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Abstract  

Sexually transmitted infections (STIs) are prevalent across the United States, with one in 

five people diagnosed in 2018, resulting in nearly $16 billion in medical costs. The 

prevention and treatment of STIs have been identified as a priority area for improvement, 

with healthcare providers playing a critical role in education, diagnosing, and treating 

STIs. The aim of this capstone project was to improve STI education and access to 

education for healthcare workers in a rural ambulatory clinic. Through a needs 

assessment and the development of objectives and a timeline, the project identified and 

addressed gaps in STI education and resources, as well as improving the quality of care 

and outcomes for patients. Theoretical underpinnings will guide the project, with a focus 

on project management, cost-benefit analysis, and evaluation. The implementation of the 

project will be monitored for threats and barriers, with data interpretation and personal 

reflection contributing to ongoing quality improvement. Ultimately, the project aims to 

improve the health and well-being of patients in the rural community by enhancing STI 

education and access to education for healthcare providers. 

 Keywords: sexually transmitted infections, STIs, healthcare workers, education, 

rural ambulatory clinic, online 
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Introduction 

Sexually transmitted diseases (STDs)/sexually transmitted infections (STIs) are 

prevalent across the nation with one in five people being diagnosed in 2018. This 

diagnosis alone encompassed nearly $16 billion in medical costs (Centers for Disease 

Control [CDC], 2021). Data can be used to combat the increasing prevalence of STIs and 

holds importance in influencing policy and decision-making. A large portion of STIs are 

preventable, but nearly 20 million estimated cases yearly (U.S Department of Health and 

Human Services [USDHHS], (n.d.). Clearly, there is a lapse in either education, effective 

diagnosing, and/or treatment. The United States has identified prevention and treatment 

of STIs as the need to improve STIs impacting a person’s health and well-being is one of 

the 2030 major goals (USDHHS, n.d.). Furthermore, those providing medical care to 

patients must remain up to date with everchanging news, statistics, symptom prevalence, 

diagnosis guidance, and changes in treatments to provide the utmost best care along with 

education for creating a healthier tomorrow.  

Problem Recognition 

Each year, a specific rural county in North Carolina (NC) demonstrates a higher 

number of STI cases per 100,000 people (County Health Rankings, 2023). This rural area 

in North Carolina reported higher rates of sexually transmitted infections (STI’s) than the 

entire United States did from 2007 until 2019 (County Health Rankings, 2023). Per the 

2019 Community Health Assessment, several initiatives by County Public Health Centers 

to address the rising STI rates have been considered. One of the initiatives includes a 

“Roadmap to STI testing” (Cleveland County Public Health Center, [CCPHC] 2020, p. 

46). The roadmap initiative involves posters detailing the process for testing and 
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treatment, facts, and accessing care (Cleveland County Public Health Center, 2020). 

Posters were distributed to exam offices, restrooms, Law Enforcement centers, school 

health centers, public areas, and other county agencies (Cleveland County Public Health 

Center, 2020). However, STI rates remain higher than the national average despite these 

initiatives (County Health Rankings, 2023).  

In 2015, “prevention of STIs” was noted on the community health assessment 

survey and then a steady rise in STI cases occurred in 2016, 2017, and 2018. This finding 

indicates more education is required for patients, healthcare staff, and the community to 

specifically address the rising occurrence rates (County Health Rankings, 2023). 

However, there has not been a focus on educating the healthcare workers. The rural 

county in North Carolina (NC) has a need for increased education among healthcare 

workers regarding STIs. A lack of healthcare provider knowledge concerning STIs leads 

to delays in preventative care services and directly causes missed opportunities for STI 

prevention services for patients (Workowski et al., 2021, p. 21). Healthcare workers are 

the “grassroots” educators for the public. Healthcare workers should have the ability to 

provide current knowledge confidently and consistently regarding STI education to 

patients, but for this to occur they must first be adequately and continuously educated 

(Barnes & Cathart, 1998). The patient’s future hope of becoming healthy, 

knowledgeable, and protected is directly related to healthcare workers receiving and 

having access to timely, current, and factual STI education. 

Electronic education has far outreached traditional paper/PowerPoint/email 

update methods by allowing for flexible, effective, and efficient learning and information 

requisition for healthcare workers (HealthManagement, 2017). Streamlined education for 
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healthcare workers in a rural clinic would be easily accessible, and current regarding 

prevention, signs and symptoms, treatment, proper test packaging and labeling, and 

potential effects of untreated STIs. A 2015 study in Bangladesh found healthcare workers 

had low levels of STI knowledge and misconceptions regarding STI transmission and 

treatment (Alam et al., 2015). This finding led to the implementation of a training 

program that has been shown to improve healthcare providers' knowledge and 

comprehension of STIs (Alam et al., 2015). This is necessary to combat the high 

incidence rates of STIs and the uneducated situations in which healthcare workers 

sometimes fail to provide accurate patient education. Healthcare workers are responsible 

for always maintaining contemporary education on more than one medical issue at a time.  

Ambulatory clinics are an example of one healthcare setting where large numbers 

of STI testing is completed. Clinics need educational materials available for healthcare 

workers who complete the initial patient assessments and then request additional testing 

be obtained. These outpatient areas are in fact one of the most used service providers for 

patients who do not have a primary healthcare provider. 

Problem Statement 

STI rates are rising yearly and not only negatively impact a patient’s sexual 

health, but impact overall medical costs. There is a notable lack of education amongst 

patients, healthcare workers, and the community in general concerning STI identification 

and reporting. High rates of STIs and the lack of education support a need for improved 

and accessible education for healthcare workers to foster positive health and decision-

making for the entire patient population.  
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Literature Review 

Adequate education arguably encompasses two important aspects of one’s 

healthcare. Healthcare workers have a primary responsibility to the patient concerning 

comprehensive education to improve personal health. Promoting healthcare worker 

education will impact the delivery of knowledge to patients who will receive better 

education. By ensuring healthcare workers have access to updated and reliable 

information will directly impact the competent delivery of health education. A 

comprehensive literature review was conducted using CINHAL, PubMed, and the 

National Institutes of Health (NIH). The literature review included topics such as 

sexually transmitted infections (STIs), education on infections, healthcare worker case 

management strategies, electronic medical record tools, areas of concern, and educational 

programs. 

Education Provider Impact 

Harrison et al. (1998) conducted a study including primary care clinics in rural 

South Africa. The study used five complementary methods with simulated patients 

trained to present STI symptoms. Approximately, 10 clinics participated in the study to 

measure how the staff handled various situations involving STIs and health-seeking 

behavior key points. Quality of care was measured using a standardized interview 

questionnaire for the simulated patients during the visit. The interview determined if a 

physical exam was performed on the patient, or if a complete history including medical 

history, sexual history, and social/behavioral issues was obtained. The study results 

indicated only 19% of patients were offered a physical exam, and only 45% had a 

complete history performed. Patient treatment plans consisted of men who had urethral 
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discharge treated approximately 67% more than women with pelvic inflammatory disease 

symptoms at 13%. Major concerns within the study included staff stigmatization of STIs 

along with a lack of sufficient STI clinic training and support. Intervention strategies 

compiled from findings included: STI management education workshops for nursing 

staff, quick reference packets with symptoms and treatment, on-going training programs, 

and increased support districtwide.  

Rose et al. (2021) ran a trial involving two phases. The trial included 26 clinical 

staff in three primary clinics using a new clinical tool (STI management tool) within the 

electronic medical record (EMR). The clinical tool used the New Zealand Sexual Health 

Society’s (NZSHS) guidelines for best practice of STI screening and management in the 

EMR. The clinical tool was implemented for easy use and access by clinical staff. The 

number of times the clinical tool was used, best key practice fields, and tool acceptability 

were measured over a 3-month trial period. The findings concluded that 80% of users 

found the clinical tool favorable, with 73% of users recommending the use of the clinical 

tool to other healthcare workers. Several key themes noted following the conclusion of 

the trial included efficiency of care, top standard care being provided, improved 

continuity of care, and educational opportunities for staff. Limitations of the clinical tool 

included functionality within the system EMR, patient comfortability with personal 

questions, and consultation styles. The trial found that the STI EMR tool was beneficial 

in both the documentation and management of the patient, which could ultimately lead to 

a decrease in STIs. The limitations of using the tool involved content revisions that 

allowed for automatic prompting on the EMR for healthcare workers rather than relying 

on one’s memory to access and complete the tool.  
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Leung et al. (2019) conducted a comprehensive review of educational programs in 

several countries. The review evaluated different sex education programs to determine 

the effectiveness of changed attitudes towards enhanced knowledge of STIs, sex, 

knowledge regarding relations and contraception, and learned behaviors of contraception 

use and sex frequency. There was a lack of data evaluating sex education programs in 

Asian societies. The study ultimately found that there are gaps in sex education for 

patients, healthcare workers, and the community. Gaps determined parents, teachers, 

social workers, and healthcare workers need to be involved in patients’ lives and the 

community to enhance the effectiveness of sex education programs in schools.  

Systematic Reviews 

Brookmeyer et al. (2021) conducted a narrative review of 2,700 studies 

determining the completion of sexual history assessment among clinics in the United 

States between 1998 and 2018. Brookmeyer et al. (2021) reviewed all studies, and the 10 

studies were used for data abstraction pertaining to U.S samples, peer-reviewed, and 

obtained sexual histories within a medical setting. During the literature review, 

Brookmeyer et al. (2021) found that clinicians do not obtain comprehensive histories 

from patients, which exposes the gaps between CDC clinical guidelines and actual clinic 

practice. Additional findings included barriers when obtaining a patient's sexual history. 

About 71.8% of clinicians reported obtaining sexual histories from sexually active 

females, whereas 20.8% of them noted only doing a sexual history after a chart review 

was conducted. The overall goal of the review was to determine if certain factors such as 

the patient, healthcare provider, and setting impacted the likelihood of a healthcare 

provider acquiring a sexual history from patients. The review noted specific factors 
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influenced documentation such as age ranges between 13-15 years old and older than 45, 

male-gendered, those of the “other” race not identifying as Caucasian or African 

American, privately insured patients, and patients in emergency care clinics. Patients in 

these categories were less likely to be asked about sexual history. Since sexual health can 

directly impact overall patient health, findings indicated a need to influence and guide 

workers in the importance of obtaining sexual health history or behavior for all patients. 

Goesling et al. (2014) conducted a systematic review of 200 programs effective in 

reducing STIs, teen pregnancy, and sexual risk behaviors from 1989-2011. However, 

only 88 of the programs met the criteria to be included in the final analysis (Goesling et 

al., 2014). The criteria for inclusion determined whether curriculum-based, abstinence-

based, clinic individualized services, special population programs, or youth development 

programs had evidence of reducing teen pregnancy, STIs, and/or associated sexual risk 

factors. The literature review findings determined almost 50% of programs used 

curriculum-based sex education programs, while other programs used an abstinence-

based curriculum (19%), individualized services in a clinic (11%), youth development 

programs (11%), and special population (pregnant teens, foster youth, juvenile justice 

system) programs (11%). Some educational programs were presented at school during 

normal school hours. Other educational programs were offered by after-school or 

community organizations. Of the 31 effective programs, education regarding sexual 

activity and the use of contraceptives seemed the most promising in increasing education. 

A common value among the studies involved realistically educating about teen pregnancy 

and STI prevention.  
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Maggio et al. (2019) conducted a systematic meta-analysis review of 10,811 

relevant studies. Of these studies, 25 comparative studies were used to evaluate electronic 

knowledge resources and their impact on clinical and learning outcomes. Articles from 

1991 until 2017 were screened for content items such as knowledge, behaviors, patient 

effects, skills, attitudes, and cost. Data was obtained from studies after a Newcastle-

Ottawa Scale evaluated sample selection, attrition, and comparability. Electronic 

resources used by clinicians have a positive impact on clinical staff behaviors and effects 

on patients. Paper copies of journals as resources were less beneficial to clinicians when 

searching for answers quickly compared to electronic resources. Limitations included the 

quality and quantity of published articles, vague reporting, conflicts of interest/bias 

results, and publication timeframe of the articles.  

Newton-Levinson et al. (2016) sought to assess views on appropriate medical care 

for STI services among adolescents and healthcare workers. Newton-Levinson et al. 

(2016) determined knowledge and awareness were barriers for youth seeking care for 

STIs. Newton-Levinson et al. (2016) used a qualitative systematic review of peer-

reviewed studies. Notable findings indicated that although youth want more information, 

often parents and/or healthcare workers were unwilling or perhaps unable to provide 

additional information. The review determined that the availability of supplies, staff, and 

funds, along with the lack of knowledge among youth regarding STIs and services 

available were common hindrances. Shame and stigma were noted as the most prevailing 

barriers to receiving education. Limitations consisted of specific study exclusion that 

measured interventions and community projects, most qualitative studies that may not 

accurately represent all youth, and the lack of English studies in Latin America. Newton-
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Levinson et al. (2016) note barriers to be addressed for improvement including education 

and utilization of resources for STIs in youth. 

Education Changing Care 

Szucs et al. (2020) conducted a cross-sectional survey among public and private 

students in grades 9-12. The survey evaluated condom and contraceptive use for 

participants' last sexual intercourse encounters. The survey noted that 7% of respondents 

reported sexual intercourse before the age of 13, 54.3% reported condom use with their 

last sexual encounter, 22.2% reported using contraceptive methods, and 10.3% reported 

not using condoms or any other pregnancy prevention methods. Most sexually active 

students reported condom or contraceptive use, but 19.8% reported withdrawal or other 

methods such as not using a condom or birth control. There were prominent differences 

in condom and contraceptive use among Hispanic and African American students 

indicating higher rates of no pregnancy prevention or use of contraceptive methods. 

Szucs et al. (2020) concluded that yearly surveying will be necessary when promoting 

clinical approaches to unintended pregnancy and STI rates among the youth. The study 

had several limitations which included a lack of knowledge for males regarding their 

female partners' contraceptive use, and only one method of pregnancy prevention could 

be selected in the survey, so those who used two may not be adequately reflected.  

Goodreau et al. (2021) performed a data analysis survey collection for CDC’s 

Youth Risk Behavior in U.S. high school students. Regression coefficients were used to 

predict sexual behaviors among different student groups. The coefficients estimated a 

behavioral change rate was then used to predict gonorrhea and chlamydia incidence rates 

along with medical costs over a year. The study noted that from 2007-2017, a behavior 
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change occurred, and a decrease was noted in gonorrhea and chlamydia rates along with a 

decrease in medical costs. However, the effect “dampened” years later (Goodreau et al., 

2021, p. 637). Limitations of the survey included a need for a more diverse age 

population and the presence of opposite-sex relationships only.  

Molla et al. (2020) sought to determine participant knowledge of gonorrhea, risky 

sexual behaviors, and prevention strategies. Findings were obtained from participants via 

a self-administered survey. The school administered the survey and was the first to 

implement “modern western type” education as compared to other school counterparts. 

Participants were students in 11th and 12th grades (Molla et al., 2020). Results indicated 

that 40% of those surveyed reported knowledge of gonorrhea transmission along with 

signs and symptoms. Condoms were reported as a known protection from gonorrhea by 

52.2% of students. More than half of the students reported being uncomfortable 

discussing gonorrhea, while 59% noted sexual education is important, and 78.5% of 

participants/students reported that gonorrhea sex education prevention and control have a 

large role in student’s quality of life.  

Needs Assessment 

There are various considerations to think of when determining why STI rates 

continue to rise in the US. There is a significant need to determine the major causes and 

areas of concern to combat this issue. However, there is not a pinpoint cause or answer 

for this issue. Therefore, further investigation into the need for education is a common 

denominator between patients and healthcare workers. The importance of STI proper 

education must be considered for all parties involved in healthcare with healthcare 

workers being the common middleman between patients and patient knowledge of 
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personal well-being. With everchanging STI education and guidelines, healthcare 

workers must be confident in their STI education, but also quickly refer to educational 

resources during patient exams or history assessments when they are unsure. 

Target Population 

Healthcare workers at a rural ambulatory clinic conduct large numbers of sexually 

transmitted disease testing. Due to the patient population seen by the rural ambulatory 

clinic, the site will be the prime focus of the DNP project. Healthcare workers include 

nurses, radiology technicians, nursing assistants, medical assistants, ambulatory 

managers, nurse practitioners, physician assistants, medical doctors, and patient services 

specialists who work in the clinic. This population is responsible for triaging, assessing, 

obtaining specimens from, diagnosing, treating, and educating STD/STI patients in this 

specific project site and across healthcare systems nationwide. 

Stakeholders 

There are many stakeholders considered for the DNP project. The DNP project 

has the capability to impact many individuals in healthcare such as patients, workers, and 

the surrounding community. At the patient level, appropriate discharge and treatment 

knowledge is key in combatting the complications of STIs. Healthcare workers have a 

stake in the project, as members are passionate about patient health and the potential for 

change. The healthcare workers and clinic leaders are stakeholders, as patient information 

provided will bring an increased knowledge regarding STIs to provide high-quality care 

and further the clinic’s ability to accurately diagnose, test, and treat STIs. This will in 

turn decrease future diagnostic rates of STIs around the surrounding community and 

within the clinic. Most importantly, the patients will be stakeholders as the increased 
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knowledge amongst healthcare workers will provide them with a focus on accurate 

testing and treatment which will positively impact the patient’s sexual health and quality 

of life moving forward. 

Other stakeholders are outside the clinical setting. These stakeholders include 

laboratories where specimens are sent. An increase in healthcare worker’s education 

regarding packaging and labeling of specimens will decrease the rates of improper 

packaging/labeling throw aways within the lab. By decreasing packaging/labeling issues, 

there will be an increase in reliable specimen samples sent for testing. The healthcare 

corporation that funds the clinic where the project is taking place will be a stakeholder. 

They will prosper from increased testing, diagnosing, and successful treatment which will 

make them more desirable to patients.  

Available Resources 

The office space being utilized was at the healthcare facility where the project 

will be conducted. Materials for the project were electronic and essentially free as paper 

documents were not necessary. The DNP project leader and healthcare workers had 

access to the shared network folder at work and home if they wished to preview the 

information prior to or after the education session. The overall cost was low as the project 

was electronic-based. 

Desired and Expected Outcomes 

By expanding healthcare workers’ education about patient symptoms, patient 

education initiatives, testing options available, specimen packaging/labeling, and the 

creation of an easily accessible hub of education materials, there will be an increase in 

healthcare worker’s confidence. Access to educational materials will enhance healthcare 
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workers’ knowledge and with the enhancement of knowledge better patient care 

outcomes. It is desired that educators will continue to implement the improved education 

strategies and information in years going forward to reach other clinics and other 

healthcare worker groups within the corporation. Going forward, the process for STI 

continuing/yearly education for healthcare workers will be different as it will be local, 

accessible, and easily understandable. The current process includes initial general 

education during the healthcare worker’s onboarding and then a PowerPoint review or 

refresher information once a year. By creating a localized accessible folder, up-to-date 

education, and policy changes are available year-round for all members of the team. Not 

only will healthcare workers become more confident in triaging, assessing, and treating 

STI patients, but healthcare workers will also be confident in accessing resources needed 

to guide them in assessing, treating, and obtaining specimens for collection and testing 

for STI patients.  

In turn, the education will provide healthcare workers with confidence when 

educating patients. Thus, encouraging safer sex practices and increased education 

initiatives among patients. An increase in healthcare worker’s knowledge along with easy 

access to educational materials will assist in the identification and management of patient 

symptoms. The main initiative is to provide STI education to patients, testing options 

available, specimen packaging/labeling, and the creation of an easily accessible hub of 

educational materials after education is provided. By providing learning opportunities 

and educational materials for healthcare workers, confidence in presenting the 

information to patients will increase and hopefully lead to more education being provided 

to patients. The knowledge expansion for healthcare workers will cause a reduction in 
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future documented cases of STIs in the community surrounding the rural ambulatory 

clinic. Furthermore, an expansion of knowledge will stimulate positive sexual health 

moving forward for community members. 

Team Selection 

 Team formation is an important aspect of the DNP project. Team members who 

have a direct understanding and knowledge base of STIs, corporation policies regarding 

specimen packaging and labeling, and computer-based skills will be beneficial. These 

individuals will embody the idea of better-educated healthcare workers who are focused 

on the recognition and treatment of STIs. In turn, a healthier, safer community that 

focuses on the advancement of education regarding sexual heath will prevail. Members of 

the team included the DNP project leader, the DNP project chair, and all full-time clinic 

healthcare workers. The team members play a major role in the success of this project. 

Networking will be beneficial in building the team.  

 The DNP project leader created educational materials, established the shared 

network folder, and focused on learning strategies with the help of team members. The 

focus of the DNP project leader was to effectively guide healthcare workers on 

identifying patient symptoms, patient education initiatives, testing options available, and 

proper specimen packaging/labeling. Team members will play a key role in not only 

presenting the streamlined information in conjunction with the DNP project leader but 

also in stimulating continued sustainability in the project for years to come. Each team 

member will contribute their own input while simultaneously building the project into 

one that is the most beneficial for healthcare workers and patients going forward. The 
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goal of the team is centered around creating a viable program that can stimulate a 

healthier sexual future for the community.  

 The main team members/participants of the DNP project are registered nurses 

(RN), certified medical assistants (CMA), certified nursing assistants (CNA), patient 

service specialists (PSS), radiology technicians (RTR), nurse practitioners (NP), 

physician assistants (PA), and medical doctors (MD). Each member plays a vital role in 

the success and progression of the DNP project. Pre-survey and post-survey data obtained 

from participants will determine the project's impact and overall success. From the 

minute a patient walks into the door until they are discharged, there will be multiple 

interactions with different members of the team. It is imperative that each member have a 

strong STI education foundation and be able to carry out their role in the assessment and 

treatment of STI patients. This aligns strongly with the project goal and will be 

determined by participant opinions. 

Scope of the Project 

 The DNP project was focused on providing education to healthcare workers 

within a rural ambulatory clinic. The project will first create a shared network folder with 

educational materials, a link for the materials, and place necessary educational materials 

within the hub. After discussing ways to use the materials, the aim was to draw attention 

to the need for expansion of, accessibility of, and continuous updating of education 

accessible for healthcare workers during daily operations. The project will be backed by 

the DNP project leader and the previously selected team members who are educated in 

the topic and able to provide input. The project will aim to simultaneously educate those 
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coming in direct contact with patients to become increasingly confident and deliver the 

education to patients. 

The DNP project will increase the healthcare worker’s knowledge of available 

materials for patient education, confidence in STI’s manifestations, and the healthcare 

worker’s ability to educate patients. The project will improve the healthcare worker’s 

confidence when asking the patient necessary sexual history questions and provide 

accurate education to enhance the patient’s sexual health knowledge. The project will not 

provide education to patients directly as the focus is on healthcare workers. The project 

will not survey patient responses, extract data from patients, and/or attempt to gather 

patient experiences. The focus of this project is pointed towards increasing healthcare 

worker’s confidence, education, and accessibility to resources needed to carry out patient 

care regarding STIs. 

Goals, Objectives, and Timeline 

Education, process change information, and guidelines provided to healthcare 

workers within their role are passive and mostly self-taught. Education is often presented 

in the form of PowerPoints, emails, and/or passing verbal communication. While all these 

processes are time efficient, this is less ideal. Many healthcare workers may forget the 

information, not have direct access to the information after the initial learning, or perhaps 

accidentally delete emails containing educational materials. The prevalence of sexually 

transmitted infection (STI) in the US increases each year with approximately 20 million 

new cases diagnosed (USDHHS, n.d.). Healthy People 2030’s focus is on reducing STIs, 

and STI complications, and improving access to quality care for those with STIs 

(USDHHS, n.d.). Therefore, it is important for healthcare workers to have direct access to 
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an updated, easy-to-locate, and easily accessible hub for STI information pertinent to 

their workflow. The information necessary to be accessible includes patient symptoms, 

patient educational materials, testing options available within the healthcare system, and 

packaging/labeling specimen guidelines. The availability of this information and 

education for healthcare workers is important and the point of focus to obtain goals set 

forth for the DNP project.  

Goals 

 The goals for this project are simple and streamlined. However, these goals will 

make an impact on the need for change and improvement of STI education along with 

accessibility of education for teammates. The overall goals of increasing the availability 

of this information and education for teammates include: 

• To efficiently improve health care worker’s daily operations regarding STI 

symptom recognition and testing during patient triage/interviews 

• To improve healthcare worker education and system guidelines regarding STI 

patient education, treatment, and testing options  

• To improve healthcare worker education and system guidelines regarding 

packaging/labeling specimens after collection is made 

• To increase patients with STI’s or concern for possible STI’s overall health 

outcomes 

• To increase access to quality STI care in a rural area 

These goals are obtainable and can reap vast benefits for all parties involved. By focusing 

on and breaking down the issues that lie within basic education to teammates within a 

clinic, focus can promote more prompt, guided, and refined care for those with STIs.  



25 

Objectives 

 Creating objectives from goals is equally important as objectives point out how 

the project outcomes are measured and achieve the goals set forth. The project data will 

be examined over 3 months following the implementation of the newly accessible, 

continuously updated, streamlined folder of STI information via a shared network point. 

The project objectives include: 

• The teammates will demonstrate improvement in their interviewing skills with 

patients who may be experiencing STI symptoms via an anonymous rating scale 

following introduction to the new education hub after 2 months. 

• The teammates will be able to locate and demonstrate the appropriate use of the 

education hub created for STIs to the team leader after a 2-month implementation.  

• The teammates will be able to accurately label and package three STI testing 

specimens after a 2-month implementation of the new education hub.  

The DNP project is intended to improve healthcare workers’ STI education by creating 

an easily accessible and continuously updated shared network hub for rural ambulatory 

clinic teammates. The DNP project will foster the creation of the hub and provide 

education to healthcare workers to increase their confidence, provide a better 

understanding of and easier access to education resources on patient symptoms, patient 

education, testing options, and packaging/labeling specimens as compared to current 

resource retrieval and education methods.  

Timeline 

 The project will take place over 16 months (Figure 1) beginning in the DNP 

project leader’s second semester of project courses. The first 2 months will include 
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identification of the project’s problem and needs assessment. Once the problem is 

identified, STI education for rural ambulatory clinic teammates and the ongoing rise of 

STIs in the US will be addressed. The needs assessment identified rural ambulatory clinic 

teammates needing education and continuous access to up-to-date information regarding 

patient symptoms, patient education needs, testing options and availability, and specimen 

packaging/labeling requirements.  

The 3rd and 4th months of the semester focused on facility topic interest and a 

partnership including goal and objective creation. Months 5 through 7 will encompass the 

incorporation of the theoretical underpinnings of the project. Nursing theories were 

explored and used to guide the project through the upcoming implementation phases. 

Months 8 through 10 focus on the project proposal and submission of Quality 

Improvement/Institutional Review Board (QI/IRB) approval from the project leader’s 

program and the facility/project site QI/IRB approval process. QI and IRB approval was 

obtained first from the project leader’s program (Appendix A) and then the 

facility/project site (Appendix B and C), as the site approval should be included once 

DNP Project approval has occurred. Following approval from QI and IRB committees, 

months 11 and 12 focused on project implementation planning. First, participants will 

complete a pre-survey that will be sent via email. The educational hub will then be 

introduced to the clinic’s computers initially, then the hub will be introduced to 

healthcare workers. Each healthcare worker will be provided with education on where 

and how to access the hub and its contents. After this education is conducted, 

implementation of the hub’s resources will begin immediately. Upon completion of hub 

implementation, a post-survey will be sent to participants via email. After this survey is 
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complete, data will be analyzed and reported to the facility and the DNP project leader’s 

institution.  

The end of month 15 through month 16 will consist of quantitative and qualitative 

data analysis of Likert scale surveys obtained from healthcare workers. Likert scales are 

useful in obtaining data that is unobservable. This can include things such as feelings or 

opinions that are objectively unmeasurable (Bhandari & Nikolopoulou, 2020). These are 

useful for conducting surveys within this project due to the participant’s ability to choose 

the option that corresponds best with their feelings regarding a specific statement. This 

includes the identification of themes and patterns amongst the data that are notable. 

Month 15 will be comprised of report production. Data is presented in the form of charts 

and graphs to represent trends, changes, and patterns for the clinical significance of the 

project. The 16th month of the program will focus on project finding dissemination. This 

part of the DNP project is where the results are reported to the stakeholders, those within 

the academic community, and others in similar settings as the project setting.  

Whether or not the project produced the anticipated results, the findings will be 

shared. Findings will be presented to the project facility site subjects via an in-person 

meeting. The presentation of findings will be informational for project subjects and 

provide them with data regarding the impact of the project. The findings will also be 

shared with the project leader’s graduate-level program staff, Gardner-Webb Hunt School 

of Nursing. Some aspects and parts of the timeline may change depending on the 

progression of the project, data collection milestones, or perhaps QI approval delays. 

There will be adjustments made when necessary whilst falling within the overall timeline 

goal. 
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Figure 1 

Project Timeline 

Note. Project timeline created by project leader.  

Theoretical Framework 

The healthcare field encompasses the need for change to provide quality patient 

care. Success within an organization is impacted by the organization of, implementation 

of, and adherence to change. Changes within healthcare often align with treatment, 

workers, shortages, clinical leadership, population changes, patient satisfaction, the safety 

of staff and patients, and protocols (Mitchell, 2013). Change can be sustained if those 

involved are motivated. Motivation for the change is planned appropriately, and 

communication is maintained. Theories are useful for guiding change or projects within a 

facility.  

Rogers’ Diffusion of Innovation Theory was developed in 1962 and designed to 

document how an idea or project gains momentum and can spread through a population 

(LaMorte, 2022). The end goal is the adoption of a new idea or behavior. Rogers’ theory 
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is based on five key phases of change: knowledge, persuasion, decision, implementation, 

and confirmation. In the knowledge phase, education is provided to staff to expose them 

to the proposed change. Next, the persuasion phase encompasses persuading staff by 

providing useful information regarding the change. The third step, decision, is where the 

decision to fully adopt the change is determined by the staff. Next, the implementation 

step is where the change is implemented and put into practice. The last step, 

confirmation, is where staff determine the benefits of the change and ultimately accept 

the change into continued practice (Barrow et al., 2022).  

Roger’s theory can be incorporated into this project to maximize the extent of and 

longevity of change. The first step of Rogers’ theory, knowledge, is arguably the most 

important as exposing staff to the proposed change is the initial hurdle. Allowing staff to 

be made aware of and included in proposed changes can start the project off on a positive 

point. If staff are blindsided by new education, they are less likely to move forward with 

the proposed change. However, appropriate exposure to the components of the proposed 

change will be more likely to foster cooperation. The DNP project leader will be 

responsible for educating the staff on the proposed project, the benefits, and the expected 

outcomes along with usefulness in practice. The next step, persuasion, will be 

accomplished by exposing the current practice problem within the facility and advocating 

for the effectiveness of the newly proposed project. The project leader will create 

momentum for the project by outlining the inconveniences of the current education model 

regarding STIs for staff and highlighting the ease of use, the accessibility of the hub, and 

its mainstreamed functionality. This is where the third step, decision, comes in and staff 
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can see that the prior method for STI education and resources for staff is inferior to the 

newly proposed method.  

Once these steps are completed, Rogers’ theory revolves around the 

implementation step where the new project is put into place. The project will encompass 

the creation of a centralized, accessible hub of education materials for staff to refer to for 

education pertaining to patient symptoms, patient education initiatives, testing options 

available, and specimen packaging/labeling. The hub will be created, and staff will be 

educated on where to locate the hub, what information is in the hub, and how to access 

and use the education. Once this is completed, staff will be able to effectively access and 

use education regarding STIs. Lastly, the final step of Rogers’ theory, confirmation, is 

assessed. In this step, staff determine the value of the new project and its overall 

profitability within the practice. From there, staff will ultimately determine that the new 

method outweighs the old and will continue to use the new process. Once the project is 

implemented, staff will begin to understand the usefulness of the hub and will gain 

increased education and accessibility to education that is beneficial to them regarding 

STIs within the practice. Once they form this conclusion, the sustainability of the project 

is concrete and will be long-lasting. With this, there will be an increase in healthcare 

worker’s confidence. Access to educational materials will enhance healthcare workers’ 

knowledge and directly impact positive patient care outcomes. Rogers’ Diffusion of 

Innovation Theory has been used as a framework for projects across various disciplines 

and makes an effective framework for this project as well.  
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Figure 2 

CTE Diagram 

Note. CTE Diagram of the project compared to Rogers’ Theory. 

Methods 

 The project is centered around increased education for healthcare workers at a 

rural clinic. The focus will consist of organized and available information, education 

material and links (Appendix D-L), and a survey of education/confidence levels before 

and after the education session and materials are provided. Both quantitative and 

qualitative data will be evaluated. 

Participants 

 The invited participants included 20 individuals comprised of males and females 

between 20 and 60 years of age. These participants are health care workers in a rural 
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ambulatory clinic. Included are participants of different education levels, work 

backgrounds, and roles within the facility. Professional titles include registered nurses 

(RN), certified medical assistants (CMA), certified nursing assistants (CNA), patient 

service specialists (PSS), radiology technicians (RTR), nurse practitioners (NP), 

physician assistants (PA), and medical doctors (MD). Their identity remained anonymous 

and was voluntary.  

 Ethical consideration and approval were obtained through the DNP project 

leader’s educational program QI/IRB board and the rural ambulatory clinic’s QI/IRB 

board prior to participant recruiting. Participants were selected to be included in the 

project as they are all currently employed full-time within the clinic. The exclusion 

criteria for participants were focused on those who are considered as needed workers 

(PRN) and float/resource team members. Of the 20 participants invited to participate, 

75% provided anonymous consent for the pre-survey. There was no compensation 

provided to participants and they were made aware of this before giving consent. 

Materials 

 A pre- and post-Likert scale survey was used to measure education confidence 

and educational resource retrieval method comfortability during project implementation. 

These surveys (Appendix M and N) consisted of 10 (pre-survey) and 10 (post-survey) 

questions regarding confidence with current STD/STI guidelines, referencing, 

accessibility of, and ability to package/label specimens within the workplace. Also, how 

often STD/STI referencing is used, current education level, need for change with the 

current method, and preferred learning method. Participants selected their level of 

agreement on statements with a 4- or 5-point scale depending on the question. Responses 
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ranged from: “no confidence” to “extremely confident”, “not accessible” to “extremely 

accessible”, “every patient interaction” to “never”, and “strongly disagree” to “strongly 

agree”. There were two questions concerning the need for change in the current education 

method and preferred learning method for which the responses included: “total 

makeover” to “current method”, and “current method-email” to “email, new checkoff 

with each change, and monthly in-service”.  

Procedure 

Participants were notified in the pre- and post-survey emails that their responses 

would be completely anonymous and they would provide informed consent (Appendix 

O). The surveys were distributed via a secured link within an email. The surveys were 

created and administered by Qualtrics, an online survey creator. Qualtrics will produce 

reports based on the data collected. The DNP project leader will then synthesize the data 

into the dissertation. Findings will then be presented to the healthcare workers during a 

staff meeting. The education will be presented in the form of a PowerPoint, email, easy-

access links, and easy-to-understand and read pages created by the group. The DNP 

Project faculty will provide the DNP project leader with useful information and guidance 

during the tenure of the project. Should there need to be printing resources, the project 

leader will use a local office supplier for copies. The project leader will develop 

improved strategies and learning methods for healthcare workers to enhance healthcare 

worker’s confidence in and accessibility of STI education provided to healthcare workers 

within a rural ambulatory clinic. 
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Work Planning 

Project Management 

 The project will be managed within the clinic continuously by the DNP project 

leader. The design and plan of the project are unique as it was not copied from the design 

of another project. The project was intended to be straightforward and manageable to 

bring about a positive and easily accessible education hub and obtain data regarding its 

efficacy. Easy manageability will hopefully ensure future implementation and 

maintenance.  

Design and Plan 

 The DNP project takes place in a rural ambulatory clinic that conducts large 

numbers of STI testing in western North Carolina. The clinic is comprised of healthcare 

workers including nurses (RNs and LPNs), radiology technicians (RTs), certified medical 

assistants (CMAs), patient service specialists (PSSs), doctors (MDs and DOs), and 

advanced practice providers (PAs and NPs). Identification of the issue regarding lack of 

access and availability to STI testing, patient symptoms, treatment, education, and 

specimen packaging/labeling resources was determined by the DNP project leader. The 

DNP project will assess the healthcare worker’s initial confidence with a pre-project 

implementation survey in the form of an anonymous 10-question survey using a Likert 

scale to assess current STI testing, patient symptom recognition, treatment options and 

availability, education to provide to patients, and specimen packaging/labeling guidelines 

prior to the implementation of the intervention. The project will start with the creation 

and implementation of a shared network hub that is remote and easily accessible for all 

healthcare workers. The hub will contain educational resources on patient symptoms, 
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patient education, testing options, and compliance with packaging/labeling specimens. 

The hub will be centrally located on each desktop for quick, easy access to necessary STI 

information and education. There will be a post-project implementation of an anonymous 

10-question Likert scale survey to determine the effectiveness of the intervention in 

increasing healthcare worker confidence with STI testing, patient symptom recognition, 

treatment options, and availability, education to provide to patients, and specimen 

packaging/labeling guidelines. Both surveys will be completely anonymous, and 

information will be kept confidential by the DNP project leader. By conducting and 

gathering data from the pre- and post-project implementation surveys, the DNP project 

leader can better determine the initial baseline and the effectiveness and success of the 

DNP project.  

 The steps necessary to initiate the DNP project began with an email to all full-

time healthcare workers at the clinic detailing the purpose of the project and a link to 

complete the anonymous pre-survey. Informed consent to participate in the survey and 

project was listed as the first question within the survey. Once the surveys are complete, 

the network hub will be downloaded and affixed to each desktop in the office by the 

project leader. Then, another email will be sent out discussing the findings of the 

presurvey and the next steps for mandatory education. Healthcare workers will be offered 

two different 1-hour in-office training dates or one 1-hour recorded online video to 

complete required education for location, use, and contents of the hub and will have 1 

week to sign up. Those who opt for the recorded session will sign up as well and there 

will be a follow-up questionnaire at the end of the video assessing understanding. The 

sessions will include skills checkoff by the DNP project leader to examine participant 
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competency on the location, use, and concepts of the hub as well as three correct 

specimen orderings (for providers) and specimen packaging/labeling for clinical 

teammates who are required to do so within their job role. Once all healthcare workers 

are educated, the hub can begin to be used for day-to-day operations. A third email will 

be sent out with instructions for the post-survey completion.  

Cost/Benefit Analysis 

 The cost versus benefit of a project is very important to all stakeholders as this 

determines the liability that may be obtained if the project is unsuccessful. To analyze the 

cost and benefits, the DNP project leader must look at direct and indirect costs. The 

budget determined for the project is approximately $1,000. Further breakdown, the most 

expensive aspect of the project will be paying healthcare workers 1 hour of wage for 

coming in for the mandatory education. Participant pay will not be provided by the DNP 

project leader. Each full-time staff member is paid differently based on position and 

seniority. The direct sources of funding include wage pay for education, utilities for the 2 

hours of use in the facility for education sessions, and packaging/labeling supplies needed 

for an education session and checkoffs. The wage cost will amount to approximately 

$600, while utilities will account for approximately $100 and packaging/labeling supplies 

will use approximately $100. Indirect costs will include snacks for education sessions, 

staff computer use, and internet use. Snacks will account for approximately $50, with 

staff computer and internet use will account for approximately $100-150. With the cost 

effectively being low and there already being continuous access to desktop computers 

and internet which could essentially be free for use of the project since it is for the 
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betterment of the clinic. The low cost of the project combined with the positive benefits 

of the project will be clear-cut for the stakeholders as a win all around. 

Implementation 

 Implementation of the shared network hub that houses easily accessible 

educational resources regarding STD/STI information in guidelines is the most important 

aspect of the DNP project. Not only is the shared hub instrumental in achieving the goal 

of increased access and confidence in STD/STI education within the clinic, but it also 

provides the platform to gather post-project implementation survey data to determine its 

success. Plan implementation must be completed on a strict timeline to maintain timely 

data procurement. A GANTT chart was used for project management (Figure 3). The 

chart will serve as a visual aid for the project schedule and timeline. The chart will direct 

the leader to critical tasks needed to ensure deadline adherence. GANTT charts are 

visually appealing and easy-to-use for project management.  

Figure 3 

GANTT Chart 

 

 

 

 

 

 

 

Note. GANTT Chart for Project Management 
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Pre-Intervention 

Pre-intervention steps are needed to begin the project and gain insight into the 

depth of the issue at hand. The project will begin with an email to all full-time healthcare 

workers at the clinic detailing the purpose of the project and a link to complete the 

anonymous Likert scale pre-survey. The email begins with an introduction to the DNP 

project leader’s program of study. This email also includes other relevant information 

regarding the DNP project's purpose and goal to increase education and access to 

educational resources for healthcare workers within the rural ambulatory clinic. The 

email encourages participation but includes information regarding nonmandatory 

participation. Email recipients are provided with both a link and a QR code to access the 

pre-survey with instructions on survey access. 

Once the survey link is opened, the participant will be directed to the informed 

consent agreement first.  The consent includes relative information including the project 

being completely voluntary with the participant’s ability to withdraw at any time without 

penalty. Participants are made aware that the responses are anonymous and confidential. 

Participants are informed their names will not be collected or linked to the data. Also, 

there is no compensation for participation. Other information that is clarified includes: 

the ability to obtain a hard copy of the disclosure if necessary and that data will not be 

used or distributed for future research studies. Participants then select “I agree” or “I do 

not agree” to the following items: reading and fully understanding the contents of the 

disclosure, the chance to ask questions concerning the project, and if they wish to 

withdraw, to close out of the window at that time with no storage of responses and no 

consequences. The survey will also include approximately 10 questions ranging from 
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confidence with STI patients and testing processes to current education strategy 

comfortability to uncertainties with packaging/labeling specimens. There will only be one 

submission allowed per person. With the survey responses being anonymous, there is no 

guarantee that participants will not complete the survey more than once. However, 

participants are instructed to only complete the survey once. The DNP project data 

collection will rely on participant honesty and ethical guidance to not complete more than 

one survey response. The current issue involves addressing healthcare workers within the 

clinic, and it is understood that the plan implementation will be respected and welcomed 

which will promote compliance with the survey. Once the pre-survey has been released 

for 1 week, the project can begin to be implemented.  

During implementation, participants will be educated regarding the use of the hub 

via a PowerPoint presentation (Appendix P). After the education session, participants will 

be checked off on successful STI/STD specimen packaging/labeling. During this 

checkoff, seven participants who are in direct roles that require specimen labeling and 

packaging will be checked off by the DNP project leader. These participants include 

direct clinical care workers limited to RNs, CMAs, LPNs, and RTs. Providers (DO, MD, 

PA, NP) as well as PSS staff will be excluded as their positions do not require them to 

complete packaging and labeling of STD/STI lab specimens. The DNP project leader 

provided each participant with a fictitious patient label example and had the participant 

demonstrate how to correctly place the label on the specimen collection tube as 

demonstrated in the Specimen Labeling Job Aid (Appendix Q). This was informal and 

strictly observed as no physical check-off form was completed for each participant. 

Following observation, the DNP project leader provided verbal feedback to the 
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participant. The evaluation method is appropriate as there were only seven participants 

required to demonstrate.  

Post-Intervention 

 Post-intervention assessment is important to determine if the project was effective 

at creating change. The main goals of the project are to increase healthcare worker 

confidence with STI testing, patient symptom recognition, treatment options, and 

availability, education to provide to patients, and increasing compliance with specimen 

packaging/labeling guidelines. After the implementation of the shared network education 

hub, there will be an email with a link to an anonymous Likert scale survey of 

approximately 10 questions. Some questions will be the same as the pre-survey assessing 

confidence with STI patients and testing processes and current education strategy 

comfortability. However, it will also include questions like a new understanding of 

comfortability with packaging/labeling specimens, whether the project was effective, and 

if the new education way is more favorable than the standard paper or email education 

method. There will be an open-ended section at the end for the surveyor to write their 

concerns, what they want to change, or other ideas or comments. This data will be 

analyzed via Qualtrics reports to determine the overall effectiveness and acceptability of 

the project. 

Evaluation Plan 

Project outcome and goal achievement measures are pointed out with objectives. 

The overall goal of the project was to improve rural ambulatory healthcare workers’ STI 

education by creating an easily accessible shared network hub to increase confidence and 

provide a better understanding of and easier access to educational resources on patient 
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symptoms, education, testing options, and packaging/labeling specimen guidelines. This 

project’s objectives are based on the overall goal.  

Objectives 

Objective One 

 The first objective of the project is that at least 75% of teammates will 

demonstrate improvement in confidence regarding STD/STI patients, education, and 

guidelines via an anonymous rating scale following introduction to the new education 

hub after 2 months. This will be measured by obtaining a pre- and post-intervention 

anonymous Likert scale survey sent out via email. The pre- and post-intervention ratings 

will be analyzed and reported. Pre-intervention survey questions focus on determining 

participant confidence with STD/STIs packaging/labeling of STD/STI specimens, 

confidence being a health care worker involved in the care of STD/STI patients, 

confidence using current education, accessibility of current education methods, and 

current education level of STD/STI guidelines and resources. These questions create a 

baseline set of data prior to project implementation to determine project impact once the 

pre-survey is obtained. 

Post-intervention survey questions included most of the same questions from the 

pre-survey, but with indications for confidence and education level after implementation 

of the project’s shared network hub. The survey also inquired about the accessibility and 

user-friendliness of the hub after project implementation. With the pre- and post-survey 

data, the DNP project leader can determine whether participants respond with an 

improvement in confidence regarding STD/STI patients, education, and guidelines.  
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Objective Two 

Objective two addresses at least 80% of teammates will be able to locate and 

demonstrate appropriate use of the education hub created for STIs to the team leader after 

a 2-month implementation. Objective two will be measured using the required in-person 

training sessions. There will be two different 1-hour in-office training sessions offered 

and a 1-hour recorded online video to complete the required education for the location, 

use, and contents of the hub. All healthcare full-time team members will have 1 week to 

determine which session works with their schedules.  

Objective Three 

Objective three addresses at least 80% of teammates will be able to accurately 

label and package three STI testing specimens after a 2-month implementation of the new 

education hub. These will be measured with the above required in-person training 

session. The sessions will include skills checkoff by the DNP project leader to examine 

participant competency on the location, use, and concepts of the hub as well as correct 

specimen packaging/labeling for clinical teammates who are required to do so within 

their job role. The project leader will provide each participant with a fictitious patient 

label example and have the participant demonstrate how to correctly place the label on 

the specimen collection tube.  
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Figure 4 

Evaluation Plan- Logic Model 

 

Note. Evaluation plan created by the DNP project leader.  

Implementation 

 Project implementation is critical and must be completed in a timely manner 

while maintaining the preapproved timeline. Implementation can be carried out with ease 

with the proper preparation beforehand. However, even if all aspects of implementation 

are lined up correctly, there is a chance of threats and barriers along the way. The DNP 

project leader must adequately monitor the project and be able to adapt appropriately to 

prevent complications during the DNP project implementation phase. QI/IRB approval 

from both the Hunt School of Nursing and Atrium Health was obtained prior to project 

implementation.  
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Threats and Barriers 

 Prior to project implementation, threats and barriers were assessed and 

considered. The largest barrier to the success of this project was the use of technology. 

There were varying degrees of technological savviness which, in turn, may directly affect 

the usability of the hub for some of the DNP project’s participants. Other technological 

barriers that may pose a threat include a stable continuous internet connection and hub 

accessibility due to SharePoint access/connection. Another barrier addressed is the 

dynamic patient variability day to day. There may be multiple patient’s presenting for 

STI/STD testing one day and none the next. Therefore, it may pose an issue to some DNP 

project participants not requiring the use of the hub as often.  

There were also barriers regarding specimen retrieval and use after sending via 

transport from the clinic. Most notably, specimen transportation from the clinic to the lab 

after packaging occurs by another individual not employed by the clinic. The company 

that transports the specimens, MedSpeed, may have an automobile accident or may 

lose/misplace/damage a specimen during transport. This barrier is not a direct reflection 

of the rural ambulatory clinic for which the DNP project is taking place and is out of the 

DNP project leader’s control. The receiving lab may also lose/misplace/damage a 

specimen or incorrectly enter the result on the patient which is simple human error.  

The training session barriers included continuous attentiveness by those in 

attendance and configuring scheduling conflicts to ensure the education of participants. 

Concentration was intermediate due to patient trends and patient load in direct relation to 

how many patients were present to be seen and participants responding to those 

situations. Participants were mostly vigilant during the session but still required follow-
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up. Scheduling conflicts and overlapping between participants posed another threat to all-

inclusive education. The project leader presented on two different days to include most 

full-time working participants. In the event participants were unable to attend in person, 

an emailed copy of the education session was emailed to all full-time participants for self-

review. 

Project barriers directly related to the DNP project leader included the necessary 

time management alongside work schedules, graduate schoolwork load, and life changes. 

The DNP project leader experienced a slight setback in the DNP project by 2 weeks. The 

DNP project leader had to move days around in order to accomplish each implementation 

initiative. Although this will most likely not negatively affect post-survey results, it is 

still a barrier to the implementation of the project.  

Another possible threat to the project was the possibility of participants thinking 

the project was irrelevant or ignoring the overall DNP project goal. Participants may be 

adequately educated and shown how to properly use the hub, but may not necessarily use 

it as they should or continue to hastily choose the wrong order and/or package/label 

specimens incorrectly. Although these are appropriate threats and barriers, it is important 

to understand that all DNP projects encompass some degree of possible issues. Threats 

and barriers must be overcome by pushing forward to advocate for the overall goal: 

increasing access to, availability of, and quality of STI educational materials for 

healthcare workers in a rural ambulatory clinic.  

Monitoring of Implementation 

 The DNP project leader was in charge of all aspects of DNP project 

implementation including consent obtainment creation of the hub and education 
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materials, conducting education sessions, communication with project participants, 

monitoring hub use, maintaining availability for participant questions or concerns, and 

DNP project data analysis. Consent was obtained initially and completed via pre- and 

post-survey responses emailed to all full-time project participants.  

 This aspect of the DNP project went very smoothly as the participants were 

within the DNP project leader’s email base and regularly checked their email. Two 

education sessions were conducted, and specimen labeling/packaging checkoff was 

completed. All seven of the required participants noted within their job description were 

able to checkoff on their specimen labeling and packaging. These were completed 

individually by the DNP project leader intermittently throughout the day with each being 

pulled for a short time for their short demonstration. All participants demonstrated 

successful specimen labeling.  

 There were few questions and overall positive learning experiences voiced 

amongst participants. Hub implementation within the clinic began approximately 1 week 

later on February 12, 2024. Each week, the DNP project leader rounded either in person 

or via email on newfound concerns and questions presented by participants. Rounding 

was conducted with only a few questions/needs for guidance regarding the hub’s location 

and/or use. The project was set back approximately 2 weeks due to outstanding 

circumstances on the DNP project leader’s behalf. However, the DNP project was able to 

be reigned back in sufficiently in order to ensure timely completion. Data completion for 

the pre-survey was at 70% as only 14 of the 20 possible participants partook. For post-

survey, 45% or 11 of the 20, participants completed the survey response. The DNP 

project leader reminded potential participants via email of post-project implementation 
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survey participation. Despite this attempt to obtain more post-survey data, no new 

participant survey responses were collected.  

Project Closure 

 After approximately 6 weeks of hub use, the DNP project closed on March 29, 

2024. Participants were notified of the DNP project conclusion and any last-minute 

questions and/or concerns were addressed. The post-project surveys were sent to 

participants via an email with a confidential link to be completed. The DNP project 

leader began to conduct the data analysis of participant survey responses with the help of 

the Qualtrics data management system. Data dissection and analysis were then placed 

into a report and graphics for interpretation to determine project and goal outcome, 

anticipated favorability, and soundness.  

Interpretation of Data 

 Qualitative and quantitative data were gathered during the initiation, implementation, 

and closure of the DNP project. The DNP project began with a pre-project intervention survey 

and ended with a post-project intervention survey used to collect pre- and post-project 

implementation data. The surveys were collected via Qualtrics, a web-based software, which 

scores and creates distributions and reports of the data collected. Qualtrics created reports in 

which the data was easily visible and trends were able to be appreciated. Coding was also 

completed by Qualtrics software by assigning a numerical value to each answer choice for each 

question to distribute data within an easily viewable and understandable simple bar graph. Data 

retrieved from the pre- and post-project implementation surveys was compared to determine and 

measure DNP project impact. Prior to the DNP project implementation, 20 full-time healthcare 

workers at the rural ambulatory clinic where the DNP project was conducted were identified as 
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potential participants and received an invitation to complete the pre-intervention survey which 

also obtained consent to participate in the DNP project. Of the 20 possible participants, there 

were only 14 completed responses for each question in the pre-survey and 11 for the post-

survey. The missing data from the other six possible participants from the pre-survey and nine 

from the post-survey were not available for scoring or coding. A barrier that may have 

contributed to the missing participant data includes but is not limited to vacations, requested time 

off, illness, lack of computer/email access, and indifference.  

Qualitative Data 

 Qualitative data within this DNP project were collected via observation and a checkoff 

after applicable education was provided. Data was gathered with nine survey questions 

including responses. Confidence regarding STI patients, education, and resources within the 

workplace was evaluated during the pre- and post-surveys. The survey found that respondents 

had some degree of confidence with current STI guidelines and referencing within the 

workplace with 71% noting “mostly confident”. After project implementation, 100% of 

participants noted “mostly” or “extremely confident”. Furthermore, 100% of participants also 

agreed that their overall confidence had increased following the implementation of the new 

education hub. Confidence with correct packaging and labeling of STI specimens was found 

approximately 36% less than minimal confidence and 63% mostly confident. Participants were 

much more confident with packaging and labeling after the DNP project closure with “mostly” 

and “extremely” confident votes. The DNP project leader found approximately 15% less than 

minimal confidence and approximately 85% mostly confident appropriate for the care of these 

patients. This rose to 100% of mostly confident or more post-project implementation. STI 

educational resource and guideline referencing was noted to be used at least once per shift or 
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more frequently by approximately 29% of participants, 50% responded with “sometimes”, and 

21% responded with “never”.  

Accessibility and current method preference were also evaluated within the pre- and 

post-project intervention surveys. Current accessibility of updated sexually transmitted infection 

(STI) educational resources responses noted over 50% accessibility as compared to less than half 

of participants noting decreased accessibility. One hundred percent of participants noted the 

STD/STI education resources to be “very” or “extremely” accessible after project 

implementation. Nine of the 14 participants “somewhat agree” that they are properly educated 

on STI symptoms, testing options, packaging/labeling specimens, and treatment options whereas 

three participants disagreed. This could be directly related to the varying education preferences 

of each participant and/or their misunderstanding of the question. After the DNP project closure, 

approximately 82% of participants voted strong agreeance to proper education on STD/STI 

symptoms, testing options, packaging/labeling specimens, and treatment options. When asked if 

participants felt as if there needed to be a change in STI guidelines, resources, and education 

accessibility and reference ability, 10 participants stated issues with nine of the ten noting the 

current method needing revision. Only one participant noted a preference for the current method. 

Preferred learning method data obtained found that over half of the participants preferred 

something other than the current email method however most preferred email, new checkoff 

with each change, and a monthly inservice. Six participants preferred the current method over a 

changed method. Of the post-survey participants, 100% of them agreed that education was more 

accessible and user-friendly than the method prior. 
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Result Interpretation  

 Data interpretation was derived from Qualtrics survey reports. The survey reports found 

obvious improvements in confidence and accessibility of STD/STI education, guidelines, and 

specimen packaging/labeling as noted by participants in the post-survey as compared to the pre-

survey. Participants noted an increased confidence and accessibility of education after the 

implementation of the shared network hub. Participants also noted a preference for the new 

method compared to the old method of education.  

Quantitative Data 

 Quantitative data within the DNP project was collected via pre- and post-project 

intervention surveys. This data includes pre- and post-project implementation survey completion 

participants, specimen labeling and collection checklist participants, and participants noting how 

often they refer to educational resources regarding sexually transmitted infection (STI) 

guidelines within the workplace in the pre-intervention survey. Of the 20 participants who 

received survey invitations, 14 unidentified participants completed the pre-intervention survey 

and provided consent to be anonymously involved in the DNP project. There were 11 

participants who completed the post-intervention survey. There were 12 participants who were 

checked off on the successful collection and labeling of three different simulated STI/STD 

specimen collection orders. Of the 14 pre-intervention survey participants, results from the 

question “How often do you have to refer to educational resources regarding sexually 

transmitted infection (STI) guidelines within your workplace?” included one participant who 

answered “every patient interaction”; one participant answered “a few times per shift”; two 

participants answered at least once per shift”; seven participants answered “sometimes”; and 

three participants answered “never”.  
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Result Interpretation 

 Although all participants were invited to take part in the project, only 15 

completed/consented to the pre-survey and only 11 completed the post-survey. Data reports 

were analyzed nonetheless. Seventy-three percent of participants who completed the pre-survey 

indicated needing to refer to educational resources regarding STD/STIs “sometimes” or more 

which can be interpreted as there needing to be continuous education as referencability is 

important and necessary to some degree.  

Outcomes 

 The main goal of this DNP project was to increase education and access to education for 

healthcare workers at a rural clinic. The focus consisted of organized and available information, 

education material links, and a survey of education/confidence levels before and after the 

education session and materials. The outcomes of the DNP project were equally positive and 

with the help of this DNP project, there was more readily available access to STD/STI education 

for healthcare workers within the rural urgent care clinic. Not only were the healthcare workers 

within the clinic adequately educated regarding STD/STI guidelines, the information was easily 

accessible to all. There was improved use of the SharePoint system for accessing documents and 

information within the healthcare clinic. There was also a checklist completed that verified the 

ability of clinical staff to accurately collect and package/label STD/STI specimens verified by 

the DNP project leader.  

 Another goal for the project included patient and community impact. Not only will 

increased education regarding STD/STIs for healthcare workers increase their knowledge, but 

their day-to-day work and impact on patient care. With a better understanding of  STD/STI 

education and guidelines, healthcare workers can directly improve patient care standards. Going 
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forward, healthcare workers within the rural ambulatory clinic will foster better relationships 

with STD/STI patients by providing quality care and a positive impact on their education as 

well. With the improvement noted in this specific clinic, there is hope that other clinics may 

adopt the network hub and see acceptability and change as well.  

Process Improvement 

 Process improvement is a multifactoral aspect of day-to-day operations within any 

facility or system. The impact of a project directly impacts its acceptability and implementation 

within a system. The ultimate goal is improvement and a positive outcome from the project. 

There was a direct correlation between quality improvement within a system and its success 

overall.  

Impact 

 This DNP project impacted healthcare workers within the rural healthcare clinic 

regarding education about and access to resources for STD/STIs. Not only was STD/STI 

education more easily accessible, but it was provided in a concise, viewer, and user-friendly 

platform easily accessible by all healthcare workers within the rural ambulatory clinic. There 

was an increase in STD/STI guidelines confidence, guideline reference ability, and 

packaging/labeling of STD/STI specimens. This impact was measured via responses to both a 

pre-project implementation and post-project implementation survey. The post-survey indicated 

that 80% of participants noted an overall increase in their confidence in STD/STI symptoms, 

treatment options, and specimen/labeling guidelines after the new education hub was 

implemented within the DNP project.  
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Sustainability and Future Data 

 The DNP project was sustainable as it was a clinic public page that was editable. The 

SharePoint page was shared with all of the healthcare workers at the rural ambulatory clinic and 

can be updated by them. The goal of the DNP project was not only to improve STD/STI 

education but also to provide an easy-to-use and accessible platform for education to be housed. 

With that, the idea that the DNP project participants would customize the page going forward as 

education is presented/passed down to them from the educational leaders within the larger 

organization. This would allow the hub to stay up to date with the healthcare workers as they 

continue to become familiar with and grow accustomed to using the SharePoint hub page. This 

access also allows for the addition of new education as it is presented in the future. The hub is 

very easy to access and use by those within the clinic. The hub can be shared and exported an 

unlimited number of times as well making it easier to continue past this specific DNP project 

timeline. For years to come, the DNP project can be ongoing and modifiable. 

 In the future, one would be able to build on this DNP project by incorporating a wider 

array of education surrounding STD/STI including but not limited to STD/STI testing options 

expand, as less common STD/STIs become more prominent, and education or policies change. 

One could potentially go more in-depth with the DNP project and measure the number of 

STD/STI specimens that are discontinued or not run by the lab due to ordering and/or 

labeling/collection issues. Another option would be to take the DNP project to a larger stage or 

reciprocate in other clinics as the DNP project was only completed within one rural ambulatory 

clinic. This would provide a different data set that could be compared among clinics. Another 

possibility could be measuring STD/STI testing and the need for accessing the hub based on 

days of the week, portions of the month, and months of the year could be measured as well thus 
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adding to the DNP project shared network hub to educate the participants on trends within the 

clinic.  
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CDC Pocket Guide Link 

 
CDC STD pocket-guide.pdf 

  

https://gardnerwebb.sharepoint.com/:b:/s/AHUCShelbySTIEducationResources/ESV2soIcyy5IktBBWSxWut4BY1PPsRNHJ8BqHhQQwmUPJA?e=WNm8cH
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STI Collection- Oropharyngeal  

 
STI Collection - Oropharyngeal.pdf 
 
 
 
 
 

 

 

 

 

https://gardnerwebb.sharepoint.com/:b:/s/AHUCShelbySTIEducationResources/EWuJnPDv9IFCngIjK1MfwdEBeVJzsxf_BERdE-OUw3qAyg?e=nmLm34
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STI Collection- Rectal  

 
STI Collection - Rectal.pdf

https://gardnerwebb.sharepoint.com/:b:/s/AHUCShelbySTIEducationResources/Eb5FXR1e25NJre9cjccuq7gBnDJKEkUOpgf1KMmyjT63nw?e=AInMAv
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Swab Reference List 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

 

 

 

 

 

 

 

    
  

 

 
    

Swab/Tube Reference List – STI Testing 
Please reference STI Order Panel order in EPIC for information on 

placing STI orders.   

  

 

Swab 
Reference List – Most Common Tests 

Culture – Throat Culture, Wound Culture, etc.:  

 
  

 Created 6/1/22, Updated 6/15/23, 6/19/23.  
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Male Dysuria STI Testing Standing Order 

 
Male Dysuria STI Testing Standing Order.pdf 

 

https://gardnerwebb.sharepoint.com/:b:/s/AHUCShelbySTIEducationResources/EUouNK0Dr7xIlKefFJsYsCQBJVLWEJsCDUQ8k7xD1jMjEg?e=w2Keul
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STI Available Orders 

 
 
STI Available Orders 3.17.23.pdf 

 

https://gardnerwebb.sharepoint.com/:b:/s/AHUCShelbySTIEducationResources/EW6txNT2WUlMqlWxCJMlZ6AB0AYYvlIiMKE7uoPGjF1xKw?e=aOJcy8
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STI-STD Order Panel 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 
 

STI-STD Order Panel.pdf 
 

 

https://gardnerwebb.sharepoint.com/:b:/s/AHUCShelbySTIEducationResources/EWSsArrT6-dKlHm1rh93OZsBZyUbqDa7XZ7U3WwReqmPPA?e=ig0pGa


70 
Appendix K 

UpToDate Links 
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SharePoint (Hub) Link 

 
STI/STD Education Materials and Resources Hub 

 
 
 

  

https://gardnerwebb.sharepoint.com/:u:/r/sites/AHUCShelbySTIEducationResources/SitePages/HomeForBrandCentral.aspx?csf=1&web=1&share=Ea9KnKubnZhMnNWH2xtqV-wB65RU_kTpTWgyPB6dtu8vuA&e=a9fLFA
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Appendix M 

Survey (Pre-Intervention) 

 
Electronic Link:  
https://gardnerwebb.az1.qualtrics.com/jfe/preview/previewId/d58ae9cf-014b-4ccf-866f-
3f0087b9f8a9/SV_0dkmJiFOaT3ZZD8?Q_CHL=preview&Q_SurveyVersionID=current 

 
Survey (Pre-Intervention) 

DNP Project Pre-Intervention Survey 
 

 
Start of Block: Default Question Block 
 
Q1 Participation in this project is voluntary. You have the right to withdraw from the QI 
project at any time without penalty. You also have the right to refuse to answer any 
question(s) for any reason without penalty. The information that you provide during the 
project will be handled confidentially. Your data will be anonymous which means that 
your name will not be collected or linked to the data. There are no anticipated risks in this 
project. You will receive no payment for participating in the project. You have the right 
to withdraw from the project at any time without penalty by exiting the survey, simply by 
closing the browser window. Data from this project will not be used or distributed for 
future research studies. I understand I may receive a hard copy of this disclosure if I so 
wish. I have read the information in this consent form and fully understand the contents 
of this document. I have had a chance to ask any questions concerning this Quality 
Improvement project and they have been answered for me. If you agree to continue, click 
"I agree" and continue the survey. If you wish to withdraw, close out of the survey now. 
None of your information will be stored or shared and there are no consequences for 
withdrawal.  
 

o I agree  (1)  

o I do not agree  (2)  
 
 
 

https://gardnerwebb.az1.qualtrics.com/jfe/preview/previewId/d58ae9cf-014b-4ccf-866f-3f0087b9f8a9/SV_0dkmJiFOaT3ZZD8?Q_CHL=preview&Q_SurveyVersionID=current
https://gardnerwebb.az1.qualtrics.com/jfe/preview/previewId/d58ae9cf-014b-4ccf-866f-3f0087b9f8a9/SV_0dkmJiFOaT3ZZD8?Q_CHL=preview&Q_SurveyVersionID=current
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Q2 How confident do you feel with current sexually transmitted infection (STI) 
guidelines within your workplace?  
 

o No Confidence  (1)  

o Minimal Confidence  (2)  

o Mostly Confident  (3)  

o Extremely Confident  (4)  
 
 
 
Q3 How confident do you feel referencing current sexually transmitted infection (STI) 
guidelines within your workplace?  

o No Confidence  (1)  

o Minimal Confidence  (2)  

o Mostly Confident  (3)  

o Extremely Confident  (4)  
 
 
 
Q4 How would you rate the current accessibility of updated sexually transmitted 
infection (STI) educational resources? 

o Not Accessible  (1)  

o Slightly Accessible  (2)  

o Very Accessible  (3)  

o Extremely Accessible  (4)  
 
 
 
Q5 How confident do you feel in packaging and labeling sexually transmitted infection 
(STI) specimens accurately?  

o No Confidence  (1)  

o Minimal Confidence  (2)  

o Mostly Confident  (3)  

o Extremely Confident  (4)  
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Q6 How confident do you feel being a team member in the care of sexually transmitted 
infection (STI) patients? 

o No Confidence  (1)  

o Minimal Confidence  (2)  

o Mostly Confident  (3)  

o Extremely Confident  (4)  
 
 
 
Q7 How often do you have to refer to educational resources regarding sexually 
transmitted infection (STI) guidelines within your workplace? 

o Every patient interaction  (1)  

o A few times per shift  (2)  

o At least once per shift  (3)  

o Sometimes  (4)  

o Never  (5)  
 
 
 
Q8 I am properly educated on sexually transmitted infection (STI) symptoms, testing 
options, packaging/labeling specimens, and treatment options (providers).  

o Strongly disagree  (1)  

o Somewhat disagree  (2)  

o Somewhat agree  (3)  

o Strongly agree  (4)  
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Q9 Do you feel as if there needs to be a change in sexually transmitted infection (STI) 
guidelines resources, education accessibility, and reference ability? 

o Total makeover  (1)  

o Current way is not good, unsure if new would be either  (2)  

o Current method needs revision  (3)  

o I prefer the current method  (4)  
 
 
 
Q10 What is your preferred learning method for updated sexually transmitted infection 
(STI) education within your workplace? 

o Current method- email  (1)  

o Email and hands-on checkoff  (2)  

o Localized hub with demonstration  (3)  

o Email, new checkoff with each change, and monthly in-service  (4)  
 
End of Block: Default Question Block 
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Appendix N 

Survey (Post-Intervention) 

 
Electronic Link:  
https://gardnerwebb.az1.qualtrics.com/jfe/preview/previewId/1d947da2-e52e-486d-
86c6-
3adac41152ce/SV_07iS1fgxml7kyeW?Q_CHL=preview&Q_SurveyVersionID=curr
ent 
 

Survey (Post-Intervention) 
DNP Project Post-Intervention Survey 
 

 
Start of Block: Default Question Block 
 
Q1 Participation in this project is voluntary. You have the right to withdraw from the QI 
project at any time without penalty. You also have the right to refuse to answer any 
question(s) for any reason without penalty. The information that you give in the project 
will be handled confidentially. Your data will be anonymous which means that your 
name will not be collected or linked to the data. There are no more than minimal 
anticipated risks in this project. You will receive no payment for participating in the 
project. You have the right to withdraw from the project at any time without penalty by 
exiting the survey, simply by closing the browser window. Data from this project will not 
be used or distributed for future research studies. I understand I may receive a hard copy 
of this disclosure if I so wish. I have read the information in this consent form and fully 
understand the contents of this document. I have had a chance to ask any questions 
concerning this Quality Improvement project and they have been answered for me. If you 
agree to continue, click "I agree" and continue the survey. If you wish to withdraw, close 
out of the survey now. None of your information will be stored or shared and there are no 
consequences for withdrawal.  
 

o I agree  (1)  

o I do not agree  (2)  
 
 
 

https://gardnerwebb.az1.qualtrics.com/jfe/preview/previewId/1d947da2-e52e-486d-86c6-3adac41152ce/SV_07iS1fgxml7kyeW?Q_CHL=preview&Q_SurveyVersionID=current
https://gardnerwebb.az1.qualtrics.com/jfe/preview/previewId/1d947da2-e52e-486d-86c6-3adac41152ce/SV_07iS1fgxml7kyeW?Q_CHL=preview&Q_SurveyVersionID=current
https://gardnerwebb.az1.qualtrics.com/jfe/preview/previewId/1d947da2-e52e-486d-86c6-3adac41152ce/SV_07iS1fgxml7kyeW?Q_CHL=preview&Q_SurveyVersionID=current
https://gardnerwebb.az1.qualtrics.com/jfe/preview/previewId/1d947da2-e52e-486d-86c6-3adac41152ce/SV_07iS1fgxml7kyeW?Q_CHL=preview&Q_SurveyVersionID=current
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Q2 How confident do you feel with current sexually transmitted infection (STI) 
guidelines within your workplace after the new education hub implementation?  
 

o No Confidence  (1)  

o Minimal Confidence  (2)  

o Mostly Confident  (3)  

o Extremely Confident  (4)  
 
 
 
Q3 How confident do you feel referencing current sexually transmitted infection (STI) 
guidelines within your workplace after the new education hub implementation?  

o No Confidence  (1)  

o Minimal Confidence  (2)  

o Mostly Confident  (3)  

o Extremely Confident  (4)  
 
 
 
Q4 How would you rate the new accessibility of updated sexually transmitted infection 
(STI) educational resources after the new education hub implementation? 

o Not Accessible  (1)  

o Slightly Accessible  (2)  

o Very Accessible  (3)  

o Extremely Accessible  (4)  
 
 
 
Q5 How confident do you feel packaging and labeling sexually transmitted infection 
(STI) specimens accurately after the new education hub implementation?  

o No Confidence  (1)  

o Minimal Confidence  (2)  

o Mostly Confident  (3)  

o Extremely Confident  (4)  
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Q6 How confident do you feel being a team member in the care of sexually transmitted 
infection (STI) patients after the new education hub implementation? 

o No Confidence  (1)  

o Minimal Confidence  (2)  

o Mostly Confident  (3)  

o Extremely Confident  (4)  
 
 
 
Q7 How often do you have to refer to educational resources regarding sexually 
transmitted infection (STI) guidelines within your workplace? 

o Every patient interaction  (1)  

o A few times per shift  (2)  

o At least once per shift  (3)  

o Sometimes  (4)  

o Never  (5)  
 
 
 
Q8 I am properly educated on sexually transmitted infection (STI) symptoms, testing 
options, packaging/labeling specimens, and treatment options (providers) after the new 
education hub implementation. 

o Strongly disagree  (1)  

o Somewhat disagree  (2)  

o Somewhat agree  (3)  

o Strongly agree  (4)  
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Q9 The new education hub change in sexually transmitted infection (STI) guidelines, 
resources, and education is more accessible and user-friendly than the method before. 

o Strongly disagree  (1)  

o Somewhat disagree  (2)  

o Somewhat agree  (3)  

o Strongly agree  (4)  
 
 
Page Break  
Q10 My overall confidence with sexually transmitted infection (STI) symptoms, 
treatment options, and specimen/labeling guidelines has increased since the new 
education hub implementation.  
 

o Strongly disagree  (1)  

o Somewhat disagree  (2)  

o Somewhat agree  (3)  

o Strongly agree  (4)  
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Appendix O 

Consent Statement 

 
Consent Statement (Electronic on Qualtrics Survey) 

 

Participation in this project is voluntary. You have the right to withdraw from the QI 

project at any time without penalty. You also have the right to refuse to answer any 

question(s) for any reason without penalty. The information that you give in the project 

will be handled confidentially. Your data will be anonymous which means that your 

name will not be collected or linked to the data. There are no more than minimal 

anticipated risks in this project. You will receive no payment for participating in the 

project. You have the right to withdraw from the project at any time without penalty by 

exiting the survey, simply by closing the browser window. Data from this project will not 

be used or distributed for future research studies. I understand I may receive a hard copy 

of this disclosure if I so wish. I have read the information in this consent form and fully 

understand the contents of this document. I have had a chance to ask any questions 

concerning this Quality Improvement project and they have been answered for me. I 

agree to participate in this QI project.  
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Appendix P 

Education Session PowerPoint Link 

 
 
 

Education Session PPT.pptx 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 

https://gardnerwebb-my.sharepoint.com/:p:/g/personal/selmore1_gardner-webb_edu/EVLFXZWppT5JnFSGAwcqqrMBaGrWJs3FczwOZgp9JzpSlA?e=ipwvUq
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Appendix Q 

Specimen Labeling Job Aid 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Specimen Labeling Job Aid.pdf 
 

https://gardnerwebb.sharepoint.com/:b:/s/AHUCShelbySTIEducationResources/EadbQv1T4YZEuRK30yVw36MBBnH9Y9nTMh0aWn9HBy1hUQ?e=jDzwc4
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