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Abstract 

Persons suffering from severe mental illness (SMI) have a life expectancy that is 28 years 

less than the general population (Suetani, Whiteford, & McGrath, 2015). The high mortality 

rates seen in those with SMI are caused by preventable diseases. Cardiovascular disease 

(CVD), Chronic Obstructive Pulmonary Disorder (COPD), and cancers are the three most 

prevalent causes of death in this vulnerable population (Suetani et al., 2015). The purpose of 

this quality improvement project was to develop an evidence based clinical tool that would 

provide Psychiatric Mental Health Nurse Practitioners (PMHNP) with a somatic screening 

tool that could be used in behavioral health. The most recent guidelines established by the 

U.S. Preventive Services Task Force (USPSTF) (2014), provided the foundation for the 

somatic screening tool. The tool addressed cardiovascular disease, COPD, diabetes, and oral 

hygiene. The somatic screening tool was distributed to 51 PMHNPs’ practicing in the state of 

Alaska. Survey Monkey was used to deliver a post-implementation survey that evaluated the 

usefulness of the screening tool. Fifteen PMHNPs’ responded and evaluated the tool. Of the 

respondents, 86% (13 of 15) indicated that the screening tool would be useful in their practice 

when assessing the physical health of those with SMI; particularly when screening for CVD, 

COPD, and diabetes.   
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Screening and referral in those with severe mental illness;  

The role of the Psychiatric Mental Health Nurse Practitioner 

Patients who suffer from severe mental illness (SMI) have significantly higher 

mortality and morbidity rates than the general population (National Alliance on Mental 

Health, 2014). The multidisciplinary consensus has been that somatic comorbidities and 

mental illness are tangled in a complex web of non-compliance, psychological predisposition, 

socioeconomic disadvantage, and the inevitability of medication-related side effects.  

Very little research exists that examines best practices of the Psychiatric Mental 

Health Nurse Practitioner’s (PMHNP) in reducing the physical disease burden of those with 

SMI. To date, there has been no information available that identifies the PMHNP’s best 

practices or competencies in identifying and treating common somatic illnesses that co-occur 

in the SMI population. The lack of literature that verifies standards of clinical practice 

specific to PMHNP makes it difficult to establish their responsibilities in identifying, 

managing, or preventing the common physical comorbidities diagnosed in the SMI 

population. 

The U.S. Department of Health and Human Services (HHS), the Substance Abuse and 

Mental Health Services Administration (SAMHSA) (2015), and the Center for Disease 

Control and Prevention (CDC) (2011) have all identified substantial health care discrepancies 

between the general population and those with SMI. Individuals that suffer from SMI die an 

average of 28.5 years earlier than the general population (Suetani, Whiteford, & McGrath, 

2015). Cardiovascular disease (CVD), Chronic Obstructive Pulmonary Disease (COPD), and 

cancer are the leading causes of natural death in those with SMI (Suetani et al., 2015). CVD 

is the leading cause of preventable death in the SMI population (Walker, McGee, & Druss, 

2015). From a clinical perspective, the somatic comorbidities commonly cited as causative 

factors in the increasing rates of mortality in the SMI population are so pathologically 
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interrelated that screening for CVD, COPD, and diabetes should be the standard practice of 

all advanced practice nurses caring for those with SMI.  

Cancer is a leading cause of death in both the general population and those with SMI 

(Walker et al., 2015). It is not within the scope of this paper to address cancer screening. 

Focus will be placed on CVD, COPD, and diabetes.  

Increasing the confidence level of the PMHNP to routinely screen and monitor for 

physical illness common to the SMI population will promote integration of physical and 

psychiatric care.   

Establishing a consistent screening and referral process for CVD, COPD, and diabetes 

is a national initiative that the World Health Organization (WHO), SAMHSA and National 

Alliance of Mental Illness (NAMI) endorse to promote optimum health, both physical and 

psychological in the SMI population.   

A dual discipline approach that maximizes the somatic care that a PMHNP can 

provide, while strengthening the referral process with primary care is an essential component 

of integrative care.  Utilizing integrative behavioral health care promotes the successful 

treatment of all the modifiable risk factors associated with CVD, COPD and diabetes. This 

integrative approach is the foundation of implementing change and decreasing the mortality 

rates in the SMI population.  

Risk factors such as obesity, physical inactivity, poor diet, and smoking are more 

common in the individuals with mental illness (Welsh & McEnany, 2015). These modifiable 

risk factors frequently are associated with the development of hypertension, hyperlipidemia, 

pulmonary disease, and metabolic syndrome all predisposing factors in the development of 

the previous mentioned diseases. Enhancing the PMHNP role in decreasing preventable 

physical illness starts by clearly defining the current standard of practice.  
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National Prevalence 

The diagnosis of mental illness has been increasing; according to NAMI, in 2014 

approximately 43 million American adults experienced mental illness. This represented one 

in five Americans (NAMI, 2014). According to the CDC, “published studies report that about 

25% of all U.S. adults have a mental illness and that nearly 50% of U.S. adults will develop 

at least one mental illness during their lifetime” (CDC, 2011, p.1). 

Of the people diagnosed with one of the five most common chronic physical 

conditions (COPD, congestive heart failure, coronary heart disease, diabetes, or hypertension) 

approximately two thirds had a mental illness (Boyd et al., 2010). Homeless adults had a 

higher incidence of mental illness; 26% of the adults that stayed in a shelter suffered from 

SMI. Of those that were homeless, 46% suffered with SMI and/or substance abuse disorder 

(NAMI, 2014). An additional 20.2 million Americans had a substance abuse disorder; 50.5% 

(10.2 million) of those had a co-occurring mental illness (NAMI, 2014).  

Prevalence in Alaska  

In their assessment of the prevalence of behavioral health conditions facing the State 

of Alaska, in 2013 Agnew, Beck and associates estimated that 105,966 adult Alaskans 

suffered with a mental illness representing 19.4% of adults. The number of Alaskans that 

suffered with SMI in the 2013 was 21,302 or 3.9% of adults. Co-occurrence of substance 

abuse and mental illness has been well established. Of the 62,815 Alaskan adults who 

received treatment for illicit drug or alcohol abuse 22, 990 or 36.6% had a co-occurring 

mental illness. Substance use disorder has been highest among Alaska Natives at 20.5% of 

the population, particularly when compared to Whites at 10.5% of the population 

(Agnew::Beck Consulting, LLC and Hornby Zeller Associates, Inc. [Beck Consulting], 2016) 
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Economic Burden  

 SMI has costed America 193.2 billion dollars each year in lost earnings (NAMI, 

2014). Medicaid remains the insurance program for low-income Americans; mental illness is 

twice as prevalent in persons receiving Medicaid benefits (Nardone, Snyder, & Paradise, 

2014). Of those receiving Medicaid benefits 49% have a disability and a psychiatric illness. 

Enrollees diagnosed with a disability represented the highest cost Medicaid user, in this 

category three of the five most prevalent disease pairings include psychiatric illness. The 

most common disease pairing was cardiovascular disease and a psychiatric illness. The 

pairing of CVD and a psychiatric illness was found in 40% of those persons in the top 

spending group (Nardone et al., 2014).   

Significance 

In recognition of the rising mortality rates of those with SMI from CVD, COPD, and 

cancers, several national initiatives were established to promote integrative behavioral health 

care. SAMHSA established The Center for Integrated Health Solutions, to better treat the co-

occurring physical health conditions of those with mental illness. Improvements in providing 

physical health care to those with SMI while simultaneously decreasing the rising mortality 

rates is the goal of integrative care (Galbreath, 2015). The Primary and Behavioral Health 

Care Integration Grant Program (PBHCI) was established to decrease the barriers 

encountered by those with substance abuse disorders and mental illness in accessing primary 

or preventative care (SAMHSA, 2015).   

The integrative approach to behavioral health has four dimensions: co-locations of 

both primary and mental health services, shared information through system structure and 

case management, integrative practice, and changing the culture of staff. All mental health 

stakeholders advocate the development of an infrastructure designed to expand mental health 

services to include increased training of mental health providers consistent with the goal of 
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increasing overall health (DHSS, 2009). Increasing the mental health provider’s awareness of 

current best practice guidelines while building a culture of coordination is central to reducing 

the disease burden in the SMI population. 

Individuals with SMI are a vulnerable population and this elevates the need for strong 

clinical advocacy. The PMHNP is the interface between those with SMI and primary care; in 

some cases, the PMHNP is the sole healthcare provider (Alakeson, Frank, & Katz, 2010). 

The lack of available literature that addresses PMHNP practices in reducing disease burden 

and managing somatic illness potentiated by psychiatric medications represents a significant 

void. Reinforcing the PMHNP knowledge of best practice guidelines has the potential to 

increase the deliverance of holistic care to those with SMI.   

The American Nurses Association (ANA) in collaboration with the American 

Psychiatric Nurses Association’s (APNA) Scope and Standards of Practice confirm that the 

PMHNP is competent to “assess both mental and physical illness specific to the consumer’s 

needs” (ANA, 2014, p. 46). The increasing death rates of those with SMI from preventable 

diseases reflect an acute need for change. As a professional group, advanced practice nurses 

have the potential to exemplify integrative physical and psychiatric care.  

The PMHNP’s primary role is addressing person-centered mental wellness (American 

Psychiatric Association [APA], 2013). Recognition of the synergistic importance of assertive 

prevention and or management of physical diseases specific to this population improves the 

patient’s quality of life. The academic void in literature that inadequately addresses the 

PMHNP role in reducing mortality in the SMI population reflects a significant need. The 

practical implications of this project will result in a renewed focus on collaborative care. 

Expanding the Alaskan PMHNPs awareness of the integrative behavioral health care best 

practices endorsed by the CDC and SAMSHA, could help combat the rising mortality rates 

previously discussed in those with SMI.  
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Project Goals and Objectives 

The purpose of this project was to develop a clinical reference tool to raise awareness 

among 

 Alaskan PMHNPs’. The tool provided guidelines for the routine screening, 

monitoring, and referral of those clients at risk of having CVD, COPD, and or diabetes. 

During the critical appraisal of the tool it was discovered that routine oral care assessments 

should be included in the somatic assessment of those with SMI (Janardhanan, Cohen, Kim, 

& Rizvl, 2011).  

The somatic screening tool was expanded to include a basic oral health care 

assessment. The tool served as a reference for those providers unfamiliar or uncomfortable 

with the integrative approach to behavioral health. This project provided PMHNP’s with an 

evidence-based tool for recognizing and addressing somatic illness.  

Historically, the culture of mental health care has been singular in prioritizing 

psychiatric treatment over physical health. This cultural norm remains a perceived barrier in 

providing holistic care to those with mental illness (Bradshaw & Pedley, 2012). This tool will 

provide the PMHNP with structured guidance on assessing physical health. An evidence-

based physical health assessment and screening tool will strengthen the confidence level of 

PMHNPs’ in providing basic somatic care and or referrals to those with SMI. 

Literature Review 

Theoretical Framework 

The Donabedian Quality of Care Model (Figure 1) was the guiding theoretical 

framework for the project. By identifying research that addressed the problems with the 

structure, process, and the outcomes of mental health care delivery; it became apparent that 

there was a significant void in research; there was virtually no research or guidelines that 

addressed the performance of PMHNPs in assessing physical illness. 
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Figure 1.  Donabedian Quality of Care Conceptual Framework 

For those with SMI, the process of optimizing physical health may not be consistent 

with best practice guidelines. Donabedian (1988), emphasizes that judgment of technical 

quality is based on future expectations not on events already transpired. Integrative care is the 

future of behavioral health.     

Structure 

Structure refers to the setting in which care is provided; structure encompasses 

material resources, human resources, and organizational structure (Donabedian, 1988). The 

structure of behavioral health care has been well studied and documented. The literature has 

established that pervasive barriers exist to accessing behavioral health care. Lack of 

providers, shortages in the number of facilities, and low funding for specialized services for 

those with SMI are universal (Olfson, 2016). The logistical challenges associated with 

homelessness and low socioeconomic status are global structural barriers facing those 

patients seeking behavioral health care. In response to these known structural challenges, 

SAMSHA established The Center for Integrated Health Solutions (SAMHSA, 2015). 

Donabedian (1988) stated that structural characteristics create conditions that are either 

“inimical or conducive to good care” (p. 1745).  
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Process 

Process refers to “what is actually being done in the giving and receiving of care” 

(Donabedian, 1988, p. 1745). The Donabedian (1966) model of care recommends examining 

the patient and the provider independently as this yields the most comprehensive results. 

During this literature review, it became apparent that patients that suffer from SMI have been 

well studied. A plethora of information exists that addresses the SMI patient’s predisposition 

towards non-compliance. Research has also examined the characteristics that commonly co-

occur with mental illness including substance abuse, tobacco addiction, poor diets, and 

sedentary lifestyles (Hert et al., 2011). The psychologic traits associated with mental 

disorders (paranoia, agitation, anhedonia etc.) are also well known and provide the 

foundation of the Diagnostic and Statistical Manual of Mental Disorders (American 

Psychiatric Association, 2013). These psychologic traits can make it difficult to impossible 

for a person with SMI to understand or comprehend the necessary life style modifications 

necessary to prevent disease.  

When the provider component of the process was examined, a search was conducted 

to better understand the PMHNPs role in promoting physical health of those with SMI. 

Multiple searches of the literature using the key phrases of psychiatric nurse practitioner, 

psychiatric mental health nurse practitioner, physical health, mental disorders/illness, 

mortality, smoking cessation, disease burden, and nurse attitudes yielded no results. 

Verifying the PMHNP’s role in providing primary, secondary, or tertiary somatic care to 

those with SMI has proved difficult. A significant gap in the literature was discovered.  

Outcome 

The outcome component of the Donabedian Model is “the effects of care on the health 

status of patients and populations” (Donabedian, 1988, p. 1745). Outcome is the driving force 

of this quality improvement project. As previously documented in this paper, research has 
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clearly established that the outcomes in those with SMI are poor. This validates the need for 

interventions aimed at optimizing the practitioners’ role in improving early identification of 

persons at risk for CVD, COPD, and or diabetes. Donabedian’s three-part approach to quality 

assessment is summarized as “good structure increases the likelihood of good process, and 

good process increases the likelihood of a good outcome” (Donabedian, 1988, p. 1745).  

Historical Perspective 

A brief discussion regarding the professional development of the PMHNP as a distinct 

provider is useful in understanding the global void in PMHNP research. The earliest graduate 

level advanced psychiatric nurse program was started by Hildegard Peplau in 1954. These 

early academic programs produced Clinical Nurse Specialists (CNS) trained in psychiatric 

nursing (Wheeler & Haber, 2004). It wasn’t until the year 2003 that a distinct Psychiatric 

Mental Health Nurse Practitioner (PMHNP) competency-based graduate program was 

established. The new program focused on all the domains of advance practice nursing 

including advanced pathophysiology, physical assessment, and pharmacology. At that time, 

most PMHNP programs were taught by CNSs’, most of whom didn’t meet all the new 

credentialing requirements (Wheeler & Haber, 2004). This transition represents a fragmented 

time in the development of the specialty.  

The ANA and APNA in collaboration with academia established a national 

curriculum that prepares PMHNPs to deliver comprehensive health care to people with 

mental illness (Wheeler & Haber, 2004). PMHNPs’ educated prior to 2005 are the product of 

a disjointed time in the professional development of the specialty. Understandably, PMHNP-

driven research during that time is virtually non-existent. The ANA’s (2014) current 

standards of practice echo the need for increased awareness of the physical health problems 

facing those with mental illness. 
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The lack of literature applicable to PMHNPs made it necessary to expand the search 

to include mental health nurses this yielded significantly more results.  Utilizing EBSCO, 

Pub-Med, CINHAL and Google Scholar a search was conducted to assess the attitude of 

PMHNPs regarding the importance of their role in reducing the growing disease burden in 

patients with SMI this yielded no results. Including mental health nurse into the search 

revealed several key studies that examined mental health nurses’ attitudes toward physical 

health care.  

The literature confirmed that while mental health nurses recognize the importance of 

physical health they don’t routinely assess it. Lack of adequate training, insufficient 

confidence in providing that aspect of care, and/or failure to see physical health assessments 

as part of their role were cited as barriers to providing routine physical health care to 

individuals with mental illness (Bradshaw & Pedley, 2012). No literature was identified that 

specifically addressed the PMHNPs’ self-reported clinical practices regarding somatic illness. 

Adoption of consistent evidence-based protocols that include appropriate physical 

health screening and management activities for PMHNPs has the potential to improve the 

quality of behavioral health care. Regardless of the setting, variation in clinical practice is 

associated with poorer health outcomes, increased costs, and disparities in care (Cabana et al., 

1999). Expected practice (EP) is a term used to denote the expectation that healthcare 

providers will follow the recommended standard of care except in rare clinical situations 

(Soni, Giboney, & Yee Jr., 2016). There is no evidence to show if PMHNPs’ are consistently 

monitoring for the presences of the comorbid conditions commonly found in those with SMI 

(Weiss, Haber, Horowitz, Stuart, & Wolfe, 2009).  

It is expected practice that PMHNPs regularly monitor patient’s blood pressure, 

weight, fasting blood glucose, fasting lipid levels, and prolactin at regular intervals during the 

psychiatric visit. Oral hygiene (Janardhanan, Cohen, Kim, & Rizvl, 2011) and smoking 
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incidences/cessation efforts should also be regularly assessed (Hert et al., 2011). This is 

independent of other assessments specific to certain psychiatric medications (Hert et al., 

2011). Identification of a primary care provider should also be standard practice at psychiatric 

visits if no primary care provider is identified the PMHNP should establish a relationship 

with a primary provider and then regularly communicate and coordinate treatments (Mauer, 

2009).    

  Donabedian (1988) recognized two main elements when assessing the performance of 

a practitioner, technical skill and interpersonal skill. Technical skill directly reflects 

effectiveness and interpersonal skill is the “vehicle by which care is provided” (Donabedian, 

1988, p. 1744). There is no data available that establishes the PMHNP’s technical proficiency 

at assessing somatic illness. 

Construction of a Clinical Tool 

Construction of the clinical tool was based on the recommendations gathered during 

the literature review, and included the professional recommendations of both the PMHNP 

and FNP expert appraisers. The clinical tool included the most current guidelines for the 

screening and monitoring of CVD, diabetes, tobacco cessation/COPD and oral care.  

Oral health was added to the screening tool based on the recommendations of the 

expert PHNMP. The American Dental Association (ADA) confirmed the importance of 

regular oral health assessments in the SMI population (Janardhanan et al., 2011).  

US Preventative Service Task Force Guidelines (USPSTF) 

The USPSTF (2014) recommends that all providers follow the Five A’s 

Organizational Construct for behavioral counseling of high risk behaviors. The five A’s 

include ask, advise, assess, assist, and arrange and represent the foundation of all 

interventions.   
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 The USPSTF (2014) does not have population specific guidelines for those with 

SMI; however, they clearly define “high risk populations”. Persons with SMI struggle with 

many of the modifiable risk factors that designate persons as “high risk”. Smoking, obesity 

(BMI of 30 or greater), and sedentary life styles are all considered high risk behaviors for the 

development of CVD, COPD, and diabetes (Agency for Healthcare Research and Quality 

[AHRQ], 2014).  As previously discussed in this paper those persons with SMI have much 

higher incidences of these high-risk behaviors.    

Persons with hypertension are considered at high risk for CVD and diabetes 

independent of other risk factors. High blood pressure is defined as a systolic greater than 140 

or a diastolic blood pressure greater than 90. Hypertension is diagnosed after two elevated 

readings over a period of at least 1 to several weeks (Agency for Healthcare Research and 

Quality [AHRQ], 2014).  

Screening for CVD is advised in all high risk asymptomatic persons. Several factors 

are high risk indicators for the development of CVD; hypertension, smoking, obesity, 

abnormal lipid levels, diabetes, and sedentary lifestyles.     

Diabetes is defined as an elevated fasting plasma glucose greater than 126 confirmed 

by a repeat test on a separate day or a Hemoglobin A1C level greater than 6.5 percent 

(AHRQ, 2014). Several behavioral quantifiers place a person into the high-risk category for 

diabetes screening; hypertension, tobacco smoking, sedentary lifestyles, and obesity. Persons 

diagnosed with hypertension should automatically be screened for diabetes; as hypertension 

is a strong clinical predictor. 

The USPSTF (2014), does not recommend COPD screening in asymptomatic adults. 

Questionnaires that screen for COPD are based on symptomology; for that reason, screening 

is not recommended in the asymptomatic population (Guirguis-Blake, Senger, Webber, 

Mularski, & Whitlock, 2016).  



SCREENING AND REFERRAL IN SEVERE MENTAL ILLNESS 19 

In patients with any history of smoking and or exposure to environmental pollutants 

with positive symptomology the USPSTF recommends COPD prescreening. Positive 

symptomology is defined as the presences of wheezing, dyspnea, sputum production, and or 

dyspnea related activity restrictions. Prescreening options include the use of a nationally 

recognized COPD questionnaire and or screening spirometry (Guirguis-Blake et al., 2016).   

The USPSTF recommends that all clinicians ask all adults about tobacco use. 

Smoking cessation should be advised using behavioral interventions and pharmacotherapy 

(AHRQ, 2014, p. 61). Prevention of exposure to cigarette smoke and toxic fumes is the best 

way to prevent COPD (Guirguis-Blake et al., 2016).                

The USPSTF does not provide guidelines for dental screenings for adults. The 

American Dental Association endorses dental care questions as part of routine psychiatric 

assessment (Janardhanan, Cohen, Kim, & Rizvl, 2011). The ADA did not specify an oral 

health screening questionnaire. Questions regarding dental pain, appliances, or difficulty 

speaking or chewing may help the provider identify oral health care needs.  

The clinical tool also addressed the importance of establishing contact with the 

patient’s primary care provider. Maintaining a team approach to the physical and mental 

health of those persons with SMI is the core to providing integrative care. The screening tool 

has the potential to serve as a surveillance method that ensures that the PMHNP is regularly 

assessing the overall health of persons with SMI.   

Methods 

Evidence-Based Practice Tool 

Methods began with the development of an evidence-based clinical tool that 

synthesized best practice guidelines for the screening, treatment, and referral of CVD, COPD, 

diabetes, and oral health care. The clinical tool was developed utilizing guidelines 

recommended by USPSTF. Prior to the distribution of the screening tool the guidelines set 
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forth by the USPSTF were confirmed by the American Heart Association, the American 

Lung Association; and four clinical experts. Two established FNPs’ and two experienced  

PMHNPs’ appraised the screening tool on accuracy, relevancy to clinical practice, and ease 

of use. Feedback received from the experts was incorporated into the clinical tool. 

This was a quality improvement project designed to provide PMHNPs’ with a clinical 

reference tool based on current best practice guidelines that included appropriate screening, 

monitoring, and referral practices for physical health in those with SMI. The clinical tool 

presented recommendations for physical health screening that are independent of any 

additional clinical requirements for specific psychiatric medication. 

Rights of Human Subjects                                                                                                       

The project was submitted to the Institutional Review Board (IRB) at the University 

of Alaska Anchorage; where it was determined that the project was except from human 

subject federal research regulation. Completion of the post-implementation Survey Monkey 

implied consent. There was no foreseeable risk to the participants outside normal daily life. 

No identifiable data was obtained.  

Sample 

The sample included all Alaskan Advanced Practice Nurses’ with a singular specialty 

designation of psychiatry. There were 918 advanced practice nurses listed on the State of 

Alaska Licensing Board Registry, of those 88 have a psychiatric designation. Of the 88 

advance practice nurses with a psychiatric designation 18 lived outside the state of Alaska 

and 12 had a dual discipline license of family and psychiatric (State of Alaska, 2017). Only 

the 58 PMHNPs with a singular psychiatric designation specialty practicing in the State of 

Alaska were included in the sample.  

The goal was to have a minimum of 10 PMHNPs responses. As this was a project 

with a small state-wide population of PMHNPs’ and the survey was available online, ten 
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responses were needed for an initial assessment of the usefulness of the tool. The small 

number of responses limits generalizability.  

Every attempt was made to distribute the clinical tool and survey electronically using 

publicly available email address. If a current email address was not available, then the clinical 

tool, with a link to the Survey Monkey was sent as a paper letter to the address on public file 

(work, home, or P.O Box). No outside funding was utilized for costs. If postal delivery of the 

clinical tool was indicated, the use of brightly colored envelops and paper was employed as 

this has demonstrated higher return rates (Robson & Haddad, 2011). A reminder notification 

was sent out two weeks after the clinical tool was delivered. No identifying information was 

included in the post clinical tool survey. No information about patients were included in the 

survey.  

A brief post-implementation survey utilizing Survey Monkey was included with the 

somatic reference tool to obtain feedback for areas of improvement (Appendix A). 

Data Collection and Outcomes 

Attempts were made to deliver the somatic screening tool and Survey Monkey to all 

58 PMHNPs that meet the inclusion criteria. The tool was delivered via email with a link to 

the Survey Monkey to 28 of the eligible PMHNP participants. The remaining 23 eligible 

PMHNPs’ received the same information in print form through traditional mail.  

Six of the mailed screening tools and post-implementation surveys were returned to 

sender for the wrong address. One of the electronically delivered screening tools was returned 

“undeliverable” due to an outdated email address. The final number of successfully delivered 

somatic screening tools and post-implementation surveys was 51.  

 The post-implementation survey was completed by 15 of 51 PMHNPs’ (51 

PMHNP was the total number of providers that received the information). Of the 15 

completed surveys, 9 post implementation responses were electronically submitted directly 
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through Survey Monkey. An additional 6 responses were received via traditional mail and the 

results were manually entered into Survey Monkey.  

Analysis 

The post clinical tool survey was analyzed using descriptive statistics. The survey 

consisted of six questions; response choices utilized a Likert scale (Appendix A). All data 

was collected utilizing Survey Monkey. The data were analyzed and a mean, mode, or 

median was calculated. Two basic demographic questions were included; the professional 

designation of the provider (CNS, PMHNP, or other) and the years of practice 

There were 51 surveys distributed, with 15 completed responses for a response rate of 

29.41% (15 of 51) of the eligible PMHNPs currently practicing in the state of Alaska 

responded.  

One response was received well after the closing date (July 10, 2017) which brought 

the unofficial number of responses to 16 increasing the response rate to 31%. The final 

respondent’s data was not used in the statistics but the written suggestions were included in 

areas of improvement.   

Results 

Participants were asked to rate the overall usefulness of the tool. They were then 

asked to rate their comfort level after reviewing the tool in assessing for CVD, COPD, 

diabetes, and oral hygiene. A narrative question was included that asked for 

recommendations or suggestions for improvements. The results of the post-implementation 

Survey Monkey are displayed in Figure 2.  
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Figure 2. Percentage of responses and their rating of the overall usefulness of the screening tool 

Question #1 

On a scale of one to five how would you rate the overall usefulness of the 

screening tool (not useful I will never use it, somewhat useful but not something that 

will be used routinely, useful I may refer to it occasionally, useful I will use it regularly, 

very useful I will use it routinely)? 

Of the respondents, 13.3% (2 of 15) reported that overall the tool was not useful, 

13.3% (2 of 10) of the participants found the tool somewhat useful, 40% (6 of 15) found the 

tool useful and may use it occasionally, and 33% (5 of 10) reported that they would use it 

regular. None of the participants endorsed that they would use the screening tool routinely. 
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Figure 3. Percentage of providers comfortable screening for CVD after reviewing tool 

Question #2 

After using the screening tool from a scale of one to four how comfortable are 

you screening for cardiovascular disease in those with mental illness? 

Of the respondents 13.3% (2 of 15) stated they were not comfortable screening for 

CVD. Zero respondents answered that they were somewhat comfortable, 13.3% (2 of 10) 

indicated that they were comfortable and would screen on occasion for CVD. The majority of 

respondents, 75% (11 of 15) indicated that they were very comfortable and would screen for 

CVD routinely.   

 

Figure 4. Percentage of providers comfortable screening for COPD after reviewing tool 
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Question #3 

After using the screening tool from a scale of one to four how comfortable are 

you screening for COPD in those with mental illness? 

 Of the respondents 13.3% (2 of 15) indicated they were not comfortable screening for 

COPD, 13.3% (2 of 15) indicated they were somewhat comfortable, and 33% (5 of 15) stated 

they were comfortable enough to screen on occasion Only forty percent of respondents (6 of 

15) indicated that they were very comfortable and would screen routinely for COPD. 

 

Figure 5. Percentage of providers comfortable screening for diabetes after reviewing tool 

Question #4 

After using the screening tool from a scale of one to four how comfortable are 

you screening diabetes in those with mental illness? 

Zero participants indicated that they were not comfortable screening for diabetes, 

14.29% (2 of 14) indicated that they were somewhat comfortable screening for diabetes. The 

remaining 85.7 percent (12 of 14) indicated that they were very comfortable and would 

screen for diabetes routinely in those with mental illness. 
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Figure 6. Percentage of providers comfortable screening for oral health after reviewing tool 

Question #5 

   After using the screening tool from a scale of one to four how comfortable are 

you screening the oral health of those with mental illness? 

Of the respondents, 30% (3 of 15) indicated they were not comfortable screening for 

oral health in those with SMI, 6.67% (1 of 15) endorsed that they were somewhat 

comfortable, and 20% (3 of 15) indicated that they were comfortable enough to screen on 

occasion. Most respondents 53% (8 of 15) indicated that they were very comfortable 

screening for oral care and would screen routinely. However, screening for the oral health 

care habits in those with SMI represents the lowest overall confidence level of providers.  

Question #6 

Please share any suggestions that would make the tool more useful. 

Participant comments included: 

 What prescreening questionnaire to use for COPD 

 STOP Bang questionnaire written out, a list of labs to draw on intake for 

screening those who have not been seen and properly assessed by PCP 
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 Because of the nature of integrative medicine, all diseases including mental 

health issues originate in the gut. We treat the whole person mind, body, and 

spirit. I commend you on addressing the relation between mental health and 

disease processes. 

 More information on spirometry  

 Good as is 

 I think this tool is a great idea 

 Similar tools exist; the greater issue is not lack of screening but barriers to 

follow-up/follow-through with recommendations a more difficult problem to 

address. 

Discussion of Narratives 

Upon review of the narratives, several participants requested elaboration of the COPD 

guidelines. Clarification on spirometry, recommendations for specific COPD screening tools, 

and a copy of the STOP Bang questionnaire were requested. These narratives, combined with 

the lower levels of reported confidence in screening for COPD confirm that future work 

should focus on education specific to pulmonary disease in the setting of SMI.   

Demographics  

Basic demographic information was collected; professional designation and years of 

experiences. All responses were anonymous.  
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Figure 7. Percentage of respondents that carry the professional designation CNS, PMHNP, or other 

Question #7 

What is your professional designation CNS, PMHNP, or other?  

The majority of respondents were PMHNPs’; 80% of respondents reported the 

professional designation of PMHNP (12 of 15). Only 13.3% percent of respondents reported 

the professional designation of CNS (2 of 15). The remaining respondents 6.7% (1 of 15) 

reported other.  

 

Figure 8. Years of professional practice of respondents 
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Question#8 

Please indicate how many years of experience you have as an advance nurse 

practitioner.  

The endorsed years of experience reported by participants varied significantly; 26.7% 

(4 of 15) of respondents reported 1-5 years of experience, 13.4% (2 of 15) reported 5-10 

years of experience, and 33.3% (5 of 15) of the respondents reported 10-15 years of 

experiences. The least number of respondents 6.7% (1 of 15) of had 15-20 years of 

experience. The remaining 20% of respondents (3 of 15) have 20 plus years of experience. 

Discussion 

Most respondents reported that the too was useful. Only two respondents rated the 

screening tool as not useful. Of the two respondents that rated the tool as not useful both were 

experienced practitioners, one reported 10-15 years of experience and the other 20+ years of 

experience. The remaining 13 participants (87%), rated the tool as having some degree of 

utility. Of the 15 participants, a median number of six rated the tool useful (they may refer to 

it occasionally). Surprisingly, the demographic that rated the screening tool as the most useful 

(endorsing regular use) were those participants with 10-15 years of experience. 

Oral health care and COPD screening demonstrated the lowest comfort rating by 

providers even after having reviewed the screening tool. Providers were most confident in 

their comfort level to assess and screen for diabetes; this may be related to the known risks of 

weight gain and hyperglycemia when taking certain psychiatric medications. Those providers 

with 15 or more years of experience had higher levels of confidence screening for every 

disease category. 

The goal of this project was to raise awareness among PMHNPs regarding current 

best practice guidelines for the screening, treating, and referral of those diseases contributing 

to the significant decreased life expectancy of those with severe mental illness. The 
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development and distribution of the somatic screening tool provided an avenue to achieve an 

increase in both the awareness and confidence levels of PMHNPs in providing physical 

health care. Feedback regarding the usefulness of the tool and recommendations for 

improvements were also the goal.  

Project Limitations 

This project had several limitations. There is no pre-screening tool assessment of the 

comfort level of PMHNPs’ in screening for CVD, diabetes, COPD, and oral health care. This 

prevented the comparison of the baseline comfort level of providers with somatic illness and 

their post intervention comfort level. 

Provider demographics and responses were collected anonymously, and were limited. 

Information regarding the type of practice and clientele may have been beneficial in 

understanding comfort levels of the providers. Additional questions that explored the why, or 

why not, component of the comfort level of the PMHNPs’ in assessing/screening for certain 

somatic illness would also have provided more precise recommendations for future research. 

Implications for Future Work 

This project strongly suggests that PMHNPs’ are interested in the topics of somatic 

health and screening tools for those with mental illness. COPD and oral care screening scored 

the lowest on provider comfort level, even after reviewing the screening tool. There is limited 

data available on psychiatric patient’s oral hygiene. The development of a designated 

screening tool for oral hygiene assessment for use in those persons with SMI could be useful 

for providers. The USPSTF guidelines for assessing COPD does not address those with SMI. 

Given the higher incidences of tobacco abuse reported in the SMI population, a screening 

tool that was modified for use in the SMI population may also be beneficial in improving 

outcomes in this vulnerable population. All current COPD screening tools are based on self-

reported symptomology; frequently those with SMI present as poor self-historians. Somatic 
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screening tools that are modified for use in those with mental illness, could assist PMHNPs in 

providing integrative care.    

Conclusion 

Integrative health care is the future of behavioral health. Those with severe mental 

illness should receive the same standard of care as the general population. Historically, the 

field of psychiatry has struggled with shortages in providers, adequate resources, and the 

unique challenges associated with pathology of those persons with SMI. Despite these 

challenges, the PMHNP has the potential to improve care. 

The goal of this project was to raise awareness amongst PMHNP’s of the importance 

of somatic health screening in those with mental illness and to assess their comfort level in 

screening for somatic illness utilizing a clinical tool; the goal was accomplished. The data 

collected from this project suggests that PMHNP’s will routinely use a somatic screening 

tools. The data also suggests that PMHNPs support this field of study; as indicated by a 29% 

return rate. 

Dissemination 

 In keeping with the integrative philosophy, a poster presentation of the final project 

defense is planned at the Advance Nurse Practitioner conference held in September of 2017. 

Presenting this information to PMHNP and FNP students currently attending UAA will also 

help dissemination of the importance of physical health  
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Appendix A 

Somatic Screening Tool for use in the 

SMI population    

 Screening is independent of medication related side effects.    

 

Assess at the time of initial visit consider results when prescribing 
medications.  
Weight, BP, oral care, and tobacco use should be assessed monthly or 
at every visit. 
Establish contact with a primary care provider.    

 Coronary Artery Disease  Referral and Treatment Criteria                                                                             

 

Hypertension (HTN) Systolic >140 or Diastolic >80 two elevated 
readings I or more weeks apart 
If possible 2nd reading outside of the office 
visit (eliminate white coat syndrome) 

Order FPG 
and Refer 

 

 

 

Fasting Lipid Panel (FLP) Total Cholesterol >200 Low density 
lipoprotein cholesterol >130 

Refer 
  

 

Fasting Plasma Glucose 
(FPG) 

FPG >126  Refer 
  

 Obesity (height and weight) 
BMI > 30 Behavioral 

Counseling 

 

Sedentary lifestyle Regular physical activity as defined as: be 
active for at least 150 minutes a week, 
avoid inactivity, include muscle 
strengthening activities 2 times a week 

Behavioral 
Counseling 

 
Tobacco Use Active tobacco use Actively 

treat    

 

STOP-Bang Questionnaire   
www.stopbang.ca/osa/scre
ening.php 

Obstructive Sleep Apnea (OSA) An 
Intermediate or High Score  

Refer 

  

      

 Diabetes  Referral and Treatment Criteria    

 

Fasting Plasma Glucose or 
Hemoglobin A1C (HAIC) 

FPG >126 or HA1C greater than 6.5 percent Refer 

  

 

Obesity BMI >30  Behavioral 
Counseling  

 

Sedentary lifestyle Lack of regular physical activity  Behavioral 
Counseling  

 

HTN Systolic >140 or Diastolic >80 two elevated 
readings I or more weeks apart 

Refer 

  

      

 COPD/Smoking Cessation Referral and Treartment Criteria    

 Tobacco use 
Current smoker  Actively 

treat   

 Dyspnea 
Prescreening questionnaire or screening 
spirometry 

Refer 
  

file:///D:/SanDiskSecureAccess%20Vault/www.stopbang.ca/osa/screening.php
file:///D:/SanDiskSecureAccess%20Vault/www.stopbang.ca/osa/screening.php
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 Chronic cough 
Prescreening questionnaire or screening 
spirometry 

Refer 
  

 Dyspnea that limits activity 
Prescreening questionnaire or screening 
spirometry 

Refer 
  

 Sputum  
Prescreening questionnaire or screening 
spirometry 

Refer 
  

      

 

 

Oral Health                                                                                                         

 

  

 

Dentures Do the dentures fit properly? Are dentures 
worn daily? 

Behavioral 
Counseling 

 

 Dental pain or caries yes/no Refer   

 

Visible decay or 
malalignment yes/no 

Refer 
  



SCREENING AND REFERRAL IN SEVERE MENTAL ILLNESS 41 

 

Somatic Screening Tool 

 

1. On a scale from 1-5 how would you rate the overall usefulness of the screening tool?  

1. Not useful I will never use it 

2. Somewhat useful but not something that will be used routinely 

3. Useful I may refer to it occasionally 

4. Useful I will use it regularly 

5. Very useful I will use it routinely 

 

2. After using the screening tool from a scale of 1-4 how comfortable are you screening for 

cardiovascular disease in those with mental illness?  

1. Not comfortable 

2. Somewhat comfortable 

3. Comfortable enough to screen on occasion 

4. Very comfortable I will screen routinely 

 

3. After using the screening tool from a scale of 1-4 how comfortable are you screening for 

COPD in those with mental illness?  

1. Not comfortable 

2. Somewhat comfortable 

3. Comfortable enough to screen on occasion 

4. Very comfortable I will screen routinely 

 

4. After using the screening tool from a scale of 1-4 how comfortable are you screening for 

diabetes in those with mental illness?  

1. Not comfortable 

2. Somewhat comfortable 

3. Comfortable enough to screen on occasion 

4. Very comfortable I will screen routinely 

 

5. After using the screening tool on a scale from 1-4 how comfortable are you screening the 

oral health of those with mental illness?  

1.Not comfortable 

2. Somewhat comfortable 

3. Comfortable enough to screen on occasion 

4. Very comfortable I will screen routinely 

 

 

 

 

 Appendix B 
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6. Please share any suggestions that would make the tool more useful.  

 
 

7. What is your professional designation (CNS, PMHNP, other)?  

  

 

8. Please indicate how many years of experience you have as an advance nurse practitioner.  

                                                                                                                                     

 
Done 
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Appendix C 
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