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Abstract 

Substance use disorder (SUD) is associated with significant oral health complications due 

to poor hygiene practices, xerostomia, and the effects of substance use. Preventive oral health 

care is often overlooked in rehabilitation settings despite its impact on overall health, treatment 

engagement, and self-perception. This Doctor of Nursing Practice (DNP) quality improvement 

project evaluated the effect of implementing oral health education and distributing oral care kits 

in an outpatient rehabilitation facility. Participants received dental hygiene supplies and targeted 

education on proper oral care. A pre–post design using questionnaires assessed changes in oral 

health knowledge, hygiene practices, and self-esteem. Oral health knowledge scores remained 

stable, reflecting a high baseline level of awareness. Significant improvements were observed in 

oral hygiene practices. Self-esteem scores increased following the intervention; however, the 

change was not statistically significant, although it was clinically significant. Findings support 

integrating structured oral health interventions into comprehensive SUD rehabilitation programs 

to promote whole-person recovery and improve behavioral outcomes. 

Keywords: oral health, substance use disorder, quality improvement, oral hygiene 

practices, self-esteem 
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Chapter 1: Introduction to the Project 

Oral health is a fundamental component of overall health and well-being; however, it 

remains frequently neglected in underserved populations, including individuals with substance 

use disorder (SUD). Poor oral health is associated with pain, infection, impaired nutrition, 

reduced self-esteem, and diminished quality of life, all of which may interfere with recovery and 

engagement in treatment. Individuals with SUD experience a disproportionate burden of oral 

disease due to factors such as xerostomia related to substance use, dietary changes, tobacco use, 

limited access to dental care, and decreased engagement in preventive health behaviors (World 

Health Organization [WHO], 2022; World Health Organization [WHO], 2023). Despite the well-

established relationship between oral health and systemic health, oral health promotion is rarely 

integrated into routine care in outpatient rehabilitation settings. Nurses are uniquely positioned to 

address this gap through preventive education and low-cost interventions that align with holistic, 

patient-centered care models. This Doctor of Nursing Practice (DNP) quality improvement (QI) 

project focused on implementing a nurse-led oral health education intervention combined with 

the distribution of oral health care kits for adults with SUD in an outpatient rehabilitation 

program in Southern Arizona. 

Background, Knowledge, and Significance 

Substance use disorder is strongly associated with adverse oral health outcomes, 

including dental caries, periodontal disease, tooth loss, and oral infections. Substances such as 

methamphetamine, opioids, alcohol, and tobacco contribute to oral pathology through both 

physiological effects and behavioral mechanisms, including reduced salivary flow, bruxism, poor 

nutrition, and inconsistent oral hygiene practices (World Health Organization [WHO], 2023). In 

addition to these risk factors, individuals with SUD frequently encounter barriers to dental care, 

such as lack of insurance coverage, financial limitations, transportation challenges, stigma, and 
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competing priorities related to recovery and basic needs (World Health Organization [WHO], 

2022). 

Evidence suggests that preventive oral health education and access to basic hygiene 

supplies can improve oral health knowledge, attitudes, and self-care behaviors in underserved 

populations (Selvarajetal, 2022). Nurse-led educational interventions have been shown to be 

effective in promoting preventive health behaviors and addressing social determinants of health 

within community and outpatient settings (Polit & Beck, 2021). However, there remains a gap in 

the literature on the implementation and evaluation of structured oral health interventions in 

outpatient SUD treatment programs. Integrating oral health promotion into recovery-focused 

care supports a whole-person approach to health and aligns with national and global health 

equity priorities (WHO, 2022). 

Problem Statement 

          Adults with substance use disorder enrolled in outpatient rehabilitation programs 

frequently experience poor oral health and limited access to preventive dental services. Oral 

health education and basic oral hygiene resources are not routinely incorporated into outpatient 

SUD treatment, resulting in missed opportunities to improve oral health knowledge, behaviors, 

and psychosocial outcomes. The lack of standardized nurse-led oral health interventions in these 

settings is a gap in clinical practice that may negatively affect overall health, self-esteem, and 

recovery outcomes.  

Purpose of the Project 

The purpose of this DNP QI project was to evaluate the effectiveness of a nurse-led oral 

health education intervention combined with the distribution of oral health care kits on oral 

health knowledge, behaviors, and self-esteem among adults with substance use disorder 
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participating in an outpatient rehabilitation program in Southern Arizona. This project addressed 

a gap in clinical practice by integrating preventive oral health education and providing oral 

health supplies into routine outpatient SUD treatment to support holistic, recovery-oriented care. 

A quantitative, pre–post quasi-experimental design was used to achieve the project aims. 

Adult participants enrolled in the outpatient rehabilitation program completed self-reported 

questionnaires before and after receiving the nurse-led oral health education and oral health care 

kits. The intervention consisted of standardized education focused on oral hygiene practices, oral 

disease prevention, and the relationship between oral health and overall well-being, along with 

the provision of oral health care kits to support daily self-care. The population studied included 

adults actively engaged in outpatient substance use disorder treatment at a single clinical site in 

Southern Arizona. 

The PICOT question guiding this DNP project was: In adults enrolled in a substance use 

disorder rehabilitation facility (P), how did the implementation of oral health care kits and oral 

health education (I), compared to current practices (C), affect self-reported oral health 

knowledge, oral hygiene practices, and self-esteem (O) over an eight-week intervention period 

(T)? This project aimed to address a critical gap in oral health care for individuals with SUD by 

promoting improved oral hygiene, enhancing self-esteem, and ultimately supporting overall 

recovery and quality of life. 

The independent variable in this project was the implementation of a nurse-led oral health 

education intervention, which included distributing oral health care kits. The dependent variables 

included oral health knowledge and behaviors, as measured by the Oral Health Knowledge, 

Attitudes, and Behaviors (OHKAB) instrument (Selvarajetal, 2022), and self-esteem, as 

measured by the Rosenberg Self-Esteem Scale (Rosenberg, 1965). The relationship between the 
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variables was examined by comparing pre- and post-intervention outcomes within the same 

participant group. This purpose statement aligns with the project PICOT question and is used 

consistently throughout the manuscript to guide implementation and evaluation. 

Clinical Questions 

Q1: Did providing oral health care kits, accompanied by educational materials, increase 

knowledge and awareness of oral health among individuals with substance use disorder in a 

rehabilitation facility over an 8-week intervention period? 

Q2: For adults with SUD in a rehabilitation facility, did the distribution of oral health 

care kits, compared to no intervention, improve daily oral hygiene practices over eight weeks? 

Q3: For adults with substance use disorder in a rehabilitation facility, does addressing 

oral health care needs contribute to an increase in self-reported self-esteem over eight weeks? 

Significance of the Project 

This project is significant to nursing practice, education, and population health. Nurses 

play a critical role in preventive care and health promotion, particularly for vulnerable 

populations with limited access to traditional dental services (American Association of Colleges 

of Nursing [AACN], 2021). By integrating oral health education into outpatient SUD treatment, 

nurses can address an important but often overlooked determinant of health. Improvements in 

oral health knowledge and behaviors may reduce oral disease burden, enhance comfort and 

function, and support psychosocial well-being, including self-esteem (World Health 

Organization [WHO], 2022). In addition, this project contributes practice-based evidence on 

feasible, low-cost oral health interventions that can be sustained in rehabilitation settings, thereby 

supporting nurses' leadership in quality improvement initiatives. 
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Rationale for Methodology  

A quantitative pre–post quasi-experimental design was selected to evaluate changes in 

outcomes following the intervention's implementation. This methodology was appropriate 

because the project focused on improving clinical practice within a specific outpatient 

rehabilitation setting rather than testing a new intervention under experimental conditions. 

Quality improvement designs are commonly used in DNP projects to assess practice change, 

feasibility, and patient-centered outcomes in real-world clinical environments (Institute for 

Healthcare Improvement [IHI], 2023). 

Pre–post designs are particularly well-suited for evaluating educational and behavioral 

interventions when the same participants are measured before and after an intervention, allowing 

each participant to serve as their own control (Polit & Beck, 2021). This approach reduces 

interparticipant variability and supports the detection of meaningful change over time. In 

addition, quantitative methods are appropriate when outcomes such as knowledge, behaviors, 

and self-esteem are measured with validated instruments and analyzed statistically to evaluate 

change following an intervention (Melnyk & Fineout-Overholt, 2023). The selected 

methodology aligned with the project aims, the clinical setting, and the principles of quality 

improvement, supporting timely evaluation and translation of findings into practice. 

Definition of Terms 

Substance use disorder is defined as a chronic, relapsing condition characterized by the 

compulsive use of substances despite harmful consequences, consistent with definitions used in 

contemporary clinical and public health literature (Substance Abuse and Mental Health Services 

Administration [SAMHSA], 2023). Oral health is defined as a state of the mouth, teeth, gums, 

and related structures that enables individuals to eat, speak, and socialize without pain, disease, 
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or discomfort, as described by the World Health Organization (WHO, 2023). Oral Health 

Knowledge, Attitudes, and Behaviors (OHKAB) is a multidimensional construct used to assess 

individuals’ understanding of oral health concepts and their engagement in self-reported oral 

hygiene practices, as operationalized in the OHKAB instrument (Selvarajetal, 2022). Quality 

improvement is the systematic use of data-driven activities to improve health care processes and 

outcomes within specific clinical settings, emphasizing real-world applicability and sustainability 

(Institute for Healthcare Improvement [IHI], 2023). Self-esteem is defined as an individual’s 

overall evaluation of self-worth and self-respect, as conceptualized in the empirical literature and 

operationalized by the Rosenberg Self-Esteem Scale (Rosenberg, 1965). 

Assumptions 

This project assumed that participants provided honest and accurate responses on self-

reported questionnaires. It was also assumed that the oral health education was delivered 

consistently and that participants possessed the cognitive ability to understand and apply the 

information provided during the intervention period. 

Limitations 

The project had several limitations. Using a pre–post design without a comparison group 

limits the ability to establish causality. Outcomes were based on self-reported measures, which 

may be influenced by recall or social desirability bias. In addition, the project was conducted at a 

single outpatient rehabilitation site, which may limit the generalizability of the findings to other 

settings or populations. 

Delimitations 

This project was deliberately limited to adults with SUD enrolled in one outpatient 

rehabilitation program in Southern Arizona. The intervention focused on preventive oral health 
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education and the provision of basic oral hygiene supplies and did not include clinical dental 

treatment or long-term follow-up beyond the project period. 

Summary 

Chapter 1 provided an overview of the problem of poor oral health among adults with 

substance use disorder and the lack of integrated oral health interventions within outpatient 

rehabilitation settings. The background and significance of the problem were discussed, followed 

by the purpose, clinical questions, and methodological rationale for the DNP quality 

improvement project. By addressing an identified practice gap through a nurse-led oral health 

intervention, this project aimed to improve oral health knowledge, behaviors, and self-esteem 

while supporting holistic, recovery-oriented care. Chapter 2 reviews the current literature on oral 

health among individuals with substance use disorders, nurse-led preventive interventions, and 

evidence supporting oral health education and quality improvement initiatives in outpatient 

settings. 
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Chapter 2: Literature Review 

          Oral health disparities among individuals with substance use disorder (SUD) represent a 

persistent and under-addressed problem in outpatient rehabilitation settings. Adults receiving 

treatment for SUD experience high rates of dental caries, periodontal disease, xerostomia, and 

tooth loss, conditions that contribute to pain, infection, impaired nutrition, and diminished 

quality of life (Shekarchizadeh et al., 2013; World Health Organization [WHO], 2022). These 

oral health challenges may negatively affect treatment engagement and recovery outcomes. 

Despite frequent contact with health care providers in outpatient rehabilitation programs, oral 

health education and preventive interventions are not routinely integrated into standard care, 

thereby missing opportunities to address a significant determinant of health (Centers for Disease 

Control and Prevention [CDC], 2023). 

The literature on oral health among individuals with SUD reflects growing recognition of 

its essential role in overall health and recovery. Research has examined the burden of oral 

disease in this population, barriers to accessing dental care, and the role of non-dental health 

professionals in delivering preventive oral health interventions. Evidence from nursing, public 

health, and behavioral science literature suggests that nurse-led educational interventions, 

particularly those grounded in behavioral theory and supported by access to hygiene resources, 

may improve oral health knowledge, promote positive hygiene behaviors, and support 

psychosocial well-being (Bandura, 1986; Kay & Locker, 1996; Proctor et al., 2011). 

A structured literature review was conducted in CINAHL, PubMed/MEDLINE, Scopus, 

and Google Scholar, with emphasis on peer-reviewed sources published in the last five years and 

on seminal works, as needed to support the theoretical foundations. 
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Theoretical Foundation/Social Cognitive Theory 

Bandura’s Social Cognitive Theory (SCT) provided the primary theoretical foundation 

for the project. SCT explains health behavior as the product of reciprocal interactions among 

personal factors (e.g., knowledge and beliefs), behavioral patterns (e.g., daily hygiene practices), 

and environmental influences (e.g., access to supplies and supportive care) (Bandura, 1986). 

SCT is widely applied in health education because it explains how individuals acquire behavior 

through observational learning, reinforcement, and self-efficacy, or the belief in one’s capacity to 

perform a behavior under specific conditions (Bandura, 1986, 1997). 

Self-efficacy is central to the adoption and maintenance of behavior. For adults with 

SUD, oral hygiene routines may be inconsistent due to competing recovery priorities, limited 

resources, and prior negative healthcare experiences. Educational interventions that provide clear 

skills, realistic goals, and reinforcement can strengthen self-efficacy and increase the likelihood 

of sustained preventive behaviors. Contemporary studies and reviews in oral health education 

continue to emphasize self-efficacy and other SCT-related constructs as mechanisms for 

improving oral hygiene behaviors and related outcomes (He et al., 2024; Taheri et al., 2025). 

SCT also underscores the importance of environmental supports. In this DNP project, 

distributing oral health care kits addressed a practical barrier by increasing access to 

toothbrushes, toothpaste, and related supplies, thereby facilitating translation of knowledge into 

action. This pairing of education with environmental support aligns with SCT’s reciprocal 

determinism: individuals are more likely to enact and sustain a behavior when the environment 

makes the desired action feasible (Bandura, 1986). 
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Framework/PDSA 

The project was also guided by QI principles to support implementation and evaluation in 

a real-world outpatient setting. The Plan–Do–Study–Act (PDSA) cycle provides a structured 

approach to testing and refining practice changes, guided by data to drive iterative improvement 

(Institute for Healthcare Improvement [IHI], 2023). In this project, SCT informed the 

educational and behavioral mechanisms of change, whereas the QI framework supported 

pragmatic implementation, outcome measurement, and the translation of results into sustainable 

practice. 

Review of the Literature 

Theme 1: Oral Health Burden and Access Barriers Among People With SUD 

          Recent evidence and national reports indicate that oral disease is highly prevalent and 

inequitably distributed, with vulnerable populations experiencing a disproportionate burden and 

reduced access to care (WHO, 2022; Jain, 2024). People with SUD face elevated risk for dental 

caries, periodontal disease, xerostomia, oral infections, and tooth loss, driven by substance-

related physiological effects and behavioral factors such as inconsistent hygiene, high-sugar 

diets, and tobacco use (Alqarni et al., 2024; Smeda et al., 2025). Methamphetamine use has been 

repeatedly associated with severe oral manifestations (“meth mouth”), including rampant caries, 

xerostomia, bruxism, and poor oral hygiene, with recent reviews and case-based literature 

emphasizing both the severity and the clinical management challenges (Alqarni et al., 2024; 

Skrypnyk et al., 2025). Opioid use is also linked with dental morbidity and functional limitations, 

suggesting that oral health consequences extend across substance classes (Smeda et al., 2025). 

The Agency for Healthcare Research and Quality (AHRQ) has identified persistent 

barriers to dental care among individuals with substance use disorder, including limited 
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insurance coverage, cost, transportation challenges, stigma, and competing recovery-related 

priorities (AHRQ, 2025; Poudel et al., 2023). AHRQ’s rapid response review identified limited 

but concerning evidence gaps regarding the effectiveness of dental services for people with SUD 

and highlighted the need for better-integrated, accessible approaches across the continuum of 

SUD care (AHRQ, 2025). Collectively, these findings support the practice rationale for 

embedding preventive oral health strategies within outpatient rehabilitation settings, where 

contact is frequent, and support systems already exist. 

Theme 2: Oral Health, Mental Health, and Psychosocial Outcomes 

Oral health is increasingly recognized as intertwined with mental health and overall well-

being. Population-based and clinical studies demonstrate associations between oral health 

behaviors, self-rated oral health, and mental health outcomes, including depressive symptoms 

and psychosocial functioning (Heaton et al., 2024; Takeuchi et al., 2026). In clinical populations, 

poorer oral health status is associated with worse oral health–related quality of life, underscoring 

the impact of oral disease on daily functioning and well-being (Flavin et al., 2025). Although 

direct evidence linking oral health interventions to self-esteem outcomes in adults with SUD 

remains limited, the broader literature supports the plausibility that improvements in self-care 

behaviors and perceived health can positively influence psychosocial outcomes. 

Self-esteem is commonly conceptualized and measured as a global evaluation of self-

worth, frequently operationalized using the Rosenberg Self-Esteem Scale (Rosenberg, 1965). 

Contemporary validation studies continue to support the scale’s reliability and construct validity 

across populations (Moksnes et al., 2024). In DNP projects evaluating patient-centered 

outcomes, including self-esteem as a psychosocial indicator, is consistent with holistic care 

models that emphasize both functional and emotional well-being. 
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Theme 3: Nurse-Led Oral Health Education and Preventive Interventions in Non-Dental 

Settings 

The nursing literature supports an expanded role for nurses in oral health promotion, 

particularly in settings with limited dental services. A recent systematic review described 

evolving nursing responsibilities in oral care and identified education, workflow integration, and 

interdisciplinary collaboration as key facilitators of improved oral health practices (Barzoki et 

al., 2025). Community and outpatient settings offer opportunities for nurse-led preventive 

interventions that can be incorporated into routine care with minimal disruption. 

Educational interventions can improve oral health knowledge and support behavior 

change, especially when paired with practical tools. While some nurse-led oral hygiene programs 

have been studied in pediatric populations, the broader implications are transferable: structured 

education can improve knowledge and hygiene practices when interventions are feasible, 

acceptable, and reinforced over time (Mohamed et al., 2024). For adults in outpatient 

rehabilitation, combining nurse-led education with the distribution of oral hygiene supplies 

aligns with evidence that access barriers contribute to poor self-care behaviors and that low-cost, 

supportive interventions can improve preventive practices (Fisher et al., 2023). 

Theme 4: Theory-Based Education, Behavior Change Mechanisms, and Intervention 

Fidelity 

A consistent trend across oral health education research is the value of theory-based 

interventions. Reviews of psychological and behavioral approaches show improvements in oral 

health behaviors and related cognitive factors, including self-efficacy, particularly over the short 

term (He et al., 2024). Recent randomized and quasi-experimental studies similarly emphasize 

the role of self-efficacy and structured education in improving oral hygiene behaviors (Taheri et 
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al., 2025). These findings align directly with SCT and support the use of self-efficacy–consistent 

strategies, such as skills teaching, modeling, reinforcement, and goal setting. 

Implementation literature also highlights intervention fidelity as a determinant of 

outcome validity and sustainability. Evaluations of complex behavior change interventions in 

oral health settings demonstrate the importance of standardized delivery, training, and 

monitoring to ensure that observed outcomes reflect the intervention rather than implementation 

variability (Lowers et al., 2025). For nurse-led outpatient rehabilitation programs, consistent 

educational content and standardized kit components enhance interpretability and support future 

scaling. 

Theme 5: Quality Improvement Designs for Practice Change in Outpatient Settings 

Quality improvement methodologies are commonly used to evaluate practice change 

when randomization or control groups are not feasible. Pre–post designs enable within-

participant comparisons, are practical in clinical settings, and are frequently used in DNP 

projects to assess changes in knowledge, behaviors, and patient-centered outcomes following 

implementation (Melnyk & Fineout-Overholt, 2023). QI frameworks, such as PDSA, provide a 

structured approach for planning, testing, evaluating, and sustaining practice changes (IHI, 

2023). Collectively, this literature supports selecting a quantitative pre–post quasi-experimental 

design to evaluate changes in oral health knowledge, hygiene behaviors, and self-esteem 

following a nurse-led intervention in an outpatient rehabilitation program. 

Summary 

The literature synthesized in this chapter demonstrates a persistent and clinically 

meaningful practice problem: adults with SUD experience a substantial oral health burden and 

face barriers to preventive dental care, and oral health challenges are intertwined with functional 
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and psychosocial well-being (AHRQ, 2025; Poudel et al., 2023; WHO, 2022). Evidence across 

public health, clinical, and nursing literature supports the feasibility and value of integrating 

preventive oral health education into non-dental settings, particularly when interventions address 

behavioral mechanisms and environmental barriers (Barzoki et al., 2025; Fisher et al., 2023). 

Theory-based education, especially approaches consistent with Social Cognitive Theory, 

supports improvements in knowledge and health behaviors through constructs such as self-

efficacy and reciprocal determinism (Bandura, 1986; He et al., 2024; Taheri et al., 2025). 

Collectively, this evidence provides the foundation for the DNP project’s problem 

statement and supports the need for a nurse-led oral health intervention in an outpatient 

rehabilitation program. The clinical questions derived from this synthesis are: over an eight-week 

period, does participation in a nurse-led oral health education intervention with distribution of 

oral health care kits improve oral health knowledge, self-reported oral hygiene behaviors, and 

self-esteem among adults with SUD? The project uses a quantitative pre–post quasi-experimental 

design guided by PDSA to evaluate changes in these outcomes in a single-group outpatient 

population (IHI, 2023; Melnyk & Fineout-Overholt, 2023). The independent variable is the 

implementation of the nurse-led education plus oral health kit distribution, and the dependent 

variables are oral health knowledge and self-reported oral hygiene behaviors measured using the 

OHKAB instrument (Selvaraj et al., 2022) and self-esteem measured using the Rosenberg Self-

Esteem Scale (Rosenberg, 1965; Moksnes et al., 2024).   

Chapter 3 builds on this foundation by describing the project setting, population, 

recruitment approach, intervention procedures, data collection instruments, data management, 

and analytic methods used to evaluate pre–post changes over the eight-week project period. 
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Chapter 3: Methodology 

This DNP project addressed a persistent practice problem in outpatient SUD treatment: 

the lack of routine, structured oral health education and preventive oral hygiene support despite 

the high burden of oral disease in this population. Adults with SUD frequently experience poor 

oral health outcomes that can contribute to pain, infection, impaired nutrition, and diminished 

self-esteem, which may interfere with engagement in treatment and recovery. Although 

outpatient rehabilitation programs provide regular patient contact, oral health promotion is not 

consistently integrated into standard care, creating a gap in holistic, recovery-oriented practice. 

This project was designed to address this gap through a nurse-led oral health education 

intervention combined with the distribution of oral health care kits. 

Clinical Questions 

The following clinical questions guided this quality improvement project: 

Q1: Did providing oral health care kits, accompanied by educational materials, increase 

 knowledge and awareness of oral health among individuals with substance use disorder 

in a rehabilitation facility over an 8-week intervention period? 

Q2: For adults with SUD in a rehabilitation facility, did the distribution of oral health 

care kits, compared to no intervention, improve daily oral hygiene practices over eight 

weeks? 

Q3: For adults with substance use disorder in a rehabilitation facility, did addressing 

oral health care needs contribute to an increase in self-reported self-esteem over eight 

weeks? 

Project Methodology 

          A quantitative methodology with a quasi-experimental design was selected for this project. 

Quantitative methods are appropriate when the purpose of a project is to measure change in 
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predefined outcomes using numerical data and validated instruments (Polit & Beck, 2021; 

Melnyk & Fineout-Overholt, 2023). A quasi-experimental design was appropriate because 

participants were not randomly assigned to intervention and control groups, and the project was 

conducted in a natural clinical setting where withholding the intervention was neither practical 

nor ethical. Quasi-experimental designs are commonly used in quality improvement initiatives to 

evaluate practice changes in real-world settings without randomization (Polit & Beck, 2021). 

Quality improvement projects are inherently quantitative, as they focus on evaluating practice 

change and outcomes in clinical settings rather than generating generalizable theory. 

Qualitative methodologies were not selected because the project did not aim to explore 

perceptions, experiences, or meanings related to oral health behaviors. Mixed-methods 

approaches were also not chosen, as adding qualitative data collection would not directly address 

the project’s clinical questions and would increase complexity without a corresponding benefit. 

The selected quantitative methodology enabled systematic measurement of changes in oral 

health knowledge, oral hygiene behaviors, and self-esteem, thereby directly aligning with the 

clinical questions. 

Project Design 

A quantitative methodology guided this project. Within this methodological framework, a 

quasi-experimental pre–post design was used to evaluate changes in outcomes following the 

intervention's implementation. Baseline data were collected before the intervention and 

compared with follow-up data obtained after the eight-week intervention period using the same 

participants. Pre–post quasi-experimental designs are commonly used in quality improvement 

initiatives when randomization or control groups are not feasible and when the goal is to assess 

change over time within a defined clinical population (Institute for Healthcare Improvement 
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[IHI], 2023; Polit & Beck, 2021). This design allowed each participant to serve as their own 

comparison, reducing interparticipant variability and supporting the detection of meaningful 

change. 

The independent variable was participation in a nurse-led oral health education 

intervention combined with the distribution of a standardized oral health care kit containing a 

toothbrush, toothpaste, dental floss, mouthwash, and lip balm. The dependent variables included 

oral health knowledge, self-reported oral hygiene behaviors, and self-esteem. These variables 

were selected to align with the project’s clinical questions and to evaluate both cognitive and 

behavioral outcomes 

Data for each variable were collected using validated self-report instruments selected 

based on alignment with the clinical questions and prior use in the literature. To assess oral 

health knowledge and daily oral hygiene behaviors, the project utilized the Oral Health 

Knowledge, Attitude, and Behavior Questionnaire (OHKAB-Q) developed and validated by 

Selvaraj et al. (2022). This self-administered tool comprises 39 items across four domains: 

demographic characteristics, knowledge, attitude, and behavior. For this project, only the 

knowledge and behavior domains were administered and analyzed, as they directly aligned with 

the clinical questions. A copy of the instrument is provided in Appendix E. 

Self-esteem was measured using the Rosenberg Self-Esteem Scale (RSES). The RSES is 

a widely validated 10-item scale that assesses global self-worth by measuring positive and 

negative self-feelings (Rosenberg, 1965).  A copy of the instrument is provided in Appendix E. 

 Data were collected at baseline and after the 8-week intervention period. The OHKAB 

Questionnaire and RSES were administered at both time points to evaluate changes in 

knowledge, behavior, and self-esteem. The selection of these tools was supported by literature 
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demonstrating their reliability and validity in assessing oral health-related constructs in similar 

populations. 

Table 1 

Project Variables  

 

 

Variable Type Variable Instrument 
Level of 

Measurement 

Independent 

variable 

Nurse-led oral health 

education with oral health 

care kit distribution 

Standardized nurse-led 

educational intervention and 

oral health care kit 

Nominal 

Dependent 

variable 
Oral health knowledge 

Oral Health Knowledge, 

Attitudes, and Behaviors 

(OHKAB) instrument 

Interval 

Dependent 

variable 
Oral hygiene behaviors 

Oral Health Knowledge, 

Attitudes, and Behaviors 

(OHKAB) instrument 

Ordinal 

Dependent 

variable 
Self-esteem Rosenberg Self-Esteem Scale Interval 

    

Note. The independent variable represents exposure to the nurse-led oral health education 

intervention combined with oral health care kit distribution. Dependent variables were measured 

at baseline and post-intervention using validated self-report instruments.  

Population and Sample Selection 

The project setting was an outpatient rehabilitation program located in Southern Arizona 

that provides treatment services for adults with SUD. Written authorization to conduct the 

project at the participating outpatient rehabilitation facility was obtained prior to implementation. 

Documentation of the site agreement is provided in Appendix A. The population of interest 

consisted of adults actively enrolled in outpatient SUD treatment at the site during the project 

period. The target population included individuals who were cognitively able to complete self-

administered questionnaires. 
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A convenience sample was used. All eligible adults attending the outpatient program 

during the project implementation period were invited to participate. Recruitment materials, 

including the project brochure, are provided in Appendix D. Inclusion criteria included age 18 

years or older, enrollment in outpatient SUD treatment, and the ability to read and understand 

English. Exclusion criteria included age younger than 18 years, individuals not enrolled in the 

outpatient substance use disorder rehabilitation program, and cognitive impairment that would 

interfere with understanding the educational content or completing questionnaires. 

An a priori power analysis was conducted to estimate the minimum sample size required 

to detect meaningful change using a pre–post design. Based on an anticipated medium effect 

size, a significance level of .05, and a power of .80, a minimum sample size of 34 participants 

was recommended. However, 52 participants completed both pre- and post-intervention 

questionnaires, exceeding the required sample size. 

This DNP project did not require informed consent because it was designed to evaluate a 

practice change through voluntary participation, and only de-identified data was provided to the 

project lead. There was no direct interaction between the participants and the project lead. 

Participation was voluntary, and refusal to participate did not affect access to site services. No 

participants were excluded after enrollment. 

Sources of Data and Instrumentation 

Data were collected using self-administered questionnaires completed before and after 

the intervention. Oral health knowledge and oral hygiene behaviors were measured using the 

Oral Health Knowledge, Attitudes, and Behaviors (OHKAB) instrument. Self-esteem was 

measured using the Rosenberg Self-Esteem Scale. 
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The OHKAB instrument was developed to assess oral health knowledge and self-reported 

behaviors among adults and has demonstrated acceptable validity and reliability in prior studies 

(Selvaraj et al., 2022). The instrument comprises multiple items assessing knowledge of oral 

health concepts and the frequency of oral hygiene practices. Scores are calculated by summing 

item responses, with higher scores indicating greater knowledge and more consistent hygiene 

behaviors. 

The Rosenberg Self-Esteem Scale is a widely used measure of global self-esteem 

consisting of 10 items rated on a Likert-type scale. The scale has demonstrated strong internal 

consistency and construct validity across diverse populations (Moksnes et al., 2024). Higher 

scores indicate greater self-esteem. Permission to use both instruments was obtained and is 

included in the appendices. 

Validity 

Internal validity was supported by a standardized intervention, consistent data-collection 

procedures, and validated measurement instruments. Using the same participants for pre- and 

post-intervention measurement minimized selection bias and supported assessment of change 

over time. External validity was limited using a single clinical site and a convenience sample; 

however, the project population reflects typical outpatient SUD treatment settings, supporting 

relevance to similar clinical environments.  

The OHKAB instrument has demonstrated content and construct validity in adult 

populations, while the Rosenberg Self-Esteem Scale has extensive evidence supporting its 

validity as a measure of global self-esteem (Selvaraj et al., 2022; Moksnes et al., 2024). 
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Reliability 

          Reliability was supported through use of established instruments with documented internal 

consistency. In validation studies, the Oral Health Knowledge, Attitude, and Behavior 

Questionnaire (OHKAB-Q) demonstrated acceptable internal consistency, with reported 

Cronbach’s alpha coefficients of .79 for the relevant domains (Selvaraj et al., 2022). The 

Rosenberg Self-Esteem Scale has consistently demonstrated strong internal reliability, with 

Cronbach’s alpha values typically ranging from .77 to .88 across diverse populations (Moksnes 

et al., 2024). Consistent administration of the instruments at both the pre- and post-intervention 

phases further supported reliability in this quality improvement project. 

Data Collection Procedures 

          Data collection occurred over an eight-week period. At baseline, participants completed 

pre-intervention questionnaires before receiving nurse-led oral health education and standardized 

oral health care kits. The baseline assessment measured participants’ oral health knowledge, self-

reported hygiene behaviors, and self-esteem prior to intervention exposure. 

          Following completion of baseline measures, participants attended the education session 

delivered by the project lead and received their oral health care kits. The kits and associated 

supplies were funded through a donation from Delta Dental, with coordination and financial 

facilitation provided by Dr. Hoover, who served as the project’s content expert. Distribution of 

the kits occurred immediately following the education session to reinforce application of the 

instructional content. 

          Throughout the eight-week implementation period, participants were encouraged to apply 

the educational material and utilize the provided supplies as part of their daily oral hygiene 
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routines. Informal reinforcement occurred during routine clinic interactions to support adherence 

to recommended practices. 

          At the conclusion of the eight-week period, participants completed the post-intervention 

questionnaires using the same validated instruments administered at baseline. Using identical 

pre- and post-intervention measures enabled direct comparisons of outcomes over time within 

the same participants. 

          All data were collected anonymously using unique identifiers assigned at baseline. No 

personal identifying information was recorded. Completed questionnaires were entered into a 

secure, password-protected electronic file accessible only to authorized personnel. Data will be 

retained for the institutionally required period and subsequently destroyed in accordance with 

established data security policies. 

Data Analysis Procedures 

Questionnaires were administered electronically via a secure online survey platform. 

Responses were exported to a secure database and screened by the project lead for completeness 

and accuracy prior to analysis. Descriptive statistics were used to summarize demographic 

characteristics, including age, gender, and race/ethnicity, as well as baseline outcome measures. 

Inferential statistical analyses were conducted to evaluate changes in oral health knowledge, self-

reported oral hygiene behaviors, and self-esteem over time.  Paired-samples t-tests were used to 

analyze changes in continuous outcome variables, including oral health knowledge scores and 

self-esteem scores. Changes in categorical oral hygiene behaviors were analyzed using chi-

square tests. Statistical significance was established a priori at p < .05, consistent with 

conventional standards for inferential analysis (Polit & Beck, 2021). Data analysis was 

conducted using Intellectus Statistics software. 
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Ethical Considerations 

 This QI project was reviewed and approved by the Midwestern University Institutional 

Review Board (IRB) and the participating outpatient rehabilitation facility prior to 

implementation. The project was classified as a quality improvement initiative rather than human 

subjects research. Documentation of the IRB determination is provided in Appendix C. 

Participation was voluntary, and participants were informed by the site leadership of the 

project's purpose and procedures, as well as their right to decline participation without penalty or 

impact on their treatment services. Completion of the pre- and post-intervention questionnaires 

implied consent to participate. Written informed consent was not required because the 

intervention posed minimal risk and was classified as a QI initiative. 

To protect confidentiality, no identifying information was collected on questionnaires. 

Data were stored securely in password-protected electronic files accessible only to the project 

investigator. All data were reported in aggregate form to prevent identification of individual 

participants. 

The intervention posed minimal risk, as it consisted solely of oral health education and 

provision of standard oral hygiene supplies consistent with routine preventive health practices. 

No experimental procedures or alterations to clinical treatment were introduced. The project was 

reviewed by the institutional review board and determined to meet the criteria for quality 

improvement rather than human-subject research; therefore, formal research consent was not 

required (see Appendix C). 

Although written research consent was not required, participants were informed of the 

project's purpose and voluntary nature prior to completing the questionnaire. Participation was 

optional, and individuals could decline to complete questionnaires without affecting their 
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treatment services. Confidentiality was maintained by using unique identifiers, and no personally 

identifiable information was collected. Data were stored in a secure, password-protected 

electronic file in accordance with institutional policies. 

Limitations 

Several limitations should be considered when interpreting the project findings. 

Methodological limitations included the absence of a control group and reliance on a pre–post 

design, both of which limit causal inference. Sample-related limitations included the use of a 

convenience sample from a single outpatient site, which may affect generalizability. 

Instrumentation limitations included reliance on self-reported data, which may be subject to 

response bias. Data analysis limitations included a limited ability to control for confounding 

variables. 

Summary 

This chapter describes the methodology used to evaluate the effectiveness of a nurse-led 

oral health education intervention, combined with the distribution of oral health care kits, in an 

outpatient setting for substance use disorder treatment. The quantitative pre–post quasi-

experimental design, project setting, population and sample selection, instrumentation, data 

collection procedures, and data analysis methods were presented to support replication. Ethical 

considerations and project limitations were also addressed. Chapter 4 presents the project's 

results, including descriptive and inferential findings on changes in oral health knowledge, oral 

hygiene behaviors, and self-esteem following the 8-week intervention period. 
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Chapter 4:  Data analysis and Results 

 

This chapter presents the data analysis and results of the DNP project evaluating the 

impact of a nurse-led oral health education intervention combined with the distribution of 

standardized oral health care kits in an outpatient SUD treatment setting in Southern Arizona. 

The purpose of the analysis was to determine whether participation in the intervention was 

associated with changes in oral health knowledge, oral hygiene behaviors, and self-esteem over 

an 8-week period. This chapter begins with a description of the sample and its demographic 

characteristics, followed by the data analysis procedures, detailed analysis steps, the presentation 

of results aligned with the clinical questions, and a summary of findings. 

Descriptive Data 

          A total of 52 participants enrolled in the project and completed pre-intervention 

questionnaires. Participants were recruited using a convenience sampling approach from adults 

receiving services at the outpatient substance use disorder treatment facility during the 

implementation period. All eligible individuals who were present during the recruitment period 

were informed about the project and invited to participate. Inclusion criteria included being 18 

years of age or older and currently enrolled in outpatient treatment services. Participation was 

voluntary, and individuals who declined participation continued to receive standard care without 

penalty. Of those invited, 52 individuals consented to participate in the quality improvement 

initiative and completed baseline questionnaires. 

           Demographic characteristics were collected to describe the sample and contextualize 

findings within the outpatient SUD population.  Descriptive statistics were calculated for all 

demographic variables. Means and standard deviations were computed for continuous variables, 

and frequencies and percentages were calculated for categorical variables.  The sample was 
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evenly split by gender: 26 (50%) identified as female and 26 (50%) as male. The largest age 

group was 35–40 years (39%), followed by 45–54 years (25%), 25–34 years (19%), and those 

aged 55 and older (17%). The group was racially and ethnically diverse, with 44% identifying as 

Caucasian or White, 30% as Hispanic/Latino, 10% as American Indian/Alaska Native, 8% as 

Black American, and 8% as mixed or of other ethnicities.  Table 2 presents the demographic 

characteristics of the sample. 

Table 2  

 

Demographic Characteristics of Participants (N = 52) 

Characteristic 

 

  n   % 

Age     

25-34 years   10   19 

35-44 years   20   39 

45-54 years   13   25 

>54 years    9   17 

Gender     

Female   26   50 

Male   26   50 

Race/Ethnicity     

Caucasian/White   23   44 

Hispanic/Latino   16   30 

American Indian/Alaskan Native     5   10 

Black American     4    8 

Mixed/Other     4    8 

Note.  Percentages may not add up to 100 due to rounding. 

 

Data Analysis Procedures 

A quantitative pre–post design was used to evaluate changes in outcomes following 

participation in the intervention. Because the same participants completed questionnaires before 

and after the 8-week intervention, a paired analytical approach was appropriate. The independent 

variable was the implementation of the nurse-led oral health education intervention combined 

with the distribution of a standardized oral health care kit containing a toothbrush, toothpaste, 
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dental floss, mouthwash, and lip balm. The dependent variables included oral health knowledge, 

oral hygiene behaviors, and self-esteem.   

Clinical Question 1 examined whether participation in the intervention improved oral 

health knowledge scores.  Clinical Question 2 evaluated whether oral hygiene behaviors changed 

following the intervention.  Clinical Question 3 assessed whether self-esteem scores improved 

over the 8-week period.  Continuous variables were analyzed using paired t-tests when 

assumptions of normality were met. Categorical oral hygiene behaviors were analyzed using chi-

square tests. An alpha level of .05 was used to determine statistical significance. 

Potential sources of error included self-report bias, absence of a control group, maturation 

effects, and possible ceiling effects in baseline knowledge scores. These factors may have 

influenced the magnitude or detectability of change and were considered in the interpretation of 

findings. 

Data Analysis Steps 

Data were entered into statistical software and reviewed for completeness and accuracy. 

Data cleaning procedures included verifying entries, assessing missing values, and identifying 

outliers. Descriptive statistics were generated to examine distributional characteristics. 

Assumptions of normality were assessed for continuous outcome variables. Once assumptions 

were met, paired t-tests were conducted to compare pre- and post-intervention mean scores. 

Effect sizes were calculated to determine the magnitude of change.  For categorical oral hygiene 

behaviors, frequency distributions were compared pre- to post-intervention using chi-square 

tests. 
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RESULTS: 

Oral Health Knowledge 

A paired samples t-test compared baseline and post-intervention oral health knowledge 

scores. At baseline, the mean knowledge score was 8.0 (SD = 1.0, range = 6–10). Following the 

intervention, the mean remained 8.0 (SD = 1.0, range = 3–10). Results indicated no statistically 

significant difference, t (51) = 0.417, p = .339.  Table 3 presents the comparison of pre- and post-

intervention oral health knowledge scores. 

Table 3 

 

Paired Samples t-Test Results for Oral Health Knowledge (N = 52) 

Time Point 

 

 M   SD   Range   t   df   p 

Baseline   8.0   1.0   6-10    

Post-intervention   8.0   1.0   3-10   0.417   51   .339 

Note.  A paired-samples t-test showed no statistically significant difference between baseline and 

post-intervention oral health knowledge scores. 
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Figure 1 

Pre- and Post-Intervention Oral Health Knowledge Scores 

 

Oral Hygiene Practices 

     Oral hygiene behaviors were examined using a Chi-square test of independence. At baseline, 

47 participants (90%) reported adequate hygiene behaviors, compared to 48 participants (92%) 

post-intervention. Conversely, inadequate behaviors decreased from 5 participants (10%) to 4 

participants (8%). Results showed a statistically significant improvement, χ² (1, N = 52) = 8.132, 

p = .004, Cramer’s V = .395.  Table 5 presents pre- and post-intervention frequency distributions 

and chi-square results for oral hygiene behaviors. 
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Table 4 

Chi-Square Test Results for Oral Hygiene Practices (N = 52) 

Behavior Baseline n (%) Post-intervention n (%)  χ²   df   p Cramer’s 

V 

Adequate   47 (90%)   48 (92%) 8.132  1 .004      .395 

Inadequate     5 (10%)     4 (8%)     

Note.  A Chi-square test of independence indicated a statistically significant improvement in oral 

hygiene behaviors from baseline to post-intervention. 

 

Figure 2 compares pre- and post-intervention percentages of oral health hygiene practices. 

 

 

Self-Esteem 

     The Rosenberg Self-Esteem Scale was analyzed using a paired samples t-test. At baseline, the 

mean score was 1.0 (SD = 0.64, range = 0–3). After the intervention, the mean score increased 
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slightly to 2.0 (SD = 0.61, range = 0–3). However, the change was not statistically significant, 

t(51) = –0.405, p = .344.   

Table 5 

 

Paired Samples t-Test Results for Rosenberg Self-Esteem (N = 52) 

Time Point   M   SD  Range   t   df   p 

Baseline 1.0 0.64    0-3    

Post-intervention 2.0 0.61    0-3 -0.405 51 .344 

Note. A paired-samples t-test showed no statistically significant change in self-esteem from 

baseline to post-intervention.  

 

Figure 3 

 

Summary 

This chapter presented descriptive data and inferential analyses evaluating the impact of a 

nurse-led oral health education intervention combined with the distribution of oral health care 
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kits in an outpatient SUD treatment setting. Statistical procedures were selected based on the 

level of measurement and aligned with the project’s clinical questions. The next chapter 

interprets these findings within the context of existing literature and discusses clinical 

implications, limitations, and recommendations for sustainability and future practice. 
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Chapter 5: Summary of Findings and Conclusions 

 

The purpose of this quality improvement project was to evaluate the impact of a nurse-led 

oral health education intervention, combined with the distribution of oral health care kits, on the 

oral health knowledge, hygiene behaviors, and self-esteem of adults with SUD enrolled in an 

outpatient rehabilitation program in Southern Arizona. Guided by Bandura’s social cognitive 

theory (1986) and structured using the PDSA cycle from the Institute for Healthcare 

Improvement (IHI, 2020), the intervention aimed to promote behavior change, enhance self-

efficacy, and address a commonly overlooked health disparity among individuals recovering 

from substance use. 

The findings of this DNP project were organized according to the three clinical questions 

investigated.  The first clinical question examined whether participation in the nurse-led oral 

health education intervention improved oral health knowledge over the 8-week period. Results 

indicated no statistically significant change in oral health knowledge scores from baseline to 

post-intervention. Knowledge scores remained stable, suggesting that participants entered the 

program with relatively high baseline oral health knowledge. This finding is consistent with the 

literature, indicating that knowledge alone may not be the primary barrier to improved oral 

health behaviors in populations with SUD. Although knowledge did not increase, maintaining 

baseline knowledge remains clinically relevant and supports the need to focus interventions on 

behavior reinforcement rather than information alone. 

The second clinical question examined whether participation in the intervention improved 

self-reported oral hygiene behaviors. Findings demonstrated a statistically significant 

improvement in oral hygiene behaviors, with a higher proportion of participants reporting 

adequate hygiene practices after the intervention. This result is the most meaningful outcome of 
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the project and aligns with its theoretical foundation. By pairing education with tangible oral 

health care kits, the intervention addressed both cognitive and environmental factors that 

influence behavior change. This finding expands the existing body of knowledge by 

demonstrating that nurse-led, low-cost interventions can produce measurable improvements in 

preventive health behaviors within outpatient SUD treatment settings. 

The third clinical question examined whether participation in the intervention resulted in 

changes in self-esteem. Although mean self-esteem scores increased slightly from pre-

intervention to post-intervention, the change was not statistically significant. This finding 

suggests that self-esteem may be less responsive to short-term interventions and may require 

longer duration, repeated reinforcement, or additional psychosocial supports to achieve 

meaningful change. The result is consistent with literature describing self-esteem as a complex 

construct influenced by multiple social, psychological, and environmental factors. 

Overall, the findings support the conclusion that while oral health knowledge and self-

esteem did not change significantly over the eight-week period, oral hygiene behaviors improved 

in a statistically and clinically meaningful way. These results align with the content presented in 

Chapters 1-3 and support the effectiveness of nurse-led, resource-supported interventions in 

improving preventive health behaviors among underserved populations. 

Implications 

The findings of this DNP project have important implications for nursing practice, theory, 

and future quality improvement efforts. 

Theoretical Implications 

From a theoretical perspective, the findings support key constructs of Social Cognitive 

Theory. The lack of significant change in knowledge suggests that information alone may be 



 42 

insufficient to drive behavior change. In contrast, the significant improvement in oral hygiene 

behaviors underscores the importance of self-efficacy and environmental support in facilitating 

behavior change. Providing oral health care kits reduced practical barriers and enabled 

participants to apply existing knowledge, reinforcing the reciprocal interaction between personal 

factors and the environment. The findings suggest that theory-based interventions emphasizing 

behavior reinforcement and resource access may be particularly effective in outpatient 

rehabilitation settings. 

The project also highlights the strengths and limitations of applying behavioral theory 

within a short intervention period. While behavior change was observed, changes in more 

complex psychosocial constructs, such as self-esteem, may require longer time frames or 

integration with broader therapeutic interventions. 

Clinical Implications 

The findings of this project have meaningful clinical implications for the care of adults 

with SUD in outpatient rehabilitation settings. Improvements in oral hygiene behaviors suggest 

that brief, nurse-led preventive interventions can positively influence daily self-care practices 

that are closely linked to oral pain, infection risk, nutritional intake, and overall comfort. By 

addressing unmet preventive oral health needs, nurses can help reduce the risk of dental 

emergencies, untreated infections, and oral discomfort that can interfere with recovery, 

engagement, and quality of life. 

Integrating oral health promotion into routine outpatient care supports whole-person, 

recovery-oriented nursing practice by recognizing oral health as an essential component of 

physical and psychosocial well-being. These findings reinforce nurses' role in early identification 
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of oral health risks and in implementing low-burden interventions to mitigate downstream 

complications and healthcare utilization. 

Practical Implications 

The practical implications of this project are significant for nursing practice. Nurses are 

well-positioned to integrate oral health promotion into outpatient SUD treatment through their 

frequent patient contact and their roles in health education and prevention. This project 

demonstrates that incorporating brief oral health education and distributing basic hygiene 

supplies is feasible, low-cost, and effective in improving self-reported oral hygiene behaviors. 

Embedding oral health promotion into routine nursing care can enhance holistic, 

recovery-oriented treatment and may reduce oral health–related complications, discomfort, and 

emergency dental visits. The intervention requires minimal training, limited resources, and can 

be easily adapted to other outpatient or community-based settings serving vulnerable 

populations. 

Future Implications 

This project both identified effective strategies and highlighted areas requiring further 

exploration. The absence of significant changes in knowledge and self-esteem suggests that 

future interventions may need to focus on sustained reinforcement, repeated education sessions, 

or integration with counseling and behavioral health services. The findings also suggest that 

behavior-focused outcomes may be more sensitive indicators of short-term intervention success 

in outpatient SUD populations. 

Future quality improvement initiatives may explore longer intervention periods, follow-

up assessments to evaluate maintenance of behavior change, and integration of oral health 
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promotion into interdisciplinary treatment models. These efforts could further strengthen the 

evidence base for preventive oral health interventions in SUD care. 

Recommendations for Future Research 

          Based on the project’s findings, several recommendations are proposed for future research. 

First, researchers should examine the long-term sustainability of improved oral hygiene 

behaviors by incorporating follow-up assessments beyond the immediate post-intervention 

period. Evaluating outcomes at three- and six-month intervals would provide insight into 

whether behavior changes are maintained over time and whether additional reinforcement 

strategies are needed to support sustained improvement. 

          Second, future studies should explore the effects of extended or repeated oral health 

education sessions on psychosocial outcomes, including self-esteem and quality of life. While 

improvements in hygiene behaviors were observed, changes in more complex psychosocial 

constructs may require longer exposure to educational reinforcement. Examining dosage effects 

and structured follow-up education could clarify the relationship between intervention intensity 

and psychosocial outcomes. 

          Third, additional research should evaluate the implementation of similar nurse-led 

interventions across multiple outpatient rehabilitation sites and diverse geographic regions. 

Expanding the setting would improve external validity and provide insight into how contextual 

factors influence outcomes. Comparative evaluation across sites may also identify best practices 

for scaling and sustaining the integration of oral health within substance use disorder treatment 

programs. 
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Recommendations for Practice 

          Based on the project findings, outpatient SUD treatment programs should consider 

incorporating nurse-led oral health education and distribution of oral hygiene kits into routine 

care. This approach addresses an identified practice gap and supports holistic, patient-centered 

care by integrating preventive oral health into existing treatment services. Embedding oral health 

education into standard workflows may improve accessibility and reduce barriers to preventive 

care for vulnerable populations. 

          In addition, nursing staff should receive foundational training in oral health promotion to 

ensure consistent delivery of education and reinforcement of hygiene behaviors. Incorporating 

oral health screening questions into routine nursing assessments may further strengthen early 

identification of unmet needs. Establishing partnerships with community dental providers and 

securing sustainable funding sources for oral hygiene supplies may enhance long-term feasibility 

and program sustainability. 

Plan for Sustainability 

          Sustainability of this DNP project is supported by its low cost, simplicity, and alignment 

with existing nursing workflows. Oral health education can be incorporated into routine group or 

individual education sessions without disrupting program operations and with minimal additional 

time or staffing requirements. The average cost per participant for each oral health care kit was 

approximately $8, indicating that the intervention is financially feasible for outpatient treatment 

programs. 

          Oral health care kits can be replenished using modest internal funding allocations or 

through partnerships with community organizations, dental programs, or philanthropic agencies. 

During the project's implementation, funding and supplies were secured through community 
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support from Delta Dental, demonstrating the viability of external sponsorship for preventive 

health initiatives. Establishing ongoing relationships with local dental providers or public health 

agencies may further enhance financial sustainability. 

          Continued engagement of staff and leadership remains essential to sustaining the 

intervention. Ongoing monitoring of oral health behaviors through informal check-ins or brief 

assessments can reinforce progress, promote accountability, and identify opportunities to refine 

the program. Integrating oral health metrics into routine quality improvement monitoring may 

further support long-term maintenance of practice change. 

Plan for Dissemination 

Dissemination of the findings from this DNP project is essential to promote broader 

practice improvement. The results of this project will be presented as a poster presentation at the 

Western Institute of Nursing (WIN) Conference in San Francisco, scheduled for April 22, 2026. 

This venue provides an opportunity to share findings with nursing scholars and clinicians across 

the western United States and to highlight nurses' role of nurses in addressing oral health 

disparities. 

Additional dissemination strategies include sharing results with clinical stakeholders at 

the implementation site, presenting findings at nursing education forums, and submitting the 

project for consideration in professional nursing publications. These efforts support the 

translation of quality improvement findings into broader nursing practice. 

Conclusion 

This DNP quality improvement project demonstrated that a nurse-led oral health 

education intervention, combined with the distribution of oral health care kits, significantly 

improved self-reported oral hygiene behaviors among adults with SUD in an outpatient 
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rehabilitation setting. Although changes in oral health knowledge and self-esteem were not 

statistically significant, improvements in hygiene behaviors represent a clinically meaningful 

outcome that supports holistic, patient-centered care. 

By addressing an important practice gap, this project contributes to the growing body of 

evidence supporting nurse-led preventive interventions in underserved populations. The findings 

underscore the value of behavior-focused, resource-supported strategies and highlight 

opportunities for future research, practice innovation, and sustained quality improvement. 
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Appendix E: Instruments Used & Permission to Use 
Oral Health KAB Survey: Knowledge Scale 

Knowledge: 

Baseline Post-

implementation 

  N % N % 

1. There are two sets of teeth during a 

lifetime. 

    

Not Correct 6 11% 3 6% 

Correct 46 89% 49 94% 

2. Tooth infection causes gum bleeding.     

Not Correct 46 89% 49 94% 

Correct 6 11% 3 6% 

3. Replacement of a missing tooth 

improves oral hygiene. 

    

Not Correct 42 81% 47 90% 

Correct 10 19% 5 10% 

4. The dental caries of deciduous teeth 

(baby teeth) need not be treated. 

    

Not Correct 19 36% 12 23% 

Correct 33 64% 40 77% 

5. Bacteria is one of the reasons for 

gingival problems (swelling or bleeding 

gums). 

    

Not Correct 1 2% 2 4% 

Correct 51 98% 50 96% 

6. Fizzy soft drinks (acidic and full of 

sugar) affect the teeth adversely. 

    

Correct 52 100% 52 100% 

7. Loss of teeth can interfere with speech.     

Not Correct 1 2% 4 8% 

Correct 51 98% 48 92% 
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8. Irregularly placed teeth can be moved 

into the correct position by dental 

treatment. 

    

Not Correct 5 10% 5 10% 

Correct 47 90% 47 90% 

9. Decayed teeth can affect the appearance 

of a person. 

    

Not Correct 2 4%   

Correct 50 96% 52 100% 

10. Tobacco chewing or smoking can 

cause oral cancer. 

    

Not Correct 1 2% 1 2% 

Correct 51 98% 51 98% 

11. White patches on teeth (enamel 

breakdown or fungal infection) are called 

dental plaques. 

    

Not Correct 44 85% 46 89% 

Correct 8 15% 6 11% 

Note. N = 52 
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Oral Health KAB Survey: Behavior Scale 

Baseline characteristic 

Baseline Post-

implementation 

  N % N % 

Behavior:     

1. I give importance to my teeth as much 

as any part of my body? 

    

Inadequate behavior (other response) 1 12%   

Adequate behavior (Strongly or agreed) 51 98% 52 100% 

2. I have sensitive teeth?     

Inadequate behavior 5 10% 4 8% 

Adequate behavior 47 90% 48 92% 

3. I brush my teeth twice daily?     

Inadequate behavior 2 4% 1 2% 

Adequate behavior 50 96% 51 98% 

4. I use my teeth to open the cap of bottled 

drinks? 

    

Inadequate behavior 33 64% 38 73% 

Adequate behavior 19 36% 14 27% 

5. I experience toothache while chewing 

food? 

    

Inadequate behavior 18 35% 19 36% 

Adequate behavior 34 65% 33 64% 

6. I have bleeding gums during brushing?     

Inadequate behavior 10 19% 14 27% 

Adequate behavior 42 81% 38 73% 

7. I have routine dental check-ups?     

Inadequate behavior 16 31% 17 33% 

Adequate behavior 36 69% 35 67% 

Note. N = 52 
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Permission to Use Instrument: 

The Oral Health Knowledge, Attitude, and Behavior Questionnaire used is an instrument 

developed and validated by Selvaraj et al. (2022) in Medicina. That article is explicitly published 

under a Creative Commons Attribution (CC BY 4.0) license, which means it is legally allowed to 

reuse, reproduce, and adapt the questionnaire items in the DNP project (including putting the full 

instrument in an appendix), as long as you provide proper attribution and indicate if you made 

any changes. MDPI+1 

 

The Oral Health Knowledge, Attitude, and Behavior Questionnaire (OHKAB) used in this 

project is reproduced from Selvaraj et al. (2022), “Development and Validation of Oral Health 

Knowledge, Attitude and Behavior Questionnaire among Indian Adults,” Medicina, 58(1), 68. 

The article and instrument are distributed under the terms of the Creative Commons 

Attribution (CC BY 4.0) license (https://creativecommons.org/licenses/by/4.0/). No 

changes/Minor formatting changes were made to the original items. 
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(2022). Development and validation of oral health knowledge, attitude and behavior 

questionnaire among Indian adults. Medicina, 58(1), 68.  
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Appendix E:  Rosenberg Self-Esteem Scale 
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Baseline characteristic 

Baseline Post-

implementation 

  N % n % 

1 On the whole, I am satisfied with myself? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

13 

16 

13 

7 

3 

 

25% 

31% 

25% 

14% 

6% 

 

7 

16 

19 

5 

5 

 

14% 

31% 

37% 

10% 

10% 

2 At times, I think I am no good at all? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

3 

26 

19 

4 

0 

 

6% 

50% 

37% 

4% 

0% 

 

10 

18 

10 

8 

6 

 

19% 

35% 

19% 

15% 

12% 

3 I feel that I have a number of good qualities? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

 

7 

18 

24 

2 

1 

 

 

14% 

35% 

46% 

4% 

2% 

 

 

6 

26 

19 

1 

0 

 

 

12% 

50% 

36% 

2% 

0% 

4 I am able to do things as well as most other 

people? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

 

11 

16 

15 

7 

3 

 

 

21% 

31% 

29% 

14% 

6% 

 

 

5 

24 

22 

1 

0 

 

 

10% 

46% 

42% 

2% 

0% 

5 I feel I do not have much to be proud of? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

14 

14 

11 

10 

3 

 

27% 

27% 

21% 

19% 

6% 

 

10 

17 

17 

3 

5 

 

19% 

33% 

33% 

6% 

10% 

6 I certainly feel useless at times? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

8 

20 

21 

2 

1 

 

16% 

39% 

40% 

4% 

2% 

 

10 

17 

16 

4 

5 

 

19% 

33% 

31% 

8% 

10% 
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7 I feel that I’m a person of worth, at least on 

an equal plane with others? 

Neither Agree or Disagree 

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

 

12 

4 

14 

11 

11 

 

 

23% 

8% 

27% 

21% 

21% 

 

 

9 

19 

21 

2 

1 

 

 

17% 

27% 

40% 

4% 

2% 

8 I wish I could have more respect for myself? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

 

13 

15 

16 

4 

4 

 

 

25% 

29% 

31% 

8% 

8% 

 

 

12 

8 

13 

6 

13 

 

 

23% 

15% 

25% 

12% 

25% 

9 All in all, I am inclined to feel that I am a 

failure? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

 

11 

20 

20 

1 

0 

 

 

21% 

39% 

39% 

2% 

0% 

 

 

9 

22 

14 

6 

1 

 

 

17% 

42% 

27% 

12% 

2% 

10 I take a positive attitude toward myself? 

Neither Agree or Disagree,   

Strongly Agree 

Agree 

Disagree  

Strongly Disagree 

 

3 

27 

20 

2 

0 

 

6% 

52% 

39% 

4% 

0% 

 

6 

24 

21 

1 

0 

 

12% 

46% 

40% 

2% 

0% 

     

Note. N = 52 
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