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ABSTRACT 

Purpose: This quality improvement (QI) project utilized an educational session to increase the 

prescription of naloxone with opioid therapy and to introduce a team approach that encompasses 

the Primary Care Provider (PCP), Clinical Pharmacist, Registered Nurse (RN), and Licensed 

Practical Nurse (LPN).  

Background: Although naloxone is an opioid antagonist and can rapidly reverse opioid 

overdose, there continues to be hesitation among primary care providers to prescribe naloxone 

with opioid therapy. Potential barriers include lack of proper training, fear of offending patients, 

and logistical prescribing difficulties attributed to the lack of naloxone co-prescription.  

Method: An educational session discussing the benefits of naloxone, the myths associated with 

naloxone prescription, and the proposed change in workflow regarding the prescription of 

naloxone with opioid therapy will be presented.  

Results: Two weeks after the educational session, there was a 23% increase in naloxone 

prescriptions with opioid therapy at the Sierra Vista CBOC.  

Conclusions: Despite federal recommendations and organizational resources, there continued to 

be hesitation in prescribing naloxone with opioid therapy due to barriers and stigma related to the 

medication. Educating providers and healthcare professionals about the importance of naloxone 

have proven that using a team approach is effective in advocating naloxone with opioid therapy. 
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INTRODUCTION 

A leading cause of intentional and unintentional injury-related deaths in the United States 

(US) is drug overdose, and unfortunately, most drug overdose fatalities involve prescription 

opioids. (Behar et al., 2016). According to the National Institute on Drug Abuse (NIDA), drug 

overdose deaths involving prescription opioids rose from 3,442 in 1999 to 17,029 in 2017. From 

2017 to 2019, the number of fatalities declined to 14,139. Unfortunately, it was followed by 

increased drug overdose deaths in 2020 to 16,416 (NIDA, 2022). Roughly 21 to 29 percent of 

patients prescribed opioids for chronic pain misuse opioids, and The Centers for Disease Control 

and Prevention (CDC) estimates that the total “economic burden” of prescription opioid misuse 

alone in the US is $78.5 billion a year (NIDA, 2021). If trends continue, it is expected that the 

annual number of opioid overdose deaths will be 700,000 people will die between 2016 to 2025 

(Bratberg et al., 2019).  

A harm reduction intervention that has been proven to help reduce opioid overdose 

deaths is the use of take-home naloxone (NIDA, 2021). There have been more than 26,460 

reported overdose reversals with take-home naloxone (NIDA, 2021).  

Background Knowledge and Significance 

In the late 1990s, pharmaceutical companies offered education to prescribers, ensuring 

their patients would not become addicted to prescription opioid pain relievers. This assurance 

initiated opioid prescribing at high rates (NIDA, 2021). The high rate of opioid use subsequently 

led to widespread diversion and misuse until years later. It became clear that opioids are highly 

addictive, and opioid overdose rates began to rise (NIDA, 2021). In 2012, health care providers 

wrote 259 million prescriptions for opioid pain medication, enough for every adult in the US to 
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have a bottle of pills (Dowell et al., 2016). In 2016, the CDC provided guidelines to health care 

providers in response to the opioid crisis (Dowel et al, 2016). One guideline encouraged 

clinicians to prescribe naloxone to patients at increased overdose risk, such as those receiving 

daily opioid dosages of 50 morphine milligram equivalents (MME) or greater or those receiving 

benzodiazepines in conjunction with opioids (Dowel et al., 2016). Naloxone is an opioid 

antagonist and rapidly reverses opioid overdose (NIDA, 2021). Naloxone can be given by 

intranasal spray, intramuscular, subcutaneous, or intravenous injection. Signs of opioid overdose 

may include but are not limited to a person who does not wake up or respond to touch or voice, 

breathing is not normal, prolonged, or has stopped, pin-point sized pupils, bluish lips, or bluish 

nose (Substance Abuse and Mental Health Services Administration [SAMHSA], 2021). 

Naloxone has a fast onset of action with a short half-life. When administered, it displaces the 

opioid at the receptor, thus reversing opioid effects and proving that the concept behind a broader 

availability of naloxone, or ‘take-home naloxone,’ is very effective at reversing the effects of 

opioids and is extremely unlikely to cause harm (Jauncey et al., 2017). 

Although naloxone is effective for opioid reversal, there are hesitations toward 

prescribing naloxone among primary care providers with opioid therapy (Behar et al., 2016). 

Potential barriers to prescribing naloxone include lack of proper training, fear of offending 

patients, and logistical prescribing difficulties attributed to the lack of naloxone prescriptions 

(Behar et al., 2016). Naloxone has been distributed to laypersons for use during an overdose 

since the mid-1990s but mainly focused on illicit substance users. Unfortunately, prescribing 

naloxone through primary care to patients receiving opioid analgesics has not been well studied 

(Behar et al., 2016). A study involving naloxone prescriptions for patients on long-term opioids 
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at Fort Bragg US Army base showed a decline in opioid overdoses from eight to zero per month 

(Behar et al., 2016). In San Francisco, California, from 2010 to 2012, 92% of opioid overdose 

deaths were due to opioid analgesics; unfortunately, at the time, only 10% of lay naloxone 

reversals were done, suggesting that the population reached traditional naloxone programming 

was distinct from those at risk for overdose from opioid analgesics (Behar et al., 2016). In 

another study by Behar et al. (2016), 111 primary care providers were given education about 

naloxone prescriptions with opioid therapy. It was found that after the education, most (79.3%) 

of the providers prescribed naloxone to a mean of 7.7 patients on opioid therapy. Providers 

reported that they were likely to prescribe naloxone to most patients on opioid therapy, including 

those on low doses, defined as <20 morphine equivalents mg daily, >65 years old with no 

overdose history, and those with no substance use disorder (Behar et al. 2016).  

Naloxone prescription should be part of opioid stewardship when prescribing opioid 

analgesics to patients (NIDA, 2021). In 2016, the CDC began recommending the prescription of 

naloxone with opioid therapy as an identified strategy to prevent overdose deaths. It encouraged 

providers, persons at risk, family members, and others to learn how to prevent and manage 

opioid overdose, ensure access to treatment for individuals who are misusing opioids or who 

have a substance use disorder, and provide ready access to naloxone (NIDA, 2021). 

Local Problem 

In the state of Arizona, the number of reported prescription or synthetic opioid overdose 

deaths rose 35% from 2018 to a total of 1,063 deaths in 2019, which is a result of a death rate of 

17.89/100,000 residents accounting for 79% of the total burden of opioid death in 2019. This 

statistic continues to rise to where there has been a 15.8% increase in the total of opioid deaths 
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since 2017 and a 198% increase since 2012, and deaths due to opioids among persons under age 

55 constituted 79% of all opioid deaths in Arizona since 2008 (Arizona Department of Health 

Services [ADHS], 2020). Hospital opioid-related encounters were 56,623 in 2019, totaling an 

estimated $676 million in health care costs averaging $11,942 per opioid-related encounter. This 

cost per encounter has risen 54% since 2008, and the number of encounters per year has 

increased by 305% during the same period (ADHS, 2020). According to the ADHS (2020), a 

historical analysis completed in 2017 found that just 36% of persons who died from opioids had 

a prior opioid-related encounter at a hospital or emergency medical provider five years before 

their death. At the same time, 46% of those who died from opioids had a hospital or emergency 

medical encounter unrelated to opioids showing significant factors, including the patterns of 

prior medical history among persons who die from an opioid overdose.  

The US veterans and military has been identified as a critical population vulnerable to 

prescription opioid misuse (Tam et al., 2020). The national data from the US Veterans Health 

Administration (VHA) indicated an increasing rate of opioid overdose, from 14.47 (per 100,000) 

in 2010 to 21.08 in 2016 (Tam et al. 2020). Military populations are at high risk for prescription 

opioid misuse due to chronic pain, and many veterans and military personnel who are prescribed 

opioid medications are also diagnosed with psychiatric and behavioral comorbidities, such as 

mental health disorders and substance abuse disorders, which increase the likelihood of opioid 

misuse (Tam et al. 2020).  

From August 2021 through August 2022, a total of 105 patients were admitted to 

Southern Arizona Veteran Affairs Health Care Systems (SAVAHCS) or transferred from a non-

VA healthcare facility to SAVAHCS with a diagnosis of “overdose,” and 45 of those overdose 
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patients were due to opioid overdose (Veterans Health Administration Stratification Tool for 

Opioid Risk Mitigation [STORM], 2022). It is not indicated whether the opioid overdose was 

accidental or intentional. Among the 45 overdose patients, 35 patients did not have an active 

naloxone prescription with their opioid therapy (STORM, 2022). According to the STORM 

report, in August 2022, two hundred and eighty-seven patients were on opioid therapy at the 

Sierra Vista Community-Based Outpatient Clinic (CBOC); 67 of those patients had an active 

naloxone prescription with their opioid therapy, but only 10 of those naloxone prescriptions were 

written by providers at the Sierra Vista CBOC (STORM, 2022). Four of the 105 patients 

admitted for an overdose at SAVAHCS this past year were established at the Sierra Vista CBOC. 

Still, only one of those patients was considered an opioid overdose (STORM, 2022). Veterans, 

particularly those prescribed opioids, experience overdose, and suicide events at roughly twice 

the rate of the general population (AHRQ, 2022). 

Intended Improvement 

Project Purpose 

Promote the prescription of naloxone using a patient-centered medical team approach in a 

community-based outpatient clinic (CBOC) with patients on opioid therapy. 

Project Question 

Among healthcare professionals within a single CBOC, what is a single educational 

session's effect on the importance of prescribing naloxone with opioid therapy? 

Project Objectives 

1. Increase providers and health care professionals to advocate for prescribing naloxone 

for patients on opioid therapy using a patient-centered medical team approach. 



 

 
16 

2. Five percent increase in the prescription of naloxone with opioid therapy. 

Theoretical Framework 

Lewin's Change Theory Model is an approach that was used to promote change within 

the organization. Healthcare organizations are complex adaptive symptoms where change is a 

complex process with varying degrees of complexity and agreement among disciplines 

(Wojciechowski, et al., 2016). Lewin’s theory proposes that individuals and groups of 

individuals are influenced by restraining forces, or obstacles that counter driving forces aimed at 

keeping the status quo, and driving forces, or positive forces for change that push in the direction 

that causes change to happen (Wojciechowski, et al., 2016). The tension between driving and 

restraining maintains equilibrium (Wojciechowski, et al., 2016). The model facilitates 

interprofessional collaboration to improve patient outcomes (Brown, 2021).  

Lewin's Change Theory Model (Figure 1) indicates three steps to change the status quo 

within an organization: unfreezing, changing, and refreezing (Hussain, et al., 2016). This model 

consists of the following steps: 

1. Unfreezing, or creating problem awareness, making it possible for people to let go of 

old ways/patterns and undoing the current equilibrium 

2. Changing/moving, which is seeking alternatives, demonstrating the benefits of 

change, and decreasing forces that affect change negatively 

3. Refreezing is integrating and stabilizing a new equilibrium into the system, so it 

becomes a habit and resists further change (Wojciechowski, et al., 2016). 

Along with the three steps associated with change, leadership’s commitment to change is just as 

crucial within Lewin’s Change Theory Model. Leadership is defined as a process by which an 
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individual influences a group of individuals to achieve common goals (Hussain et al., 2016). 

Leadership is vital in the change process of organizational change as leadership motivates 

followers to commit to and work hard in pursuit of change goals and work with them to 

overcome obstacles to change (Hussain et al., 2016). 

Figure 1 

Lewin’s Change Theory Model 

 
Note: Diagram from Hussain et al. (2016). 

Within this quality improvement (QI) project, the unfreezing stage occurred when 

educating health care professionals about the opioid crisis and the lack of naloxone prescription 

with opioid therapy. Education included handouts that the staff provided to the patient to 

encourage conversation about opioid overdose prevention and naloxone. The change stage 

occurred when the providers and healthcare professionals had the education and training in their 

workflow when caring for patients on opioid therapy. The medical director and clinical nurse 

manager encouraged the importance of this change within the clinic to promote safety with 
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patients on opioid therapy. The refreezing stage occurred when the change in workflow is now 

part of the practice for the providers and healthcare professionals when caring for patients on 

opioid therapy.  

Literature Synthesis 

This literature synthesis aims to collect and organize evidence related to 1) naloxone 

prescribing with opioid therapy as a strategy to prevent opioid-induced overdose and 2) the 

willingness of primary care providers to prescribe naloxone to patients taking prescription 

opioids. 

Evidence Search 

Three searches were conducted using PubMed, Cumulative Index of Nursing and Allied 

Health Literature (CINAHL), Google Scholar, and databases accessed via the Arizona Health 

Sciences Library. Filters were placed to include articles published within the last five years, 

English language, and full text. The PubMed database was used to identify current practice 

guidelines for co-prescribing Naloxone using the Medical Subject Headings (MeSH) function. 

Search terms included “co-prescription of naloxone,” “primary care providers,” and “opioid 

therapy.” CINAHL key search terms included “co-prescription of naloxone” AND “healthcare 

provider education.”" Google Scholar key search terms had “naloxone” AND “primary care 

providers.” Full-text version unduplicated articles located using the University of Arizona Health 

Sciences Library search engine. The articles were assessed for eligibility by their objectives, 

purpose, design, sample size, and outcomes and appraised for strengths and weaknesses. 

Limitations, gaps in research, and proposed improvements were also identified. A total of 20 

articles were deemed applicable to the phenomenon of interest and included in the synthesis. The 
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following themes emerged from the literature review and reflected influences on primary care 

providers' willingness to prescribe naloxone with opioid therapy. 

Knowledge Deficits 

The evidence demonstrates that a strategy to decrease opioid overdose is the prescription 

of naloxone. However, despite the data, there is still reluctance from primary care providers to 

write naloxone prescriptions due to misconceptions regarding potential legal risks associated 

with naloxone, lack of knowledge around prescribing naloxone, lack of understanding around 

educating patients, and inability to identify patients eligible for naloxone (Behar et al., 2018; 

Davis et al., 2016; Davis & Carr, 2016; Guy et al., 2021; Kispert et al., 2019; Lin et al., 2019; 

Mueller et al., 2017; Qeadan & Madden, 2021). Federal and state-level efforts, such as the White 

House Turn the Tide Campaign in 2016, the Surgeon’s General’s Advisory on Naloxone and 

Opioid Overdose, and the Centers for Disease Control and Prevention establishing guidelines for 

prescribing naloxone to patients, still have not provided enough confidence for primary care 

providers to be comfortable prescribing naloxone to patients on opioid therapy (Follman et al., 

2019; Lin et al., 2019). Evidence shows that educational interventions can increase primary care 

providers’ awareness of naloxone, resulting in higher levels of acceptance and confidence in 

prescribing naloxone (Behar et al., 2016; Behar et al., 2018; Follman et al., 2019; Guy et al., 

2021; Lin et al., 2019).  

Attitudes, Biases, and Stigmatization 

Prescription-only status of naloxone presents several barriers to access, attributed to the 

limited number of prescriptions of naloxone with opioid therapy. Some obstacles include patients 

refusing to fill naloxone at the pharmacy due to the stigma or self-perception of the patient that 
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they are not “at risk” (Behar et al., 2018; Evoy et al., 2021; Lin et al.., 2019; Mueller et al., 2017; 

Sohn et al., 2019). Other perceptions of patients include if a naloxone prescription is accepted, 

there is fear of exacerbating providers’ concerns of opioid misuse resulting in fear of loss of 

opioids for pain management; feeling that the prescription was unnecessary, feeling judged, or 

being scared; patients believing that they were low risk for overdose maintaining that a 

prescription for naloxone would be beneficial for other patients, but less helpful for themselves 

(Behar et al., 2018; Envoy et al., 2021; Mueller et al., 2017). According to the CDC Guidelines 

for Prescribing Opioids for Chronic Pain, only 1.6% of all adults who received average opioid 

dosages > 90 MME filled with naloxone (Evoy et al., 2021; Lin et al., 2019; Mueller et al., 

2017). 

The willingness of providers to prescribe naloxone with opioid therapy has been a factor 

in the limitation of prescribing naloxone. Perceptions of fear of offending patients and providing 

education about naloxone would “take too long” are concerns related to prescribing naloxone 

(Behar et al., 2018; Davis et al., 2016; Davis & Carr, 2016; Guy et al., 2021; Kispert et al., 2019; 

Lin et al., 2019; Mueller et al., 2017; Qeadan & Madden, 2021). Despite the negative perceptions 

of naloxone, providers who received education about naloxone were 11 times more likely to 

prescribe naloxone to their patients on opioid therapy compared to providers who had not 

received education (Behar et al., 2018; Evoy et al., 2021; Lin et al., 2019; Mueller et al., 2017). 

While providers expressed concerns that prescribing naloxone may be considered 

stigmatizing, patient-participants suggested that naloxone could be prescribed using a patient-

centered approach that is empowering and non-judgmental (Mueller et al., 2017). Patients were 

more accepting of naloxone prescriptions with enhanced communications with providers about 
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providers’ concerns about patients’ safety when discussing the importance of naloxone (Mueller 

et al., 2017).  

Logistical Concerns 

Despite the availability of naloxone, opioid overdose mortality continues to rise (Lin et 

al., 2019). The “Advisory on Naloxone and Opioid Overdose” and the 2016 CDC Guideline for 

Prescribing Opioids for Chronic Pain encourage healthcare providers to identify patients with 

risk factors for opioid overdose and prescribe naloxone to those patients to prevent overdose (Lin 

et al., 2019). Naloxone prescribing in primary care to patients receiving opioids has been 

associated with reductions in ED visits and is an acceptable overdose prevention strategy for 

patients and providers, but overall prescribing of naloxone remains minimal within primary care 

(Lin et al., 2019). In one study, 98.5% of eligible patients with opioid misuse, dependence, or 

prior overdose were not prescribed naloxone despite numerous interactions with the healthcare 

system, which they could have received naloxone (Behar et al., 2018; Follman et al., 2019, Lin et 

al., 2019). 

Comprehensive Appraisal of Evidence 

No randomized control (Level I) studies were found. Level II and III evidence of good to 

high quality were included in this quality improvement project. Level II evidence studies 

included in this QI project consisted of Mixed-Method design and Quantitative studies. Level III 

evidence studies provided Systematic Reviews, Retrospective Cohorts, and Qualitative studies. 

Strengths, Weaknesses, and Limitations of Evidence 

The strengths of the evidence collected for this quality improvement project included a 

collection of retrospective cohort studies, qualitative and quantitative study designs, and 
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systematic reviews. Studies with quantitative data focused on the number of naloxone 

prescriptions filled by outpatient pharmacies compared to naloxone prescriptions filled per script 

written by health care providers. Retrospective cohort and qualitative studies provided the 

patient’s and provider’s perspectives regarding the co-prescription of naloxone with opioid 

therapy. Systematic review non-experimental studies provided data on the number of naloxone 

prescriptions written during a specific timeframe. They included data that showed improved 

outcomes to prevent opioid overdose with the prescription of naloxone with opioid therapy. Most 

studies lacked a theoretical framework and did not reveal a research design. 

Gaps and Limitations 

The evidence revealed gaps in the literature, including limited studies concerning the co-

prescription of naloxone within the primary care setting. Many articles showed the advantage of 

naloxone being dispensed by community pharmacies through community-based programs for 

opioid overdose prevention. Although studies showed an increase in co-prescription of naloxone 

when education was provided, no studies provided what type of educational methods were more 

successful in helping implement change in practice. Studies lacked implementation of clinical 

practice guidelines to optimize patient care. 

METHODS 

Project Design 

Naloxone is a feasible and effective harm-reduction strategy to reduce opioid overdoses, 

yet healthcare professionals still hesitate to prescribe naloxone with chronic opioid therapy 

(Behar et al. 2016). This QI project was at the Sierra Vista CBOC, a satellite clinic within 

SAVAHCS. The Sierra Vista CBOC uses the Patient Aligned Care Team (PACT) model to 
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provide team-based care to its veterans. PACT teams comprise a primary care provider (PCP), 

nurse care manager or registered nurse (RN), clinical pharmacist, and licensed practical nurse 

(LPN) who work with the PCP to provide more comprehensive and proactive care (Ladebue et 

al., 2016). This QI project aimed to increase providers' and healthcare professionals' advocacy 

for prescribing naloxone for patients on opioid therapy via a patient-centered medical team 

approach in primary care. 

The study design for this QI project used a PowerPoint educational presentation about 

naloxone and opioid overdose to the PACT team. The STORM database was utilized pre and 

post-education to determine if there was an increase in the number of naloxone prescriptions 

with opioid therapy. The project also included a survey two weeks after the educational session 

to assess the effectiveness of the educational session. 

Model for Implementation 

Plan-Do-Study-Act (PDSA) Cycle 

The Plan-Do-Study-Act (PDSA) cycle of the Model for Improvement (Figure 2) will be 

utilized to guide the implementation of this QI project.  

Plan 

The first phase of the PDSA cycle begins with developing a plan to test the proposed 

intervention (IHI, 2022). This QI project consisted of a one-time educational session about 

naloxone and the importance of prescribing naloxone with opioid therapy. The educational 

session included a PowerPoint presentation describing the evidence of naloxone, the myths 

surrounding prescribing naloxone, patient-centered approaches for discussing naloxone, and a 
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handout of the intranasal naloxone kit which the VA Pharmacy readily provides. A survey was 

emailed to the healthcare professionals two weeks after the educational session. 

Figure 2 

Model for Improvement 

 
Note. Diagram from Institute for Healthcare Improvement (2022). 

Do 

The second phase of the PDSA cycle is to carry out the test (IHI, 2022). Within this 

phase, the PCP identified and prescribed naloxone for patients on opioid therapy that do not 

currently have an active prescription of naloxone. The PCP then contacts either the Clinical 

Pharmacist or RN to follow up with the patient, if needed, via phone or face-to-face appointment 

after naloxone is dispensed to the patient to discuss the medication and indications when 

naloxone should be administered. The LPN issues handouts from the VA Opioid Overdose 

Education & Naloxone Distribution (OEND): “Opioid Overdose Prevention and Reversing an 
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Overdose with Naloxone” (Appendix E) when patients came to their routinely scheduled opioid 

appointment follow-up with the provider. Typically, the PCP usually meets with opioid patients 

every three months. For this QI project, the PCP was advised to prescribe naloxone with any 

opioid refill due during these two weeks. During the routine opioid follow-up appointment, the 

PCP continues to re-educate about opioid therapy, signs and symptoms of overdose, and the 

prescription of naloxone with opioid therapy. The RN would be available to reinforce the 

information discussed naloxone if needed after the patient's PCP appointment. 

Study 

The third phase of the PDSA Cycle is to set aside time to analyze the data and study the 

results (IHI, 2022). The goal is to see a 5% increase in the prescription of naloxone with opioid 

therapy.  

Act 

The last phase of the PDSA Cycle is to refine the change based on what was learned from 

the test (IHI, 2022). The goal is to see continued workflow change with the providers’ and 

healthcare professionals’ continued advocacy of naloxone with opioid therapy.  

Setting and Stakeholders 

The setting was at a CBOC within SAVAHCS in Sierra Vista, AZ. This clinic is rural and 

has seven PCPs working full-time. Each PCP is part of a PACT, which includes healthcare 

professionals such as a clinical pharmacist, and an RN and LPN on each team to help provide 

care to veterans.  

US military veterans face many biopsychosocial challenges post-service that may elevate 

the risk for opioid-related overdose, including physical pain, mental health concerns, and social 
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stressors (Bennett et al., 2019). This educational session engaged the PACT team to improve 

harm reduction efforts to increase the prescription of naloxone via a patient-centered medical 

team approach. Key administrative stakeholders included the Chief of Primary Care, the Chief of 

Nursing for Primary Care, the Clinic Nurse Manager for SV CBOC, and the Clinic Medical 

Director for SV CBOC. Stakeholders included PCPs, RNs, LPNs, and clinical pharmacists. 

Planning the Intervention 

Although naloxone is readily available, naloxone prescriptions with opioid therapy 

remain limited in the primary care setting. The educational session of this QI project was to 

increase the prescription of naloxone using a patient-centered medical team approach for 

veterans on opioid therapy. A patient-centered medical team approach was designed to eliminate 

most barriers/hesitations to prescription naloxone in primary care with opioid therapy.  

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

SAVAHCS IRB Committee, the disclosure form was sent to Primary Care leadership, and the 

recruitment email was sent to the providers and healthcare professionals at Sierra Vista CBOC. 

An email invitation for the educational intervention was sent out to the providers and healthcare 

professionals to be held via Microsoft Teams a week later. The Clinical Nurse Manager advised 

the online Microsoft Teams meeting format due to limited space in the clinic. With support from 

the Sierra Vista Clinical Nurse Manager, she promoted attending the educational session during 

the clinic’s morning huddles daily for a week. The educational presentation was a 10-minute 

PowerPoint presentation (Appendix E) that included the PCPs, RNs, LPNs, and clinical 

pharmacists. The educational session discussed naloxone and proposed a change in workflow 

involving PACT when caring for veterans on opioid therapy. After the PowerPoint presentation, 
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all questions were answered, and examples of the handouts were distributed to the staff. Two 

weeks after the presentation, a survey was emailed to the providers and healthcare professionals 

to assess the effectiveness of the educational session. 

Participants and Recruitment 

Participants meeting the following inclusion criteria were invited to participate: 

1. Employed by SAVAHCS and currently working at the Sierra Vista CBOC 

2. Be a healthcare professional member of a PACT Team in the clinic 

3. Have an employee email 

4. Be fluent in English 

The goal was to recruit a minimum of nine participants, which equates to approximately 50% of 

the number of providers/healthcare professionals at Sierra Vista CBOC. To meet the goal for the 

number of participants, all seven PCPs, seven RNs, six LPNs, and the clinical pharmacist was 

notified via email of the opportunity to participate. Participation in this quality improvement 

project was strictly voluntary. The participants could disengage from participation at any time, 

and no consequence would occur if they decided not to participate.  

Consent and Ethical Considerations 

In accordance with the University of Arizona's and SAVAHCS’ Human Subjects 

Protection Program, this author completed and submitted all necessary documents to the 

University of Arizona Institutional Review Board and the SAVAHCS Institutional Review 

Board for project approval. This author first obtained site approval from the SV CBOC Clinic 

Medical Director for this quality improvement project in the form of a written authorization letter 

(Appendix A). The proposed QI project did not meet the definition of human subject research; 
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therefore, IRB approval was not required by the University of Arizona nor SAVAHCS. 

However, before conducting this QI project, consent and authorization were obtained from the 

University of Arizona College of Nursing and SAVAHCS Institutional Review Board 

Committee (Appendix A).  

Before implementing this QI project, the DNP Project Disclosure Letter (Appendix B) 

was emailed to the Chief of Primary Care, the Chief Nurse of Primary Care, and the SAVAHCS 

Union President per SAVAHCS Institutional Review Board Committee recommendation to 

notify Primary Care leadership of the project. This author waited a week for any response from 

Primary Care leadership to object or have concerns about this quality improvement project; no 

response was received. A recruitment email (Appendix C) was sent to the Sierra Vista CBOC 

providers and healthcare professionals one week before the educational session.  

This author is currently a provider at the Sierra Vista CBOC. As an ethical consideration, 

the patient panel of this author was not to be included in this QI project per the recommendations 

of the SAVAHCS Institutional Review Board. 

Data Collection 

The QI project incorporated data from the STORM reporting system and data from an 

anonymous questionnaire two weeks after the education session. The questionnaire used a 5-

point Likert-type scale (Appendix D) and was emailed to the providers and healthcare 

professionals to assess the effectiveness of the educational session. Data collection for the 

anonymous survey was obtained through JotForm online program. To prevent bias and maintain 

project integrity, all participants received the same educational presentation and survey 
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questions. The anonymous questionnaire provided demographic data related to the participants' 

clinical roles and experiences in the clinic.  

The STORM report provided the number of patients at Sierra Vista CBOC who are on 

opioid therapy and indicated whether the naloxone prescription is active with the patient's opioid 

prescription. The STORM pulls data from the Corporate Data Warehouse, which is updated 

nightly with new information from the patient’s medical records. However, there may be a 1 to 2 

day(s) delay between when an update is made in the patient’s medical record and when the 

update is displayed in the STORM (STORM, 2022). Filters used to extract data from the 

STORM report were specific to PCP at Sierra Vista CBOC. However, patients who also 

appeared on the list were prescribed opioids by non-PCP providers, such as those prescribed by 

specialty providers, as these patients are currently established at Sierra Vista CBOC. 

Data Analysis 

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

report was used to determine if the educational session increased providers' willingness to 

prescribe naloxone with opioid therapy. Data was obtained one week before the educational 

session and two weeks after.  

The second method of analysis used a post-survey questionnaire (Appendix D) that was 

emailed to the providers and healthcare professionals to assess the effectiveness of the 

educational session. Univariate descriptive statistics were used, and all collected results were 

measured, summarized, and presented as charts and bar graphs using Microsoft Excel and 

Microsoft Word. 
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RESULTS 

Participant Characteristics 

Attendance was obtained when the educational session started. Seven PCPs, five RNs, 

and five LPNs attended the session. Despite the number of those who attended the educational 

session, only 13 survey submissions were received two weeks after the session accounting for 

68% of the total Sierra Vista CBOC PACT team members. Six providers (one medical doctor 

and five nurse practitioners), three registered nurses, and four licensed practical nurses submitted 

their responses to the survey. 

Demographic data collected included the provider and the number of their patients taking 

prescription opioids (Figure 3) and data of those that submitted the post-educational survey 

(Figure 4).  

Figure 3 

Bar Graph Depicting Provider and Number of Patients on Opioid Therapy 
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Figure 4 

Bar Graph Depicting Results for Survey Question 1 (Q1)  

 

Outcomes 

Data were extracted from the STORM database one week before the educational 

intervention and two weeks afterward. The information was obtained for each of the individual 

Sierra Vista PACT PCP patients on opioid therapy concerning if the naloxone prescription was 

active before or after the educational intervention and indication if there was no naloxone 

prescription present with opioid therapy after the education intervention (Figure 5). 
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Figure 5 

Bar Graph Depicting Results of Naloxone 

 

The STORM database indicated 140 patients on opioid therapy at the Sierra Vista CBOC. 

Patients were excluded from the project if a provider outside the Sierra Vista CBOC, such as a 

specialty provider, prescribed opioid therapy. Patients on opioid therapy belonging to this 

principal investigator’s patient panel were also excluded per recommendations from the 

SAVAHCS IRB committee. After exclusions, ninety-eight patients were found to be on opioid 

therapy at the Sierra Vista CBOC.  

As previously mentioned, by August 2022, only 10 patients were prescribed naloxone by 

providers at the Sierra Vista CBOC. By the time approval and implementation of this QI project 

were allowed, the time frame was two months.  

One week before this QI project was implemented, the STORM report indicated that a 

total of 21 patients on opioid therapy had an active naloxone prescription at the Sierra Vista 

CBOC compared to two months ago. For this QI project, the data was collected two weeks after 
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the educational session to prove the educational session was effective in increasing naloxone 

prescriptions with opioid therapy. 

Data collected from the STORM database two weeks after the educational intervention 

showed 18 patients were found to have an active naloxone prescription prescribed by providers 

at the Sierra Vista CBOC. This accounted for a 23% increase in naloxone prescriptions at the 

Sierra Vista CBOC two weeks post-educational session, which met the goal of this QI project. 

Fifty patients were without an active naloxone prescription two weeks post-educational session.  

The effectiveness of the educational session was also assessed using a questionnaire two 

weeks after the educational presentation (Appendix D). The responses from the participants are 

represented in Table 1. 

The results for surveys Q2 and Q3 demonstrated that the participants felt comfortable 

discussing overdose and overdose prevention strategies with patients, as evidenced by the 

majority of the response of ‘agree’ and ‘strongly agree’ (Figure 6). 
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Table 1 

Two-Week Post-Education Survey Results from Participants 

 Strongly 
Disagree Disagree Neutral Agree Strongly 

Agree 
Q2: I am familiar enough with overdose 
prevention strategies to discuss with my patients   2 8 3 

Q3: I am comfortable talking to my patients about 
preventing overdose from opioids   3 7 3 

Q4: I am concerned that discussing overdose 
prevention strategies with my patients who are 
prescribed opioids will send the message that I 
don’t trust them 

4 8 1   

Q5: I am still concerned that discussing overdose 
strategies and prescribing Naloxone Rescue Kits 
gives the impression that I am condoning opioid 
misuse 

4 8 1   

Q6: I am concerned that opioid users will use 
more opioids if they know they have access to 
Naloxone Rescue Kits 

3 8 2   

Q7: I am concerned that opioid users will be less 
likely to seek out treatment if they have access to 
Naloxone Rescue Kits 

3 8 2   

Q8: I believe that prescribing opioids and a 
Naloxone Rescue Kit may give the impression to 
my colleagues and supervisors that I am 
condoning unsafe levels of opioids 

5 7 1   

Q9: I believe that prescribing opioids and 
Naloxone Rescue Kit may give the impression to 
my patient that he/she is taking unsafe levels of 
opioids 

3 9 1   

Q10: I am comfortable discussing and teaching 
about the side effects of Naloxone to my patient   2 9 2 

Q11: I do not believe that providing Naloxone 
Rescue Kits might increase my legal or liability 
risk 

 2 1 8 2 

Q12: I believe that it is the responsibility of the 
clinician prescribing the opioids to discuss 
overdose prevention with patients 

 2 2 6 3 
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Figure 6 

Bar Depicting Results for Survey Question 2 and Question 3 (Q2-Q3) 

 

When asked about the willingness to discuss naloxone with patients in survey Q4-Q11, 

most of the answers fell along the correct category of ‘disagree’ or ‘strongly disagree’ indicating 

that they are not concerned about discussing naloxone with patients and are not concerned with 

the stigma related to naloxone and opioid overdose (Figure 7).  
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Figure 7 

Bar Graph Depicting Results for Survey Question 4 – Question 11 (Q4-Q11) 

 

Survey Q12 produced most answers with ‘agree’ or ‘strongly agree’ on having the 

clinician prescribing the opioids as the one responsible for providing education about overdose 

prevention (Figure 8). When broken down to the individual role of the participants and their 

answers, it was found that providers’ answers ranged from ‘disagree’ to ‘strongly agree,’ and 

answers from RNs and LPNs were ‘agree.’ These results show there are still mixed feelings 

regarding a team approach to the advocacy of naloxone. 
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Figure 8 

Bar Graph Depicting Survey Question 12 (Q12) 

 

DISCUSSION 

Summary 

The QI project effectively promoted the prescription of naloxone. It used a patient-

centered medical team approach combined with an educational session in a community-based 

outpatient clinic with patients on opioid therapy. Two weeks after the educational session, there 

was a 23% increase in naloxone prescriptions at the Sierra Vista CBOC. According to a study by 

Behar et al. (2016), providers who received education on naloxone reported that they were likely 

to prescribe naloxone to most patients on opioid therapy. The educational session’s impact 

proved to be effective as it increased the providers’ and healthcare professionals’ awareness of 

naloxone, which contributed to an increase in naloxone prescriptions at the Sierra Vista CBOC.  

Another contribution to the increase of naloxone prescription with opioid therapy was 

introducing the change in workflow, offering a patient-centered team-based approach with these 

0

1

2

3

4

5

6

Disagree Neutral Agree Strongly Agree

Survey Q12

Provider Registered Nurse Licensed Practical Nurse



 

 
38 

patients. A patient-centered medical home includes (a) team-based care, (b) enhanced access to 

care, (c) coordinated care across inpatient and outpatient settings or primary and specialty care, 

and (d) comprehensive care, including preventative, acute, and chronic care (Ladebue et al., 

2016). Typically, in a primary care office setting, staff providing care to the patient involves the 

provider and their medical assistant. The limited number of staff has led to problems with time 

constraints, causing hesitation in primary care when addressing opioid therapy and overdose 

prevention, as it usually falls on the provider to provide the education. Luckily, the PACT model 

encompasses the provider, RN, LPN, and a clinical pharmacist working together to provide 

patient-centered care. Before this educational session, it was assumed by the providers at the 

Sierra Vista CBOC it was their responsibility to provide education on both the prevention of 

opioid overdose and naloxone. The lack of naloxone prescriptions evidenced this before the 

educational intervention. By following the PACT model, providers at the Sierra Vista CBOC can 

coordinate and define specific duties for each team member when caring for patients on opioid 

therapy. Adopting a team-based approach and using the PACT team model workflow has 

removed barriers of time constraints and stigma related to opioid therapy and education of 

naloxone with patients.  

The clinical pharmacist did not attend the educational intervention. The Veterans Affairs 

Medical Centers (VAMCs) developed the opioid Overdose Education and Naloxone Distribution 

(OEND) program, which was implemented in September 2015. This program allowed for 

pharmacist-led individual and group patient education (Pauly et al., 2018). Although the clinical 

pharmacist did not attend the educational session, it should be assumed that with the 

implementation of the VAMC OEND program, the clinical pharmacist is aware and familiar with 
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their role as part of PACT in providing education of naloxone with patients on opioid therapy at 

the Sierra Vista CBOC. 

Interpretation 

This QI project identified an inconsistency of managed care at Sierra Vista CBOC and 

the underutilization of resources readily available at VAMCs. Despite the PACT team model and 

VAMC OEND program being in place, the prescription of naloxone with opioid therapy was still 

lacking at Sierra Vista CBOC. The idea of a patient-centered team-based approach was not 

readily thought of with opioid overdose prevention and naloxone education compared to other 

disease processes, such as type 2 diabetes (T2DM) or chronic obstructive pulmonary disease 

(COPD) where the PACT model is strongly utilized within VAMCs. The concept of working as 

a team was introduced through the educational session of this QI project. Providers and 

healthcare professionals realized that education on the prevention of opioid overdose and 

education on naloxone could be done by encompassing the whole PACT team compared to only 

falling on the provider to manage patients on opioid therapy. 

Implications 

The results of this QI project offer future implications for clinical practice, continuing 

education, research, and policy. 

Clinical Practice 

Prescription opioid misuse has become a critical public health issue in the US, with 

veterans and the military population especially vulnerable (Tam et al., 2020). This QI project 

shows that opioid risk mitigation is essential when caring for veterans. The US Department of 

Veterans Affairs (VA) (2020) announced that it has successfully reduced prescription opioid use 
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in patients within the VA healthcare system by 64%, from more than 679,000 veterans in the 

fiscal year 2012 to 247,000 in the fiscal year 2020. Approaching opioid prevention and naloxone 

education using the PACT model is an essential component to improve opioid risk mitigation 

strategies, therefore, promoting safer practices of opioid therapy among the veteran population. 

Continuing Education 

The finding in this QI project has shown that continuing education is essential for 

providing best practices within primary care. As mentioned in previous studies, continued 

education about naloxone has improved the number of naloxone prescriptions in primary care 

clinics. This QI project indicates that there should be more opportunities for ongoing education 

with opioid risk mitigation strategies compared to a one-time educational session. 

Future Projects 

Future projects using a patient-centered team-based approach should continue to be 

investigated regarding promoting opioid risk mitigation strategies in other primary care clinics. 

Implementing the PACT model at VAMCs is a unique clinic setting compared to traditional 

primary care clinics.  

Policy 

This QI project identified a lack of naloxone prescriptions among providers at the Sierra 

Vista CBOC despite the availability of naloxone, publishing the 2016 CDC Guidelines for 

Opioid Therapy, the VAMC PACT model, and the VA OEND program. Introducing a team 

approach to advocating for naloxone with opioid therapy is a unique situation within the primary 

care setting. A team approach should be incorporated into policy to eliminate some barriers 

associated with naloxone when caring for patients, such as veterans, on opioid therapy. 
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Limitations 

This QI project met the goal of increasing naloxone prescriptions at the Sierra Vista 

CBOC. However, there are limitations associated with this project. First is the time constraint 

involved with this QI project. Although there was an increase in naloxone within two weeks, the 

assessment of permanent workflow change was impossible. Another limitation is the small 

sample size. Although most of the Sierra Vista PACT Team members attended the educational 

intervention, only thirteen submitted their post-educational survey responses. The number of 

participants remained above the goal, providing meaningful data. 

DNP Essentials Addressed 

DNP Essential I: Scientific Underpinnings for Practice 

DNP Essential I indicates that the DNP graduate possesses a wide array of knowledge 

gleaned from the sciences and can translate that knowledge quickly and effectively to benefit 

patients in the daily demands of practice environments (AACN, 2006). This QI project identified 

the lack of naloxone prescriptions at the Sierra CBOC and identified a patient-centered team-

based approach to improve naloxone prescriptions for patients on opioid therapy. They applied 

Lewin’s Change Theory framework and, using the PDSA model, guided the implementation of 

this QI project. 

DNP Essential II: Organizational and Systems Leadership for Quality Improvement and 

Systems Thinking 

DNP Essential II indicates that DNP graduates focus on the needs of a panel of patients 

and can conceptualize new care delivery models that are feasible within current organizational, 

political, cultural, and economic perspectives (AACN, 2006). This QI project reinforced using 



 

 
42 

the PACT model for caring for patients at the Sierra Vista CBOC on opioid therapy. Although it 

was not a new delivery of care within VAMCs, the PACT model was underutilized at the Sierra 

Vista CBOC. This principal investigator recognized the need for an increase in naloxone 

prescriptions and further education to providers and healthcare professionals to utilize the PACT 

model with patients on opioid therapy. 

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

Practice 

DNP Essential III indicates that the DNP graduate generates evidence through their 

practice to guide improvements in practice and outcomes of care (AACN, 2006). This principal 

investigator demonstrates this by identifying the problem and developing the project objectives, 

achieving institutional review board (IRB) status from both the University of Arizona and 

SAVAHCS and analyzing the data of this QI project. 

DNP Essential IV: Information Systems/Technology and Patient Care Technology for the 

Improvement and Transformation of Health Care 

DNP Essential IV indicates that the DNP graduate demonstrates knowledge of standards 

and principles for selecting and evaluating information systems and technology (AACN, 2006). 

The VHA Stratification Tool for Opioid Risk Mitigation (STORM) database was used to obtain 

information about current naloxone prescriptions for patients on opioid therapy at the Sierra 

Vista CBOC for this QI project. The educational intervention was presented using a PowerPoint 

presentation and introduced to the providers and healthcare professionals using Microsoft Teams 

platform. The survey was sent and collected to the staff using JotForm. 
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DNP Essential V: Health Care Policy for Advocacy in Health Care 

DNP Essential V indicates that the DNP graduate can design, implement and advocate for 

health care policy that addresses social justice and equity issues (AACN, 2006). Despite the 2016 

CDC guidelines and current VA policies of the PACT model and VA OEND in place, there was 

still hesitation toward naloxone prescription with opioid therapy at the Sierra Vista CBOC. This 

QI project brought forward utilizing the PACT model as a team-based approach to care for 

patients on opioid therapy. 

DNP Essential VI: Interprofessional Collaboration for Improving Patient and Population 

Health Outcomes 

DNP Essential VI indicates that the DNP graduate employs effective communication and 

collaborative skills to develop and implement practice models and create change in healthcare 

and complex healthcare delivery systems (AACN, 2006). This QI project promoted collaboration 

between providers, RNs, LPNs, and the clinical pharmacist to advocate for naloxone 

prescriptions with opioid therapy at the Sierra Vista CBOC. Interprofessional collaboration also 

occurred with the Clinic Nurse Manager and the Clinic Medical Director for the continued 

support of this QI project. 

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

Health 

DNP Essential VII indicates that the DNP graduate engages in leadership to integrate and 

institutionalize evidence-based clinical prevention and population health services for individuals, 

aggregates, and populations (AACN, 2006). US military veterans represent a population at 

elevated risk for fatal and non-fatal overdose, and veterans die from an opioid-related overdose 
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at roughly twice the rate of the general population (Bennet et al., 2019). This QI project focused 

on the veteran population at the Sierra Vista CBOC and the identification of a patient-centered 

team approach to increase naloxone prescription for patients on opioid therapy. Increasing the 

prescription of naloxone is an effective opioid risk mitigation strategy to decrease the mortality 

of opioid overdose deaths in the veteran population. 

DNP Essential VIII: Advanced Nursing Practice 

DNP Essential VIII indicates that the DNP graduate conducts a comprehensive and 

systematic assessment of health and illness parameters in complex situations, incorporating 

diverse and culturally sensitive approaches (AACN, 2006). Identifying the need and 

implementing this QI project exhibits advanced nursing practice, which has resulted in an impact 

of clinical practice change at the Sierra Vista CBOC to increase naloxone prescriptions with 

opioid therapy 

Conclusions 

The practice of opioid risk mitigation is essential when considering prescribing opioid 

therapy. Naloxone has been proven as a safe strategy to promote safety with opioid therapy. 

Veterans are among a vulnerable population when considering opioid therapy due to multiple 

chronic and behavioral issues associated with their care. Despite federal regulations and 

organizational resources, providers still hesitated to prescribe naloxone.  

A team approach to naloxone is a new method to advocate for prescriptions of naloxone 

with opioid therapy. However, this QI project showed mixed feelings about a team approach to 

supporting naloxone prescription with opioid treatment. Eliminating barriers of time constraints 
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and knowledge deficit might allow providers to continue to use this approach when caring for 

veterans on opioid therapy. 

Plan for Sustainability 

This QI project showed that continued education is essential to sustain the importance of 

naloxone with opioid therapy. Ongoing education would be beneficial to continue to promote the 

utilization of a team approach and changes within the PACT Team workflow when caring for 

patients on opioid therapy. 

Plan for Dissemination 

The plan for dissemination is to meet with Primary Care leadership to report the findings 

of this QI project. Due to the increase of naloxone within two weeks after the educational 

session, further reinforcement about the role of the different PACT Team members when caring 

for veterans on opioid therapy would be beneficial to sustain permanent workflow change. This 

team-based approach would also be helpful to other primary care clinics within SAVAHCS. 

Funding 

There was no funding needed for this QI project. 
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Disclosure Letter 
 
Team Approach to Prescribing Naloxone with Opioid Therapy 
 
Disclosure 
The purpose of this quality improvement project is to increase prescription of Naloxone with 
opioid therapy using a team approach at a rural primary care clinic. 
 
This quality improvement project is intended for healthcare providers and professionals at the 
Sierra Vista Community-Based Outpatient Clinic with Southern AZ VA Healthcare Systems. 
Your participation is strictly voluntary. You may decline participation at any time. There will be 
no consequences should you choose not to participate.  
 
If you choose to participate in this project, you will be asked to: 

1. Attend a 20-minute educational session about Naloxone. The educational session will 
include a 10-minute PowerPoint presentation describing the evidence of Naloxone 
with opioid therapy.  

2. Complete an 11 question post-education survey (Anonymous) 2 weeks after the 
educational session. 

For questions or concerns about this quality improvement project, you may contact Anne-
Jeanette Soto, DNP candidate (520) 227-7315 or bakean@arizona.edu, or Dr. Allen Prettyman, 
Committee Chair.  
 
 
Thank you in advance. 
Anne-Jeanette Soto, FNP-BC 
Anne-Jeanette Soto, FNP-BC 
Post-Masters DNP Candidate 
 

mailto:bakean@arizona.edu
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APPENDIX C –  

RECRUITMENT MATERIAL (RECRUITMENT EMAIL) 
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Recruitment Email 
 
Dear SV CBOC Healthcare Professionals, 
 
Please consider participating in this quality improvement project. 
 
What to Expect 
 
10-Minute Microsoft Teams Online Educational Session 
 
Brief Post-Education Survey two weeks after presentation 
 
Education Topics: 

• Discussion of the evidence of Naloxone with opioid therapy 
• Myths surrounding prescribing Naloxone 
• Patient-centered approaches for discussing Naloxone with patients 
• A handout about the intranasal Naloxone Kit which the VA Pharmacy provides 
• Discussion about what duty each of the PACT Team members will do to support the 

prescription of Naloxone with opioid therapy 

Goal is to increase the prescription of Naloxone with opioid therapy. 
 
An invitation to the upcoming education session will be sent out in one week.  
Your voluntary participation is much appreciated.  
 
Sincerely, 
 
Anne-Jeanette Soto, FNP-BC 
Anne-Jeanette Soto, FNP-BC 
Post-Masters DNP Candidate 
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APPENDIX D –  

EVALUATION INSTRUMENTS (QUESTIONNAIRE) 
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APPENDIX E –  

PARTICIPANT MATERIAL (POWERPOINT PRESENTATION / PATIENT GUIDE, 

INFORMATIONAL BROCHURE) 
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APPENDIX F –  
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Project Question: Among healthcare professionals within a single CBOC, what is the effect of a single educational session on the 
importance of prescription of naloxone with opioid therapy? 

Pub. Year; Author’s Last 
Name 

Title of 
Publication 

Type of 
Study 

Main Outcomes of 
Findings 

Support for and or Link to 
Project 

2021; Qeadan, F., & Madden, E. F. Associates between 
naloxone prescribing 
and opioid overdose 
among patients with 
acute and chronic pain 
conditions 

Retrospective 
cohort study 

Receiving a naloxone 
prescription appeared to be 
associated with increased risk 
of subsequent opioid overdose 
among patients with acute and 
chronic pain.  

This article is suggesting that 
prescribers often identified patients 
most in need of naloxone among 
patients with long bone and shoulder 
fracture, non-traumatic low back pain, 
and CPS. 

2021; Guy, G. P., Strahan, A. E., 
Haegerich, T., Losby, J. L., Ragan, 
K., Evans, M. E., & Jones, C. M. 

Concurrent naloxone 
dispensing among 
individuals with high 
risk opioid 
prescriptions, USA, 
2015-2019 

Retrospective 
cohort study 

In 2019, only 2.76% of 
individuals dispensed a high-
dose opioid prescription and 
0.82% of those with both an 
opioid and benzodiazepine 
prescription received a 
concurrent naloxone 
prescription.  

Despite increases in 2015 to 2019, 
concurrent naloxone dispensing among 
patients at increased risk of opioid 
overdose remains low. Low levels of 
clinician knowledge and self-efficacy 
concerning counseling patients on 
overdose and naloxone attributes to 
lack of concurrent naloxone 
prescriptions.  

2021; Evoy, K. E., Hill, L. G., & 
Davis, C. S. 

Considering the 
potential benefits of 
over-the-counter 
naloxone 

 The safety profile of naloxone 
and the availability of easy-to-
administer dosage forms, a 
transition of naloxone 
formulations designed for 
layperson use to OTC by the 
FDA should allow for safe and 
efficacious use in the 
community and may promote 
improved access.  

Educational outreach and funding for 
both health professionals and 
community OEND programs will 
continue to be crucial given the 
important role of both in 
recommending naloxone to people at 
risk for experiencing or witnessing an 
opioid-related overdose (ORO).  

2021; Brown, N. Implementing harm 
reduction strategies to 
reduce opioid 
overdoses 

Quasi-
experimental 
project 

The opioid overdose prevention 
toolkit did not increase patient 
access to naloxone. It was 
determined that further 
education is necessary for the 
NPs to ensure safer prescribing 
and patient access to naloxone.  

NPs are vital in implementing harm 
reduction strategies to reduce the 
number of opioid overdoses.  
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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 

2020; Tam, C. C., Zeng, C., & Li, 
X. 

Prescription opioid 
misuse and its 
correlates among 
veterans and military 
in the United States: A 
systematic literature 
review 

Systematic 
literature review 

17 empirical studies; The 
prevalence of prescription 
opioid misuse in veterans and 
military ranged from 6.9% - 
77.9% between 1980 to 2019.  

Prescription opioid misuse was 
prevalent in veterans and military and 
could be potentially influenced by 
multiple psycho-behavioral factors.  

2020, Kisper, D., Carwile, J. L., 
Silvia, K. B., Eisenhardt, E. B., & 
Thakarar, K. 

Differences in 
naloxone prescribing 
by patient age, 
ethnicity, and clinic 
location among 
patients at high-risk of 
opioid overdose 

Retrospective 
cohort study 

Despite frequent clinic visits, 
only 6% of clinic patients 
considered high-risk for opioid 
overdose received a naloxone 
prescription. More prescriptions 
were written for younger adults, 
Hispanics, patients receiving 
care from clinics in lower-
income communities, and those 
with a history of opioid use 
overdose.  

Primary care providers should use 
objective criteria, such as 2016 CDC 
recommendations, to determine the 
risk of opioid overdose and, for high-
risk patients, prescribe naloxone. 

2019; Sohn, M., Talbert, J. C., 
Huang, A., Lofwall, M. R., & 
Freeman, P. R. 

Association of 
naloxone 
coprescription laws 
with naloxone 
prescription dispensing 
in the United States 

Population-
based, state-
level cohort 
study 

The study used data from retail 
pharmacies in all 50 states; 
having a legal mandate for 
naloxone coprescription was 
associated with approximately 
7.75 times more dispensed 
naloxone prescriptions 
compared with not having 
requirements. 

These study findings suggest that 
legally mandated naloxone prescription 
for those at risk for opioid overdose 
may be associated with substantial 
increases in naloxone dispensing and 
further reduction in opioid-related 
harm.  

2019; Lin, L., Brummett, C. M., 
Wajee, J. F., Englesbe, M. J., 
Gunaseelan, V., & Bonhert, A. S. 

Association of opioid 
overdose risk factors 
and naloxone 
prescribing in US 
adults 

Retrospective 
observational 
study 

The percent of patients 
receiving naloxone increased, 
yet less than 2% of patients in 
any of the key overdose risk 
factor groups received naloxone 
by the last 6 months of the 
study periods. 

Naloxone prescribing has increased 
and was more likely to be co-
prescribed to patients with some risk 
factors for overdose, however, overall 
prescribing remains minimal.  

2019; Follman, S., Arora, V. M., 
Lyttle, C., Moore, Q., & Pho, M. T. 

Naloxone prescriptions 
among commercially 

Retrospective 
cohort study 

Although healthcare 
professionals play an important 

Patients at high risk of opioid overdose 
rarely received prescriptions of 



 

 
86 

Pub. Year; Author’s Last 
Name 

Title of 
Publication 

Type of 
Study 

Main Outcomes of 
Findings 

Support for and or Link to 
Project 

insured individuals at 
high risk of opioid 
overdose 

role in improving access to 
eligible patients, naloxone 
prescribing may remain limited. 
Co-prescribing of naloxone 
occurred in 0.02% of the time 
in hospital outpatient settings 
and 0.05% of the time in 
emergency department settings.  

naloxone despite numerous 
interactions with the health care 
system. Prescribing in emergency, 
inpatient, and outpatient settings 
represents an opportunity to improve 
access.  

2019; Bennett, A. S., Waterford, J. 
A., Elliott, L., Wolfson-Stofko, B., 
& Guarino, H. 

Military veterans’ 
overdose risk 
behavior: 
Demographic and 
biopsychosocial 
influences 

Cross-sectional 
study 

Participants reported an average 
of 4.72 overdose risk behaviors 
in the past 30 days.  

Veterans face myriad of 
biopsychosocial challenges and, while 
drug-related overdose risks are well 
understood, findings suggest that other 
factors - including mental health, pain 
and stressful life events- may also be 
associated with overdose risk among 
opioid-using veterans. 

2018; Behar, E., Bagnulo, R., & 
Coffin, P. O.  

Acceptability and 
feasibility of naloxone 
prescribing in primary 
care settings: A 
systematic review 

Systematic 
review 
following 
PRISMA 
guidelines; 
Period from 
2013-2017 

17 articles met inclusion 
criteria. One study in 2003, 
37% of respondents would not 
be willing to prescribe naloxone 
while in another study in 2006, 
54% of respondents would not 
prescribe naloxone. In contrast, 
two of the most recent studies 
in 2016 & 2017 indicated that 
90% and 99% of prescribers 
were willing to prescribe 
naloxone, respectively 

Prescribing naloxone in primary care 
settings is generally an acceptable and 
feasible intervention among both 
providers and patients. Providers’ 
willingness to prescribe naloxone to 
patients appears to have increased over 
time parallel to increasing attention 
and concern for the opioid crisis.  

2017; Behar, E., Rowe, C., Santos, 
G. M., Coffa, D., Turner, C., Santos, 
N. C., & Coffin, P. O. 

Acceptability of 
naloxone co-
prescription among 
primary care providers 
treating patients on 
long-term opioid 
therapy for pain 

Qualitative 
study 

Ninety percent of providers 
were likely to prescribe 
naloxone to most patients even 
those on low doses. Concerns 
about providing naloxone were 
largely administrative relating 
to time and pharmacy. 

Naloxone co-prescription is considered 
acceptable among primary care 
providers. Barriers such as time and 
dispensing logistics may be alleviated 
by novel naloxone formulations 
intended for laypersons recently 
approved by the US Food and Drug 
Administration.  
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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 

2016; Davis, C., & Carr, D. State legal innovations 
to encourage naloxone 
dispensing 

 44 US states permit naloxone to 
be prescribed for administration 
to a person with whom the 
prescriber does not have a 
prescriber-patient relationship. 
42 states permit naloxone 
dispensed via a non-patient-
specific mechanism such as a 
standing or order protocol and 5 
states permit some pharmacists 
to prescribe naloxone on their 
own authority. 

Providers should not hesitate to 
dispense naloxone prescriptions or 
offer naloxone to a patient because of 
legal concerns. Arizonans do not need 
to have a prescription to access 
naloxone. 

2016; Davis, C. S., Burris, S., 
Beletsky, L., & Binswanger, I. 

Co-prescribing 
naloxone does not 
increase liability risk 

Qualitative 
study 

Qualitative studies suggest that 
some providers have concerns 
about legal risks associated 
with naloxone prescribing, 
particularly regarding the 
prescription of naloxone to 
patients whom they prescribe 
opioids. Healthcare providers 
generally overestimate their 
liability risk and may report that 
liability fears affect their 
clinical decisions.  

The legal risk associated with 
prescribing or dispensing naloxone is 
no higher than that associated with any 
other medication and is lower than 
many. In fact, a 2015 expert legal 
review did not identify a single 
instance in which prescription or 
dispensing of naloxone in the 
outpatient setting was grounds for a 
lawsuit.  
Evidence from naloxone distribution 
programs strongly suggests that 
increased access to naloxone in the 
outpatient setting can reduce opioid 
overdose morbidity, mortality, and 
associated health care costs.  

2016; Behar, E., Rowe, C., Santos, 
G. M., Murphy, S., & Coffin, P. O. 

Primary care patient 
experience with 
naloxone prescription 

Qualitative 
study 

Ninety percent of patients never 
received Naloxone, 60% had 
never heard of it before 
intervention; 82% successfully 
filled the prescription 

More than one-third of patients 
indicated positive behavior change 
after receiving naloxone, and none 
indicated negative behavior change. 
Most patients responded positively to 
being offered Naloxone, and among 
those with a negative reaction, all 
accepted the offer and nearly all 
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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 

believed naloxone was appropriate for 
patients prescribed opioids.  

2015; Mueller, S. R., Walley, A. Y., 
Calcaterra, S. L., Glanz, J. M., & 
Binswanger, I. A. 

A review of opioid 
overdose prevention 
and naloxone 
prescribing: 
Implications for 
translating community 
programming into 
clinical practice 

Systematic 
review 

41 articles that represented five 
categories: Evaluations of 
OEND programs, effects of 
OEND programs on 
experiences and attitudes of 
participants, willingness of 
medical providers to prescribe 
naloxone, comparisons of 
different routes of naloxone 
administration, and the cost-
effectiveness of naloxone. 

Existing research suggests that people 
who are at risk for overdose and other 
bystanders are willing and able to be 
trained to prevent overdoses and 
administer naloxone. Counseling 
patients about the risks of opioid 
overdose and prescribing naloxone is 
an emerging clinical practice which 
may reduce fatalities from overdose 
while enhancing the safe prescribing of 
opioids. 
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