


 
INFORMED CONSENT FOR PARTICIPATION IN  A DNP PROJECT 
 
Project Title:  
Face-to-face Cognitive Behavioral Therapy for Adults with Alcohol Use Disorder to Prevent     
   
Project Manager:  
Doris Onyima     	Comment by Allison Crabtree: Please ensure font is consistent across the document 

Add your credentials 

Project Location:
Legacy Medical and Mental Clinic, Temple Hills, Maryland

What is the purpose of this project? 
The purpose of this DNP project is to implement a face-to-face Cognitive Behavioral Therapy (CBT) program for adult patients diagnosed with Alcohol Use Disorder (AUD) at an outpatient mental health clinic.     

What will I be asked to do if I choose to be in this project? 
If you agree to participate:	Comment by Allison Crabtree: Write out to participant in complete sentences (no bullets). Include all activities they would be expected to do (come in for initial training, sign informed consent, etc.) 
· You will complete the Alcohol Use Disorders Identification Test (AUDIT) to establish baseline data.
· Participate in weekly, one-hour, face-to-face CBT sessions facilitated by nurses. These sessions will cover:
· Understanding Alcohol Use Disorder (AUD)
· The ABC model of CBT
      
 

· Behavioral activation
· Problem-solving skills
· Cognitive restructuring
· Development of individualized well-being plans
Keep a journal to document your thoughts, experiences, and concerns during the project.

How much time will I be asked to devote to this project? 
· The project will last 10 weeks.
· Completing the AUDIT will take 3-5 minutes.
· Weekly CBT sessions will last approximately 60 minutes.
· Journaling will be done at your convenience.      	Comment by Allison Crabtree: Include all activites (time to complete the initial training, sign informed consent, etc.). 
Include a weekly time commitment and a total time comittment. 
The timeline should be consistent with your planned intervention (8 weeks of sessions). 
 
What are the possible risks or discomforts that I might experience? 
· There are no known risks or discomforts associated with participating in this project.
· 
 
What are the possible benefits for me or others? 
Participation may help improve your therapeutic relationships with clinicians and address symptoms of Alcohol Use Disorder.

What alternatives are available?  
· You can choose to continue your usual care and opt out of this project.	Comment by Allison Crabtree: are there any alternatives to the project (virtual versus in-person)? 
· 
Do I have to participate? 
· Participation is entirely voluntary.
· You may withdraw at any time without penalty or loss of benefits.	Comment by Allison Crabtree: remove bullets 

      
 
What will happen if I do not participate? 
· You will receive information about alternative treatment options.	Comment by Allison Crabtree: flush all content left on the entire form 
What Happens if I Withdraw?
· You will be encouraged to continue with recommended treatments, including medications, if applicable.
Will it cost me anything to participate? 
· There is no cost to participate in this project.
Will I get paid anything if I participate? 
· No compensation will be provided for participating
 
How will my confidentiality and privacy rights be protected? 
· All information collected will remain confidential.
· Only the DNP Project Manager and supervisor will have access to your data.
· Identifiable information will be removed from records to ensure privacy.
· Paper forms, such as your AUDIT responses, will be securely stored until they are entered into your medical record and then shredded.
Abuse or neglect disclosed during the project may need to be reported to the appropriate agency by the law       
  In this project: 	Comment by Allison Crabtree: Must align with the form’s pre-set template. Please revise and complete this section. 
· Identifiable confidential information or specimens (confidential information or specimens that can be traced back to you) will be collected:   
Yes [ ] No [ ]
· If Yes, data may be used for future quality improvement projects:
Without further permission: [ ]
Only with your permission: [ ]
Not at all: [ ]
	 
If yes: 
· Identifiable confidential information or specimens may be used for future quality improvement projects without gaining further permission:     
 
	Yes   	No  
 
 
· Identifiable private information or specimens may be used for future quality improvement projects, but only with your permission: 
 
	Yes     	No  
 
 
· Identifiable private information or specimens will not be used for future quality improvement projects: 
 
	Yes     	No  
 
 
Who do I contact for any questions about this project? 
· Project Supervisor: Dr. Chuks Nwaulu, legacymedical2020@gmail.com	Comment by Allison Crabtree: As project leader, this should be you with your contact information
Is there anything else I need to know? 
· If you have questions about your rights, contact:
DNP Program Dean, Chamberlain University
dnpdean@chamberlain.edu
What are my rights?  
· If you choose to be in this project, you have the right to be treated with respect, including respect for your decision to stop being in the project.  
· You are free to stop being in the project at any time.  
· Choosing not to be in this project or to stop being in this project will not result in any penalty to you or loss of benefits to which you are otherwise entitled.  
· You will be given any information that either the project manager or the IRB believes is important to your choice about whether or not to be in this project. 
· We will make every effort to keep information obtained as part of this project confidential. However, information about abuse or neglect may be required to be reported to the appropriate local or state agency in accordance with applicable law. 
· If you want to speak with someone who is not directly involved in this project, or if you have questions about your rights as a participant, contact the DNP Program Dean at dnpdean@chamberlain.edu. 
 
The following project has been reviewed by the Chamberlain College of Nursing and prescreened as a practice-change/ quality improvement project in collaboration with the Chamberlain University Institutional Review Board. 
Authorization for Photography or Videography (Optional)
I give permission for photographs or videotapes of me to be used in this project:  
 __________ (initials)  
I DO NOT give permission for photographs or videotapes of me to be used in this project:  
___________ (initials) 
Consent Statement
I have read this form and the project has been explained to me. I have been given the opportunity to ask questions and my questions have been answered. If I have additional questions, I have been told whom to contact. I agree to participate in the project described above and will receive a copy of this consent form after I sign it. 
 
______________________                    ___________________________  
Signature of Participant 	 	 	    Date   
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