
Patient Education on Medication Assisted
Treatment for Opioid Use Disorder

Item Type text; Electronic Dissertation

Authors Torres, Nidia J.

Citation Torres, Nidia J. (2020). Patient Education on Medication Assisted
Treatment for Opioid Use Disorder (Doctoral dissertation,
University of Arizona, Tucson, USA).

Publisher The University of Arizona.

Rights Copyright © is held by the author. Digital access to this material
is made possible by the University Libraries, University of Arizona.
Further transmission, reproduction, presentation (such as public
display or performance) of protected items is prohibited except
with permission of the author.

Download date 24/05/2023 20:19:42

Link to Item http://hdl.handle.net/10150/650866

http://hdl.handle.net/10150/650866


PATIENT EDUCATION ON MEDICATION ASSISTED TREATMENT 

 

FOR OPIOID USE DISORDER 

 

 

 

 

by 

 

Nidia J. Torres 

 

 

 

 

________________________ 
Copyright © Nidia J. Torres 2020 

 

 

A DNP Project Submitted to the Faculty of the 

 

COLLEGE OF NURSING 

 

In Partial Fulfillment of the Requirements 

 

For the Degree of 

 

DOCTOR OF NURSING PRACTICE 

 

In the Graduate College 

 

THE UNIVERSITY OF ARIZONA 

 

 

 

 

2 0 2 0 



 

 

2 

 
 



 

 

3 

ACKNOWLEDGMENTS 

As I reach the end of this long journey, I now have time to reflect on the culminating 

support that has allowed me to achieve this level of education. I realize that this journey is not 

independent of loved ones who rally around us and lift us up physically, mentally and spiritually.  

 

At the forefront of this reflection is the tireless support from my family. My husband who 

had to continuously ensure that our children and household were maintained. As well as my three 

boys, who were forced to achieve a higher level of self-sufficiency and responsibility quite early 

in their lives. I am amazed by their relentless dedication and perseverance that allowed me the 

time to continue to study. Their sacrifices have allowed me to make this dream a reality. My 

mother, who has fervently prayed for my safety and continued success without understanding 

why I continue to go to school. My father, who was the first to acknowledge my doctoral title 

with a congratulatory card that divulged how proud he is of my achievement.  

 

Additionally, the unconditional support that I received from my mentors is commendable. 

To my DNP project committee, I am eternally grateful for the countless hours you have spent 

reviewing and forcing me to perfect this project. To Dr. Mary Davis, thank you for guiding and 

instilling confidence in me that I can see this project to fruition. To Dr. Cynthia Jovanov, thank 

you for precepting and supporting me throughout this entire process. To Dr. Heather Carlisle, 

thank you for directing my steps throughout my DNP education and being dedicated to my 

continued success. To all of you, thank you for mentoring me and facilitating the next level of 

my professional career.  

 

Furthermore, to the countless colleagues and friends who have motivated me along this 

path, I am forever grateful. I am blessed to have so many knowledgeable and encouraging people 

around me who have distilled their wisdom upon me. Your support is invaluable; I am truly 

blessed beyond measure! 

 



 

 

4 

DEDICATION 

This DNP project is dedicated to my family members who resist education.  

I hope that I can continue to shine a light on the power of education  

to break down barriers for Hispanic families. 

 



 

 

5 

TABLE OF CONTENTS 

LIST OF FIGURES .........................................................................................................................8 

LIST OF TABLES ...........................................................................................................................9 

ABSTRACT ...................................................................................................................................10 

INTRODUCTION........................................................................................................................12 

Background Knowledge and Significance .................................................................................13 

Definition of Condition ....................................................................................................14 

Risk Factors ......................................................................................................................14 

Incidence ...........................................................................................................................14 

Screening ...........................................................................................................................15 

Diagnosing ........................................................................................................................15 

Consequences....................................................................................................................16 

Treatment .........................................................................................................................18 

Local Problem ..............................................................................................................................19 

Incidence ...........................................................................................................................20 

State Regulations ..............................................................................................................21 

Intended Improvement ................................................................................................................22 

Project Purpose ................................................................................................................22 

Project Question ...............................................................................................................22 

Project Objectives ............................................................................................................22 

Theoretical Framework ...............................................................................................................23 

Core Concepts ..................................................................................................................23 

Literature Synthesis .....................................................................................................................25 

Comprehensive Appraisal of Evidence ..........................................................................26 

Strengths of Evidence ......................................................................................................28 

Weaknesses of Evidence ..................................................................................................28 

Gaps and Limitations ......................................................................................................28 

METHODS ...................................................................................................................................29 

Project Design...............................................................................................................................29 



 

 

6 

TABLE OF CONTENTS - Continued 

Model for Implementation ..........................................................................................................30 

Setting and Stakeholders .............................................................................................................32 

Participants and Recruitment .....................................................................................................32 

Planning the Intervention ...........................................................................................................33 

Data Collection .............................................................................................................................34 

Data Analysis ................................................................................................................................35 

Ethical Considerations.................................................................................................................36 

Respect for Persons ..........................................................................................................36 

Beneficence .......................................................................................................................36 

Justice ................................................................................................................................37 

Institutional Review Board .............................................................................................37 

RESULTS .....................................................................................................................................37 

Outcomes ......................................................................................................................................37 

DISCUSSION ...............................................................................................................................43 

Summary .......................................................................................................................................43 

Interpretation ...............................................................................................................................44 

Implications (Practice, Education, Research and Policy) ........................................................44 

Limitations ....................................................................................................................................45 

DNP Essentials Addressed ..........................................................................................................45 

Conclusions ...................................................................................................................................46 

Plan for Sustainability .....................................................................................................46 

Plan for Dissemination ....................................................................................................46 

APPENDIX A: THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD 

DETERMINATION LETTER / TELEHEALTH LEARNING CENTER SITE 

APPROVAL LETTER.....................................................................................47 

APPENDIX B: CONSENT DOCUMENT (DISCLOSURE FORM) .......................................50 

APPENDIX C: RECRUITMENT MATERIAL (PARTICIPANT EMAIL) ............................52 

APPENDIX D: EVALUATION INSTRUMENTS (PRE-SURVEY AND POST-SURVEY) 54 



 

 

7 

TABLE OF CONTENTS - Continued 

 APPENDIX E: PARTICIPANT MATERIAL (NARRATED POWERPOINT – 

EDUCATIONAL INTERVENTION SCRIPT) ..............................................57 

APPENDIX F: PROJECT TIMELINE .....................................................................................62 

APPENDIX G: LITERATURE REVIEW GRID......................................................................64 

APPENDIX H: OTHER DOCUMENTS AS APPLICABLE TO THE PROJECT 

(PRESENTATION POSTER) .........................................................................66 

REFERENCES ..........................................................................................................................68 

 



 

 

8 

LIST OF FIGURES 

Figure 1 The Theory of Planned Behavior Model ......................................................................25 

Figure 2 Model for Improvement and Plan-Do-Study-Act Cycle ...............................................31 

 



 

 

9 

LIST OF TABLES 

Table 1 Questions 1-3 ...............................................................................................................42 

Table 2 Questions 4-5 ...............................................................................................................42 

Table 3 Questions 6-8 ...............................................................................................................42 

 



 

 

10 

ABSTRACT  

Purpose: The purpose of this Doctor of Nursing Practice (DNP) quality improvement(QI) 

project was to increase knowledge of opioid use disorder (OUD) treatment via patient education 

on medication assisted treatment (MAT). A secondary aim was to promote an attitude change 

about persons with OUD. This scholarly inquiry was conducted as a quantitative design with 

descriptive analysis. 

Background: In 2018 there were over 47K deaths from opioid overdoses. This is about 130 

people dying per day from opioids. In that same year, there were over 2 million people who were 

diagnosed with OUD and over 10 million who report misusing prescription opioids. The misuse 

of prescription opioids costs the U.S. $78.5 billion a year. Every month there are over 136K 

opioid prescriptions filled by pharmacies in Tucson AZ. This is an equivalent of 43mg of 

morphine per person per day. MAT is considered the best treatment option for opioid use 

disorder (OUD). It includes the use of medications such as (buprenorphine methadone or 

naltrexone) along with psychosocial and behavioral therapy.  

Methods: The setting for this project was the University of Arizona, Telehealth Learning Center. 

The participants were treated as patients and selected using convenience sampling. The Model 

for Improvement was used to guide the implementation of this quality improvement project. The 

tested change was delivered in the form of an evidence-based electronic educational presentation 

for patients that describes medication-assisted treatment for opioid used disorder. Evaluation was 

conducted with pre and post surveys to assess participant’s pre and post knowledge related to 

medication-assisted treatment for opioid use disorder. 
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Results: Most participants understood what comprised MAT pre-intervention, but this project 

was efficacious in increasing knowledge in relation to where to obtain MAT. This project 

successfully broadened descriptive responses to include outcomes and treatment facilities which 

complements the increase in knowledge as to where to obtain MAT. There was little change in 

the belief, intent or attitude questions on the pre and post survey responses. 

Conclusions: An evidence based educational intervention can be effective in disseminating 

information about MAT and increasing understanding about OUD. 
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INTRODUCTION 

The opioid epidemic is ravaging families across the nation leading to premature deaths, 

after lifelong dysfunction and turmoil. In 2018, there were over 47,000 opioid overdose deaths, 

which is the equivalent of about 130 people per day dying from opioid related drug overdoses 

(Centers for Disease Control and Prevention [CDC], 2020). Opioid use has been categorized as a 

public health emergency crisis since 2017, yet people continue to succumb to the tragedy of 

addiction (U.S. Department of Health & Human Services [USDHHS], 2019). In 2018, over 2 

million people were diagnosed with opioid use disorder (OUD) and over 10 million people 

reported misusing prescription opioids which can increase their risk of eventually developing 

OUD (USDHHS, 2019). The CDC (2020) estimates that prescription opioid misuse costs the 

United States (US) $78.5 billion a year in healthcare related costs, lost productivity, addiction 

treatment, and criminal justice involvement (National Institute on Drug Abuse [NIDA], 2020). 

The opioid epidemic is a preventable cause of morbidity and mortality which must be addressed 

as a public health crisis.  

A randomized control trial by Evans et al. (2019) found that patients with OUD were 

more likely to use MAT if they understood that the medications were acceptable and accessible. 

The short-term outcomes from MAT include increased patient engagement, completion of 

treatment, and participation (Omni.org, 2019). The intermediate outcomes include improved 

mental health, physical health, social network, education, employment status, and living 

conditions. Long term outcomes include decreased criminal activity, overdose deaths, and 

substance use. Therefore, the focus of this project is to increase knowledge and the acceptability 
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of MAT through patient education. Additionally, increasing community engagement can help 

change the negative social stigma surrounding OUD. 

Background Knowledge and Significance 

The scientific foundation of opioid addiction correlates the pathway to addiction with the 

binding of receptors in the reward regions of the brain leading to euphoria and sedation. The 

opioid pharmacokinetic effect leads to overdose, as a direct result of respiratory depression 

coupled with drowsiness. According to the NIDA (2016), the opioid mechanism of action gives a 

euphoric sense of well-being. Repetitive consumption of opioid use decreases the production of 

the endogenous chemicals of the body and causes a neurobiological change increasing perception 

of discomfort. This leads to the vicious cycle of addiction or withdrawal, if the drug is 

discontinued.  

Prescription opioid pain relievers are a direct cause of opioid use disorder (OUD) in 1.7 

million people out of the 2 million who suffer from OUD (NIDA, 2020). Findings by the NIDA 

(2020) indicate that the disorder develops in up to 12% of people who are prescribed opioids. 

The remaining OUD sufferers also develop heroin or fentanyl use disorder and up to 80% of 

people who go on to use these other substances report misusing prescription opioids (Muhuri et 

al., 2013). There is a total of 130 people who die daily from overdoses. Out of this total, 91 are 

directly related to opioids (NIDA, 2020). As prescription opioid use is the most prevalent cause 

of the majority of overdoses, this will be the principle focus of this quality improvement (QI) 

project.  
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Definition of Condition  

Opioid use disorder (OUD) is defined as a distressful and problematic repetitive pattern 

of opioid use that leads to problems. This is based on the Diagnostic and Statistical Manual of 

Mental Disorders (DSM-5) by the American Psychiatric Association (APA) (2013).  

Risk Factors 

Persons with OUD include all educational and socioeconomic backgrounds (U.S. Food 

and Drug Administration [USFDA], 2018). There are multiple non-modifiable risk factors that 

have been identified with OUD such as genetics, family history of addiction, mental health 

diagnosis, past traumatic events, and/or chronic pain (LiveLOUD, 2020). According to the NIDA 

(2020), opioid misuse or diversion is reported in up to 29% of patients who are prescribed 

opioids. People who begin to misuse opioid prescription pain relievers may transition to heroin 

or fentanyl use. An estimated 6% of the people who report misusing prescription opioids will 

transition to heroin use (Carlson et al., 2016). 

Another important factor of opioid consumption, addiction, and overdoses is the 

increased tolerance that develops over an extended period of time. The NIDA (2020) and Vestal 

(2016), both found that tolerance develops when the initial response to the drug is no longer 

achieved with the same dose. Tolerance can lead to brain desensitization requiring increased 

dosing to achieve the same effect. Additionally, overdoses can be a direct result of consumer 

misperception of tolerance.  

Incidence 

According to USA Facts (n.d.), in 2017 there were 2.1 million people actively abusing 

opioids and about 680,000 people who were actively seeking OUD treatment. Contributing 
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factors to the opioid crisis include inappropriate prescribing, over-prescribing, and lack of 

adequate clinician education on pain management or substance use disorder risk (NIDA, 2016). 

During the year of 2018, healthcare providers wrote 35.1 opioid prescriptions for every 100 

persons in the US (CDC, 2019). This was significantly decreased from the previous opioid 

consumption of 66.5 prescriptions for every 100 persons (CDC, 2017). Although the number of 

written prescriptions has decreased, the morphine equivalent of the prescriptions being written is 

still high for those receiving prescriptions. 

Screening 

Predicting who will develop OUD on risk factors alone is difficult but various provider 

screening tools can help with monitoring use during opioid therapy. Some screening tools 

available include the opioid risk tool (ORT) (Webster & Webster, 2005); screener and opioid 

assessment for patients with pain (SOAPP) from PainEDU Inflexxion Inc., in Costa Mesa, CA.; 

current opioid misuse measure (COMM) also from PainEDU Inflexxion Inc., in Costa Mesa, 

CA. (Oesterle et al., 2019). In addition to prescribing medication, providers can also complete a 

screening brief intervention and referral to treatment (SBIRT) as a guide to treatment 

management (Babor et al., 2007; Oesterle et al., 2019). 

Diagnosing 

A diagnosis of opioid use disorder is established when there are two confirmatory 

findings over a year, from the 11 defining criteria. The diagnostic criteria includes consuming 

increasing amounts of opioids; failed attempts to stop consuming opioids; increasing amounts of 

time spent obtaining opioids; cravings; failure to fulfill obligations; repetitive interpersonal 

conflicts; giving up important things or events for opioids; use of opioids in hazardous 
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situations; knowing opioids are causing emotional or physical consequences; exhibits tolerance 

and/or withdrawal (APA, 2013). The severity of the symptoms is then categorized from ‘mild’ to 

‘severe.’  

Consequences  

Persons with OUD report consequences related to health problems, impact on work, self-

care, ability to care for family, loss of meaningful relationships, and fear of relapse (FDA, 2018). 

The disease exhibits control over the person’s sense of well-being by causing nausea, vomiting, 

uncontrollable muscle spasms, and cravings if unable to use opioids (FDA, 2018). As persons 

with OUD begin experiencing a craving, they will become stressed and anxious about the 

potential symptoms they can experience without another dose of opioid. These consequences are 

further embellished with the stigma of being an addict and identified as “dirty.” In 2017, 46,394 

people overdosed (USA Facts, n.d.). Opioid misuse is directly linked to overdose deaths. The 

risk of an overdose is higher for those attempting drug abstinence without opioid agonist 

medication as their tolerance for the drug decreases (Vestal, 2016). Users do not realize that 

tolerance can be lost after a period of opioid abstinence and they attempt to consume the same 

amount previously used leading to overdose. A study by Karmali et al. (2020) found that OUD is 

associated with an increased risk of a repeat overdose within the same year of a non-fatal opioid 

overdose. 

In addition to overdoses, there has been an increase of neonatal abstinence syndrome 

(NAS), as well as an increase of HIV and hepatitis C in injection drug users (NIDA, 2020). 

During the 12-year period between 2000 and 2012, there was a 500% increase in NAS in the US 

as a direct effect from opioid prescriptions being given during pregnancy (Patrick et al., 2012; 
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2015). An increase in HIV and hepatitis C cases has been noted as individual’s transition toward 

injecting heroin or opioids. In 2015, there was an outbreak of 184 cases of HIV that were linked 

to increased injection drug use (Indianapolis State Department of Health, 2015). Societal 

consequences can also be seen as children are placed into the foster care system after the loss of 

family members and impacted judicial system from increased criminal activity or car-related 

deaths (Patrick et al., 2019; Radel et al., 2018; Vivolo-Kantor et al., 2018; Zibbell et al., 2018). 

Other long-term effects from OUD include anxiety, malnutrition, insomnia, fear, and scarring 

from IV drug use (FDA, 2018).  

Barriers to opioid related healthcare delivery are multi-faceted affecting patients, 

impacting healthcare facilities, straining families, and afflicting society. For those pursuing 

treatment, over 40% of them report patient related barriers such as lack of health insurance, high 

co-insurance costs, or lack of addiction coverage benefits (USA Facts, n.d.). These barriers cause 

frustration for patients with OUD who are unable to initiate care or learn about treatment options. 

Low treatment rates for OUD in this vulnerable population, clearly indicate significant patient, 

provider, and system barriers that need to be overcome to increase awareness of available 

medications and treatment. 

Although there are 900,000 physicians in the US, only 32,000 (4%) providers have 

buprenorphine prescriptive authority which may indicate a genuine disinterest in treating OUD 

(Vestal, 2016). Many of the primary care providers (PCPs) who have buprenorphine prescriptive 

authority still refuse to treat OUD or prescribe opioid agonist medication such as buprenorphine. 

Some of the factors cited by physicians who refuse to provide OUD treatment include 
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insufficient time, lack of staff support, diversion concerns, insufficient knowledge, and disbelief 

in opioid against therapy (Huhn & Dunn, 2017; DeFlavio et al., 2015; Clark et al., 2019).  

The multi-factorial barriers cause a rippling effect on underutilization of opioid agonist 

medication in the treatment of opioid use disorder (OUD). These factors can include negative 

stigma, poor access, long wait lists, healthcare barriers, and lack of physician prescriptive 

authority or medication utilization. Vestal (2016) found that poor access to care and lack of 

providers who prescribe opioid agonist medication increases the waitlist and demand for 

providers who will treat addiction. Many of the patients who are actively seeking treatment for 

OUD have to wait for more than a year to see a provider. 

Unfortunately, poor medication awareness coupled with various barriers leads to 

underutilization of opioid agonist medications. Current efforts by governmental organizations are 

described as a multi-segmented approach to curb opioid prescriptions at the root of healthcare. 

Yet, another important component in the prevention of opioid addiction includes increasing 

patient and family awareness of drug use identification and treatment modalities available. 

Increasing patient awareness related to MAT can increase advocacy for OUD management.  

Treatment  

Persons with OUD require a holistic approach to treatment that encompasses individual 

needs and shared decision making with the goal of improving their ability to function while 

feeling safe (FDA, 2018). The World Health Organization (WHO) identified buprenorphine, 

naltrexone, and methadone as essential medications in combating the opioid epidemic (WHO, 

2005). The literature has identified these medications as effective in treating opioid use disorder 

(OUD). Therefore, these medications can reduce the risk of overdose death and cravings 
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(American Society of Addiction Medicine, 2015; National Consensus Development Panel, 1998; 

Sordo et al., 2017; Larochelle et al., 2018). Medication assisted treatment (MAT) consists of 

augmenting psychotherapeutic interventions by prescribing one of the three FDA approved 

medications for the disorder (Volkow et al., 2014; Oesterle et al., 2019). The current medical 

practice of detoxification without MAT can be deemed unsafe based on desensitization and 

decreased tolerance. The detoxification period allows for decreased opioid tolerance, which can 

increase the risk of overdose death from uncontrolled cravings (Allen et al., 2019). Opioid 

agonist medications, such as buprenorphine, coupled with behavioral counseling, comprises 

MAT (Heroin.net, n.d.). MAT is a holistic approach in the treatment of patients with OUD 

addressing the addiction along with the social and psychological factors. Persons with a history 

of OUD “attribute MAT with getting their life back” (FDA, 2018, p. 12). According to the NIDA 

(2016), only 17.5% of people with OUD received MAT in 2016. Persons with OUD express 

mixed views and knowledge related to MAT. Some people understand MAT and accept long 

term management; while others report lack of understanding of MAT in their recovery (FDA, 

2018). Poor access to opioid agonist medications, OUD treatment, or behavioral health 

counseling services leads to underutilization of these life-saving treatment modalities.  

Local Problem 

Persons with OUD have a neurobiological disease that can have chronic devastating 

effects on their health, careers, relationships, pain, emotional and psychological well-being 

lasting for decades. The interlinked effects of OUD increase the events seen within local 

communities.  
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Incidence 

Opioid prescriptions have a significant impact on the Arizona healthcare system due to 

sheer volume of encounters and higher associated costs. In 2018, there were almost 53,000 

opioid-related healthcare encounters in Arizona. The cost associated with prescription opioid 

encounters has increased and is up to 6 times higher than heroin encounters. The cost associated 

with these opioid-related encounters for 2018 amounted to $461 million, an average of $8,711 

per opioid-related encounter. Information provided by the USDHHS indicates that all opioid 

related healthcare costs in Arizona from 2008-2018 increased by 321% (Arizona Department of 

Health Services [AzDHS], n.d.). These findings are not directly attributable to the rising 

healthcare costs, rather these are due to the increase in the number of opioid-related healthcare 

encounters (AzDHS, n.d.). The findings of this local qualitative assessment are consistent with 

current national data.  

Based on information from the Arizona Department of Health Services (n.d.), there are at 

least two people who pass away daily from an opioid-related overdose in Arizona. This number 

indicates a 21.7% increase from 2017 to 2018 in opioid-related deaths. Opioid overdose deaths 

among Arizona residents is over 1100 annually, resulting in a crude death rate of 15.7/100,000 

residents. Of the people who suffered an opioid overdose in the prior month, 8.6% were 

receiving prescriptions from more than 10 prescribers in the past year. Currently, there are over 

136,000 opioid prescriptions dispensed per month in Arizona, which is equivalent to 43.2 

milligrams of morphine equivalence per person who is receiving an opioid prescription.  
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State Regulations 

The Arizona Department of Health Services, Arizona Health Care Cost Containment 

System, and the Governor’s Office of Youth, Faith and Family are working collaboratively to 

formulate the basis of the Opioid Action Plan (OAP)-Version 2.0 (AzDHS, n.d.). Current efforts 

in Arizona are focused on decreasing opioid-related overdoses and deaths by 10-15% by 2024. 

The Arizona Substance Abuse Partnership in collaboration with the Arizona Department of 

Health Services will work in partnership to guide the new initiatives. The OAP-Version 2.0 

focuses on access, treatment quality, reducing stigma, prevention, early intervention, and data 

quality (AzDHS, n.d.). Some of the recommendations in the OAP-Version 2.0 include increasing 

access by publishing information throughout Arizona and expanding location of services to 

include specialty services such as OB/GYN with MAT delivery or case manager access within 

the criminal justice system. Providers who are currently delivering MAT services may expand 

their services with use of telehealth. Increasing provider participation will be promoted with the 

inclusion of pain and addiction education within the graduate medical education curriculum. The 

additional training, education and support for providers will increase access to care for patients 

who have opioid use disorder. One of the recommendations to reduce stigma includes increasing 

treatment seeking behavior in a socially acceptable environment alongside a statewide stigma 

reduction campaign. The initiative will be launched and monitored via social media and website 

impressions. The recommendations are a statewide approach to reduce opioid overdoses and 

save lives.  
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Intended Improvement 

The intended improvement of this project is that patients will be more knowledgeable 

about treating OUD with medication-assisted treatment (MAT) and promote an attitude change 

related to persons with OUD. The aim is to influence the attitude about persons with OUD in a 

positive direction. 

Project Purpose 

The purpose of this quality improvement (QI) project is to increase patient knowledge of 

OUD treatment via patient education on MAT. The goal is to develop, implement, and evaluate 

an evidence-based approach to educating patients on MAT and measure the change in 

knowledge and promote a change in attitude about persons with OUD. 

Project Question 

The project question for this project is:  

1. Will adult patients over the age of 18 who receive education on MAT increase their 

knowledge related to OUD treatment with MAT?  

Project Objectives 

There are two objectives for this DNP project.  

1. Increase patient knowledge of OUD treatment using MAT. The aim is to have a 90% 

increase in knowledge post education, when compared to the pre-education baseline.  

2. Promote a change in attitude about persons with OUD and MAT. The aim is to 

influence a change in attitude about persons with OUD in a positive manner.  
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Theoretical Framework 

A theoretical framework builds the foundation that cohesively integrates the project 

purpose, methodology, and outcomes. The theoretical framework that will be used to guide this 

Doctor of Nursing Practice (DNP) project is the Theory of Planned Behavior (TPB), also known 

as Theory of Reasoned Action (TRA) (Ajzen, 1971). The difference between the TPB and the 

TRA is that one includes behavioral control as a determinant of intention while the other 

assumes volitional control over the behavior, respectively (Ajzen, 1971). The foundational 

concepts of the theory infer that human behavior is guided by three kinds of beliefs: behavioral, 

normative, and control (Ajzen, 1971). Behavioral beliefs refer to likely consequences of the 

behavior whether it is a favorable or unfavorable attitude toward the behavior. Normative beliefs 

refer to social pressure or social norms, the expectation of others. Control beliefs indicate the 

factors that may facilitate or impede the behavior, giving precedence to control over the 

behavior. The TPB provides an initial conceptualization to understand behavioral intent, personal 

norms, and the potential for control (Ajzen, 1971). 

Core Concepts 

According to the TPB there are six core concepts that exhibit effect over behavior. These 

include attitude, motivation, subjective norms, social norms, power, and control (Ajzen, 1971). 

An individual attitude toward an action, such as substance use, will be reflective as favorable or 

unfavorable (LaMorte, 2019). Personal reflection and philosophical behavior are considerations 

when choosing to perform the act. Behavioral intent is a factor that motivates the repetition of 

the act (LaMorte, 2019). Patient perception and behavioral intent related to the addiction can be 

formidable obstacles in the road to recovery despite MAT. The stronger the intention, the more 
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likely the routine will repeat. Normative beliefs can include subjective or social norms (Ajzen, 

1991). Subjective norms are personal beliefs based on approval or disapproval of the behavior. 

While social norms refer to approved behavior within a group of people (LaMorte, 2019). 

Perceived power and perceived behavioral control have similar undertones in the evaluation of 

factors that may allow or hinder a behavior and the perception of the individual to perform the 

act (LaMorte, 2019). The perceived behavioral control concept was added during the transition 

from TRA to TPB (LaMorte, 2019). Understanding behavior, motivation, and ability of patients 

with substance use disorder to adhere to a recovery treatment program is beyond the scope of this 

project. 

The TPB has been widely used in various projects geared toward addiction, health service 

utilization, and breastfeeding, among others. The predictive validity of the TPB has been 

confirmed as an explanatory tool and predictive tool of behavior (Ajzen, 1991). The core values 

of behavior influence a specific behavior in relation to attitude toward the behavior; normative 

beliefs; and perceived power or control over the targeted behavior (LaMorte, 1991). This study 

will measure attitudes, but the concepts of perceived norms and perceived control are beyond the 

focus of this project. Future studies may choose to apply the TPB in an interventional design to 

effectively change behavior. 
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Figure 1 

The Theory of Planned Behavior Model 

 

The Theory of Planned Behavior. Reprinted with permission “Icek Ajzen Theory of Planned Behavior Diagram” by 

Icek Ajzen. University of Massachusetts https://people.umass.edu/aizen/tpb.diag.html 

The focus of the TPB is to understand the interjection of attitudes and intentions on overt 

behavior. An essential feature of the TPB is the focus on understanding patient beliefs, attitudes, 

and norms in relation to the behavior. According to Ajzen (1971), attitude has an effect on 

behavior while subjective norm has an effect on intention; both of these are moderated by the 

perception of control over said behavior. The theoretical underpinning will provide the 

framework for this project to obtain information related to beliefs or attitudes that surround 

MAT. The determination of intent or changes to behavior is beyond the scope of this project.  

Literature Synthesis 

To obtain a better understanding of the patients’ perspective on MAT and the need for 

education, a literature search was conducted. The literature search conducted identified current 

https://people.umass.edu/aizen/tpb.diag.html
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research on opioid use disorder and patient education related to medication assisted treatment. 

Databases searched included Pubmed and Cumulative Index of Nursing and Allied Health 

Literature (CINAHL). Search terms included “medication assisted treatment,” “patient 

education,” and “opioid use disorder.” The search was limited to the English language only, full 

text, peer reviewed, and publication within the past five years. The initial search yielded 42 

articles, of which 12 were further analyzed for appropriateness. Unfortunately, four of the 

articles focused on increasing provider participation in MAT; three articles focused on decreased 

opioid prescribing from providers; and one article discussed education with maternity patients. 

Therefore, three unique articles were included in the synthesis of evidence, which applied 

directly to the proposed question of this DNP project (Appendix G).  

Comprehensive Appraisal of Evidence 

Multiple studies have identified opioid agonist medications as essential in the treatment 

for OUD and to combat the opioid crisis (American Society of Addiction Medicine, 2015; 

National Consensus Development Panel, 1998; Sordo et al., 2017; Larochelle et al., 2018). These 

findings have been consistent since 1995, when a randomized control trial by Johnson et al. 

identified buprenorphine as effective medication in the treatment of opioid use disorder. The 

findings from the Johnson et al., clinical trial have been replicated by various other clinical trials 

including Ahmadi et al. (2020) and Chhabra & Aks (2019). Evidence shows that initiating MAT 

is safe, effective, and cost-efficient (Champagne-Langabeer et al., 2020; Chenworth et al., 2020; 

Jaeger, & Fuehrlein, 2020; Oesterle et al., 2019; Peck et al., 2020; Rosenthal, 2019). This 

practice has also been endorsed and validated by the World Health Organization (WHO, 2005). 

The strength of this evidence is significant yet, the accessibility to this life-saving medication is 
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still a barrier 25 years later (Abraham et al., 2020; Evans et al., 2019; Ling et al., 2020; 

Pashmineh Azar et al., 2020). 

Buprenorphine initiation to treat opioid use disorder should be initiated upon diagnosis 

with OUD (Krawczyk et al., 2020; Weicker et al., 2019; Jakubowski & Fox, 2019). The 

literature shows individual improvement in the quality of life and societal benefits when patients 

with OUD are treated with an opioid agonist medication (Jones et al., 2019; Sordo et al., 2017). 

A cohort study by Larochelle et al. (2018) found decreased all-cause mortality with opioid 

agonist medication and a decrease in cravings. Thereby improving the quality of care provided to 

patients with OUD and helping them stay sober. Along with a low threshold for initiation of 

treatment, other studies are identifying multiple specialty areas capable of initiating treatment 

with buprenorphine such as infectious disease and outpatient clinics (Seval et al., 2020; Williams 

et al., 2020). 

A randomized control trial by Evans et al. (2019), found that patients with OUD were 

more likely to use MAT if they understood that the medication were acceptable and accessible. 

Additionally, studies have identified positive MAT perception with education (Larance et al., 

2019; Prieto et al., 2019; Winhusen et al., 2016). Furthermore, these studies have identified 

patient education as a necessary component for MAT adherence (Prieto et al., 2019). The study 

by Winhusen et al., found that there was increased knowledge based on individualized education 

(2016). Education is a big factor in understanding the needs of this patient population and being 

able to deliver healthcare related services without misconceptions (Sokol et al., 2019). The 

continuous misunderstanding and stigmatization of OUD by providers, families, caregivers, and 

patients leads to a vicious cycle that affects everyone (Strang et al., 2020; Allen et al., 2019). A 
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solution to decreasing stigma would include multi-modal education suggested by Clark et al. 

(2019). 

Implications for future practice include increasing access to MAT and providing patient 

education to increase awareness, in addition to compassionate treatment delivery, community 

engagement, de-stigmatization, and providing appropriate patient-centered care (Tang et al., 

2020). The long-term outcome is to decrease overdose deaths from opioid use by increasing 

access and patient demand for OUD treatment with MAT.  

Strengths of Evidence 

The strength of the evidence of these studies lies in the multiple replicated results 

showing the benefits of MAT and peaked knowledge in patients who are provided with 

education related to MAT. The consistency of these findings addresses the reliability of the 

studies. The results are seen across practice settings varying from acute care hospitals to private 

offices. Additionally, a couple of the studies have large sample sizes representative of national 

sample sizes (Prieto et al., 2019; Larance et al., 2019).  

Weaknesses of Evidence 

One weakness is that there are limited studies focusing on education of patients in 

relation to MAT. Many of the studies identified in the search focused on interventions related to 

providers. Further research should be conducted to examine family knowledge related to 

identification of opioid use disorder identification and MAT.  

Gaps and Limitations 

A gap in the research identified that there is no evidence indicating preference in persons 

with OUD as to who delivers the education. Priest et al. (2020) identified that services provided 
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by a behavioral health counselor or substance use disorder counselor can be an excellent resource 

for our patients and their families. A substance use disorder consultation should be provided by a 

counselor who has experience in the field (Priest & McCarty, 2019; Vest et al., 2020). Future 

research would be necessary to determine best practices for reducing healthcare-related stigma 

for patients with OUD through appropriate consultation by a qualified counselor. 

METHODS 

Project Design 

The purpose of this QI project was to increase knowledge of OUD treatment via patient 

education on MAT. This scholarly inquiry was conducted as a quantitative design with 

descriptive analysis. The study design allowed for collection of data that describes or correlates 

with knowledge gained from the education material. A quantitative study uses instruments for 

data collection, such as surveys (Topping, 2015). A quantitative study is evaluated based on 

internal validity and external validity factors (Polit & Beck, 2017). Validity establishes accuracy 

of the data collected and the instruments used to collect the data establish the reliability of the 

study (Topping, 2015). The reliability of this study will be further supported by using a 

consistent measurement tool to collect the data (Bonnel & Smith, 2014). The evaluation of the 

study can help establish trustworthiness and reliability in the project (Topping, 2015). In this 

DNP project there were internal and external validity threats identified. An internal validity 

threat identified was selection bias (Terry, 2015). Selection bias may be controlled to some 

extent by using convenience sampling of participants. The convenience sampling of participants 

was completed by the University of Arizona, Telehealth Learning Center (TLC). Although the 

number of participants was limited, the selection extended participation to a diverse 



 

 

30 

heterogeneous sample. An external validity threat identified was pretest sensitization (Terry, 

2015). Pretest sensitization can be controlled by avoiding disclosure of survey scores prior to the 

intervention.  

Model for Implementation 

The Model for Improvement was used to guide the implementation of this QI project. 

The Model for Improvement helps institutions identify the need for improvement and increase 

the rate of implementing improvement measures (Langley et al., 2009). It is endorsed by the 

Institute for Healthcare Improvement (IHI) (IHI, 2020). According to Langley and colleagues 

(2009), the first step is to identify what is the intent or aim. Once the intent or aim can be 

identified, the next step is to determine what change can be made to result in the wanted 

improvement and how can it be determined that the change resulted in improvement. The testing 

of said improvement can be completed using a plan-do-study-act (PDSA) cycle (Figure 2). The 

improvement will require planning as part of the first step of the cycle. The PDSA cycle allows 

for the changes to be tested independently, then studied in an observational and analytical step. 

The independent testing on a smaller scale can help identify changes that need to be made to 

achieve the original aim. 
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Figure 2 

Model for Improvement and Plan-Do-Study-Act Cycle 

 

Model for Improvement and Plan-Do-Study-Act cycle. Reprinted from “The Improvement Guide: A Practical 

Approach to Enhancing Organizational Performance, (2nd ed.). by Langley, et al., 2009. Reprinted with permission.  

The purpose of this QI project was to increase knowledge of OUD treatment via patient 

education on MAT. The literature synthesis identified that there is a patient deficit related to 

OUD treatment and this project will help identify if education can increase patient knowledge. 

The three initial questions will be answered as part of the project. The three questions described 

by Langley and colleagues (2009) include: “What are we trying to accomplish? How will we 

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

improvement?” The aim was to increase patient knowledge of OUD treatment via patient 

education on MAT. The change was delivered in the form of an evidence-based electronic 

educational presentation that describes medication-assisted treatment (MAT) for opioid used 
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disorder. Patients were provided with education in a single presentation module (Appendix E). 

Evaluation was delivered with a pre and post survey conducted for comparison (Appendix D). 

The surveys were created to assess the patient’s pre- and post-education knowledge related to 

medication-assisted treatment for opioid use disorder. The post-survey will be valuable in 

determining if there is an objective knowledge change. Due to the current pandemic during the 

implementation of this quality improvement project, only one PDSA cycle was completed prior 

to reporting project findings.  

Setting and Stakeholders 

The setting for this project was at the University of Arizona, Telehealth Learning Center 

(TLC) with simulated patients due to the COVID pandemic. The stakeholders include the 

University of Arizona, TLC and future providers of opioid use disorder treatment. The COVID-

19 pandemic has strained healthcare systems, staff and resources requiring the re-evaluation for 

alternative sites for DNP project implementation.  

Participants and Recruitment 

The project was conducted on 10 simulated patients recruited by the TLC. All potential 

voluntary participants were provided with a disclosure form (Appendix B) and a site affiliation 

authorization form from the TLC. The disclosure form (Appendix B) outlines the anticipated 

time required to complete the education presentation (Appendix E) and surveys (Appendix D). 

Participants also received information related to the fact that there is no foreseeable harm from 

their involvement in this project. Participation in this project is voluntary and reimbursable for 

their time by the TLC. Criteria for inclusion in this study included (a) patients who speak and 

read English, (b) age 18 years or older, and (c) if there is a visual impediment, this will require 
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corrective eyewear for ease of viewing the presentation. Exclusion criteria include (a) any patient 

younger than 17 years old and (b) hearing impairment.  

Planning the Intervention 

The intervention for this DNP project was in the form of a pre-recorded presentation, 

comprised of evidence-based information related to medication-assisted treatment (MAT) for 

opioid use disorder (OUD) (Appendix E). The presentation was in a narrated PowerPoint format 

for group delivery. The presentation itself provided patient information gathered from the 

Substance Abuse and Mental Health Services Administration (SAMHSA) and the Centers for 

Disease Control (CDC) (SAMHSA, 2019; CDC, 2020). The presentation discussed what is 

MAT, where to obtain, delivery of medications, safety, and treatment recovery options based on 

the presentation objectives. The second and last slide of the presentation had a direct link to the 

pre- and post-survey. The learner objectives include:  

1. Describe what is medication-assisted treatment, where to obtain, and how to take. 

2. Describe one important point related to medication-assisted treatment safety.  

3. Describe recovery options for opioid use disorder. 

Increasing patient knowledge related to MAT may help promote self-advocacy for 

addiction therapy, opioid agonist medication, and mitigate opioid overdose deaths. This quality 

improvement project will provide patient education related to medication-assisted treatment 

(MAT). Although patient education is the focus, one must consider literacy, recall, and 

understanding. The National Institutes of Health (NIH) and the American Medical Association 

(AMA) report an average 8th grade reading level in the US (Weiss et al., 2007; MedlinePlus 

2016). The presentation script was imported into Microsoft Word (Microsoft Corp, Redmond, 
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WA) and examined using the Flesch-Kincaid grade level which identified an 11th grade level 

(Kincaid, 1975). Words of concern were evaluated, and some were determined to be pertinent to 

the overall presentation and project objective. The words that were evaluated and left unchanged 

included opioid disorder, buprenorphine, methadone, fentanyl, heroin and the section for 

diagnostic criteria. Other words that were identified as non-pertinent to the presentation were 

replaced with more general terms. Patients only recall 50% of the health education provided, 

according to the 2014 Institute of Medicine (IOM) report on health literacy (IOM Committee on 

Health Literacy, 2014). Therefore, any educational information should be as simple as necessary 

to improve comprehension. 

Data Collection 

To evaluate the effectiveness of the education a pre-survey was administered to 

determine any potential existing knowledge related to medication-assisted treatment for opioid 

use disorder. The pre-survey was conducted at the very beginning of the presentation. A post-

survey evaluation was conducted at the end of the presentation with a direct link on the last slide. 

Any necessary communication for the presentation date and time was coordinated by the TLC. 

The presentation and surveys took about 40 minutes. The presentation was sent to the TLC via 

email for ease of coordination. The delivery of the presentation to the participants was 

coordinated by the TLC and delivered by the DNP student. 

The DNP student was the primary investigator (PI) and data collector with direction from 

project chair and committee members. The TLC facilitated the recruitment, disclosure form, and 

scheduling the participants. An email was created for TLC to send out to participants (Appendix 

C). The email consisted of the disclosure form and instructions to use the pre-survey link, the 
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PowerPoint presentation process, and the post-survey link. The DNP student did not have any 

contact with the participants. The presentation provided guidance on completion of the electronic 

pre-survey with a link to Qualtrics upon starting and a post-survey link upon ending the 

presentation (“Qualtrics XM,” 2020). The participants were allowed enough time to return to the 

screen where the educational presentation would take place upon completion of the pre-survey. 

Objective knowledge was assessed through fill in the blank and multiple selection questions. The 

questions assessed knowledge, attitude toward MAT, and open-ended questions about the 

educational material itself. Data was collected online through Qualtrics, which provides an 

online survey data management platform consisting of creation and analysis (“Qualtrics XM,” 

2020).  

Data Analysis 

The data collected includes information that captures knowledge acquired from open-

ended objective questions that can further provide content analysis. The data was gathered and 

compared from the pre- and post-survey results. Descriptive statistical information provides 

information that can be summarized in subcategories. Data analysis includes descriptive statistics 

to calculate percentages of study variables based on the information collected (Polit & Beck, 

2012). The organization of information can limit errors and facilitate the analysis of the data 

(Gregory & Radovinsky, 2012). The information is placed on a bar graph delineating the pre and 

post survey results. The use of graphs provides a visual side by side comparison of the results. 

This organizes the data and highlights significant findings. The DNP student completed the 

evaluation of the data. The comparison of the data can help identify if there was an increase in 

knowledge and/or change in attitudes or beliefs about MAT. 
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Ethical Considerations 

Individual participants were not recruited. Simulated patients will be reimbursed to 

participate in this project by the TLC and no personal or demographic information was obtained. 

Any information provided or delivered was evaluated as an aggregate. The DNP student did not 

have any contact with the participants. Information collected on the pre- and post-survey 

evaluations did not provide any identifiable information. The three major ethical principles 

considered in the design of any study include respect for persons, beneficence, and justice 

(USDHHS, 1979).  

Respect for Persons 

The guiding belief behind respect for persons includes respect for individuality and 

protection for those without individual autonomy (USDHHS, 1979). This DNP project requires 

de-identified data from the TLC as an information technology (IT) generated email and no 

demographic information is obtained. Informed consent is not required without a planned patient 

intervention (Polit & Beck, 2012). However, participants were provided with the disclosure 

information instead.  

Beneficence 

The ethical principle of beneficence addresses the requirement to minimize harm while 

maximizing potential benefits from the study (USDHHS, 1979). De-identifying data minimized 

the potential risk for harm from this study. Data analysis was completed on a Qualtrics generated 

report (“Qualtrics XM,” 2020). The data collected provided survey responses related to MAT 

education, which may or may not reflect as a potential benefit for participants based on an 

increase of knowledge.  
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Justice 

The ethical principle of justice reflects the need to treat everyone fairly, regardless of 

race, gender, ethnicity, or socioeconomic status (USDHHS, 1979; Polit & Beck, 2012). This 

DNP project aims to determine if patients benefited from MAT education and if there was an 

increase in knowledge. No identifying or demographic information was obtained.  

Institutional Review Board 

The project listed above does not require oversight by the University of Arizona 

(Appendix A).  

RESULTS 

Outcomes 

Participants were asked to reply to knowledge, belief, intent, and attitude-based questions 

related to MAT in both the pre- and post-survey. There were three multiple choice questions that 

inquired about knowledge related to: (1) what is medication-assisted treatment; (2) where can 

you obtain medication-assisted treatment; (3) how can you take medication used in MAT. The 

responses varied based on the specific question. There were two open-ended questions: (4) one 

important point related to medication-assisted treatment safety and (5) one recovery treatment 

option for opioid use disorder. There was one yes or no answer related to their belief and if they 

would share information with others about OUD/MAT. The first eight questions were the same 

in the pre- and pos- survey noted above. The ninth question in the post-survey was specifically 

related to their understanding of the presentation itself. No demographic information was 

obtained from the participants.  
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The pre-survey link was provided in the chat area of the presentation. It was made 

accessible to the 10 participants (N=10) prior to initiation of the presentation. Completion of the 

pre-survey was conducted prior to the presentation. Of those participants, only nine completed 

the pre-survey. One of the participants had internet connectivity issues and was unable to 

complete the pre-survey but was able to complete the post-survey. The post-survey consisted of 

11 participants (N=11). All 10 participants were able to complete the post-survey, along with the 

TLC mediator who listened to the presentation in its entirety. 

The survey responses on the pre-intervention questions inquired about current participant 

knowledge. The first multiple choice question inquired about the participant knowledge related 

to what constitutes medication-assisted treatment (MAT). The responses to this question include 

behavioral therapy, psychosocial therapy, medications, all of the above, or other which allowed 

for a text input. The responses showed that all respondents knew what is medication-assisted 

treatment (N=9, 100%). The second multiple choice question inquired if the participants know 

where to obtain MAT. The responses to this question included inpatient hospital, detoxification 

center, treatment program facility, emergency department, doctor’s offices, all of the above, or 

other which allowed for text input. The responses showed that only half of the respondents knew 

where to obtain medication-assisted treatment (N=5, 56%). The other responses included 

treatment program facility (N=3, 33%) and detoxification center (N=1, 11%). The third multiple 

choice question inquired if the participants understood how to take the medication. The 

responses to this question included by injection, placed as an implant, dissolving pill under the 

tongue or in the mouth, as a pill, all of the above, or other which allowed for text input. The 
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responses showed that eight knew how to take the medication (N=8, 89%) and one replied as a 

pill (N=1, 11%).  

The next two open-ended questions required written responses. The first question asked 

for one important point related to medication-assisted treatment safety. The responses included 

limited usage; responsible help; assurance the medication is administered properly; under a 

doctor’s care; monitored closely by medical professional; it helps those who have opioid 

addiction find other ways to help with their plan; accountability. The responses can be 

categorized into subcategories of use (N=3, 33%), monitoring (N=5, 56%), and alternative 

therapies (N=1, 11%). The second question asked for one recovery treatment option for opioid 

use disorder. The responses included buprenorphine/naloxone; therapy; withdrawal with another 

temporary medication; titration; methadone; meditation; talk therapy; tapering; behavioral 

therapy. The responses can be categorized into subcategories of medications (N=5, 56%) and 

therapy (N=4, 44%).  

The belief question was a yes or no answer related to their belief asking if they would 

share information with others about OUD/MAT. The responses showed a unanimous belief that 

all respondents would share information with others about OUD/MAT (N=9, 100%). The intent 

question used a three-point Likert scale and inquired if there was intent to share information with 

others about OUD/MAT. The response options were ‘not likely’ (N=1, 11%), ‘somewhat likely’ 

(N=2, 22%), and ‘very likely’ (N=6, 67%) with the majority being ‘very likely.’ The last 

question asked about personal attitude about people with OUD and the response options were on 

a three-point Likert scale. The response options were ‘unfavorable,’ ‘neutral’ and ‘favorable’ 

with all participants responding as neutral (N=9, 100%).  
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The eight questions on the post-survey were the same as the pre-survey but there was one 

additional question at the end directly related to the presentation. The first multiple choice 

question inquired about the participant knowledge related to what constitutes medication-assisted 

treatment (MAT). The responses to this question include behavioral therapy, psychosocial 

therapy, medications, all of the above, or other which allowed for a text input. The responses 

showed that nine respondents knew what is medication-assisted treatment (MAT) (N=9, 82%) 

and two responded medications only (N=2, 18%). The second multiple choice question inquired 

if the participants know where to obtain MAT. The responses to this question included inpatient 

hospital, detoxification center, treatment program facility, emergency department, doctor’s 

offices, all of the above, or other which allowed for text input. The responses showed that all 

respondents knew where to obtain medication-assisted treatment (N=11, 100%). The third 

multiple choice question inquired if the participants understood how to take the medication. The 

responses to this question included by injection, placed as an implant, dissolving pill under the 

tongue or in the mouth, as a pill, all of the above, or other which allowed for text input. The 

responses showed that nine respondents knew how to take the medication (N=9, 82%) whereas 

one chose other (N=1, 9%) but did not place any text and the other chose dissolving pill under 

the tongue or in the mouth (N=1, 9%).  

The next two open-ended questions required written responses. The first question asked 

for one important point related to MAT safety. The responses included it can help pregnant 

women break their OUD; it can help keep someone from overdosing; limited use; control by 

visits; close monitoring and psychosocial therapy; it helps people with opioid addiction use 

other medications and therapies to help get them off the opioids; provided by a licensed provider 
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and monitored; MAT is supervised and controlled; monitored closely by medical professional; 

reduces occurrence of opioid related overdoses; supervision. The responses can be categorized 

into subcategories of outcome (N=3, 27%), use (N=1, 9%), and monitoring and alternative 

therapies (N=7, 64%). The second question asked for one recovery treatment option for opioid 

use disorder (OUD). The responses included taking a monthly pill as given by a provider; 

naltrexone; buprenorphine/naloxone; psychotherapy; medical therapy through prescription; 

buprenorphine; methadone; detoxification center. The responses can be categorized into 

subcategories of medications (N=9, 82%), treatment facility (N=1, 9%) and therapy (N=1, 9%).  

The belief question was a ‘yes’ or ‘no’ answer related to their belief asking if they would 

share information with others about OUD/MAT. The responses showed 10 respondents would 

share information with others about OUD/MAT (N=10, 91%) and one person replied ‘no’ (N=1, 

9%). The intent question used a three-point Likert scale and inquired if there was intent to share 

information with others about OUD/MAT. The response options were ‘not likely,’ ‘somewhat 

likely’ (N=2, 18%), and ‘very likely’ (N=9, 82%) with the majority being ‘very likely’ and no 

one responding ‘not likely.’ The last question asked about personal attitude about people with 

OUD and the response options were on a three-point Likert scale. The response options were 

‘unfavorable,’ ‘neutral’ (N=10, 91%) and ‘favorable’ (N=1, 9%). The last question on the post 

intervention survey asked if the presentation was easy to understand with a ‘yes’ or ‘no’ answer. 

One person replied ‘no’ and the other 10 replied ‘yes.’  
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Table 1 

Questions 1-3 

Question Number: Pre-Survey Correct % Post-Survey Correct % 

1. What is MAT? 100% 82% 

2. Where can you obtain MAT? 56% 100% 

3. How can you take medication used in MAT?  89% 82% 

 

Table 2 

Questions 4-5 

Question 

4 

Describe one important 

point related to MAT 

safety 

Category: Category: Category: 

 Pre-Survey Use 33% Monitor 56% Alt. therapies 11% 

 Post-Survey Use 9% Monitoring/Alt. 

Therapies 64% 
Outcome 27% 

Question 

5 

Describe one recovery 

treatment option for OUD 

Category: 

Medication 

Category: 

Therapy 

Category: 

Treatment 

Facility 
 Pre-Survey 56% 44%  

 Post-Survey 82% 9% 9% 

 

Table 3 

Questions 6-8 

Question 

6 

Do you believe you would share 

information with others about 

OUD/MAT? 

Response: 

Yes 

Response: 

No 
 

 Pre-Survey 100%   

 Post-Survey 91% 9%  

Question 

7 

Do you intend to share 

information with others about 

OUD/MAT? 

Response: 

Not likely 

 

Response: 

Somewhat 

likely 

Response: 

Very likely 

 Pre-Survey 11% 22% 67% 

 Post-Survey  18% 82% 

Question 

8 

What is your attitude about 

people with OUD? 

Response: 

Unfavorable 

Response: 

Neutral 

Response: 

Favorable 

 Pre-Survey  100%  

 Post-Survey  91% 9% 
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DISCUSSION 

Summary 

The purpose of this DNP project was to increase knowledge of OUD treatment via patient 

education on MAT. This project was efficacious in increasing knowledge in relation to where to 

obtain MAT from (pre-survey 56% to post-survey 100%) and most participants understood what 

comprised MAT (pre-survey 100%). Although there was notable decrease in correct reponses on 

this question, where 100% of the participants on the pre-survey knew what comprised MAT only 

82% responded correctly on the post-survey. Of note, it would be important to emphasize that 

MAT is comprised of medication, behavioral therapy and psychosocial after the discussion of 

medications during the presentation. This would help reconfirm the evident existing knowledge. 

This project showed additional input on the objective responses, but these were not an evident 

change. On the belief question, one additional person (pre-survey n=9; post-survey n=10) 

responded that he or she believed they would share information on OUD/MAT when compared 

to the pre-survey. Additionally, the post-survey showed that there was a small increase in intent 

to share information with others since all participants selected somewhat likely or very likely 

(pre-survey 67% to post-survey 82%) and no one selected ‘not likely.’ Whereas there was one 

person who had selected not likely on the pre-survey. There was a small change also with the 

question on attitude about people with OUD, where all nine participants replied that their attitude 

was ‘neutral’ on the pre-survey but one person replied that their attitude was ‘favorable’ (9%) on 

the post-survey. The results identified very little change in these categories based on the two 

additional participants in the post-survey and the statistical results. The use of the TPB, also 
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known as TRA, was an effective framework in understanding behavior pre-presentation in 

relation to attitude, beliefs and intent (Ajzen, 1971). 

The Model for Improvement proved to be an effective method for implementation of this 

quality improvement project. Use of one plan-do-study-act (PDSA) cycle provided the guidance 

to answer the following questions: “What are we trying to accomplish? How will we know that a 

change is an improvement? What change can we make that will result in improvement?” 

(Langley et al., 2009). Through one PDSA cycle it became possible to identify the goal of this 

project and implement the educational presentation. While the post intervention survey revealed 

that there was an increase in knowledge and change in attitude, belief and intent.  

Interpretation 

The first aim was to increase patient knowledge of OUD treatment via patient education 

on MAT. The second aim about promoting a change in attitude was not met. The resulting 

change in knowledge that was achieved with an educational presentation demonstrates how you 

can improve knowledge regardless of pre-existing knowledge. The other questions don’t give 

support for saying belief, intent, or attitude changed.  

Implications (Practice, Education, Research and Policy) 

Practice implications identified by this QI project include how additional education may 

be warranted in managing treatment modalities for patients with opioid use disorder. Increasing 

patient knowledge despite existing knowledge may prove beneficial. Some programs are starting 

to educate peer interventionists to help mediate opioid overdoses (Winhusen et al., 2016). 

Proving that MAT education needs to go beyond merely educating providers to educating the 

patients and the public.  
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Limitations 

A limitation of this project is the fact that it was conducted at the TLC in the University 

of Arizona with paid, simulated patients as a direct effect of the COVID pandemic. Based on the 

fact that the participants were paid simulated patients, the results of this project may not be 

pertinent to the setting especially since quality improvement results are not generalizable to the 

population. The difference in the pre-survey and post-survey participants added an extra layer of 

complexity to the comparison of knowledge. Implications for future studies would be to obtain a 

sample group who may have a current or past OUD problem. This pertinent factor is noteworthy 

for several reasons: (1) educational outcomes may differ in someone who has OUD; (2) 

knowledge change may help with improving treatment outcomes; (3) perception that people with 

OUD may benefit from education on MAT. The limitations of the current study can be the focus 

of future PDSA cycles of this QI project at an opioid use disorder treatment center or in an 

emergency department that treats substance use disorder.  

DNP Essentials Addressed 

The DNP Essentials I through VIII were addressed during the course of planning, 

developing, and implementing this quality improvement project but it is evident that DNP 

Essential I and DNP III were significantly important. DNP Essential I is the scientific 

underpinnings for practice and DNP Essential III is the clinical scholarship and analytical 

methods for evidence-based practice (American Association of Colleges of Nursing [AACN], 

2006). This QI project required ethical consideration for participation, analytical evaluation of 

outcomes, and integration of organizational and nursing science.  
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Conclusions 

MAT is considered the best treatment option for opioid use disorder (OUD). It includes 

the use of medications such as (buprenorphine, methadone, or naltrexone) along with 

psychosocial and behavioral therapy that can meet the needs of the patients and improve their 

chances of a successful treatment. An evidence based educational intervention aimed at 

increasing understanding of treatment for OUD can help increase knowledge. The increase in 

knowledge is evident, even if there is already an existing understanding of MAT.  

Plan for Sustainability 

Quality improvement projects such as the one completed here can increase utilization of 

education as a tool to increase the successful treatment of OUD. This can ultimately contribute to 

improved outcomes for this patient population and increase support. 

Plan for Dissemination 

The results of this QI project can be used to devise strategies for improving knowledge of 

MAT for the treatment of OUD within emergency departments, doctors’ offices, detoxification 

centers, and substance use disorder treatment centers. 
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APPENDIX A: 

THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD DETERMINATION 

LETTER / TELEHEALTH LEARNING CENTER SITE APPROVAL LETTER 
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Telehealth Learning Center  
1305 N Martin Ave  

Tucson, AZ 85721-0203  

520-626-3808  

  
  

  
September 14, 2020  

  

University of Arizona Institutional 

Review Board c/o Office of Human 

Subjects  

1618 E Helen St  

Tucson, AZ 85721  

  

Nidia Torres, a UA Doctor of Nursing Practice student, has permission of the Telehealth 

Learning Center to conduct a quality improvement project at our facility for her project, 

“Patient Education on Medication Assisted Treatment for Opioid Use Disorder.”.  

  

Ms. Torres will give an online educational presentation to participants form the Telehealth 

Learning Center and conduct a survey before and after the online educational presentation. She 

will recruit participants through email. The email message will provide a description of the 

project, what participants will be asked to do, and the anticipated time involvement Ms. 

Torres’s activities will be completed by December 20, 2020.  

  

Ms. Torres has agreed to provide to my office a copy of the University of Arizona 

Determination of Research document before she recruits participants. She will also present 

results and a complete report with associated recommendations to the Telehealth Learning 

Center’s administrative team.  

  

If there are any questions, please contact my office.  

  

  

  

Allen Prettyman, PhD, FNP-BC, FAANP, FNAP  

Clinical Professor  

Director DNP Program  

University of Arizona College of 

Nursing Office: 520-621-1995 Cell: 

302-379-0470 apretty@arizona.edu  
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APPENDIX B: 

CONSENT DOCUMENT (DISCLOSURE FORM) 
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Patient Education on Medication Assisted Treatment for Opioid Use Disorder 

Principal Investigator – Nidia Torres 

The purpose of this quality improvement project is to increase patient knowledge of opioid use 

disorder treatment using medication assisted treatment. The project will be conducted on people 

from Tucson Arizona at the University of Arizona Telehealth Learning Center. An educational 

intervention will be administered to patients and will include an evidence-based presentation on 

medication assisted treatment for opioid use disorder. The education will be aimed at increasing 

patient knowledge.  

 

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

which will take approximately 10 minutes to complete. The link to the survey is on the first slide 

of the presentation. You will then view the remaining presentation which will take approximately 

20 minutes to complete. The last slide of the presentation will have a link for the post-

intervention survey which will take approximately 10 minutes to complete. Total time not to 

exceed 40 minutes. 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, and refusal to participate 

will involve no penalty or loss of benefits to which you are otherwise entitled. You may 

withdraw from participation at any time. In addition, you may choose to skip over any question 

that you choose not to answer within the surveys. 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 this project, you may contact Nidia Torres, APRN, 

MSN E/FNP-C, AGACNP-DNP Student at (909)234-0332 or via email at 

ntorres1@email.arizona.edu 

 

By taking this survey you agree to have your responses used for research purposes. 

mailto:ntorres1@email.arizona.edu
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APPENDIX C: 

RECRUITMENT MATERIAL (PARTICIPANT EMAIL) 
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Participation Email to University of Arizona Telehealth Learning Center 

Hello Dr. Prettyman,  

 

Thank you for facilitating the simulated participants for my DNP project. Attached is the 

presentation and the disclosure form. The disclosure form has the description of the project, what 

the participants will be asked to do, and the time involved. The disclosure form can be emailed to 

the participants for details about this project.  

 

Thank you  

 

 

(This is what is stated in the disclosure form) 

 

The Project Purpose: This is a quality improvement project to be conducted at the University of 

Arizona Telehealth Learning Center (UA TLC). The purpose of this quality improvement project 

is to increase patient knowledge of Medication Assisted Treatment (MAT) for Opioid Use 

Disorder (OUD). Patients will receive education via a pre-recorded PowerPoint session 

describing medication assisted treatment as an effective evidence-based method to increase 

patient knowledge of treatment methods for opioid use disorder. There will be a pre and post 

survey. Total time not to exceed 40 minutes.  
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APPENDIX D: 

EVALUATION INSTRUMENTS (PRE-SURVEY AND POST-SURVEY) 
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Pre-Survey 

1. What is medication-assisted treatment (MAT)?  

a. Behavioral therapy 

b. Psychosocial therapy 

c. Medications  

d. All of the above 

e. Other_______________________________________________________ 

 

2. Where can you obtain medication-assisted treatment?  

a. Inpatient hospital  

b. Detoxification center 

c. Treatment program facility 

d. Emergency department 

e. Doctor’s offices 

f. All of the above 

g. Other_______________________________________________________ 

 

3. How can you take medication used in MAT? 

a. By Injection 

b. Placed as an Implant 

c. Dissolving pill under the tongue or in the mouth 

d. As a pill 

e. All of the above 

f. Other________________________________________________________ 

 

4. Describe one important point related to medication-assisted treatment safety.  

________________________________________________________________________ 

5. Describe one recovery treatment option for Opioid Use Disorder. 

________________________________________________________________________ 

 

6. Do you believe you would share information with others about OUD/MAT?  

a. Yes 

b. No 

 

7. If the situation arises, do you intend to share information with others about OUD/MAT? 

a. Not likely b. Somewhat likely c. Very likely 

 

8. What is your attitude about people with OUD? 

a. Unfavorable b. Neutral c. Favorable 
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Post-Survey 

 

1. What is medication-assisted treatment (MAT)?  

a. Behavioral therapy 

b. Psychosocial therapy 

c. Medications  

d. All of the above 

e. Other_______________________________________________________ 
 

2. Where can you obtain medication-assisted treatment?  

a. Inpatient hospital  

b. Detoxification center 

c. Treatment program facility 

d. Emergency department 

e. Doctor’s offices 

f. All of the above 

g. Other_______________________________________________________ 
 

3. How can you take medication used in MAT? 

a. By Injection 

b. Placed as an Implant 

c. Dissolving pill under the tongue or in the mouth 

d. As a pill 

e. All of the above 

f. Other________________________________________________________ 
 

4. Describe one important point related to medication-assisted treatment safety.  

________________________________________________________________________ 

5. Describe one recovery treatment option for Opioid Use Disorder. 

________________________________________________________________________ 

6. Do you believe you would share information with others about OUD/MAT?  

a. Yes 

b. No 
 

7. If the situation arises, do you intend to share information with others about OUD/MAT? 

a. Not likely b. Somewhat likely c. Very likely 
 

8. What is your attitude about people with OUD? 

a. Unfavorable b. Neutral c. Favorable  
 

9. Did you find the presentation easy to understand: 

a. Yes 

b. No 
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APPENDIX E: 

PARTICIPANT MATERIAL (NARRATED POWERPOINT – EDUCATIONAL 

INTERVENTION SCRIPT) 
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Educational Intervention Script 

Slide 1: Hello everyone and welcome to the presentation: “Patient education on medication-

assisted treatment for opioid use disorder.” My name is Nidia Torres and I am a Doctor of 

Nursing Practice student at the University of Arizona. Thank you so much for taking the time to 

learn about this important topic; known as medication-assisted treatment. The following slides 

will describe basic information of what you need to know about medication-assisted treatment. 

My hope is that the following information will provide you with the knowledge and 

understanding about medication-assisted treatment to give you confidence to help people around 

you or loved ones who are struggling from opioid use disorder.  

The next slide will provide you with a link to take a quick 10 minute survey that will gather 

information about your current knowledge on medication-assisted treatment (MAT). The link is 

posted in the Chat area.  

At the conclusion of this presentation, the last slide will also have a link to the same 10 minute 

survey to gather information about your post presentation knowledge.  

Your responses and feedback are greatly appreciated! 

 

Slide 2: You can now go to the pre-survey, The password is: MATforOUD. Once you complete 

the questions please click back here to the presentation. Thank you. 

https://qfreeaccountssjc1.az1.qualtrics.com/jfe/form/SV_cTn0jubdVICkdMx 

 

Slide 3: The Presentation Objectives included for you are to: 

1. Be able to describe what is medication-assisted treatment (MAT), where can you obtain a 

prescription or medication, and the medication forms available meaning are they pills or 

injections.  

2. I would like you to Be able to describe one important point related to medication-assisted 

treatment safety.  

3. And Be able to describe recovery treatment options for opioid use disorder (OUD).  

During the presentation if you have questions that may come up related to the presentation, 

please type them in the chat and I can answer them before we complete the post survey.  

 

Slide 4: The opioid epidemic is devastating families and the people who are suffering from 

opioid use disorder.  

In 2018 there were over 47,000 deaths from opioid overdoses. This is about 130 people dying per 

day from opioids. In that same year, there were over 2 million people who were diagnosed with 

opioid use disorder and over 10 million who report misusing prescription opioids.  

This is important because the misuse of opioids is a risk factor in developing opioid use disorder. 

The misuse of prescription opioids costs the U.S. $78.5 billion a year. This is a public health 

emergency on so many levels.  

 

Slide 5: These numbers provide a visual of the deadly effects from opioid use and misuse. In 

addition to the numbers I provided to you on the previous slide, you can see that opioid misuse 

can sometimes lead to abuse of other substances such as heroin or fentanyl.  

https://qfreeaccountssjc1.az1.qualtrics.com/jfe/form/SV_cTn0jubdVICkdMx
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In 2018 there were about 808K people who used heroin and 81K people reported using heroin 

for the first time. As a result of this transition from opioids to stronger substances there were 

over 15K additional overdoses and deaths.  

 

Slide 6: The opioid crisis is found in every state across the United States. Here in Tucson 

Arizona, about 2-3 people die every day from opioid related overdoses. This is over 1100 

annually.  

In addition to the people who are already suffering with opioid use disorder, there are over 136K 

opioid prescriptions filled by pharmacies every month. This is an equivalent of 43mg of 

morphine per person per day.  

 

Slide 7: Disclaimer The information listed on the next slide can be useful in identifying if 

someone may be struggling with opioid use. It is not intended to be used by you to diagnose, 

instead it should make you aware that someone may be struggling with opioid use and should 

seek further guidance from their health care provider. 

 

Slide 8: These findings can help identify OUD so that we can suggest to the person to seek 

medical care. The findings can include: 

1. If opioids are taken in larger amounts or over a longer period of time than was intended. 

2. If there is a persistent desire or unsuccessful effort to cut down or control opioid use. 

3. If a great deal of time is spent on activities necessary to obtain the opioid, use the opioid, 

or recover from its effects. 

4. If there is craving, or a strong desire or urge to use opioids. 

5. If recurrent opioid use results in failure to fulfill major role obligations at work, school, 

or home. 

6. If there is continued opioid use despite having persistent or recurrent social or 

interpersonal problems caused or exacerbated by the effects of opioids. 

7. If important social, occupational, or recreational activities are given up or reduced. 

8. If recurrent opioid use results in situations in which it is physically hazardous. 

9. If continued opioid use despite knowledge of having a persistent or recurrent physical or 

psychological problem that is likely to have been caused or made worse by the substance. 

10. If the person Exhibits tolerance or withdrawal 

11. Once a potential struggle is identified, its important to communicate with the person in a 

compassionate manner and offer support with information for services that can offer 

medication-assisted treatment.  

 

Slide 9: So you may be asking yourself “what is MAT?” MAT stands for medication-assisted 

treatment. It is considered the best treatment option for opioid use disorder (OUD). It includes 

the use of medications with complicated names such as (buprenorphine methadone or 

naltrexone) along with psychosocial and behavioral therapy that can meet the needs of the 

patients and improve their chances of a successful treatment. Using MAT is a tool in recovery 

that can help them regain control of their life.  
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Slide 10: This slide Gives information and links on where to obtain MAT and how to locate a 

doctor who can treat OUD. The website links provide a list of clinics or doctors by location these 

are based on the persons state and zip code. There is also a toll free number to call for assistance 

with locating services for OUD. If you notice, buprenorphine and naltrexone services can be 

based out of a doctor’s office, clinic or a hospital. These are provided in a 30day supply RX.  

While the services for methadone require daily visits at an opioid treatment clinic that is 

equipped to provide the pill.  

 

Slide 11: Buprenorphine comes in an injection or an implantable device or as a dissolving pill 

that requires monthly visits for prescriptions. Naltrexone comes as an injection or a pill. Both of 

these medications require monthly visits for prescriptions that can be obtained from an office or 

hospital based treatment program or a treatment facility. These prescriptions are usually given as 

a 30 day supply.  

Methadone comes in a pill that requires daily visits at an opioid treatment program clinic.  

Each of these medications works in slightly different ways, the health care provider or doctor 

will talk with the patient to determine which medication is most appropriate for their needs. 

 

Slide 12: The medications are approved by the Food & Drug Administration to treat opioid use 

disorder. The medication and treatment is endorsed by the Substance Abuse and Mental Health 

Services Administration; by the Centers for Disease Control and the World Health Organization. 

The safety of the medications has been researched multiple times and found to be a safe 

treatment option for people suffering from OUD. 

More importantly is what MAT can do for the people who need treatment. MAT can prevent or 

at least reduce overdoses; which improves their survival. It can increase the patient’s ability to 

gain employment; allowing them to feel value in what they do. MAT can decrease cravings for 

opioids and therefore, increases the chance of completing a treatment program.  

Buprenorphine can also be a treatment option for pregnant women who have opioid use disorder. 

So MAT can improve birth outcomes. All of this combined with psychosocial and behavioral 

therapy can keep them from overdosing and improve quality of life.  

 

Slide 13: The recovery options are many and can be overwhelming. There is MAT with 

medications (buprenorphine, methadone, or naltrexone) coupled with psychosocial and 

behavioral therapy.  

There are treatment programs such as the opioid clinics that offer methadone. There are 

detoxification facilities and crisis centers per county. There are also doctor’s offices, clinics, 

hospitals, and emergency departments who are able to help. With your support, and guidance 

from their doctor, the patient with OUD can successfully recover.  

Thank you for taking time to view this important educational information about medication 

assisted treatment. I hope this information has provided you with the knowledge and confidence 

you need to help support people around you who may be struggling with opioid use. And we are 

at the end of our presentation. If there are any questions on the chat; I will answer them now.  

 -----Answer any Chat questions. 
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Slide 14: The link to the post-survey is available in Chat. You can click on the link when ready 

to answer the questions and complete this presentation. I wanted to mention that the next slide 

has a Bibliography with online resources that may be useful if you seek additional information. 

Thank you for your time. Your responses and feedback are highly valued!  

The password is: MATforOUD.  

https://qfreeaccountssjc1.az1.qualtrics.com/jfe/form/SV_6Jertls7i65ORO5 

 

Have a great day! 

 

https://qfreeaccountssjc1.az1.qualtrics.com/jfe/form/SV_6Jertls7i65ORO5
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APPENDIX F: 

PROJECT TIMELINE 
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Project Timeline 

Completion Date Planning 
Pre-

Implementation 
Implementation Evaluation 

Defense Proposal 
10/5/20 

January 2020 
Through 

September 
2020 

9/28/20 through 
10/4/20 

 10/5/20 

IRB  
October 
11/4/20 

September 
2020 through 

November 2020 

10/5/20 through 
11/3/20 

 11/4/20 

Implementation 
November 
11/17/20 

January 2020 
through 

November 2020 

9/28/20 through 
11/16/20 

11/17/20 11/18/20 
through 

11/22/20 

Data Analysis 
November 
11/23/20 

11/18/20 
through 

11/30/20 

  11/23/20 

 
Final Paper 
December 
12/8/20 

January 2020 
through 

December 2020 

January 2020 
through December 

2020 

 12/8/20 
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LITERATURE REVIEW GRID 
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Project Question: Will adult patients over the age of 18 (P) who receive education on MAT (I) have an increase of knowledge related 

to OUD treatment with MAT (O)? 

Pub. Year; Author’s 

Last Name 

Title of Publication Type of 

Study 

Main Outcomes of Findings Support for and or Link to 

Project 
Larance, B., Degenhardt, 

L., Grebely, J., Nielsen, 

S., Bruno, R., Dietze, P., 

… Farrell, M. (2019). 

Perceptions of extended-

release buprenorphine 

injections for opioid use 

disorder among people 

who regularly use 

opioids in Australia. 

Cross sectional 

survey 

Primary outcome: whether or not 

participants believed XR-

buprenorphine might be a good 

treatment option for them 

 

Secondary outcome: whether or not 

participants were currently receiving 

opioid agonist medication 

N=402 

Support for: 68% of the total sample 

believed that XR-buprenorphine was a 

good treatment option after the nature 

of the treatment was explained to them.  

Prieto, J. T., McEwen, D., 

Davidson, A. J., Al-

Tayyib, A., Gawenus, L., 

Papagari, S. R., … Shlay, 

J. C. (2019).  

Monitoring opioid 

addiction and treatment: 

Do you know if your 

population is engaged? 

Cross sectional 

survey 

Primary outcome: describe a 

continuum of opioid addiction care 

 

Secondary outcome: system wide 

gaps identified as areas for 

improvement 

N=1051 

Support for: 60% of patients who 

received MAT adhered to prescribed 

treatment.  

Improvement area: deliver services that 

include prevention and education, harm 

reduction, formal treatment, tools and 

resources.  

Winhusen, T., Theobald, 

J., Lewis, D., Wilder, C. 

M., & Lyons, M. S. 

(2016).  

Development and initial 

testing of a tailored 

telephone intervention 

delivered by peers to 

prevent recurring opioid-

overdoses (TTIP-PRO). 

Pre/Post survey Primary outcome: develop and test the 

tailored telephone intervention 

delivered by peers to prevent 

recurring opioid overdoses 

 

Secondary outcome: encourage 

patients to initiate MAT 

 

Third outcome: increase opioid 

overdose knowledge 

N=8 

Support for: individualized education 

provided to participants based on TTIP-

PRO computer program assessment 

found statistically significant results for 

opioid overdose knowledge, response 

to overdose and information about 

MAT (p=0.0078).  
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APPENDIX H: 

OTHER DOCUMENTS AS APPLICABLE TO THE PROJECT (PRESENTATION POSTER) 
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