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ABSTRACT 

Background: The economic, social, medical and individual costs associated with the opioid 

addiction crisis are well documented in the national media. Research has shown that prescription 

opioids are often misused for recreational or psychoactive purposes and can become the gateway 

to drug abuse. The Joint Commission instituted changes for pain assessment and management in 

acute care settings based on extensive literature review and field research in an effort to address 

the opioid crisis and increase patient safety.  

Objective: The objective of this project is to provide a platform for a practice change to meet 

compliance with the 2018 Joint Commission requirements for pain management standards for 

acute care accreditation, specifically element of performance (EP) 2, providing 

nonpharmacologic pain treatment modalities. The results of this project will encourage health 

care providers to decrease reliance on opioid medications by considering integrative, 

nonpharmacologic pain management therapies. 

Methods / Design: This project used a post education one group quantitative descriptive design 

to understand perceptions and intent to use integrative pain management therapies. The 59 

participants from a Southern California hospital included physicians, nurse practitioners, and 

physician assistants who participated in a brief educational intervention designed to disseminate 

peer-reviewed practice guidelines. The Integrative Medicine Attitude Questionnaire (IMAQ) 

survey and Continuing Professional Development (CPD) Reaction Questionnaire with additional 

self-reported planned behavior change questions were administered following the intervention.  

Results: The descriptive statistical analysis of the results from the survey instrument showed that 

participants’ attitudes were positive toward nonpharmacologic integrative medicine and that they 
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have intent to order and discuss these options with patients. In addition, responses from the self-

reported questions indicate changes in attitudes and intent to use nonpharmacologic treatments. 

These results are interrelated with the Theory of Reasoned Action and Theory of Planned 

Behavior (TRA/TPB) used as the framework for the design.  

Conclusion: The results of this study provide a solid foundation to support having 

nonpharmacologic modalities available as options for pain treatment thus diminishing the 

reliance both providers and patients place on opioids for pain management. 
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INTRODUCTION 

Substance abuse is a serious public health concern for the United States (U.S.), with over 

21 million Americans suffering from some form of substance abuse or addiction disorder (U.S. 

Department of Health and Human Services, [USDHHS], 2016). The dismal magnitude of this 

public health crisis can be evidenced by increased crime and violence, decline in physical and 

mental health with reduced quality of life, increased spread of infectious diseases, increased 

vehicular accidents, child abuse/neglect, and loss of workforce productivity (Crowley, Kirschner, 

Dunn, & Bornstein, 2017; National Institute on Drug Abuse [NIDA], 2017). Each of these 

undesirable trends are associated with increased costs for individuals, families, communities, and 

contribute to our nation’s public health care costs, which culminates to over $740 billion spent 

annually on substance misuse sequelae (NIDA, 2017). However, the most appalling consequence 

is the loss of life, as a result of substance misuse (USDHHS, 2016). Specifically, drug overdose 

deaths have become a predominant public health burden (Hedegaard, Warner, & Minino, 2017). 

In 2016 the drug overdose death rate was 19.8 per 100,000 people, a 21% increase over the 2015 

death rate of 16.3 per 100,000 people (Hedegaard et al., 2017). The highest rates of overdose 

drug deaths were in the age group of 25 to 54, which demonstrates how this crisis affects our 

national workforce (Hedegaard et al., 2017). According to the 2015 report from the Substance 

Abuse and Medical Health Services Administration (SAMHSA), there are over 2 million people 

addicted to opioids and over 4 million people using opioid nonmedical pain relievers (NMPR) in 

the U.S. (NIDA, 2018). Nonmedical pain reliever is the standard term for prescription opioids 

that were prescribed for pain management that are ingested for recreation or psychoactive 

purposes (Maxwell, 2011). For each opioid death reported there are nine patients admitted for 
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substance abuse, 35 correlated emergency room visits, 161 drug abuse reports and 461 opioid 

NMPR misuse patients (Crane, 2013; NIDA, 2018; SAMHSA, 2015). Taken together, these 

statistics demonstrate how severe the opioid crisis is and the financial burden it imposes on the 

public health care system (Crane, 2013; NIDA, 2018; SAMHSA, 2015). 

Data available from August 2017 indicates 70,200 drug overdose deaths occurred in the 

U.S. in 2016 (Centers for Disease Control and Prevention, [CDC], 2018a). Opioid related deaths, 

which includes medically prescribed opioids, heroin, natural and semi-synthetic opioids, and 

synthetic opioids (excluding methadone) account for 47,736 (68%) of the 70,200 deaths that 

occurred in 2017 (CDC, 2018a). This equates to over 130 deaths per day in the U.S. due to 

opioid overdose. Some 36% of the opioid overdose deaths (25,272) involved prescription opioids 

(CDC, 2018a). This same report lists 35,890 opioid drug overdose deaths for 2015, 

demonstrating approximately a 33% rise in opioid drug overdose related deaths from 2015 to 

2017 (CDC, 2018b). Furthermore, there has been a four-fold increase over the last 15 years in 

prescriptions written for opioid drugs, such as oxycodone and hydrocodone, yet there has not 

been a correlating increase in pain reported (neither in increased number of patients nor in 

severity of level of pain) by Americans (CDC, 2018b; Chang, Daubresse, Kruszewski, & 

Alexander, 2014; Daubresse et al., 2013). The aforementioned is a strong indication there 

remains a national crisis on opioid misuse. 

Heroin was the opioid responsible for 15,446 of the deaths noted above (CDC, 2018). In 

studies conducted on the progression from NMPR opioid abuse to heroin abuse, over 80% of 

subjects reported initiation into heroin abuse began with prescription opioids that were used 

inappropriately (Cicero & Ellis, 2017; Cicero, Ellis, Surratt, & Kurtz, 2014b; Cicero & Kuehn, 
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2014; Jones, 2013; Muhuri, Gfroerer, & Davies, 2013). Another study found the highest increase 

of new heroin abusers stemmed from the NMPR opioid abuser population, further supporting the 

potential for prescription opioid abuse leading to heroin abuse (Jones, Logan, Gladden, & Bohm, 

2015). Prescription opioids are often the “gateway” to NMPR use, and this in turn leads to heroin 

use. Thus, an effort to limit access to prescription opioids, and encourage professional caregivers 

to adhere to guidelines on appropriate prescribing, are vital needs in the U.S. 

Background Knowledge 

Opioid medication overprescribing has been demonstrated to result in many adverse 

public health outcomes, two of which are addiction and mortality (CDC, 2017a; Paulozzi, Mack, 

& Hockenberry, 2014; Paulozzi, Strickler, Kreiner, Koris, & Centers for Disease Control and 

Prevention, 2015). To combat this, many updates to Clinical Practice Guidelines (CPGs) and 

evidence-based best practices for pain management have been released that promote decreased 

reliance and use of opioids for acute and chronic nonmalignant pain (Chou, Deyo et al., 2016; 

Chou et al., 2017; Chou, Gordon et al., 2016; Chou et al., 2015; Dowell, Haegerich, & Chou, 

2016; Hooten et al., 2016; Manchikanti et al., 2017; Qaseem, Wilt, McLean, Forciea, & Clinical 

Guidelines Committee of the American College of Physicians, 2017). As of January 2018, The 

Joint Commission (TJC) has instituted revised pain assessment, management, and reporting 

standards for hospital accreditation (The Joint Commission [TJC], 2017). The Joint Commission 

Requirement, Rationale and Reference (R3) Report, Issue 11, published in mid-2017 outlines the 

requirements, rationale and provides the references used to develop the 18 Elements of 

Performance (EP) standards in order to maintain TJC accreditation for acute care facilities. Of 

these updated requirements, this project will provide a pathway towards compliance with 
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Element of Performance 2 (EP2), which states hospitals will provide nonpharmacological pain 

treatment modalities (TJC, 2017). Nonpharmacological modalities can include such treatments 

as: ice/heat therapy, transcutaneous electrical nerve stimulation (TENS) unit therapy, 

acupuncture/acupressure, therapeutic touch, massage therapy, relaxation therapy, music therapy, 

cognitive behavioral therapy or guided imagery (Chou, Gordon et al., 2016; Chou et al., 2015; 

TJC, 2017). Based on research and references used by the Joint Commission in their R3 report, 

“evidence for some nonpharmacological modalities is mixed and/or limited, they may serve as a 

complementary approach for pain management and potentially reduce the need for opioid 

medications,” and thus include it as a requirement (TJC, 2017, p. 2). The aforementioned 

interventions, when used alone, are considered alternative methods for patients to obtain pain 

relief (National Center for Complementary and Integrative Health [NCCIH], 2016). These 

treatments when used with traditional methods of pain management, such as non-opioid or 

opioid medications, are considered complementary treatments (NCCIH, 2016). However, when 

one brings together the conventional treatment and the alternative treatment in a coordinated 

intentional method it is considered to be true integrative medicine (NCCIH, 2016). These 

alternative, complementary, or integrative treatments can play an important role in reducing the 

amounts of opioids needed and/or prescribed. 

The facility where the project was implemented is one that in the past had the services of 

an acupuncturist for the orthopedic service line post-surgical patients. They also had a massage 

therapist that could be provided for appropriate patients. Both of these modalities are considered 

nonpharmacological and appropriate to meet TJC requirements, however these positions were 

eliminated several years ago for unknown reasons. Due to the fact they had been available and 
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embraced previously by the culture of this facility, it is likely they could be introduced again 

with appropriate support. Ice and heat therapy are currently available, and music/relaxation 

therapy is available via the television channels and the ICU bed speakers. Nursing staff can 

encourage relaxation and guided imagery therapy with the use of an in-house TV channel station 

that has calming nature images with soothing environmental sounds. On some surgical floors the 

nursing staff have implemented aromatherapy to help with guided imagery during painful 

dressing changes. 

Many studies have demonstrated a relationship between introduction to opiates via 

prescriptions leading to opioid NMPR use and ending in heroin addiction (Cicero, Ellis, Surratt, 

& Kurtz, 2014a; Cicero & Kuehn, 2014; Compton, Jones, & Baldwin, 2016; Jones, 2013; 

Lankenau et al., 2012; Muhuri et al., 2013). In the acute care setting, providers can impact 

unnecessary access to opioids by actively pursuing and adhering to evidence-based 

recommendations for opioid prescribing (Beaudoin, Janicki, Zhai, & Choo, 2017). It is equally 

important to maintain stewardship in opioid prescribing to eliminate overprescribing which leads 

to unused opioids available for NMPR opioid misuse and abuse (Bicket, Long, Pronovost, 

Alexander, & Wu, 2017). Thus, by taking steps in the acute care setting, providers in this study 

could be empowered to impact the opioid abuse crisis our nation is facing. 

Purpose 

The overarching purpose of this project was to provide a pathway for a practice change to 

comply with the 2018 TJC requirements for pain management standards for acute care 

accreditation, specifically element of performance (EP) 2, providing nonpharmacological pain 

treatment modalities. The rationale being nonpharmacological interventions used as 
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complementary/integrative (or in some cases stand-alone) treatments may lessen the need for 

opioid medications, and is supported as a means to decrease the reliance providers place on 

opioid medications for pain management in the acute care setting (Grimshaw, Eccles, Lavis, Hill, 

& Squires, 2012; TJC, 2017). Although the facility had created a committee to address the 

requirements of new TJC pain assessment and management standards, they had not implemented 

any of the requirements. The committee consisted of one of the quality assurance office staff, the 

physical therapy director, and a general medicine hospital employed physician. The principal 

investigator (PI) met with two members to discuss this project, and the committee members 

indicated they were at the beginning stages of doing a needs assessment. They agreed that in 

order to meet all TJC accreditation requirements for pain management and to continue working 

to impact the opioid crisis, a multi-pronged approach would be needed. Having knowledge of the 

facility prescribers’ perceptions on the use of integrative therapies (i.e., nonpharmacological pain 

treatments) and their planned prescribing behavior facilitates the transition to implementation of 

and adherence with EP 2 “the hospital provides nonpharmacologic pain treatment modalities” 

(TJC, 2017, p. 2). 

The aims of this evidence-based project were two-fold. The first aim was to ascertain 

provider perceptions and attitudes about using integrative pain management treatments after 

receiving education on peer and industry supported guidelines and TJC requirements. The 

second aim was to evaluate providers’ intended change in prescribing nonpharmacological 

interventions after exposure to new guideline recommendations and requirements. These aims 

were developed directly from the study question outlined below and provided purposeful 

institutional knowledge and barriers/catalysts to intended behavior (Doody & Bailey, 2016). To 
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accomplish the aforementioned aims, Doody and Bailey (2016) encourage using a list of specific 

objectives as activities towards reaching the aims. Thus, the objectives consisted of: (a) 

providing an educational intervention; (b) identifying attitudes towards the use of 

nonpharmacologic pain treatments/integrative medicine; (c) evaluating intended prescribing 

changes to include the use of nonpharmacological pain therapies; and, (d) describing self-

perceived change in attitude and intent. The project was structured to assess perceptions of 

integrative medicine. It also gauged provider intention on future prescribing practices after an 

educational intervention (Foy et al., 2002; Ivers et al., 2012). 

Prior research indicates that uptake and compliance with practice guidelines are more 

consistent when providers understand the information, know the underlying reason for practice 

change, believe it is based in sound evidence, is an important clinical issue and is compatible 

with provider beliefs (Foy et al., 2002; Ivers et al., 2012). In order to diminish contributions to 

the opioid epidemic there needed to be a change in current practice. In order to evaluate the 

potential for an effective practice change in one local community hospital, there was a need to 

improve provider/prescriber knowledge of current CPGs and newly updated TJC requirements 

on pain management and assess provider perceptions that either promoted or negated the use of 

nonpharmacological pain treatments (Campbell, 2010; Harris, Uscher-Pines, Han, Lindley, & 

Lorick, 2014). The importance of providing the educational intervention and assessing attitudes 

that influence behavior helped determine future efforts needed in order to improve compliance 

with current CPGs and standards. Keep in mind, TJC pain assessment and management 

requirements modification is just one of many national organizational tools to help decrease 

reliance on opioid prescribing. This project addressed one element of TJC acute care 
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accreditation requirements, which is health care providers must offer and/or provide 

nonpharmacological pain interventions. When combined with other TJC requirements, CDC 

prescribing guidelines and new drug prescribing monitoring programs we can potentiate a 

significant impact on the opioid national crisis (National Governor's Association, 2016). 

The direct stakeholders for this project consisted of providers with prescribing privileges 

in this facility. Downstream stakeholders consisted of the nurses and nursing assistants at the 

bedside providing direct care to the patients who were the ones performing or administrating 

nonpharmacological treatments. Upstream stakeholders consisted of executive leadership, the 

Eisenhower Medical Center committee for TJC pain management accreditation, the medical 

education department, and the nursing research council. The results of this project are to be 

disseminated for future budgetary support and approval for a systems change, with 

recommendations made based on project interpretations. It is important to note that providers in 

this acute care setting play an important role by their consideration to prescribe 

nonpharmacological treatments for pain, which in the long run will reduce opioid reliance for 

pain management and diminish opioid medication availability for abuse. 

Study Question 

The study question of the proposed project was: What are the perceptions and attitudes 

(O) of providers in the acute care setting (P) about integrative pain management treatments 

(nonpharmacological) after educational exposure to new guidelines and required Joint 

Commission standards (I) and will providers endorse an intent to change their prescribing habits 

to include integrative pain management treatments? 
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THEORETICAL FRAMEWORK AND SYNTHESIS OF EVIDENCE 

Theoretical Framework 

Application of the Theory of Reasoned Action and Theory of Planned Behavior 

(TRA/TPB), which focuses on understanding aspects of what induces, motivates, and engages 

behavioral change, guided this scholarly project (Ajzen, 1985). Belief patterns, perceptions and 

significance all affect motivation to change (Ajzen, 1988). Originally, Ajzen and Fishbein (1980) 

developed the theory of reasoned action (TRA) from their research on relationships between 

attitudes and behaviors, in order to predict behavior modification. With their continuing research 

they determined that behavior was not solely voluntary and/or perceived as controllable, which 

led to the theory of planned behavior (TPB), and as such incorporates perceived attitudes about 

opportunity and available resources to perform the intended behavior (Ajzen, 1985; Madden, 

Ellen, & Ajzen, 1992). A vital presumption of this theory is that behavioral intentions are the 

main determinants of behavior (Ajzen, 2002). The TRA/TPB implies that behavior is prompted 

by the intention to perform changed behaviors, and the intention is governed by: 1) behavioral 

beliefs - attitudes about performing the behavior; 2) normative or subjective beliefs - perceived 

approval or disapproval of standards of behavioral performance; and, 3) control beliefs - 

perceived control or ownership over that behavior (Ajzen, 1991; Ajzen & Madden, 1986). Figure 

1 shows how these components are posited to influence intention, and intention is considered a 

predictor of behavior. 
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FIGURE 1. Theory of reasoned action and theory of planned behavior. (Adapted from Bonnel & 

Smith, 2018.) 

The first item, behavioral beliefs, is used to depict the viewpoint that specific attitudes 

towards a certain behavior can be expected to predict what the behavior will be (Ajzen, 1991). 

Attitudes are influenced by beliefs in the forecasted outcomes or the benefits of performing the 

behavior; thus if the person values the intended outcome they will have a more positive attitude 

towards performing the behavior (Fife-Schaw, Sheeran, & Norman, 2007). The second item, 

normative or subjective beliefs, denotes that in addition to attitudes, beliefs about how a certain 

behavior will be viewed by their peers also affects intention (Ajzen, 1991). The approval or 

disapproval of the behavior by influential peers will weigh on consideration of performing the 

behavior; thus if a person perceives that peer organizations recommend or value a behavior, they 

will be motivated to meet those expectations and will have a positive subjective norm (Fife-

Schaw et al., 2007). The third item, control beliefs, indicates how the constructs of ability, ease, 

and available resources to perform the behavior enters into the equation of intention (Ajzen, 
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1991). These determine the degree that an individual can exert voluntary control of the behavior 

(Montano & Kasprzyk, 2015). Perceived control encompasses the facilitators in place to enable 

behavioral performance; thus interpretation of the efficiency or complexity required for the 

intended behavior will affect behavioral intention (Fife-Schaw et al., 2007). This theory fits well 

with the purpose of this project, which relied on determining providers’ attitudes and behavioral 

beliefs about nonpharmacological therapies in order to anticipate their intentions of whether to 

perform the planned behavior or not.  

Noted limitation of TRA/TPB include a somewhat linear approach to decision making, 

which doesn’t take into consideration patterns of remission to old behavior, and control beliefs 

do not equal actual control (LaMorte, 2016). Strengths include its validation and usefulness in 

explaining behaviors and its scope transcends across multiple fields from public relations to 

public health (Montano & Kasprzyk, 2015; Zemore & Ajzen, 2014). 

Constructs of Theory Related to Project 

Utilizing the concepts of TRA/TPB with this project provided a logical means to 

understand how the proposed methodology and intervention can be correlated with a desired 

change. Even though TRA/TPB is based on cognitive processing for behavioral intention, its 

evolution takes into consideration that human behavior cannot be considered logical or rational 

(Fleming et al., 2014). This section will discuss each element of TRA/TPB as it relates to the 

specific components of this project as depicted in Figure 2. The concept of ‘attitude’ played an 

important role in this project, as once the intervention was administered it was important to 

determine attitudes and perceptions, which lead to intended behavioral change (Figure 1 & 

Figure 2). Attitude in this project referred to the beliefs and perceptions held by the prescribing 



 

 

 

 

23 

providers that participated in the study. The ‘subjective and social norms’ of the project were 

presented to the participants (via an online educational platform based on peer-reviewed 

guidelines, systematic reviews and healthcare accreditation standards) that demonstrated 

colleague approval of the intended behavioral change, therefore the ‘new’ norm. These evidence-

based practice recommendations included a Clinical Practice Guideline (CPG) from the 

American College of Physicians (ACP) authored by Qaseem et al. (2017), a CPG on 

management of post-operative pain from the American Pain Society (APS) authored by Chou, 

Gordon et al. (2016), the Agency for Healthcare Research and Quality (AHRQ) evidence 

summary on noninvasive nonpharmacological treatment for chronic pain authored by Skelly et 

al. (2018), and The Joint Commission (TJC) (2018) pain assessment and management standards. 

The updated CPGs and TJC requirements embodied the element to demonstrate to the 

participants that these are considered the new ‘norm’ for provider behavior. The element of the 

project that related to the TRA/TPB concept of ‘control beliefs’ was the empowering by new 

knowledge and enabling providers to move towards the intended behavior change. This theory 

supports the postulate that providers’ attitudes about using nonpharmacological pain treatments 

influence their intentions and ultimately their behaviors of prescribing such treatments, thus 

adhering to EP 2 of new TJC accreditation requirements. TRA/TPB proposed that providers’ 

behaviors can be projected by the anticipated or perceived outcomes and preconceived beliefs of 

the positive or negative judgment of these actions (Ajzen, 1991; Ajzen, Brown, & Carvajal, 

2004). Lastly, it associated the idea that new knowledge, supported by peer-reviewed 

organizations combined with motivational factors to adhere to new guidelines, influences a 

change in actions (Ajzen, 1991; Fishbein, 1995). 
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FIGURE 2. Concepts of project using TRA and TPB. (Adapted from Bonnel & Smith, 2018.) 

Many factors influence health care outcomes. Patients, providers, organizational 

structure, community setting, political and economic policy all affect how, what, and if a change 

can be achieved (Grol, Bosch, Hulscher, Eccles, & Wensing, 2007). These influencers can be 

described and understood by using theories and frameworks as a logical method for analysis and 

planning (Moran & Burson, 2017). In determining methods to diminish provider reliance on 
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opioid medications for pain management, one needs to understand factors affecting behavioral 

intent. Change in behavior is required to decrease overprescribing of opioids and promote the use 

of nonpharmacological methods for pain management, whether alone or as integrated therapy 

with medication. With this theoretical analysis and understanding one can then construct a 

conceptual framework to craft the change, thus using theory and framework as a complementary 

method to impact public health outcomes. 

Synthesis of Evidence 

Literature searches through PubMed, Cumulative Index of Nursing and Allied Health 

Literature (CINAHL), the Cochrane Library, National Guidelines Clearinghouse, Centers for 

Disease Control (CDC), and Agency for Healthcare Research and Quality (AHRQ) were 

performed to further assess this clinical problem and determine the contributory issues leading to 

opiate addiction and mortality. A preliminary search of the CDC and the AHRQ websites and 

databases to validate the proclamation of a national opioid epidemic was conducted using the 

variables of overdose deaths involving opioids, prescription opioids and heroin since 1999 (CDC 

2017b; 2018a; 2018b). The data is collected from the National Vital Statistics System (NVSS), 

and provides information and statistics on overdose deaths involving opioids, including subset 

statistics on overdose deaths involving heroin, commonly prescribed opioids and other synthetic 

opioids such as fentanyl (CDC 2017b; 2018a; 2018b). The search to ascertain evidence of opioid 

overprescribing, as well as plausible relationship between NMPR opioid abuse and heroin 

induction was conducted using combinations of terms and/or MeSH terminology, which 

included: “pain,” “nonmedical pain reliever,” “opioid,” “prescription,” “epidemic,” “heroin,” 

“addiction,” utilizing “and”/“or” in various combinations, and excluding “cancer,” “pediatric,” 
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“palliative” keywords and MeSH terminology. The search was limited to the English language 

and to studies and reports published within the last five years to establish currency of the issue. A 

review of the results led to the selection of the most current and pertinent studies and reports to 

findings associated with prescribing opioids, NMPR opioid abuse, and its association to heroin 

initiation and abuse (Appendix A). 

Prescribed Opioids versus Reported Pain 

The studies by Chang et al. (2014) and Daubresse et al. (2013) found a disproportionate 

amount of prescribed opioids as compared to the amount of reported pain by Americans. They 

gathered data from 2000 to 2010 in their analyses of pain management, pain prevalence, and 

diagnosis as supportive evidence of trending U.S. opioid use compared to cases of pain as patient 

complaints (Chang et al., 2014; Daubresse et al., 2013). Ambulatory outpatient clinic data and 

emergency department data were analyzed in these two serial cross-sectional studies and both 

demonstrate validity and statistical reliability showing a disparate amount of opioid treatment 

prescribed in relationship to complaints of pain and underutilization of non-opioid treatment in 

cases of patient related pain or physician diagnosed pain (Chang et al., 2014; Daubresse et al., 

2013). Both of these studies were appraised as high quality serial cross sectional descriptive 

studies (Polit & Beck, 2017). Specifically, the study by Chang et al. (2014) supports prevalence 

of reported pain as unchanged, however the proportion of complaints of severe pain with 

increase in pharmacological analgesic use increased, with a decreased use of non-opioid 

medication during this period and demonstrates opioid monotherapy reliance was increased. 

Chang et al. (2014) reported pain visits treated with opioids increased from 36.4% in 2003 to 

48.9% in 2010 (p<0.0001) while pain visits treated with non-opioid decreased from 26.7% in 
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2003 to 21.6% in 2010 (p<0.001). The study by Daubresse et al. (2013) also concurs and 

reinforces that a disproportionate use and prescribing of opioid treatments in relationship to 

patient complaints of pain, thus demonstrates underutilization of non-opioid treatments. 

Prescriber Practices and NMPR Opioid Abuse 

Several studies examine the prescribing practices and support the concept relationship 

that lead to opioids available for NMPR abuse (Bicket et al., 2017; Shah, Hayes, & Martin, 2017; 

Thiels et al., 2017). Bicket et al. (2017) conducted a recent systematic review, using an outlined 

protocol, comprehensive search strategy and unbiased rigor, which meets preferred reporting 

items for systematic reviews and meta-analyses (PRISMA; Bonnel & Smith, 2018). This 

systematic review, which addresses the oversupply of opioids, reports that 67% to 92% of post-

surgical patients had unused opioid pain medications on hand (Bicket et al., 2017). The study by 

Thiels et al. (2017) analyzes prescribing practices across three academic centers in Arizona, 

Florida and Minnesota using data from the American College of Surgeons National Surgical 

Quality Improvement Program for years 2013 to 2015. They demonstrate that the majority of 

patients (81.1%) in the studied cohorts were prescribed more than the maximum 

recommendations of seven days, or 200 morphine milligram equivalents (MME) at a median of 

375 MME, with the highest doses prescribed to those in the 40- to 59-year old group (Thiels et 

al., 2017). This study also demonstrates an increase in the MME prescribed across the length of 

the study from 2013 to 2015, which does not correlate with a difference in surgical procedure 

(Thiels et al., 2017). In line with the two aforementioned studies, Shah et al. (2017) conducted a 

similar retrospective cohort descriptive analysis of good quality to determine initial opioid 

prescription characteristics and pain characteristics with the probability of long-term opioid use. 
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Shah et al. (2017) found that inpatient admissions administered opioids were the second highest 

group to continue long-term opioid use. They also report that those prescribed > 90 MME started 

on tramadol or long acting opioids and with increased quantity of supply in their first 

prescription were least likely to discontinue opioids (Shah et al., 2017). The aforementioned 

studies support individualized patient centered care and prescribing practices that take into 

consideration individual patient circumstances, pertinent history and family history for potential 

substance abuse issues, and abstaining from overprescribing quantities of opioid medications 

(Bicket et al., 2017; Shah et al., 2017; Thiels et al., 2017).. 

NMPR Opioid Abuse versus Heroin Abuse and Overdose 

Several studies have correlated the abuse of NMPR opioid use to the subsequent 

initiation to heroin use, and although these studies are serial cross-sectional descriptive 

retrospective cohort studies, they show a link of progression from NMPR opioids to heroin as 

well as demonstrate a change in demographics of abusers by year cohorts (Jones, 2013; Jones et 

al., 2015; Muhuri et al., 2013). One study appraised for this project examined the link and 

modification of behavior between NMPR opioid abuse and heroin abuse, by revealing that heroin 

abusers who were initiated prior to the year 2000 began with heroin as their introductory drug, 

whereas new heroin initiates after the year 2000 were introduced originally via NMPR opioids 

and then progressed to heroin (Cicero et al., 2014a). In order to examine differences in trends of 

hospitalizations for overdose of prescription opioids or heroin, Unick and Ciccarone (2017) 

conducted a serial cross-sectional retrospective cohort study utilizing pooled data from the 

National Inpatient Sample (NIS) for years 2001 to 2014. Although this study revealed a 

correlation of decreased hospitalizations due to prescription opioid overdoses (POD) to increased 
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heroin overdose (HOD) hospitalizations, it is rated only at good quality based on limitations of 

using ICD codes (Polit & Beck, 2017).. 

Acute Care Providers’ Perception Towards Nonpharmacologic Pain Treatments 

It is evident there are numerous supportive reasons why providers should consider the use 

of nonpharmacologic pain management modalities. Central to this project is the theory of 

reasoned action / planned behavior, thus providers’ perception or attitude is a key component 

leading to behavior change. A literature search was conducted using the following terms, 

combination of terms, keywords and MeSH terminology: “nonpharmacologic,” 

“nonpharmacological,” “integrative,” “complimentary,” “alternative,” “pain,” “management,” 

“perception(s),” “provider(s),” “physician(s),” “nurse(s),” “nurse practitioner(s),” “medical 

student(s),” “attitude(s),” “barrier(s),” “facilitator(s),” utilizing “and”/“or” in multiple 

combinations, excluding “pediatric.” This search was limited to within the past five years (but 

expanded to eight due to inadequate results), English language only, and searches were 

conducted using CINAHL, PubMed, Cochrane Library, Scopus, and Embase. This review of 

literature produced only a handful of studies that addressed acute care providers’ perceptions 

towards the use of nonpharmacologic integrative pain management therapies. In research 

conducted by Almushait and Ghani (2013), attitudes and barriers towards nonpharmacologic 

treatments were studied in regards to labor pain. They reported that overall providers perceived 

nonpharmacologic treatments as being time consumptive, regulatory prohibitive, not adequate 

for pain relief, having a confessed lack of knowledge/education or willingness to use, and a 

belief in medications providing improved pain control. The above barriers demonstrate how 

essential providers’ attitudes are on the use and implementation of nonpharmacological pain 
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modalities. Conversely, Hirsh, Hollingshead, Bair, Matthias, and Kroenke (2014) looked at 

attitudes and management of chronic pain with associated depression by both clinicians and 

medical students, which favored non-opioid treatment along with topical ice, heat or analgesic 

cream, demonstrating a more favorable attitude towards nonpharmacologic treatments over 

opioids. Fletcher, Mitchinson, Trumble, Hinshaw, and Dusek (2017) conducted a six-site 

Veterans Affairs (VA) medical center qualitative analysis of provider perception on 

nonpharmacological (complementary & integrative medicine) therapies due to the VA promotion 

of these modalities, acknowledging that promotion does not necessarily mean adoption. Some 

barriers and challenges mentioned were lack of knowledge or experience with treatments, 

provider bias, fear of alternative treatments increasing provider workload, and unsupportive 

management (Fletcher et al., 2017). In two other studies done with primary care providers 

through the VA similar barriers were reported (Becker et al., 2017; Giannitrapani et al., 2017).  

Summary of Literature Synthesis 

To summarize the literature reviewed, the majority of the aforementioned reports utilized 

nationally gathered data and are serial cross-sectional retrospective cohort descriptive studies, 

and thus are lower level of evidence. However, the same reports are of good to high quality 

(Appendix A). The similarity of research findings of increased reliance on opioid medications 

with decreased use of non-opioid treatments, as well as concordance amongst the research of 

NMPR opioid abuse contributing to heroin abuse lends credence to the concepts of interest for 

this project (Chang et al., 2014; Cicero et al., 2014a; Daubresse et al., 2013; Jones, 2013; Jones 

et al., 2015; Muhuri et al., 2013). The synthesized literature supports the project concepts of 

decreasing reliance on opioid prescriptions, emphasizing the importance of not overprescribing 
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opioids, and utilizing non-opioid and/or nonpharmacological pain management therapies as 

supported by practice guidelines and current standards, in order to diminish accessibility to 

opioids for NMPR opioid abuse potential (Bicket et al., 2017; Shah et al., 2017; Thiels et al., 

2017; Unick & Ciccarone, 2017). 

The strength of the overall evidence is evident in the consensus amongst the literature and 

the current CPGs, which all support the use of nonpharmacological therapies and non-opioid 

treatments, whether as adjunctive or stand-alone treatments (Barr et al., 2013; Chou et al., 2017; 

Chou, Gordon et al., 2016; Dowell et al., 2016; Kay, Wozniak, Koller, Ye, & Bernstein, 2016; 

Kee, Smith, & Barnes, 2016; Manchikanti et al., 2017; Qaseem et al., 2017; Todd, 2017; Wong 

et al., 2017). No inconsistent or contradictory findings were found across the studies. However, 

the weakness in the evidence lies in the fact that any proposed guidelines or standards should not 

override clinical judgment, individual patient participation, and may result in undertreated pain. 

Gaps in the literature arose in some studies due to a focus on specific age groups, such as 

pediatrics, or adults. Other gaps consisted of limiting the pain etiologies, or contributing factors 

that lead to substance abuse that are noted to be frequently overlooked or omitted in the studies. 

Another factor to consider is the topic of opioid abuse, which may be an influencing factor or 

bias in some of the recommendations or author perspectives. Overall, the evidence supports an 

overreliance on opioids for pain management and an overabundance of opioid NMPR use with 

adverse consequences, thus it is reasonable to seek methods to diminish unwarranted opiate 

prescribing. Many of the aforesaid barriers and perceptions had been voiced by some providers 

at the project site to the PI, lending the impression of ambivalence towards the use of integrative 

or nonpharmacologic treatments. This substantiated the worthiness of further investigation to 
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determine attitudes, which influences the uptake and provider ordering of nonpharmacologic 

pain treatments. 

METHODS 

Project Design 

The design used for this DNP project is a quantitative descriptive study. The purpose of 

this project was to assess providers’ attitudes in a southern California facility on 

nonpharmacological integrative treatment recommendations from updated CPGs and TJC 

standards for pain management and their intent to change prescribing behavior, after exposure to 

an educational intervention (Appendix B). Similar studies and pre- or post-test design studies 

have been conducted in the past that demonstrate educational interventions may positively 

influence perceptions and/or intended behaviors, albeit not specific to integrative 

nonpharmacologic treatments for pain management (Abu Farha, Abu Hammour, Rizik, Aljanabi, 

& Alsakran, 2018; Legare et al., 2017; Lockeman et al., 2017; Miller, 2015; Papapchrisanthou & 

Loman, 2018; Ratzlaff, McDiarmid, Marty, & Rapp, 2006). Descriptive quantitative statistics 

(means, frequencies, standard deviations) for a one group post-test only convenience sample 

were utilized to determine perceptions and attitudes to using nonpharmacological integrative 

therapies (Plichta & Kelvin, 2013). In addition, a quantitative descriptive analysis of provider 

demographics and intent to change in prescribing patterns was conducted (Plichta & Kelvin, 

2013; White & Zaccagnini, 2014). Descriptive methods characterize an overview of a setting, 

population, or phenomenon, and allow the transformation of data into values and tables (Polit & 

Beck, 2017; Rouen, 2017). In this case, the quantitative description of this convenience sample 

focused on provider role (nurse practitioner, physician, resident or medical student), years in 
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practice, participant perceptions on integrative medicine treatments and intent to change 

prescribing behavior. A one group post-test only design was used to investigate attitudes and 

intentions by collecting and comparing data (Polit & Beck, 2017). This encompassed the use of 

structured questionnaires via an online platform, which was anonymous to ensure sustainable 

and candid responses and help improve response rates (Moran & Burson, 2017; Polit & Beck, 

2017). This project began with an educational intervention, with follow-up survey questions 

collected after the intervention. Because there was not any randomization, the design qualified as 

quasi-experimental (Polit & Beck, 2017). According to Polit and Beck (2017), one group 

descriptive statistics design is adequate for quality improvement projects such as this, which 

measured and described the items of interest. Descriptive statistics were used to describe 

provider category and perceptions, as well as provider category and intent of change in 

prescribing patterns (Polit & Beck, 2017). 

Drawbacks of the one group post-test only descriptive study design are they do not 

support any causal inference, participants may not be truthful in self-reported surveys, and 

researcher bias must be considered in wording of survey questions (Polit & Beck, 2017; 

Schweigert, 2017). With descriptive research methods, variable analysis is not performed, results 

are not repeatable and/or generalizable and some consider this unscientific or unreliable 

methodology with the one group post-test only design considered the weakest type of quasi-

experimental designs (Polit & Beck, 2017; Schweigert, 2017). Another drawback noted is this 

study only obtained the ‘what’ of the variables and not the ‘how’ and ‘why’ in the end results, 

which limited obtaining information on any potential causal relationship for future educational or 

implementation efforts of TJC pain management requirements (Polit & Beck, 2017). This study 
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was designed to be conducted in one sitting, which helped diminish attrition, and maturation on 

internal validity (Polit & Beck, 2017). 

Setting 

The setting for this study was Eisenhower Medical Center, a 463-bed non-profit 

Accredited Council for Graduate Medical Education (ACGME) teaching hospital, with Magnet 

designation located in southern California (Eisenhower Health, 2018). Values of the organization 

include serving the community in healthcare needs of the region, providing clinical excellence in 

patient care with supportive education and research, promoting professional growth and applying 

that to improve patient care, and striving to attain 100% compliance with evidence-based clinical 

practice guidelines, national standards and accreditation requirements (Eisenhower Health, 

2018). The facility’s most current policy on pain management outlines five major guiding 

principles: regular assessment of pain, appropriate pain management, provider education in pain 

assessment and management, patient/family education in pain management and possible 

inadequacies and side effects of treatment, patient/family communication respecting ethical, 

cultural or spiritual beliefs (Eisenhower Health, 2016). These are consistent with the values of 

the principal investigator and in line with the theme of this project. Furthermore, in this same 

policy document the option for nonpharmacological interventions is mentioned as a potential 

treatment for pain, aligning organizational culture with the targeted purpose of this project 

(Eisenhower Health, 2016). This setting was conducive to providing an ample number of 

targeted participants, as well as having a culture of promoting evidence-based practice and 

scholarship, which helped encourage participation in the study. 
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Participants 

Both private and facility employed physicians, surgeons, hospitalists, attending and 

resident physicians, and nurse practitioners all collaborate in patient care at the above facility 

providing a wide variety in the sample set that allows for diversity in educational and cultural 

backgrounds. A convenience sample of providers with prescribing privileges in the above 

mentioned local community hospital (to include nurse practitioners, physicians, residents, & 

physician assistants) were included in the invitation to participate in the educational intervention 

and post-survey for this project. This included academic and non-academic providers, as well as 

hospitalists and private practice internists that manage their own inpatient care. Multiple 

informal personal communications with different colleagues and providers were conducted 

throughout the past year, and the general consensus was that there is a lack of knowledge of new 

guidelines and TJC requirements recommending nonpharmacological pain treatments, despite 

the facility providing easy access to UpToDate within the online documentation and ordering 

system (White & Zaccagnini, 2014).  

Participants were recruited via email (Appendix C) that included an introductory 

paragraph detailing the purpose of the survey, anticipated time to participate and instructions 

with a link to access the educational module and survey. The email explained that participation 

was voluntary, anonymous, and no risks foreseen with participation. Therefore, informed consent 

signature was not required, as proceeding to the linked survey implied consent was given. The PI 

enlisted various directors to make announcements during unit meetings to encourage 

participation in the study. The only limits on participation were not having prescribing privileges 

at the facility, as the email link was only sent to prescribing providers with an internal 
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Eisenhower email address. The survey remained open for a total of five weeks, with a reminder 

email sent after two weeks and again after four weeks. Reminder flyers were placed throughout 

the facility in locations close to the computer stations that the providers used for documentation. 

Additionally, the PI rounded throughout the hospital four to five days weekly during the five-

week period to provide personal reminders to providers to access their email if they wished to 

participate. Due to this project being a descriptive study it was desirable to have a larger sample 

size in order to maintain a smaller margin of error based on a 95% confidence level, thus 96 

respondents allowed for 10% margin of error (Browner, Newman, & Hulley, 2013). However, 

prior studies found the standard deviation (SD) using the IMAQ scoring was +/- 16 to +/- 20 as 

reported by Kim, Lee, and Lee (2011) and Schneider, Meek, and Bell (2003), respectively. Thus, 

using a confidence interval of 95% around the mean value of the variable and computing a 

sample size for a descriptive study of a continuous variable based on the reported SD of 20, a 

sample size of 62 was deemed adequate (Hulley, Cummings, Browner, Grady, & Newman, 

2013, pp. 76-92).  

Intervention 

The intervention began with an online PowerPoint with voiceover video based on TJC’s 

pain standard changes for 2018 and updated CPG recommendations, as outlined in Appendix D, 

followed by the survey questionnaires in an all-inclusive one-time online event lasting 

approximately 30 minutes (Appendix E & F). Educational interventions have been demonstrated 

to increase knowledge, improve attitudes and potentiate change towards the subject matter, 

although the PI could not locate specific studies on nonpharmacologic or integrative treatments 

for pain management (Abu Farha et al., 2018; Al-Khawaldeh, Al-Hussami, & Darawad, 2013; 
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Campbell, 2010; Fishbein, 1995; Fishbein et al., 2001; Murinson et al., 2011; Ospina et al., 2013; 

Schreiner, Haefner, Gologan, & Obertacke, 2011). However, one study did address the effect of 

training on medical students’ attitude towards patients with pain, that demonstrated improved 

attitudes with education (Morris, Ryan, Lauchlan, & Field, 2012). In another report, discipline 

specific curricula had a causal relationship to what therapies practitioners ordered and increased 

adherence to evidence-based guidelines were noted to vary by discipline (Briggs et al., 2013). 

Additionally, the Institute of Medicine Committee on Advancing Pain Research and Education 

(2011, pp. 44-46) advocates using education to support a change in the way pain is perceived and 

treated.  

The educational content for this project provided information on nonpharmacological 

modalities as required by the updated TJC R3 report on pain management (TJC, 2017). These 

nonpharmacological treatment options are not dictated by TJC, but rather should be based on 

patient preferences and relevance to the local patient population, and providers are expected to 

be able to discuss different available modalities (TJC, 2017). These treatments are deemed to be 

beneficial as adjunctive therapy and potentially reduce the amount of opioid medication needed 

(TJC, 2017). Several CPGs that recommend nonpharmacological treatments for post-operative 

pain, back pain, and traumatic pain all aimed at promoting opioid sparing multimodal treatments 

were presented (Chou, Deyo et al., 2016; Chou et al., 2017; Chou, Gordon et al., 2016; Dowell et 

al., 2016; Qaseem et al., 2017; Skelly et al., 2018; Sullivan, Lyons, Montgomery, & Quinlan-

Colwell, 2016; Wong et al., 2017). Along with information on new practice recommendations, a 

brief overview of some nonpharmacological and integrative therapies other facilities have 

implemented was presented, such as transcutaneous electrical nerve stimulation (TENS), cold 
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therapy, or heat therapy. According to the new TJC requirements, providers must also be able to 

educate and refer to post-discharge nonpharmacological therapies, such as acupuncture, 

chiropractic, massage, relaxation or cognitive behavioral therapy (TJC, 2017).  

Methods for Evaluation 

Tools for Data Collection 

A questionnaire survey format was used to collect data for this project. The initial 

component of the online survey on provider perceptions of nonpharmacological treatments was 

the Integrative Medicine Attitude Questionnaire (IMAQ) tool (Appendix E) (Schneider et al., 

2003). This questionnaire was used with the approval of Dr. Schneider, the primary author and 

originator (Appendix G). The IMAQ is a 29-item, seven-point Likert scale rated instrument. This 

tool unites elements of the TRA/TPB, which identifies thoughts, beliefs, perceptions and 

attitudes that encourage or discourage actions by a person (Ajzen, 2011). It was developed by the 

authors in a university integrative medicine setting from focus groups of faculty, fellows, visiting 

residents, and medical students. Respondents included internal medicine physicians and 

healthcare providers (mostly physicians) attending an American Holistic Medical Association 

(AHMA) Annual Conference (Schneider et al., 2003). Cohorts were selected for expected 

differences in attitudes toward CAM/IM (Schneider et al., 2003). Two factors were ascertained 

to affect the variance in responses, ‘openness to new ideas’ and ‘value of introspection and 

relationship with patient with overall Cronbach’s alpha of 0.92 (Schneider et al., 2003). The 

AHMA group was expected to score higher on the IMAQ, which it did (F=120.00, p<0.001), 

supporting construct validity (Schneider et al., 2003). The questionnaire consists of 29 questions 

with a potential high score of 203 (Schneider et al., 2003). Due to the fact more females were in 
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the AHMA group, ANOVA analysis validated that gender did not explain the differences 

between the groups either as a main effect (F = 3.20, p > .05) or as an interaction with type of 

conference attended (F = .27, p > .05; Schneider et al., 2003). The IMAQ has many items that 

are negatively worded to minimize acquiescence bias, along with reverse coding. Other studies 

have been conducted using the IMAQ survey and shown it to be valid in those scenarios (Kligler 

et al., 2009; Rees, Wearn, Dennis, Amri, & Greenfield, 2009). This quantitative tool measures 

perceptions, attitudes, and barriers to integrative medicine therapies and has established 

reliability and validity in determining attitudes towards complementary alternative medicine and 

integrative medicine, specifically openness to new concepts and paradigms (Chung, Wong, & 

Griffiths, 2007; Flaherty, Fitzgibbon, & Cantillon, 2015; Schneider et al., 2003). There are no 

prior studies using the IMAQ tool in regards to perceptions of integrative therapies for pain 

management specifically. 

In order to assess providers’ future intent to prescribe nonpharmacological treatments, the 

Continuing Professional Development (CPD) reaction questionnaire developed by Legare et al. 

(2014) was used (Appendix F). The CPD reaction questionnaire is a 12-item, seven-point Likert 

scale rated instrument used to evaluate educational activities on health providers’ future 

intentions (Legare et al., 2014). The 12-items are then grouped and calculated to give a score 

ranging from low intent (‘1’) to high intent (‘7’) for future behavior changes (Legare et al., 

2017). Per the CPD reaction questionnaire (Appendix F) instructions for use, the tool is to be 

modified in order to be specific to individual educational topics, thus both the original 

questionnaire and this project’s specific survey tool are included in Appendix F (Legare et al., 

2014; Legare et al., 2017). The CPD reaction questionnaire was found to have an acceptable 
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Cronbach’s alpha coefficient range of 0.79 to 0.89 with established reliability and validity 

(Legare et al., 2014). Some of the previous applications of this tool will be discussed forthwith. 

Stacey et al. (2016) evaluated the uptake, intent to use and sustainability of change for a patient 

decision aid for prostate cancer post provider education using this tool. The CPD questionnaire 

has also been used to determine intent of pharmacists to counsel on HIV pre-exposure 

prophylaxis after an introduction to basic CDC guidelines (Unni, Lian, & Kuykendall, 2016). 

Another study focused on changes in attitudes, behavior and engagement of pharmacists with 

underserved communities after an e-learning intervention (Latif et al., 2016). Nurses working 

with children who self-harm were evaluated on nursing behavior change after a digital education 

intervention using this same validated tool by Manning et al. (2017). Above are just some of the 

uses of the CPD questionnaire, although the PI was unable to find it to have been used 

specifically for intended pain management behavioral changes.  

In addition to the above validated tools, one question on prior knowledge of CPGs and 

TJC requirements was included (Appendix E). Three dichotomous and one Likert scale questions 

were derived from Taylor-Powell and Renner (2009) and the University of Wisconsin Survey 

Fundamentals (2010) to gather self-reported change in attitudes and intent to engage in behavior 

supporting TJC requirement EP2 (Appendix E). This allowed for increased descriptive patterns 

in respondents to report to the facility stakeholders for planning purposes (Bonnel & Smith, 

2018; Moran, 2017; Taylor-Powell & Renner, 2009; University of Wisconsin, 2010). 

Additionally, demographic data including years in practice, gender, occupation and race was 

collected. 
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Distribution 

The email with the Qualtrics anonymous link to the online educational module and 

survey questionnaire (Appendix C) was sent via the internal Eisenhower Medical Center email 

list-serve to all providers with internal Eisenhower email addresses. A total of 642 emails were 

sent to physicians, residents, nurse practitioners, and physician assistants. However, the exact 

makeup of how many in each discipline is unknown, as the PI had to use a mix of list-groups and 

some individual emails. The PI did not have access to any providers’ private email addresses or 

those whom did not have a designated Eisenhower email in the list-serve. Providers were also 

encouraged to participate by the PI during facility rounding visits. The online survey was 

accessible from any device with internet access (including smartphone) simply by using the link 

the email invitation. At the conclusion of the survey there was the option to participate in a 

drawing for a $100 gift card to a local restaurant. To maintain anonymity, this entailed clicking a 

link within Qualtrics leading to an unassociated one-page entry that used a phone number for the 

drawing. Strict privacy was ensured as this link would not have any associated demographics and 

an assistant to the PI was tasked with collecting and randomly drawing a winning phone number. 

The PI had no direct interaction with these entries, as the assistant was also delegated to contact 

the phone number and hand out the gift card anonymously to the recipient’s department secretary 

for the winner to retrieve.  

Process for Data Collection and Analysis 

The online educational module and post intervention survey through Qualtrics opened on 

May 9, 2019 and officially closed on June 13, 2019 at midnight. Once the survey period 

officially closed, all complete responses in Qualtrics were exported to Excel software to calculate 
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the scores of the IMAQ and CPD surveys. The IMAQ has a scoring range of a possible low at 29 

(which indicates a negative attitude towards the use of integrative medicine therapies) and a 

possible high score at 203 (which indicates a positive attitude towards integrative medicine 

therapies). The CPD range is 1-7, with ‘1’ being no intent of behavior change and ‘7’ indicating 

a high intent of behavior change. These scores along with the other data were imported into 

SPSS statistical software. Descriptive statistics, such as frequency distribution and percentages 

were used to describe characteristics of the sample. Since this project attempted to determine 

perceptions and future intent, as wells as prior awareness of current guidelines, a quantitative 

descriptive analysis was conducted (Plichta & Kelvin, 2013; White & Zaccagnini, 2014). 

Resources and Budget 

The project was self-funded by the principal investigator. Resources utilized included the 

Internet based survey program, (Qualtrics) provided by the University of Arizona at no cost to 

students, a statistical analysis program (IBM SPSS) at a cost of $150, and a gift card for 

participatory incentive drawing valued at $100 to a local restaurant. The anticipated budget was 

no more than $500, and the resulting actual cost (which included the cost of participation 

incentive) was $250. This project involved collaboration with key stakeholders, including the 

nursing research council members, whom were an indispensable resource. There were no costs 

incurred by the facility in this process.  

Ethical Considerations 

This study assessed provider perceptions and future intent with an educational 

intervention using post-test only survey. Ethical considerations are paramount when human 

subjects and interventions are involved, albeit a benign educational intervention (HHS, 2018). 
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Three ethical principles outlined in the Belmont Report that are applied to this project are respect 

for persons, beneficence and justice (HHS, 2018).  

Respect for Persons 

Respect for persons ensures participants have the right to full disclosure and self-

determination (USDHHS, 2018). Autonomy of participants was safeguarded by providing a 

clearly outlined and informational consent that allowed for decision to participate voluntarily, 

without coercion, and right to withdraw or not complete the survey at any time. This disclosure 

was an introductory statement included prior to beginning the online survey. Information in the 

statement included topic and purpose, expected time for completion, methods of data synthesis, 

results dissemination, and anonymity/confidentiality declaration. No personal identifying 

information was gathered, only generalized demographics and data was collected in such a 

manner as to ensure anonymity of participants. The study group consisted of healthcare providers 

and is not considered a vulnerable population (Polit & Beck, 2017). 

Beneficence 

Beneficence provides for the concept of contributing to the well-being and benefit of 

subjects and society, and helps validate trust between researcher and participants (HHS, 2018; 

Polit & Beck, 2017). The intervention in this project is an educational intervention, as such is 

classified as a benign intervention (USDHHS, 2018). The autonomous survey and educational 

intervention did not induce any risk or harm to the participants and provided the benefit of 

increased knowledge, which can play an important role in improving public health. 
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Justice 

Justice allows for the fair treatment, selection and equality of benefit of subjects 

(USDHHS, 2018). All prescribing providers with hospital privileges were invited to participate 

in this project in order to maintain impartiality. Distributive justice was maintained as all 

providers had access to necessary equipment at the facility to participate in the online survey and 

educational intervention (USDHHS, 2018; Polit & Beck, 2017). 

Institutional Review Board 

Prior to the start of the project, the PI presented the project proposal to the Nursing 

Research Council (NRC) at Eisenhower Medical Center and received approval to proceed. 

Request for Determination of Human Subject’s Research or Quality Improvement was submitted 

to Eisenhower Medical Center Institutional Review Board (Appendix H), which determined this 

project did not meet requirements for human subject review. Oversight of the quality 

improvement project was to be provided by the NRC. Subsequently, the University of Arizona 

Institutional Review Board (Appendix I) determined this project was exempt from human 

subjects’ requirements and did not require oversight by the University of Arizona. Both facilities 

found this project to be exempt as it is not defined as research based on 45 CFR 46.102(1).  

RESULTS 

Description of Sample 

A total of 62 responses were received in Qualtrics out of the 642 email invitations sent. 

However, three responses did not go beyond the initial consent page. There were also four 

surveys that were complete except for the final ‘close-out window’ in Qualtrics. These had 

complete answers to all survey elements. Most likely the final page was not closed after 
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participating in the gift card drawing, which entailed clicking a link within the Qualtrics survey 

that led to opening a different browser page with failure to return to close out the survey. These 

four responses were included in the data analysis giving a total of 59 participants.  

Sample Demographics 

Table 1 is a summary of characteristics of the sample. Of the 59 respondents, more than 

half (54.2%) were female, 44.1% were male and one participant (1.7%) participant selecting 

‘prefer not to answer.’ There was a varied amount of professional experience reported, with the 

highest percentage of respondents (23.7%) having 16-20 years’ experience followed by 20.3% 

having 6-10 years’ experience, and only 1.7% (one participant) had over 35 years’ experience. In 

retrospect, more meaningful data could have been obtained by having participants enter the exact 

number of years of experience, rather than the five-year ranges, as long as it remained 

unidentifiable. There were almost double (61.0%) the number of physicians as compared to 

nurse practitioners (32.2%) that participated. Physician assistants made up the remainder (6.8%) 

of participants. The PI did not have access to the actual breakdown by discipline of the group of 

642 invitees to ascertain if the participants’ breakdown was similar to the invitee population. No 

doctors of osteopathy or residents chose to participate. As for ethnicity, White non-Hispanic 

comprised 61.0% of the sample, with 18.6% Asian, 16.9% Hispanic, and 1.7% Black non-

Hispanic respondents. 
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TABLE 1. Participant demographics. 

Demographic Data 

Participants (n=59) 

Years in Practice Frequency Percent 

 0-5 10 16.9 

 6-10 12 20.3 

 11-15 7 11.9 

 16-20 14 23.7 

 21-25 6 10.2 

 26-30 4 6.8 

 31-35 5 8.5 

 >35 1 1.7 

 Total 59 100.0 

Gender 

 Male 26 44.1 

 Female 32 54.2 

 Prefer not to answer 1 1.7 

 Total 59 100.0 

Occupation 

 Medical Doctor 36 61.0 

 Doctor of Osteopathy 0 0.0 

 Resident 0 0.0 

 Nurse Practitioner 19 32.2 

 Physician Assistant 4 6.8 

 Total 59 100.0 

Race – Ethnicity 

 White Non-Hispanic 36 61.0 

 Black Non-Hispanic 1 1.7 

 Asian 11 18.6 

 Hispanic/Latino/Latina 10 16.9 

 Total 58 98.3 

 Missing  1 1.7 

Results of IMAQ and CPD Scoring 

Table 2 summarizes the computed total scores for the IMAQ survey and the CPD survey. 

The mean of the IMAQ score, assessing perception towards integrative medicine, was 142.29 

(95% CI 136.40-148.18) out of a possible range of 29-203, mid-range being 116. The mean of 

the CPD score, which assesses future intent to prescribe the nonpharmacological integrative 

medicine treatments, was 5.2511 (95% CI 5.0576-5.4447) out of a scale of 1-7. 
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TABLE 2. IMAQ total score and CPD total score. 

 IMAQ Score Total and CPD Score Total  

Participants (n=59) 

 IMAQ 95% CI CPD 95% CI 

 Mean 142.29  136.40-148.18 5.2511 5.0576-5.4447 

 Median 141.00  5.2267  

 Min/Max  83-203  3.03-6.81  

Note. IMAQ = Integrative Medicine Attitude Questionnaire; CPD = Continuing Professional Development 

As seen in Table 3, nurse practitioners as a group on average had a higher IMAQ score at 

154.05 (95%CI 143.95-164.16) than the PA and MD groups at 144.25 (95% CI 114.87-173.63) 

and 135.86 (95% CI 128.50-143.22) respectively. The groups also had the same ranking for CPD 

scores with NPs having a higher CPD score, followed by PAs and MDs (5.58 [95% CI 5.18-

5.98], 5.39 [95% CI 5.16-5.40], and 5.08 [95% CI 4.84-5.30] respectively). 

TABLE 3. IMAQ and CPD score by discipline. 

Title n Min Max Mean 95% CI Median Std Dev 

IMAQ Score 

 MD 36  83 172 135.86 128.50-143.22 137.50 21.74 

 NP 19 110 203 154.05 143.95-164.16 154.00 20.96 

 PA 4 119 163 144.25 114.87-173.63 147.50 18.464 

 Total  59       

CPD Score 

 MD 36 3.03 6.48 5.08 4.84-5.30 5.03 0.69 

 NP 19 3.33 6.81 5.58 5.18-5.98 5.72 0.83 

 PA 4 5.23 5.39 5.39 5.16-5.40 5.26 0.08 

 Total  59       

Note. IMAQ = Integrative Medicine Attitude Questionnaire; CPD = Continuing Professional Development; MD = 

Medical Doctor; NP = Nurse Practitioner; PA = Physician Assistant 

T able 4 illustrates the mean scores of the IMAQ and CPD when differentiated by gender. 

Females had both higher IMAQ (150.47 [95% CI 142.86-158.08]) and CPD (5.35 [95% CI 5.08-

5.63]) scores as compared to males (133.00 [95% CI 124.53-141.47] and 5.12 [95% CI 4.83-

5.41] respectively). Of note, the NP group had one male and 18 females, the PA group had two 

males and two females, while the MD group had 23 males and 12 females. 
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TABLE 4. IMAQ and CPD score by gender. 

Gender n IMAQ Mean 95% CI CPD Mean 95% CI 

 Male 26 133.00 124.53-141.47 5.12 4.83-5.41 

 Female 32 150.47 142.86-158.08 5.35 5.08-5.63 

 PNA 1 * * * * 

 Total  59     

Note. PNA = Prefer not answer; * = IMAQ and CPD score is constant with Gender = PNA, has been omitted; CI = 

confidence interval; IMAQ = Integrative Medicine Attitude Questionnaire; CPD = Continuing Professional 

Development 

Change in Attitudes and Future Practice 

Questions on participants’ self-perceived change in attitudes as a result of participating in 

this project were included. As seen in Table 5, these focused on three components. The specific 

questions were: (a) as a result of participating in this study, have you changed your attitude about 

opioid prescribing; (b) as a result of participating in this study, have you changed your attitude 

about using nonpharmacological pain management techniques; and, (c) as a result of 

participating in this study, have you changed your attitude about using integrative medicine 

(combining both pharmacological such as opioids/non opioids with nonpharmacological 

therapies, such as ice, heat, guided imagery/relaxation, massage, etc.) pain management 

techniques. These were yes/no questions, which when answered ‘yes’ brought up a subset with 

option of ‘more or less’ of the intended behavior. Slightly more than half of the respondents 

(52.5%) reported they had changed attitudes regarding opioid prescribing after participating in 

the project, and 100% (all 31 respondents who chose ‘yes’) would consider prescribing opioids 

less. However, a higher percentage of respondents who noted that their attitudes toward the use 

of nonpharmacological and integrative medicine changed (71.2% & 67.8% respectively), with 

100% of those indicating a change in attitudes planning on using these modalities more in their 

practice. 



 

 

 

 

49 

TABLE 5. Self-perceived change in attitudes. 

Change in Attitudes 

Opioid Prescribing Frequency Percent 

 Yes 31 52.5 

 No 28 47.5 

 Total 59 100.0 

 If Yes:   

 More 0 0 

 Less 31 100.0 

 Total 31 100.0 

Use Nonpharmacologic Treatments   

 Yes 42 71.2 

 No 17 28.8 

 Total 59 100.0 

 If Yes:   

 More 42 100.0 

 Less 0 0 

 Total 42 100.0 

Integrative Medicine   

 Yes 40 67.8 

 No 19 32.2 

 Total 59 100.0 

 If Yes:   

 More 40 100.0 

 Less 0 0 

 Total 40 100.0 

As summarized in Table 6, three Likert questions focused on self-perceived intent on 

promoting and prescribing nonpharmacological pain treatments, as well as using a 

comprehensive pain management approach within the next three months. Half of participants 

plan to order nonpharmacologic treatments (52.5%) and use a comprehensive pain management 

approach (50.8%) often within the next three months. Almost half (44.1%) intend to often 

discuss or promote the use of nonpharmacologic pain treatments within the next three months. 

Only one participant (1.7%) indicated the intent to seldom order or discuss nonpharmacologic 

pain treatments and there were no participants indicating to never order, discuss or use a 

comprehensive pain management program.  
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TABLE 6. Self-perceived future practice (3 months). 

Future (3 Months) Practices 

Question: As you think about the next 3 

months, how often will you engage in: 

Never 

n (%) 

Seldom 

n (%) 

Half the Time 

n (%) 

Often 

n (%) 

Always 

n (%) 

Order available nonpharmacological pain 

treatments 
0 (0) 1 (1.7) 17 (28.8) 31 (52.5) 10 (16.9) 

Discuss/promote nonpharmacological pain 

treatments 
0 (0) 1 (1.7) 22 (37.3) 26 (44.1) 10 (16.9) 

Use a comprehensive pain management 

approach that relies less on opioids 
0 (0) 0 (0) 20 (33.9) 30 (50.8) 9 (15.3) 

Prior Knowledge 

Respondents were asked to indicate if they had prior knowledge of any of the CPGs or 

TJC requirements that this study and the educational module utilized as support of using 

nonpharmacologic pain treatments and integrative medicine modalities. Table 7 summarizes 

these results. Respondents chose as many or as few as they remembered and were allowed to 

enter in free text if they were aware of any others that were not listed in the multiple-choice list. 

Four respondents (6.8%) indicated they had knowledge of other recent clinical practice 

guidelines or evidence-based recommendations, however, only two (3.4%) indicated the source 

(Office of International Medicine [OIM] and American Association of Nurse Practitioner 

[AANP] recommendations for pain management). The majority (94.9%) of respondents were 

aware of the Centers for Disease Control (CDC) Guidelines on Opioid Prescribing, with 89.3% 

indicating they remembered those guideline recommendations. Roughly only a third (32.2%) of 

participants were aware of TJC Standards on Pain Management for acute care accreditation 

requirements. 
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TABLE 7. Prior knowledge of evidence-based recommendations. 

Prior Knowledge 

Participants (n=59) 

Evidence-Based Recommendation Frequency Percent 

 Joint Commission Standards 19 32.2 

 CDC Guidelines Opioid Prescribing 56 94.9 

 American College of Physicians 12 20.3 

 American Pain Society 15 25.4 

 American Society of Interventional Pain Physicians 8 13.6 

 Aware of Any Not listed 4 6.8 

 American Association of Nurse Practitioner 1 1.7 

 Office of International Medicine 1 1.7 

Note. CDC = Centers for Disease Control 

On further analysis, regarding the awareness of the CDC recommendations, 94.4% of 

MDs (34 out of the 36) and 100% of the NPs indicated they were aware of the CDC 

recommendations (Table 8). In contrast, only 16.7% (6 of the 36) of the MDs that participated 

were aware of the updated TJC requirements for pain management, whereas 63.2% (12 of the 

19) of the NPs responded being aware of these requirements. 

TABLE 8. Prior knowledge by discipline. 

 Prior Knowledge by Discipline 

Participants (n=59) 

  JCS CDC ACP APS ASIPP 

Title n Freq (%) Freq (%) Freq (%) Freq (%) Freq (%) 

 MD 36 6 (16.7) 34 (94.4) 7 (19.4) 8 (22.2) 3 (8.3) 

 NP 19 12 (63.2) 19 (100.0) 4 (21.1) 4 (21.1) 5 (26.3) 

 PA 4 1 (25.0) 3 (75.0) 1 (25.0) 3 (25.0) 0 (0) 

 Total 59      

Note. n = number of sample by title; JCS = Joint Commission Standards; CDC = CDC Opioid Prescribing 

Guidelines; ACP = American College of Physicians Recommendations; APS = American Pain Society 

Recommendations; ASIPP = American Society Interventional Pain Physicians Recommendations; Freq = 

Frequency; MD = Medical Doctor; NP = Nurse Practitioner; PA = Physician Assistant 

DISCUSSION 

The purpose of this project was to assess providers’ attitudes on integrative 

nonpharmacological pain treatments that are currently recommended by current CPGs and Joint 

Commission Standards (JCS), and provider intent to change prescribing behavior, after exposure 
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to an educational intervention. Evaluation of provider perspectives on integrative 

nonpharmacologic pain management therapies allows for a means to quantify attitudes that relate 

to JCS Element of Practice 2, providing nonpharmacologic pain management (TJC, 2017). This 

project answered the study question: What are the perceptions and attitudes of providers in the 

acute care setting about integrative pain management treatments (nonpharmacological) after 

educational exposure to new guidelines and required JCS, and will providers endorse an intent to 

change their prescribing habits to include integrative pain management treatments? To break 

down into subsets the following will be discussed individually: 

1. What are providers’ attitudes on nonpharmacologic integrative medicine pain treatments 

after exposure to a brief education module on current recommendations supporting these 

modalities? (Using IMAQ score) 

2. What are providers’ future intentions of prescribing the recommended integrative 

nonpharmacologic treatments after viewing the educational module that reviews current 

guidelines supporting these treatments? (Using CPD score) 

3. What are providers’ self-reported perceived changes in attitudes or opinions and intent to 

change to incorporate ordering nonpharmacologic or integrative medicine pain therapies? 

(Using questions 31, 32, 33, & 34) 

4. What current evidence-based pain management guidelines, recommendations or 

standards were providers aware of prior to the educational module? (Using question 30). 

Providers’ Attitudes on Nonpharmacologic Integrative Medicine 

First, using the IMAQ survey to ascertain perceptions towards integrative medicine 

(Schneider et al., 2003), and descriptive statistical analysis reveals that overall, participants at 
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this facility have high affinity towards the use of integrative medicine (mean score of 142, with 

midrange of IMAQ tool score being 116). A higher value represents a greater likelihood that 

respondents embrace integrative nonpharmacological treatments as appropriate and acceptable 

therapies. A search of the literature revealed no studies that use the IMAQ tool to assess 

providers’ attitudes in an acute care setting. However, as discussed in the literature synthesis, 

Almushait and Ghani (2013) found providers’ attitudes at a maternity hospital in Saudi Arabia 

less than favorable towards nonpharmacological pain relief measures. In the qualitative study by 

Fletcher et al. (2017), providers’ perceptions were similarly low, however, the study does not 

report what types of care facilities were included in the study. In the only study that indicated 

favorable attitudes towards nonpharmacologic pain treatments, the participants did not specify if 

they were in an acute care or an ambulatory setting (Hirsh et al., 2014). As noted, none of the 

above studies relied on the IMAQ and, thus there is not a comparable scoring. 

The results from this study (favorable attitude as indicated by the mean IMAQ score of 

142) align with the first element (attitude) of the Theory of Reasoned Action and Theory of 

Planned Behavior (TRA/TPB). This in turn lends support that positive attitudes about using 

nonpharmacological pain treatments will also influence their intentions and behaviors of 

prescribing such treatments actions (Ajzen, 1991; Ajzen et al., 2004). The TRA/TPB framework 

supports the postulate that providers’ attitudes about nonpharmacological pain treatments 

influence their intentions and ultimately their behaviors of prescribing such treatments.  

The outcomes also align well with EP 2 of new TJC requirements to provide 

nonpharmacologic pain treatments and support leadership decisions to provide a variety of 

different nonpharmacological pain management treatments to be made available to prescribe. 
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These results are a key finding, as the previously discussed literature states that acceptance 

and/or positive attitude are as important in the successful implementation of a practice as are 

policy directives and availability of nonpharmacologic treatments (Becker et al., 2017; Fletcher 

et al., 2017). When examining the results of the IMAQ by discipline, nurse practitioner 

respondents had the highest mean score (154.05) and this may be partially explained by nursing 

theoretical core curriculum values, which are based on a holistic approach (Roy, 2018; Turkel, 

Watson, & Giovannoni, 2018). 

Providers’ Future Intent to Prescribe Nonpharmacologic Pain Treatments 

The CPD survey used in this project provides a reliable and valid measure of future intent 

to change after participating in an educational intervention (Legare et al., 2014; Legare et al., 

2017). The CPD questionnaire has a scoring range from ‘1’ to ‘7,’ with mid-range being ‘4’ 

indicating neither a positive or negative intent. A score of ‘1’ would indicate no intent of 

behavioral change. The mean results of this study were 5.2511, indicating a higher intention for 

future prescribing of nonpharmacological treatments. This relates to the TRA/TPB theory, since 

intent is derived from attitude, subjective norms, and perceived control, further supporting a 

successful practice change. Since the CPD uses the same components as the TRA/TPB for its 

scoring constructs, the higher CPD score results are important to facility administrators for 

planning availability of resources (nonpharmacological pain treatments) that providers intend to 

prescribe. These results are similar to the literature discussed previously, where there have been 

future intended changes in behavior after receiving an educational intervention (Abu Farha et al., 

2018; Legare et al., 2017; Lockeman et al., 2017; Ratzlaff et al., 2006). 
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Providers’ Self-Reported Perceived Changes in Attitudes and Intent 

In addition to the IMAQ results on attitude, providers were asked if they had a change in 

attitude towards opioid prescribing, nonpharmacological pain management treatments, and using 

integrative medicine for pain management as a result of participating in this study. A majority of 

respondents (between 67.8% & 71.2%) indicated their attitudes changed favorably towards 

increasing use of nonpharmacologic treatments/integrative medicine and conversely changed to 

decreasing reliance on opioid prescribing. Participation in the study involved watching an 

educational video, as well as reading, thinking about and answering the survey questions. As the 

module was based on peer-reviewed clinical practice guidelines, this correlates with the second 

construct of the TRA/TPB (subjective norm or approval of a behavior by influential peers) 

producing increased motivation to perform that behavior as the new norm (Ajzen, 1985, 1988, 

1991; Ajzen & Madden, 1986). 

Furthermore, to assess self-perceived future behavior intentions, providers were asked to 

rate how often they would order, discuss/promote nonpharmacologic pain treatments and use a 

comprehensive pain management approach that relied less on opioids within the next three 

months. The analysis demonstrates that more than half of respondents (52.5%) plan to often 

order and 16.9% plan to always order available nonpharmacologic pain treatments. The fact that 

only one participant (or 1.7%) indicated plans to seldom order or discuss these treatments, and 

no participants indicated they would never order, discuss or use a comprehensive pain 

management approach is encouraging and influential demonstrating higher likelihood to provide 

nonpharmacologic treatments and meet TJC accreditation requirements. Upon further analysis of 

the one participant who would seldom order or discuss nonpharmacologic treatments, it was 
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noted the IMAQ score was below the threshold of 117 (at 83) indicating a negative perception 

towards integrative medicine treatments. Additionally, the literature synthesis underscores the 

importance of decreasing reliance on opioids and increasing use of 

nonpharmacological/integrative medicine treatments (Chou, Deyo, et al., 2016; Chou et al., 

2017; Chou, Gordon, et al., 2016; Dowell et al., 2016; Manchikanti et al., 2017; Qaseem et al., 

2017). The results of this study are notable in that the self-reported attitude and intent changes 

match the recommendations covered in the literature. 

Providers’ Prior Awareness of Evidence-Based Pain Management Guidelines, 

Recommendations or Standards 

In order to determine what current evidence-based pain management guidelines, 

recommendations or standards providers were aware of, a multiple option question was posed. 

Choices included the 2018 Joint Commission Standards (JCS) for pain assessment and treatment, 

the CDC guidelines for opioid prescribing, American College of Physicians (ACP) guidelines for 

noninvasive treatments for pain, American Pain Society (APS) guideline on post-operative pain, 

and American Society for Interventional Pain Physicians guidelines. Providers could choose as 

many or as few of the above choices as desired. They also had the option to type in any recent 

guideline they were aware of that was not included in the above choices. Almost all participants 

(94.9%) were aware of the CDC guidelines for opioid prescribing, and a third were aware of the 

updated TJC requirements, while there were few (<25.4%) that were aware of any of the other 

listed guidelines requirements. These outcomes have several explanations. The CDC guidelines 

for opioid prescribing have been highly publicized both in the literature and in the media, 

accounting for the high rate of awareness amongst respondents. The lower rates of awareness are 



 

 

 

 

57 

not so easily explained. This leads to a supposition of a lack of time available to providers to 

keep current on new guidelines, or as a lack of interest in the topic, as the PI did hear comments 

about pain being a boring topic while rounding to solicit participation. Lack of knowledge 

impacts a successful transition to behavior modification as depicted by the TRA/TPB 

framework. Thus, this assessment and outcome is valuable to facility stakeholders in promoting 

increased participation in educational presentations. 

Limitations and Strengths 

One of the major limitations of this study is that the design did not include any collection 

of preliminary data prior to the educational intervention. Using a post-test only design, the 

opportunity to compare participants’ prior knowledge or attitudes to post-intervention knowledge 

or attitudes is eliminated. While this design provides simple and straightforward descriptive data, 

the results are not generalizable to other populations.  

Because participation in the study was voluntary, the decision was made to restrict the 

number of questions and overall time commitment requirements. However, additional 

information about the participants’ background and experiences may have changed the study 

outcomes. For example, adding open-ended questions to the survey may have added details to 

the responses that would improve analysis and understanding of the data. The study participants 

may have had personal experiences or previous professional experiences that influenced their 

prescribing attitudes and behaviors regarding pain treatment. In addition, there may be 

participants in the study who have been working at the study setting for a number of years, 

including years when other protocols for pain management were available, such as acupuncture 

and massage therapy. If so, their previous use or knowledge of these options may have 
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influenced their attitudes and intentions. The questions used to collect demographic information 

were specific to the study (gender, provider category, years of experience); but additional 

questions about specific areas of practice, whether or not participants had used different pain 

management treatments in the past, and previous education or training experiences focused on 

nonpharmacological pain treatments may have added important details. Finally, since the 

invitation email listed the title of the project and provided a description of the project (Appendix 

C), this may have created selection bias, as those with more interest may have been more likely 

to participate and skewed the findings.  

One of the major strengths of the study was the ability to find and obtain permission to 

use validated survey instruments for the data collection. The majority of questions included on 

the post-intervention survey were from validated instruments, specifically the IMAQ and CPD. 

The IMAQ required permission for use, which was obtained from Dr. Craig Schneider 

(Appendix E & G). The CPD reaction questionnaire (Appendix F) is available for open use and 

was developed and validated by Legare et al., 2014. These validated instruments eliminated 

potential mistakes in developing questionnaires that could accurately measure provider attitudes 

and intent to using nonpharmacological pain management methods. Although these tools were 

not specifically designed for eliciting attitudes and perceptions about the specific questions this 

study addressed, they were both aligned not only with the aims of this study but also with the 

theories (TRA/TPB) associated with the framework, increasing the reliability and validity of the 

survey data. 

Another strength of the study was the educational video created to present current peer-

reviewed research and evidence-based recommendations for practice by governing medical 
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associations and agencies that promote the use of integrative nonpharmacological pain 

management in acute care settings. The video was reviewed by a doctorate in instructional 

design to ensure it met guidelines for adult learning theory (i.e., time constraints, considered 

level of education, focused & relevance) (Knowles, 1985). On reflection, a question asking if the 

video was viewed in its entirety, and why or why not, may have provided data on the efficacy of 

the educational video, as it is unknown if the video was fully watched. Aspects of the video 

focused on both the treatment options and modalities with supportive evidence for their use in 

specific medical events and procedures. This video can be used for multiple educational purposes 

for providers and students as a model as well as an easily accessed, brief educational program.  

Sample size, in this case 59 participants, can be viewed as both a limitation and a 

strength. The data from these participants provided descriptive statistics that helped answer the 

research questions, even though a larger sample size could produce more robust results. Multiple 

attempts and methods of recruitment were used at the facility setting over the data collection 

period, along with a gift card drawing incentive for participation, yet the final count was less 

than desired. One problem was that a large group of potential participants who were physicians 

with privileges at Eisenhower Medical Center but as non-hospital employees could not be 

contacted through email. Additional data from these physicians may have increased the number 

of participants to the study. Knowing the high demands placed on providers in the medical 

setting for this study, the fact that the sample size (59) was very near the desired 62 participants 

can also be seen as a strength. Persistence in promoting participation in person, through email, 

and through fliers posted in the hospital, paid off in a study population that included physicians, 



 

 

 

 

60 

nurse practitioners and physician assistants, a good cross section of providers who are 

responsible for prescribing pain management treatment. 

Impact of Results on Future Practice 

The results demonstrated a more positive outcome on perception towards the use of 

nonpharmacologic therapies or integrative medicine than what was anticipated by the PI. This 

demonstrated that providers who participated in the survey at this facility have a willingness to 

prescribe nonpharmacologic integrative medicine pain treatments. The results of the CPD 

questionnaire and the perceived change in attitude and intent demonstrate that these participants 

are willing to use nonpharmacologic methods as either treatments or as adjunct treatments for 

pain management. This information is valuable to executive leadership for planning purposes to 

ensure future availability and support for the various nonpharmacologic treatments. It also 

demonstrates that the facility will have improved ratings in meeting TJC requirements for 

accreditation as per EP 2 (providing nonpharmacologic pain management modalities) (TJC, 

2017). 

Moreover, the results illuminated that although there was a high percentage (94.9%) of 

respondents that had knowledge of the CDC opioid prescribing guidelines, there was much less 

awareness (ranging from 32.2% down to 13.6%) about the other more current listed guidelines 

on pain management. This suggests a lack of knowledge on the most updated guidelines and 

recommendations for pain management. When presented to up-line stakeholders this information 

is valuable in planning of future educational sessions utilizing the module the PI created for this 

project. As mentioned in a prior study by the VA, leadership promotion of a practice does not 

necessarily mean adoption, due to lack of knowledge or experience with treatment modalities, 
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provider bias, fear that alternative treatments increase provider workload or unsupportive 

management, thus it is important to consider knowledge deficits as a critical component when 

trying to implement change (Becker et al., 2017; Fletcher et al., 2017; Giannitrapani et al., 2017). 

Based on the results of this study, a future study that measures actual prescribing 

practices of nonpharmacological modalities, both before and three months following an 

educational intervention, is a feasible next step. Also, these study results highlight the need to 

investigate provider groups’ preferred sources of information about current guidelines and 

policies. In this study population, for example, the NPs had much greater knowledge of TJC 

standards than did MDs or PAs. Understanding the prevalent sources used for information and 

guidance by specific groups of providers could influence the dissemination and acceptance of 

educational materials to reach greater numbers in each of the categories of providers. Other 

factors that could influence the use of nonpharmacological pain treatments also need to be 

considered, for instance, past use of nonpharmacological integrative medicine treatments, 

availability of such treatments, and ease of ordering and providing these treatments.  

It was notable that no residents participated in this project, especially when considering 

this facility is an Accredited Council for Graduate Medical Education. Taking into consideration 

the current academic focus on an interdisciplinary team approach this discovery is rather 

disconcerting (Fox et al., 2018; Mink et al., 2019; Walker, Cross, & Barnett, 2019). For future 

studies it may be beneficial to require resident participation or to grant permission for future 

investigators to present at grand rounds. 

These results, analysis and recommendations will be presented and disseminated to the 

facility committee for TJC pain management accreditation, the nursing research council, medical 
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education department and executive leadership (McVay, Stamatakis, Jacobs, Tabak, & 

Brownson, 2016; TJC, 2017). 

Conclusion 

The most important result of this project is that respondents’ attitudes are positive 

towards nonpharmacologic integrative medicine and they have intent to order and discuss these 

options with patients. This provides a solid foundation to support having these modalities 

available as options for patients to receive in the acute care setting. Not only will the provision of 

nonpharmacologic pain treatments meet TJC requirements for accreditation, but more 

importantly, it is considered one part of the multi-pronged approach to diminish the reliance both 

providers and patients place on opioids for pain management. By offering these treatments with 

the high potential to decrease the amounts of opioid pain medications needed, there will be less 

opioid prescriptions or quantities of tablets written and thus, make an impact on the national 

opioid crisis at our community level. 
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APPENDIX A: 

SYNTHESIS OF EVIDENCE APPRAISAL TABLE 
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Evidence Appraisal Table 

Study Question: What are the perceptions and attitudes of providers in the acute care setting about integrative pain management 

treatments (nonpharmacological) after educational exposure to new guidelines and required Joint Commission standards and will 

providers endorse an intent to change their prescribing habits to include integrative pain management treatments? 

Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

Bicket, M. C., Long, 

J. J., Pronovost, P. 

J., Alexander, G. C., 

& Wu, C. L. (2017). 

Prescription opioid 

analgesics 

commonly unused 

after surgery: A 

systematic review. 

JAMA Surgery. 

doi:10.1001/jamasur

g.2017.0831 

 

How commonly are 

prescription opioid 

analgesics unused 

among adult 

patients after a 

surgical procedure?  

Quantify how many 

postoperative opioid 

prescriptions are 

unused, reasons 

unused and how 

stored or disposed 

 

n/a Systematic Review Sample:  

6 studies 

remained eligible 

out of 95 

reviewed 

N=810 patients 

 

Inclusion 

Criteria: RCT, 

cross-sectional, 

cohort 

 

Setting  

US 

MEDLINE, EMBASE, 

and Cochrane Central 

Register of Controlled 

Trials were searched 

from database 

inception to October 

18, 2016, for studies 

describing opioid 

oversupply for adults 

after a surgical 

procedure. The 

primary outcome—

opioid oversupply—

was defined as the 

number of patients 

with either filled but 

unused opioid 

prescriptions or 

unfilled opioid 

prescriptions. Two 

reviewers 

independently 

screened studies for 

inclusion, extracted 

data, and assessed the 

study quality.  

Oversupply of 

opioids: 67%-92% 

patients had unused 

opioids (either 

prescription not 

filled or filled but 

not used) 

 

-Amount of tablets 

unused: 42%-71%  

-Reason not used or 

stopped:  

1) adequate pain 

control 71%-83% 

2) concern adverse 

effects 16%-29% 

3) concern addiction 

8% (1 study) 

-Storage method: 

1) medicine 

cabinet/box 54%-

70% 

2) unlocked 

location: 73%-77% 

-Disposal method: 

1) planned to 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

dispose (but hadn’t): 

4%-30% 

2) used FDA 

recommended 

disposal method: 

4%-9% 

Limitations: all 6 

studies of 

intermediate quality, 

with varying 

questionnaires 

across studies, some 

failed to obtain 

opioid history use. 

Quantitative pooling 

unfeasible due to 

heterogeneity of 

studies.  

I A Rigorous 

appraisal, 

comprehensive 

search strategy, no 

bias 

 

Chang, H. Y., 

Daubresse, M., 

Kruszewski, S. P., 

& Alexander, G. C. 

(2014). Prevalence 

and treatment of 

Describe trends in 

prevalence and 

severity of pain 

 

Describe change in 

prescribing opioid 

n/a Serial cross-

sectional 

Using descriptive 

statistics 

Sample  

ED visits of 

patients > 18 yrs 

with primary c/o 

of nonmalignant 

pain (reported by 

Data obtained from: 

US National Hospital 

Ambulatory Medical 

Care Survey 

(NHAMCS) utilizing 

existing guidelines for 

From 2000 to 2010 

ED visits for pain 

remained stable at 

45.4%. A change in 

level of pain 

reported as severe 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

pain in EDs in the 

United States, 2000 

to 2010. The 

American Journal of 

Emergency 

Medicine, 32(5), 

421-431. 

doi:10.1016/j.ajem.2

014.01.015 

 

versus non-opioid 

analgesics 

patient or 

diagnosed by 

provider) resulted 

in 970 million 

visits for analysis 

for time period 

2000 to 2010  

such data collection. 

Bivariate analyses to 

examine the 

association between 

patient, provider, visit 

characteristics, 

outcome, and 

multivariate logistic 

regression to obtain the 

predicted probability 

of non-opioid receipt.  

occurred from 25% 

in 2003 (95% CI 

22%-27%) to 40% 

(CI 37%-42%). 

 

-Pain visits treated 

with opioids 

increased from 

36.4% in 2003 to 

48.9% in 2010 

(p<0.0001) 

-Pain visits treated 

with non-opioid 

decreased from 

26.7% in 2003 to 

21.6% in 2010 

(p<0.001). 

Limitations: 

NHAMCS is cross-

sectional data, 

individual 

longitudinal data 

absent. Doesn’t 

capture OTC 

prescribed upon 

discharge 

(undercapture) 

IV A No bias, 

statistical sensitivity 

analysis of data 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

repeated and 

conducted under 

varying assumptions 

 

Cicero, T. J., Ellis, 

M. S., Surratt, H. L., 

& Kurtz, S. P. 

(2014). The 

changing face of 

heroin use in the 

United States: A 

retrospective 

analysis of the past 

50 years. JAMA 

Psychiatry, 71(7), 

821-826. 

doi:10.1001/jamaps

ychiatry.2014.366 

 

Examine if abuse of 

heroin has moved 

from low-income 

large minority 

populations to 

affluent suburban 

Caucasian 

populations. 

 

Examine if 

relationship between 

abuse of 

prescription opioids 

and heroin exists 

 

n/a Mixed Method: 

survey from 

nationwide Survey 

of Key Informants’ 

Patients (SKIP) 

program  

and qualitative 

interview web-based 

Sample  

>18 yrs old 

attending 

treatment centers 

with DSM-IV 

substance abuse 

primary drug 

opioid 

(prescription or 

heroin) 

N=2797 survey 

during 3rd 

quarter 2010 to 

3rd quarter 2013 

 

n=54 interview 

Setting  

Nationwide 48 

states 

Uses structured, self-

administered surveys 

to gather retrospective 

data on past drug use 

patterns among 

patients entering 

substance abuse 

treatment programs 

across the country with 

primary (DSM-IV) 

diagnosis of heroin 

use/dependence (n = 

2797) and (2) data 

from unstructured 

qualitative interviews 

with a subset of 

patients (n = 54) who 

completed the 

structured interview. 

Survey respondents 

who began heroin 

abuse in the 1960’s 

were male mean age 

of 16.5 with heroin 

as first initiation 

compared to more 

recent users mean 

age 22.9 yrs whose 

initiation were 

prescription opioids 

(75% of 

respondents). Prior 

to 1980’s minorities 

and Caucasians 

were equally 

represented, 

however 90% who 

were initiated within 

last 10 years were 

Caucasian.  

 

Limitations: 

treatment-based 

sample (limits 

generalizability & 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

applicability), 

interview sample 

not representative 

since that group had 

to have access to 

internet. Unknown 

influences/motivator

s of participants 

further limits 

generalizability. 

Distribution 

somewhat skewed 

towards more recent 

users. Possible bias 

skewed towards 

recent users, 

missing potential 

data. Potential recall 

issues of 

participants 

VI B Statistical 

sensitivity analysis 

of data repeated, 

survey questionnaire 

validated.  

 

Daubresse, M., 

Chang, H. Y., Yu, 

Y., Viswanathan, S., 

Shah, N. D., 

Characterize 

diagnosis and 

management of 

nonmalignant pain 

n/a Serial cross-

sectional, 

descriptive statistics 

Sample: 

Outpatient office 

visits of patients 

> 18 yrs old for 

For time period 2000 

to 2010 data obtained 

from: 

National Ambulatory 

From 2000 to 2010 

ED visits for pain 

remained stable 

constituting 1/5 of 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

Stafford, R. S., ... 

Alexander, G. C. 

(2013). Ambulatory 

diagnosis and 

treatment of 

nonmalignant pain 

in the United States, 

2000-2010. Medical 

Care, 51(10), 870-

878. 

doi:10.1097/MLR.0

b013e3182a95d86 

 

and trend during 10-

year period 

 

Describe change in 

prescribing opioid 

versus non-opioid 

analgesics 

primary c/o of 

nonmalignant 

pain either self-

reported or 

physician 

diagnosed. 7.8 

million visit 

records analyzed 

 

Medical Care Survey 

(NAMCS; nationally 

representative audit of 

office-based physician 

visits), multivariate 

regression analysis. 

Measures: Adults with 

primary pain symptom 

or diagnosis; (2) 

receipt of any pain 

treatment; and (3) 

receipt of prescription 

opioid, nonopioid 

pharmacologic 

therapy, or adjuvant 

therapy in visits for 

new musculoskeletal 

pain. 

 

total visits.  

 

-Pain visits treated 

with opioids 

increased 73% from 

11.3% in 2000 to 

19.6% in 2010 

(p<0.0001) 

-Pain visits treated 

with non-opioid 

remain relatively 

unchanged from 

27.0% in 2003 to 

27.5% in 2010 

(p<0.001). 

Limitations: cross-

sectional nature of 

NAMCS excludes 

pain chronicity, 

treatment failures, 

health outcomes. 

Under capturing of 

data from NAMCS. 

IV A No bias 

evident. Statistical 

sensitivity analysis 

of data performed, 

repeated and 

conducted under 

varying 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

assumptions. 

 

Jones, C. M. (2013). 

Heroin use and 

heroin use risk 

behaviors among 

nonmedical users of 

prescription opioid 

pain relievers - 

United States, 2002-

2004 and 2008-

2010. Drug and 

Alcohol 

Dependence, 132(1-

2), 95-100. 

doi:10.1016/j.drugal

cdep.2013.01.007 

 

Describe patterns of 

heroin use among 

NMPR users in 

2002-2004 cohort 

compared to 2008-

2010 cohort 

Examine if 

relationship exists 

between NMPR use 

to initiation of 

heroin use among 

the two cohorts 

Determine 

association of 

frequency of NMPR 

use and heroin use 

and risk behaviors 

Identify population 

at highest risk of 

consequences due to 

heroin and NMPR 

use 

n/a Serial cross-

sectional 

Retrospective cohort 

descriptive 

comparison 

Sample: 

Combined data 

from public use 

National Survey 

on Drug Use and 

Health (NSDUH) 

conducted by 

Substance Abuse 

and Mental 

Health Services 

Administration 

(SAMHSA) for 

years 2002-2004 

(n=164,911) and 

2008-2010 

(n=169,384) 

 

Setting  

US 50 states 

Data from the NSDUH 

public use files were 

combined for years 

2002–2004 2008–2010 

to improve the 

precision of estimates 

and detection of 

differences among 

subpopulations. 

Logistic regression 

analyses were 

conducted to examine 

the relationships.  

Heroin use in 

NMPR increased 

from 2002-2004 

cohort to 2008-2010 

cohort (p<0.01).  

 

First use heroin 

users had used 

NMPR prior to 

initiating heroin. 

 

Heroin use 

increased in those 

with higher numbers 

of days of NMPR 

use, no increase in 

heroin use noted in 

those who had no 

past NMPR use. 

 

In 2008-2010 cohort 

83% reported using 

NMPR opioids prior 

to heroin compared 

to 64% of 2002-

2004 cohort. 6% 

reported initiating 

heroin before 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

NMPR use in 2008-

2010 cohort, 25% 

initiated heroin first 

in 2002-2004 

cohort. 

 

Population at 

highest risk: 18-25 

yrs olds. 

 

Limitations: 

NSDUH data is self-

reported and 

excludes population 

segments such as 

homeless, bias in 

generalizability and 

underestimation of 

heroin users. Cross-

sectional data so 

causality not 

determinable. 

Potential recall issue 

of participants 

responding to 

NSDUH survey. 

 

IV B Statistical 

sensitivity analysis 

of data performed, 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

repeated and 

conducted under 

varying 

assumptions, study 

expands prior 

research. 

 

Jones, C. M., 

Logan, J., Gladden, 

R. M., & Bohm, M. 

K. (2015). Vital 

signs: Demographic 

and substance use 

trends among heroin 

users - United 

States, 2002-2013. 

MMWR Morbidity 

and Mortality 

Weekly Report, 

64(26), 719-725.  

 

Assess trends in US 

rates of past year 

heroin use, high-risk 

use of other 

substances, 

individual risk 

factors, and trend in 

rates of heroin abuse 

and heroin related 

drug overdose 

deaths. 

 

n/a Serial cross-

sectional 

retrospective cohort 

descriptive 

comparison 

Data from 

NSDUH and 

National Vital 

Statistics System 

(NVSS) 

compared in 

cohorts for 2002-

2004, 2005-2007, 

2008-2010 and 

2011-2013 

 

Setting  

US 50 states 

Data gathered and 

stratified into cohorts 

and trends assessed 

using bivariate logistic 

regression and 

multivariable logistic 

regression model 

incorporating 

characteristics and to 

assess correlations. 

Average rate of past 

year heroin use 

increased 62.5% 

from 2002-2004 

cohort to 2011-2013 

cohort, as well as 

90% increase 

between groups in 

diagnosis of heroin 

abuse/dependence. 

Age group of 18-25 

year olds had most 

increase (108.6%) 

between 2002-2004 

and 2011-2013 

cohorts in heroin 

use rates.  

 

Past year heroin use 

increased 138.2% 

among NMPR users 

although it was 

lower than cocaine 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

users. 

Heroin related drug 

overdose deaths 

rose 286% from 

2002 to 2013 

 

Limitations: 

NSDUH data is self-

reported and 

excludes population 

segments such as 

homeless, bias in 

generalizability and 

underestimation of 

heroin users. Cross-

sectional data so 

causality not 

determinable. 

Heroin mortality 

likely 

underestimated in 

NVSS due to 25% 

of death certificates 

not specifying exact 

drugs involved 

IV B Statistical 

sensitivity analysis 

of data performed, 

repeated and 

conducted under 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

varying assumptions 

 

Muhuri, P. K., 

Gfroerer, J. C., & 

Davies, M. C. 

(2013). CBHSQ 

Data review: 

Associations of 

nonmedical pain 

reliever use and 

initiation of heroin 

use in the United 

States. Center for 

Behavioral Health 

Statistics and 

Quality, SAMHSA, 

1-17.  

 

Examine trends in 

heroin initiation, 

and role of NMPR 

opioids in heroin 

trend. 

 

n/a Serial cross-

sectional, 

retrospective 

descriptive statistics 

Sample  

Pooled data from 

NSDUH from 

2002-2011 

limited to ages 

12-49 N=609,000 

 

Setting  

US 50 states 

Data from NSDUH 

correlated into two-

category construct 

(i.e., no prior NMPR 

use vs. prior NMPR 

use), and each category 

was divided further 

into two subcategories 

(no prior illicit drugs 

vs. prior illicit drugs). 

Other correlates were 

frequency of use. 

 

Heroin use rate is 

19x higher among 

prior NMPR opioid 

users than non-

NMPR opioid users 

(0.39 vs. 0.02%). 

79% or 4 out of 5 

recent heroin 

initiates had prior 

NMPR use whereas 

1% of recent NMPR 

initiates had prior 

heroin use. 3.6% of 

NMPR opioid users 

initiated heroin use 

in the 5 years 

following initial 

NMPR opioid use. 

Limitations: 

NSDUH data is self-

reported and 

excludes population 

segments such as 

homeless, bias in 

generalizability and 

underestimation of 

heroin users. Cross-

sectional data so 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

causality not 

determinable. 

IV B Statistical 

sensitivity analysis 

of data performed, 

repeated and 

conducted under 

varying assumptions 

 

Shah, A., Hayes, C. 

J., & Martin, B. C. 

(2017). Factors 

influencing long-

term opioid use 

among opioid naive 

patients: An 

examination of 

initial prescription 

characteristics and 

pain etiologies. The 

Journal of Pain, 

18(11), 1374-1383. 

doi:10.1016/j.jpain.

2017.06.010 

 

What are 

relationships 

between the initial 

opioid prescription 

characteristics and 

pain etiology with 

the probability of 

opioid long term use 

or discontinuation  

n/a Retrospective cohort 

study  

 

Sample: Random 

10% of patients 

from 

Intercontinental 

Marketing 

Services LifeLink 

database from 

2006-2015, 

N=1,353,902 

Inclusive opiate 

naïve patients 

Excluding <14 

yrs, cancer, 

substance abuse 

diagnosis 

We characterized 

patients who continued 

opioid use for $365 

days versus those who 

discontinued Using 

this data stratified into 

use < or > 365 days 

and comparing 

covariates of pain 

etiology, prescription 

type/setting  

 

Those with chronic 

pain had highest 

probability for long-

term opioid use. 

Inpatient admissions 

administered 

opioids were the 

second highest 

group to continue 

long-term opioid 

use. Those 

prescribed > 90 

MME started on 

tramadol or long 

acting opioids and 

with increased day 

supply of 1st 

prescription was 

least likely to 

discontinue opioids. 

Limitations: only 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

includes patients 

with insurance, does 

not include titrated 

opioid doses, does 

not account for 

intentional chronic 

opioid use, nor pain 

intensity reported, 

and does not 

correlate long-term 

use to abuse or 

overdose, bias in 

generalizability 

IV B reinforces 

current guidelines of 

minimizing opioids 

for chronic pain as 

well as lower dose 

and length of 

prescription days.  

 

Thiels, C. A., 

Anderson, S. S., 

Ubl, D. S., Hanson, 

K. T., Bergquist, W. 

J., Gray, R. J., ... 

Habermann, E. B. 

(2017). Wide 

variation and over 

prescription of 

Identify opioid 

prescribing practices 

across surgical 

specialties and 

institutions. 

 

n/a Retrospective cohort 

descriptive 

comparison 

Sample: Adults 

undergoing 25 

common elective 

procedures from 

2013 - 2015 were 

identified from 

American 

College of 

Surgeons 

Opioids prescribed at 

discharge were 

abstracted from 

pharmacy data and 

converted into MME, 

stratified across the 25 

surgical procedures, 

comparison of opioid 

naïve/experienced, and 

Across 25 common 

procedures and 3 

centers more than 

80% of patients 

received more than 

7 days of opioids, or 

200 MME on 

discharge, location 

of facility was 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

opioids after 

elective surgery. 

Ann Surg. 

doi:10.1097/sla.000

0000000002365 

 

National Surgical 

Quality 

Improvement 

Program data 

Setting: 3 

academic centers 

in Minnesota, 

Arizona, and 

Florida. N=7651 

demographics using 

Wilcoxon Rank-Sum 

and Kruskal- Wallis 

tests assessed 

variations 

 

related to higher 

MME prescribed, 

ages 40 - 59 were 

most likely to 

receive stronger 

MME prescriptions. 

The proportion of 

patients with high 

MME significantly 

increased across the 

duration of the 

study: 22.0% 2013, 

25.4% 2014, 26.5% 

2015. 

 

Limitations: 

inability to 

determine opioid 

utilization after 

discharge, does not 

include patient-

reported utilization 

or outcomes, did not 

obtain data on 

patient experience 

and post discharge 

pain levels, bias in 

generalizability  

 

IV B Statistical 
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Author / Article Qual: Concepts 

or phenomena 

Quan: Key 

Variables 

Hypothesis 

Research 

Question 

Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/tools) 

Findings/Evidenc

e Level Quality 

sensitivity analysis 

of data performed, 

repeated. 

 

Unick, G. J. & 

Ciccarone, D. 

(2017). US regional 

and demographic 

differences in 

prescription opioid 

and heroin-related 

overdose 

hospitalizations. 

International 

Journal of Drug 

Policy. 

doi:10.1016/j.drugp

o.2017.06.003 

 

What are the 

differences in trends 

in prescription 

opioid overdose-

related (POD) and 

heroin overdose- 

related (HOD) 

hospitalizations, 

other variables 

include census 

region, age and race 

n/a Serial cross-

sectional 

retrospective cohort 

descriptive 

comparison 

Sample: Pooled 

data from 

National Inpatient 

Sample (NIS) 

from 2001-2014 

limited to ages 

20-55 reported in 

# / 100,000 US 

Population 

Using NIS data cases 

of POD and HOD 

hospitalization 

stratified by ICD-9 

codes, cross-tabulated 

by census region, age 

group, race, and 

gender population 

denominators. 

Regression analysis for 

trends. 

POD and HOD 

trend differences are 

seen by region and 

age group. Opioid to 

heroin transition 

correlated but not 

determined causal as 

seen in areas of 

decreasing POD 

there is increasing 

HOD. But this is not 

consistent in all 

areas. Limitations: 

ICD codes poss 

discrepancy, based 

on hospitalizations 

only, not 

generalizable. 

Discusses the 

fentanyl adultering 

of heroin, which can 

give false high HOD 

coding. 

IV B no bias 

MME=morphine milligram equivalents, NMPR=non-medical pain reliever 
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APPENDIX B: 

PROJECT MAP 
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PROJECT MAP:  

Working Title of Project: Provider Perceptions to Using Nonpharmacological Methods for 

Pain Management in Acute Care – Post an Educational Intervention 

 

Problem Summary 

New Joint Commission standards requiring 

nonpharmacological pain treatments to decrease over-

prescribing of opioids in acute care. 

 

Need for assessing providers’ willingness to use 

integrative medicine pain treatments supported by 

guidelines/standards recommending nonpharmacological 

treatment in order to support adoption by providers 

according to guidelines/standards.  

Current Best Evidence 

Strong evidence supporting 

relationship opioid prescriptions and 

opioid/heroin abuse, OD, mortality. 

Updated CPG/Joint Commission 

standards outline decrease/modify 

opioid prescribing and use 

integrative medicine 

(nonpharmacological) pain 

management as complementary 

treatment or standalone treatment. 

Purpose Statement 

To provide evidence as a pathway for a change in 

practice to meet compliance with Joint Commission 

standards of providing nonpharmacologic pain 

treatments.  

 

To assess perceptions and gather demographics 

influencing the use of nonpharmacological (integrative) 

pain treatments post educational intervention, as well as 

survey any intended change in practice and willingness to 

offer patients nonpharmacological pain treatments. 

 

Proposed Project Design 

Descriptive survey design. Ascertain 

providers’ perceptions and attitudes 

of using integrative pain 

management, after educational 

exposure to CPG standards changes. 

Collect demographics, attitudes, 

awareness and intent to change 

 

What theory/model will guide the 

project? 

Theory of Planned Action/Theory of 

Planned Behavior 

What data will be 

collected? 

Perceptions/attitudes of 

providers with 

prescribing privileges. 

 

Standard 

demographics- provider 

role, if change intended 

based on new 

knowledge, Joint 

commission standards 

and CDC 

advisories/guidelines 

What tools will 

be used to collect 

this data? 

Integrative 

Medicine 

Attitudes 

Questionnaire 

(IMAQ), 

demographic 

survey tool & 

CPD Reaction 

Questionnaire 

 

 

If using an 

established 

tool, what 

is the 

quality? 

Content 

and face 

validity 

established 

(IMAQ & 

CPD tool). 

 

Who will collect 

data? How will 

data collection 

methods be 

systematic and 

rigorous? 

DNP student will 

collect the data 

over 5 week 

period from the 

fully completed 

online surveys 

How will the 

data be 

analyzed? 

 

Descriptive 

statistics using 

SPSS. 

Adapted from Polit & Beck (2017). 
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APPENDIX C: 

INVITATION TO PARTICIPATE EMAIL 
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Subject: Requesting participation in a 25 to 30-minute online module in my Project Survey 

 

Dear EMC Health Care Provider: 

 

My name is Leesa Booth, RN and I am currently in my final year of my Doctor of Nursing Practice 

(DNP) at the University of Arizona College of Nursing. I am in the process of initiating my quality 

improvement project and would greatly appreciate 20-30 minutes of your time to participate in an online 

educational module and post-test survey.  

 

My idea for this quality improvement project stems from wanting to make a difference in our community 

and national opioid crisis combined with an interest in exploring complimentary and integrative medicine 

treatments at Eisenhower Health. 

 

I respectfully invite you to participate in my quality improvement study, “Provider Attitudes On Using 

Nonpharmacological Methods for Pain Management in Acute Care – Post an Educational Intervention”. 

The purpose of this study is to assess providers’ attitudes on nonpharmacological integrative treatment 

recommendations from updated CPGs and Joint Commission standards for pain management and their 

intent for future prescribing behavior, after exposure to an educational intervention at Eisenhower Health. 

 

Participation can be beneficial; my goal is to provide current evidence-based information for pain 

management in the acute care setting in a time efficient manner online that you can access at your 

convenience from any internet connected device. Additionally, updated Joint Commission constraints will 

be presented and how to easily fulfill one requirement that helps maintain facility accreditation. As 

mentioned, it shouldn’t take longer than 25-30 minutes for both the online presentation and survey.  

 

Participation is completely voluntary and anonymous with no known risks of participation. Responses 

will remain confidential and will only be reported as collective data. If you decide to participate, please 

click on the hyperlink, watch the educational module and then proceed to answer the survey questions to 

the best of your ability. You may skip any questions you choose not to answer. By proceeding to the 

hyperlink and completing the survey you are indicating your consent to participate in this study.  

 

If you have any questions about this project, feel free to contact me, Leesa Booth (Principal Investigator) 

at leesab@email.arizona.edu or 760-913-7154 

 

The Nursing Research Council (NRC) at Eisenhower Health determined that this project meets the 

requirements of a Quality Improvement Project and is exempt from IRB approval related to minimal risk 

for human subjects. Oversight will be provided by the NRC. Furthermore, this study has been exempted 

by the University of Arizona from Institutional Review Board (IRB) review in accordance with Federal 

regulations. The IRB, a university committee established by Federal law, is responsible for protecting the 

rights and welfare of research participants. 

Thank you for your time and consideration to participate in this project. Respectfully, 

 

Leesa Booth, RN, BSN, DNP Candidate 

 

mailto:leesab@email.arizona.edu
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APPENDIX D: 

DNP PROJECT EDUCATIONAL INTERVENTION OUTLINE 
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[Intro / Background] a brief overview synthesized from data in this paper 

 

[Problem Statement] What can our facility do to impact opioid crisis? Multi-pronged approach, 

adopting and meeting Joint Commission standards for pain management in the acute care facility 

and using evidence-based nonpharmacologic pain modalities.  

 

[Evidence-Based Literature]  

CPG: Noninvasive Treatments for Acute, Subacute, and Chronic Low Back Pain: A Clinical 

Practice Guideline from the American College of Physicians authored by Qaseem, Wilt, 

McLean, and Forciea (2017). Based on systematic review of randomized controlled trials and 

published systematic reviews published through April 2015 on noninvasive pharmacologic and 

nonpharmacologic treatments for low back pain. Can be accessed at: 

https://annals.org/aim/fullarticle/2603228/noninvasive-treatments-acute-subacute-chronic-low-

back-pain-clinical-practice 

 

Provides recommendations on use of nonpharmacologic treatments for acute, subacute and 

chronic low back pain. These can be helpful as a means to decrease opioid requirements for 

patients with pre-existing low back pain or new or transient onset secondary to hospital bed or 

surgical positioning.  

 

CPG: Management of postoperative pain: A Clinical Practice Guideline from the American Pain 

Society, the American Society of Regional Anesthesia and Pain Medicine, and the American 

Society of Anesthesiologists' Committee on Regional Anesthesia, Executive Committee, and 

Administrative Council authored by Chou et al. (2016). Based on 107 systematic reviews and 

858 primary studies that were reviewed by expert panel consisting of anesthesia/pain 

management, surgery, obstetrics and gynecology, pediatrics (no pediatric recommendations will 

be discussed here), hospital medicine, nursing, primary care, physical therapy and psychology. 

Can be accessed at https://www.jpain.org/article/S1526-5900(15)00995-5/abstract (with link to 

complete article) 

 

Provides recommendations on management of postoperative pain including use of education, 

individualized patient centered pain management plan, use of nonpharmacologic treatments, as 

well as pharmacologic recommendations (majority of online presentation discussion will focus 

on nonpharmacologic treatment recommendations but will discuss overall guidelines). 

 

Evidence Summary: Noninvasive Nonpharmacological Treatment for Chronic Pain: A 

Systematic Review from The Agency for Healthcare Research and Quality authored by Skelly et 

al. (2018). Based on 1193 articles up to 2017 with sustained outcomes of pain or function after 1 

month of completion of treatment.  

 

Can be accessed at: https://effectivehealthcare.ahrq.gov/sites/default/files/pdf/nonpharma-

chronic-pain-cer-209.pdf 
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Recommended nonpharmacologic treatment modalities with supportive evidence for chronic 

pain (low back pain, neck pain, knee and hip osteoarthritis, fibromyalgia and tension headache).  

 

Consortium Pain Task Force 2018 White Paper: Evidence-Based Nonpharmacologic Strategies 

for Comprehensive Pain Care: The Consortium Pain Task Force White Paper authored by Tick et 

al. (2018). Cites primarily systematic reviews and meta-analysis. Can be accessed at 

https://www.sciencedirect.com/science/article/pii/S1550830718300223 

 

Provides recommendations for acute, subacute, chronic and cancer pain management focusing on 

nonpharmacologic treatments as a means to reduce need for opioids. Based on multi-agency 

alignment of recommendations (American College of Physicians, 2017; CDC opioid guidelines, 

2016; National Academies of Sciences, Engineering and Medicine, 2017; National Pain Strategy 

of National Institutes of Health, 2016; Pain mandate from The Joint Commission, 2017; U.S. 

Food and Drug Administration, 2017) 

 

Accreditation Standards: as of January 2018, Joint Commission accreditation standards have 18 

updated elements of performance (EP) for pain assessment and management in the acute care 

facility that must be met. The Joint Commission R3 Report is based on extensive literature 

reviews and public field reviews and research/review with a technical advisory panel and 

standards review panel.  

 

EP 2: “The hospital provides nonpharmacologic pain treatment modalities” (The Joint 

Commission, 2017, p. 2). Rationale: Some evidence on the various nonpharmacological 

treatments is limited/mixed, yet they are still proposed to potentially reduce opioid medication 

requirements in some patients.  

 

Recommendations of therapies (but not limited to these) to be considered after individualized 

discussions with patients, taking into consideration preferences and safe practices: physical 

modalities (osteopathic/chiropractic, acupuncture, massage, physical therapy), relaxation (music, 

guided imagery), cognitive behavioral therapy.  

 

[Alternatives] 

Discussion of some of the above mentioned therapies 

 

[Conclusion] 
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APPENDIX E: 

INTEGRATIVE MEDICINE ATTITUDE QUESTIONNAIRE 
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Integrative Medicine Attitude Questionnaire (IMAQ) 

 

Absolutely disagree  1 2 3 4 5 6 7 Absolutely agree 

 

1) A patient is healed when the underlying pathological processes are corrected or controlled. 

___ item1 

2) The provider’s role is primarily to promote the health and healing of the physical body. 

___ item2 

3) Patients whose providers are knowledgeable of multiple medical systems and 

complementary and alternative practices (i.e., Chinese, Ayurvedic, Osteopathic, 

Homeopathic, etc.), in addition to conventional medicine, do better than those whose 

providers are only familiar with conventional medicine. 

___ item3  

4) Providers should warn patients to avoid using botanical medicines (herbs) and dietary 

supplements until they have undergone rigorous testing (as is required for pharmaceutical 

drugs). 

___ item4 

5) It is appropriate for providers to use intuition (“gut feelings”) as a major factor in 

determining appropriate therapies for patients. 

___ item5 

6) The spiritual beliefs and practices of providers play no important role in healing. 

___ item6 

7) The spiritual beliefs and practices of patients play no important role in healing. 

___ item7 

8) It is irresponsible for providers to recommend acupuncture to patients with conditions like 

chemotherapy-related nausea and vomiting, pain or headache. 

___ item8  

9) End of life care should be valued as an opportunity for providers to help patients heal 

profoundly. 

___ item9 

10) It is not desirable for a provider to take therapeutic advantage of the placebo effect. 

___ item10 

11) Healing is not possible when a disease is incurable. 

___ item11 

12) Providers knowledgeable of multiple medical systems and complementary and alternative 

practices (i.e., Chinese, Ayurvedic, Osteopathic, Homeopathic, etc.), in addition to 

conventional medicine, generate improved patient satisfaction. 

___ item12 

13) Therapeutic touch has been completely discredited as a healing modality. 

___ item13 

14) Providers who model a balanced lifestyle (i.e. Attending to their own health, social, family 

and spiritual needs, as well as interests beyond medicine) generate improved patient 

satisfaction. 

___ item14 
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15) Quality of life measures are of equal importance as disease specific outcomes in research. 

___ item15 

16) Chiropractic is a valuable method for resolving a wide variety of musculoskeletal problems 

(beyond back pain). 

___ item16 

17) The provider’s role is primarily to treat disease, not to address personal change and growth 

of patients. 

___ item17 

18) Massage therapy often makes patients “feel” better temporarily, but does not lead to 

objective improvement in long-term outcomes for patients. 

___ item18 

19) The innate healing capacity of patients often determines the outcome of the case regardless 

of treatment interventions. 

___ item19 

20) A strong relationship between patient and provider is an extremely valuable therapeutic 

intervention that leads to improved outcomes. 

___ item20 

21) Providers who strive to understand themselves generate improved patient satisfaction. 

___ item21 

22) Instilling hope in patients is a provider’s duty. 

___ item22 

23) Providers should be prepared to answer patient’s questions regarding the safety, efficacy, 

and proper usage of commonly used botanical medicines such as Saw Palmetto, St. John’s 

Wort, Valerian, etc. 

___ item23 

24) Counseling on nutrition should be a major role of the provider towards the prevention of 

chronic disease. 

___ item24 

25) Providers should avoid recommending botanical medicines based on observations of long-

term use in other cultures and systems of healing, because such evidence is not based on 

large randomized controlled trials. 

___ item25 

26) Osteopathic manipulative therapy is a valuable method for resolving a wide variety of 

musculoskeletal problems (beyond back pain). 

___ item26 

27) Information obtained by research methods other than randomized controlled trials has little 

value to providers. 

___ item27 

28) It is ethical for providers to recommend therapies to patients that involve the use of subtle 

energy fields in and around the body for medical purposes (i.e. Reiki, Healing touch, 

Therapeutic touch, etc.) 

___ item28 

29) Providers who strive to understand themselves provide better care than those who do not. 

___ item29 
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Instructions from author of tool: 

“Reverse-code the following items when scoring the IMAQ: 1, 2, 4, 6, 7, 8, 10, 11, 13, 17, 18, 

25, 27. 

Add demographic items as needed:” 

 

How many years have you been in practice? 0-5 _________ 

        6-10 _________ 

        11-15 _________ 

        16-20 _________ 

        21-25 _________ 

        26-30 _________ 

        31-35 _________ 

        >35 _________ 

 

Are you:     MD  __________ 

      DO  __________ 

      Resident  __________ What Year: _________ 

      NP  __________ 

      PA  __________ 

 

Gender most identify with: _______ 

 

Please indicate what race and ethnicity you most identify with: 

  White Non-Hispanic 

  Black Non-Hispanic 

  Asian 

  Hispanic/Latino/Latina 

  Pacific Islander or Native Hawaiian 

  Native American or Alaskan Native 

Please feel free to indicate what country/region (i.e., N. America, Asia, Caribbean) you attended 

medical/PA/NP school in (if desired): _____________________ 

 

To assess prior knowledge, the following questions will be used. 

 

30) Prior to this educational session had you read or been aware of: 

a) The Joint Commission Standards for Pain Assessment and Treatment requirements in 

effect beginning January 2018? Yes____ No_____ 

b) The CDC Guidelines for Opioid Prescribing and Chronic Pain (2016)?  

Yes___  No___ 

If YES: Do you remember what the guidelines recommend?  Yes___  No___ 

c) Any of the following Clinical Practice Guidelines on recommendations to treat various 

forms of pain from the American College of Physicians/AHRQ (2017) Yes / No, 

American Pain Society (2016) Yes / No, American Society of Interventional Pain 

Physicians (ASIPP; 2017) Yes / No, or any other (recent since 2016) Clinical Practice 



 

 

 

 

90 

Guidelines on pain management that support using nonpharmacological pain treatments 

Yes / No you may list if so desired: ______________________________ 

 

To describe perceived changes in attitudes, beliefs or opinions and intent to change (from the 

Taylor-Powell and Renner (2009) guidebook) the following questions will be used. 

 

As a result of participating in this study, have you changed your attitude in any way about: 

 

31) Opioid prescribing? Yes / No If yes, will you consider prescribing opioids for pain less / 

more / unchanged 

 

32) Using nonpharmacological pain management techniques? Yes / No If yes, will you 

consider prescribing these methods for pain less / more / unchanged 

 

33) Using integrative medicine (combining both pharmacological such as opioids / non opioids 

with nonpharmacological such as ice, heat, guided imagery/relaxation, massage, etc.) pain 

management techniques? Yes / No If yes, will you consider prescribing this combined 

method for pain less / more / unchanged 

 

34) As you think about the next three months, circle the number that best describes the degree 

to which you will engage in the following practices.  

 (1=Never, 2=Seldom, 3=About Half the Time, 4=Often, 5=Always)  

List of practices In the next three months, will I? 

a) Order available nonpharmacological pain treatments 1 2 3 4 5 

b) Discuss / promote nonpharmacological treatments   1 2 3 4 5 

c) Be aware of my opioid prescribing practices   1 2 3 4 5 

 

Do you believe the Joint Commission requirement for promoting / offering available 

nonpharmacological pain management treatments is important in order to “potentially reduce the 

need for opioid medications in some circumstances” (TJC, 2017)? Yes / No / Don’t know 
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APPENDIX F: 

CPD REACTION QUESTIONNAIRE 
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Questions modified from original CPD Reaction Questionnaire specific to this intervention: 

 

Rate as:  Strongly disagree  1 2 3 4 5 6 7  Strongly agree 

 

1. I intend to order nonpharmacological pain treatments      _____ 

 

2. To the best of my knowledge, the percentage of my colleagues who order 

nonpharmacological pain treatments is: 

  0-20%   21-40%   41-60%   61-80%   81-100%  

 

Rate as:  Strongly disagree  1 2 3 4 5 6 7  Strongly agree 

 

3. I am confident that I could order nonpharmacological pain treatments if I wanted to _____ 

 

4. Ordering nonpharmacological pain treatments is the ethical thing to do   _____ 

 

Rate as:  Extremely difficult 1 2 3 4 5 6 7  Extremely easy 

 

5. For me, ordering nonpharmacological pain treatments would be    _____ 

 

Rate as:  Never  1 2 3 4 5 6 7  Always 

 

6. Think about a co-worker whom you respect as a professional. In your opinion, does he/she 

order nonpharmacological pain treatments       _____ 

 

Rate as:  Strongly disagree  1 2 3 4 5 6 7  Strongly agree 

 

7. I plan to order nonpharmacological pain treatments      _____ 

 

Rate as:  Useless  1 2 3 4 5 6 7  Useful 

 

8. Overall, I think that for me ordering nonpharmacological pain treatments would be _____ 

 

Rate as:  Strongly disagree  1 2 3 4 5 6 7  Strongly agree 

 

9. Most people who are important to me in my profession order nonpharmacological pain 

treatments             _____ 

 

10. It is acceptable behavior to order nonpharmacological pain treatments   _____ 

 

11. I have the ability to order nonpharmacological pain treatments    _____ 
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Rate as:  Harmful  1 2 3 4 5 6 7  Beneficial 

 

12. Overall, I think that for me ordering nonpharmacological pain treatments would be _____  
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APPENDIX G: 

PERMISSION EMAIL FROM DR. SCHNEIDER 
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From: Craig D. Schneider SCHNEC@mmc.org  

Subject: RE: IMAQ tool use in my University of Arizona 
DNP project 

Date: April 2, 2018 at 08:47 
To: Leesa Simanton Booth 

leesab@email.arizona.edu 

Hi Leesa, 
You are welcome to use the IMAQ. 
I haven’t done anything with it in years but I know others have used it. 
I just tried accessing it successfully at 
https:/bmcmededuc.biomedcentral.com/arFcles/10.1186/1472-6920-3-5 where it has the 
only instructions for scoring that I am aware of. 
 

Best, Craig 
  
From: Leesa Simanton Booth [mailto:leesab@email.arizona.edu] 

Sent: Saturday, March 31, 2018 6:16 PM 

To: Craig D. Schneider 

Cc: Thaddeus Wesley Warren - Pace; Buchner, Brian R - (brianbuchner); Heather Lynn - Carlisle 

Subject: IMAQ tool use in my University of Arizona DNP project 

 

Dear Dr. Schneider: 

 

I am starting to write my proposal for my DNP project. 

 

My project purpose is to provide evidence as a platform for a change in practice to decrease the reliance providers place on 

opioid medications for pain management in the acute care setting.  

Study Q uestion: What are the current perceptions and attitudes (C) of providers in the acute care setting (P) on using 

integrative pain management treatments, and does educational exposure to new guidelines and standards (I) change their 

perceptions and attitudes (O) about prescribing integrative pain management treatments (T [pre/post education])? 

One of the University of Arizona College of Nursing faculty, Dr. Koithan, had pointed me in the direction of the IMAQ tool. 

She sent me a copy of the questions, but it appears that one of the questions may have been deleted at some point somewhere, 

and the scoring instructions are missing, other than “reverse code the following items when scoring the IMAQ: 1, 2, 4, 6, 7, 8, 

10, 11, 13, 17, 18, 25, 27”. I would like to ensure I am using the tool correctly and scoring appropriately. I am unable to 

access the link in the BMC Medical Education where the original article is posted (12909_2003_20_MOESM1_ESM.doc 

Additional File 1: Integrative Medicine Attitude Questionnaire (IMAQ). Questionnaire items (DOC 29 KB)). 

 

I am seeking your approval to use the IMAQ tool for my project, and if you can tell me how to access the original 

questionnaire and instructions for use, I would greatly appreciate it. My hope after my project is completed is to demonstrate 

that new knowledge of peer reviewed clinical practice guidelines/standards can influence provider attitudes to use these 

treatments. If providers have positive attitudes they will be more likely to use integrative medicine treatments. Then I would 

like to use this data to support modifying the computerized order entry to add such treatments (and required resources) as an 

alternative or adjunct when providers go to order opioids. 

 

Thank you in advance for your time, respectfully submitted 

 

Leesa Simanton Booth, BSN RN leesab@email.arizona.edu 

760-578-3601 

 
CONFIDENTIALITY NOTICE: This email message, including any attachments, is for the use of the intended recipient(s) only and 
may contain information that is privileged, confidential, and prohibited from unauthorized disclosure under applicable law. If you 
are not the intended recipient of this message, any dissemination, distribution, or copying of this message is strictly prohibited. If 
you received this message in error, please notify the sender by reply email and destroy all copies of the original message and 
attachments. 

mailto:SCHNEC@mmc.org
mailto:leesab@email.arizona.edu
mailto:leesab@email.arizona.edu
mailto:leesab@email.arizona.edu
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APPENDIX H: 

EISENHOWER MEDICAL CENTER INSTITUTIONAL REVIEW BOARD LETTER 
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APPENDIX I: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD (IRB) APPROVAL 

LETTER 
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