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ABSTRACT 

 

One in 25 people live with severe mental illness (SMI) including schizophrenia, bipolar 

disorder, and major depressive disorder. People with SMI have an earlier mortality rate by up to 

25 years. This is, in part, due to treatment with second-generation antipsychotics (SGAs). SGAs 

treat positive and negative symptoms but are associated with metabolic side effects (MSEs) such 

as increases in weight, body mass index (BMI), waist circumference, blood pressure, cholesterol, 

and blood glucose levels. These MSEs place a person at risk for metabolic syndrome (MetS). To 

mitigate the impact of MSEs and the development of MetS, patients on SGAs need to have 

regular screening of MSEs. At a mental health clinic in Western Montana, 32% of patients were 

prescribed SGAs, yet the clinic had no standardized process to address MSEs. Therefore, this 

project implemented a standardized process to address the management of MSEs. For each SGA 

prescription or renewal, patients received an MSE risk discussion, MSE screening, and education 

regarding lifestyle and diet strategies to prevent MSEs. The process-improvement method used 

was Plan-Do-Study-Act (PDSA). The results revealed an overall range of adherence to the 

standardized process: 43% of patients with a new or renewed SGA order had a documented MSE 

risk discussion and MSE screening ordered. Additionally, 89% of patients with an SGA order 

received education regarding lifestyle and diet management of MSEs by a nurse health educator. 

The success of this aspect of the process was facilitated by the nurse health educator and 

demonstrated a positive step in the sustainability of lifestyle and diet support as a first-line 

intervention in the prevention of MSEs. The organization now has a standardized process to 

manage MSEs and a new clinical workflow to support patients in mitigating MSEs. As the 

organization continues improving the process by adding the EHR automation and continuing 

support of the nurse health educator role in lifestyle and diet follow-up, the future impact of 

reducing morbidity and mortality of the SMI population is set in motion.   

 



1 

 

 

CHAPTER ONE 

 

MANAGING METABOLIC SIDE EFFECTS 

 

The National Institute of Mental Health (NIMH, 2017) reports that 1 in 25 Americans 

live with a serious mental illness (SMI) such as schizophrenia disorder, bipolar disorder, or 

major depressive disorder. Clinical practice guidelines recommend the use of second-generation 

antipsychotics (SGAs) as a critical part of treatment for individuals living with SMI in achieving 

remission of symptoms including psychosis, mania, disordered thinking, severe depression, and 

cognitive dysfunction (Weir, 2019; American Psychiatric Association [APA], 2020). 

Unfortunately, SGA medications are implicated in increased risk for severe health complications 

including cardiovascular disease, stroke, diabetes, and premature death by up to 25 years 

(NIMH, 2017; World Health Organization [WHO], 2020). SGAs affect metabolism and are 

linked to an increase in metabolic side effects (MSEs) such as central obesity, glucose 

dysregulation, and dyslipidemia (Stahl, 2021). Without monitoring, MSEs can lead to further 

clinical decline and metabolic syndrome (MetS). MetS is defined as a combination of central 

obesity and any two of the following four factors: raised triglycerides, reduced high-density 

lipoprotein cholesterol, raised blood pressure, or raised fasting plasma glucose (Liu et al., 2017). 

 

Background and Significance of the Problem 

 

Nationally, 62% of individuals with SMI are treated with SGAs (Dennis et al., 2020). 

Early treatment and prevention of MSEs is an important part of the care of individuals treated 

with SGAs for SMI (NIMH, 2017). The evidence reveals a need to monitor and address MSEs in 
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order to prevent MetS and the associated high morbidity and mortality. Proactive monitoring that 

encompasses clinical practice guideline recommendations can reduce the severity of MSEs and 

the incidence of MetS (NIMH, 2017). Multifactorial healthcare system failures have led to 

increased disparities in the physical health of individuals with SMI (Liu et al., 2017). One of the 

system failures is a deficit of integrated primary care in mental health settings. Without primary 

care integration, MSEs often go unscreened, placing the population treated with SGAs at a 

disparate risk of cardiovascular disease, obesity, stroke, and diabetes. Therefore, bridging the gap 

between primary and mental health care could reduce the progression of MSEs to MetS, thereby 

reducing health disparity in this population (Agency for Healthcare Research and Quality 

[AHRQ], 2019, Executive Summary pp. 1–3). 

Metabolic disorders, such as cardiovascular disease, obesity, stroke, and diabetes, are 

largely preventable and treatable with routine monitoring and early management (Liu et al., 

2017). Liu et al. (2017) recommend that individuals with SMI should receive the same basic 

health screenings as compared to the general population. Individuals with SMI are often 

challenged to advocate for themselves as they are experiencing alogia, avolition, cognitive 

deficits, and other negative symptoms that add complexity to accessing healthcare (Marder et al., 

2017; Mangurian et al., 2016). The predominance of evidence shows an incongruity compared to 

the general population in the cardiometabolic screening and treatment of patients with SMI. In 

fact, even when diagnosed with diabetes or cardiovascular disease, patients with SMI are 

frequently undertreated (Mangurian et al., 2016). 

When MSEs are left unaddressed, the economic burden for healthcare and society is 

immense. Dayabandara et al. (2017) discuss how weight gain predisposes individuals to 
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consequences of weight gain for many years. The impact of weight gain dramatically increases 

the risk of diabetes. Diabetes is associated with increased medical costs, early mortality, and 

reduced quality of life (American Diabetes Association [ADA], 2018). The guidelines shared in 

Liu et al. (2017) affirm a multilayered approach in addressing the physical health of patients with 

SMI. The monitoring of physical health of individuals with SMI, including metabolic 

monitoring, can improve health and prevent further burden of illness for the patient and society. 

MSE monitoring should include lifestyle modifications, such as improved diet and increased 

exercise, as part of the process (Sud et al., 2021). Interventions that utilized lifestyle strategies 

were achievable and effective in the improvement of monitoring of individuals with SMI for 

medical conditions (McGinty et al., 2016). 

 

Scope of the Problem at the Project Site 

 

According to B. Burrows (personal communication, September 22, 2021), the project site 

treats 1,564 patients with SMI annually, of whom 32% (506) are using SGAs. Currently, there 

are nine prescribing providers at this site using SGAs to manage SMI symptoms in patients. The 

SGAs prescribed at the project site are listed in Appendix A. The providers report a combination 

of inconsistent and low rates of adherence to MSE monitoring relating to the lack of an 

embedded and standardized process. Without proactive monitoring of MSEs, the development of 

MetS goes unchecked. The internal data for this site are not unique; mental health clinics around 

the nation and globe face similar system problems. In a personal communication with L. Macias 

(August 25, 2021), providers feel they need system supports to add MSE monitoring to the 

current practice. The providers have a strong desire to provide quality care and strive to improve 



4 

 

 

the outcomes for mental health patients. Currently, when a patient is initiated on an SGA, it is 

left to provider judgment to order baseline labs, and each provider uses clinical experience and 

decision-making to decide how MSEs are monitored. There is no standardized organization-wide 

process for initiation of MSE monitoring when managing a patient with an SGA.  

 

Project Purpose and Planned Practice Change 

 

The project had three purposes within the two-semester timeframe. The first was to 

implement a standardized process for screening MSEs. This was accomplished by agreement and 

commitment from the providers, leadership, and quality team at the site. The process was in the 

form of an added step in the current documentation that the providers agreed to implement. The 

providers documented their action to screen metabolic health when initiating or renewing an 

SGA. This took place in the plan section of the provider’s note and indicated that a risk 

discussion took place and screening was initiated. The second purpose of the project was to 

implement a lifestyle intervention for each patient prescribed an SGA. The mental health clinic 

utilized the data from the patient’s record indicating that they had been prescribed an SGA and 

then each of the patients on the list received lifestyle education that included dietary instruction 

and a mobility handout. The instruction was documented in the assessment section of the nursing 

note and a hard-copy was given to the patient through the nurse health educator and support staff 

(personal communication with L. Macias, October 1, 2021). The third purpose of the project 

aimed to increase sustainability and adherence to the process of MSE monitoring. This was 

accomplished by a team effort among nurses, providers, patients, and the mental health center 

leadership. The addition of MSE monitoring became a standing agenda item in the quarterly 
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quality committee meeting, where the process improvement was measured and barriers were 

addressed. Ultimately the MSE monitoring adherence information was shared with the senior 

leadership team and board of directors, where the change became embedded into the 

organization’s patient-care practices and organizational culture 
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CHAPTER TWO 

 

SYNTHESIS OF THE INTERVENTIONS IN THE LITERATURE 

 

A comprehensive literature review was conducted using the following search terms: 

“interventions to mitigate the side effects of treatment for serious mental illness,” “clinical 

practice guidelines for treatment of serious mental illness,” “management of metabolic side 

effects or second-generation antipsychotics,” “interventions for preventing metabolic side effects 

in patients taking second-generation antipsychotics,” “prevention of early mortality in serious 

mental illness,” “ reduction of the economic burden of serious mental illness,” and “interventions 

for cardiometabolic side effects on second-generation antipsychotics.” The databases searched 

included CINAHL, Medline, and PubMed. The initial search yielded 457 scholarly, peer-

reviewed articles. Articles were sorted by publication date and limited to the previous six years 

(2016–2021), narrowing the results to 260 articles. The search was further defined to full-text 

and articles available as open-access, and this yielded 130 documents. Documents were sorted 

for articles that included an intervention to mitigate the effects of SGAs in adults with SMI, and 

the research yielded 111 items. Literature was further limited to research studies that specified 

the use of an intervention and the use of SGAs and their correlation to the interventions for SMI 

and the effect of metabolism, resulting in 10 articles selected. Utilizing the hierarchy of evidence 

from Melnyk and Fineout-Overholt (2015) shown in Appendix B, literature selected for the 

interventional evidence included four level-I evidence studies including a randomized-controlled 

trial (RCT), a meta-analysis, a comprehensive review, and a mixed-methods systematic review. 

There were three level-VII pieces of evidence that included a retrospective chart review, an 
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expert panel review, a CPG, and three level-VII, pilot, quality-improvement implementation 

studies.  

The 10 pieces of literature established interventional evidence demonstrating that, along 

with an embedded process for monitoring MSEs, lifestyle and dietary interventions were part of 

a best-practice approach (Cooper et al., 2016; Lee et al., 2019; McGinty et al., 2016). 

Importantly, the recommendations from the literature were congruent with the project site’s 

goals for a metabolic monitoring process. 

The evidence separated interventions into clinical, pharmacologic, behavioral, and policy 

approaches that were intended to improve the management of MSEs on the SMI population. 

CPGs recommend a stratified approach to managing MSEs. First, the recommended intervention 

is to lower the dose of the antipsychotic when possible. If lowering the dose is not feasible, the 

second recommendation is to switch to an antipsychotic that is less metabolically activating 

(Cooper et al., 2016; McGinty, 2016; Skonieczna-Żydecka et al., 2020). When lowering the dose 

and/or switching medications are not options, clinicians should focus on behavioral 

interventions, such as lifestyle, including dietary modifications and the addition of exercise 

(Cooper et al., 2016; McGinty et al., 2016; McMorris et al., 2016; Michael & MacDonald, 2019; 

 Skonieczna-Żydecka et al., 2020; Speyer et al., 2019; Stroup et al., 2018; Sud et al., 2021). The 

majority of the studies listed behavioral interventions, including changes to diet and exercise, as 

first-line strategies to mitigate MSEs before a pharmacologic intervention (Skonieczna-Żydecka 

et al., 2020; Speyer et al., 2019; Stroup et al., 2018; Sud et al., 2021).  

The combined outcomes show that behavioral interventions were most beneficial when 

patients were informed about the risks of their treatment regarding MSEs (Cooper et al., 2016; 
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Lee et al., 2019; McMorris et al., 2016; Skonieczna-Żydecka et al., 2020; Speyer et al., 2019; 

Stroup et al., 2018). Moreover, the research reflected that education and lifestyle changes may 

improve overall health including weight management and body mass index (Speyer et al., 2019). 

The lifestyle modifications, such as incorporation of healthy eating, utilizing portion control such 

as the hand method, and increase in exercise, were associated with encouraging results (Lee et 

al., 2019; McMorris et al., 2016).  

Skonieczna-Żydecka et al. (2020) and Speyer et al. (2019) recommend that behavioral 

interventions should be introduced before pharmacological treatments. Other researchers stated 

that lifestyle and dietary interventions should be used in conjunction with other actions, 

including informing patients about the risk of MSEs (Cooper et al., 2016; Skonieczna-Żydecka et 

al., 2020). As meta-analyzed by Speyer et al. (2019), a group of 4,267 psychotic patients 

benefited statistically from physical activity and dietary approaches supported by behavioral 

counselling. The overall effect size on body mass index was −0.63 (95% confidence interval 

[CI]=−1.02, −0.23; P=.002) with an identical but nonsignificant effect size of −0.63 at follow-up. 

A loss of 5% of body weight is the minimum requirement to see a decrease in certain MSEs such 

as fasting blood glucose and blood pressure. Results were weak regarding the loss of at least 5% 

of bodyweight, which is considered clinically significant (relative risk [RR]=1.51, 95% CI=1.07, 

2.13; P=.02). Collectively, this demonstrates that obesity is prevalent in the SMI population, 

even with behavioral, lifestyle, and pharmacological interventions, and were interpreted as a 

clinically small effect size (Speyer et al., 2019).  

Along with patient-oriented clinical recommendations, the literature spoke to processes 

that supported providers in managing MSEs through enhanced alerts in an existing electronic 
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medical record (Cohen et al., 2020; Cooper et al., 2016; Lee et al., 2019; McGinty et al., 

2016; McMorris et al., 2016; Michael & MacDonald, 2019; Skonieczna-Żydecka et al., 

2020; Speyer et al., 2019; Stroup et al., 2018; Sud et al., 2021). Cohen et al. (2020) measured the 

effect of an active alert requiring a response in the electronic medical record for the monitoring 

of MSEs. Data from 1,112 patients showed that an active alert deployed during medication order 

entry was associated with a higher rate of MSE lab ordering. Lastly, the authors added that 

ongoing guidance and support to inform the providers and support staff about the importance of 

monitoring MSEs should be a priority (Cohen et al., 2020). The alert served as a supportive 

reminder to providers while also offering guiding options for MSE monitoring, such as to order 

labs, note labs had been completed elsewhere, note that the SGA was not taken as prescribed, or 

an option to select “other” with a comment.  

Multiple studies gave examples of members of the healthcare team as collaborators in the 

metabolic monitoring process. There did not appear to be any greater or lesser effect in the 

outcome based on the specific discipline leading the program. For example, in a study of 

pharmacist-led initiatives for monitoring MSEs (Sud et al., 2021), results were mixed, with most 

showing an increase in the number of orders placed for metabolic monitoring. While increasing 

orders to monitor MSEs were statistically significant, the outcomes on body mass index and 

weight associated with ordering more labs were not considered clinically significant as a sole 

approach.  

Programs that included a combination of interventions, such as an active alert for 

providers in the electronic medical record, notification to patients of the risks of MSEs along 

with dietary and lifestyle teaching, showed the most promising outcomes. These combined 
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interventions included improvements on weight and body mass index and blood pressure 

(Skonieczna-Żydecka et al., 2020; Speyer et al., 2019; Stroup et al., 2018). Two process-

improvement projects and an RCT produced encouraging outcomes in the implementation of 

lifestyle and dietary changes into patient-care processes (Lee et al., 2019; McMorris et al., 2016; 

Michael & MacDonald, 2020). These projects were supported by the plethora of research that 

links impactful change in MSEs and prevention of MetS to behavioral interventions such as 

giving patients lifestyle information and teaching dietary change techniques. Michael & 

MacDonald (2020) demonstrated improvements using interventions, specifically with patients in 

the acute psychiatric inpatient setting. This included increased training for nurses on metabolic 

monitoring and additional communication delivered via email for all staff informing them of the 

project interventions to improve metabolic monitoring along with how they would be 

implemented. The interventions were accomplished through posters displaying MSE reduction 

strategies placed in the unit and a power point presentation sent to the nurses and support staff 

meant to “upskill” the staff (Michael & MacDonald, 2020). Rates of weight and body mass index 

monitoring increased more than 20% and lipid monitoring increased more than 46% during the 

12-month study. These real-world process-improvement projects were supported by study 

findings in Cooper et al. (2016), Lee et al. (2019), Speyer et al. (2019), Stroup et al. (2018), and 

Sud et al. (2021) that demonstrated a multifactorial approach improved overall health and 

reduced the progression of MSEs in individuals with SMI who are treated with SGAs.  

Cooper et al. (2016) emphasized that, while the majority of studies recommended the 

implementation of improved lifestyle, the outcomes remain mixed. Several authors discussed 

that, while interventions that address cardiovascular risk factors and health-risk behaviors are 
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important, multiple other factors contribute to the overall poorer health of the SMI population. 

These factors include social determinants of health and should be considered in future studies in 

the SMI population (Cooper et al., 2016; Skonieczna-Żydecka et al., 2020). 

In summary, the combined results are mixed, with lifestyle interventions reporting small 

to moderate effect size. As a whole, there were positive outcomes in some cases, yet results 

yielded low significance due to low power in the studies. Studies reflected that organizations 

should have a streamlined process in place to monitor the MSEs of patients who use SGAs for 

SMI. The project site currently lacks a standardized approach for prompting providers to monitor 

MSEs for patients on an SGA. A best-practice process should include metabolic screening 

combined with lifestyle interventions such as improved dietary and exercise support (McGinty et 

al., 2016; Speyer et al., 2019). The organization was concerned about supporting the providers’ 

current system and had a plan to enhance workflow by inserting the electronic medical record 

MSE alert in the assessment section of the documentation. In spite of the low power and mixed 

results, it is clear that the use of SGAs to treat the positive and negative symptoms is efficacious 

in managing the SMI disorders. This leaves a challenge of finding strategies for reducing the side 

effects of treatment. These interventions and process improvements can assist the individual with 

SMI to both remain adherent to their treatment and, whenever possible, reduce MSEs.  

The matrix of interventions included for the project are appropriate and welcomed by the 

organization. According to L. Macias (personal communication, October 1, 2021), the project 

site had a commitment to adopt evidence-based practice into the program. The project site was 

eager to implement the best-practice approach that is reflected in the literature including the 

implementation of a process to address MSE management through provider documentation and 
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nursing follow-up utilizing the EHR. Furthermore, the organization was committed to adding 

portion size and lifestyle teaching handouts for patients prescribed SGAs for SMI.  
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CHAPTER THREE 

 

SETTING AND METHODS 

 

The project was set in a community-based mental health center located in Montana. The 

center provides behavioral healthcare to individuals who live with mental illness, including SMI, 

substance use disorder, and co-occurring disorders. The project site utilizes the levels of care 

standards of American Society of Addiction Medicine (ASAM). ASAM levels of care are 

stratified from early intervention (0.5) through inpatient (3.5), and include crisis stabilization, 

residential, and medication-management services. The clinic cares for both in-person and 

telepsychiatry patients, serving more than 12,000 patients annually in Montana. The Center 

recently became a Certified Community Behavioral Health Center. In particular, two 

cornerstones of the Certified Community Behavioral Health Center aligned with the project: (1) 

Easy access to care with criteria to assure a reduced wait time. This goal ensures that individuals 

who need services can receive them when needed regardless of their ability to pay or location of 

residence; and (2) Expanded care coordination with primary care, hospitals, and other healthcare 

needs such as social work and legal help. The focus of the Certified Community Behavioral 

Health Center is on overall health and providing a full range of services that support the patients’ 

comprehensive needs with a holistic and integrated approach. The organization was recently 

awarded a Community Mental Health Center grant from the Substance Abuse and Mental Health 

Services (SAMHSA). The focus of the Community Mental Health Center project is to improve 

the crisis system capacity of the organization. The DNP project goals and the organizational 

goals were well-aligned and complemented each other. However, the DNP project was 
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independent of the Certified Community Behavioral Health Center or the Community Mental 

Health Center grant. 

 

Target Population 

 

The population of this project included the adult patients who receive care in one of the 

clinic locations throughout the organization. An internal chart review identified patients who 

were prescribed an SGA and, therefore, met the criteria for this project. At the start of the 

project, the site had 506 patients being treated for SMI, including diagnoses of schizophrenia 

disorder, bipolar disorder, and major depressive disorder, and treated with SGAs including 

Aripiprazole, Clozapine, Latuda, Risperidone, Risperdal Consta, Olanzapine, Quetiapine, 

Paliperidone, and Invega (personal communication with B. Burrows, September 22, 2021). The 

sociodemographic statistics of the patients with SMI at the project site were 53% male, 46.2% 

female, 0.2% transgender presenting as male, 0.2% transgender presenting as female, and 0.4% 

of the self-reported genders were unknown (personal communication with B. Burrows, October 

29, 2021). The organization included sexual and gender identity as part of their intake questions 

along with ongoing documentation. They recognized that the recorded sex and gender may not 

reflect the person’s current gender identity. An overabundance of challenges included housing 

and food insecurity. The organization’s records indicated that 2% of the patients affirmed living 

without a home address, 4% listed a city or state and no address, 2% listed the mental health 

clinic as their address, and 1% had no address found. Eighty-nine percent of the patients utilized 

Medicaid or Medicare as their insurance carrier. Many individuals also faced transportation 

barriers including unreliable vehicles, dependence on friends or family, and inconsistent public 
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transportation in some parts of town (personal communication with B. Burrows, October 29, 

2021). 

Although patients can use telepsychiatry to meet with the provider, many patients do not 

consistently have access to a computer, a phone, or internet. Therefore, in order to see a provider, 

oftentimes the person needs to physically present at the clinic to use the technology required to 

see a psychiatric provider.  

 

Description of Stakeholders 

 

Stakeholders worked together as a project team for the implementation of the quality-

improvement project. The members of the project team have extensive experience in process 

improvements within the psychiatric mental health setting. Stakeholders were identified in the 

planning phase with an eye toward sustainability (based on who was identified as supporting the 

future state of addressing MSEs.) Stakeholder buy-in was reached through several interactions 

over the course of the planning phase. The project team felt this project was important due to the 

adoption of best practices. 

The project team included: 

1. The medical director, a doctor of osteopathy who acted as the clinic’s champion and 

co-change agent for the provider team. 

2. The providers included a doctor of osteopathy, six psychiatric mental health nurse 

practitioners, and two physician’s assistants credentialed and specialized in mental 

health and substance-use disorders. 
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3. The quality-risk director who had several years of experience in implementation of 

process improvements in the mental health setting.  

4.  The organization used a project coordinator to lead multiple initiatives at the project 

site. This person’s role in the DNP project was as a point person when there were 

needs for internal data regarding planning the project timeline. 

5. The research analyst, who is skilled at building reports and data extraction of 

aggregate data. This role was invaluable, adding authenticity and accuracy to the 

information 

6. The information technology department director and the team were expert at the 

operations of the electronic medical record. 

7. The support staff included a nursing health educator, nurses, and two medical 

assistants who administer patient care day-to-day. The role of the support staff was to 

ensure that each patient with SMI being prescribed an SGA received the lifestyle 

handout.  

8. The DNP student communicated with the project team, collated and analyzed data, 

and worked closely with the research analyst and the quality director to abstract data 

needed for the project.  

The stakeholders were organized by their level of leadership in the process-improvement 

project. The project site was familiar with a method of stakeholder organization known as RACI, 

which delineates whether a team member is responsible, accountable, consulted, or informed 

during the process-improvement project. In brief, Responsible: person who does the work; next, 

Accountable: person who ultimately has authority; then, Consulted: this includes the people that 
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need to give feedback and contribute to the activity; last is Informed: this is for the people that 

need to know of the decision or action. Performing the RACI matrix created a visual 

representation of the proposed change and the role each stakeholder may have. 

 

Table 1. RACI Stakeholder Matrix  

 

 

Strengths, Weaknesses, Opportunities, Threats (SWOT Analysis) 

 

Strengths 

The organization had over 40 years of experience delivering mental health care and had 

experienced clinical staff. The clinic had a supportive leadership team with a shared commitment 

to using evidence-based practice. The project team had strong professional relationships with 

each other with decades of combined experience in healthcare. They were supportive of initiating 

a change in practice to better meet patient needs. Clinical staff and leadership robustly supported 

the quality-improvement project. The medical director and providers showed a passion for SMI 



18 

 

 

and a desire to deliver quality care, which added further support to the project. One of the goals 

of the leadership team was to increase staff awareness and participation in evidence-based 

practice and quality improvement, further substantiating the importance of the project.  

 

Weaknesses 

Lack of staffing was a challenge, including provider, nursing, and support staff shortages 

that had an impact on the organization’s ability to implement the new process. The staffing 

issues created a challenge as staff and providers felt overwhelmed, making them hesitant to add 

new tasks to their already full lists. Support staff had a knowledge deficit regarding the 

mechanism of SGAs and MSEs and how the overall physical health of individuals with SMI 

were impacted. 

 

Opportunities 

The number one opportunity was the implementation of the standardized process to 

address MSEs. Another opportunity was adding a lifestyle instruction utilizing the portion-size 

method.  

 

Threats 

The perception of limited time in the follow-up appointments, the perception that the new 

process was adding another task, and the limited provider, nursing, and support staff available 

were threats to the implementation. Additional threats to implementation included patient and 

healthcare provider hesitancy to vary from the current practice and previous negative experiences 

with the process of change. It is important to understand the level of burnout in the community 

mental health setting. Multiple factors were explored to understand the lack of a process for 
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MSEs in the organization. A fishbone diagram was completed to assess the threats (Appendix C). 

The outpatient psychiatric clinic had no process for addressing MSEs; therefore, patients were 

not consistently made aware of the risks and were not actively engaged in activities to decrease 

their risk of developing MSEs and, ultimately, MetS. Additionally, there was a current pattern of 

imperfect staffing for the clinic including decreased nursing and support staff. Simultaneously, 

the psychiatric provider schedules were full and patient volume was continuously increasing. 

While the factors that challenged the project implementation were valid, the issue of reducing 

MSEs for this patient population was imperative to the long-term health of the patients receiving 

care at the clinic.  

 

Project Design 

 

Process-Improvement Model: Plan-Do-Study-Act (PDSA) 

PDSA was utilized for this project because it is known as the most common standard 

improvement model (Agency for Healthcare Research and Quality [AHRQ], 2020; Institute for 

Healthcare Improvement [IHI], 2020). PDSA cycles promote the use of small to moderate 

process-improvement initiatives and could be used to test interventions, allowing for just-in-time 

measurement of process adherence. Most importantly, PDSA allowed for the project to exercise 

some flexibility to make changes to the process as just-in-time feedback was received (AHRQ, 

2020). The process was user-friendly, making the process of PDSA an important tool for the 

organization to engage stakeholders and build a culture of engagement by including staff in 

change processes.  
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The IHI PDSA (2020) worksheet was used to map out the process-improvement cycles 

for the project. The four-step process-improvement model started with step one (plan) and 

involved developing a process-improvement action plan that included the identification of the 

responsibilities and task owners (IHI, 2020). The plan involved identification of the when, how, 

and where the plan would be implemented, and specific aims, as well as the likelihood of the 

expected outcome (IHI, 2020). The second step in the PDSA process (do) involved carrying out 

the plan and documenting data to identify successes, barriers, or outcomes that were not expected 

(AHRQ, 2020). Study is the third step and is the evaluation phase. The data were analyzed and 

the team decided if the plan was working. The results in the study phase were compared to the 

planned improvements as well as previous PDSA-cycle performance (AHRQ, 2020). In the 

fourth phase of the PDSA cycle (act), the team either adopted the intervention being tested, 

adapted it, or abandoned it based on evaluation of the data in the study phase (IHI, 2020).  

 

MSE Process PDSA: Notification of Risks and Addressing MSEs 

 

Plan 

• Consultation between the project team and providers led to the development of a new 

process.  

•  The new process was as follows:  

o A new SGA order or reorder triggered the initiation of the process.  

o  The provider notified the patient of MSE risks and recommendations for 

management 

o  The provider ordered MSE screening for the patient.  
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•  In the plan section of the EHR note, the provider documented the risk notification and 

MSE screening status (completed at visit, completed previously, not needed [with 

rationale], or deferred). 

• Provider and staff training occurred on December 8, 2021, with an instructional module 

that was emailed to the providers detailing the process improvement. Then, on December 

9, and 16, 2021, the DNP student presented the process improvement at the 

organization’s all-staff meeting and then at the weekly provider meeting. The process 

improvement was reviewed and a question-and-answer session took place. The medical 

director encouraged the providers to utilize the new process and the DNP student 

presented the process in the electronic medical record to demonstrate the new 

documentation location.  

• The new documentation process moved into the test phase on January 10, 2022. The 

project team reviewed how many patients had a new or renewed SGA, then analyzed the 

plan section of the record to review that the risk discussion and the plan to monitor for 

MSEs was documented. The location of the documentation was agreed upon by the team 

for ease of information retrieval from the record. 

 

Do 

• The MSE documentation went live on January 14, 2022.  

• Each week, on Tuesday, the DNP student led an information huddle with the nursing 

support staff team. The patients who had a lifestyle follow-up session with the health 

educator were reviewed to determine the percentage of adherence to the new process.  
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• Each week, on Friday, the DNP student led a second information huddle with the 

leadership and provider stakeholder team. We reviewed the patients who had a new or 

renewed SGA order and determined if the MSE risk discussion and screening had been 

documented in the plan section of the note. The patients from the list who had risk and 

screening documented were then given to the nurse health educator for follow-up.  

• Each week, on Friday, the DNP student created a weekly update that combined the 

information gleaned from each stakeholder huddle as well as the progress to-date of 

adherence to the project goals.  

 

Study 

Prior to implementation, the project team set forth the following goals:  

• SMART goal #1 

• Within 4 weeks of the go-live date, 50% of the patients who received an order 

for an SGA had a documented risk discussion.  

• Within 8 weeks of the go-live date, 75% of the patients who received an order 

for an SGA had a documented risk discussion.  

• SMART goal #2 

• Within 4 weeks of the go-live date, 50% of the patients who received an order 

for an SGA, or an SGA renewal, received an MSE screening. 

• Within 8 weeks of the go-live date, 75% of the patients who received an order 

for an SGA, or an SGA renewal, received an MSE screening. 

• Data Collection: 
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o Each SGA prescription was reviewed to determine whether there was a 

documented risk discussion and MSE screening. 

Here were the steps used to collect that data:  

▪ Each week, the DNP student and research analyst produced a list of the 

patients who received an SGA prescription. The DNP student and the 

research analyst reviewed each of the charts to find both a documented 

risk discussion and documentation that the patient’s MSEs were addressed 

in response to the SGA prescription.  

• Data Analysis: The rate of SGA risk discussion and the rate of documented MSE 

screening (in response to the SGA order or renewal) were calculated as follows: (1) the 

number of patients who received an SGA risk discussion divided by the number of SGA 

orders placed and (2) the number of patients with a documented MSE screening divided 

by the number of SGA new or renewed orders placed. We compared the actual rate of 

SGA risk discussion (x% rate) to our target goals of 50% at the 4-week point and 75% at 

the conclusion of the measurement period to determine whether we met our goals. 

o The research DNP student and the analyst reviewed aggregated results with the 

research team during the weekly huddle at the project site.  

 

Act 

• Adopt: The clinic adopted the new process when the goal of 75% of SGA prescriptions 

resulted in SGA risk notification and MSE assessment. 

• Adapt: The clinic adapted the new process if less than 50% of SGA prescriptions and 

renewals resulted in SGA risk notification and MSE assessment at the 4-week point. The 
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clinic also adapted the process when less than 75% of SGA prescriptions and renewals 

resulted in SGA risk notification and MSE assessment at the conclusion of the project. 

• Abandon: The project site was committed to the new process and agreed that the options 

will be to adapt anytime the results are not at the established goal for the time period.  

 

Patient Lifestyle Instruction/Handout PDSA 

 

Plan 

• The project team developed the lifestyle instruction and handout utilizing the hand 

portion-size method on December 30, 2021. 

• Following consultation with the project team, the nursing health educator developed the 

lifestyle instruction and handout process. Each week the DNP student and the research 

analyst gave the nurse health educator a list of patients with a new or renewed SGA order 

who had an MSE documented risk discussion and screening in the plan section of the 

patient record. The nurse health educator contacted each patient on the list and reviewed 

the lifestyle goals and utilized the hand method of portion control instruction.  

• Staff training:  

o On November 30, 2021, the project team developed and reviewed an 

informational module intended to guide the nurse health educator and support 

staff in their role of delivering and documenting the lifestyle instruction/handout. 

The information module was emailed to staff on December 10, 2021, and again 

on January 3, 2022. Furthermore, the lifestyle-instruction process was a topic at 

the clinic’s all-staff meeting that occurred initially on December 8, 2021, and a 
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second question-and-answer session at the all-staff meeting on December 15, 

2021. The go-live date for the handout-process implementation was January 14, 

2022.  

 

Do 

Each week, the nurse health educator received a list of the patients who had an MSE risk 

discussion and screening. From that list, the nurse health educator contacted patients and 

delivered the patient lifestyle instruction, including the handout, and documented the occurrence 

of the instruction in the electronic medical record by notating (a) patient handout education 

provided, (b) patient refused, or (c) other, to allow for an additional comment.  

 

Study 

Prior to implementation, the project team set forth the following goals:  

• SMART goal #3 

• Within 4 weeks of the go-live date, 50% of the patients who received an order 

or renewal for an SGA will have received lifestyle instruction and a handout. 

• Within 8 weeks of the go-live date, 75% of the patients who received an order 

or renewal for an SGA will have received a lifestyle instruction and handout. 

• Data collection: Each week, the research analyst and the DNP student ran a report to 

identify the number of patients who received dietary instruction and a lifestyle handout. 

This report quantified the number of “patient instruction/handout documented,” which 

was endorsed in the nursing progress note under the patient education section. These data 

were exported into an Excel spreadsheet with no patient identifiers. 
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• Data analysis: The rate that the “patient lifestyle instruction/handout provided” was 

documented was calculated as follows: the number of handouts given (per EHR 

documentation) divided by the number of patients who received an order or renewal of an 

SGA. We compared the actual rate that the lifestyle instruction and that a handout was 

documented as given (x%) to our target goal of 50% in the first 4 weeks and 75% by the 

8-week mark to determine whether we had met our goal.  

• Milestone: Go-Live Date: January 14, 2022 

• Deadline: March 11, 2022 

 

Act 

• Adopt: The clinic adopted the new process when the goal of 75% of SGA orders and 

renewals resulted in documentation that the patient lifestyle instruction/handout was 

documented. 

• Adapt: The clinic adapted when less than 50% of SGA orders and renewals resulted in 

documentation that the patient lifestyle instruction/handout was given by the 4-week 

point. Or the clinic adapted when less than 50% of SGA orders and renewals resulted in 

documentation that the patient handout was given by project conclusion. 

• Abandon: The project site was committed to the new process and adapted if the results 

were not at the 75% threshold by the project conclusion.  

• Costs: During planning, the following costs associated with the project were identified as:  

o Time of the provider and nurse health educator: approximately 5 hours of training 

and adapting to the new process at an average of $50 per hour for 10 employees; 

the cost equaled $2500.00. 
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o Project team implementation: approximately 100 hours of time from the project 

team resulted in implementation of standardized process and clinical workflow. 

These hours were allocated to the project by salaried employees. 

o DNP student: 60 hours developing an instructional module and the patient portion 

size and increased mobility handout, data analysis, presenting the new process, 

and conducting PDSA cycle huddles and team meetings. The organization saved 

the costs of having this project implemented by employees at an estimation of 60 

hours x $50 per hour; total cost savings of $3000.00. 

 

Human Subjects Protection 

 

The institutional review board (IRB) approval for this project was obtained through 

Montana State University IRB. Due to the quality-improvement use of data with no patient 

identifiers, the project was determined to meet exempt status and not required to seek IRB 

approval from the project site. The project data were reviewed by the DNP student at the project 

site and no patient health information was viewed or stored outside of the project site. Any data 

taken offsite were aggregate data that were approved by the quality and risk department. No 

email or verbal communication was shared with patient identifiers, further decreasing the risk of 

patient health information breech. Additionally, the de-identified, aggregate information sent to 

the team was conducted with the use of password protected email and read from a password 

protected computer. With each of the above security practices in place, there was minimal 

projected risk to participate in the project. It is important to note that the organization gave 
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consent to participate in the project and stated their understanding that they could stop the project 

at any time.   
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CHAPTER FOUR 

 

RESULTS 

 

Participants in this process-improvement project included nine psychiatric providers, the 

Director of Nursing (DON) and the nurse health educator. The provider’s role was to document 

MSE risk discussion and conduct and document MSE screening when ordering or renewing an 

SGA for patients. Each week, the nurse health educator conducted lifestyle and diet follow-up 

appointments with patients who had an SGA ordered or renewed, using the hand method of 

portion control, and discussed changes the patient could adopt to help prevent MSEs. As part of 

the follow-up session, the nurse health educator connected patients to other related resources 

such as smoking cessation programs or a primary care provider. Each week, the DNP student, 

quality director, and research analyst mined the EHR for SGA orders from the previous week. 

The DNP student audited each provider’s note to analyze if the documentation captured the risk 

discussion and that MSE screening occurred. To conclude the weekly documentation audit, the 

DNP student reviewed the EHR documentation to ensure that the patient’s follow-up 

appointments for lifestyle and diet instruction were documented in the nurses’ notes.  

Documentation review was conducted on patients who received a new or renewed SGA 

prescription between January 14, 2022, and March 11, 2022. These documentation audits 

identified 27 patients with a new or renewed SGA prescription. Of those, 12 patients (43%) had a 

documented risk discussion. Secondly, of the 27 records that revealed a new or renewed 

prescription, 12 patients (43%) had documentation that MSE screening occurred. Finally, 24 

patients (89%) had a follow-up appointment with the nurse health educator and received lifestyle 
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and diet instruction. Figures 1 through 3 depict the weekly adherence to the SMART goals. 

Table 2 depicts the three measures that were calculated in the documentation audits overall.  

 

Figure 1. Weekly MSE Risk Discussion Documentation Adherence 

 

 

Figure 2. Weekly MSE Screening Documentation Adherence 
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Figure 3. Weekly Lifestyle and Diet Instruction Documentation Adherence 

 

 

Table 2. MSE Risk Discussion, Screening and Lifestyle, Diet Follow-up Appointment 
MSE Risk Discussion 

(Total N = 27) 

MSE Screening 

(Total N = 27) 

Lifestyle Instruction 

(Total N = 27) 

12 (43%) 12 (43%) 24 (89%) 

 

Discussion 

 

MSE risk discussion, MSE screening, and lifestyle instruction are first-line interventions 

in the prevention of MSEs and, ultimately, MetS (McGinty et al., 2016; Sud et al., 2021). Cooper 

et al. (2016) and Skonieczna-Żydecka et al. (2020) concluded that lifestyle interventions should 

be initiated before pharmacological methods. This was accomplished in the project by 

implementing the lifestyle and diet follow-up process. The project resulted in patients receiving 

lifestyle and diet follow-up 89% of the time by the end of the project. The MSE risk discussion 

adherence attained 44% overall. The goal for adherence was set at 50% by the halfway point on 
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February 11, 2022, and this was achieved. The final goal was to achieve 75% adherence by 

March 11, 2022. This goal was not attained and was missed by 31%. Finally, the MSE screening 

adherence attained 44% overall. The goal for adherence was to be at 50% adherence by the 

halfway point on February 11, 2022, and this was achieved. The final goal was to achieve 75% 

adherence by March 11, 2022; this goal was not attained and was missed by 31%. 

Adaptations to the project plan were made throughout the implementation phase. The 

team periodically made adjustments to preserve the integrity of the original goal of addressing 

MSEs for the SMI population of the clinic. One adaptation was when we discovered that the plan 

to automate the clinical workflow in the EHR was not going to occur during the implementation 

phase. While this was a loss, at approximately the same time, we added a nurse health educator 

to manage the lifestyle and diet intervention. Having this dedicated focus on the lifestyle and diet 

aspect of the intervention strengthened the intervention and soon became the highlight of the 

project. The nurse health educator came onboard in early January, 2022, and this aspect of the 

project was the focus for her first 8 weeks in the role. During this period, the DNP student spent 

an additional hour each week with the nurse health educator and CNO reviewing motivational 

interviewing (MI) skills to increase the therapeutic relationship with each patient during the 

follow-up appointments. While this was not in the original plan for the project, there was value 

added through learning the MI approaches. For example, the DNP student taught about “rowing 

with our OARS,” talking to patients using open-ended questions, affirmations, reflection, and 

summaries. The DNP student and nurse health educator engaged in role-playing examples that 

might take place with lifestyle and diet conversations with patients. Each week, we practiced 

each of the communication skills that could be used during follow-up appointments. The DNP 
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student drew upon her MI learning from clinical coursework and clinical therapy sessions, and 

an additional 10-week MI course. After the OARS were well-practiced, the DNP student taught 

the nurse health educator to do MI “scaling.” Scaling allows the patient to gauge their confidence 

in making a change on a 10-point scale. For example, if a patient feels they are a 6/10 for 

confidence in being able to measure the protein portion for their meals, the nurse health educator 

would probe deeper and ask “What is keeping you from a confidence level of 7/10?” or “Why 

are you at a 6/10 and not 5/10?” The scaling conversation increases the patient’s ability to 

discover their own thoughts and values about their ability to change and maintain changed 

behavior. While there were no formal texts or manuals used in the MI teaching sessions with the 

nurse health educator, the overall “spirit of MI” was used to conceptualize the use of MI in the 

follow-up appointment. This was seen as a positive addition to the project. 

The impact on patient outcomes from the MSE risk discussion, metabolic screening, and 

lifestyle and diet intervention will not be captured until after the project implementation is 

complete. We achieved the goal of implementing a process; however, changes take time to be 

realized. The role of the nurse health educator seemed to be a benefit to the project. The 

literature did not specify the use of a nurse health educator position in community mental health 

dedicated to this role. However, future research could measure patient outcomes while having 

direct, ongoing interventions for diet and lifestyle with patients in community health centers. 

McMorris et al. (2016) used dietary cards showing portion control along with telephone coaching 

for 24 months. This project used portion control visual cards that were well received by patients, 

which was seen as a success for the study. In this DNP project, the lifestyle and diet intervention 
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have potential for a positive impact. Each patient is engaged to develop an individualized plan 

for lifestyle and diet focusing on the portion-control method with a goal of reducing MSEs. 

 

Lessons Learned and Recommendations for Future Practice 

 

The limits of time were a factor in the project; more time to hardwire the new process 

might have enhanced the project outcomes. While limited time influenced final outcomes, the 8-

week implementation timeframe seemed sufficient to get the improvement off the ground. It is 

possible that a 12-week measurement period would provide a more meaningful analysis. For 

example, a longer implementation period would have provided indications of sustained 

improvement and communication to the board. While limited time had some impact, the project 

accomplished the goal that was set; to standardize the process of managing MSEs and add a 

lifestyle and diet intervention. 

It is imperative that the organization continue to monitor the MSE documentation. 

Recommendations for future work should include the automation of standardized MSE 

documentation in the EHR. Automation in the EHR is important because it adds clinical-decision 

support to the provider role and makes the information retrievable for quality audit purposes. 

Cohen et al. (2020) determined that automation and standardized processes utilizing the EHR 

were associated with higher rates of MSE monitoring than with a passive alert. This project had 

positive outcomes through standardizing the process manually. However, leaving the 

management of MSEs as a manual process is not a long-term reliable solution. For example, new 

providers joining the organization might not receive consistent training on this manual process, 

causing gaps in documentation.  
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An important aspect of this project is sustainability. The project changed the expectation 

of providers’ documentation by adding the MSE risk discussion and screening to the existing 

workflow. If sustained, this new process will impact patient outcomes. Sustainability will be 

accomplished through several avenues. First, the nurse health educator will track the 

documentation and follow-up with patients who received a new or renewed prescription of an 

SGA. Findings will be reported to the DON and the quality director monthly. Subsequently, the 

results will be reported at the provider monthly meetings, where any progress and revisions to 

the process can be discussed. Then, the quality director will present the findings to the quality 

council each quarter and, finally, the quality director will report the progress of the process 

improvement to the executive board annually. This sustainability plan will provide management 

structure and a built-in feedback loop from the work level to the executive level and create 

accountability to the process as a best practice for the patients being treated at the clinic.  

Treating psychiatric disorders with a strategy to prevent MSEs is an evidence-based way 

to improve the overall outcomes for SMI patients. As the literature recommends, the 

combination of MSE risk discussion, MSE screening, and lifestyle instruction should be a first-

line approach to MSE management of SMI patients on SGAs. Future research could focus on the 

outcomes for patients when these prevention strategies are employed all together, systematically. 

Although studies show the interventions in this project as first-line approaches, the outcomes for 

patients have mixed results (Skonieczna-Żydecka et al., 2020). It may be beneficial to conduct a 

longitudinal study that measures the reduction of MSEs when all three interventions are used 

together using a built-in automation in the EHR. Currently at the project site, the documentation 
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in the EHR is manual. One option may be embedding the process into the EHR so the order for 

an SGA cannot be completed without the required documentation. 

 

Limitations 

 

It is important to view the findings of this project in light of some limitations. Limitations 

included not having an automated EHR approach. The providers seemed to be motivated to add 

MSE risk discussion and screening to their practice; however, not having an EHR support 

template to prompt providers to address MSEs was a challenge. Lack of an automated prompt 

was shown in the research to result in inconsistent MSE monitoring (Michael & MacDonald, 

2019). Providers should also have an automated EHR option to denote that an MSE risk 

discussion is not appropriate in all cases. For example, if a patient presents in an acute psychotic 

state, it would be appropriate to have the option to document “not applicable” or “other” to 

enhance documentation adherence. 

Another limitation is that the current process is completed by a person and not a built-in 

system. If the nurse health educator is not available for an extended period of time or if the 

position is eliminated, the process would need to have a different pathway to ensure patients 

receive the intervention. 

 

Strengths and Contributions to Practice 

 

There were several strengths contributing to the project outcomes. Prior to the project, 

providers were individually addressing MSEs without a standardized approach. Furthermore, 

there was a lack of support to follow up with patients to discuss strategies for lifestyle and diet. 
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Another strength of the project was the relationship between the DNP student and the 

stakeholder team. The DNP student provided feedback at a minimum of biweekly for the 

duration of the project. For example, during the 8-week implementation period, the DNP student 

provided leadership for biweekly project huddles and an overall weekly recap as a follow-up 

communication from the Tuesday and Friday huddles. The updates included the results of any 

data huddle information, percentage of adherence to the new process measures, and feedback 

including lessons learned and next steps. This provided a way to keep the team focused on the 

same goals and to repeatedly draw attention to the agreed-upon measures. One last strength is 

that the providers and project team are now aware of the gap between evidence and practice at 

the clinic. The evidence led the project to the interventions that should be implemented to reduce 

MSEs, and now the organization can sustain the implementation. This shows that bringing 

evidence to practice requires consistent leadership to link measures to staff and provider 

accountability.  

In healthcare, we are trained that we are accountable to our patients with documentation 

in the EHR as the only witness to the care given. Accountability should be a part of the solution 

to prevent MSEs. The organization needs to provide newly hired providers consistent training on 

this manual process in documentation. The organization should include documentation review 

and follow-up initiatives. Another way might be to create a national policy, such as a quality 

measure for individuals with SMI, using similar language for core measures for physical 

diseases, such as congestive heart failure. The SMI quality measure could require a combination 

of MSE prevention interventions, such as risk discussion, MSE screening, lifestyle and diet 

instruction, to be documented to receive reimbursement from the Center for Medicare and 
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Medicaid Services (CMS). This may be a way to gain traction in the quality and efficiency of 

SMI care.  

In conclusion, the use of safe and effective treatments for patients with SMI currently 

includes SGAs as they are efficacious in the management of both positive and negative 

symptoms. Unfortunately, the use of SGAs is related to an increased prevalence of MSEs and 

MetS leading to increased morbidity and shorter life expectancy. Prevention of MSEs from the 

beginning of treatment is a viable solution. Having system supports to monitor MSEs can play a 

role in preventing SGA-induced MSEs. The use of a standardized and automated process helps 

to achieve the goal.   
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CHAPTER FIVE 

 

REFLECTION ON THE DNP ESSENTIALS 

 

The DNP degree was created to prepare the advanced practice registered nurse (APRN) 

as a leader in healthcare (Moran et al., 2020). The DNP degree occurred alongside the Institute 

of Medicine’s (IOM’s) reports on medical errors (1999) and quality and safety (Institute of 

Medicine, 2001). To promote this, in 2006, the American Association of Colleges of Nursing 

[AACN] published their recommendations in The Essentials of Doctoral Education for 

Advanced Nursing Practice (AACN, 2006). In 2003, the IOM called for system reform in 

healthcare through evidence-based practice and expert leadership by clinicians, and with the goal 

that healthcare would improve in efficiency and quality through doctorate-educated providers 

(McCauley et al., 2020). An integral piece of DNP preparation is equipping the DNP student to 

incorporate science and understand research so that evidence can be brought to practice. 

According to Moran et al. (2020), the DNP essentials guide practice through the eight 

foundational requirements: (1) Scientific Underpinnings for Practice, (2) Organizational 

Leadership for Quality Improvement and Systems Thinking, (3) Clinical Scholarship and 

Analytical Methods for Evidence-Based Practice EBP, (4) Technology to Improve and 

Transform Health Care, (5) Health Care Policy for Advocacy in Health Care, (6) 

Interprofessional Collaboration for Improving Patient and Population Outcomes, (7) Clinical 

Prevention and Population Health for Improving the Nation’s Health, and (8) Advanced Nursing 

Practice. As a doctoral-prepared nurse, the essentials are a beacon to follow along with the 2001 

report from the IOM. The DNP student understands these as a duty to improve healthcare by 
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translating evidence to practice through leadership and implementation science, thereby getting 

evidence-based care to the patient in a timelier manner (Moran et al., 2020).  

Essential I, Scientific Underpinnings for Practice, applies scientific knowledge to actual 

practice challenges and looks to identify solutions based on the literature (Moran et al., 2020). 

The DNP student conducted extensive literature reviews to understand the mechanisms that 

cause morbidity and mortality in the SMI population and how to address the problem in the 

context of the DNP project deliverables. This process was not possible without the bedrocks of 

Advanced Pathophysiology, Advanced Healthcare Statistics, Translational Research, Advanced 

Pharmacology and in-depth evidence-based practice coursework (AACN, 2006). These 

foundations led to the DNP student’s ability to lead the implementation of an organization-wide 

process-improvement project. The entire DNP program embedded a comprehensive 

understanding of science and nursing theory, which provided the basis for the DNP student to 

integrate this evidence within the project site. The DNP student utilized ethics, analytical, 

biophysical, psychosocial, and organizational science to demonstrate the highest level of nursing 

practice. The DNP student learned to see through a lens of inclusion when working with 

vulnerable populations and to be mindful of cultural diversity. Through the culmination of the 

DNP program, the student was able to implement a process improvement by determining a 

significant need in a healthcare organization and evaluated the outcomes of the process 

implementation. In summary, the doctoral-prepared nurse can combine the evidence, clinical 

experience, and the patient preference, which is the embodiment of evidence-based practice from 

nursing research, theories, and other disciplines. 
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Moran et al. (2020) and Zaccagnini and White (2017) describe DNP Essential II, 

Organizational and Systems Leadership for Quality Improvement, as one of the main tenants of 

the DNP degree. In the DNP project, the student leads the reform of healthcare through 

evidence-based practice and expert leadership. The student must evaluate, translate, and 

disseminate research into practice using interprofessional collaboration (AACN, 2006). Key 

abilities important to Essential II are the development of evidence-based interventions and 

evaluating practice outcomes (AACN, 2006). Interventions developed for the management of 

MSEs in the DNP project included the incorporation of provider documentation of MSE risk 

discussion and MSE screening. This was complemented by the nursing intervention of lifestyle 

and diet follow-up. The project aimed to embed these new processes into the clinical workflow. 

Through use of the DNP student-led PDSA cycles, data huddles, and frequent feedback, the new 

process became a part of the clinic’s system, especially with regard to the lifestyle and diet 

follow-up visits with each patient who was placed on an SGA. The 8-week implementation 

timeframe allowed for multiple PDSA cycles to test the change. Subsequently, through several 

adaptations and measurements, the organization is now ready to spread the change organization-

wide. Future state outcomes from this project would include the creation of a clinical practice 

guideline and clinic policy to assess and educate patients on SGAs about the risk of MSEs. From 

a national policy perspective, there is a need for incentive to perform MSE screening in mental 

health settings. This might be accomplished by creating a national core measure that would 

increase quality and accountability in mental health care. 

Essential III, Clinical Scholarship and Analytical Methods, led the DNP student to 

continually utilize theory and evidence. For example, in the coursework for Evidence-Based 



42 

 

 

Practice I and II, the DNP student demonstrated how to develop a PICO question and create an 

evidence table using the evidence from the top three tiers of the evidence hierarchy (Melnyk & 

Fineout-Overholt, 2015). These courses hardwired the skills of evidence appraisal by using a 

rapid critical appraisal (RCA) process, which assisted the DNP student to accurately evaluate 

research for its level of strength based on validity, reliability, and applicability to clinical practice 

(Melnyk & Fineout-Overholt, 2015) These skills were made stronger by adding the analytical 

methods for evidence-based practice learned in Advanced Healthcare Statistics and Translational 

Research, and were all put together in the journey of the management of MSEs process-

improvement project. The process of the literature review and synthesis of the literature 

challenged the DNP student to practice clinical scholarship. The DNP student demonstrated 

accountability and patient safety while examining the ethical challenges in healthcare. For 

example, the process of applying to the Institutional Review Board (IRB) for approval of the 

DNP project included the consideration of vulnerable populations. Moreover, this process 

exemplified the importance of adhering to ethical standards and laws such as The Health 

Insurance Portability and Accountability Act (HIPAA). The DNP student carefully considered 

how protected patient information would be managed for the project. The organization now has 

meaningful information and a sustainability plan to continue to improve the future of the 

management of MSEs for their patients. By employing these principals and tools, the DNP 

student was able to show how to design, direct, and evaluate quality-improvement methodologies 

to promote safe and high-quality care. Ultimately, this gives the organization meaningful 

information for moving forward with managing MSEs long-term. Sustainability of the new 

process will be achieved through continued review of adherence at provider and quality council 
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meetings, with findings reported to the board of directors. By following the sustainability plan, 

the project shifts from an added task to how the work is done in the overall organization, which 

is systems change. 

Essential IV, Information/Systems Technology and Patient Care Technology for the 

Improvement and Transformation of Health Care, focuses on the use of information and patient-

care technologies to support clinical decision-making and workflow (Zaccagnini & White, 

2017). This project worked to gain traction on integration of MSE monitoring into the EHR. The 

providers used the EHR to document their assessment and plan for each patient. The 

documentation of MSE risk discussion and screening was set in motion in the project and the 

organization is continuing to utilize technology to improve care processes. For example, as a 

result of the project, the patients who are prescribed an SGA are extracted from the EHR and are 

now receiving follow-up appointments to track MSE risk, including monitoring for MetS, and 

are receiving lifestyle and diet instruction. Throughout the project the DNP student demonstrated 

the ability and technical skills to develop and execute a plan involving data extraction from the 

EHR at the organization (AACN, 2006). The DNP student spent time at the project site each 

week reviewing provider documentation to extract adherence information that was 

communicated in a continuous feedback loop with the intention to transform the process of MSE 

management.  

Essential V involved Healthcare Policy for Advocacy in Healthcare. The DNP student 

critically analyzed health information and related issues from the perspective of providers, 

healthcare leaders, nursing, other health professionals, and other stakeholders in various forums. 

The DNP student collaborated with the stakeholders of the project site to develop a win-win 



44 

 

 

project that would be meaningful and add value to both the organization and the DNP project 

goals. The DNP student educated others, including executive leadership, the medical director, 

providers, and staff at all levels, regarding the science behind MSEs, MetS, and SMI treatments 

and goals for patient-care outcomes (Moran et al., 2020). The most inspiring role for the DNP 

student was as an advocate for the nursing profession within the healthcare community. This was 

accomplished through the project as the DNP developed and implemented a process 

improvement, evaluated the outcomes, and provided leadership that shaped the future of 

healthcare delivery at the organization.  

Essential VI exemplifies how the DNP student led the interprofessional project 

stakeholders, including the providers and nursing team, to improve patient and population health 

outcomes. Collaboration prepared the DNP student to lead and work with teams to analyze 

practice and systems issues utilizing frequent feedback and effective communication (Moran et 

al., 2020). Vital to this is the ability of the DNP student to take a leadership role in the 

development of practice models, standards of care, and the final scholarly project (Zaccagnini & 

White, 2017). Throughout the DNP scholarly project process, the DNP student maintained an 

active leadership role, implementing a clinical workflow, listening to staff feedback, and revising 

workflow to better meet the needs of patients and clinical staff. 

Moran et al. (2020) discussed Essential VII, Clinical Prevention and Population Health. 

Improving the Nation’s Health developed and implemented a process to improve patient care 

through clinical workflow and processes. The intent of Essential VII is to coincide with Healthy 

People 2020, assisting the population to live longer, higher-quality lives (Healthy People 2020, 

2018). The DNP student analyzed the epidemiological, biostatistical, and other data related to 
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individual, aggregate, and population health for the SMI population. Additionally, the DNP 

student translated the evidence, including the clinical prevention and population health, by 

developing, implementing, and evaluating interventions to improve health in the SMI population. 

Lastly the DNP student evaluated the care-delivery model prevalent in the literature and at the 

project site to implement a process improvement that aimed to improve the processes that 

ultimately impact the health of the SMI population at the DNP project site. 

Essential VIII represents advanced practice nursing and required the DNP student to 

focus on improving patient outcomes throughout the DNP project process. The project helped to 

guide the DNP student through each of the essentials. During the implementation phase, the DNP 

student mentored, educated, and led providers and staff utilizing evidence-based practice. The 

DNP student focused the education on the importance of assessing and screening for MSEs along 

with lifestyle and diet as first-interventions. The DNP student accomplished this by utilizing 

strategies for plan sustainability. Essential VIII was accomplished through the continued 

leadership and frequent involvement in data huddles and feedback on the analysis of adherence 

to the new clinical workflow.  

In conclusion, the DNP Essentials were interwoven with the APRN core and PMHNP 

coursework that created the pathway for the DNP project. Moving forward, utilizing the 

framework of the DNP Essentials, we must work hand-in hand with our PhD colleagues to 

demonstrate how new knowledge is built on both sides of “the bridge.” (Moran et al., 2020). 

Through implementation science, DNP scholarship is used to implement process improvements 

in healthcare through translation of evidence that moves healthcare forward propelled by 

scientific research and nursing theory (Moran et al., 2020). While we have a comprehensive 
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grasp of these foundations, it is imperative that the research be implemented by doctoral-

prepared clinical leadership to impact the future of healthcare and the patients we all serve.  
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SGAs PRESCRIBED AT THE CLINIC 
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The site uses the following second-generation antipsychotic medications: 
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