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EXECUTIVE SUMMARY

HJR 269 was passed by the 1994 Session of the General Assembly to addréss the impact
persons with primary substance abuse problems have on local services and state mental bhealth
facilities. The impetus for the study arose from a prior study, The Impact of Public
Inebriates on Community and Criminal Justice Services, Systems (House Document 46,
1994 Session of the General Assembly). In addition, the Department of Mental Health,
Menta! Retardation and Substance Abuse Services began studying the significant oumber of
admissions who were primary substance abusers to state mental health facilities.

Although substance abuse can co-exist with serious mental illness, the individual experiencing
primary substance abuse does not present the duration of impaired functioning consistent with
serious mental illness. Primary substance abuse does present episodic impairment in
functioning. The periodic pature of impairment, even if severe, does not indicate the need
for the milieu or ancillary services currently provided by state mental heaith facilities.

In Virginia, public substance abuse treatment services are provided by a community services
board system, which provides mental health and mental retardation and substance abuse

services throughout the state. In Fiscal Year 1993, $70,861,482 was allocated for substance
abuse treatinent to the community services boards which provided substance abuse treatment
services to 56,548 individuals. All community services boards must provide, at 2 minimum,
emergency services. All do provide outpatient services, and all have access to residential

services such as community based detoxification, primary care and therapeutic commuuities.

However, community programs arc generally operating at capacity, and often have waiting
hssforscmcs

In fiscal year 1994, 1,693 admissions occurred to state mental health facilities for persons
with primary substance abuse. At an average estimated per diem of $234, and an average
length of stay of nearly 26 days, the cost amounted to $10,144,230, resulting in an average
cost per admission for a person with primary substance abuse of $5,991. By comparison,
the estimated per diem of residential treatment for primary substance abuse in the comnmmity
is $78, with an average cost per admission of $1,540.

In addition to cost issues, the milicu of state mental health facilities is not clinically
appropriate for persons with primary substance abuse. Although these persons do experience
life threatening crises, these could probably be addressed more appropriately in community
based programs. Admission to state mental health facilities may not be the best intervention,
either clinically or from the perspective of cost-effectiveness.

Three major categories of options to changes in the Code of Virginia can be pursued by the
study committee:



Option A: Continue current practice of civil commitment for person with primary
substance abuse to state mental health facilities;

Option B: Amend the Code to exclude civil commitment to state mental health
facilities for persons with primary substance abuse and amend Department policy to exclude
voluntary admissions to state mentai health facilities with primary substance abuse;

Option C: Amend the Code to establish specific civil commitment options in the
community for persons with primary substance abuse and reinvest current department
resources in the community in order to insure that capacity and programming are sufficient
and appropriate to meet demand created by diverting this population.

It is Option C that best addresses the intent of HJR 269, and so it is this option which the
study is designed to explore in detail. The study will utilize survey techniques to select
clinical records of patients admitted three or more times during Fiscal Years 1993 and 1994
to state mental health facilities. Information will be collected to indicate the types, levels and
capacity and locations of services necessary to serve the patient in the community. In
addition, sheriffs and judiciary will also be surveyed to collect information regardmg the
impact of such a proposed change.

This information will form the basis of recommendations focused on redesigning the
substance abuse treatment service delivery system so that persons with primary substance
abuse receive the best clinical care at the least burden to the taxpayers of Virginia. These
data will provide information regarding the types, capacity and geographic distribution of
needed services, the cost of providing them in the community and ideas for funding through
reinvestment, the impact on local law enforcement and the judiciary.

The study group will propose amendments to the Code to provide appropriate authority and
support for improving the service system. Also, the group will review Department policy
and suggest for revisions, with the end result being that commitment to state mental health
facilities is eliminated as a commitment option, and community-based commitment options
for persons with primary substance abuse are created.

Thorough review and discussion of the information collected in this process will insure that
sound, clinically appropriate treatment is available and accessible at the community level for
persons with primary substance abuse now being admitted to state mental health facilities, and
that available resources are used more efficiently.
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L INTRODUCTION

This documeat is an interim report on a two year study mandated by the 1994 Session of the
General Assembly, House Joint Resolution 269 (Appendix A). To address this mandate, the
Department and the Office of the Attorney General have, as instructed, embarked on a
comprehensive study to produce empirical information which will thoroughly address the
mandates of the study. This interim report will discuss the content and context of the
resolution, consider policy options, make policy recommendations congruent with the intent
and scope of the resolution, describe the study approach, and status, and describe the
experience of other states in providing treatment for persons who are chronic abusers of

alcobol and other drugs with respect to civil commitment and community alternatives to state
mental health facilities.

Scope of the Resolution

Based on concern about the impact of providing services to persons who chronically abuse
alcohol and other drugs on statc mental health facilities, local jails, and other systems, this
study requests "the Department of Mental Health, Mertal Retardation and Substance Abuse
Services, in corjunction with the Office of the Attorney General, to study commuarity and
Jacility treatment programs, including the clinical appropriateness and cost effectiveness of
the current civil conwmitment process for individuals with substance abuse problems and to
make recommendations regarding alternatives.”

"The study shall: (i) address the development of an array of services, including
conwmzysoaaldetaqﬁmonadmdvﬂ and long-term inpatiertt programs which
more appropriately respond to the needs of individuals with chronic substance abuse
problems; (ii) review the Code of Virginia as it relates to the civil commitment of individuals
with primary substance abuse problems and make appropriate recommendations; (iii)
recommerd clinically appropriate and cost-effective alternatives to facility-based treatmertt for
people who have chroric substance abuse problems; and (iv) develop cast estimates to
expand commuaity capacity to serve chronic substance abusers.”

This study focuses solely on persons with primary substance abuse, which means that the
person is not experiencing the serious and persistent symptoms of major mental illness. This
should not be taken to mean, however, that persons with primary substance abuse considered
in this study do not experience serious psychiatric problems, such as suicidal thoughts and
behaviors, feelings of paranoia, perceptions of grandeur, depression and other mood
disorders. The key feature separating these individuals from those with serious mental illness
(and for whom civil commitment to a state mental health facility may be appropriate) is the
duration of symptoms. It is important to note, in addition, that certain seriously mentally ill
persons also abuse alcobol and other drugs. This study does not address their needs, and is

in no way intended to bar them from civil commitment or other legal procedures which may
assist them.



It is also important to note that people who chronically abuse alcohol and other drugs are not
an homogenous group. For this reason, a detailed study of their clinical and support issues is

necessary in order to determine how to best divert admission to state mental health facilities,
as well as to reduce burdens on local jails.

Finally, an underlying essential premise of this study is that existing resources, now utilized
to provide care to chronic substance abusers in statc meantal health facilities, can be
reinvested in communities to provide more clinically appropriate, cost-effective treatment.
The study will make recommendations concerning the mechanisms and sequences which such-
a transition should follow and maintain a cost neutral impact on the larger services system.
Since demand for community-based substance abuse treatment currently exceeds current |
capacity, recommendations for transition will be included as well.

Irpetis for the Study

The initial legislative impetus for HIR 269 arose from a two year study of services to public
inebriates and the impact of this population, who are primarily chronic abusers of alcohol, on
the criminal justice system. (See The Impact of Public Inebriates on Community and
Criminal Justice Services Systems, House Document No. 46, presented to the 1994 Session
of the General Assembly.) A recommendation of this study provided the basis for HIR 269.

Simuitaneously, the Department was increasingly aware that many of the persons admitted to
its mental health facilities were not experiencing serious and persistent symptoms of mental
illness for which the state mental health facilities were designed, but were instead persons
who were experiencing problems due to primary substance abuse.

The Code of Virginia § 37.1-203 (2) defines "substance abuse” as "the use, withowt
compelling medical reason, of any substance which results in psychological or physiological
dependency as a function of contirued use, in such a marmer as to induce mental, emotional
or physical impairment and cause socially dysfunctional or socially disordering behavior."

Substance abuse can and does occur in combination with other psychiatric disorders,
including serious mental illness, complicating treatrnent for both. In the case of primary
substance abuse, however, the abuse of aicohol or other substances is the primary cause of
the symptoms presented. These symptoms may include serious suicide attempts, delusions,
paranoia, and other symptoms typically associated with serious mental illnesses.
Nevertheless, once the substance has left the body, and its effects have diminished, the
bebavior in question recedes. This pattern does not diminish the person's need for heip, nor
the seriousness of the symptoms, but it does point out the episodic pature of substance abuse,
even among persons who have chronic substance abuse problems, as opposed to the persistent
natre of serious mental illness. The persistent quality of serious mental illness often
indicates a need for a milieu providing limited stimulation, reduced stress, and medical and
psychiatric attention to provide appropriate pharmaceutical therapies, and supportive staff.



The needs of the person with primary substance abuse, however, are very different.
Although their most seriously disturbed behavior does indicate the need for a safe, secure
place similar to those needed by a seriously mentaily ill person, these symptoms usually
diminish in a matter of days. At that point, a less restrictive eavironment providing more
stimulation and more opportunities for responsible interaction are preferable. State mental
heaith facility staff report that persons with primary substance abuse tend to disrupt the
facility programming by being demanding, manipulative, and exhibiting other behaviors more
typical of persons with addiction problems. Furthermore, in some state mental health
facilities, the same individuals with primary substance abuse disorders seek admission
repeatedly with no indication of involvement with appropriate community programs. Since
these individuals arrive under court order for commitment, the state facilities have no choice
but to admit them. The Department, therefore, in examining the best use of resources to
provide the most effective treatment, has begun to examine the issue of how best to serve
persons with primary substance abuse who are being committed, either involuntarily or
voluntarily, to its state mental heaith facilities.

Desa'qauonaf PbngPwﬁc&m:zAbwe Treatrren System

Publicly funded substance abuse treatment services are available through the 40 community
services boards (CSBs) located throughout the state. CSBs, established by the Code of
Virginia (§ 37.1-194 - 202.1), also provide publicly funded mental heaith and mental
retardation services to the citizens of their catchment areas, and are entities of local
government. These services are available on an ability-to-pay basis. The Department of
Mental Health, Mental Retardation and Substance Abuse Services allocates public funding
and provides technical assistance to the CSBs. Emergency services is the only service the
CSBs are mandated to provide (§ 37.1-194), however all CSBs provide, at a minimum,
outpatient substance abuse services, either directly or through contract with a nonprofit or
governmental provider. In addition, all CSBs may participate in a purchase of service
program to access residential services, such as community-based detoxification or residential
treatment. The total unduplicated mumber of admissions for FY '93 was 56,548. Since
succ&ssfultremncntforalcoholorothcrdmgabuscmyreqmttatapersonpamcxpatcm
several types of treatment, many of these individuals may have been admitted to several
different programs or facilities within a given year.

Although CSBs are designed to make services available to all citizens regardless of ability to
pay, all boards accept third-party payment when it is available. In rural areas of the state,
where the population is sparse and health care resources are rare, CSBs may provide the only
source of mental health, substance abuse or mental retardation care, regardless of the
citizen's economic or social status. Substance abuse treatment activities in CSBs are largely
supported by state General Funds, federal Substance Abuse Prevention and Treatment Block

Grant Funds, local revemues and fees. Table 1 below displays amounts for fiscal years 1993
and 1994.



Table 1
Sources and Amounts of Funding
for Community Substance Abuse Treatment, FY 93 and 94

Source of Funds FY 1993 FY 1994

State $25,746,966 - $27,008,016

Federal 20,430,408 21,743,805

Local 17,095,998 17,745,232 |

Fees 6,344,586 7,403,965

Other 1,243,524 3,349,954

TOTAL $70,861,482 w220,

Sources: . 4th Quarter Performance Reports, ummary

Report, FY '94

Most community services board affiliated programs report waiting lists for services. This
" factor is especially critical for community-based residential programs, which could often
provide clinically appropriate and cost-effective alternatives to state mental health facilities,
and are especially important in providing stabilization services to persons once discharged
from state mental health facilities. Recent utilization data indicate that community-based
detoxification centers, which can provide services for about $135 per day, are usually
operating at over 80 percent capacity. Considering that these programs often operate units
which are quite small, about 9 beds, and that their clients stay less than 6 days, this is a very

high rate of utilization, senously reducing accssibllny of this pecessary treatment
component.

Persons with primary substance abuse who are treated in public sector programs are generally
medically indigent. Although the State Medicaid Plan authorizes payment for medically
necessary detoxification, few community general hospitals want to admit these patients, and
few physicians or other health professions working in primary health care settings are trained
to treat substance abuse. Chronic substance abuse, particularly displayed in public, is
threatening to the public and has been associated with increased rates of crime. In many
communities where community social detoxification programs operate, local law enforcement
will pick-up and transport pubic inebriates to community programs. When these resources
are not available or accessible, however, the person may end up incarcerated in local jails or,
through the commitment process, may be admitted to 2 state mental health facility.



II. CURRENT PROBLEM |
Utilization of Fadility Resowrces by Primary &bszmAb&se PM

Substance abuse is often undiagnosed among individuals admitted to state mental bealth
facilities. ‘'The reasons for this vary and are usually complex: a physician may be sensitive
to-the stigma of substance abuse and may fear that the individual will be discharged without
appropriate access to community services; the physician may literally fail to recognize the
signs and symptoms due to his or her own ignorance; the individual's behavior may be so
erratic that the impact of alcohol or other drugs cannot be clearly distinguished from
psychotic behavior. Finally, the nature of training for most psychiatrists leads them to think
of substance abuse as a secondary condition, one that is caused by an underlying emotional
problem, as opposed to substance abuse causing erratic, life threatening behavior. Because of
these factors, data indicating the numbers of persons admitted to state mental health facilities
diagnosed with primary mbsmabuscmustbemtcrprctedmthccom:nofscvereunder
reportng.

Table 2 displays anmual voluntary and involuntary admissions to state mental heaith fac.iities
for persons diagnosed with primary substance abuse, average length of smy ALOS (mean),
anm:alcost,avcragecost perdxcm,andsnmatedcostperadmssxon.forﬁsmlyars'%
'93and94

Table 3

ANNUAL SUBSTANCE ABUSE ADMISSIONS
TO STATE MENTAL HEALTH FACILITIES

_YEAR | TOT. PRIM. ALOS | ANNUAL | COST PER AVG COST/

SA ADM (days) COST | DIEM ADMISSION
FY '92 1,714 30.0| $10,695,360 $208 $6.240
FY'93 | 1,542 313{ 10,072,339 | 209 6,532

1,693 25.6 | 10,144,230

Ad.mlssmm Currenﬂyanofthcstatesmcntalhumxfacﬂmmcwﬂcommunem
admissions for persons with a primary diagnosis of substance abuse. In FY '92, 498
patients were admitted voluntarily with primary substance abuse, and 1,216 were civilly
committed. In FY '93, the mumber of primary substance abuse patients admitted decreased
to 1,542 (427 voluntary; 1115 civil commitments). In FY '94, 1,693 admissions with
primary substance abuse occurred (1,077 civil commitments, 616 voluntary). It is important
to pote, however, that this number probably under represents the mumber of persons with
primary substance abuse actually admitted to state mental health facilities. During a crisis, it
is often difficult for even the most sophisticated clinician to detect whether the presenting
crisis is caused by a psychiatric disability, use of alcohol or another drug, or a combination.
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Average Length of Stay (ALOS) - In FY '92, the ALOS for patients with a primary
diagnosis of substance abuse was 30 days for both voluntary admissions and involuntary
commitments. [n FY '93, ALOS increased to 31.3 days. In 1994, ALOS decreased slightly
to 25.6 days. Staff at facilities and community services boards agree that many patients with
primary substance abuse stay in state mental health facilities longer than clinically needed.
They attribute the delay in discharge to a lack of appropriate community treatment capacity,
as well as to poor linkages between community substance abuse treatment programs and state
mental bealth facilities.

Annual Cost - In FY '92, cost per bed day at state mental health facilities averaged $208,
rising slightly to $209 in FY '93, and to $234 in FY '94. Based on the above admission and
ALOS information, the cost of serving a primary substance abuse patient averaged $6,240 in
FY '92, rose to approximately $6,531 in FY '93, and declined slightly to $5,992 in FY '94 .
Taken as a group, serving patients with a primary diagnosis of substance abuse costs
approximately $10,695,360 in FY '92, $10,072,339 in FY '93 and $10,144,230 in FY '%4.
[(ALOS x admissions = patient days) x cost per day = anmual cost.]

Anecdotal evidence suggests that per diem costs for persons admitted for primary substance
abuse to state mental health facilities may actually exceed the statc average. Because these
patients are not appropriate for the general milieu of the facility, they may be kept in
admissions units longer, where staff to patient ratios are higher. In addition, these patients
may have chronic, serious medical problems, such as diabetes or ulcers, which require more
medical intervention than the average patient. These individuals are suspected to be admitted
more frequently than persons with serious menta] iliness. Finally, just as indications are that
individuals with primary substance abuse are admitted to state menta! health facilities as a last
resort because adequate community-based capacity is not available or accessible, this same
lack of capacity limits clinically appropriate discharge options for these individuals, resulting
in longer lengths of stay than may be clinically indicated.

The cost of care in a state facility includes overhead for buildings and grounds maintenance,
food services, laundry services, and extensive ancillary medical, mental health and
rehabilitation services available to patients at state facilities. Although all of these supports
and services are available to all patients, some are not needed by persons with diagnoses of
primary substance abuse, and may, in fact, be contraindicated, as they may impede
therapeutic progress toward the high level of self sufficiency which these patients are capable
of achieving. For instance, in community substance abuse treatinent programs staff provide
supervision to clients as they prepare meals and execute housckeeping tasks and simple
maintenance tasks. These activities serve a therapeutic purpose as they provide opportunities
for clients to become increasingly self sufficient and learn responsibility.

Primary substance abuse patients admitted to state mental beaith facilities would most likely
use a combination of community residential treatment programs such as medical/social
detoxification, primary care, and the therapeutic community. Other pecessary services not
inchuded in this cost are case management and primary medical care. Upon completion of



residential treatment, the person would also need housing, assistance finding employment or
support, and ongoing substance abuse treatment in day treatment, intensive outpatient, or
outpatient programs. The study group will undertake comparative review of the costs of
providing these services in the community as opposed to state mental health facilities.

Qlirical Appropriateness

As the above discussion on costs suggests, facility care and community care differ in
important ways regarding approach to treatment. Most sources agree that only 2 very small
proportion of persons with primary substance abuse require the treatment environment
provided by a mental health facility. In fact, nearly all can be treated within an array of
modalities that operate successfully without the ancillary services provided by mental health
facilities. By definition, these persons present for admission in the midst of crisis. Once this
crisis has passed, they do pot require intensive mental health intervention. More
significantly, the approach to care which is appropriate for persons experiencing mental
health crisis due to serious mental illness is contraindicated for persons needing help for a
primary substance abuse problem. As a basis for understanding the clinical needs of the
primary substance abuse patient, a brief, general description is in order.

A person with an addiction problem is mostly invested in obtaining the substance of choice
and feeling its effects. Most of his or her behaviors are concentrated on this objective. He
or she typically has difficuity focusing on the long range effects of his or her actions. The
impact of using alcohol or other drugs today does not seem related to future health or
functioning. The addicted person may not connect the impulse which leads to criminal
activity with loss of opportunity and freedom in the foture. These persons are rorely abie
to conceptualize that their behavior has impact on others they care about , such as loss of
income to the landlord, loss of shelter for family. The person may be self-centered in the
extreme, and may seek to manipulate others to meet basic needs for food and shelter, as well
as for personal attention. Typicaily, the individual is in denial concerning the seriousness of
his or her disorder. Fimally, in order to accomplish these "quick return” objectives, a person
experiencing primary substance abuse may deliberately, intentionally and consciously lie,
making self-reported information unreliable.

These behaviors may be solely symptomatic of the addiction and may disappear if the
addiction is appropriately treated, or they may be symptomatic of a class of mental disorder,
Personality Disorders, characterized by many of the same behaviors attributed to addictive
behavior. If these behaviors predated the addiction, then a diagnosis of personality disorder
may be in order. Although the short-term crisis of addiction (e.g., alcoholic toxicity, drug-
induced psychosis) can be remedied with appropriate care, the personality disorder per se is
generally not amenable to treatment (aithough its effects can sometimes be ameliorated with
skillful psychotherapy). The one potable exception may occur when a diagnosis of
personality disorder is accompanied by a diagnosis of clinical depression, which may create
enough discomfort to motivate the patient to make substantive necessary behavioral changes.



Thus, the type of pathological behavior displayed is very differeat from that of the patient
with serious meantal illness, and requires a very different kind of care. First, because persons
with primary substance abuse frequently lie, detection of the disorder itself or its extent and
type is frequently under diagnosed in state mental health facilities. Procedures, such as
routine urine toxicology screening at the Temporary Detention site or on admission, are not
in place. The referring community services board may misdiagnose the individual, either out
of ignorance or because appropriate community capacity is not available or accessible. The
individual presenting for services may know that "acting psycbotic® will provide a better
opportunity for admission to a state mental health facility than admitting that he or she has a
severe problem with alcohol or other drugs, and may deliberately mislead the professional
conducting the assessment for Temporary Detention. Furthermore, once appropriately
assessed, persons with diagnoses of primary substance abuse are not a homogenous group.
Differences such as the type of substances used, severity of addiction (to include the duration
of use), pre-addiction functioning, relationship history and current status, physical bhealth, the
presence of other life trauma such as physical or sexual abuse, criminal justice history, etc.,
must be taken into account in assessing the type of treatment appropriate for each person.
Treatment which considers gender and ethnicity and is appropriate in terms of intensity,
content, duration and setting is essential if it is to be effective. Finally, access to a broad
array of treatmnent and case management are critical to provide the person with timely
movement from one modality to another as the treatment needs of the person change over
time.

All effective treatinent approaches for primary substance abuse do bave some essential
elements in common. These treatment strategies provide concrete contingencies for
behavior, combined with group counseling to provide peer feedback and establish appropriate
behavioral norms, and concentrate on balancing the patient's own needs with those of the
community. The emphasis on self sufficiency regarding basic self care (e.g., laundering
one's own clothes, cleaning one's own room, cleaning common areas, performing simple
maintenance tasks, preparing food for self and others) is a critical component of treatment
for substance abuse. These types of activities, performed under staff supervision, shouid
provide the basis for reward of new privileges or loss of existing ones, increased self
reliance, enhanced (appropriate) self esteem, and teach the client about the impact of his or
her behavior on others and responsibility to the community at large. In addition, this type of
program replaces a pathological frame of reference (active substance abusers and criminals as
_ peers) with a heailthier one (people in recovery, constructive problem solving, membership in
and responsibility to a larger community).

Few facility staff are trained to develop and conduct these very structured and focused
models of treatment. Moreover, facilities by their very nature are limited in the range of
modalities they are able to provide. The treatment environment is appropriately designed for
the seriously mentally ill person, those who by law are so ill as to be imminently dangerous
to themselves or others, or who are not able to care for themselves, and for whom
alternatives are not appropriate (Code of Virginia, § 37.1-67.1), and who require intensive
mental health intervention. This environment, or milieu, is clinically inappropriate for the

8



person with primary substance abuse, whose therapeutic needs would be better served in a
highly structured environment which provides opportunities for supervised interactions with
staff and otber patients (group counseling, substance abuse education, counseling with
significant others, extensive discharge planning involving the patient and community
representatives.) Ancillary facility services such as pre-prepared food, laundry,
housekeeping, and maintenance, essential to providing therapeutic care for the seriously
mentally ill, are clinically inappropriate for persons with primary substance abuse, once past
the initial crisis. Persons with primary substance abuse need to have these types of self and
community care issues thrust upon them to provide them with opportunities for learning and
practicing responsibie behavior. Thus, the environment of the state mental health facility
may, in fact, retard or prevent therapeutic progress for persons with primary substance
abuse, whose recovery requires assumption of self responsibility (under supervision) within
days of a passing crisis.

Once admitted, primary substance abuse patients appear to stay in the hospital ionger and be
readmitted more frequently than may be clinically warranted, especially given the restrictive
nature of the clinical environment. This pattern occurs, just as it does for the seriously
mentally ill individual, because appropriate community-based options are not available u.
accessible. The study group will identify the factors which influence these longer lengths of
stay, and will make recommendations concerning the types of community treatment needed,
the capacity and the geographic locations.

HOI. ALTERNATIVES

A thorough analysis of alternatives requires that at least two major options be rev.ewed:
continue to allow for admissions of persons with primary substance abuse to state mental
beaith facilities, or change the Code to deny civil commitment for primary substance abuse to
state mental health facilities, and accompany this change with Departmental policy change
excluding voluntary admissions to state mental health facilities. A third option, which
resolves some of the issues of the first two, and best addresses the intent of the study, is also
presented. Each option has significant variations which affect desirability, and which form
suboptions. Criteria for evaluating desirability include clinical appropriateness, special legal
concerns, effects on the community and facility programs, and cost.

A Optiorn:  Continue the currert practice of civil comitirer for persors with primary
substance abuse to state mereal health facilities -

1. Suboption: Make no change
a. Impact on the Community: Communities would continue to send
difficult cases to state mental bealth facilities; access to treatment would
continue to be limited; other community resources, such as local
criminal justice system, community emergency rooms, and shelters
would continue to provide services but without successful outcomes.



d.

Impact on State Mental Health Facilities: Facility programs would
continue to struggle to treat patients not appropriate for the same

" treatment milieu appropriate for serious mental illness;

Fiscal Impact on the Department: State resources would continue to be
inappropriately utilized with no enhancement or expansion of the
services system. -

Impact on the Code: No change.

Suboption: Design specialized program units within state mental heaith
facilities for the treatment of persons with primary substance abuse.

a.

Impact on the Community: Would reduce community need for
expanded resources.

Impact on State Mental Health Facilities: Would require dedication of
extensive resources.

1. Designated space

2. Specizally trained staff

3. Specific milieu

4. Improved screening :

S. Special licensing or accreditation

Fiscal Impact on the Department: Resource requirements of facilities
would increase.

Impact on the Code: Nope.

Suboption: Create 2 financial incentive program to encourage CSBs to divert
primary substance abuse from admission and work closely for quick discharge

a.

Impact on the Community:

1. Establish a pool of funds available for "draw down" whenever a
person with primary substance abuse eligible for admission to
state mental bealth facilities is diverted.

2. Charge CSBs when a primary substance abuse patient is
admitted to state mental health facilities

10



d.

3. Use earned rewards to establish community capacity for
primary substance abuse, through purchase of service from
existing provider or development of additional service capacity
within the CSB's own service systems

Impact on State Mental Health Facilities: Could reduce CSB demand
on state mental health facilities as long as CSBs only seek admission for

individuals for whom state mental health facility care is clinically
appropriate.

Fiscal Impact on the Department: Would provide resources to
communities; facility costs would decrease, but some programming
would be duplicative resulting in higher costs due to continued need, at
some level, for specific substance abuse programming in state mental
health facilities as described in A.2. b.

Impact on the Code: No change.

Option: Amend the Code to exclude civil consritments 1o state mersal health facilities
of persons with primary substarnce abuse; armend Department policy to exclude
volwrary admissions with primary substance abuse.

1. Suboption: Eliminate civil commitment for primary substance abuse and
provide no additional communijty resources.

a.

Impact on the Community: Would place primary substance abuse at
increased risk for mortality; increase stress on community resources

such as jails, shelters, hospital emergency rooms, and might increase
the use of criminal commitments for primary substance abuse to state
menta] health facilities.

Impact on State Mental Health Facilities: Might reduce inappropriate
admissions, but some individuals would actively seek a psychiatric
diagnosis in order to gain admission; some physicians would
deliberately misdiagnose, and current problem could be easily

Fiscal Impact on the Department: Contimues imappropriate use of
resources with little positive outcome, as persons in need of clinical
services are diverted to systems not equipped to provide treatment for
substance abuse; diverts existing resources (local jails, emergency
rooms, shelters) from intended purpose.
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Impact on the Code:  Creates a legal entitlement for services to be
provided by community, but provides no resources or capacity.

Policy Impact on Department: Would create negative pressure from the
Va. State Crime Commission, Va. Sheriff's Association, Department of
Criminal Justice Services, Virginia Association of Community Services
Boards, Virginia Association of Alcohol and Drug Abuse Programs,
and advocacy groups.

Suboption: Eliminate ¢ivil commitment for primary substance abuse and
provide additional community resources to expand capacity; do not amend
Code to provide legal aiternatives to civil commitment to state mental heaith
facilities.

a.

Impact on the Community: Would provide resources to expand
community capacity but would not assist individuals who may be
endangering self or others (social controls)

Impact on State Mental Health Facilities: Might reduce inappropriate
admissions, but some individuals would actively seek a psychiatric
diagnosis in order to gain admission; some physicians would -
deliberately misdiagnose, and current problem could be easily
recreated.

Fiscal Impact on the Department: If resources currently utilized by
state mental health facilities were allocated to communities to serve this
population, impact would be reduced; absent civil sanctions, though,
other systems would continue to be stressed, resulting in inappropriate
use of jail, hospital and shelter resources.

Impact on the Code: Could increase use of criminal sanctions to
address needs of primary substance abuse (e.g., suicidal primary
substance abuse); could increase state's liability if deaths occur due to
medical/psychiatric problems while incarcerated.

Policy Impact on the Departtnent: Would lessen negative pressure to
some extent; however, mmpact of social controls issues would still
continue.
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C Option: Amend the Code to establish specific civil conwritment options in the
conrruity for person with primary substance abuse and reinvest current department
resources in the conmzamity in order o insure that capacity and programming are
sufficient and appropriate to meet demand created by diverting this popuation to the

1. Impact on the Community: Would establish community capacity for persons
with primary substance abuse; relieve stressors on other community systems;
might support purchase of crisis stabilization from existing hospital-based
program. Case management capacity would also need to increase.

2. Impact on State Mental Health Facilities: Would insure appropriate use of
state mental health facilities’ resources; would assist with downsizing facilities;
would provide resources for reinvestment to support development of
community capacity; would reduce financial obligations/liabilities of the
Department.

3. Fiscal Impact on the Department: Neutral. Resources currently utilized by
facilities to provide services to persons with primary substance abuse would be
reinvested in communities to develop needed appropriate service capacity.
Reinvestinent would have to be scheduled to assure that appropriate capacity
was available and accessibie prior to change in Code.

4. Impact on the Code: Would provide alternate social control mechanism for
communities preferable to incarceration in local jail (for public inebriacy);
would clearly establish responsibility and authority for management of
individuals with primary substance abuse with local communities. Best
addresses intent of HIR 269.

5. Policy Impact on the Department: Would increase community responsibility
for providing appropriate treatment; would enhance local collaboration among
treatment providers; would provide for more appropriate use of public funding
by providing mechanism for reinvesting resources in the community; would
address social control issues presented by some individuals with primary
substance abuse. .

A detailed study plan, approved by the Secretary of Health and Human Resources, is
included as Appendix B, and outlines methods to be used to expiore these options. Three

surveys, discussed below, form the basis of the data collection on which feasibility will be
determined.

13



IV. DISCUSSION OF POTENTIAL CHANGES TO THE CODE OF VIRGINIA

Review and Discission of the Code of Virginia Relating to Givil Comritmernt for Individuals
with Substarnce Abuse

The Code of Virginia specificaily allows yoluptary admission of individuals with substance
abuse to state mental health facilities, §37.1-65. Although substance abuse in and of itself is
not grounds for involuntary civil commitment to a state mental health facility, the inclusion of
"any person who is a drug addict or alcoholic” in the Code definition of "mentally ill” (§
37.1) means that a person with a substance abuse disorder who meets the criteria for civil
commitment may be ordered to state mental health facilities for treatment.

For a judge to issue an order for civil commitment, the first or second of the following
conditions must be present in addition 1o the third: (1) the person presents an imminent
danger to himself or others as a result of mental illness; (2) the person is judged to be "so
seriously mentally ill as to be substantially unable to care for himself”; and, (3) less
restrictive alternatives to involuntary inpatient treatment have been investigated and deemed
unsuitable. § 37.1-67.3.

In Virginia, the process of civil commitment begins when a concerned person with probabie
cause alleges that an individual is mentally ill and in need of hospitalization by petitioning a
judge or magistrate. If the individual is not present, the judge or magistrate may issue a
warrant for a law enforcement officer to bring the individual into custody. Alternatively, a
law enforcement officer with probable cause may also take the individual into custody and
transport him to an evaluation. The individual may remain in custody awaiting evatuation for
up to four hours prior to the Temporary Detention Order being issued by the judge or
magistrate. During that four hour period, the individual must be assessed by an evaluator
designated by the community services board as to the individual's need for hospitalization. If
the evaluator deems that the person is in need of hospitalization, the judge or magistrate
issues the Temporary Detention Order, under which an individual is hospitalized in "a
willing institution or other willing place” to await a hearing, to be held within forty-cight
hours. If the forty-eight hour period ends on a Saturday, Sunday or a legal holiday, the
person may be beld up to seventy-two bours, or ninety-six hours if the legal holiday falis on
a Friday or a Monday. During this period, the individual must be examined by a qualified
mental health professional. If the qualified mental health professional finds that the person
meets the criteria for civil commitment, the judge offers the individual the opportunity to
enter the hospital voluntarily; if the individual chooses not to enter voluntarily, the judge may
then civilly commit the person to the care of a "hospital or other facility recommended by the
community services board" or one "designated by the Commissioner® [of Mental Health,
Mental Retardation and Substance Abuse Services]. The commitment order is limited to 180
days, during which time the person may be discharged upon recommendation of the facility
providing treatment.

§ 37.1-67.3
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The judge also has the alternative to civilly commit the person to outpatient care if the person
1s found to meet one of the first two criteria but not the third, e.g., "less restrictive
alternatives have been investigated and been found to be suitable.” The Code lists these
alternatives to include "outpatient treatment, day treattnent in 2 hospital, night treatment in a
hospital, outpatient involuntary treatment with anti-psychotic medication pursuant t0

§ 37.1-134.5, or such appropriate course of treatinent as may be necessary to meet the needs
of the individual.” § 37.1-67.3. '

Under this statute, persons with primary substance abuse can be committed to community-
based substance abuse treatment. In fact, however, this rarely occurs. There are several
reasons that this statute is under utilized for this population. First, the period of detention
may not be long enough for the effects of chemical dependence to become evident as the
cause of the individual's presenting behavior deemed to be "imminently dangerous to self or
others”. Even if the presence of a mood altering substance is detected, the typical forty-eight
hour period may be inadequate for the evaluator to determine if, for instance, the person is
suicidal because he is experiencing cocaine withdrawal or because he is psychotic. As
previously discussed, an individual with primary substance abuse may deny that he has this
problem and may deliberately lic if he prefers the safety and security of the state mental
health facility to less comfortable circumstances.

Another reason that the statute is little used for this population is that the publicly funded
community capacity to treat substance abuse is strained to the limit in most areas, especially
if the person requires detoxification or other residential treatment. (Note: Very few persons
with primary substance abuse medically require the ancillary services which would be
provided by an inpatient hospital-based facility.) In addition, where such treatment capacity
is available, the facilities are not locked, so public safety concerns are not addressed.
Finally, anecdotal data suggest that some of the individuals admitted to state mental heaith
facilities for primary substance abuse do need a high level of staff attention for their own
safety. Community-based publicly funded treatment programs are not staffed nor physically
designed, in terms of life-safety, to provide the kinds of "close watch® precautions necessary
to protect someone from committing suicide, regardless of whether the emotions generating
the behavior are related to substance abuse or not.

Review of Other States’ Codes

If the study indicates that persons with primary substance abuse problems should not be
civilly committed to state mental health facilities, the Code of Virginia may need to be
amended. To stimulate discussion about alternatives for this population, the stakeholder
group made a preliminary review of civil commitment statutes from several neighboring
states. Several critical issues were identified: criteria for civil commitment; length of the
detention period prior to commitment; and, location of the commitment facility.
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Maryiand

The Maryland code specifically excludes substance abuse from its definition of "mental
disorder.” Code of Maryland § 10.21.01.02. An individual may be involuntarily commitied
t0 a treatment facility in Maryland if he exhibits (3) three distinct involuntary admission
criteria. These criteria are: (1) mental illness; (2) dangerousness to self or others; and (3) the
inability or unwillingness to accept voluntary admission. A primary diagnosis of substance
abuse is not included among these criteria. A petition for an emergency evaluation is issued
by a judge to transport an individual to a public or willing private institution for an initial
twenty-four hour detention period. The person must be examined by a physician during the
initial detention period to determine if he meets the criteria for involuntary commitment. If he
does not, he is released from custody. Code of Maryland § 10.21.01.04.

If the individual continues to meet the criteria, he is held for an observation status period at
a public or willing private institution. He must be examined by two physicians or one
pbysician and one doctorate level psychologist during this tea day period to insure he
continues to meet the criteria for involuntary admission. Code of Maryland § 10.21.01.07.

If he does not, he is released. The hearing, conducted by an administrative law judge, must
be held within ten days of initial confinement. The treating facility staff must provide clear
and compelling evidence that the individual continues to meet criteria for involuntary
admission and can not be therapeutically treated in a less restrictive setting. Code of
Maryland § 10.21.01.09. If this standard is met, evidence exists, and the administrative law
judge commits him to a state psychiatric facility. There is currently no provision for
outpatient commitment in Maryland. The ten day observation status period, however, allows
patients to stabilize or elect to be admitted voluntarily.

North Caroling

North Carolina statutes make a distinction between mental illness and substance abuse.
Code of North Carolina § 122C-281 Part 8. An individual with a substance abuse disorder
may be involuntarily committed to a treatment facility in North Carolina if two criteria for
involuntary commitment are met: (1) a current or previous history of s stance abuse
problems; and (2) dangerousness to self or others. North Carolina has an initial twenty-four
hour detention period. An individual is transported by law enforcement to a area facility,
which is a community-based mental bealth, mental retardation and substance abuse treatment
center. He is examined by a physician or eligible psychologist to determine that he meets the
criteria for involuntary commitment. If he meets the commitment criteria, the physician or
psychologist recommends involuntary commitment to treatment and determines whether the

patient will be released or held at a residential treatment facility. Code of North Carolina §
122C-283.

Within twenty-four hours of arrival at a residential treatizent facilitv, the individual is
examined by a qualified professional, typically a physician or eligible psychologist. If the
qualified professional determines that the individual continues to meet involuntary
commitment criteria, the person is either held and treated at the facility or a more appropriate
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treatment setting. The involuntary commitment hearing is held within ten days of the day the
individual is taken into custody. Clear, cogeat and convincing evidence must be presented to
demonstrate that the individual continues to meet the commitment criteria. Code of North
Carolina § 122C-285.

The court may order commitment to and treatment by an area authority or respoansible
physician for a period not to exceed one hundred and eighty days. The area authority or
responsible physician determines the most appropriate course of treatment (¢.g. in-patieat,
outpatient, or intensive outpatient treatment) for the individual. Persons committed to
outpatient treatment who fail to comply with a commitment order may be taken back into
custody to determine if they continue to satisfy the commitment criteria and require a more
restrictive treatment setting. Code of North Carolina § 122C-287.

Sowth Caroling -

The Code of South Carolina makes a distinction between “chemically dependent persoas in
need of involuntary commitment” and those with mental illness. Code of South Carolina

§ 44-52-10. South Carolina has parallel involuntary commitment procedures for mentally ill
individuals and those with primary substance abuse. A petition may be filed in a county
court alleging that an individual is "a chemically dependent person in need of emergency
commitment” and meets the criteria for involuntary admission. The involuntary admission
criteria for individuals with a substance abuse disorder are (1) evidence of a substance abuse
disorder; and (2) a substantial risk of physical harm to self or others. The individual is heid
for an initial forty-eight hour examination period, during which he must be examined by a
physician to determine if he meets the commitment criteria. If he meets these criteria, be is
transported by law enforcement to a local treatinent facility with an available treatment bed.
Code of South Carolina § 44-52-50.

The individual is examined at the local treatment facility by two professionals, one of whom
is a licensed physician, to determinpe if he continues to meet the commitment criteria. A
report explaining the clinical findings is submitted to the court where the commitment petition
was issued within seven days. If the individual continues to meet the involuntary
commitment criteria, the court conducts an involuntary commitment hearing no later than
twenty-one days after the filing of the petition. Code of South Carolina § 44-52-60.

If an individual is found 10 contimie to meet the criteria, he can be committed to any licensed
publicly operated outpatient and inpatient treatment facility.. South Carolina has a network of
community based residential and detoxification treatment centers across the state which accept
outpatient commitments for varying lengths of stay. An individual may be also be committed
to a specialty facility designated as a substance abuse treatment facility for a period not to
exceed ninety days. Code of South Carolina § 44-52-120.

Kemtucky

The Code of Kentucky makes a distinction between persons who are mentally ill and those
who have a primary substance abuse problem not coexisting with a mental illness. The
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Kentucky code requires that an individual Kentucky's involuntary commitment criteria are
similar to Maryland's in that a primary diagnosis of a substance abuse disorder is not
included among the criteria for involuntary commitmment. The involuntary admission criteria
in Kentucky are (1) mental iliness; and (2) danger or threat to self, family or others. KRS
202A.011. A law enforcement officer who has reasonable grounds to believe that an
individual meets the criteria for involuntary hospitalization may also transport him to a
designated facility for an evaluation by a qualified mental bealth professional. KRS
202A.041. This examination must occur within a period not to exceed seventy-two hours,
excluding bolidays and weekends. If the examination reveals that the person meets the
grounds for involuntary commitment a petition is filed in district court requesting either sixty
or three hundred and sixty days of involuntary hospitalization. In order for three hundred
and sixty days to be requested, proof must be presented that the individual had been
hospitalized for a minimum of thirty days of psychiatric care within the preceding six
months. KRS 202A.051.

If the court believes there is probable cause to involuntarily hospitalize the individual, it
orders another examination by a qualified mental health professional, which must occur no
later than six days, excluding weekends and holidays, from the time of the individual's initial
bolding. A final commitment hearing must then be held within twenty-one days of the initial
bolding. During the period between the preliminary hearing and the final hearing, the court
may order that the person be held and examined in a designated hospital or committed to an
outpatient treatment program for a variable length of stay. If at any time prior to the final
bearing the patient fails to satisfy the criteria for involumtary hospitalization, he must be
released. If an individual continues to meet the criteria for involuntary hospitalization at the
final hearing, he may be committed for either sixty or three hundred and sixty days of
inpatient treatment. KRS 202A.051.

Surrerary of Code Discission and Reconsrendatiors for Further Study

A review of these states' codes and procedures (see Table 3) suggests that extending the
duration of the detention period between the time the Temporary Detenticn Order is issued
and the actual commitment hearing might provide a more realistic time for the individual to
be clinically evaluated concerning the presence of substance abuse and its impact on the
behavior which prompted the attention of concerned persons or law enforcement personnel.
Furthermore, use of facilities other than state mental bealth facilities presents an alternative
both for holding the individual during the time the Temporary Detention Order is in effect
and the time the hearing is conducted. Finally use of facilities other than state mental health
facilities for civil commitment should be explored, along with identification of special life
safety requirements. During the remainder of the study, the stakeholder group will review
civil commitment statutes of additional states, discuss implications, and make
recommendations for the final report.
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Table 3: Summary of State Codes Relative to Civil Commument for Substance Abuse

LENGTH OF
CRITERIA FOR DETENTION . LOCATION OF COMMITMENT
STATE COMMITMENT PERIOD DETENTION FACILITY
Virginia (1) Imminent danger to |48 hours; 72 hours for | Willing institution (public | Commitments are t0: (1)

(Definitios of
Mental Hiness in
Code inclvdes
Substance Abuse)

self or others; OR
(2) Unable to care for
self, AND
(3) No less restrictive
tx setting available.

weekend or holiday

or private)

State facilities; (2)
Designated private facilities;
or (3) Outpatient care if
patient meets 1 of first 2
criteria but not 3rd.

Maryland
(Definitiorn of
Mental IHiress in
Code excludes
Substance Abuse)

(1) Mental illness;
(2) Danger to self or
others;
(3) Unable/unwilling to
accept voluntary
admission.

24 hours;

if meets criteria, may
have ten (10) day
observation period

Willing institution (public
or private) '

Commitments are (0 state
facilities.

North Carolina

(Definition of
Mental liness in
Code excludes
Substance Abuse)

(1) Current or previous
history of SA
problems;

(2) Danger to self or
others.

24 hours;

if meets criteria, may
have ten (10) day
observation period

Area facility (community-
based MH, MR or SA
center); if meets criteria,
held over at residential
facility

Commitments are to area.
facility or responsible
physician.

South Carolina (1) B.vidence of SA 48 hours; Local facility with Commitments are to any
(Definition of disorder; if meets criteria, 21days |available bed licensed public outpatient or
g:;::::'l:;: in1(2) Substantial risk of inpaticnt facility or "186"
Substance Abuse) 0‘:;::; to self/ SA facility operated by

- slate.
Kentucky (1) Mental iliness; 72 hours; Designated local facility |Commitments are to
(Deflnition of (2) Danger to self, excluding holidays and |or state hospital outpatient care or state

Mental lllness In
Code excludes
Substance Abuse)

family or others.

weekends

S EEEE————— .
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facility.




V. DMPACT OF DIVERTING PRIMARY SUBSTANCE ABUSE FROM STATE
MENTAL HEALTH FACILITIES TO COMMUNITY SERVICES

The Process of the Study

This two year study is designed to efficiently collect and analyze information from resources
which will be affected the most by terminating capacity available at the state mental health
facilities currently available to serve persons with primary substance abuse. A significant
component of this study is the stakeholder group, comprised of representatives from state
mental health facilities, commuanity services board mental health, substance abuse and
emergency services components, state substance abuse provider organizations, the State
Supreme Court and the Virginia Sheriff's Association. A membership list is included as
Appendix C. Staff from the Central Office of the DMHMRSAS and the Attorney General's
Office are providing staff support. This stakeholder group convened on August 26 and again
on October 14. Subgroups to address the specific tasks of the study are forming and meeting
throughout the smudy. The process of data collection and analysis will begin in late 1994.

This study is based on the premise that cost-effective treatment must be "matched” to the
client's needs. Anpecdotal data indicate that persons with primary substance abuse now
admitted to state mental health facilities have complex needs and will require access to an
array of appropriate services, including extensive case management, to stabilize and begin
recovery. Some of the services which may be required include short-term psychiatric care,
stabilization, detoxification, primary care (residential treatment of up to six months duration),
therapeutic communities (residential treatment lasting from six months to cne year duration).
The type of treatment depends on the type(s) of substances abused and history of use, prior -
treatment history, criminal history, gender, age, tendency towards violence, need for :
ancillary care such as housing, and primary medical care). By definition, these patients will
not need extensive inpatient psychiatric care. Anecdotal data indicates that pearly all are
medically indigent and that most have a history of prior treatument.

Survey of Patient Records
The data from this survey will assist in determining (1) the types of services and appropriate
capacity which must be available to effectively treat persons with primary substance abuse
now admitted to the state mental health facilities; (2) where services and capacity should be
located to be most accessible to patients needing them; (3) the cost of currently providing
these services in state mental bealth facilities (to estimate available resources for
reinvestment); (4) the projected cost of providing these services in the community.
DMHMRSAS staff, with assistance from a stakehoider task group, are currently developing
a survey instrument. This instrument will be utilized to collect d=* from records of patients
admitted to adult state mental health facilities three or more times during FY '93 and FY '%4.
Records of patients meeting this threshold will be selected by stratified random sample,
based on admission volume to the facilities. Patients admitted by criminal commitment will
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be excluded since. by definition, they are not eligible for diversion to the community.
Patients whose records indicate the presence of a serious mental illness, as evidenced by a
thought disorder, ten days after admission will also be excluded, since these types of
symptoms indicate the need for the level of care appropriately provided by state mental health
facilities. The ten day period provides adequate time for symptoms associated with serious

mental illness but caused by alcohol or other drugs to clear. The estimated sample size is
500.

As a follow-up, 125 records will be reviewed with community services board staff from the
board which referred the patient to the facility. This qualitative data will complement the
quantitative information collected from the survey of patient charts by adding coafirmation
and depth not available in facility records. These 125 cases will be distributed

proportionately among community services boards based on the number of admissions to state
mental health facilities.

Anecdotal evidence about the peeds of persons with primary substance abuse who are
admitted to state mental health facilities, coupled with known capacity and utilization data,
suggests that more community detoxification services are needed. Existing capacity needs to
be expanded, and new capacity needs to be established in different geographic regions.

Regional differences are anticipated. It is also entirely possible that the survey will identify
the need for new eiements in the service array. These new services might include
community-based (nonhospital) facilities to accept primary substance abuse patients on
Temporary Detention Order, outreach services to shelters, establishing “sober floors” in

Single Room Occupancy hotels with supportive outreach services, and development of models -
for ambulatory detoxification.

Survey of Local Law Erforcement

Because persons with primary substance abuse are integrally involved with local law
enforcement, assessing the impact of changing the Code on local law enforcement agencies
is an important component of the study. Similarly, local judiciary, including judges,
magistrates, and special justices have significant roles in determining the fate of the person
with primary substance abuse in the community. Since these judges, special justices and
magistrates are a significant impetus in sending persons with primary substance abuse to state
mental health facilities, their imput is critical in considering any changes.

The data collected from these sources will help address the fdllowing questions and concerns:
What gaps currently exist in community services and how can they best be addressed?
1. What services are needed?

2. What services are available?
(@)  Is existing capacity adequate?
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(b) Other barriers to access (e.g., distance, cost)

What new types of services need to be developed

(@)  Secure stabilization units for primary substance abuse patients
exhibiting suicidal behavior (architecture, staffing, training, regulation,
support/ancillary services)

(®)  Extensive, specialized case management services

(c) Other needs to be determined by clinical records review data collection

Where do these services need to be located to address regional issues and most
effectively divert pnmary substance abuse to state mental health facilities?

What will the cost be of addressing these needs?

1.

Convert identified service needs to costs using CSB 4th Quarter Performance
Reports, data from private providers and information from other states.

Compare projected costs of providing services in the community with cost of
providing service in state mental health facilities.

Reinvest adequate resources in communities to develop appropriate services
systems to serve persons with primary substance abuse previously admitted to
state mental health facilities

What other supports are needed to successfully operationalize this option?

L.

2.

Granting of authority to select treatment sites appropriate for TDOs

Development and implementation of quality assurance mechanisms for selected
sites and for new treatment models

Training for prescreeners in identification of primary substance abuse

Training for sheriff’s staffs and local judiciary involved in the Temporary
Detention Order process

Identifying resources to improve screening such as urine toxicology screens,
Blood Alcohol Content kits, clinical interview instruments

Amendments to DMHMRSAS licensure regulations for new services (e.g.,

community based programs to receive persons on TDO; ambulatory
detoxification. etc.)



V.  CONCLUSIONS

The critical information which will be produced by HIR 269 will form the basis of
recommendations for redesigning the substance abuse treatment service delivery system so
that persons with primary substance abuse who are now admitted to state mental health
facilities will receive the best clinical care at the least burden to the taxpayers of Virginia.
These data will provide information regarding the types, capacity and geographic distribution
of needed services, the cost of providing them in the community, and the impact on local
law enforcement and the judiciary.

Thorough review and discussion of the information collected in this process will insure that
sound, clinically appropriate treatment is available and accessible at the community level for

persons with primary substance abuse now being admitted to state mental health facilities, and
that available resources are used more efficiently.
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HOUSE JOINT RESOLUTION NO. m
. & 7 . Offered January 25, 1984
Requesting :)u prartmcnt of Mental Health, Mental Retardction and Substance Abuse
Services (DMHMRSAS), - with the assistance and. cooperation  of the Office of the
Attorney General, to study community and faciity treatment programs for individuals
with chronic :ubs:anct cbusc problems

Patrons—Cohen, Cranwell, Morgan, ’rhomas. Van Land!ngnam and Woodrum. Senators
Caihoun and Robb

Reterred to Commmee on Health. Welmre and Imtitutiom

WHEREAS, chronk: pubuc inebﬂats and other indtviduals with chronic substance abuse
problems often overwhelm the substance abuse services available in communities and ‘clog
the mental bealth system in addition to jail and other community systems; and

WHEREAS, chronic substance abusers account for a significant number of adhissions to
intensive mental heaith facilities and community mental health programs where specific
substance abuse services may be lacking aand

WHEREAS, appropriate long-term treatment capacity in Virginia's communities is
lacking and

WHEREAS, detention and commitment laws do not clearly direct the legal management
of public inebriates and other chronic substance abusers, who are theredby inappropriately
placed in mental bealth facilities even though they often lack a diagnosis of major mentai
iliness; now therefore, be it

RESOLVED by the House of Delegates, the Senate concurring, That the Department ot
Mental Health, Mental Retardation and Substance Abuse Services, with the assistance and
cooperation of the Office of the Aftorney General, be requested to study community and
facility treatment programs, including the clinical appropriateness and cost effectiveness of
the current civil commitment process, for individuals with substance abuse problems and to
make recommendations regardiog aiternatives.

The study shall: (i) address the development of an array of services, including
community social detoxification and structured short- and loogierm inpatient programs
which more appropriately respond to the needs of individuals with chroaic substance abuse
problems; (li) review the Code of Virginia as it reiates to the civil commitment of
individuals with primary substance abuse problems and make appropriate recommendations
(ill) recommend clinically appropriate and cost-effective alternatives to facility-dased
treatment for peopie who have chroamic substance abuse probiems; and (iv) develop cost
estimates to expand community capacity to serve chropic substance abusers.

The Department of Mental Health, Mental Retardation and Substance Abuse Services
shall complete its work in time to submit its recommendations to the Governor and (he
1996 Session of the General Assembly as provided in the procedures of the Divisioa of
Legislative Automated Systems for processing legisiative documents.
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capacily and costs Lewis Galtant, PPl untmel, with
LC. {denlily unmel needs Stakeholder workgroup | cosl eslimales
1D, Develop cosls estimules on addressing these needs
2. DralUrcporl seclion K~ Compile dala — Wellie andall drall reporl Kprl M Way. ™

20, Drall preliminary reporl seclion
2C Internal review

20, Slakcholder review

2E  Incorporate comments




Objective §3  Conducl cosl/benelit analysis of providing substance abuse trestiment
services al communily level instead of State Mental Health Facility

Responsibility Kendall

TASK STERS RESPONSIBILITY PRODUCT DATE. DATY.
.- Toenducl cosl wmparison on TA. Sort service needs by Uype and Tovalion Welfie Randull hist of needs Way. T Tune, 10
service by service basis, 10, ldentify exisling appropriate providers und check Sterling Deal sorted by met,
capacily and costs lewis Gallant, h ). unmet, with
LC Wentily unimel needs, e.g., services gaps, buildings, Armistead Hansome cosl estimates
Lraining Stakeholder workgroup
L. Develop costs estimales on addressing these needs
2. Drall reporl stclion 2K Drall repor( seclion Uellie Raudall Drall reporl Tune, U0 Tuly, Th
20 Internal review '

. Sterling Deal section
2C.  Slakeholder review :

2D. Vinalize drall




-

Mhjeclive J4

Colleel information from tocal law enforcement re. impacl
(eg.. transportalion and jails)

Responsiiiity: Randall

PRIIARY-

" COUMTETOR )

‘ TASK : STEPS RESPONSIBILITY PRODUCT DATE DATE, :
1. Tonslruct survey instrument. TE " SolicilU npul Trom TICIS snd Sherill's Assoctalion Wellie Randall survey Seplember. Oclober M
L0 Construct drafl instrument 1. Wandy Koch, Ph.l} nstrament ‘N
1L Pilot instrument Ken Hallen
' 1., Make necessary nodificalions :
2 Collecl dula <A Distribule mstrament Wellie: Ramlall survey provess | Oclober 01 | Novewher, T
20, Collect mstruments Sterling Deal '
T Knalyze dala TX Collale dula Wellie Tandall Tola onalysis | WovewDer. | December, T
J0. Analyze data Sterling Deal 01 ‘ :
Ken Dallen |
I Tirall reporl secion 1K Trall report seelion Ren Tallen dralUreporl | Tamuary. 00 | February. T
48, luternal review seclion ‘ : . :
4. Stakeholder review .
41 Finalize drafl section:




Objeclive ¢5

Collecl informalion from local judiciary re: impract

(e g.. civil commitment hearings)

Responsibility: Randall

1 Tralt reporl sedion

40 Internal review
4C. Stakeholder review
40.  Finalize drafl section

section

~ PRARY L COUMTETON |
TASK STEPS RESPONSIBILITY PRODUCT DATE DATE

I Construcl survey inslrumenl. X Solicit inpul Trom Slale Supretne Courl . Wellie Randall survey —Seplember, Uelober, T
1.0 Construet draft mstrament J. Randy Koch, PlD. instrument 9
1C. Pilot instrument lim Marlinez
1. Make necessary modilications

2 ColleT dala 2K Disribule fusTrument Wellic Wandall survey process | Oclober " | November T
211, Collect instruments Sterling deal

T Knalyze dals 1K Tollale dala Wellie Handall dala analysis | Novemher, | December, T
J0. Analyze duta Sterling Deal 0
TK Drall report seclion Wellié Tandall Trall veporl | Tamwary, 05 | Yelbruary, T |

]

I :’I



Objective J6  Drafl interim and final reposls Responsibahity. Randall
DL L TECI TOUPTERON
TASK STEPS RESPONSIDILITY PRODUCT DATE DATE
1. Drallinlerim report TR Presenl study plan To stukeholder groups Tor discusston Wellie Wandall interim reporl Tuly. "™ Seplember,
. LD, Incorporale comments

1.C. Drafl intecim report
1.0, Distribute internally for comment
{E. Incorporate commenls
1F. Distnbute to stakeholder group for comment
LG, Incorporale comments and hoslize

2. Drall Tinal verorl SR Tollate seclion reporls und edil Wellie Randall Final report July T Seplembier, T
2 Distribute internally for comment
2(. Incorporale comments
20 Distribute lo stukeholder group for comment
2F.  Incorpirate commenls and finalize




Appendix C

HJR 269 STAKEHOLDERS WORKGROUP

Paul Borzellino
Program Coordinator IIl, Prince
William County Community Services
Board

Karen Carr
Program Manager, Emergency
Services, Clinical & Prevention
Services Division, Henrico
Community Services Board

Jim Cornish
Director, Emergency Services,
Virginic Beach Community Services
Board

Anita Grocker
Clinical Director, Cerural State
Hospital, DMHMRSAS

William C Gummings, Jr.
Director, Emergency Services,
Richmond Area Community Services
Board

Larry Davidson
Accounting Administrator, Supreme
Court of Virginia

Charles Davis, M.D.
Medical Director, Eastern State
Hospital, DMHMRSAS

Fred Gang
Chairman, Substance Abuse

Council, Virginia Association of
Communitry Services Boards

Kathy Hall
Director, Substance Abuse
Services, Virginia Beach Community
Services Board

Paul L. Hundley, Ph.D.
Director, Clinical Operations,
Western State Hospital,
DMHMRSAS

Jack Mallery
Virginia Association of Drug &
Alcohol Programs

Carl Pattison
Director, Menzal Health Services,
Alleghany-Highlands CSB

George Pratt
Director, Mental Health Services,
Norfolk Community Services Board

Joanne Pugh
Coordinator, Emergency Services,
Crossroads Community Services
Board

Dick Ralston-Roberts
Program Director, Eastern State
Hospital, DMHMRSAS

Karen Redford
Substance Abuse Services
Coordinator, Richmond Community
Services Board

H.O. Smith
" Director, Mental Health Services,
Western Tidewater Community
Services Board

Amnold Woodruff
Clinical Director, Northern Virginia
Memzal Health Institze,
DMHMRSAS



Mellie Randall (Lead Staff)
Director, Program Planning &
Consultation, Office of Substance
Abuse Services, DMHMRSAS

Ken Batten
Criminal/Justice Program
Consultant, Office of Substance
Abuse Services, DMHMRSAS

LaDale George, J.D.
Assistant Atorney General
Office of the Antorney General

James Martinez
Director, Adulr Services, Office of
Mental Health Services,
DMHMRSAS

Dwight McCall, Ph.D.
Research & Evaluation Associate,
Center for Research and
Evaluation, Office of Research,
Planning & Policy, DMHMRSAS

Staff

Martha Mead

Director, Office of Legislarion &
Public Relations, DMHMRSAS

Linda Redmond
Facility Program Consultant, Office
of Substance Abuse Services,
DMHMRSAS

Stephan Sherman
HPR V Quality Manager, Office of
Substance Abuse Services,
DMHMRSAS

Greg Stolcis
Adult Services Program Consultant,
Office of Substance Abuse Services,
DMHMRSAS



HJR 269: CHART REVIEW INSTRUMENT
SUB-COMMITTEE MEMBERS

Charles Davis, M.D.
Medical Director
Eastern State Hospital, DMHMRSAS

Kathy Hall
Director, Substance Abuse Services
Virginia Beach Community Services Board

George Pratt
Coordinator, Emergency Services
Norfolk Community Services Board

Dick Ralston-Roberts
~ Unit Program Director
Eastern State Hospital, DMHMRSAS

Dwight McCall, Ph.D.
Office of Research & Evaluation, DMHMRSAS
Linda L. Redmond
Facility Program Consultant
Office of Substance Abuse Services, DMHMRSAS



HJR 269: CHART REVIEW INSTRUMENT ADVISORS

" Robert Aiduk, Ph.D.
Director, Psychological Services
Southern Virginia Mental Health Institute, DMHMRSAS

Roger Biraben, Ph.D.
Director
Loudon County Mental Health Services

Tom Chapman
Director of Administration
Blue Ridge Community Services Board

David Coe
Director, Substance Abuse Services
Patrick Henry Drug and Alcohol Council

Bob Davis
Director, Admissions Unit
Southwest Virginia Mental Health Institute, DMHMRSAS

Gerald E. Deans
Director
Southwest Virginia Mental Health Institute, DMHMRSAS

Dennis Donat, Ph.D.
Director, Psychology Services
Western State Hospital, DMHMRSAS

Will Ferriss
Director, Training and Research
Central State Hospital, DMHMRSAS

Lorie Horton
Director, Quality Assurance
Alleghany/Highlands Community Services Board

Paut L. Hundley, Ph.D.
Director, Training Center Programs
Western State Hospital, DMFMRSAS

James C. May, Ph.D.
Administrator, Substance Abuse Services
Richmond Area Community Services Board



Cynthia McClure
Clinical Director
Southwest Virginia Mental Health Institute, DMHMRSAS

Jean Peay
Director, Substance Abuse Services
Cumberland Community Services Board

Greg Wolber, Ph.D.
Director, Psychology Services
Central State Hospital, DMHMRSAS

Arnold Woodruff
Clinical Director
Northern Virginia Mental Health Institute, DMHMRSAS



	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	
	



