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Group Protocol Proposal on Risky Drinking and Cardiovascular Disease 

 Alcohol consumption and its relationship with the cardiovascular (CV) system has been 

well studied (Piano, 2017; Criqui & Thomas, 2017; Tangney & Rosenson, 2020). There is 

growing evidence showing negative effects of alcohol consumption on the CV system (Stewart, 

Manmathan, & Wilkinson, 2017; Whitman, Agarwal, Nah, Dukes, Vittinghoff, Dewland, & 

Marcus, 2017). 

Section One 

Risky drinking is defined as eight or more alcoholic drinks a week for females, and 15 or 

more alcoholic drinks a week for men (Substance Abuse and Mental Health Services 

Administration (SAMHSA), 2017). In relation to the cardiovascular system, risky drinking can 

add to developing atrial fibrillation, myocardial infarction, congestive heart failure (Whitman, et. 

al., 2017), hypertension, stroke, and cardiomyopathy (Piano, 2017), among other cardiovascular 

diseases (CVD). Therefore, risky alcohol consumption and its relationship to CVD is important 

to address in patients. 

To address the needs of this population in a group setting, it is important to place 

parameters on the group. In this group, adults ages 21 and older with a co-morbid diagnosis of 

CVD would be included. The group would be small, eight to 15 patients (American 

Psychological Association (APA), 2019), and would be a combination of an educational and a 

process group (Psychological Services of Charlotte, 2017). The group would be a closed group, 

that is, all patients start and end the group at the same time (APA, 2019); and run for six weeks at 

90 minutes a session (APA, 2019). Each week a CVD and its relation to risky drinking would be 

covered.  
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Section Two 

The proposed group treatment protocol would consist of six shared medical appointments 

done in an outpatient setting. The group would be scheduled just as a regular PCP appointment, 

that is, during normal office hours. The patients in the group would be identified by the Primary 

Care Provider (PCP) as those who would benefit from a group setting. According to the 

American Academy of Family Physicians (AAFP) (2020), shared medical visits are voluntary, 

provide better access for patients to their physician, and include other members of the health care 

team, such as a nurse and a Behavioral Health Consultant (BHC). They are a great way to 

improve patients’ self-care of their chronic diseases.  

Each meeting would include a review of the group rules, a patient check-in period where 

each patient gets to share how they did with their disease for that week, vital signs completed by 

a nurse, and individual time with the PCP. Group rules include confidentiality, dignity, privacy, 

and zero tolerance for any type of intimidation, and zero tolerance for coming to group under the 

influence of alcohol or other mind-altering drugs (APA, 2011). Depending on group size this 

may take 30 minutes or more, with concurrent time for education on both CVD and harm 

reduction as it relates to alcohol consumption (Stout, 2009).     

 The Alcohol Use Disorders Identification Test (AUDIT)-C (SAMHSA, 2020) would be 

administered at Week One and then again at Week Six to measure any changes in patients’ 

drinking patterns, positive or negative. The AUDIT-C is a three-question self-assessment that 

provides information on a person’s drinking pattern. Developed by the World Health 

Organization (WHO), it reliably shows hazardous, or risky, alcohol consumption patterns or 

have an alcohol use disorder. 
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Each week a different CV disease would be discussed: hypertension, stroke, 

cardiomyopathy, congestive heart failure, myocardial infarction, and atrial fibrillation. Education 

on each disease would be provided by the PCP, along with brochures about each disease topic 

(American Heart Association, 2020). A baseline screening for cardiovascular disease would also 

be completed. The American Heart Association (2020) has several of them. Biopsychosocial 

support and education would be provided by the BHC.  

The following is an outline of the six weeks: 

Week One: What is risky drinking, relationship between alcohol use and CVD, with a 

focus on hypertension. PCP will discuss relationship between alcohol and CVD. NP will discuss 

risky drinking, administer AUDIT-C, and administer cardiovascular self-assessment.  

Week Two: Harm reduction and alcohol use, relationship between alcohol use and CVD, 

with a focus on stroke. PCP will present relationship between alcohol and stroke. NP will present 

harm reduction strategies, lead group discussion time. 

Week Three: Harm reduction and alcohol use, relationship between alcohol use and 

CVD, with a focus on cardiomyopathy. PCP to present relationship between alcohol and 

cardiomyopathy. NP will present harm reduction strategies, lead group discussion time. 

Week Four: Harm reduction and alcohol use, relationship between alcohol and congestive 

heart failure. PCP to present relationship between alcohol and congestive heart failure. NP will 

present harm reduction strategies, lead group discussion time. 

Week Five: Harm reduction and alcohol use, relationship between alcohol and 

myocardial infarction. PCP to present relationship between alcohol and myocardial infarction. 

NP will present harm reduction strategies, lead group discussion time. 



GROUP PROTOCOL PROPOSAL 5 
 

fibrillation. PCP to present relationship between alcohol and atrial fibrillation. NP will 

present harm reduction strategies, administer AUDIT-C, wrap up the series, lead group 

discussion time. 

The importance of patient education, risky alcohol consumption, and cardiovascular 

disease should not be underestimated. Matsumoto, Miedema, Ofman, Gaziano, & Sesso (2014) 

discuss the difference between low and moderate alcohol use versus heavy, or risky, drinking. 

Literature shows that small amounts of alcohol may be cardio-protective (Criqui & Thomas, 

2917; Piano, No Year). Therefore, education on the reduction of alcohol consumption, plus the 

education on cardiovascular disease, is paramount. 

The group would be an interactive group, as opposed to lecturing to present education. 

The group is there to help one another, to offer support, and patients can offer their own 

experiences as they relate to the topic. Group members hold each other accountable (APA, 2019) 

for their own goals. In that way, the balance of power shifts from the BHC to the group itself.  

Another part of education provided by the BHC is harm reduction therapy as it relates to 

alcohol use. Patients set their own goals, and the BHC meets each of them where they are. 

Research shows that when patients set their own goals, as opposed to the doctor setting them, 

patients are more likely to succeed (The Harm Reduction Therapy Center (CHRT), 2020). Harm 

reduction therapy ties together the mental health aspects of the group. It is a group of 

interventions aimed at reducing the effects of problem behaviors (Logan & Marlatt, 2010).  

  Using the Biodyne Model, it would be important to learn from each patient not only the 

operational diagnosis, which would answer the question “why now?” (Cummings & Cummings, 

2013, p. 26) but also the implicit contract, which answers the question “what for?” (Cummings & 

Cummings, 2013, p, 76-78). Also using the Biodyne Model, it will be important to roll with 
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whatever resistance may be encountered from a patient (Cummings & Cummings, 2013, p. 34). 

In that way, the BHC could gauge where the group is in wanting to change, be able to treat more 

than just symptoms, but truly manifest life change in these patients (Cummings & Cummings, 

2013, p. 18-19). 

Shared resources include the American Heart Association, the Centers for Disease 

Control and Prevention (CDC), and The Heart Foundation. Each of these websites have valuable 

information and have their own lists of resources within each website. And they all have tools 

that patients can use to help them understand their disease.     

 Follow-up sessions would be one-on-one as needed by each patient. These would most 

likely be monthly, based on patient need. Depending on the number of patients identified by the 

PCP as having these co-morbid diseases, another group using the same format may be required. 

Of course, the PCP has the option of repeating the series of group visits with the same patients if 

the PCP believes it would be helpful. 

Section Three. 

There are advantages and benefits to using this proposed group protocol. First, there are 

the advantages to the patients. Increased knowledge of their disease, improvements in self-care, 

increased patient satisfaction, and improved patient outcomes (AAFP, 2020) are but a few. These 

benefits are, of course, invaluable. 

The second is in the decrease in morbidity and mortality. CVD is the number one cause 

of death in the United States, with one in four deaths attributable to CVD. That is 647,000 people 

a year, or one death every 37 seconds (CDC, 2019). These are truly staggering numbers. And as 

of 2010, 62,000 men and 26,000 women died of alcohol-related causes; it is the third leading 

cause of death in the United States (National Institute on Alcohol Abuse and Alcoholism, 2020).  



GROUP PROTOCOL PROPOSAL 7 
 

The third is financial. Medical expenses attributed to risky drinking are upwards of $28 

billion (SAMHSA, 2020), and lost workplace productivity comes in at $179 billion. CVD costs a 

staggering $219 billion a year (CDC, 2019), which includes medical expenses and lost 

workplace productivity. If these numbers could be whittled down to just one person, it would 

come to $3,385 per person. So, on a community health level, the savings are worthwhile. 

Finally, there is the savings in time and money on the individual practice level. If one 

considers an average PCP visit is 15 minutes in length and 15 patients are being seen, that is a 

BHC, that will add on another five to 7.5 hours. That is more hours than is in a clinic day. 

Having a group that addresses the same number of patients in a 90 minute a week format would 

save a large amount of clinic time, and aid in reducing provider burnout. 

And since each patient is being seen by both the PCP and the BHC, billing would be the 

same evaluation and management (E/M) codes used normally in practice (AAFP, 2020). The 

PCP and the BHC may be able to bill separately since the E/M codes are different for medical 

and mental health. Therefore, an increase in practice revenue would be seen.  

So far, it seems as if this shared medical appointment group fits the Aims of the Triple 

Aim: reducing costs, increasing patient satisfaction, and improving population health (Institute 

for Healthcare Improvement, 2020). But there is a fourth Aim, that of provider burnout. Provider 

burnout includes the provider’s staff as well (Bodenheimer & Sinsky, 2014). By offering shared 

medical appointments, it helps the staff by decreasing the number of separate appointments that 

need to be scheduled, by synchronizing workflow, and by ensuring that staff are well trained on 

this new way of providing appointments.  

Offering a group with a combined shared medical component benefits not only patients, 

but providers, staff, and the population as a whole, as it aims to reduce co-morbid diseases and 
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increase quality of life. Offering a group on risky drinking and cardiovascular disease can both 

save lives and improve patient quality of life as a whole. Therefore, this proposed group protocol 

should function well in an outpatient primary care setting.  
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