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Report of the
Joint Subcommittee Studying

Admission of Minors to Psychiatric Facilities
To

The Governor and the General Assembly of Virginia
Richmond, Virginia

January, 1989

To: Honorable Gerald L. Baliles, Governor of Virginia,
and

The General Assembly of Virginia

AUTHORITY FOR THE STUDY

House Joint Resolution No. 97, agreed to by the 1988 Session of
the General Assembly, authorizes a joint subcommittee to examine the
current law governing the admission of minors to psychiatric
facilities and to develop such recommendations for improving the
process as it determines to be necessary. The joint subcommittee is
specifically directed to review the effects of current commitment
statutes on the rights of minors and their parents, the efficacy of
separate commitment laws for minors and adults, and the relationship
between the availability of community services and the incidence of
commitment of minors to inpatient facilities. The Joint Subcommittee
is directed to complete its work and present its recommendations to
the 1989 Session of the General Assembly. (Attachment 1)

BACKGROUND

The current focus on the issues presented by the admission and
treatment of minors began with the Joint Subcommittee on Mental
Health and Mental Retardation (HJR 10--1980; HJR 73--1982), which in
1982 studied Virginia's civil commitment laws. The Joint
Subcommittee determined that attention to the laws as they applied to
minors was needed but should be deferred while the basic statutory
scheme was examined. The State Hwnan Rights Committee assumed this
project with the appointment of the Task Force on the Commitment
Statutes Concerning the Psychiatric Hospi talization of Minors. The
task force reviewed current statutes and recommended revisions,
weighing state interests, parental interests, and minors' liberty
interests. The task force considered children's chronological
development and its effect on their decision-making skills and their
family dependency needs. The task force agreed that, while minors
have a liberty interest, it is qualitatively different from that of
adults, and that the standard of commitment should not be the same as
for adults. The task force issued its report in 1984, addressing
several major issues:

Informed consent requirements for voluntary admission of
minors--Current statutory law, which does not distinguish between
minors and adults, requires that minors give informed consent for
voluntary admission. If they ace incapable of giving such
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consent or object to admission, then they may only be admitted
pursuant to involuntary commitment proceedings. This process
does not account for the differences in minors' capacity to
consent to treatment as they mature and necessitates the use of
involuntary procedures for many children who are not capable of
informed consent but who are not objecting or who may even desire
hospitalization. The current law is frequently distorted to
avoid hearings for this latter group.

Procedures for involuntary placement of minors when they or their
parents refuse consent for admission--There is a need to account
for the differences in capacity among minors for exercising
autonomy and in their attendant liberty interests, balanced
against the relative responsibilities of parents and the state to
exercise authori ty which is appropriate to a minor t s age and
maturity.

Situations in which a judicial hearing is appropriate-
Intervention may be justified when one custodial parent consents
to admission and the other objects or when voluntary admission is
by anyone other than a parent, such as a guardian or agency.

Appropriateness of current commitment criteria--A child's liberty
interest is not the same as an adult' s; parents and the state
have a responsibility for a child's welfare. In addition, the
criteria of "unable to care for himself" is confusing as applied
to children.

Clarification of procedures for admission to private
hospitals--Regulations of the Department of Mental Health, Mental
Retardation and Substance Abuse Services (DMHMRSAS) governing
admission of minors apply only to state-operated facilities.

In 1985, a legislative proposal was developed based on the
recommendations of the task force, but action on the bill was delayed
to deal with concerns of the Office of the Attorney General. Work on
this legislation continued after the 1985 legislative session, with
the Virginia Bar Association's Committee on the Mentally Disabled and
the Institute of Law, Psychiatry and Public Policy at the University
of Virginia assuming the task in 1987. These latest efforts resulted
in HB 414, the Mental Health Treatment of Minors Act, introduced by
Delegate Warren Stambaugh in the 1988 Session of the General
Assembly. That legislation was carried over to the 1989 Session by
committee for more detailed consideration in the study authorized by
House Joint Resolution No. 97.

ACTIVITIES OF THE JOINT SUBCOMMITTEE

In responding to its charge as set forth in HJR 97, the joint
subcommittee reviewed current law governing the commitment of minors
and past efforts at addressing these issues. It reviewed the
findings and recommendations of the State Human Rights Committee's
Task Force on the Commitment Statutes Concerning the Psychiatric
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Hospitalization of Minors with the task force chairman, Dr. Beth
Merwin. The task force's findings are discussed above.

The joint subcommittee reviewed the history of the development of
the Mental Heal th Treatment of Minors Act, introduced and carried
over in 1988 as HB 414. Professor Richard Bonnie, Director of the
Institute of Law, Psychiatry and Public Policy, John S. Battle
Professor of Law at the University of Virginia and chair of the
Virginia Bar Association Committee on the Mentally Disabled, which
developed the legislation, described its provisions, comparing them
to the recommendations of the task force. Working on the premise
that there is consensus that the commitment process for minors
requires improvement, Professor Bonnie reviewed the range of
approaches available for hospitalizing minors, highlighted the key
issues that must be resolved in any approach, and explained how HB
414 deals with these issues.

The joint subcommittee agreed that it needed to gather data on
current practices and policies regarding the commitment of minors in
both the public and private sectors in order to determine the extent
of any problems posed by the current statute and practice. Such a
study was undertaken by the Institute of Law, Psychiatry and Public
Policy, with the assistance of the Department, of Mental Health,
Mental Retardation and Substance Abuse Services and the Virginia
Hospital Association. The findings are discussed in detail later in
this report.

The Department of Mental Health, Mental Retardation and Substance
Abuse Services (MHMRSAS) provided assistance and information to the
joint subcommittee throughout the study. .Responsible for
administration of public psychiatric facilities and for licensure and
certification of private psychiatric facilities in the Commonwealth,
the Department provided expertise and a useful perspective on the
issues presented. The Department assisted the joint subcommittee
with a survey of persons involved in the minors' admissions process
with regard to their view on current law and HB 414. The responses
provided a helpful initial focus on the issues.

The joint subcommittee benefitted from the informal comments and
formal testimony of medical, mental health and legal professionals in
both the public and private sectors. These included the Virginia Bar
Association and members of the judiciary; medical practitioners
appearing individually or representing the Division of Child
Psychiatry at MeV, the Richmond Psychiatric Society, and the Virginia
Council of Child Psychiatry; the Virginia Hospital Association; the
Institute for Law, Psychiatry and Public Policy of the University of
Virginii;l; state agencies including the Department of MHMRSAS, the
Office of the Attorney General, the Office of the Executive Secretary
of the Supreme Court of Virginia, the Department for Children and the
Department for Rights of the Disabled; the Virginia Association of
Conununity Services Boards; advocacy groups including the Virginia
Alliance for the Mentally Ill, the Mental Health Association in
Virginia' and the Mental Health Association of Northern Virginia; the
American Civi 1 Liberties Uniorl and its Mental Heal th Law Proj ect; and
several parents of children cormnitted for inpatient mental health
treatment.
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THE LAW GOVERNING COMMITMENT OF MINORS

HISTORY

By the mid-70s, about one third of the states had statutory
prov1s1ons under which parents could admit their minor children to
mental institutions without judicial intervention. These were
considered "voluntary" admissions and the process was entirely
nonadversarial. Prior to 1976, the Virginia statute authorized the
voluntary admission of minors on the request of the parent or any
person standing in loco parentis to such minor. These laws were
justified by a pro-family rationale which defers to parental judgment
and by a therapeutic rationale which holds that sensitive treatment
decisions should not be made in an adversarial context. Legal
precedent exists to support this exercise of parental authori ty and
autonomyl, al though case law may also be cited which holds that in
certain instances the substantive rights of children have precedence
over the wishes of their parents. 2 The proponents of family autonomy
in commitment decisions were confronted, however, by a nwnber of
federal district court decisions in the mid-70's holding
unconstitutional provisions permitting parents to admit their
children "voluntarily" without procedural protections. The most
widely cited of these are J.L. v. Parham, 412 F. Supp. 112 (M.D. Ga.
1976) and Bartley v. Kremens, 402 F. Supp. 1039 (E.D. Pa. 1975).

The decision in the Parham case struck down as unconstitutional a
Georgia statute which had permitted parents or guardians to admit
children on a "voluntary" basis to state mental hospitals without a
hearing. The case held that such children were entitled to the
procedural due process safeguards of notice, opportunity to be heard,
and counsel. The Bartley case likewise held that the Pennsylvania
statute failed to provide adequate procedural safeguards to juveniles
prior to placement in mental health facilities. Children were held
to have a constitutionally protected liberty interest that could not
be waived by their parents; they were entitled to a formal adversary
hearing, notice, and counsel. The Pennsylvania legislature as a
result amended its mental health code to treat minors above the age
of 14 as adults for purposes of a voluntary admission. Virginia
amended its statutes similarly in 1976.

The civil libertarian trend begun by these cases was halted,
however, with the reversal of these decisions by the Supreme Court in
1979. The court decided both Parham v. J.R., 442 U.S. 584 (1979),
and Secretary of Public Welfare v. Institutionalized Juveniles, 442
U.S. 640 (1979), on the same day, holding that neither state statute
violated the due process clause of the Fourteenth Amendment. The
court in Parham applied a test balancing (i) the private interest
affected by the official action, (ii) the risk of loss of protection
of this interest through the procedures used and the value of
additional procedural safeguards, and (iii) the state's interest,
including burdens presented by addi tional procedural requi rements.
The court found that a child does have a liberty interest in not
being confined for treatment, but parents have an important interest
in the rearing of their children and a significant role in the
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decision to hospitalize them. The state likewise has an interest in
the appropriate use of mental health facilities. Parents may,
therefore, authorize the "voluntary" admission of their children.
However, the risk of error in the parental decision to
institutionalize a child for mental health treatment is significant
enough to warrant an inquiry by a "neutral factfinder" to determine
that statutory requirements are met. The court decided that this
process need not be a formal adversary hearing conducted by a
judicial officer; it may by conducted by the admitting physician.
The inquiry should include a psychiatric examination followed by
additional periodic review of the child's condition by someone free
to refuse to admit any child who does not meet medical standards for
admission. The court held that a more formal hearing would not
significantly reduce the risk of error. Finally, different
procedures for children admitted as wards of the state and those
admitted by their parents were found to be unnecessary.

The Parham case slowed a trend to a civil libertarian approach to
commitment of minors, but state statutes have remained distinct from
their pre-Parham form. An increasing number of states have amended
their voluntary conunitment statutes to provide that once a child
reaches a certain age, his parent may no longer admi t him on the
parent's petition alone without the child's consent. Some statutes
allow the child to voluntarily admit himself after a certain age.
Others require a· judicial hearing for a voluntary admission, not
relying solely on a medical screening. Discharge statutes have been
amended by a number of states. About one third of the statutes grant
a minor standing to request release. Most require that the request
be honored unless the minor is retained pursuant to involuntary
commitment procedures.

CURRENT VIRGINIA LAW

Virginia's commitment procedures now go beyond those required
constitutionally by Parham. Statutory provisions governing the
voluntary and involuntary admissions of minors to psychiatric
hospitals in Virginia do not distinguish between minors and adults.
Section 16.1-241 establishes the juvenile and domestic relations
district courts' exclusive jurisdiction over the commitment of
mentally ill minors and directs that such conunitment shall be in
accordance with the provisions of Title 37.1 with respect to such
commitment. The Department of Mental Health, Mental Retardation and
Substance Abuse Services has clarified the application of the statute
to minors with Departmental Instruction No. 60. However, this
instruction applies only to admission of minors to state mental
health facilities.

VOLUNTARY ADMISSION

Prior to 1976, the Virginia statute authorized the voluntary
admission of minors on the request of the parent or any person
standing in loco parentis to such minor. This provision was removed
from the statute in 1976 and commitment procedures for adul ts were
applied specifically to minors at this time. Currently, any person
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may be voluntarily admitted to a state hospital pursuant to § 37.1-65
if he is determined by the local community services board and a
physician on the staff of such hospital to be in need of
hospitalization for mental illness. Persons brought before the judge
on a peti tion for involuntary commitment must also be provided an
opportunity for voluntary admission pursuant to § 37 .1-65 if such
person is determined by the judge to be willing to accept and capable
of accepting voluntary admission. Departmental Instruction No. 60,
applying current provisions more specifically to minors, requires
that a minor's voluntary admission to a state hospi tal be upon the
signed application of the minor and his parents or legal guardian and
the informed consent of the minor. The instruction requires (i) that
the minor be capable of understanding that he is mentally ill and
that the hospital will be treating his mental illness and (ii) that
the minor be willing to have the hospital treat his mental illness
and to stay at the hospi tal for this treatment. The instruction
further specifies that each minor's ability to give such informed
consent must be individually determined by the admitting physician
based on factors including the minor's age, intelligence, maturity,
and degree of disturbance. The instruction, however, applies only to
admissions to state psychiatric hospitals, and not to private
facilities.

INVOLUNTARY ADMISSION

If a minor is found to be incapable of providing informed consent
for voluntary admission or if the minor objects to admission for
treatment, the minor may be hospitalized only pursuant to the
procedures set out in § 37 .1-67.1 et seq., which govern involuntary
admissions of adults. The statute provides for a"c.ommitment hearing
in which the respondent is represented by counsel. The respondent
must be examined by a licensed physician or psychologist, who must
certify that there is probable cause to believe that he is or is not
mentally ill, presents an imminent danger to himself or others and
does or does not require involuntary hospitalization. The community
services board must report as to whether the person is deemed to be
mentally ill, an imminent danger to himself or others and in need of
involuntary hospitalization, and whether there is no less restrictive
alternative to institutional confinement and must also provide
recommendations for the person's treatment. At the conclusion of the
hearing, the judge may order that the person be placed in a hospital
for treatment for a maximum of 180 days if he finds that the person
(i) presents an imminent danger to himself or others as a result of
mental illness, or (ii) has been proven to be so seriously mentally
ill as to be substantially unable to care for himself, and (iii)· that
alternatives to involuntary confinement and treatment have been
investigated and deemed unsuitable and there is no less restrictive
alternative to institutional confinement and treatment.

THIRTY-DAY EVALUATION

The only provision for hospitalization which applies specifically
to minors is found in § 16.1-275, which authorizes the juvenile court
or circuit court to cause any child within its jurisdiction to be
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examined and treated at a local mental health center or by a
physician or psychiatrist. The court may send any such child to a
state mental hospital for up to thirty days to obtain a
recommendation for treatment upon the written recommendation of such
physician or psychiatrist.

FINDINGS OF THE JOINT SUBCOMMITTEE

AS a result of its inquiries throughout the study, the joint
subcommittee determined that clear and specific policies and
procedures with respect to commitment of minors are needed to ensure
a rational and consistent approach throughout the Commonwealth.
Interested state agencies, advocacy groups and members of the medical
and legal profession and the judiciary indicated a consensus that the
process of commitment of minors for psychiatric care needs
improvement.

The need for change and clarification was also indicated by the
data on current policies and practices regarding admission of minors
in the public and private sectors, gathered for the joint
subconunittee by the Institute of Law, Psychiatry and Public Policy,
with the assistance of MHMRSAS and the Virginia Hospital
Association. The joint subcommittee requested such an analysis to
determine the extent of any problems posed by the current statute and
practice. The study findings are reported in Psychiatric
Hospitalization of Minors: A Survey of Policy and Practice in
Virginia, included as Attachment 2 to this report. The study's goals
were to determine how hospitals interpret current law and apply it to
affect their policies governing admission of minor patients and to
profile such patients with regard particularly to their legal status,
age and diagnosis. The survey, therefore, included a patient sample
and a description of hospital policies concerning the legal aspects
of psychiatric admissions of minors.

The survey response rate was 93%, including 40 of the 43
hospitals in the state which admit minors. Seven state hospitals, 22
general hospitals with psychiatric units, and 11 private psychiatric
hospitals responded. Most of the patient sample, consisting of 324
children ranging in age from 6 to 17, were older adolescents, 15 to
17 years of age. Most were diagnosed at admission as having
affective disorders, most often depression. The average length of
stay was twenty-one days. The majority of patients were in parental
custody at admission. The minority who were in state custody were
much more likely to be hospitalized in state hospitals than were
children in parental custody and were twice as likely to be adrni tted
pursuant to a court process as were children in parental custody.
Most hospitals articulated identical admission policies for minors in
state custody and in parental custody, however. Sixty-four percent
of all minors were admitted without court intervention; about half of
these had signed written consents.

The study results indicated that there was wide variation in
hospitals' expressed policies for making admission decisions. Actual
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practices also were seen to vary widely from stated policies. The
likelihood of judicial involvement in a minor's admission appears to
depend to some degree on the type of hospital making the decision,
the age of the minor, whether the minor is objecting or assenting to
hospitalization and the geographic region of the state in which the
hospi tal is located. When these variables are controlled, practice
still varies, but some trends emerge. State hospitals were most
likely to express a policy of using judicial process in admissions of
minors and also to follow this policy in practice; 75% of their
admissions involved judicial process. General hospitals usually
followed their expressed policy of admitting with parental consent
without judicial involvement; only 25% of their patients were
admitted pursuant to a judicial process. Private psychiatric
hospi tals articulated a preference for the use of judicial process
for objecting minors and a preference for nonjudicial admission of
assenting minors. However, only 27% of all sampled minors, objecting
or assenting, in private psychiatric hospitals were admitted pursuant
to judicial process.

The survey indicates variations between hospitals' understanding
of the law and discrepancies between the hospitals' interpretation of
the law and their actual practices. The survey discerned no
standardization among hospitals throughout the Commonwealth in
admissions policies. These findings argue for clarifying the law to
enable hospitals to act with confidence in developing and
implementing uniform policies regarding admission of minors.

Once the need for change was recognized, the joint subcommittee
next considered the appropriate approach to take in designing a
statute governing commi tment of minors. Models rang~e;. from the purely
libertarian to the purely paternalistic. Virginia's current
statutory scheme takes a libertarian approach, with minors who are
capable of consenting and who consent being admitted voluntarily and
objecting children, regardless of age, and children who are incapable
of consenting, whether they object or not, being admi tted
involuntarily pursuant to judicial procedures applicable to adults.
As noted above, however, some children who do not object but who have
not been found capable of consenting are "voluntarily" admitted,
contrary to the intent of the law. Compliance with the law, on the
other hand, requires a judicial proceeding when a child does not
object, interfering, perhaps unnecessarily , with parental
prerogatives and assuming that parents will not act in the best
interests of their children. The Parham case holds that the state
should presume that parents will act in their children's best
interests. In addition, for those children who can only be committed
pursuant to involuntary conuni trnent procedures, the commitment
criteria applied is that applied to adults; they are strict and are
inappropriate for children. The resul t is that a child may not be
hospitalized even when it is clinically appropriate.

A pure paternalistic model, used in Virginia prior to 1976,
employs a clinical, nonjudicial process to admit any minor under 18,
whether he objects or consents or is competent to consent. In these
cases, admission procedures conform to the Parham decision--a
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parental decision is made and a neutral clinical decision-maker
reviews the appropriateness of hospitalization. This approach,
however, fails to account for significant clinical and legal
differences between children and adolescents. Adolescents have
certain legal claims to autonomy prior to majori ty, as reflected in
abortion and contraception decision-making. Also, risk of abuse
varies according to a child's age; troubled children are more
difficult to deal with as they approach adolescence, which makes
parental decisions regarding placement of difficult adolescents more
open to abuse. A purely paternalistic approach does not always
consider differences between short-term and longer-term
hospitalization; risk of abuse of the system and risk of harm to the
child from adverse effects of hospitalization may increase with
longer-term hospitalization. This approach may fail to distinguish
between parental admissions and admission of children in state
custody. The latter may be more open to abuse; the neutral
decision-maker and the person initiating hospitalization may both be
state employees. The assumption that the responsible adult is acting
in the best interests of the child may not apply when a child is in
state custody rather than in the custody of his parents.

The joint subcommittee agreed to a statutory scheme which
includes aspects of the libertarian and the paternalistic models.
The joint subcommittee's recommended statutory procedure is based on
HB 414 but incorporates changes which represent the consensus of
persons and organizations participating in the study, when such
consensus was possible, and includes changes agreed to by the joint
subcommittee when broader consensus could not be reached. It
addresses the following issues:

• Which cases should be decided entirely
clinical decision-making and which should
intervention? How should this decision be
minor's age?

on parental and
require judicial
affected by the

• What procedures should be included in the nonjudicial process?

• What cormnitment criteria should be applied in the judicial
process?

• Should the statute apply only to hospitalization or should it
also apply to other clinical interventions, such as outpatient
treatment and day hospitalization?

• Should additional safeguards by provided in cases in which
hospitalization exceeds a designated length of time?

RECOMMENDATIONS

The basic provisions of the joint subcommittee's recommendations
are described below. They are included in HB 1780, introduced in the
1989 Session and included in the attachments to this report.
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APPLICATION OF PARENTAL/CLINICAL OR JUDICIAL DECISION-MAKING

The joint subcormnittee recommends that a nonjudicial process be
applied in cases of (i) any minor younger than 14 whether he objects
or not and (ii) any minor 14 or older who consents jointly with his
parent or who is incapable of consenting but who does not object to
hospitalization. This presumes that a minor under 14 is not
competent to consent, but allows these minors to participate in the
decision to the degree that they are capable of involvement. It also
allows for some exercise of parental prerogatives wi th regard to
their children's treatment. The joint subcommittee recommends that a
judicial procedure, with additional due process safeguards, be
provided for minors 14 or over 'who object to hospitalization, thus
recognizing the enhanced decision-making capacity and legal claims to
autonomy of older children.

Nonjudicial Process

If the proposed admission is to a state mental health facility or
involves the admission of a child over 14 to a state or private
mental health facility, the joint subconunittee recommends a
nonjudicial admission procedure which requires an independent
clinical opinion in addition to the parents' and admitting facility's
decision that hospitalization is needed. Before a child may be
admitted pursuant to this process, the independent evaluator must
find that (i) the minor needs inpatient treatment for mental illness
and is likely to benefit from it, (ii) that the treatment has been
explained to the minor, (iii) that the rights of a minor 14 or older
as set forth in the statute regarding consent and a judicial hearing
have been protected, and (iv) that the treatment is the least
restrictive alternative. Prescreening is required by the community
services board prior to admission to a state facility. Such a
determination is not essential for admissions to private facilities
of children under 14 because insurance providers screen for medical
necessity of hospitalization and is therefore not recommended.

A treatment plan for the child should be developed within 10 days
after admission, with the participation of both the minor and his
family.

Because the process is a "voluntary" one and any minor 14 or over
who objects to admission is entitled to a judicial hearing, any minor
14 or over admitted pursuant to the nonjudicial process who objects
to further treatment should be discharged within 48 hours to the
custody of his parent or other responsible person unless a petition
for involuntary admission is filed.

Current law does not limit the length of stay in a hospital
following voluntary admission. The joint subcommittee recommends
that inpatient treatment not exceed 90 days pursuant to this process
unless authorized by appropriate hospital medical personnel based on
written findings that criteria justifying initial admission continue
to be met. This provides an addi tional inquiry into the need for
hospitalization when it .is long-term, defined by' the American
Psychiatric Association as hospitalization which exceeds 90 days.
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Judicial Process

The judicial process recommended by the joint subcommittee
applies to minors 14 or over who object to hospitalization. The
process is begun by petition. Initial processing of the petition is
handled by the intake officer of the juvenile court, to ensure that
this threshold determination is made by a person available 24 hours a
day and familiar with the needs and 'problems of children. The intake
officer should investigate nonjudicial alternatives for procuring
needed treatment prior to the filing of the petition to allow a
consensual resolution of the problem whenever possible. Once a
petition is filed, the hearing should take place between 24 and 72
hours after the filing, to allow time for preparation for the hearing
but to expedite it. Counsel should be appointed no later than 12
hours before the hearing.

The process should include prescreening by the community services
board regarding availability of less restrictive alternative
treatment modalities and an assessment by an independent evaluator
concerning whether the commitment criteria are met.

The responsibilities of the attorney for the minor should be
specified, to include interviews and examination of records as
appropriate to allow full representation of the minor. Compensation
for appointed attorneys should be raised to $86 from the $25 now paid
in commitment cases.

The joint subcommittee recommends criteria for conuni tment which
are distinct from those applied to adults and which address a child's
needs more specifically. Current law authorizes, ,commitment of an
individual when, because of mental illness, he (i) presents an
imminent danger to himself or others or (ii) is unable to care for
himself. The joint subcommittee reconunends criteria which authorize
commitment when

[b]ecause of mental disorder or substance abuse, the
minor either (i) presents a serious danger to himself
or others to the extent that severe or irremediable
injury is likely to result, as evidenced by recent
acts or threats; or (ii) is experiencing a serious
deterioration of his ability to care for himself in a
developmentally age-appropriate manner, as evidenced
by a significant impairment of functioning in
hydration, nutrition, self-protection, or self-control.

The revised criteria do not use the word "imminent"; this change
eliminates the need to show almost certain harm before needed
treatment is available. What constitutes a serious danger is
carefully defined. The criteria of "unable to care for self,"
ambiguous as applied to children, is eliminated. Th~ criteria
address the developmental problems which most frequently are
responsible for children's need for mental health treatment, as
opposed to the psychoses which are more often seen in adults and
which are addressed by criteria in current law.
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Prior to commitment, hospitalization should also be found to be
the least restrictive alternative and the child should be found to be
reasonably likely to benefit from the proposed treatment. The
minor's parents should also approve the commitment unless the
placement is necessary to protect the minor's life, health or normal
development and the issuance of a removal order or protective order
is authorized by law.

As in the nonjudicial process, the period of hospi talization
should be shortened from 180 to 90 days to minimize the effects of a
child's removal from his family and community.

Also, as with nonjudicial admissions, a treatment plan should be
prepared for the child soon after admission. The child's status and
condition should be reviewed, in writing, at least every 30 days to
ensure that the commitment criteria are met and that the treatment
plan continues to be appropriate. This review should be reported in
writing to the court, which must terminate the conunitment if the
criteria are no longer met. Current law does not require any such
periodic review of a patient involuntarily committed for mental
health treatment. A child committed may consequently remain
hospitalized involuntarily after he no longer meets the criteria for
such hospitalization.

A predischarge plan, the contents of which should be specifically
set forth in the statute, should be developed in all cases to ensure
adequate follow up upon discharge.

The court should be authorized to order the child's parents to
comply with reasonable conditions relating to the./,minor' s treatment,
in recognition of the important role parents 'must play in the mental
health treatment of their children.

The community services boards should work with juvenile courts
and inpatient service providers to ensure that the provisions of the
statute are implemented.

The joint subcommittee considered whether the statutory procedure
should apply to treatment modalities other than hospitalization and
recommends that the issue be. resolved by defining inpatient treatment
to include hospitalization or treatment in any facility substantially
similar to a psychiatric hospital with regard to its limitations on
freedom and its therapeutic intrusiveness. The State Board of Mental
Health, Mental Retardation and Substance Abuse Services should
develop standards for determining whether a given treatment modality
meets this definition.

EMERGENCY ADMISSIONS

Authority in current law for taking a child into custody in an
emergency is unclear; some hospitals reportedly will not take
children on temporary detention orders which are issued under' current
statutes. It is therefore reconunended that an emergency admission
procedure be established which allows treatment for up to 72 hours
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wi thout a judicial order when a parent, law-enforcement official or
mental health provider believes that inunediate treatment is needed.
This may resolve a crisis to allow follow-up treatment without
judicial intervention. If the situation is not stabilized and the
minor wishes to leave, a petition must be filed and a hearing held.
The procedure also allows inunediate treatment pending a commi tment
hearing. Before admission pursuant to this procedure, an independent
evaluator should determine that -the minor appears to meet the
criteria for commitment and that immediate inpatient treatment is
needed to protect the safety of the minor or others.

QUALIFIED EVALUATOR

Current law requires an examination of persons who are the
subject of involuntary cOIM'litment proceedings by a psychiatrist or
clinical psychologist, or, if neither is available, by a physician or
psychologist who is licensed in Virginia and qualified in the
diagnosis of mental illness. In addition, the conununity services
board screens all voluntary admissions to state hospitals and all
involuntary admissions. The joint subcommittee's recommendations
expand the role of the examiner--referred to as a "qualified
evaluator"--by requiring that he perform a clinical screening
function in all voluntary, involuntary or emergency admissions of
minors and periodically review the appropriateness of the
hospitalization. The evaluator should be independent, that is, he
should have no involvement at the time of the evaluation or in the
future with the treatment of the minor and derive' no financial
benefit from admission to a private facility. The qualifications of
the evaluator track current language by specifying that he must be
either a licensed psychiatrist or psychologist skilled in the
diagnosis and treatment of mental disorder in minors. However, to
address the problem of lack of availability of persons wi th such
qualifications, the joint subcommittee recommends that if such
professionals are unavailable, the community services board should be
authorized to designate an evaluator who meets qualifications
established by the MHMRSAS Board.

Respectfully submitted,

Warren G. Stambaugh
Pobert W. Ackerman
Thomas M. Jackson, Jr.
Edward M. Holland
William C. Wampler, Jr.
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Attachment 1

HOUSE JOINT RESOLUTION NO. 97

Establishing a joint subcommittee to study the commitment statutes as they relate to the
admissions of minors to psychiatric'hospitals.

Agreed to by the House of Delegates, February 16, 1988
Agreed to by the Senate, March 9, 1988

WHEREAS, the Code of Virginia does not differentiate between minors and adults In its
statutes related to the voluntary and involuntary admissions of patients to psychiatric
hospitals (§§ 37.1-65 and 37.1-67.3); and

WHEREAS, the statutes of Virginia accord the same rights to minors, regardless of their
young age or stage of cognitive development, as to adults in consenting to or refusing
psychiatric treatment; and

WHEREAS, the rights and responsibilities of a minor's parents or guardian are not
adequately considered in the current commitment law; and

WHEREAS, a voluntary admissions law for minors should facilitate hospitals in planning
and carrying out treatment in a manageable way; now, therefore, be it

RESOLVED by the House of Delegates, the Senate concurring, That a Joint
subcommittee be established to study the laws relating to admissions to psychiatric hospitals.
The study shall examine such topics as: (1) the effects of current commitment statutes on
the rights of minors and parents; (ii) the efficacy of separate commitment laws for minors
and adults; (iii) the relationship between accessible community services and the need for
committing minors to facilities; and (iv) the development of proposed statutes, if necessary.

The joint subcommittee shall be composed of five members: one member from the
House Courts of Justice Committee, and two members from the House Health. Welfare and
Institutions Committee, to be appointed by the Speaker of the House; one member each
from the Senate Courts of Justice Committee and the Senate Rehabilitation and Social
Services Committee to be appointed by the Senate Committee on Privileges and Elections.

The joint subcommittee shall complete its work and make its recommendation to the
1989 Session of the General Assembly.

The indirect costs of this study are estimated to be $13,045; the direct cost of this stUdy
shall not exceed $6,300.



Attachment 2

November 26, 1988

Here is an updated copy of the psychiatric hospitalization of minors survey

results. The addition of six hospitals which sent late returns did not

substantially change the general contours of the data. The two most

significant c}langes, both of which were anticl.IKlted, lvere as follows :

1. lvi th 'the addi tion of several private psychiatric hospi tals ,~hicll a.dJni t

young children, t,he percentage of Ininors 11 years of age and younger who wel'e

hospi talize(l pu.rsuant to some sort of judicial process dropped fronl 39% to

31~'. In the preliminary da1:a set, nlost of the chilclren hOS11i talize(i plJt"S\Jant

to judicial process were in DMHrffiSAS hospitals and consequently governed by

Departmental Instr\Jction #60.

2. The percentage of minors hospitalized pursuant to some sort of judicial

process in n'n~msAs hospitals saw an overall drop from 89% to 75%. ANorthern

Virginia facility which admits only older adolescents had no judicial

a.dJnissions in its pa.tient sample and was responsible for' this drop.

Another potential dov-,rnfall of the initial data was the underrepresentation of

Tidewater psychiatric }10spita~s in the hospi tal saJnple. That faul twas

co['rected wi tIl the addi tion of the late responding hospi Cals, onl)r OIle of the

Tide,"ater having ultimately failed to resporld.



PS"{CHIATRIC I-IOSPITALlZATION OF IvJINORS
A SURVEY OF roLICY AND PRACTICE IN VIRGINIA

Updated, November, 1988

Prepared for the legislative joint subcommittee studying admission of minors to
psychiatric facilities by:

I{athleen D. Shaw
Institute of Law, Psychiatry and Public Policy

Box 100, Blue Ridge Hospital
Charlottesville, Virginia 22901



~y

This study was undertah:en· in order to discover 110W hospi tals in both the

public and private sector understand and implement current civil commitment

laws as they appl~7' to minors. The data collected is descriptive in nature and

not intended to prove or disprove any particular hypotheses. TIle Institute of

Law, Psychiatl'y and Public Policy with assistance fron1 the Departmerlt of Menta]

I-Iealth, ~1ental Retardation and Substance Abuse Services (DMI-IMRSAS) and the

Virginia·Hospital Association developed three survey instruments which were

directed to t}1e chief operating officers of botll psychiatric hospi tals and

general hospi ails wi til psychiatr'ic uni ts. Forty hospi tais responded, a

response r'ate of 93%. lvi·thout tIle help and cooperation of the respollding

hospitals, it would llave beerl inlpossible to gather this information.

Responding hospitals are to be cOlmnended for their forthright and timely

assistance.

Responding 110Spitals' repor.ted 546 psyclliatric admissions of minors during

the Inonth of ~tarch, 1988. It is difficult to predict an atmual figure from

tllis nunaber l)ecause of the variation from month to Illonth in psychiatric

adnlission rates, and because some hospitals did not respond to the survey.

Based ur)Qn 1987 aggregate da.ta provided by· the hosI)itals and these rvJarch

admissions J }lop~ever, an annual figure of 4500-5000 I)sychiatric adlnissions of

nlinors is probably not too far off the fnar)\:.

A patient s8Jnple consisting of the first ten consecutive mirlors admitted

for I)sychiatric treatlneIlt begil1nillg ~1arch 1, 1988 t in each, hospi tal was

isolated for study. The inquiry focused on information of particular

ilnl)Ortance to the civil conunitment process such as the age of the Inirlor

patient, the length of his hospitalization, and various factors relating to

llatient corlsent and judicia.l intervention. No general demographic data (eg.

race, sex, etc.) was gatIlered .



rbre than half of the patient s~nple, consisting of 324 children ranging

in age from 6 to 17, were older adolescents, 15 -17 years of age.

Once admitted to the hospital, most of the s81nple patients (54%) remained

hospitalized between 4 and 30 da)Ys. The mean lengtll of stay was 21 days.

D~~IRSA.c) hospitals reported the lar-gest percentage of ju\reniles stayirlglonger

than 30 days, while general }lospitals re})Qrted the largest percentage of minor

ps~pchiatric patierlts staying 3 days or less.

Affective disorders accounted for almost half of all primary admitting

diagnoses in the patients sanlpled. Undifferentiated depression was the single

most frequently cited primary admitting diagnosis.

About one-tllird of the sample had a recorded prior psychiatric

hospitalization. Minol--s in Dr*UJrtIRSAS llospitals \.Jere more liJtely than tllose in

otller t~rpes of hospitals to have a recorded prior hospitalization.

The vast majority of the patients sampled (87%) were reported to be in

parental custody. With only two exceptions, hospitals articulated identical

psyc}liatric admission policies for minors in state custod)f' as for those in

parental custody. Length of stay did not differ according to custody. As

would be eh-pected, minors in state custody' were more lil\ely to be 110Spital i zed

in D1'H·IrwIRSAS hospi tals. Tiley were also twice as lil{el~; to be hospitalized

pursuant to court process as minors in parental custody.

Wi thin our l)8.tient swnple, 64% of all Ininors were "voluntary" adnlissions;

that is, there was no court involvement in their admission. Written consents

had l:>een signed by 54% of t11e minors in the smuple. Among millors initiall~"

110Spitalized as "voluntary" patients, fewer tllan 2'~, eA,:>erienced any judicial

illtervention during the course of the l'eported hospitalization. By contrast,

nearly a third (29%) of minors initially admitted pursuant to court order

experienced SQlne sort of legal status change during the course of the reported
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hospitalization. A "legal status change" for purposes of this sur\tey l.Jas

defined as any change from "voluntary" to court-ordered status, from court

ordered to ",,'olurllary" status, or a chnage froln OTle t~''I)(~ of court-ordered

status to another.

In addition to gathering patient information, the survey also sought to

elici t 110Spital policies concerning the legal aspects of Ps)·c}liatric admissions

of minors. The clearest and perhaps single most iUlportarltmessage of the survey

responses is that there is enormous variation in the policies e~~ressed by

hospitals across the Conunonwealttl for na)ting psychiatric admissioll decisions

for nlinors. Not onl~· do stated pol icies Vi-.lr:r ,,,idely (see TABLE B), but actual

pI'actice, as Dleasured by tIle l>atient sample, lnay vaI'Y from the stated policy .

The liltelihood of judicial inv()lvement in a Ininor's 'hospitalization may depend

upon 8uch factors as th~ type of hospital mal\i.ng the adnlission d(~cisionJ the

age of tIle minor, whetller tile minor is objecting or assenting to

hOSIJitalizaiton and the geogral)hic l""egion of the state in which th(·~ h08pital is

located. Even when these variables are controlled, practice is by no meW1S

uniform, although some trends do emerge.

IIospitals operated by D~lHrmsAS are both most liltely to eh-press a policy of

in\Poh:ing judicial process when adnli tting a minor to pSJ'chiatric

llospitalizatinll, and to follol'[ such a practice, as evidenced by the very large

proportion of their adnlissions which were judicially involved (75%).

Conversely, responding general hospi tals ,..,i th psychiatric uni ts l~ere very

unliltely ei ther to express a. policy of involting the judicial. process, or to

follow such a practice. Only 25% of all juvenile psychiatric patients swnpled

in gelleral hospi tals }lad tuldergone sonle sort of judIcial a.dJnission process.

Private ps~rclliatric hospi tals ehlJressed policy choices l~llic}l supported the use

of judicifll process for Ininors whool)jected to hospitalization, and that
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preference became strollger as the age of tile mill0r i.ncreased. On the other

}lclnd, !)olicy choices for assenting nlinors reflected a lolillingness to forego

judical irlvolvement. In pl'acti-ce J onl~'" 27% of all sampled minors in private

pSJ'chiatric hospi tals were achnitted pursuant to judicial process.

Judicial involvement in the adJnjssio11 proces did not seem to var)~

signifjcarltly by age. 31% of cllildren eleven yers of age an(l younger h·ere

admitted to tIle hospi tal pursuant to saIne sort of judicial process. The saJne

percentage of 15-17 year olds in the patient sroupie had judicailly irlvolved

admisions. The percentage of 12-14 year olds lvho '''el'e achnitted pursuallt to

judicial process was sonlewhat lower I 26%

l-'Ji.nors hospitalized ill the RichJllond/Petersburg area \.vere somewhat Inore

lil\ely tilan those in other geographic areas to be hospitalized purSulmt to some

sort of court order. Thirty-fiv'e !:>er cent of the minors swnpled in the Richmond

area hospitals were judicial admissions. This cOlnpares ,~ith 34% in tile \~estern

area, 28% in the Tidewater "area and 23% in the Northern Vi.rginia area.

IX'1t:rcx::i.~~tiOr1

This is a study of }lospi tal policj-" aTld practice wi tll regard to the

psychiatric 110Spitalization of minors. It was undel'tah:en in an effort to

inforln the deliberations of the joint legislati\le sub-comJuittee charged. by the

\Tir·ginia General Assenlbly with studying tile impact of lal~s regulating the

achnission of minors to psychiatric facili ties (IIouse JOiClt Resolution No. 97).

The goals e)f tile study '~ere t,~o: 1) to determine ho\~ hospi tals il1tel'pret.

curl'ent conmli tnlent law in mal\ing pSjrchiatric adInission decision~ for Dlinors;

a.nd, 2) to develop a pictul'e of a sarnp.le of a.ctlJal juvel1ile ps~"ctliatric

l)Cltit~ntsJ ,~i lh IX'J.rticular attention to thl~ir l(~gal strltus, that is whether or

not t.llere \.J:-1S an;y jlldici~ll involvenlent in tlleir aclmission to the 'hos})i tal and

if so, l.Jhat kinrl. It '''as the ilrtellt of the studj' to prov·ide descriptive data
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rathl:~I" than to t.est an:r particulrlr hj7potheses with l"cgarc! t<.) th(~

interrelationships WllOng the nli:lnJ' variables bearing upon tllis issue.

Methodology

Three survey instruments were prepared. by the Institute of LaiY, Psychiatry

and Public Polic)~ with the assi.stance of 11tvll-IrvtRSAS and, the Virginia l-lospi tal

Association. Responses were computerized in order to facilitate comparison of

certain variables.

The first instrument, AGGREGATE DAT;.\ FOR CALENDAI~ YEJ\R 1987 (aggregate

data), requested those hospitals with easily accessible data to provide

irlfonnatioI\ about the total number of juv'enile psychiatric admissions for

calendar year 1987 J including a breal{ dOl~n of total arlmissions by patient age,

legal status, arid diagnosis, as l~ell as the average lengtll of staJ".

TIle second instrument, PSYCI-IIATRIC I-IOSPI1'AL ADMISSION QtJr~STlt)NNAlRE, was

di'lided into three parts. The first part sought descriptive infornlation about

the responding hospi tal such as tIle number of psychiatric beels reserved for

minors, the provision of outpatient psychiatric services, types and percentages

of thi~ party payment, admissions revie\~ practices and minimum age policies.

The secolld part of the instrU1uerlt I~equested those respondents lvhich admi tted

minors 17 years of age or yqunger to respond to a series of ten hYlm·thetical

situations by choosing one of several statelnents which best reflected the

110Spital t s admission policy. The h)1)Qtheticals presenterl admission and rele;ase

decisions for nlinors of various ages, sonle of whonl were acti\!elj'" protesting

}10spitalization, and others. of \~hom '~ere eA"Pressing 110 overt opinioIl on tIle

matter ("assenting nlinors"). Possible responses included optiOllS rarlging from

excllJsi've reliance on parental consent. to see}{ing various types of court

ill\'olveUlent.
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The third pc\rt asl{ed for tIle total nUlul1cr of rninors aruni t ted t.o the

respondellt hospi tal for psychiatric treatlnellt during the month of f'o"larch, 1988.

Respondent was tllen instructed to complete one copy of the third instrument, A

SlJR\tF{ OF AD~"IISSIONS TO PS\TCflI/\TRIC FACILITIES DURING ~1J\I~Cl-I, 1988 (surv'ey), for

each of the first ten minors so admitted. If fewer than ten minors were

admi tted duriIlg the nl0nth of ~Jarch, respolldellt was aslted to include adJllissiollS

in subsequent months until a total of ten surveys had been completed. The

sur,re~· instruDlent was to be completed by eXaJuining the minor patient t s chart in

order to ga"ther such information as the age and admi tting diagnosis of the

patient, length of stay for this hospitalization, the patient's legal status,

the patient's legal custodian, \vhetller or not the patient had a history of

priol" l)Hychiatric hospi talization, and ,,,ho was reSI)onsible fOl- the patient's

bill.

Surveys were mailed to 47 }lospitals, 40 of l.Jhich had been identified by

the Virginia Hospital Association as psychiatric hospitals or general hospitals

wi th psychiatric uni ts. The rernaining 7 were hOSIJi tals operated t,y the

Department of ~lental I-Iealth, Mental Retardation and S\lbstance Abuse Services.

The surveys 14ere directed to the chief operating officeI" of the hospi tal. Four

hospi tals were deleted from the sur\'ey because tlley did not admi t minors for

pg~~chiatric treatulent. Of the relnaining 43 hospi tals, 40 ha've resporlded, an

overall response rate of 93%.

All l)ut one of the responding hospitals cOml)leted the PS\:-CIIIA1RIC IIOSPITAL

AD~IISSION Qill:STIONNAIRE (questionnaire) tllor'Ollghl),Y. l~i th tl";O exceptions) those

hospi tals wh ich conlpleted fet-Jer' ttlan ten chart surveys ,"ere hospi tals 'vi til ~·el"Y

small numbers of JDinar psychiatric amnissions. Such hospitals completed chart

sur\rej"S for as Inany adnlissions as they had. A total of 324 chart sur,"ey

respollses l.Jere thus geneI"'ated and COlnpose the pa.tient data set.
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Because of varying record-keepiIlg practices, the responses to the

AGGREGATE Df\TA fonn were much less COffil)lete. ~lost hospi tals were able to

supply the total number of psychiatric a(~issions for 1987, the total number of

nlinor psychiatric adJllissiollS for that year, and tile av'erage length of stay for

minor 11syc}liatric patients. Data describing ages of nlinor patients, their'

legal status, indi\rid\Jal lengths of sta)r and awni.tting diagrloses for calel"lmlr

year 1987 were frequently unavailable.

Re8pondent hospitals were given the name and phone numlx~r of a perSOll to

contact in the event that they had any questions or problems witll the survey.

Several hospi.tals taolt advantage of this opportunitjr. Extensi\re telephone

follol.J-up was done to clarifY any ambiguous or inc0l11plete responses. Non

responding hospi tals were contacted l>oth bj· phone anfi b~r nl;lil aneJ f~ncouraged to

complete tIle survey so that a thorougll and accurate report c~ould be made to the

joint subconunittee.

Res110nderlt hospi tals are to be conunended for their generous (~OOl)eration in

completing these instruments. ~bile every effort was made to simplfy the

response process, the necessity of getting patie11t data from individual patient

cllarts made the survey tirne-consumiJlg to cOlnplete. ~Iospital personnel were

\:ery gracious in providing telepllone clarification wIlen Ileeded, anrl in

expedi ting the ret\lrn of tIle ,completed survey forms. \vi thout the vol\ll1tary

cooper-ation of the hospitals, it would ha\re been i.nlpossible to gather the h:ind

of data that tIle survey has made available to the joint subcollunittee.

TI-IE I-IOSPIT.A:L S.AMPLE

Olir sample group of hospi tals is comprised of 40 hospi tals. Se\."en of

tllese are operated l:>y DtvlHMRSAS. Another 11 are private pS)Fchiatric 110Spitals.

The relnaining 22 are psychiatric uni ts of general hospi tals. Three 110Spita.ls

failed to respond to the SlJrvey. They incllJded 1 pri\yate psychiatric hospi tal
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and 2 general hospitals. 1'he l'esponse ratt-~ for all hOSI)itals l~as 93%. The

response rate for Dl'lHMRSAS hospi tals was 100%. The response rate for general

hospitals l~ith psyc11iaric units l~as 92~'. The response rate for' pri~,rate

psychiatric hospitals was 92%.

Respondent hospitals are fairly evenly distributed geographically: 7 are

in the Tidewater area, 9 are in the RichmoI1d/Petersl)urg al"ea, 10 are in

Northern Virginia, and the ren~ining 14 are in the western part of tile state,

stretching from Winchester to Bristol. TIle non-responding private psychiatric

110Spi tal is irl Tidewat.er. The 2 non-responding general hospi tals are ill the

Richmond area. Because of the high response rate and the variety of 110Spital

type and location, responding hospitals provide a reasonably complete picture

of }lospital policy and practice with regard to tIle psychiatric hospi talization

of minors in Virginia.

During calendar year 1987, responding hospitals reported a total of 32,613

psychiatric admissions for persons of all ages, of which 4,874 were minors. Of

these minors, 70% (N=3429) were 110spitalized in pri'vate I)S~..chiatric hospitals,

15% (N=730) were in hospitals run by D~1HMRSAS, and another 15% (N=715) were

patients in the psychiatric unit of a general hospital.

Responding hopspitals reported a total of 1681 psychiatric beds available

for nlinol' ratients: 22'~ (N=378) of these are provided l)y D~JHj\JRSAS, 43% (N=715)

are in private psychiatric hospitals, and the remaining 35% (N=588) are on the

psychiatric uni ts of gelleral h.ospi tals. Only 660 of these beds are actually

reserved for children and adolescents. The remaining beds are undesignated.

TIle questionrlaire dirl not inquire w}lether all of these beds l.]()uld be Illade

a\·ai lable to invol\mtary (eg. TOO's) as l.Jell as to "voluntary" patients.

Of the responding private psychiatric hospitals, 64% (N=7) offer

outpatient psychiatric tllerapy as well as inpatient treatment, 'while 32%

(N=7 )of tIle responding general hospi tals and only one (1t1'~) of tJ1e nrvJliJ'lRSAS
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hospitals offer outpatient psychiatric treatment. In some cases the outpatient

treatment is available only to fanner inpatients at the treating ht)SI)ital.

Only 20% (N=8) of all responding hospitals required an in-house

preaclnlissioll evaluation. IIo~"ever, 60% (N=22) of all respondi11g hospitals

routinely' undertoolr post-adnlission reviews.

The f()llol-ling infonnation is set out in Table f\: J,'ive hospitals, stated

that t.hey had no minilllUIR age policy for ps~tchiatric achnissions; 7 hospitals

ha(l a minilllUnJ age policy of 10 years of age or YOllnger; .10 hOSI)i.tals require a

minor patient to be at least 12 years of age; 4 hospitals have set 13 as their

minilllUm age; 8 hospi tals have a minimum age policy of 14; 4 hospitals, all of

which are general hospitals, had a minimum age policy of 16. Only 3 of the

genel~al hospitals (14%) accept children 10 years of age or younger,while Inore

than half of the private psychiatric hospitals accept them (N=6) and 3 of the

7 DMl~tRSAS }lOSpi. tals (43%) w~ll tal{e young childrerl.

Because tile hospitals were assured that the surve~Y resul ts would not be

reported in such a way as ~o identify a particular hospital, the responding

hospitals in Table A are separat~d by type and identified by number only.

Althougll there were 6 possible hospital t)'pes in the questionnaire (D~nIrt1RSAS,

psychiatric unit/general proprietary hospital, psychiatric unit/general

voluntary hos!li tal J proprietar)? ps~-chiatric hospital J voluntary psychiatric

hospital and university-affilitated hospital), the responses have been

collapsed into 3 groups. D~~msAS remains the same, that is, those hospitals

operated by "the Depa.rtInel1t of ~lental Ileal th, rr1enta.l Retardation a.nd Sul1stance

Abuse Ser'\'ices. ProprietarJ" and 'voluntarj" psychiatric hospi tals \'i·ere collapsed

into "private psych.iatric hospitals." l'l.i th one exception, all of the

reslJOtlciing hospi tals ifl these two categori.es '~ere proprietary. The renlaining

three g~oups \olere also collapsed. '''i.tJl three exceptions, responding gener'al

hospitals were all voluntary. One university-affiliated hospital responded.
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Because it was most lil{e a general hospi tal in its overall response pattel"'n t

especiall)' in the small nunlber of nlinor psychi;;1tric admissions, it was included

with tIle general hospitals.

It is inlportant to note that anI)" institutions licensed as }lospitals '''ere

included in the survey. Other types of residential treatment facilities upon

w}lose patients lIB 414 might have an inlpa.ct \~ere not included ill th i.s sur\·ey.

rr.HE PATIENT SAMPLE

From the total March admission census of 546 minors reported by responding

hospitals, the survey identified a sample consisting of the first 10 minor

psychiatric admissions in that month froln each hospital for Inore detrliled

study. By "examining patient charts, hospitals '~ere to provide information

concerning age, diagnosis, length of stay, legal status, prior hospitalization

and insurance coverage for each patient in the sample. The total sample of

patients thus obtained is 324. llospi tals wi th fewer thall 10 r-larch admissions

were instructed to provide a sample of 10 patients by continuing with patient

admissions in chronological o~er until a sample size of 10 ~lS obtained. In

some cases, 'pclrticularly for sOlne general hospitals, thel"e l~ere fe\~er tihan 10

minor psychiatric admissions from March 1 until the dr~te the surve~~ was

completed. In those cases, individual hospital samples of fewer than 10 \~ere

obtained. In each case where there were fe\ier than 10 surveys r~turned,

telephone follow-up ,,,as made to assure accuracy. In two cases sinaller samples

were returned because those particular respondent hospitals felt it too

burdensorne to c()nlIllete the entire swnple. \-Je n.rl~ nonetheless confident that

this sall!)le of 324" arnnissions is representati.'te of nlinors adnli tted to hos])itals

for psychiatric treatment in 1988.
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The aggregate data reflected a similar trelld. A relatively sma.11

percentage of all admissions for calendar year 1987 were of children 11 or

younger. Roughly one quarter of all a~nissions fell within the early

adolescent years of 12-14. A disproportionately lar'ge p(~l'centage, nearly tl.yO

thirds, was comprised of minors in their later teenage ~"ears, ages 15-17.

Among the 22 hospi tals l.yhich were able to brealt down their 1987 admissions by

age for the aggregate data form, the admissions were as follolvs:

Age (i.n years) (1987) Number Percentage

11 or younger 253 9%

12 146 5%

13 208 8%

14 385 11%

15-17 1717 63%

The younger patients in the sample exhibi ted nlore ,rariation in prilnar)··

diagnosis than their older counterparts. Among patients 11. years of age or

younger, 27% had a prinlary admitting diagnosis in the group of conduct

disorders; 20% fell within organic disorders; 27% fell within miscellaneous

disorders of cllildhood; 20% ~.;ere affective disorders, arid 7% \.;ere pervasive

developmental disorders. By conlparison, alnlost 50% of the primary diagnoses i
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both the 12-14. and the 15-17 age groups fell \vitllin tIle group of affective

disorders. ~liscellaneous disorders of childhood, which includes adjustment

reaction/disorder, accounted for roughly 20% of the primary diagnoses in these

older age groups. Conduct disorders accounted for 20% of the diagnoses in the

12-14 age group. Drug related diagnoses represented 10% of the diagnoses in .

the 15-17 age group.

Younger patients in the saJnple were more lil{ely to be in private

psychiatric hospitals than were older patients. Of sampled patients 11 years

of age 01" younger, 67% were in private psychiatric hospitals; 27% were in

DMlIMRSAS llospitals I while only 6% were in ps~Ychiatric uni ts of general

hospitals. Older adolescents, by contrast, were more liltely to be in general

hospitals. Of the sample patients aged 15-17, 54% were in general hospitals;

27% were in private psychiatric hospi tals and 18% were in D~Jl~IRSAS hospitals.

General hospitals also had the largest share of :the 12-14 age group at 45%;

29% of tllese younger adolescents were ill private psychiatric hospitals, whil.e

26% were in D~~msAS hospitals.

LEGAL STATUS

~urt Orders

If "voluntary psychiatric adnlissions" are defined as those which proceed

,,,i thout any judicial involvement J then the vast majori tlY of minors in O\lr

sample are considered to be "voluntary psychiatl"'ic admiss ions." Among the

patients sampled, 64% (N=206) were }lospitalized \.;i thout judicial involvement of

any Itind. Of the remaining 36% (N=116) l..Jho were adnlitted via judicial process,

more than tl"O thirds (69%, N=80) were broug}lt to the llospital 11y someone other

than a !)Clrent or caJne to the 110SI)ital unacconlpanied. Tile police or lin

unrelated legal guardian (eg. social worl{er) ,,,as that "other than parent" in 62

of ttlose 80 ac1Jllissions. By contrast, wilen one or both parents brought the
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minor' to the hospital, 82% (N=168) were admitted l..Jithout j\ldicial process.

TIlere is a range of possible judicial status for those minors hospitalized

pursuant to court order. Lil{e adults I minors may become "court-ordered

volurltary" patients (Va. Code §37 .1-67 .2), civilly conrrnitted involuntary

patients (Va. Code §37 .1-67 .3), or 'may be tenlporarily detained pur'sant to a TOO

(Va. Code §37.1-65). Minors may also be hospitalized for court-ordered

evaluations pursuant to Virginia Code §16.1-275. In our smnple, TOO's

accounted for not quite half of the judicial a&nissions (42%, N=49), while

involuntary civil commitments accounted for about a third (30%, N=35).

Consent

This study was not designed to evaluate the nature and quality of the

consents signed by minors or the circumstances under which consent was given.

Rather it identified those sanlple patients whose records disclosed that a

consent to hospitalization had been signed. By combining that information with

the "court status" ("volurltary", TOO, civil conunitment, etc.) inforn1B.tion

supplied in tile survey, a combined variable, "summar~' status," was developed.

TIle "suJlunary status" variable was defined as follows: "I'ecor(ied conserit"

j

, describes tll0se minors who l-lere llospi talized wi thout any judicial involv'ement

and ~nose reco~s indicated that they had signed a consent to the

Ilospitalization; "non-judicial" describes those minors for whom there is no

recovd of a signed consent, but l~ho, nevertheless, were hospitalized without

court order; finally, rt judicial It describes tllose minors \-lho were hospitalized

pUl"'suant to sanle sort of court order, whether or not their records dis(~losed a

signed consent. The following table shows how this summary status variable

applies to nJillOrS in "rarious age groups in the patients sBnJpled.
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AGE

11 OR YOUNGER

12 -14

15 -17

SlJMrvlARY STATlJS

RECORDED CONSENT NONJUDIClf\L JUDICIAL

41% (N=12) 28% (N=8) 31% (N=9)

54% (N=41) 20% (N=15) 26% (N=20)

49% (N=92) 20% (N=38) 31% (N=58)

These figures would suggest that hospitals do not treat children of

different ages differently \vhen seelting written consent to hospitalization.

This is su~prsir~ in vie,~ of the 110Spital responses to hypothetical policy

questions in which they eA~ress deference to the stated opinions of older

cllildren, 8.11d greater willingness to invoke judicial process for those older

children. The similarity of the figures calls into question the

correspondence between stated policies and actual practice. 111e figures also

call into question the nature and cluali ty of tile consents signed by ·the minor

patients.

status Change

About 121% of the patients in the sample underwent a change in legal

status during the course of the reported hospitalization. For the most part, a

legal status change in\-'olved a change frollt one court-ordered. status to another

(eg. from a TOO to an involuntary civil commitment). It sometimes involved a

change from a court-ordered status to a "voluntar~t" status, and mucl1 less

fre(lUently a change fronl a "voluntary" status to some court-ordered status.

l-linors initially adnlitted witl10ut court involvement \~ere higtlly unliltely to

experiellce court invol\'emeIlt at any tiJne during the course of tIle reported

llospitaliza.tion. For these "VOl1.111tary ad111issions" fewer than 2% e:\.-perienced

subsequeIlt judicial involvement during tlleir reported hospitalization. By

contrast, 29% (N=34) of those minors who ~.Jere initially' adnlitted to t11e

hospital pursuant to some sort of court order e:h-perienced a change in legal

status d\lring their hOSI)italization. A sillall nunlber of .these (N=7) initially
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admitted undel~ a TOO became "voltmtary'" patients. The remainder (N=27)

exchal1ged their ini tial court ordered status for a different court ordered

status (eg. TOO to involuntary'civil commitment).

Al tllOugh Iuinors in state custodj" and minors in parental custody were

equally unliliely to ha~re a ch81lge in legal status (88.15% as conlpared with

87 . 80%} , it did seenl to luah:e a difference ,,,,ho brought the minor to the

}10spital. Orlly 7% (N=14) of tIle millors presented for hospitalizaiton by one or

both of their }X'lrents eAl:1erienced a chwlge in legal status during their

hospitalization. n~enty-six per cent (N=8) of the minors brought to the

hospital by the police had a change in legal status. Seventeen per cent (N=8)

of tllose broug}lt by an unrelated guardian (eg. social worlter) had some sort of

legal status change.

amuDIAL STATm

Within our sample, 87% (N=270) of the minors were reported to be in

parental custody. Children in parental qustody were more than twice as likely

to be admitted as "voluntary patients" (that is, outside the judicial process)

as those in state custody. Seventy per cent of children in parental custody

were voluntary adJnissions compared wi th 37% of those in state custody. Because

minors in state custody are more lil{ely to be hospitalized in nt-UIr-'ffiSAS

hospitals, the higher pro}JOrtion of judicial adnlissions for children in state

custody could well be a function of D~lllrJRSAS hospital policy ra.ther than a

consequence of custodial status per se.Children in pa.rental custod)r were less "

lih:ely to be llospitali4ed in a hospital operated by DMl-flvIRSAS. Only 17~' of the

smllple pc..\tients in pa.rental custody went to D~Ufi"JRSAS hospitals, ~.Jhereas 44% of

-tllose in state custody did so.

Children in state custody were more likely to have had a prior psychiatric

ho~pitalization than were those in parental custody. Of the sampled patients
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in parental custody 29% had a recorded prior llospitalization, wllile 60% of

sample patients in state custody had a recorded prior hospitalization.

DIALHEIS AND PRIOO IIEPITALILATIOO

Respondent hospi tals were asl{ed to provide a primar~r arnui t ting diagnosis

for eac}l pa·tient in the smnple and to list any additional significant

pt"esenting diagnoses if applicable. The diagoses enumerated by respondents

were grouped into 7 lIlajor categories: affecti ve disol"'ders (including

undifferentiated depression, atypical depressive disorder, major

depression/single episode, major depression/recurrent episode, major affective

disorder, suicide attenq)t, suicidal ideation, dysthymic diso~er, and bipolar

disorder); conduct disorders (including oppositional disorder,

undifferentiated conduct disorder, personality disorder, intermittent explosive

disorder, solitary aggressive conduct diso~er, and socialized conduct

disorder') ; stress/an.lCiety disoluers (including dissociati\te disorder, pos.t

traullntic stress diso~er, and anxiety); ol'garlic disolYiers (including organic

psychoses, attention deficit disorder, and hallucinogenosis); per~~sive

developnental disorders (including' schizophrenia, autism, paranoid

schizophrenia, schizotypal, schizoaffecitve and schizoid diso~ers); drug

related disorders (including undifferentiated substance' abuse, alcohol

abuse/dependerlce, polysubstance abuse, and drug ov'erodose); and Iniscellaneous

disol'ders of c}lildJl0od (including neurotic depression, elnotional disturbances

of childhood, eating disorders, adjustnlent disorders, adjustment reaction,

mental retardation, developmental disorder, and parent-child probl~n).

Each cllart surveyed listed a priluury adInitting diagnosis. About half

(N= 152) went on to list a second significant arnni toting diagnosis J \vhi Ie a much

snlaller Tlunlber (N=36) listed as nlany as three . Affective disorders \-Jere ci ted

as the priamry adrni tting diagnosis in nearly half of all llf tIle patients in the
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swnple (47'~, N=151). (\1ajor depression l-Jas the single lnost frequentl)''' cited.

diagnosis. About 21% of the priulal")r diagnoses fell \~ithin the group called

miscellaneeous disorders of childhood. Adjustment disorders/reactions were the

nlost freque11tly cited in this category. Conduct disorders accounted. for 16% of

the I)rinlary diagnoses, ,~hile drug related disorders were ci ted in 8% of the

cases as the primary adnlitting diagnosis. Drug related disorders accounted. for

largel' percentages of tIle secondary and tertiary diagnoses (22% and 17%

resl>ectively) .

About one third of the s8lIlpled patients llad a recolued prior

llospitalization (34%, N=110). Patients at DrvU~IRSAS llospitals were more lil\:ely

to have a record of prior hospitalization than those at other types of

hospitals: 69% (N=46 ) of Dt-'U·1l"ffiSAS })atients in the sample had a record of

prior psychiatric hos!Jitalization as conlpared wi th 23% for general hospi tals

and 28~' for private psychiatric hospitals. Slighly rnore than 7% of the surveys

il1dicated. tllat this infornlation was unltnown, but l-lith a nlobile society and the

difficulty of insuring the conlpleteness of lnedical 11istories, tile possibility

Dlust. be considered that a response of no prior hospi talization reflects the

absence of any affirmative evide11ce to the contrary rather than any certainty

that there was, in fact, no prior hospitalization.

I»lGTH .OF SfAY

Length of stay for patients in this sample ranged framas short as 'one day

to as long 'as 157 days. There weI'e 6 patients wi thin the sample '"ho l.Jel"'e still

hospitalized at the time the chart surveys were conlpleted. \"ithout considering

those six patiellts, the mean length of stay ill the sample was 21.4 da)~s. This

conJpares with the re!)Qrted 1987 aggregate data nlean of 36 days. Ob"-iously, the

ilopossibili ty of including tIle 6 still hospi talized patients lvi tlliIl tIle srouple

rnean calculatiorl causes it to be slightly lOh1er than it other\vise would be.
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~lost ()f. the patierlLs in the sample l~ere hospi tali zed l)et.l~een 3 and 30 days

(54%, N=174). Twent.y-three per cent (N=74) of the saJnple sta~'ed in t11e

hospital for 3 or fe\~er days, \~hile another 23% (N=73) '''ere }lospit,llized for

more than 30 days. T11e longer 110Spitalizations breal..: do'~n as follottJs: 9%

(N=29) 31-45 da:ys, 9% (N=27) 46-90 da~~s, and 5% (N=17) nlore than 90 days.

Length of stajT did not seenl to vary wi th the age of the lJatiel'lt or wi th

tile custodial status of tIle patieIlt.

A larger percentage of the patients hOSIJi talized at D~lHl\1RSf\S hospitals had

stays longer than thirty days. Forty-eight per cent of tIle D~lI-li"1RSf\S smnpled

patients had hospital stays of longer than 30 days. General hospitals had the

largest percentage of patients with short stays. Thirty -six percent of

general hospital patients were hospitalized three or fe\ier days. Another 58%

had stays of 4 - 30 days, h'hile only 7% stayed longer than 30 days. Pri'\/ate

psychiatric hospitals resenlbled general hospitals in having a large percentage

of patients stayil~ 4-30 days (53%). Private psychiatric hospital sample

patients were more likely than those at general hos})itals to stay longer than

30 days (31%). 16% of tIle srouple at the private pSj·chiatric llospitals sta;}?ed 3

or fewer days.

PAYMHNT~

For our patient sample, records indicated that 9% of the patients' bills

would be paid by ~ledicare/~ledicaid. About 20% would by paid by Blue Crossl

Blue Shield. Other conullercial private health insurance accow1ted for 31% of

the bills in this srnnple. Chwnpus h'ilS .14%, t'I~JO's 3%, and pri\,9ate pa:'l, 8%.

A1JOut 21% of the saIllple responded "other," nlost of Wllich \.Jas ex·plained as

"writterl off" or paid by state funds. No patients in the sam})le were receiving

funds for this hos})i talization through their school district. Only one was

recorded to be participa.til~ in a pro. As would l)e expected, comnlercial
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pri,:ate}lealtl~ inSUrt1l1Ce aJld Blue Cross/Blue Sllield are tile pI"ilnarj" third party

llayors for general hospi tals and privale psychiatric hospi tals, while Dr--ll~ffiSAS

110Spitals rely nlore heavil~· on ·public funds. This sur\"ey was not designed to

i.dentif~r SI>ecific coverage IJrovisions relating to psychiatric services. It is

IloteworthJ7 that the mean hospi tal. sta~r wi thin O\Jr sample (21.4 days) as well as

the naajori t)y of irldividual stays (54% in the 4-30 day category) are wi thin the

30 day mental ilealth coverage mandated by state law.

PSYCIIIA'lRIC A1I1ISSIGI roLI~ FOR MnDlS

One of tIle two nlajor goals of the survey was to determine how current

civil corntni tlncnt law is understood by }10spi"tals in the (~onunorn.JealtIl \~hiC}l

provicle inpatient psychiatric treatnlent to ruinors. In order to do this, a

series of hj1JOthetical questions were posed to Jlospi tal admillistrators. They

were instructed to choose the response which Ill0St closely represented their

hospital's starldirlg policy with regard to the psychiatric aclmission of Ininors.

The l)Qssible rel>sonses forced ttlenl to consider tile relevance, if any, of such

factors as the age of the nlinor, the minor t s expressed opiniol1, and the nattlre

of the decision to be made (eg. whether to adnlit or to release the minor).

A set of tllree identical hypotlleticals was posed for an 8 year old, an 11

year old and a 15 year old. The first in'vo!v'ed a minor brougllt to the hospital

by his pareIlts) for wllom }lospitalization was appropriate, arid WllO clearly

objected to being hospitalized. Possible responses included relying on

I.xlren tal consent fOl- a "voluntary" admission J seel{ing a 1'00 and commitment

proceedings. seel{ing conullitlnent proceedings, but holding the nlinor in t11c

interim \.Jithout a TOO, and denyillg adJnissiorl 01' referrillg -the nlinor to anotller

hospi tal. If none of these choices was acceptable to the responding hos!Ji tal,

it was free to choose "other" and ehrplain what procedure it ,~o\Jld follol.J.

The second hYI)Qthetical was sinlilar to the first except tha.t tIle nlinor,
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instead -of objecting to being 110spitalized, was merely silent on the subject,

an "assenting" patient. Possible responses included admitting the minor based

Up<Jll his presurned consent and llis IX1.rents' consent J actively see}ting the

nlinor's irlfornled consent, but ultinately z"elying on the parents' consent for a

"volurltary" adlnission, irlstitu·ting cOlnmitment proceedings if the minor was

inca.llllble of giving infornled consent, and "other."

T}le tllird }lypotlletical looked at tIle release decision. Responses included

lool(ing solely to the parents for authority to release, honoring the minor's

e>-.-pressed decison to leave, instituting commitment proceedings and "other."

TABLE B sets out the sinlple frequencies of the responses to these policy

hypotheticals. liitil an age' neutral civil commitment statute such -as the one

currently in effect, it might have been expected that there would be no

di fference ill response for the same hypotlletical at different ages. One might

also have expected that a clear understanding of the current law would have

yielded substantiall)F sinlilar responses from hospital to hospital. Those who

interpret the law as applying differently to private and public sector

hospitals nlig}lt llave e:\.'J)ected any differences in reposnses to fall roughly

along- IJublic/private lines.

None of these e~~ctations are reflected in the responses actually given.

As TABLE B mru{es clear, there is a wide variation in policy choices for each of

the h~rpothetical si tuations. While sante generalizations can be draJ.Jn from the

choices made, -the clearest conclusion tllat can be rea,ched from these responses

is that there is nO clear consensus as to to/hat current la~" requires in the area

of psychiatric }lospitalization of minors.

E\ren thO\lgll there is no overall agreement about what the lat'" requires in

this area, t}lf~re are several interesting trends in the responses. E>..'J)ressed

l)Qli(~y, as reflected in the responses to the hypotheticals suggested that: 1)

hospital type l.Jas a sigrlificant factor in a }lospital's inclination to invol{e
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tIle judicia.l pI·o~ess lvherl admittirtg a minor for psychiatric treatInent; 2) some

types of hospitals vary their policy according to the age of the patient to be

admitted; and, 3) some tyt.>es of llospitals vary their polic~" according to

t.;llether the nlinor is objecting to hospi talization or merely assenting.

TABLE C sets out the e~~ressed policy choices when viewed as a function of

hOSIJital tYIJe. For all three ages and regardless of whether the minor is

protesting or assenting, the D~'~ffiSAS hospitals express a strong policy in

favor of seel{ing court in'lol\'enlent. General hospi tals e:-"'Press an equally

strong but 0PI>osing policy in favor of relying on parental consent and staying

out of court. In those cases \oJ}lere general hospitals found court involvement

to be arJ!)r(.)priate, tlley were sliglltly nlore likely to invoke judicial process

for objecting than for assenting patients. They were alsa more liltely to

accord aidel' adolescents judicial process than younger orles. Pl'i\pate

psychia1:'1'ic hOSI)i tals were much nlore liltely than general hospi Lals to express a

IXllicy of seel<ing court invol"rement, especially wilen the minor was objecting to

hospitalization. Objecting older patients were even more lil{ely than the

younger ones to benefiot from tl1is expressed policy preference. Even though

private psychiatric hospitals' e~l)ressed policies strongly favored judicial

involvement for objecting minors, only 27% of the sample patients in private

psychiatric hospitals were admitted pursuant to some sort of court process.
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TAnLE A
1987 TOTAL:1987 PSY(]II~I '8S IAVAIL BEDS:ClnM?r 'MINIMlM
PSYCiI * MDDlS MDDlS MDUlS 'SImV AGE

IHH&S ImPITALS

#1 18l.------l_l81 20 28 1
0yes

#2 156 156 --l-14 60 no 2, •I ,
#3 L-t~_~t6 -~-~-~

I 16 I 40 no 7I L-..:_.

#4 1874 95 13 29 no 14

15 1341 97 10 15 no 14

#6 l.-911 7 2 96 no 14
••

#7 • 1001 43 3 114 no 14I

i ,..
•

TOTALS • 7310 730 78 378I
------,

mIVATH PSYOIIATRIC I~ITALS

11 1665 368 TJLa rlL~ -BLa n/a

#2 1388 470 50 108 1
0yes

#3 450 444 54 60 no 0

#4 2850 745 67 88 1
3yes

#5 357 341" 45 84 1
4yes

#_6 1736 3653 35 51 2
4yes

#7 1239 272 32 40 1 6yes

#8 455 148 23 ~
1 12yes

#9 1683 n/a 1 7G no 12

!t10
,.. , 2086 ~J_f; . 32 134 1, yes 12

#11 n/a n/a 27 27 '--..-!!.o 12
I --r-- ,. - ---, r, I I I ,

TOTALS :13,909 ;3,429 I 366
, 715' J, , ,

* TOTi\L PS)~Cl~ j\D~IISSIONS, 1987; TOTAL PS\"CII l\DrJISSIONS OF ~lINORS, 1987; TOTAL PS~{CH

ADrJISSIONS OF ~lINOR.S, ~IARCI~, 1988, BEDS AVAILABLE TO (DUT NOT RESERVED FOR) £VIINORS

y/a Not available. Responcfent haspi tal '-las lmabl(~ to I)ro"ridt~ this information.
Outp.'ltient ser""ices are a\7ailabe to tIle general pllblic.

2 Outp..'ltient services are available only to former inpatients.

3 .
apprOX11nate



Table A continued.
1987 'lUl'AL 1 1987 PSYOI'MARCII '8S'AVAIL BKOO:a.rrPr 'M:INIK.I1

PSYC11 MllUlS MDDlS ~ 'smN AGE

PSYCII UNITS/GmnmAL ImPITALS

#1 894 118 21 55 no 0

#2 575 25 2 28 no 0

#3 950 48 4 31 1 10}"es

#4 373 31 6 25 no 12

#5 _1_4~8 l_§_Z 1~ 13 no I 12

#6 569 60 1 22 2 12:res

#7 11_96 n/a 9 52 no 12

#8 ~10 55 5 12 no 12

#9 2110 99 12 n/a 1 12yes

#10 119 24 .2 16 no 13

#11 n/a n/a 2 28 no 13

#12 n/a n/a 4 62 1 13yes

#1..~ 352 18 3 18 no 13

#14 n/a n/a n/a 34 no 14

#15 n/a n/a 7 12 no 14

#16 1151 56 1 40 1
14yes

#17 625 27 6 19 no 14

#18 n/a n/a 0 23 1 15yes ,

#19 494 n~ n/a 39 ' 1 16yes

#20 n/a n/a 2 12 no 16

#21 288 2 0 15 no 16

#22 n/a n/a 0 32 no 16
r I
I ,

TOTALS 11,394 715 102 I 588 ,
I I

- ---. , r-
I

:1,681*
•

GRA\'D TOTALS :32,613 4,874 546 •,

*\Vhile all of· these beds are available for children and adolescents I deperlding upon the
minimum age policy of the particular hospital, only a total of 525 beds are actually
designated for this populatioll BnlOng the responding }10spi tals.



TABLE B

Simple frequencies of response to admission policy hypotheticals

PARENTAL JUDICIAL DENY'- OTlIER
lIYr011IETICr\L 'CONSENT 'PROCESS 'REFER

~~.i.ecting 8 y~~r old 6 7 22 1

~. a~!?_~ting_8Jear. old 9 3 23 1

3 .~j~t!.~g_1._U~_~.;r o!g 8 8 19 1

4. as~~nt_in1LIJJ~~.rold 11 4 19 2

~~ject;._~pg~_~J~~r old t-!> 24 5 1

6. assenti~~~~rold 18 9 4 6

7. 8 year o).J!-.l'1~ts release 7 8 21 1

8. 11 year old "rants release 8 9 19 1

9. 15 ye~r old ,,-'ants release 10 20 5 1

"Parental consent" indicates the number of llospitals Wllich respond(.~ that they ultinlately
relied upon the parents' consent rather than that of tile minor in making a voluntary
psychiatric adnlission. The hos~ital mayor may not have sought, the COllsent of the minoI
or may have presumed it from 'his assent.

"Judicial Process" indicates the nunlber of hospitals which responded. that tlley felt it
necessary to resort to court process, either involuntary civil commitment or teloporary
detention orders, in order tC' adnli t or to retain the nlinor in the hospi tal.

"Deny-Ref~I·" indicates the number of hospi tals which t because of their olinilnum age
policy, did not accept minors of the age posed in the hypothetical.

"Other" responses l-.;ere e~'"Plained ill a variet:y of wa:y-s. l,Then they Sl~cified denying
admission because of tIle minor's age, the response is cllarted hel~e undt:~r "deny-refer."
Some hospitals specified LU1der "other" that t}\ey relied upon the local conununitj" service
board to mw(e any decsions with regard to the necessity for instituting judicial process.
~L'lny' of the "other" responses on line 6 l--:er-e e:\.~lained b~" the hOSI)i tals as a requirernent
that the minor or the minor and his pareIlts sign a consent to hospi taliza.tion.

TIle actut\l responses represerlt sl.ightl~r nlore va.riation than l.Jhat t11is table l"ould
indicate. Questions 1,3 ,arld 5 included t,vo differer1t approaches to involting judicial
process h'h ich }\a,,.e been collal)Sed into 1 figure for this table. Sil11ilarl~{ I qllestions 2, 4
and 6 contain~d t\~O rel)son~es \11 tinlatel~~ relying on parental autllori ty and tllese responses
llave l)eell collaps~d irlto 1 figure for this table.



TABLE C

Policy h~1X>thetical responses grouped by hospital type

Il\ronIETIC;\L PARENTi\L
:CONSENT

JlJDICIAL
PROCESS

arI-IER

}~_~~_4:~~_~~r==o=1=d==========~============::============::==========

__~D_~~~AS Hospitals

Pri~9ate PSY'c~ I-Iospi tals

2. assenting 8 year old

Pri'vate ~h===I-I::::o=sp=l.=·t=a=l=s======~===:::::::::::==~====::::::::====-.===~=========

3. objectiD1L!1jear old
===============:=====::::::::=============~=======

__Dr_'1ill-~AS Hospi ta~l;::-:;s~ --'-- ~~_~:""'-:='...L.--._I

Private Psyc~ I-Iospitals

4 • assenting 11 yea=r==o=ld===========~===========~===========~==========

D~~1RSAS Hospital:::.::s:.-- ---L -.L-6.:;..6~%~o-Jo,,{.;:...;..N=-.:2~)_...a..:3~3~%;--J..,;( N;:...:-=--:.,l=--.L)

Pri\tate Ps:ych I~ospitals

5. objecting 15 year old

57% (N=4) 29% (N=~ 14% (N=11

43% (N=3)

25% (N_= 4---..)_.l--7---.:5:.....:....:%~( N::...:...=~1::...:::2--.c...)-L. _

Private PsX-<;b~:Qi~als 10~' (N=l)---L~O% (N=9)
==========~========::::-,-=====::=====~=======

•
~_.__~~~en!_i~~~~d~a~._? ~p.==========:::==========~~=============~==========

•
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PAREN~AL JUDICI~:\L OTI-IER
CONSENl PROCESS

66% (N=2) 33% (t:!=1)

67% (N=4) 33% CN=2)

,43% (N=3) 57% (N=4)

7 . 8 ~~~_r old wants release
==========:==================~============:::=========

Priyate P~~h ~ospitals

D~~IRSAS Ho~itals___ , -----'-- --L...,;:;;;~~~~_~

I
. I

~. 11 ye~r olg._li~!1.tE r~].~.~~~~'
-~-~--~--------_.-._--~--~--_. ----~--~-~~~~~-~~~~~~~~~~~~~~~

33% (N=JJ.66% (N=2)

__Qener~J--HQ.~j.._tals---- _L...;;..5~7°~%_(J.,..;:;.N..;....=__:;4;...L)_..L_i....;;...13.;;;..:;.%.o~-J(...;;...N=~3.J-.)_"-- _

50% (N=4) ~O% (N=4)Priv~t~ p~~~ Ho~tals
======~:==========~===========~=========

9. 15 year old wants release
---~---===================:::::===:::::::=~========~========~~=========

Private Psych Hospitals

__Dtn-~~IJlSA$_!JQ_~.pit_a_l_s - -l~83_%~(N=~l-:J7~_.~J_l
I
I

__G~lJ~_~~1_IIo_~p_i.~_~.s~__~--L-4-4L~tN-=-~-'A-) 5_6% (N=9) :
I I. ,
:20% (N=2) 60% (N=6) :20% (N=2)

Percentages llave been calculated based upon tile number of hospitals Wllich admi t
a minor of -the age designated ill the hypothetical. Those hospitals which
responded "DENY/REFER" were onlitted for the purposes of this calculation.
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1989 SESSION
LD6317574

1 HOUSE BILL NO. 1780
2 Offered January 24, 1989
3 A BILL to amend and reenact §§ 16.1-241, 16.1-246, 16.1-280, 37.1-61 and 53.1-245 01 the
4 Code 01 Virginia and to amend the Code 01 Virginia by adding in Chapter 11 01 Title
5 16.1 an article numbered 16, consisting of sections numbered 16.1-335 through 16.1-346,
8 relating to mental health treatment 01 minors.
7
8 Patron-Stambaugh
9

10 Referred to the Committee on Health, Welfare and Institutions
11
12 Be it enacted by the General Assembly of Virginia:
13 1. That §§ 16.1-241, 16.1-246, 16.1-280, 37.1-61 and 53.1-245 of the Code of Virginia are
14 amended and reenacted and that the Code of Virginia is amended by adding in Chapter 11
15 of Title 16.1 an article numbered 16, consisting of sections numbered 16.1-335 through
18 16.1-346, as follows:
17 § 16.1-241. Jurisdiction.-The judges of the juvenile and domestic relations district court
18 elected or appointed under this law shall be conservators of the peace within the corporate
19 limits of the cities and the boundaries of the counties for which they are respectively
20 chosen and within one mile beyond the limits of such cities and counties. Except as
21 hereinafter provided, each juvenile and domestic relations district court shall have, within
,22 the limits of the territory for which it is created, exclusive original juriSdiction, and within
23 one mile beyond the limits of said city or county, concurrent jurisdiction wit~ the juvenile
24 court or courts of the adjoining city or county over all cases, matters and proceedings
25 involving:
28 A. The custody, visitation, support, control or disposition of a child:
27 1. Who is alleged to be abused, neglected, in need of services, in need of supervision,
28 or delinquent;
29 2. Who is abandoned by his parent or other custodian or who by reason of the absence
30 or physical or mental incapacity of his parents is without parental care and guardianship;
31 2a. Who is at risk of being abused or neglected by a parent or custodian who has been
32 adjudicated as having abused or neglected another child in the care of the parent or
33 custodian;
34 3. Whose custOdy, visitation or support is a SUbject of controversy or requires
35 determination. In such cases jurisdiction shall be concurrent with and not exclusive of
36 courts having equity juriSdiction, except as provided in § 16.1-244 hereof;
37 4. Who is the SUbject of an entrustment agreement entered into pursuant to § 63.1-56 or
38 § 63.1-204 Qr whose parent or parents for good cause desire to be relieved of his care and
39 custody;
40 5. Where the termination of residual parental rights and responsibilities is sought. In
41 such cases jurisdiction shall be concurrent with and not exclusive of courts having equity
42 jurisdiction, as provided in § 16.1-244 hereof;
43 6. Who is charged with a traffic infraction as defined in § 46.1-1 (40).
44 The authority of the juvenile court to adjUdicate matters involVing the custody,
45 visitation, support, control or disposition of a child shall not be limited to the consideration
46 of petitions filed by a mother, father or legal guardian but shall include petitions filed at
47 any time by any party with a legitimate interest therein. A party with a legitimate interest
48 shall be broadly construed and shall inclUde, but not be limited to, grandparents and other
49 blood relatives and family members. The authority of the juvenile court to consider a
50 petition involving the custody of a child shall not be proscribed or limited where the child
51 has previously been awarded to the custody of a local board of social services. In any
52 decree involving visitation, the juvenile and domestic relations district court may provide in
53 such decree for visitation privileges for grandparents, stepparents or other family members.
54 B. The admission of minors for inpatient treatment in a mental health facility in
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1 accordance with the provisions 0/ Article 16 (§ 16.1-335 et seq.) 0/ this chapter and the
2 comrrjitment of a mentally ill person or jUdicial certification of eligibility for admission to
3 a treatment facility of a mentally retarded person • Sooh commitment aaG certification
4 shall be in accordance with the provisions of Chapters 1 (§ 37.1-1 et seq.) and 2 (§ 37.1-63
5 et seq.) of Title 37.1. Jurisdiction of the commitment and certification of adults shall be
6 concurrent with the general district court.
7 C. Except as provided in subdivision subsection D hereof, judicial consent to such
8 activities as may require parental consent may be given for a child i who has been
9 separated from his or her parents, guardian, legal custodian or other person standing in

10 loco parentis and is in the custody of the court when such consent is required by law.
11 D. Judicial consent for emergency surgical or medical treatment for a child ; who is
12 neither married nor has ever been married, when the consent of his or her parent,
13 guardian, legal custodian or other· person standing in loco parentis is unobtainable because
14 such parent, guardian, legal custodian or other person standing in loco parentis (i) is not a
15 resident of this Commonwealth, (ii) his or her whereabouts is unknown, (iii) he or she
16 cannot be consulted with promptness, reasonable under the circumstances or (iv) fails to
17 give such consent or provide such treatment when requested by ·.the jUdge to do so.
18 Ph [Repealed.]
19 E. Any person charged with deserting, abandoning or failing to provide support for any
20 person in violation of law.
21 F. Any parent, guardian, legal custodian or other person standing in loco parentis of a
22 child: .
23 1. Who has been abused or neglected;
24 2. Who is the SUbject of an entrustment agreement entered into pursuant to § 63.1-"56 or
25 § 63.1·204 or is otherwise before the court· pursuant to subdivision A 4 of this section;
26 3. Who has been adjudicated in need of services, in need of supervision, or delinquent,
27 if the court finds that such person has by overt actor ·omission induced, caused,
28 encouraged or contributed to the conduct of the child complained of in the petition.
29 G. Petitions filed by or on behalf of a child or such· child's parent, guardian, legal
30 custodian or other person standing in loco parentis for the purpose of obtaining treatment,
31 rehabilitation· or other services which are required by law to be provided for that child or
32 such child's parent, guardian, legal custodian or other person standing in loco parentis.
33 Jurisdiction in such cases shall be concurrent with and not exclusive of that of courts
34 having equity jurisdiction as provided in § 16.1-244 hereof.
35 H. In any case w'here a child is not qualified to obtain a work permit under other
36 provisions of law. .
37 I. The prosecution and punishment of persons charged with ill-treatment, abuse,
38 abandonment or neglect of children or with any violation of law which causes· or tends to
39 cause a child to come within the purview of this ·law,or with any other offense against the
40 person of a child. In prosecution for felonies over which the court shall have jurisdiction,
41 such jurisdiction shall be limited to determining whether or not there is probable cause.
42 J. All offenses in Which 'one family member is charged with an offense in Which
43 another family member is the victim. In prosecution for felonies over which the court shall
44 have jurisdiction, said jurisdiction shall be limited to determining whether or not there is
45 probable cause. The word "family" as herein used shall be construed to inclUde husband
46 and wife, parent and child, brothers and sisters, grandparent and grandchild, regardless of
47 whether such persons reside in the same home.
48 K. Petitions filed by a natural parent i whose parental rights to a child have been
49 voluntarily relinquished pursuant to a court proceeding, to seek a reversal of the court
50 order terminating such parental rights. No such petition shall be accepted, however, after
51 the child has been placed in the home of adoptive parents.
52 L. Any person who seeks spousal support after haVing separated from his or her spouse.
53 A decision under this subdivision shall not be res jUdicata in any subsequent action for
54 spousal support in a circuit court. A circuit court shall have concurrent original jurisdiction
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1 in all causes of action under this subdivision.
2 M. Petitions filed by a spouse for the purpose of obtaining an order of protection
3 pursuant to § 16.1-253.1 or § 16.1-279.1 as a result ot spouse abuse.
4 N. Any person who escapes or remains away without proper authority from a
5 residential care facility in which he had been placed by the court or as a result of his
8 commitment to the Virginia Department of Corrections.
7 O. Petitions for emancipation of a minor pursuant to Article 15 (§ 16.1-331 et seq.) of
8 this chapter.
9 P. Petitions for enforcement of administrative support orders entered pursuant to

10 Chapter 13 of Title 63.1 (§ 63.1-249 et seq.), or by another state in the same manner as if
11 the orders were entered by a juvenile and domestic relations district court upon the filing
12 of a certified copy of such order in the juvenile and domestic relations district court.
13 The ages specified in this law refer to the age of the child at the time of the acts
14 complained of in the petition.
15 § 16.1-246. When and how child may be taken into immediate custody.-No child may be
16 taken into immediate custody except:
17 A. With a detention o:-der issued by the judge, the intake officer or the clerk, When
18 authorized by the judge, of the juvenile and domestic relations district court in accordance
19 with the provisions of this law or with a warrant issued by a magistrate; or
20 B. When a child is alleged to be in need of services and (i) there is a clear and
21 substantial danger- to the child's life or health or (ii) the assumption of custody is
22 necessary to~ ensure the child's appearance before the court; or
23 C. When, in the presence of the officer who makes the arrest, a child has committed
24 an act designated a crime under the law of this Commonwealth, or an ordinance of any
25 city, county, town or service district, or under federal law and the officer believes that
26 such is necessary for the protection of the public interest; or
27 CI. When a child has committed a misdemeanor offense involving shoplifting in
28 violation of § 18.2-103 and, although the offense was not committed in the presence of the
29 officer who makes the arrest, the arrest is based on probable cause on reasonable
30 cOJ;Ilplaint of a person who observed the alleged offense; or
31 D. When- there is probable cause to believe that a- -child has committed an offense
32 which if committed by an adult would be a felony; or
33 E. When a law-enforcement officer has probable cause to believe that a person
34 committed to the Department of Corrections as a child has run away or that a child has
35 escaped from a jailor detention home; or
36 F. When a law-enforcement officer has probable cause to believe a child has run· away
37 from a residential, child-caring facility or home in which he had been place,d by the court,
38 the local department of' public welfare or social services or a liceI)sed child welfare
39 agency; or
40 G. When a law-enforcement officer has probable cause to believe that a child (i) has
41 run away from home or (ii) is without adult supervision at such hours of the night and
42 under such circumstances that the law-enforcement officer reasonably conclUdes that there
43 is a clear and substantial danger to the child's welfare; or
44 H. With a temporary detention~ issueQ. in accordance with , 37.1 67.1 by a special
45 justice appointed pursuant t9 , 37.1 88, wOO shall receive no fee, M by a magistrate. When
46 a child is believed to be in need of inpatient treatment for mental illness or SUbstance
47 abuse as provided in § 16.1-339.
48 § 16.1-280. Commitment of mentally ill or mentally retarded children.-\yhen any
49 juvenile court has found a child to be in need of services or delinquent pursuant to the
50 provisions of this law and reasonably believes such child is mentally ill or mentally
51 retarded, the court may commit him 9t= ~ to an appropriate hospital , in accordance
52 with the provisions 0/ § 16.1-338 or §§ 16.1-340 through 16.1-344, or admit him to a
53 training center, in accordance with the provisions 0/ § 37.1-65.1, for observation as to his
54 9r ~ mental condition i \vbereupon tIle proceedings shall be in accordance with the
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Article 16.
Mental Health Treatment of ~linors Act.

§ 16.1-335. Short title.-A. The provisions of this act shall be known and may be cited
as --The Mental Health Treatment of Minors Act."

§ 16.1-336. Definitions.-When used in this article, unless the context otherwise requires:
"Consent" means the voluntary, express, and informed agreement to treatment in a

mental health facility by a minor fourteen or older or, when applicable, by a parent or
other legally authorized custodian.

"Inpatient treatment" means placement, for observation, diagnosis, or treatment of
mental illness or substance abuse, in a psychiatn·c hospital, or in any other type of mental
health facz1ity determined by the State Board of Mental Health, Mental Retardation and
Substance Abuse Services to be substantially similar to a psychiatric hospital in relation'to
restrictions on freedom and therapeutic intrusiveness.

"Least restrictive alternative" means the treatment and conditions of treatment for a
minor which, separately and in combination, (i) are no more restrictive of freedom or
intrusive than necessary to achieve a substantial therapeutic benefit, and (ii) involve no
restrictions on physical movement except as reasonably necessary for the administration of
treatment or for the protection of the minor or others from physical injury.

"Mental illness" means a substantial disorder of the minor's cognitive, volitional, or
emotional processes that demonstrably and significantly impairs judgment or capacity to
recognize reality or to control behavior. "Mental illness" may include substance abuse,
which is the use, without compelling medical reason, of any substance which results in
psychological or physiological dependency as a function of continued use in such a
manner as to induce mental, emotional or physical impairment and cause socially
dystunctional or socially disordering behavior. Mental retardation, head injury, a learning
disability or a seizure disorder alone is sufficient neither to justify nor exclude a finding of
"mental illness" within the meaning of this article.

"Mental health' facility" means a public or private' facz1ity for treatment of mental
ii/ness operated or licensed, by the Department of Mental Health and Mental Retardation
and Substance Abuse Services.

"MinorH means a person less than eighteen years of age.
UParent, I' unless otherwise indicated by the context, means (i) a biological or adoptive

parent "'ho has legal custody of the minor, including either parent if custody is shared
under a joint custody decree' 0" agreement, (ii) a person judicially appointed as a legal
guardian of the minor, or (iii) a person who exercises the nghts and responsibilities of
legal custody by delegation from a biological or adoptive parent, upon provisional
adoption or otherwise by operation of law. However, the term "parent" does not mean.
the local department of public welfare or social services or the Department of Corrections
when it has assumed the status of legal guardian 01 the minor,· nor does it include
persons or agencies, including foster parents or others, who exercise custodial
responsibilities upon delegation by the Commonwealth.

HQualified evaluator" means a psychiatrist licensed in Virginia or a psychologist

1 pRWiskms 9.f ! 37.1 65.1 ~ * 16.1 338 ~ 37.1 67.1 through 37.1 67.4 . No child shall be
2 committed pursuant to this section m: , § 37.1 67.1 through 37.1 67.4 16.1-338 or §§ 16.1-340
3 through 16.1-344 to a maximum security unit within any state hospital where adults
4 determined to be criminally insane reside. However, the Commissioner of the Department
5 of Mental Health, Mental Retardation and Substance Abuse Services may place a child
8 fifteen years of age or older who has been certified to the circuit court for trial as an
7 adult pursuant to § 16.1-269 or § 16.1·270 or who has been convicted as an adult of a
8 felony in the circuit court in a unit appropriate for the care and treatment of persons
9 under a criminal charge when, in his discretion, such placement is necessary to protect the

10 security or safety of other patients, staff or public. The Commissioner shall notify the
11 committing court of any placement in such unit. The committing court shall review the
12 placement at thirty-day intervals.
13
14
15
16
17
18
19
20
21
22
23
24
25
28
27
28
29
30
31
32
33
34
35
36
37
38
39
40
41
42
43
44
45
46
47
48
49
50
51
52
53
54
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1 licensed in Virginia by either the Board 01 Medicine or the Board 01 Psychology, skilled in
2 the diagnosis and treatment of mental illness in minors and lamlliar with the provisions 01
3 this article, or, if such psychiatrist or psychologist is unavailable, a person designated by
4 the community services board serving the jurisdiction where the child is located who
5 meets the qualifications established by the State Board of Mental Health, Mental
6 Retardation and Substance Abuse Services.
7 HTreatment" means any planned intervention intended to improve a minor's
8 functioning in those areas which show impairment as a result of mental illness.
9 § 16.1-337. Inpatient treatment of minors,· general applicability.-A minor may only be

10 admitted to a mental health lacility lor inpatient treatment pursuant to §§ 16.1-338,
11 16.1-339 or 53.1-245, or in accordance with an order 01 involuntary commitment entered
12 pursuant to §§ 16.1-340 through 16.1-344.
13 § 16.1-338. Inpatient treatment 01 minors younger than fourteen and nonobjecting
14 minors lourteen or older.-A. A minor younger than lourteen years of age may be admitted
15 to a willing mental health facility lor inpatient treatment upon application and with the
16 consent of a parent with whom the minor resides.
17 A minor fourteen years of age or older may be admitted to a willing mental health
18 facility for inpatient treatment upon the joint application and consent 01 the minor and a
19 parent with whom the minor resides or, il the minor is in the custody 01 the local
20 department of public wellare or social services, upon "the joint application and consent 01
21 the minor and the department's director or the director's designee,· however, any minor
22 fourteen years of age or older who is unable to make an informed decision regarding
23 treatment may be admitted upon such application as long as he does not object.
24 B. Except as hereinafter provided, admission of a minor under this section shall be
25 approved by a qualified evaluator who is not and will not be treating the minor, and, if
26 admission is sought to a private facility, who will not derive any significant financial
'27 benefit from such admission. Such evaluator shall have conducted a personal examination
28 of the minor and have made the following written findings:
29 1. The minor appears to have a mental illness for which he is in need of the proposed
30 inpatient treatment, and he is reasonably likely to benefit from the treatment;
31 2. The minor has been provided with an explanation of the nature and purpose of the
32 proposed treatment to the extent that he can understand the nature and purpose of the
33 treatment and will not be harmed by the explanation;
34 3. If the minor is fourteen or older, that the minor has been provided with art
35 explanation of his nghts under this Act and has consented to admission or, if the minor is
36 unable to make an informed decision, that he does not object to admission; and
37 4. The treatment is the least restrictive alternative. If the facility to which admission is
38 sought is a state facility, the community services board serving the area in which the
39 minor resides must certify that it has examined the minor, has surveyed all modalities of
40 treatment less restrictive than the program to which admission is sought, and has
41 concluded that no available modality that is less restrictive would offer comparable
42 benefits to the minor. This examination and certification may be provided simultaneously
43 by the qualified evaluator who conducts the examination and makes the findings required
44 above.
45 The evaluation required by this subsection shall not be required in cases of admission
46 of a minor under fourteen )'ears of age to a public mental health facility pursuant to this
47 section.
48 C. Within ten days of the admission of a minor under this section, the director of the
49 facility shall ensure that an individualized plan of treatment has been prepared by" the
50 provider responsible for the minor's treatment and has been explained to the parent. The
51 minor shall be involved in the preparation of the plan to the maximum feasible extent
52 consistent with his ability to understand and participate, and the minor's family shall be
53 involved to the maximum extent consistent with the minor's desire for confidentiality and
54 with his treatment needs. The plan shall include a preliminary plan tor placement and
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1 aftercare upon completion of inpatient treatment and shall include specific behavioral and
2 emotional goals against which the success of treatment rna)' be measured.
3 D. If a minor fourteen years of age or older admitted under this section objects at any
4 time to further treatment, he shall be discharged within forty-eight hours to the custody 01
5 his parent or other legally responsible person, unless a petition for involuntary
6 commitment is filed under § 16.1-345.
7 E. Inpatient treatment of a minor admitted under this section may not exceed ninety
8 consecutive days unless it has been authorized by appropriate hospital medical personnel,
9 based upon their written findings that the criteria set forth in subsection B of this section

10 have been met, after such persons have interviewed the minor and the parent or legal
11 custodian and reviewed reports submitted by members of the facility staff familiar with
12 the minor's condition.
13 F. Any minor admitted under this section whz1e younger than fourteen shall be
14 informed orally and in writing by the director of the facility within five days of his
15 fourteenth birthday that continued voluntary treatment under the authon-ty of this section
16 requires his consent.
17 G. The community services board serving the political subdivision in which any minor
18 admitted under this section resides shall ensure that the requirements of this section are
19 met.
20 § 16.1-339. Temporary admission of minors for evaluation and emergency treatment.-A.
21 Whenever a parent, law-enforcement official, mental health provider, or other person
22 exercising lawful custodial responsibility for a minor has reason to believe that the minor
23 meets the criteria set forth in § 16.1-344 for involuntary commitment, and that immediate
24 inpatient treatment i,~ needed to protect the safety of the minor or others, the minor may
25 be taken into custody and transported to a willing mental health facility or other
26 appropriate location for immediate evaluation by a qualified evaluator. If the evaluator
27 determines that the minor does not require inpatient treatment, the minor shall be
28 discharged as soon as possible to the custody of his parent or other legally responsible
29 person and, if appropriate, shall be referred lor other appropriate mental health services.
30 II the evaluator determines that the minor is in need of inpatient treatment and that the
31 safety of the minor or others may be endangered il the minor is not detained, the minor
32 may be retained and admitted to the lacility or transported to another appropriate facility
33 lor emergency treatment. II a minor is retained and admitted to a facility lor inpatient
34 treatment under this paragraph~ the director of the facility shall ensure that the minor's
35 parent or other legal· custodian is notilied of the admission as soon as possible.
36 B. If the minor is not already being la:wfully detained in a mental health facility lor
37 evalzJation and treatment under subsection A at the time that a petition for involuntary
38 commitment is filed pursuant to § 16.1-340, a juvenzle and domestic relations court judge
39 may issue an order requiring the minor to be brought belore the court lor the purpose of
40 deciding whether an emergency:treatment order shall be issued pending disposition of the
41 petition. Such an order shall be issued if the judge finds, after interviewing the minor and
42 at least one mental health professional familiar with the minor's condition, that there are
43 reasonable grounds to believe that the minor needs inpatient treatment and that the salety
44 01 the minor or others will be endangered if the minor is not detained.
45 C. A minor taken into custody and detained in a mental health facility for evaluation
46 and emergency treatment pur~,lant to subsections A or B of this section shall be
47 discharged within seventy-two hours 01 the time he was initially taken into custody unless
48 the minor is (z) admitted pursuant to § 16.1-338, or (ii) involuntarily committed pursuant to
49 § 16.1-344. However, il a continuance is granted pursuant to § 16.1-344 D, the court may
50 enter an order permitting the minor to be retained in the facility until the hearing is he/d.
51 D. Any mental health facility to which a minor is admitted lor emergency treatment
52 under this section is authorized to provide medical and psychiatric services ·within its
53 capabilities when the minor's parent or legal guardian determines that such services are in
54 the best interests of the minor. The costs incurred in providing such services shall be paid
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1 and recovered as provided in § 37.1-89. The maximum costs reimbursable by the
2 Commonwealth pursuant to this section shall be established b~' the State Board of Health
3 based upon reasonable criteria. Where coverage by a third-party payor exists, the facility
4 seeking reimbursement under this section shall first seek reimbursement from the
5 third-party payor. The Commonwealth shall reimburse the providers only for the balance
6 of costs remaining after the allowances covered by the third-party payor have been
7 received.
8 E. Whenever transportation of a minor for evaluation, treatment or appearance before
9 the court is authorized by this section, and no other suitable mode of transportation is

10 available, the sheriff shall provide such transportation in an expeditious and humane
11 manner.
12 § 16.1-340. Involuntary commitment; who may petition; contents of petition; processing
13 of petiti~n,· notice and appointment 01 counsel.-A. A petition lor the involuntary
14 commitment 01 a minor may be filed with the juvenile and domestic relations district
15 court by a parent or other lawful custodian, or, if the parent or custodian is not available
16 or is unable or unwilling to file a petition, by any responsible adult.
17 B. The petition for involuntary commitment shall include the name and address of the
18 petitioner and the minor and shall set forth in general terms why the petitioner believes
19 the minor meets the criteria specified in § 16.1-344 for involuntary commitment. The
20 petition shall be under oath.
21 C. The initial processing of petitions shall be the responsibility of the intake officer.
22 Pn·or to the filing of any petition under this section, the intake officer shall interview the
23 petitioner, shall contact the appropriate community services' board, and shall conduct such
24 other investigations as he deems appropriate, lor the purpose of achieving· a consensual
25 resolution under which needed treatment or other services are provided without judicial
26 intervention. The intake officer shall refer the petitioner to the community services board
27 prior to· thefi/ing 01 any petition under this section if it is determined that the minor has
28 not been interviewed or evaluated by the community services board. If the intake officer's
29 efforts to avoid judicial intervention are not successful, the petition shall be filed.
30 D. After any petition is filed with the juvenile and domestic relations district court, a
31 hearing shall be scheduled no sooner than twenty-four hours and no later than
32 seventy-two hours after the petition is filed. Copies of the petition, together with a notice
33 of the hearing, shall be served immediately upon the minor and the minor's parents,. if
34 they are not petitioners. No less than twelve hours before the hearing, the court. shall
35 appoint counsel to represent the minor, unless it has determined that the minor. has
36 retained counsel. Upon the request of minor's counsel, for good· cause sho.wn, and after
37 notice to the petitioner and all other persons receiving notice of the hearing, the court
38 may continue the hearing once ·for a period not to exceed seventy-two hours.
39 § 16.1-341. Involuntary commitment; prescreening report; independent evaluations.-A.
40 :·-Upon the filing of a petition for involuntary commitment, the juvenile and domestic
41 relations district court shall direct the community services board serving the area in which
42 the minor is located to provide, before the time of the scheduled hearing, a prescreening
43 report describing available placement alternatives and including recommendations
44 regarding the most suitable placement. The community services board shall complete the
45 prescreening report in all cases, whether admission is sought to a state or private facility.
46 The prescreening report shall indicate specifically whether any available modality 01
47 treatment less restrictive than inpatient treatment would be appropriate to the minor's
48 needs. The court shall also appoint a qualified evaluator who is not and will not be
49 treating the minor and, if admission is sought to a private facility, who will not "derive
50 any significant financial benefit from such admission, to perform a personal eVallJation 01
51 the minor. The evaluator so appointed shall report to the petitioner, the minor's attorney,
52 and the court the findings of the evaluation before the time of the scheduled hearing. The
53 prescreening report and the report of the qualified evaluator may be combined. The
54 evaluator shall state in writing, to the extent that he is able to do so, an opinion
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1 regarding whether the criteria lor involuntary commitment· specified in § 16.1-344 are met.
2 If requested by the petitioner, the minor's attorney, or the court, the evaluator shall
3 attend the involuntary commitment hearing as a witness.
4 B. The petitioner, all public agencies, and all providers or programs which have treated
5 or who are treating the- minor, shall cooperate with the provider conducting the
6 evaluation and shall promptly deliver to him, without charge, all records of treatment or
7 education of the minor.
8 § 16.1-342. Involuntary commitment; duties of attorney for the chi/d.-As far as possible
9 in advance of a hearing conducted under § 16.1-343 or an appeal from such a hearing, the

10 minor's attorney shall interview the minor; the minor's parent or guardian, if avazlable;
11 the petitioner,· and the qualified evaluator. He shall interview all other maten·al witnesses,
12 and examine all relevant diagnostic and other reports. The obligation of the minor's
13 attorney during the hearing or appeal is to interview witnesses, obtain independent
14 experts when possible, cross-examine adverse witnesses, present witnesses on behalf of the
15 minor, and otherwise fully represent the minor in the proceeding. Counsel appointed by
18 the court shall be compensated in accordance with the provisions of § 16.1-267 01 this
17 title.
18 § 16.1-343. Involuntary commitment,· hearing.-The court shall summon to the hearing
19 all material witnesses requested by either the minor or the petitioner. All testimony shall
20 be under oath. The rules of evidence shall apply,· however, the evaluator's report required
21 by § 16.1-341 shall be admissible into evidence by stipulation of the parties. The petitioner,
22 minor and, with leave 01 court for good cause shown, any other person shall be given the
23 opportunity to present evidence and cross-examine witnesses. The hearing shall be closed
24 to the public unless the minor and petitioner request that it be open. Within thirty· days
25 of an}' final .order committing the minor or dismissing the petition, the minor or petitioner
26 shall have the right to appeal de novo to the circuit court serving the jurisdiction in
27 which the minor was committed or in which the minor is hospitalized pursuant to the
28 commitment order. The juvenile and domestic relations district court shall appoint an
29 attorney to represent any minor desiring to appeal who does not appear to be already
30 represented.
31 § 16.1-344. Involuntary commitment; criteria.-A. The court shall order the involuntary
32 commitment of the minor to a mental health facility for treatment for a period not to
33 exceed ninety days if it finds by clear and convincing evidence that:
34 1. Ber:ause of mental illness, the minor either (i) presents a serious danger to: himself or
35 others to the extent that severe or irremediable injury is likely to result, as evidenced by
36 recent acts or threats; or (if) is experiencing a serious deterioration of his ability to care::
37 for himself in a developmentally age-appropn·ate manner, as evidenced by a significant
38 impairment 01 functioning in hydration, nutrition, self-protection, or self-control;
39 2. The minor is in need of compulsory treatment for a mental illness and i~ reasonably
40 likely to benefit from the proposed treatment;
41 3. II inpatient treatment is ordered, such treatment is the least restrictive alternative.
42 This finding shall be made only after the court has given specific consideration to the
43 prescreening report prepared by the community services board pursuant to subsection A of

44 § 16.1-341; and
45 4. In cases involving a minor who is in parental custody, that a parent approves the
46 proposed commitment or, if the parent is unable or unwilling to approve the proposed
47 commitment, that the proposed commitment is necessary to protect the minor's life, health
48 or normal development, and that issuance 01 a removal order 'or protective order is
49 authorized by § 16.1-252 or § 16.1-253. Upon further finding that the best interests of the
50 minor so require, the court may also enter an appropriate order directing either or both of
51 the minor's parents to comply with reasonable conditions relating to the minor's
52 treatment.-
53 § 16.1-345. Treatment plans; discharge; perdiodic review of status.-A. Within ten days
54 of commitment ordered under § 16.1-344, the director 01 the facility to which the minor
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1 was committed shall ensure that an individualized plan of treatment has been prepared b.v
2 the provider responsible for the minorIs treatment and, If applicable. has been
3 communicated to the parent. The minor shall be involved in the preparation 01 the plan
4 to the maximum feasible extent consistent with his ability to understand and participate.
S and the minorIs family shall be involved to the maximum extent consistent lvith the
8 minorIs desire for confidentiality and with his treatment needs. The plan shall include a
7 preliminary plan for placement and aftercare upon completion of inpatient treatment and
8 shall include specific behavioral and emotional goals against which the success of
9 treatment may be measured.

10 B. A qualified evaluator shall review the status and current condition of each nlinor no
11 less frequently than every thirty days to ensure that the commitment criteria current'-v are
12 met and that the individualized treatment plan is responsive to the minorIs current
13 treatme".t needs and is no more restrictive than is necessary to meet those treatment
14 needs. The evaluator shall submit his findings in writing to the court, which s{zall
15 terminate the commitment il the criteria are no longer met.
16 C. Prior to discharge 01 any minor, a predischarge plan shall be formulated and
17 explained to the minor. and copies thereof shall be sent to the court and to the minor's
18 parent or, if the minor is in the custody of the local department 01 public welfare or
19 social services, to the department's director or the director's designee. If the minor 1-vas
20 committed to a state facility, the predischarge plan shall be prepared and implemented in
21 accordance with § 37.1-98.2. The plan shall, at a minimum, (i) specify the services required
22 by the released patient in the community to meet the minorIs needs for treatment.
23 housing, nutrition, physical care and salety; (ii) specify any' income subsidies lor which the
24 minor is eligible; (iii) identify all local and state agencies which will be involved in
25 providing treatment and support to the minor; and (iv) specify services which would be
26 appropriate for the minorIs treatment and support in the community but which are
27 cun-ently unavailable.
28 § 16.1-346. Cooperative plans; fees and expenses for independent evaluators.-A. Eaell
29 community services board shall enter into a cooperative plan with all juvenile and
30 domestic relations distn·ct courts and all providers 01 inpatient mental health services to
31 minors in the area served by the community services board to ensure that the provisions
32 01 this article are implemented fairly and efficiently. The plan shall be publicly
33 disseminated. The plan shall address the provision by the community services board 01
34 prescreening, evaluative, training, and other services to the court and compensation lor
35 these services.
36 B. Every qualified evaluator appointed by the court to conduct an evaluation pursuant
37 tq § 16.1-341 who is not regularly empltJyed by the Commonwealth shall be compensated
38 for lees and expenses as provided in § 37.1-89. The cost 01 an evaluation conducted
39 pursuant to § 16.1-338 shall be considered lor all purposes a cost 01 treatment and shall
40 be compensated accordingly.
41 § 37.1-61. Admissions and transfers.- ~ A. Only mentally ill or emotionally disturbed
42 children under sixteen years of age shall be admitted or transferred to a treatment center.
43 00 B. Voluntary admissions may be made, in the discretion of the director, upon signed
44 application. as provided in § 16.1-338 of the Code.
45 {t} c. Transfers to the centers may be made as provided in § 37.1-48 with respect to
46 transfers between other facilities operated by the Department. Upon application made by
47 any state department, institution or agency haVing custody of any child who is mentally ill
48 or emotionally disturbed, such child may, with the approval of the Commissioner and
49 SUbject to H 37.1 67.1 through 37.1 67.4 §§ 16.1..338 or 16.1-340 through 16.1-344 , be
50 admitted for stUdy, care and treatment at the center.
51 § 53.1-245. Observation and treatment of mentally ill and mentally retarded children.
52 After commitment of any child to the Department, if the Department finds, as a result of
53 psychiatric examinations and case stUdy, that such child is mentally ill or mentally
54 retarded, it shall be the duty of the Department to obtain treatment for the child's mental
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1 condition. If the Department determines that transfer to a state hospital, training center, or
2 other appropriate treatment facility Is required to further diagnose or treat the child's
3 mental condition, the proceedings shall be in accordance with the provisions of § §
4 37.1-65.1 or ** 37.1 97.1 thF9Qgk 37.1 &7.4 J6.J-340 through 16.1-344, except that provisions
5 requiring consent of the ch,1d's parent or guardian lor treatment shall not apply in such
I cases. No child transferred to a state hospital pursuant to this section or the provisions of
7 Title 16.1 or 37.1 shall T Bowever, be held or cared for in any maximum security unit
8 where adults determined to be criminally insane reside, but such child shall be kept
9 separate aR4 apart ~rom such adults.
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