Brief Addiction Monitor (BAIM)
Manual for Use in SUD Group Treatment

For non-VA clinicians

Dominick DePhilippis, PhD, Jessica Goodman, PhD, Keitha Beamer,
MSN, CNS, CARN-AP & Stephanie Bloedorn, LCSW, SACIT

CENTER OF EXCELLENCE IN SUBSTANCE ABUSE
TREATMENT AND EDUCATION (CESATE)

Draft Version 5-7-2014

PHILADELPHIA CESATE

Philadelphia VAMC
3900Woodland Avenue

Philadelphia, PA19104

Phone: 215.823.5800

For more information, contact: Dominick.DePhilippis@va.gov




Brief Addiction Monitor (BAM): Manual for Use in SUD Group Treatment

What is the BAM?

The Brief Addiction Monitor (BAM) (Cacciolaetal., 2013) is comprised of 17 items that assess three functional
domainsina group member’slife: (1) RISK factors associated with relapse or worsening addiction severity, (2)
PROTECTIVE factors associated with the initiation and maintenance of sobriety, and (3) USE of alcohol and other
substances. Itemswere selected forinclusion inthe BAMbecause of their empirically-derived relationship to
substance misuse. With repeated administrations of the BAM, the group member and clinician can evaluate the
degree towhich change inthe item-level data correlates with change in substance misuse. Furthermore, the
presence of Risk factors and absence of Protective factors caninform treatmentadaptations to reduce Risk and
augment Protection with the goal of reducing substance misuse. The BAM and support materials are available
at the following web address:
http://www.mentalhealth.va.gov/communityproviders/clinic_sud.asp#sthash.6tfFySV6.dpbs —Click on Assessing fora
Substance Use Problem and then Assessing Addiction Problem Severityforinformation on the BAM.

How isthe BAM used in treatment planning?

The BAM can be usedin both treatment planningand progress monitoring. Aninitial BAMcan help identify
appropriate foci of treatment. The providerand group memberare then able to generate problem statements
and goals based on BAM data. For example, ifaBAM indicatesthatthe drank alcohol on 15 days in the past 30,
atreatment goal might be that the group member will indicate he/she will notdrink more than 4 daysin the
next 30 days, and if the BAM shows that the group member wasin risky situations 8timesin the past month,
the goal would be toreduce that number. Interventions canthen be selected thatare appropriate forthose
goals, such as Contingency Management (Petry, 2012) to initiate and maintain abstinence from substances and
12 Step Facilitation (Nowinski & Baker, 2003) to increase self-help group attendance. Providers and group
members should select the most relevant BAMitems toindividualize the treatment plan forthat particular
group member. The document “Treatment Planning with the BAM” contains further details on using BAMdata
to identify strengths, problem statements, goals and interventions. Subsequent BAMdata thenalso allows the
providerand group memberto assess progress the group memberis making toward stated goals. A treatment
planinformed by the patient’s BAMdata helps make the planindividualized, measurable, time-bound, and
strengths-based (all of which are The Joint Commission (TJC) concerns).

How is the BAM used in progress monitoring?

To use the BAM as a progress monitoring tool, the BAMwould be administered at the initial visitand then at
subsequentvisits. The original BAMis designed to assess progress every 30days, while the BAM-IOP is intended
to assessona weekly basis [Fora copy of the BAM-IOP or 7-day BAM, contact: Dominick.DePhilippis@va.gov. The
data fromthe BAMisthen enteredinto aspreadsheetthat generates eitheragraph or numerical data chart.

A group member’s BAMdata can be representedin graphs thatillustrate change inthe item level data. For
example, Graph #1 depicts thatin the 30 days preceding each of the first two monthly BAMadministrations, the
group memberreported drinking on 25 days and 28 days (of which 20 and 24 days, respectively, were heavy-
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drinking days). Likewise, Graph #2 indicates that the group member has participatedin self-help groupson 6
and 5 daysinthe 30 days preceding each of the first two monthly BAM administrations.

Sharingthese graphs with the group member, the clinician can elicit the group member’s perspectiveon the
clinical implications of the data, e.g. what changes, if any, the group memberis considering. Moreover, the
clinician and group member could consider hypothesized relationships between these variables that can be
testedviatreatment plan adaptations, e.g. doesincreasing his/her participation in self-help correlate with
decreaseddrinking. Graph #3 depicts how such a hypothesized relationship between a group member’s alcohol
use and self-help involvement might be confirmed by subsequent BAMadministrations.

How are graphs or tables prepared from BAM data?

Graphs:

BAM data can be summarized by creating graphs in Excel that allow Group membersto see the changesin
scoresovertime. Seethe “BAM Scoring Template Standard Operating Procedures (SOPs)” document for
guidelines on entering BAMdata into Excel and generating graphs of changesin BAM item scores overtime.
Graphs 1, 2, and 3 below show examples of graphed results. Infocus groups, group members have indicated
that they find the graphs very helpful in examining changes overtime (Drapkin et al., 2010). Graphs can be
generated for each question onthe BAM (e.g., Graph 2 below), orone graph can show multiple questions
together(e.g., Graph 3 below). Some group members might find more complexgraphs too confusing.

Our recommendationistorun the graphs for each question (or questions that gotogethersuch as Graph 1
below), andideally show them on the computerratherthan printingthem out each session (save time and
paper!). If youdo not have accessto a computerinthe group session, group members could fill in theirown
graphs at each time point. The group leadershould provide blank graphs foreach question and then ask the
group members to use their BAM responsesto puta dot on the graph correspondingtotheiranswer, and then
draw a bar around itorjustlink the dots with lines. Group members orgroup leaders can hold onto these charts
and have group membersfill in the graphs after each BAM.

Depending on which type of BAMyou are using (30-day vs. 7-day), you will need different types of blank graphs
for group memberstofillin. (Forthe BAM Soring Template forthe 7-day BAM, contact:

Dominick.DePhilippis@va.gov).

Tables/Charts:

BAM data can alsobe summarizedinachart or table using Excel that shows all of the data in numerical form.
See “BAM Scoring Template” Excel file.

Giventhe amount of numberson the chart, group members may be overwhelmed by the amount of data. The
chart view can be simplified by placing a blank piece of paperoverthe items not being discussed at the time and
slidingitdown toexamine eachiteminturn.
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The chart can alsobe filledin by hand ifa computeris notavailable inthe group meeting, orforquicker
turnaround of results. Ablankchart (Tables 1 and 2 below- choose which style you prefer) can be given to each
group member, who can thenfill inthe numerical responses he/she gave onthe BAM.

Each group should be consistentin what style it uses, so group leaders should choose the stylethey feel most
comfortable working with, whichin turn will help group members feel more comfortable with it.

THE BAM IN GROUP THERAPY

How can the BAM be used in group therapy?

The BAM can be eitherone aspect of an ongoing group, within yourexisting curriculum, oritcan become the
central theme of an ongoing group, wherein group members complete the BAM, discuss results and changes
overtime, and then focus psycho-education and group discussion on particularrisk and protective issues that
group members are dealingwith orneed work on. Counselors can keep a set of resources and materials
prepared to address various topics such as sleep hygiene, coping with cravings (e.g., Carroll, 1998),
communication skills, etc. Addressingeachrisk orprotective factor onthe BAM would comprise astrong
recovery program. Howeverthe BAMisusedingroup, an introduction to the BAM is vital for generating group
members’ buy-intothe ideaand importance of it.

An introduction to the BAM shouldinclude:

1) Descriptionoftheinstrument (17 questions;topics -e.g., use, cravings, health, support; completion
time:5-10 minutes)

2) Frequency of administration (i.e., weekly or monthly)

3) Barriersto completion (e.g., literacy, visualimpairment)

4) Rationale forusingit(helps usevaluate your progress, suggests areas of need, helpsidentify risks before
arelapse occurs)

When the BAM isthe central component of the group, the BAM-IOP version (covering the prior 7days) should
be used and BAM feedback should be provided within the same session. Itisthus extremely helpful to have
access to a computerinthe group room. If thereisno such access, itis feasiblethateach group membercould
entertheirown dataintoa graph or chart that they then use to examine theirresults (seeabove forgraph/table
creationinformation).

How is the BAM used as a central componentina group?

The BAM can serve as the central or core component of an ongoing group, with complementary topics
addressedinrelationto BAMitems relevantto group members ata giventime.

1) Orientationtothe BAM: Priorto enrollmentinthe group, the therapist meets with each group member
to explainthe BAM, how the BAM will be usedin group (including the sharing of dataamonggroup
members), and group rules and schedule. The therapistand group member also discuss the group
member’s expectations of treatment and his/her perspective on customized treatment as well as being
in group with members who might not share theirvaluesinrecovery, i.e. members who have notyet
initiated oreven committed to abstinence.
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Duringthis orientation session, the group member would complete his/her first BAM assessment
(examiningthe group member’s past 30days) and receive the resultsin graph ortable format. The data
(fed back to the group memberinan MET-consistent manner; see Miller, 1995) helpsinforminitial
treatment planning. Since the data at this time consists of only one data point, the group leadercould
share a de-identified example of graphs or a table with multiple data points to show how BAM data can
change overtime (See graphs 1-3).
Completingthe BAM: Foreach group meeting, group members spend the first 5to 10 minutes of group
completingahardcopy of the BAM-IOP (providing datarelevant to the past 7 days). The group members
handin theircompleted BAMs tothe group leaderwho then enters theirdatainto the Excel Scoring
Template. Data entry may be done by an assistantor by the group leaderduring check-in (seestep4).
For group members with reading/visual impairments, the BAMis conducted as an interview with data
entered directly into the Excel Scoring Template. If no computeris available during group, when group
members have completed the BAM, they can then transfertheirresponsesto graphs or tables provided
by the group leader. Itiscritical that group members receive immediate feedback when using the BAM-
10P.
Check-in: Asgroup members complete their BAMs, they also complete averbal check-in—announcing
to the group how theirrecovery has proceeded since the prior meeting. The check-in mightinclude how
they are feeling, any substance use, what good copingskills they used, and following up on things
discussedinthe priorgroup. Check-insalsoallow for group members to raise issues that might not be
covered onthe BAM, such as legal involvements. These issues should be attended to during each group
member’s progress review. Group leaders might keep track of additional topics by notingthemon aflip
chart or white board.
Sharingresults: Graphs of each group member’s data are shared among members of the group, one at a
time. Agroup rule should be established forthe order of sharing, which might be by volunteer, by order
of severity, alphabetically, etc. Discussionisthenbegunabouteach group member’sresults. Together,
the group can examine whatis going up, whatis coming down. Motivational Interviewing (Ml; Miller &
Rollnick, 2013) is a useful means of having group members talk about theirresponses. Overthe course
of the group session, each group member shares his/her results, with interactive discussion about each
person’s progress and challenges, and how that might relate to others’ experiences.
=  One of the main benefits of agroupis havingthe power of people facing similarchallenges.

Harness this powerby letting group members provide support for each otherand help teach

each otherfromtheir own successes. Channel discussion and provide structure, butallow

group memberstolearnfrom each other. This helpsincrease buy-inand also builds self-

efficacyinthose who help “teach.”

=  Group members maydecline toshare theirweekly data, but those that consent have their
graphs displayed fordiscussion by the group. For those thatdecline toshare theirdata, an
individualtherapy session subsequent to the group meeting may be convened.

Usinga blend of Ml and CBT skills, the therapist facilitates agroup process focusing on social supportfor
change, problem solving, and goal-setting.
Several techniques can be deployedin this effort:



a. Brainstorming
i. Group membersbrainstormideas forcoping with situations such as contact with friends
whosstill use (risky situations), how to attend more 12-step meetings (self-help
attendance), how to getinvolved in more meaningful activities
b. Decisional balance (Miller & Rollnick, 2013)
i. Examine the pros and cons of changingand not changing for behaviors such as use,
continued participation in treatment, medication adherence.
c. Ml importance and confidencerulers (Miller & Rollnick, 2013)
i. Usedto examine and build motivation for change
d. Discussion of goalsand values supportive of change
i. Discussshortand longerterm life goalsinterms of use, work, relationships, etc.
e. Valuescardsort technique (Miller, C’'de Baca & Matthews, 2001)
i. Helpsidentify discrepancy between group member's values and behaviors in orderto
increase motivation forchange
f. Functional analyses of behavior (Carroll, 1998)
i. Examiningwhatemotionsand situations trigger and reinforce certain behaviors such as
cravings, using, arguments with others
g. Psychoeducationregardingsleep hygiene, physical health and affect management, and coping
with craving, nature of addiction, physiology of addiction and recovery
i. Clinician can provide psycho-education, use opportunities when they arise to address
relevanttopics, forexample teaching breathingand progressive muscle relaxation
techniques
ii. Group memberscan alsoshare what they have learned about certain topics and what
has helpedthem
iii. Resources: Matrix model
h. Homework
i. CBT(Carroll, 1998)
ii. functional analysis (Carroll, 1998)
iii. self-monitoring
iv. journaling
v. considerprogresson homeworkasa Check-initem

How is the BAM used as a component ina group?

The BAM can be used as a supportingelementin an existing group curriculum, ideally on amonthly basis to
maximize the utility of the 30 day timeframe of the original BAM. Ideally, feedbackis provided within the same
group session. If nocomputeris available, BAMgraphs or charts may be completedin group by the group
members themselves (see above forinformation on creating graphs and tables). Ifthe BAM isgiven monthly, it
isacceptable, if notideal, thatfeedback be provided the week after the BAMis completed.

1) Orientationtothe BAM: Priorto enrollmentinthe group, the therapist meets with each group member
to explainthe group, includingthe BAM, how the BAM will be used in group (including the sharing of
data amonggroup members), and group rules and schedule, as wellas any other expectations or group
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procedures. Atthe start of each BAM-focused group session, an orientationtothe BAMwould be
provided to those who are new to the group and as a refresherforthose continuinginthe group.
Completingthe BAM: The group leaderwould distribute paper copies of the BAM for group members to
complete

Feedback: Ideally, feedback would be available within that same group session (perhaps by having group
members complete theirown graphs ortables). Otherwise, before the next group session, the group
leader would enterBAMdatainto Excel. The group leader would then prepare handouts of group
member’sresults, eitherin graph or table form.

In the same session orat the start of the following group session, the clinician distributes to each group
memberthe graphs or table of his/her BAM data. The group leadershould next explain how to
understand and interpretthe resultsand demonstrate how to set goals based on theirresults.

Group memberswould then be invited to share theirthoughts on the implications of theirdataand
solicit supportfrom the group with respect to Risk-reduction and augmentation of Protective factors.
Interventions targeting specificneeds could be included within a menu of options from which group
members mightselectforinclusionin theirtreatment plans (see below forsuggested treatment/referral
optionsforeachitem). If the group doesa Check-in, group members can relate the Check-into
discussion of their progress on the goals that were generated from the BAM.

The remainder of the group session orany part thereof can be dedicated to discussing changesin BAM
scoressince the last month, setting goals, discussing progress toward goals, or providing education on
relevanttopics of risk management/recovery skills. Usingablend of Ml and CBT skills, the therapist
facilitates agroup process focusing on social support for change, problem solving, and goal-setting.
Various techniques can be deployedinthis effort (see #6 inthe above sectionfordetails).

BAM data can bereferredtoininterveningsessionsto support othercurriculum elements.

EXPLORING THE RELATIONSHIP OF BAM ITEMS TO RECOVERY

End users are strongly encouraged to attend to the item-level databecause they have direct implications for
treatment planning. That is, they identify specificareas of need or resources the patient brings to bear in
his/herrecovery. Although each functional domain (i.e. Risk, Protective, & Use) has an associated composite
score which serves as cross-sectional marker of clinical status, additional psychometric evaluation of these
scores is needed before they can be more extensively applied to clinical decision-making.

Below are some suggested questions that might help move discussion forward on particular BAM items:

Item #1 (Physical Health), #2 (Sleep Problems), and #3 (Mood Problems):

What are the group member’s specificconcerns in each area?

In what ways are the group member’s concerns related to his/her substance misuse?
(Consideragraphthat tracks change in each.)

What steps has the group member already taken to address his/her physical health, sleep, and/or mood
concerns?

What otheroptions are available forthe group memberto considerin having his/her physical health,
sleep, and/or mood concerns addressed?



Items #4 (Alcohol Use), #5 (Heavy Alcohol Use), #6 (Other Drug Use), and #7 (Specific Substances):
What are the good and not-so-good things about your use?
What will happenif youruse doesn’tchange?
What will happen if you decrease youruse?
To what doyou attribute any increases and decreases you’veseeninyouruse?
How have you cut down successfully in the past?

Item #8 (Craving):
What is your understanding about how craving works?
(Withthe group member’s permission, the clinician can provide some education on how cravingisa
conditioned response).
In what ways have you responded successfully (with abstinence) to your cravingin the past?
The clinician could provide a menu of options for craving management, e.g. CBT-based skills training,
pharmacotherapies (naltrexone, disulfiram, acamprosate, Suboxone®, methadone), other EBT-based
toolssuchas 12-step sponsorship.

Item #9 (Confidence to be Abstinent)
What makesthe group member confident?
What could helpincrease the group member’s confidence?
Evaluate episodes of success from the group members past.

Item #10 (Self-help Involvement)
What self-help groups has the group member experienced?
What is the group member’s perspective on the 12-step approach to recovery?
In what ways has self-help participation assisted the group member with his recovery?
How might the group member benefit furtherfrom self-help involvement?

Item #11 (Risky Situations)
What is the group member’s understanding of triggers/cues?
(Withthe group member’s permission, the clinician can provide some education on how triggers emerge
and can be managed).
What are the group member’s triggers?
In what ways has the group member responded successfully (with abstinence) totriggersin the past?

Item #12 (Spirituality)
What is the group member’s spiritual belief system?
In what ways is substance misuse discrepant with the group member’s spiritual beliefs?
In what ways does spirituality contribute to the group member’s recovery?
How hasthe group member’s spiritual beliefs assisted with his/her recovery in the past??

Item #13 (Gainful Activities)
How does the group memberspend his days?
What is the group member’s perspective on the role of structured daily activitiesin sobriety?
What are the group member’s vocational, educational, and volunteering interests?
What has the group memberdone in pursuit of these interests?
If disabled, how might the group member structure his day if notvia employment?



Item #14 (Legal Income)
What are the group member’s sources of legal financial support?
How doesthe group member’sinvolvementinillegal sources affect his recovery?
How importantisitto the group memberto be legally self-sufficient?
How confidentisthe group memberinachieving legal self-sufficiency?

Item #15 (Interpersonal Conflict)
What isthe relationship between the group member’sinterpersonal conflicts and his/her substance
misuse?
How has the group member successfully managed interpersonal conflictsin the past?

Item #16 (Interpersonal Support)
Who doesthe group memberidentify asmembers of his sobersupport network and whatis the nature
of the support they provide, i.e. assistance with practical needs, sources of encouragement, assistance
with environmental control, etcetera?
In which functional domains (physical health, mental health, vocational/financial, housing, legal,
recreational, spiritual) do social supportappearto be lacking?
How mightthe group memberincrease the numberof and/orfrequency of contact with of network
members?

Item #17 (Recovery Satisfaction)
With which elements of the group member’s recoveryis the group member satisfied and dissatisfied?
What is the discrepancy between the present status of those elements and how the group member
would preferthemtobe?

Clinical guidelines/treatment indications:

Specific BAM items might indicate modifyingtreatment in particular ways. Below are some recommended
treatment and referral ideas for each BAM item.

e Use:
o Any alcohol use (item #4)
o Heavy alcohol use (item#5)
o Anydrug use (item#6)
= Anyincreases or plateaus in the item scores should be functionally analyzed for
existingtriggers and contingencies, while decreases should be acknowledged and
praised.
= pharmacotherapy
= higherlevel of care
= motivational interviewing (Miller & Rollnick, 2013)
= functional analysis (Carroll, 1998)
= harm reduction work (Marlatt, Larimer, & Witkiewitz, 2011)

= Contingency Managementto assistthe group member with initiatingand maintaining
early abstinence (Petry, 2012)
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e Risk Factors: High scores or rising scores might call for further examination and clinical attention, e.g.
refer for medical or mental health consulation, add CBT or relapse prevention skills training.
o Cravings (item #8)
= Medications can help reduce cravings, consider referral to psychiatry
= CBT skillstraining for craving management ( e.g. Carroll, 1998)
= Cue exposure (Drummond, Tiffany, Glautier, & Remington, 1995)
o Physical Health (item #1)
= Referal to primary care
o Sleep(item #2)
= CBT-I (Edinger & Carney, 2008);
= Referral to primary care
= Referral to psychiatry
o Mood (item#3)
= Assess suicidality
= Referral to mental health
= Referral to psychiatry
o Risky situations (item#11)
= Cue exposure (Drummond, Tiffany, Glautier, & Remington, 1995)
=  CBT (Carroll, 1998)
o Family/social problems (item #15)
=  Communication skillstraining
= Assertivenesstraining
= BCT (O’Farrell & Fals-Stewart, 2006)

e Protective Factors: Low scores or decreasing scores might call for further examination and clinical
attention, e.g. treatment plan might include building sober support networks, 12 step facilitation, or
work with a case manager for work or income assistance.

o Self-efficacy (item#9)

= Assertivenesstraining

=  Communication skills
o Self-helpbehaviors (item #10)

= 12-step facilitation (Nowinski, Baker, & Carroll, 1992)
o Religion/spirituality (item #12)

= Exploring how religion/spirituality interacts with recovery
o Work/school participation (item #13)

=  Employment assistance

= CWT
o Adequate Income (item #14)

= Income assistance- social work
o Sober support (item #16)

= Helping build sober support network
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Graph #3: Change in Alcohol Use and Self-
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Table 1. Chart for BAM data entry.

Name: Intake F/U#1 F/U #2 F/U#3 F/U #4 F/U#5 F/U #6 F/U#7 F/U #8
DATE:

BAMQ1: Health Problems
BAMQ2: Sleep Problems

BAMQ3: Mood Problems

BAMQ7A: Marijuana Use

BAMQ7B: Sedative/Tranquilizer Use
BAMQ7C: Cocaine/Crack Use
BAMQ7D: OtherStimulant Use
BAMQYE: Opiate Use

BAMQ7F: Inhalant Use

BAMQ7G: Other Drug Use

BAMQS: Cravings

 BAMQLL RiskySituations | | | | | | | | |

| BAMQIS: Argumentswith Family/Friends |} | | | | | | | | |

BAMQ17: Satisfied with Recovery
RISK for USE

Note:the colorcodingis usedto show which items correspond to each composite score.



Table 2. Chart for BAM data entry, sorted by factor.

Name:

Intake

F/U#1

F/U #2

F/U#3

F/U #4

F/U#5

F/U #6

F/U#7

F/U #8

DATE:

BAMQ7A: Marijuana Use

BAMQ7B: Sedative/Tranquilizer Use

BAMQ7C: Cocaine/Crack Use

BAMQ7D: Other Stimulant Use

BAMQYE: Opiate Use

BAMQ7F: Inhalant Use

BAMQ7G: OtherDrug Use

BAMQ1: Health Problems

BAMQ2: Sleep Problems

BAMQ3: Mood Problems

BAMQS8: Cravings

BAMQ11: Risky Situations

BAMQ15: Arguments with Family/Friends

RISK for USE

BAMQ17: Satisfied with Recovery

14
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