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The Implementation of 1:1 Nurse-led Cognitive-Behavioral Therapy for Patients with Alcohol Use Disorder in an Outpatient Clinic
Alcohol use disorder (AUD) remains a widespread and costly behavioral problem and a leading risk factor for disease and injuries. The average population lifetime prevalence of AUD across the globe is approximately 8.6% among non-abstainers (Glantz et al., 2020), while the treatment rate is approximately 10% (Kools et al., 2022). Alcohol poses a significant public health problem in the United States, accounting for approximately 140,000 deaths annually. In addition, it accounts for approximately 89,697 deaths among adults aged 20-64 years and 4,000 deaths among those aged under 21 years (Substance Abuse and Mental Health Services Administration, 2022). The practice problem addressed in this proposed DNP project is the high rate of relapse because of inadequate treatment. As of 2023, only 7.8% of the 2.2 million adults with AUD had received treatment the previous year, with most people seeking primary care for alcohol-related medical problems instead of care to address excessive drinking (National Institute on Alcohol Abuse and Alcoholism, 2024). Moreover, over 60% of the people who receive medication-assisted treatment (MAT) relapse within the first six months. The high relapse rate following MAT indicates the need for alternative treatment options. The gap in practice that requires addressing is the lack of a nurse-led alternative psychological approach to address relapse. Consequently, the project intends to implement a program involving face-to-face CBT sessions for the adult population. In this regard, the manuscript describes the significance of the problem, its prevalence and impact at the global, national, and practicum levels, the project aims and objectives, the methodology to use in implementing the intervention, and the barriers, facilitators, and ethical considerations. In addition, it will present the results from the implementation of the intervention and discuss their relevance pertinent to the previous literature.
[bookmark: _Toc183130775]Problem
Alcohol use is a global public health and safety problem. According to the World Health Organization (WHO, 2024), approximately 400 million people aged 15 years and older had AUD in 2024. The global lifetime prevalence of AUD is estimated to be 8.6% among non-abstainers (Glantz et al., 2020). As of 2019, alcohol consumption was attributed to approximately 2.6 million deaths resulting from alcohol-related non-communicable diseases, injuries, and communicable diseases (WHO, 2024). While alcohol-related disability-adjusted life years (DALYs) have reduced by approximately 14.5% since 2000, the economic costs and harmful effects remain significantly high (Park & Kim, 2020). According to a recent modeling study, the global cost of alcohol consumption is approximately $1,306 per adult, with direct medical costs accounting for 38.8% and loss in productivity 61.2% (Manthey et al., 2021). As highlighted by Nguyen et al. (2020), almost 60% of adults relapse within six months of treatment, despite the refinement of psychosocial and pharmacological treatments. Moreover, global evidence shows that only 17.3% of individuals with AUD receive adequate treatment (Mekonen et al., 2021). 
At the national level, similar trends appear in the prevalence and effects of AUD. As of 2023, approximately 28.1 million American adults had been diagnosed with AUD in the previous year (NIAAA, 2024). The statistics show an increase in alcohol-related deaths from 78,927 in 2019 to 105,415 in 2022. Death by suicide accounts for approximately 25% of the alcohol-related deaths in the country. The lifetime and 12-month prevalence of AUD are considerably high in the US – 29.1% and 13.9%, respectively (Grant et al., 2024). Alcohol consumption and AUD have a significant impact on individuals, families, communities, and the healthcare system. The existing evidence associates prolonged alcohol use with multiple chronic diseases, including cardiovascular disease, stroke, obesity, and diabetes (Varghese & Dakhode, 2022). Its impact on families and the community cannot be understated considering that approximately 10.5% of children aged 17 and younger live with a parent with AUD (NIAAA, 2024). Alcohol use also strains the healthcare system, with alcohol-related emergency visits increasing by 47% between 2006 and 2014 (SAMHSA, 2022). Moreover, alcohol-related costs have significantly increased. For individuals with AUD, medical expenses are approximately $14,918 per person for those with commercial insurance and $4,823 per individual for Medicaid recipients. 
In 2021 and 2022, approximately 53.36% of the adult population in Maryland reporting using alcohol. Of the population reporting alcohol use, approximately 11.18% have been diagnosed with AUD but only 3.66% had received treatment (Center for Behavioral Health Statistics and Quality, 2022). The statistics show gaps in access to treatment at the state level. At the practice level, AUD and other substance use disorders are among the common presenting problems. However, the practicum site uses suboxone as the only pharmacological approach to treating SUDs, with no clear practices regarding the treatment of AUD (Chinasa Nwaulu, personal communication, 2024). Conversations with the staff, clients, and stakeholders revealed that the lack of alternative treatments for AUD was contributing to frequent relapses, as evidenced by patients frequently returning with persistent symptoms (Chinasa Nwaulu, personal communication, 2024). The high relapse rate significantly affects the quality of treatment, with concerns about whether the current practices are adequate in ensuring patients’ safety and optimizing their outcomes. Therefore, the key decision-makers support implementing a supportive psychological program to address the existing gaps.
[bookmark: _Toc183130776]Project Aim and Supporting Objectives
The specific aim of the DNP project is to implement a 1:1 CBT program for adults with AUD and receive services at the practicum site. Consequently, the project seeks to fulfill the following objectives: a) educate participants on the structure and expectations of CBT therapy sessions, including what they can anticipate from each session and how to apply CBT techniques to daily life situations, b) assess participants' adherence to CBT sessions by tracking attendance and engagement levels in the program. 3) provide participants with strategies to recognize and manage potential triggers outside of therapy sessions, equipping them with tools to sustain their progress in managing symptoms.

[bookmark: _Toc183130777]Practice Question
The following practice question will serve as the basis for the DNP practice change project: For adults diagnosed with alcohol use disorder in an outpatient mental health clinic, does the implementation of a nurse-led 1:1 Cognitive Behavioral Therapy (CBT), compared to current practice, impact the alcohol relapse rates over 8-10 weeks?
[bookmark: _Toc183130778]Research Synthesis and Evidence-Based Intervention 
Evidence-Based Intervention
Cognitive behavioral therapy (CBT) has emerged as one of the leading behavioral interventions for the treatment of alcohol and substance use disorders. The intervention involved a time-limited, multi-session approach targeting affective, cognitive, and environmental risks for use (Magill et al., 2019). In delivering the interventions, individuals also are trained on coping skills to foster the achievement and maintenance of abstinence. CBT can be delivered through face-to-face sessions or digitally enabled sessions; it can be applied as a standalone intervention or adjunct treatment to pharmacotherapy (Ray et al., 2020). The American Psychological Association (APA, 2023) endorses CBT as a useful intervention for different behavioral and psychiatric conditions, with similar or more efficacy than psychotropic medications or other psychological therapies. Broadly, the intervention focuses on aiding individuals to identify distorted thoughts, understand their motivations, apply problem-solving skills, and develop self-confidence in maintaining new behaviors.
Evidence Synthesis
	The search for evidence led to the identification of 10 peer-reviewed articles. Eight of the articles provided level I evidence, with seven randomized controlled trials (Johansson et al., 2021; Kiluk et al., 2024; Magill et al., 2019; Peng et al., 2022; Srivastava et al., 2022; Stasiewicz et al., 2023; Sundström et al., 2020) and one meta-analysis (Ray et al., 2020). van Amsterdam et al., 2022) offered level II evidence based on a systematic review, while Tarp et al. (2024) offered level III evidence based on a single qualitative interview-based study. The overall quality of the studies ranged from good to high, with adequate justification of the methods, clear discussion of the findings, and articulate alignment of the conclusions and results. 
Main Themes in the Research 
Based on the articles, three primary themes emerged: delivery approach and intensity of CBT, added value of CBT combined with pharmacotherapy, and importance of personalizing CBT.
Delivery approach and intensity of CBT. While technology has been accelerating the adoption of internet-based CBT, the evidence shows that face-to-face CBT has similar effects on preventing relapse (Johansson et al., 2021; Kiluk et al., 2024; Ray et al., 2020; Srivastava et al., 2022; Sundström et al., 2020; van Amsterdam et al., 2022). Similarly, individual CBT and group-based CBT were found to have similar effects on relapse prevention (Magill et al., 2019; Peng et al., 2022). While the number of sessions differed across the studies, the findings revealed that the intensity of the intervention did not significantly affect the achievement of the outcomes (Sundström et al., 2020; Stasiewicz et al., 2023). 
The addedvalue of CBT combined with pharmacotherapy. The evidence revealed that adding CBT to pharmacotherapy had additional benefits on the achievement of the outcomes (Peng et al., 2022; Ray et al., 2020; Srivastava et al., 2022; van Amsterdam et al., 2022). Notably, the evidence converged on the added value of CBT on pharmacotherapeutic agents such as disulfiram, acamprosate, and buprenorphine. CBT augments the outcomes by enhancing problem-solving skills, self-management efficacy, and social functioning that improve treatment adherence.
Importance of Personalizing CBT. Personalizing CBT to address individual relapse triggers was found essential to enhancing the achievement of the expected outcomes (Kiluk et al., 2024; Stasiewicz et al., 2023; Tarp et al., 2024). A personalized approach was associated with immediate and constructive feedback, feedback interactions, and tailored adjustments to the treatment process to meet individual needs. 
Contrasting Elements in the Research 
The evidence demonstrates the utility of CBT in treating AUD and preventing relapse, regardless of the modality or intensity of the intervention. However, a notable contrast regards the rate of achieving and maintaining abstinence. While Kiluk et al. (2024) found that individuals assigned to digital CBT achieved abstinence faster, Johansson et al. (2021) found that the effect of face-to-face sessions lasted longer. The outcome could be attributed to the value of personal interactions that enable a comprehensive understanding of individual needs. Secondly, the studies involved minor differences in the number of CBT sessions, with sessions ranging from eight to 12 sessions delivered over six to 12 weeks (Johansson et al., Kiluk et al., 2024; Ray et al., 2020; Stasiewicz et al., 2023; Srivastava et al., 2022; Sundström et al., 2020). The different timeframes imply that some studies involved brief or standard CBT duration, which could affect the achievement of the expected outcomes. While most studies evaluated post-implementation outcomes after three months, the follow-up period ranged from one to 12 months (Kiluk et al., 2024; Magill et al., 2019; Peng et al., 2022; Srivastava et al., 2022; Sundström et al., 2020). Acknowledging the differences could provide an understanding of CBT's short- and long-term effects on the primary outcome (relapse prevention). 
Research Support for the Evidence-Based Intervention
	While minor differences in the evidence exist, significant convergence on its utility in treating AUD and preventing relapse emerged. The evidence supports the effectiveness of face-to-face CBT, finding it equally effective as internet-based CBT whose adoption has increased since the COVID-19 outbreak (Johansson et al., 2021; Kiluk et al., 2024; Ray et al., 2020; Srivastava et al., 2022; Sundström et al., 2020; van Amsterdam et al., 2022). While the number of sessions may differ, the evidence from these studies shows that the effects are relatively consistent with both brief and standard CBT. The evidence supports face-to-face CBT based on the value of interpersonal interactions that occur during the sessions, fostering a comprehensive understanding of patient needs (Johansson et al., 2021). Nevertheless, clinicians could combine CBT with pharmacotherapy to enhance outcomes and tailor the intervention to meet individual needs and preferences (Kiluk et al., 2024; Peng et al., 2022; Ray et al., 2020; Srivastava et al., 2022; Tarp et al., 2024). The comprehensive approach could foster the maintenance of abstinence over the long term. 
[bookmark: _Toc183130784][bookmark: _Toc183130779]Methodology
	The section explains the methods and techniques that will be applied to ensure the success of the project. It starts with an overview of the organizational setting where the project is to be implemented and the patient population served. Further, it articulates the theoretical framework that will guide the implementation process, the project implementation plan, and strategies to sustain the change in the practice setting. 
[bookmark: _Toc183130780]Organizational Setting
The DNP project will be implemented at an outpatient clinic in Maryland that offers medical, mental, and behavioral health services. The clinic is located in an office park. The clinic offers both face-to-face and virtual services to the surrounding community. Conventionally, new appointments take 60 minutes while follow-up appointments take 30-45 minutes depending on patients’ needs. The clinic serves individuals with chronic and acute presentation. Common disorders treated at the facility include depression, schizophrenia, personality disorders, panic disorder, obsessive-compulsive disorder, and substance use disorders. The average daily census ranges from 30-35 patients, with two nurses as the onsite providers who collaborate with other clinicians in managing the disorders.
[bookmark: _Toc183130781]Population
Although the population served presents with diverse mental health disorders, the project targets adult patients diagnosed with alcohol use disorder. It aims at recruiting existing and new patients, targeting at least 20 participants. Individuals aged 18-75 years with a confirmed diagnosis of AUD based on the DSM-V criteria and receiving treatment or ready to receive treatment at the practicum site will be recruited. Personal aged under the age of 18 and diagnosed with other disorders will be excluded. In addition, patients with serious mental and physical health comorbidities that may impede their participation will be excluded. Participants will be identified during clinic visits and through electronic health records. The DNP project manager will contact the identified participants to seek their informed consent to participate in their project. 
[bookmark: _Toc183130782]Translation Science (or QI Model + Nursing Theory) and Project Management
Theoretical Framework: Knowledge-to-Action (KTA) 
Selecting an appropriate theory, framework, or model (TFM) plays a crucial role in the successful translation of knowledge for implementation in practice (Steinkog et al., 2021). The Diffusion of Innovation (DOI) theory, the Normalization Process Theory (NPT), the Promoting action on Research Implementation in Health Services (PARHIS) model, Theoretical Doman Framework, and the Knowledge-to-Action (KTA) model among the common TFMs used in translating evidence into practice (Zhao et al., 2021). KTA will serve as the underpinning theoretical framework guiding project implementation.
Developed by Graham et al. (2006), KTA provides a systematic, adaptive, and iterative approach to implementing evidence-based interventions in practice. The model consists of the knowledge-creation cycle and the action cycle that can be accomplished iteratively in the context of complex interventions (Graham & Tetroe, 2010). The knowledge-creation cycle involves knowledge inquiry, synthesis, and generation of knowledge tools. The action cycle encompasses identifying a problem, adapting the knowledge to the implementation context, assessing implementation barriers and facilitators, tailoring intervention implementation, monitoring knowledge use, evaluating outcomes, and sustaining change (Graham et al., 2006). Considering the fluid boundaries between knowledge creation and application in KTA, the iterative process of using the model started with identifying a practice problem. The lack of optimal interventions to reduce relapse rates among patients with AUD was identified as a priority problem that could be addressed through an evidence-based intervention. Problem identification paved way for the search and synthesis of evidence supporting the utility of CBT in preventing relapse. The evidence justifies the benefits of implementing the intervention to fill the current gap practice. In the action cycle, knowledge use will be adapted to the implementation context through staff training. The educational sessions on CBT for relapse prevention are expected to improve nurses’ competence to use and adapt the intervention according to patients’ unique needs and preferences. Potential barriers, including time constraints in balancing existing workloads with the new tasks, will be assessed and mitigation strategies developed before the start of the intervention. In addition, seeking buy-in from the stakeholders from an early stage of the project will facilitate success through a supportive environment and commitment to change. I will adopt a tailored approach to implementing CBT to ensure every session meets individual needs and challenges. Formative assessments through observation of sessions and weekly staff meetings for feedback and feedforward will help to monitor knowledge use. Outcome evaluation will be based on the AUDIT tool, a validated instrument used to detect risky or harmful drinking patterns. Sustainability strategies will be communicated at project endpoint. 
Project Implementation Plan
 Week 1: This project intervention will be done in three phases. The DNP leader will hold an initial meeting with the nursing staff of the unit to discuss the goal, purpose, and process for a 1:1 nurse-led CBT for patients with alcohol use disorder. To practice CBT, the DNP leader will prepare and execute educational training for the nurses at the clinic. The DNP leader will develop days/times for nurses to participate in the training. The training objectives, participant roles, and expected outcomes will be provided to participants. The DNP leader will also conduct educational sessions at the practicum site on the use of the AUDIT tool as a measurement tool for the severity of alcohol withdrawal in patients with alcohol use disorder. All patients who meet the inclusion criteria will be invited to participate. The pre-intervention AUDIT tool will be administered to all participants.  
Weeks 2-9: The intervention will be implemented for a total of 8 Weeks. The DNP leader will be present at the site 3-4 times during the implementation time to provide observations, formative evaluations, and audits giving feedback to the nursing staff on the implementation of 1:1 CBT and the use of the AUDIT tool for assessment. The implementation will occur two to three times weekly at various times to accommodate all nursing staff. A pre-briefing will be completed by the DNP leader with nurses noting the expected participation of nurses during implementation in the designated meeting area. Then the CBT will be conducted in the approved area at the outpatient clinic. The DNP leader will observe the nurses' responses and actions during the implementation of the CBT and AUDIT tool screening. The DNP leader will then complete a debriefing of the post-intervention in the outpatient clinic. The debrief will consist of the analysis of the intervention experience related to the participant's response to the CBT intervention. Compliance will be assessed, and real-time education will be provided as needed. Feedback will be provided in weekly staff meetings as needed. 
Week 10: After the intervention of the 1:1 CBT is completed, participants will complete the post-intervention survey in the designated meeting area. The process of sustaining the practice change will be to transition the project intervention plan including the intervention, implementation, formative, and summative evaluation plans to the stakeholders. The project will be concluded. The DNP leader will thank the nursing staff for actively participating in the project implementation. Responses from the AUDIT tool screening Pre-intervention and post-intervention data will be aggregated by the DNP leader.
[bookmark: _Toc183130783]Plans for Sustainability
Sustaining changes beyond the implementation stage is often challenging. As observed by Minogue et a. (2021), the absence of adequate sustainability measures limits the impact of evidence-based interventions to short-term benefits. In this regard, sustaining the practice change will involve several strategies. As the project leader, I will commit to ensuring the changes are embedded into the daily clinical workflows. Moon et al. (2022) support the strategies, highlighting the importance of leadership commitment and visibility in championing sustainable change. Consistent with Silver et al. (2019), a nursing team will be assigned the responsibility for supporting struggling nurses in adopting the intervention in their daily practice. Thirdly, I will lobby for ongoing staff training to ensure all the nurses have up-to-date knowledge and competence in using CBT to prevent relapse.
Barriers, Facilitators, Ethical Considerations (NR 705)
Refer to the assignment guidelines and rubric for the exact content required in this section. 
[bookmark: _Toc183130785]Data Collection and Analysis  Plan (NR 705)
Refer to the assignment guidelines and rubric for the exact content required in this section. According to the APA manual section 4.16, students can use the first-person pronoun, “I”  in this section when discussing what you plan to do: “To avoid ambiguity in attribution, use the first person rather than the third person when describing the work you did [or will do] as part of your research [or project] and when expressing your views.”
[bookmark: _Toc183130786]Required Resources and Proposed Budget (NR 705)
Refer to the assignment guidelines and rubric for the exact content required in this section. Explain the resources needed for successful project implementation (conference room, supplies, project information, handouts, etc.). Refer your reader(s) to your budget table in the Appendices and ensure that the budget table is completed and is balanced. If there is an expense, there must be an associated revenue source. For example, if staff training is required, the staff training hours will be paid by the practicum site. The proposed budget for the project should be balanced.
[bookmark: _Toc183130787][bookmark: _Toc1296718]Results (NR 709)
[bookmark: _Toc414616517][bookmark: _Toc1296742]Refer to the assignment guidelines and rubric for the exact content required in this section. Present the results of your project. Represent the data from statistical results in tables or figures. Explain the results and what the results mean in the context of the purpose of the project and your stated outcome in your practice question. 
[bookmark: _Toc183130788]Conclusions (NR 709)
Refer to the assignment guidelines and rubric for the exact content required in this section. Conclusions indicate what is known regarding nursing practice when your results and results from prior literature are considered together. Conclusions should relate directly to your purpose and practice question. You can discuss your thoughts on what may have affected the results. If your results are similar to those found in previous studies, you may state that. However, if your results are completely different and/or contradict previous studies, you should let the reader know that these results cannot be used beyond the project population and setting.
[bookmark: _Toc183130789]Clinical Relevance (NR 709)
Refer to the assignment guidelines and rubric for the exact content required to be in this section. Conclusions  should relate directly to your purpose and project question. They are generalizations that loop back to the existing literature on your topic. For each conclusion you make, cite the sources that support or contradict your findings. The conclusion should represent the contribution your practice project has made to the body of scientific knowledge on this topic and relate this to the significance of the project, which is always, in some way, to improve nursing practice. Conclusions indicate what is now known regarding nursing practice when your results and results from prior literature are considered together.
[bookmark: _Toc1296740]Implications for nursing or clinical relevance should answer: What do the findings mean to nurse leaders, and would society care about the results? Recommendations based on the findings should be for the nursing profession and to specific nursing leaders. Be sure to make specific recommendations for leaders in the nursing field and/or policy makers. 
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Johns Hopkins Nursing Evidence-Based Practice Individual Evidence Summary Tool
 The Johns Hopkins Hospital/The Johns Hopkins University

	
	
EBP Project Practice Question: For adults diagnosed with alcohol use disorder in an outpatient mental health clinic, does the implementation of a nurse-led 1:1 Cognitive Behavioral Therapy (CBT), compared to current practice, impact the alcohol relapse rates over 8-10 weeks?
	

	Reviewer Name(s)
	Article Number
	Author, Date, and Title
	Type of Evidence
	Population, size, and setting
	Intervention
	Findings that help answer the EBP question
	Measures used
	Limitations
	Evidence level & quality
	Notes to Team

	
	1. 
	Johansson et al. (2021)
Internet-based therapy versus face-to-face therapy for alcohol use disorder: A randomized controlled non-inferiority trial
	Evidence: Quantitative
Type: Randomized controlled trial
Aim: To compare internet-delivered and face-to-face treatment among adult users with AUD
	Population: Individuals aged 18 or older, high risk of AUD based on ICD-10 criteria, and a score higher than 15 on AUDIT
Size: N=301
Setting: Sweden
	The participants were randomized at a ratio of 1:1 into blocks of 20 assigned to five modules of clinician-guided ICBT or five modules of f2f CBT delivered over three months
	Alcohol consumption did not differ in the internet CBT of f2f CBT groups (mean different = 0.89). Similarly, no difference was observed in AUDIT scores between the group after three months and six-month follow-ups.
	Self-reported number of standard drinks every 7 days based on time-line follow-back method
	A high attrition rate in the internet CBT arm may have skewed the findings
Self-reporting may have introduced recall bias
	Level I
High quality (A)
	

	
	2. 
	Kiluk et al. (2024)
A digital cognitive behavioral therapy program for adults with alcohol use disorder: A randomized controlled trial
	Evidence: Quantitative 
Type: Randomized controlled trial
Aims: To evaluate the efficacy of a digital CBT program or clinician-delivered CBT compared with standard treatment for reducing alcohol use
	Population: Individuals aged 18 years or older, meeting the diagnostic criteria for AUD, and reporting drinking 14 (men) and 7 (women) or more drinks weekly with 4 or more heavy drinking days
Size: N=99
Setting: US
	Participants were randomized to treatment as usual (weekly individual counseling), weekly clinician-guided CBT, and web-based CBT plus weekly clinical monitoring
	Mean rate of percentage of days abstinent (PDA) was 55.7% in TAU, 70.1% in CBT, and 82.6% for digital CBT at six months. PDA decreased significantly among those receiving clinician-guided VBT compared to those who completed digital CBT or TAU
	Self-reported drinking frequency and quantity to derive PDA
	Underpowered sample
The short length of the study compared to standard CBT treatment protocols
Self-reporting may have introduced recall bias
	Level I
High quality (A)
	

	
	3. 
	Magill et al. (2019)
A meta-analysis of cognitive-behavioral therapy for alcohol or other drug use disorders: Treatment efficacy by contrast condition.  
	Evidence: Quantitative
Type: Meta-analysis
Aims: To test the efficacy of CBT for alcohol and other drug use disorders
	Population: The meta-analysis focused on RCTs involving adults diagnosed with AUD or other SUDs 
Size: 30 RCTs with a mean sample size of 102 participants
Setting: N/A
	The intervention examined in the study is CBT compared to no treatment, minimal treatment, and non-specific control.
	CBT showed moderate and significant effect size compared to minimal treatment. The comparison of CBT to non-specific therapy or treatment as usual revealed that treatment efficacy was significant for consumption frequency and quantity early.
	The inverse-variance weighted effect size for each study
	Some of the effect estimates were comprised of a small number of primary studies, which could result in underpowered moderator analysis in case heterogeneity was present
	Level I
High quality (A)
	N/A

	
	4. 
	Peng et al. (2022)
). Group cognitive behavioral therapy as an effective approach for patients with alcohol dependence: A prospective study.
	Evidence: Quantitative
Type: Randomized controlled trial
Aim: To examine the efficacy of group cognitive behavioral therapy (GCBT) on patients with AD
	Population: Individuals with a confirmed diagnosis of AD and willing to participate in the study
Size: N=128 participants
Setting: China
	The intervention group received a total of eight sessions lasting 60 minutes each
	The percentage of patients still drinking after the intervention was significantly lower in the intervention group compared to the control group at six months post-intervention (1.56% vs. 21.8%, P= .001) and 12 months post-intervention (4.7% vs. 51.6%, P = .001).
	Insight and Treatment Attitude Questionnaire (ITAQ) to assess cognition of mental illness and treatment
Chronic disease self-cognition evaluation scale (CDSCES) to assess the efficacy of social functioning, self-cognition, and problem-solving
Relapse rate assessed as the count of individuals re-drinking 6 and 12 months after the intervention
	The study involved a male-only sample that limits its generalization across genders
The small sample may not be optimal to generate results revealing the actual effect size of the intervention
	Level II
Good quality (B)
	

	
	5. 
	Ray et al. (2020)
Combined pharmacotherapy and cognitive behavioral therapy for adults with alcohol or substance use disorders: A systematic review and meta-analysis. 
	Evidence: Quantitative
Type: Meta-analysis
Aim: To provide an up-to-date and comprehensive review of CBT in conjunction with pharmacotherapy for AUD/SUD
	Population: The analysis targeted studies involving adults diagnosed with AUD or other SUDs
Size: 62 effect sizes from 30 RCTs were analyzed
Setting: N/A
	The interventions of interest in the study included CBT, pharmacotherapy, and usual care applied in combination or individually.
	Combined CBT and pharmacotherapy have a better effect than usual care, with effect sizes (Hedge’s g) ranging from 0.18 to 0.28. 
	The inverse-variance weighted effect size pooled into CBT+ pharmacotherapy vs usual care, CBT + pharmacotherapy vs. other specific therapy + pharmacotherapy, and CBT + pharmacotherapy and usual care vs. usual care and pharmacotherapy alone
	Some of the effect sizes were drawn from a small pool of primary studies that may have led t underpowered analyses
The analysis may be subject to confounders not reported in the primary studies considering that most studies did not account for the effect of medication compliance and adjustment
	Level I
Good quality (B)
	

	
	6. 
	Srivastava et al. (2022)
Cognitive behavior therapy as an adjuvant in the management of alcohol dependence syndrome. 
	Evidence: Quantitative
Type: Randomized controlled trial
Aim: To evaluate the effect of the CBT module in the management of alcohol dependence and compare it with treatment as usual (TAU)
	Population: The study targeted adults meeting ICD-10 diagnostic criteria for alcohol dependence while excluding those with head injury, HIV seropositive status, organic brain disorders, comorbid psychiatric disorders, and those unwilling to participate
Size: N=226
Setting: India
	The experimental group received 12 face-to-face CBT sessions over 6 weeks, emphasizing skills training and functional analysis besides standard treatment. TAU group received only standard care
	The incidence rate of relapse was lower in the CBT group compared to the TU group at 6 months (0.23 vs. 0.53) and 12 months (0.28 vs. 0.67)
	The severity of Alcohol Dependence Questionnaire (SADQ) to assess the severity of alcohol dependence
	The hospital-based study was conducted within a single setting, which may reduce its generalizability across clinical settings that may have a patient with different characteristics
	Level I
High quality (A)
	

	
	7. 
	Stasiewicz et al. (2023)
Pretreatment changes in drinking: A test of a tailored treatment approach
	Evidence: Quantitative
Type: Randomized controlled trial
Aim: To investigate whether different types and intensities of treatment are appropriate and beneficial for individuals entering treatment for an AUD
	Population: Individuals diagnosed with an AUD
Size: N=201
Setting: USA
	Two parallel arms [Substantial Change (SC) and Minimal Change (MC)] were derived, with each comprising an intervention and control group. The SC arm compared 6 relapse prevention treatment (RPT) sessions with 12 CBT sessions. The MC compared 12 integrated motivational interviewing/CBT sessions and 12 CBT sessions.  
	CBT and RPT were both effective in reducing the number of days abstinent and several days of heavy drinking per week. No differences were found between MI/CBT and CBT alone.
	Number of days abstinent (NDA) and number of days heavy drinking (NDH) per week to assess relapse
	The sample allocated to each group across the arms was not adequately powered and could lead to skewed results
	Level I
Good quality (B)
	

	
	8. 
	[bookmark: _Hlk183121598]Sundström et al. (2020)
High- versus low-intensity internet interventions for alcohol use disorders: Results of a three-armed randomized controlled superiority trial.
	Evidence: Quantitative
Type: Randomized controlled trial
Aims: To test the efficacy of a therapist-guided high-intensity internet intervention compared to unguided low-intensity internet intervention among individuals with alcohol use disorder 
	Population: Individuals aged 18 and older, with AUDI score of 14 (females) or 16 (males) and meeting DSM-5 criteria for AUD
Size: N=166
Setting: Sweden
	The high-intensity intervention involved 13 modules and 3-4 pages of guidance text and video clips. The low-intensity intervention involved nine modules and 1-2 pages of guidance text.
	Changes in alcohol consumption were not significantly different between the high- and low-intensity groups (d = −0.17 vs. d = −0.07).
	Self-reported alcohol consumption as number of drinks and number of heavy drinking days
	Recruitment through self-referrals may have led to a sample of individuals with high motivation for change
Self-reported measures could have led to recall bias
	Level I
High quality (A)
	

	
	9. 
	Tarp et al. (2024)
Patient perspectives on blended internet-based and face-to-face cognitive behavioral therapy for alcohol use disorder: Qualitative study
	Evidence: Qualitative
Type: Interview
Aim: Investigate user experiences of blended CBT
	Population: Individuals who had participated in blended CBT
Size: N=13
Setting: Denmark
	Thirty individuals who had participated in blended CBT were contacted for telephone interviews to ass the advantages and disadvantages or experiences they had with the treatment approach.
	A tailored approach allows personalized feedback, personal interactions, and adjustment of treatment to meet individual needs.
	Telephone interviews to assess patients’ experiences of the treatment modality
	The interview guide was not piloted, which may have influenced how questions were asked and the responses received. 
The qualitative design is prone to subjective bias
	Level III
Good quality (B)

	

	[bookmark: _Hlk140067720][bookmark: _Hlk178430608]
	10. 
	[bookmark: _Hlk178430388]van Amsterdam et al., (2022). The Added Value of Pharmacotherapy to Cognitive Behavior Therapy And Vice Versa in the Treatment of Alcohol Use Disorders: A Systematic Review. 







	 Systematic review 
	The authors conducted a systematic review analysis of 28 research articles on individuals receiving treatment for alcohol use disorder. 
	The authors were seeking to establish the effectiveness of the combination of behavioral and pharmacological approaches in the treatment of alcohol dependence. 
	The results suggested that the implementation of pharmacotherapy is effective in treating individuals with alcohol use disorder either with or without psychotherapy. However, the results also revealed that psychotherapy can be best offered in combination with pharmacotherapy. 
	The authors utilized the PRISMA protocol in retrieving studies regarding the combined treatment of alcohol use disorder. Following the final selection of the studies, a meta-analytic review of the AUD literature was done that helped in establishing a conclusion on the best practices for treating alcohol addiction. 
	One of the limitations involved in the study is that the reduced medication compliance may be linked to the decrease of the suppressant effect of naloxone on drinking behavior. The length of follow-up is also another limitation, as the combination of the treatment is more efficacious following short 12-16 weeks of treatment. 
	Level II
Quality A
High Quality
	N/A  



 The Johns Hopkins Hospital/ The Johns Hopkins University
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(Except for Appendix A- the rest of the Appendix should be arranged in the order that you refer to the Appendix in your written narrative in the manuscript above)
Plan for Educational Offering
	OBJECTIVES
	CONTENT (Topics)
	TEACHING METHODS
	TIMEFRAME
	EVALUATION METHOD

	Learner-oriented with one measurable behavioral verb per objective.
	Outline of the content to be covered that will enable the learners to meet their objectives 
	Describe the teaching methods, strategies, materials, and resources for each objective.
	Identify how much time (in minutes) devoted to each objective/content area
	Describe how each objective will be evaluated; identify question number that evaluates this objective if using a test, teach-back for patient education, or other methods of evaluating learning
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Table 1
Budget
	EXPENSES
	
	REVENUE
	

	Direct 
	
	Billing
	

	     Salary and benefits
	
	Grants
	

	     Supplies
	
	Institutional budget support
	

	     Services
	
	
	

	     Statistician
	
	
	

	
	
	
	

	
	
	
	

	Indirect
	
	
	

	     Overhead
	
	
	

	
	
	
	

	Total Expenses
	
	Total Revenue
	

	Net Balance
	









Table 2
[Table Title]
	Column Head	Column Head	Column Head	Column Head	Column Head
	Row Head	123	123	123	123
	Row Head	456	456	456	456
	Row Head	789	789	789	789
	Row Head	123	123	123	123
	Row Head	456	456	456	456
	Row Head	789	789	789	789

Note:  
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Figures Title

Figure 1. 
For more information about all elements of APA formatting, please consult the APA Style Manual, 7th Edition.
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