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ABSTRACT  

Purpose. This quality improvement (QI) project aimed to educate providers, nurses 

regarding risk factors for skin cancer development and identification of pigmented lesions 

suspicious for skin cancer diseases. The goal was to increase provider, nursing knowledge, 

confidence in visual skin inspection technique, inform practice change in performance of 

visual skin inspections, skin cancer screening, and skin inspection education.  

 
Background. Skin cancers are most common forms of cancers diagnosed in United States (US), 

but only 4.4% of US population routinely visit dermatologists (AAD, 2019; Rapaport, 2018). 

There is an opportunity for primary care providers (PCPs) to aid in screening, early 

identification, and treatment of skin cancer diseases, however, most PCPs lack training in 

identification of abnormal skin lesions and rarely perform comprehensive visual skin inspections 

(Wise et al., 2009). 

Methods. An asynchronous webinar for providers, nurses was delivered to educate them 

regarding skin cancer risk factors, identification of abnormal pigmented precancerous and 

cancerous skin lesions. Content of asynchronous webinar was based on existing clinical decision 

support course called INFORMED (INternet curriculum FOR Melanoma Early Detection), to 

educate providers in identification of normal and abnormal skin findings (Weinstock et al., 

2020). Post-intervention survey data was collected to evaluate knowledge, confidence, and 

intent to change practice based on webinar content.  

 
Results. QI project sample population included three providers and three nurses. All 

providers reported webinar increased knowledge of identification of precancerous, 

cancerous skin lesions, 66.67% of providers reported they would perform more visual skin 
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inspections in primary care clinics. 66.67% of nurses reported feeling more confident in 

providing patient education regarding skin cancer screening, skin inspection after 

completing webinar and reported that they would educate more patients as a result. 

Conclusions. Providers and nurses in primary care clinic increased knowledge of 

pigmented skin lesions, educating patients regarding skin cancer screening, performed skin 

inspections after completing asynchronous skin cancer education webinar. Nurses were 

more confident in ability to provide patient education regarding skin cancer screening and 

skin inspection. Two thirds of providers and nurses indicated that education would change 

their clinical practice; they would perform more visual skin inspections and more skin 

cancer education. 
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INTRODUCTION 

Cutaneous diseases, including melanoma and nonmelanoma cancers, are the most 

commonly diagnosed cancers in the United States (US) (American Academy of Dermatology 

[AAD], 2019). From 1982 to 2011, the rate of melanoma skin cancer doubled in the US. 

Between 2000-2010, incidence of basil cell carcinoma increased by 145% and squamous cell 

carcinoma increased by 263% (AAD, 2019). Skin is our largest organ system and most of this 

organ is visible to inspection by the naked eye (Kerr et al., 2010). In the US, the number of 

dermatology providers has remained consistent and continues to leave unmet demand. Educating 

primary care providers in the diagnosis and management of common skin diseases is becoming a 

more common practice, to help prioritize services for specialty care (Kimball & Resneck, 2008).  

The majority of adults in the US do not visit a dermatology provider on a regular basis, 

and ambulatory care dermatology visits account for only 4.4% of total healthcare visits 

calculated in 2010 (Rapaport, 2018). Since the majority of adults do not seek care from 

dermatology providers, the early detection and identification of skin diseases, including 

melanoma, could be improved through visual inspection and examination of skin during primary 

care visits. Improving the rate of early identification and early detection of skin diseases is an 

important step in reducing the morbidity and mortality associated with skin cancers. Specialty 

care, such as dermatology, is not available in all areas. Approximately 69% of counties in the 

US, most of which are rural counties, report zero dermatology providers (Misery et al., 2011). 

The primary care provider (PCP), therefore, becomes a critical point of contact to improve 

patient outcomes related to skin diseases. The comprehensive visual assessment of skin surfaces 

for the identification of suspicious lesions is a simple intervention that does not require 
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specialized training, specialty equipment, or invasive procedures to complete on an annual basis, 

for patients at risk for the development of skin cancers. 

This project focused on educating providers and nurses in screening for skin cancer 

diseases, which are largely attributed to modifiable risk factors. The quality improvement (QI) 

project included a narrated presentation, educating participants regarding normal and abnormal 

skin lesions, providing recommendations for visual skin inspection by PCPs, and presenting 

opportunities for nurses to educate patients regarding skin cancer and skin cancer screening. This 

educational presentation helped to fill a gap related to limited access to specialty services, such 

as dermatology, in rural and medically underserved communities, such as this clinic in Southern 

Arizona, that is the location of this DNP project. The narrated presentation was a tool intended to 

educate PCPs and nursing staff in a simple, thorough approach to the visual assessment of skin 

for normal and abnormal lesions and allow them to educate patients regarding the importance of 

skin assessment and skin cancer screening, for those at risk for the development of skin cancers. 

Background Knowledge and Significance 

According to the American Academy of Dermatology (AAD), one in five adults will 

develop skin cancer during their lifetime (2019). This equates to approximately 9,500 new skin 

cancer diagnoses per day (AAD, 2019). The healthcare costs associated with the treatment of 

skin cancer diseases are estimated to exceed $8.1 billion annually (Skin Cancer Foundation, 

2019). Because of the increasing costs of healthcare, PCPs are routinely responsible for the 

management of risk reduction behaviors, including targeting cancer reducing modifiable risks, 

such as sun exposure. Risk reduction education is intended to improve health outcomes through 

prevention and early detection of skin cancer diseases (Henrikson et al., 2018).  
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The lifetime risk for development of skin cancer is related to multiple risk factors, many 

of them modifiable risk factors. The most significant risk factor for the development of skin 

cancer is the exposure to natural and artificial ultraviolet (UV) radiation, primarily from sun 

exposure and use of tanning beds (AAD, 2019). Accumulated sun exposure, over a lifetime, 

contributes to an increased risk for the transformation and progression of non-malignant, non-

cancerous skin lesions to cancerous non-melanoma skin lesions and malignant melanomas 

(Chetty, Choi, & Mitchell, 2015). Additional risk factors that increase the likelihood of the 

development of skin cancer, include developing any blistering sunburn during childhood or 

adolescence and having a sun sensitive phenotype, such as fair skin and blonde or red hair 

(Veierod et al., 2014). Additionally, positive association between the number of nevi has been 

reported in age-adjusted analysis in relation to the development of squamous cell carcinoma and 

cutaneous malignant melanoma (Veierod et al., 2014). The behavioral risk factors attributed to 

the development of skin cancers can be modified with appropriate patient education, and non-

modifiable risk factors can prompt early screening and detection for populations at risk for the 

development of skin cancers.  

To reduce the lifetime risk of developing skin cancer, the American Academy of 

Dermatology (AAD) has recommended reducing exposure to modifiable risk factors (2019). 

Most studies focus on the application of risk reduction to the populations at highest risk for the 

development of skin cancers and apply the same basic recommendations. Artificial exposure to 

UV radiation from tanning beds should be avoided. For natural sun exposure, individuals should 

limit their total time in the sun by wearing protective clothing, seeking protection in the shade, 

and always wearing a broad-spectrum, water-resistant sunscreen with an SPF of 30 or greater 
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(AAD, 2019). Routine application of sun avoidance techniques and self-reported daily use of 

sunscreen were inversely associated with long-term development of melanoma (Lazovich et al., 

2011). Even with adequate knowledge of reducing modifiable risk factors for the development of 

skin cancer, not all risk can be avoided, and some populations have higher incidence of skin 

cancer over a lifetime.  

Since not all risk factors for skin cancer can be eliminated, appropriate screening, early 

detection, and timely intervention are needed to reduce morbidity and mortality from skin cancer 

diseases. A systematic review of evidence addressing accuracy of screening for skin cancer by 

PCPs showed that clinicians have variable levels of success in identifying cancerous skin lesions. 

The sensitivity for diagnosing all types of skin cancers ranged from 42% to 100% (Chen et al., 

2001). Current evidence from community-based screening programs for skin cancers do not 

show significant differences in the accuracy and reliability of identifying and diagnosis skin 

cancer among providers from differing clinical specialties (i.e., primary care, dermatology, 

plastic surgery) (Aitken et al., 2006). To date, there are no randomized controlled trials that 

evaluate the effectiveness of visual skin inspection for the reduction of skin cancer morbidity and 

mortality, mostly related to the difficulty in designing a study to draw reliable conclusions about 

the efficacy of visual skin examination for detection of skin cancers (US Preventive Services 

Task Force [USPSTF], 2016). 

Due to limited evidence and a lack of randomized clinical trials, there is limited data 

related to associations between skin cancer screening and skin cancer related mortality. The 

rationale for the use of skin inspection for skin cancer screening is that early detection will lead 

to more effective cancer treatment (Wernli et al., 2016). Melanoma represents only 3% of skin 
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cancer cases; however, it ranks among public health concerns, with data from 2015 reporting 

73,870 new diagnoses of melanoma, and 9,940 melanoma-related deaths in the US (Siege et al., 

2015). Small, ecologic studies have demonstrated a reduction in the absolute rates of melanoma 

mortality, with the implementation of clinician visual skin examinations (Boniol et al., 2015). 

The greatest benefit for skin cancer screening can be applied to subpopulations at greatest risk 

for development of melanomas. Use of qualifying factors for melanoma, in the development of 

screening programs, can help to identify individuals who would benefit most from clinical 

screening for skin cancers (Wernli et al., 2016). In the US, not all PCPs are confident in their 

skills for detection of skin cancer or in conducting skin cancer screenings, which demonstrates 

the current need for a provider training tool to increase confidence in performing skin 

assessments, for the early detection, diagnosis, and treatment of skin cancers (Wise et al., 2009).  

Local Problem 

Arizona has followed the national trends in the diagnosis of skin cancers including basil 

cell carcinomas, squamous cell carcinomas, and malignant melanomas. From 1995–2014, the 

rates of all skin cancer diagnoses in Arizona increased (Arizona Department of Health Services 

[ADHS], 2017). During that same time period, the incidence of in situ and invasive melanomas 

diagnosed in Arizona increased by 348% among case reports of melanoma (ADHS, 2017). In 

Southern Arizona, the rate of new melanoma diagnoses from 2003–2007 was 11.4–15.8%, with 

an annual death rate from melanoma of 2.7 per 100,000 adults (Environmental Protection 

Agency [EPA], 2011). The aging population, especially adult males over the age of 50, and 

Caucasian or white males, are the groups with the highest incidence of skin cancer in Arizona. 

The rate of cancer diagnosed among this group increases by approximately 1% annually (ADHS, 
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2017). In Santa Cruz County, the location for implementation of this QI project, the age-adjusted 

rate of melanoma is 10.5%, with a 2.1% mortality rate (ADHS, 2017). In neighboring Pima 

county, they report the highest age adjusted rates of melanoma (22.8%) in Arizona for the years 

2009–2014, the last period for which data is available (ADHS, 2017). These numbers are 

important to consider, when providers are seeing patients in Southern Arizona, who may life and 

work in a community outside of the immediate area surrounding the health clinic. 

Intended Improvement 

The intended improvement that is the focus of this QI project is to increase PCP 

confidence related to the identification of precancerous and cancerous cutaneous lesions and 

improve nursing confidence in patient education related to skin assessment and skin cancer 

screening, at a rural Southern Arizona primary care clinic. This QI project arose from an 

understanding that the number of dermatology providers in the US has remained consistent, even 

though the demand for dermatology has continued to increase, creating a gap in the treatment of 

cutaneous diseases (Kimball & Resneck, 2008). Moreover, there is frequently a lack of 

dermatology providers in rural and medically underserved communities. PCPs have an 

opportunity to improve the diagnosis, management, and early intervention in cutaneous diseases, 

including skin cancer. However, current data reports that the majority of PCPs (61.7%) do not 

perform any visual skin inspections, and the majority of primary care providers reported that 

their reason for not performing skin examinations is a lack of training and knowledge (Gol & 

Erkin, 2018).  

Through the use of an education tool, delivered as a narrated presentation, PCPs and 

nursing staff can refresh or increase their clinical knowledge related to the identification of 
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abnormal skin lesions and the education that can be presented to patients regarding the 

importance of skin inspection and skin cancer screening. This QI project is intended to educate 

PCPs and nurses, with an overall goal being that providers and nurses would report an increase 

in their confidence in performing skin inspections and providing skin cancer education to patient 

based on the knowledge gained from this presentation. A secondary goal would be that providers 

and nurses would retain this knowledge and incorporate it into practice to promote a practice 

change. The intent to incorporate this knowledge into practice, through increased numbers of 

visual skin inspections and increased patient education regarding skin cancer screening and 

assessment would be a secondary outcome for this intervention. Increasing the number of PCPs 

performing visual skin assessment and nurses completing skin cancer education could improve 

the rate of early detection and treatment of skin cancers, reducing overall skin cancer related 

morbidity and mortality in their patient population. 

Project Purpose 

The purpose of this DNP project is to determine whether a skin cancer education 

presentation will increase PCP confidence in performing visual skin inspection for the 

identification of abnormal skin lesions and increase nurses confidence in performing patient 

education regarding the importance of skin inspection and skin cancer screening during wellness 

visits. The goal of this project is to improve primary care provider and nursing confidence and 

knowledge, therefore, allowing participants to incorporate this knowledge as a practice change, 

with the understanding that early identification and treatment of skin cancers reduces overall skin 

cancer related morbidity and mortality. PCPs who participate in this intervention should report 

that they feel more confident in identifying abnormal cutaneous findings that would require 
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intervention, referral, or follow up with specialty providers. Nurses who participate in this 

intervention should report that they feel more confident in providing patients information 

regarding the importance of screening for skin cancers and the importance of the process of 

visual skin inspections to identify abnormal cutaneous findings. The secondary goal relates to all 

participants and addresses their intent to incorporate the knowledge that they have gained into a 

practice change in their rural clinic in Southern Arizona. 

Project Question 

Will the implementation of an educational presentation related to visual skin 

examination, identification of abnormal skin lesions, and patient education regarding the 

importance of skin cancer screening and skin inspection, improve PCP confidence in performing 

visual skin inspections, increase nursing confidence in educating patients regarding skin 

inspection and skin cancer screening, and increase the likelihood that health care providers will 

perform skin inspections and skin cancer education during wellness examinations?  

Project Objectives 

The objective for the QI project is to increase the level of confidence that providers feel 

in performing skin inspections and increase the confidence of nursing staff to provide patient 

education regarding skin inspection and skin cancer screening after an educational presentation 

regarding abnormal skin lesions. The second objective would be that participants report that they 

are likely to incorporate this education into a practice change in primary care, especially for 

patients at high risk for the development of skin cancers. The post-education survey will assess 

whether participants feel that they learned new information regarding the identification of 

abnormal skin lesions and whether they would apply this knowledge to establish a practice 
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change, by incorporating visual skin inspection and skin cancer education as part of a well 

patient visit. The overall objective of this QI project is to improve confidence and knowledge 

related to skin cancer identification in the primary care setting, to reduce skin cancer morbidity 

and mortality in a rural primary care clinic in Southern Arizona. Increasing the number of 

providers who perform visual skin examinations to aid in the early identification and early 

intervention for skin diseases is beneficial to patients in rural and underserved communities, who 

are without easy access to dermatology specialty care.  

Theoretical Framework 

The theoretical framework that will be used to implement this DNP project is Rogers’ 

Diffusion of Innovation (DOI) theory. This social science theory is an effective model to 

describe the momentum that occurs, over time, when new ideas are adopted and spread through a 

particular social system (LaMorte, 2019). Rogers’ DOI theory is applicable to the proposed DNP 

project, in which the identified social system would be the primary care office where the project 

will be implemented, and the innovation relates to the project focus to conduct education in the 

performance of visual skin inspections during primary care wellness visits. 

Historically, Roger’s DOI theory is based on research that divides individuals into 

groups, related to their adoption of innovation on a timeline. The focus of the DOI theory is to 

target members within a population, who are early adopters of innovation (Kaminski, 2011). At 

the same time, Rogers’ recognized that there are other individuals in a population group that 

would hinder adoption of innovation, yet must be brought onboard with any innovative change, 

at some point, though usually later on in the adoption of innovation process (LaMorte, 2019). 

Rogers’ identifies that innovation occurs and diffusion is accomplished in steps, which always 
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include awareness of the need for innovation, a decision to adopt or reject innovation, initial 

implementation of an innovation as a test, and continued use of the innovation (Dearing, 2009; 

LaMorte, 2019). The diffusion of innovation process is illustrated and applied to the proposed 

project for implementing skin assessment education for providers in a primary care clinic (Figure 

1). 

Roger’s also defines the factors that influence the decision to adopt or reject an 

innovation based on five main factors. The factors that influence the innovators and their 

adoption of an innovation are relative advantage, compatibility, complexity, trialability, and 

observability (Kaminski, 2011; LaMorte, 2019). These five factors are related to the degree to 

which the innovation or change is seen as an improvement over the existing idea or process, the 

complexity of the innovation, and the tangible results of the innovation, including respect for the 

values, experiences, and needs of the adopters (Dearing, 2009; LaMorte, 2019). The relative 

barriers to implementation of an innovation relate to the difficulties encountered in these five 

factors for innovation adoption (Kaminski, 2011).  
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Figure 1 

Applying Rogers’ Diffusion of Innovation Theory 
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Relative Advantage 

Relative advantage in Rogers’ DOI theory refers to the extent to which an innovation is 

believed to be better than the ideas preceding the innovation (Rogers, 2003). Relative advantage 

is linked to the effectiveness, efficiency, and cost of an innovation versus the alternatives 

(Dearing, 2009). In the implementation of skin assessments in a primary care clinic, the 

innovation would teach providers to perform skin assessments, an intervention that does not 

require any additional equipment or cost. This type of primary prevention is an innovation that is 

intended to reduce the cost burden of over $8.1 billion that is associated with the treatment of 

skin cancer diseases (Skin Cancer Foundation, 2019). The introduction of skin cancer screening 

in primary care would be defines as a preventive innovation, which would, in relation to Rogers’ 

theory, reduce the occurrence of an unwanted future event (Rogers, 2003). 

Compatibility 

The compatibility of an innovation in the DOI theory relates to how the innovation 

complies with existing values, experiences, and needs of the adaptors (Dearing, 2009). 

Successful innovation, to some degree, must be a good fit with established individual or 

organizational goals, to achieve buy in from innovators and early adaptors (Rogers, 2003). 

Increased compatibility reduces uncertainty among stakeholders and improves the rate of 

successful adoption of innovation. The increasing rate of age-adjusted melanoma in Arizona, and 

in Santa Cruz County specifically, remains a concern that is addressed with limited consistency 

in primary care, even though fewer than 4% of adults report seeing a dermatologist regularly for 

comprehensive skin examination (ADHS, 2017). 
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Complexity 

Unlike the other components of the DOI theory, complexity is generally negatively 

correlated to the rate of adoption of an innovation (Dearing, 2009). The simplicity and ease of 

understanding of an innovation reduce the perceived complexity and plays a role in innovation 

adoption (Rogers, 2003). A training tool for PCPs is a low complexity innovation that has been 

shown to have positive outcomes for patients at risk for skin cancers. In community-based 

screening programs for skin cancers, there are no significant difference in the accuracy and 

reliability of identification and diagnosis of skin cancer among primary care versus specialty 

providers (Aitken et al., 2006). 

Trialability 

Trialability is the extent to which an innovation can be implemented among a limited 

group. An initial trial of an innovation, on a limited basis, is correlated with an increased rate of 

adoption of innovation (Rogers, 2003). Trialability is also favorability associated with increasing 

the commitment from adopters to testing an innovation prior to a full-scale adoption. In the 

implementation of education among PCPs, trialability is intended to be addressed by 

implementing the change among only one care team, as a test for the innovation. The adoption of 

the innovation would be based on the outcomes of the limited trial among a single care team, 

based on the feedback from the early adopters.  

Observability 

The final element of Rogers’ DOI theory is observability, which relates to the outcomes 

of an innovation (Dearing, 2009). Observability refers to the extent to which results of an 

innovation are visible to others (Rogers, 2003). Observability has a significant role in the 
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adoption and diffusion of innovation on a larger scale. Measuring the extent to which an 

innovation produces a desired outcome, then, becomes an important part of innovation. In the 

implementation of a training for skin assessment, the observability of the outcome would need to 

be measured with patient follow up after implementation. For patients who were identified as 

having abnormal skin lesions, the rate of diagnosis and intervention for skin cancers would be an 

important determinant in the observability of the benefit of this innovation. 

Limitations of Theoretical Framework 

Like all theoretical frameworks, the DOI theory does have notable limitations that impact 

its use in project implementation. These limitations are important to consider during the 

implementation of a DNP project, which requires adoption from early innovators, but also 

requires traction and momentum from the majority, to constitute a successful implementation 

process. One of the key limitations to the DOI theory is that its initial evidence was not created 

in the area of public health or directed at the development of health innovations (LaMorte, 2019). 

This theory also has limited group implementation, in that it does not initially foster a 

participatory approach from all stakeholders (Kaminski, 2011). Another concern is that this 

theory does not account for an individual’s resources or social supports as a barrier in the 

adoptions of innovative behavior (LeMorte, 2019). Taking these limitations into account, and 

preparing in advance for the perceived barriers, as well as the attitudes and values of team 

members who are late majority and laggard adopters of innovation are important considerations 

when attempting to establish project longevity and sustainability beyond initial implementation. 
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Literature Synthesis 

Evidence Search 

Literature searches were conducted to review the evidence available for the performance 

of visual skin inspections in the primary care and dermatology settings, for patients at risk for the 

development of skin cancers. The literature searches were completed in Cumulative Index to 

Nursing and Allied Health Literature (CINAHL) and PubMed accessed through the University of 

Arizona Health Sciences Library databases. The results of the literature search were the basis for 

the synthesis of evidence, as well as the identified strengths, weaknesses, gaps, and limitations in 

evidence. 

The initial topic search was completed in the CINAHL database. Searches were 

completed using three CINAHL subject headings including “primary health care,” “skin 

neoplasms,” and “patient assessment.” The Boolean operator search with “and” was used to 

combine all three CINAHL subject headings. This search was too limited for the selected topic, 

and zero results were returned. To revise the search, the CINAHL database was searched again, 

using the CINAHL subject headings “primary health care” and “skin neoplasms.” The search 

was further limited to full text articles, published in academic journals within the past five years. 

Fourteen relevant results were identified. Subsequently, a literature search was performed in the 

CINAHL database to identify standardized screening methods for clinical skin inspection. The 

CINAHL database was searched using CINAHL subject headings: “skin inspection” and “skin 

neoplasms,” and the Boolean operator search with “and.” The search produced one relevant, but 

duplicate result. 
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A literature search was also conducted in the PubMed database through the University of 

Arizona Health Sciences Library. The PubMed searches were conducted using PubMed MeSH 

headings “primary health care,” “skin neoplasms,” and “physical examination.” The Boolean 

operator search with “and” was used to combine all three MeSH headings. The search was 

limited to full text articles, published within the past five years. Seven relevant results were 

generated, and of these results, five were duplicate results also identified in the CINAHL 

database. Subsequently, a literature search was performed in PubMed for “anatomic landmarks” 

and “skin neoplasms.” The Boolean operator, search with “and” was used to combine the search 

terms. The search was limited to full text articles, in academic journals, published in the past five 

years, and no relevant search results were returned. 

Comprehensive Appraisal of Evidence 

To date, Rat et al. (2015) have completed one of the few targeted studies to improve the 

early identification of melanomas in high-risk populations. Currently, there are no large-scale 

screening strategies or tools used for the identification of skin cancers, some of which is 

attributed to cost, but also related to the failure to document a relationship between skin cancer 

screening and mortality (Rat et al., 2015). Since no standardized tool is determined, Rat et al. 

(2015) used an available self-assessment of melanoma risk score (SAM score) to train providers 

in the identification of patients at risk for development of skin cancer and provide screening 

during routine examination. In a systematic review of evidence for the effectiveness in reducing 

skin cancer morbidity and mortality through visual skin examination, the sensitivity of primary 

care screening for melanoma across eleven studies ranged from 0.42 to 1.00, whereas the 

diagnostic sensitivity among dermatologists ranged from 0.81 to 1.00 (Wernli et al., 2016). 
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Because the current data is limited, the visual inspection of skin lesions with the “ABCDE rule” 

performed during a full-body examination of adults with specific risk factors for melanoma is the 

clinical recommendation for continued skin cancer screening (Wernli et al., 2016). 

The ABCDE rule. The most commonly applied clinical tool for the evaluation of skin 

lesions is the ABCDE rule. The ABCDE evaluation of pigmented lesions involves assessment of 

pigmented skin lesion with uneven color distribution, a size >6mm in diameter, an enlargement 

or evolution in thickness, asymmetry in two or more axes, or characteristics such as bleeding 

(Harrington et al., 2017). Among six studies that evaluated diagnostic sensitivity and specificity 

for visual “naked eye” assessment using the ABCDE rule, the reported sensitivity range is 0.44-

0.86, mean 0.70 and the specificity range is 0.062-0.94, mean 0.74 for melanoma (Harrington et 

al., 2017). In the same analysis, an investigation of training for primary care providers, in the 

ABCDE rule for melanoma diagnosis, demonstrated a significant improvement in melanoma 

diagnosis with training: 75.9% from 62.7% pre-intervention (p<0.001), while no significant 

improvement was identified in a control group, without training (54.8% to 53.7%, p=0.59) 

(Harrington et al., 2017). Visual skin inspection, performed by non-expert primary care 

providers, demonstrated significant improvement in melanoma diagnosis (Harrington et al., 

2017). However, despite the improvements in melanoma diagnosis among providers trained in 

visual skin inspection using the ABCDE rule, the diagnostic rates are significantly lower than 

among providers trained in dermoscopy for the identification of melanoma (Harrington et al., 

2017). 

The self-assessment of melanoma risk score (SAM score). The self-assessment of 

melanoma risk score, or SAM score, is a seven-question screening tool for the identification of 
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individuals at higher risk for the development of melanoma skin cancers (Rat et al., 2015). In one 

study, patients who presented with a SAM score of at least three out of seven, were considered 

high risk for the development of melanoma and referred for clinical skin examination (Rat et al., 

2015). Using the validated SAM score to improve the screening of patients at high risk for the 

development of melanoma resulted in a cumulative melanoma incidence of 229.4/100,000 

following the identification of a suspicious lesion (OR = 2.28; 95%CI: 1.60–3.09), even with 

modest patient compliance for follow up and dermatology evaluation (Rat et al., 2015). 

Strengths of Evidence 

The identified strengths in the synthesis of evidence include the relative accessibility of 

the screening for skin cancers in primary care. An identified issue in primary care is that 67.15% 

of PCPs do not perform any skin examinations for the evaluation of abnormal pigmented lesions 

(Gol & Erkin, 2018). Of those providers, 61.7% report a lack of training and knowledge in the 

performance of skin inspections as the primary reason that they do not perform any visual skin 

examinations, even among patients at high risk for the development of skin cancers (Gol & 

Erkin, 2018). Harrington et al. (2017) were able to identify that PCPs trained in the “naked eye” 

visual skin examination, using the ABCDE rule demonstrated a mean diagnostic sensitivity of 

0.70 and a significant improvement in the diagnosis of melanoma post-training, versus a control 

group. Further improving the diagnostic abilities among PCPs, is the use of the SAM score, for 

the screening of patients at highest risk for the development of melanoma. The SAM score is a 

validated tool that stratifies risk for melanoma, in a simple, seven question patient self-

assessment (Rat et al., 2015). 
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Weaknesses of Evidence 

Despite these promising results, overall, the strength of the evidence related to the 

process of performing visual skin inspections and the training of providers in visual skin 

inspections in primary care is weak. One of the identified weaknesses in the literature synthesis 

is the lack of randomized-controlled trials to evaluate the effectiveness of this proposed 

intervention versus usual care. The United States Preventive Services Task Force (USPSTF) 

(2016) discusses this noted limitation in a meta-analysis of skin cancer screening literature. The 

evidence searches returned zero randomized-controlled trials related to the subject of skin 

assessment or visual skin examination or inspections for individuals at risk for the development 

of skin cancer. The USPSTF does attribute some of this limitation to the difficulty in designing 

randomization for this type of intervention (Wernli et al., 2016). 

Of the evidence that was available from the database searches, the best evidence falls into 

three similar categories. The literature demonstrates pilot interventional studies, prospective 

needs assessments, and qualitative interview studies. Of the evidence to support the inclusion of 

visual skin inspections in primary care, Swetter et al. (2017), demonstrated the strongest support 

for training primary care providers in skin assessment for cancerous skin lesions. After training, 

45.5% of PCPs were able to correctly diagnose pre-cancerous skin lesions among standardized 

samples of pigmented skin lesions (Swetter et al., 2017). In one qualitative study, PCPs who 

were trained in techniques for visual skin inspection, among patients at risk for skin cancer, 

reported positive interactions with patients and increased referrals to dermatologists for the 

management of high-risk skin conditions (Shaub et al., 2017). These results are consistent across 

qualitative studies and pilot interventional studies, without randomization or control groups.  
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Gaps and Limitations 

There were many gaps relating to the quality of evidence and the available data for skin 

cancer screening in primary care. Most qualitative studies recommend additional research on the 

subject of improving visual skin inspection techniques and completion rates in primary care 

settings, especially rural settings, where access to specialized dermatology care is limited. 

However, there is no evidence-based, standard protocol that is recommended for the training and 

implementation of skin inspections in primary care or in dermatology (Wernli et al., 2016). 

There are no clinical practice guidelines or randomized-controlled trials that demonstrate 

efficacy in one standardized method for the process of educating providers in the performance of 

visual skin inspections, with a method that is standardized or approved for use in dermatology or 

primary care (Wernli et al., 2016). The available evidence does identify abnormal skin lesions, 

mainly melanomas, which are identified with similar rates of success between dermatologists 

and primary care providers (Gol & Erkin, 2018). However, more subtle identification techniques 

for other skin neoplasms and precancerous lesions are routinely misidentified by primary care 

providers, but more accurately identified and diagnosed by dermatologists. This impacts the rate 

of biopsy and unnecessary intervention that can lead to visual scarring and psychosocial distress 

among patients seen in primary care (Gol & Erkin, 2018). 

METHODS 

Project Design 

This DNP QI project was intended to focus on educating PCPs and nursing staff in the 

non-invasive visual inspection of pigmented skin lesions, to improve confidence in the 

identification of abnormal skin lesions and improve nursing patient education regarding visual 
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skin inspection and screening for skin cancers in primary care at a Southern Arizona primary 

care clinic. This QI project was intended to increase the rate of early identification of skin 

lesions, which require further evaluation from specialty care providers such as dermatologists. 

Most PCPs rated their confidence in the identification of abnormal skin lesions as “low,” and 

most PCPs cite lack of training among the reasons that they do not routinely perform visual skin 

inspections during patient visits (Wise et al., 2009). This QI project was based on an existing 

clinical decision support course called The INFORMED program, to educate providers in the 

identification of normal and abnormal skin findings associated with skin conditions including 

skin cancer diseases (Weinstock et al., 2020). 

This QI project design included a narrated, asynchronous, educational PowerPoint 

presentation and a quantitative post-intervention survey. The narrated PowerPoint presentation 

focused on simple education regarding the ABCDE rule for the assessment of skin lesions, 

common characteristics of precancerous and cancerous skin lesions, identification of abnormal 

pigmented skin lesions, and patient education regarding the importance of screening for skin 

cancers through skin inspection. The approximately 15-minute narrated educational presentation 

was self-paced and was made available for participating healthcare providers to watch and to 

retain for future reference. The post-intervention survey included 21 questions, including 

multiple-choice questions, Likert-type questions with a range from “strongly agree” to “strongly 

disagree,” and a free text box for additional comments. The post-intervention survey addressed 

provider knowledge in their ability to identify abnormal skin lesions, provider willingness to 

incorporate visual skin assessment as a practice change, nursing confidence in providing patient 

education regarding skin cancer and skin inspection, and participant satisfaction with the project 
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content and delivery method. The aim of this QI project was to improve the self-reported level of 

confidence that participants report in the identification of abnormal skin lesions and educating 

patients regarding skin cancer screening and skin inspection, among those at risk for the 

development of skin cancers. Ultimately, the aim was to advocate for a practice change that 

would encourage PCPs to perform non-invasive visual skin inspections during annual wellness 

visits for patients at risk for developing skin cancer, and for nursing staff to provide education to 

patients regarding the importance of skin cancer screening and skin inspection during wellness 

visits. The implications of this project are to improve early identification and treatment for skin 

cancer diseases such as melanoma and non-melanoma skin cancers, for patients at this primary 

care clinic, since skin cancers remain the most common cancers in the US (AAD, 2019). 

Model for Implementation 

The Institute for Healthcare Improvement (IHI) utilizes the Model for Improvement as a 

framework for QI projects. The Model for Improvement includes the plan-do-study-act (PDSA) 

cycle, which can be used for multiple rounds of QI, to test changes with small-scale 

implementation (IHI, 2012). The Model for Improvement is based on three questions that are 

used to guide QI in a PDSA cycle. The three questions are: “What are we trying to accomplish? 

How will we know that a change is an improvement? What changes can we make that will result 

in improvement?” (IHI, 2012). The Model for Improvement is a process that includes the 

following steps: Forming the team, setting aims, establishing measures, selecting changes, 

testing changes, implementing changes, and spreading changes (IHI, 2012). The PDSA cycle of 

the Model for Improvement is incorporated into the testing change phase of the model. Each step 
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of the PDSA cycle is used to evaluate the intended results of an improvement project and its 

impact toward the desired change (IHI, 2012). 

Plan 

The first step of the PDSA cycle is the planning phase, which tests the objective of the 

tested change and makes predictions about the outcome of the planned change (IHI, 2012). For 

this DNP project, the proposed objective is to test the provider and nursing confidence in the 

performance of visual skin inspections and patient education regarding skin cancer as part of a 

wellness examination, after an educational intervention, to improve the rate of early 

identification of skin cancer diseases. The predicted outcome for this educational intervention 

would be that providers and nurses report increased confidence in the identification of abnormal 

skin assessment findings, increased confidence in educating patient regarding skin cancer 

screening and skin assessment, and that they report an increased willingness to perform non-

invasive skin inspections during wellness visits, as a way to increase early identification and 

intervention for patients at risk for the development of skin cancers. 

Do 

The second step of the PSDA cycle is the “do” phase which involves carrying out the test 

on a small scale, while observing for unintended outcomes, problems, and consequences (IHI, 

2012). For this QI project, this phase involves completing the narrated educational presentation 

and completing the post-intervention survey. This small-scale implementation, in one primary 

care clinic, will assess provider and nurses confidence in performing skin inspections and 

providing patient education after completing an education module that addresses the ABCDE 
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skin assessment technique and provides information for identification of the most common and 

most deadly forms of skin cancers. 

Study 

The “study” phase of the PDSA cycle involves the analysis of data and comparison to the 

predicted outcomes from the planning phase of the PDSA cycle (IHI, 2012). The study phase 

allows the implementation team to reflect on the change process and determine how the 

predicted outcomes varied from the actual outcomes of the change (IHI, 2012). For the proposed 

QI project, the analysis will focus on the post-intervention assessment results. The focus of this 

intervention will be to identify whether PCPs and nurses are more confident in their ability to 

identify abnormal skin inspection findings and provide patient education related to skin cancer 

screening and skin inspection, after completing education. The healthcare providers’ perceptions 

of their abilities will be assessed post-intervention, as well as their likelihood to include this 

knowledge in their practice during wellness visits. 

Act 

The act phase of the PDSA cycle allows the initial test team to determine what 

modification should be made to the implemented change and prepare for additional PDSA cycles 

to improve the tested change (IHI, 2012). Based on the data from the post-intervention surveys, 

the implementation team can determine if this intervention requires additional PDSA cycles to 

address unintended consequences or outcomes, if larger scale implementation of the intervention 

would be appropriate, or if the intervention is not an improvement over existing processes and 

should be abandoned. The Model for Improvement PDSA cycle has been summarized for this 

DNP project in Figure 2.  
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Figure 2 

Model of Improvement for Visual Skin Inspection Education in Primary Care 
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Setting and Stakeholders 

The proposed implementation site for the QI project is a primary care clinic in Nogales, 

Arizona. This outpatient clinic is considered a rural and medically underserved clinic based on 

the geographic location and demographics of the population served. Nogales is a city in Santa 

Cruz County, Arizona near the US border with Mexico. Nogales, AZ has a population of 20,103, 

with 16.0% of the population being age 65 years or older (United States Census Bureau, 2019). 

94.6% of the population in Nogales is Hispanic or Latino, and 33.9% of the population live at or 

below the poverty line based on the Office of Management and Budget’s (OMB) Statistical 

Policy Directive criteria for determining population poverty data (United States Census Bureau, 

2019). 11.9% of the population under the age of 65 is without health insurance (United States 

Census Bureau, 2019). The median household income in Nogales is $28,264, which is less than 

the national average of $61,937 (United States Census Bureau, 2019). The most common 

industries for employment in Nogales are retail, healthcare, food service, transportation, 

warehousing, and construction (DataUSA, 2020). PCPs in Nogales see 2,581 patients per year on 

average, and the per capital health care spending in Nogales was $6,452 in 2014 (DataUSA, 

2020).  

Of the population in the community of Nogales, AZ, the project stakeholders are those 

within the primary care clinic serving this local community. The stakeholders for this 

intervention include physicians (MDs), nurse practitioners (FNPs), registered nurses (RNs), and 

licensed practical nurses (LPNs) involved in the implementation of the PDSA cycle and 

impacted by the proposed change. Another important stakeholder for the approval of the 

proposed project, and the intended change, is the clinic director. This QI intervention, while not 
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associated with any financial costs to the clinic, does require a time commitment from the 

providers who will participate in the project. The clinical director approval is required for the 

implementation of this DNP project and has been presented as an opportunity for the clinical 

staff to benefit from the knowledge received by completing the educational presentation. The 

clinic stakeholders, including the MDs, NPs, RNs, and LPNs, who complete the educational 

presentation and respond to the survey are the early adaptors of this innovation, and their 

responses are the basis for determining if the change is a sustainable, long-term innovation for 

this practice. The results of this small-scale project implementation in one primary care clinic 

will determine if this intervention has viability, whether further PDSA cycles are necessary to 

refine the proposed change, or whether the intended innovation is not an improvement over the 

existing practice in this clinic. 

Planning the Intervention 

The initial implementation of this intervention is based on the Model for Improvement 

implementation strategy for small-scale implementation. The primary care clinic in Nogales, 

Arizona has three NPs, two RNs, two LPNs, and one MD, as members of their primary care 

team. All of these individuals are responsible for some portion of patient physical examination 

and assessment, as well as patient education. These providers are the individuals who will be 

invited, via email, to participate in this DNP project. 

Prior to beginning the educational module, each of the invitees will be properly consented 

for the project implementation. Prior to accessing the narrated PowerPoint with the educational 

content, the providers will be presented with the Disclosure Form Determination of Human 

Research (Appendix B). This information will be provided in the email requests for participation 
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(Appendix C), prior to beginning the educational presentation. The narrated PowerPoint 

presentation, regarding visual skin inspection for abnormal lesions and patient education 

regarding skin cancer screening will be attached to the recruitment email, as a downloadable 

PowerPoint, which the providers can access at their leisure, and complete in a self-paced 

timeframe. The education will be presented as a narrated, approximately 15-minute, PowerPoint 

presentation, discussing the ABCDE rule for skin inspection, abnormal skin assessment findings, 

recommendations for referral for skin inspection findings, patient education regarding skin 

cancer screening, and billing recommendations for performing the visual skin inspection service. 

After viewing the educational presentation, participants will be asked to complete a brief, 3-5 

minute, post-intervention survey. The survey will contain 21 questions that access provider 

confidence in applying the educational material to their practice and whether they intend to 

implement a personal practice change based on the knowledge gained. The survey questions will 

be multiple-choice questions, Likert-scale questions with ranges from “strongly disagree” 

through “strongly agree,” and a free text response question. The link to the anonymous survey 

will be provided in the recruitment email and will be included at the end of the narrated 

PowerPoint presentation. The recruitment email template is included in Appendix C, and the 

post-intervention survey is included in Appendix D. The detailed project timeline is included in 

Appendix E. 

Participants and Recruitment 

All nursing and healthcare providers at the Carondelet Medical Group clinic in Nogales, 

Arizona will be invited to participate. This includes RNs, LPNs, MDs, and NPs, since all of these 

clinicians are responsible for providing patient education at this site; there are no physician 
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assistants currently at this site. The recruitment of participants for this QI project will be done via 

email. Emails will be sent, by the practice manger, to all eligible healthcare providers. The initial 

recruitment email will be sent to each of these members of the primary care team, inviting them 

to participate in a learning experience and complete a brief survey. The inclusion criteria include: 

all healthcare professionals, including nurses and providers, currently providing direct patient 

care services at the Carondelet Medical Group primary care clinic in Nogales, Arizona. Clinic 

staff who are not licensed clinical direct patient care providers (such as administrative staff or 

medical assistants) are excluded from this intervention, which would not be relevant to their job 

scope. The project disclosure form is included in Appendix B, the recruitment email template is 

included in Appendix C. This quality improvement project has eight potential participants, and 

the target sample is two responses. The educational presentation and post-intervention survey 

will be open for participation for three weeks. 

Consent and Ethical Considerations 

The nursing bioethical principles of autonomy, justice, non-maleficence, beneficence, 

fidelity, and veracity related to nursing research are all considered in the planning and 

implementation of the QI project (Ingham-Broomfield, 2017). The implementation of this 

intervention will follow the ethical principles of non-maleficence, and will do no harm, in 

providing educational material to healthcare providers, and may ultimately fulfill the principle of 

beneficence if the education is applied in a manner that impacts patient care, and ultimately 

patient outcomes related to skin cancers. The planning and implementation of this project protect 

the autonomy of the individuals who have been invited to participate in this QI project. Their 

participation is voluntary, their responses to the survey are anonymous, and no part of their 
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employment is impacted by their choice to participate or not participate in the quality 

improvement project. No identifiable information will be collected. All data will be stored in a 

locked, password-protected computer. Only aggregate data will be shared with the site. 

This DNP project complies with the requirements for the IRB for DNP projects. 

Participants in this project will see the disclosure form provided prior to completing any portion 

of the education or survey, so that they are aware that their participation is both voluntary and 

anonymous (Appendix B). All of the DNP project recruitment emails, data collection tools, site 

authorizations, and participant materials are included in the appendices in their entirety. The 

nursing bioethical principles of autonomy, justice, non-maleficence, beneficence, fidelity, and 

veracity related to nursing research are all considerations in the planning and implementation of 

this QI project. No conflicts of interest have been identified by me or the individuals at the 

implementation site, participating in this DNP project. Site approval and University of Arizona 

IRB review will be conducted prior to implementation. 

Data Collection 

The data for this DNP project will be collected anonymously from a 21-question 

quantitative survey completed after viewing an education PowerPoint presentation. The post-

intervention survey will include multiple choice questions, Likert-scale questions, and a free text 

box for additional comments. The Likert scale is a scale that is commonly used following an 

educational intervention and collects ordinal data regarding the frequency with which answers 

appear in survey responses (Sullivan & Artino, 2013). The Likert scale is an ordinal scale that 

rates a respondents’ degree of agreement or disagreement with a statement and the responses will 

be ranked from “strongly disagree” to “strongly agree.” The responses on a Likert scale are 
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ranked responses, without a measurable distance between responses, but are useful for measuring 

the frequency with which a response appears (Sullivan & Artino, 2013). Multiple choice 

questions will be used to collect information pertaining to survey respondents’ clinical role. Free 

text comments will be collected, summarized, and any themes identified.  

The variable of interest that will be investigated is whether providers and nurses are more 

confident in their ability to perform skin assessments and more confident in providing patient 

education regarding skin cancer screening and skin inspection, after the educational intervention. 

This variable is presented in questions in the post-interventional survey. The survey will also 

include questions regarding likelihood to integrate this information into practice and promote this 

practice change. These secondary outcomes from the project will be described using the same 

Likert scale, with outcomes ranked from “strongly disagree” to “strongly agree.” This secondary 

project outcome could be useful in determining if this QI project has viability for further PDSA 

cycles or larger scale implementation. Another outcome measurement will rank participant 

satisfaction with the format and delivery method of the presentation content. This will be 

assessed with a Likert-scale response and a free text box, for additional comments.  

Data Analysis 

To analyze the results of the post-intervention survey, it is necessary to define the data 

that is collected from the survey. The survey results will be managed in a spreadsheet in 

Microsoft Excel. The data collected from the survey responses will be evaluated with descriptive 

statistics used to assess whether respondents gained confidence and knowledge from the 

presentation, whether the knowledge will be used to implement a practice change, and whether 

they are satisfied with the content and delivery of the presentation. There will also be a free text 
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response area available to provide feedback and/or additional comments. These free text 

responses will be summarized, and any recurring themes will be identified.  

Dissemination 

The results of the qualitative analysis from the survey responses will be shared with the 

Carondelet Medical Group staff. An executive summary of key findings and recommendations 

will be shared with the clinical site. The executive summary is intended to be presented to the 

clinic during a monthly staff meeting, which occurs on the third Monday of every month. 

RESULTS 

Outcomes 

The participants in this skin cancer education quality improvement asynchronous webinar 

included six participants from a potential sample of eight providers and nurses. The QI project 

population included three providers (MD & NP) and three nurses (RN & LPN). All participants 

in this QI project had at least one year of experience in their current role in the primary care 

clinic at Carondelet Medical Group in Nogales, Arizona. The summary of participant descriptive 

variables is included in Table 1.  

Table 1 

Descriptive Variables of Quality Improvement Project Participants 

Variable  n % 

Role 

 MD 

NP 

RN 

LNP 

1 

2 

2 

1 

16.67 

33.33 

33.33 

16.67 

Years of Experience 

 1-3 

4-6 

≥10 

2 

2 

2 

33.33 

33.33 

33.33 
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The providers who participated in the webinar reported that in their current practice, they 

sometimes (33.33%) or rarely (66.67%) performed comprehensive visual skin inspections during 

wellness examinations, and 100% of providers surveyed reported that when suspicious lesions 

are identified they refer patients to a dermatologist. No providers (0%) reported that they 

perform skin biopsies in the clinic (Table 2). The providers unanimously (n=3, 100%) agreed 

that the content of the webinar increased their knowledge of assessing skin cancer risk factors, 

identifying abnormal skin lesions including precancerous lesions, basal cell carcinomas, 

squamous cell carcinomas, and melanomas (Table 3).  

Table 2 

Current Provider Practices Regarding Skin Lesions 

Variable n % 

Currently perform visual skin inspections during wellness examinations: 

 Always 

Frequently 

Sometimes 

Rarely 

Never 

0 

0 

1 

2 

0 

0 

0 

33.33 

66.67 

0 

Current management of patients with skin lesions suspicious for skin cancers: 

 Referral to dermatology 

Biopsy in office 

Some other management 

3 

0 

0 

100 

0 

0 

  



 

 

45 

Table 3  

Knowledge Gained from Skin Cancer Webinar 

 

After completing the webinar, 66.67% of providers agreed that they would incorporate 

this knowledge into a practice change, and 33.33% reported that they neither agreed nor 

disagreed that this information would be used to change their current practice for performing 

visual skin inspections during wellness examinations. Providers were split in their responses 

regarding whether they had adequate time to perform skin inspections during wellness 

examinations with 33.33% reporting that they strongly agreed, 33.33% reporting that they 

agreed, and 33.33% reporting that they neither agreed nor disagreed that they have adequate time 

to complete comprehensive skin inspections. The providers all (n=3, 100%) disagreed that their 

clinic has adequate education resources related to skin cancer screening, diagnosis, and 

management (Table 4).  

  



 

 

46 

Table 4  

Provider Intent to Change Skin Examination Practices 

Variable n % 

Intend to change practice based on knowledge gained from participating in skin cancer education 

webinar: 

 Strongly agree 

Agree 

Neither agree nor disagree 

Disagree 

Strongly disagree 

0 

2 

1 

0 

0 

0 

66.67 

33.33 

0 

0 

Have adequate time to perform skin inspections during wellness examinations: 

 Strongly agree 

Agree 

Neither agree nor disagree 

Disagree 

Strongly disagree 

1 

1 

1 

0 

0 

33.33 

33.33 

33.33 

0 

0 

Have adequate patient education regarding prevention, screening, diagnosing, and managing skin 

cancers: 

 Strongly agree 

Agree 

Neither agree nor disagree 

Disagree 

Strongly disagree 

0 

0 

0 

3 

0 

0 

0 

0 

100 

0 

The nurses participating in the educational webinar reported that they have not received 

previous training in educating patient regarding the importance of skin cancer screening or 

providing skin examinations (n=3, 100%). The nurses reported that they rarely (33.33%) or never 

(66.67%) provided patient education regarding the importance of skin cancer screening or skin 

inspection prior to completing this skin cancer webinar. After viewing the skin cancer webinar, 

33.33% of the nurses strongly agreed and 33.33% of nurses agreed that they felt more confident 

providing patient education regarding the importance of skin cancer screening and visual skin 

inspection. At the same time, 66.67% of nurses reported that they would provide more frequent 
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patient education regarding skin cancer screening and skin inspection, while 33.33% neither 

agreed nor disagreed that they would provide more frequent patient education (Table 5). 

Table 5 

Nurses Intent to Change Patient Education Practices 

Variable n % 

I feel more confident educating patient about skin examination and the importance of skin cancer 

screening: 

 Strongly agree 

Agree  

Neither agree nor disagree 

Disagree 

Strongly disagree 

1 

1 

1 

0 

0 

33.33 

33.33 

33.33 

0 

0 

I plan to educate patients about skin examination and the importance of skin cancer screening: 

 Always 

More frequently 

Same frequency 

Less frequently 

Never 

0 

2 

1 

0 

0 

0 

66.67 

33.33 

0 

0 

For all participants who completed the skin cancer webinar, 100% (n=6) agreed that they 

were satisfied with the content of the presentation. The participants agreed (83.33%) or strongly 

agreed (16.67%) that an asynchronous online presentation was an effective delivery method for 

the content. 66.67% of participants agreed and 16.67% strongly agreed that the presentation 

included adequate depth to increase their knowledge. 16.67% of participants strongly disagreed 

that the content had adequate depth to increase their knowledge of skin cancer diseases (Table 6).  
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Table 6 

Participants Response to Presentation Content and Delivery 

 

Lastly, the survey included a free text box for comments regarding the content of the 

presentation. The free text responses presented some common themes. The first theme indicated 

that survey respondents did not believe that their clinic has educational material available to 

provide to patients regarding skin cancer screening or skin inspection. Respondents described 

that they would need educational material that is printed in Spanish. Another theme indicated 

that participants learned something new from the content presented in the webinar or that the 

course provided a refresher in skin cancer education. A final theme that was present in the 

responses was that this primary care clinic lacked the supplies and provider training to perform 

skin biopsies of suspicious skin lesions. 

DISCUSSION 

Summary 

This QI project aimed to determine if providers and nurses working in a primary care 

clinic would gain knowledge and confidence from an educational webinar presenting 

information regarding skin cancer identification and educating patients regarding skin cancer 
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screening and skin inspection. The overall goal of this project was to determine whether 

providers and nurses would report that they will apply the knowledge from participating in this 

educational QI project to implement a practice change regarding skin inspection and providing 

skin cancer screening and skin inspection education. The data collected from participants 

indicates that providers and nurses gained knowledge and confidence regarding skin cancer 

screening, skin cancer risk factors, precancerous lesion identification, skin cancer identification, 

and educating patients regarding skin cancer screening and skin inspection. 

The results of this QI project reinforce the necessity for providers and nurses in primary 

care to gain education regarding the screening and identification of skin cancers. Skin cancers 

are the most commonly diagnosed cancers in the US, however, only approximately 4% of the US 

population will visit a dermatologist annually (AAD, 2019; Rapaport, 2018). This has created an 

unmet need for the education, prevention, early detection, and intervention in the diagnosis and 

initial management of skin cancer diseases in the primary care setting. However, the existing 

data demonstrates that the majority (61.7%) of PCPs are not performing any comprehensive 

visual skin inspections, and the most commonly cited reason that PCPs do not perform visual 

skin inspection is reported as a lack of knowledge and training in identification of abnormal skin 

lesions (Gol & Erkin, 2018). 

Interpretation 

The key variables that were described in this QI project included provider knowledge, 

nursing confidence, and likeliness to change current practice. For the first variable, provider 

knowledge, among survey respondents (n=3) 100% agreed that the asynchronous webinar 

increased their knowledge of assessing for skin cancer risk factors, identifying precancerous 
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lesions, identifying basal cell carcinomas, identifying squamous cell carcinomas, and identifying 

melanomas. This supports the findings from Secker et al. (2017) that described a significant 

improvement in PCP identification of pigmented lesions after training. That study also reported 

that PCPs felt more confident in the accuracy of diagnoses for pigmented lesions after they 

received training (Secker et al., 2017).  

The second variable that was assessed with this QI intervention was nursing confidence 

in providing patient education regarding skin cancer screening and skin inspections. Prior to 

completing the skin cancer webinar, none of the nursing staff (n=3) reported that they had 

received training in skin cancer screening or skin examination, and the nurses reported that they 

rarely (33.33%) or never (66.67%) educated patients about skin inspection during a wellness 

visit. After completing the educational webinar, 33.33% of nurses strongly agreed and 33.33% 

agreed that they felt more confident in educating patients regarding the importance of skin 

examination and skin cancer screening, and 66.67% of nurses reported that they intended to 

educate more patients about the importance of skin cancer screening and skin examination. 

These results are similar to those described in Gulati et al., (2015) which used an online skin 

cancer education toolkit to educate participants in appropriate skin cancer referrals for abnormal 

pigmented lesions. From this education, self-reports of knowledge and confidence increased 

across all participants, and the participants preferred an online format for completing the 

education (Gulati et al., 2015). 

The third key variable is the likelihood that providers and nurses will change their clinical 

practice based on the knowledge that they gained from participation in this QI project. 66.67% of 

providers and nurses reported that the presentation would change their clinical practice by 
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providing more comprehensive skin examinations and providing more patient education 

regarding the importance of skin cancer screening and skin examination. If the practice change is 

maintained, the clinic could see a change in the standard of care for skin examinations during 

wellness visits, similar to that described in Wheatley (2018), where improving compliance with 

skin examination resulted in an 8% increase in dermatology referral for serious skin findings. In 

the same study, patient education regarding skin cancer was described as a low-cost and low 

effort health promotion opportunity (Wheatley, 2018). 

Implications (Practice, Education, Research and Policy) 

This QI project can improve outcomes for patients at this primary care clinic in the 

community of Nogales, AZ. The community of Nogales, AZ is 94.6% Hispanic, and in Arizona, 

23.8% of Hispanics diagnosed with melanoma skin cancers are diagnosed at a late stage, which 

is associated with a poorer prognosis (AZDHS, 2017; United States Census Bureau, 2019). 

Based on the SEER summary stage for invasive melanomas, persons diagnosed with regional 

stage melanomas have a 57.2% five-year relative survival rate, while those with distant stage 

melanoma have a five-year relative survival rate of 14.7% (AZDHS, 2017). If primary care 

providers implemented non-invasive visual skin examinations, as a low-cost health promotion 

intervention during wellness examinations, early diagnosis and intervention for skin cancers 

could improve patient outcomes. In patients who are diagnosed with local stage melanomas, the 

five-year relative survival rate is 91.7% (AZDHS, 2017). Continuing or expanding upon this 

education is an opportunity for provider and nursing professional development, in addition to 

improving outcomes for patients in a rural and medically underserved community.  
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Strengths and Limitations 

The primary strength of this QI project is the ease of implementation. The QI project 

participants preferred the use of the asynchronous webinar format, and this format is familiar to 

most nurses and providers as a delivery format for educational content. Another strength of this 

QI project is that providers and nurses, most of whom have never worked in a dermatology 

specialty, can gain knowledge regarding abnormal skin lesions, and apply a simple, systematic 

approach to evaluate skin lesions to determine if they warrant further screening or intervention. 

This is an opportunity for healthcare providers to participate in continuing education, while 

simultaneously gaining knowledge that can improve patient outcomes. 

This QI project has limitations in its design and application. The implementation of this 

QI project occurred in a small, rural, primary care clinic, which limited the sample size for 

potential participants. Eight providers and nurses were identified as potential participants in the 

project. The project sample size was six participants, which represents 75% of the potential 

participants, however, a small sample size results in data that is skewed, and cannot be applied to 

a larger, general population. Because the project was tailored to the implementation site, the 

intervention and the outcomes cannot be generalized or expected to be reproduced in all clinical 

settings or with all patient populations.  

Another limitation of this QI project is that providers and nurses are self-reporting their 

increased confidence and increased knowledge. However, a more acceptable tool to measure an 

increase in knowledge would be to apply a content based pre and post education examination, 

related to the content presented in the skin cancer education webinar. Testing the participants 
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before and after completing the intervention would provide a more objective and measurable 

indication of knowledge gained, due to their participation in the webinar.  

A third limitation that impacted the implementation of this QI project was the presence of 

the SARS-CoV-2 (COVID-19) global pandemic. This impacted the entire implementation and 

scope of this project. The implementation site for this project was changed as a result of COVID-

19 spread in Arizona. The original project implementation site discontinued any participation in 

DNP projects beginning in April, 2020, and it was necessary to find an alternative 

implementation site for this project. The COVID-19 pandemic also limited any face-to-face 

interaction with the implementation site to discuss the plans for implementation and limits the 

dissemination of the project results with plans for sustainability.  

DNP Essentials Addressed 

This QI project addressed DNP Essentials I, II, and VII in the 2006 American 

Association of Colleges of Nursing (AACN) “Essentials of Doctoral Education for Advanced 

Nursing Practice.” DNP Essential I: Scientific Underpinnings for Practice includes the “nursing 

actions or processes by which positive changes in health status are affected” (AACN, 2006). The 

goal of this DNP project was to implement a practice change for health promotion and early 

identification of skin cancer diseases to improve patient outcomes – affect health status – in a 

rural primary care clinic. This project addressed DNP Essential II: Organizational and Systems 

Leadership for Quality Improvement and Systems Thinking, which states that DNPs “must be 

able to assess the impact of practice policies and procedures on meeting the health needs of the 

patient populations with whom they practice” (AACN, 2006). The implementation of this DNP 

project was directed at a rural and medically underserved community, where the patient 
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population would benefit most from an intervention that increased providers knowledge and their 

ability to offer health promotion services to patients who do not have easy access to specialty 

providers in their community. The project also addressed DNP Essential VII: Clinical Prevention 

and Population Health for Improving the Nation’s Health, which states that DNPs “engage in 

leadership to integrate and institutionalize evidence-based clinical prevention and population 

health services for individuals, aggregates, and populations” (AACN, 2006). This DNP project 

attempted to address a need that was identified in the US Preventive Services Task Force (2016) 

recommendations for screening for skin cancer, which indicated that there is a lack of high-

quality evidence available to provide recommendations for routine skin cancer screening 

(USPSTF, 2016). The US Preventative Services Task Force recommended that more research is 

needed to propose recommendations for population screening and that research should be 

conducted in conjunction with specialists such as dermatologists and plastic surgeons, as well as 

with primary care providers (USPSTF, 2016). 

Conclusions 

The DNP project was implemented to address the screening and early identification of 

skin cancers, the most commonly diagnosed cancers, in the primary care setting (AAD, 2019). 

The goal was to increase provider and nursing knowledge and confidence in the identification of 

abnormal skin lesions and in providing patient education regarding skin cancer screening and 

skin inspection, since the majority of the population does not regularly receive care from a 

dermatologist. The implementation of a skin cancer educational webinar, for one primary care 

clinic in Nogales, AZ improved the knowledge and the confidence that PCPs and nursing staff 

had in performing comprehensive skin inspections, providing skin cancer screening education, 
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and providing skin inspection education to patients. Two thirds of providers who participated in 

this project indicated that this education would change their clinical practice, which can be an 

important health promotion intervention for the patients in this community. 

Plan for Sustainability 

In order to continue the progress that was gained in the initial implementation of a skin 

cancer education presentation for providers and nurses in primary care, Rogers’ DOI theory 

concepts can be applied and evaluated by the primary care team. One NP, who would be 

identified as an early adopter of change, could continue to improve upon the initial 

implementation with additional PDSA cycles. Additional PDSA cycles could be implemented to 

improve the interventions compatibility with this primary care clinic, and determine ways to 

decrease complexity, which is inversely associated with adoption of innovation (Rogers, 2003).  

The next step in the cycle is to disseminate the initial results to the clinical staff and 

discuss any next steps that could maintain or improve the implementation. For example, if the 

providers were able to commit to performing a certain number of skin inspections during a 

designated time period, data could be collected regarding whether the practice experienced an 

increase in referrals to dermatology, based on the adoption of a new clinical practice. Another 

potential plan for sustainability would be to discuss the potential for increased reimbursement 

and increased revenue associated with learning new skills and techniques for skin biopsies in 

primary care. An additional training in the process of skin biopsies may be necessary or an 

evaluation of CPT codes and reimbursements for skin biopsies may be beneficial to determine if 

additional training would benefit the financial standing of the practice.  
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To assess these proposed changes and to implement additional education or additional 

changes, the initial QI project should undergo additional PDSA cycles. If one patient care team 

continued to implement change, as a small-scale implementation project, their success or 

opportunities for improvement could be identified and expanded upon, prior to implementing 

larger scale change, impacting the entire primary care practice. If the implementation care team 

continues to have positive results and improved patient outcomes, the care team who lead the 

small-scale implementation, could begin leading a larger scale implementation for the entire 

primary care clinic. 

Plan for Dissemination 

The results from this QI project will be summarized and presented in an executive 

summary. The executive summary will be presented to the clinical staff during a staff meeting, 

where all of the project participants are likely to be present. The executive summary will include 

the key results from the project implementation including 1) the providers and nurses self-

reported that they learned something about skin cancer and skin cancer screening from 

participating in this educational webinar, 2) nurses reported more confidence in providing patient 

education after completing the educational webinar, 3) multiple participants in the project 

reported that the clinic does not currently have printed, evidence-based patient education 

materials that can be provided related to skin cancer, skin cancer risks, or skin cancer screening, 

4) education material should be made available in Spanish, and 5) a leader should be identified 

within the practice, if they choose to maintain or expand upon this initial quality improvement 

project, to develop a sustained practice change that will improve the health outcomes for their 

patient population. 
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APPENDIX A: 

CARONDELET MEDICAL GROUP – NOGALES SITE APPROVAL / AUTHORIZATION 

LETTER 
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APPENDIX B: 

CONSENT DOCUMENT (DISCLOSURE FORM DETERMINATION OF HUMAN 

RESEARCH) 
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Skin Inspection Education for the Identification  

of Skin Cancers in Primary Care  

Tamika Longbons, BSN, RN 

 

The purpose of this project is to educate primary care providers and nurses in the non-invasive, 

visual assessment of pigmented skin lesions, to improve provider confidence in the identification 

of abnormal skin lesions and nursing confidence in patient education regarding skin cancer 

screening and skin inspection, in patients at risk for the development of skin cancers. 

 

If you choose to take part in this project, you will be asked to complete an online education 

module and complete a post-intervention survey. It will take approximately 20 minutes to 

complete this module and survey. The education module is self-paced. There are no 

foreseeable risks associated with participating in this project and you will receive no immediate 

benefit from your participation. Survey responses are anonymous.  

 

If you choose to participate in the project, participation is voluntary, 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. 

By participating, you do not give up any personal legal rights you may have as a participant in 

this project.  

 

For questions, concerns, or complaints about the project, you may call Tamika Longbons, BSN, 

RN at (520) 344-2926 or tmlongbo@email.arizona.edu 
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APPENDIX C: 

RECRUITMENT MATERIAL (RECRUITMENT EMAILS – INITIAL AND FOLLOW-UP) 
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Recruitment Email – Initial 

Dear Potential Participant,  

My name is Tamika Longbons and I am a UA Doctor of Nursing Practice student. I am writing 

to invite you to participate in my quality improvement project about skin inspection education 

for the identification of skin cancers in primary care. You are eligible to participate in this 

project because you work in CMG – Nogales primary care clinic and are responsible for patient 

assessments and provide patient education. 

If you decide to participate in this project, you have the opportunity to watch an online, 

asynchronous, approximately 15-minute narrated PowerPoint presentation regarding skin cancer 

screening and visual skin inspection for abnormal pigmented lesions. You will then be able to 

participate in a short online survey to assess what knowledge you gained and any feedback on 

the content discussed in the presentation. This survey will take approximately 10 minutes to 

complete.  

The narrated PowerPoint presentation is attached to this email and is available to download and 

retain at your facility. The link to participate in the anonymous survey is included in this email.  

Remember, your participation is completely voluntary. You may withdraw at any time. No 

identifiable information will be collected.  

This project has received site approval and University of Arizona IRB review. 

If you have any questions about the project, please email me at tmlongbo@email.arizona.edu. 

Thank you for your consideration. 

Sincerely,  

 

Tamika Longbons, BSN, RN  
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Recruitment Email – Follow-up 

Dear Potential Participant,  

My name is Tamika Longbons and I am a UA Doctor of Nursing Practice student. I am writing 

to follow up with your invitation to participate in my quality improvement project about skin 

inspection education for the identification of skin cancers in primary care. 

If you have already completed the online narrated PowerPoint and completed the evaluation 

survey, I would like to thank you for your participation. If you have not yet completed the 

presentation and survey, there is still time to participate.  

If you still wish to participate in this project, the narrated PowerPoint presentation is attached to 

this email and is available to download and retain at your facility. The link to participate in the 

anonymous survey is also included in this email.  

Remember, your participation is completely voluntary. You may withdraw at any time. No 

identifiable information will be collected. 

If you have any questions about the project, please email me at tmlongbo@email.arizona.edu. 

Thank you for your consideration. 

Sincerely,  

 

Tamika Longbons, BSN, RN 
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APPENDIX D: 

EVALUATION INSTRUMENTS (POST-PRESENTATION SURVEYS FOR HEALTH CARE 

WORKERS AND PROVIDERS) 
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Post-Intervention Survey 

Post-Presentation Survey for Health Care Workers: 

1. What is your current role in the clinic where you work? (MD, NP, RN, LPN, other) 

o MD 

o DO 

o NP 

o PA 

o RN 

o LPN 

 

2. How many years have you worked in this role (MD, NP, RN, LPN, other)? 

o ≤1 year 

o 1-3 years 

o 4-6 years 

o 6-9 years 

o ≥10 years 

 

For Nurses: 

3. I have previously received training in patient education for skin examinations to screen 

for skin cancers. 

o Yes, I have received training. 

o No, I have not received training. 

o I am unsure whether or not I have received training. 

 

4. I routinely provide patient education on the importance of comprehensive visual skin 

inspections as part of wellness visits. 

o Always 

o Frequently 

o Sometimes 

o Rarely 

o Never 

 

5. As a result of this webinar, I feel more confident in educating patients about the 

importance of skin examinations to screen for skin cancer. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 
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6. As a result of this webinar, I plan to educate patients about the importance of skin 

examinations to screen for skin cancer. 

o Always 

o More frequently 

o Same frequency 

o Less frequently 

o Never 

 

For Providers: 

7. I routinely complete comprehensive visual skin inspections on my patients, as part of 

wellness visits. 

o Always 

o Frequently 

o Sometimes 

o Rarely 

o Never 

 

8. This presentation has increased my knowledge of assessing for risk factors for the 

development of skin cancer diseases. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

9. This presentation has increased my knowledge of identifying precancerous cutaneous 

diseases including actinic keratosis. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

10. This presentation has increased my knowledge of identifying precancerous cutaneous 

diseases including lentigo maligna. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

11. This presentation has increased my knowledge of identifying basil cell carcinomas. 

o Strongly agree 
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o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

12. This presentation has increased my knowledge of identifying squamous cell carcinomas. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

13. This presentation has increased my knowledge of identifying melanomas. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

14. The knowledge that I have gained from this presentation will change my clinical practice 

regarding providing visual skin inspections to my patients during wellness examinations.  

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

15. I have adequate time to perform visual skin inspections during wellness examinations. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

16. My clinic had adequate patient education resources regarding screening, diagnosis, and 

management of skin cancer diseases.  

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

17. In your current practice, how do you manage patients with lesions suspicious for skin 

cancers?  



 

 

68 

o Referral to dermatology 

o Biopsy in office 

o Another type of management (specify) 

 

All Participants: 

18. Overall, I am satisfied with the educational content from this presentation. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

19. The content of this presentation included adequate depth to increase my knowledge and 

understanding of skin cancers. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

20. An asynchronous, online presentation was an effective education delivery method to 

increase my knowledge and understanding. 

o Strongly agree 

o Agree 

o Neither Agree nor disagree 

o Disagree 

o Strongly Disagree 

 

21. Please enter any additional comments in the box below (500-character limit):  
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APPENDIX E: 

PROJECT TIMELINE 
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Completion 

Date 

Planning Pre-

Implementation 

Implementation Evaluation 

July 12, 2020 Meeting with clinic 

director (stakeholder) 

to discuss alternate 

implementation 

outside of the VA 

   

July 31, 2020 Complete pre/post 

implementation 

survey design in 

Qualtrics or Google 

   

July 31, 2020 Complete written 

instructions for post 

implementation 

assessment to be 

emailed to project 

participants. 

   

August 5, 

2020 

Submit project for 

IRB approval for 

University of Arizona  

   

September 1, 

2020 

 Present project to 

“alternative” 

asynchronous virtual 

format group 

  

September 

30, 2020 

through  

October 7, 

2020 

  Provide online 

education module via 

email with project 

description and 

program instructions 

 

October 7, 

2020 

through 

October 15, 

2020 

 

  Provide follow up 

email request to 

participants, to 

participate in project 

prior to the closing 

date. 

 

October 15, 

2020 through 

 November 

15, 2020 

   Analyze 

project data 

November 

28, 2020 

   Present 

project data 
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APPENDIX F: 

LITERATURE REVIEW GRID 
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UA CON DNP Standard Literature Grid 

Pub. Year; Author’s Last 

Name 

Title of 

Publication 

Type of 

Study 

Main Outcomes of 

Findings 

Support for and or Link to 

Project 

Blake & Malone (2014) Current behaviors, 

attitudes, and 

knowledge of nurse 

practitioners in 

primary care toward 

skin cancer 

screening/prevention 

Prospective 

needs 

assessment 

• Most primary care providers 

do not perform skin 

assessments (55%). 

• 90% of providers stated that 

it is important to assist 

patients in early 

identification of skin cancer 

43% of providers described 

their knowledge of skin cancer 

identification as basic to 

minimal 

• Reinforces the proposed idea for 

provider education in performing 

skin assessments in primary care.  

This reinforces that most PCPs are not 

trained to identify or assess (even 

annually) for skin abnormalities. 

Ferris, Saul, Lin, Ding, Weinstock, 

Geller, Yuan, Neuren, Maddukuri, 

Solano, & Kirkwood (2017) 

A large skin cancer 

screening quality 

initiative description 

and first-year 

outcomes 

Observational 

evaluation of a 

prospectively 

implemented 

quality initiative 

• 15.9% of the eligible patient 

population was screened for 

skin cancer in primary care 

• Screened patients were more 

likely to be diagnosed with 

melanoma. 

Further study is needed to 

quantify the impact of skin 

cancer screening in primary 

care on the diagnosis of skin 

cancers including melanoma 

• Supports the implementation of 

large-scale screening for skin cancer 

in primary care. 

Melanoma screening in primary care 

was effective at identifying abnormal 

lesions effectively in screened 

population 

Gol & Erkin (2018) Knowledge and 

practices of primary 

care providers on skin 

cancer and skin self-

examination 

Cross-sectional 

descriptive 

study 

• 67.15% of primary care 

providers did not perform 

skin examinations 

• 61.7% did not perform skin 

examinations because they 

felt that they did not have 

knowledge of what to look 

for 

• Links to project feasibility because 

primary care providers’ knowledge 

of skin cancer symptoms was 

adequate. 

• PCP knowledge of skin cancer risk 

factors was not sufficient. 

PCP knowledge of skin self-

examination was good, but they did not 
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Pub. Year; Author’s Last 

Name 

Title of 

Publication 

Type of 

Study 

Main Outcomes of 

Findings 

Support for and or Link to 

Project 
85.71% of providers did not 

have any education in 

performing skin cancer 

assessment and screening after 

medical training 

perform skin self-examination 

adequately 

Gulati, Harwood, Rolph, Pottinger, 

McGregor, Goad, & Proby (2015) 

Is an online skin 

cancer toolkit an 

effective way to 

educate primary care 

physicians about skin 

cancer diagnosis and 

referral? 

Observational 

cross-sectional 
• A toolkit improved 

perceptions of skin cancer 

training and self-reported 

knowledge about skin 

cancer referral pathways. 

• Did not identify an impact 

of the toolkit on number or 

appropriateness of urgent 

skin cancer referrals in the 

eight months following the 

launch of the website. 

Validated the usefulness of the 

toolkit and a positive influence 

on knowledge and referrals. 

• Supports the use of skin assessment 

tools by primary care providers to 

improve their knowledge and 

confidence in identifying skin 

lesions.  

Supports that use of a standardized 

toolkit to assist providers in learning an 

ABCDE method of skin lesion 

assessment. 

Martires, Kurlander, Minwell, 

Dahms, & Bordeaux (2014) 

Patterns of cancer 

screening in primary 

care from 2005 to 

2010 

Quantitative, 

retrospective 

assessment 

• Patient records were 

examined for rates of 

screening for skin 

assessments (among other 

assessments). 

• White patients were most 

often offered skin 

assessment and examined by 

providers 

• Patients with private 

insurance and Medicare 

were more frequently 

offered assessments than 

• Correlates to the variability in the 

rates of cancer screening in primary 

care.  

This supports the need for training and 

implementation of skin cancer 

assessment tools for primary care 

providers to use consistently, for all 

patients. 
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Pub. Year; Author’s Last 

Name 

Title of 

Publication 

Type of 

Study 

Main Outcomes of 

Findings 

Support for and or Link to 

Project 
Medicaid and uninsured 

patients 

Providers may not target 

patients who are at highest risk 

for screening 

Poccoli, Amorim, Wagner, & Nunes 

(2015) 

Teledermatology 

protocol for screening 

of skin cancer 

Observational 

cross-sectional 

study 

• Application of a structured 

protocol was found to be 

statistically significant, 

increasing (by 38.77 times) 

the odds that examinations 

were considered suitable for 

evaluation by the specialist. 

Tele-medicine serves as 

alternatives to ensure proper 

access to health care and in 

partnership with non-specialist 

doctors from different macro-

regions 

• The links to the accuracy of 

performing skin assessments in 

primary care.  

• Tele-medicine providers, primary 

care providers, and tele-

dermatology providers has similar 

accuracy with identifying skin 

lesions. 

A standard protocol was developed to 

identify skin lesions 

Secker, Buis, Bergman, & Kukutsch 

(2017) 

Effect of a 

dermoscopy training 

course on the accuracy 

of primary care 

physicians in 

diagnosing pigmented 

lesions 

Prospective 

educational 

intervention 

• The diagnostic accuracy for 

PCPs identifying pigmented 

lesions improved 

significantly with training 

• The diagnostic accuracy 

further, significantly 

improved, with dermoscopy 

training for PCPs 

Formal training in pigmented 

lesion identification for PCPs 

improved provider confidence 

in recognizing almost all 

lesions (except nevi). 

• Supports the need for training in 

primary care for providers to 

become proficient at identification 

of skin cancers. 

• PCPs improved their diagnosis and 

identification of almost all skin 

lesions with formal training 
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Pub. Year; Author’s Last 

Name 

Title of 

Publication 

Type of 

Study 

Main Outcomes of 

Findings 

Support for and or Link to 

Project 

Shaub, Lewis, & Swetter (2017) Patient perceptions of 

primary care–based 

skin cancer screening 

Qualitative 

interview study 
• Patients reported positive 

interactions for PCP skin 

screenings. 

• PCPs managed minor skin 

conditions 

• PCPs referred patients to 

dermatologists for high risk 

skin conditions 

• Patients expressed concern 

that PCPs were not 

knowledgeable regarding all 

identified skin conditions 

A small number of patients 

would rather be seen by a 

dermatologist 

• Supports the introduction of basic 

skin assessments in primary care for 

patients who are identified as “at 

risk” for skin cancers.  

Most of the patients reported positive 

experiences with skin assessments 

completed by PCPs. 

Shellenberger, Nabhan, & 

Kakaraparthi (2016) 

Melanoma screening: 

A plan for improving 

early detection 

Systematic 

review 
• Performing whole-body skin 

assessments leads to the 

early detection of melanoma 

• Skin examination also leads 

to a reduction in melanoma 

specific mortality 

Whole-body skin examination 

is cost-effective and non-

invasive and reduces specific 

skin cancer mortality by early 

detection 

• Supports skin cancer education 

curriculum and training in primary 

care to improve widespread 

melanoma screening 

• Identifies primary care providers as 

effective providers for skin 

examination and cancer 

identification and detection at early 

stages 

• Recommends training for US 

providers in skin examination 

Swetter, Chang, & Shaub (2017) Primary care–based 

skin cancer screening 

in a veterans affairs 

health care system 

Pilot 

interventional 

study 

• No significant difference in 

the rate of dermatology 

referral after training PCPs 

to identify early skin cancer 

• PCPs correctly diagnosed 

skin cancer in 14.8% of 

patients after training 

Supports the feasibility and diagnostic 

accuracy of training PCPs to screen for 

skin conditions and improve the 

referral for biopsy rates 
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Pub. Year; Author’s Last 

Name 

Title of 

Publication 

Type of 

Study 

Main Outcomes of 

Findings 

Support for and or Link to 

Project 
PCPs correctly diagnosed 

actinic keratoses in 45.5% of 

patients after training 

Wernli, Henrikson, Morrison, 

Nguyen, Pocobelli, & Blasi (2016) 

Screening for skin 

cancer in adults 

updated evidence 

report and systematic 

review for the US 

Preventive Services 

Task Force 

Systematic 

review 
• No randomized clinical 

trials were identified from 

1995 – 2015 that assessed 

the association between skin 

cancer screening and 

mortality 

Limited evidence is available 

regarding skin cancer screening 

benefits, especially related to 

melanoma mortality 

• Research is needed to evaluate the 

effectiveness of skin cancer 

screening programs in the 

identification of skin cancers. 

There is a need to understand the link 

between skin cancer screening and 

mortality rates from melanoma in those 

at the highest risk for developing skin 

cancer. 

Wheatley (2018) Improving 

dermatological 

screening in primary 

care 

Cohort study • Implementing a practice 

change as a standard of care 

for skin examination during 

wellness visits improved 

provider compliance 

• Skin cancer screening in at 

risk patients resulted in an 

overall 8% increase in 

dermatology referrals 

• Patient education of skin 

cancer was an important 

health promotion task that 

required little provider effort 

and little cost 

• Supports the intervention goal since 

skin cancer screening in at risk 

patients resulted in an overall 8% 

increase in dermatology referrals 

• Providers gained exposure and 

increased confidence in their ability 

to perform skin assessments and 

refer appropriately 

There is no standardization for skin 

exams by PCPS using the ABCDE 

criteria 
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