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Abstract
The Doctor of Nursing Practice project was designed to assist nurse practitioners (NPs) with evidence-based treatment of common acute illnesses in primary care and assess patient satisfaction with care. The project site was a federally funded free clinic in North Carolina without access to evidence-based practice online resources for reference while treating patients. This Doctor of Nursing Practice project included an educational manual of common acute illnesses with treatment guidelines, allergies, alternative therapies, and discharge instructions. The participants included three NPs, a project site champion, and an office manager at the project site. The project site champion worked alongside the NPs to ensure the use of the manual with appropriate patients and answered questions about the manual. The implementation period was over eight weeks and utilized the Plan-Do-Study-Act framework, assessed every two weeks. The manual was updated from feedback during the Plan-Do-Study-Act cycles. A final survey was sent to the participating NPs at the end of implementation. Overall feedback concluded that the manual was helpful in practice and improved evidence-based practice knowledge and the NPs were eager to continue using it to treat their patients. The patient satisfaction survey was implemented at the beginning and end of implementation and concluded that satisfaction with care, perceived wait times, likelihood to return for care, and satisfaction with the provider improved over the eight-week implementation period. This project supports using an educational manual in the clinic to improve the provider knowledge base and patient satisfaction.	
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Section I.  Introduction
Background
	The project partner is located in the Atlantic coastal region of North Carolina. The healthcare system is a government-funded free clinic and serves the counties and people of northeastern North Carolina and other surrounding areas. This free clinic serves those individuals who are financially challenged and uninsured.
Those burdened with social determinants of health, including homelessness and financial difficulties, often do not seek treatment for acute conditions, which can lead to poor outcomes (Davies & Wood, 2018). This population will typically wait until advanced illness to seek treatment. The project partner aims to bridge the gap for these patients and to improve community healthcare by providing acute, primary, and preventative care for this population. In the setting of acute illness, patients will most commonly present with concerns related to urinary tract infections (UTIs), upper respiratory infections (URIs), sinusitis, sexually transmitted infections (STIs), lacerations, abscesses, and fractures, along with other minor acute illnesses. Primary care centers are preferred locations for patients to visit for acute illness. Acute illness accounts for most visits to these establishments, outweighing preventative care and chronic care illness visits (Bensken et al., 2021).
Organizational Needs Statement
Currently, access to evidence-based practice (EBP) information is nonexistent in the not-for-profit primary care center. This primary care center relies on government funding to care for the underserved community, and funding is not available for providers to readily access databases such as UpToDate or Lexicomp. While patient volumes are rising, there is also an increasing need for healthcare providers to care for them properly. Advanced practice providers (APPs), while they have received the proper education in their respective programs, may need help accessing evidence-based information in a timely fashion. Creating an educational manual with guidelines for treating minor illnesses and procedures will improve the timeliness of care and provider confidence in treating these acute illnesses, thus resulting in improved quality of care and outcomes for patients of this community.
Many primary care centers maintain adequate staffing with APPs encompassing various skill mixes, including NPs and physician assistants (PAs). APPs in this specialty, especially inexperienced healthcare providers, rely heavily on resources to treat and manage patients’ health concerns (MacKay et al., 2018). Newer providers also have decreased confidence in effectively treating their patients, resulting in increased provider turnover (Reebals et al., 2022). Having readily available materials to look up information quickly will likely to lessen stress on APPs, improve their confidence in treating their patients, and improve patient outcomes. Creating a new provider educational manual will improve evidence-based treatment and provide access to information in one central location. This manual will include the most common diagnoses, treatments, and procedures relevant to acute visits in primary care.
Accountable Care Organizations (ACOs) are groups of hospitals and healthcare providers that coordinate to ensure patients receive the highest quality of care (Centers for Medicare and Medicaid Services, 2021). The free clinic believes this manual will help improve the ACO metrics of patient experience and safety (Site Champion, personal communication, January 31, 2023). Currently, there is no measurable metric for patient experience at the project site. However, the free clinic plans to implement a survey to gauge patient experience and satisfaction with wait times. The Institute for Healthcare Improvement (IHI) Triple Aim also relies on benchmarks that improve overall patient care. These benchmarks involve patient satisfaction as essential to delivering value-based care (Institute for Healthcare Improvement [IHI], 2020).
Healthy People 2030 sets national objectives to improve the overall health of patient populations and communities. Healthy People 2030 has numerous objectives relating to healthcare access and the overall quality of patient care (Office of Disease Prevention and Health Promotion [ODPHP], n.d.). The new provider manual will help to reduce the undertreatment of acute illnesses and improve evidence-based treatments for all patients, which meets the Healthy People 2030 objective of healthcare quality. Patients will receive better care promptly by improving education and EBP for providers. Another focus for Healthy People 2030 is access to care and access to prescription drugs (ODPHP, n.d.). The free clinic provides open walk-in access to the healthcare center for anyone in need despite financial constraints or access to healthcare insurance, thus removing barriers for those seeking medical treatment. Increasing access coincides with improving the quality of care and keeping providers abreast of the most up-to-date evidence-based treatments to meet the healthcare needs of people in the community.
To meet these needs, readily available information to the providers caring for these patients is a crucial tool missing in this setting. Evidence-based treatment information is unavailable. A central location to easily access treatments will improve patient outcomes, care received, and provider confidence in treating acute illnesses.
Problem Statement 
	The government-funded free clinic does not have access to readily available EBP guidelines or resources. Providers’ confidence in treating acute illnesses has suffered without access to proper materials. The ACO benchmarks of patient safety and patient experience, Healthy People 2030 benchmarks of healthcare access and quality are not adequately met and require improvement.
Purpose Statement
This Doctor of Nursing Practice (DNP) project aims to increase patient satisfaction, decrease perceived wait times, improve patient safety with evidence-based treatments, and increase provider confidence in treating acute illnesses to align with ACO, Healthy People 2030. Readily available educational information for APPs will improve confidence in treating acute illness, thus allowing patients to receive excellent quality care.
Section II. Evidence
Literature Review
The search strategy attempts to gather evidence for the meaningfulness of the importance of additional educational tools and strategies for APPs. The literature from this search is limited to five years, although an expanded search for up to 10 years was also explored and did not return additional valuable results. Expanding the search timeframe was implemented to improve the return of pertinent articles, which gave no other useful results for this literature review. Levels of evidence are ranked by an evidence pyramid from level I, the highest level of evidence for a research study and includes meta-analysis, randomized control trials, and systematic reviews (Canadian Task Force on the Periodic Health Examination, 1979). In contrast, the opinion and reports of expert committees support level VII. Levels of evidence are important in studies as the level chosen for a study gives validity to results. The levels of evidence mainly found through this search did not produce many results for levels I-IV as hoped, but a few of the articles found did meet this criterion. Other lower levels of evidence articles were kept that directly pertained to the training of APPs and the treatment of acute illness. A total of seven articles applied to this project as they included previous studies regarding the transition to practice for APPs, continuing education, mentorship, and patient satisfaction, all of which are integral aspects of this project. Search parameters included keywords and phrases such as acute care, orientation, wait times, nurse practitioner, physician assistant, transition to practice, and patient satisfaction.
The first search in the Cumulative Index to Nursing and Allied Health Literature (CINAHL) database uses the following keyword search: urgent care and orientation. This search resulted in 10 articles that were reviewed, and only one article applied to this project. Inclusion criteria included orientation and structured onboarding. The article expanded on important aspects of the orientation and antibiotic stewardship process as structured for onboarding new APPs, which helped identify barriers as perceived by new graduates to practice. This article was a level III case-control study. A case-control or intervention study determines whether an intervention improves an outcome (Ascension, 2022). In the case of this study, educational sessions were implemented to improve new graduates’ prescriptive practices for antibiotics (Weddle et al., 2017).
The second search in the PubMed database used the following keyword search: urgent care and wait times. This search resulted in 22 reviewed articles, and only one article applied to this project. Inclusion criteria included patient wait time for care and patient satisfaction. The article focused on patient acuity level, which could be managed in the primary or urgent care setting rather than directing the patient to the emergency department, thus improving wait times and satisfaction with care (Allen et al., 2021). This article was a level III. In this article, the criteria for level III were achieved through a case-controlled observational study of primary and urgent care centers in the same zip code as a local emergency department. Allen et al. (2021) showed that these centers are very effective in reducing wait times by offsetting emergency department visits and reducing the burden on the emergency department by 17.2%.
The third search in the PubMed database used the following keyword search: nurse practitioner, physician assistant, urgent care, and transition to practice. The search pivoted as the results of previous searches were not specific to APPs in practice and did need to include this group of providers as the project will focus on improving the practice of this population. This search resulted in 100 reviewed articles, and four applied to this project. Inclusion criteria included APP transition to practice and strategies for onboarding providers. All these articles included information regarding APPs and their transition to practice, including barriers and strategies to mitigate successful onboarding (MacKay et al., 2018; Memmel & Spalsbury, 2017; Reebals et al., 2022; Woroch & Bockwoldt, 2020). Given the project's scope being an educational manual for APPs, these articles were some of the most useful throughout all the completed searches. These articles ranged from levels of evidence I through VII. The level I article presented an integrative review where the authors found evidence that structured onboarding helps improve anxiety, turnover rates, and competence in patient care (Reebals et al., 2022). The following article was a level V which found that evidence from a mixed qualitative and quantitative research design suggests that NP residency programs improve gaps in education, as perceived by NPs as they transition to practice (MacKay et al., 2018). The third article from this search was a level VI, a descriptive study that focused on NP’s discomfort with performing procedures on the transition to practice after graduation (Woroch & Bockwoldt, 2020). The last article was a level VII which is an editorial, and reviewed the role of the APP within urgent care and how the APP is a valuable asset in these facilities and in treating acute illness (Memmel & Spalsbury, 2017).
The fourth search in the PubMed database used the following keyword search: patient satisfaction and wait times. The project aims to improve patient satisfaction and wait times, but the previous searches did not yield many results in these areas. In previous studies, a focused search was needed to explore meaningful interventions that have improved these areas. This search resulted in 166 articles that were reviewed, and only one article applied to this project. Inclusion criteria included wait time for care, patient satisfaction, and strategies to improve these aspects of care. This article was a level III. This article was a case-control simulation study in which a triage tool was implemented to improve patient flow. It found that with decreased wait times, patient satisfaction was improved (Montazeri et al., 2021).
Current State of Knowledge
Articles support the need for filling gaps as APPs transition into practice and EBP knowledge, but there are no articles that directly address an educational manual to aid in this transition. Many articles support a structured onboarding program, but do not expand on specific instructional tools. However, literature does show that many APPs struggle with role transition and require further continuing education, mentorship, and tools to bridge their gap from the academic setting into practice (Woroch & Bockwoldt, 2020). While many institutions have structured onboarding programs for their APPs, smaller independent practices may fall short of this expectation. If a facility does not offer a structured onboarding program, hands-on training in procedures can significantly benefit the APPs and the organizations that employ them (MacKay et al., 2018). This critical benefit is achieved through mentorships and checkoffs, which encourage learning through practice.
[bookmark: _Hlk138235164]Depending on curriculum models in their respective programs, APPs typically require additional education in antibiotic stewardship. The fast-paced healthcare environment and the increasing need to address acute illnesses require a mastery of prescribing practice in antibiotics. Weddle et al. (2017) report that APPs do benefit from additional education in proper antibiotic prescribing practices for common illnesses prevalent in primary care, such as UTI, pharyngitis, and sinusitis. APPs that staff primary care centers aid in decreasing the burden on emergency departments by treating acute minor illnesses and injuries, which improves access to care for communities (Allen et al., 2021). Literature supports the need for enhancing post-graduate orientation and providing readily available resources to improve evidence-based care. Once proper onboarding and training are completed, APPs can thrive in the primary care setting.
Current Approaches to Solving Population Problem(s)
	Different approaches to solving the problem of increasing educational needs in the transition to practice include several other avenues. In the literature, there is a recurring theme of importance surrounding APP residency programs and structured onboarding programs. MacKay et al. (2018) support that APP residency programs are crucial to improving onboarding practices and closing knowledge gaps while one transitions to practice. Unfortunately, APP residency programs can be costly, and some organizations may need more funding to support these programs. In this study, APPs provided answers to a Likert survey in which participants answered on a scale of strongly agree to strongly disagree for each question with additional open-ended questions. The APPs also spoke to a few different reasons that they feel unprepared as they transition to practice. The most significant gaps identified in this study are in knowledge and clinical skills, both of which are essential in caring for patients. While these gaps are identified within the study, a direct approach is not explicitly used to target these deficits. During the onboarding process, these concerns can be overwhelming for APPs, but with proper educational tools, they can overcome them.
[bookmark: _Hlk138235222]           Another approach in the literature concerns continuing education options while in practice to aid in improving practice skills and knowledge base. These include hands-on training in procedures and computer-based options to help with improving antibiotic prescribing practices. The literature finds that NPs seem less prepared to perform procedures than their PA counterparts (Woroch & Bockwoldt, 2020). Woroch and Bockwoldt (2020) support the need to improve skill sets through observation and hands-on training, as many programs do not focus specifically on procedural skills. Weddle et al. (2017) find that educational sessions on different common illnesses seen in the primary care setting help improve prescribing practices by APPs. These educational sessions are found to improve antibiotic stewardship by about two percent, which is significant as many primary care centers see large numbers of patients each day to help improve access to care (Weddle et al., 2017). The project site has many options for continuing education and hands-on training opportunities through mentorship for new graduate APPs. Still, many of these mentorship options are unavailable for APPs transitioning into primary care from other specialties as they typically do not meet criteria for mentorship or residency due to years of experience as a provider.
           In discussing these different options with the project site and the project site champion, continuing education and easily accessible educational references in the primary care setting will likely be the most practical option. This option is cost-effective as the clinic has limited funding. This option will aid in improving the knowledge gaps for treating common acute illnesses in primary care. It will serve as a convenient reference to gather pertinent information. This option will also improve healthcare for vulnerable populations and equity of care received regardless of financial status. Other options for continuing education will likely emerge from this project, such as a more structured onboarding practice for APPs to the primary care practice.
Evidence to Support the Intervention
[bookmark: _Hlk138235267]In choosing an easily accessible manual for improving educational needs, the organization believes this option will help close gaps in knowledge and improve the understanding of treatment methods for common illnesses and injuries. A common theme in the literature supports additional educational resources and continuing education opportunities for APPs. While educational programs are adequate in delivering material to ready the APP for practice, these programs may fall short in thoroughly preparing the APP for procedural skills and antibiotic stewardship. Thus, they will likely need additional materials to improve their knowledge as the APP continues to care for patients (MacKay et al., 2018; Weddle et al., 2017; Woroch & Bockwoldt, 2020). Reebals et al. (2022) also discuss that to transition into practice adequately, APPs must feel confident that they are providing safe patient care. In providing an educational manual of common presenting concerns with evidence-based treatment plans, APPs can improve patient care and seamlessly transition into their provider role.
[bookmark: _Hlk138235319]The organization believes this intervention will improve patient satisfaction and wait times. Allen et al. (2021) find that patients prefer the primary care setting to the emergency department due to affordability and shorter wait times. Memmel and Spalsbury (2017) report that patients become increasingly frustrated with long wait times, which can be a barrier to improving patient satisfaction. Montazeri et al. (2021) also report that increasing wait times can lead to overcrowding in healthcare centers, patient dissatisfaction, and provider stress. Increasing the efficiency of providers through improving educational tools within this setting is a necessary intervention to address the wait time for patients to receive care and can decrease overwhelming stress on providers and staff members.
Evidence-Based Practice Framework
	The framework for this project is the Plan-Do-Study-Act (PDSA), developed by Walter Shewhart and Edward Deming in 1986 (Taylor et al., 2014). In the Plan phase, one must identify the purpose or goal of the proposed intervention (IHI, 2022). The Do phase consists of putting a plan into action. The framework’s Study portion is when the project or intervention is tested for validity and identifies areas that can be improved. Lastly, the Act phase consists of improving the project or intervention based on feedback from the Study portion of the framework. Multiple PDSA cycles are needed during implementation to ensure the project meets expectations and goals.
This project cycle begins with the planning phase, which includes pertinent conversations with the project site champion on identified organizational needs for APPs in their transition to practice and gaps which must be addressed with this project. In speaking with individuals within the organization, it is recognized that there is a need for improvement in educational tools and accessibility, thus, prompting the creation of a manual for provider education. During the Do cycle for this project, APPs will be given a manual of common illnesses and procedures typically performed in the urgent care setting to use as a reference guide to their practice. They will review this manual for eight weeks and then give feedback regarding its usefulness to their practice and improvements they would like to see moving forward with this tool. The APPs will evaluate the manual's layout, organization, and content during this initial two-week phase. After the two-week initial trial, the project site champion and the project investigator will review the feedback and make necessary changes to the manual; this will be the Study aspect of the project framework. Changes from provided feedback will be implemented, and the manual will be updated to reflect these additional suggested APP needs. During the Act portion of the project framework, this updated manual will then be reviewed again by the APPs for another six weeks. This project is expected to go through three PDSA cycles during implementation.
Ethical Consideration & Protection of Human Subjects
	Before conducting a study, one must address ethical considerations and assess the risk of harm to those involved in the study or quality improvement plan. The Collaborative Institutional Training Initiative (CITI) aims to educate individuals on ethical considerations, compliance, and safety while conducting studies (Collaborative Institutional Training Initiative [CITI], n.d.). At the University, before delving into a doctoral project, one must complete CITI training modules to fully understand ethical considerations for vulnerable populations and how studies may violate human rights. The University requires training to be completed on social and behavioral research, investigators, and key personnel. The University also requires CITI training on conducting research responsibly, which outlines conflicts of interest and research misconduct. These modules are fundamental in shaping one’s research methods and aid in improving understanding of what is or is not an acceptable practice when conducting research. These modules also improve one’s knowledge of quality improvement projects versus research projects and what is involved in each field. The modules are informative and thorough, and one must pass each section with a specific score to progress. Completing these modules proves an understanding of the material and is required for project approval for the University and the project site.
To achieve the ability to implement certain types of projects, one must obtain approval from the Institutional Review Board (IRB). The approval process through the IRB is in place to protect those who may be harmed by a study and assesses the goals of a project to determine whether the project is for quality improvement or human subjects research. This approval process is vital to ensure that no one is harmed during the project implementation, and the process must involve every aspect of the project to ensure patient safety. The project goals were extensively questioned to determine if this project needed formal IRB approval. This project was deemed a quality improvement initiative that does not require the completion of a formal IRB approval process. The process for approval through the University involved completing a Qualtrics survey, which deemed that the project was not focused on research. Through the project site and the University, the IRB approval board reviewed the project and all project materials before making this decision. It also assessed the risk to the general population this project will affect. After completing the approval process through the project site and the University, both determined that this project posed a low risk to those involved in project implementation.
The project investigator must also address patient harm, safety, protected health information (PHI), equality, and equity before project approval and implementation. All projects must be thoroughly investigated to ensure that the potential patient risk is low or nonexistent and that patient safety is maintained throughout the study. PHI must always be protected and kept confidential while the study is performed. The project is a quality improvement study and will not involve any experimental treatment on human subjects, with no safety risk to the general population of patients. There will be no PHI obtained during the study. Participation by APPs is voluntary. Given that this project will not involve human subjects, the areas of equality and equity will not apply. Still, fairness and equal treatment will be given to those who provide feedback and use the educational manual within the primary care setting.
Section III. Project Design
Project Site and Population
	The site for this project is a government-funded free clinic in North Carolina. The project population includes NPs, medical staff members, and patients for the primary care center. Organizational support from the project site partners and primary care leadership helped to facilitate the project. Barriers to project implementation include NP buy-in, deficits in communication with other providers given erratic schedules in primary care, and data collection for individual provider metrics, as the free clinic currently does not have individual provider metrics in place.
Description of the Setting
	The setting for this project is the government-funded free clinic that employs doctors, NPs, clinical staff, nurses, receptionists, nutritionists, and on-site pharmacists. Primary care visits typically begin with registration, and then the patient proceeds to vital signs and triage. Afterward, the patient is evaluated by the provider, treated, and discharged. The primary care setting sees patients of all ages for preventative care, primary care, acute injuries, and illnesses such as UTIs, URIs, sinusitis, STIs, lacerations, abscesses, and other minor acute illnesses. The clinic focuses on health promotion and disease prevention. On average, 15-20 patients are seen by the on-site provider in addition to up to four walk-in slots available for acute care visits each day.
Description of the Population
	The population for this project includes NPs, medical staff members, and patients for the primary care center. Medical staff members include receptionists, nurses, medical assistants, nutritionists, and on-site pharmacists. The participating three NPs have years of experience ranging from 26 to less than one year. All three NPs are certified as family nurse practitioners through the American Nurses Credentialing Center. Two NPs are educated at the doctoral level, while one NP is master’s prepared. At the end of project implementation, data collection will assess the effectiveness of the manual, patient satisfaction, patient wait times, and provider usefulness.
Project Team
	The project team includes the DNP student who will create the manual, implement the project, and analyze the results post-implementation. The project site champion will aid in implementation and serve as a point person for gathering data to assess project usefulness and ensure that participating NPs use the manual. The site champion will also periodically check in with the participating NPs and DNP student to facilitate project management and communication as the DNP student will implement remotely. Other team members include the NPs within the primary care center who will be utilizing the manual in practice, giving feedback during PDSA cycles, and completing a post-implementation survey to assess the usefulness of the manual and improvements going forward. Staff members who will ensure proper intake, triage, and registration of patients. Patients from which will complete a post-visit survey to rate their visit, provider, wait time, and the likelihood of returning to the clinic.
Project Goals and Outcome Measures
	This project aims to improve patient satisfaction, wait times, provider EBP treatment of acute illnesses, and provider confidence in primary care by implementing a provider education manual. This manual will be created and given to each NP within the primary care clinic. During implementation, the participating providers will give periodic feedback, approximately every two weeks, on changes that would improve the usefulness of the manual. Adjustments will be made to the manual based on provider feedback. Outcome measures include a Likert survey completed by providers who utilized the manual, and responses will be analyzed to gather project helpfulness in practice. Patient satisfaction scores and wait times will also be analyzed based on responses to newly created electronic satisfaction surveys completed by each patient. It is the goal that this project will lead to a more inclusive provider onboarding manual for all incoming primary care providers as part of a more extensive structured orientation program.
Description of the Methods and Measurement
	All NPs will use the provider education manual at the project site. The NPs voluntarily consent to participate and will provide feedback during PDSA cycles. NPs who consent to participate will be given a draft of the education manual, which includes evidence-based treatment for common illnesses and injuries treated in the primary care setting. Providers will complete a Likert survey which consists of four questions on a scale of strongly agree to strongly disagree, along with an area within the survey to give comments. The Likert survey will assess the usefulness of the manual in practice, confidence in providing care, and improvement in EBP knowledge. Information received from this survey and feedback during PDSA cycles will help to improve the manual going forward. Measurement will include using an Excel spreadsheet to organize information per provider, with the only identifiers being years in practice, certifying board, educational level, and specialty. Other measurements will include patient satisfaction scores and satisfaction in wait time obtained through post-visit surveys completed by patients. These figures will be averaged to assess improvement with the use of the manual.
Discussion of the Data Collection Process
	Final data collection will occur after implementation, excluding the PDSA cycle feedback, which will occur every two weeks during the implementation phase. All information pertaining to the project, including participant feedback, survey, and PHI, will be kept within a password-protected computer of the DNP student who will analyze this information. Providers will be emailed a final Likert survey of four questions on April 3rd, 2023. Results from this survey will then be added to an Excel spreadsheet during the second week of April to organize information. During implementation, results from the PDSA cycle feedback received every two weeks will be updated in an Excel spreadsheet to guide manual updates, which will occur within the following week after receiving responses. The site champion will aid in providing patient satisfaction and wait time scores pre-and post-implementation obtained through patient survey responses. Feedback from these avenues will be analyzed to assess practice changes with the onboarding of new providers. It will be able to address practice gaps to improve provider effectiveness in practice.
Implementation Plan
	The project’s DNP student and site champion met on January 11th, 2023, to discuss the project details and an implementation plan. On January 16th, 2023, the project site champion met with the NPs employed within the project site to discuss the project and gain voluntary consent to participate. January 18th, 2023, the DNP student was informed that all three NPs in the primary care clinic consented to participate. Then an email was sent to the participating NPs with the project implementation timeline, feedback cycles, and questions to gather individual information such as years in practice, certifying board, level of education, and specialty certification. Once the demographic information was received, the DNP student emailed the NPs the provider education manual on January 23rd, 2023. The NPs employed with the free clinic will use the education manual to guide practice with commonly encountered illnesses and injuries (see appendices A and B for examples of manual contents). Practice changes will be revisited during implementation every two weeks with PDSA cycles and analyzing of collected data will occur every three weeks. The post-implementation data will measure provider efficiency, provider confidence, ease of use, and perceived helpfulness of the manual in their day-to-day practice. Opportunities for improvement and other additions to the manual will be made post-data collection, as needed, every PDSA cycle, which will occur at two-week intervals during the implementation phase.
Timeline
	This project began in June 2022 with discussions between the DNP student, the University faculty members, research, and course deliverables. The project continued with establishing a project site for implementation in January 2023 through discussions with the University faculty members, project site champion, and NPs at the free clinic. Project approval to implement at the primary care clinic was received in January 2023. Project research originally began in June 2022 and continued through October 2022. The implementation phase is planned for January 30th, 2023, to continue for approximately eight weeks through early March 2023. During this time, three PDSA cycles will occur at two-week intervals, concluding the implementation phase with a post-implementation Likert survey emailed to participating providers approximately one week after implementation. Data related to patient satisfaction and wait times will be collected through patient-completed surveys at the beginning of project implementation in late January 2023 and the middle of March 2023. Then an analysis of feedback and surveys, both patient and NP, will be performed to assess the project's usefulness in April 2023 (see appendix C for complete timeline).
Section IV. Results and Findings
The data for this project was collected through three PDSA cycles, a patient satisfaction survey (see Appendix D), and a final survey sent to the project participants (see Appendix E) at the conclusion. During the PDSA cycles, the participants provided feedback for improvements in the manual, which helped their practice. Revisions were made to the manual and evaluated through the following PDSA cycle. The implementation phase for this project spanned over eight weeks. Meetings with the project site champion occurred every two weeks. The project site champion and DNP student meetings were held to discuss feedback from PDSA cycles and manual updates, along with discussing conversations with the project participants.
Results
	Three NPs participated in the project, and 32 patients completed the satisfaction survey. The project participants’ final survey results concluded that the education manual was helpful to the NPs who used it in practice. A portion of the participants also found that the manual improved their confidence in treating their patients. All participants would also like to continue using the manual in their daily practice. Another essential aspect of this project was measuring how improvements in EBP can improve patient satisfaction by improving wait times and care received. The patient satisfaction with wait time, provider, care received, and likelihood to return to the clinic for future care needs improved from the beginning to the conclusion of the implementation period.
Outcome Data
Three NPs participated in the project. Their years of experience ranged from less than one year to 26 years. Two participants were doctoral-prepared, and one was master’s prepared. All three participants are family nurse practitioners certified through the American Nurses Credentialing Center. These NPs participated in the project by utilizing the manual with their patients that presented to the clinic with acute illnesses over the eight-week implementation timeframe.
These three NPs participated in the PDSA cycles by completing Likert surveys and commenting on updates that would help their practice. The first PDSA cycle sent on February 14th, 2023, asked NPs about which areas of the manual are helpful versus which could be improved, along with suggestions for improvement. Beneficial aspects of the manual were identified as sections on medication allergies and alternative treatment options for each acute illness. Feedback regarding improvements to the manual included concerns that the manual would be more user-friendly if condensed to a one-page front and back laminated document. As suggested by the NPs, additions to the manual included information on COVID-19 along with treatment guidelines and a clinical pearls section for each condition to improve illness management. These suggestions for clinical pearls included some evidence-based suggestions and some suggestions that were not supported by evidence. The evidence-based suggestions included treating both partners for STDs, treating gonorrhea and chlamydia in those with one resulting as positive as these conditions typically occur together, considering wound cultures before antibiotic prescribing for abscesses and the consideration of prescribing more than one Fluconazole to treat vaginal yeast infections. All evidence-based suggestions of clinical pearls were added to the manual, while the recommendations not supported by evidence were excluded. The manual was updated to include information on the treatment of COVID-19, streptococcal pharyngitis, and influenza. These updates were finalized and emailed to the participants on February 27th, 2023.
The second PDSA cycle sent on February 28th, 2023, asked participants if the addition of COVID-19, streptococcal pharyngitis, and influenza has been helpful to their practice, in which all participants agreed that this addition has been beneficial for them. The NPs were then asked about additional updates that may be helpful, for which one participant suggested adding in chronic conditions such as hypertension and diabetes management. The suggestion of condensing the manual was offered again, which was not reasonable given the limited implementation timeframe. Also, adding in chronic conditions differed from the aspect of this DNP project as the manual focused on acute conditions commonly seen in primary care. These two suggestions are areas in which future focus may be needed. Lastly, the NPs were asked if discharge summaries would be helpful to their practice and would help them to better inform their patients about continued illness management outside of their prescription drug management, and all three NPs agreed that this would be beneficial. Updates to the manual during this PDSA cycle included discharge instructions for each illness, excluding abscess and laceration repair, as these procedures are not typically performed in this clinical setting. The updated manual was emailed to the project participants on March 6th, 2023.
The third and final PDSA cycle, sent on March 14th, 2023, asked participants if the addition of discharge instructions had been helpful to their practice, of which all participants agreed that this was a valuable addition to the manual. The NPs were then asked how often they tend to use the manual and how many patients present with concerns covered within the manual. The participants responded that they used the manual at least two to three times daily and saw approximately one to two patients a day who presented with a condition outlined in the manual. The last question posed to the NPs was to identify which aspects of the manual were most helpful. The NPs appreciated the discharge instructions, the allergies and alternative suggestions, and the conciseness and ease of use. After this PDSA cycle, there were no additional updates to the manual.
After the eight-week implementation period, the NPs were provided a link to a final survey through the SurveyMonkey platform. The link to the final survey was emailed to the NPs on April 3rd, 2023. This survey asked four questions with the answers in a Likert scale format. The first question asked the NPs if they found the education manual to help diagnose and treat their patients. One respondent answered “strongly agree,” while two responded, “agree.” The second question asked the NPs if they believed the manual helped with their EBP. One respondent answered “strongly agree,” while two responded, “agree.” The third question asked the NPs if they felt that the manual improved their confidence in treating their patients’ acute conditions. One of the respondents answered “strongly agree,” while two responded, “neutral.” The last question asked the NPs if they would appreciate having this manual in the clinic and updated with EBP changes on a routine basis. One of the respondents answered with “strongly agree,” while two responded with “agree.”
The survey results from the patient satisfaction survey (see Appendix F) were provided to patients who presented with acute illness, for which the manual included information to diagnose and treat. The pre-implementation phase included 27 respondents, while the post-implementation phase included responses from five who responded to four questions after their visits. These surveys were given to patients by a volunteer in the clinic at the front desk who was less readily available during the post-implementation phase to capture more participation after the project. The same four questions were asked during the pre-implementation phase as were asked at the post-implementation phase to gather helpful information. The patients responded to questions about satisfaction with their wait time, satisfaction with the provider, satisfaction with their care, and the likelihood of returning to this clinic for future health needs. During the pre-implementation phase, 74% of patients were “very satisfied” with their wait time while 26% were “satisfied. Seventy percent of patients were “very satisfied” with their provider while 26% were “satisfied” and 4% were “not satisfied.” Seventy-eight percent of patients were “very satisfied” with their care, while 22% were “satisfied.” Ninety-three percent of patients were “very likely” to return to the clinic for future health needs, while 7% were “likely” to return to the clinic. During the post-implementation phase, 80% of patients were “very satisfied” with their wait time, while 20% were “satisfied,” an improvement of 6%. One hundred percent of patients were “very satisfied” with their provider, which was an improvement of 30%. Eighty percent of patients were “very satisfied” with their care, while 20% were “satisfied,” an improvement of 2%. One hundred percent of patients were “very likely” to return to the clinic for future health needs, an improvement of 7%.
Discussion of Major Findings
	The NPs in the clinic found the manual helpful, especially the NP with less than one year of experience. New graduates were the population targeted most with this project, but seeing that more experienced NPs found the manual helpful was an unexpected finding that can further expand the scope of this educational manual. Focusing on evidence-based clinical practice in rural areas with limited budgets may be another area in which this type of educational material would be useful. The patients in this clinic also significantly improved their satisfaction, with overall scores improving from 2% to 30% in specific areas of their care. While it is unknown if the patient satisfaction scores are a direct result of the use of the manual, it is assumed that since the patients surveyed did present with acute illnesses outlined in the manual, their care was partly affected by the NPs use of the manual in practice. Literature supported these findings as outlined in the literature review portion of this paper. The literature discussed that novice NPs have gaps in EBP and that educational resources can improve EBP in NPs (MacKay et al., 2018; Weddle et al., 2017; Woroch & Bockwoldt, 2020). It is also found in the literature that patient satisfaction is enhanced with the implementation of EBP as the patients receive better care timely. Memmel and Spalsbury (2017) report that patients become increasingly frustrated with long wait times, which can be a barrier to improving patient satisfaction. Timeliness is an aspect of care in which wait times improved, as evidenced by the improvement in scoring on the patient satisfaction survey.
Some suggestions for changes to the manual were challenging to implement given time constraints with the implementation period. One valid and useful request included condensing the manual into a one-page document. This suggestion could not be satisfied due to the manual's detailed manner and the limited implementation period. Most illnesses outlined in the manual included a full page of information. Many important aspects of prescribing practices must be excluded to condense into a one-page document. A potential way to condense information more helpful would be to create a pocket guide that may be more user-friendly and portable. The second suggestion not implemented in the manual includes clinical pearls that were not evidence-based. These suggestions included aspects of care such as using systemic steroids for otitis externa and lengthening the duration of antibiotic prescriptions for common illnesses in hopes that this would reduce the likelihood of revisiting the clinic with continued illness. If implemented, these suggestions may be more beneficial to health as they may lead to antibiotic resistance and secondary conditions such as vaginal yeast infections and gastrointestinal upset. Future recommendations include adding chronic health conditions such as hypertension and diabetes management. This could also include algorithms to streamline prescribing practices for blood pressure and Hemoglobin A1c thresholds.	
Section V. Interpretation and Implications
Costs and Resource Management
	The project cost included time spent by the DNP student researching the EBP information for common acute illnesses and creating the educational manual. No monetary funds were spent on this project. Approximately 300 hours were spent by the DNP student on research, brainstorming ideas for the manual, updating the manual during PDSA cycles, reviewing input from participants, and writing the manual. The site champion and office manager volunteered their time to assist the DNP student in disseminating the project. The site champion spent approximately 100 hours in meetings with the participating NPs, following up with participating NPs while they were using the manual, answering questions regarding the manual, and ensuring that the manual was used in practice with appropriate presenting conditions. The office manager spent approximately 20 hours tracking results from the patient satisfaction surveys, compiling data from these surveys, and printing surveys for patients to complete at discharge.
	However, had this project been implemented on a larger scale, the cost would entail paying the project coordinator and site champion, both NPs, an hourly wage. In North Carolina, the average hourly wage for an NP is $58, costing $23,200 for time spent by an NP on developing and evaluating the project, along with paying an NP to assist in onsite project management (ZipRecruiter, 2023). The office manager's hours dedicated to the project must also be considered in this cost. In North Carolina, the average hourly wage for a medical office manager is $20, costing $400 for time spent by the office manager in assisting with administrative duties for the project (ZipRecruiter, 2023). Other costs that must be considered include supply costs such as printer paper, printer ink cartridges, stapler, staples, binders, electricity, internet, and a monthly subscription to UpToDate (see Appendix G for detailed project costs). Implementing a larger scale to a larger pool of NPs would increase time spent on follow-up, education, meeting time, research, and supplies. Cost-saving factors include considering a position where a portion of one's salary is solely dedicated to project time and administrative duties. This could consist of creating a committee focused on continuing education where administrative time can be spent on ongoing project management and updating the manual as EBP guidelines change. Another cost-saving factor is making the manual a digital file to be accessed through SharePoint or Teams instead of printing a manual for the clinic. A digital file will save supply costs and allow for timelier updates to the manual through a digital platform.
	While the cost of this project could be adjusted in many different ways, there are some concerns that the time spent on the project and updates may lead to undone daily tasks. The NPs focusing on project management and research along with the project’s development may have a decreased ability to care for patients, potentially leading to increased wait times, decreased patient satisfaction, and decreased revenue for the organization. The time spent on the project by the office manager may decrease their ability to focus on budgets, order supplies for the clinic, and complete other administrative tasks in a timely manner, thus impacting the clinic's management.
	Given all factors surrounding the project, the benefits of this project will outweigh the associated costs, which equal approximately $24,385.34 in U.S. dollars (see Appendix G for detailed project costs). This project improved patient care by improving knowledge of EBP treatments, patient satisfaction was improved in patients treated for acute illnesses included in the manual, and patient-perceived wait times improved. In improving EBP knowledge, providers can increase the number of patients they see in a shift, thus increasing revenue for the organization and improving patient access.
Implications of the Findings
	According to the final survey results, the NPs found the manual helpful in practice to diagnose and treat their patients with common acute illnesses. These NPs had a wide range of experience from less than one year to 26 years in patient care. The manual addressed gaps in EBP knowledge as the project site needed access to EBP databases for reference. Also, patient satisfaction was improved by using the manual. Patients polled through the patient satisfaction survey were treated for conditions in the educational manual.
Implications for Patients
	EBP treatment for conditions will improve patients’ health and outcomes leading to reduced unnecessary visits for follow-up treatment, reduced adverse outcomes when conditions are adequately managed, and reduced potential for antibiotic resistance. Treating patients with the correct medications for the proper duration of time and obtaining cultures for abscesses and cultures for presumed UTIs will ensure that the patient is treated with the correct antibiotic rather than warranting change after initial antibiotic prescribing. Patients are also more satisfied with their care, as evidenced by the post-implementation survey results. This improvement in satisfaction will instill trust in the providers, and patients will have more confidence in knowing that their care will improve their health and well-being.
Implications for nursing practice.
	Improving the transition to practice for NPs is a task that can be difficult to achieve, but by improving their EBP knowledge base, this transition can be made easier for new NPs. Having educational materials available in practice for reference is found to aid in the transition. Fortunately, larger healthcare systems have access to more funding for EBP databases, while smaller or government-funded entities may need more educational tools. Improving access to educational tools will help to improve the treatment of patients in rural and underserved areas. Improving access to educational materials will also keep NPs abreast of ever-changing guidelines for treatment leading to better outcomes for their patients and ultimately improving career satisfaction.
Impact for Healthcare System(s)
	Improving patient outcomes with readily available EBP resources reduces hospital admissions for compounding systemic issues if illnesses are inadequately treated. Improved patient outcomes lead to greater patient satisfaction, improving the organization's reputation within the community. Utilizing educational materials to better inform patients about their illness and giving adequate discharge information will enable patients to care for themselves at home to manage their symptoms, improving return rates for patients seeking additional visits for follow-up care. The project offered a cost-effective option for educational material, which, in digital format, can be easily updated through SharePoint or Teams, which most institutions may already use in practice.
Sustainability
	This DNP project is sustainable for future use as the manual can be routinely updated to include up to date EBP guidelines when kept in digital format. Digital format is also the most cost-effective option as the supply cost is minimal and does not include the need for a printer, paper, ink, staples, or binders. NPs and other healthcare professionals can work together to keep the information updated as guidelines change. Creating a committee focused on educational materials and onboarding new providers can improve workplace involvement and citizenship. This manual can also include more information about chronic illnesses, algorithms, and practice-specific care. Currently, acute illnesses are the primary focus of the manual, but it can easily be updated to include information on diabetes management, hypertension guidelines, or other chronic conditions.
Dissemination Plan
	This DNP project remained at the project site for continued use by the NPs. The NPs have digital access to the file and plan to continue updating the manual as guidelines change. The project was disseminated to the ScholarShip with the university in North Carolina to aid in future projects with the College of Nursing and to enlighten future students in pursuing projects directed at NP educational efforts. After implementation, the project was formally presented at the university in North Carolina on July 11th, 2023. The presentation was accompanied by a poster created by the DNP student for the DNP faculty and DNP students of the university (see Appendix H). The poster showed the project’s significance, purpose, methodology, findings, implications, barriers, and recommendations. The project presentation lasted 10 minutes, with an additional five minutes allowing for questions from DNP faculty and DNP students. Additional dissemination plans include presenting at the annual American Association of Nurse Practitioners (AANP) conference and publishing with the Journal of the AANP.
Section VI. Conclusion
Limitations and Facilitators
This project was only implemented at one site with only three NPs that utilized the manual. The small sample size was a limitation for this project, which limited feedback and the number of patients treated in the clinic for acute conditions included in the manual. During this project, the DNP student was not in the clinic with the NPs, and the interaction primarily occurred through email or meetings with the project site champion. This limitation prevented the DNP student from answering questions about the manual readily, prevented direct observation of the NPs’ use of the manual, and had conversations with the NPs to gather real-time feedback. The DNP student also was unfamiliar with the practice and needed help understanding the patient population of the most widely seen presenting conditions. Had the DNP student been more familiar with the clinic, the manual could have been tailored to the specific needs of the patient population to treat more commonly seen conditions. Working with NPs who have been in practice for more than three years was another limitation, as this manual contained a strong base for use in new graduate NPs. Lastly, time was a limitation as implementation was completed over eight weeks. Time limitation decreased the ability to add chronic conditions or to brainstorm ways to condense the manual into a one-page document for easier use. Both of which were suggestions from participating NPs during the PDSA cycles.
The facilitators of this project were working with an onsite project site champion and office manager that ensured the project was adequately explained to the participants and encouraged them to use the manual with appropriate patient concerns. The project site champion gave timely feedback on the manual use in practice, which aided the DNP student in understanding better how the manual impacted daily practice. The office manager compiled data from the patient satisfaction surveys and reported this information promptly. The participants were also facilitators in that they were receptive to the PDSA cycles and provided helpful feedback to continue improving the manual during each cycle. The NPs were excited about participating in the project and eager to help with updates. The participants also gave valuable clinical pearls that they learned in their years of practice, which helped to add more essential points to the manual, thus improving patient care.
Recommendations for Others
	This DNP project aimed to improve patient satisfaction, decrease perceived wait times, improve patient safety with evidence-based treatments, and increase provider confidence in treating acute illnesses to align with ACO, Healthy People 2030. The project results supported the need for EBP educational materials for provider use in treating common acute illnesses. This project helped improve patient satisfaction, perceived wait times, and EBP care from the NPs who participated in this project.
	Recommendations for other DNP students would be to work at the project site. Regularly speaking with colleagues can aid in understanding the patient population and presenting concerns to tailor the manual further to practice norms. This manual could be adjusted to specialty practices, chronic conditions, or urgent care practices. In working with colleagues at the project site, one can better understand how to continue the project with manual updates and who is interested in taking on this role. One could also discuss and plan a committee of providers that would dedicate a portion of their time to educational efforts within the practice site. In working alongside colleagues, one can better understand each provider's strengths, weaknesses, and their experience level to adjust the manual to specific provider needs. Also, maintaining a solid working relationship with the site champion, office manager, and administration will aid in receiving timely feedback and ensure proper monitoring of manual use in practice, along with ensuring that all patients treated with the manual contents receive a patient satisfaction survey to increase the number of patient responses. The PDSA cycles were every two weeks during the project, which was a reasonable goal. In the future, the DNP student may consider providing a small gift or reward for those who participate and give meaningful feedback. Informing the participants at the beginning of the project that they will receive a gift or reward for participation may improve timely feedback and the use of the manual.
Recommendations Further Study
	This project could help improve the transition to practice for new NPs, as transitioning to practice can be stressful and decrease confidence in novice NPs. This project was implemented at a federally funded free clinic for three NPs in North Carolina. Expanding this project to a broader audience across more healthcare systems would be helpful to include in a structured onboarding program or implement with NP students before graduation to utilize during their clinical rotations. A manual could be created for each clinical rotation specialty to improve clinical performance and allow the NP student to understand better the conditions they see in their clinical rotation.
	The gaps identified within this project were opportunities to improve the manual by including chronic conditions, as this manual was implemented in a primary care setting. The inclusion of diabetes management or hypertension along with algorithms would have captured more patients to receive care from the use of this manual. Another gap that was identified during the PDSA cycles was discharge summaries. The NPs reported through their surveys during the PDSA cycles that they could benefit from discharge summaries to improve their patient’s care at home with symptom management. Discharge summaries were added to the manual, and the NPs reported that including this information helped improve their practice. The discharge summaries helped the NPs to educate their patients on the timeline of illness and when they should follow up if they were not improving as expected. Another consideration for this project and a potential gap is that the manual is not portable. Condensing to a one-page document or pocket guide may be helpful and allow NPs to use this manual more conveniently.
Final Thoughts
	This DNP project aimed to improve patient satisfaction, perceived wait times for care, patient safety, EBP knowledge, and confidence in treating patients with common acute illnesses by providing an education manual to use in practice. Using this educational manual in practice improved overall patient satisfaction with care provided, provider satisfaction, and satisfaction with perceived wait times to receive care. Overall, feedback was positive from the participating NPs as well, with all participants reporting that the manual was helpful in practice, improved their EBP knowledge, and the NPs reported that they would like to continue using this manual for future treatment of their patients. Confidence in care was also reported to be improved in 33.33% of the NPs participating in the project, while 66.67% reported a “neutral” response. This manual was designed to target new graduate NPs with one to three years of experience; in which two participants in the study had many years of experience in practice, which may have skewed these results. Overall, the project site champion and office manager were pleased with the project results and are excited to continue using the manual in the clinic. Improving EBP resource accessibility was needed at this practice site and was helpful to the NPs, patients, and the practice site. This project has the potential to lead to a more structured onboarding of NPs, along with helping NP students transition to practice and perform more efficiently during clinical rotations while addressing potential educational gaps for new NPs.
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Appendix A
Manual Example of Treatment Instructions

COVID-19
Assessment Findings: Dyspnea, Dizziness, Fatigue, Myalgia, Nasal Congestion, Rhinorrhea, Cough, Facial Pressure, Loss of Taste/Smell, Headache, Sore Throat
Quarantine and Masking Guidelines:
· Quarantine for 5 days (If immunocompromised, quarantine for 10 days)
· Masking for a total of 10 days from onset of illness
Antiviral Treatment:
*Should be reserved for those with comorbid conditions or those unvaccinated which may pose a higher risk of hospitalization.
*Should be started within 5 days from initial symptom onset
Always check drug interactions on: https://www.covid19-druginteractions.org/checker
· Paxlovid
*May cause rebound COVID-19 2-8 days after initial recovery. This condition causes recurrence of symptoms and a new positive viral test after having tested negative.
*Before initiation of this drug, the patient must have updated lab work within the last two months showing kidney and liver function.
*Paxlovid may cautiously be administered during pregnancy.
· Children (>12 years old & weighing >40kg) and Adult
· Nirmatrelvir 300 mg and ritonavir 100 mg, administered together, twice daily for 5 days
· Kidney impairment
· GFR >60: No dosage adjustment
· GFR 30 to <60mL/minute: Nirmatrelvir 150 mg and ritonavir 100 mg twice daily for 5 days
· GFR <30mL/minute: Do not administer.
· Hepatic impairment
· Mild or Moderate impairment: No dosage adjustment
· Severe impairment: Do not administer.
· Molnupiravir
· Only use in those >18 years of age
· 800 mg every 12 hours for 5 days
· No adjustments for kidney or hepatic impairment
*Molnupiravir should NOT be given during pregnancy.
*Individuals of childbearing age should use birth control while taking Molnupiravir and 4 days after finishing this medication. Sexually active males should use contraception during therapy and 3 months after the last dose of this medication.

Information retrieved from UpToDate on 2/27/2023.
https://www.uptodate.com/contents/covid-19-evaluation-of-adults-with-acute-illness-in-the-outpatient-setting?search=covid-19&source=search_result&selectedTitle=1~150&usage_type=default&display_rank=1#H1912189161
https://www.uptodate.com/contents/nirmatrelvir-and-ritonavir-united-states-and-canada-authorized-for-use-drug-information?search=paxlovid&source=panel_search_result&selectedTitle=2~38&usage_type=panel&kp_tab=drug_general&display_rank=2#F56472433
https://www.uptodate.com/contents/molnupiravir-united-states-authorized-for-use-drug-information?search=molnupiravir&source=panel_search_result&selectedTitle=1~7&usage_type=panel&kp_tab=drug_general&display_rank=1#F56472472


Appendix B
Manual Example of Discharge Instructions

COVID-19 Discharge Instructions
Your COVID test today is POSITIVE which means you have COVID-19. Please isolate for 5 days from initial onset of symptoms and mask for a total of 10 days to prevent spreading this illness to others.

· Rest, push lots of fluids (especially water), and utilize supportive care for symptoms.
· Practice good handwashing to prevent the spread of the virus. 
· You may take acetaminophen (Tylenol) every 4-6 hours and ibuprofen every 6-8 hours for muscle pain, joint pain, headaches (you may also alternate these medications).
· Mucinex (guaifenesin) may be taken over the counter for cough as needed can loosen phlegm. Please read the instructions and take as directed. 
· Sudafed (pseudoephedrine) is sold behind the counter and can help reduce nasal pressure.
· Many over-the-counter cold medications contain pseudoephedrine; please read labels carefully and avoid taking this if you have high blood pressure or feel jittery.
· Phenylephrine can be a helpful, short-term alternative to limit side effects or if you have high blood pressure. 
· Many patients choose Afrin as a nasal decongestant; do not use for more than 3 days for risk of rebound (increased symptoms after stopping medication). 
· Saline nasal sprays or rinses can also help nasal congestion (use bottled or sterile water).
· Warm tea with lemon and honey can soothe sore throat and cough, as can cough drops. 

If you have shortness of breath, chest pain, persistent vomiting, or fever above 104, please go to the ER.











Appendix C
Project Timeline
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Appendix D
Patient Satisfaction Survey

How satisfied are you with your wait time to be seen?
	Very Satisfied
	Satisfied
	Not Satisfied



How satisfied were you with the provider?
	Very Satisfied
	Satisfied
	Not Satisfied



How likely are you to return to this clinic for your future health-related needs?
	Very Likely
	Likely
	Not Likely



Overall, how satisfied are you with your care?
	Very Satisfied
	Satisfied
	Not Satisfied













Appendix E
NP Final DNP Project Survey

Did you find the education manual helpful in diagnosing and treating your patients?
	Strongly Agree
	Somewhat Agree
	Neutral
	Somewhat Disagree
	Strongly Disagree



Do you believe that the education manual has been a useful tool in improving your evidence-based practice?
	Strongly Agree
	Somewhat Agree
	Neutral
	Somewhat Disagree
	Strongly Disagree



Do you feel that the education manual has improved your confidence in treating your patients?
	Strongly Agree
	Somewhat Agree
	Neutral
	Somewhat Disagree
	Strongly Disagree



Would you appreciate having this manual in the clinic and updated with evidence-based practice changes on a routine basis?
	Strongly Agree
	Somewhat Agree
	Neutral
	Somewhat Disagree
	Strongly Disagree













Appendix F
Patient Satisfaction Results
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Appendix G
Approximate Project Cost
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Appendix H
Project Poster
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Very Likely| Likely | Not Likely

How likely are you to return to this clinic for

100% 0% 0%

future health-related needs?
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DNP Project Cost

Quantity

Unit Cost

Healthcare Professional Time Spent

Total

NP Project Investigator 300 $58 $17,400
NP Project Site Champion 100 $58 $5,800
Office Manager 20 $20 $400
Supply Costs

Printer 1 $249 $249
Printer Ink Cartridge 1 $72.89 $72.89
Paper 1 $12.99 $12.99
Stapler 1 $6.99 $6.99
Staples 1 $4.29 $4.29
Three Ring Binder 1 $8.19 $8.19
Internet 1 month $49.99 $49.99
Electricity 1 month $162 $162
Monthly Subscription to UpToDate 1 month $219 $219

TOTAL 24,385.34
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SIGNIFICANCE

« Financially challenged and the homeless population are less
likely to seck care leading to poor outcomes

Progressive advanced illness increases the burden on
emergency departments and hospitals

Evidence-based practice (EBP) is shown to improve patient
outcomes

Project site does not have access to EBP online resources
due to lack of funding

Increasing access to up-to-date clinical resources is shown
to improve quality of care

PURPOSE

« To create and implement a provider education manual with
readily available up-to-date EBP resources for the treatment
of common acute illnesses

0 increase patient satisfaction with care and decrease wait
times in the clinic

+ To improve patient safety with up-to-date EBP and improve
provider confidence in the treatment of acute illnesses

METHODOLOGY

A copy of the printed education manual and a PDF emailed
version provided to nurse practitioners (NPs) in the clinic
Plan - Do - Study - Act (PDSA) Framework

PDSA cycles every two weeks

NPs utilize the manual to treat patients with acute illnesses
Patient satisfaction survey implemented at the beginning of
the project and again at the end of implementation

Data callection from surveys emailed to NPs and surveys
from patients

Final survey sent to NPs to obtain final thoughts and to
evaluate the usefulness of the manual

Patient satisfaction improved by an average of 12.67%
100% of respondents found the manual helpful in practice
100% of respondents feel the manual improved their EBP
100% of respondents would like to continue using the
manual in their daily practice

33.339% of respondents found the manual improved their
confidence in treating patients, while 66.67% reported a
neutral response

Sum/eg, Rewf&x

PATIENT
SATISFACTION

IMPLICATIONS

« NPs with a wide range of experience found the manual
useful in practice to diagnose and treat th

« The manual addressed gaps in EBP knowledge

« Improved care to align with HealthyPeople 2030 initiatives

« Improved patient satisfaction with the use of EBP resource

BARRIERS

« Not physically onsite with NP to discuss issues with use
+ Unknown if NPs used the manual consistently

«+ Timely data collection

+ Noindividual provider metrics to assess improvements

RECOMMENDATIONS

« Utilize educational resources for onboarding new graduate
NPs and to refresh the knowledge of experienced NPs
Consider use in NP students during their last semester of
school to improve role transition

Tailor to specialty practices with specific common
presenting conditions

Include discharge instructions to improve patient education
and care at home

Consider condensing manual to a one-page document for
convenience

Increase implementation duration to capture more data
Examine patient return-to-clinic rate

Offer educational manuals in different languages
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