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FOREWORD

Digital health applications, from tele-mental health services to remote patient
monitoring to health portals, have the promise of improving people’s access to
health care. But in order to ensure that patients can benefit from these advances in
technology, they need robust, affordable internet connections, devices, and the skills

to use these technologies safely.

Our work at the Benton Institute for Broadband & Society is focused on ensuring
that everyone can use and benefit from broadband. We provide timely information,
rigorous evidence, practical guidance, and advocacy support to policymakers and
broadband practitioners, researchers, and advocates to articulate and implement a
“broadband for all” agenda.

Our recent research on the Human Infrastructure of Broadband, the people who

help connect others to the internet, has identified the need for sustainable, scalable
models to integrate digital support into other services. Through the Marjorie &
Charles Benton Opportunity Fund, we were excited to support Mass General
Brigham’s Digital Access Coordinator program, particularly its work on this playbook.
The Digital Access Coordinator (DAC) Program Playbook is a vital resource for

those working to bridge the digital divide in health care, ensuring that all patients—
regardless of language, technical familiarity, or socioeconomic background—can fully
engage with their health information and providers.

As we move forward in an increasingly digital health care landscape, ensuring
equitable access to technology and information is not optional—it is essential.
MGB'’s approach—embedding DACs within primary care teams, training them to
support non-English speakers, and expanding outreach through community-based
programs—offers a blueprint for health systems nationwide.



INTRODUCTION

ABOUT THIS PLAYBOOK

The Digital Access Coordinator (DAC) Program Playbook is a tool for clinicians,
practice staff, and hospital leaders who are interested in addressing digital literacy
gaps in their patient populations through the implementation of a digital navigator
program. The DAC program offers a direct approach for practices to improve patient
engagement with health portals and other digital health tools. We have adapted this
playbook from prior work focused on patient engagement.

WHY FOCUS on DIGITAL LITERACY?

Digital disparities are driven by multiple factors, including limited access to and
affordability of broadband access and devices, as well as limited digital literacy.' A
focus on addressing digital literacy using digital navigation has been identified as

a potential solution for disparities by providing support for patients with limited
digital literacy, but integration of such navigation in the health care setting has been
limited.? This playbook provides a starting point for health care organizations seeking
to implement a digital navigation program.

DEFINING a DIGITAL ACCESS COORDINATOR PROGRAM

The role of the DAC builds on existing definitions of digital navigators used outside
of the health care setting. The National Digital Inclusion Alliance defines digital
navigators as “trusted guides who assist community members with ongoing,
individualized support for accessing affordable and appropriate connectivity, devices,
and digital skills.”®

DIGITAL ACCESS COORDINATOR?

A TEAM MEMBER WHOSE GOAL is to ADDRESS LITERACY and ACCESS
in the HEALTH CARE SETTING.

DIGITAL ACCESS COORDINATORS CAN ENROLL and TRAIN PATIENTS
to USE PATIENT PORTALS and OTHER DIGITAL HEALTH TOOLS
(e.g., remote monitoring tools).



HOW TO USE THIS PLAYBOOK

In this playbook, we describe how the Digital Access Coordinator (DAC) Program
works and how you can implement the program at your health care organization. The
DAC Program was established at Mass General Brigham (MGB), a large integrated
health care system in New England. The organization consists of 1.25 million primary
care patients and 1,211 primary care clinicians. Since its creation, the DAC Program
has enrolled more than 10,000 patients in the patient portal across the organization.*

If your practice is just getting started with a DAC program, use the playbook to:
e IDENTIFY GAPS in DIGITAL ACCESS in YOUR PRACTICE.

e INVOLVE MULTIDISCIPLINARY STAKEHOLDERS in the DEVELOPMENT of a
DIGITAL NAVIGATOR PROGRAM.

® DEVELOP WORKFLOWS for IMPLEMENTING A DIGITAL NAVIGATOR
PROGRAM.

¢ PROMOTE the PATIENT PORTAL as a KEY DIGITAL TOOL for ALL PATIENTS.

e EVALUATE the IMPACT of a DIGITAL NAVIGATOR PROGRAM.

This playbook breaks the development of a DAC program into three phases:
pre-implementation (using four steps from the American Hospital Association),
implementation, and post-implementation.®



PRE-IMPLEMENTATION PHASE

This phase focuses on understanding the current state of digital literacy and access
at a health care organization. By establishing the current state of digital equity at
the organization, implementers can understand the need for digital navigators and

engage health care leaders in supporting the program.

1. ASSESS CURRENT CAPABILITY and GAPS

a. Evaluate current health care system strategies and goals.

DEFINITION

e Through meetings and focus groups, engage health system leaders to
understand the broader goals that are driving decisions and programs
at the organization. For example, one organization may be focused on
addressing gaps in blood pressure control, while another may be focused
on mental health care access gaps.

KEY QUESTIONS

e How does the implementation of digital tools align with organizational
goals?

o What are the key performance indicators for the organization?
o Who are the key stakeholders and decision-makers for digital tools?

EXAMPLE

e Meet with the chief medical officer to discuss what the clinical areas
of primary focus are for the upcoming year, with a focus on those that
integrate digital tools.




b. Perform a needs assessment of the current organizational digital gaps.

C.

DEFINITION

e Using electronic health records data and patient and clinical team
surveys, establish what the current state of digital disparities is at your
organization. For example, use existing patient portal data to understand
who is not using the patient portal and whether certain demographic
groups (e.g., older patients, patients with non-English language
preferences) are less likely to use the portal.

KEY QUESTIONS

o What proportion of patients are not enrolled in the patient portal?

e What are the demographics and clinical conditions of those who are not
enrolled in the patient portal?

e What proportion of patients are using the patient portal consistently?

o What is the digital literacy of patients getting care at the organization, as
determined via validated questionnaires®?

e Are the organizational digital tools (i.e., the patient portal) translated into
multiple languages?
EXAMPLE

e Engage with the health informatics team to obtain demographic data of
patient portal users over the past year. Use these data in your meetings
with health care leaders to demonstrate the need for digital navigation.

Assess existing resources that support digital inclusion.

DEFINITION

e Understand what resources are already available from local and federal
groups that may support digital navigation at your organization.



KEY QUESTIONS

e Are there local programs that support digital literacy? Could we partner
with them or learn from their experience?

e What funding opportunities are available that may support initial work in
digital navigation for the organization?
EXAMPLE

e Reach out to local libraries and organizations already offering digital
literacy classes.” Discuss opportunities to have them present to your
group and help you understand best practices for digital literacy.

d. Establish a digital health equity strategy.

DEFINITION

e Define the overall vision and mission for digital health equity at your
organization that aligns with broader organization goals and is informed
by your needs assessment.

KEY QUESTIONS

o What will be digital health equity key performance indicators?
e What goals will be set for the program period?

e Have all stakeholders, including patient and family advisory councils,
given input on the digital health equity strategy?

EXAMPLE

e Start with a broad definition of digital health equity and the digital
navigator program. For example, one broad definition is “everyone having
a just and fair opportunity to engage with and benefit from digital health
tools.” Then focus it based on feedback from organizational stakeholders
to fit the goals of your program.



2. ESTABLISH OBJECTIVES, FOCUS AREA, and
PARTICIPANTS

a. Define impact of the program and objectives.
DEFINITION

e With the digital health equity mission and vision in mind, identify clear
program metrics that can be shared with leadership during program
implementation.

KEY QUESTIONS

e What are you hoping the program may be able to help patients with
specifically? Patient portals only, or all digital health tools?

e Are you just focusing on digital literacy or also access to additional digital

resources (e.g., broadband access)?
e How do these goals align with your organization’s goals and mission?

EXAMPLE

e Set aninitial program goal to focus on increasing patient portal
enrollment by 10 percent in the first year of the program.

b. Identify specific patient populations to focus on.

DEFINITION

e Further specify your program goals to align with the gaps you identify or
clinical goals set by the organization.

KEY QUESTIONS

e Are there specific patients who are not enrolling in the patient portal due
to digital illiteracy?

e |s there a specific focus area that you are interested in (e.g., increasing
patient portal numbers among patients with hypertension)?

o Will the DAC program focus on specific clinics or clinical areas?



EXAMPLE

e Set an initial program goal to focus on increasing patient portal
enrollment by 10 percent in the first year of the program among patients
with hypertension or patients with non-English language preferences.

c. Determine which health care staff will be needed.
DEFINITION

e Depending on the program setting, identify champions and staff who can
support the program in the clinical setting and/or identify the structure of

the team that will lead the program.

KEY QUESTIONS

e What kind of team structure is needed to run the daily logistics of the

program?

e |s there a clinical champion or clinic staff who can motivate staff to
promote the program and encourage patients to participate in the

program?

o What will be the level of clinic staff involvement in the implementation of
the program?

EXAMPLE

e Engage the medical director at the clinical site of focus in designing the
workflows that the DAC will follow to ensure it aligns.

3. ENSURE A SYSTEMATIC PROCESS

a. Build in how adjustments to the program can be made as needed.
DEFINITION

e Clearly delineate the change management process to facilitate changes to
the program once it has started.



4,

KEY QUESTIONS

o What new, unmet, or even unarticulated patient needs can we be serving?
What changes to services, patient access, and delivery models will be

needed?

e How have other practices/clinics addressed gaps in digital literacy for
their patient populations? What can we learn from their solutions?

o What frameworks would we like to use for this implementation process?

EXAMPLE

e Use an implementation science framework to assess the implementation
process for the program (e.g., Consolidated Framework for

Implementation Research).®

ORGANIZE for IMPLEMENTATION:
FIGURING OUT LOGISTICS of the PROGRAM

a. Determine a leadership structure.
DEFINITION

e Establish the leadership structure that defines who will be responsible for
implementing the program, including those involved in daily logistics and
senior leaders who will support the program.

KEY QUESTIONS

o Which senior leader(s) will assume responsibility to drive the DAC

program?

e How will the implementation team interact with the DACs and the clinical

sites?

e Who can DACs go to for help with common challenges (e.g., technical

troubleshooting, patient concerns)?



EXAMPLE

e The implementing team may include administrative staff (e.g., medical
director, administrative directors, program managers). The medical
director provides clinical insight for the program and reports back to
senior leadership (e.g., chief medical officer, chief medical informatics
officer). The administrative directors and program managers support the
day-to-day logistics of the program.

b. Set human resource requirements for DAC staff.

DEFINITION

e Determine the hiring criteria (Table 1) and training and onboarding
process for the DACs (Figure 1 and Table 2).

KEY QUESTIONS

e What will the specific roles and responsibilities of the DAC be?

e Who will train and onboard the DACs? What will training and onboarding
look like for the DACs?

EXAMPLE

e The DAC training and onboarding team includes clinical staff (e.g.,
nursing, medical assistants) as well as information technology (IT)
specialists (e.g., patient portal managers). The clinical staff provides
insights into the day-to-day clinic workflow, while the IT specialists train
the DAC on the nuances of the patient portal.



Table 1. DIGITAL ACCESS COORDINATOR HIRING CRITERIA

CONNECTION to LOCAL COMMUNITY
(e.d., better understanding of users’ cultural background)

BILINGUAL (assessed via formal language proficiency testing)

STRONG CUSTOMER SERVICE and COMMUNICATION SKILLS

BASIC COMFORT LEVEL with TECHNOLOGY

QUICK LEARNER and FLEXIBLE

Figure 1. DIGITAL ACCESS COORDINATOR ONBOARDING TOPICS

ELECTRONIC PATIENT
HEALTH RECORD PORTAL ADDITIONAL

TRAINING TRAINING TRAINING

FINDING PATIENT ENROLLING TRAINING OVER

RECORDS PATIENTS the PHONE

DOCUMENTING RESETTING PRACTICING

INTERACTIONS PASSWORDS INTERACTIONS

with PATIENTS

REVIEWING EDUCATING

WORK QUEUE on PORTAL WORKING with
FUNCTIONS INTERPRETERS

USING TEST

ENVIRONMENT PREPARING for LEARNING CLINIC
TELEHEALTH VISITS WORKFLOW
GRANTING PROXY UNDERSTANDING
ACCESS COMMON CHRONIC

DISEASES
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Table 2. DAC ONBOARDING PROCESS

STANDARD ORGANIZATIONAL ORIENTATION
PROGRAM MISSION and GOALS
ONBOARDING CURRICULUM (see Figure 1)
REVIEW of TEAM STRUCTURE

CULTURAL COMPETENCY TRAINING
INTRODUCTION to CLINICAL STAFF

SHADOWING of EXISTING DAC, IF AVAILABLE

c. Secure Financial resources.

DEFINITION

e |dentify the funding source for the program and plans for sustainability.

KEY QUESTIONS
e What level of funding is needed to implement the DAC program?

e What other resources might be needed for the DACs to help patients
(e.g., mobile devices, dedicated space for training)?

EXAMPLE

e Using the criteria in Tables 1and 2 and Figure 1, the leadership team
hires one or two DACs to pilot the training and onboarding process.
Discuss program needs and budget with senior leadership, and consider
partnering with local researchers to apply for grant funding.



d. Set Metrics

DEFINITION

e Establish the process and outcome measures that will guide program

decision-making, define success, and be reported back to senior
leadership.

KEY QUESTIONS

How will the impact and objectives of the DAC program be defined,
measured, monitored, and sustained?

What stratification across patient demographics will be done to ensure
patient engagement across the board?

Could you use evaluation frameworks such as the Reach, Effectiveness,
Adoption, Implementation, and Maintenance (RE-AIM) method to track
program outcomes? RE-AIM provides a structured approach to evaluate
health interventions across five dimensions that assess both individual
and organizational impact, helping identify which aspects of your DAC
program are successful and which may need adjustment.

EXAMPLE

The DAC team will track the number of patients eligible for outreach, the
number of patients outreached to, and the number of patients enrolled

in the patient portal. These numbers will be reported back to senior
leadership. There will be a focus on increasing patient portal enrollment by
10 percent among patients with hypertension.


https://re-aim.org/learn/what-is-re-aim/

IMPLEMENTATION PHASE

The implementation phase of a digital navigator program involves determining the
optimal deployment model (i.e., embedded within clinical settings, remote through
centralized services, or a hybrid approach combining both methods). During
implementation, creating robust referral pathways is essential, utilizing multiple
communication channels to connect patients with DACs regardless of varying clinic
workflows. Implementers can establish documentation systems, initially using shared
spreadsheets before potentially integrating with electronic health records, capturing
critical data fields such as patient demographics, outreach methods, education
provided, and interaction outcomes. This structured approach to implementation
enables effective program tracking, performance measurement, and continuous
improvement of the digital navigation services.

1. WORKFLOWS and SETTINGS

The DAC program can be implemented as an embedded program within a clinical
setting, remotely using a call center, or in a hybrid model (Table 3).

Table 3. DIFFERENT SETTINGS for IMPLEMENTING DIGITAL ACCESS COORDINATORS

® DACs are embedded with clinical staff, clinical space, and
workflows.

EMBEDDED

® DACs provide patient portal training through in-person
coaching and demonstration.

® DACs work remotely from a central organizational office.

® Clinical staff or patients can message or call DACs to receive
REMOTE education and training.

® DACs will proactively call patients based on their patient
portal enrollment status.

® DACs divide their time between the embedded model and
the remote model.

HYBRID

® DACs may also sit in centrally located sites
(e.g., lobby, waiting area).
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2. REFERRING PATIENTS to the DAC PROGRAM

Having multiple ways for clinical staff and patients to reach DACs is critical given the
variable clinic workflow (Figure 2). Harnessing a multimodal approach to community
can facilitate ensuring that DACs are able to connect with patients during their visit.

Figure 2. METHODS for CONNECTING PATIENTS and DIGITAL ACCESS COORDINATORS

Patient
Walk-up

Review
of Patient
Lists

Message

Electronic to DAC

Health Record
(EHR)
Referral
to DAC

3. TRACKING and DOCUMENTATION

The DAC must be able to document interactions to help with reporting and program
tracking. Early in the project, this documentation can be done in shared spreadsheets
and documents. In future program iterations, these data can be captured through
the EHR and DAC documentation (Table 4). As the program progresses, DACs may
be able to use EHR functionalities, like smart phrases, to facilitate documentation.
Program tracking will likely require engaging with organizational data analysts to
track patient portal status and interactions.
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Table 4. IMPORTANT DAC PROGRAM DATA FIELDS to CAPTURE

PATIENT DEMOGRAPHICS
(e.g., age, sex/gender, race and ethnicity, language, insurance)

PATIENT PORTAL STATUS

REFERRAL TYPE

OUTREACH DATE

MODE of OUTREACH

OUTREACH ATTEMPT

TYPE of EDUCATION PROVIDED

RESULT of OUTREACH

DATE for FOLLOW-UP

TIME of INTERACTION

NOTES
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POST-IMPLEMENTATION PHASE

The post-implementation phase focuses on measuring success and refining
operations through systematic evaluation. Program effectiveness can be assessed
by tracking two key metrics: outreach (patient-DAC interaction rates) and enrollment
(portal registration following DAC engagement), with data stratified by patient
demographics and clinical conditions to identify equity gaps. Evaluation can include
comparing pre-implementation and post-implementation portal enrollment rates and
telehealth utilization patterns. Further evaluation can include qualitative assessments
via patient and staff surveys, interviews, focus groups, and site visits to understand
user experiences. As the program matures, its scope can evolve from basic portal
enrollment to deeper digital engagement, including supporting additional tools like
remote monitoring devices, ultimately aligning with broader organizational goals for
digital health integration.

1. PROGRAM OUTCOMES and METRICS

One approach to evaluating the DAC program includes reporting across two
domains: outreach and enrollment outcomes. Outreach refers to how many patients
who are eligible for the program were able to interact with DACs. Enrollment
outcomes refer to patients who interacted with DACs and were enrolled in the patient
portal. These data should be stratified by patient demographics and key clinical
conditions (e.g., hypertension, diabetes).

To evaluate the impact of the program of patient portal enrollment broadly,

teams can compare the proportion of patients enrolled in the portal before the
implementation of the DAC program and after. Additionally, analyses can include the
use of telehealth before and after the DAC program, depending on program goals.

2. PATIENT and STAFF PERSPECTIVES

As part of the evaluation process, it is critical to perform assessments of patient

and staff experiences using surveys, interviews, and focus groups. Through these
assessments, the DAC program can be improved and adjusted based on the specific
needs of your organization. Additionally, site visits to clinics may also help assess
needed changes to improve the integration of the program into the clinical workflow.



3. FUTURE DIRECTIONS

As the program matures, you can change the focus from enrollment to engagement.
For engagement, the DAC program may focus on patients who are enrolled in

the portal but have not recently used it. The program may also expand to include
supporting use of additional digital health tools (e.g., remote blood pressure
monitors, continuous glucose monitors). Ultimately, a DAC program can extend to
directly contribute to the overall goals of the organization.



BEST PRACTICES for DIGITAL
ACCESS COORDINATORS

The following recommendations are based on the experiences of digital access

coordinators who have provided digital navigation in clinical settings. They are meant

to help future DACs learn best practices for supporting patients.

ROLE and SKILLS of the DAC

® The job of the DAC is to provide education and
show the different parts of the patient portal. Ask
the patient if they need help accessing certain
information, and explain all benefits of using the
patient portal.

e The DAC does not need to be extremely advanced
in using technology, but they do need to be able to
navigate technology and troubleshoot challenges as
they come up.

® Practice explaining information and navigating the
patient portal via a laptop or phone.

e Familiarize yourself with both iPhone and Android
capabilities.

e |t will take time for DACs to feel comfortable in
helping patients.

WORKING with PATIENTS

® Assess a patient’s needs and understanding based
on either initial interaction or by using validated
digital literacy questions.

“My primary focus is
connection, you know,
assistance with the patient
portal. Helping patients
connect to this digital tool
that they have available,
walking them through the
usage and navigation and
just general assistance with
any issues that they might
run into, to help them
better connect not only

with their providers but

helping them recognize
that you have this available
to be able to communicate
in a quicker manner with
your provider. [It’s] also...a
tool that you can use to
have access to a lot of
medical information.”

—DIGITAL ACCESS COORDINATOR

22



can rely on you for support.

you questions or reaching out in the future.

other issues arise.

e Try writing down steps so they can reference them.

Older patients may struggle more with using the portal.

Explain to the patient what the DAC program is and what your role is so they

Build a relationship with the patient so that they can feel comfortable asking

Give the patient your contact information so they know they can talk to you if

e Anticipate that encounters with older patients may take longer.

e Consider engaging care partners in the process.

e Do not assume that they do not want to use the patient portal for their

Care.

e Pediatric patients may require setting up proxy

access.

o Be aware of regulations related to the right to

privacy with medical information.

e Describe the purpose of proxy access and what
it entails.

e Explain to the parent what information is
available to them and to their child.

® For patients who have a non-English language
preference, use an interpreter to facilitate the
educational session.

“So you wanna have, like, a
good dynamic with them
[medical staff]...You wanna
have a good relationship
with them because they’re
the ones that are gonna

be checking in on the
patients. They have the
patient portal, and if they
[patient] don’t, they’ll be
like, ‘Oh yeah, you don’t
have patient portal. We
can set that up for you—go
see the DAC.”

—DIGITAL ACCESS COORDINATOR
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Table 5. COMMON TASKS and CHALLENGES for DIGITAL ACCESS COORDINATORS

ENROLLING in the PATIENT PORTAL

DOWNLOADING the PATIENT PORTAL MOBILE APP

RESETTING a FORGOTTEN PASSWORD

SCHEDULING a FUTURE APPOINTMENT

SETTING UP a TELEHEALTH APPOINTMENT (e.g., using Zoom)

TURNING ON or MANAGING NOTIFICATIONS

ACCESSING LAB or TEST RESULTS

SENDING a MESSAGE, ESPECIALLY with an ATTACHMENT, to the CLINICAL TEAM

OPENING a MESSAGE from the CLINICAL TEAM

ENTERING or ACCESSING SPECIFIC PATIENT MEDICAL INFORMATION
(e.g., blood pressure)

NAVIGATING DIFFERENT PHONE OPERATING SYSTEMS

REQUESTING and PRINTING OUT MEDICAL RECORDS from the PATIENT PORTAL

SENDING MEDICAL RECORDS to CLINICAL TEAMS OUTSIDE the NETWORK

CHANGING the LANGUAGE of the PATIENT PORTAL

ADDING or CHANGING PERSONAL INFORMATION in the PATIENT PORTAL
(e.d., including an emergency contact)

SETTING PROXY ACCESS



EDUCATING PATIENTS

Patience and being an active listener are key.

Start with the basics so patients don’t feel bombarded by information.

Slowing down when providing explanations and walking patients step-by-step

through demonstrations are necessary.

Check in with patients to review what they understand, what they still have

guestions on, and what challenges or worries they still have.

Vary your teaching approach depending on patient needs.

Offer breaks, and schedule another time to see you if more time is needed.

Be an active listener, have manners, and don’t speak over the patient.

OVERCOMING CHALLENGING SITUATIONS

If patients become overwhelmed or frustrated,
provide support and be receptive to their needs.

Even if no immediate solution is possible, make the
patient feel listened to and understood.

Imagine if the patient were a family member who
was struggling and how the DAC might manage
that experience.

Encourage the patient to keep trying, and show
that you believe that they can do it to build their
confidence.

Congratulate them when they have done something
successfully.

“My phone encounters tend
to be the trickiest thing—
if nothing else, because
you can’t really see what
the patient is seeing. So,
you have to rely on what
they’re able to describe

to you, and then rely on

how well you can navigate
someone with just a
description. So, | would
say that’s one of the more
difficult aspects.”

—DIGITAL ACCESS COORDINATOR
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e Understand when the patient is no longer willing to continue, and respect that.
Offer to try working on this another day or moving on to something else.

e For patients who prefer not to work with the DAC, be curious about their
hesitation and offer ongoing support.

NAVIGATING DIFFERENT SETTINGS

e For remote/phone support situations where the patient is struggling to
understand instructions or the DAC is not able to adequately resolve the issue,
schedule a time for the patient to come in and visit the DAC so in-person

support can be provided.
e Establish a relationship with the clinical staff to help connect you with patients.

e Patient interactions that start with a warm handoff from the clinical staff tend

to be more successful.
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APPENDIX

Mass General Brigham Understands That
Digital Equity Supports Health Equity

This organizational profile is part of the Benton Institute for Broadband & Society’s
Human Infrastructure of Broadband project.

“l helped a 78-year-old patient who came from New York. He did a
bunch of tests on Mass General Hospital’s main campus and was urged
[by staff] to see all of his lab results but couldn’t enroll by himself,
even tried a couple of times. So the front desk brought him to me.
| helped him register and set up a passcode for him to log in easier
every time, thanks to his cooperation and patience for giving me all
the info | needed. After he logged into the patient gateway, he was
so excited that he showed me his lab results and immediately sent a
message to one of his doctors ... And he could not wait for one result
to come up, and his doctor told him this test had to wait one week
to get it. It was a pleasant experience, and he even got his cellphone
charged at my little desk beside the patient gateway enrollment!”

—MASS GENERAL DIGITAL ACCESS COORDINATOR

Mass General Brigham (MGB) is a large hospital system in the greater Boston area.
MGB employs more than 1,200 clinicians, who serve more than 1.25 million patients.
During the COVID-19 pandemic, MGB identified disparities in patients’ access to video
visits and its patient gateway. These disparities had likely always been present across
the patient population, but the global health crisis drew attention to them. MGB leaders
looked at who did and did not use its online patient gateway. Unsurprisingly, those who
were not using the patient gateway were largely members of racial and ethnic minority
groups, particularly those whose primary language was not English. In response,

MGB began initiatives aimed at increasing health equity and digital access. A pilot
grant was launched in 2021 to begin a digital navigator program, initially targeted at
enrolling people with diabetes in the patient gateway.
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The three-to-four-month pilot program became what is now called the Digital Access

Coordinator Program, funded through MGB’s United Against Racism initiative, which

began in 2022. Although navigation programs within health care systems are not
uncommon, MGB'’s is uniquely situated. As one of several initiatives in MGB’s United
Against Racism work, the Digital Access Coordinator Program is tasked with actively
working to dismantle racial disparities in health care.

Digital access coordinators (DACs) speak the top non-English languages spoken by
MGB patients: Spanish, Portuguese, Haitian-Creole, Russian, Cantonese and Mandarin
Chinese, and Arabic. DACs assist patients with enrollment in and navigation of MGB’s
patient gateway and the use of other digital tools. The Digital Access Coordinator
Program also lends iPads to established patients at an MGB practice who live in

zip codes in the Boston area with the highest levels of health care disparities. DACs
evaluate whether a patient would be a good candidate for MGB'’s tablet loaner
program, and will often refer them to that program to confirm their eligibility.
Patients who don’t otherwise have access to a device with a working camera and/
or internet access at home must also have a specific clinical need, such as diabetes,
hypertension, behavioral health, or remote patient monitoring. The loaner tablets
include cellular internet access and are managed by MGB’s Information Services
division. Tablets are configured and enabled solely for tasks related to health care.

The Digital Access Coordinator Program has been successful for both patients

and clinicians. Clinic staff report that being able to offload the task of introducing
patients to the system’s digital tools is helpful and lets them focus on direct care. A
dedicated DAC helping to navigate those tools can more effectively help patients
onboard and use them. Between May 2021 and November 2022, the DAC Program
contacted more than 16,000 patients and enrolled over 60 percent of them in the
patient gateway. There has been strong interest in expanding the program to place
DACs at additional locations, according to Senior Program Manager Jess Szulak. “We
are looking to expand and evolve our program,” Szulak says. “There are some other
hospital locations that have been very interested. They’ve seen articles about our
program and are asking if we have any plans to expand because they’d be interested

in having a resource on-site.”

Most DACs do their work at a primary care clinic, embedded within the care team, at
locations that have been identified to have low rates of patient gateway enroliment.
Clinical team members refer patients directly to DACs to receive assistance. DACs
introduce patients to the patient gateway and teach them how to use it to access
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their health records and test results, make appointments, and message their doctors.
Referrals can be immediate and in person, or a note may be added to the patient’s
electronic health record, and the DAC will follow up by phone. No appointment is
needed to meet with DACs, who are regularly available in the waiting areas of their
assigned clinics. Patients are encouraged to walk up to ask for help. Embedded
DACs also have remote work days when they do telephone outreach and support.
The embedded service model, in which a DAC works full-time at one location and
clinicians make a warm handoff referral, has been the most successful for MGB.
The program also employs some hybrid DACs who perform a mix of remote work
and staff pilot clinics a couple of days a week. The pilot clinics are those where the
program has expanded beyond the primary care setting and main hospital campus.
Telephone outreach is a key responsibility for hybrid DACs.

When working remotely, DACs help patients schedule telehealth appointments and
understand what to expect during the appointment. The approach DACs take is not
to get as many patients signed up as possible, but to help people who are ready and
to encourage but not push people who may be hesitant. And that can take some
time. DAC Ariel Gonzalez shares a story of a patient with whom he spoke monthly
for almost a year until they were finally ready to sign up and use the patient gateway.
When not assisting patients directly, DACs generate reports from the electronic
health record system to identify patients for cold-call outreach or follow up on
clinician referrals.

There are many reasons that MGB patients can benefit from meeting with a DAC.
Some may be ready to sign up and use the patient gateway; others may be hesitant
about technology and accessing sensitive health information online. Some patients
fear identity theft or other risks. In these situations, DACs are trained to meet patients
where they are, to provide information and educate but not push or pressure them
into joining and using the patient gateway. Gonzalez shares that many of the people
he assists are new Americans and may not have a smartphone or a computer and
internet access at home. Even those who do have a device may not be familiar with
the device’s capabilities. Electronic health record systems and patient gateways are

also less common in countries where many MGB patients are from originally.

In addition to hiring more full-time staff, the program has started to expand to
community health settings, in which interested DACs visit communities through
Brigham’s Community Care Van initiative. The Community Care Van initiative sends

clinicians in mobile health vans to provide care directly in communities around



specific clinics and hospitals. Embedded DACs must coordinate with their clinics
around this outreach to balance the workload at their regular locations, but DACs
like Ariel Gonzalez find that doing visits with the community vans is a good way to
connect with patients quickly.

“You can connect with patients ... on an easier scale than trying to connect with them
on a phone call or trying to schedule appointments with patients, which can be tricky,
admittedly depending on how busy the clinic is. And also it helps those clinicians just
realize that you have this other way that you can reach out to your patients,” says
Gonzalez.

MGB’s Digital Access Coordinator Program is funded as part of the institution’s
broader United Against Racism initiative. According to Senior Program Manager
Jess Szulak, the nearly $1 billion United Against Racism initiative demonstrates the
institution’s commitment to removing systemic disparities in health care, which
includes the targeted work of the DACs. “This is part of Mass General Brigham’s
mission,” says Szulak. “I don’t think our program will ever go away. | think they see
the benefit and importance of having our team on-site to help the patients.” Being
directly tied to Mass General Brigham’s mission and funded by a core institutional
initiative is key to its long-term sustainability—the Digital Access Coordinator
Program is intended to be permanent.

What We Can Learn

AN INSTITUTIONAL COMMITMENT to DIGITAL EQUITY is CRITICAL

The Digital Access Coordinator Program grew out of MGB’s response to digital
inequities exposed during the COVID-19 pandemic. MGB connected those disparities
to broader inequities experienced by historically marginalized groups in the United
States. The institution’s commitment to reducing these inequities in health care through
its United Against Racism initiative sustains the work of the DAC program at MGB. As

a large health system connected to a research institution in a major metro area, MGB
has more resources than smaller health systems, and its staff may also have more
latitude to explore ways to improve care. Still, the DAC model stands as an example to
other health systems interested in similar patient support. Regardless of a health care
organization’s size or location, digital disparities in health care will be present.



Szulak explains, “l think there’s always going to be a need wherever you go, whether
it’s a language barrier, digital skills, training barrier ... A lot of the patients that we
do help, they just didn’t even know this [program] existed. No matter where you go,
| think you’re always going to run into some of the similar barriers or challenges to
folks having access or using digital tools.”

DIGITAL NAVIGATION SERVICES are BEST INTEGRATED and EMBEDDED in
CLINICAL CARE SETTINGS

Though MGB has tried several models of providing digital navigation services
through its DACs—embedded in a clinical team, a hybrid model of some on-site and
mostly remote, or even stationed at an information desk—by far the most successful
model has been DACs integrated and embedded in a single clinic or care location. Dr.
Jorge Rodriguez speaks to the advantages of the model: “I think it’s just the nature of
having [DACs] be part of the workflow and getting the clinic to get to know them and
view them as a resource. And | think also patients seeing them in the context of their
clinical or their health care team ... makes a difference.”

ADAPTABILITY Is KEY to BRINGING the DAC MODEL to DIFFERENT HEALTH
CARE SETTINGS

MGB’s ability to fund the DAC Program is certainly tied to its size and its association
with a research university. And though there is a need for similar programs in other
settings, such as in rural or smaller health systems, funding a program internally

in those settings might be more challenging. Reflecting on the unique situation of
MGB, Dr. Rodriguez says, “The funding piece, | think, definitely plays a big role ...
Sometimes when | talk to other organizations, they ask, ‘Where’s this funding coming
from? Who’s paying for this?’ And they say, ‘| don’t know if we have the funds to
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have that many full-time employees dedicated to this.”” But while large institutions
like MGB tend to be able to operate programs like this independently, smaller
health systems could approach similar initiatives through partnerships with external

community organizations or nonprofits providing the digital navigation service.



Looking Ahead

What’s next for the Digital Access Coordinator Program at MGB? The program is
well funded and supported by the institution, so staff are focused on refining their
model of service, expanding to new locations, and identifying metrics that will help
to demonstrate deeper patient engagement and the impact on clinical care. While
enrollments in the patient gateway have been a primary metric of engagement, staff
want to understand whether and how the program is improving patient outcomes.
There’s also an interest in addressing other digital literacy needs that patients may
have, such as identifying misinformation and disinformation, especially with the
recent explosion of artificial intelligence use online. Dr. Rodriguez frames the future
of the program using a common health care model: “In health care, we often use the
Donabedian model. It describes health care quality in the three domains: structure,
process, and outcomes. The structure [refers to] what resources you have available—
how many DACs you have, and the health care infrastructure. Then processes
[checking in with DACs regularly on process and progress, asking questions such as]:
‘How are you?’ and ‘Are you enrolling people in the [patient gateway]?’ We’re ... at
that process point. And we’re trying to really get to the outcomes point, which might
be the impact on clinical care. So | think the program is going to get there. And |
really want [digital] navigation in general to kind of push in that direction.”

The Mass General Brigham Digital Access Coordinator Program has a structure in
place. Staff regularly evaluate their processes and make adaptations as needed.
The outcomes of the work are not yet fully demonstrated, but program leaders
have planned for and expect the outcomes of this important work to be fully
demonstrated as the program matures.
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