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Abstract 

Patient portals are important parts of the electronic health record that can be used by adolescents 

to engage with the healthcare system in a variety of ways including making appointments, 

requesting refills, and messaging with their healthcare team. This quality improvement project 

aimed to increase the percentage of adolescents enrolled in the patient portal (MyHealth) from 

36-50% within the span of six months. The project took place in a pediatric primary care clinic 

that has 1656 adolescent patients enrolled. Using two unique PDSA cycles this project combined 

the use of patient education, schedule scrubbing, and marketing materials to sign adolescent 

patients up for MyHealth. After each PDSA cycle we analyzed the number of adolescent patients 

enrolled in the patient portal as compared to the total number of adolescent patients. Although 

this project did not achieve the aim of 50% adolescent enrollment, we were able to increase the 

total number of adolescents enrolled as well as gain momentum for MyHealth enrollment across 

the clinic setting.  
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Introduction 

Problem Description 

Electronic health records have quickly replaced paper documentation, and the evolution 

of patient portals (secure websites or smart-phone applications) now allow patients to access 

their health information, participate in virtual visits, and communicate with providers and other 

staff from anywhere (Lee & Holland-Hall, 2021). Experts agree that there are many potential 

benefits to adolescents using patient portals such as increased engagement and communication 

(Lee & Holland-Hall, 2021; Gadomski et al, 2015). Additionally, most adolescents are already 

familiar with similar technology, are very receptive to using patient portals as part of their 

healthcare experience, and actually desire opportunities to view their health information 

electronically (Miklin et al, 2019). There is a large opportunity to improve communication with 

both adolescents and their parents and encourage them to be more engaged and interactive in 

their health care. 

            The data surrounding use of patient portals, is predominately from the adult population, 

and is limited regarding adolescents or children. The Office of the National Coordinator for 

Health Information Technology in the United States collects healthcare data and has estimated 

that in 2020 about 38% of individuals nationwide accessed some kind of healthcare portal either 

on a smartphone or computer (Johnson et al, 2021).  

Recently, a study was conducted using the electronic health data from a large academic 

medical center in Florida with 52,713 patients. LeLaurin et al. (2021) found that 39% of all 

patients had activated their health portal accounts. Of the total number, this study divides the 

data by age groups, showing that 41% of patients aged 12–17, and 62% of patients aged 18–21 
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years had activated their accounts. The percentages of activation in the adolescent groups were 

higher than the overall population of users (LeLaurin et al, 2021).  

Facilities and providers that seek reimbursement from patients covered under Medicare 

or Medicaid services are incentivized to demonstrate meaningful use of electronic health records 

as part of “Meaningful Use”, first outlined in 2011. This act encourages health systems to 

employ some form of patient portal system so that patients and families can interact with the 

system and their providers electronically, as well as view their own health information (Centers 

for Medicare and Medicaid Services, 2023). The adolescents in our pediatric primary clinic have 

low rates of activated MyHealth accounts. This led to an opportunity to increase their 

engagement in healthcare and communication with their providers through increased activation 

and engagement.  

Available Knowledge 

Adolescent use of healthcare portals is a nuanced issue due to privacy and security 

concerns from both adolescents and their parents or guardians. Several studies show that the 

primary access to 62-83% of adolescent patient portal accounts actually belong to parents or 

guardians, instead of adolescent patients themselves (Lee & Holland-Hall, 2021; Xie et al, 2021). 

In most states, guardianship laws allow for minors to have personal access to their own patient 

portal between the ages of 12 and 14, and then further transition to consenting to temporary or 

permanent proxy access for their parents or guardians, as desired (Lee & Holland-Hall, 2021). 

Additionally, many adolescent patients may be unaware of their right to seek treatment for 

concerns regarding mental, sexual health, and substance abuse without the consent or knowledge 

of their parents (Miklin et al, 2019). Overall, adolescent patients are largely unaware of their 
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rights and responsibilities in these regards, which likely prevents them from disclosing 

information and fully utilizing the electronic health system. 

            Adolescent use of patient portal technology has many potential benefits including 

increased engagement and communication, and overall patient and provider satisfaction. Not 

only are written instructions better comprehended, but providers have more flexibility to respond 

to patients at any time, and 80% of clinicians reported a decrease in telephone calls to the clinic 

(Bush et al., 2017). One study in adults showed that patients with access to a patient portal had 

increased medication and appointment adherence, with lower no-show rates (Zhong et al., 2018). 

Although we have limited evidence from adolescent data, the adult data provides us with clues 

about the potential benefits in adolescents, as well as identifies the knowledge gap which this 

project will fulfill in our clinic. Overall, patients and providers both report that use of a patient 

portal increased satisfaction and helped families feel more knowledgeable and in control of their 

health decisions.  

Despite the known opportunities surrounding adolescent use of patient portals, health 

systems across the country continue to have low activation and utilization rates. In adult users, 

factors like language, age, education level, and access to a smart phone or computer influence a 

patient’s likelihood of using a patient portal system to communicate with their providers (Bush et 

al., 2019). Additionally, we have some information about the patterns of use in pediatrics from a 

healthcare portal; specifically, that secure messaging and viewing of test results are some of the 

most highly utilized functions. More than half of accounts were used for less than one year, 

however this study represents a specialty care population, rather than primary care (Steitz et al., 

2017). This data culminates in reiterating our initial claim that patient portals have the potential 
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to increase the health and wellness of our patients, however are being underutilized, especially in 

the adolescent population. 

Rationale 

Plan Do Study Act (PDSA) cycles were developed by the Institute for Healthcare 

Improvement to test specific interventions within one setting (Institute for Healthcare 

Improvement, 2023). The cycles are designed to carry out a test on a small scale, and then study 

and learn from the results, tweaking the intervention as needed along the way to achieve the 

ultimate goal. PDSA cycles have proven to be particularly valuable for quality improvement 

projects, and therefore our project will follow this familiar framework. 

Through a review of the literature, we determined that elements of a Quality 

Improvement Project to increase MyChart activations among families in a Child Development 

Center could be replicated in our Pediatric Clinic. They were successful in meeting their aim of 

increasing MyChart enrollment from 1.8% to 30% within 6 months (Ratliff-Schaub & Valleru, 

2017). In a series of PDSA cycles, this clinic implemented interventions including training staff 

and providers in using MyChart, training front office staff in MyChart registration, providing 

family education, and implementing marketing including brochures and signs in the clinic.  As 

MyHealth/MyChart is currently available in our clinic, to increase enrollment, we implemented 

reinforced education training rather than basic education. 

Specific Aims 

The aim of this project is to increase MyHealth account activation in patients 14 years and older 

from 36% to 50% in our Pediatric Clinic by April 2023. By accomplishing this aim we will 

increase our adolescent communication and engagement. 
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Methods 

Context 

In our urban Pediatric Clinic, we have a total of 1656 patients aged 12-19 years of age. 

On a typical day we have 3-5 providers and 5-7 MAs and RNs in the back office, and 3-4 front 

office staff.  Of the total patients in that age range, 589 patients (36%), have activated MyHealth 

accounts. The remaining 1067 adolescent patients have accounts that are pending activation, 

have been previously deactivated, or no account at all. Currently in our clinic, MyHealth 

accounts automatically de-active proxy access when patients turn 14. The expectation is that all 

patients are offered MyHealth enrollment, however staff are not comfortable utilizing the 

enrollment features of MyHealth and are not routinely verifying emails or offering proxy access 

signup. 

Interventions 

The interventions consisted of three elements: staff education, schedule scrubbing, and 

educational materials. Staff education consisted of generalized education at a staff meeting in 

October 2022, which included detailed instructions about how to initiate or modify MyHealth 

accounts, different proxy options for adolescent patients, and troubleshooting tips and tricks. The 

initial education was followed by individual education throughout the course of the project for 

new staff and refresher education for anyone with outstanding questions. Schedule scrubbing 

included placing reminders on the schedule for all patients that were eligible for signup. 

Reminders helped both front and back-office staff, as well as providers, remember to include a 

MyHealth discussion in their visit. Lastly, educational materials included posters advertising 

MyHealth that were placed in patient-facing areas including the front office and exam rooms, as 
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well as laminated packets of signup information and tip sheets that were placed at each nursing 

station for staff to use and review (see Appendix 3).  

Study of the Interventions & Measures 

The study of these interventions included comparing baseline data with post-intervention 

data regarding how many adolescent patients are actively enrolled in MyHealth. The number of 

adolescents enrolled was compared with the total number of adolescent patients to determine the 

percentage. 

The outcome measure for this project was the percentage of adolescent patients 14 years 

of age and older who are actively enrolled in MyHealth. This number is obtained through a team-

member in data informatics who provided an Electronic Health Record report. Secondarily, as a 

qualitative measure we met monthly with stakeholders including our manager, QI project 

leaders, and front and back-office staff to determine barriers and implications on staffing and 

time management. 

Analysis 

            Quantitative data was obtained from chart reviews and an EHR clinic report which 

included all adolescent patients and their MyHealth enrollment status. Pre and post intervention 

data was compared. The data was exported in an excel spreadsheet and rates and percentages 

were compared.  

Ethical Considerations 

This quality improvement project was vetted by the International Research Boards of 

both Legacy Health and Oregon Health and Sciences University and found to be quality 
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improvement not consistent with human research. There are no conflicts of interest to report. We 

would like to acknowledge the support of the entire clinic staff where this project was conducted. 

Within the scope of this project, there are certainly ethical considerations including 

language and literacy barriers, and accessibility to smart devices and internet. We acknowledge 

that although the majority of our adolescent patients do have access to smart devices and internet 

at school and at home, there are certainly patients for whom accessing MyHealth from home 

would not be possible. Additionally, although the MyHealth application itself can be displayed in 

many different languages, medical information and messages are usually not translated, which 

presents a barrier for non-English readers and speakers. To mediate some of these discrepancies, 

we have ensured that all patients in our clinic have access to clinic staff using professional 

interpreters for help initiating and navigating MyHealth access. 

Results 

Results 

Prior to starting this quality improvement project, the percentage of adolescents with 

activated MyHealth accounts in this pediatric clinic was 35.6%. Initially, this project was 

scheduled to start in August 2022, however due to extenuating circumstances in the clinic related 

to staff and patient safety issues this project was put on hold until the end of October 2022. In 

addition, the number of adolescent patients enrolled in MyHealth increased from 340 to 373 

during the period between July 2022 and February 2023, with an average of 5-6 new patients 

enrolled each month (see Appendix 2).  

PDSA Cycle 1 
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The first PDSA cycle included education during a staff meeting, scrubbing the schedule 

and adding reminders to every patient that was eligible for MyHealth signup, and placing tip 

sheets reminding staff of how to sign patients up for MyHealth at both of the nursing stations. 

After the first PDSA cycle, we observed an increase in the percentage of patients with active 

MyHealth accounts up to 40.4%. 

PDSA Cycle 2 

For the second PDSA cycle we introduced patient education materials that were placed 

around the clinic in strategic locations. These materials included brochures in the front office and 

on the nursing desks, and fliers in the hallways of the front and back clinics. Again, our 

interventions included scrubbing the schedule to remind staff of patients that were eligible for 

signup. 

During the remainder of this project, we had several additional factors influencing the 

outcome of this project, including the high turnover of staff and changes in staffing and 

scheduling during an unexpected surge of children with viral illnesses. High turnover of staff in 

both the front and back of the clinic meant that training was constantly lacking for our new staff. 

While the new staff were onboarding and training at the clinic, we were unable to prioritize 

MyHealth training in the absence of extra training time. While we did complete training with 

individual staff, the interventions were limited by the lack of formal training. Additionally, we 

encountered an unusual surge during viral season where staffing was short and the clinic 

cancelled most well-child checks to accommodate visits for acutely ill children with viral 

illnesses, in fact the state declared a state of emergency. Since adolescent MyHealth enrollment 

was primarily completed well-child checks, this led to very few opportunities to sign patients up 
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for MyHealth during the state of emergency. At the end of PDSA Cycle 2 the percentage of 

activated MyHealth accounts remained largely unchanged at 40.6%. 

Discussion 

Summary 

Although this project did result in an increased rate of adolescent MyHealth enrollment from 

35.5 to 41%, we were unable to achieve our goal of 50% enrollment (see Appendix 2). However, 

strengths of the project included overwhelmingly positive feedback from providers, staff, and 

families. Additionally, we learned through two PDSA cycles the value of continuing education 

and commitment to this project and believe it will leave a long-term positive impact even after 

completion. 

Interpretation 

The interventions we utilized including education, schedule scrubbing, and marketing materials 

were successful in increasing our enrollment rate. Compared with the model study we were not 

able to achieve as robust of an increase. We included similar elements to the model study 

including training, education and marketing in PDSA cycles, however, unfortunately were not 

able to achieve as robust of an increase in enrollment (Ratliff-Schaub & Valleru, 2017). This is 

in part due to extenuating circumstances including the staffing and shortages in changes as well 

as the pandemic as previously discussed. This project was conducted during normal working 

hours and there was no increased cost to the clinic or staff, making this project sustainable to 

continue. Clinic staff continue to agree that this is important work for the clinic and an important 

way to serve our adolescent patients and families. 

Limitations 
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Because this quality improvement project was conducted in a small pediatric clinic it may not be 

generalizable to larger clinics with more patients and staff. Additionally, because this project was 

conducted by clinic staff, there was likely implicit bias towards some staff members. As 

previously discussed, there were limitations related to English literacy as well as access to 

internet and devices. 

Conclusions 

  This quality improvement project was successful although it did not meet the project 

aims. There was, however, some improvement in our adolescent MyHealth enrollment rates as 

well as excitement from the whole team about continuing this work outside of the scope of this 

project. This quality improvement project would benefit from additional PDSA cycles to further 

improve adolescent MyHealth enrollment and engagement. 
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Appendices 

Appendix 1: Cause and Effect Diagram 
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Appendix 2: Results 
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Appendix 3: Informational Posters 
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Appendix 4: Project Timeline 

 Aug Sept Oct Nov Dec Jan Feb Mar 

Finalize project design and 
approach (703A) 

X             
  

Complete IRB determination or 
approval (703A) 

  X X         
  

PDSA Cycle 1 (703B) 
- Staff Meeting education 
- Schedule scrubbing 
- Tip Sheets 

      X X     

  

PDSA Cycle 2 (703B) 
- Patient Education 

Materials 
- Schedule scrubbing 

          X   

  

Final data analysis (703B) 
            

X 
  

  

Write sections 13-17 of final 
paper (703B) 

              
X 

Prepare for project 
dissemination (703B) 

              X 
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Appendix 5: IRB Determinations
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