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ABSTRACT

Objective: To evaluate the effectiveness of a quality improvement
(Ql) initiative to improve family medicine residents’ metabolic
monitoring of second-generation antipsychotics (SGAs) for
patients comanaged across nonintegrated community mental
health and family medicine clinics.

Methods: Patients were aged > 18 years seen by family medicine
residents and prescribed at least 1 SGA (N=175). Preparative

and scheduled Ql interventions were nonblinded and included
collaboration across organizations, education, and monthly
interprofessional care conferences. The Ql outcome included
evaluation of pre-post metabolic monitoring laboratory data
over the 15-month study period. A subset of patients (n=26)

was reviewed at least once at monthly interprofessional care
conferences. Patients were stratified by diagnosis of diabetes
(n=45) and no diabetes (n=130) at baseline. Analyses of the QI
intervention outcomes were framed by the time period of monthly
care conferences (January 31, 2019-April 30, 2020) and compared
to baseline (the historical time period) (October 31, 2017-January
29,2019).

Results: Improved adherence in glycated hemoglobin (HbA; )
(P=.042) and lipid (P<.001) monitoring per guidelines from
baseline to follow-up was seen in the total patient population
(N=175). Patients without diabetes (n=130) had significant
improvement (P=.001) in HbA;. monitoring from baseline to
follow-up. The subgroup of patient cases that were discussed at a
care conference showed no significant improvement in HbA, . or
lipid monitoring.

Conclusion: Preparative and scheduled Ql interventions provided
family medicine residents powerful reminders of the SGA
monitoring guidelines that improved the metabolic monitoring
behaviors for all patients on SGAs.
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Significant barriers continue to negatively impact
effective coordination of behavioral and medical
pharmacotherapy management across health systems.!
Coordinated management of prediabetes, diabetes, and
mental illness is essential for providing the highest quality
care.>”> Antipsychotic therapy for the management of
schizophrenia, bipolar disorder, irritability associated
with autistic disorder, and treatment-resistant depression
is implicated in causing metabolic disorders. Specifically,
second-generation antipsychotics (SGAs) such as risperidone,
olanzapine, clozapine, and quetiapine have shown to increase
the risk of metabolic comorbidities such as obesity, type 2
diabetes, and dyslipidemia.t~!!

Metabolic monitoring guidelines for patients taking SGAs
were established in 2004, but significant barriers to SGA
monitoring continue to exist.*'?>"!> Although the current
diabetes guidelines recommend screening for all adults
starting at age 35 years regardless of risk factors, people with
mental illness are less likely to be screened due to racial/
ethnic minority status, stigma, and social determinants of
health.'6-18 Also, current standards of care in diabetes do not
directly provide or summarize screening recommendations
for patients prescribed SGAs with prediabetes and diabetes
and give minimal guidance for monitoring all patients with
no history of diabetes.>'? Moreover, fragmented coordination
of antipsychotic (SGA) metabolic monitoring creates unclear
division of roles and responsibilities between primary care
and mental health providers.2%2!

Metabolic adverse events associated with SGAs exemplify
the need for an integrated interprofessional team of behavioral
and medical health care providers.”!%?? The barriers to
providing this integrated care across separate behavioral
health and primary care systems include lack of formal
partnerships, separate electronic health records (EHRs),
and multiple factors preventing linking of interoperable-
ready EHRs.>?*?* Given the EHR’s central role in care
team communication, the lack of interconnected EHRs
requires separate organizations to find alternate strategies to
comanage the care of mutual patients. Evidence demonstrates
that a comprehensive team of both behavioral and primary
care providers can ensure safe and effective treatment.>?>-28
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Clinical Points

B |nterprofessional monthly care conferences can improve
coordination of care across mental health and primary care
settings.

B Continual quality improvement strategies such as in-
services and monthly care conferences serve as powerful
reminders to medical residents and can prompt new clinical
routines that become internalized into daily practice.

B The quality improvement initiative of implementing
monthly care conferences and annual in-services
improved metabolic monitoring, including diabetes
screening for nondiabetic patients, and lipid monitoring
in both nondiabetic and diabetic patients prescribed
antipsychotics.

CONTEXT AND RATIONALE
FORTHE QUALITY IMPROVEMENT INITIATIVE

Barriers, as described previously, are the primary catalyst
for implementing the quality improvement (QI) initiative.?’
Collaborative partners of this QI initiative included
providers from a community mental health clinic (MHC)
and family medicine residency program. Although, both
clinics are separate organizations, the MHC had a long-
established relationship history of providing mental health
training to the family medicine residents.

The family medicine faculty/physician residency
preceptor, pharmacy resident, nurse care coordinator, and
clinic manager were the primary QI project supporters from
the family medicine clinic (FMC). The FMC utilizes a large
integrated health system’s EHR system by Epic (https://www.
epic.com/).

The MHC partners included a psychiatrist, psychiatric
nurse practitioners, psychiatric pharmacist, registered
nurses, and support staff. The MHC is a nonintegrated
community mental health center utilizing the Carelogic
(https://www.qualifacts.com/carelogic-ehr/) EHR
platform. Although, Carelogic and Epic EHR systems are
interoperable, the MHC providers are unable to link to
outside EHRs due to multiple barriers to interconnectivity.
Predictably, the QI initiative was eagerly supported by the
MHC providers to address the time-intensive process of
SGA metabolic monitoring.

OVERVIEW AND OBJECTIVES

The phase 2 QI initiative was a nonblinded, 15-month,
retrospective, pre-post outcome analysis to evaluate the
effectiveness of preparative and scheduled QI interventions.
The goal was to increase family medicine residents’
metabolic monitoring of SGAs for patients comanaged
across nonintegrated community MHCs and FMCs.
The primary aim of this QI initiative was to increase the
frequency of glycated hemoglobin (HbA,.) and lipid panel
monitoring in accordance with SGA consensus monitoring
guidelines by the MHC, residency faculty physician, and
family medicine resident providers.

METHODS

Population

In April 2018, a total of 484 patients historically prescribed
SGAs were identified at the FMC. To select comanaged
patients for the care conferences, multiple manual and EHR
searches were conducted. To validate search findings, family
medicine providers were contacted directly to determine if
the care conference cohort was still comanaged by MHC
providers. As illustrated in Figure 1, almost half of the
originally identified comanaged patient cohort was excluded
due to no longer receiving MHC services (searches 1 and
2) or being accidently missed in chart review and were
thus excluded (search 3). Identification of comanaged
patients proved to be more difficult and time consuming
than originally expected, since the MHC and FMC EHRs
had no searchable data fields to record outside patient care
providers. As a result, a large group of patients (n=149) were
excluded (see Figure 1). The study was approved by the FMC
institutional review board and was deemed exempt from
review by the University of Minnesota Institutional Review
Board.

Preparative QI Interventions

Previously published articles®®?! describe the QI
interventions in detail. The phase 1 article outlines the
QI interventions used to build an infrastructure for the
interprofessional relationships related to this study, such as
the process of group concept mapping (GCM) that facilitated
the MHC and family medicine residency faculty providers
to coordinate management of shared patients.*® The GCM
analysis resulted in a planned intervention that included
consensus SGA metabolic monitoring guidelines, identifying
which providers would be responsible for ordering
monitoring laboratories, and establishment of a point
person at each site (registered nurse care coordinator).’® As
a result, MHC and FMC providers reached a consensus on
the metabolic monitoring procedures.*® To avoid duplicate
laboratory monitoring, both health systems decided that the
FMC would be responsible for ordering all laboratory tests
and following specific criteria for monitoring frequency for
patients on antipsychotic agents (see the Measures and Data
Management section).

The second related publication®! focused on family
medicine residents and the impact of QI interventions
including SGA education and a survey of their knowledge
and attitudes related to the QI interventions. Hager et al*! also
details the processes, outlining the monthly care conferences
with an interprofessional care team from both clinics. The
family medicine residents were educated didactically and
experientially around the SGA monitoring guidelines
and took responsibility for metabolic monitoring and
management based on clinical findings. The preparatory QI
interventions also included establishment of a point person
at each site (registered nurse care coordinator), scheduling
of monthly care conferences with an interprofessional care
team from both facilities, and assisting the ambulatory

For reprints or permissions, contact permissions@psychiatrist.com. ¢ © 2023 Copyright Physicians Postgraduate Press, Inc.

e2 [E PSYCHIATRIST.COM

Prim Care Companion CNS Disord 2023;25(3):22m03432


https://www.epic.com/
https://www.epic.com/
https://www.qualifacts.com/carelogic-ehr/

Initiative to Improve Antipsychotic Metabolic Monitoring

Figure 1. Flowchart of Process to Determine if Patients Taking SGAs Were Still

Comanaged by MHC Providers

@ily Medicine Clinic Patients on SGAs (N = 175)

MHC
comanaged
patients
Search 1

No (n=129)

MHC

comanaged
patients
Search 2

Yes (n = 46)

No (n

18) Yes (n=28)

MHC
comanaged
patients
Search 3

No* (n=2) Yes (n = 26)

Care conference

Non-care conference group\
(n=149) /

group

(n=26)

*Missed in review.

Abbreviations: MHC =mental health clinic, SGA = second-generation antipsychotic.

pharmacy resident in the medication reconciliation process
across clinic sites. Additional details about the intervention
and providers were previously published (see SGA consensus
monitoring guidelines in Hager et al*; see care conference
process and team member roles in Hager et al®!).

Scheduled Ql Interventions

Scheduled QI interventions occurred at the FMC site
with the family medicine residents (n=11).>! In addition to
training seminars, comanaged patient cases were discussed
during monthly 75-minute care conferences over the
defined study period.>! There was no limit on the number
of times the same patient could be discussed at the monthly
care conferences. The MHC and family medicine nurses
scheduled 2 to 3 patients each month for the care conference,
updated releases of information, and shared (faxed)
relevant information when necessary. Prior to the monthly
conference, the family medicine residents were alerted that

their patient would be discussed. The pharmacy practice
resident performed medication reconciliation across both
clinics to ensure an accurate medication list during the care
conference. The monthly care conferences were attended
by the family medicine residents presenting the cases,
the residency faculty physician leading discussions, the
pharmacy practice resident reviewing medications, alicensed
therapist, a family medicine clinic nurse, a psychiatrist, a
psychiatric pharmacist, and other learners from the colleges
of pharmacy and medicine.’! The presenting resident’s
patient case EHR information was projected on a large screen
to facilitate group discussion. Typically, the care conference
discussions include clarifying medical and psychiatric
diagnoses, reviewing laboratory results, listing additional
providers involved (eg, case managers, therapists, guardians),
medication reconciliation, and specific treatment strategies
and rationales from medical and psychiatric perspectives.
Psychiatric providers contributed by providing details of
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Table 1. Patient Demographics: Baseline Age and Sex

Patients Without  Care Conference ~ PatientsWith  Care Conference  Diabetes
All Patients Diabetes vs All Patients Diabetes vs All Patients  (no vs yes)
Variable n Baseline n Baseline pa n Baseline pa pab
Age, mean (SD), y 41 .52
All patients 175 456(13.1) 130 42.9(13.0) 45 535(102) <.001
Care conference 26 46.2(14.3) 16 404 (13.4) 10 55.4(10.9) .01
Sex, male, n (%) 73 57
All patients 175 104(59.4) 130 76 (58.5) 45 28 (62.2) .66
Care conference 26 17(65.4) 16 10 (62.5) 10 7 (70.0) .70

2Age comparisons utilizing 2-sample t tests. Comparisons of sex used Pearson x? test of significance. Independent samples Mann-

Whitney U test (honparametric).
bBolding indicates statistical significance.

the patient’s last MHC visits including reviewing diagnoses,
mental health and substance use histories, treatment plans,
and relevant contact information of involved therapists and
case managers associated with the patient case. Likewise,
the family medicine providers reviewed chronic disease
treatment guidelines and medications that were prescribed
by the residents.

Study of the Interventions

For the defined baseline and scheduled intervention time
periods, a total of 175 patients aged > 18 years were prescribed
at least 1 SGA. For statistical analyses, 2 study groups were
included: all patients (n=175) and care conference patients
(n=26), whose cases were reviewed at a minimum during
1 monthly interprofessional care conference and were
comanaged by both MHC and family medicine resident
providers. Two additional subgroups of the sample were
analyzed based on if they were diagnosed with diabetes at
baseline. Analyses of the QI intervention outcomes were
framed by the time period of monthly care conferences
(January 31, 2019-April 30, 2020) and compared to baseline
(the historical time period) (October 31, 2017-January 29,
2019). To measure compliance with guideline laboratory
testing during the period, the end date for those endpoints
was changed to March 25, 2020, due to COVID-19-related
clinic and laboratory closures.

Measures and Analyses

To determine the outcome of the QI interventions,
patient data were extracted, unchanged, from the FMC’s
existing EHRs for the identification of metabolic testing
frequency within established consensus guidelines®
including laboratory values, dates of laboratory testing
(HbA,,, lipids), diagnoses of diabetes (ICD-9/ICD-10), and
dates of diagnoses. Metabolic monitoring within consensus
guidelines were defined using a set of limits compared to 2
known measures: the average time between tests that were
done and the number of days between the last test done
and the end of the study period. Specifically, analyses of
laboratory data were based on the consensus SGA metabolic
monitoring guidelines +30 days. For HbA,c, acceptable
limits were as follows: no diabetes=365 days (1 year)
+30=395 days; diagnosed diabetes with HbA | <7.0% =183
days (6 months) +30=213 days; and diagnosed diabetes
with HbA;>7.0% =91 days (3 months) +30=121 days.

For lipids, acceptable limits were 365 +30=395 days for all
subjects, and the same process was followed and is described
below for both HbA | and lipids.

Patient data were analyzed in aggregate by patient groups,
demographics, antipsychotics (SGAs), laboratory data, and
FMC visits. Patient demographics collected at baseline were
analyzed with Student t test and included age and the age
of patients in subgroups with and without diabetes. Sex
distributions of patients with and without diabetes were
compared using Pearson x* test of significance. Logistic
regression was used to identify potential differences in
shared care and standard care to evaluate insurance coverage
and types of most prescribed SGA medications, as well as
differences between care groups within each time period.

Binary outcome variables, including any baseline and
follow-up HbA,_ and lipid panel testing, SGA medications,
and medical insurance, were analyzed using the McNemar
test, which assesses baseline to follow-up changes (increased
or decreased) in the level of utilization.

Quantitative outcome variables included in the analysis
were baseline and follow-up period median HbA ¢ %, lipid
panel values (cholesterol, calculated low-density lipoprotein),
and baseline and follow-up period FMC visit frequencies
by provider type and encounter. These data were tested for
normality prior to evaluation of baseline to follow-up change.
Since the data were not normally distributed, the Wilcoxon
signed rank test was used to assess the null hypothesis by
evaluating if the matched baseline to follow-up differences
were equal to zero. For all statistical tests, a P value <.05 was
considered significant. All statistics were performed by an
independent statistician using SPSS version 23.

RESULTS

Baseline Demographics

Baseline to follow-up metabolic monitoring was analyzed
for all patients (n =175) and care conference patients (n=26)
on SGAs. The patients were stratified into 2 subgroups:
patients with a diagnosis of diabetes (n=45) and those with
no history of diabetes (n=130) at baseline.

Age, Sex, Insurance, Laboratory Values, SGA
Medications, and COVID-19

No significant age and sex differences were seen across
either group (all patients and care conference patients).
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Table 2. Patient Demographics: Baseline Median Laboratory Results

Patients Without Patients With Baseline Diabetes
All Patients Diabetes Diabetes (no vs yes)

Laboratory Results, median (IQR) n Baseline n Baseline n Baseline pab
HbA¢, %

All patients 87 5.8(1.1) 49 5.6 (0.5) 38 6.7 (1.8) <.001

Care conference 18 6.0 (1.4) 8 5.6 (0.9) 10 6.7 (1.5) .07
Total cholesterol, mg/dL

All patients 58 177.8(63.8) 41 181.0(46.5) 17 147.0(67.3) .03

Care conference 18 170.5(61.3) 12 178.5(45.5) 6 135.5(62.9) .10
HDL cholesterol, mg/dL

All patients 58 45.0(19.9) 41 45.0(17.5) 17  53.0(22.3) 45

Care conference 18 46.0(16.5) 12 45.0(17.5) 6 55.0(24.4) 15
Triglycerides, mg/dL

All patients 58 116.5(113.8) 41 117.0(89.5) 17 108.0(124.0) .82

Care conference 18 103.3(73.6) 12 113.5(89.5) 6  96.5(55.3) 39
LDL cholesterol (calculated), mg/dL

All patients 58 99.0 (47.0) 41 109.0(38.00 17 72.0(50.8) .01

Care conference 18 99.0(62.6) 12 117.0(52.8) 6 63.5(51.0) .02

2Independent samples Mann-Whitney U test (nonparametric).
bBolding indicates statistical significance.

Abbreviations: HbA, =glycated hemoglobin, HDL =high-density lipoprotein, IQR=interquartile range, LDL =low-density

lipoprotein.

Table 3. Prescribing of SGAs: Baseline and Follow-up Treatment Differences

Baseline Follow-Up

SGA Medication? n  Yes,n(%) OddsRatio(95%Cl) P°® n  Yesn(%) OddsRatio(95%Cl) PP<
Any aripiprazole

All patients 175 28(16.0) 175 45(25.7)

Care conference 26 7(26.9) 2.3(0.8-6.0) .10 26 7 (26.9) 1.1(0.4-2.8) .88
Any clozapine

All patients 175 8(4.6) 175 8 (4.6)

Care conference 26 3(11.5) 3.8(0.8-16.8) 07 26 4(15.4) 6.6 (1.5-28.3) .004
Any olanzapine

All patients 175  28( 175  42(24.0)

Care conference 26 3(11.5) 0.7 (0.2-2.3) 50 26 7 (26.9) 1.2(0.5-3.1) 71
Any quetiapine

All patients 175 59(33.7) 175 67(38.3)

Care conference 26 5(19.2) 0.4(0.2-1.2) 09 26 5(19.2) 0.3(0.1-0.9) .03
Any risperidone

All patients 175 28(16.0) 175  27(15.4)

Care conference 26 5(19.2) 1.3(0.5-3.8) 63 26 5(1 1.4 (0.5-4.0) .56

aAll medications were taken as tablets by mouth.

PLogistic regression evaluated within time periods (reference category = controls).

“Bolding indicates statistical significance.
Abbreviation: SGA = second-generation antipsychotic.

Patients diagnosed with diabetes were significantly older
than nondiabetic patients at baseline: 53.5 years (SD=10.2)
versus 42.9 years (SD=13.0), P<.001 (Table 1). Consistent
with their mean age difference, significantly more diabetics
than nondiabetics were on Medicare at baseline: 60.5%
versus 39.4%, respectively, P=.02.

The all-patients group and the subgroup diagnosed
with diabetes had significantly (P<.001) higher HbA,,
percentages than nondiabetics. For lipid values, the
nondiabetic patients had significantly higher levels of total
cholesterol (all-patients group, P=.03) and calculated LDL
values (all-patients group, P=.01 and care conference group,
P=.02) at baseline (Table 2).

Follow-up clozapine prescribing was statistically higher
in the care conference cohort (P=.004) compared to

the all-patients group. Conversely, follow-up quetiapine
prescribing was statistically higher in the all-patients cohort
(P=.03) compared to the care conference cohort. No
significant baseline to follow-up changes in prescribing of
either of these medications was found in any group (Table 3).

Due to COVID-19 clinic closures, all nonemergency
patient care transitioned to telehealth encounters as of March
25,2020, which automatically resulted in significant baseline
to follow-up increases in telehealth encounters among all
patients (P<.001), patients with diabetes (P<.001), and
patients with no history of diabetes (P=.001).

QI Intervention Outcomes: Metabolic Monitoring
The all-patients group had significant baseline to
follow-up improved adherence in any HbA, . results
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Table 4. Overall and Nondiabetic/Diabetic Subgroup Baseline to Follow-up Changes in Metabolic Monitoring Frequency

Subgroup Analyses

Overall Analyses

Diabetic Patients

All Patients Nondiabetic Patients Baseline to Follow-up

Baseline to Follow-up Laboratory Monitoring  Baseline to Follow-up Laboratory Monitoring Laboratory Monitoring
Laboratory No No Yes- No
Monitoring n  No-Yes® Yes-NoP Change P4 n  No-Yes® Yes-No® Change P“¢ n NoYes® No® Change P
Any HbA,
monitoring?
All patients 175 48(27.4) 20(11.4) 107 (61.1) .001 130 41(31.5) 16(123) 73(56.1) .001 45 7(156) 4(8.9) 34(829) .55
Care 26 5(19.2) 6(23.1) 15(57.7) 1 16 5(31.3) 3(18.8 8(50.00 .73 10 0(0.00 3(300 7(70.00 —
conference
HbA;
monitoring per
guidelines?©
All patients 175 59(33.7) 38(21.7) 78(446) .042 130 44(33.8) 30(23 56(43.1) .13 45 15(33.3) 8(17.8) 22(489) .21
Care 26 8(30.8) 7(269) 11(423) 1 16  5(31.3 5¢( 6(37.5) 1 10 3(30.00 2(2000 5(50.0) 1
conference
Any lipid
monitoring?
All patients 175 73(41.7) 21(12.0) (46.3) <.001 130 52(40.0) 17(13.1) 61(46.9) <.001 45 21(46.7) 4(89) 20(444) .001
Care 26 7(269) 9(34.6) 0(38.5) 8 16 3(18.8) (50 5(31.3) 23 10 4(40.0) 1(10.0) 5(50.00 .38
conference
Lipid
monitoring per
guidelines?¢
All patients 175 74 (42.3) 71(40.1) <.001 130 51(39.2) 21(16.2) 58(44.6) .001 45 23(51.1) 9(20.0) 13(28.9) .02

30(17.1)
Care 26 7(269) 9(34.6)

conference

10(385) .8 16 3(18.8)

2)
(3750 7(438) .51 10 4(40.0) 3(30.0) 3(30.00 1

a"No” monitoring at baseline to “Yes” monitoring at follow-up.

b“Yes” monitoring at baseline to “No” monitoring at follow-up.

‘McNemar test evaluated within-group change over time (matched pairs).
9Bolding indicates statistical significance.

¢Adjusted for COVID-19 laboratory availability.

Abbreviation: HbA,.=glycated hemoglobin.

(P=.001) and recommended HbA,;. monitoring per
guidelines (P=.042) (Table 4). The all-patients group had
significant improved adherence in any lipid results (P <.001)
and guideline-based lipid (P<.001) monitoring. The
nondiabetic all-patients subgroup (P<.001) was observed
to have significant improvement in any HbA, . monitoring
from baseline to follow-up. Similar significant improvements
in recommended lipid monitoring per guidelines were
observed in both nondiabetic (P=.001) and diabetic (P=.02)
all-patient subgroups (see Table 4).

DISCUSSION

Key findings of the QI intervention analysis found
significant overall and guideline-based improvement in
SGA monitoring of both HbA | and lipids in the all-patients
group. The scheduled QI interventions served as powerful
reminders to the family medicine residents, along with
the clarification of responsibilities for monitoring and the
relative ease of ordering lipid/HbA, laboratory studies. As a
result, the scheduled QI interventions prompted new clinical
routines internalized by the family medicine residents
serving all patients taking SGAs.

Additional key findings in the subgroup analyses showed
significant increase in any diabetes screening among the
nondiabetic patient subgroup nested within the all-patients
group prescribed SGAs. Guideline-based lipid monitoring
also improved in both nondiabetic and diabetic patient

subgroups prescribed antipsychotics. Essentially, the key
finding of increased HbA . monitoring in the nondiabetic
subgroup is of considerable importance due to the lack of
reference to antipsychotics as a comorbidity risk in established
diabetes treatment guidelines, such as those of the American
Diabetes Association.!®¥>33 Although diabetes guidelines
recommend screening for prediabetes and type 2 diabetes in
adults aged 35 to 70 years, especially if overweight or obese,
people with mental illness may fall outside of this age range
and healthy weight at initiation of SGA therapy.>!%17:1833 I
summary, all patients with severe and persistent mental
illness and patients prescribed SGAs require routine diabetes
(HbA,,) screening, especially before SGA-related weight
gain and obesity becomes established.?**

Preliminary study results were presented informally at
the April 2021 monthly care conference to discuss possible
explanations for the increased frequency of metabolic
monitoring in the all-patients group taking antipsychotics.
Although beyond the scope of this QI outcome analysis, the
interprofessional team supported our key findings that the
increased metabolic monitoring in the all-patients group
was due to the annual in-service training used to review
antipsychotic monitoring guidelines, participation in the
care conferences, faculty mentoring, and the family medicine
residents’ coaching their colleagues to apply the monitoring
guidelines to all patients on antipsychotics.

The results of the above informal discussion with the
family medicine residents were also corroborated by the
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published survey-results of the participating family medicine
residents who responded very positively to the monthly care
conferences.’! Similarly, the survey results indicated that the
monthly care conferences fostered shared decision-making
and interprofessional collaboration, leading to increased
knowledge of psychosocial treatment aspects and confidence
in providing metabolic monitoring for their patients on
SGAs.*!

Limitations

Study limitations include the limited number of
participating family medicine residents, the nonintegrated
mental health and family medicine clinic sites, lack of
EHR interoperability, and the small sample size of the care
conference group. The difficulty identifying comanaged
patients to participate in the care conferences at the onset
of the project intervention significantly contributed to the
small sample size and subsequent low statistical power to
measure the outcome of the QI interventions within this
group. Although, clozapine was found to be more often
prescribed in the mental health setting, the low sample size
of patients prescribed specific SGAs, such as clozapine, limits
further secondary analyses on metabolic monitoring.

The inability to obtain reimbursement for setting up
and providing the care conference is a potential barrier to
replicating this project in other health systems. However,
even with the lack of reimbursement for the care conferences,

Initiative to Improve Antipsychotic Metabolic Monitoring

both organizations committed to continue the monthly care
conferences as standard of care for shared patients, which
provides interprofessional and collaborative opportunities
for continuous quality improvement.

Finally, the authors recognized that focusing on only
patients prescribed antipsychotics is a significant limitation
because of the evidence that people with severe persistent
mental illness have lower life expectancy compared to the
general population.® At the time of this writing, our monthly
care conferences have expanded to all patients with mental
illness. In summary, this QI initiative study highlights the
impacts of interprofessional education, peer mentoring,
dedication to collaborative patient care, and commitment
to quality improvement.>

CONCLUSION

Continual quality improvement strategies such as
in-services and monthly care conferences serve as powerful
reminders to medical residents and can prompt new clinical
routines that become internalized into daily practice such as
guideline-based monitoring of patients with severe persistent
mental illness and all patients prescribed antipsychotics.
This study demonstrates that an increase in communication
through monthly care conferences and annual in-services
can improve metabolic monitoring for patients taking SGAs
and patient care.
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