findings from the National 

Academy of Medicine report which showed that although the United States  spent more on 

health care expenditures than any other country in the world, care was often of poor quality, and 

fraught with numerous examples of patient harm and significant disparities (Gettinger & Zayas-

Cabán, 2021). These staggering observations provided the impetus for the HITECH Act and the 

subsequent financial incentives from federal agencies that administer the nation’s major 

healthcare programs (Gettinger & Zayas-Cabán, 2021). 

The HITECH Act and Meaningful Use 

The HITECH Act transformed both large and small healthcare organizations through the 

establishment of programs to promote HIT, including EHR implementation and the secure 

exchange of electronic health information (ONC, 2021). This legislation necessitated a major 

transition from paper to electronic records to ensure compliance and avoid monetary penalties. 

However, this vast transformation was validated as the HITECH Act also authorized the creation 

of incentive programs offered by the Centers for Medicare & Medicaid Services (CMS). The 

incentive program was defined through a congressional final rule entitled Medicare and 
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Medicaid Programs; Electronic Health Record Incentive Program and was largely based around 

the concept of “meaningful use” (42 Code of Federal Regulations Part 412, 2010). Meaningful 

use was defined as a complex set of criteria with three main requirements that organizations must 

meet to qualify for incentive payments, including (1) use of certified EHR technology in a 

meaningful manner, (2) use of certified EHR technology in a manner that provides for the 

electronic exchange of health information to improve the quality of care, and (3) use of certified 

EHR technology to submit clinical quality measures and other measures determined by the U.S. 

Department of Health and Human Services secretary (Henricks, 2011). These requirements are 

implemented in three stages, with each stage focusing on the objectives necessary to comply 

with the overarching requirement. For stage one, the healthcare organization must specifically 

attest to compliance with objectives directly related to the meaningful use of EHRs, which 

requires structured data entry in an EHR system over paper-based systems (Marcotte et al., 

2012). The incentive program worked well, as Shi et al. (2020) reported that ambulatory clinic 

use increased by 17.7 percentage points from 2013 to 2016, showing compliance with stage one 

requirements. However, other HIT functionalities, such as those required in stages 2 and 3, did 

not significantly change including portal access to PHI, which grew only by 9.8 percentage 

points over the same time (Shi et al., 2020).  

Although portals are not specifically named by meaningful use, they facilitate the 

objectives related to health information exchange and are considered core elements in health 

informatics (Shi et al., 2020). It is evident that significant gaps remain in the complete adoption 

of HIT functionalities, which may be partially due to differences in resources among clinics (Shi 

et al., 2020). The small primary care clinic that will serve as this project's site aligns with this 



5 

 

 

observation by Shi et al. (2020), as the facility has implemented EHR functionality to replace 

paper records but has not embraced other HIT tools like portals. According to the clinic’s 

manager, the lack of portal adoption is due to the absence of an IT department, the labor burden 

required for implementation, and a poor understanding of the functionalities available through 

the EHR system (L. Stimac, personal communication, September 17, 2021). Despite the 

perceived barriers, portals facilitate patient engagement and are deemed essential by regulatory 

healthcare organizations, thus indicating project necessity (Jensen et al., 2016). 

21st Century Cures Act 

When discussing HIT legislature, it is imperative to address the 21st Century Cures Act 

signed into law on December 13, 2016. The act’s purpose is to accelerate the process of research 

to prevent and cure serious illnesses, improve mental health services, accelerate drug and 

medical device development, and address the opioid abuse crisis (Lengyel-Gomez, 2018). The 

act also includes a significant push for interoperability beyond electronic records, with the ONC 

being the driving force behind standards development. Key components of interoperability 

include enabling the secure exchange of electronic health information, facilitating complete 

access to accessible health information, and the avoidance of acts that constitute information 

blocking (ONC, 2021). In service of these tenets, the ONC’s Cures Act Final Rule was published 

to provide an additional mandate which modified provisions of interoperability in the act (H.R. 

34, 2016).  

The ONC’s ruling impacted healthcare facilities by specifying how patient health 

engagement relies on the power of EHR accessibility (ONC, 2021). Implementing a portal will 

enable compliance with the ONC’s expectations that patients have unimpeded electronic access 
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to their PHI that avoids inadvertently “blocking” information, which would subject the primary 

care practice to civil monetary penalties or financial disincentives (85 Fed. Reg. 25642, 2020). In 

addition to financial penalties, organizations sacrifice involvement in the CMS Medicare Access 

and CHIP Reauthorization Act financial incentive program by not complying with HIT 

meaningful use requirements (Marcotte et al., 2012). Although there are significant barriers to 

complying with HIT legislation, the underlying benefits of patient engagement, financial 

disincentives or reimbursements, and more efficient clinical workflows demonstrate that 

implementation is necessary (Gettinger & Zayas-Cabán, 2021). For small practices, even a single 

report of an information blocking violation has the potential to financially cripple the clinic, as 

penalties could be as high as $1 million per violation (Rosario, 2021).  

Scope of the Problem at the Project Site 

The doctor of nursing practice (DNP) project site is a family nurse practitioner-owned 

primary care clinic, located in an urban Montana city, caring for 888 primarily middle to older 

adult patients. On average, 8-9 patients are seen four days per week, for an approximate total of 

160 patients seen monthly. Most patients hold Medicare or private insurance coverage, and the 

clinic does not participate in the Medicaid passport program. Patient health literacy and comfort 

with technology for health care have not been explored at this site. The clinic’s EHR does 

provide reporting capabilities related to the CMS Merit-Based Incentive Payment System 

(MIPS) core interoperability measures, and noncompliance was evident via a report generated 

from January 26, 2021 to August 26, 2021. The report showed that 0/694 patients seen for an 

appointment in the clinic met criteria for compliance with the MIPS objective regarding access to 
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PHI and the patient’s ability to view, download, or transmit the information electronically 

(Centers for Medicare & Medicaid Services, 2021).  

Therefore, activation of a portal is an ideal and necessary tool that can be used to meet 

the CMS MIPS requirement and that of the ONC’s Cures Act Final Rule. The clinic’s failure to 

meet national regulations jeopardizes long-term fiscal stability and may alter the clinic's ability 

to continue providing needed primary care services. Thus, the primary aims of this DNP project 

are the successful activation of the patient portal through the existing EHR, development of a 

staff education presentation, a workflow process, and a six-week mentored enrollment pilot 

program with at least 20% of patients seen for appointments agreeing to patient portal 

enrollment. 

Congruence of DNP Project to the Organization’s Mission 

The project site’s mission is “to provide excellent healthcare service in a welcoming 

environment with a caring spirit” (L. Stimac, personal communication, August 26, 2021). This 

mission aligns with the aims of the DNP project as the implementation of a patient portal 

enrollment process will facilitate excellent care by continuing to expand on services currently in 

place to improve the patient experience. Meeting the ever-changing needs of patients requires 

flexibility and adaptability from healthcare providers and facilities to ensure that quality is 

always a top priority. Implementing an electronic patient portal will improve the value and 

quality of care by empowering patients, improving communication processes, and promoting 

transparency by directly facilitating the successful execution of the organization’s mission. 
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CHAPTER TWO 

LITERATURE REVIEW AND SYNTHESIS OF EVIDENCE 

Search Methods 

A comprehensive literature review related to the implementation, adoption, and 

enrollment of patients in a portal was accomplished to understand trends and successes, or 

barriers, associated with the concept. Multiple databases were consulted, including Cumulative 

Index of Nursing and Allied Health Literature (CINAHL), Cochrane Library, Google Scholar, 

Joanna Briggs Institute Evidence-Based Practice Database, and PubMed. Only articles published 

in English were included, with literature limited to studies published from 2011 to 2021 to 

contain the most relevant information on the subject. A combination of keywords and search 

terms were utilized including “patient portal,” “patient portal AND (engagement),” “patient 

portal AND (enrollment),” “patient portal AND (outcomes),” “patient portal barriers,” “patient 

portal education,” “patient portal literacy,” and “patient portal strategies.” The following key 

terms were utilized to organize evidence: successful enrollment, clinical benefits, enrollment 

strategies, facilitators, barriers, literacy, stakeholders, and technology. Evidence appraisal was 

completed, and while the majority of studies were found to be Level III or IV perhaps due to the 

need for case studies to inform future research, 7 High-Level I studies were also identified 

(Melnyk & Fineout-Overholt, 2005).  
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Electronic Patient Portal Effects and User Characteristics 

Effects of Electronic Patient Portals 

Patient portals are aligned with foundational principles developed by the Institute for 

Health Improvement known as the Quadruple Aim (QA). The QA framework emphasizes the 

enhancement of the patient experience, improvement of population health, reduction of costs, 

and improved work life of individuals who deliver care (Bodenheimer, 2014). Portals address 

these QA domain aims through their ability to engage patients, alter healthcare workflows, and 

improve the overall quality of care (Avdagovska et al., 2020). Empirical evidence substantiates 

that activation of portals improves patient engagement and is associated with better patient health 

outcomes (Ancker et al., 2014; Nagykaldi et al., 2012; Stewart et al., 2020). Ancker et al. (2014), 

contended that higher activation rates are associated with healthy behaviors, disease self-

management, and improved health information seeking. Additionally, evidence supports that 

when a comprehensive patient portal is embedded into primary care, there is increased patient-

centeredness, enhanced delivery of preventive services, and improved utilization of web-based 

personal health records (Nagykaldi et al., 2012). 

User Characteristics and Perceptions of Patient Portals 

Many characteristics influence the perception of portals and may contribute to the overall 

adoption of this intervention in the healthcare setting. For instance, Irizarry et al. (2015) found 

that interest in portals is strongly influenced by patient-specific factors such as “age, ethnicity, 

education level, health literacy, health status, and role as a caregiver” (p. e148). Similarly, to 

understand predictors of satisfaction and enrollment, Tao et al. (2018) and Portz et al. (2019) 

found that portal-specific factors, such as ease of use and usefulness, were the most significant 
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indicators of adoption. In addition, Zhao et al. (2018) describe patients’ perspectives on online 

portal use prior to its implementation at an acute care hospital and found that patients are 

generally enthusiastic about portal use. These findings are consistent with a recent scoping 

review by Antonio et al. (2020) supporting that patient interest in portals increases if portals are 

easy to use and facilitate provider communication. 

Furthermore, evidence has shown that initial experiences with patient portal enrollment 

have far-reaching effects. Prior to the complete deployment of portals, implementation should be 

designed to optimize usability. Patient concerns should be addressed, specifically those related to 

the accuracy of data and security (Wildenbos et al., 2018). Additionally, Avdagovska et al. 

(2020) identified that the most commonly used portal function was the ability of the patient to 

access laboratory or diagnostic test results. In support of this finding is the qualitative evidence 

gathered by Tieu et al. (2015) in which one patient stated that viewing his labs prior to his 

appointment helped him ask specific questions thus maximizing his visit. This body of literature 

shows the importance of highlighting patient interest in the translation of patient portal 

enrollment programs and developing a strategy that emphasizes areas of greatest importance to 

the patient. 

Patient Portal Enrollment Challenges and Strategies 

Barriers 

Despite the literature support for patient portals, evidence has shown several barriers 

remain to the enrollment and adoption of patient portals. Important patient-specific barriers 

identified include medical complexity, health literacy, income level, and psychosocial or mental 

health factors. There are mixed results in the literature regarding patients with chronic 
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conditions. Wildenbos et al. (2018) discussed the portal usage factors and benefits that are 

important to highlight when implementing a portal adoption program in chronically ill patients. It 

was concluded that for chronically ill patients to gain greater benefits from portals, the portal 

landscape needs to change from individual to integrated systems and provide a single portal for 

those with multiple chronic illnesses (Wildenbos et al., 2018). Patients who have portal access 

through other health systems may have no interest in activating an additional single portal; a 

finding shared by Neuner et al. (2014), who found portal enrollment decreased slightly with the 

increasing number of chronic medical conditions. In contrast, Krist et al. (2014) and Ketterer et 

al. (2013) found that an extensive problem list or the presence of comorbid conditions were the 

primary influencers of positive portal activation. This disparity is likely due to the variation in 

portal enrollment and adoption between different health systems and the population they serve. 

In addition to patient usage factors serving as barriers, health literacy is another area in 

which there is a preponderance of literature associated with portals. Multiple studies cite the 

importance of considering populations with limited health literacy, such as older adults and 

vulnerable individuals (Bauer et al., 2017; Wildenbos et al., 2017; Wildenbos et al., 2018; Zhao 

et al., 2018). Bauer et al. (2017) also explored patients’ awareness and use of patient portals to 

determine their comfort level in utilizing patient-oriented health tools. Key findings of the study 

include the importance of promoting patient awareness, addressing security concerns, and 

providing education to patients when initially introducing a portal.  

Intriguingly, Bauer et al. (2017) found that older adults were equally as likely to be aware 

of and use a patient portal as younger patients. Therefore, efforts should be aimed toward 

providing quality education that addresses health literacy disparities rather than focusing on age-
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dependent strategies. Finally, Nambisan (2017) explored the previously held belief that internet 

access is a common barrier to portal adoption and usage in vulnerable populations, ultimately 

discovering that access was not typically an issue. Instead, their results showed that education on 

the importance of maintaining health records and providing hands-on training is more likely to 

influence portal adoption and use than having access to the internet.  

A growing body of research on lesser-known barriers to portal adoption involves 

psychosocial factors, including mental health status, social influences, and habits (Tavares et al., 

2018; Fatehi et al., 2020). Fatehi et al. (2020) studied electronic patient portal registration in 

relation to psychological factors such as PHQ-2 and GAD-7 scores and financial, employment, 

housing, and food security status. It was determined that there is an association between higher 

registration in a portal for patients with fewer symptoms of depression and anxiety and those of a 

higher socioeconomic class (Fatehi et al., 2020). According to Tavares et al. (2018), social 

influence, self-perception, and habits also influence a patient’s behavioral intent to enroll and use 

a portal,. Therefore, emphasizing EHR portal advantages and assisting users in managing health-

related activities should be included in the initial promotion of portals (Tavares et al., 2018). 

These findings suggest a better understanding of what motivates patients and the importance of  

placing intentional effort toward welcoming all patients to use the portal, which may improve 

participation and overall effectiveness of the intervention.   

 A final barrier to adoption and enrollment in portals is the notion that this technology 

will replace face-to-face interactions with providers. Latulipe et al. (2015) found that patients 

specifically feared the loss of face-to-face interactions with their providers when they were 

offered enrollment in a portal. Due to similar findings, Zhao et al. (2018) concluded that for a 
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portal implementation to be effective, it must be designed with patient perspectives in mind and 

provide reassurance that portals provide an adjunct to care that will not replace traditional 

interactions. 

Strategies and Facilitators of Adoption 

As the importance of implementing various types of HIT continues to grow, so does the 

evidence related to best practices for effective programs. Much of the literature describes the 

importance of usability and design considerations; however, there is limited usefulness in 

translation to the primary care practice. Several exemplars and real-world applications will be 

described in further detail to provide specific instances of success related to a patient portal 

enrollment intervention in the clinic setting.  

Training and Education 

Multiple sources of literature highlighted the importance of training staff and providers 

when initially adopting a portal (Antonio et al., 2020; Coughlin et al., 2018; Nahm et al., 2017; 

Poussard et al. 2021; Ramsey et al., 2018). One study even recommended the identification of 

key members of staff to solely assist patients with portal sign-up, as it was shown to be an 

effective method of increasing enrollment (Ramsey et al., 2018). Additionally, training staff on 

new workflows that include patient portal registration and introduction of the patient portal view 

through step-by-step training is necessary, as it helps staff answer questions about the program 

thus promoting patient comfort in adoption (Nahm et al., 2017). Providing timely and 

appropriate staff training also assists with buy-in and enrollment rates, as they need to have a 

willingness to help patients complete the process (Fix et al., 2016). Literature has shown that 

without support from front-line staff including receptionists, nurses, and medical assistants, it is 
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unlikely that an enrollment program will be sustained and successful (Nahm et al., 2017; 

Poussard et al., 2021).  

Stakeholder Involvement 

In addition to patients, providers and program leaders are important stakeholders in a 

portal intervention project. Some program managers have emphasized that marketing tools are of 

critical importance (Fix et al., 2016), while others underscore the need for pilot testing of portal 

features during program development (Zhong et al., 2018). Stakeholders in other projects have 

mentioned the usefulness of education and tailoring messages to promote the portal. 

Emani et al. (2018) emphasized the importance to both staff and patients of showing the possible 

advantages of portal usage through fliers and brochures to demonstrate specific functions and 

practical uses. 

Finally, several studies explicitly describe the importance of provider endorsement, as 

their trusting relationship with patients often leads to increased interest and enrollment in the 

portal (Antonio et al., 2020; Goel et al., 2011; Irizarry et al., 2015). In particular, Irizarry et al. 

(2015) emphasized that endorsement by providers and conceptualization of portals as a dynamic 

component of the patient-provider relationship will improve efforts to promote adoption and 

effectiveness. 

Exemplars and Models for Success 

Clinical examples of successful implementation programs for patient portal enrollment 

have been demonstrated and provide valuable insight into the successful translation of similar 

projects. First, Nahm et al. (2017) described the development and employment of a toolkit for 

ambulatory clinics to improve portal activation and usage. In the first phase, clinicians and staff 
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were trained to teach patients about the portal, and then general patient education was initiated. 

Staff training included adjustment of workflow, and the authors stressed the importance of 

designing training to meet the needs of each practice. This implementation process supported 

both the staff and patients by successfully addressing barriers that previously resulted in low 

adoption rates, such as poor staff involvement and electronic portal education. 

Second, in a 12-week portal adoption program, Crockett and Carter-Templeton (2020) 

achieved a 90% portal utilization rate with a 94% new patient adoption rate by utilizing a tablet 

for portal registration. Check-in windows were used to highlight the benefits of portal use, and a 

host subdomain link to the office-based electronic medical record was employed for a simple 

one-step portal registration. Crockett and Carter-Templeton (2020) emphasize the importance of 

targeted on-site point-of-contact registration to improve portal adoption rates and a patient-

centric portal design that is easy to use.  

Similarly, Poussard et al. (2021) described a successful implementation program that 

involved instructing clinic staff and providers on how to educate patients on portal registration 

and use. Content included a portal overview, key points for patients, and how-to instructions 

with screenshots. Front desk staff provided an information sheet to patients explaining the 

program, and patients were immediately registered at a designated patient portal registration area 

with a dedicated mentor available to provide hands-on assistance. Marketing posters highlighting 

portal features were displayed in the clinic, and step-by-step access handouts were provided for 

accessing the portal at home upon completion of registration. The authors exceeded their aims 

and increased patient portal registration by 70% during the eight-week implementation timeline 

(Poussard et al., 2021).  
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Finally, in their recruitment of multiple clinic sites tasked with implementing a 

framework for patient portal enrollment, Avdagovska et al. (2020) determined two factors were 

associated with the successful uptake of portal implementation. The study site with the highest 

enrollment had a dedicated portal enrollment support person and offered enrollment to all 

patients presenting for visits (Avdagovska et al., 2020). In summation, the lessons and key 

factors described in the above sources of evidence will guide the implementation of the proposed 

project and assist in designing an effective patient portal enrollment program in the primary care 

setting. 

Literature Synthesis for Project Interventions 

Based on the reviewed body of literature, the proposed DNP project will utilize 

overarching implementation strategies that have demonstrated usefulness in patient portal 

enrollment in the adult population. The DNP student will guide the nursing staff, receptionist, 

and provider through an educational presentation on portal usage, a portal enrollment workflow 

process, and “on-the-spot” portal registration by a designated staff member, as demonstrated by 

Avdagovska et al. (2020). Positive marketing materials will also be implemented along with a 

patient brochure delineating step-by-step login instructions, as these items were shown to be 

crucial to obtaining patient buy-in and improving adoption rates (Emani et al., 2018; Fix et al., 

2016; Poussard et al., 2021). Along with marketing materials displayed in the office, a brochure 

highlighting key factors gleaned from the literature will be provided at each patient visit. At the 

conclusion of each visit, the site nurse practitioner (NP) will be asked to encourage portal 

enrollment and reassure patients this will only augment current services, not replace personal 

interactions (Irizarry et al., 2015). The aim of the project is to increase the rates of patient portal 
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enrollment in the DNP project site after the adoption of the technology with the long-term goal 

of offering enrollment to all patients. This aim will be further facilitated through the mentorship 

of the new workflow and technical aspects of the enrollment process by the DNP student during 

the six-week implementation period.  
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CHAPTER THREE 

SETTING AND METHODS 

Introduction 

This DNP QI project's aim was to implement an employee workflow and standardized 

process to facilitate the enrollment of patients in a newly activated electronic patient portal. This 

aim was accomplished by three evidence-based methods, including (a) training employees on 

electronic patient portal use and enrollment, (b) providing marketing materials to patients 

presenting for visits, and (c) evaluating the success of offering “on-the-spot” electronic patient 

portal account activation. This chapter discusses the framework and theory chosen to guide the 

project, the setting, population, and procedures for implementation. 

Quality Improvement (QI) Framework 

The conceptual framework chosen to guide the DNP project is replicating effective 

programs (REP) as seen in Appendix B. This framework is applicable to the project as it was 

developed based on experiences from the U.S. Centers for Disease Control and Prevention 

(CDC) and has successfully been utilized to implement healthcare interventions (Kilbourne et al., 

2007).  Although the short-term goal of this project was to increase the number of patients 

enrolled by at least 20%, the REP framework was chosen because it also incorporates planning 

for long-term goals that will be accomplished after the completion of the project. The REP 

framework consists of four phases: pre-conditions, pre-implementation (e.g., intervention 

packaging and community input), implementation (e.g., package dissemination, training, 
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technical assistance, and evaluation), and maintenance and evolution (e.g., preparing the 

intervention for sustainability) (Kilbourne et al., 2007). To fully demonstrate the usefulness of 

the chosen framework, each phase will be further described below along with its relation to the 

project. 

 
Figure 1. REP Framework 

 
Note. Adapted from Kilbourne et al. (2007) 
 

Pre-Conditions 

The first critical component of the REP framework was identifying the need for the 

intervention, the population of interest, and a suitable intervention. These precondition 

components were achieved through the problem analysis and include examination of the current 

EHR technologies in use at the site, stakeholder support due to potential future financial 

incentives, and the site’s desire to improve patient engagement along with caregiver support.  

Planning was also a component of this step and included meetings with key stakeholders and 

assessment of the technology supporting the intervention was completed during this phase.  

Pre-Implementation 

The pre-implementation phase required the development of staff training and included 

logistics planning and technical assistance. A pilot test of the intervention was conducted during 
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this stage and a program champion was identified at the organization as recommended by 

Ramsey et al. (2018). The patient brochure outlining the specific benefits of the portal, including 

communication with the clinic team, was developed during this stage and addresses the security 

of the portal (Wildenbos et al., 2018). A specific consideration in this phase was the development 

of the project budget, which generally requires the approval of funds from the organization or 

executive management. Therefore, a cost analysis was completed outlining the direct costs 

required for intervention deployment compared to the savings to the clinic for 270+ hours of 

voluntary work contributed by the DNP student. Additionally, logistic aspects of the 

implementation period were established, a timeline was created, and a community working group 

(CWG) was identified. Due to the small size of the clinic, stakeholders acted as CWG members 

and provided input for any adjustments of the intervention prior to the project kick-off 

(Kilbourne et al., 2007). The project budget and timeline are included in Appendix C and were 

presented and approved by the clinic owner and office manager during the pre-implementation 

phase. As the enrollment intervention takes less than two minutes to complete by front desk staff, 

the cost of increased workload was deemed negligible by the clinic manager and was not 

included as an overall project cost. 

Implementation 

The main phase of the REP model was to implement the chosen intervention. This phase 

included ongoing support of established partnerships and required the evaluation of the 

developed processes with feedback so the intervention could be refined. When necessary, booster 

training was also given to staff to ensure barriers were addressed and sustainability considered 

(Kilbourne, 2007). It was crucial during this time to maintain investment from the CWG and 
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proactively address barriers from feedback received. In addition, progress of the implementation 

was evaluated beginning in this phase, including advice on how to uphold fidelity of the core 

elements of the implementation while maintaining flexibility.  

Maintenance and Evolution 

Finally, the REP model discusses organizational and financial changes that will enable 

the maintenance and evolution of the intervention. This phase often includes tailoring the 

intervention, adjusting training recommendations, and preparing for national dissemination. The 

organizational and financial changes that will sustain the intervention are also discussed during 

this component and multilevel initiatives are taken to ensure long-term sustainment (Kilbourne, 

2007). As this project provides the framework for becoming compliant with objectives 

associated with the CMS Quality Payment Program, its evolution and sustainment have financial 

implications for the clinic. Therefore, the program champion will remain committed to 

continuing to refine and develop the program at the conclusion of the project. Further 

maintenance and evolution techniques will be discussed in chapter five. 

Conceptual Framework 

The conceptual framework chosen to inform the implementation and evaluation of the 

DNP project is the Technology Acceptance Model (TAM). This model has previously been 

utilized to guide research on the effects of portals and the factors that drive the patient to engage 

in their activation and use (Lazard et al., 2016; Portz et al., 2019; Tao et al., 2018). Over the past 

three decades, the TAM is one of the most cited models in technology adoption, as it provides a 

robust and valid model to examine the acceptance of various types of technologies (Al-Emran et 
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al., 2021) Davis (1989) introduced the model to develop a valid measurement scale to predict 

user acceptance of computers. The implications grew exponentially from this original design as 

advances in technology and its various applications have occurred. The TAM was first integrated 

with Bandura’s self-efficacy theory by Davis (1998) but has also been integrated with the Theory 

of Planned Behavior (Al-Emran et al., 2021). Due to its flexible nature, the model has proven to 

be useful for assessing the deployment of a variety of technologies and was, therefore, an 

appropriate choice for guiding this DNP project.  

Project Setting, Target Population, and Stakeholders 

The project site was a family nurse practitioner (FNP) owned clinic with approximately 

888 active patients with an average of 160 patients seen monthly. The clinic consists of mostly 

middle to older adult patients; however, all patients were offered electronic patient portal 

enrollment regardless of age or health literacy status. The inclusion of all patients during the 

intervention period was first step in complying with regulatory expectations, and it may also 

encourage caregivers of vulnerable patients to use the electronic patient portal on their behalf. 

The DNP project included a team of key stakeholders, the CWG, which helped to 

facilitate the success of the project. The team was designed to be led by the DNP student with the 

office manager acting as the primary stakeholder and program champion in the absence of the 

DNP student. Evidence supports the incorporation of a support person should the team need 

assistance with technical aspects of the intervention. Although literature specifically cited the use 

of an registered nurse (RN) for this project, the role was fulfilled by the office manager due to 

the level of training and understanding this individual has of the portal tool. The team included 

full-time staff members comprised of the FNP, licensed practical nurse (LPN), and RN who also 
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functions as the receptionist.  As the clinic is extremely limited in size, the FNP and office 

manager acted as the administrative/executive staff and were consulted for any issues related to 

the implementation and evaluation plan.  

Project Barriers 

There were several barriers prior to the implementation of the project, including the site’s 

lack of previous attempts to enable the electronic patient portal function. The EHR system in use 

is Amazing Charts, a popular system for small clinics and provider-owned practices (Amazing 

Charts, 2019). Although the EHR excels in usability related to documentation of the patient 

encounter and e-prescribing of medications, add-on functions like portals have yet to be explored 

by the practice. Intriguingly, when discussing enabling the portal function with the office 

manager, it was discovered that there is no additional cost to utilize the tool, but rather the staff 

are “just not great with technology and don’t even know that [the portal] is part of our system” 

(L. Stimac, personal communication, August 26, 2021). This reluctance is understandable in a 

small clinic without IT support. However, this barrier threatened full implementation of the 

project; therefore, education and development of new workflows and processes related to the 

function were given high priority. Additional considerations related to the problem analysis at 

this site are described in the fishbone diagram, Appendix A, which also considered the costs and 

potential staff burden associated with the project.  
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Figure 2. Fishbone diagram of project barriers 

 

Project Facilitators 

One inherent facilitator of the project was the site’s EHR offers integration with a third-

party platform that facilitates features such as electronic faxes, messaging, and patient portal 

access (Updox, 2021). The readily available electronic patient portal integration facilitated the 

project, as it eliminated the need for a dedicated IT department to lead the team through the 

intricacies of implementing a novel form of HIT. The portal platform is also integrated with the 

feature to grant family members or caregivers access to the primary patient’s portal, further 

enabling its application for use in vulnerable populations. Additionally, the office manager 

functioning as the primary stakeholder facilitated the project as this individual is the most 
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knowledgeable on the EHR functions, supporting the findings of Ackerman et al. (2017) in 

which program champions eased the challenges of a new workflow.  

An additional facilitator to the project was the utilization of the DNP student for 

implementation. A number of cost savings were identified, including an estimation of the cost of 

an RN’s hourly wage at this site multiplied by the number of hours required for the DNP project 

course during the two semesters. Although some costs are required for the promotion and 

successful initiation of this intervention, the clinic saved $5,422.01 by facilitating the project 

through a DNP student rather than an employee (see Appendix C for a complete breakdown of 

costs and savings). The staff members at the clinic also routinely eat lunch together and discuss 

clinic business or host pharmaceutical representatives with potluck-style lunches. Therefore, the 

educational aspect of the project was conducted during one of these events, resulting in there 

being no additional cost for staff training or catering of a lunch-and-learn style presentation. 

Project Design and Methods 

SMART Goals and Measures 

In establishing goals and measures for the DNP project, the SMART goals acronym was 

utilized. Although certain constraints to the project are predetermined, goals that are Specific, 

Measurable, Achievable, Realistic, and Timely are necessary (Moran et al., 2020). The short- 

and long-term goals were created in conjunction with the primary stakeholder to ensure 

feasibility and success. The short-term structure outcome of the project was to have 100% of site 

staff trained on the new work processes for enrolling patients in the portal by December 15, 

2021. The intermediate-focused outcomes were to have 100% of patients seen during the six-

week intervention period be given an informational brochure about the portal and have 20% of 
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patients seen for routine appointments during the intervention period choose to activate their 

portal. Finally, the long-term goal of the project, which extends beyond the DNP project 

timeline, is 100% of patients will be offered enrollment by December 31, 2022, in accordance 

with the 21st Century Cures Act deadline.  

Project Methods 

Steps 

The project was conducted in two phases, with pre-conditions assessment and pre-

implementation steps occurring prior to the six-week intervention period. Primarily, phase one 

included activation of the electronic portal component within the EHR and enrollment of the 

office manager as the pilot patient, as suggested by Akerman et al. (2017) and Zhong et al. 

(2018), which provided feedback and a better understanding of the technical aspects of the 

portal. This also allowed the DNP student and key stakeholder the opportunity to troubleshoot 

technology issues prior to the intervention period and provided a basis for becoming expert users 

of the program.  

The next step of phase one focused on staff education, performed through a lunch-and-

learn approach with a focus on familiarizing staff with the electronic patient portal and their 

individual roles in the project. The staff education that was presented is outlined below and 

included areas of importance as identified by Antonio et al. (2020), Coughlin et al. (2018), Nahm 

et al. (2017), Poussard et al. (2021), and Ramsey et al. (2018). 

Staff Education Outline:  

Unique Portal Aspects 

  Usability 
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  Resources 

  Patient Benefits 

Workflow 

  Limited time constraint on current work 

  Simple activation process 

  Endorsement at multiple areas within clinic 

 Benefits to Clinic 

  Improved communication processes 

  Decreases amount of time on phone with patients 

  Secure form of communication, provides record of discussions 

  Allows patients to view results and plan of care to prepare for appointment 

A process map (Appendix E) was embedded within the presentation and explained in 

detail with time allotted for questions or feedback. Additionally, the staff was provided with a 

sample of the patient brochure (Appendix F) to elicit feedback on its design and support the new 

workflow processes presented.  

The second phase, or implementation phase, of the project occurred during the six-week 

intervention period ranging from January 17, 2022 to February 24, 2022. The process map was 

posted in key areas as a visual reminder for staff to follow the steps outlined to maximize patient 

enrollment in the electronic patient portal. Due to the small cost of printing these pages and their 

incorporation into regular clinic processes, this cost was not included in the overall project 

budget. Per the process map, the nurse was to give the patient a portal brochure (Appendix H), 

allowing time for the patient to read about the potential uses and enrollment process while 



28 

 

 

waiting for the provider. At the conclusion of the visit, the provider verbally endorsed portal use 

for following up and communicating with the care team, as discussed by Irizarry et al. (2015). 

This step also supports the tenets of the TAM framework as the provider is equipped to address 

the two primary factors influencing an individual’s intention to use new technology: perceived 

ease of use and perceived usefulness (Davis, 1989). 

Finally, during the standard checkout workflow of scheduling follow-up appointments, 

the patient was offered the opportunity to have their patient portal activated by a member of the 

CWG. If they answered in the affirmative, steps were taken by reception to activate their portal 

“on-the-spot” before the patient left the clinic. Once the patient was successfully enrolled in the 

electronic portal, their username and password were written on their brochure to promote 

seamless login from their home computer. Finally, the electronic patient portal was promoted 

through the use of marketing materials posted in the lobby, at the reception desk, and in exam 

rooms. In a weekly huddle, data was shared with the project team to show the progress of 

patients successfully enrolled. 

Human Subjects Protection 

Patients engaging in the DNP project were protected through the use of Montana State 

University (MSU) Institutional Review Board (IRB) submission prior to project implementation. 

The project site did not have its own internal review process and consented to the review 

provided through MSU, see Appendix G. The IRB review was completed in November 2021 and 

granted exempt approval. This project constituted a change in process to the organization and 

offered no risk to the patient, as participation was completely voluntary and did not impact the 
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routine care received. No patient-specific information was obtained, thus promoting 

confidentiality and PHI protection by project design. 

Measures and Instruments 

Several measures were employed to determine the success of the implementation of 

electronic patient portal activation. The literature did not provide a specific validated tool or 

survey to utilize in determining success in patient portal enrollment, and success was typically 

determined simply by an increase in the aggregate number of patients enrolled. Therefore, one 

process measurement was the number of patients seen in the clinic for appointments as compared 

to the number of patients successfully enrolled. These numbers were collected each Friday 

during the intervention period via the CWG log and provided the total number of patients who 

completed the portal activation process.  

Patient brochures were set out each week according to the approximate number of 

patients expected for visits. When a brochure was given to the patient, a checkmark was placed 

on a tracker next to the stack to show compliance with brochures being provided to each patient. 

Additionally, as provider endorsement is a key finding to success seen in the literature, portal 

endorsement was given at every encounter during the project timeline. The site provider is the 

primary owner of the practice and thus has a vested interest in advocating for the intervention; 

however, fliers were present in all exam rooms, further prompting endorsement. Data on 

brochures given were also collected on each Friday of the intervention and utilized to assess 

compliance and whether adjustments of the intervention were indicated. These results prompted 

discussion and determined any problems to be addressed in the next week’s cycle. 
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The reception role at checkout was also assessed for compliance through the use of a 

tracker entitled, Electronic Patient Portal Enrollment Offered? The receptionist was able to 

quickly place a check mark after offering enrollment as the patient left the clinic, and this 

process also served as a reminder to offer enrollment. Qualitative feedback was also recorded if 

offered by the patient or a member of the CWG, as this provided valuable insight in guiding 

future project adaptations. Although the technology in place for use was not adjustable for the 

pilot enrollment program, once feedback was received, future adjustments may be indicated for 

long-term sustainment. 
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CHAPTER FOUR 

DATA COLLECTION AND ANALYSIS  

Introduction 

Data was collected and analyzed weekly throughout the intervention and at the 

conclusion of the six-week intervention period. Participants included all adult patients presenting 

to the clinic, regardless of appointment type, for the intervention period from January 17, 2022, 

through February 24, 2022. A password-protected Excel spreadsheet was updated weekly with 

de-identified data in aggregate form with the following categories: number of patients 

successfully enrolled in the electronic patient portal, total number of patients seen in the clinic, 

and number of patients declining enrollment. These data are presented as a run chart for analysis 

and as a histogram for a final visual representation of the intervention success, both of which 

were shared every other Friday with the CWG. Data related to brochures given were also 

collected in the aggregate form via checkmarks tallied after providing care to each patient, with 

the denominator being a total number of patients for the week and the numerator being the 

number of checks marked indicating brochures were given to patients. 

All data was protected and stored in a locked cabinet with only the primary stakeholder 

and the DNP student having access to the aggregate data recorded on the logs. The logs did not 

contain any patient identifying information, and after data was obtained in the aggregate form, 

the weekly logs were returned to the locked file cabinet and shredded after the six weeks. 
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Outcomes and Results 

Outcomes were analyzed according to the previous SMART goals delineated and 

discussed in chapter three. Only the short-term and intermediate goals were analyzed as the long-

term goals are beyond the scope of the current project. The initial short-term goal of having 

100% of staff  trained on the new system processes for enrolling and educating patients on portal 

functions was satisfied with the lunch-and-learn educational session held on December 15, 2021. 

The education session had maximum attendance with all clinic employees present, as well as two 

members of the public. The second smart goal analyzed at the end of the implementation period 

was to have 100% of patients seen during the intervention period be given an informational 

brochure with patient portal functions and capabilities. A total of 175 patients presented to the 

clinic for an appointment during the six-week intervention period, and 151 of these patients were 

offered a brochure, equating to approximately 86%. Of the 175 patients seen for a visit, 67 

(38.29%) activated their patient portal, which exceeded the 20% goal put forward at the project’s 

outset.  The total number of patient visits, brochures given, and portals activated are displayed as 

a histogram in Figure 3 below and tallies of daily numbers are also presented as a run chart in 

Figure 4. Finally, although no official surveys or qualitative measures were collected, members 

of the intervention team were encouraged to keep a record of patient comments throughout the 

intervention period to assist with adjustments for long term sustainment. These comments can be 

seen in Figure 5 below and will be analyzed in more detail in the discussion section. 
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Figure 3. Total number of patients compared to project goals

 
 
 
Figure 4. Brochures given and portals activated by date
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Figure 5. Patient comments and feedback when portal activation was offered

 
 

Discussion and Lessons Learned 

The primary purpose of the intervention was to make all patients aware of their option to 

electronically request their medical records through the newly activated patient portal to comply 

with the federal mandates from the 21st Century Cures Act: ONC’s Final Rule. Several lessons 

were gleaned upon analyzing the data at the end of the intervention period in light of the purpose 

presented in chapter one. One of the more surprising aspects of analyzing the data throughout the 

intervention was the failure to meet the SMART goal of providing each patient with a brochure 

highlighting the portal. However, the receptionist provided valuable feedback on this process 

change, stating that it was difficult to adjust to the addition to her routine, which will be 

discussed in further detail in the recommendations section. This scenario demonstrated that no 

matter how seemingly simple an intervention may be, it is always useful to anticipate human 

error by intuitively incorporating changes into current processes. Additionally, it was clear from 

the outset of the intervention period that flexibility and adaptability are key components of 
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success. After the first couple of days of working through the intervention, the team identified 

areas in the process map that could be adjusted to save time and simplify the process for the 

patient. 

Another key lesson was discovery that team roles originally designated may need to shift 

to facilitate intervention processes. Although the program champion role was assigned to the 

office manager, the receptionist who had previously voiced concerns and discomfort with 

technology ended up being the lynchpin to the success of the intervention. This individual 

identified in the first couple days of the intervention that it would make more sense to provide 

the patient with the brochure at check-in, rather than having the RN give it to them during the 

rooming process. This week one change aligns with the recommendations from Ramsey et al. 

(2018) as it allowed patients more time to peruse the brochure and resulted in continuity that 

likely had a positive effect on portal activation. The success seen in week two seems to indicate 

that this change resulted in higher numbers of brochures given as well as the highest number of 

portals activated. A change led by a member of the CWG rather than the DNP student shows 

investment in sustainability and is also supported by Langley (2009) who discussed that input 

from stakeholders after initial implementation by of an organizational change is useful in 

conducting planning for improvement. 

Figure 3 also demonstrates close alignment between brochures given and portal 

activation. This suggest that patients are likely to activate their patient portal if given the 

opportunity. Poussard et al. (2021) had similar engagement when offering a portal information 

sheet to patients presenting for visit, further supporting the effectiveness of this intervention. It 

can also be noted that the number of patients versus brochures given seemed to change more 
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drastically in Weeks 5 & 6. At the CWG post-intervention de-brief, a specific reason was not 

given for this decline, but the receptionist conjectured that those weeks ended up being “less 

routine” than the initial weeks and that other priorities took precedence.  

Finally, project team members highlighted the importance of not underestimating a 

certain subgroup of the population in an intervention that involves technology. Although patient 

demographics were not collected, the receptionist and nurse discussed that many of the patients 

who were the most excited about the intervention were 60 years of age or older. These findings 

are similar to those of Bauer et al. (2017) who found that older adults were equally as likely to be 

aware of and use a patient portal as younger patients and highlights the importance of inclusivity. 

Figure 3 suggests that although the acceptance and activation of portals exceeded the 

predetermined goal, there is a mixed acceptance and hesitancy with more technology. This 

finding is directly related to the findings of Tavares and Oliveira (2018), who discussed factors 

that drive the adoption of EHR portals, including the importance of determining what a patient 

values when managing their health.  

Limitations 

A number of limitations were identified throughout the intervention, many of which were 

related to the EHR capabilities supporting the patient portal function. One limitation noted by the 

office manager was the inability to enable a notification system or “pop-up,” which could be 

added to the EHR system at checkout to prompt the receptionist’s memory. Next, limitations in 

the features provided by the software included constraints on the type of document that is 

automatically generated and sent to the portal upon completion of a visit with the provider. 

Several of the patients who expressed interest in portal access were primarily concerned with 
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having immediate access to their lab work and imaging reports, which was consistent with the 

findings discussed by Avdagovska et al. (2020) when discussing the most commonly used portal 

functions. These results can be manually sent to a patient’s portal upon request, it is 

unfortunately not as seamless an experience as one may have in utilizing a large health system’s 

patient portal that populates in-facility results immediately. Although this did not appear to be a 

deterrent to the goal of patients choosing to activate their portal, it is noteworthy for future 

implications and uses of the portal at this site. 

In addition to the technical issues, there were also some limitations in the short time 

frame of the intervention, as well as some overlap with patients who required two-to-four-week 

follow-up appointments from the start of the intervention. Staff discussed the lack of a process 

for determining whether a patient had already been offered portal information at a prior visit, 

which resulted in some patients being asked and declining enrollment twice during the 

intervention period. This was not addressed in pre-implementation planning as no baseline data 

was available to account for patients returning more frequently for follow-up appointments. 

Recommendations for Future Practice  

Collaborating with a practice who had previously activated the same patient portal might 

have facilitated the project’s success. This would have provided the opportunity inquire as to 

how they handled initial enrollment issues and incorporated portal usage into their staff 

workflow. Additionally, although establishing a portal account for the project champion was 

useful to view login functionality and trial various functions, it may have been more useful to 

have a small group of patient volunteers to be part of the pilot enrollment as supported by 

Tavares & Oliveira (2016). Seeing the process through with patients who are actually scheduled 
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for encounters and then walking through the features with them would have given much better 

insight to the CWG. Piloting the process with a small group of patients may have also mitigated 

some confusion, as in the first week of implementation the team was contacted through the portal 

messaging function by a patient in who wondered whether the portal homepage should be blank 

upon logging in. After some investigation by the DNP student, it was discovered that certain 

administrative actions needed to be taken to ensure that the clinical summary document would be 

sent automatically.. This pre-implementation change is consistent with the recommendations 

given by Zhong et al. (2018) and stresses the importance of gathering information with a small 

group of patients prior to complete implementation. The patient feedback was valuable not only 

in alerting the team to adjust the technical issue within the first week of the intervention but is 

also a crucial area for sustainment. In fixing the technical issue, the CWG also discovered a 

feature enabling a welcome message to be displayed upon patients logging into their individual 

portal account. 

The data collected in regard to providing a patient with a brochure informed a key area 

for modifications when planning future project iterations. This is a crucial point in the process as 

it provides an introduction to the portal and its functions prior to asking patients if they would 

like to activate their portal at the end of their visit. Once the deficiency of failing to provide each 

patient with a brochure was identified, action was taken in week one by the receptionist through 

the form of a sticky note placed as a visible reminder, but ultimately this was not satisfactory as 

the 100% goal was still not met in the following weeks. Due to the EHR limitations, it would be 

better to automate the workflow by placing a portal brochure in every patient’s chart. For clinics 

that still utilize hard charts in addition to EHR’s, this has the dual benefit of knowing whether 
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patients have already been offered enrollment and allows for a more seamless process by 

removing the barrier of having to remember to grab a brochure from a separate stack.  In future 

iterations of this project, it is recommended that a dedicated person take the role of placing the 

portal brochure in the remaining hard charts. In the clinical site, the employee who prepares 

charts for clinic visits is a natural fit for this workflow adjustment. This individual prepares 

charts four weeks at a time and has already been approached by the clinic manager to implement 

this process now that the DNP pilot QI project is complete. When prepping the charts, the EHR 

will first be checked to determine whether the portal has been activated, if not, the brochure will 

be added to the hard chart and a checkmark will be placed on the chart itself. Although there will 

still be some duplication in offering the portal to patients presenting in the pilot intervention 

period who previously declined portal activation, this process change will facilitate sustainability 

and ensure all patients are offered enrollment. 

In summation, in post-project discussion with the CWG, the below recommendations for 

project adaptation and sustainability were identified: 

1. The receptionist recommended that the brochure be given at check-in rather than 

during rooming to provide continuity in the portal activation process. This will 

allow the brochure to be given with other check-in paperwork and provides more 

opportunity for the patients to read about portal functions. This sustainability 

measure was identified in the first week of the intervention period and the CWG 

agreed that this process should continue until all patients are introduced to the 

portal.  
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2. As discussed, difficulty remembering to provide each patient with a brochure was 

a key finding from the data and required action be taken to ensure sustainment. 

After completion of the intervention period, the office manager suggested 

proactively placing a brochure in each chart as they are prepped for the month’s 

appointments. This recommendation was approved by the CWG, and this action 

was taken immediately after the completion of the intervention period as 

described above and will continue until all patients have been exposed to the 

patient portal. The new SMART goal related to providing patients with brochures 

is: 100% of charts prepped for upcoming patient visits will be provided with an 

informational brochure with patient portal functions and capabilities starting Feb 

28, 2022 and continuing until all patient charts have a checkmark indicating a 

brochure has been given. 

3. The office provider, LPN, and office manager recommended that a process be 

initiated to establish a workflow to prepare for increased numbers of patients with 

active portals and the addition of future  portal functions. As part of the 

sustainability program, the office manager will continue to act as the program 

champion and began developing a workflow for identifying various types of 

portal interactions in the week following the intervention period. Another 

SMART goal is being developed to ensure effective communication is facilitated 

by the portal and workflows are created. The working goal is as follows: 100% of 

staff will be trained on the new system processes for checking portal messages 
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and following the workflow for organizing messages by various categories by 

May 15, 2022. 

Conclusion 

Overall, it appeared that patients presenting to the clinic were mostly enthusiastic about 

the possibility of obtaining their records online and having an alternative method of 

communication with the office rather than the pre-project voicemail process. While future 

iterations of the project will likely allow for additional actions to be taken by patients, such as 

self-scheduling appointments and requesting prescription refills, only basic portal functions were 

enabled and highlighted to the patients in this initial enrollment period.  

Although some adjustments were required to facilitate the continued progress and success 

of the intervention, the process ended up being a fairly simply addition to the clinic’s previous 

workflow, as evidenced by only 24 patients being missed in the primary goal of project 

implementation. In spite of the several identified shortfalls, the intervention appeared to be 

successful with the project exceeding the secondary goal of portal activation approximately 18%. 

The CWG members verbalized that they intend to continue with the current process to provide 

information on the portal and offer enrollment to all patients with minor modifications as 

recommended above. The primary goal of the DNP project stemmed from the need to maintain 

compliance with federal regulatory expectations. This need was successfully met through the 

successful activation of the patient portal at this site and had the additional benefit of providing 

the clinic with the tools to carry out similar quality improvement projects involving health 

information technology in the future.  
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CHAPTER FIVE 

DNP ESSENTIALS 

Reflection of DNP Essentials 

Throughout my academic experiences in the MSU DNP Program, I have had ample 

opportunities to master the eight DNP Essentials outlined by the American Academy of Colleges 

of Nursing (AACN). Essentials I, Scientific Underpinnings for Practice, was emphasized in a 

number of courses, but particularly through the Design of Healthcare Systems and the 

Translational Research course. In the Design of Healthcare Systems course, I became familiar 

with tools that can be utilized to evaluate healthcare systems through flowcharts, run charts and 

Pareto charts, for example. Using the knowledge gleaned in this course, I successfully evaluated 

a clinic microsystem, determined areas for improvement, and proposed changes to current 

processes to address inefficiencies. This knowledge was further solidified when applied to the 

development and assessment of the clinical problem that was to be addressed through the DNP 

project. The creation of a flowchart to identify areas contributing to the clinical problem was 

conducted at the outset and was useful for informing the practical steps needed to affect 

organizational change. Additionally, nursing science and theory was researched to identify an 

appropriate approach to use as a guide for implementing the proposed practice change. 

Ultimately, the Technology Acceptance Model (TAM) was chosen to provide the theoretical 

underpinnings for the project, which led to the development of a workflow intended to enhance 

the delivery of care at the project site. 
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Essential II, Organizational and System Leadership for Quality Improvement and 

Systems Thinking, is intended to ensure that the DNP student is prepared to ensure accountability 

for the safe care of patient and evaluate care delivery approach (AACN, 2006). Within this 

essential is the importance of employing principles of business and finance, developing and 

monitoring budgets, and analyzing cost effectiveness of practice initiatives (AACN, 2006). The 

Financing and Budget Systems course prepared students to meet all of these objectives and 

culminated in a final project in which I utilized principles of strategic and financial planning to 

propose the integration of telehealth services in a small rural health clinic. Furthermore, I was 

able to translate the lessons gleaned from this coursework to create a budget for materials needed 

to complete the DNP project interventions and calculate the cost-effectiveness of the practice 

change. Having this solid background knowledge not only allowed for the project budget to be 

approved by the clinic owner and office manager, but also resulted in demonstrating that the 

practice change by the DNP student ultimately saved the clinic over $5,000 in labor and training 

costs. 

Essentials III, Clinical Scholarship and Analytical Methods for Evidence-Based Practice 

was mastered through the iterative process of completing the Evidence Based Practice Courses I 

and II, Translational Research, and the precursor course to the DNP project, Scholarly Writing. 

Completing in-depth clinical appraisals of research and using this skill to develop a translational 

research project on implementing best practices in the diagnosis and treatment of osteoporosis 

solidified the process of evaluating research in designing an evidence-based intervention. In the 

Scholarly Writing course, this was taken a step further as evidence was analyzed and reviewed to 

write the initial chapters of a theoretical DNP project. All of these courses facilitated the process 
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of thinking on a macro level and designing an approach to an existing clinical practice problem 

through the eventual completion of the DNP project. The skills for utilizing best evidence for 

practice to develop methodologies to promote efficient and patient-centered care are hallmarks of 

Essential III and were thoroughly grasped by the end of the DNP project.  

When reflecting on my experiences and assignments throughout the program, I feel I 

have particularly mastered the competencies aligned with Essential IV, Information 

Systems/Technology and Patient Care Technology for the Improvement and Transformation of 

Health Care. This essential focuses on the importance of DNP graduates playing a role in the use 

of information systems and technology to enhance patient care and provide leadership within a 

healthcare system (AACN, 2006). The groundwork for information systems was laid in the 

Healthcare Informatics course, in which a comprehensive five-part Health Information 

Technology project was proposed to address a key patient safety issue through the use of 

technology. After analyzing the processes of an inpatient labor and delivery unit, I was able to 

determine that a significant threat was posed to patients through the disjointed health information 

systems that were in use. Although patients were seen in the same setting for both prenatal visits 

and delivery, two separate health information systems were in use. Inpatient staff had to 

transcribe documents from the prenatal visits and if information was missed or incorrectly 

transferred, significant safety events were possible. Ultimately, I proposed a comprehensive 

implementation plan involving the transition to an interoperable EHR which would ensure all 

patient information was accurate during their inpatient stay. The thorough understanding of 

information technology systems gleaned through this project translated directly to the goals of 

the DNP project. This knowledge also assisted me in effectively leading an interdisciplinary 
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team through a workflow designed to integrate a novel form of healthcare technology within the 

clinical site.  

Finally, Essential VIII, Advanced Nursing Practice, was fulfilled through the completion 

of the DNP project as systems thinking as well as designing and evaluating areas for evidence-

based care were intentionally carried out in the planning and implementation stages. I was able to 

successfully educate and guide an interdisciplinary group through the transition to a new 

workflow that facilitated a change that would meet federal regulatory expectations and provide a 

new resource for patients. In this way, I analytically linked the practice to organizational, fiscal, 

and policy issues by identifying the need for the intervention and carrying out a successful 

practice change addressing the issue. This essential also integrates experiential components in 

the DNP curricula, which help to prepare the DNP student to be well rounded for clinical 

practice. The development of therapeutic relationships with patients and other professionals is 

crucial to advanced practice and was met through the immersive experience of conducting the 

DNP project. Relationships were sustained and trust was established through the pre-

implementation actions, adjustments made during the implementation phase, and debrief with the 

intervention team at the end of the intervention period. In conclusion, the DNP project was truly 

the culmination of the expansive knowledge garnered throughout the program. This application 

of knowledge resulted in a product which positively impacted the organization and the lessons 

learned will serve as the groundwork and stepping off point for my future scholarly practice. 
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PROJECT COST ANALYSIS 
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Projected Direct Costs  

 
Marketing Costs:  

• Brochures (Average weekly patients: 40 x 6 weeks = 240). Estimate for 250 brochures = 
$105.00 (canva.com) 

• Poster for reception and fliers for three exam rooms (1 mounted 12x18 poster = $28.00) 
(3 laminated fliers = $9.99)= $37.99 (Staples print center total) 

 
Total Projected Expenses: $247.99 247.99 

 

Cost Savings due to DNP Student Contributions 

EHR Training for Updox add-on services: Estimated average= $500.00 for three-hour 
individualized session 
Printing of Updox Manual for clinic use = $40.00 
Average labor costs provided by DNP student (RN salary of $19/hr x 270 hrs) = $5,130.00 

 
Break Even Visit Quantity 

Projected Costs: $247.99 

$5,670.00 - $247.99 = $5,422.01 in cost savings to the clinic  
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APPENDIX B 
 
 

PROCESS MAP 
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APPENDIX C 
 
 

ELECTRONIC PATIENT PORTAL BROCHURE TEMPLATE
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