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Abstract 

In light of the opioid epidemic, which is responsible for more than 47,000 deaths in 2017, 

the need to improve the assessment of opioid event risks is a new clinical challenge, especially in 

oncology patients. In 2018, the American Society of Clinical Oncology (ASCO) released 

recommendations to screen oncology patients at risk for an opioid adverse event and co-

prescribing Naloxone. The purpose of this project was to improve knowledge and self-efficacy in 

oncology advanced practice providers and physicians in screening oncology patients at risk for 

an opioid adverse event and indications for Naloxone. The design of this project was a quasi-

experiment with a pre/post-education survey method. The Plan-Do-Study-Act framework was 

utilized as a guide to complete this study. The sample included oncology advanced practice 

providers and physicians. The educational intervention was based on ASCO clinical 

recommendations. The setting was a cancer institute with 66 prospective subjects. The study was 

approved by the University at Buffalo Institutional Review Board (IRB) and letters of support 

were obtained from the study site prior to initiating research (Appendix A). Results indicted a 

significant increase in knowledge and self-efficacy after reviewing the educational intervention. 

Implications encompass the improvement of risk-mitigation to prevent opioid overdose 

mortality. The educational intervention improved knowledge and comfort to assess oncology 

patients at risk for an opioid adverse event and indications to co-prescribe Naloxone. The 

educational intervention should be used as a framework to develop a standardized inpatient tool 

to improve efforts to better manage patients at risk for opioid adverse events. 

Keywords: opioid adverse events, Naloxone prescription, oncology, oncology provider 
knowledge, oncology provider comfort 
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The opioid epidemic is one of the most prevalent and complex struggles in America. On 

average, there are 130 lives lost to the opioid epidemic daily (Centers for Disease Control and 

Prevention, 2018). In 2016 alone, there were approximately 42,000 deaths attributed to opioid 

therapy, which lead to the declaration of a public health emergency (Jones, Logan, Gladden, & 

Bohm, 2015). According to current literature, patients with oncologic disorders are at an 

increased risk of developing substance abuse disorders when compared to patients without an 

oncologic diagnosis (Bennet, Paice & Wallace, 2018; Bruera, & Fabbro, 2018; Dalal, & Bruera, 

2019). Unfortunately, in 2016 the Centers for Disease Control and Prevention (CDC) introduced 

pain management and opioid adverse event risk screening guidelines that excluded 

recommendations for oncology patients (CDC, 2018). The current gap in clinical practice is the 

absence of screening oncology patients for opioid-related adverse event risks and the co-

prescribing of Naloxone for identified at risk patients. In continuance of the United States 

initiatives and new ASCO recommendations, it is imperative to address all patients at risk for 

opioid adverse events. 

Background & Significance 

Over the past three decades there have been three waves of the opioid epidemic. The 

initial wave of the opioid epidemic occurred when drug companies introduced opioid 

medications for pain therapy in the 1990s (Lyapustina & Alexander, 2015). As providers became 

more reluctant to use opioid therapy due to adverse effects, patients began to utilize illegal 

alternatives of opioid therapy, which led to the second wave of the opioid epidemic during the 

2000’s (Lyapustina & Alexander, 2015). The third and current wave of the opioid epidemic 

began during the second wave in the 2010’s and is linked to the use of synthetic opioid therapy 

(Jackson, 2019).  After declaring the opioid epidemic a public health emergency, the United 
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States government introduced numerous interventions to address the alarming opioid mortality 

rate (Haffajee & Frank, 2018; Jackson, 2019). These interventions were aimed to address opioid 

adverse events, including dependence, misuse, overdose and death. 

In 2018, the American Society of Clinical Oncology (ASCO) released several articles 

discussing opioid adverse event risk and oncology patients (Bruera & Fabbro, 2018). According 

to ASCO, approximately 20% of patients with an oncologic diagnosis are at risk for misusing 

opioid therapy and developing a substance abuse disorder (Bruera & Fabbro, 2018).  It is 

probable that patients with cancer are more likely to develop substance abuse disorders than 

patients without a cancer diagnosis (Paice, 2018). Patients with cancer are at an increased risk of 

opioid abuse due to psychological stress and attempts to self-medicate. Most oncology clinicians 

report inadequate training in addiction medicine (Bruera & Fabbro, 2018). ASCO encourages 

oncology providers to seek education regarding risk mitigation to enhance safe and effective pain 

management for oncology patients (Dalal, & Bruera, 2019). ASCO recommendations are based 

on CDC guidelines with oncology population-based considerations (Bruera, & Fabbro, 2018). As 

cancer treatments are advancing, more people are living with chronic pain that requires effective 

pain management. 

Project Question, Purpose, & Objective 

The purpose and goal of this DNP project was to improve oncology advanced practice 

providers (APPs) and physician’s knowledge and self-efficacy to screen patients for opioid 

adverse events and co-prescribe Naloxone. It is important to assess the knowledge and self-

efficacy of oncology providers before and after reviewing new recommendations. 

There is a lack of research in oncology regarding oncology patients at risk for an opioid 

adverse event, Naloxone indication, oncology provider knowledge and self-efficacy. This study 
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assessed the current knowledge and self-efficacy of oncology providers regarding opioid adverse 

event risk which was imperative to answer the research question: Does enhanced education on 

the assessment of oncology patients’ opioid adverse event risks increase providers’ knowledge 

and self-efficacy in prescribing Naloxone upon discharge from the hospital? 

Framework 

The Plan-Do-Study-Act (PDSA) is a four-stage problem solving framework, and it was 

utilized for this project. This method originates from Walter Shewhart and Edward Demin and is 

interchangeably known as the Plan-Do-Check-Act model (Best & Neuhauser, 2006). This model 

uses the four stages in a cyclic approach aimed to adapt changes for improvement (Agency for 

Healthcare Research and Quality, 2015). 

Step one is the plan phase. This phase is where the educational intervention and surveys 

were developed and subjects were recruited. During this phase the DNP candidate had access to 

current ASCO evidence-based practice guidelines to create an educational intervention. The 

surveys comprised of Jackson’s Knowledge Questions for opioid risk screening & co-Prescribing 

Naloxone and Jackson’s Self-Efficacy Questions for opioid risk screening & co-prescribing 

Naloxone, which were designed utilizing key points from the ASCO recommendations and 

content experts. The DNP candidate aimed to improve provider knowledge and self-efficacy to 

screen patients at risk for an opioid adverse event and co-prescribe Naloxone for those at risk. 

Step two is the do stage for plan implementation. In this phase, the DNP candidate used a 

detailed plan for project implementation on three inpatient oncology units. The DNP candidate 

distributed an educational voice-over PowerPoint comprising of current evidence-based practice 

guidelines by ASCO. In addition, this education also reviewed the history of the opioid 

epidemic, the consequences thereof and implications for clinical practice. During this phase, the 
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demographic questionnaire and pre-education survey was utilized to obtain demographic 

characteristics and assess APPs and physicians’ knowledge and self-efficacy of screening 

patients at risk for an opioid adverse event and Naloxone indications. After completing the 

demographic questionnaire and pre-education survey, subjects were instructed to review the 

educational intervention and complete a post-education survey. 

Step three is the study stage where the DNP candidate collected post-education surveys. 

In addition, the DNP candidate analyzed pre-education and post-education surveys. During this 

phase survey results were reviewed and analyzed to assess for knowledge and self-efficacy 

improvement, and practice implications. Analysis of the findings suggested an increase in 

provider knowledge and self-efficacy after reviewing the educational intervention. Simply put, 

the educational intervention improved provider knowledge and comfort to screen patients at risk 

for an opioid adverse event risk and indications to co-prescribe Naloxone. 

Step four is the act stage. During this stage, findings and effectiveness of the educational 

intervention were reviewed with the project site staff and administration. The evaluation revealed 

that the education enhanced provider knowledge and self-efficacy, therefore the DNP candidate 

recommended that the medical director of inpatient oncology review the results for the continued 

use of the educational intervention as a framework to develop a standardized inpatient 

educational tool. All inpatient oncology providers should be required to review this tool for risk-

reduction measures to prevent opioid overdose related mortality. 

Review of the Literature 

A review of the nursing and health related literature was conducted exploring opioid 

adverse event risk screening and oncology patients using the following keywords both singularly 

and in multiple combinations and variations: opioid overdose, opioid misuse, opioid epidemic, 
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oncology patients, cancer patients, pain management, pain control, opioid risk screening, 

Naloxone and Naloxone indication. The literature search was limited to the following years 2014 

and 2019, with the exception of timeless research to ensure current evidence-based literature was 

reviewed and summarized for the purpose of this project. Databases searched include CINAHL, 

PubMed, and Cochrane Library with access to the University at Buffalo Library. A summary of 

the literature review is presented. 

Opioid epidemic 

The current opioid epidemic is responsible for thousands of lives lost (Jones et al., 2015). 

Opioid medications are commonly used for cancer related pain but hold serious risks, which 

includes opioid misuse, and opioid overdose (Dowell, Haegerich & Chou, 2016). There were 

greater than 267,000 emergency room visits from 2016 to 2017 attributed to prescription opioid 

harm (Scarborough & Smith, 2018). In patients that report opioid misuse and substance abuse 

disorders, 63% reported that their primary motivation was to relieve pain (Han et al., 2017). 

Findings show that patients that seek opioids for pain relief versus euphoria are equally 

motivated to self-medicate for psychological concerns (Cicero, & Ellis, 2017). Literature 

suggests clinicians are growing weary of the adverse effects of opioid medications and find 

managing pain difficult (Bruera & Fabbro, 2018; Jameson, Sheehan, Scanlan, Matthews, & Ross, 

2014). Current research recognizes the interventions aimed to address the opioid epidemic and 

the concern for opioid adverse events, with a focus on opioid prescribing safety and patient 

assessments (Baker, 2017). There are several identified high risk behaviors for opioid abuse 

disorders, which include request for early refills, frequent emergency room visits for opioid 

therapy, reluctant to change therapy, opioid sharing, specific drug request, non-prescription drug 
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use, opioid misuse, family concerns, pill count discrepancies, impaired functioning, prescription 

forgery, and illicit drug use (Bruera & Fabbro, 2018). 

Cancer Related Pain & Opioid Adverse Events 

Cancer pain remains a clinical concern internationally (Chwistek, 2017). The etiology of 

cancer pain is poorly understood due to the varying causes and complexity. Pain has been 

reported as one of the most common symptoms of cancer, with at least 44% of patients 

experiencing moderate to severe pain (Bennet, Paice, & Wallace, 2018; Paice, 2018). Even after 

curative treatment literature suggests that patients may experience chronic pain (Paice, 2018). 

Unrelieved cancer related pain has been linked to several negative consequences (Hamood, 

Hamood, Merhasin & Keinan-Boker; Paice, 2018). These consequences include emotional 

distress, reduced quality of life, and psychological distress. The negative effects of poor pain 

control are linked to a substantial risk of substance abuse disorders (Paice, 2018). Due to the 

opioid epidemic, several interventions have been implemented that create access barriers to 

opioid therapy. Patients with cancer have been unintentionally affected by interventions due to 

negative attitudes toward pain management, regulatory barriers, clinician barriers, patient 

barriers and socioeconomic disparities (Scarborough & Smith, 2018). Societal barriers include 

mandated provider education and the misuse of clinical guidelines aimed for nonmalignant pain 

(Scarborough & Smith, 2018). Researchers recognize other societal barriers as the opioid 

epidemic leading to regulatory changes. Regulatory barriers are linked to the development of 

prescription drug monitoring programs, increased need for insurance prior authorizations, and 

increased provider education requirements (Scarborough & Smith, 2018). Medical and advanced 

practice nursing education is focused on identifying patients with drug seeking behaviors and 

managing pain (Scarborough & Smith, 2018). Clinician barriers identified includes provider 



12 
ONCOLOGY PROVIDERS AND OPIOID ADVERSE EVENT RISK 

reluctance to prescribe opioids, lack of pain management specialists, provider knowledge and 

perceived regulatory constraints (Scarborough & Smith, 2018). Some oncologists are unaware of 

their knowledge deficit while other oncology clinicians inquire about more prescription guidance 

and opioid safety (Scarborough & Smith, 2018). Patient identified barriers include perception of 

pain, perceived provider judgement, and financial barriers (Scarborough & Smith, 2018). 

In efforts to maintain adequate analgesia, patients with cancer related pain may be 

prescribed long term opioid therapy. According to Ballantyne & Kolodny (2015), long term 

opioid therapy raises the concern for opioid abuse and other substance abuse disorders. Patients 

with cancer are at an increased risk of substance abuse disorders (Bennet et al., 2018; Bruera, & 

Fabbro, 2018; Dalal, & Bruera, 2019). The exact prevalence of substance abuse disorders 

amongst oncology patients is unknown though, 18% of oncology patients with advanced 

oncology disorders met the criteria of misusing opioids for chemical coping (Paice, 2018). 

Screening for Opioid Adverse Event Risk 

The role of assessing opioid use, opioid use disorder risk and providing adequate pain 

control is a clinical challenge (Dalal & Bruera, 2019; Paice, 2018). Universal precautions are in 

place to safely manage pain and screen patients at risk for opioid adverse events (Paice, 2018). 

These precautions include accessing prescription drug monitoring programs, urine drug testing, 

patient-provider agreements and patient education. Risk screening should include urine drug tests 

with confirmations to assess for concerning behaviors. These behaviors include using non-

prescribed medications and illicit substance use. Additionally, urine drug tests can identify if 

patients are adhering to opioid therapy rather than diverting medications to unintended persons 

(Barclay, Owens, & Blackhall, 2014; Dalal & Bruera, 2019). It is important to utilize urine drug 

tests with confirmations as they are more likely to recognize semisynthetic opioids such as 
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Oxycodone, Methadone, Hydromorphone and Fentanyl (Dalal & Bruera, 2019). Bennet et al. 

(2018) recommends using risk mitigation as an appropriate tactic to recognize at risk patients. 

When feasible and concerns arise, clinicians should seek interdisciplinary assistance through 

referrals to pain specialists, psychiatry and or palliative care (Dalal & Bruera, 2019). 

Naloxone Indication 

For patients at risk for opioid adverse event, current literature supports co-prescribing 

Naloxone. Research suggests that all patients should be screened for opioid adverse event risks 

(Bruera & Fabbro, 2019; Dalal & Bruera, 2019; Dowell et al., 2016). At risk patients include 

those with a history of substance abuse, daily morphine milligram equivalents exceeding 100mg, 

comorbid psychiatric disorders, pulmonary disease, concurrent use of benzodiazepines, hepatic 

dysfunction and or renal dysfunction (Dalal & Bruera, 2019). The CDC recommends Naloxone 

for similar risk factors for patients with nonmalignant pain symptoms, with the exception of 

Naloxone for daily Morphine milligram equivalents exceeding 50mg (Dowell et al., 2016). 

Naloxone is prescribed to prevent opioid overdose related mortalities and to increase awareness 

in the community (Dowell et al., 2016). 

According to the outpatient pharmacy manager at the recruitment site, 8-months prior to 

the start of the DNP project, there were 331 Naloxone prescriptions sent to the outpatient 

pharmacy. Of the 331 Naloxone prescriptions, there were 36 outpatient prescriptions, 62 

emergency department prescriptions and 233 inpatient prescriptions. Out of the 233 inpatient 

prescriptions, there were 5 prescriptions sent by inpatient oncology providers (Flannery, 2020). 

The origin of the Naloxone inpatient prescriptions includes all of the inpatient teams at an 886-

hospital bed facility with approximately 39,000 admissions annually (Flannery, 2020; URMC 

citation). 
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Method 

Study Design 

This capstone project was a quasi-experimental study that utilized a one group pretest and 

posttest design to evaluate knowledge and self-efficacy before and after reviewing a voice over 

PowerPoint educational intervention (see Appendix B for the educational outline). The study 

design was a modified replication of a pilot study conducted in the Department of Hospital 

Medicine at the study site. The design and tools developed were adapted from ASCO 

recommendations to screen oncology patients at risk for an opioid adverse event and indications 

for Naloxone co-prescription. 

Study Participants & Setting 

The primary researcher utilized a convenience sampling of forty-two APPs and twenty-

four physicians on three inpatient oncology units at a level I trauma center in Rochester, New 

York. This group of APPs and physicians specialize in solid organ oncology, hematology/bone 

marrow transplant, and surgical oncology. Inclusion criteria was (1) Physician, Nurse 

Practitioner or Physician Assistant, (2) work on one of the three oncology units, and (3) treat 

cancer related pain. Participation in the study’s demographic questionnaire (See Appendix D), 

surveys and educational intervention was voluntary. 

Participant Recruitment 

The medical director of inpatient oncology at the study setting provided an oncology APP 

and physician email chain, which gave access to all participants. The primary researcher sent 

recruitment emails (see Appendix E) to all prospective subjects. This email introduced the 

primary researcher, explained the project purpose, objectives, inclusion criteria and participant 

roles. Similar to the email, the primary researcher used a recruitment script to encourage study 
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participation (see Appendix F). Prospective participants received information regarding consent, 

confidentiality, study duration, study purpose, inclusion criteria and instructions to enroll in the 

study. Prospective participants that were interested in the study had direct contact with the 

primary researcher directly via phone call or email. The recruitment email was sent to 

prospective participants once a week for three weeks. All interested subjects were sent a 

demographic questionnaire with instructions to use the last 4-digits of their telephone number as 

an identification number. 

Human Subject Rights Protection and Ethical Considerations 

APPs and physicians were informed that the completion of the demographic 

questionnaire indicated informed consent. Consent was applied to all surveys and the educational 

intervention. Participants had the option to opt out of the study at any time prior to the 

completion of the post-test survey. Approval for this study was obtained from the University at 

Buffalo Institutional Review Board (IRB) prior to initiating the study. In addition, the medical 

director of inpatient oncology submitted letters of support to the hospital IRB prior to initiating 

the study. After IRB approval and letters of support were submitted, the project study was 

initiated. All oncology APPs and physicians received a full disclosure of the study. Information 

regarding the study was disclosed via email and in-person (see appendix D and E) from the 

primary researcher. Participant anonymity remained a priority throughout this study and will 

remain after the study is completed. Collected surveys were saved in a personal computer 

protected with a password. 

Measure of Variables 

Demographic survey 
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The prospective participants were instructed to complete a demographic questionnaire 

prior to completing the pre-education and post-education surveys. The demographic 

questionnaire was designed to obtain the professional characteristics of the study sample. The 

questionnaire inquired about provider role (nurse practitioner, physician assistant or physician), 

specialty in oncology (surgical oncology, hematology/bone marrow transplant, or solid organ 

oncology), years of oncology experience, and certification in oncology (yes or no). Descriptive 

statistics were used to analyze the sample. 

Knowledge measurement 

The director of the hospital medicine pilot study was a part of the DNP candidate project 

committee. The director acting as a content expert, reviewed the knowledge questions and 

modifications were made accordingly. Reliability of the knowledge questions were assessed by 

calculating Cronbach's alpha using IBM SPSS software. The knowledge questions were designed 

in a multiple-choice response format. There were nine knowledge questions with an allocated 1-

point for each question answered correctly, with a maximum of 9-points. Participant individual 

pre-education scores were calculated and compared to post-education scores. Utilizing the 

participants individual scores, a paired t-test was performed to reveal if the mean knowledge 

score of the participant pool improved after the educational intervention. 

Self-Efficacy measurement 

Self-efficacy was measured by questions that were adapted from The General Self-

Efficacy scale created by Schwarzer and Jerusalem in 1979 to fit the DNP candidate study 

purpose and topic. This scale is well known with established validity and reliability (Schwarzer 

& Jerusalem, 1995). The reliability of this survey design was confirmed with an alpha of .76-.90 

and internal validity was confirmed with similar studies. The self-efficacy surveys were 
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developed utilizing a rating format 10-40, and participants answered questions in increments of 

ten: 10, 20, 30, and 40. Ten indicated strongly disagree, 20 indicated disagree, 30 indicated agree 

and 40 indicated strongly agree. Mean scores were calculated for pre and post education self-

efficacy surveys prior to and after education. Utilizing participant mean scores, a paired t-test 

was done to reveal if the mean self-efficacy score improved after education. 

Educational Intervention 

The primary researcher evaluated the outcome of provider knowledge and self-efficacy 

by using pre/post-test surveys. Using this design allowed for an evaluation prior to and after the 

intervention. Pre/post-education surveys were available via SurveyMonkey (See Appendix C). 

The surveys consisted of Likert scale and multiple-choice questions assessing self-efficacy and 

knowledge. The knowledge questions utilized a multiple-choice answer format. Participants 

received 1 point for correct answers and 0 points for incorrect answers for the multiple-choice 

questions. Self-efficacy questions used a Likert scale scored in increments of 10-40. The 

educational intervention was an approximately twenty-five-minute voice-over PowerPoint for 

participants. The intervention was created by the primary researcher. After the educational 

session was complete, the primary researcher administered a post-education survey via Survey 

Monkey. A comparison between the scores on the pre and post knowledge and self-efficacy 

surveys was analyzed using a paired t-test. 

Data Collection 

Participants received an email with a demographic survey. Once the demographic survey 

was complete, participants received the pre-education survey link with instructions to use the last 

4-digits of their telephone number as an identification number. SurveyMonkey alerted the 

primary researcher once pre-education surveys were complete, and then participants were sent 
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the educational intervention and the post-test survey. Participants were instructed to review the 

educational intervention and then complete the post-test survey link using their 4-digit code as an 

identification number. 

Results 

Demographic questionnaire 

The sample consistent of three physicians (14%), 13 nurse practitioners (62%) and five 

physician assistants (24%). These data are displayed in Table 1. There were four providers who 

specialize in surgical oncology (19%), 11 providers who specialize in hematology/bone marrow 

transplant (52%), and six providers who specialize in solid-organ oncology (29%). See Table 2 

for the clinical characteristics of the sample. 

[Insert Tables 1& 2 about here] 

Years of experience had a range from 1 to 8 years in practice. Physician assistants and nurse 

practitioners had the most oncology experience when compared to physician respondents. There 

were three participants certified in oncology (14%) and 18 participants who were not certified in 

oncology (86%). Physician assistants were more likely to have oncology certification (33%) 

when compared to physicians and nurse practitioners. 

Knowledge and Self-Efficacy Survey 

The focus of this project was to answer the research question, if enhanced education on 

the assessment of oncology patients’ opioid adverse event risks increase providers’ knowledge 

and self-efficacy in prescribing Naloxone upon discharge from the hospital. The participants 

served as their own controls. Pre-education and post-education survey scores were analyzed first 

with descriptive statistics for the number of positive knowledge and self-efficacy scores post-

educational intervention. Paired t-tests were utilized to indicate the magnitude of the change 
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between the pre and post intervention scores. Results of the paired t-tests demonstrated a 

statistically significant increase in provider knowledge and self-efficacy to screen and co-

prescribe Naloxone. 

Jackson’s Knowledge Questions 

Descriptive statistics were utilized to calculate the pre-education and post-education 

survey scores for each participant. Participants were scored on their total pre-education and post-

education knowledge score with a minimum of 0 points and maximum of 9 points. A paired t-

test was conducted to compare the means of the knowledge pre-education and post-education 

survey scores (t=-9.953, df=20, p= .000). Table 3 displays each participant score and the group 

mean. Table 4 displays the paired t-test. The Cronbach alpha of the knowledge survey questions 

was 0.720, which suggest internal reliability of the knowledge questions. 

[Insert Tables 3 & 4 about here] 

Jackson’s Self-Efficacy Questions 

Descriptive statistics were utilized to calculate the pre-education and post-education 

survey scores for each participant. Participants were scored on their total pre-education and post-

education self-efficacy score with a minimum score of 80 and maximum score of 320. A paired 

t-test was conducted to compare the means of the self-efficacy pre-education and post-education 

scores (t=-7.7, df 20, p= .000). Table 5 displays each participant score and the group mean. Table 

6 displays the paired t-test. 

[Insert Table 5 & 6 about here]. 

Discussion 

Demographics 
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There were more nurse practitioners and physician assistants in the study, with less 

physicians at the study site; this may explain the low physician enrollment in the study. Most 

respondents specialized in hematology/bone marrow transplant. The reasoning for this is 

unknown. Most respondents were not certified in oncology, though the participants who were 

certified were mostly physician assistants. The reasoning for this is unknown. 

Jackson’s Knowledge Questions 

The results of this project suggest that the educational intervention increased participant 

knowledge which is evidenced by the significant change on the paired t-test. 21 out of 21 of the 

participants had higher post-education survey scores when compared to their pre-education 

survey scores. Physicians were more likely to have a larger improvement on their knowledge 

post-education survey scores. This finding may be due to physicians knowing less about opioid 

adverse event risks assessment, therefore scoring lower on the pre-education survey when 

compared to nurse practitioners and physician assistants. This may also be due to low physician 

enrollment in the study. Nurse practitioners and physicians’ assistants were more likely to score 

higher on knowledge pre-education and post-education survey questions compared to physicians. 

This situation is probably related to their presence at the forefront of symptom management and 

discharge planning when compared to physicians; which may have impacted the pre-education 

and post-education survey scores. 

The most common incorrectly answered question in the knowledge pre-education survey 

was question number 1, which inquired about the daily morphine milligram equivalent that is 

considered a high opioid adverse event risk and indication for Naloxone according to ASCO. 

This question required prior guideline knowledge to answer correctly, therefore it is foreseeable 

the most commonly incorrect answered question. The most correct answer in the knowledge 
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post-education survey was question number 1, as above it inquired about the daily morphine 

milligram equivalent that is considered a high opioid adverse event risk and indication for 

Naloxone according to ASCO which suggests that the educational intervention was effective as 

all participants answered this correctly on the post-education survey. The most incorrect post-

education survey question was question number 9. This question focused on patients' behaviors 

and polypharmacy. This question was complex, and required opioid conversion, and particular 

knowledge regarding ASCO guidelines. However, the magnitude of change in the knowledge 

scores as demonstrated by the paired t-test results suggest a strong association between the 

educational intervention and improved knowledge about assessments for opioid adverse events 

in patients being discharged from the oncology units. 

Jackson’s Self-Efficacy Questions 

There was a significant difference in scores for the self-efficacy pre-education survey and 

post-education survey. This is evidenced by the magnitude of the difference in the paired t-test. 

The results showed that participants reported increased self-efficacy with the utilization of 

evidence-based guidelines to manage patients at risk for an opioid adverse event and prescribing 

Naloxone upon discharge from the hospital. One participant pre-education and post-education 

self-efficacy score did not change after reviewing the educational intervention. It was re-assuring 

that the respondent score was high with an interpretation that they answered agree to all self-

efficacy survey questions. The most common strongly agreed to question in the pre/post-

education self-efficacy surveys was the ability to consult palliative care and pain specialists for 

pain management. Consulting palliative care and pain specialists is a common practice in 

oncology; therefore, it is very likely participants have consulted these specialties numerous times 

for symptom management. The most common disagreement in the pre/post-education surveys 
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was the questions inquiring about calculating opioid conversion doses and recognizing comorbid 

conditions that increases a patients’ risk for opioid adverse events. Calculating opioid conversion 

doses is a complex skill set that relies on conversion factors, therefore it is foreseeable that 

participants may require continued training. Also, participants were given a useful internet 

resource that reliably calculates conversion doses. Recognizing comorbid conditions that 

increases a patients’ risk for an opioid adverse event will take continued practice and guideline 

review. Physicians reported higher self-efficacy compared to other respondents, which is likely 

due to a more in depth and broadened medical training and residency. 

Jackson’s Knowledge & Self-Efficacy Questions 

Overall, the results showed an increase in provider knowledge and self-efficacy in 

assessing oncology patients at risk for an opioid adverse event and Naloxone prescriptions after 

reviewing the educational intervention. In other words, oncology providers displayed increased 

knowledge recognizing comorbid conditions and polypharmacy that increase patients’ risk for 

opioid adverse events, calculating opioid conversion doses, and managing patients with 

substance abuse risks. There was one physician participant who had an increased knowledge 

post-education survey score but unchanged high self-efficacy post-education survey score. This 

could mean that the participant has increased knowledge but their comfort utilizing it into the 

clinical setting is unchanged. Simply put, most participants reported sufficient comfort to work 

with patients who have current or previous substance abuse disorders while utilizing evidence-

based guidelines. Additionally, most participants reported increased self-efficacy to recognize 

medical conditions and polypharmacy that increases patients’ risk for opioid adverse events. 

Lastly, participants reported increased comfort when consulting the appropriate services to assist 
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with pain management, and discussing opioid adverse event risks and indications for Naloxone 

with patients and families. 

Deliverables 

The level I trauma center included in this study is part of the Monroe County Opioid Task 

Force. This study created an educational intervention that increased provider knowledge and 

skills in order to better assess patients at risk for an opioid adverse event and the indication to co-

prescribe Naloxone. This contribution improved provider knowledge, awareness, and 

professional skills to effectively apply ASCO guidelines into the clinical setting. This 

contribution with statistical evidence improved provider knowledge and self-efficacy. 

DNP Essentials 

The DNP essentials were developed to advance nursing practice through clinical 

activities influenced by research. While completing the project, the DNP essentials were used as 

a guide. DNP essential I: Scientific Underpinnings for Practice was addressed by implementing 

evidence-based research into practice through clinical guidelines. DNP essential II: 

Organizational and Systems Leadership for Quality Improvement was addressed by analyzing 

volunteer responses after participants translated evidence-based guidelines into patient scenario 

survey questions. DNP essential VII: Clinical Prevention and Population Health for Improving 

the Nation’s Health was met by assessing oncology provider knowledge and self-efficacy of 

identifying oncology patients at risk for opioid adverse events and indications for Naloxone to 

prevent opioid related morbidity and mortality. The goal of this project was to assess provider 

knowledge and self-efficacy and provide education to enhance practice. 

Conclusion 
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Opioid adverse event risk screening and co-prescribing Naloxone are proven effective 

measures to prevent opioid related mortality (Dalal & Bruera 2019). Due to the ongoing opioid 

epidemic and new data regarding oncology patients having an increased risk for an opioid 

adverse event, it is imperative to screen all patients for opioid adverse events and to prescribe 

Naloxone (Dalal & Bruera, 2019). This project, utilizing the ASCO opioid adverse event risk 

screening and Naloxone prescription guidelines, created an educational intervention for oncology 

providers. The educational intervention was presented via PowerPoint voice-over presentation. A 

pre-education and post-education survey included knowledge and self-efficacy questions in 

opioid adverse event risk screening and Naloxone prescription. The data collected from the pre-

education and post-education surveys showed that there was an increase in provider knowledge 

and self-efficacy after reviewing the educational intervention. In summary, this project utilizing 

ASCO guidelines increased provider knowledge and self-efficacy when screening patients at risk 

for an opioid adverse event and prescribing Naloxone. It is recommended that the inpatient 

medical director of oncology review the results, conclusions, future implications and 

recommendations of this project. Additionally, it is recommended that the inpatient medical 

director of oncology utilize the educational intervention as a framework to create a standardized 

tool for all current and future oncology providers at the study site. The development of an 

educational tool at the study site will promote evidence-based care in order to enhance provider 

knowledge and self-efficacy. 

Strengths & Limitations 

This study was able to answer the research question, does enhanced education on the 

assessment of oncology patients’ opioid adverse event risks increase providers’ knowledge and 

self-efficacy in prescribing Naloxone upon discharge from the hospital? The strengths of this 
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study include the interprofessional sample, the knowledge assessment tool and online format. 

The study utilized a sample that included nurse practitioners, physician assistants and physicians. 

The interprofessional sample was a great representation of the providers at the study site. The 

knowledge tool was created with a content expert and tailored to this topic and population. Prior 

to this tool, there was not a similar tool developed to assess provider knowledge and self-

efficacy. The use of this tool should be considered in future studies of similar design. Lastly, the 

online format aided in the completion of the study during the coronavirus pandemic with no face 

to face contact. 

There were limitations to this project that may have impacted recruitment and results. 

One limitation to this study is the public health crisis associated with the coronavirus pandemic. 

Due to efforts to prepare for the pandemic, providers at the recruitment site may have been 

obligated to professional responsibilities and unable to volunteer due to time constraints. Another 

limitation is the lack of follow up to see if providers implemented the educational intervention 

recommendations into clinical practice. The project sustainability will be based on the 

recruitment site efforts to adopt and implement ASCO guidelines into clinical practice. 

Future Implications and Recommendations 

This project provided a promising opportunity for oncology providers at the recruitment 

site to enhance risk-mitigation to prevent opioid overdose mortality in patients with oncologic 

disease(s). This study showed an increase in provider knowledge and self-efficacy after 

reviewing the educational intervention. While a standardized educational intervention for the 

project site is not yet developed, this educational intervention provides great insight into future 

tool development and implementation at the system level. 
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It is recommended for the project site to develop a standardized inpatient tool for ASCO 

opioid adverse event risk screening guidelines and indications for Naloxone prescription upon 

discharge from the hospital. In order to improve risk-reduction measures, oncology providers 

should be required to complete this training. Future studies should investigate if providers 

implemented the ASCO guidelines into clinical practice by analyzing Naloxone prescription 

rates at the study site discharge pharmacy in 8 or 12 months. 
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Tables 

Table 1 

Demographic: Provider Position 

Position Frequency Percent 

Physician 

Nurse Practitioner 

3 

13 

14.3 

61.9 

Physician Assistant 

Total 

5 

21 

23.8 

100.0 
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Table 2 

Demographic: Specialty 

Specialty Frequency Percent 

Surgical Oncology 4 19.0 

Hematology/Bone Marrow 11 52.4 

Transplant 

Solid-Organ Oncology 6 28.6 

Total 21 100.0 
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Table 3 

Descriptive Statistics for Participant Knowledge Survey Scores 

Participant Pre-education Survey Score Post-education Survey Score  

1 3.00 5.00 

2 6.00 8.00 

3 3.00 7.00 

4 5.00 8.00 

5 4.00 8.00 

6 6.00 7.00 

7 4.00 9.00 

8 6.00 9.00 

9 3.00 9.00 

10 4.00 9.00 

11 4.00 9.00 

12 4.00 6.00 

13 6.00 8.00 

14 2.00 9.00 

15 5.00 7.00 

16 7.00 9.00 

17 6.00 8.00 

18 5.00 9.00 

19 4.00 7.00 

20 3.00 8.00 

21 2.00 6.00 

Mean: 4.4 7.9 



1 Knowledgepreeducation 

Knowledgeposteducatio 
n 

Mean 

-3 .47619 

Paired Samples Test 

Std. 
Deviation 

1.60060 

Paired Differences 

Std . Error 
Mean 

.34928 

95% Confidence Interval of 
the Difference 

Lower Upper 

-4.20477 -2.74761 

df 

-9.952 20 

Sig. (2 -
tailed) 

.000 
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Table 4 

Knowledge Pre and Post-Education Paired T-Test 

Mean Std. Std. Error 95% Confidence 95% Confidence t df Sig. (-
Deviation Mean Interval of the Interval of the tailed) 

Lower Upper 

-3.47619 1.60 .349 -4.20 -2.75 -9.95 20 .000 
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Table 5 

Descriptive Statistics for Participant Self-Efficacy Survey Scores 

Participant Pre-education Survey Score Post-education Survey Score 

1 290.00 320.00 

2 280.00 290.00 

3 210.00 270.00 

4 220.00 250.00 

5 210.00 240.00 

6 210.00 320.00 

7 190.00 270.00 

8 250.00 250.00 

9 190.00 270.00 

10 160.00 310.00 

11 210.00 290.00 

12 210.00 250.00 

13 220.00 290.00 

14 190.00 270.00 

15 220.00 320.00 

16 250.00 310.00 

17 280.00 320.00 

18 190.00 270.00 

19 210.00 290.00 

20 270.00 290.00 

21 160.00 290.00 

Mean 220 292 



Pair 1 Selfefficacypreeducation -72.38095 

Selfe fficacyp osted uca tio 
n 

Std. 
Deviation 

Paired Samples Test 

Paired Differences 

Std. Error 
Mean 

95% Confidence Interval of 
the Difference 

Lower Upper 

43.11667 9.40883 -92.00743 -52.75448 -7.693 

df 

20 

Sig. (2-
tailed) 

.000 
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Table 6 

Self-Efficacy Pre and Post-Education Paired T-Test 

Mean Std. 
Deviation 

Std. Error 
Mean 

95% Confidence 
Interval of the 
Lower 

95% Confidence 
Interval of the 
Upper 

t df Sig. (-
tailed) 

-72.38 43.11 9.40 -92.00 -52.74 -7.7 20 .000 
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Appendix B 

Educational Outline 

Opioid Adverse Event Risk Screening & Indications for Naloxone Educational Outline 

1. Present DNP student and project topic 

a. DNP student academic role and professional experience 

b. Project topic and purpose 

2. Discuss project and educational aims 

a. Review the purpose of the education 

b. Review objectives of the education 

3. Discuss the opioid epidemic 

a. Background 

i. Review current opioid epidemic 

b. Responses to the opioid epidemic 

i. Review regulatory changes 

1. PDMPs, health insurance companies, abuse risk screening, and 

Naloxone prescriptions 

c. Negative consequences of the opioid epidemic (decreased opioid access, and 

opioid adverse events) 

4. Discuss cancer related pain  

a. Cancer related pain complexity, acuity and chronicity 

b. Consequences of poor pain control 

i. Poor quality of life 

ii. Attempts to self-medicate 
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iii. Increased opioid misuse risk 

c. Opioid epidemic and pain control 

i. Barriers to adequate pain control 

1. Regulatory changes (i.e. PDMP, prior authorizations, prescription 

limits, perceived restraints and concerns for abuse) 

5. Screening for Opioid Adverse Event Risk 

a. Risk stratification and management techniques for those with a history or current 

substance abuse disorder. 

i. Screening according to ASCO recommendations 

b. Methods to screen for opioid adverse event risks 

c. Review ASCO recommendations 

i. Opioid adverse event risk screening 

1. Current or history of substance abuse disorders 

2. Urine drug screens with confirmation testing 

3. PDMPs 

4. Concerning behavior 

5. Morphine daily milliequivalents exceeding 100mg 

6. History of psychiatric disorders 

7. Renal or hepatic dysfunction 

8. Chronic pulmonary disease 

d. Techniques to discuss opioid adverse event concerns with patients, families and or 

caregivers 

i. Patient centered care 
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ii. Patient safety 

iii. Honesty and openness 

iv. Patient resources 

e. Review provider resources 

i. ASCO recommendations 

ii. UpToDate 

iii. MDCalc 

iv. Senior coworkers 

v. Interdisciplinary referrals 

6. Naloxone Indication 

a. Review indications for Naloxone 

b. Naloxone administration education 
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Appendix C 

Pre/Post-Education Survey Questions 

Jackson’s Knowledge Questions for Opioid Risk Screening & Co-Prescribing Naloxone (JKQ) 

Please use the last digits of your phone number as an identification number: _____ 

Knowledge Questions: 

1. You are screening a patient with an oncologic diagnosis for an opioid adverse event risk 
before discharge home. What daily morphine milligram equivalent is considered a high 
opioid adverse event risk and indication for Naloxone according to the American Society 
of Clinical Oncology? 

A. 50mg 
B. 75mg 
C. 80mg 
D. 100mg X 

Reasoning: ASCO recommends identifying a patient with an oncologic diagnosis at high 
opioid adverse event risk and indicates Naloxone prescription at 100mg. 

2. You are discharging a 51-year-old female with newly diagnosed Stage II pancreatic 
cancer. This patient was started on Oxycodone 10mg PO Q4h PRN for pain with a plan 
to continue this regimen outpatient. You are calculating her daily morphine milligram 
equivalents (MME) to determine if you should co-prescribe Naloxone. What is her daily 
MME? 

A. 80 MME/Day 
B. 120 MME/Day 
C. 90 MME/Day 
D. 60 MME/Day 

Reasoning: The Oxycodone conversion factor to morphine milligram equivalents is 1.5. 
Therefore, if you calculate her daily Oxycodone dose: 10mg x 6 doses a day = 60mg/daily. 
Then to determine the MME, multiply 60mg/daily by 1.5 (conversion factor), equaling 90 
MME/day. 

3. You are caring for a patient with recurrent stage IV breast cancer on chronic opioid 
therapy for pain. At the time of discharge, you review her medications and need to renew 
her opioid prescription. Of the following, which of the three past medical conditions 
increases her risk for an opioid adverse event: 

A. Osteoarthritis, Chronic Kidney Disease III, and Schizophrenia 
B. Lumbar radiculopathy, Rheumatoid Arthritis, and Generalized Stress Disorder 
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C. Chronic Kidney Disease, Depression, and COPD X 
D. Tension headaches, Severe Asthma, and Chronic Low Back Pain 

Reasoning: Comorbid health conditions may increase a patients’ risk for opioid adverse 
events. ASCO recommends Naloxone co-prescription with opioid therapy for patients 
that have a history of mental health condition(s), substance use disorder(s), renal and or 
hepatic dysfunction, and pulmonary disease. 
Mental health conditions may increase the risk for an opioid abuse disorder. Research 
suggest that depressed patients are at a higher risk of drug overdose. Those with a 
history or current substance abuse disorder are more likely to experience drug overdose. 
Reduced renal and or hepatic function may result in a higher peak effect and duration of 
action which may increase the risk of respiratory depression. Pulmonary disease may 
increase the risk of desaturation and decrease respiratory drive with opioid therapy. 

4. You are discharging a 62-year-old female with a newly diagnosed metastatic lung cancer. 
She was started on Oxycodone 10mg Q6h PO PRN in the hospital with the plan to 
continue as an outpatient. She has medical history of peripheral vascular disease, 
hidradenitis supparitiva, seasonal depression, diabetes mellitus type II, fibromyalgia, and 
daily marijuana use for insomnia. You identify her as a high risk for an opioid adverse 
event and decide to prescribe Naloxone. Which of the following conditions is an indicator 
for Naloxone prescription? 

A. Peripheral Vascular Disease and Diabetes Mellitus Type II 
B. Hidradenitis Supparitiva and Marijuana Use 
C. Fibromyalgia and Seasonal Depression 
D. Seasonal Depression and Marijuana Use X 

Reasoning: Comorbid health conditions may increase a patients’ risk for opioid adverse 
events. ASCO recommends Naloxone co-prescription with opioid therapy for patients 
that have a history of mental health condition(s), substance use disorder(s), renal and or 
hepatic dysfunction, and pulmonary disease. 
Mental health conditions may increase the risk for an opioid abuse disorder. Research 
suggest that depressed patients are at a higher risk of drug overdose. Those with a 
history or current substance abuse disorder are more likely to experience drug overdose. 
Reduced renal and or hepatic function may result in a higher peak effect and duration of 
action which may increase the risk of respiratory depression. Pulmonary disease may 
increase the risk of desaturation and decrease respiratory drive with opioid therapy. 

5. A patient presents to the hospital for pain control. Upon chart review, you notice she is 
waiting for a mastectomy that is scheduled in two weeks. In addition, she has been to the 
Emergency Department five times within the last month for pain control, despite recent 
opioid therapy adjustments. The patient is transferred to the inpatient cancer institute and 
you decide to order a urine drug test. Which one of the following tests is MOST 
appropriate? 
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A. Urine drug test 
B. Urine drug test with reflex 
C. Urine drug test with confirmation X 

Reasoning: urine drug test with confirmation can help providers evaluate if and what 
drugs the patient is currently taking. Urine drug screens are utilized to detect specific 
drug classes, such as cocaine, opioids, THC, Amphetamines, and Benzodiazepines. 
Confirmation testing is used to detect specific metabolites and drugs. Additionally, urine 
drug testing can reveal if patients are not adhering to recommended pain regimens which 
should increase the concern for drug diversion. 

6. While waiting for the urine drug test results to result from the lab, you are unsure how to 
help manage her poorly controlled pain. She is currently taking Oxycodone 10mg PO 
Q4h PRN, Oxycontin 15mg PO BID, and Acetaminophen 1g PO Q8h. You are concerned 
she has a high opioid adverse event risk and unsure how to safely manage her pain. 
Please select the two MOST appropriate consults to consider: 

A. Pain Specialist and Surgical Oncology 
B. Palliative Care and Ethics 
C. Anesthesiology and Surgical Oncology 
D. Palliative Care and Pain Specialist X  

Reasoning: Pain specialist and palliative care often have more expertise in safe pain 
management and able to continue care in the outpatient setting. 

7. When discharging a 32-year-old female patient, you assess her risk for an opioid adverse 
event risk. She is currently undergoing chemotherapy and radiation for stage IV 
metastatic melanoma. After medical history review, you identify the following health 
conditions as an increased risk for an opioid adverse event. Please select the appropriate 
answer: 

A. Malignancy and Status post R hip arthroplasty 
B. Interstitial Lung Disease and Vertigo 
C. Severe Crohn’s Disease and Horshoe Kidney 
D. Chronic Liver Failure and Sleep Apnea X 

Reasoning: Comorbid health conditions may increase a patients’ risk for opioid adverse 
events. ASCO recommends Naloxone co-prescription with opioid therapy for patients 
that have a history of mental health condition(s), substance use disorder(s), renal and or 
hepatic dysfunction, and pulmonary disease. 
Mental health conditions may increase the risk for an opioid abuse disorder. Research 
suggest that depressed patients are at a higher risk of drug overdose. Those with a 
history or current substance abuse disorder are more likely to experience drug overdose. 
Reduced renal and or hepatic function may result in a higher peak effect and duration of 
action which may increase the risk of respiratory depression. Pulmonary disease may 
increase the risk of desaturation and decrease respiratory drive with opioid therapy. 
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8. A 37-year-old female patient presents to the ED with new onset of bilateral lower 
extremity numbness and tingling. She reports she has seen her PCP who diagnosed her 
with sciatica last week. She completed an MRI earlier this morning and was started on: 
Gabapentin 100mg PO BID, Oxycodone 5mg PO Q6h PRN and Xanax 0.25mg PO BID 
PRN. This evening she presented to the Emergency Department with worsening 
symptoms. The MRI shows a L3-L4 mass with spinal cord edema and signal change. A 
biopsy was performed which confirmed stage IVb metastatic breast cancer with likely 
spinal involvement. After a treatment plan is created and her symptoms are controlled 
with adding Dexamethasone 4mg PO BID, she is planned for discharge. You are 
reviewing her medication reconciliation, which of the following medications with opioid 
therapy, increases her risk for an opioid adverse event according to ASCO clinical 
recommendations: 

A. Toradol 15mg PO Q8h PRN 
B. Xanax 0.25mg PO BID PRN X 
C. Levothyroxine 112mcg PO daily 
D. Dexamethasone 12mg PO daily 

Reasoning: Concurrent use of benzodiazepines is an indicator for Naloxone. Patients’ 
whom take central nervous system depressants with opioid therapy, such as 
Benzodiazepines and Gabapentinoids are at a higher risk for respiratory depression and 
opioid overdose. 

9. A 43-year-old patient with a history of stage II bladder cancer presents to the hospital 
with reports of uncontrolled pain and intermittent episodes of lower abdominal spasms. 
During your interview, the patient reports his pain is a 6/10 constant dull right sided 
scrotal pain. Patient reports he is taking the following medications for pain control: 
Acetaminophen 1g PO Q8h 
Lidocaine 5% cream topical, Q6h PRN for pain 
Oxycontin 10mg ER PO BID 
Oxycodone 5mg Q4h PO PRN 
Gabapentin 600mg PO TID 

He increased his Oxycodone dose to 15mg Q4h PRN with better control of his pain two 
weeks ago, but now he has run out of his prescription. After a two-day hospitalization, he 
is ready for discharge. You screen him for an opioid adverse event risk, which of the two 
findings are indicators for a Naloxone prescription? 

A. Uncontrolled testicular pain and concurrent use of short/long acting Opioid Analgesia 
B. Daily morphine milligram equivalents exceeding 100mg and self-reported opioid dose 
adjustment 
C. Concurrent use of short/long acting opioid analgesia and uncontrolled testicular pain 
D. Self-reported opioid dose adjustment and concurrent use of Gabapentin with 
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Opioid Analgesia X 

Reasoning: ASCO recommends using patient behaviors as a factor to identify those at 
high risk for an opioid adverse event (self-dose adjustments) and concurrent use of 
opioids with gabapentin can increase the risk of opioid induced neurotoxicity.  

Jackson’s Self-Efficacy Questions for Opioid Risk Screening & Co-Prescribing Naloxone 

(JSEQ) 

Self-Efficacy Questions: please rate Strongly Disagree (10), Disagree (20), Agree (30), and 

Strongly Agree (40) 

1. I have sufficient clinical knowledge and skills to work with patients who have a 

current or previous substance abuse disorder(s). 

Strongly Disagree 
(10) 

Disagree 
(20) 

Agree 
(30) 

Strongly Agree 
(40) 

2. I have the ability to use evidence-based recommendations to screen and manage 

patients at risk for opioid adverse events. 

Strongly Disagree 
(10) 

Disagree 
(20) 

Agree 
(30) 

Strongly Agree 
(40) 

3. I have the ability to recognize concurrent drug therapy that increases the risk for 

opioid adverse events. 

Strongly Disagree 
(10) 

Disagree 
(20) 

Agree 
(30) 

Strongly Agree 
(40) 

4. I have sufficient knowledge to assess opioid adverse event risk. 

Strongly Disagree 
(10) 

Disagree 
(20) 

Agree 
(30) 

Strongly Agree 
(40) 
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5. I am comfortable recognizing medical conditions that increase risk for opioid adverse 

events. 

Strongly Disagree 
(10) 

Disagree 
(20) 

Agree 
(30) 

Strongly Agree 
(40) 

6. I have the ability to consult the appropriate services to assist with pain management. 

Strongly Disagree 
(10) 

Disagree 
(20) 

Agree 
(30) 

Strongly Agree 
(40) 

7. I am comfortable calculating conversion doses of opioids. 

Strongly Disagree 
(10) 

Disagree 
(20) 

Agree 
(30) 

Strongly Agree 
(40) 

8. I am comfortable discussing opioid adverse event risks and Naloxone indications with 

patients and families. 

Strongly Disagree 
(10) 

Disagree 
(20) 

Agree 
(30) 

Strongly Agree 
(40) 



___________________ 
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Appendix D 

Demographic Questionnaire 

Thank you for your interest in participating in this research project. Once this questionnaire is 
complete and returned to Corey Jackson (primary researcher), consent will be implied for the 
pre-education survey, post-education survey and the educational tool. Please send the completed 
questionnaire and or any questions/concerns to Corey Jackson via email: 
Corey_Jackson@URMC.Rochester.edu 

Please use the last digits of your phone number as an identification number: _____ 

APP position select one: 

[ ] Physician, [ ] Nurse Practitioner, [ ] Physician Assistant 

Specialty in oncology select one: 

[ ] Surgical Oncology, [ ] Hematology/Bone Marrow Transplant, [ ] Solid-Organ 

Oncology 

Years of Oncology Practice: 

Certified in Oncology select one: 

[ ] Yes or [ ] No 

mailto:Corey_Jackson@URMC.Rochester.edu
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Appendix E 

DNP project recruitment email 

Hello, 

My name is Corey Jackson and I am a DNP student at the School of Nursing in University at 
Buffalo. I am conducting research to examine the knowledge and self-efficacy of advanced 
practice providers and oncology physicians to screen oncology patients for opioid adverse events 
risk and co-prescribing Naloxone. I am seeking participants who are specialized in surgical 
oncology, solid organ oncology, and or hematology/bone marrow transplant. I am recruiting 
oncology medical doctors and advanced practice providers including nurse practitioners and 
physician assistants. 

This study will be separated in four sections and will take approximately 60 minutes to complete. 
Participants will be strongly encouraged to complete all sections: 

1. Complete a demographic questionnaire (approximately 5 minutes) 
2. Complete a pre-education survey (approximately 15 minutes) 
3. Review voice over PowerPoint on opioid adverse event screenings and indications for 
Naloxone prescription. (Approximately 25 minutes to complete presentation) 

4. Complete a post-education survey (approximately 15 minutes). 

Participation is voluntary and consent will be implied with the completion of the demographic 
questionnaire. Survey results will remain anonymous during and after the completion of the 
study. Data results will be secured on a personal password protected computer. Results will be 
shared with the medical director of inpatient oncology and the project committee.  

If you are interested in participating in this study, please complete the attached demographic 
questionnaire and return it to Corey Jackson via email. If you have questions please feel free to 
contact me, Corey Jackson directly at 585-576-1144 or by email 
Corey_Jackson@URMC.Rochester.EDU. 

This research has been reviewed and approved by an Institutional Review Board (“IRB”). An 
IRB is a committee that provides ethical and regulatory oversight of research that involves 
human subjects. You may talk to them at (716) 888-4888 or email ub-irb@buffalo.edu 

Best regards, 
Corey Jackson MS, BS, FNP-BC, RN 
Doctorate of Nursing Practice Candidate ‘2020 
University at Buffalo 
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Appendix F 

Recruitment Script 

Hello, my name is Corey Jackson. I am a Doctor of Nursing Practice student at 

University at Buffalo. I am conducting research on knowledge and self-efficacy before and after 

reviewing the American Society of Clinical Oncology clinical recommendations. These 

recommendations are to screen oncology patients for opioid adverse events and co-prescribing 

Naloxone to those identified as high risk. This study will examine inpatient advanced practice 

providers and physicians who work in surgical oncology, hematology/bone marrow transplant, 

and solid organ oncology. You meet the inclusion criteria of being an inpatient provider who 

treats cancer related pain and I believe you will be a great addition to the study. Please let me 

know if you are interested in participating. 

During this study, participants will complete a demographic questionnaire, and two 

surveys. In addition, participants will review a voice-over PowerPoint educational intervention. 

Participation in this study should take no longer than 1 hour. Your involvement in this study will 

be voluntary and will remain confidential. 

If you are interested in participating and or you have questions, please contact me 

directly. Thank you in advance! 

Corey Jackson 

Cell: 585-576-1144 

Email: Corey_Jackson@URMC.Rochester.edu 

mailto:Corey_Jackson@URMC.Rochester.edu
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