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Abstract  

The burden of dyslipidemia among children has increased substantially, affecting 

approximately 7% of adolescents in the United States. Although pediatric dyslipidemia 

screening can promote early identification, a standardized clinical practice guideline (CPG) 

on pediatric dyslipidemia screening is lacking, which may contribute to minimal health 

care intervention and associated comorbidities in adult life. Guided by Watson’s theory of 

human caring, this project was conducted to develop an evidence-based CPG on pediatric 

dyslipidemia screening that could be validated using the Appraisal of Guidelines for 

Research and Evaluation (AGREE) II instrument. A literature review revealed nine relevant 

and peer-reviewed articles that were appraised and used to develop the new CPG. The 

newly developed CPG was then submitted to content experts who evaluated it using the 

AGREE II instrument, resulting in individual domain scores of 100%. The content experts 

recommended the newly developed CPG for use in guiding pediatric dyslipidemia 

screening. The newly developed CPG will guide health care providers on early screening 

of dyslipidemia for all children aged 9 to 11 years old to prevent the burden of dyslipidemia 

comorbidities as the children reach adulthood. Pediatric dyslipidemia screening could 

contribute to positive social change by reducing the burden of disease in the pediatric 

population by promoting timely screening and treatment of children identified to have 

pediatric dyslipidemia. Notably, screening for dyslipidemia in the pediatric population 

could safeguard children from cardiovascular health outcomes and reduce the burden of 

atherosclerosis and cardiovascular disease in  

adulthood.    
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Section 1: Nature of the Project  

Introduction  

According to Gujral and Gupta (2023), cardiovascular diseases are the primary 

cause of morbidity and mortality in the United States, resulting 1 out of every 3 deaths. 

Dyslipidemia is a term used to describe a group of lipoprotein abnormalities that include 

elevated levels of low-density lipoprotein-cholesterol (LDL-C), triglycerides, total 

cholesterol (TC), non-high-density lipoprotein cholesterol (HDL-C), and decreased levels 

of HDL-C (Gujral & Gupta, 2023). Previously, Constantin et al. (2023) noted that 

dyslipidemia was considered a concern primarily in adults and not pediatrics. In 

contemporary times, the prevalence of dyslipidemia in children has increased substantially, 

which raises concerns about cardiovascular health comorbidities and sequelae (Constantin 

et al., 2023). Schefelker and Peterson (2022) acknowledged that dyslipidemia causes an 

imbalance in lipid metabolism, leading to an increased risk of atherosclerosis and 

cardiovascular diseases in adult life.  

The World Health Organization (2023) reported that high body cholesterol is a 

major cause of disease burden in both developing and developed countries and causes 

around 2.6 million deaths annually. Buterbaugh (2021) noted that changes in lifestyle, 

dietary habits, and a sedentary way of life have contributed to the rise of dyslipidemia 

among children. Genetic causes are also critical in determining an individual’s lipid 

profile, whereby certain genes can predispose children to dyslipidemia from an early age  
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(Hamilton et al., 2021; Zhang et al., 2023). Chacra (2019) suggested that recognizing and 

addressing dyslipidemia in childhood is paramount and can serve as a preventive measure 

to reduce the burden of cardiovascular diseases in adulthood.  

 A holistic understanding of children’s lipid profiles is crucial in guiding early 

identification and intervention, specifically concerning cardiovascular health (Koskinen et 

al.,2023). Cholesterol is a complex fatty substance that plays a role in various physiological 

functions, including cellular structure, hormone synthesis, and overall metabolism (Craig 

et al., 2023; Huff et al., 2023). When cholesterol levels become excessively elevated, 

specifically the LDL-C, commonly known as “bad” cholesterol, the balance of lipid 

metabolism becomes disrupted, increasing the risk of health complications, including 

dyslipidemia (Duan et al., 2022). Elevated levels of LDL-C contribute significantly to the 

atherosclerotic process, initiating the formation of arterial plaques that lead to an increased 

risk of cardiovascular diseases in the long term, which also impairs lipid metabolism 

(Borén et al., 2020). Thus, understanding the nuanced relationship between cholesterol and 

cardiovascular health in children is imperative to timely identification of at-risk children.  

Dyslipidemia in children extends beyond elevated cholesterol levels and involves 

elevated triglyceride levels as a critical outcome of a dyslipidemia profile (Wilson et al., 

2022). Triglycerides are a form of circulating fats, and when elevated, triglycerides 

increase the risks associated with dyslipidemia (Shah & Wilson, 2023). Elevated 

triglyceride levels often indicate impaired lipid metabolism and contribute to the 

atherosclerotic process, potentially exacerbating the development of atherosclerotic 

plaques. The association between cholesterol and triglycerides emphasizes the need for a 
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patient-centered approach to diagnosing and managing dyslipidemia in the pediatric 

population (Wilson et al., 2022).  

Guirguis-Blake et al. (2023) stated that screening for dyslipidemia in children was 

a critical aspect of preventative pediatric health care. Screening aims to identify early signs 

of abnormal lipid profiles and prevent the development of long-term cardiovascular risks. 

The rationale behind screening lies in the increasing burden of dyslipidemia in the pediatric 

population. Studies have attributed the increasing dyslipidemia burden in children to 

modern lifestyles characterized by poor dietary choices, sedentary behaviors, and genetic 

predispositions (Maldonado et al., 2022).  Schefelker and Peterson (2022) noted that 

screening involves the measurement of lipid levels, including TC (≥200 mg/dl), LDL-C 

(≥130 mg/dl), HDL-C (<40 mg/dl), and triglycerides (≥100mg/dl - ≥130mg/dl depending 

on age, 0–19 years old). The above lipid parameters collectively provide a comprehensive 

overview of a child’s lipid profile and help identify potential dyslipidemia (Schefelker & 

Peterson, 2022). The American Academy of Pediatrics (AAP) and other relevant health 

organizations recommend lipid screening for children between the ages of 9 and 11, with a 

follow-up screening between 17 and 21 years of age  

(Eichberger et al., 2022).  

Yu et al. (2022) revealed that dyslipidemia in children is often asymptomatic, 

which supports the significance of routine screening as a preventive measure. Early 

identification allows health care providers to intervene promptly, implement strategies to 

modify lifestyle risk factors, and prevent cardiovascular outcomes (Yu et al., 2022).  
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Zawacki et al. (2020) posited that the clinical goal of regular and early dyslipidemia 

screening in children is to implement targeted interventions to address identified risk 

factors. Some lifestyle modifications include dietary changes, increased physical activity, 

and weight management, which form the cornerstone of dyslipidemia interventions  

(Giussani et al., 2022).   

I conducted this doctor of nursing practice (DNP) project to develop a 

comprehensive and standardized clinical practice guideline (CPG) to screen for 

dyslipidemia in children to improve health care providers’ understanding of dyslipidemia 

screening in the pediatric population. I developed the CPG to guide health care providers 

in accurate screenings and early implementation, reducing the likelihood of potential 

complications associated with dyslipidemia in children. The principal goal of this DNP 

project was to contribute to positive social change by reducing morbidity and alleviating 

the health care and financial burdens of dyslipidemia among patients and the health care 

system (see Gujral & Gupta, 2023). This project revealed my commitment to improving 

health care practice and outcomes for children, aligning with the broader objective of 

creating a healthier and more sustainable population.  

Problem Statement  

Buterbaugh (2021) noted that the burden of dyslipidemia in children has been 

steadily increasing, affecting approximately 20% of children aged 6–19 years old 

globally. Such a high prevalence raises a significant public health concern due to its 

potential long-term effect on cardiovascular outcomes and population health. For 

instance, the Centers for Disease Control and Prevention (CDC; 2023) reported that 7% 
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of U.S. adolescents and children have high body cholesterol. Furthermore, according to 

CDC (2015), the prevalence of elevated TC levels in children and adolescents was 7.4% 

in 2015. The CDC data revealed variations based on age, with adolescents aged 16 to 19 

exhibiting a higher prevalence of high TC at 8.9% compared to children aged 6 to 8 who 

had a prevalence of 6.0%. Additionally, high TC prevalence was lower in boys (5.9%) 

than in girls (8.9%). Ethnic and racial disparities were observed, indicating that the 

prevalence of high TC was more likely among non-Hispanic Black and non-Hispanic  

Asian children and adolescents; conversely, elevated TC was lower among non-Hispanic 

White and Hispanic children and adolescents (CDC, 2015). Weight status also played a 

role, with a higher prevalence of high TC noted in children and adolescents with obesity  

(11.6%) than those with normal weight (6.3%) or those who were overweight (6.9%; CDC, 

2015).  

Although timely identification and intervention are crucial in reducing the risks 

associated with dyslipidemia in the pediatric population, Berger et al. (2021) pointed out a 

lack of standardized CPGs tailored specifically to guide health care providers in 

dyslipidemia screenings in children. The lack of dyslipidemia screening CPGs may 

contribute to differences in dyslipidemia screening practices, leading to delayed 

identification of elevated lipid profiles and anticipated clinical interventions (Daniels, 

2020). Such a gap in a lack of standardized CPGs may reduce the capacity of health care 

providers to implement consistent, evidence-based screening practices, thereby challenging 

early detection and management of dyslipidemia in children (Nantsupawat et al., 2019).  
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According to data from a review of the medical records at the project site clinic, 

from January to March 2019, 110 obese children were seen for a Well Child exam (WCE), 

and only 25 were screened for dyslipidemia (23%). The health care staff in the clinic 

includes two providers (one with a doctorate in nursing practice and the other with a 

master’s), registered nurses, a medical assistant, and a receptionist. Providers primarily 

responsible for recommending screening to children have little or no evidence-based 

knowledge of screening for dyslipidemia in children. During patient encounters, providers 

must address the current reason for the clinical visit, health promotion, and disease 

prevention, which can make screening for family history for cardiovascular diseases 

challenging because of limited time for history taking (Elkins et, 2019).  

Against such a backdrop, there was a pressing need to develop and use a CPG on 

dyslipidemia screening in children to address this gap in pediatric health care. Such a CPG 

would serve as a comprehensive resource, offering evidence-based recommendations and 

protocols for health care providers to conduct timely and accurate screenings, interpret lipid 

profiles, and initiate appropriate interventions. Developing a standardized approach to 

dyslipidemia screening through a CPG could significantly reduce the morbidity associated 

with untreated dyslipidemia in children and alleviate the financial burdens on both patients 

and the health care system. The rate of dyslipidemia screening in children could also be 

increased in the project setting if there is a CPG to increase the clinic staff’s knowledge of 

early dyslipidemia screening in children. Thus, it was important to develop an evidence-

based CPG to guide providers on how to screen for dyslipidemia and decrease dyslipidemia 

prevalence in children (see Elkins et al., 2019).  
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Purpose Statement  

In pediatric practice, the high prevalence of dyslipidemia in children is a pressing 

issue warranting intervention (Lischka et al., 2022). Several factors, such as unhealthy 

dietary habits, sedentary lifestyles, and genetic predispositions, contribute to a higher risk 

of dyslipidemia in the pediatric population (Enani et al., 2020; Mascarenhas et al., 2023). 

Daniels (2020) highlighted that while the existing body of evidence extensively discusses 

the association between dyslipidemia and cardiovascular health, there is a concerning lack 

of evidence-based CPGs tailored to guide health care providers in systematically 

screening for dyslipidemia among children. The existing body of research, represented by 

studies such as Berberich and Hegele (2022) and de Ferranti et al. (2019), has highlighted 

the importance of early identification and intervention in allaying the long-term 

cardiovascular risks associated with dyslipidemia in children. However, the absence of a 

standardized, evidence-based CPG limits the efficacy of current dyslipidemia screening 

interventions.  

I developed this DNP project to address the identified practice gap by developing 

a comprehensive and evidence-based CPG for dyslipidemia screening in children. The 

goal of this project was to enhance health care providers’ understanding of effective 

screening practices, guide them in conducting early and accurate screenings, and 

minimize potential complications associated with untreated dyslipidemia in the pediatric 

population (see Lim et al., 2022). Two practice-focused questions guided this CPG 

project:   
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1. Does the existing literature support the development of a standardized guideline 

for dyslipidemia screening in children?   

2. Can an evidence-based CPG for dyslipidemia screening in children be 

developed and validated using established assessment tools such as the  

Appraisal of Guidelines for Research & Evaluation (AGREE) II instrument? 

The first question supported the need for standardized guidelines aligning with the 

existing research emphasizing the significance of early dyslipidemia identification in 

children. Answering the second question could provide a robust, evidence-based 

guideline that health care providers can use to screen for dyslipidemia systematically, 

ultimately reducing long-term cardiovascular risks among the pediatric population.   

Nature of the Doctoral Project  

Guided by the Walden University CPG manual, I conducted this doctoral project to 

address dyslipidemia in children by developing a CPG on dyslipidemia screening. The 

identified practice problem revolved around the escalating rates of dyslipidemia in the 

pediatric population that is influenced by factors, such as changing dietary patterns, 

sedentary lifestyles, and genetic predispositions (Arvanitis & Lowenstein, 2023; Stein, 

Ferrari, & Scolari, 2019) The anticipated utility of the CPG extends to various health care 

settings where children are treated, including doctor and nurse practitioner clinics and 

emergency departments. The primary objective is to empower health care providers, 

including nurse practitioners, physicians, physician assistants, sociologists, and child 

psychologists, with a standardized tool that enhances their ability to recognize dyslipidemia 

in children, interpret lipid profiles, and implement effective interventions.  
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The development process of the CPG involved an extensive literature review to 

identify scientific evidence supporting the application of standardized guidelines in 

dyslipidemia screening. I used keywords, such as prevalence AND dyslipidemia, screening 

AND children, AND pediatric population, in searches of reputable medical databases and 

search engines, including Cochrane, BioMed Central, PubMed, CINAHL, Google Scholar, 

and ProQuest. I planned to critically appraise the retrieved articles based on a rating system 

using the Johns Hopkins Research Evidence Appraisal tool (see Dang et al., 2022) and 

organize them in a literature matrix. This evidence formed a solid foundation for 

developing a CPG on dyslipidemia screening in children. The finalized CPG was then 

presented to end users, comprising health care providers for children, for their evaluation 

of content and usability.   

The findings from the reviewed studies contributed to developing a reliable 

dyslipidemia screening CPG that will equip healthcare providers with the knowledge and 

skills needed to recognize, assess, and manage dyslipidemia in children. The final goal was 

to positively impact pediatric health outcomes by preventing the long-term cardiovascular 

risks associated with untreated dyslipidemia. Thus, I expect that using the newly developed 

CPG to significantly contribute to dyslipidemia prevention and management in the 

pediatric population.  

Significance  

The CPG on dyslipidemia screening in children could result in several 

implications for numerous stakeholders, including health care providers, children, 

families, communities, and the health care system, through reducing the ballooning 
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public health concern of dyslipidemia among children (see Constantin et al., 2023; 

Guirguis-Blake et al., 2023). For health care providers working with children, the 

use of the CPG could significantly improve early identification and management of 

dyslipidemia. Health care professionals would enhance their knowledge and skills 

in dyslipidemia screening by being provided with practical tools and an evidence-

based CPG, leading to timely interventions (see Nasim et al., 2019).   

The anticipated benefits for children are immense. Implementing the CPG is 

expected to reduce dyslipidemia-associated cardiovascular risks, foster better health 

outcomes, and improve overall quality of life. The CPG development aimed to prevent 

complications that could impede children’s full, healthy lives by facilitating early screening 

and identification of dyslipidemia (see Smith et al., 2020). Additionally, disseminating 

information on healthy living and dietary practices could positively impact children’s 

lifestyles and promote overall well-being. Community members also stand to benefit from 

improved adolescent health outcomes as a result of dyslipidemia prevention. I developed 

the CPG to prevent productivity losses due to the untimely mortality of a generation of 

children who would otherwise grow to pursue various careers. Thus, the CPG could 

contribute to the community’s growth by reducing the prevalence of dyslipidemia in 

children (see Budreviciute et al., 2020). The anticipated decrease in health care costs 

associated with dyslipidemia-related complications aligns with the broader economic well-

being of the community because comorbidities, such as CVD, in later adult life costs over 

$863 billion globally and that figure is expected to reach $1.04 trillion by 2030 (Ferrara et 

al., 2021).  
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From a health care system perspective, I expect the CPG to alleviate the financial 

burden of dyslipidemia. Reducing health care costs, as evidenced by data from Ferrara et 

al. (2021), could result in substantial savings for the government and health care 

institutions. The savings may fund other critical areas within the health care system, 

promoting overall health care system efficiency and sustainability. The CPG may also 

impact nursing practice by providing valuable insights for dyslipidemia prevention 

training programs. The CPG could become integral to training initiatives, enhancing 

nursing professionals’ capacity to address dyslipidemia in children (see Thongtang et al.,  

2022).   

I anticipate that implementing the CPG will contribute to the thriving of an 

adolescent generation, preventing untimely mortalities and promoting their engagement 

in productive activities. This ripple effect is expected to enhance growth in local 

communities and economies, reducing the strain on resources to address 

dyslipidemiarelated complications. Ultimately, I envision the CPG leading to a healthier 

and more prosperous future for children and communities, aligning with broader societal 

goals of improved well-being and longevity.  

Summary  

I conducted this doctoral project to develop a CPG on dyslipidemia screening in 

children to address the increasing prevalence of dyslipidemia and its potential long-term 

impact on cardiovascular health. The project underscored the need for a comprehensive 

understanding of lipid profiles that considers factors, such as lifestyle changes and the 

asymptomatic nature of dyslipidemia in children. The evidence-based research and 
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rigorous development process used for developing the CPG, led to the development of an 

impactful CPG that should empower health care providers to children, improve the early 

identification and management of dyslipidemia, and contribute to positive social change 

by promoting preventive measures and reducing health care costs. The project’s 

significance extends beyond health care providers to benefit children, families, 

communities, and the health care system. I anticipate that the CPG will promote improved 

pediatric health care outcomes and overall quality of life by reducing dyslipidemia-

associated cardiovascular risks in children. Communities may experience enhanced 

adolescent health outcomes, potentially reducing health care costs and promoting 

economic well-being. From a broader perspective, I envision that the project will have 

positive impacts on nursing practice by influencing training programs and contributing to 

a healthier and more prosperous society.  

Section 2: Background and Context  

Introduction  

In this project, I developed a CPG focused on the clinical problem of low 

dyslipidemia screening rates in pediatric patients at the practicum site that was consistent 

with evidence-based literature recommending dyslipidemia screening (see Barry et al., 

2023). The CPG was developed to guide health care providers working with pediatric 

patients on dyslipidemia screening; therefore, the practice-focused questions guiding the 

project were:  

1. Does the evidence-based literature support developing a standardized guideline for 

screening children with risk factors for dyslipidemia?   
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2. Can an evidence-based CPG be developed and validated using the AGREE II  

tool?   

I conducted this project with the goals of improved screening and early 

interventions for pediatric patients at risk of dyslipidemia. Dyslipidemia screening 

advances nursing priorities by proactively managing and preventing child health concerns. 

In Section 2, I describe the design used in the project, the CPG’s importance in nursing, a 

summary of the background of dyslipidemia in children, and my role as the  

DNP student in improving dyslipidemia screening in children.   

Concepts, Models, and Theories  

The AGREE II model and Watson’s theory of caring informed this DNP project.   

AGREE II Model  

In this project, I utilized the AGREE II model as a standard measure in appraising 

the CPG relating to dyslipidemia screening among pediatric patients. The AGREE II is 

crucial for evaluating evidence-based CPGs (Pena-Pereira et al., 2020). AGREE II was 

developed collaboratively by an international team of guideline development researchers 

to strengthen the validity and quality of CPGs (Brouwers et al., 2010a). AGREE II 

comprises six domains of quality assurance standards: scope and purpose, stakeholder 

involvement, rigor of development, clarity of presentation, applicability, and editorial 

independence (McGill et al., 2021). The individual domains are used to assess several key 

aspects of guideline quality, such as the guideline purpose, stakeholder involvement, 

methods used to review evidence, presenting recommendations, issues related to guideline 

implementation, and managing conflicts of interest.   
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The reliability and validity of this tool across different health care fields have been 

demonstrated (Hoffmann-Eßer et al., 2018). The model improves CPG reliability by 

ensuring consistent evaluations even when several appraisers are involved. Many studies 

have also confirmed the validity of AGREE II, thus supporting its importance in evaluating 

the quality of guidelines (Zuberbier et al., 2022). The tool is well-recognized internationally 

and has been used to validate several CPGs (Bargeri et al., 2021; Brouwers et al., 2016; Mc 

Allister et al., 2023). The AGREE II tool helps ensure the soundness, transparency, and 

clinical relevance of newly developed CPGs Moreover, using AGREE II to validate the 

developed CPG would further strengthen its credibility and reliability in clinical practice, 

which aligns with advanced nursing practice that is focused on utilizing evidence-based 

interventions for improving health care and managing health issues (see Connor et al., 

2023). Therefore, I used the AGREE II tool to evaluate the newly developed CPG on 

dyslipidemia screening in pediatrics in this project.  

Watson’s Theory of Human Caring  

The main goals of Watson's theory of human caring are to return humanism to 

health care; encourage healing via loving interactions; and recognize the interconnection 

of mind, body, and spirit in caregiving (Wei et al., 2019). Interpersonal ties, compassion, 

and comprehensive treatment are stressed in this approach, and it aims to integrate nursing 

practice with a deeper sense of humanity, elevating care from technical processes to 

empathic, compassionate, and holistic care. In Watson’s theory of human caring, true 

caregiver-patient connections are emphasized to build trust, promote treatment, and 

improve health.  
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Transpersonal caring relationships are crucial to Watson’s theory of human caring, 

and these exchanges highlight nurses’ genuine, reciprocal, and human-to-human 

connections with patients. In the theory, the importance of real connections and 

comprehensive care, including body, mind, social relationships, and spirit are recognized 

(Bagher et al., 2023). The theory highlights the purposefulness behind caring acts and 

emphasizes healing, growth, and respect (Strickland, 2019). In Watson’s theory of human 

caring, caring moments when nurses show empathy, active listening, and understanding to 

meet patients’ needs are emphasized. In Watson’s theory, the importance of caring healing 

methods, ethnic diversity, and alternative medicines in health care are stressed (Bagher et 

al., 2023). Watson’s theory of human caring relies on several assumptions, including the 

assumption that nursing requires care to promote health and healing beyond the physical 

(Constantinides, 2019). The theory holds that people can heal themselves and that nurses 

should help patients acquire this ability through caregiving and that compassionate, 

recovery-friendly environments improve patient well-being (Wei & Watson, 2019).    

Watson’s theory of human caring was crucial in guiding the development of the 

CPG on pediatric dyslipidemia screening in this project. Notably, I incorporated empathy, 

compassion, and a holistic viewpoint, which are crucial concepts of the theory, into 

developing and implementing dyslipidemia screening recommendations for pediatric 

patients (see Constantinides, 2019). To bridge the gap between evidence-based treatments 

and the humanistic side of nursing care, Watson’s theory of human caring emphasizes 

caring connections and patient-centered ways, which informed the development of the CPG 

to improve dyslipidemia screening and early detection of at-risk children in this project. 
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Watson's theory of human caring also aligned with the project’s goal of improving care and 

promoting a more comprehensive and inclusive pediatric health care delivery intervention.  

Relevance to Nursing Practice  

The frequency of dyslipidemia in children and the lack of standardized screening 

methods make dyslipidemia screening in pediatric care a major nursing concern. Research 

has shown that dyslipidemia is frequent in children, especially those with CVD risk factors 

such as diabetes, obesity, hypertension, and other lipid-related illnesses  

(Daniels, 2020). This is especially true for youngsters at risk of cardiovascular disease.  

Untreated dyslipidemia in childhood usually persists into adulthood, with subsequent 

increases in cardiovascular and other medical complications (Constantin et al., 2023). The 

lack of uniform standards for screening dyslipidemia in children is surprising, considering 

the strong evidence supporting comprehensive screening (Barry et al., 2023). Due to this 

gap, early intervention and avoiding long-term health repercussions from untreated 

dyslipidemia are compromised.   

Current nursing practice indicates differences between evidence-based guidelines 

and pediatric dyslipidemia screening approaches. Healthy People 2020 follows the advice 

of renowned organizations, like the National Heart, Lung, and Blood Institute (NHLBI) 

and the American Family Physicians, and promotes lifetime sickness screening (Borén et 

al., 2020; Vitta & Ghany, 2019). This includes dyslipidemia screening in at-risk individuals. 

Standardized dyslipidemia screening in pediatric health care settings varies despite the 

above recommendations (Borén et al., 2020; Vitta & Ghany, 2019). Nurses and other health 
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care providers often face barriers during routine visits, which challenge dyslipidemia tests 

(Daniels, 2019).   

Well-child visits and illness screening/preventive care mainly facilitate 

dyslipidemia screening in children (Stipelman et al., 2017). These approaches have 

provided a basis for the provision of pediatric care in the health appraisal of children. 

Nonetheless, many difficulties have impeded the implementation of these methods in 

solving the screening gap for pediatric dyslipidemia. Health care providers generally 

struggle to complete thorough dyslipidemia screens because of a lack of uniform 

screening methodologies, significant competition with other health care priorities, and 

limited consultation time (Daniels, 2020). Health care providers are generally ignorant 

about universal pediatric dyslipidemia screening (de Ferranti et al., 2017). Therefore, 

health care professionals should appreciate the need for screening for dyslipidemia 

early in children and how that relates to managing cardiovascular risk.   

Another problem is time constraints in clinical consultations (Wilson et al., 2022). 

Nurses and other health care providers could lack time to screen patients for dyslipidemia. 

As much as dyslipidemia screening is necessary, prioritizing it becomes extremely hard 

due to the need to address many issues regarding a child’s health in a short time. The lack 

of standardized guidelines for dyslipidemia screening in children further complicates these 

problems (Khoury et al., 2020). Screening procedures are not uniform in many health care 

facilities because there are no clear evidence-based protocols, and this lack of uniform 

guidelines undermines screening for dyslipidemia, with different practices among health 

care providers.   
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Such complex challenges require solutions that create a better understanding of 

the problem, enhance education quality, and develop clear guidelines; therefore, health 

care professionals needed a CPG for screening for pediatric dyslipidemia that includes 

early detection, risk factors, and dyslipidemia risks on cardiovascular health. I conducted 

the current doctoral project to close this gap on dyslipidemia screening among pediatric 

patients. The project’s main goal was to develop a standardized CPG with evidence-based 

literature that was evaluated based on the AGREE II tool. Meeting this goal would help to 

fill dyslipidemia screening gaps that could transform pediatric care.   

I anticipated that a standardized guideline would improve clarity and concordance 

with evidence-based recommendations for nurses and health providers (see Rychik et al.,  

2019). The CPG could provide a consistent and validated clinical pathway to 

dyslipidemia screening and assure screening uniformity and validity, which would 

address the present ambiguous practices of dyslipidemia screening at the project site. The 

project has far-reaching effects beyond those of just CPG development. Evidence-based 

child health management should be a cornerstone of proactive child health management. 

Health care providers, especially nurses, will use the comprehensive and well-defined 

CPG to implement practice change within facilities that provide health care to pediatric 

populations.   

Local Background and Context  

Recommendations on cholesterol screening span several decades in the United 

States. As early as 1992, the National Cholesterol Education Program called for 

cholesterol screening, and 6 years later, the World Health Organization revealed that 
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hypercholesterolemia was a worldwide public health priority (Wilson et al., 2022). With 

the above calls to action to improve cholesterol screening notwithstanding, minimal 

progress was made. The earliest clinical guideline on cholesterol screening in children 

was developed in 2011 in the United States and recommended screening for children as 

early as 2 years old and universal screening for all children aged 9 to 11 (Eichberger et 

al., 2022). The guideline also suggested a repeat screen at ages 17 to 21. The 

recommendations were initially unsupported, but several professional bodies approved 

the clinical guidelines in the last decade, including the AAP, the American College of 

Cardiology/American Heart Association, and the National Lipid Association (Wilson et 

al., 2022).  

Currently, pediatric dyslipidemia is a concerning issue in the United States, 

especially among overweight or obese children (Rosenthal et al., 2022). The results of the 

National Health and Nutrition Examination Survey 2017–2021 were concerning (Stierman 

et al., 2021). Specifically, 7.8% of children aged 8–17 and 7.4% of adolescents aged 12–

19 had increased TC (≥ 200 mg/dL) and LDL (≥ 130 mg/dL) values (United States 

Preventive Taskforce, 2016). Due to these issues, early screening and treatment of 

dyslipidemia are needed to alleviate cardiovascular risks. Consistent with the above 

outcomes is the clinical picture of dyslipidemia in the project site. The DNP project site is 

a family health clinic in a dynamic south central U.S. metropolis. The clinic provides 

evidence-based care to all ages, but pediatric patients comprise 1,632 of the clinic’s overall 

population (Kertész et al., 2021). Three hundred ninety-one youngsters at the clinic are 

overweight or obese, making them susceptible to dyslipidemia; however, only 23% of 110 
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WCEs on overweight or obese children over 3 months at the start of 2019 included 

hyperlipidemia screening, an alarming trend. The large gap between dyslipidemia 

screening rates and WCEs suggests a severe problem with clinic usage of guideline-

recommended diagnostics.  

I anticipated that the newly developed CPG would to resolve the clinic disparity, 

improving preventive care and early dyslipidemia detection in overweight or obese 

children. Aligning the professional recommendations to the clinical setting and working 

with the latest clinical evidence could accomplish this goal. The project site lacked 

evidence-based dyslipidemia screening procedures and did not follow current standards 

for screening pediatric dyslipidemia.   

Definitions  

The definitions of locally used terms or operational processes relevant to this 

project included:  

BMI standards for children aged 2–18 are:  

• A child is “underweight if their BMI is below the 5th percentile.  

• Children with BMIs between the 5th and 84th percentiles are considered  

“healthy weight.”  

• Children with BMIs between the 85th and 94th percentiles are considered  

“overweight.”  

• A BMI above the 95th percentile for children is considered “obesity” (CDC,  

2023).  
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CPGs: Statements that optimize patient care based on data analysis and assessing 

the pros and cons of different care alternatives (Beauchemin et al., 2019).  

Education: The knowledge and development an individual obtains from engaging 

in an educational process or program (Merriam-Webster, n.d.).  

NHLBI: An organization mandated to provide healthcare providers with 

dyslipidemia identification, treatment, and control guidelines, as well as tools and 

resources from the National Institutes of Health (NHLBI, 2019). The NHLBI’s Expert 

Panel on Integrated Guidelines for Cardiovascular Health and Risk Reduction in Children 

and Adolescents provides childhood-specific evidence-based recommendations. Early 

detection and intervention for dyslipidemia are stressed in this recommendation. Data 

analysis, public health initiatives, and education from the CDC (2023) also raise 

awareness on controlling and preventing dyslipidemia. Thus, the above federal bodies and 

state departments support surveillance systems monitoring risk factors, illness trends, and 

prevalence of dyslipidemia and their information is used to inform public health policy 

and activities. Several health agencies, including NHLBI and the American Academy of 

Pediatricians, are operating dyslipidemia programs, and these departments often work 

with healthcare providers, community organizations, and schools to encourage healthy 

habits and screenings (Sleeth et al., 2020; NHLBI, 2019). Some states require cholesterol 

screening for children over a certain age or who satisfy risk factors like obesity or a 

family history of heart disease (Guirguis-Blake et al., 2023). Many states offer wellness 

exams, including cholesterol testing, for school-aged children.   
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Nurse practitioner: An advanced practice registered nurse who diagnoses and 

treats acute and chronic diseases to promote and maintain health (Merriam-Webster, n.d.).   

Pediatric age range: The ages 0–18 (i.e., birth to 18 years of age) (Stancil et al.,  

2022).   

Role of the DNP Student  

As a DNP student, I screen children for dyslipidemia. My clinical practice as a 

pediatric nurse is crucial to my career. I work with children and teens with obesity and 

others who need health care interventions. I understand the necessity of early 

management and prevention, especially for dyslipidemia, which is commonly missed 

during pediatric exams. Poor dyslipidemia screening rates in children are a major issue 

in the project site clinic; therefore, I implemented the DNP project to address the above 

issue. Barry et al. (2023) provided strong evidence supporting dyslipidemia screening 

in children, yet the project site clinic still failed to use standardized guidelines.   

In this project, I created an evidence-based CPG to guide health care providers on 

dyslipidemia screening in children. I wanted to close the practice gap because I know the 

long-term effects of untreated dyslipidemia in children, including higher risk of 

cardiovascular outcomes, such as atherosclerotic cardiovascular disease in later adult life 

(see Constantin et al., 2023; de Feranti et al.,2020). Closing the gap would also aid in 

preventing and managing child health disorders, which aligned with the nursing values of 

early intervention and preventative care. I accepted that biases may have impaired the 

methodology used in this project. Confirmation bias occurs when prior beliefs influence 

judgment. I consulted content experts and reviewed considerable literature while 
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formulating the CPG to address the practice problem, which ensured that the CPG’s 

development was evidence-based and reliable. The above approaches were undertaken to 

reduce biases and ensure that the CPG offered a complete view of dyslipidemia screening 

in the pediatric population. The CPG helps meet the crucial requirement for proactive child 

health management and connects with the nursing aims of preventive care and holistic 

health outcomes for pediatric populations.  

Summary  

Improving dyslipidemia screening was the impetus for the development of a 

standardized and evidence-based CPG in this project. Even though available data supports 

screening for dyslipidemia, the project site, a family health care clinic, was not screening 

pediatric patients for dyslipidemia (see Barry et al., 2023). Such a gap in practice 

necessitated efforts to increase dyslipidemia screening among the pediatric population. 

Guided by Watson’s theory of human caring to improve health care delivery to pediatric 

patients, this DNP project involved the development of a CPG guided by a body of evidence 

on dyslipidemia screening in children. The AGREE II model was used to evaluate and 

appraise the newly developed CPG. The AGREE II is a standardized tool for assessing the 

reliability and quality of the CPG in pediatric dyslipidemia screening (Sephien et al., 2023) 

The CPG developed in this project could contribute to reducing the burden of dyslipidemia 

in children and improve health care delivery to children at risk of dyslipidemia through 

early detection and intervention.   
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Section 3: Collection and Analysis of Evidence  

Introduction  

 The clinical practice problem that was addressed in this DNP project entailed the lack of a 

CPG on dyslipidemia screening in children visiting the project site for health care. This 

problem has led to low screening rates for dyslipidemia in pediatric patients at the facility. 

Promoting an awareness of the effects of dyslipidemia in children and the importance of 

using recommended guidelines to screen for pediatric dyslipidemia was crucial to this 

project. In this project, I developed a CPG on dyslipidemia screening in children to increase 

the clinic staff’s knowledge and utilization of evidence-based CPGs to mitigate delays in 

diagnosing and treating dyslipidemia in children in the clinic. The results of this project 

were anticipated to also be useful for patients in other pediatric health care settings (see 

Elkins et al., 2019). In this section, I present the practice-focused questions; discuss the 

sources of evidence; describe the data participants, procedures, and protections; and 

provide analysis and synthesis of the evidence collected.  

Practice-Focused Questions  

The problem addressed in this DNP project was the low screening rates for 

dyslipidemia among pediatric patients at the project site. Previous studies have established 

dyslipidemia as a concerning issue in the pediatric population, necessitating interventions 

including screening for dyslipidemia (Constantin et al., 2023; GuirguisBlake et al., 2023). 

However, the project site lacked a standardized guideline on screening for dyslipidemia 

in the pediatric population. Knowledge of this gap in practice led me to address the 
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practice problem by developing an evidence-based CPG on pediatric dyslipidemia 

screening. The practice-focused questions guiding this DNP project were:   

1. Does the evidence-based literature support developing a standardized guideline for 

screening children with risk factors for dyslipidemia?  

2. Can an evidence-based CPG be developed and validated using the AGREE II  

tool?   

Developing the CPG should be impactful among health care providers working 

with pediatric patients by equipping them with the necessary knowledge on the risk 

factors of dyslipidemia, screening processes, and outcome interpretation. Knowledge of 

dyslipidemia screening and use of the newly developed CPG could enhance the 

dyslipidemia screening rate, reducing missed opportunities for screening and improving 

the overall health care delivered to pediatric patients at risk of dyslipidemia. The CPG 

should, therefore, fill the existing gap in practice regarding the lack of a CPG on 

dyslipidemia screening in pediatric patients.   

Sources of Evidence  

Development of the CPG in this project was guided by the published 

peerreviewed studies from the literature review described in Section 1. The literature 

review yielded several pertinent, peer-reviewed studies published in English in the past 5 

years. I arranged the studies in a literature matrix and graded them using the John 

Hopkins Research Evidence Appraisal tool (see Dang et al., 2022). The literature review 

and appraisal were consistent with developing a CPG since the appraised studies provided 

crucial information on the clinical underpinnings and procedures involved in screening  
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for dyslipidemia in the pediatric population. The procedures used in this project, including 

a thorough literature search to develop a CPG, aligned with the American  

Academy of Family Physicians’ (2023) professional standards of CPG development.   

Evidence Generated for the Project  

 In this project, I completed the development of a new CPG on dyslipidemia screening 

among pediatric patients. The guideline development process comprised several steps, 

including the completion of several sections: an abstract, introduction, guideline purpose, 

the healthcare burden, method, guideline key action statements, implementation 

considerations, research needs, disclaimer, acknowledgments, and author information (see 

Rosenfeld & Shiffman, 2009). After completing the draft guideline, I asked my DNP 

project committee to conduct a preliminary review of it. After receiving feedback from my 

committee, I revised the guidelines based on their recommendations and then submitted 

the newly developed CPG to a panel of four content experts along with individual copies 

of the AGREE II tool. The content experts used the AGREE II tool to review the newly 

developed CPG for methodological rigor and quality. I collect the panel’s completed copies 

of the AGREE II tool and analyzed their scores. Following the analysis, I made the required 

revisions to develop a refined copy of the CPG.  

Participants  

  The participants involved in the CPG development included the DNP project 

committee members and the content experts.  Expert reviewers are crucial to CPG 

development because their expertise and experience help strengthen guideline 

development and implementation (McCaul et al., 2021). Therefore, I had an expert panel 
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of four professionals review the newly developed CPG in this project. Factors, such as 

knowledge of the AGREE II tool, clinical experience with pediatric patients, and 

expertise and experience with dyslipidemia, guided the expert panel selection. The 

content experts were health care providers working with pediatric patients who had at 

least 10 years of experience providing health care to the pediatric population with 

dyslipidemia and knowledge of the AGREE II tool. The years of clinical experience with 

the pediatric population positioned the content experts as professionals who were suitable 

for evaluating the CPG for validity using the AGREE II tool.   

Procedures  

 The CPG development involved several procedures. Notably, after completing the CPG 

development and a formative review by the DNP project committee of the draft guideline, 

I provided the content experts with an introduction letter, the disclosure for anonymous 

questionnaires, the AGREE II scoring sheet and instructions, and the newly developed 

CPG. The content experts took 2 weeks to review the newly developed CPG using the 

AGREE II tool. The AGREE II tool is validated and reliable for evaluating CPGs 

(Brouwers et al., 2010a; Brouwers et al., 2010b). The review process included six quality 

domains and 23 items as outlined in the AGREE II tool. The six domains are scope and 

purpose, stakeholder involvement, the rigor of development, clarity of presentation, 

applicability, and editorial independence. I received the content experts’ scores and 

completed the data analysis by following the AGREE II manual on scoring guidelines. The 

content experts’ review formed the summative evaluation used to answer the second 

research question.   
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Protections  

 I obtained ethical approval for the DNP project from the Walden University Institutional 

Review Board committee (# is 02-02-24-0423686) to ensure the project met all ethical 

requirements.  The CPG development process posed no significant risk to participants. I 

collected and analyzed the content experts’ data guided by the AGREE II scoring 

guidelines. Expert reviewers’ data were coded to facilitate confidentiality, whereby 

pseudonyms, such as RV1 and RV2, were used instead of the reviewers’ names to ensure 

the expert panelists’ confidentiality. I provided a Disclosure to Expert Panelist form and a 

letter introducing the CPG to all the expert panelists before reviewing the CPG. Paper 

copies of the collected data were scanned into electronic files that will be maintained on a 

password-protected computer, exclusively accessible to me, for 5 years following the 

project’s completion. Subsequently, these electronic copies will be permanently deleted.  

Analysis and Synthesis  

 I used a literature review matrix to summarize the research articles used in developing 

the CPG. The newly developed CPG was submitted to content experts for appraisal using 

the AGREE II tool. I collected the participants’ individual AGREE II scores through email 

and averaged the tool’s domain scores for an overall assessment. The data analysis 

process helped me view and evaluate each domain’s percentage scores and establish any 

limitations. I used the outcomes of the content expert CPG review to guide me in making 

the necessary changes and revise the newly developed CPG as needed to improve its 

usability.   
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Summary  

 Developing the new CPG could improve health care delivery by filling a practice gap 

involving a lack of standardized guidelines on dyslipidemia screening in children. The 

new CPG could enhance the competency of health care providers concerning 

dyslipidemia and dyslipidemia screening in children. I submitted the draft CPG to my 

DNP committee members for review, and they provided a formative assessment. After 

that, the newly developed CPG was evaluated for validity by four content experts who 

reviewed it using the AGREE II tool. I collected and analyzed the content experts’ data 

following the AGREE II guidelines, and the outcomes guided me in revising the newly 

developed CPG.    
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Section 4: Findings and Recommendations  

Introduction  

The problem guiding this project was a lack of a CPG on dyslipidemia screening 

in children (see Berger et al., 2021). This gap in practice contributes to minimal 

dyslipidemia screening in children, leading to minimal intervention and a high risk of 

development of dyslipidemia comorbidities due to untimely detection and intervention. 

Therefore, I developed a CPG on dyslipidemia screening to guide health care providers 

working with children. The practice-focused questions used to address the nursing 

practice gap were:   

1. Does the evidence-based literature support developing a standardized guideline for 

screening children with risk factors for dyslipidemia?   

2. Can an evidence-based CPG be developed and validated using the AGREE II  

tool?   

The purpose of developing the pediatric dyslipidemia CPG was to equip health 

care providers with clinical guidelines for screening dyslipidemia in children. With the 

growing burden of pediatric dyslipidemia in the United States, especially among 

overweight or obese children (Rosenthal et al., 2022), the newly developed CPG could fill 

the gap in practice on minimal pediatric dyslipidemia screening, leading to improved 

preventive care and early dyslipidemia detection in overweight or obese children. The 

newly developed CPG could also contribute to clarity and adherence with evidence-based 

recommendations for nurses and health providers providing health care to children who 

may have dyslipidemia (Rychik et al., 2019).  
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To develop the CPG, I used evidence-based, peer-reviewed, and current scholarly 

articles that provided the best evidence on pediatric dyslipidemia screening. The retrieved 

studies were appraised based on a rating system from the Johns Hopkins Research Evidence 

Appraisal tool (see Dang et al., 2022) and used to develop the CPG, which was later 

evaluated by content experts using the AGREE II tool for validity. In this section I describe 

the outcomes of the CPG development and the evaluations from the content experts as well 

as present the implications of the project and my recommendations. The section also 

includes a discussion of the project's strengths and limitations.   

Findings and Implications  

Through conducting the literature review, I retrieved nine relevant articles that 

were used to develop the new CPG. The articles included systematic and integrative 

reviews, professional recommendations and guidelines from expert panels, 

crosssectional studies, and a cohort study. The newly developed CPG was evaluated by 

four content experts using the AGREE II tool, and they indicated that the CPG is well 

developed. The scores for the individual domains were as follows: 100% for Domain 1  

(i.e., scope and purpose), 100% for Domain 2 (i.e., stakeholder involvement), 100% for  

Domain 3 (i.e., rigor of development), 100% for Domain 4 (i.e., clarity of presentation), 

100% for Domain 5 (i.e., applicability), and 100% for Domain 6 (i.e., editorial 

independence). Table 1 provides a detailed breakdown of the feedback received from 

these reviewers using the AGREE II tool (see Brouwers et al., 2010a).    

Table 1   

Summary Table of AGREE II Scores for the Clinical Practice Guideline (Domains 1-6)  
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Item  Expert  

1   

Expert  

2   

Expert  

3   

Expert  

4   

M  

  

Domain 1: Scope and purpose  

1.     The overall objective(s) of the guideline is 

(are) specifically described.  

7  7  7  7  7  

2.     The health question(s) covered by the 

guideline is (are) specifically described.  

7  7  7  7  7  

3.     The population (patients, public, etc.) to 

whom the guideline is meant to apply is 

specifically described.  

7  

  

7  

  

7  

  

7  

  

7  

  

Domain 2: Stakeholder involvement  

4.    The guideline development group includes 

individuals from all the relevant 

professional groups.  

7  7  7  7  7  

5.    The views and preferences of the target 

population (patients, public, etc.) have 

been sought.  

7  7  7  7  7  

6.     The target users of the guideline are 

clearly defined.  

7  

  

7  

  

7  

  

7  

  

7  

  

Domain 3: Rigor of development  

7.     Systematic methods were used to search 

for evidence.  

7  7  7  7  7  

8.     The criteria for selecting the evidence are 

clearly described.  

7  7  7  7  7  

9.     The strengths and limitations of the body 

of evidence are clearly described.  

7  7  7  7  7  

10.   The methods for formulating the 

recommendations are clearly described.  

7  7  7  7  7  

11.   The health benefits, side effects, and risks 

have been considered in formulating the 

recommendations.  

7  7  7  7  7  

12.   There is an explicit link between the 

recommendations and the supporting 

evidence.  

7  7  7  7  7  

13.    The guideline has been externally 

reviewed by experts prior to its 

publication.  

7  7  7  7  7  

14.    A procedure for updating the guideline is 

provided.  

7  

  

7  

  

7  

  

7  

  

7  

  

Domain 4: Clarity of presentation  
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Item  Expert 

1  

Expert 

2  

Expert 

3  

Expert 

4  

M  

15.  The recommendations are specific and 

unambiguous.  

7  7  7  7  7  

16.   The different options for management of 

the condition or health issue are clearly 

presented.  

7  7  7  7  7  

17.    Key recommendations are easily 

identifiable.  

7  

  

7  

  

7  

  

7  

  

7  

  

Domain 5: Applicability  

18. The guideline describes facilitators and 

barriers to its application.  

7  7  7  7  7  

19. The guideline provides advice and/or tools 

on how the recommendations can be put 

into practice.  

7  7  7  7  7  

20. The potential resource implications of 

applying the recommendations have been 

considered.  

7  7  7  7  7  

21. The guideline presents monitoring and/ or 

auditing criteria.  

7  

  

7  

  

7  

  

7  

  

7  

  

Domain 6: Editorial independence  

22. The views of the funding body have not 

influenced the content of the guideline.  

7  7  7  7  7  

23. Competing interests of guideline 

development group members have been 

recorded and addressed.  

7  7  7  7  7  

Overall Assessment  

Rate the overall quality of the guideline.  

  

7  

  

7  

  

7  

  

7  

  

7  

I would recommend the use of the guideline.  Yes  Yes  Yes  Yes  100%   

The individual scores for all the domains were 100%, indicating high quality (see 

Brouwers et al., 2010a). Therefore, no revisions were needed on the newly developed CPG. 

In the overall assessment section of the newly developed CPG, the content experts 

evaluated the overall quality of the guideline and whether they could recommend its use. 

The four content experts highlighted the fact that the newly developed CPG had the highest 
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possible rating for quality (i.e., 7), and all four of themes recommended the newly 

developed CPG for use.   

The newly developed CPG highlighted a key action statement that health care 

providers should implement universal pediatric dyslipidemia screening for children aged  

9 to 11 years old (see Buterbaugh et al., 2021; Elkins et al., 2019; Herrington et al., 2019; 

Schefelker & Paterson, 2021). Among the children at the highest risk of developing 

pediatric dyslipidemia are children with overweight/obese BMI, hypertension, parental 

dyslipidemia, and who use tobacco (Herrington et al., 2019). The main laboratory 

outcomes for pediatric dyslipidemia screening were levels of LDL-C, triglycerides, TC), 

non-HDL-C, HDL-C, and apolipoprotein B and A-1(Gujral & Gupta, 2023). A slight 

deviation from the acceptable range supports borderline pediatric dyslipidemia, while a 

significant deviation supports high levels of pediatric dyslipidemia.   

Implementing the newly developed CPG may result in additional laboratory costs 

to cover the screening test procedures and additional workload for facility staff; however, 

implementing the newly developed CPG may contribute to identifying and diagnosing 

children aged 9 to 11 with dyslipidemia who would otherwise go unidentified (see  

Eichberger et al., 2022). Early diagnosis and treatment can prevent or delay the onset of 

cardiovascular disease and improve the quality and length of life of children at risk 

(Koskinen et al.,2023). Furthermore, sustained exposure to high levels of atherogenic 

lipoproteins significantly increases the risk of atherosclerosis beginning at a young age 

and contributing to untimely morbidities in later adulthood (Wilson, 2022). Therefore, the 
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newly developed CPG highlighted that timely and early screening and intervention for 

pediatric dyslipidemia are important.  

Some crucial implementation considerations were brought to light in the newly 

developed CPG, including the controversies in the literature concerning universal 

pediatric dyslipidemia screening. The U.S. Preventive Services Task Force reported that 

there was insufficient evidence for or against universal pediatric dyslipidemia screening 

(Guirguis-Blake et al., 2023). However, several professional organizations have voiced 

strong support for pediatric dyslipidemia screening for children aged 9 to 11, including 

the AAP, National Lipid Association, American College of Cardiology/American Heart  

Association, Pediatric Endocrine Society, and American Association of Clinical 

Endocrinologists (Buterbaugh et al., 2021). Wilson (2022) also addressed the controversy, 

stating that exposure to atherogenic lipoproteins significantly increases the risk of 

atherosclerosis and obesity starting from a young age, supporting the need for pediatric 

dyslipidemia screening. The controversy over pediatric dyslipidemia screening reflects 

the uncertainty and complexity of the evidence and preferences of the stakeholders 

involved, which often stifles the development of uniform recommendations for pediatric 

dyslipidemia screening (Buterbaugh et al., 2021; Schefelker & Paterson,  

2021; Wilson, 2022). There is a need for more high-quality research to address the gaps  

in knowledge and inform the best practices for screening, diagnosis, and treatment of 

dyslipidemia in children and adolescents. However, health care providers and parents 

should engage in shared decision making that considers the potential benefits and harms 
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of screening, the individual and family risk factors, and the patient’s values and 

preferences.  

Implications of the Findings  

The newly developed CPG could have positive implications for children, 

communities, institutions, and systems. The implications for children include preventing 

the development of dyslipidemia comorbidities and complications that are associated with 

undetected and poorly managed dyslipidemia. For instance, untreated pediatric 

dyslipidemia usually persists into adulthood, which increases the risk of cardiovascular 

and other health complications (Constantin et al., 2023). Therefore, early screening 

interventions should reduce the risk of undetected dyslipidemia and associated 

complications, leading to better health outcomes. Using the newly developed CPG can 

also help identify children with dyslipidemia, leading to referral to appropriate health care 

levels and implementing health promotion interventions, such as lifestyle modifications 

to decrease lipid levels, thereby leading to  cardiovascular risk.   

The newly developed CPG will improve the pediatric population’s health 

outcomes by promoting improved health outcomes relating to dyslipidemia. For instance, 

screening for dyslipidemia in the pediatric population could safeguard the cardiovascular 

health outcomes of children and reduce the burden of atherosclerosis and cardiovascular 

disease in adulthood, which further contributes to the improved health and well-being of 

future generations (Schefelker & Peterson, 2022). The intervention could also save 

communities from productivity losses stemming from disease and disability due to 
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dyslipidemia, thereby safeguarding a generation of young adults who could fill career 

gaps left by the retiring class of older adults across various fields and layers of society.   

 Institutions providing health care to the pediatric population could benefit from this 

CPG through reduced health care spending on managing dyslipidemia complications and 

comorbidities. Furthermore, there may also be reduced admissions and emergency visits 

associated with patients with dyslipidemia, which may save available health care resources. 

The health care system will benefit from improved health care delivery as more health care 

providers working with children adopt the pediatric dyslipidemia CPG, leading to early 

screening and improved awareness of the need to screen for pediatric dyslipidemia. There 

could also be long-term financial savings because more children with dyslipidemia would 

be identified early and provided with health care interventions, thereby reducing the burden 

of chronic disease outcomes associated with untreated dyslipidemia.   

Social Change  

The implementation of the newly developed CPG could result in positive social 

change in multiple ways. Notably, there is a growing prevalence of pediatric dyslipidemia 

within the pediatric population in the United States (CDC, 2023; Constantin et al., 2023). 

Therefore, preventive and health promotion interventions are needed to facilitate health 

within the pediatric population. I anticipate that implementing the newly developed CPG 

on pediatric dyslipidemia screening will contribute to reducing the burden of disease in the 

pediatric population by promoting the timely screening and treatment of children identified 

to have pediatric dyslipidemia. Health care resources allocated to pediatric dyslipidemia 

management could be saved as more children are screened and managed early, thereby 
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reducing the costly implications associated with untreated and prolonged dyslipidemia, 

including emergency visits. The newly developed CPG targets the pediatric population, 

which will also contribute to safeguarding the health of the next generation of adults.     

Recommendations  

Universal screening for pediatric dyslipidemia could be impactful in the assessment 

of and early intervention for children aged 9 to 11 with dyslipidemia. Therefore, I 

recommend incorporating the newly developed CPG as part of the routine pediatric 

assessments and WCEs to facilitate pediatric dyslipidemia screening. The newly developed 

CPG highlights the need for universal screening for pediatric dyslipidemia; therefore, 

health care providers working with children should ensure completing the pediatric 

dyslipidemia screening for all children aged 9 to 11. I also recommend educating health 

care providers on the newly developed CPG to facilitate their knowledge of the CPG and 

the need to implement pediatric dyslipidemia screening. Pediatric health care providers and 

policymakers should also support the need to implement pediatric dyslipidemia screening, 

which could help raise awareness of the problem and promote targeted interventions to 

improve pediatric dyslipidemia screening.   

The screening intervention involves various laboratory tests; therefore, I 

recommend that pediatric dyslipidemia screening be included as part of insurance 

reimbursements to facilities providing the above services. The support of policymakers and 

key stakeholders may also contribute to funding pediatric dyslipidemia awareness forums 

and discussions within professional conferences, which will increase awareness of the need 

to screen. Therefore, I also recommend that local authorities and key stakeholders within 
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the project site support the above measures to promote increased awareness of pediatric 

dyslipidemia screening using the newly developed CPG.   

Strengths and Limitations of the Project  

I developed the CPG project in several steps, giving it significant reliability and 

validity. I appraised and graded the peer-reviewed, scholarly articles comprising systematic 

and integrative reviews, professional recommendations and guidelines from expert panels, 

cross-sectional studies, and a cohort study that provided key evidence guiding the 

development of the CPG. The newly developed CPG was also evaluated by content experts 

using the AGREE II tool, and the domain scores revealed the high quality of the CPG and 

that no revisions were needed. The content expert panel also recommended the CPG for 

use, highlighting that it could be an impactful tool for guiding pediatric dyslipidemia 

screening within health care settings. Using the newly developed CPG could contribute to 

diversity and inclusivity because the CPG supports universal screening of all children aged 

9 to 11, promoting health across all children regardless of race, social status, ethnicity, and 

gender.   

The limitations of the newly developed CPG involve differences in published 

literature and professional statements on pediatric dyslipidemia screening. The U.S.  

Preventive Services Task Force alone held that insufficient evidence exists for or against 

screening for pediatric dyslipidemia in children (Guirguis-Blake et al., 2023). However, 

there is a preponderance of evidence from several professional organizations, such as the 

NHLBI, AAP, and American Association of Clinical Endocrinologists, that support the 

need for screening (Buterbaugh et al., 2021). While these viewpoints may reflect 
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differences in stakeholder preferences and complexity with evidence, the foreseeable 

benefits of screening, including early interventions for affected children leading to 

improved health outcomes, could be achieved by implementing the newly developed 

CPG. It is also important to consider that children are vulnerable, and implementing 

double-blind and placebo-randomized control trials to generate high-quality evidence on 

screening efficacy among the pediatric population may be considered unethical and 

improbable (Wilson et al., 2022).   

Future research needs to address the ongoing challenges caused by the controversy 

concerning evidence on pediatric dyslipidemia screening, which has pitted several 

professional bodies in the United States against each other. The lack of a common position 

stifles the development of uniform recommendations for pediatric dyslipidemia screening 

(Buterbaugh et al., 2021). Therefore, more research should explore the benefits of pediatric 

dyslipidemia screening, such as financial impacts on the health care system, to generate 

more evidence to support the intervention. The research could also clear up the controversy 

so a common position could be agreed on by providing more evidence of the risks and 

benefits of universal pediatric dyslipidemia screening.   

In the next section, I present the dissemination plan of the project’s findings, a self-

analysis as the DNP student, and a summary of the project.  

Section 5: Dissemination Plan  

Pediatric dyslipidemia is a significant health challenge that results in several health 

outcomes, including an increase in the risk for cardiovascular diseases, increases in 

healthcare costs, and a reduction in the quality of life (Constantin et al., 2023). Early 
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screening and detection among children could be essential in determining individuals at 

risk and taking effective measures; however, the lack of a standardized CPG to guide 

pediatric screening for dyslipidemia makes it challenging to manage the problem (Berger 

et al., 2021). In this DNP project, I developed a CPG for pediatric screening for 

dyslipidemia. Aptly disseminating the findings will be crucial to reaching all pertinent 

stakeholders and empowering practitioners caring for children with a standardized 

methodology for early dyslipidemia detection.   

The first line for dissemination will be the facility where I conducted the project. I 

will begin by having a conference with the facility’s management to impart the need for 

pediatric screening for dyslipidemia. Project site data show that only 23% of children who 

visit the facility are screened, so obtaining managerial and executive support will be 

crucial to improving this percentage. I will share the efficacy of the CPG with the 

management team and seek to garner the necessary support for policy change to enhance 

pediatric screening using the developed CPG. After garnering support from the facility’s 

management, I will begin educating the providers at the site on the importance of 

dyslipidemia screening among children. The providers at the facility have little or no 

evidence-based knowledge of pediatric screening for dyslipidemia, making it challenging 

for them to effectively detect the problem early. I will show them how to follow the CPG 

to achieve optimal early screening results, ensuring timely interventions are taken.   

I also intend to broaden the dissemination plan to encompass institutions and 

caregivers serving children in my community. Through attending seminars and conferences 

within the community, I will advocate the implementation of the CPG within my 
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community. The leaders in these institutions will also be presented with the grim statistics 

regarding low screening rates for dyslipidemia among children and the negative 

consequences that result if the condition is not detected and treated early. Additionally, I 

will educate practitioners on the need for early screening and how to use the CPG to achieve 

the desired goal. I also plan to expand the dissemination of my findings to the state and 

national levels to ensure all caregivers and facilities in the country can utilize the CPG. 

Platforms offered by professional bodies, such as the American Nurses Association and 

AAP, will be used to widen my reach. These bodies organize conferences where research 

findings can be shared with other professionals, and I will take part in advancing the 

adoption of the CPG. Using this wide reach, I intend to create interest in the CPG and 

consequently improve its adoption.   

Besides conferences, I will publish advocacy statements on these platforms to 

ensure that more pediatric and nursing professionals access the CPG. In addition to 

practitioners and health facilities, scholars are another audience I hope to reach with 

dissemination of the CPG. The American Nurses Association, AAP, and nursing learning 

institutions will be instrumental in reaching students and researchers. Including students 

in the dissemination plan will ensure that they gain the requisite skills and knowledge to 

conduct pediatric screening for dyslipidemia and use the CPG. Researchers will also be 

critical because they will use this project to advance future studies, improve the CPG, and 

develop a more comprehensive and effective tool. Publishing my work in health care 

journals will facilitate reaching scholars, health care providers working with children, and 

researchers in the pediatric field and of dyslipidemia. I intend to have the project 
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published in the form of peer-reviewed articles in nursing and pediatric journals to allow 

access to the CPG by all stakeholders. Furthermore, I anticipate the peer reviewing, 

publication, and other dissemination efforts to elicit discussions in the nursing and 

pediatric fraternity. These discussions will help to shed more light on the efficacy of the 

CPG, how to use it appropriately, and clear up any ambiguity. With this dissemination 

plan, I hope to increase the screening rates for dyslipidemia among children using the  

CPG, ultimately resulting in improved health outcomes.    

Analysis of Self  

The completion of this project has been instrumental in my development as a 

practitioner, scholar, and project manager. Nursing practitioners should provide the best 

care to improve patient outcomes and quality of life; however, nursing practitioners must 

also identify gaps in practice and undertake research projects to fill these gaps. I identified 

the lack of standardized CPG in dyslipidemia screening among children, the low screening 

rates, the lack of sufficient knowledge, and consequent adverse outcomes; consequently, I 

conducted this project to develop a standardized CPG to address this issue. Over the course 

of this project, I have become more self-aware as a practitioner, scholar, and project 

manager.   

Practitioner  

As a nurse practitioner, I know my duty is to provide the best possible care to my 

patients, and I believe that my sense of duty aligns with the nursing profession’s goal. 

However, I identified that the profession was not sufficiently providing quality care to 

children with dyslipidemia. Most practitioners do not have the knowledge or skills for early 
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screening, implying that the condition is mostly undetected and untreated (Elkins et al., 

2019). Dyslipidemia predisposes children to cardiovascular diseases, morbidity, and 

mortality, and the condition further imposes severe financial burdens on individuals and 

households, ultimately lowering quality of life (Constantin et al., 2023; Ferrara et al., 2021). 

As a practitioner, I realized this condition conflicted with my goal of providing quality care, 

so I identified the lack of a standardized CPG as the root cause of the problem and sought 

to bridge the gap in practice. Most health care facilities and providers lack a standardized 

CPG, making screening pediatric dyslipidemia and providing relevant care challenging 

(Berger et al., 2021)   

Working on the project unearthed my deep commitment to improving the health of 

my patients and alleviating their suffering. I was highly motivated to devise a solution that 

would enable effective screening and, thus, intervention for dyslipidemia among children. 

I worked with other nursing stakeholders who acknowledged the problem and the need for 

a standardized CPG to improve pediatric care. I also reaffirmed my longterm commitment 

to providing quality care as a practitioner. Adopting the CPG will improve the screening 

for dyslipidemia among children and enable me and other nursing practitioners to take the 

requisite steps to improve health outcomes.    

Scholar  

A DNP scholar plays a pivotal role in the advancement of evidence-based 

knowledge. I identified the lack of a standardized CPG for dyslipidemia screening among 

children as a clinical problem and sought to use my knowledge and experience as a DNP 

scholar to fill the gap in practice. I had to properly assess the problem to establish that it 
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was clinically significant and needed an intervention. A strong purpose statement needed 

to be formulated to show what I sought to achieve and the necessary research 

methodology needed to be implemented. A review of the literature showed that there was 

no standardized CPG, and the screening rates for dyslipidemia among children were low, 

resulting in dire health repercussions. I had to properly research the current problem and 

literature to ensure the validity and accuracy of my project. I realized the importance of 

utilizing tools, such as AGREE II, to ensure the project is viable and applicable. I also 

appreciated the need for collaboration because my committee of experts and practitioners 

at the project site facility were pivotal in developing the CPG.   

The process of developing the CPG as my DNP project was enlightening. I 

realized the apparent lack of knowledge and commitment to pediatric screening for 

dyslipidemia. Understaffing and time constraints were significant barriers to effective 

screening; therefore, I will continue to play my role as a scholar and establish how these 

factors will influence the implementation of the CPG. Adoption of the CPG is expected to 

improve the rates of dyslipidemia screening and, thus, health outcomes, but it is essential 

to study and understand factors that will influence the CPG’s efficiency. I will continue to 

study the CPG’s implementation and seek evidence-based means to optimize its 

functionality.   

Project Manager  

Completing this project required me to harness my skills as a project manager and 

provide insights into successful project management. I appreciated the significance of 

proper planning and organization and had to plan and organize my work accordingly, assign 
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resources, and create a project schedule. Timelines had to be set and good time management 

had to be practiced to meet all my deadlines. I established goals that needed to be achieved 

within a given period to ensure the work was completed on time. Likewise, I had to practice 

good leadership skills by sharing the goals with my team members, supervising their work, 

and motivating the team to execute the tasks as required. The work was carefully and 

appropriately shared among the people I engaged throughout the project to ensure they 

collaborated efficiently. This was, at times, challenging due to various factors, such as time 

constraints, but I had to be flexible enough to accommodate everyone. I also made sure to 

follow up on every task assigned to ensure it was done to satisfaction. As a project manager, 

I realized I needed to position and promote my product to enhance adoption rates. My 

dissemination plan seeks to address this by ensuring nursing practitioners and facilities are 

aware of the CPG and its efficacy in pediatric screening for dyslipidemia. Furthermore, I 

will have to keep tracking the new CPG, its rate of use, and the resultant outcome. This 

follow-up will enable me to revise the project and make the necessary adjustments to the 

CPG.   

Challenges, Solutions, and Insights Gained  

Time constraints were a significant challenge in this project. I experienced delays 

in getting data from the health facility where I conducted the research and getting the help 

of the practitioners working at the project site. The staff were busy and sometimes 

unavailable to assist me in the project, significantly slowing my progress. I offered to be 

flexible and available at their convenience, sometimes on short notice, to ensure I got the 

cooperation and help I needed. My proposed schedule for completing the project needed to 
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be adjusted to accommodate for the lost time. I also experienced challenges with the panel 

of experts because they differed on the mode of application for the CPG and had differing 

opinions on whether to screen all children or to focus on overweight and obese children. 

We spent much time considering factors, such as lifestyle changes and the increase in 

cardiovascular diseases among children, concluding that all children between 9 and 11 

years old should be screened to ensure early detection and treatment to avert the inevitable 

comorbidity of cardiovascular diseases.   

Another challenge regarding implementation of the CPG could be the children’s 

treatment time and health requirements, with screening taking up more time for hospital 

visits and some patients not requiring the services. This could be solved by highlighting the 

need for screening and the increase in the prevalence of dyslipidemia among children. The 

time taken for screening, even for those not seeking the service, was deemed incomparable 

to the risks.   

Lack of skills and knowledge was another significant challenge identified. Most 

health care providers neither appreciate the need for pediatric screening for dyslipidemia 

nor possess the skills required for screening (Elkins et al., 2019). Advocacy and education 

were established as plausible means to empower nurses and pediatric caregivers to 

effectively use the CPG for optimal results.   

Summary  

Dyslipidemia is a significant health challenge due to the risk of cardiovascular 

diseases. Recently, the problem has become increasingly prevalent among children due to 

poor diet and sedentary lifestyles (Buterbaugh (2021). Determining the lipid profile of 
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children is crucial to establishing children at risk and taking the necessary intervention; 

however, the screening rates for dyslipidemia among children remain low, predisposing 

individuals to the associated health risks (Elkins et al., 2019; Koskinen et al.,2023). The 

low screening rates may emanate from a lack of a standardized CPG to guide the process 

and a lack of knowledge and skills among caregivers. Hence, I conducted this project to 

fill the gap in practice by developing a standardized CPG to streamline pediatric screening 

for dyslipidemia. The validity of the CPG was ensured by having a panel of experts evaluate 

it using the AGREE II tool. I will disseminate the CPG through presentations and seminars 

to stakeholders on the need for screening and how to use the  

CPG. The CPG will be crucial in enhancing the screening of children’s lipid profiles for 

early detection and treatment of dyslipidemia among children, which will reduce the risk 

of developing cardiovascular diseases. Use of the CPG will also reduce high health care 

costs, disability, and mortality and increase the quality of life. The CPG will become a 

vital tool for improving health outcomes with the expected increase in dyslipidemia 

screening among children.   
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