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ABSTRACT 

Background: Opioid addiction is a national crisis. A key factor of this crisis is the increased 

number of opioid prescriptions for chronic pain patients. The increased availability of opioid 

drugs has led to widespread misuse affecting millions of lives across the country. The 

devastating effects of prolonged opioid use have threatened public safety and have led to the 

need for a nationwide intervention. Despite the many factors contributing to the opioid crisis, 

new policies are needed to address educational gaps for chronic pain management, opioid 

prescribing practices, and opioid addiction. 

Purpose: This project aimed to determine if providing a brief educational session on evidence-

based opioid prescribing practices for chronic pain patients will increase confidence in providers 

at an outpatient military clinic in Fort Sam Houston, Texas.  

Methods: This project used a quasi-experimental design with one group of participants. The 

KnowPain-12 survey questionnaire integrated with a 7-point Likert scale was used to 

anonymously measure each provider’s knowledge, attitude, and approach to managing chronic 

pain. All participants completed the KnowPain-12 survey questionnaire pre-intervention and 

post-intervention to measure knowledge gained.  

Results: There was an increase in total points for each participant after receiving the 

intervention. The most significant increase in points was noted with an eleven-point difference 

from pretest to posttest. Most of the responses favored the most appropriate choice, “Strongly 

Agree” or “Agree” for questions 2, 4, 6, 7, 8, 9, 12 and “Strongly Disagree” or “Disagree” for 

questions 1, 5, 10, and 11. 
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Conclusion: This quality improvement (QI) project endeavored to provide an educational 

intervention to help providers appropriately prescribe opioids and manage chronic pain patients. 

There were positive results from the responses from the pre-intervention scores to the post-

intervention scores. In addition, this QI project indicated that providing a well-rounded 

educational brief of evidence-based practices increased providers’ confidence of safe opioid 

prescribing to chronic pain patients. 
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INTRODUCTION 

Opioid addiction has become a prolonged epidemic threatening public health and leaving 

behind devastating consequences (Gordon & Gordon, 2019). Triggered by their increased 

availability, prescription opioids have become one of the most abused and diverted medications 

across the nation. Although many factors have contributed to the increased rate of opioid abuse 

and diversion, solutions to this crisis will require new strategies of addressing educational gaps 

for chronic pain management, opioid prescribing practices, opioid addiction, and opioid 

overdose.  

The current crisis has progressively developed over the past 30 years. Historically, 

prescription opioids were used to treat and manage acute moderate to severe pain (Rose, 2017). 

However, recent years have shown a dramatic increase in the distribution of opioid prescriptions. 

Due to their efficacy, opioids have become a first-line treatment medication for chronic pain 

sufferers (Centers for Disease Control and Prevention [CDC], 2020f). Chronic pain is a 

significant health condition exacting its detrimental effects on billions of lives across the globe. 

Opioids are classified as one of the most pervasive and poorly understood medical conditions 

confronting practitioners in today’s healthcare system (Crofford, 2015). While the safe use of 

opioids for short-term or acute pain is well established with positive outcomes (Bote, 2019), their 

effectiveness with chronic pain and long-term use have proven to be a national catastrophe.  

Background Knowledge and Significance 

The World Health Organization [WHO] (2020) identifies chronic pain as a severely 

distressing pandemic that significantly impacts the quality of life. According to Dahlhamer et al., 

2018) 50 million adults, that is, 20.4% of the United States (US) population, are afflicted with 
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persistent or recurring pain. Statistically significant, the prevalence of individuals diagnosed with 

chronic pain surpasses those with cardiovascular disease, diabetes, and cancer combined 

(Rummans, Burton, & Dawson, 2018). Long-term pain typically develops because of disease or 

injury and continues past the expected healing process (Medline Plus, 2020). Lasting for several 

weeks or even years, chronic pain takes its toll, resulting in mental and physical anguish (Treede 

et al., 2015). Therefore, it is important to note; chronic pain should not be addressed simply as a 

symptom of disease or injury but rather as a medical condition exhibiting pathological changes 

and requiring treatment (Hagemeier, 2018).  

Prescription opioids, often called narcotics, are produced naturally from the opium poppy 

plant (National Institute on Drug Abuse [NIDA], 2020b). Synthetic opioids are typically 

manufactured by pharmaceutical companies using chemical substances similar to natural opium 

(NIDA, 2020b). In the 1990s, the pharmaceutical industry launched aggressive marketing and 

advertising strategies, promoting the safe use of opioids (NIDA, 2020c). These marketing efforts 

targeted healthcare providers with prescriptive writing authority and were very influential in 

endorsing opioid analgesics for chronic pain control (Gale, 2016). According to the NIDA 

(2020c) more than 76 million opioid prescriptions were written to treat pain in 1991. By 2011, 

that number more than tripled to a staggering 250 million opioid prescriptions dispensed across 

the Nation (NIDA, 2020c). The surge in opioid prescriptions paralleled with its availability is 

directly responsible for the opioid crisis that has claimed millions of lives worldwide (Rummans, 

Burton, & Dawson, 2018). Clinical evidence supports the safe use of opioid analgesics for 

managing and controlling acute or extreme pain; however, its addictive properties include 
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significant drawbacks. In addition, its long-term use comes with substantial risks to patients, 

their families, and our Nation (Gale, 2016).  

According to national polls taken by GALLUP News, the nursing profession has been 

rated the most trusted profession for 16 consecutive years (Brenan, 2017). Uniquely poised to 

navigate the challenges associated with this epidemic, advanced practice registered nurses 

(APRNs) are skilled leaders trained to promote and disseminate evidence-based harm reduction 

strategies (Compton & Blacher, 2020). APRNs are leaders with pivotal roles as frontline health 

care providers positioned to effectively intervene by endorsing and adhering to stringent 

guidelines for prescribing opioids, as well as screening and monitoring for substance abuse 

(Compton & Blacher, 2020). With the rapid escalation in the incidence of addiction and opioid-

related deaths, APRNs must serve as advocates, emphasizing the need to promote non-opioid 

medications as well as non-pharmacological therapies.  

Local Problem 

Rudd, Aleshire, Zibbell and Gladden (2016) report prescription drug misuse as a national 

epidemic contributing to a 137% increase in drug overdose deaths from 1991 to 2000 and a 

200% increase in overdose deaths directly related to opioids. The addiction, abuse, and misuse of 

opiate derivate drugs have gained national attention. An estimated 11 million Americans use 

prescription opioids for reasons other than directed, and 2.1 million Americans suffer from 

substance abuse disorders related to opioid drug overdose (NIDA, 2017a). Opiate derivate drugs 

accounted for more than 30,000 deaths annually, with approximately half of those deaths directly 

related to prescription opioids (Soelberg, Brown, Vivier, Myer, & Ramachandran, 2017). 

Statistics analyzed by CDC (2016c) identified a significant increase for both men and women 
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aged 25-44 and adults older than 55 years old, with non-Hispanic whites and non-Hispanic 

blacks having the highest rates of overdose-related deaths.  

The rate of opioids prescribed progressively increased among pain specialists, surgeons, 

primary care providers, and physical medicine/rehabilitation therapists, which contributed 

significantly to today’s crisis (Bote, 2019). The increased prevalence of nationwide of opioid 

prescriptions for pain management is a major component to the US ranking as the leading 

country with the highest consumption rate of opioids (Leece et al., 2017). The impact on society 

and the adverse health effects of chronic pain and opioid prescriptions have proven phenomenal, 

with a financial cost of 78.5 billion US dollars annually (Florence et al., 2016).  

In Texas, the second-largest state in the US, opioids ranked first as the most frequently 

prescribed scheduled II controlled substance from 2015-2018 (Alexander, Silge, Jones, & Joshi, 

2019). Opioid overprescribing has contributed to Texas’s increased addiction rate. The city’s 

opioid overdose rate is four times more common today two decades ago (National Institute on 

Drug Abuse [NIDA], 2020). Texas providers accounted for more than 47.2 opioid prescriptions 

per 100 persons (NIDA, 2020). Although this number is lower than most other states in the 

country, current evidence suggests, opioid prescription painkillers are directly tied to the 

evolving crisis in the state of Texas (NIDA, 2020d). With the scale of this crisis rapidly 

developing, the National Institute on Drug Abuse (NIDA) has examined trends of opioid-related 

mortality in Texas. Diverging trends suggest opioid mortality in Texas has increased from 4.0 

per 100,000 population in 2006 to 7.5 per 100,000 in 2016 (Litaker et al., 2019). 
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 As the death toll from opioid abuse continues to rise nationally, Texas has also 

encountered one-third of its overall overdose rate in 2014 directly related to opioids, and 18% of 

that total was a result of prescription opioids (Litaker et al., 2019). 

Tragically, the complexities of the opioid epidemic have threatened one of the most 

vulnerable populations. Opioid overdose has increased among pregnant women causing a 60% 

increase in neonatal abstinence syndrome (NAS) to newborns in Texas over the past five years 

(City of San Antonio Metropolitan Health District, 2018). NAS is a medical condition occurring 

when a fetus is exposed to opioid drugs while in the womb (Texas Health and Human Services, 

2020). Babies born with NAS are typically dependent on opioids and experience withdrawal 

symptoms requiring medical treatment (Texas Health and Human Services, 2020). In addition, 

prenatal drug exposure is linked to long-term health problems and may cause a developmental 

delay (Texas Health and Human Services, 2020).  

Texas is the resident of the military’s largest installations producing thousands of 

Veterans. Unfortunately, Texas Veterans are not exempt from this crisis. Research has concluded 

that Veterans are more likely to abuse prescription opioids due to chronic pain that is often 

difficult to manage (U.S. Department of Veteran Affairs and Department of Defense 2017). 

According to the U.S. Department of Veteran Affairs and Department of Defense (2017), 

soldiers suffering from chronic pain regularly use opioids for treatment. It is the drug of choice 

among military providers. Adding to these devastating facts, the current issue of veteran suicide 

is directly correlated to the increased use of opioid medications (U.S. Department of Veteran 

Affairs and Department of Defense, 2017). 
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This epidemic’s magnitude is startling and has forced the federal and state governments 

to enact initiatives placing stringent guidelines on opioid prescribing authorities (Skolnick, 

2017). A needs assessment conducted by the CDC’s Injury Center (2017a) analyzed the number 

of fatalities associated with opioid overdose; data concluded; the incidence of drug overdose-

related to opioids continues to impact our city and nation significantly. 

Stakeholders for the planned project include surgeons and mid-level providers assigned 

to the neurosurgery clinic. In addition, there are nine active-duty neurosurgeons, five Department 

of Defense (DOD) civilian nurse practitioners (NPs), five physician assistant (PAs) contractors, 

one licensed vocational nurse, one certified nurse assistant (NA), and two active-duty 

technicians.  

Intended Improvement 

Project Purpose 

The purpose of this project was to determine if providing a brief educational session on 

evidence-based opioid prescribing practices for chronic pain patients is helpful to providers at an 

outpatient military clinic in Fort Sam Houston, Texas.  

Project Question  

Does providing a brief educational session about evidenced-based opioid prescribing 

practices for chronic pain patients prove useful in increasing knowledge for providers at an 

outpatient military clinic in Fort Sam Houston, Texas.  
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Project Objective 

The objective of this project was to provide a useful process to increase knowledge of 

evidence-based opioid prescribing practices for chronic pain patients for providers at an 

outpatient military clinic in Fort Sam Houston, Texas.  

Theoretical Framework 

In response to the national impact of opioid misuse and abuse, it has become necessary 

for healthcare facilities to implement universal precautions concerning pain management (U.S. 

Food & Drug Administration, 2016). However, implementing approaches to mitigate the risk 

associated with prescription opioids will require behavioral changes for prescribing providers as 

well as the patient (Roditi & Robinson, 2011). 

Facilitating change initiatives among clinicians within a large healthcare setting can be 

challenging and is often met with opposition. To overcome resistance and successfully 

implement new practice habits, it is essential to identify an approach that will incorporate the 

theory of change and change interventions (Chauhan et al., 2017). The application of the 

Transtheoretical Model of Change (TTM) developed by Prochaska and DiClemente in 1983 

describes the progression by which change occurs and is a practical approach to use when 

needing to articulate change. The TTM postulates, each individual’s acceptance, or intent to 

change is developed, accepted, and progressed through a multi-level change process (Prochaska, 

Prochaska, & Levesque, 2001). Understanding the individuality of how one navigates through 

behavioral change is an essential aspect to promote change successfully. The TTM guided the 

proposed intervention by utilizing multiple change stages to evaluate clinician readiness to the 

proposed practice and integrate new opioid prescribing principles.  
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Concepts and Definitions 

The TTM is a well-designed framework to categorize an individual’s readiness and 

acceptance of newly integrated opioid prescribing practices (Prochaska, Prochaska, & Levesque, 

2001). According to the TTM (1983), an individual attempting to adapt to a new behavior 

progresses through five non-linear stages: precontemplation, contemplation, preparation, action, 

and maintenance (Prochaska et al., 2001). 

 Precontemplation involves a period when an individual has no desire to change and is 

content with the current practice and guidelines (Prochaska et al., 2001). During this stage of 

change, ambivalence can affect the individual’s readiness to change (Prochaska et al., 2001). 

Health care providers, especially when new to practice, may be inexperienced with managing 

chronic pain and uninformed to the dire consequences associated with long-term use of opioids. 

This gap in knowledge and training is a critical factor of the surge in opioid prescriptions for 

chronic pain patients (U.S. Department of Health and Human Services, 2020) 

 In the contemplation phase, an individual recognizes change is needed and is willing to 

participate in activities or actions to support the proposed change (Prochaska et al., 2001). 

During contemplation, prescribing providers become aware of the negative consequences 

associated with opiate derivate drugs and are willing to modify current practice habits. This 

awareness is gained through educational interventions that describe appropriate indications for 

prescribing opioids to chronic pain patients.  

After accepting the anticipated change, the individual enters the preparation stage. This 

stage involves the individual’s intent to modify their behavior and make necessary adjustments 

to implement the change into practice (Prochaska et al., 2001). Prescribing providers in the 
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preparation stage have accepted the change and are prepared to implement safe opioid use and 

alternative treatment for chronic pain patients.  

The anticipated change is accepted and adopted in the action stage. (Prochaska et al., 

2001). Healthcare providers have adjusted to the new processes and are following the standards 

and precautions to improve opioid prescribing practices and chronic pain management.  

The final stage, identified as the maintenance stage, is ongoing and can occur several 

months after the actual change (Prochaska et al., 2001). During this stage, actions are taken to 

prevent reverting to past behaviors (Prochaska et al., 2001). As a result, healthcare providers in 

the maintenance stage are confident with the positive outlook of applying the new practice 

measures and are willing to maintain appropriate guidelines of safe opioid and alternative 

therapies for chronic pain patients.  

Literature Synthesis 

Evidence Search 

An extensive review of scientific literature related to prescribing practices of opioids for 

chronic pain patients was conducted. In researching the topic, several online medical databases 

were accessed to include Cumulative Index to Nursing and Allied Health Literature (CINAHL), 

Clinical Key for Nursing, Medline (PubMed), Cochrane Database of Systematic Reviews, Health 

Source: Nursing/Academic Edition, and PubMed. In addition to searching for research published 

in peer-reviewed journals, a review of reports issued by government organizations such as the 

U.S. Department of Health and Human Services, CDC, and the Agency for Healthcare Research 

and Quality was conducted to explore further available resources of opioid use for chronic pain 

and prescribing practices. Key terms used in the search included a combination of words and 
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phrases to include chronic pain, chronic non-cancer pain, opioid epidemic, opioid prescribing 

practices, and prescription drug monitoring program. The search yielded thousands of results. 

The results were further refined to incorporate full-text articles from academic journals between 

2011 to 2018. This search yielded hundreds of findings related to the safe use and prescribing 

practices for opioids. The search was further limited to include guidelines and recommendations 

for safe prescribing of opioids for chronic pain patients in an outpatient setting. Ten research 

studies were yielded and selected with the inclusion criteria data that examined, evaluated, or 

assessed opioid prescribing methods for chronic pain patients. 

Comprehensive Appraisal of Evidence 

According to research literature, chronic pain affects millions of Americans every year 

(Centers for Disease Control [CDC], 2017a). Opioids have been used to treat pain for many 

decades and are now the most prescribed pain medication in the US. As a result, it has gained 

national attention and is recognized as the medication most likely to be abused (CDC, 2017d). 

Consistent findings with research literature indicate that overprescribing opiate derivate drugs 

has significantly contributed to the opioid epidemic. Results also show a dramatic increase in 

opioid overdose-related deaths (Downes, Klepser, Foster, & Nelson, 2018). 

According to the research literature reviewed by the CDC (2017e), primary care 

providers account for almost half of all dispensed opioid prescriptions in the United States. 

Although statistics indicate primary care practitioners (PCPs) have the highest rate of 

prescription opioids, it is important to know they also express experiencing apprehension when 

treating chronic pain patients (CDC, 2017e). To add, PCPs feel they have insufficient training to 

treat chronic pain patients with long-term therapies of opiates CDC (2017e). These attitudes and 
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beliefs, coupled with the increasing trends in opioid-related abuse and misuse, emphasize the 

need for better practitioner-directed opioid prescribing guidelines. 

In reviewing the literature, it is noted, healthcare practitioners’ common concern when 

prescribing opioids for chronic pain patients is the limited availability of education on safe 

prescribing practices (Hawkins et al., 2017). The literature also suggested, implementing 

evidence-based guidelines for safe prescribing practices when managing opioids and chronic 

pain patients can be useful in minimizing the risk for drug misuse and abuse (Hawkins et al., 

2017). 

In a qualitative study by Spitz et al., (2011), 25 providers were selected from two 

affiliated primary care clinics. The participants were placed into focused groups ranging from 

three to eight participants (Spitz et al., 2011). Reports from these focused groups indicated 99% 

of the providers prescribed opioids for chronic pain patients without cautiously assessing the 

patient for increased risk of opioid misuse and abuse (Spitz et al., 2011). 

McCrorie et al., (2015) piloted a research study to understand the awareness of long-term 

opioid prescribing for pain management among PCPs. The study included interviews with 15 

practitioners providing care for patients receiving repeated prescriptions of opioids for pain 

(McCrorie et al., 2015). Data from the interviews revealed prescribers experienced apprehension 

with exploring alternative approaches to chronic pain and feelings of pressure to continue the 

patient’s current long-term treatment of opioids McCrorie et al., (2015). 

In a similar study conducted by Dobscha et al., (2008) researchers set out to associate 

clinicians’ attitudes towards chronic pain and opioid prescribing rates. The study included 45 

Veterans Administration (VA) clinicians from five different primary care clinics completing a 
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survey with questions related to thoughts of long-term opioid use for chronic pain (Dobscha et 

al., 2008). Results from the data revealed that 73% of the providers felt frustration when treating 

chronic pain patients, and 38% were unsure of providing optimal care (Dobscha et al., 2008). 

A study conducted by Weimer, Hartung, Ahmed, and Nicolaidis (2016) concluded, 

providing educational interventions, and implementing principles of safe prescribing practices of 

opioids for chronic pain patients could significantly reduce drug misuse and abuse. In addition, 

Webster (2017) investigated that identified an appropriate intervention to use when needing to 

mitigate the probability of opioid misuse. This intervention included the importance of ongoing 

educational sessions for healthcare clinicians on appropriate measures to consider when 

administering opioid therapy. 

Strengths of Evidence 

The CDC (2017e) argues that implementing educational interventions focused on 

prescribing opioids for chronic pain patients can significantly improve clinician knowledge and 

change prescribing practices, ultimately benefiting patient’ health. 

The evidence obtained from the articles suggests primary healthcare providers prescribe 

opioids to chronic pain patients as a therapeutic aim to control pain (CDC, 2017e). The increase 

in prevalence of opioid prescriptions is associated with the increased incidence of its misuse and 

abuse (Rose, 2018). The research identified a knowledge deficit on safe opioid prescribing 

practices for chronic pain patients among primary healthcare providers, which also contributed to 

the epidemic (Rummans, 2018). Outcomes from the reviewed literature exposed the need to raise 

awareness of the adverse effects of opioid use for chronic pain patients. Research findings also 
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indicate providing an evidence-based intervention and implementing safe opioid prescribing 

practices is needed to contribute to the decline in opioid prescriptions (Alford et al., 2016).  

Limitations and Weaknesses of Evidence 

Although the cited studies’ results concur with the need for educational interventions for 

prescribers when treating chronic pain patients with opioids, they are not without limitations. 

Limitations noted for the included research studies are 1) non-randomization, which could create 

a biased sample; 2) small sample size, which limits the ability to generalize the findings and may 

not be sufficiently powered to detect differences between groups and may result in be false 

negatives (Nayak, 2010); and 3) limited locations when conducting the research which also 

limits the ability to generalize the findings (Nayak, 2010). Although the highest level of evidence 

did not implicate the studies mentioned above, and the most reliable design was not utilized, the 

findings were consistent with the concept of primary care providers needing further education 

and training to treat chronic pain patients with opioids. 

Literature Gaps  

The prevalence, abuse, and misuse of opioids and their long-term consequences on 

society are well established and documented. However, in understanding chronic pain as a 

significant public health concern affecting millions of lives nationwide, there is limited research 

on the efficacy of long-term opioid therapy for chronic pain. Understanding the challenges 

associated with treating chronic pain, further research is indicated on the efficacy of alternative 

treatment versus opioid treatment in enhancing the quality of life.  
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METHODS 

Project Design 

This project implicated a quality improvement (QI) initiative to offer measures to 

increase provider knowledge for prescribing opioids to chronic pain patients. The project 

employed a quasi-experimental design with a one-group pretest/posttest approach to 

systematically collect data. Implementing the pretest/posttest method allowed providers to assess 

their knowledge and awareness of safe opioid prescribing practices for chronic pain before the 

intervention and after its application (Terry, 2015). In addition, the pretest/posttest survey 

facilitated the ability to measure the educational intervention’s usefulness and provide 

evidenced-based data on whether the provider’s knowledge of prescribing opioids for chronic 

pain improved.  

Setting  

The project was conducted within the San Antonio Military Medical Center (SAMMC) in 

the Department of Surgery/Neurosurgery Clinic. SAMMC is a certified Level 1 Trauma Center 

providing care for thousands of service members, beneficiaries, and civilians (Army Medicine, 

2012). The center has 58 outpatient clinics with a recorded history of 1 million patient visits per 

year (Army Medicine, 2012). The Neurosurgery Department is an outpatient clinic housed in the 

center of SAMMC and provides surgical and non-surgical measures for chronic pain patients. 

The neurosurgery clinic offers comprehensive, accessible patient-focused care for active-duty 

adult and pediatric TRICARE Prime and TRICARE Plus enrollees, Warrior in Transitions, and 

other beneficiaries. The neurosurgery clinic’s scope of service includes military readiness care, 

chronic and acute care, preventive health maintenance, health promotion and wellness, education 
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and counseling, and specialty consultation and referrals (Army Medicine, 2012). The clinic’s 

staff consists of neurosurgeons, rotating interns and residents, advanced practice registered 

nurses, physician assistants, registered nurses, licensed vocational nurses, certified nurse techs, 

and ancillary and administrative staff. This setting was selected due to an increased incidence of 

chronic pain and opioid use among military servicemen and women (Toblin et al., 2014)  

Planning the Intervention 

After obtaining approval from the University of Arizona College of Nursing Department 

Review Committee (Appendix I) and Brooke Army Medical Center/Neurosurgery Department’s 

Chief Surgeon (Appendix A), the intervention process was initiated with reserving the 

department’s conference room for the date of the presentation. Dissemination of recruitment 

letters (Appendix D) was issued three weeks prior to the intervention for two weeks. Participants 

were allowed the opportunity to sign and date recruitment letters (Appendix D) during morning 

huddles. Participant e-mail notifications (Appendix E) and verbal communication (Appendix F) 

commenced after the morning huddle to identify staff who were not present but wish to 

participate. After the 2-week invitation period ended, participants received electronic 

notifications of the date and time for the proposed intervention (H). On the day prior to the 

presentation, a recon of the conference room was performed to ensure all media equipment was 

linked and in appropriate working condition. Copies of the participant recruitment letters 

(Appendix D) were obtained to offer on the morning of the presentation. The demographic form 

(Appendix G) and the anonymous pre-/post-survey questionnaire (Appendix C) were stapled and 

labeled with a corresponding four-digit code for the purpose of comparing results. Details 

concerning confidentially, privacy, and anonymity were discussed during the huddle and prior to 
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taking the initial survey questionnaire with the opportunity to withdraw from the intervention. 

Participants were given the opportunity to complete an anonymous 5-minute pre-survey 

questionnaire (Appendix C). The intervention included a 20-minute interactive PowerPoint 

presentation (Appendix H) outlining safe prescribing habits for opioids. The presentation 

consisted of questions and feedback slides to engage the audience and promote participation. 

Information presented included safe and effective pain management strategies and education on 

the Centers for Disease Control and Prevention’s (CDCs) guidelines for prescribing opioids to 

chronic pain patients. Once the presentation was completed and all questions were answered, an 

anonymous 5-minute self-examination post-survey questionnaire (Appendix D) was 

administered to reassess knowledge of pain management for chronic pain patients.  

Participants and Recruitment 

There were 20 prescribing providers employed in the neurosurgery clinic. The goal was 

to have all providers participate, as this will provide an assessment of all who are involved with 

treating chronic pain patients in the clinic. To encourage maximum participation, invitations to 

join the planned intervention assumed a combination approach. Participants were invited through 

recruitment letters (Appendix D), e-mail notification (Appendix E), and via telephone (Appendix 

F) which was offered for two consecutive weeks during the morning huddle. Morning huddles 

were held daily in the primary hallway of the clinic. All huddles started promptly at 07:30 AM 

and lasted for 20-25 minutes ending at approximately 07:55 AM. Participants included 

neurosurgeons, APRNs, PAs, and medical resident students. Participants consisted of active-duty 

military personnel, current full-time and part-time government service, and contract employees. 

Participants were invited to join based on their patient population, including adults aged 18-75 
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afflicted with chronic pain. To add, participants were accepted based on their interest and 

availability to participate in taking the anonymous pre-/post-self-examination survey 

questionnaire. To capture staff not present during the morning huddle, recruitment letters were 

also be disseminated via e-mail. Participants were given the opportunity to accept or decline 

participation face to face during the huddle, via phone, or by responding via e-mail. Providers 

not meeting the required criteria were not allowed to take part in the planned intervention.  

Consent and Ethical Considerations 

It is prudent for the primary investigator (PI) to ensure the intervention was conducted in 

alignment with federal policies and procedures set forth by the Institutional Review Board (IRB). 

The proposed intervention is a quality improvement initiative and did not meet the definition of 

human subject research; therefore, IRB approval was not required (University of Arizona, 2020). 

However, consent and approval by the University of Arizona College of Nursing Department 

Review Board (Appendix I) were obtained prior to conducting the intervention.  

Participant recruitment letters (Appendix D) were disseminated during morning huddles 

Monday through Friday for two-weeks prior to presentation date. Participant recruitment letters 

(Appendix D) were signed and returned during the huddle in the presence of the principal 

investigator to ensure all questions and concerns were addressed. Participants were given the 

option to respond to the recruitment letter electronically or placing a signed copy in the inbox 

located outside of the primary investigator’s office door.  
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Respect for Persons  

To ensure respect for persons, prospective participants were recruited voluntarily and 

treated as autonomous individuals. Details explaining the study plan and the participant’s right to 

participate were explained during morning huddles and before signing the recruitment letter.  

Beneficence 

To apply beneficence, only qualified participants were recruited to minimize the risk of 

harm for participants and encourage positive outcomes (Polit & Beck, 2012b). Identified risks 

included: 

1. The negative impact of pressure to implement change in current prescribing practices 

may overburden providers. 

2. The possibility of division within the clinic as some providers may willingly accept new 

processes for prescribing opioids, and others may reject the change.  

To facilitate the intervention while gaining maximum participation, providers were assured that 

the goal was not to promote widespread change with one educational intervention but to continue 

until all prescribing practitioners were comfortable with the new process. Additionally, providers 

were offered dedicated time to utilize clinic resources to increase knowledge of best evidenced-

based practices for prescribing opioids to chronic pain patients. Finally, to maintain cohesiveness 

and improve compliance, an environment conducive to change was promoted to motivate and 

support teamwork.  

Benefits related to the intervention include:  

1. Providers would become motivated to use safe prescribing practices for chronic 

pain patients assigned to the neurosurgery clinic. 
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2. A systematic approach within the clinic to assist new providers when prescribing 

opioids.  

3. Encouragement and support when prescribing non-pharmacologic and non-opioid 

therapies would be implemented when applicable.  

4. Support provider confidence with prescribing and initiating opioids with the use 

of evidence-based strategies.  

5. Continued education on the recognition of the harmful effects related to 

prescription opioids.  

Justice 

To include the principle of justice, participants were recruited equally and based on the 

same merits. Furthermore, each participant reserved the right to disengage from the study at any 

point during the intervention.  

Data Collection Tools 

Methods of data collection for this project incorporated the use of an anonymous 

participant demographic form (Appendix G) in addition to an anonymous KnowPain-12 Pain 

Management Knowledge Questionnaire (KnowPain-12) (Appendix C) integrated with a 7-point 

Likert-type scoring scale.  

Demographic data provided pertinent information related to the participants’ clinical 

roles and experiences in the clinic. This information allowed the primary investigator to 

determine whether the participants are representative of the targeted population. Demographic 

information collected during this project was utilized to identify the range of clinical skillset, 

years of experience, and an approximate number of chronic pain patients seen monthly. 
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Retrieving this data was instrumental in identifying knowledge gaps between multiple levels of 

professions and the scope of practice.  

The KnowPain-12 questionnaire was developed to measure a healthcare physician's 

knowledge, attitude, and approach to chronic pain patients (Harris et al., 2008). The KnowPain-

12 assessment tool was subsequently created as a part of the KnowPain-50 questionnaire in 2008 

(Harris et al., 2008). The KnowPain-50 questionnaire consists of 50 questions used to assess 

physicians’ the pain management education levels in physicians (Harris et al., 2008). In 

researching and developing the KnowPain-12 assessment tool, Harris et al. (2008) aimed to 

determine whether it could be used to successfully evaluate a physician’s educational needs as 

well as the effectiveness of chronic pain training initiatives. (Harris et al., 2008). Results from 

the study concluded, the 50-item questionnaire could successfully evaluate a physician’s 

understanding, knowledge, as well as their comfort level in 1) initial appointments for 

assessment of pain; 2) outlining realistic goals and expected outcomes; 3) creating patient-

focused treatment plans; 4) initiating a patient-focused treatment plan; 5) reevaluation and 

management of long-term care; and 6) controlling of environmental issues (Harris et al., 2008). 

Also, Harris et al. (2008) identified the 50-item questionnaire as having valid and reliable theory 

principles that allow mental measurement of clinical behaviors. To add, using the KnowPain-50 

enabled the primary investigator to recognize differences between providers’ level of pain 

management experience (Harris et al., 2008). To develop a shorter knowledge questionnaire, the 

KnowPain-50 was modified to the KnowPain-12 (Gordon et al., 2014). The KnowPain-12 

questionnaire was researched and found to be an effective shorter version of pain assessment 

with the same validity properties as the 50-item questionnaire (Gordon et al., 2014). 
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The 7-point Likert-type scale is an instrumental scoring tool used to measure the 

participant’s behavior/view of assessing and managing chronic pain patients. According to 

(Ankur, 2015), the 7-point Likert-type scale measures responses with more reliability than the 5-

point Likert-type scale. This factor is based on the idea of the 7-point scale consisting of more 

options to choose from, which is more likely to reflect the participants’ actual behavior or 

attitude regarding the topic of study (Ankur, 2015). 

No personally identifiable information was recorded, and all data was anonymous to 

protect the participants’ privacy. Each demographic data form and the pre-/post-survey 

questionnaire was labeled with an identical four-digit numeric code to compare results. All 

project information, including the demographic form, and both survey questionnaires, remained 

in the neurosurgery clinic locked in a file cabinet in an office that can only be unlocked with a 

master key. After completing the intervention, all demographic data and surveys remain locked 

in a cabinet until the data was analyzed and transcribed for the final review. Once the final 

document was accepted and approved by the DNP committee, all information was de-identified 

if applicable and shredded in accordance with the University of Arizona Data Storage and 

Retention guidelines (University of Arizona, 2015).  

Data Analysis 

A method of analysis using a comparison approach of the data received from the 

KnowPain-12 pre-/post-survey questionnaire with a 7-point Likert-type scale (Appendix C) was 

used to determine if the educational intervention increased provider knowledge of prescribing 

opioids to chronic pain patients. All questions on the pre/post survey questionnaire indicated a 

need for a response. The maximum number of points earned for each survey is 72, with a 
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minimum of ‘0’ and a median score equaling 31 points. The scoring on the scale assigns a 

numeric value to each response allowing for statistical analysis. The scoring included: “Strongly 

Disagree” equals no points, “Disagree” 1 point, “Somewhat Disagree” 2 points, “Neither 

Disagree nor Agree” 3 points, “Somewhat Agree” 4 points, “Agree” 5 points, and “Strongly 

Agree” 6 points for 2, 3, 4, 6, 7, 8, 9, and 12 questions. In accordance with the instructions 

provided by the developers, questions 1, 5, 10, and 11 are reversed coded to measure “Strongly 

Disagree” 6 points, “Disagree” 5 points, “Somewhat Disagree” 4 points, “Neither Disagree nor 

Agree” 3 points, “Somewhat Agree” 2 points, “Agree” 1 point, and “Strongly Agree” with no 

points (Gordon et al., 2014). Each question’s highest numerical value indicated the most 

appropriate response. 

Descriptive statistics defined and explained the details of the sample used as well as an 

interpretation of the data collected from both survey questionnaires (Terry, 2015). All collected 

results were measured, summarized, and presented charts and bar graphs using Microsoft Excel 

and Word presented. 

RESULTS  

Description of Sample 

There was a total of 14 participants. All completed the demographic form, which 

included professional role, clinical experience, neurosurgery experience, and the number of 

chronic pain patients seen monthly. Of the participants, there were five medical doctors (MDs), 

which represented the largest number of respondents, followed by four nurse practitioners (NPs), 

three physician assistants (PAs), and two residents/interns. 
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Table 1 

Professional Roles of Project Participants 

 Frequency Percent 

Medical Doctor 5 35.7% 
Resident/intern 2 14.3% 
Nurse Practitioner 4 28.6% 
Physician Assistant 3 21.4% 

Clinical Experience  

Figure 1 illustrates total years of clinical practice ranging from 1-2 years to 13-14 years. 

There were no participants with less than one year of clinical experience. One participant listed 

1-2 years of experience, and one participant recorded 3-4 years of clinical experience. Next, 

there were four participants with 5-6 years of clinical experience, which represented the largest 

group, followed by three respondents with 7-8 years of clinical experience. Finally, two 

participants listed 9-10 years, one for 11-12 years, and two for 13-14 years. 

Figure 1 

Clinical Experience 
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Neurosurgery Experience 

Figure 2 illustrates the total years of neurosurgery practice ranging from 1-2 years to 13-

14 years. There were no participants with less than one year of neurosurgery experience. A total 

of five participants identified with 1-2 years of neurosurgery experience. There were four 

participants with 3-4 years of neurosurgery experience, and two respondents with 5-6 years of 

experience. There were no participants in the group of 7-8 years or 9-10 years of neurosurgery 

experience. One individual identified as having 11-12 years of neurosurgery experience and two 

identified as having 13-14 years of experience.  

Figure 2 

Neurosurgery Experience 

 

Number of Chronic Pain Patients 

Additional information provided by the demographic form included the approximate 

number of chronic pain patients seen by the providers, ranging from 10-30 patients/per month, as 
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patients per month, followed by 14% of the providers with 16-20 or 26-30 chronic pain patients 

per month. Seven percent of the providers manage 26-30 chronic pain patients per month.  

Table 2 

Number of Chronic Pain Patients 

Patients Providers 

10-15      4.2% 
16-20     14.2% 
21-25      7.1% 
26-30     14.2% 

 

Findings Related to the Project Question 

Pretest/Posttest Comparison 

The 14 participants answered all 12 questions on the KnowPain-12 pre-survey 

questionnaire. Each question indicated a response using a multiple-choice 7-point Likert-type 

scale. Each question was designed to allow the respondent to self-rate their knowledge of opioid 

use and chronic pain management. Among the fourteen participants, 14% (n=2) answered 

“Strongly Disagree” for question 1 on the pretest and 21% (n=3) on the posttest. A total of 79% 

(n=11) responded “Strongly Agree” for question 2 on the pretest and 79% (n=11) on the posttest. 

Question 3, 14% (n=2) answered “Strongly Agree” on the pretest and 14% (n=2) on the posttest. 

Sixty-four percent (n=9) indicated “Strongly Agree” for question 4 on the pretest and 71% 

(n=10) on the posttest. “Strongly Disagree” was indicated by 50% (n=7) for question 5 on the 

pretest and 43% (n=6) on the posttest. Fifty percent (n=7) responded “Strongly Agree” for 

question 6 on the pretest and 79% (n=11) on the posttest. Seventy-one percent (n=10) selected 

“Strongly Agree” for question 7 on the pretest and 71% (n=10) on the posttest. “Strongly Agree” 
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was indicated by 7% (n=1) for question 8 on the pretest and 29% (n=4) on the posttest. Question 

9 had 50% (n=7) indicate “Strongly Agree” for a response on the pretest and 7% (n=1) on the 

posttest. Seven percent (n=1) answered “Strongly Disagree” for question 10 on the pretest and 

7% (n=1) on the posttest. Question 11 indicated 7% (n=1) answering “Strongly Disagree” on the 

pretest and 21% (n=3) on the posttest. “Strongly Agree” was selected by 43% (n=6) on the 

pretest and 57% (n=8) on the posttest for question 12. 

Figure 3 

KnowPain-12 Pretest/Posttest Scores – Questions: 1, 5, 10, 11 

Survey Question

Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post
1. When I see 

consistently high scores 
on pain rating scales in 
the face of minimal or 

moderate pathology, this 
means that the patient is 

exaggerating his/her 

2 3 5 4 0 1 2 0 4 6 1 0 0 0

5. Antidepressants 
usually do not improve 
symptoms and function 
in chronic pain patients.

7 6 5 7 1 0 0 1 0 0 1 0 0 0

10. I believe that chronic 
pain of unknown cause 
should not be treated 

with opioids even if this 
is the only way to obtain 

pain relief.

1 1 5 5 1 4 1 1 2 1 3 1 1 1

11. Under federal 
regulations, it is not 

lawful to prescribe an 
opioid to treat pain in a 

patient with a diagnosed 
substance use disorder.

1 3 6 7 5 1 1 2 0 0 1 1 0 0

Strongly 
Agree

KnowPain-12 Pretest/Posttest Questi

Disagree
Strongly 
Disagree

Somewhat 
Disagree 

Neither 
Disagree or 

Agree

Somewhat 
Agree

Agree
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Figure 4 

KnowPain-12 Pretest/Posttest Scores – Questions: 2, 3, 4, 6, 7, 8, 9, 12 

Survey Question

Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post Pre Post
2. In chronic pain, the 

assessment should 
include measurement of 

the pain intensity, 
emotional distress, and 

functional status.

0 0 0 0 0 0 0 0 0 2 3 1 11 11

3. There is good 
evidence that 

psychosocial factors 
predict outcomes from 

back surgery better than 
the patient’s physical 

characteristics.

0 0 1 0 3 2 2 1 4 6 2 3 2 2

4. Early return to 
activities is one of my 
primary goals when 

treating a patient with 
recent onset back pain.

1 0 0 1 1 0 0 1 1 0 2 2 9 10

6. Cognitive behavioral 
therapy is very effective 

in chronic pain 
management and should 

be applied as early as 
possible in the 

treatment plan for most 
chronic pain patients.

0 0 0 0 0 0 0 1 2 1 5 1 7 11

7. I feel comfortable 
calculating conversion 

doses of commonly used 
opioids.

0 0 0 0 0 0 0 0 2 0 2 4 10 10

8. Long-term use of 
NSAIDs in the 

management of chronic 
pain has higher risk for 

tissue damage, 
morbidity, and mortality 

than long-term use of 
opioids.

0 0 3 3 3 3 2 0 3 1 2 3 1 4

9. There is good medical 
evidence that 

interdisciplinary 
treatment of back pain is 

effective in reducing 
disability, pain levels, 

and in returning patients 
to work.

0 1 0 5 0 4 0 1 3 1 4 1 7 1

12. I know how to obtain 
information about both 

state and federal 
requirements for 

prescribing opioids.

0 0 0 0 0 0 0 0 6 0 2 6 6 8

Agree
Strongly 

Agree

KnowPain-12 Pretest/Posttest Questionnaire

Strongly 
Disagree

Disagree
Somewhat 

Disagree 

Neither 
Disagree or 

Agree

Somewhat 
Agree
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Pretest/Posttest Survey Comparison by Provider 

Among the 14 participants, five identified as medical doctors and were labeled as MD 1-

5. All five MDs had a higher score post-intervention with the highest score of 71 points. The five 

MDs had the following scores: MD-1 pre-intervention 50 points, post-intervention 51; MD-2 

pre-intervention 69 points, post-intervention 71; MD-3 pre-intervention 52 points, post-

intervention 54; MD-4 pre-intervention 56 points, post-intervention 57; and MD-5 pre-

intervention 53 points post-intervention 56. There were two residents/interns labeled as 

Resi/Inter 1-2. There was an increase in total post-interventional points compared to pre-

interventional points as followed: Resi/Inter-1 pre-intervention 54 points, 61 post-intervention; 

and Resi/Inter-2 pre-intervention 53, post-intervention 57. The four nurse practitioners 

represented as NP 1-4 scores are as followed: NP-1 pre-intervention 58 points, 65 post-

intervention; NP-2 pre-intervention 55 points, 58 post-intervention; NP-3 pre-intervention 60 

points, 62 post-intervention; and NP-4 pre-intervention 58 points, 59 post-intervention. The 

fourth group consisted of three physician assistants. Labeled as PA 1-3 scores were as follow: 

PA-1 pre-intervention 52 points, post-intervention 55; PA-2 pre-intervention 48 points, post-

intervention 49; and PA-3 pre-intervention 58 points, post-intervention 59.  
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Figure 5  

KnowPain-12 Provider Pretest/Posttest Scores  

Provider Pretest Scores Posttest Scores
MD 1 50 51
MD 2 69 71
MD 3 52 54
MD 4 56 57
MD 5 53 56
Resi/Inter 1 54 61
Resi/Inter 2 53 57
NP 1 58 65
NP 2 55 58
NP 3 60 62
NP 4 58 59
PA 1 52 55
PA 2 48 49
PA 3 58 59

KnowPain-12 Provider Pretest and Posttest Scores

 
 

DISCUSSION 

Findings Related to Project Purpose/Aim 

The findings of this quality improvement (QI) project demonstrated the effectiveness of 

the provider educational presentation. Use of the KnowPain-12 self-examination tool pre-

intervention measured the participants’ current knowledge of prescribing opioids to chronic pain 

patients. Utilizing of the same tool post-intervention measured the differences in pretest/posttest 

responses and generated quantifiable, comparable results. 

There was an increase in total points for each participant after receiving the intervention. 

The greatest increase in points was noted, with NP-1 having an eleven-point difference from 

pretest to posttest followed by Resi/Inter-1 with a 10-point increase. Most of the responses 

favored the most appropriate choice, “Strongly Agree” or “Agree” for questions 2, 4, 6, 7, 8, 9, 

12 and “Strongly Disagree” or “Disagree” for questions 1, 5, 10, and 11. The least correct 
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responses were identified with question 3 and indicated a very slight improvement after 

receiving the intervention. MD-2 presented with the highest pretest score (69 points) and posttest 

score (71 points), followed by NP-3 with 60 points pretest and 62 points posttest. The objective 

of this QI project sought to determine if providing an educational presentation on opioid 

prescribing practices would improve provider knowledge of managing chronic pain patients. 

Overall, there was a marked increase in points between the pretest and posttest after viewing the 

presentation. This outcome supports the project’s question and indicates ongoing provider 

education is necessary to ensure best practices are implemented in clinical settings. 

The results of this QI project were consistent with previous studies using educational 

session in regarding the continuation of training, on chronic pain management. In a study 

conducted by Gupta, Lindstrom, and Shevatekar (2020) there was a noticeable decrease in opioid 

prescriptions after providers received a clinician-focused educational presentation on best 

prescribing practices. In another QI study conducted by Embry et al. (2020) it was discovered 

that providing educational interventions on opioid prescribing for chronic pain management 

effectively decreased the number of opioid prescriptions by PCPs. 

Utilizing the KnowPain-12 as a pretest/posttest survey questionnaire with the Likert-7 

scale for this QI project indicated the importance of ongoing provider education of chronic pain 

management and opioids.  

Impact of Results on Practice 

The positive outcome of this QI project suggested ongoing educational training on opioid 

prescribing practices and chronic pain is necessary to support improvement efforts. These 

educational interventions should be incorporated into a regularly practiced curriculum 
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throughout medical facilities and expanded to individuals such as faculty and medical students at 

postgraduate and undergraduate levels (Vettese, Thati, & Roxas, 2018). Additionally, applying 

strategies such as educational interventions in clinical practice will promote primary prevention 

of opioid abuse while ensuring effective chronic pain management (Vettese, Thati, & Roxas, 

2018). Future projects should encompass a multimodal approach to include patient behavioral 

educational interventions, and patient screening questionnaires to identify opioid abuse that 

pharmacist can use. 

Furthermore, there is a need to express the importance of using of Clinical Practice 

Guidelines outlined by the CDC. Implementing a checklist that includes CDC evidence-based 

guidelines for prescribing opioids when managing chronic pain may be useful when initiating or 

continuing opioids, assessing risk and harm of opioids, and selecting an initial dose, duration, 

and discontinuation when of opioids (CDC, 2017a). 

An excellent approach to increase the appropriate use of opioids when treating chronic 

pain patients is to improve prescribing providers’ knowledge as well as utilizing a collaborative 

approach of communication between providers, patients, and pharmacists. The implementation 

of such will provide a patient-centered approach as well as increase patient safe opioid use.  

Strengths and Limitations 

Strengths 

Overall, there were strengths related to this DNP project. First, results concluded that 

providing educational training on managing chronic pain with opioids is a useful way to increase 

providers’ knowledge. The results of this project were consistent with outcomes of similar 

research projects which attest to its reliability. The variation of participants which were 
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comprised of MDs, NPs, residents/interns, and PAs indicated the educational intervention is 

useful among multiple prescribing credentialed providers with different levels of education and 

practices. 

The opportunity for self-analysis using a pretest and posttest is another strength of this QI 

project. The advantage of this design allowed participants to self-exam their beliefs and 

knowledge before and after viewing the presentation. The pretest posttest approach with the 

Likert scale also promoted a practical method of comparison scoring. 

Additionally, the results of the pretest and posttest were collected anonymously which 

provided the participants with a process to select choices that closely identified their beliefs of 

treating chronic pain with opioids. 

Another strength of the project is the consideration of a patient-centered care approach by 

concentrating on one subject of chronic pain patients (Vettese, Thati, & Roxas, 2018). This 

allowed the participants to focus their attention on one type of patient.  

Limitations 

Although providing an educational intervention has been associated with adherence of 

the presented information, there were limitation to the project. An important factor to consider is 

the time constraints associated with the pretest, intervention, and posttest. Time limitation can 

weaken results and influence the overall outcome of the project (Ross & Zaidi, 2019). Based on 

the limited time of the project an examination of long-term behavioral change of managing 

chronic pain patients with opioids was not possible. 



 

 
44 

Although utilization of a quasi-experimental design is valuable in providing an 

assessment of the effectiveness of an intervention there are disadvantages (Cardarelli et al., 

2017). 

A quasi-experimental design project does not offer the advantage of randomized control 

design which reduces the chance of a bias selection (Cardarelli et al., 2017). Randomized control 

research also increases the probability of identifying a cause-and-effect relationship between the 

intervention and the outcome (Cardarelli et al., 2017).  

Future Implications 

Future implications should be guided by initiatives to provide ongoing education that will 

promote the use of non-opioid medications as well as behavioral therapy. Collaboration with 

multidisciplinary teams to include pain management specialist for patients with complex medical 

concerns should be integrated with new processes of controlling opioid abuse.  

Addressing the Principles of DNP Essentials 

The completion of this QI project in association with the DNP program is representative 

of DNP Essential III: Clinical Scholarship and Analytical Methods for Evidence-Based Practice 

through developing and implementing critical thinking while applying knowledge and translation 

of evidenced-based practices (AACN, 2006). DNP Essential V: Health Care Policy for Advocacy 

in Health Care by promoting engagement with governmental health policies to foster safe 

practice standards and quality care (AACN, 2006). DNP Essential VII: Clinical Prevention and 

Population Health for Improving the Nation’s Health to evaluate and interpret disease-related 

issues affecting the health and well-being of individuals and communities (AACN, 2006). 
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Conclusions 

Given the effect opioid analgesics have on relieving pain and the prevalence of chronic 

pain suffers, it is no surprise opioids are the most prescribed class of medication. However, 

understanding the risk factors associated with the use of opioids to treat chronic pain warrants 

caution to prevent medication diversion and abuse.  

This QI project indicated the need for further comprehensive approaches of interventions 

to educate providers on appropriate measures to use before prescribing opioids to chronic pain 

patients. These measures should include interventions that will provide education to increase 

providers’ confidence and knowledge when evaluating and treating chronic pain patients. 

Additionally, future efforts should also focus on patient education programs to indicate 

medication-taking behaviors. The results of this project support the belief that instructive 

interventions on opioid prescribing practices can minimize educational gaps, thereby potentially 

improve knowledge. 
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Department Of Defense 
San Antonio Military Medical Center 
Department Of Neurosurgery  
3551 Roger Brooke Drive 
Fort Sam Houston TX, 78234-6200 
 

 
 
Date: 16 September 2020 
 
University of Arizona Institutional Review 
Board c/o Office of Human Subjects  
1618 E Helen St 
Tucson, AZ 85721 
 
Please note that Mrs. Robin Thomas Price, University of Arizona/ Doctor of Nursing Practice 
student, has permission of the Neurosurgery Clinic to conduct a quality improvement project at 
our facility for her DNP project, "Safe and Effective Opioid Prescribing Practices for Chronic 
Pain Patients." 
 
Mrs. Price will conduct a survey of opioids and chronic pain treatment with the health care 
providers at the Neurosurgery Clinic. She will recruit providers through verbal communication 
with enrollment forms as well via e-mail. The e-mail will provide a description of the project and 
participant expectations. Ms. Price's activities will be completed by 15 December 2020. 
Mrs. Price has agreed to provide my office a copy of the University of Arizona Determination 
before she recruits participants. She will also present aggregate results to the providers at their 
monthly staff meeting. 

 
Maj, MC, USAF MAJ, MC, USA 

Vice Chief of Neurosurgery  Chief of Neurosurgery 

Department of Surgery  Department of Surgery 
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DNP PROJECT DISCLOSURE 

Safe and Effective Opioid Prescribing Practices for Chronic Pain Patients 

Robin Thomas Price 

The purpose of this project is to provide evidence-based opioid prescribing practices for the 

treatment of chronic pain patients seen in the Neurosurgery clinic at Brooke Army Medical 

Center. This project will also serve to encourage the use of non-opioid treatments and non-

pharmacological therapies in an effort to mitigate risk associated with diversion and misuse of 

opiate derivative drugs.  

Should you decide to take part in this research it will assume approximately 30 minutes of your 

time during the clinic’s scheduled meeting hour. Before the educational model you will be asked 

to complete a brief 2-minute questionnaire about your current clinical practice and activities. In 

addition, you will be asked to complete a 12 question 5-minute survey prior to and after the 

educational module. There are no anticipated risk involved and you will not benefit directly as a 

result of your participation.  

Anonymity and confidentiality will be maintained as you will not be required to provide your 

name or any personal identifiable information. The questionnaire and surveys will all be labeled 

with the same four-digit number for the purpose of data analysis only.  

Participation in this project is completely voluntarily and you may withdraw your decision to 

participate at any time during the presentation. You also reserve the right to refuse participation 

without penalty or repercussion. Additionally, you may skip any question you choose not to 

answer.  
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APPENDIX C: 

RECRUITMENT MATERIAL (PARTICIPANT RECRUITMENT LETTER / RECRUITMENT 

EMAIL NOTIFICATION / RECRUITMENT VIA TELEPHONE / TELEPHONE SCRIPT FOR 

ACCEPTING OR DECLINING PARTICIPATION / EMAIL NOTIFICATION FOR DATE 

AND TIME OF PRESENTATION) 
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Participant Recruitment Letter 

Date:  
 
Greetings,  

My name is Robin Thomas Price. I am the Chief Nurse Office of the Neurosurgery Clinic 

here at Brooke Army Medical Center. I am also a Doctoral Nurse Practitioner (DNP) student at 

the University of Arizona/College of Nursing. I will be conducting a DNP project during this 

semester entitled “Safe and Effective Opioid Prescribing Practices for Chronic Pain Patients.” 

The planned location for this project is the Neurosurgery Clinic here at Brooke Army Medical 

Center. You are invited and encouraged to participate, as this quality improvement project will 

provide valuable information outlining safe opioid prescribing practices for chronic pain patients. 

The project will include an interactive 15-20-minute PowerPoint presentation that will include 

safe and effective pain management as well as education on the Centers for Disease Control and 

Prevention’s guidelines for prescribing opioids to chronic pain patients. You will be asked to 

complete an anonymous 5-7- minute self-examination pre-survey questionnaire prior to viewing 

the presentation. Once the presentation has been completed, you will be asked to complete a 

second anonymous 5-7-minute self-examination post-survey questionnaire. If you would like to 

take part in this educational project, please reply by signing this form.  

Name: ________________________________ Date: ________________________________ 

Sincerely,  

 

Robin Thomas Price, RN, BSN, DNP Student,  

University of Arizona/College of Nursing 
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Participant Recruitment E-mail Notification 

ALCON,  

My name is Robin Thomas Price. I am the Chief Nurse Office of the Neurosurgery Clinic here at 

Brooke Army Medical Center. I am also a DNP student at the University of Arizona/College of 

Nursing. As part of the curriculum, I must complete a doctoral project which I would like to 

conduct in the Neurosurgery Clinic here at Brooke Army Medical Center. The project is entitled 

“Safe and Effective Opioid Prescribing Practices for Chronic Pain Patients” and will focus on 

quality improvement. You are invited and encouraged to take part in this project as valuable 

information outlining safe opioid prescribing practices for chronic pain patients will be presented 

in a 15-20-minute PowerPoint presentation. Information presented will also include safe and 

effective pain management as well as the Centers for Disease Control and Prevention’s 

guidelines for prescribing opioids for chronic pain. You will be asked to complete an anonymous 

5-7-minute self-examination pre-survey questionnaire prior to viewing the presentation. Once the 

presentation has been completed, you will be asked to complete a second anonymous 5-7-minute 

self-examination post-survey questionnaire. If you would like to participate in this project, please 

reply to this e-mail or contact me via phone at 210-539-2487.  

 

Sincerely,  

Robin Thomas Price, RN, BSN 

Chief Nurse, Neurosurgery Clinic 

If you are not the intended recipient, please contact the sender by reply e-mail and permanently 

delete/destroy all copies of the original message. 
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Participant Recruitment via Telephone 

 

Hello, my name is Robin Thomas Price. I am the Chief Nurse Office of the Neurosurgery Clinic 

here at Brooke Army Medical Center. I am a Doctoral Nurse Practitioner student at the 

University of Arizona/College of Nursing, and I am currently enrolled in my final semester of 

the program. As part of the curriculum, I must complete a doctoral project which I want to 

conduct in the Neurosurgery Clinic here at Brooke Army Medical Center. The project is entitled 

“Safe and Effective Opioid Prescribing Practices for Chronic Pain Patients” and will focus on 

quality improvement. I would like to invite you to participate in this project as I will provide 

valuable information outlining safe opioid prescribing practices for chronic pain patients. I will 

present a 15-20-minute PowerPoint presentation including safe and effective pain management 

as well as the Centers for Disease Control and Prevention’s guidelines for prescribing opioids for 

chronic pain. Prior to viewing the presentation, I will request you complete an anonymous 5-7-

minute self-examination pre-survey questionnaire. Once the presentation has been completed, I 

will ask you to complete a second anonymous 5-7-minute self-examination post-survey 

questionnaire. Would you like to participate in this project? 
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Telephone Script for Participants 

Accepting Participation 

Robin: Good afternoon. This is Robin with Neurosurgery.  

Incoming Caller: Good afternoon, Robin. I would like to participate in your upcoming project.  

Robin: Thank you for responding to my request. Your willingness to participate is appreciated. 

May I have your first and last name?  

Incoming caller: Jane Doe. 

Robin: Thank you. I have added your name to my participant list.  

 

Declining Participation 

Robin: Good afternoon this is Robin with Neurosurgery.  

Incoming Caller: Good afternoon, Robin. Thank you for the invite to participate in your project, 

but I would like to decline participation.  

Robin: Thank you for your consideration and for responding to my request. Should you change 

your mind, please do not hesitate to contact me. 
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E-mail Notification of date and time of Presentation 

ALCON,  

Thank you for accepting my invitation to participate in this quality improvement initiative to 

promote safe prescribing practices for opioids. I greatly appreciate your willingness to offer your 

support and experiences. The information you provide will make a valuable contribution to my 

project. The presentation is scheduled for (date and time). Please feel free to contact me with any 

questions or concerns.  

 

Sincerely,  

Robin Thomas Price, RN, BSN 

Chief Nurse, Neurosurgery Clinic 

If you are not the intended recipient, please contact the sender by reply e-mail and permanently 

delete/destroy all copies of the original message.  
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APPENDIX D: 

EVALUATION INSTRUMENTS (KNOWPAIN-12 SURVEY ITEMS/ 7 POINT LIKERT-

TYPE SCALE / DEMOGRAPHIC INFORMATION FORM) 
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1. When I see consistently high scores on pain rating scales in the face of minimal or moderate pathology, this 
means that the patient is exaggerating his/her pain. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
2. In chronic pain, the assessment should include measurement of the pain intensity, emotional distress, and 
functional status. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
3. There is good evidence that psychosocial factors predict outcomes from back surgery better than the patient’s 
physical characteristics. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
4. Early return to activities is one of my primary goals when treating a patient with recent onset back pain. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
5. Antidepressants usually do not improve symptoms and function in chronic pain patients. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
6. Cognitive behavioral therapy is very effective in chronic pain management and should be applied as early as 
possible in the treatment plan for most chronic pain patients. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
7. I feel comfortable calculating conversion doses of commonly used opioids. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
8. Long-term use of NSAIDs in the management of chronic pain has higher risk for tissue damage, morbidity, and 
mortality than long-term use of opioids. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
9. There is good medical evidence that interdisciplinary treatment of back pain is effective in reducing disability, 
pain levels, and in returning patients to work. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
10. I believe that chronic pain of unknown cause should not be treated with opioids even if this is the only way to 
obtain pain relief. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
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11. Under federal regulations, it is not lawful to prescribe an opioid to treat pain in a patient with a diagnosed 
substance use disorder. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
12. I know how to obtain information about both state and federal requirements for prescribing opioids. 
 
�Strongly Disagree�Disagree�Somewhat Disagree�Neither Disagree or Agree�Somewhat 
Agree�Agree�Strongly Agree 
 

Number:  

□ MD □ NP □ PA □ Resident/Intern 

Total years of practice: 

Years of service with Neurosurgery: 

Approximate number of chronic pain patients seen monthly:  
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APPENDIX E: 

PARTICIPANT MATERIAL (POWERPOINT PRESENTATION) 
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APPENDIX F: 

LITERATURE REVIEW GRID 
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Project Question: In practitioners, will the implementation of educational interventions improve opioid prescribing practices for 
chronic pain patients? 

Author/Article 

Qual: Concepts or 
Phenomena 

Quan: Key Variables 
Hypothesis 

Research Question 

Theoretical 
Framework Design Sample (N) Data Collection 

(Instruments/Tools) Findings 

Centers for 
Disease Control 
and Prevention: 
Prescribing Data 
(2017). 

Annual surveillance report No 
framework 
identified 

   Implementation of educational 
interventions focused on 
prescribing opioids for chronic 
pain patients can significantly 
improve clinician knowledge 
and change prescribing 
practices.  
 

Centers for 
Disease Control 
(n/d). 

Guidelines for prescribing 
opioids for chronic pain. 

No 
framework 
identified 

   CDC’s guidelines for 
prescribing opioids for chronic 
pain is intended to improve 
communications between 
providers and patients about the 
risk and benefits of opioid 
therapy, including opioid use 
disorder and overdose.  
 

Dobscha, S. et 
al., (2008). 

Qualitative: Objective is to 
identify veteran’s affairs 
primary clinicians’ attitudes 
regarding chronic pain 
treatment. 

No 
framework 
identified 

Cross – 
Sectional 

n= 45 VA 
clinicians 

23 item survey Results retrieved from the data 
revealed 73% of the providers 
felt frustration when treating 
chronic pain patients and 38% 
thought they were unable to 
provide optimal care. 
 

Downes, J.M., 
Klepser, D.G., 
Foster, J., & 
Nelson, M. 
(2018). 

Purpose: Research the 
implementation of a chronic 
pain protocol and its effects 
on the management of long-
term opioid therapy. 

No 
framework 
identified  

Case Study n=23 Electronic reports The implementation of a 
chronic pain protocol and the 
development of electronic 
reports to track the provider 
adherence to the protocol led to 
a reduction in the number of 
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Author/Article 

Qual: Concepts or 
Phenomena 

Quan: Key Variables 
Hypothesis 

Research Question 

Theoretical 
Framework Design Sample (N) Data Collection 

(Instruments/Tools) Findings 

chronic pain patients receiving 
long-term opioid therapy. 
 

McCrorie, C. 
(2014). 

Article No 
framework 
identified 

Cross-
sectional 

n=17 Semi-structured 
interviews and focus 
groups 

Problematic prescribing occurs 
when patients experience 
repeated consultations that do 
not meet their needs and 
providers feel unable to 
negotiate alternative 
approaches to treatment.  
 

Morgan, L., 
Weacer, M., 
Sayeed, Z, Orr, 
R. (2013). 
 

Qualitative: Objective to 
describe the factors 
influencing providers 
prescribing of strong opioid 
drugs for chronic non-cancer 
pain. 

No 
framework 
identified. 

Prospective 
cohort study 

n=26 Semi-structured 
interviews and focus 
groups 

Analysis of currently operating 
PMPs have demonstrated their 
ability to reduce illicit use of 
controlled substances. 
Expanded interconnectivity of 
PMP databases combined with 
increased prescriber use may 
lead to decreased diversion and 
misuse of opioids. 
 

Seamark, D., 
Seamark, C., 
Greaves, C., & 
Blake, S. (2013). 
 

Qualitative: Objective 
Describe primary care 
providers’ experiences and 
attitudes, as well as perceived 
barriers and facilitators to 
prescribing opioids as a 
treatment for chronic pain 
among older adults. 
 

No 
framework 
identified 

Retrospective 
cohort study 

n=18 family 
physicians 

Audiotaped recorded 
and transcribed focus 
group sessions 

Providers demonstrated a 
thoughtful attitude towards 
prescribing strong opioids for 
chronic non-cancer pain. Only a 
few of the providers had 
specific training in chronic pain 
management which may 
explain the variation in practice 
reported. Providers may benefit 
from training in pain 
assessment and long-term 
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Author/Article 

Qual: Concepts or 
Phenomena 

Quan: Key Variables 
Hypothesis 

Research Question 

Theoretical 
Framework Design Sample (N) Data Collection 

(Instruments/Tools) Findings 

management of patients with 
chronic non-cancer pain. 
 

Spita, A., et al., 
(2011). 

Qualitative: Objective to 
evaluate the feasibility and 
effectiveness of a multifaceted 
educational intervention to 
improve opioid prescribing 
practices of rural family 
physicians in a remote First 
Nations community. 
 

No 
framework 
identified 

 N=116 
18 years or 
older 
prescribed 
long-term 
opioids for 
non-cancer 
pain 

Questionnaires Providers perceive multiple 
barriers to prescribing opioids 
to older adults with chronic 
pain. Establishing a long-term 
safety and efficacy program for 
these medications, generating 
improved prescribing practices, 
and implementing provider and 
patient educational 
interventions could improve the 
management of chronic pain. 
 

Srivastava, A., 
Kahan, M., & 
Jiwa, A. (2012). 
 

Qualitative: Objective a) 
describe the chronic opioid 
therapy users compared with 
non-high dose chronic opioid 
users; b) to evaluate the effect 
of one primary care clinic’s 
high-dose opioid policy on 
opioid dosing patterns; c) to 
characterize predictors of 
reduction in opioid dose 
below 120 mg MED in those 
who were prescribed high 
doses of chronic opioids. 
 

No 
framework 
identified 

  Chart review – 
electronic health 
records 

Multifaceted education and 
consultants support play an 
important role in improving 
family physician comfort with 
opioid prescribing and could 
improve the treatment of 
chronic pain while minimizing 
the risk of addiction. 
 

Weimer et al., 
(2016). 
 
 

 
 

No 
framework 
identified 

   A combined intervention of 
education and a clinical policy 
which limits the dose of opioids 
when prescribed for chronic 
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Author/Article 

Qual: Concepts or 
Phenomena 

Quan: Key Variables 
Hypothesis 

Research Question 

Theoretical 
Framework Design Sample (N) Data Collection 

(Instruments/Tools) Findings 

pain reduced the overall use of 
opioids. 

Alford et al., 
(2016) 

Education and Training. 
Performance Improvement 
Initiative 

No 
framework 
identified 

 Primary 
target 
(n=2,850) 
Licensed 
clinicians 
treating 
chronic pain 
patients. 

Pre-, immediate post- 
and 2-month Scope of 
assessments 
 

Significant increase in correct 
responses to knowledge 
questions. Improved attitude 
with confidence of safe opioid 
prescribing.  

Rummans, T. A., 
Burton, M. C., & 
Dawson, N. L. 
(2018) 

Article No 
framework 
identified 

   There are many factors related 
to the increasing amount of 
opioid prescriptions to treat 
chronic pain; which 
subsequently contributed to the 
epidemic. Controlling the 
opioid epidemic will require a 
multidisciplinary approach. 

Rose, M. E. 
(2017) 

Review Article No 
framework 
identified 

  PubMed and 
governmental agency 
websites 

Prescription opioids for chronic 
pain patients not at risk for 
misuse have not scrutinized.  
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