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Summary
[bookmark: _Toc107508079]The Summary section must be no longer than one page, double-spaced. The full Executive Summary document should be no longer than 10 pages, double-spaced. Throughout the narrative, use the American Psychological Association (APA) format when it is necessary to cite sources, following the guidelines in Chapter 8 of the Publication Manual of the American Psychological Association (7th ed.) and/or the APA citations webpage on the Walden Doctoral Capstone Form and Style website.
In this section, indicate the type of project. Describe the practice problem and why it is important to address within the context of nursing practice. Summarize the practice-focused question(s) and the purpose of the doctoral project. Describe the analytical strategies used in the doctoral project. Concisely summarize the findings and implications. Concisely identify major products, conclusions, and/or recommendations as appropriate. Summarize potential implications for nursing practice and for positive social change, diversity, equity, and inclusion.


Background
[bookmark: _Toc107508080]The rising rate of diabetes mellitus type 2(T2DM) is a major concern for healthcare systems in the determination of optimal glycemic control and prevention of diabetes-related complications. The advent of continuous glucose monitoring (CGM) technology has become an even more radical solution to diabetes management to enable real-time measurement of the deviations of blood glucose levels and patterns, changes that cannot be detected by finger-stick testing (Liu & Zhang, 2024). Notwithstanding its potential, the use of CGM in clinical practice is still inconsistent, as there is not enough educational support from providers and missing patient education about the use of devices, as well as the interpretation of the data. These loopholes contribute to the low-quality glycemic results and the lack of patient involvement in self-care.
The organization has a strong commitment to quality improvement and health equity programs, such as access to clinical education materials, staff development, and patient-centred care guidelines. Leadership proactively encourages the use of evidence-based practice by continuing professional development, electronic health record (EHR) data monitoring, and inclusion of quality measurements in the performance appraisal process (Pizzuti, 2025; AACN, 2024). The focus on health equity in the institution provides all patients, irrespective of socioeconomic status, with access to technological interventions and education that meet their needs. These organizational frameworks are beneficial to the implementation of a CGM-centered staff educational initiative to enhance clinical outcomes.
The justification for this practice change is directly tied to the long-term objective of improving patient health outcomes through more informed, data-driven self-management. Educating nursing personnel on the use of CGM devices, data analysis, and patient education methods will empower the outcomes of the project to provide the providers with the necessary skills to offer the necessary and correct advice to the patients, thereby enhancing glycemic control (Lee et al., 2024; Walden University, n.d.). Better provider competency is associated with improved confidence by patients using CGM technology, better adherence to advice, and earlier glucose level excursion identification, all of which decrease the probability of both hypoglycemia and hyperglycemia.
The organizational baseline of CGM usage and the skills and expertise of the staff before the project initiation indicated that the nursing staff had limited competency in CGM data analysis. Anecdotal evidence and pre-assessment survey studies have shown that the proportion of individuals who were certain about either leading patients through CGM setup, troubleshooting, or data interpretation was less than 25% of the staff (R Bannuru et al., 2026). The primary educational efforts conducted with patients were rather reactive and irregular, as the teachers of patients worked based on ad hoc education when the patients attended the clinic, and never had a standardized educational program (AHRQ, 2022). The baseline HbA1c levels of the patients under the traditional finger-stick reports amounted to 8.3 percent, meaning that the development of glycemic control can be improved and that a structured and technology-offered educational program should be provided.
There are strong indications of the use of CGM and the organized education of the staff. Several randomized controlled trials and systematic reviews prove the benefits of CGM to improve the level of HbA1c, decrease glycemic variability, and increase patient engagement in comparison with regular monitoring of blood glucose (Ferreira et al., 2024). There is strong evidence (Level I -II) of the relevance of CGM in daily diabetes management and the paramount importance of a trained healthcare provider in CGM data interpretation and utilization to accomplish patient-optimal outcomes. Finding ways to integrate the education of the staff in CGM conformance with the best practices in the evidence-based treatment of diabetes helps to achieve the organizational goals of increased safety levels, quality care, and fair provision of advanced technologies.
Finally, the project can fill an apparent gap in practice by improving the competence of the staff and standardization of patient education in the use of CGM. The initiative will enhance the glycemic or cognitive outcomes, patient empowerment, and long-term gains on diabetes management in the clinical context by leveraging organizational aids, evidence-based strategies, and formal staff education.
There is strong evidence that supports the implementation of this practice change, and the evidence comes from various levels of the evidence pyramid. Level I and Level II evidence, such as randomized controlled trials and systematic reviews, show that the use of CGM technology significantly lowers HbA1c concentrations, reduces blood sugar variability, and enhances patient engagement in self-care as compared to regular glucose testing (Ferreira et al., 2024; Liu & Zhang, 2024). Even in patients who do not require insulin treatment for their type 2 diabetes mellitus, the use of CGM technology has led to significant reductions in HbA1c concentration and time spent in hyperglycemia (Ferreira et al., 2024). Finally, evidence reveals that patients' ability to benefit from CGM technology depends upon providers' competency in using the technology and interpreting data; otherwise, poor outcomes will be inevitable (Lee et al., 2024).
A readiness assessment was completed before implementing the intervention to establish the capability and readiness of the organization in implementing the planned CGM staff education program. Dimensions such as leadership support, resources, staff motivation, and readiness for continuing education were assessed during this process. Results showed that overall readiness was moderate to high; organizational leaders demonstrated readiness for integrating evidence-based practice and quality improvement, and existing approaches such as the utilization of EHRs, staff development policies, and performance evaluation processes were in alignment with the planned intervention (Pizzuti, 2025; AACN, 2024). An important finding for the improvement of existing organizational readiness was that no standardized and structured approach for CGM training existed within the organization, which proved the presence of the identified practice gap and readiness for addressing it.
[bookmark: _GoBack]This rating can be considered as strong due to the level of evidence used for this project. Most of the literature used is at Level I, which includes systematic reviews and meta-analysis of randomized controlled trials conducted during the last three years. Additionally, there were studies classified at Level II based on randomized controlled trials published within the same period. Appraisal of the quality of the literature involved in this project showed consistent methodology, appropriate sample size, and significant findings in terms of their clinical implications (Ferreira et al., 2024; R Bannuru et al., 2026). Overall, the literature reviewed proves that education of healthcare providers about CGM technology is not only clinically relevant but also manageable (Lee et al., 2024; AHRQ, 2022).
Staff Education Project Development
Describe the participants and procedures used for developing and implementing the project. Describe the collection and analysis of evidence. Discuss the evaluation process.
Results
State the post-implementation results. Discuss the impact on the organization. State limitations and how they impacted results. Discuss why the project is important beyond the local site.
[bookmark: _Hlk41649387]Table 1 and Figure 1 reflect APA (7th ed.) rules for table and figure formatting and labeling. Note that any tables and figures should be mentioned by number in the narrative text (e.g., “Table 1 includes …”) before they appear in the document. The point size of table and figure text can be smaller than body text (which is 12 point) but no smaller than 8 point. You may change the font inside tables and figures to a sans serif font such as Arial if you wish. For guidance on formatting tables and figures in APA Style, visit the Doctoral Capstone Form and Style webpage on tables and figures.
The general table note under Table 1 cites the source of a table that was originally printed elsewhere. You must obtain permission from the copyright holder to reprint a table or figure that is not in the public domain. Include letters of permission in an appendix. Per APA 7.14, table and figure notes must be left justified and double spaced, as shown here.
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[bookmark: Figures][bookmark: Chapter_5]Note. From “Attitudes Toward Dissertation Editors,” by W. Student, 2020, Journal of Academic Optimism, 98, p. 11 (https://doi.org/10.xxxxxxxxx). Copyright 2020 by Academic Publishing Consortium. Reprinted with permission.
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Sample Figure Showing Correct Formatting
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Conclusions
Summarize the impact to the organization. Identify further recommendations that might be considered. Discuss potential implications for nursing practice and for positive social change, diversity, equity, and inclusion.
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Appendix
Students may place deliverables, or the products developed during the project, into the executive summary appendix. All materials placed in the appendix must follow APA guidelines and the DNP Doctoral Project Ethics Pledge. Tables with results should be presented in the results section of the executive summary. The appropriate deliverables include the following: the pre/post anonymous questionnaire, PowerPoint presentation, and any other supporting education materials developed and provided to the participants. If you have additional questions on appropriate materials for the appendix, contact your faculty advisor for assistance.
image1.png
Category Category 2 Category 3 Category 4

eries 1 saesenSeries? m—





