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ABSTRACT 

The United States (U.S.) has a higher rate of deaths by firearm among youth than the 

rates of the next 25 industrialized nations combined (Azrael, Cohen, Salhi, & Miller, 2018). 

Studies have demonstrated that healthcare providers either inconsistently screen or do not screen 

pediatric patients for firearms in the household during routine well child visits. The purpose of 

this DNP project was to examine nurse practitioners’ knowledge, attitude, beliefs and confidence 

of screening pediatric patients for firearms before and after education on the topic. A pre-

education survey followed by an education session and post-education survey with participants 

from the Southern Arizona Advanced Practice Nurse Society (SAZAPN) was utilized and 

evaluated. Descriptive statistics were used to analyze the data collected. The results from the pre 

and the post-test surveys were compared to assess changes in knowledge and perception of 

screening for firearms and implementing safety education. Results yielded a high percentage of 

participants that agreed that providers should be screening for firearms and implementing safety 

counseling. Based on the post-education survey, providers also displayed a gain of knowledge 

from participating in the education portion. This shows that education on this subject maybe 

beneficial to increasing confidence thus increasing the likelihood to screen for firearms during 

pediatric well visits. 

 



 

 

 

 

9 

INTRODUCTION 

Background Knowledge 

According to the Centers for Disease Control and Prevention (CDC), in 2015 there were 

36,252 deaths caused by firearms in the United States (U.S.), averaging 99 deaths per day. It is 

the third leading cause of injury-related deaths, making up 17% of all injury-related deaths in the 

United States (U.S.) (CDC, 2017a). In a statement released in 2016, the American Medical 

Association (AMA) declared that gun violence in the U.S. is a public health crisis and urged 

providers to implement firearm safety counseling in their practices. Since 2012, the American 

Academy of Pediatrics (AAP) policy on gun violence has recommended that pediatricians 

include questions about firearm accessibility in their patient histories and strongly encourage 

parents who own firearms to prevent access to these firearms by children (Rubin et al., 2018). 

An important element of healthcare practice is prevention. Healthcare providers are 

taught to conduct risk assessments and to counsel patients on reducing identified risks. Youth 

violence is another area in which public policy has an important influence. Due to their 

underdeveloped cognitive skills and judgement, youth and adolescents are at increased risk of 

engaging in unsafe practices with firearms (Dowd & Sege, 2012). 

The U.S has a higher rate of deaths by firearm among youth than the rates of the next 25 

industrialized nations combined (Azrael, Cohen, Salhi, & Miller, 2018). In 2017, there were 

16,488 deaths among children and adolescents (1-19 years of age) in the U.S. (CDC, 2018). Over 

68% occurred from injury-related causes, accounting for the top 3 out of 10 leading causes of 

death among this age group (CDC, 2018). Firearm related injuries were the first and second 

leading cause of injury deaths among adolescents and children respectively (10-19 years of age) 
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(CDC, 2018). Not only are firearms the most common lethal form of suicide and homicide 

deaths in the U.S. among children and older youth, but households containing firearms also have 

a two to five times greater risk of suicide and homicide deaths (Anglemyer, Horvath, & 

Rutherford, 2014). 

Since 1992, the safety and injury prevention guidelines from the AAP has asserted that 

while the safest home for a child is without firearms, the risk of injury can be substantially 

reduced by storing all household firearms unloaded and locked in a safe (Dowd & Sege, 2012). 

Most (90%) children and adolescents see a primary care provider annually, showing the potential 

opportunity of questioning about firearm access and implementing firearm safety counseling in 

the pediatric primary care setting as an injury prevention method (Zatzick et al., 2014). 

Problem 

Rates of suicide and homicide by firearm have steadily increased over the past decade 

(CDC, 2016; Anglemyer, Horvath, & Rutherford, 2014). Firearm related injuries are currently 

the second leading cause of death overall among U.S. youth aged 14-24 years and have been the 

leading cause of death among African American youth for well over a decade (CDC, 2016). The 

emergency department and hospital costs associated with firearm-related assaults alone are 

substantial, approaching $630 million annually in the U.S. (Roszko et al., 2016). 

Due to the public health burden associated with firearm-related injuries, multiple national 

healthcare organizations such as the National Association of Pediatric Nurse Practitioners 

(NAPNP), Institute of Medicine (IOM), the AMA and other specialty societies urge effective 

programs to decrease fire-arm related injuries among high-risk populations (Roszko et al., 2016). 

Provider-led screening and other clinically based behavioral interventions such as child safety 
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seat use, intimate partner violence, youth violence, and substance use have been shown to be 

acceptable, feasible, and effective (Roszko et al., 2016). No consensus exists regarding the 

feasibility and acceptability and effectiveness of health-care-based screening for risky firearm 

possession or effectiveness of clinically based interventions to reduce risks of firearm injury (i.e., 

safe storage) (Roszko et al., 2016). Such data is critical to understanding how to best integrate 

firearm safety screening and interventions into routine clinical practice (Roszko et al., 2016).  

Local Problem 

Arizona state reporting regarding firearm related injury among those 0-19 years of age 

varies by county and are mostly underreported (Arizona Department of Health Services 

[AZDHS], 2019). Furthermore, this makes it challenging to find statistics at the local level. 

While the Arizona Department of Health Services (AZDHS) conducts annual state health 

assessments in all age groups, including child and adolescent health, statistics related to firearm 

injury were not reported. For instance, in 2017, unintentional injury was the leading cause of 

deaths among those 0-19 years of age, accounting for 206 deaths (AZDHS, 2019). Among those 

15-19 years of age, unintentional injury, suicide and homicide are the leading cause of death 

(AZDHS, 2019). Method of injury was not addressed in these statistics (AZDHS, 2019). 

Not only are these statistics underreported, they are not current. The most current analysis 

regarding firearm mortality in Arizona was reported by the CDC. According to the CDC, in 

Arizona, from 2013 to 2017, firearms were the second leading cause of mortality among children 

and teens (CDC, 2017b). In Arizona, annually, an average of 61 children and teens die by guns 

every year and of these deaths, 47% are homicides (CDC, 2017b). At the county level, the CDC 

reported the firearm rate between 2008-2014 in Pima County among those 1-19 years of age was 
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4.17 per 100,000 people, slightly above the national average of 3.41 per 100,000 (CDC, 2017b). 

Pinal, Graham, Santa Cruz, Cochise, and Yuma county statistics were either suppressed, 

unstable, or undefined, therefore were not reported per the CDC.  

Purpose 

The purpose of this Doctor of Nursing Practice (DNP) project was to improve provider 

knowledge and practices in screening pediatric patients for firearm access during well visits and 

implementing safety counseling. The plan was to educate providers who are members of the 

Southern Arizona Advanced Practice Nurse (SAZAPN) on firearm safety and screening practices 

so they can effectively and confidently screen and educate pediatric patients, parents, family 

members and caregivers. In order to effectively implement this quality improvement project, it 

was essential to obtain baseline provider knowledge on firearm screening and safety and their 

perspectives utilizing pre-test surveys. This will help address the barriers and inconsistencies 

seen with provider led firearm safety screening and counseling in the pediatric primary care 

setting. After completing the pre-test survey, providers participated in a self-paced educational 

module created by the AMA. After implementation, a post-test survey was conducted to assess 

improvement in knowledge, attitude, beliefs, and self-efficacy. The principal investigator (PI) 

postulates that information gathered from these surveys will show the impact of the educational 

intervention. Furthermore, the PI hopes the intervention will help address the needs of the 

primary care providers, whether it is more education regarding firearm safety, lack of 

understanding the benefits, time constraints, or fear of discussing such topics. 

Adequate assessment and identification of the providers’ needs is instrumental in tackling 

non-compliance with screening and will help develop an effective firearm screening and safety 
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program that targets their patient population (Rubin et al., 2018). The primary stakeholders in 

this DNP project are participating active members from the SAZAPN. They play a critical role in 

establishing and implementing preventative screenings in the pediatric primary care setting. 

Engagement was cultivated through the disclosure seen in Appendix E, encouraging participants 

to become more knowledgeable and confident about screening for firearms and implementing 

safety education as a risk prevention method in pediatric well visits.  

Project Question 

Does educating health care providers about firearm screening and safety counseling 

increase their knowledge and confidence about implementing screening practices for their 

pediatric patients? 

Theoretical Framework 

The transtheoretical model (TTM) of behavioral change was used to guide the 

implementation of this DNP project. This model was selected due to its robust framework for 

implementing change within an organization through education. It assisted researchers in 

identifying factors that prevent and enhance provider compliance with firearm safety screening 

tools. The TTM was utilized to guide this project because when primary care providers’ 

perceptions and attitudes regarding firearm safety screening and counseling are better 

understood, it will lead to enhanced knowledge and positive attitudes, increasing compliance 

with firearm screening. 

Created by Prochaska and DiClemente, the TTM is a flexible model based on self-

efficacy and empowerment for long-term behavioral change (Prochaska, Prochaska, & Levesque, 

2001). Clark (2010) asserts that the TTM provides a behavioral framework that map out the 
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stages of change by utilizing psychosocial theories and concepts of individual change. This 

behavioral framework uses conceptual framework, a system of concepts that illustrates crucial 

constructs or variables and key factors to be studied either graphically or in narrative form 

(Utley, Henry, & Smith, 2017). The conceptual framework combines aspects of several 

theoretical perspectives to form a broad, unique perspective. It also provides a useful lens on 

how to study a nursing problem. Studies have demonstrated that a conceptual framework 

enhances the application of evidenced based findings for informing changes in practice (Utley, 

Henry, & Smith, 2017). This model consists of five stages: precontemplation, contemplation, 

preparation, action, and maintenance (Clark, 2013). Each stage is correlated with stage-specific 

interventions. 

During the precontemplation and contemplation stages, it is common for individuals 

within the organization to be resistant to change, which is why change initiatives commonly fail 

(Prochaska et al., 2001). It is imperative that leaders inspire the need for change by developing a 

clear vision and direction of the proposed plan (Clark, 2013). The primary goal of this stage is to 

address feelings of discomfort or apprehension in utilizing screening and counseling, hence 

reducing opposing forces (Clark, 2013; Prochaska et al., 2001). 

In preparation for the change, stakeholders must work together to create a strong coalition 

to drive this change (Prochaska et al., 2001). This strong coalition includes stakeholders, early 

adopters, and innovators, whom all come together with their ideas to implement this change 

(Prochaska et al., 2001). During the action stage, initiation of the change occurs. It is important 

that the stakeholders are provided a strong support system and a wide variety of resources in 

order to commit to the action stage (Prochaska et al., 2001). When actual implementation of the 
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DNP project occurs, providers were adequately prepared through education. Furthermore, the 

last stage, maintenance (sustaining the change) involves continued support, resources, and 

modifications (Prochaska et al., 2001). The goal of this stage is to ensure continuous educational 

support and address barriers that may hinder compliance (Prochaska et al., 2001). 

Educating providers on these concepts utilizing the TTM helped facilitate implementation 

by addressing the various barriers influencing apprehension of screening pediatric patients 

during well visits in the primary care setting. The TTM is an ideal framework to guide this DNP 

project as it focuses on addressing obstacles that can affect the implementation and compliance 

of firearm screening and safety counseling. 

Concepts 

TTM is summarized using five concepts: precontemplation, contemplation, preparation, 

action, and maintenance. Although firearm injury is identified as an issue, screening continues to 

be underperformed by healthcare providers (Roszko et al., 2016). There are barriers that have 

affected the implementation of firearm screening and counseling which are identified through the 

precontemplation and contemplation stages of change. During this stage of the DNP project, 

providers were given the pre-test to assess provider knowledge about firearm safety, screening 

practices, and barriers to screening. 

Some of the common barriers include healthcare providers who are unaware of the 

benefits and risks of firearm safety, uncomfortable with what to discuss or how to discuss 

firearm counseling, and the concern about damaging patient-provider relationships (Rubin et al., 

2018; Walters et al., 2012). Other barriers include healthcare providers feeling it is out their 
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scope of practice, goes against second amendment rights and others do not think it is not 

beneficial at all (Price et al., 2013). 

During the preparation stage, education was conducted through the guidance of the AMA 

education module called, “The Physicians Role in Promoting Firearm Safety” (AMA, 2018). In 

this stage, healthcare providers completed the self-paced educational module that is worth 0.75 

continuing education units (CEUs). The preparation stage of change helped address knowledge 

deficit barriers through the AMA module by educating healthcare providers on the epidemiology 

of firearm morbidity and mortality in the U.S. 

Educating healthcare providers that firearms are the leading causes of injury deaths in the 

U.S and that 80,000 individuals suffer from non-fatal injuries each year are staggering statistics 

that providers may not be aware of (CDC, 2016). Next, it will be essential to educate healthcare 

providers on acknowledging common risk factors that increase the potential for firearm injury. 

For the purposes of this project we will be focusing on children and adolescents as they fall into 

this high risk group (Roszko et al., 2016). 

Identifying barriers to communicating with patients about firearm safety is another hurdle 

to address (Betz et al., 2013; Butkus & Weissman, 2014; Price et al., 2013). This includes 

acknowledging local customs related to firearms and firearm ownership (Barber, Frank, & 

Demicco, 2017). Next, we must determine practical approaches to prepare for firearm safety 

counseling. Firearm safety screening and counseling should be patient-centered, respectful, and 

collaborative (Butkus & Weissman, 2014). 

During the action stage of change, providers must be able to effectively communicate 

how to reduce the risk of firearm injury and death. Providers were taught that the approach needs 
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to be educational rather than information gathering. Lastly, during the maintenance stage of 

change, a post-test was conducted to evaluate the education module. In addition, appropriate 

follow-up in future visits with the patient and family was encouraged (Betz et al., 2013; Butkus 

& Weissman, 2014; Price et al., 2013). 

 

FIGURE 1. Modified transtheoretical model of behavioral change. 

Synthesis of Evidence  

To evaluate the research currently available on firearm safety counseling from primary 

care providers and its efficacy, a literature search was performed in Pubmed and CINAHL 

database. The following search terms were applied: firearm, safety, and counseling. The search 

generated 79 results in PubMed and 83 results in CINAHL. Articles were filtered by the 
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following: English language, free full text and publication dates from the past ten years. This 

generated a combined total of 34 results in Pubmed and 80 results in CINAHL. After reviewing 

the reference lists of articles found, authors and previous studies, 20 articles were selected and 

can be found in Appendix A. 

Epidemiology 

Tseng et al. (2018), Carter et al., 2017, and Spitzer et al. (2017) reviewed the 

epidemiology of firearm violence in the U.S. These studies found that firearm related injuries are 

a financial burden for hospitals in the U.S. and in addition, identified certain demographics that 

place an individual ‘at-risk’ for firearm violence. There was a strong association with age, race, 

and state level legislation and firearm injuries (Tseng et al., 2018). Young children, whites, and 

states with lenient gun laws are most at-risk for accidental firearm injury (Tseng et al., 2018). 

Children less than 10 years old, whites, and states with lenient gun laws are most at-risk for 

unintentional/accidental firearm injury (Carter et al., 2017; Tseng et al., 2018). Intentional 

assault-type injuries were common with older adolescents (Carter et al., 2017). Suicide attempts 

by firearms were strongly associated with white adolescents and with the greatest odds of in-

hospital mortality (Tseng et al., 2018). Findings from the Carter et al. (2017) study demonstrated 

male adolescents living in economically disadvantaged neighborhoods were at elevated risk for 

firearm injury. The costs of initial hospitalization from 2006 through 2014 related to firearm 

injuries totaled almost $7 billion and averaged $730 million per year (Spitzer et al., 2017). 

Results from the Spitzer et al. (2017) study demonstrate how firearm related injuries place a 

noted burden on the poor and governmental payers (Spitzer et al., 2017). 
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One of the limitations of these three studies is that they are all retrospective studies that 

only capture outpatient emergency department patients or inpatient admitted patients in the 

healthcare system, not reflecting overall deaths. Here, the internal validity of retrospective 

studies can be threatened by selection bias, which results from preexisting differences between 

groups (Polit & Beck, 2017). Lastly, these studies are considered single observational studies 

that place them as level IV in the evidence hierarchy (Polit & Beck, 2017). 

Azrael et al. (2018) conducted a nationally representative web-based survey with 3,949 

participants to evaluate firearm storage practices among gun owners with children in the U.S. 

Results demonstrated that 2 in 10 store at least one gun loaded and unlocked, 3 in 10 store all 

guns unloaded and locked, and half store no guns loaded and unlocked (Azrael et al., 2018). 

Female gun owners in homes with children were more likely than their male counterparts to store 

at least one gun unlocked and loaded (Azrael et al., 2018). Households which guns are used for 

protection are seven times more likely to contain a loaded and unlocked gun (Azrael et al., 

2018). Based on the results received from the survey and obtaining information from the 

previous U.S census, this report estimates that 7% of U.S. children (4.6 million) live in homes in 

which at least one firearm is stored loaded and unlocked (Azrael et al., 2018). 

Limitations seen with Azrael et al. (2018) is reliability on invited members self-report 

through online surveys (Polit & Beck, 2017). While this was a national survey with a moderate 

sample size, it was limited towards individuals who were members of the “Growth for 

Knowledge” online survey system showing a lack of generalizability (Polit & Beck, 2017). This 

article is considered a single qualitative descriptive study and is a level VI in the hierarchy of 

evidence (Polit & Beck, 2017). 
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Local Epidemiology 

Kovacs and Schlinkert (2020) from the Morrison Institute for Public Policy partnered 

with Arizona State University (ASU) to compile, analyze and report on all firearm deaths in 

Arizona between 2015 and 2017. Data was obtained from the Arizona Violent Death Reporting 

System (AZ-VDRS) which is a sub-surveillance system of the National Violent Death Reporting 

System, established by the CDC. The AZ-VDRS began its partnership in 2015 and provides high 

quality data for prevention of all types of violence such as suicide, homicide, unintentional 

firearm deaths, legal intervention, and deaths for which intent was undetermined (Kovacs & 

Schlinkert, 2020). 

The data that is presented in this report was collected from four main sources that include 

death certificates, medical examiner reports, law enforcement reports and crime laboratory 

records. According to the report, there were 3,188 firearm deaths from 2015 to 2017 in Arizona. 

The data indicates that there was a steady 6% increase in firearm related death from 2015 to 

2017. Suicides was the leading manner of death at 71%, followed by homicides at 23%, 

undetermined 5%, and unintentional at 1%. Following similar trends, rates of suicides steadily 

increased from 10.57 to 11.72 per 100,000 people, marking a 14% increase from 2015 to 2017. 

Rates of homicides by firearm increased by 27% and rates of unintentional firearm deaths 

quadrupled from 5 to 25 deaths from 2015 to 2017 (Kovacs & Schlinkert, 2020). 

In this report, homicide deaths by firearm was common in ages 25-44 (n=360), followed 

by ages 15-24 (n=184) and ages 45-64 (147). Suicide deaths with firearm steadily increased by 

each age category until age 65. There were 14 deaths reported in ages less than 15, in ages 15-24, 

there were 243 deaths reported, 591 deaths in ages 25-44, 743 deaths in 45-54 age group, and 
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667 deaths in ages 65 and over. Caucasians were statistically significantly overrepresented 

among suicide victims, making up 93% of all firearm suicides from 2015-2017. African 

Americans, Hispanics, and American Indians were significantly overrepresented among 

homicide victims (Kovacs & Schlinkert, 2020). 

Focusing on firearm mortality statistics at the county level, particularly in southern 

Arizona is vastly underreported and not specified, particularly in the youth population. At the 

county level, the CDC reported the firearm rate between 2008-2014 in Pima County among those 

1-19 years of age was 4.17 per 100,000 people, slightly above the national average of 3.41 per 

100,000 (CDC, 2017b). For this age group, Pinal, Graham, Santa Cruz, Cochise, and Yuma 

county statistics were either suppressed, unstable, or undefined, therefore were not reported per 

the CDC. 

The biggest limitation seen in this report is that tribal agencies do not participate in the 

AZVDRS. Per the report, all tribal agencies were contacted to attempt data collection with little 

to no response. Previous studies on the Native American populations have concluded that 

American Indians have the highest rate of violent death in Arizona, however this was a report 

from 2011-2012 (Chikani et al., 2016). This warrants the need to increase research on violence in 

Native American communities.  

Providers Perspective 

Beidas et al. (2018), Wolk et al. (2018), Demari et al., 2018, Butkus and Weissman 

(2014), and Roszko et al. (2016) all examined health care providers’ perspectives on firearm 

safety counseling. As a consensus, these studies reported that most stakeholders believe that 

firearm safety promotion is a health system priority and a public health issue (Damari, 
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Ahluwalia, Viera, & Goldstein, 2018). Most providers had favorable perceptions of the “Firearm 

Safety Check” approach for suicide prevention in pediatrics (Beidas et al., 2018; Wolk et al., 

2018). Two out of the four studies indicated that the distribution of firearm locks was the most 

complicated component to implement, therefore feelings across the board were neutral (Beidas et 

al., 2018; Wolk et al., 2018). Two studies showed low screening rates for high-risk patients due 

to low provider self-efficacy and lack of training across all disciplines (Butkus & Weissman, 

2014; Damari et al., 2018; Roszko et al., 2016).  

Limitations seen with the Beidas et al. (2018) article is primarily due to reliability on 

provider and leader self-report through online surveys. In addition, the type of screening and/or 

counseling was not specified. Lastly, the study reported on two large health systems indicating a 

lack of generalizability (Polit & Beck, 2017). This article is considered a single qualitative 

descriptive study and is a level VI in the hierarchy of evidence (Polit & Beck, 2017). While 

Wolk et al. (2918) was strengthened by their diverse inclusion of stakeholders across various 

systems and was led by theory-informed approach, there were limitations. Participants reported 

on how the intervention could or would be implemented and were not necessarily familiar with 

implementing “Firearm Safety Check.” Next, there wasn’t a follow up whether “Firearm Safety 

Check” would actually be utilized in the providers’ practices. Lastly, there was a small 

subsample of firearm owners and it did not include stakeholders such as firearm instructors or 

gun-shop owners (Wolk et al., 2018). This article was a systematic review of qualitative studies, 

making it a level V in the hierarchy of evidence (Polit & Beck, 2017).  

Limitations seen in both Demari et al. (2018) and Butkus et al. (2014) include reliability 

on using self-reported cross-sectional surveys, as there is a possibility that responses may not 
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reflect behavior. In Demari et al. (2018), generalizability focused on the North Carolina Medical 

Board and had poor participation rate (37%), as only 223 out of 600 completed the survey. With 

Butkus et al. (2014), the generalizability was limited to the American College of Physician 

members, specifically internal medicine doctors. Furthermore, the survey was distributed shortly 

after the mass shooting in Newtown, Connecticut, so there is a possibility of residual emotions 

from this event that might cause participation bias (Polit & Beck, 2017).  

Both Demari et al. (2018) and Butkus et al. (2014) are single descriptive qualitative 

studies, a level VI in the hierarchy of evidence (Polit & Beck, 2017). While the studies included 

in Roszko et al. (2016) had significant heterogeneity, one of the main limitations were the small 

sample sizes. All studies were self-reported questionnaires or interviews, and many had low 

response rate demonstrating a social desirability bias (Polit & Beck, 2017). This study was a 

systematic review of descriptive and qualitative studies placing it at a level I in the hierarchy of 

evidence (Polit & Beck, 2017). 

Patients Perspective 

The following article evaluates patient perceptions of risk for firearm injury and 

assessment practices. Boge et al. (2019) conducted a cross-sectional survey assessing whether 

patients are uncomfortable or feel discriminated against should physicians discuss firearm safety 

and whether such counseling may change how patients store firearms. Results demonstrated that 

90% of surveyed subjects felt comfortable discussing firearm safety with a physician (Boge et 

al., 2019). Over three-quarters of surveyors believed that physicians should be educating patients 

about firearm safety (Boge et al., 2019). Some 71% deemed that physician education will change 

how people store their firearms (Boge et al., 2019). 
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Limitations seen with Boge et al. (2019) include reliability on using self-reported cross-

sectional and mixed method surveys, as there is a possibility that responses of the participants 

may not reflect behavior (Polit & Beck, 2017). The Boge et al. (2019) study was limited to 

patients who presented to the ER at Mount Sinai Medical Center in Florida affected the 

generalizability of the study (Polit & Beck, 2017). This study is considered a single descriptive 

quantitative and qualitative study, which is level VI in the hierarchy of evidence (Polit & Beck, 

2017). 

Efficacy of Firearm Screening and Counseling 

The following articles were reviewed to evaluate the efficacy of firearm safety screening 

and counseling. Sigel et al. (2019), Simonetti et al. (2019), Monuteaux et al. (2019), Runyan et 

al. (2016), Rowhani-Rahbar et al. (2016), and Barkin et al. (2008), evaluate the efficacy of 

firearm safety counseling and safe firearm storage in the pediatric primary care setting. These 

studies found that office-based firearm safety counseling supported with written information and 

a free gunlock resulted in significant improvements in safe gun storage behaviors. Sigel and 

Mattson (2019) utilized the electronic health record (EHR) system to flag patients at high risk for 

firearm injury in the pediatric primary and mental health setting. Results increased compliance 

and implementation of screening and providing counseling to high risk pediatric patients (Sigel 

& Mattson, 2019). Simonetti et al. (2019) implemented a community-based firearm safety event 

which provided free firearm storage and safety lock devices. At baseline, 63.7% locked all 

firearms and at follow-up, 77.5% locked up firearms (Simonetti et al., 2018). Of those who did 

not lock their firearms at all (18.7%), after the event, that number reduced to 6.6% (Simonetti et 

al., 2018). Monuteaux et al. (2019) evaluated firearm storage education and its correlation to 
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reducing firearm related suicide and unintentional firearm mortality with youth in gun owning 

households. Results demonstrated significance that firearm access screening and education 

would have in the reduction of firearm related mortality in pediatric populations (Monuteaux et 

al., 2019) 

Runyan et al. (2016) implemented the “Counseling on Access to Lethal Means” (model 

to psychiatric pediatric patients) at Children’s Hospital in Colorado. After training and education, 

96% of the patients who reported owning guns in the home were screened and counseled 

(Runyan et al., 2016). At least 79% accepted a free lock box and 86% were given brochures 

(Runyan et al., 2016). Of those who were able to be contacted for follow-up, 100% reported that 

all guns were locked up (Runyan et al., 2016). Rowhani-Rabhar et al. (2016) demonstrated that 

studies that provided counseling without a safe storage device provision were less successful in 

improving firearm safety storage practices (three out of four studies). Barkin et al. (2008) utilized 

the social cognitive theory by providing motivational interviewing on safe firearm storage and in 

addition provided incentivized free cable gunlocks, which produced successful results in 

increasing firearm storage practices. 

One of the main limitations seen in the Sigel et al. (2019) and Simonetti et al. (2019) 

study is its lack of generalizability as this study was limited to specific geographical areas in the 

U.S., Boulder, Colorado and Seattle, Washington (respectively). Another limitation of the 

Simonetti et al. (2019) study was the small sample sizes (415 participants) and the amount that 

was lost to follow-up (102 participants). Sigel et al. (2019) is a single randomized control trial 

designating it a level II in the hierarchy of evidence, while Simonetti et al. (2019), a single 

descriptive study is a level VI in the level of hierarchy (Polit & Beck, 2017). A limitation seen in 
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Monuteaux et al. (2019) was that their comparative analysis relied on data estimates from a 

single study carried out over 15 years ago. It would be beneficial to conduct a comparative 

analysis utilizing a more recent study; unfortunately, there are no current studies that have 

analyzed firearm related deaths in the pediatric population and their correlation to lack of storage 

practices. This single descriptive study would be considered a level VI in the hierarchy of 

evidence (Polit & Beck, 2017). 

Runyan et al. (2016) had a couple of limitations, one being that it was a quality 

improvement project at a tertiary care facility. Since quality improvement projects are designed 

to address and enhance certain practices at a specific facility, it is not intended to provide 

knowledge that is generalizable (Runyan et al., 2016). Second, this type of project design relied 

on self-report regarding counsel delivery and changes to storage practice, which may cause 

social desirability bias as some parents may falsely report locking up their firearms (Polit & 

Beck, 2017). Lastly, only 55% of their participants could be contacted for follow-up, which may 

potentially raise the risk of non-responders having different experience with firearm counseling 

(Runyan et al., 2016; Polit & Beck, 2017). This QI project study is designated as a level VI in the 

hierarchy of evidence (Polit & Beck, 2017). 

There were a few limitations in the Rowhani-Rabhar et al. (2016) and the Barkin et al. 

(2008) study. Risk of selection bias was exceptionally high in the quasi-experimental controlled 

studies as the treatment groups were not truly randomized. Attrition bias occurred with certain 

studies as they failed to report on the handling of the incomplete data. Most of the studies 

obtained were from 1999-2012, lacking recent RCT studies. Lastly, many studies lacked 

statistical power due to their small sample sizes and lack of generalizability (Polit & Beck, 
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2017). Rowhani-Rabhar et al. (2016) is a systematic review of randomized and quasi-

experimental controlled studies, which is level I in the evidence hierarchy (Polit & Beck, 2017). 

A limitation seen in the Barkin et al. (2008) study was that the selective reporting was unclear. 

While the published report includes information on main outcome, other safe firearm storage 

outcome measures were measured but not reported (Polit & Beck, 2017). Lastly, Barkin et al. 

(2008) and is a single randomized control trials which are level II in the hierarchy (Polit & Beck, 

2017).  

Studies by Li et al. (2019) and Dingeldein et al. (2012) specifically targets pediatric 

primary care and firearm safety counseling. Li et al. (2019) investigated how often pediatric 

residents screen for access to firearms or counsel about risk-reduction in patients with suicidal or 

homicidal ideation (Li et al., 2019). Results demonstrated that pediatric residents do not 

effectively screen high-risk patients for access to firearms in outpatient settings (Li et al., 2019). 

Dingeldein et al. (2012) evaluated a web-based curriculum teaching pediatric residents how to 

provide injury prevention and anticipatory guidance emphasizing firearm injury prevention. 

Participants completing the web-based curriculum showed significant improvement for all self-

efficacy questions and positively changed their attitude, increasing their confidence in their 

ability to provide firearm injury prevention counseling (Dingeldein et al., 2012). 

There were several limitations seen in the Li et al. (2019) study. One being that it was a 

retrospective design, therefore it may have not captured all clinicians that did not document in 

the medical record but may have asked about the presence of firearms in the home or counseling 

about lethal meals restriction (Li et al., 2019). During the study, the hospital was transitioning 

between electronic medical record (EMR) programs, which may have affected documentation 
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practices (Li et al., 2019). Since this study was captured in a state with a low prevalence of 

firearm ownership, it may not be generalizable to pediatric residents in other states with different 

perspectives about gun ownerships (Li et al., 2019). This study was a retrospective correlational, 

which is a level IV in the hierarchy of evidence (Polit & Beck, 2017). Limitations to Dingeldein 

et al. (2012) include small study sample and that the pediatric residents were from the same 

training program and geographic area, hindering on the generalizability of the study. This study 

was a prospective correlation study, which is a level IV in the hierarchy of evidence (Polit & 

Beck, 2017). 

Summary of Synthesis of Evidence  

During this search, there were several articles identified that were pertinent to the DNP 

project proposal. Many of them were qualitative studies and consisted of perspectives from 

multiple stakeholders: providers, leaders (i.e., management/directors) and nurses. The strength of 

evidence varied. Two systematic reviews were identified, while others were either cross-

sectional, mixed methods, retrospective or qualitative descriptive analysis.  

One common theme demonstrated in these articles is that providers rarely screen or 

counsel their patients, even those who are high-risk (i.e., suicidal, homicidal, pediatric, etc.). 

Some studies demonstrated that training clinicians could increase rates of effective firearm safety 

screening and counseling. From the patients and family perspectives, most articles showed that 

they were accepting of such screening and counseling. The weakness seen during the author’s 

literature search was that most of the studies were low methodological quality (i.e., small sample 

size, not rigorous & low quality). Unfortunately, studies on firearm screening and safety 

counseling are still relatively new and more studies that are recent are warranted. 
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METHODS 

Design 

The proposed project design for this DNP quality improvement project was a pre- and 

post-test quantitative descriptive design. Pre-education, educational module and post-education 

links were distributed to members of SAZAPN in one recruiting email containing three-step 

instructions. As a SAZAPN member, the author has both access and permission to the 

membership directory in which they utilized to email members. In addition, the recruiting email 

contained a link to the disclosure agreement stating that surveys will be kept confidential and 

anonymous. Responses to the surveys were analyzed to observe whether there was a change in 

knowledge, attitudes, beliefs and confidence after the educational intervention. Qualtrics 

software, version XM, was the survey platform used for this project assisted in keeping all 

surveys confidential (Qualtrics, 2020). According to Polit and Beck (2017), the pre- and post-test 

study design are the preferred method to compare participants and measure the degree of change 

because of an intervention or treatment. 

To assist in formulating the pre- and post-test questions for this project, a modified 

version of the American Academy of Pediatrics (AAP) “Omnibus Period Survey of Fellows on 

the Prevention of Firearm Injury” was utilized (AAP, 2014). Changes to the survey were made to 

mirror the content provided in the AMA educational module. During Step 1, instructions were 

provided with a link to the Qualtrics pre-test survey. This pre-test survey was conducted to 

examine SAZAPN members’ perceptions, knowledge, and confidence for screening for firearms 

during pediatric well visits (Appendix B). The pre-education survey contained demographic 

questions regarding age, sex, experience as a provider, provider specialty, and experience with 
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firearms. In addition, various multiple-choice questions assessed knowledge regarding firearms. 

Lastly, Likert scale questions were utilized to assess knowledge, attitudes, beliefs, and 

confidence levels when implementing firearm screening and delivering safety education. 

Once the pre-test was completed, participants continued on to complete Step 2, the 

educational module. Step 2 contained a link to the free AMA educational module titled, “The 

Physician’s Role in Promoting Firearm Safety” (American Medical Association Ed Hub, 2018). 

This module is worth 0.75 CEUs upon completion, is self-paced, and takes between 25 to 30 

minutes to complete (AMA Ed Hub, 2018). For non-AMA members, additional instructions 

were provided on how to create a new member profile. An outline of the educational module can 

be found in Appendix C. The education encompassed epidemiology of firearm morbidity and 

mortality in the U.S., common risk factors that increase the potential for firearm injury, barriers 

to communicating with patients about firearm safety, and learning how to effectively 

communicate in order to reduce the risk of firearm injury and death. 

Following completion of the education module, participants were instructed to complete 

Step 3, the post-test survey, provided in the same email. Step 3 contained a link to the Qualtrics 

post-survey. The post-education survey mirrors the pre-education survey minus the demographic 

information. This re-assessment evaluated acquired knowledge about firearms, any changes to 

attitudes, beliefs and confidence when screening for firearms and implementing safety education. 

Questions in the post-education were multiple choice assessing knowledge and acquired 

knowledge regarding firearms and Likert scale questions to assess knowledge, beliefs, 

confidence levels, and likelihood of screening for firearms (Appendix D).  
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Setting 

The setting of this project’s intervention was online using email, Qualtrics surveys, and 

an online module created by the AMA. Both the Qualtrics surveys and online module were 

accessed via computer, tablet or smartphone with the provided links. This avenue was selected as 

it allows flexibility with participants, giving them access these user-friendly platforms at their 

own time and pace. The SAZAPN website was utilized to recruit participants and prior site 

authorization was obtained (Appendix F).  

Participants 

Participants that were recruited for this project are active members of the SAZAPN who 

are practicing family nurse practitioners (FNPs) and/or pediatric nurse practitioners (PNPs). The 

SAZAPN is an active networking group that shares information and knowledge on current 

nursing legislature, local community activities, educational and volunteering opportunities, as 

well as a platform to discuss significant issues pertaining to Southern Arizona Advanced Practice 

Nurses (SAZAPN, n.d.). The author is a member of the SAZAPN, which as a member, according 

to the website, one has access and permission to use the membership directory, which contains 

emails of current active members (SAZAPN, n.d.). 

The goal was to recruit at least five participants during the two-week study. Participant 

criteria included active SAZAPN members providing primary care and pediatric care services, 

and they practice in the state of Arizona. Exclusion criteria includes non-SAZAPN members or 

SAZAPN members who do not provide primary care or pediatric care services and they do not 

practice in the state of Arizona. In addition, those who did not complete both the pre- and post-

education surveys were excluded in the results. All online platforms utilized for this project are 
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free of cost and in addition, convenience sampling enabled a low cost of implementation for this 

project. All potential participants were provided a participant disclosure via email seen in 

Appendix E. This disclosure provided an outline about this project and included that 

participation is voluntary and no anticipated harm will result from participation (Appendix E). 

Lastly, during the two-week study period, there were two friendly email reminders sent on day 7 

and on day 12 (Appendix G).  

Intervention 

One email was sent to participating SAZAPN advanced practice registered nurses 

(APRNs) that included a link to the pre-education survey, the AMA module and the post-

education survey. This email clearly instructed participants to first complete the pre-education 

survey (Appendix B). Once the pre-education survey was completed, participants were advised 

to complete the AMA continuing medical education (CME) firearm screening and safety 

module, which is free of cost (AMA, 2019). Once registering, participants would type under the 

CME search bar, “The physician’s role in promoting firearm safety.” The free module is self-

paced, takes approximately 20-30 minutes to complete, and is worth 0.75 CEUs (AMA, 2019). 

Once the module was completed, they were prompted to fill out a post-education survey via link 

provided by the author for data collecting purposes (Appendix C). 

Data Collection 

Data was collected through analyzing Qualtrics pre- and post-education surveys 

distributed to providers. The pre- and post-education survey consisted of multiple-choice 

questions and Likert style questions. Only the pre-education survey contained the demographic 

information. Regarding the multiple-choice questions, subjects have four answers to choose 
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from, either a, b, c, or d. One question quizzed the subject about the rate of gun mortality in the 

U.S., one question asked a legal question about firearm state laws, and two questions discussed 

firearm screening scenario questions with patients. The Likert scale questions asked subjects 

about knowledge, attitudes, beliefs, and confidence when screening for firearms. Response 

choices include ‘Strongly Disagree,’ ‘Disagree,’ ‘Neutral,’ ‘Agree,’ or ‘Strong Agree.’ Please 

refer to Appendix B and C for further question details on the multiple-choice and Likert scale 

questions.  

Data Analysis 

Data from this quantitative design was analyzed through Excel and utilized aggregate 

responses. Participants were described utilizing frequency of responses to each question. Upon 

evaluating the multiple-choice questions from the pre- and post-surveys, each question was 

assessed whether there was a change in the incident percentage in knowledge of firearm 

morbidity and mortality. Furthermore, Likert scales on pre- and post-education surveys were 

analyzed by comparing the change of percentages to ‘agree’ and ‘strongly agree,’ from the pre- 

to post-education surveys. Lastly, the mean of each question was drawn from pre- and post-

education surveys completed by the participants to be compared for changes.  

Ethical Considerations 

For any study or project, it is imperative to address the ethical considerations and protect 

any participants of the study. This project was reviewed and approved by the Institutional 

Review Board (IRB) chair of the University of Arizona (Appendix H). All documents that 

included data collection tools, disclosure forms, waiver of consent form, recruitment and 

participant material were all reviewed and approved by the IRB chair. Obtaining IRB approval 
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guarantees that all ethical principles are sustained throughout the implementation of this project. 

For this DNP project, the principle-based model of ethical decision making was utilized by 

addressing three principles: respect for persons, beneficence, and justice (Zaccagnini & White, 

2014).  

Respect for Persons 

Respect for persons is based on the participants right for full autonomy (Polit & Beck, 

2017). An example of this would be allowing voluntary participation for all participants. During 

the implementation phase, full and complete disclosure was addressed to all subjects in which 

they had the right to withdraw from participation at any time (Polit & Beck, 2017). Participants 

were provided information about the study via email, giving them time to review the risks and 

benefits and address any questions or concerns they have in a non-pressured environment. 

Beneficence 

Beneficence involves utilizing all avenues to reduce harm to subjects. At all phases of the 

DNP project the investigator made sure this was addressed. Participant decisions were respected 

throughout the project to maximize the benefits of this project to each participant while reducing 

harm (Polit & Beck, 2017). Interventions is centered on injury prevention, which will likely 

bring about positive outcomes, limiting negative consequences. Furthermore, the PI ensured that 

no physical harm will occur from participating in the study as all information will be kept 

confidential by having no personal identifiers in the Qualtrics surveys; however, the author will 

have to address the potential for emotional harm and consequences that may occur, especially 

those who take their personal rights to bear arms very seriously. This is why it was essential that 
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providers are educated on various provider-patient scenarios that may occur during firearm 

screening and counseling.  

Justice 

Lastly, implementing justice involves respecting the privacy and fair treatment of each 

individual participating in this DNP project. We avoided discrimination at all cost as the privacy 

of each individual was kept confidential (Polit & Beck, 2017). In addition, the investigator 

respected all agreements and allowed time for the participants to answer the pre- and post-

education surveys (Polit & Beck, 2017). The participants of this project are the providers who 

manage the pediatric patients and are not considered a vulnerable population.  

RESULTS 

Four participants of approximately 388 eligible nurse practitioners who met the criteria 

completed the firearm pre-education survey, the educational module, and the firearm post-

education survey. Some 13 participants were excluded from the results because they did not 

complete both the pre- and post-educational surveys. Identified sex revealed that 75% (N=3) of 

participants were female, 25% (N=1) were male, and 0% (N=0) identified as other. Non-

identifiable demographic data that was from the pre-education survey demonstrated that (N= 0) 

of participants were ages 20-30, (N=1) were ages 31-40, (N=1) were 41-50 years of age, (N=2) 

were ages 51-60, and (N=0) were 60 and over. Of the participants in the firearm pre-education 

survey, 50% (N=2) identified as having 1-10 years of experience as a provider and 50% (N=2) 

identified as having 10-20 years as a provider. All participants (100%) identified as being family 

nurse practitioners (FNP) and 0% identified as being pediatric nurse practitioners (PNP) (Figure 

2). 
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FIGURE 2. Demographic participant data. 

In regards to experience with firearms, 50% stated that they are current gun owners and 

have experience with firearms, 50% stated they are not a current gun owner, but do have 

experience with firearms, and 0% stated they are not a current gun owner sand do not have any 

experience with firearms (Figure 3). 

 

FIGURE 3. Demographic participant data – experience with firearms. 
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Participants of the pre-educational survey were asked about knowledge pertaining to risk 

of firearm injury and death, attitudes and beliefs, and self-efficacy when implementing firearm 

education utilizing Likert scale responses ‘strongly disagree,’ ‘disagree,’ ‘neutral,’ ‘agree,’ and 

‘strongly agree.’ Under knowledge pertaining to risk of firearm injury and death, when asked if, 

“Compared to other childhood health risks, firearms do not pose a very significant threat” in the 

pre-education survey, 50% of participants selected ‘disagree’ while 50% selected ‘strongly 

disagree’ (Figure 4). Comparatively, in the post-educational survey, 75% selected ‘strongly 

disagree’ while 25% selected ‘disagree’ (Figure 5). 

In the pre-education survey, when asked, “In some cities and in neighborhoods, the risk 

of firearm injury is greater than in other cities or neighborhoods” in the pre-educational survey, 

25% of participants selected ‘agree’ and ‘strongly agree’ while 25% selected ‘neutral’ and 25% 

selected ‘disagree’ (Figure 4). By comparison, in the post-educational survey, 50% selected 

‘strongly agree’ while 50% ‘selected agree’ (Figure 5). When asked if, “Having a firearm in the 

home elevates the risk of adolescent suicide” in the pre-education survey, 50% of participants 

selected ‘agree,’ while 25% selected ‘strongly agree,’ and 25% selected ‘neutral’ (Figure 4). 

Comparatively, in the post-educational survey, 100% selected ‘strongly agree’ (Figure 5). In the 

pre-education survey, when asked if, “Firearm injuries can be prevented” 50% of participants 

selected ‘agree,’ while 50% selected ‘strongly agree’ (Figure 4). By comparison, in the post-

education survey, 25% selected ‘agree’ while 75% selected ‘strongly agree’ (Figure 5). In the 

pre-education survey, when asked if, “Counseling to prevent firearm injuries can reduce the risk 

of injury to children and adolescents” in the pre-education survey, 25% of participants selected 

‘strongly agree,’ 50% selected ‘agree,’ while 25% selected, ‘neutral’ (Figure 4). Similarly, in the 
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post-education survey, 25% selected ‘strongly agree’ while 75% selected, ‘agree’ (Figure 5). 

 

FIGURE 4. Pre-education survey (knowledge). 

 

FIGURE 5. Post-education survey (knowledge). 
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Participants were asked about ‘attitudes and beliefs’ regarding firearm education. When 

asked if, “There is not enough time in a pediatric visit to talk about firearm injury risk and 

prevention with parents/caregivers” in the pre-education survey, 75% of participants selected 

‘disagree’ while 25% selected ‘strongly disagree’ (Figure 6). Comparatively, in the post-

educational survey, 100% selected ‘disagree’ (Figure 7). In the pre-education survey, when 

asked if, “I may offend the parent/caregiver if I ask about guns in the home” 75% of participants 

selected ‘disagree’ while 25% selected ‘agree’ (Figure 6). By comparison, in the post-

educational survey, 25% selected ‘agree’ while 75% selected ‘disagree’ (Figure 7). When asked 

if, “Asking parents/caregivers about guns in the home is an invasion of privacy” in the pre-

education survey, 75% of participants selected ‘disagree’ while 25% selected strongly disagree 

(Figure 6). Similarly, in the post-educational survey, 25% selected strongly disagree while 75% 

selected disagree (Figure 7). 

In the pre-education survey, when asked if, “Providers should routinely ask children and 

adolescents about their experience with firearms and provide appropriate counseling” 100% of 

participants selected ‘agree’ (Figure 6). Comparatively, in the post-educational survey, 25% 

selected ‘strongly agree’ while 75% selected ‘agree’ (Figure 7). In the pre-education survey, 

when asked if, “Providers should routinely ask parents/caregivers about firearms in the home and 

counsel them about the risk associated with firearms in the home” 100% of participants selected 

‘agree’ (Figure 6). Similarly, in the post-educational survey, 25% selected ‘strongly agree’ while 

75% selected ‘agree’ (Figure 7). 
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FIGURE 6. Pre-education (attitudes and beliefs). 

 

FIGURE 7. Post-education (attitudes and beliefs). 
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Participants were asked about self-efficacy when implementing firearm education. When 

asked, “I have had adequate training to counsel parents and youth in firearm injury prevention” 

in the pre-education survey, 50% of participants selected ‘disagree,’ 25% selected ‘agree,’ and 

25% selected ‘neutral’ (Figure 8) Comparatively, in the post-educational survey, 100% selected 

‘agree’ (Figure 9). In the pre-education survey, when asked if, “There are strategies I can use to 

help prevent firearm injury to children and adolescents” 50% of participants selected ‘agree,’ 

while 50% felt ‘neutral’ (Figure 8). Comparatively, in the post-educational survey, 100% 

selected ‘agree’ (Figure 9). 

When asked if, “I feel ready to counsel parents and children and adolescents in firearm 

injury prevention” in the pre-education survey, 50% of participants selected ‘agree,’ while 50% 

selected ‘neutral’ (Figure 8). By comparison, in the post-educational survey, 100% selected 

‘agree’ (Figure 9). Lastly, when asked if, “I have immediate access to information that can help 

families prevent firearm injury” in the pre-education survey, 50% of participants selected 

‘disagree’ while 25% selected agree, and 25% selected ‘neutral’ (Figure 8). Comparatively, in 

the post-educational survey, 75% selected ‘agree,’ while 25% selected ‘neutral’ (Figure 9).  
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FIGURE 8. Pre-education (self-efficacy). 

 

FIGURE 9. Post-education (self-efficacy). 
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Participants were asked the same four multiple-choice questions to assess knowledge 

regarding firearms and education in the pre- and post-education surveys. In the pre-educational 

survey, when asked, “According to the CDC, approximately how many individuals suffer from 

non-fatal firearm injuries each year?” None of the participants correctly answered the question. 

Comparatively, in the post-education survey, 100% answered correctly (Figure 10). When asked, 

“Which states have laws in place prohibiting health care providers from discussing firearm safety 

with patients?” Half (50%) of the participants answered correctly. By comparison, in the post-

education survey, 100% answered correctly (Figure 11).  

 

FIGURE 10. Multiple-choice question responses – pre-education question #9/post-education 

question #4. 
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FIGURE 11. Multiple-choice question responses – pre-education question #10/post-education 

question #5. 

In the pre-education survey, when asked, “What phrase should you suggest families use 

when asking about firearms in homes where kids play?” 25% answered incorrectly. 

Comparatively, in the post-education survey 100% answered correctly, “Are there any unlocked 

firearms in your house?” (Figure 12). Lastly, in the pre-education survey, when asked the 

question, “When asking a patient about firearms as a part of lethal means counseling, what 

should you emphasize?” 50% answered incorrectly. By comparison, in the post-education 

survey, 100% answered correctly (Figure 13). An additional question in the post-education 

survey asked participants, “Would you like to receive educational activities like this in the 

future?” with ‘Yes,’ or ‘No,’ as selected answers. All (100%) participants selected ‘Yes.’ 
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FIGURE 12. Multiple-choice question responses – pre-education question #11/post-education 

question #6. 

 

FIGURE 13. Multiple-choice question responses – pre-education question #12/post-education 

question #7. 
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DISCUSSION 

Summary and Interpretation 

The purpose of this DNP project was to evaluate and improve selected SAZAPN 

members’ knowledge and practices in screening pediatric patients for firearm access during well 

visits and implementing safety counseling. To further explore this purpose, three aims were 

created to evaluate knowledge, attitude and beliefs, and self-efficacy regarding firearm screening 

and safety counseling. 

The first aim of this project was to establish provider baseline knowledge, attitudes and 

beliefs, and self-efficacy in the form of a pre-education survey. The second aim was to educate 

the providers utilizing an educational module that was created by the AMA. Lastly, the third aim 

was to evaluate if there was a change to the knowledge, attitudes and beliefs, and self-efficacy of 

the providers after completing the educational module in the post-education survey. Based on the 

results, there is an indication that the providers who participated in the educational module 

showed an improvement in knowledge, attitudes and beliefs, and self-efficacy with firearm 

screening and education. 

Under knowledge regarding firearms, of the five questions, four showed positive changes 

in knowledge. Only one question displayed a slight change from ‘strongly agree’ to ‘agree.’ 

Overall, there was a shift from selecting ‘disagree’ and ‘neutral’ to ‘agree’ and ‘strongly agree’ 

in four out of the five Likert scale questions. Initially, in the pre-education survey, participants 

were split on whether firearm injury risk is different in some cities and neighborhoods, 

counseling to prevent firearm injury can reduce the risk of injury to children and adolescents, and 

that firearms do not pose a very significant threat to children compared to other health risks. 
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Results of the post-education survey demonstrated positive changes after the education when 

participants who originally selected ‘disagree’ and ‘neutral’ to these questions changed their 

responses to ‘agree’ or ‘strongly agree.’ 

Under attitude and beliefs regarding firearms, of the five questions, three out of the five 

questions demonstrated slight positive changes, while two questions demonstrating no changes at 

all. As a consensus, all agreed that there is time in a pediatric visit to talk about firearm injury 

risk and prevention with parents/caregivers and that providers should routinely ask children and 

adolescence about their experience with firearms and provide appropriate counseling. In 

addition, all of the participants agreed that providers should routinely ask parents/caregivers 

about firearms in the home and counsel them about the risk associated with firearms in the home. 

When participants were asked if they thought that they may offend the parent/caregiver if 

they asked about guns in the home, there were no changes in the selections between the pre- and 

post-education surveys, as only one participant agreed while the rest disagreed. Again, when 

asking participants if they thought that asking parents/caregivers about guns in the home is an 

invasion of privacy, there were no changes between the pre- and post-education surveys as only 

one participant agreed while the rest disagreed. Based on the responses between the pre- and 

post-education surveys, all agreed that providers should be routinely screening for firearms and 

implementing safety education to children, adolescents, parents and caregivers. Very minimal to 

no changes were detected in these Likert scale questions also demonstrating that participants 

viewpoints were quite established regarding these questions. 

Under self-efficacy regarding firearms screening and counseling, all four questions 

resulted in positive changes post-education. In the pre-education survey, half of the participants 
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disagreed that they have had adequate training to counsel parents and youth in firearm injury 

prevention and that they have immediate access to information that can help families prevent 

firearm injury. Post-education, all participants changed their response to ‘agree’ with exception 

of one ‘neutral’ response. There were two questions where 50% of the participants selected 

‘neutral’ when asked if there were strategies that they can use to help prevent firearm injury to 

children and adolescents and that they felt ready to counsel parents and children and adolescents 

in firearm injury prevention. In the post-education surveys, all participants changed their 

response to ‘agree’ reflecting that they were more confident in screening after the educational 

module. Based on the responses, overall, post-education demonstrated positive changes in these 

Likert scale answers. 

Participants were asked four multiple-choice questions regarding firearm statistics, laws, 

and scenario questions about implementing counseling. When analyzing the differences between 

the pre- and post-education surveys, there were positive changes seen in all the four questions. 

For every question in the pre-education survey, there was at least one participant that answered 

the question incorrectly. In the post-education survey, all of the participants selected the correct 

response demonstrating increase in knowledge post education. 

Based on survey results, there is a consensus that providers should be screening for 

firearms and provide safety counseling during pediatric visits. Positive increases in this project 

were seen in the multiple-choice questions and the Likert scale questions regarding knowledge of 

firearms, importance of screening and confidence in starting to screen. In addition, the 

Transtheoretical Model of Behavioral Change (TTM) addressed the needs of this specific group 

of APRNs through the surveys. Based on the results, APRNs had lacked education and 
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understanding the benefits of screening for firearms and implementing safety education. Time 

constraints was not an issue as all agreed that there is time during a routine pediatric well visit to 

screen for firearms. Overall, educating the APRN participants on firearm screening and safety 

improved knowledge and confidence in screening. In discussing this project’s results, the TTM 

and synthesis of evidence does support that educating providers improves knowledge and 

confidence thus potentially improving firearm screening habits during pediatric well visits.  

Implications of Project 

The three aims of this project encompassed establishing baseline knowledge, attitudes 

and beliefs, and self-efficacy, educating the APRNs utilizing an educational module, and 

evaluating if there was a change to knowledge, attitudes and beliefs, and self-efficacy after 

completion of the education module. The implications of this project demonstrated an increase in 

knowledge and self-efficacy post-educational module. These results mirrors what current 

literature discusses, that most APRNs believe that firearm safety promotion is a health system 

priority. As the surveys demonstrated, the increase in confidence seen in this project may suggest 

that additional training or education results in increased confidence, thus, may increase the 

likelihood to screen for firearms during pediatric well visits. This pilot study may inform other 

systems to encourage and enhance firearm safety education with APRNs.  

DNP Essentials in this Project 

The DNP Essentials functions as a base for advanced nursing scholarship and clinical 

practice while providing benchmark expectations for the nurse practitioner student. The student 

conducting of this DNP project utilized two DNP Essentials to support the evaluation of firearm 

screening and safety counseling education. DNP Essential VII: Clinical Prevention and 
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Population Health for Improving the Nation’s Health, is a foundation for disease prevention and 

health promotion (American Association of Colleges of Nursing [AACN], 2006). According to 

the AACN, it is the expectation of the nurse practitioner student to engage in analyzing data 

related to individual and population health, create interventions that bring cultural awareness, 

managing health, and analyze, evaluate, and develop health delivery models to populations 

(AACN, 2006). This DNP project integrated these expectations by researching and focusing on 

promoting safety within a specific vulnerable population, preventing firearm injury, and 

educating NPs, specifically within a geographical area. The DNP Essential III: Organizational 

and Systems Leadership for Quality Improvement and Systems Thinking, assisted the student to 

create strategies for managing the ethical dynamics inherent in research and patient care (AACN, 

2006). In this project, ethical considerations were developed regarding interactions educating, 

implementing firearm screening, and safety counseling. DNP Essential III served as a foundation 

to develop the ethical principles of respect for person, beneficence, justice.  

Limitations of Project 

One limitation was the loss of participants in pre- and post-education survey. This 

ultimately led to a very small final participation size with only four out of approximately 388 

eligible participants who fully participated in this project. Another limitation was time 

constraints, as participants only had two weeks to complete the pre-education survey, the 

educational module, and post-education. The author would have liked to add an additional 

question in the post-education survey assessing the participants likelihood of screening for 

firearms during pediatric well visits after completion of the educational module. Lastly, there 
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were no PNPs that participated in the project study, missing viewpoints of potential participants 

that specialize in the pediatric population.  

Conclusion 

Health care providers in the primary care setting are at the front lines in counseling 

pediatric patients and their parents on health risk behaviors and injury prevention (Forjuoh, 

2017). Understanding facilitators as well as barriers in promoting firearm safety counseling in 

the pediatric setting will help with addressing non-compliance and inconsistencies. This project 

introduced a conversation about firearm injuries and risk prevention within the pediatric 

population. Based on the results of the project study, educating APRNs increased knowledge and 

confidence when screening for firearms and implementing safety education demonstrating how 

imperative it is that we educate current and future APRNs on this topic. It is the hope of the 

investigator that this project will help propel future studies to provide training materials that are 

inclusive as well as expand on the topic that is notoriously underfunded and not discussed. In 

addition, the author hopes this project can encourage providers in Arizona to screen for firearms 

and counsel parents and patients in their practice. 
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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 

Azrael, D., Cohen, J., 

Salhi, C., & Miller, M. 

(2018). Firearm 

storage in gun-owning 

households with 

children: Results of a 

2015 National Survey. 

Journal of Urban 

Health Bulletin of the 

New York Academy of 

Medicine, 95(3), 295-

304. 

doi:10.1007/s11524-

018-0261-7 

 

To assess self-reported 

gun storage practices 

among gun owners 

with children in US 

households 

None listed Nationally 

representative web-

based survey (The 

National Firearms 

Survey) 

 Invited panel 

members (n=7318) 

received survey 

 Began survey 

(n=4164) 

 Completed survey 

(n=3949) 

 Gun-ownership 

status 

Data Collection 

 National probability-

based online survey 

sample of US adults 

conducted by the 

firm Growth for 

Knowledge (GfK), 

an online survey 

system. 

 All survey members 

except US Armed 

Forces were eligible 

to participate 

 To ensure adequate 

sample, gun owners 

and US Veterans 

were oversampled 

 

Data Analysis 

 A total of 3,949 

completed survey, 

excluding 48 active-

duty military 

personnel who began 

the survey but were 

ineligible to 

complete it 

 55% response rate 

 STROBE guidelines 

used for reporting 

 StataCorp used for 

analyses 

 One in three US 

households contains 

at least one gun 

 Households with 

children: 2 in 10 

stores at least one 

gun loaded and 

unlocked, 3 in 10 

store all guns 

unloaded and 

locked, half store 

no guns loaded and 

unlocked 

 Female gun owners 

in homes with 

children, more 

likely than male 

gun owners with 

children to store at 

least one gun 

unlocked and 

loaded. 

 Households which 

any gun owned for 

protection are 7x 

more likely to 

contain a loaded 

and unlocked gun 

 Report estimates 

7% of US children 

(4.6 million) live in 

homes in which at 

least one firearm is 

stored loaded and 

unlocked.  
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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 

 Findings 

demonstrated the 

need for educating 

gun owning parents 

to safely store their 

firearms 

Barkin, S. L., Finch, 

S. A., Ip, E. H., 

Scheindlin, B., Craig, 

J. A., Steffes, J., ... 

Wasserman, R. C. 

(2008). Is office-based 

counseling about 

media use, timeouts, 

and firearm storage 

effective? Results 

from a cluster-

randomized, 

controlled trial. 

Pediatrics, 122(1), 

e15-25. 

doi:10.1542/peds.2007

-2611 

To evaluate if office-

based counseling 

supported with 

provision of free cable 

gunlocks increases 

safe firearm storage 

among gun-owning 

families 

Social cognitive 

theory 

Two-arm, parallel 

group, randomized 

controlled trial 

 Pediatric clinics in 

41 US states 

 Families (90% 

mothers) of 

children aged 2-11 

years attending 

well-child pediatric 

clinic visits. 

 Intervention group 

(n=68 practices) 

 Control group 

(n=69 practices) 

Data Collection 

 Intervention group: 

Physician-delivered, 

office-based violence 

prevention 

intervention using 

motivational 

interviewing with a 

component on safe 

firearm storage and 

provision of free 

cable gunlocks 

 Control group: Usual 

care regarding 

injury/violence 

prevention + literacy 

promotion handout 

 

Data Analysis 

 Follow-up was at 

one and 6 months. 

 Greater than 80% of 

eligible families 

participated across 

all sites 

 Office-based 

counseling 

supported with 

provision of free 

cable gunlocks 

significantly 

increased safe 

firearm storage 

among gun-owning 

families 

Beidas, R. S., Jager-

Hyman, S., Becker-

Haimes, E. M., Wolk, 

To evaluate the 

perception of 

clinicians regarding 

Consolidated 

framework for 

implementation 

Two parallel online 

surveys utilizing 

Likert scales for PCPs 

Two large U.S health 

systems 

Invitation: 

Data Collection 

Primary Data: 

 2 parallel surveys for 

 The acceptability of 

screening for 

firearms and safe 
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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 

C. B., Ahmedani, B. 

K., Zeber, J. E., ... 

Marcus, S. C. (2018). 

Acceptability and use 

of evidence-based 

practices for firearm 

storage in pediatric 

primary care. Acad 

Pediatr. 

doi:10.1016/j.acap.201

8.11.007 

the implementation of 

‘Safety Check,’ an 

evidenced-based 

firearm safety 

screening as a suicide 

prevention strategy in 

pediatric primary care 

research and leaders was 

conducted in two large 

US health systems 

 PCPs (n=204) 

 Leaders (n=57) 

 83 clinics 

Responded: 

 PCPs (n=103) 

 Leaders (n=40) 

 71 clinics 

PCPs and leaders to 

query acceptability 

and use of Safety 

Check 

 With regard to both 

the general 

population and with 

youth at high risk for 

suicide 

 Responses using 6-

point and 4-point 

Likert scale 

 PCPs reported about 

their own use of 

Safety Check 

 Leaders reported on 

their perceptions of 

PCP behavior and 

percentage of 

physicians who used 

Safety Check. 

 

Secondary Data 

 Identify factors 

associated with 

acceptability and use 

 PCP demographics 

(age, gender, race, 

ethnicity and 

specialty) 

 Patient 

demographics (Age, 

gender, race, 

ethnicity, and Patient 

Health 

storage counseling 

was high 

 Both components 

were used 

commonly but not 

routinely 

 The acceptability of 

providing firearm 

locks was neutral, 

use was rarely 

endorsed 
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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 

Questionnaire-9 

scores 

 

Data Analysis 

 SPSS Statistics 24 

 Initial analysis, 

characteristics of 

PCPs and leaders 

using t-tests and chi-

square tests 

 Linear and logistic 

regression analysis 

examined each 

individual predictor 

of PCP acceptability 

Benjamin Wolk, C., 

Van Pelt, A. E., Jager-

Hyman, S., Ahmedani, 

B. K., Zeber, J. E., 

Fein, J. A., ... Beidas, 

R. S. (2018). 

Stakeholder 

perspectives on 

implementing a 

firearm safety 

intervention in 

pediatric primary care 

as a universal suicide 

prevention strategy: A 

qualitative study. 

JAMA Netw Open, 

1(7), e185309. 

doi:10.1001/jamanetw

orkopen.2018.5309 

 

To evaluate 

stakeholder 

perspectives on 

firearm safety 

counseling. What are 

the needs of 

stakeholders who 

would be affected by 

implementing an 

evidence-based 

approach to firearm 

safety promotion in 

pediatric primary care 

as a universal suicide 

prevention strategy? 

Consolidated 

framework for 

implementation 

research 

Qualitative study 9 Stakeholder groups: 

 Parents of youth 

ages 12-24 years 

(n=7) 

 Physicians (n=70) 

 Nurse Practitioners 

(n=7) 

 Pediatric primary 

care practice 

leaders (n=7) 

 Behavioral health 

leaders (n=6) 

 QI leaders (n=7) 

 System leaders 

(n=6) 

 Third-party payers 

(n=4) 

 Members of 

national 

Data Collection 

 Participants recruited 

via telephone and 

email from a large 

Midwestern health 

system and a large 

Southern health 

system and 

nationally 

 Purposive sampling 

was conducted to 

recruit 4 to 7 

individuals from 

each stakeholder 

group 

 Stratified sampling 

was conducted for 

physicians and 

leaders of pediatric 

primary care 

 Stakeholders 

indicated that 

firearm safety 

promotion is a 

health system 

priority 

 Most reported 

favorable 

perceptions of 

Firearm Safety 

Check approach for 

suicide prevention 

 Importance of 

leveraging existing 

structures and 

brevity 

 Distribution of 

firearm locks were 

endorsed as the 

most complicated 
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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 

credentialing 

bodies (n=7) 

Total (n=58) 

Mean age: 48.38 

years 

Men (n=27) 

Women (n=31) 

practices 

 

Data Analysis 

 All interviews were 

transcribed and 

uploaded into the 

NVivo Qualitative 

Data Analysis 

Software 

 Iterative coding used 

for recurrent 

relationships, 

themes, and 

categories 

component to 

implement 

Boge, L. A., Dos 

Santos, C., 

Burkholder, J. D., 

Koschel, B. R., 

Cubeddu, L. X., & 

Farcy, D. A. (2019). 

Patients' perceptions 

of the role of 

physicians in 

questioning and 

educating in firearms 

safety: post-FOPA 

repeal era. South Med 

J, 112(1), 34-38. 

doi:10.14423/smj.000

0000000000915 

To assess whether 

patients are 

uncomfortable or feel 

discriminated against 

should physicians 

discuss firearms safety 

and whether they 

believed that 

physician counseling 

may change how 

patients store firearms 

None listed Cross-sectional survey  

 
 Sample of (n=200) 

consenting adult 

patients 

(convenience 

sample) 

Data Collection 

 Adult patients 

presenting to the 

emergency 

department of Mount 

Sinai Medical Center 

in Miami Beach, 

Florida 

 Survey consisted of 

22 questions about 

perceptions of 

physicians inquiring 

about firearms, 

demographics, 

firearm statistics and 

firearm knowledge 

 Firearms owners and 

nonowners were 

compared 

 

 

 90% (180/200) of 

surveyed subjects 

felt comfortable 

discussing firearms 

safety with a 

physician 

 76% (152/200) of 

patients believed 

that physicians 

should be educating 

their patients about 

firearms safety 

 71% (142) deemed 

that physician 

education will 

change how people 

store their firearms 
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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 

Data Analysis 

 Survey Monkey was 

utilized and loaded 

on an iPad 

 The Fisher exact test 

was used to test for 

statistical differences 

 Calculations 

conducted by 

hospital’s statistician 

Butkus, R. & 

Weissman, A. (2014). 

Internists' attitudes 

toward prevention of 

firearm injury. Ann 

Intern Med, 160(12), 

821-827. 

doi:10.7326/m13-1960 

 

To determine 

internists’ attitudes 

and practices about 

firearms and to assess 

whether opinions 

differ according to 

whether physicians are 

gun owners or not 

None stated Cross-sectional survey Participants: 

internists (n=573) 

American College of 

Physician (ACP) 

nonstudent members 

Data Collection 

 Developed by ACP 

staff from 2 

divisions, 

Government Affairs 

and Public Policy 

and the Research 

center 

 A similar survey 

conducted in 1996 

was used to guide 

the development of 

initial questions 

 

Questions designed to: 

 Gather physician 

input on their beliefs 

about contributors of 

firearm violence, 

their attitudes toward 

public policies on 

prevention, and 

overall experiences 

with firearms, 

education, training 

 The survey 

response rate was 

56.5%. 

 85% of respondents 

believed that 

firearm injury is a 

public health issue 

 66% believed that 

physicians should 

have the right to 

counsel patients on 

preventing deaths 

and injuries from 

firearms 

 58% reported never 

asking whether 

patients have guns 

in their homes 

 71% believed it is a 

bigger problem 

today than a decade 

ago 

 76% believe that 

stricter gun control 

legislation would 
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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 

and safety 

 

Data Analysis 

 Descriptive statistics, 

StatPac 

help reduce the 

risks for gun-

related injuries 

Carter, P. M., Cook, 

L. J., Macy, M. L., 

Zonfrillo, M. R., 

Stanley, R. M., 

Chamberlain, J. M., ... 

Pediatric Emergency 

Care Applied 

Research, N. (2017). 

Individual and 

neighborhood 

characteristics of 

children seeking 

emergency department 

care for firearm 

injuries within the 

PECARN network. 

Acad Emerg Med, 

24(7), 803-813. 

doi:10.1111/acem.132

00 

 

To describe 

characteristics of 

children seeking 

emergency care for 

firearm injuries and 

assess the influence of 

both individual and 

neighborhood factors 

in risk for firearm 

related injuries 

None listed A retrospective, 

multicenter cross-

sectional analysis 

 Children (<19 

years old) 

 16 pediatric 

Emergency Rooms 

(ERs) between 

2004-2008 

 Pediatric ER visits 

(n=1,758) for 

firearm related 

injuries 

 Assault (54.4%, 

n=904) 

 Unintentional 

injury (33.2%, 

n=584) 

 Adolescents 68.3% 

were (15-19 yo) 

 Male, 82.3% 

 African American, 

68.2% 

 Requiring 

admission, 48.1% 

 ER recidivism rate, 

22.4% returning 

within 12-months, 

<1% returning for 

another firearm 

injury 

 

Data Collection 

 16 hospitals 

participated from 

2004-2008 

 Unique pt identifier, 

longitudinal tracking 

of patients 

 ICD-9 codes to 

identify and 

categorize injuries 

 Neighborhood 

variables from home 

address data 

 Multivariable 

analysis examined 

the influence of 

individual and 

neighborhood factors 

compared to non-

firearm ER visits. 

 Injury recidivism 

assessed 

 

Data Analysis 

 Chained regressions, 

bivariate and 

multivariable 

analyses used 

 Descriptive statistics 

were calculated 

 Children <10yo, 

unintentional 

injuries 

predominate 

 Assault-type 

injuries more 

common with older 

adolescents 

 Male adolescents 

living in 

neighborhoods at a 

high level of 

disadvantage were 

at elevated risk for 

firearm injury 

 Physician 

counseling and 

anticipatory 

guidance 

encouraged to 

prevent firearm 

related injuries in 

high risk pediatric 

populations 
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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 

 LinkSolv software 

used 

 56% of cases had 

complete data for all 

individual and 

neighborhood level 

variables.  

Damari, N. D., 

Ahluwalia, K. S., 

Viera, A. J., & 

Goldstein, A. O. 

(2018). Continuing 

medical education and 

firearm violence 

counseling. AMA J 

Ethics, 20(1), 56-68. 

doi:10.1001/journalofe

thics.2018.20.1.stas1-

1801  

 

To evaluate the 

physician’s attitudes, 

beliefs, and behaviors 

about firearm safety, 

including patient 

counseling and self-

reported CME on 

firearm safety 

education 

None listed Survey questions 

addressed physician 

attitudes, beliefs, and 

behaviors about 

firearm safety, patient 

counseling and CME 

participation on 

firearm safety 

education 

 Survey was mailed 

to (n=600) 

physicians 

registered to the 

board and in active 

practice 

 Family physicians, 

psychiatrists and 

internists (n=200) 

 Fully participated 

and completed 

(n=223) 

 

Data Collection 

 North Carolina 

Medical Board 

 Survey mailed: 

Assessed by 4 

categories of 

response: Attitudes 

and beliefs-(strongly 

agree, agree, 

disagree, and 

strongly disagree) 

 Physicians behaviors 

were assessed by 5 

categories (never, 

rarely, sometimes, 

often and very often) 

 Demographic 

information (age, 

sex, specialty, years 

in practice, gun 

ownership, political 

affiliation, and 

experience shooting 

gun) 

 

Data Analysis 

 The Pearson chi-

square test, 

 80% agreed or 

strongly agreed that 

gun violence was a 

major public health 

issue that should be 

a part of medical 

training 

 65% reported 

knowing how to 

counsel patients 

about firearms or 

firearm safety often 

or very often 

 52% of physicians 

reported asking 

depressed patients 

if they had a 

firearm in their 

home 

 12% reported 

having attended any 

CME seminars or 

lectures on gun 

violence in the last 

5 years 

 Psychiatrists were 

most likely to 

report knowledge 
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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 

examined 

relationships 

between variables 

and responses of the 

attitude and behavior 

questions 

 Logistic regression 

used to estimate odds 

of associations 

between CME and 

aspects of gun safety 

counseling 

 

on how to counsel 

about gun safety 

compared to family 

physicians and 

internists (78.6% vs 

66.7% vs. 45%) 

 Those who reported 

attending CME on 

gun safety were 

more likely to say 

they knew how to 

counsel about gun 

safety, borderline 

significance 

p=0.006 

Dingeldein, L., 

Sheehan, K., 

Krcmarik, M., & 

Dowd, M. D. (2012). 

Evaluation of a 

firearm injury 

prevention web-based 

curriculum. Teach 

Learn Med, 24(4), 

327-333. 

doi:10.1080/10401334

.2012.715254 

 

To evaluate a web-

based curriculum-

teaching resident how 

to provide injury 

prevention, 

anticipatory guidance, 

emphasizing firearm 

injury prevention. Will 

this change attitudes 

and increase 

confidence in 

providing firearm 

safety counseling 

Social-cognitive 

theory 

Prospective, 

nonequivalent control 

group pilot study 

Participants: (n=92) 

residents from an 

urban, tertiary care-

based pediatric 

residency program at 

two continuity clinic 

locations 

Data Collection 

 One clinic location 

served as 

intervention group. 

 The second served as 

nonintervention 

group 

 Residents at both 

clinics completed a 

pretest questionnaire 

 Intervention group 

completed the web-

based curriculum 

 Nonintervention did 

not complete 

curriculum 

 Intervention group 

asked to complete 

immediate post 

testing and take 

 Participants 

completing the 

curriculum showed 

significant 

improvement for all 

self-efficacy 

questions 

 Participants 

reported changes in 

attitudes and in 

confidence in their 

ability to provide 

firearm injury 

prevention 

counseling after 

completion of a 

web-based 

curriculum 
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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 

satisfaction survey 

 Both 

intervention/noninter

vention group 

completed follow-up 

post testing 6 months 

after introduction to 

curriculum 

 

Data Analysis 

 Descriptive statistics, 

using SPSS 12.0 

 Means and standard 

deviations were 

calculated for pre-, 

post-, and 6-month 

post testing 

 5-point Likert scales 

 Paired and 

independent t-tests 

Kovacs, M. & 

Schlinkert, D. (2020). 

Firearm deaths in 

Arizona, 2015-2017. 

ASU Morrison 

Institute for Public 

Policy. Retrieved from 

https://cvpcs.asu.edu/s

ites/default/files/conte

nt/pages/firearm_deat

hs_in_arizona_under_

embargo_until_11_a.

m._jan._29_2020.pdf 

 

To explore 

epidemiology of 

firearm mortality in 

the state of Arizona  

None listed Mixed methods, 

unanimous database, 

quantitative data  

 n=3,188 deaths 

total 

 2015: n=961 deaths 

 2016: n=1,095 

deaths 

 2017: 1,132 deaths 

Data Collection 

 From January 1, 

2015 through 

December 31, 2017 

 Data collected from 

four principal 

resources: Death 

certificates, medical 

examiner reports, 

law enforcement 

reports, and crime 

laboratory records.  

 

Data Analysis 

 Quantitative: 

 From 2015-2017, 

n=3,188 gun deaths 

 Suicides comprised 

71% of all firearm 

deaths from 2015-

2017 and 23% were 

homicides 

 92% of Arizona’s 

firearm death 

incidents had a 

single victim 

 Homicide deaths by 

firearm occurred 

most frequently in 

ages 25-44, 
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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 

Original data sources 

are de-identified, 

abstracted and 

aggregated into a 

CDC-managed 

database. 

 Begins with death 

certificate from the 

AZ department of 

health services and 

its bureau of vital 

records 

 Death defined by 

ICD-10 codes 

 Organized by topic, 

including manner of 

death, demographics, 

location of death, 

firearm type and 

firing action 

category. 

 

followed by ages 

15-24 and ages 45-

64 

 Suicide deaths with 

a firearm increased 

by each age 

category until age 

65 

 Male firearm 

deaths, 76% were 

suicides, females 

70% were suicides 

 White people 

accounted for the 

most gun deaths 

(86%), followed by 

black people (7%), 

and American 

Indians (3%) 

 White people were 

statistically 

significantly 

overrepresented 

among suicide 

victims, 93%. 

 Black people and 

American Indians 

were statistically 

significantly 

overrepresented 

among homicide 

victims. 

 Hispanics were 

overrepresented 

among homicide 
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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 

victims in Arizona 

(38%).  

Monuteaux, M. C., 

Azrael, D., & Miller, 

M. (2019). 

Association of 

Increased Safe 

Household Firearm 

Storage with Firearm 

Suicide and 

Unintentional Death 

Among US Youths. 

JAMA Pediatr, 173(7), 

657-662. 

doi:10.1001/jamapedia

trics.2019.1078 

To estimate the 

reduction in youth 

firearm suicide and 

unintentional firearm 

mortality that would 

result if gun owning 

households with youth 

locked and stored their 

firearms 

None listed Monte Carlo 

simulation of youth 

firearm suicide and 

unintentional firearm 

mortality in 2015 

National Firearms 

Survey in 2015 

(n=3949) 

  

Naureckas Li, C., 

Sacks, C. A., 

McGregor, K. A., 

Masiakos, P. T., & 

Flaherty, M. R. 

(2019). Screening for 

access to firearms by 

pediatric trainees in 

high-risk patients. 

Acad Pediatr. 

doi:10.1016/j.acap.201

9.03.002 

 

To investigate how 

often pediatric 

residents screen for 

access to firearms or 

counsel about risk-

reduction in patients 

with suicidal or 

homicidal ideation 

None stated Retrospective chart 

review 
 Total patient visits 

evaluated (n=139) 

 Documented 

assessment by a 

pediatrics resident, 

included in 

analysis (n=98) 

 Mean age= 14.3 

years 

 Female 

patients=73.5% 

 Male patients= 

26.5% 

 Documented 

suicidal= 84% of 

patients 

 Homicidal=5% 

 Both=4% 

Data Collection 

 Between January 1, 

2016 and December 

31, 2016 

Of the 98 patients: 

 5 patients had 

documentation by 

resident of firearm 

access screening 

 73 (74.5%) had 

documentation of 

screening for 

access by the 

psychiatry team 

 25 (25.5%), no 

documentation of 

access to firearms 

was present by 

 Results 

demonstrated that 

pediatric residents 

do not effectively 

screen high-risk 

patients for access 

to firearms in 

outpatient settings 
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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 

 Other=7% any provided 

 5 (5.1%) were 

discharged home 

with documented 

screening 

 One (1.0%) had 

documentation of 

counseling 

regarding firearms 

risk reduction 

 

Data Analysis 

 Descriptive statistics 

 Categorical variables 

were reported as % 

with 95% confidence 

intervals 

 Chi-square or fisher 

exact tests 

Roszko, P. J., Ameli, 

J., Carter, P. M., 

Cunningham, R. M., 

& Ranney, M. L. 

(2016). Clinician 

Attitudes, Screening 

Practices, and 

Interventions to 

Reduce Firearm-

Related Injury. 

Epidemiol Rev, 38(1), 

87-110. 

doi:10.1093/epirev/mx

v005 

 

Evaluate the 

effectiveness of 

health-care-based 

firearm screening, 

counseling or 

interventions for 

patients at risk for 

firearm injury. In 

addition, it examines 

clinicians’ and 

patients’ attitudes 

toward preventative 

measures to increase 

firearm safety and 

reduce all types of 

firearm-related injury 

None stated Systematic Review of 

qualitative studies 

Studies included in 

final qualitative 

synthesis (n=72) 

Data Collection 

 Two investigators 

 Records identified 

through database 

search (n=7,123) 

 Records after 

duplicates removed 

(n=3,260) 

 Full-text articles 

assessed for 

eligibility (n=99) 

 Studies included in 

final qualitative 

synthesis (n=72) 

 

 

 Demonstrated that 

screening rates, 

even among high-

risk populations, 

are currently low, 

due to low provider 

self-efficacy and 

lack of training 

across all 

disciplines 

 Some higher 

quality studies 

demonstrated 

interventions might 

be effective at 

improving rates 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 

Data Analysis 

Study topic areas: 

1) clinician practice 

patterns and 

attitudes; 

2) patient-level 

firearm safety 

interventions; or 

3) patient attitudes 

regarding firearm 

screening and/or 

interventions 

safe firearm storage 

in homes with 

children 

 Some studies 

suggest there may 

be a benefit in 

interventions for 

suicidal patients 

Rowhani-Rahbar, A., 

Simonetti, J. A., & 

Rivara, F. P. (2016). 

Effectiveness of 

interventions to 

promote safe firearm 

storage. Epidemiol 

Rev, 38(1), 111-124. 

doi:10.1093/epirev/mx

v006 

 

To evaluate the 

supporting evidence 

that exists for the 

association between 

safe firearm storage 

and lower risk of 

firearm injury 

None stated Systematic review of 

randomized or quasi-

experimental 

controlled designed 

Studies included in 

the synthesis (n=7) 
Data Collection: 

 Studies published in 

2000-2012 

 Randomized 

controlled trials 

 Quasi-experimental 

controlled 

 Records identified 

through database 

searching (n=5,477) 

 Records after 

duplicates removed 

(n=4,111) 

 Records screened 

(n=160) 

 Excluded (n=142) 

 Full-text articles 

accessed for 

eligibility (n=18), 

excluded (n=11) 

 Studies included in 

synthesis (n=7) 

 

1) Counseling with 

safe storage device 

provision group: 

 Office-based safe 

gun storage 

counseling 

supported with 

written 

information and 

a free gunlock 

resulted in 

significant 

improvements in 

safe gun storage 

behaviors in both 

studies 

2) Counseling without 

safe storage device 

provision group: 

 Three out of 4 

studies 

concluded that 

single counseling 
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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 

Data Analysis 

-3-level cross-

classification scheme 

-Classified into 2 

categories: 1) RCT 

design, 2) Quasi-

experimental controlled 

design 

-Then separated into 3 

categories: 1) 

Counseling and safe 

firearm storage, 2) 

Counseling without 

safe firearm storage, 

and 3) Safe firearm 

storage without 

counseling 

session during 

well-child visits 

combined with 

economic 

incentives to 

purchase safe 

storage devices 

did not lead to 

changes in 

household gun 

ownership or 

storage patterns. 

 One study in this 

group did office-

based verbal 

counseling with 

or without 

written materials, 

made a positive 

impact on safe 

firearm storage 

habits 

3) Safe storage device 

provision without 

counseling: 

 Installation of 

free long gun 

cabinets 

supported with 

safe gun storage 

messages 

improved the 

safe storage of 

guns and 

ammunition 

among rural 
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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 

Alaskan 

households 

Runyan, C. W., 

Becker, A., 

Brandspigel, S., 

Barber, C., Trudeau, 

A., & Novins, D. 

(2016). Lethal means 

counseling for parents 

of youth seeking 

emergency care for 

suicidality. West J 

Emerg Med, 17(1), 8-

14. 

doi:10.5811/westjem.2

015.11.28590 

 

To evaluate the 

implementation of 

Counseling on Access 

to Lethal Means 

(CALM) model, a 

lethal means 

counseling method in 

a psychiatric pediatric 

emergency department 

None listed A quality 

improvement project 

training psychiatric 

emergency clinician to 

provide lethal means 

counseling with 

parents of patients 

under age 18 receiving 

care for suicidality and 

discharged home from 

a large children’s 

hospital  

 

 Psychiatric 

emergency 

clinicians (n=16) 

 Counseled (n=209) 

of the 236 parents 

of eligible patients 

 Follow-up 

interviews with 

parents (n=114) 

 

Data Collection 

 Children’s Hospital 

Colorado 

 Five-month project 

period from March 

1, 2014 to July 31, 

2014 

 Eligible patients age 

12-17 

 Extracted 

information from 

patient’s medical 

records and planned 

follow-up calls with 

adults within two to 

three weeks post-

discharge 

 

Data Analysis 

 Compiled in 

Microsoft Excel 

 Conducted 

descriptive analyses 

of the rates of 

counseling among 

eligible families 

 Chi-square or 

Fisher’s exact test to 

assess differences 

between families 

counseled vs not 

counseled, 

interviewed vs not 

 89% received 

counseling 

intervention 

 Gun storage 

discussed with 50 

of 52 (96%) of 

families who 

reported owning 

guns in the home 

(24% of counseled 

families) 

 79% accepted a free 

lock box and 86% 

were given 

brochures 

 55% of parents 

were able to be 

contacted for 

follow up 

 33 of 33 reporting 

guns at home 

indicated all guns 

were locked at 

follow-up 
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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 

interviewed 

Sigel, E. & Mattson, 

S. A. (2019). 270. 

Utilizing the 

electronic medical 

record to increase 

health care provider’s 

delivery of firearm 

safety counseling. 

Journal of Adolescent 

Health, 64(2, 

Supplement), S138. 

doi:https://doi.org/10.

1016/j.jadohealth.201

8.10.287 

 

To determine whether 

utilizing the EMR to 

inform HCPs of the 

presence of firearms in 

the home increase 

HCP recognition of 

the presence of 

firearms, as well as 

increasing the delivery 

of a firearm safe 

storage message to 

parents 

None listed Randomized control 

trial 

 

 Sample of 

(n=1336) 

youth/parent dyads 

were screened 

 Presence of 

firearms 10.4% 

(n=139) 

 Agreed to 

participate and 

enrolled 54.5% 

(n=74) 

 30% were assigned 

the control group, 

41% to MRC, and 

29% to MRC+SSD 

 

Data Collection 

 Youth scheduled for 

a routine physical or 

a mental health visit, 

were prescreened for 

the presence of 

household firearms.  

 Randomized into 

three groups:  

1) Control (HCP 

not notified 

electronically of 

firearm presence  

2) Means restriction 

counseling 

(MCR) only 

3) MRC + 

distribution of 

safe storage 

devices (SSD) 

 Chart review 

conducted to check if 

counseling was 

delivered 

 

Data Analysis 

 Survey Monkey was 

utilized and loaded 

on an iPad 

 The Fisher exact test 

was used to test for 

statistical differences 

 Calculations 

conducted by 

 Control group: 

HCPs delivered 

counseling to 15% 

of families 

 HCP documented 

existence of 

firearms in the 

home in 50% of the 

control group vs 

58.7% in combined 

intervention groups 

 One-week follow 

up: 33% control 

group recalled safe 

storage message 

while 62% of MRC 

parents and 40% of 

MRC + SSD 

recalled message. 

 90% of parents with 

mental health 

diagnosis reported 

hearing a safe 

storage discussion 

 Results showed 

embedding 

screening in EMR 

greatly enhances 

the delivery of a 

firearm safe storage 

by HCP 

doi:https://doi.org/10.1016/j.jadohealth.2018.10.287
doi:https://doi.org/10.1016/j.jadohealth.2018.10.287
doi:https://doi.org/10.1016/j.jadohealth.2018.10.287
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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 

hospital’s statistician  

Simonetti, J. A., 

Rowhani-Rahbar, A., 

King, C., Bennett, E., 

& Rivara, F. P. 

(2018). Evaluation of 

a community-based 

safe firearm and 

ammunition storage 

intervention. Inj Prev, 

24(3), 218-223. 

doi:10.1136/injurypre

v-2016-042292 

 

To evaluate a 

community-based 

firearm safety 

intervention and 

assess participants’ 

preferences for 

firearm locking 

devices and comfort 

level with firearm 

safety counselors  

None listed Before-after 

evaluation. Baseline 

event and follow-up 

surveys 

 Total participants 

(n=415) 

 Consented to 

follow-up (n=313) 

 Completed Study 

participants 

(n=206) 

 Ages 18-25 (n=15) 

 Ages 26-45 

(n=114) 

 Ages 46-65 (n=56) 

 Ages 66 or older 

(n=15) 

Gender:  

 Male (n=125) 

 Female (n=81) 

Household members: 

 Child <11yrs 

(n=77) 

 Child or adolescent 

11-17yrs (n=43) 

 Both 

child/adolescent 

(n=110) 

 

Data Collection 

 Sponsored by Seattle 

Children’s Hospital, 

clinical and 

community partners. 

 Held at community 

sporting goods’ 

stores that included 

firearm retail 

 

Data Analysis 

 Categorized baseline 

and follow-up by 

their firearm storage 

practices: firearms 

stored locked (all, 

some, none), 

firearms stored 

unloaded (all, some, 

none), ammunition 

stored locked (all, 

some, none) 

 McNemar’s test for 

matched pairs to 

check for before and 

after statistical 

significance 

 Sensitivity analysis 

 92.7% reported the 

presence of a 

firearm in the 

household 

 9 out of 10 

preferred fire arm 

lock box rather than 

trigger lock 

 After the event, 

75% reported they 

were using the 

provided safety 

device to secure 

household firearm 

 At baseline 63.7% 

(n=63) locked all 

firearms, at follow-

up 77.5% (n=77) 

locked up firearms 

 Of those who didn’t 

lock their firearms 

at all, 18.7%, after 

the event, that 

number reduced to 

6.6% 

 65%-90% of 

participants 

reported being 

‘comfortable’ or 

‘very comfortable’ 

discussing firearm 

safety 
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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 

Spitzer, S. A., 

Staudenmayer, K. L., 

Tennakoon, L., Spain, 

D. A., & Weiser, T. G. 

(2017). Costs and 

financial burden of 

initial hospitalizations 

for firearm injuries in 

the United States, 

2006-2014. Am J 

Public Health, 107(5), 

770-774. 

doi:10.2105/ajph.2017

.303684 

 

To evaluate the 

inflation-adjusted 

costs associated with 

initial hospitalizations 

for firearm-related 

injuries in the United 

States 

None stated Retrospective study  Patients admitted 

for firearm-related 

injuries 

(n=267,265) 

 

Data Collection 

 Extracted from 2006 

through 2014 

 Patients with firearm 

injuries who were 

admitted 

 Primary outcome of 

interest was cost 

associated with 

admissions for 

firearm related 

injuries 

Hospital regions: 

 Northeast 

 Midwest 

 South 

 West 

 Urban vs Rural  

 Teaching Status 

 Hospital bed size 

 Hospital ownership 

(Government, 

private, nonfederal, 

private not-for-

profit) 

 

Data Analysis 

 Student t test for 

normally distributed 

continuous data 

 Used Chi-square and 

analysis of variance 

to compare 

categorical variables 

 P-Values <0.05 was 

 From 2006 through 

2014, the costs of 

initial 

hospitalizations for 

fire-arm related 

injuries totaled 

almost $7 billion 

 Averaged $730 

million per year 

 Patients with no 

form of insurance 

accounted for ¼ of 

these costs 

 The government 

was responsible for 

41% of the total 

costs of initial 

hospitalizations, 

$2.7 billion 

 Bulk of government 

costs were from 

Medicaid, 

accounted for 1/3 of 

total financial 

burden 

 Privately insured 

patients accounted 

for 20% of total 

costs 

 Results indicate 

firearm-related 

injuries place a 

particular burden 

on governmental 

payers and the poor 
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Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

significant 

 Stata SE was used 

for analysis 

Tseng, J., Nuno, M., 

Lewis, A. V., Srour, 

M., Margulies, D. R., 

& Alban, R. F. (2018). 

Firearm legislation, 

gun violence, and 

mortality in children 

and young adults: A 

retrospective cohort 

study of 27,566 

children in the USA. 

Int J Surg, 57, 30-34. 

doi:10.1016/j.ijsu.201

8.07.010 

To evaluate the effects 

of firearm legislation 

on gun violence with 

children in the United 

States 

None stated A retrospective cohort 

study 

Children analyzed 

(n=27,566) 

Ages: 

 Adolescents 15-

19 years (87.3%) 

Gender: 

 Male (89.7%) 

Race: 

 Black (53.7%) 

Data Collection 

 The Kids’ Inpatient 

Database (KID) was 

utilized from 2000, 

2003, 20006, and 

2009 

 Identified minors up 

to the age of 19 who 

were discharged 

from the hospital 

with a firearm 

related injury as per 

ICD-9-CM) 

 Utilized the Brady 

Campaign to Prevent 

Gun Violence and 

the Law Center to 

Prevent Gun 

Violence to rate 

states that had the 

strictest versus 

lenient gun laws 

Four age groups:  

 0-4 

 5-9 

 10-14 

 15-19 

Sex: 

 male vs female 

Race: 

 white 

 black 

 Firearm-related 

injuries types in 

hospitalized 

children are 

associated with age, 

race, and state level 

legislation 

 Accidents are most 

prevalent in young 

children, Whites, 

and states with 

lenient gun laws 

 Suicide attempts 

are more common 

in adolescents, 

Whites, and states 

with lenient gun 

laws 

 Suicide attempts 

were associated 

with the greatest 

odds of in-hospital 

mortality 
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Theoretical 

Framework 

Design Sample (N) Data Collection 

(Instruments/Tools) 

Findings 

 etc. 

 In-hospital 

mortality was 

reported for entire 

cohort 

Data Analysis 

 Standard descriptive 

statistics for all 

patients and Brady 

grade groups 

 Pearson’s chi-

squared used for 

Brady grade groups 

 Odds ratio, P-values 

used for mortality 

statistics 

Zatzick, D., Russo, J., 

Lord, S. P., Varley, C., 

Wang, J., Berliner, L., 

... Rivara, F. P. (2014). 

Collaborative care 

intervention targeting 

violence risk 

behaviors, substance 

use, and posttraumatic 

stress and depressive 

symptoms in injured 

adolescents: A 

randomized clinical 

trial. JAMA Pediatr, 

168(6), 532-539. 

doi:10.1001/jamapedia

trics.2013.4784 

 

To test the 

effectiveness of a 

stepped collaborative 

care intervention 

adolescents presenting 

to acute care medical 

settings after traumatic 

physical injury 

None stated Randomized clinical 

trial 

Participants: 

 (n=120) 

Adolescents aged 12 

to 18 years 

randomized into: 

 Intervention 

(n=59)  

 Control (n=61) 

groups 

Data Collection 

 Conducted at a 

single US level I 

trauma center 

 Adolescents assessed 

at baseline before 

randomization and 2, 

5, and 12 months 

after injury 

hospitalization 

Intervention group: 

 Received stepped 

collaborative care 

included 

motivational 

interviewing 

elements targeting 

risk behaviors, 

substance use, 

-Reduction risk of 

continuing to carry a 

weapon at 1 year of 

follow-up after a 

stepped collaborative 

care intervention. 
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Findings 

medication and 

cognitive behavioral 

therapy targeting 

PTSD and 

depressive symptoms 

 Control group 

received usual care 

Data Analysis 

 Computer generated 

randomization 

 Sensitivity analyses 

 Longitudinal 

outcome assessment 

 SAS, 9.2 for all 

analyses 
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APPENDIX B: 

PRE-EDUCATION AND DEMOGRAPHIC SURVEY 

 



 

 

 

 

76 

Pre-Education and Demographic Survey 

Please complete the following questions, all information will be kept confidential and no 

personal identifiers will be utilized.  

1. What is your gender? 

1. male  

2. female 

3. self-identify  

2. What is your age? Please select one. 

a) 20-30 

b) 31-40 

c) 41-50 

d) 51-60 

e) 61+ 

3. Years of experience as a provider? Please select one. 

a) 1-10 

b) 10-20 

c) 20+ 

4 State your specialty. 

_________________________________________________ 

5. Experience with firearms 

a. I am a current gun owner and have experience with firearms  

b. I am not a current gun owner, but I do have experience with firearms 

c. I am not a current gun owner and I do not have any experience with firearms 
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6. Please indicate one of the options below for each statement: 

 Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

Compared to other childhood health risks, 

firearms do not pose a very significant 

threat 

     

In some cities and in neighborhoods, the 

risk of firearm injury is greater than in 

other cities or neighborhoods 

     

Having a firearm in the home elevates the 

risk of adolescent suicide 
     

Firearm injuries can be prevented      

Counseling to prevent firearm injuries can 

reduce the risk of injury to children and 

adolescents 

     

7. Please indicate one of the options below for each statement: 

 Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

There is not enough time in a pediatric visit 

to talk about firearm injury risk and 

prevention with parents/caregivers 

     

I may offend the parent/caregiver if I ask 

about guns in the home 
     

Asking parents/caregivers about guns in 

the home is an invasion of privacy 
     

Providers should routinely ask children and 

adolescents about their experience with 

firearms and provide appropriate 

counseling 

     

Providers should routinely ask 

parents/caregivers about firearms in the 

home and counsel them about the risk 

associated with firearms in the home 
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8. Please indicate one of the options below for each statement: 

 Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

I have had adequate training to 

counsel parents and youth in firearm 

injury prevention 

     

There are strategies I can use to help 

prevent firearm injury to children and 

adolescents 

     

I feel ready to counsel parents and 

children and adolescents in firearm 

injury prevention 

     

I have immediate access to 

information that can help families 

prevent firearm injury 

     

9. According to the CDC, approximately how many individuals suffer from non-fatal firearm 

injuries each year? 

a. 5,000 

b. 38,000 

c. 80,000 

d. 100,000 

10. Which states have laws in place prohibiting health care providers from discussing firearm 

safety with patients?  

a. Florida 

b. Missouri 

c. Minnesota 

d. No states  
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11. What phrase should you suggest families use when asking about firearms in homes where 

kids play? 

a. “Are there any unlocked firearms in your house?” 

b. “Do you own any firearms?” 

c. “Do you support the second amendment?” 

d. “Does your child know where you store your firearms?” 

12. When asking a patient about firearms as a part of lethal means counseling, what should you 

emphasize? 

a. Forcibly taking away the firearm 

b. Creating a safer environment 

c. Society’s opinions on firearms and mental health 

d. Ensuring there are no unlocked firearms in the home 
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APPENDIX C: 

POST-EDUCATION QUESTIONNAIRE 
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Post-Education Questionnaire 

Please complete the following questions, all information will be kept confidential and no 

personal identifiers will be utilized.  

1. Please indicate one of the options below for each statement: 

 Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

Compared to other childhood health 

risks, firearms do not pose a very 

significant threat 

     

In some cities and in neighborhoods, 

the risk of firearm injury is greater than 

in other cities or neighborhoods 

     

Having a firearm in the home elevates 

the risk of adolescent suicide 
     

Firearm injuries can be prevented      

Counseling to prevent firearm injuries 

can reduce the risk of injury to children 

and adolescents 

     

2. Please indicate one of the options below for each statement: 

 Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

There is not enough time in a pediatric 

visit to talk about firearm injury risk and 

prevention with parents/caregivers 

     

I may offend the parent/caregiver if I 

ask about guns in the home 
     

Asking parents/caregivers about guns in 

the home is an invasion of privacy 
     

Providers should routinely ask children 

and adolescents about their experience 

with firearms and provide appropriate 

counseling 

     

Providers should routinely ask 

parents/caregivers about firearms in the 

home and counsel them about the risk 

associated with firearms in the home 
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3. Please indicate one of the options below for each statement: 

 Strongly 

Disagree 
Disagree Neutral Agree 

Strongly 

Agree 

I have had adequate training to 

counsel parents and youth in firearm 

injury prevention 

     

There are strategies I can use to help 

prevent firearm injury to children and 

adolescents 

     

I feel ready to counsel parents and 

children and adolescents in firearm 

injury prevention 

     

I have immediate access to 

information that can help families 

prevent firearm injury 

     

4 According to the CDC, approximately how many individuals suffer from non-fatal firearm 

injuries each year? 

a. 5,000 

b. 38,000 

c. 80,000 

d. 100,000 

5. Which states have laws in place prohibiting health care providers from discussing firearm 

safety with patients?  

a. Florida 

b. Missouri 

c. Minnesota 

d. No states  

6. What phrase should you suggest families use when asking about firearms in homes where 

kids play? 

a. “Are there any unlocked firearms in your house?” 

b. “Do you own any firearms?” 

c. “Do you support the second amendment?” 

d. “Does your child know where you store your firearms?” 
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7. When asking a patient about firearms as a part of lethal means counseling, what should you 

emphasize?  

a. Forcibly taking away the firearm 

b. Creating a safer environment 

c. Society’s opinions on firearms and mental health 

d. Ensuring there are no unlocked firearms in the home 

8. Would you like to receive educational activities like this in the future? 

a. Yes 

b. No 
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APPENDIX D: 

OUTLINE FOR EDUCATION MODEL 
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AMA Physicians Role in Promoting Firearm Safety 

1. Learning Objectives 

a. Describe the epidemiology of firearm morbidity and mortality in the United States. 

b. Recognize common risk factors that increase the potential for firearm injury. 

c. Identify the barriers to communicating with patients about firearm safety. 

d. Determine practical approaches to prepare for firearm safety counseling.  

e. Effectively communicate how to reduce the risk of firearm injury and death. 

2. Section 1: Know the Facts 

a. Firearm morbidity and mortality data 

i. According to the CDC, firearm-related deaths are one of the leading causes of 

injury-related deaths in the U.S. 

ii. In 2016, more than 38,000 persons died (38,658 total) from injury by firearms in 

the U.S. 

iii. Interactive tab: Of those firearm deaths, what percentage of firearm-related deaths 

do you think is from homicide? 

1. Suicide accounts for 60% 

2. Homicide accounts for 39% 

3. Accidental accounts for 1% 

4. Mass shootings accounts for 0.3% 

iv. Men account for 85% of all firearm deaths, women account for 15% 

v. Young adults have the highest rate of firearm injuries 

vi. Rates of firearm homicide are the highest among adolescents and young adults 

and tend to decrease with age. 

vii. On the other hand, the rate of firearm-suicide tends to increase with age. 

viii. In the United States, non-Hispanic blacks have the highest rates of firearm 

mortality. 

ix. Non-Hispanics whites and Non-Hispanics American Indian or Alaskan Native 

populations have the highest rates of firearm suicide and the highest absolute 

number of firearm deaths in the U.S.  
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x. It is estimated that more than 80,000 individuals suffer non-fatal firearm injuries 

each year. The majority (90%) are men. 

b. Knowledge check 

i. Of all firearm-related deaths, (fill in the blank) accounts for the highest 

percentage. 

ii. (Fill in the blank) account for the largest percentage of firearm mortality.  

iii. Overall, (fill in the blank) account for the highest rate of firearm mortality. 

c. Firearm counseling as a prevention effort 

i. Prevention is key 

3. Section 2 

a. Counseling patients at risk 

i. Interactive video between two providers 

1. Pay attention to risk factors for firearm injuries/death 

a. Acute risk of violence to self or others: suicidal, homicidal ideation or 

intent. 

b. Individual-level risk factors for firearm violence: history of violent 

behavior, history of violent victimization, abusive partners, alcohol and 

drug abuse, serious and poorly controlled mental illness, impaired 

cognition or judgement.  

c. Demographic group at increased risk of firearm violence: children and 

adolescents, adolescent and young men (homicide), middle-aged and older 

men (suicide).  

ii. Interactive video between two providers 

1. Preparation for firearm counseling 

a. Patient-centered: relates clearly to the patient’s health and well-being, is 

unique to the patient and context-specific, and recognizes that shifting 

circumstances in a patient’s life can change risk of firearm injury and 

death. 
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b. Respectful: Acknowledges local customs related to firearms and firearm 

ownership, listens to concerns, stays calm and never accusatory.  

c. Collaborative: Opens a conversation, is educational and interactive, and 

includes appropriate follow-up. 

iii. Interactive video between two providers 

iv. Knowledge check 

1. What advice can physicians provide to patients who have access to firearms to 

encourage firearm safety? Select best response. 

a. Encourage the safe storage of firearms 

b. Brands that are considered safer firearms 

c. Nothing. It isn’t allowed under state statutes 

v. What is a risk factor you should look for before planning a conversation with a 

patient about firearm safety? 

1. Demographic is young woman 

2. Suicidal thoughts 

3. Family history of mental illness 

vi. How should a physician act when discussing firearm safety with a patient? 

1. Authoritative 

2. Aggressive 

3. Respectful 

4. Section 3: Application 

a. Interactive video between two providers 

i. Patient scenarios 

1. Counseling parents in a pediatric setting 

2. Patient dealing with domestic violence 

3. Patient with risk of suicide 

5. Conclusion 

a. Review objectives learned 
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APPENDIX E: 

EMAIL TO PROVIDERS 
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Educating Nurse Practitioners in Southern Arizona to Improve Firearm Screening and 

Safety Counseling Habits: A Quality Improvement Project 

Dear Fellow SAZAPN member, 

You have the opportunity to participate in a UA student’s DNP project study about 

screening for firearms and implementing safety education during pediatric well visits. This is an 

opportunity to potentially increase your knowledge, attitudes, beliefs and confidence on the topic 

and in addition, you can earn 0.75 CEUs and its free of cost. The purpose of this project is to 

assess and improve SAZAPN member’s perception, knowledge, attitudes, beliefs, and 

confidence in screening pediatric patients for firearms during well visits. Information gathered 

from this project may be used to better current nurse practitioner’s practice, knowledge, attitudes, 

beliefs and confidence, thus increasing firearm screening practices and promoting safety in the 

pediatric population.  

If you choose to take part in this project, you will be asked to complete a pre-survey 

(including demographic information), a self-paced educational module, and a post-survey. It will 

take approximately 5-10 minutes to complete the pre and post survey. The educational module 

will take approximately 20-25 minutes to complete and is worth 0.75 CEUs for healthcare 

providers. While survey responses are anonymous, there is always a risk of a breach in 

confidentiality that may occur if there is a security breach with the Qualtrics network or with the 

investigator’s laptop. Both Qualtrics and the investigator’s laptop are password protected to help 

minimalize this risk.  

Participating in this project is voluntary and refusal to participate will involve no penalty 

or loss of benefits to which you are otherwise entitled. You may withdraw at any time from the 

project. In addition, you may skip any question that you choose not to answer. All information 

will be kept confidential and no personal identifiers will be utilized. By participating, you do not 

give up any personal legal rights you may have as a participant in this project.  

An Institutional Review Board responsible for human subjects’ research at The 

University of Arizona reviewed this research project and found it to be acceptable, according to 

applicable state and federal regulations and University policies designed to protect the rights and 

welfare of participants in research. For questions about your rights as a participant in this study 

or to discuss other study-related concerns or complaints with someone who part of the research 

team is not, you may contact the Human Subjects Protection Program online at 

http://rgw.arizona.edu/compliance/human-subjects-protection-program. 

Thank you for consideration in participating in this study. For questions, concerns, or 

follow-up about the study, you may contact Sonia Brunson, BSN-RN at 925-413-9919 or email 

at soniabrunson@email.arizona.edu. 

 

By continuing to the surveys and modules, you are agreeing to participate in this study. 
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If you choose to participate in this study: 

 

1. Please follow this link to the pre- education survey: 

 

Firearm Education: Pre-education Survey 

 

Or copy and paste the URL below into your internet browser: 

 

https://uarizona.co1.qualtrics.com/jfe/form/SV_3C7a4YTBrjYeC0t 

 

2. Then, complete the self-paced educational module created by the American Medical 

Association (AMA), titled “The Physician’s Role in Promoting Firearm Safety.” Which 

can be found here: 

The Provider's Role in Promoting Firearm Safety 

 

Or copy and paste the URL below into your internet browser: 

 

https://edhub.ama-assn.org/interactive/17579432 

 

Note: Click on the ‘Sign in to start learning’ icon. Then click ‘Create an account.’ It takes 

2 minutes to create an AMA login and its free. Then you’re ready to start the module! 

3. Lastly, please complete the post-education survey, found here: 

 

Firearm education: Post-education survey 

 

Or copy and paste the URL below to your internet browser: 

 

https://uarizona.co1.qualtrics.com/jfe/form/SV_eKkYpQMGPwE1Al7 
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APPENDIX F: 

SITE AUTHORIZATION 
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APPENDIX G: 

DISCLOSURE FORM 
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Disclosure Form 

 

EDUCATING NURSE PRACTIONERS IN SOUTHERN ARIZONA TO IMPROVE 

FIREARM SCREENING AND SAFETY COUNSELING HABITS: A QUALITY 

IMPROVEMENT PROJECT 

 

By Sonia Brunson, BSN-RN, DNP-FNP Candidate 

 

The purpose of this project is to assess and improve SAZAPN member’s perception, 

knowledge, attitudes, beliefs, and confidence in screening pediatric patients for firearms during 

well visits and providing safety education. Information gathered from this project may be used to 

better current nurse practitioner’s practice, knowledge, attitudes, beliefs and confidence, thus 

increasing firearm screening practices and promoting safety in the pediatric population.  

 

If you choose to take part in this project, you will be asked to complete a pre-survey 

(including demographic information), a self-paced educational module, and a post-survey. It will 

take approximately 2 minutes to complete the pre and post survey. The educational module will 

take approximately 20-25 minutes to complete and is worth 0.75 CEUs for healthcare providers. 

There are no foreseeable risks associated with participating in this project. Survey responses are 

anonymous. 

 

Participating in this project is voluntary and refusal to participate will involve no penalty 

or loss of benefits to which you are otherwise entitled. You may withdraw at any time from the 

project. In addition, you may skip any question that you choose not to answer. All information 

will be kept confidential and no personal identifiers will be utilized. By participating, you do not 

give up any personal legal rights you may have as a participant in this project.  

 

An Institutional Review Board responsible for human subjects’ research at The 

University of Arizona reviewed this research project and found it to be acceptable, according to 

applicable state and federal regulations and University policies designed to protect the rights and 

welfare of participants in research. For questions about your rights as a participant in this study 

or to discuss other study-related concerns or complaints with someone who is not part of the 

research team, you may contact the Human Subjects Protection Program online at 

http://rgw.arizona.edu/compliance/human-subjects-protection-program. 

 

For questions, concerns, or complaints about the project, you may call Sonia Brunson, 

BSN-RN, DNP-FNP Candidate at 925-413-9919 or soniabrunson@email.arizona.edu. 

 

By continuing to the surveys and learning module, you are agreeing to participate in this study. 

 

http://rgw.arizona.edu/compliance/human-subjects-protection-program
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APPENDIX H: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD APPROVAL 

LETTER 
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