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ABSTRACT  

Purpose: This project aims to identify knowledge gaps in skin cancer and skin protection to 

determine if an educational program focused on skin cancer prevention will result in a greater 

understanding of skin cancer and adopting new behaviors to prevent skin cancer. 

Background: The number of skin cancer diagnoses increases significantly every year. The cost 

of treating skin cancers places a tremendous burden on healthcare costs. Exposure to ultraviolet 

rays is a known cause of skin cancer. The perception and knowledge of skin cancer vary 

significantly among patients diagnosed with skin cancer. A knowledge deficit about skin cancer 

and skin cancer prevention practices can diminish sun protection practices.  

Method: A 12-question Likert scale pre-questionnaire was administered to measure patient 

knowledge of skin cancer, risk factors, and skin cancer prevention. The same pre-questionnaire 

was distributed to a family member/friend. A 15-minute educational PowerPoint with voice-over 

was then presented. Following the PowerPoint, an open forum of questions/answers was 

conducted. The same 12-question Likert scale post-questionnaire was administered again to the 

patient and family member/friend. The Likert scale was utilized because it provides information 

about patient thoughts and feelings about the topic and can offer insight into patient perceptions. 

The results of the composite scores of the questionnaire were analyzed.  

Results: 16 participants, 10 patients, and six family members/friends participated in the session. 

There was a higher composite score in the patient group following the educational session, 

except for one question determined to be confounding. Likewise, the overall combined score of 

the family member/friends increased after the educational session. 
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Conclusion: The educational session was successful, given the increase in scores following the 

session. It was clear from the scores that knowledge of skin cancer and skin protection measures 

is understood. What is not clear is if the increased knowledge will ultimately result in the 

adoption of skin protection behaviors. In future quality improvement (QI) projects on this topic, 

a follow-up questionnaire could be administered to directly measure the practice of skin 

protection behaviors of the participants. 
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INTRODUCTION 

Skin cancer is preventable. Many patients diagnosed with skin cancer do not receive 

counseling on skin cancer prevention practices (Vasicek et al., 2018). It is estimated that up to 

50% of patients diagnosed with non-melanoma skin cancer (NMSC) will have a return of skin 

cancer in 2-5 years and are at higher risk for developing melanoma (Miller et al., 2010). Patients 

who have received counseling and skin protection education are more likely to practice skin 

protection (Riemenschneider et al., 2018). This quality improvement (QI) project aims to 

identify knowledge gaps in skin cancer and skin protection to determine if an education program 

focused on skin cancer prevention will result in a greater understanding of skin cancer and 

adopting new behaviors to prevent skin cancer. 

Background Knowledge and Significance 

The number of skin cancer diagnoses continues to increase significantly every year. The 

burden of cost to treat this disease is disproportionately higher than that of other cancers (Trager 

et al., 2020). Exposure to ultraviolet rays is a known cause of skin cancer. However, the 

percentage of patients who practice skin cancer prevention after skin cancer diagnosis remains 

low (Nahar et al., 2015b). The perception and knowledge of skin cancer vary significantly 

among patients diagnosed with skin cancer. A knowledge deficit about skin cancer and skin 

cancer prevention practices can diminish sun protection practices. 

In the United States (US), there are no guidelines on using sunscreen as a primary skin 

cancer prevention measure (Trager et al., 2020). The rate at which people are counseled to use 

sunscreen at office visits is low, even for patients with a history of skin cancer (Akamine et al., 

2014). Primary prevention measures include applying sunscreen, using a broad-brimmed hat, 
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using an umbrella, wearing sunglasses, wearing SPF clothing, and seeking shade outdoors. 

Secondary prevention measures include monthly self-examinations and yearly skin screenings. 

(Nahar et al., 2016). 

Trager et al. (2020) assert that some studies on the use of sunscreen have identified 

several areas of concern. Findings have hindered standardized recommendations of sunscreen 

use in several studies. They question sunscreen use and the actual decrease in skin cancer 

incidence, the safety of the chemical composition of sunscreen, and the effect of sunscreen use 

on vitamin D levels. Primary preventive behaviors are often confusing to the public, particularly 

the use and application of sunscreen. The US Preventive Services Task Force (USPSTF) 

discusses two studies regarding sunscreen. Adults in an intervention group of an RCT routinely 

applied sunscreen and had fewer cases of squamous cell carcinoma than the control group after 

4.5 years (USPSTF, 2018). In another study, lower rates of melanoma were associated with those 

that used sunscreen routinely (USPSTF, 2018). And yet, these studies did not prompt the 

USPSTF to issue guidelines on the use and application of sunscreen. The USPSTF discussed 

research needs and gaps regarding sun protection behaviors in adults 25 years and older and calls 

for more research regarding the primary prevention of skin cancer (USPSTF, 2018). 

Local Problem 

Population 

In the US, skin cancer is the most common cancer and the burden of cost to treat skin 

cancer is disproportionately higher than that of other cancers (Trager et al., 2020). The American 

Cancer Society (ACS) estimates that 1 in 27 men and 1 in 40 women will be affected by 

melanoma in their lifetime (ACS, 2021). Basal cell carcinoma (BCC) has increased by 145% 
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between 1976-1984 and 2000-2010. During that same period, squamous cell carcinoma (SCC) 

increased by 263% (Muzic et al., 2017). Although these types of cancer are seldom fatal, they 

cause a tremendous financial burden on the healthcare system. Early detection and treatment are 

essential for the patient and cost-effective health care (Guy Jr et al., 2015; Jemal et al., 2017). 

From 2010-to 2015, 374 cases of melanoma were diagnosed in the State of New Mexico. 

(University of New Mexico Health Sciences [UNMHS], n.d.). Non-Hispanic whites comprised 

310 cases, Hispanic, 37 cases, Native Americans, seven cases, and blacks, less than one case. In 

2022, it is projected that this number will double, with 670 cases of melanoma diagnosed 

(UNMHS, n.d.). Dona Ana County is the second-most populous county in New Mexico. 

Dona Ana County, New Mexico (NM), has a melanoma incidence rate of 13.5% per 

100,000. The University of New Mexico Health Science Tumor Registry also provides statistics 

for Dona County, NM. Like tumor registries nationwide, the registries do not include the 

incidence rate of squamous or basal cell carcinomas, only melanoma. 

New Mexico and Dona County have a high poverty rate. In 2017, the national poverty 

rate was 13.4%, compared to 19.7% for New Mexico (Welfare info). Hispanics comprise 47% of 

the population in New Mexico and live at a 24.8% poverty rate compared to the national average 

of 22.2%. Blacks live at a 24.2% poverty rate, while the national average is 25.2%. The Native 

American poverty rate in New Mexico is 33.6%, well above the national average of 26.8%. The 

white population lives at a 12.4% poverty rate compared to the national average of 22.2%. 

There is often a delay in diagnosing and treating skin cancer in Hispanics, blacks, Native 

Americans, and whites living in poverty. Hispanics are frequently diagnosed with skin cancer at 

more advanced stages resulting in more significant morbidity and mortality (Harvey et al., 
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2016a). A retrospective study published in the American Academy of Dermatology identified 

factors affecting the late diagnosis of skin cancer in Hispanics and blacks. They found that this 

population was more likely to lose health insurance, have misperceptions of skin tone, and risk 

developing skin cancer (Blumenthal et al., 2022). The researchers found more extensive Mohs 

surgical repairs among this group than non-Hispanic whites.  

Geographic Location 

Dona Ana County is a high-risk area for the development of skin cancer. The UV index is 

a scale that measures ultraviolet radiation from ‘0’ (lowest) to ‘15’ (highest). Dona Ana County 

has an elevation of 4000 ft. The UV index ranks this location as “a very high risk” on the UV 

index scale (Dona Ana County, NM UV Index Report home facts). For the citizens of Dona Ana 

County, skin protection is imperative in preventing skin cancer. However, many people 

diagnosed with skin cancer report a lack of understanding of skin cancer, what types of skin 

cancers exist, or whether skin cancer can be a recurring condition. A study by Vasiek et al. 

(2018) found that patients receive skin cancer prevention counseling a mere 2-58% of the time 

when visiting a dermatologist. Primary care providers (PCPs) focused less on counseling about 

sun protection and more on routine mammography and smoking cessation.  

Intended Improvement 

Project Purpose and Rationale 

People often do not practice skin protection after a diagnosis of skin cancer. Perceptions 

of the importance of sun protection vary among populations. However, when patients have been 

treated for skin cancer and received education on the risk of recurrence, they are more likely to 

practice skin protection (Pérez & Bashline, 2019). A skin cancer education program will increase 



 

 
15 

knowledge of skin cancer types, etiology, and sun protection practices. Patients participating in 

the educational session will report the usefulness of the information presented, resulting in 

greater participation in skin protection practices. A systematic review of medical specialties, 

including dermatology, found that patients ranked nurse practitioners (NPs) higher than 

physicians in patient education (Carranza et al., 2021). Dermatology NPs that promote skin 

cancer awareness and educate about skin cancer prevention are cost-effective methods to reduce 

skin cancer prevalence (Beroukhim et al., 2015). 

Project Question 

Will a skin cancer prevention program for people with skin cancer impact the developing 

and practicing new behaviors in preventing skin cancer? 

Project Objectives 

1) At least 50% of participants will find the session helpful in enhancing knowledge of 

skin cancer, treatment modalities, and modifiable risk factors. 

2) At least 50% of participants will be able to name three primary skin protection 

methods. 

3) At least 50% of participants will be able to name one form of primary skin cancer 

prevention. 

Theoretical Framework 

The Theory of Planned Behavior (TPB), developed by Icek Ajzen, was first published in 

1985. The theory purports that individuals will experience greater self-efficacy and adopt 

behaviors based on their beliefs. Beliefs evolve through personal experience, close personal 

relationships, including family and friends, and the larger society in which they live (Ajzen, 
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1991). The individual develops subjective social group norms, subjective family group norms, 

and subjective societal norms based on these interactive relationships. An individual evaluates 

the norms and decides to adopt or reject a behavior. Suppose a behavior is found acceptable by 

one’s social or family group. In that case, the model is more likely to be practiced if the society 

in which they reside affirms a behavior (Ajzen, 1991). Adopting a behavior perceived to be 

beneficial, results in self-efficacy, and the individual’s control over behavior which can bring 

about positive change. For example, an education program was implemented in a randomized 

clinical trial (RCT) using the TPB framework to prevent osteoporosis. Researchers found that an 

education program can enhance knowledge and feelings of control over oneself and actions and 

result in behavior changes (Pakyar et al., 2021). 

Figure 1 

Theory of Planned Behavior 

 
Copyright © 2019 Icek Ajzen  

The TBP will guide the implementation of this doctor of nursing practice (DNP) QI 

project’s skin cancer education program. The education program will influence how people with 

skin cancer and their social and familial groups perceive skin protection practices. Nahar et al. 
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(2019) found that counseling the patient’s significant other and family members resulted in 

higher adoption of sun protection practices. This same study found that targeted skin protection 

education resulted in higher reports of self-efficacy. TBP identifies enhanced self-efficacy when 

the person adopts and successfully implements the planned behavior.  

Urie Bronfenbrenner introduced the socio-ecological model (SEM) in the 1970s; the 

model became a formalized theory in the 1980s (Kilanowski, 2017). The SEM theory is 

dynamic, focusing on multifaceted and interactive effects on personal and environmental factors 

(Kilanowski, 2017). The SEM is a framework utilized by behavioralists, epidemiologists, and 

social scientists (Stokols, 1996). The SEM is frequently used as a framework for prevention 

programs. A recent study used the SEM to examine melanoma disparities among US Hispanics 

(Harvey et al., 2016b); another study utilized the SEM framework in the prevention of suicide 

(Cramer & Kapusta, 2017). 

The SEM is comprised of four integrated components. These components are often 

referred to as pods. Individuals and their characteristics comprise the first pod. This includes 

genetic makeup, age, ethnicity, language, and socio-economic status—relationships for the 

second pod. A better understanding of the individual's relationship with significant others, 

family, and social groups on individual behaviors and perceptions of health will increase the 

adoption of skin protection practices. The third pod represents their personal relationship/place 

within the community and the environment. Schools, places of work, worship, and 

neighborhoods are examples of community. The fourth and final pod is society. The societal pod 

illustrates the norms of society and culture that impact health. Societal determinants of health 
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include, education, and social and economic policies (Centers for Disease Control & Prevention 

[CDC], 2016). 

The concepts of a model should be specific and descriptive (Rycroft-Malone & Bucknall, 

2010). The SEM framework helps identify and develop determinants of the health of individuals 

and communities and how the four core principles of the framework can bring about positive 

health outcomes (Stokols, 1996). The SEM model identifies the individual and their relationship 

to the community/environment in which they live, community/environmental dynamics, and 

finally, the interaction of the individual within the community/environment and society as a 

whole. The model focuses on bringing about change to the individual, but equally to the 

environment and physical work surrounding the individual.  

Figure 2 

The Social-Ecological Model 

 

Using the SEM framework to develop a skin cancer prevention program will provide 

guidance and structure in achieving targeted, measurable goals. The interaction between the 

individual, their significant others/family members, the subject matter, and the environment will 

be the primary focus of this skin cancer prevention program.  
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Literature Synthesis 

Skin cancer is increasing worldwide, and the cost of treating skin cancer continues to 

climb. Addressing primary and secondary strategies to prevent skin cancer is needed (Apalla et 

al., 2017). Patients diagnosed with skin cancer report that they do not routinely receive 

counseling on skin protection even after a skin cancer diagnosis (Vasicek et al., 2018). And yet, 

patients who do receive skin protection counseling are more likely to practice skin protection and 

are more compliant with skin protection regimens (Riemenschneider et al., 2018). Implementing 

a skin cancer prevention education curriculum in the clinic setting for patients diagnosed with 

skin cancer is a fundamental and cost-effective approach to decreasing skin cancer rates. 

Evidence Search 

A search of PubMed CINHAL and Google Scholar was conducted. Search parameters 

included studies written in English conducted on human subjects from 2017 to 2022, found in 

peer-reviewed academic journals. Article types included meta-analysis, systematic review, 

randomized controlled trials, and clinical trials. Search terms include (1) skin cancer prevention 

and education, (2) skin cancer and preventive practices, (3) patient knowledge and sunscreen, 

and (4) skin cancer and minorities. Qualitative studies were excluded. Numerous studies discuss 

skin cancer prevention and patient education, but fewer studies have been conducted on patients 

previously diagnosed with skin cancer and skin cancer protection practices. A total of 2,106 

studies were identified. Twelve studies were selected for this project after eliminating duplicate 

studies and implementing pre-determined inclusion and exclusion criteria. 
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Comprehensive Appraisal of Evidence 

One researcher found that 56% of patients reported never receiving skin cancer 

prevention counseling (Vasicek et al., 2018) or did not have knowledge about skin cancer and its 

prevention (Nahar et al., 2019). One study found that skin cancer patients’ behaviors and 

perceptions of skin cancer and sun protection were no different from those of the general 

population (Ottwell et al., 2020). Notably, the US Preventive Services Task Force (USPSTF) on 

Behavioral Counseling to Prevent Skin Cancer (USPSTF, 2018) does not include 

recommendations for skin cancer prevention in adults older than 24 years of age. The report 

discusses educating adults aged 24 years and older resulted in minimal changes in sun protection 

behaviors. In contrast, Fisher et al. (2016) address the importance of skin cancer prevention 

education and the call for providers to prioritize and consistently provide counseling. 

Patients often desire more information regarding a skin cancer diagnosis and how to 

prevent skin cancer (Heckman et al., 2021; Robinson et al., 2016) found that patients did not 

correlate sun exposure with the risk of melanoma; a knowledge gap was identified. In another 

study, the researcher suggested that when skin cancer education is provided, it is not 

motivational and presented in a way that lacks relevance to the patient (Nahar et al., 2015a). The 

current knowledge gap in skin cancer education and sun protection behavior counseling is 

apparent to researchers and patients alike. 

Tabbakh et al. (2019) reviewed the successful Australian SunSmart program’s impact 

from 1987 to 2017. This internationally recognized skin cancer prevention program affirmed that 

increased skin cancer prevention education resulted in fewer cases of melanoma and an 

estimated savings of $92 million. It is believed that every dollar spent on the SunSmart program 
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resulted in AU$3.20 in cost reduction in skin cancer treatment (Shih et al., 2017). A smaller skin 

cancer education program was conducted among the homeless and uninsured resulting in greater 

knowledge about skin cancer and skin protection to prevent skin cancer (Altshuler et al., 2015). 

Strengths of Evidence 

There were 12 studies selected for this project. Of the 12 studies, four of the studies were 

systematic reviews. Systematic reviews are regarded as the highest quality of evidence. The 

authors of these four reviews adhered to The Preferred Reporting Items for Systematic Reviews 

and Meta-Analysis (PRISMA) (Page et al., 2021). PRISMA guides the authors on how 

information should be gathered, analyzed, synthesized, and written. PRISMA encourages 

transparency in all aspects of the study. Randomized control trials and cross-sectional studies 

comprised the remaining eight studies. These eight studies had similar findings to the more 

extensive systematic reviews, enhancing internal validity. All 12 studies found that a lack of 

education regarding skin cancer prevention or knowledge of skin cancer directly correlates to a 

lack of prevention behaviors. These findings enhance reliability and generalizability. 

Weaknesses of Evidence 

Four of the 12 studies are systematic reviews; none are meta-analyses. The remaining 

eight studies, a randomized clinical trial, and several cross-sectional analysis studies are 

considered less robust. Each author of the 12 studies mentions the need for well-designed 

prospective studies designed to measure the effects of sun protection education, behaviors, and 

practices of people over long periods. The landmark Australian SunSmart program, a cross-

sectional study, provided highly relevant information. The study offered vast information 
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regarding skin cancer, skin cancer education, perceptions of skin cancer, and the program’s 

economic impact on the rate of skin cancer in Australia (Tabbakh et al., 2019). 

Gaps and Limitations 

There is limited evidence in long-term, well-designed studies regarding sun protection 

education and behaviors in people diagnosed with skin cancer. Several of the studies in the 

literature review address the need for these types of studies in the future (Fischer et al., 2016; 

Heckman et al., 2021; Nahar et al., 2019; Nahar et al., 2015b; Ottwell et al., 2020). 

Generalizability may be lacking in several areas. Some of the studies focused on the 

behaviors of people diagnosed with melanoma. Due to the increased morbidity and mortality 

associated with this diagnosis, these patients may be more motivated to practice prevention than 

those diagnosed with a superficial BCC or SCC. Given the numerous variables and individual 

responses to the perception of the disease processes, not all studies are generalizable. This may 

be one reason there are few studies on the topic. 

Australia has conducted numerous studies on skin cancer and prevention practices. 

Australia has government-run healthcare. It is possible that the variance in culture, healthcare 

structure, and funding for research may influence the generalizability of the US healthcare 

system. 

METHODS 

Project Design 

The DNP QI project comprised 16 participants, 10 patients diagnosed with at least one 

type of skin cancer, and six friends/family members. The 16 participants agreed to attend an 

educational session in a group setting. This PI, a dermatology certified nurse practitioner 
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(DCNP), conducted the session. The session was one hour in duration. The session was 

comprised of an educational presentation and a question-and-answer session. An identical 

questionnaire was administered before and after the session. The questionnaire was comprised of 

15 questions structured using the Likert scale. Likert scales provide information about patient 

thoughts and feelings about the topic and can offer insight into patient perceptions. The results of 

the questionnaire were gathered and analyzed. All participants completed a pre-and post-

questionnaire, including the patient and their significant others. 

Model for Implementation 

In the early 2000s, the Institute of Medicine (IOM) issued a report, “Crossing the Quality 

Chasm: A New Health System for the 21st Century.” The report focused on six pillars of quality 

and a mandate that health care should be: safe, timely, effective, efficient, equitable, and patient-

centered (Wolfe, 2001). In response, The Institute for Healthcare Improvement (IHI) developed 

educational opportunities for healthcare team members to affect positive change in various areas 

of healthcare. One area supported by the IHI is quality improvement (QI) (IHI, 2012).  

The IHI developed a Model for Improvement (MFI) to guide the development and 

implementation of quality improvement (QI). The MFI is a straightforward model and asks three 

essential questions: What are we trying to accomplish? How will we know that a change is an 

improvement? And what change can we make that will result in improvement? The Plan-Do-

Study-Act (PDSA) model best addresses the answer to these questions. 

Plan-Do-Study-Act (PDSA) Model 

This dynamic cycle is designed to identify where change is needed, how to implement the 

change, study the response to the change, and act upon and accommodate change. Working on 



 

 
24 

the change may translate to adopting or identifying the need to revise and repeat the cycle (IHI, 

2012). 

Figure 3 

The Model for Improvement 

 
http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementTestingChanges.aspx 

Plan 

Contemplation is an integral part of the planning process of a QI project. Developing a 

PDSA cycle and successful QI project hinges on strategy and contemplation. It is not to be 

initiated without careful consideration. After a detailed and thorough literature review, findings 

that enhanced patient knowledge or changed behaviors were noted. The study discussed the 

impact of skin cancer survivors' testimony on those with skin cancer (Robinson et al., 2016). 

Several studies suggest including significant others and family members in skin cancer 

prevention education. Planning included a venue large enough to accommodate at least 40 

attendees. A comprehensive, easy-to-understand educational presentation was developed. The 

http://www.ihi.org/resources/Pages/HowtoImprove/ScienceofImprovementTestingChanges.aspx
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session consisted of photos of skin cancers and how the individual skin cancers are treated. 

Previous patients who underwent surgical intervention (MOHs), ED&C, or topical therapies 

were given the opportunity to share short testimonies regarding their experiences. Some offered 

this information during the questions and answers segment. It resulted in shared experiences and 

resulted in a sense of community. The theories used as a framework for the project suggest that 

relationships and shared experiences can enhance the adoption of new behaviors (Ajzen, 1991; 

Kilanowski, 2017).  

Following the educational PowerPoint, a discussion of skin protection took place. The 

DCNP will provide a discussion of all primary prevention modalities. This included the use of 

sunscreens, the different types of sunscreens, and a discussion of chemical composition. The use 

of sunglasses, different types of hats, SPF clothing, umbrellas, and the use of shade. A discussion 

of strategies to protect skin during times of sun exposure. Samples of sunscreen were provided to 

all participants.  

Do 

The educational session was conducted on August 6 at 10:00 am. Before the educational 

session, all 16 participants completed the pre-questionnaire. The educational session was 

followed by a question/answer session. The 16 participants and the DCNP participated in an 

unstructured, informal discussion. The discussion included topics such as sunscreen preferences 

and effectiveness, tips for one another in skin protection approaches, and shared skin cancer 

treatment experiences. After the session, the post-questionnaire survey was administered to the 

16 participants and collected.  
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Study 

The questionnaires were compiled and organized for analysis. The ordinal data of 

findings from a 5-point Likert scale were then calculated by adding composite scores for each 

participant and displayed in a bar chart for each question. The post-questionnaire demonstrated 

an increase in scores from the pre-questionnaire, suggesting that the educational intervention 

increased knowledge of skin cancer and how to prevent future skin cancers.  

Act 

The educational program will be integrated into clinical practice to promote skin 

protection practices. The educational program will be provided during the dermatology clinic's 

office visit, quarterly at the local Senior Amigos adult education program, and to the Southern 

New Mexico Advanced Nurse Practitioner (SNAPN) organization. In addition to these 

organizations, the educational session will be translated into Spanish and provided for Spanish-

speaking clinic patients and their families. Additional outreach to local schools is another goal 

for the dissemination of the content of the session. Providing access to the educational session 

through community educational forums will increase knowledge and subsequent adoption of 

behaviors in skin cancer prevention.  

Setting and Stakeholders 

Stakeholders for this DNP QI project include the patients and their family members. The 

impact of skin cancer protection may not be realized in younger family members for years to 

come; nevertheless, significant others and family members are direct stakeholders. Additional 

stakeholders are the owner of the clinic, a DNP who is the sole proprietor and a clinic provider, 

and myself, a DNP student and practicing dermatology certified nurse practitioner (DCNP). 
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Additional stakeholders included the necessary staff to conduct the QI project, four medical 

assistants (MAs), two front office staff, and full-time clinic employees. They were integral to 

organizing the session and will continue in their respective roles as the educational intervention 

is implemented at the clinic. 

Planning the Intervention 

The educational intervention occurred on August 6, 2022. A one-hour session took place. 

The educational session was an informal lecture with a voice-over PowerPoint (PP). The 

lecture/PP portion was 15 minutes in length, the question and answer session 15 minutes in 

length, with the final 15 minutes allotted for questionnaire completion. The information was 

presented at a 6th-grade level, and the written questionnaires were written at the 4th-grade level 

to ensure literacy competency.  

The educational session (30 minutes) was comprised of the following:  

A. Description of squamous cell carcinoma with projected photos. 

B. Description of basal cell carcinoma with projected photos.  

C. Description of melanoma with projected photos. 

D. Description/photos of MOHs, ED&C, cryotherapy, and topical therapies. 

E. Description/photos of common sunscreens. Samples provided. 

a. Chemical sunscreens 

b. Mineral sunscreens 

F. Using umbrellas, hats, and sunglasses for maximum UV protection. 

G. Discussion, Q&A sessions (15 minutes) 

H. Distribution and completion of the questionnaire (15) 
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Food, free sun protection products, and gift card drawings were provided. 

Participants and Recruitment 

The dermatology clinic utilizes a pathology registry that maintains records of all 

pathology reports positive for skin cancer. Patients diagnosed with skin cancer through biopsy at 

the clinic or who present with a verbal report of a history of skin cancer as a new patient were 

eligible for recruitment. The registry was searched from January 1, 2021, to June 30, 2022. The 

search flagged patients with a diagnosis of “history of SCC,” “history of BCC,” or “history of 

melanoma,” or current diagnosis of BCC, SCC, or melanoma. 

Patients diagnosed with any form of skin cancer were eligible to participate. Patients 

were notified that they had been selected to participate via a letter mailed to the home address on 

file. Using mail delivery by the United States Post Office is intentional. The age of some patients 

diagnosed with skin cancer is not knowledgeable about emails, texts, or the use of Facebook. The 

letter included the session’s date, time, and location. The letter notified the patients that the 

dermatology office would call them to inquire if they would like to participate. The names of 

patients who wished to participate were put into a pool, and 30 names were randomly drawn. 

Participants were encouraged to bring at least one family member to the session. Increased self-

efficacy and adoption of sun protection practices were enhanced when the significant other and 

families participated in sun protection counseling. (Nahar et al., 2019). Some 30 letters were 

mailed, and the follow-up phone call resulted in 10 patient participants for the session. Of the 10 

patients, six brought a family member or friend, for a total of 16 participants. During the follow-

up phone call, participants were asked about their preferences for future communication, such as 
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a phone call, text, or email, and their preferences were noted. A reminder call three days prior to 

the session was given to 10 patient participants. 

Consent and Ethical Considerations 

All participants completed a written consent before the educational intervention. The 

consent was included in the mailed packet to the participant. Any questions regarding the 

consent form were answered completely to the participant’s satisfaction prior to the session. 

Ethical considerations included privacy issues. Patients were assured that their health and 

skin cancer diagnosis information was completely confidential before, during, and after the 

session. Those wishing to share personal information that may be considered private are at the 

participant’s discretion. No one was asked to provide any information during the session. No 

photos of skin cancer or any of the participants would be shown. Participants were assured that 

their dermatology care would not be compromised should they choose not to participate. 

Data Collection 

The participants attended the educational session at The Spring Hills by Marriot 1611 

Hickory Loop, Las Cruces, New Mexico. The session was conducted in the Organ Mountain 

Room at 10:00 am. Before the educational intervention, a pre-questionnaire survey was 

administered to patients and family members. A 5-point Likert scale was utilized to answer the 

questions. Responses included “strongly disagree,” “disagree,” “neutral,” “agree,” and “strongly 

agree.” The participants were given 15 minutes to complete the questionnaires. Any questions 

not answered were discarded. The questionnaires were collected before the initiation of the 

session. After the session, including the question/answer portion, the post-questionnaire survey 

was administered to all participants and collected. The participants were allotted 15 minutes to 
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complete the post-questionnaire, the same amount of time as the pre-questionnaire. Clarification 

of content was addressed before and during the questionnaire on a one-to-one basis.  

Data Analysis 

Descriptive analysis was used for this ordinal data. The answers to each of the 12 

questions were combined. The findings were presented as a bar graph. A bar graph for each 

question from the pre- and post-questionnaires was displayed. The bar graph provides a visual 

that compares and contrasts the intervention’s effects. The findings were used to identify 

strengths or weaknesses in the intervention. 

RESULTS 

Outcomes 

On the day of the educational session, ten patients and six family members were in 

attendance. The pre-questionnaires and post-questionnaires for the patient and family member 

were coded in the corner of the questionnaire with a unique colored symbol—one symbol for the 

patient, provided in a different color for the pre- and post-questionnaire. Another symbol was 

chosen for the family members and assigned a different color for the pre- and post-questionnaire. 

Coding the questionnaires as pre- or post-questionnaire and patient or family member or friend 

support the reliability of the findings. 

The questionnaires were separated into four categories: preintervention patient, 

postintervention patient, preintervention family member, and postintervention family member. 

Every question was assigned five responses according to the Likert scale “Strongly Agree” (1), 

“Agree” (2), “Neutral” (3), “Disagree” (4), and “Strongly Disagree” (5). In the analysis, each 

correct answer to the question was assigned a ‘5.’ For example, “Strongly Agree” (5), “Agree” 
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(4), “Neutral” (3), “Disagree” (2), “Strongly Disagree” (1). Or the inverse “Strongly Disagree” 

(5), “Disagree” (4), “Neutral” (3), “Agree” (2), “Strongly Agree” (1). This did not change the 

value of the responses but allowed for a more enhanced illustration using the bar graphs. 

Figure 4 

Question 1: “Sunbathing is the Best Way to Bring my Vitamin D up to Normal” 

 
Note. The composite score was tabulated for each group before and after the educational session. The combined 
scores demonstrate an increased understanding that sunbathing is not the preferred method to increase Vitamin D 
levels. 
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Figure 5 

Question 2: “I Cannot get the Same Skin Cancer More than Once in my Lifetime” 

 
Note. The composite score was tabulated for each group before and after the educational session. Family/Friends 
had a higher composite score on the pre-questionnaire but did not score as high on the post-questionnaire as the 
patient group. The score for this question demonstrates that patients fully understand that they are at higher risk for 
the same skin cancers in the future. 
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Figure 6 

Question 3: “I Need to Use Sunscreen that is Between 15 SPF-70 SPF” 

 
Note. The composite score was tabulated for each group before and after the educational session. Both groups 
demonstrated a minimally improved understanding of the needed SPF for sun protection. However, the results were 
not as improved as anticipated. This is likely due to the question’s wording as it compares to the voice-over 
PowerPoint, which identifies ‘30’ as a minimum, and in New Mexico, ‘50’ is preferred. 
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Figure 7 

Question 4: “Using Sunscreen on the Face and Ears Means I Do Not Need to Wear a Hat” 

 
Note. The composite score was tabulated for each group before and after the educational session. The increased 
score after the educational session demonstrates increased comprehension that sunscreen and a hat are of a more 
significant benefit than only one method of skin protection. One outlying result skewed patient results. If statistical 
adjustment had been made, findings would continue to reflect increased comprehension. 
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Figure 8 

Question 5: “I am at Risk for More Skin Cancers in the Future if I have Already had Skin 
Cancer” 

Note. The composite score was tabulated for each group, before and after the educational session. Many respondents 
marked ‘Agree’ as opposed to ‘Strongly Agree.’ There was improvement noted in both groups. However, it is 
unclear why ‘Strongly Agree’ was not chosen more frequently than ‘Agree,’ although both are correct. 
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Figure 9 

Question 6: “Liquid Nitrogen Spray is the Best Way to Treat Skin Cancer” 

 
Note. The composite score was tabulated for each group, before and after the educational session. An increase in 
correct responses supports the comprehension that liquid nitrogen is not the gold standard of skin cancer treatment. 
The question addressed a frequent comment in the clinic after a skin cancer diagnosis is given to the patient, “can’t 
you just spray it with that cold stuff? 
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Figure 10 

Question 7: “Wearing Regular Clothes Protects the Skin as Well as Clothes with SPF 
Protection” 

 
Note. The composite score was tabulated for each group, before and after the educational session. Increased 
comprehension that SPF clothing protects more than regular clothes. The response was greater in the patient group 
than in the family/friend group. 
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Figure 11 

Question 8: “Blistering Sunburns as a Child Place me at Higher Risk for Skin Cancer” 

 
Note. The composite score was tabulated for each group, before and after the educational session. Both groups 
demonstrate an increased score in post-educational session comprehension. 
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Figure 12 

Question 9: “The Ultra-violet Radiation (Sun Rays) in New Mexico is Some of the Highest in the 
World” 

  
Note. The composite score was tabulated for each group, before and after the educational session. This question 
stimulated discussion/comments during the session. Following the review of the map with UVR, the results 
demonstrate a greater understanding of the importance of protecting skin while outdoors, especially in Southern 
New Mexico, a high URV region of the United States.  
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Figure 13 

Question 10: “Application of Sunscreen with SPF 30-80 does not Need to be Reapplied During 
the Day” 

Note. The composite score was tabulated for each group, before and after the educational session. Findings illustrate 
an increased understanding of the importance of reapplying sunscreen, regardless of SPF. 
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Figure 14 

Question 11: “Mineral and Chemical are the Two Types of Sunscreens” 

 
Note. The composite score was tabulated for each group, before and after the educational session. The score in the 
patient results did not change from pre to post-questionnaire. This is likely related to the use of inconsistent terms. 
For example, Mineral was interchanged with Physical. This was likely confusing to the entire group. Many 
questionnaires had handwritten responses on the questionnaire, which demonstrated increased comprehension. 
However, the calculations of the actual responses are shown above. 
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Figure 15 

Question 12: “Some Skin Cancers can be Treated with Creams” 

 
Note. The composite score was tabulated for each group, before and after the educational session. The scores reflect 
an increased comprehension of methods used to treat skin cancers within both groups. 
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Figure 16 

Composite Score - 12 Questions 

 

DISCUSSION 

The purpose of the educational session was to increase knowledge and understanding of 

skin protection and the adoption of new behaviors in the prevention of skin cancer. Each of the 

10 participant groups, either patient or family/friend, participated in the questions and answers 

discussion. The participants were engaged and interested in the subject matter. There was a free 

exchange of ideas and suggestions regarding skin cancer prevention. They were also engaged in 
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the presentation and discussion of various ultra-violet protection (UVP) clothing, including hats, 

shirts, umbrellas, and sunscreens.  

The comparison of composite scores of the pre-and post-questionnaires demonstrated an 

increased understanding and knowledge of skin protection. Each question had a correct answer 

of either “Strongly Disagree” (5) or “Strongly Agree” (5). The composite scores are displayed in 

the direction of the correct answer and calculated accordingly. 

Question 11 did not yield an increased response from the patient group. It produced a 

composite score of 27 in both pre- and post-questionnaire. Because there was no notable 

improvement in the scoring of this question, further review identified a possible explanation. The 

question asked the patient to identify the two types of sunscreens. In the educational 

presentation, sunscreens are identified as chemical and physical. In question 11, it is written as 

chemical and mineral. Both mineral and physical are correct. However, the inconsistency in 

verbiage may explain the unchanged score.  

Further review of Question 11 on the post-questionnaire for the patient, two participants 

wrote the word “physical.” This suggests a clear understanding of the question’s answer and 

could be calculated as “Strongly Agree” (5). The value was left unchanged, and the indirect 

feedback received from this question will help guide future wording and the need to use like 

terms carefully. 

Further review of the responses revealed an unanticipated finding. Several questions 

found that the family member/friend displayed greater skin protection knowledge than the 

patient. This was noted in questions 4, 6, 7, and 8. These findings affirm that patients with skin 
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cancer do not necessarily have greater knowledge or participate more often in skin cancer 

prevention than the general population (Nahar et al., 2019). 

It was also noted that the number of sun protection factor (SPF) was confusing to both 

groups in the pre-and post-questionnaire. During the educational session, the minimum SPF is 

listed as 30 according to the USPSTF guidelines. However, during the question and answer 

session, the repeated recommended numerical value for SPF in New Mexico is 50 or higher. This 

was confusing for the participants and weakness in measuring the participant's understanding. 

Question 3 asks if SPF 15 – SPF 70 is the needed level of protection. Several participants had a 

handwritten response of ‘30’ for the lower value, which is correct but was not a choice on the 

questionnaire. The reason for the question was to elucidate from the participants that SPF 15 is 

too low for adequate broad-spectrum coverage. The participants were apprehensive in choosing 

between the value on the low end as incorrect and the higher value, SPF 70, as correct. In future 

questionnaires, it would be a more reliable measure to provide an entirely correct answer, for 

example, “I need to use sunscreen that is between 50 SPF-70 SPF” or “I need to use a 50 SPF 

sunscreen.” 

A significant finding revealed that patients and family members/friends did not know 

they were at higher risk for melanoma. Several participants verbalized during the discussion that 

they understood they were at higher risk for NMSC but did not realize their risk increased for 

melanoma. This fact seemed to make an impression on the participants. 

Participants also commented on the map that illustrated the UVR in New Mexico. They 

were surprised that the UVR exceeds that of Arizona, California, and some areas of Texas. The 

map stimulated conversation amongst the participants during the question and answer session. 
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Awareness of the UVR level in New Mexico may encourage the adoption of new skin protection 

behaviors. 

Participants in both groups verbalized that they were unaware that some skin cancers 

could be treated with a cream. In the question and answer session, a discussion ensued describing 

the types and names of the cream, fluorouracil, and imiquimod. In addition, the types of skin 

cancers that creams can treat were also discussed. For example, these creams cannot be used to 

treat melanoma; if they are used to treat NMSC, it is only certain types of skin cancers, such as 

in situ, when basal cell carcinoma or squamous cell carcinoma is growing superficially on the 

skin. 

Summary 

The questionnaires reflect an increased understanding of skin cancer, the risk of skin 

cancer recurrence, and the need for skin protection. The overall increase in scores on the post-

questionnaires are encouraging. Increased skin protection education for patients, their families, 

and/or friends may help decrease or slow the progression of subsequent skin cancers. 

Interpretation 

The analysis of the ordinal data suggests an increased understanding of skin protection 

and methods to help prevent skin cancer. Greater knowledge and understanding may result in 

behavioral changes that increase skin protection to prevent skin cancer. 

Implications (Practice, Education, Research and Policy) 

These findings affirm the need for skin cancer education. The project identifies the 

benefit of a targeted, structured skin cancer educational intervention. The responses from the 

participants on the questionnaires and the verbal discussions during the question and answer 
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sessions reinforce how increased knowledge of the disease process and change in skin protection 

behavior can benefit their health regarding skin cancer. 

The findings of this project will introduce skin cancer prevention education in the 

principal investigator’s (PIs) clinic. Patients with newly diagnosed skin cancer will have access 

to this educational session during a follow-up office visit. After receiving a skin cancer 

diagnosis, most patients and their families are understandably upset or anxious. This would not 

be an ideal time for them to view the educational session. A subsequent office visit may result in 

greater learner readiness. Patients receiving a skin cancer diagnosis will be treated in the office 

or referred to a MOHs surgeon, general surgeon, plastic surgeon, or oncology surgeon. 

Following surgical intervention, patients return to the dermatology NP for a follow-up office 

visit to review treatment, receive a full body skin exam (FBSE), and review and discuss 

treatment to date. This may be an ideal time to view the educational session and pose questions 

to the dermatology NP. 

Ideally, the findings of this project should be shared with primary care providers (PCP) 

and other dermatology providers. It is possible that the educational PowerPoint (PP) could be 

shared for dissemination within the healthcare community in Las Cruces. In Las Cruces, the 

Southern New Mexico Advanced Practice Nurses meet monthly and have a sponsored speaker. 

This project and its findings could be the topic of a monthly meeting. If group members would 

like a copy to provide in their office for their patients, accommodations will be made. This would 

also be an ideal time to network with fellow nurse practitioners to discuss and strategize how 

they can refer their patients for FBSE, refer for biopsy, and co-manage patients with skin 

cancers. Access to dermatology care in Southern New Mexico is challenging as there are few 
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providers, and some do not accept many New Mexico Medicaid insurances. Networking with 

colleagues will impact dermatological access and care in Southern New Mexico. 

The findings of the project support the need for further research. Several studies reviewed 

for the project specifically state that more needs to be done in educating skin cancer patients and 

preventing skin cancer. Nahar, an expert in skin cancer education and behaviors, is particularly 

vocal about the call for more research. Nahar writes, “further studies are required with the non-

melanoma skin cancer population to draw firm conclusions regarding the associations that may 

correlate with sun protection behaviors” (Nahar et al., 2015a). In another study, he writes, “More 

research is necessary to thoroughly understand gaps in survivors’ knowledge and personal 

attitudes regarding skin cancer and UVR exposure. We must better understand the cognitive 

barriers to sun protection that impact changes in behavior” (Nahar et al., 2016). He also proposes 

that future researchers “consider longitudinal designs to establish the directionality of the 

relationships (between knowledge, perceived risk, attitudes, social support, & self-efficacy as it 

relates to sun protection behaviors)” (Nahar et al., 2019). 

Policy development and recommendations will likely follow as more robust studies 

correlate behavior with skin cancer prevention. The future hope is that the US Preventive 

Services Task Force (USPSTF) will continue to review the evidence and offer new 

recommendations as research and evidence evolve. 

Limitations 

The findings show increased knowledge of skin protection and skin cancer preventive 

measures. It does not reveal if the increase in knowledge will result in a change in skin protection 

behaviors. The gain in knowledge is not the end goal. The end goal is a change in behaviors 
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adopted by the patient, family member, or friend. According to Ajzen, if the behavior is found 

acceptable, the behavior is more likely to be adopted (Ajzen, 1991). The structure of the 

educational session was designed to encourage the adoption of behaviors through visual photos 

of cancers and how to prevent skin cancer recurrence (Robinson et al., 2016). 

Generalizability is an additional limitation. The participants were all patients with health 

insurance, with access to a dermatology provider, and all spoke English. Those without access to 

dermatology care may never receive management of skin cancer or receive the message of 

methods to prevent skin cancer. The participants all spoke English. However, one patient and a 

family member were Latino. It is unknown if Spanish-speaking Latinos would evaluate skin 

cancer prevention methods as relevant or necessary. Investigation into this culture regarding 

attitudes and relevance regarding skin cancer prevention is imperative and warrants further 

investigation. 

Another limitation within this project and other studies is the confusion over SPF or ultra-

violet protection (UVP) numbers. Currently, there are numerous conflicting recommendations 

for SPF. For example, the USPSTF recommends a broad-spectrum sunscreen of 15 SPF or 

higher (USPSTF, 2018). In contrast, the American Academy of Dermatology recommends 30 

SPF or higher or as your dermatology provider recommends (Hernandez et al., 2022). The lack 

of consistency in SPF or UPV numbers is an ongoing issue in the standardization of sunscreen 

recommendations. Until a standardized guideline can be agreed upon and implemented in the 

US, confusion in selecting a sunscreen will continue. Inconsistencies in SPF recommendations 

may slow buy-in for behavioral changes. 
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DNP Essentials Addressed 

The doctor of nursing practice (DNP) essentials provides a foundation that guides the 

education of the doctorly-prepared advanced practice registered nurse (APRN). DNP Essentials 

III and VII guide the implementation of the educational intervention to improve education and 

behaviors in people with skin cancer.  

DNP Essential III – Clinical Scholarship and Analytical Methods for Evidence-Based 

Practice 

DNP Essential III, used information technology and research methods appropriately to 

examine behavior patterns and outcomes. The DNP is equipped to critically analyze and 

implement new scientific findings and translate these findings into clinical practice (American 

Association of Colleges of Nursing [AACN], 2006). The literature reviewed for this DNP project 

identified 12 articles that support the implementation of an educational session as a way to 

enhance knowledge and promote new behaviors. The review of articles identified knowledge 

gaps in those diagnosed with skin cancer and a lack of uniform skin cancer education during an 

office visit with a dermatology or family practice provider (Trager et al., 2020). These findings 

translated into a new educational session designed to inform the patient, family member, or 

friend of methods in the prevention of skin cancers. 

DNP Essential VII – Clinical Prevention and Population Health for Improving the Nation’s 

Health 

DNP Essential VII was used to address population health related to skin cancer. “The 

DNP graduate has a foundation in clinical prevention and population health” (AACN, 2006). 

Prevention is critical to minimize the increasingly high rates of skin cancer worldwide and the 
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economic burden of these cancers. The primary and secondary forms of skin protection and skin 

cancer prevention include using sunscreen, hats, SPF clothing, and seeking shade; secondary 

prevention is yearly entire body skin exams and monthly self-exams. These seemingly simple 

interventions can be lifesaving. Educating patients and the public about these interventions 

improve population health. 

Conclusions 

The purpose of the project was to increase knowledge of skin cancer and the adoption of 

skin protection behaviors of people with a history of skin cancer through a structured educational 

session. Many people who have had skin cancer do not clearly understand the nature of skin 

cancer, their elevated risk of developing a second skin cancer, and how to prevent or slow 

subsequent skin cancers.  

Through a targeted skin cancer prevention educational session, patients and their family 

members/friends demonstrated an increased understanding of skin cancer and behaviors to 

protect against subsequent skin cancers. 

Plan for Sustainability 

A plan to initiate the educational session in the clinic is in place. The cost to implement 

the session is negligible and time spent in patient education is a billable service. A discussion has 

taken place with the clinic owner and the clinic biller on how to build the educational session 

into routine follow-up office visits. The session will be presented to the patient and family 

member/friend in a way that is reimbursable through insurance. 
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Plan for Dissemination 

The findings of this project will be submitted for publication in the Journal of the 

Dermatology Nurses’ Association. Disseminating the results in a dermatology publication may 

encourage other providers to launch an educational session in their practices. 

In addition to publication, this PI hopes to present a poster at several dermatology 

conferences in the near future. Namely, the Society of Dermatology Nurse Practitioners. The 

2023 Symposium will take place April 20-23. 

In addition to professional avenues of dissemination, local dissemination is currently in 

the works. One patient who participated in the educational session is an active participant in the 

Senior Amigos Program. The Senior Amigos Program is a group of individuals 50 years and 

older interested in health and wellness in Las Cruces, New Mexico. The patient contacted 

Mountain View Regional Medical Center, Senior Amigos Program Director. The director has 

contacted this PI and would like to develop a plan where the educational session is presented 

quarterly to the group. Discussions and presentation planning for this group are in the early 

stages but will continue and be scheduled in the future. 

Funding 

The project was implemented at the cost of $765.30, paid for by the personal funds of the 

principal investigator (PI) (Appendix H). 
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APPENDIX A: 

SITE APPROVAL/ THE UNIVERSITY OF ARIZONA INSTITUTIONAL REVIEW BOARD 

AUTHORIZATION LETTER 
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January 25, 2022 
 
University of Arizona Institutional Review Board  
c/o Office of Human Subjects 
1618 E Helen St. 
Tucson, AZ 85721 
 
Please note that Patricia A. Shaw, UA Doctor of Nursing Practice student, has permission from 
the Elite Dermatology Clinic to conduct a quality improvement project at our facility for her 
project, "Increasing Skin Protection Practices In Patients With a Skin Cancer Diagnosis." 
 
Ms. Shaw will conduct a survey of clinic patients diagnosed with skin cancer. She will recruit 
patients through email. The email will describe the project, what they will be asked to do, the time 
involved, and a link to the online survey. Ms. Shaw's activities will be completed by 09/01/2022. 
Ms. Shaw has agreed to provide my office with a copy of the University of Arizona Determination 
before she recruits participants. She will also present aggregate results to the providers at the clinic 
at their monthly staff meeting. 
 
If there are any questions, please contact my office. 
 
Sincerely 
 

 
 
Tiffany Autry, DNP 
Elite Dermatology Clinic President/Owner 
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APPENDIX B: 

CONSENT DOCUMENT (DISCLOSURE AND CONSENT FORM) 
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Voluntary Disclosure Consent Document 
 

Instructions: please read carefully 
 
The purpose of this project is to determine if focused sun protection education will result in a 
greater understanding of skin cancer prevention and the adoption of sun protection practices. 
 
If you choose to participate in this project, you will be asked to attend an educational session in a 
group setting. It will take approximately 45 minutes to take a pre-session questionnaire of 12 and 
a post-session questionnaire of 12. There are no foreseeable risks associated with participating in 
this project. You will receive no immediate benefit from your participation. Your responses are 
anonymous. Your name will not be collected or linked to your answers. 
 
If you choose to participate in the project, participation is voluntary; refusal to participate will 
involve no penalty or loss of benefits to which you are otherwise entitled. You may withdraw at 
any time from the project. In addition, you may skip any question you choose not to answer. By 
participating, you do not give up any personal legal rights you may have as a participant in this 
project. You agree to have your responses used for this project.  
 
For questions, concerns, or complaints about the project, you may contact: 
 
Patricia A. Shaw 
FNP-BC, DCNP, DNP-c 
Phone number: (575) 262-7546 
pshaw1@email.arizona.edu 

 

mailto:pshaw1@email.arizona.edu
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APPENDIX C: 

RECRUITMENT MATERIAL (RECRUITMENT EMAIL) 
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Patricia Shaw 
1005 S. Telshor Blvd Suite A  
Las Cruces, NM 88011 
 
July 16, 2022 
 
Patient Name  
Street Address  
City, State, Zip 
 
Dear Ms. (Patient Name), 
 
I would like to extend an invitation to you and one family member to participate in an 
educational session about skin protection. The educational session will be part of the fulfillment 
of the Doctoral of Nursing Practice degree for Patricia Shaw.  
 
You have been identified as a patient at Elite Dermatology with a current or past diagnosis of 
skin cancer, either basal cell carcinoma, squamous cell carcinoma, or melanoma.  
 
The educational session will take place at The Spring Hills by Marriot, 1611 Hickory Loop, Las 
Cruces, NM 88005. The session will take place in the Organ Mountain room. The session will 
take approximately 1 hour in total. This will include a pre- and post-questionnaire of 12 
questions and a 15-minute video presentation. There will be a question/answer session and 
discussion at the end of the presentation. Light snacks and drinks will be included. At the end of 
the presentation, there will be a random drawing for high-quality sun protection merchandise. 
 
You will be contacted by phone next week. Participation in the event is voluntary and will not 
affect your dermatology care. You have the right not to participate. Should you choose to 
participate, you will be confirmed to attend during a follow-up phone call or email, according to 
your preference.  
 
Thank you so much for considering participation in this educational event. 
 
Sincerely yours, 
 
Patricia A. Shaw 
Patricia Shaw, MSN, FNP-BC, DCNP 
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APPENDIX D: 

EVALUATION INSTRUMENTS (PRE- AND POST-EDUCATIONAL SESSION 

QUESTIONNAIRE) 
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Pre & Post Educational Session Questionnaire 
 

1.  Sunbathing is the best way to bring my Vit D up to normal. 
 
Strongly Agree  Agree  Neutral Disagree Strongly Disagree 
 

2. I cannot get the same skin cancer more than once in my lifetime. 
 
Strongly Agree  Agree  Neutral Disagree Strongly Disagree 
 

3. I need to use sunscreen that is between 15 SPF-70 SPF. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
 

4. Using sunscreen on the face and ears means I do not need to wear a hat. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
 

5. I am at risk for more skin cancers in the future if I have already had skin cancer. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
 

6. Liquid nitrogen spray is the best way to treat skin cancer. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
 

7. Wearing regular clothes protects the skin as well as clothes with SPF protection. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
 

8. Blistering sunburns as a child place me at higher risk for skin cancer. 
 
Strongly Agree Agree  Neutral  Disagree Strongly Disagree 
 

9. The ultraviolet radiation (sun rays) in New Mexico is some of the highest in the world. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
 

10. Application of sunscreen with SPF 30-80 does not need to be reapplied during the day. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
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11. Mineral and Chemical are the two types of sunscreens. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
 

12. Some skin cancers can be treated with creams. 
 
Strongly Agree Agree  Neutral Disagree Strongly Disagree 
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APPENDIX E: 

PARTICIPANT MATERIAL (POWERPOINT EDUCATIONAL PRESENTATION) 
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APPENDIX F: 

PROJECT TIMELINE 

 



 

 
69 

Completion 
Date Planning Pre-

implementation Implementation Evaluation 

6/23/2022 
DNP Project 
Proposal 
Defense passed 

   

6/24/2022 

DNP Project 
Proposal 
Defense Form 
filed 

   

6/24/2022  eIRB initiated   

7/14/2022 
 University of 

Arizona IRB 
Approval 

  

7/16/2022  Letters mailed to 
participants. 

 Letters sent to 
30 participants. 

7/29/2022 
 A confirmation 

phone call to 
participants 

 Confirmed 
number of 
participants 20 

8/6/2022 

  Project 
Educational 
Session 
presented 

The actual 
number of 
participants is 16 

8/16/2022 
  Results from 

questionnaires 
calculated. 

 

9/16/2022 
  Final Project 

Submitted for 
Review 

 

10/13/2022    Final Defense 
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APPENDIX G: 

LITERATURE REVIEW GRID 
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Project Question: Will a skin cancer prevention program for people with skin cancer impact developing and practicing new behaviors 
in preventing skin cancer? 

Pub. Year; Author’s 
Last Name Title of Publication Type of Study Main Outcomes of Findings Support for and or Link to Project 

2015  
Altshuler 

Breaking Barriers: 
Providing skin cancer 
education to the 
homeless and 
uninsured 

Quasi-Experimental 
Design 

Educational intervention regarding the 
identification of skin cancer and preventive 
measures and supplied with sunscreen 

Supports education as a way to 
increase skin protection practices. Free 
samples of sunscreen resulted in use 
among the homeless. 

2016 
Fischer et al 

Sunburn and sun 
protective behaviors 
among adults with 
and without previous 
nonmelanoma skin 
cancers (NMSC) 

Self-reported cross-
sectional study. 
Adjusted prevalence 
odds ratios/95% 
confidence intervals 

Individuals with previous NMSC engage 
in better sun-protective practices but not 
sunburn prevention, suggesting that 
photoprotection may still not be consistent 
enough to prevent acute sun exposure 
leading to sunburn. 

Providers are responsible for educating 
on sunburn prevention, especially in 
younger populations with previously 
dx NMSC. 

2021 
Heckman et al 

Correlates of sun 
protection behaviors 
among melanoma 
survivors 

Hierarchical, 
multiple regression 
analysis 

Improved sun protection behavior follows 
significant education, skin cancer risk 
factors, melanoma knowledge and beliefs, 
injunctive norms, and pro-protection 
beliefs. 

Direct link to TPB, adoption of beliefs 
and norms, self-efficacy, barriers 

2015 
Nahar, et. al 

Sun-related behaviors 
among individuals 
previously diagnosed 
with non-melanoma 
skin cancer 

Narrative Review Non-melanoma skin cancer patients 
continued to practice health-compromising 
behaviors such as heavy sun exposure and 
indoor tanning. 

Providers in Dermatology that 
discussed the need for sun avoidance 
measures had a more significant 
impact on patients participating in 
positive behaviors than those who did 
not receive instruction. Need for a 
formal, across-the-board education 
program for all patients with skin 
cancer. 

2016 
Nahar et. al. 

Skin cancer 
prevention practices 
among malignant 
melanoma survivors: 
a systematic review 

Systematic review Evidence demonstrated that those with 
Malignant Melanoma still engaged in 
sunbathing, indoor tanning and reported 
sunburns. Survivors reported they did not 
practice sun protection/skin self-
examinations. 

The author recommends more intense 
intervention strategies to reduce the 
risk of subsequent skin cancers. 

2019 
Nahar et. al. 

Factors Influencing 
Sun Protection 

Descriptive, cross-
sectional  

People diagnosed with NMSC continue to 
receive substantial sun exposure daily. 

Intention to sunbathe continues even 
after a skin cancer diagnosis. People 
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Pub. Year; Author’s 
Last Name Title of Publication Type of Study Main Outcomes of Findings Support for and or Link to Project 

Behaviors Among 
Patients With Skin 
Cancer: An 
Application of the 
Information-
Motivation-
Behavioral Skills 
Model 

correlate suntan with health and 
beauty. ¼ of people reported sunburns 
after a diagnosis of NMSC. 
Knowledge deficit on use of 
sunscreens. ¼ of people did not know 
that midday has the highest levels of 
UVR.  

2020 
Ottwell et al 

Lifestyle behaviors 
and sun exposure 
among individuals 
diagnosed with skin 
cancer: a cross-
sectional analysis of 
2018 BRFSS data 

Cross-sectional 
analysis  

They are identifying risk factors to reduce 
the recurrence of skin cancers in skin 
cancer survivors. Risk factors include 
lifestyle behaviors, indoor tanning, sun 
protection, smoking, past sunburns, ETOH 
use, and UV exposure. 

Identifying patient participation in risk 
factors guides education on adopting 
new behaviors. 

2015 
Robinson et al 

Perceptions of risk of 
developing skin 
cancer for diverse 
audiences: Enhancing 
the relevance of sun 
protection to reduce 
the risk 

Randomized-control 
trial 

Patients were more motivated to practice 
sun protection with 1. Photos/videos of 
skin cancers, and 2. Providing a numerical 
risk of developing skin cancer. Both 
increased relevance for the patient. 

Increasing relevance and motivation to 
adopt new behaviors are directly 
linked to DNP Project objectives. 
 

2019 
Tabbakh et al 

Implementation of 
the SunSmart 
program and 
population sun 
protection behavior 
in Melbourn, 
Australia: Results 
from cross-sectional 
summer surveys from 
1987-2017 

Analysis of Cross-
sectional survey 

Rates of melanoma decreased over three 
decades 
Substantial increase in sun protective 
behaviors since the initiation of the 
SunSmart program 

Link to DNP Project objectives; 
methods identified that increase sun-
protective behaviors. The study also 
found that the campaign cut costs for 
skin cancer treatment. 

2020 
Trager et al 

Advances in 
Prevention and 
Surveillance of 

Narrative Review  Lack of national guidelines in sun 
protection by the US Task Force, yet other 
countries such as Australia have research 
that supports these measures. 

Identifies gaps in guidelines for the 
public and providers in sun protection 
practices. Direct link to a project that 
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Pub. Year; Author’s 
Last Name Title of Publication Type of Study Main Outcomes of Findings Support for and or Link to Project 

Cutaneous 
Malignancies 

highlights the need for education 
regarding sun protection practices 

2018 
US Preventive Task 
Force 

Behavioral 
Counseling to 
Prevent Skin Cancer 
US Preventive 
Services Task Force 
Recommendation 
Statement 

Evidence Review Recommends counseling for 1) children 
6mo-24 years of age with fair skin types, 
2) skin protection practices. Assess the risk 
for skin cancer to decide how much 
counseling is needed. Findings insufficient 
to assess the balance between benefits vs. 
harm in counseling adults re: skin self-
exam to prevent skin cancer 

They do not recommend skin cancer 
prevention counseling for all age 
groups. They do not address 
counseling for patients with previous 
skin cancer.  

2018 
Vasicek et al 

Patient knowledge of 
sunscreen guidelines 
and frequency of 
provider counseling 

Cross-sectional 
study 

Patients infrequently receive skin 
protection counseling from dermatology 
providers. Call for insurance companies 
and the government to share messages of 
photoprotection. **Reimburse for skin 
protection counseling equal to 
tobacco/smoking cessation may be an 
effective incentive 

Most patients have "never received 
counseling on proper sunscreen use.” 
"A comprehensive effort to improve 
patient education . . . should not be 
delayed. 
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APPENDIX H: 

OTHER DOCUMENTS AS APPLICABLE TO THE PROJECT (PROJECT BUDGET) 
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Project Budget 
Line Item Amount Cost Total 

Educational Session    
Envelopes 1 box $10.00 $10.00 
Colored Paper 1 reem $12.99 $12.99 
Copies 160-Questionnaires $34.62 $34.62 
Postage 30 letters $18.00 $18.00 

Room Rental Organ Mountain 
Room $175.00 $175.00 

Sun Protection 
Clothing/Sunscreen 

Hats, umbrellas, 
sunscreen, clothing $239.69 $239.60 

Amazon Gift Cards 2 @ $50 ea. $100.00 $100.00 
Food for session 25 people $175.00 $175.00 
Total   $765.30 
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