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EXECtrrIVE SUMMARY

H1R 269 was passed by the 1994 Session of the General Assembly to address the impact
persons with primary substance abuse problems have on local services and state meDla1 bea1th
facilities. The impetus for the study arose from a priQr study. Tbe Impact of Public
Inebriates on Community and Crimina) Justice Services, Systems (House Documenr 46,
1994 Session of the Geoeral Assembly). In addition, the Depanmeat of Meural Hea1dl.
Mental Retardation and SubstaDCe Abuse Services began studyiDg me signi1icut number of
admissions who were primary substance abusers to state meatal bI:ald1 facilities.

Altbough substance abuse can co-exist with serious IDeDII.1 inness, die iDdividual apcriellCiDg
primary substance abuse does DOt preseDl the duration of impIired faDctiQaiaa coasisrear widl
seriOus mental i11ness. Primary substance abuse does prescDt episock impi..- iD
fuDctioDiDg. The periodic DaDm: of impairmeDl, e\'eD if SCftR, does DOt jgfirMe die Deed
for me milieu or auciUary services curteDdy provided by~ merbJ hcaIIh faciJitia.

In Virginia, public substance abuse treanneur servjces are provided by • CO",,,,,"ity services
boanl system, which provides meDIal bealdl aDd mencaJ retII'datioD lid su"'nce.1buse
services throughout the Slate. In FJSCa1 Year 1993, $70,861.482 was .I1oeIMd for ....nce
abuse treatment to the commUDity services boards which provided su"'," abase tratmezr
services to 56,548 individuals. All commUDity services boards must prcMde. at I mjni".'m,
emergency services. All do provide OUIpItieDt services. aDdaD"ve ICCeSS to resjdenrjaJ
services such as COIDIIIUDity based detoxificatioD, primary care IIId dll:fllicutil: comu.llj'ies.
However, community programs arc geuerally operatiDg "It capICity, IDdoften have wUiDg
lists for services. .

In fiscal year 1994, 1,693 admissioDs occunaI to stile meDral hcaIIh facilities for paSOlJS
with primary substance abuse. At an average estillwted per diem of S234, IDd an average
leDgth of seay of Dearly 26 days. the cost mnmred to 510.144,230. mu"inl ia aD average
cost per admission for a person with primary substaa:e abase of 15,991. By c:omparisoD.
the estimated per diem of resideDtial treatmeDt for primary snbstalR abuse in die CQIililR"iity

is $78,1 with an average cost per admission of $1,540.

In addition to cost issues, the milieu of state meDIal bea11h facilities is DDt cJirriraJly
appropria~ for persoos with primary mhsbJ"O: abuse. ltltbonP dae pel'IOIIS do ezpaicDce
life threatening crises, these coald probably be addressed IDOIe liJpluptiately in conii'Guiry
based programs. Admission to state meD£a1 health faci1ides may DDt be die best~
either cliDic:ally or from the perspective of cost~ffectiveD:SS.

Three major categories of options to cb:mge:s in the Code of VqiDia can be pursued by die
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 mental, 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 divening this population.

It is Option C tbatbest 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 moretimes 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 regarding- 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 commianent 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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I. INTRODUCTION

This document is an interim report on a two year study mandated by the 1994 Session of the
General Assembly, House loint Resolution 269 (Appendix A). To address this mandate, the
Department and the Office of the Anorney General have, as instructed, embarked OD a
comprehensive stUdy to produce empirical information which will thoroughly address the
mandates of the study. This interim report will discuss the conreDl IDd comen of the
resolution, consider policy options, ~epolicy .J'ea)mmeDdatioDs CODgNem with the intent
and scope of tile resolution, describe the stUdy approach, aDd stalUS, aDd describe the
experience of other. states in providing treatment for persons who are chronic abusers of
alcohol aDd other drugs with respect to civil commitment aDd COmmgnity alternatives to state

memal health facilities.

Based oe coocem about the impact of providing services to petSOas who cbroDically abuse
alcohol and otbcr drugs on state memal health facilities, local jails, IDd otbet systems, tbis
S1Udy requests "the Department ofMen1D1 HeDlth. Men1DJ Retardation andSubstt:n:e Abute
Services, in conjunction with~ QfJice ofthe Attorney Genet'tll, to.study CDmIIIIIIfity ond
facility treDtment progtQIfIS, iw:luding thecJinicd _ and cost~ of
the current civilcommitment p-ocess for individuDls with substonce abuse problems andto
make rea:JIIlhlDldations regarding altel'nt1tives."

. '7ne.study shall: (i) acIdres.t thedevelqment ofon amJYof~ inclUding
community. social detadjiaztion andstruetu1'edshort- and long-tenn iIp;rtientPogrDIIlS which
1I'ItJre approp-itJIeIy respond to the needs of individuDls with d.onicsubstonce abuse
problems; (ii) review the Code ofYuginia os it reliJIes to the civilcommitment ofindividuoJs
with p1moIy substonce abuse prohlems lJI'Id make q;popiDle recon.,.:lJdal'ions; (Iii)
ret:OIttnsld dinicolly OW"'OfJ"iate andt»St-effective altematiws tofar:ility-bosed tI'eOIIIIent for
people wIrJ have dllonic substonce abuse p-oblems; DI'Id (iv) dew!JqJ CD.fI estinutes to
expand CDmIIIIIIfity cq::o:i~ to sene chronic suhstare abusers. " .

This study focuses solely on persoes with primary substaDce abuse, which meaDS that die
person is DOt experieDciDg me serious aDd pcrsisteDt symptOmS of major meDtal illDess. 'Ibis
should.DOt be taken to mean, however, tbat pcrsoDS with primary suhsfj"w: abuse considered
in this S1Udy do not experieDce serious psychiatric problems, such as suicidal tbougbts aud
behaviors, feeliDgs of paranoia, perceptions of grandeur t depression aDd other mood
disorders. The key feature separating these individuals from those with serious meDtal illDess
(aDd for whom civil commitment to a state memal health facility may be appropriate) ,\is the
duration of symptoms. It is imponant to note, in additi~ that certain seriously mentally ill
persons also abuse alcohol aDd other dlugs. This study does DOt address their Deeds, and is
in DO way intended to bar them from civil commitment or other legal procedures which may
assist them.
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It is also important to note that people who chronically abuse alcohol and other drugs are DOt

an homogenous group. For this reason, a detailed study of their clinical aDd suppon 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, DOW utilized
to provide care to chronic substance abusers in state mema! health facilities, can be
reinvested in communities to provide more clinically appropriate. cost-effective treatmem.
The study will make recommendations concerning~ mecbaDisms and sequences which such'
a transition should follow aDd maintain a cost neutral im~t on the larger services system.
Since demand for community-based substance abuse treatmeDt curreDdy execcds curreltt
capacity, recommendations for transition will be included as weD. '

The initial legislative impetus for HJR 269 arose from a two year study of services to public
inebriates aDd the impact of this population, who are primarily chroDic abusers of alcohol, OD

the criminal justice system., (See The Impact of Public IDebriates OD Co1mmmity aDd
Criminal Justice Services Systems, House DociunCm No. 46, preseared to die 1994'Scssion
of the General Assembly.) A recommcDdation of this study provided the basis for HJR 269.

SimultaneoUSly, the Department was increasingly aware that many of the persons admitted to
its mental health facilities were DOt experiencing serious aDd persisteDl symptoms of meuraI
illness for which the state mental bealth facilities were designed, but were instead persons
who were experieDCiDg problems, due to primary substaDce abuse.

The Code of Virginia § 3'7.1-203 (2) defiDes ·substance abusew as -the use, without
compelling medical~ ofQ19J substotre which results in psychological or physi%giaJJ
dependency as a function ofcontinued uw, in such Q hIQIft!J af to induce mento1, enrJtiontJl
or physicDl impairment andcause socially dysfunctional or socially tisonJeTing behavior. -

Substance abuse can and does occur in combination with other psychiatric disordcts,
includiDg serious meDtal iIlDess, complicating treatmeDt for both. In tbe case of primuy
sut>staD:e abuse, however, the abuse of alcohol or other substaDces is the primuy cause of
the symptoms preseuted. These symptoms may include serious suicide aacIDpts, delusioas,
paranoia, aDd other symptoms typicaJly associated with serious menta) D1nesses.
Nevertheless, once the substance has left the body, and its effects have djminiShed, tbe
behavior in question recedes. This pattern does not diminish die person'S Deed for help, 'nor
the seriousness of the symptoms.. but it does point out the episodic uamre of substance abuse,
even amoDg persons who have chronic substaDce abuse problems, as opposed to tbc persistent
namre of serious memal illness. The persistent quality of serious memaI illDess often
indicates a need for a milieu providing limited stimulation, reduced stress, and medical aDd
psychiatric aaemion to provide appropriate pharmaceutical tberapics, aDd supportive staff.
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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 mentally ill person, these symptoms usually
diminish in a matter of days. At that point, a less restrictive environment providing more
stimulation' and more opponunities for responsible interaction are preferable. State mental
health facility staff report that persons with primary substance abuse tend to disrupt the
facility prognmming by being demaDding, manipulative, and exhibiting other behaviors more
typiCal of persons with addiction problems. Furthermore, in some stale mental health
facilities-, the same individuals with primary substance abuse disorders seek admission
re~ted1y with DO indication of involvement With appropriate community programs. Since
these individuals arrive under court order for commitmeDt. the state facilities have DO choice
but to admit tbem. Tbe Department, therefore, in examining the best use of resources to
provide the most effective treatme~ has begun to examjne the issue of how best to serve
persons with primary substance abuSe who arebeiDg committed, eitbel' invohmtarily or
volumarily,. to ~ state memal health facilities.

Publicly funded substance abuse treatment services are available tbrough me 40 community
services boards (CSBs) located throughout the state. CSBs~ established by die Code of
Virginia (§ 37.1·194 • 202.1), also provide publicly fuDded IDeJDl health and meDt.a1
retardation services to the citiZens of tbcir eatchDJent area57 and are eDtities of local
govemmenr, These services are available aD an ability.(O-pay basis. Tbe Department of
Mental Health, Memal Retardation and Substance Abuse Services allocates public fuDding
and provides technical assistance to the CSBs. EmergeDCY services is the OII1y service the
CSBs are mandated to provide (§ 37.1·194)t hOwever all CSBs provide~ at a mjnimum7

outpatient substaDce abuse services, either directly or through coutraet with a DOllprotit or
governmental provider. In addition, all CSBs may participate in a purchase of service
program to access resideDtial services, such as COD1JD1lDity-based detoxification or residential
treatment. The total UDduplicatcd DtJJDber of admi$$iom for FY '93 was 56,548. Since
successful treatment for alcOhOl or other drug abuse may require that a person particiPate in
several types of treatmeDt, many of these iDdiViduaIs may have been admitted to several
differem programs or facilities within a given year.

Although CSBs are desigDed to make services available to all citizens regardless of ability to
pay. all boards accept third-party paymeDl when it is available. In rural areas of the state,
wbere the population is sparse aDd health.care resources are rare, CSBs may provide the only
source of mental bealth, substaDce abuse or mental retardation care, regardless of tile
citizen's economic or social status. SubstaDce abuse treatment activities in CSBs are largely
supported by state General Funds, federal Substance Abuse Prevention and Treatmem Block
Grant Funds, local revenues and fees. Table 1 below displays amounts for fiscal years 1993
and 1994.
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Table 1
Sources and Amounts of Funding
for Community Substance Abuse Treatment, FY 93 aad 94

Source of Funds FY 1993 FY 1994

State S2S,746,966 $27,008,016

Federal 20,430,408 21,743,805

Local 17,095,998 17~74S,232

Fees 6,344,586 7,403,965

Other . 1,243,524 3,349,954

TOTAL $70,861,482 $77,250,972
sources: 4th Quarter Performance Repons, flY '93 SfatelDCDl of CYnlnh Summary
Repon, FY '94

Most community services board aftiliated programs repon waitiDg lists for services. This
factor is especially critical for commUDity-based resideDdal programs. which could Often
provide clinically appropriate aDd cost-effective alternatives to state meuraI bealth facilities.
and are especially importaDl in providing stabilization services to persons ODCC discharged
from stale mental health facilities. Recent utilization data iDdicare that commuaity-based
detoxification centers, which can provide services for about $135 per day. ale usually
operating at over 80 percem capacity. CODSideriDg that these programs often operate UDits
which are quite small, about 9 beds, and !bat their cliems stay less than 6 days, this is a very
high rate of utilization, seriously reducing access~ility of this necessary treatmeDl
component.

Persons with primary substaDCe abuse who are treated in public sector programs are geDerally
medically indigeDl. Although the State Medicaid Plan autborizes paymeDl for medically
necessary detoxification, few community geueral bospilals waul to admit these patieDtS, aDd
few pbysicians or other health professioDS working in primary health care settings are traiDed
to treat substance abuse. Chronic substaDce abuse. particularly displayed in public, is
tbreateDiog to the public and has been associated with iD:reased rates of crime. In many
communities where commuaity social detoxification programs operate~ local law euforcemeDl
will pick-up and transport pubic iDebriates to commODity programs. When these resources
are not available or accessible, however, the person may eM up iDcarcerated in local jails Of,

through the commitment process, may be admitted to a state meDtll health facility.
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n, CURRENT PROBLEM

UtiliVltion ofFacility Resowces by PrimJrySIiJ.staIaAbIM Pt1lJms

Substaneeabuse is often undiagnosed ·among· individuals admitted to stare mental beaJtb
facilities. 'The reasons for this vary and are usually complex: .aphysician 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 ignoraDCe; the iDdividuars behavior may be so
erratietbat the impact of alcohol or other drugs eaaeot be clearly disUDguisbed from
psychotic behavior. FiDally, the nature of training'for Diost psychiatrists leads them to think
of substance abuse as a secondary' condition, ODe' 'that is caused by aD UDderlyiDg emotiooal
problem, as opposed to substance abuse causing erratic, life tbreateDiDg behavior. Because of
these factors, data iDdicating the aumbers, of persoes admitted to state ,1IlCDta1 bcalth facilities
diagnosed with primary substance abuse must be,interpreted· in tbe CODIeXt of severe UDder
reporting.

Table 2 displays 30DAI voluntary aDd invohmtary admiuioDs to SIaIe meDIal·health fac;Uties
for persons diagnosed with primary substaD:e- abuse, average 1eDgth of Slay ALOS (mean),
annual cost, average cost per diem, and estimated cost per admissioa. for fiscal years '92,
'93 aDd 94.

Table 3
ANNUAL SUBSTANCE ABUSE ADMISSIONS
TO .STATE MENTAL HEALTH FACILITIES

"YEAR TOT. PRIM. ALOS ANNUAL, . COST PER AVGCOSTI
SA ADM (days)

, .

COST DIEM ADMISSION
"

FY '92 1,714 30.0 $10,695,360 S208 $6~40

FY '93 1,542 31.3 10,072,339, 209 6,532
..

FY '94 1,693 25.6 ' 10,144,230 234 5,992
:."'. : 1"' MJ.JMll c;;: 4.5 l~. ftftn~I Sta ~ns, l~ , .1993, 1994
~ .. ~. ..

Ad?1ip;iom - Currently all of the state's mCnIaI health~ilibcs accept civil (XWDJDiblM:Dt
admissions for persoas with a primary diagDOSis. of substance abuse. In FY '92, 498
patieDlS were admitted vohmwily with primary subcrana: abuse, aud 1,216 were civilly
committed. In FY '93, the number of primary substance abuse paric:rfs admiUed decreased
to 1,542 (427 voluntary; 1115 civil commitmems). In FY '94, 1,693 admissions with
primary substance abuse occurred (1,077 civil commiUJ1eDlS, 616 voluDlary). It is important
to DOte, however, that this ~r probably under represents the DlJDJber of per50DS with
primary substance abuse aetually admitted to state meD1al health facilities. During a crisis, it
is often ditlicult for even tbe most sopbisticatedclinician to detect wbcthcr die preseDtiDg
crisis is caused by a psychiatric disability. use of alcohol or anotber drug, or a combination.
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Ayeraze Leni1h of Stay (ALOS) - In FY '92, the ALOS for patients with a primary
diagnosis of substance abuse was 30 days for bothvcluntary admissions and involuntarY
commitments. In FY '93, ALOS increased to 31.3 days. In 1994, ALOS decreased sliglu1y
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 Deeded.
They attribute the delay in discharge to a lack of appropriate community treatment capacity,
as well as to poor linkages between commUDity substance abuse tteatment 'programs and state
mental health facilities.

Annyal Cpst - In FY '92, cost per bed day at state mental health facilities averaged S208,
rising slightly to 5209 in FY '93. and to $234 in FY '94. Based on the above admission aDd
ALOS information, the cost of serving a primary substance abuse patient averaged $6,240 in
FY '92, rose to approximately S6,S31 in FY '93, aDd decliDed slightly to SS,992 in FY '94 .
Taken as a group, serviDg patients with a primary ctiagoosis of substance abuse costs
approximately SI0,69S,360 in FY '92, $10,072,339 in FY '93 aDd $10,144,230 in FY '94.
[(ALOS x admissioDS = patient days) x cost per day = annual cost.]

Anecdotal evidence suggests tbat per diem costs for persons admitted for primary substance
abuse to state mental health facilities may actually. exceed the state average. Beca~ tbese
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 additio~ these patieDIs
may have chronic, serious medical problems, such as diabetes or ulcers, wbich require more
medical intervention than the average patient. These individuals are suspectai to be admitted
more frequently than persons with serious meDtal illDess. FiDaIly, just as iDdications are tbat
individuals with primary substance abuse 8R admitted to state mental bea1th facilities as a last
resort because adequate community-basecl capacity is not available or accesstblc, this~
lack of capacity limits clinically appropriate discharge options for these individuals, resultiDg
in longer lengths of stay tban may be cliDica1ly iDdicated.

The cost of care in a state facility includes overhead for buildings and grounds mainteDaDce.
food services, laUDdry services, aDd exteDSive ancillary medical, mental health aDd
rehabilitation services available to paticDrs at state facilities. Although all of these suppons
and services are available to all patieDts, some arc DOt Deeded by persons with diagnoses of
primary substaDce abuse, and may, in fact, be coDttaiDdicated, as tbey may jn'lede
therapeutic progress toward tile bigh level of self sufJic~ywhich these patiems are capable
of achieving. For iDstaDcc, in CQDJD11mity substance abuse treatmcDl programs SI3ff provide
supervision to clients as they prepare meals aDd execute housekeeping tasks aDd simple
maintenauce tasks. These activities serve a therapeutic purpose as £bey provide opportunities
for clients to become increasingly self sufticieDt aDd learn responsibility.

Primary substance abuse patients admitted to state mental health facilities would most likely
use a combination of community resideDtial treatment programs such as medical/social
detoxification, pri:Dary care, aud the tberapeutic CQDUIU1Dity. Other uecessary services DOt
included in this cost are case management aDd primary medic:al care. Upon completion of
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residential treatment, the person would also need housing, assistanee 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.

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 a very small
proportion of persons with primary substance abuse require the trea1meDt environment
provided by a mental health facility. In fact, nearly all can be treated within an may 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. Oocc this
crisis has passed, they do DOt require intensive mental bea1th iDrcrvcDbon. More
sigDificandy, the approach to care which is appropriate for persons experiencing mental
health crisis due to serious mental iJJness is coDttaindic:arcd for persons needing help for a
primary substance abuse problem. As a basis for understanding tbe clinical Deeds of the
primary substance abuse patient. a brief~ gCDeral description is in order.

A person with an addiction problem is mostly invested in obaining die substaDce of choice
and feeling its effects. Most of his or her behaviors are coocenttated on this objective. He
or she typically has difficulty focusiDg on the long range effects of JUs or her actioDS. The
impact of using alcohol or other dIugs today does DOt seem related to future bealth or
functioning. The addicted person may DOt connect the impulse which leads to criminal
activity with loss of opportunity and freedom in the futUIe. These persons are r.:..rely able
to concephJaJize that their behavior has impact on others they care about t such as loss of
iDcome to the landlord, loss of shelter for family. The person may be self~ntered in the
extreme, and may seek to manipulate others to meet basic ueeds for food aDd sbc:ltert as well
as for personal attention. Typica11y, the iDdividual is in dcDial coDCerDiDg the seriousuess of
his or her disorder. FiDally, in order to accomplish these -quick retum- objectives, a person
experiencing primary substance abuse may deh"berately, inrenIioDally aDd consciously lie,
making self-reponed information umeliable.

These behaviors may be solely symptomatic of the addiction aDd may disappear if tbe
addiction is appropriately treated, or they may be symptomatic of a class-of mcDtal disorder,
Personality Disorders, cbaracterizcd by many of the~ behaviors attributed to addictive
behavior. If these behaviors predated the addiction, then a diagnosis of personality disorder
may be in order. Although the shon-term crisis of addiction (e.g., alcoholic toxicity, drug
induced psychosis) can be remedied with appropriate care, the perscmality disorder per sc is
generally not amenable to treatment (although its effects can sometimes be ameliorated with
skillful psychotherapy). The one notable 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 occessary behavioral changes.
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Thus, the type of pathological behavior displayed is very different from that of the patient
with serious mental illDess, 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 psychotic" 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 aM current status, physical health, the
presence of other life trauma such as physical or sexual abuse, crimiDal justice history, etc.,
must be taken into account in assessing the type of treatment appropriate for each person.
Treatment which considers gender aDd ethnicity and is appropriate in terms of intensity,
content, duration aDd setting is esseDtial if it is to be effective. Finally, access to a broad
array of treatment and case mamgement 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 treatment approaches for primary substance abuse do have some essential
elements in common. These treatment strategies provide concrete CODtiDgencies for
behavior, combioed with group counseling to provide peer feedback aDd 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
ODe'S own clothes, cleanjng ODe'S own room, cleaning common areas, performing simple
majntenance tasks, preparing food for self and others) is a critical component of treatment
for substance abuse. These types of activities, performed UDder staff supervision, should
provide the basis for reward of DeW privileges or loss of existing oues, increased self
reliance, enhateed (appropriate) self esteem, and teach the client about the impact of his or
ber behavior OD others and responsibility to the community at large. In addition, this type of
program ·replaces a pathological frame of reference (active substance abusers aDd criminals as

. peers) with a healthier 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 jmmjnently dangerous
to themselves or others, or who are not able to care for themselves, aD1 for whom
alternatives are not appropriate (Code of Virginia, § 37.1-67.1), and who require intensive
mental health imervemion. This environmem, or milieu, is clinically inappropriate for the
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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 other patients (group counseling, substance abuse educanon, 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 opporumities for learning and
practicing responsible behavior. Thus, the environment of the state meD1al health facility
may, in fact, retard or prevent therapeutic progress for persons with primary substance
abuse, whose recovery requires assumption of self respoDSibility (UDder supervision) within
days of a passing crisis.

Once admitted, primary substanee abuse patients appear to stay in the hospital longer and be
readmitted more frequently than may be c1jnieaJly warranted, especially given me restrictive
nature of the clinical environment. This pattern occurs, just as it does for tile seriouslv
mentally ill individual, because appropriate coJDJlJlUJity-based optioDS are DOt available \I..

accessible. The study group will identify the factors which influeuce tbese lODger leDgtbs of
stay, and will make recommendations concerning the types of community treatmeJJl needed,
the capacity and the geographic locations.

m. ALTERNATIVES

A thorough analysis of alternatives requires that at least two major options be reviewed:
continue to allow for admissions of persons with primary substance abuse to state mental
health facilities, or change the Code to deny civil commitment for primary substance abuse to
state mental health facilities, and accompany this change with Depanmema1 policy change
excluding voluntary admissions to state memal health facilities. A third option, which
resolves some of the issues of the first two, and best addresses the intent of the stUdy t is also
presented. Each option bas significant variations which affect desirabilityt and which form
suboptions. Criteria for evaluating desirability include cJjnjcal appropriateness, special legal
concerns, effects on the community and facility programs, aDd cost.

A Option: CoMinue the~prtIdia ofcivilCOIn,• ..-jiJr perSOIS williprinmy
s~ abIae to stille IIfI!IDl ht!tIIth jrUiMs - -

1. Suboption: Make DO change
a. Impact on the Community: Communities would continue to send

difficult cases to state mental health 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 bat without successful QW;oJ:llQ.
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b. Impact on State Mental Health Facilities: Facility programs would
continue to snuggle to treat patients not appropriate for the same

. treatment milieu appropriate for serious mental illness;

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

d. Impact on the Code: No change.

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

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

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

1. Designated space
2. Specially trained staff
3. Specific milieu
4. Improved screening
s. Special licensing or accreditation

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

d. Impact on the Code: None.

3. Suboptiou: Create a financial incentive program to encourage CSBs to divert
primary substance abuse from admission and work closely for quick discharge

a. Impact on me Community:

1. Establish a pool of fuD1s available for •draw down" whenever a
person with primary substance abuse eligible for admission to
state mental health facilities is diverted,

2. Charge CSBs when a primary substance abuse patient is
admitted to state mental health facilities
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3. Use earned rewards to establish community capacity for
primary substance abuse t through purchase of service from
existing provider or development of additional service capacity
within the CSB's own service systems

b. 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.

c. 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 contirnJed Deed, at
some level, for specific substance abuse progra.mmiDg in state meuta1
bea1th facilities as descnbed in A.2. b.

d. Impact on the Code: No cbaDge.

B. 0ptiDII: Anend the Code to DdI* civil CtJIIIISitnaD to SIJIIe 1II!I&l hetIItIJJi'd'Uies
01perstJIIf withprinDry slt6stlznce iIbIM; IlIrI!IIIlDt:pvitneUpoliq to exdude
voiInIlty lIdnitsiDns withprimzryslGstilla IIbIM.

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

a. Impact on the Community: Would place primary substaDce abuse at
increased risk for mortality; iD:rcasc stress on CQD1III11Jrity resources
such as jails, shelters, hospital emergeDCy rooms, aDd might iDcrease
the use of crimiDal commitmeuls for primary substaDce abuse to state
mental health facilities.

b. Impact on State MenraI Health Facilities: Might Rduce inappropriate
admissions, but some individuals waulcl actively seeka psychiatric
diagnosis in order to gain admission; some physicians would
dehDerately misdiagnose, and current problem could be easily
recreated.

c. Fiscal Impact on the Department: Continues iDappropriate use of
resources with little positive outeome~ as persons in need of cliDicaJ
services are diverted to systems DOtequipped to provide treatmem for
substance abuse; diverts existing resources (local jails~ emergency
rooms, shelters) from imeDJed purpose.
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d. Impact on the Code: Creates a legal entitlement for services to be
provided by community, but provides no resources or capacity.

e. 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.

2. Suboption: Eliminate civil commianent for primary substance abuse and
provide additional community resources to expand capacity; do not amend
Code to provide legal alternatives to civil commitment to state mental health
facilities.

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

b. Impact on State Memal 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.

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

d. Impact on the Code: Could iDcrease use of criminal sanctions to
address Deeds of primary substance abuse (e.g., suicidal primary
substaDce abuse); could iDcrease state I S liability if deaths occur due to
medica1Jpsyc:biatric problems while iDcarterated.

e. Policy Impact on the Department: Wauld lessen uegative pressure to

some extent; however, impact of social controls issues would still
continue.
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C Option: .Am!nd the Code to establish specific civil comtitm!nt options in the
colmlllity for person with primary sziJstmre abuse and reinvest current departrrrnt
resources in the cotmUlity in order to ;mUTe thot capacity and progranning are
szdfident and appropriate to nee: demmd created by diverting this popliation to the
colmlllity.

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 obligationslliabilities 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.
Reinvestment would have to be scheduled to assure that appropriate capacity
was available and accessible 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 HJR 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 explore these options. Three
surveys, discussed below, form the basis of the data collection on which feasibility will be
determined.
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IV. DISCUSSION OF POTENTIAL CHA.'lGES TO THE CODE OF VIRGL"1A

Review and Discl&ion ofthe Code 01 Hrg:Wa Relating to QviJ eoIJ"itnal for IndividwJs
with SliJsUJnce Ab~e

The Code of Virginia specifically allows yo)untaO' 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 commitmenty the first QI second of the fonowing
conditions must be present in addition to the third: (1) the person presents an jmmjnem
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 substantia Ily 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 begiDs when a coocero=d person with probable
cause alleges tbat an individual is mentally ill and in need of hospitalization by petitioning a
judge or magistrate. If the individual is DOt presenr, the judge or magistrate may issue a
warrant for a law enforcemem officer to bring the individual into custody. Alternatively, a
law enforcement officer with probable cause may also take the individual into custody aDd
transport him to an evaluation. The individual may remain in custody awaiting evaluation 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 iJxtividualrs Deed for hospitalization. If
the evaluator deems that the person is in Deed of hospitalization., the judge or magistrate
issues the Temporary Detention Order y under which an individual is hospitlJi-mj in -a
willing institution or other wi1liDg place- to await a hearing, to be bcld within forty"'Cight
hours. If the forty~igh1 hour period ends on a Saturday, Sunday or a legal holiday, me
person may be held up to seveDty-tWo hours y or ninety-six hours if the legal holiday falls on
a Friday or a Monday. During this period, the individual must be examiTWt by a qualified
mental health professional. If the qualified meutal health professional finds that tbe person
meets the criteria for civil commitmeDty the judge offers the individual the opportunity to
enter the hospital voluntarily; if the iDdividual 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 Healthy
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
is 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 treatment in a hospital, night tteatment in a
hospital, outpatient involuntary treatment with anti-psychotic medication pursuant to
§ 37.1-134.5, or such appropriate course oftreatmem 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 commUDity
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 dependeDCe 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 substanee is detected, the typical fony-eight
hour period may be inadequate for the evaluator to determine if, for iDstaDce, the person is
suicidal because he is experiencing cocaine withdrawal or because be is psychotic. As
previously discussed, an individual with primary substaDcc abuse may deny that be has this
problem aDd may deh'berately lie if be prefers the safety and security of the state meDtal
health facility to less comfortable circumstaDces.

Another reason that the statute is little used for this population is that the publicly funded
community capacity to treat substaDcc abuse is st:raiDed to die limit in most areas, especially
if the person requires detoxification or other resideDtial treatmellt. (Note: Very few persons
with primary substance abuse medically require tile aDCiIlary services which would be
provided by an inpatient hospital-based facility.) In addition, wbere such treatment capacity
is available, the facilities are not locked, so public safety coocems are DOt addressed.
Finally, anecdotal data suggest that some of the individuals admitted to state meDIal health
facilities for primary substaDce abuse do Deed a high level of staff atteDtion for tbeir own
safety. CommUDity-based publicly funded treatment programs are DOt staffed Dar physically
designed, in terms of life-safety, to provide the kiDds of "elose 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 ofOther~'Codt!s

If the stUdy indicates that persoas with primary substance abuse problems should DOtbe
civilly committed to state mental health facilities, the Code of VJrginia 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 ueighboriDg
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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i'rtu::ylaai
The Maryland code specifically excludes substaace abuse from its definition of "mental
disorder. It Code of Maryland § 10.21.01.02. An individual may be involuntarily committed
to 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 wi11~g 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 commianem. 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 !-,ublic or willing private institution. He must be examjned by two physicians·or ODe

physician and one doctorate level psychologist during this ten 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, coDdueted by an admjnistrative law judge, must
be held within ten days of initial confinement. ~ treating facility staff must provide clear
and compelling evidence that the individual contimJCS 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 curreDIly DO provision for
outpatient commitment in Maryland. The ten day observation status period, however, allows
patients to stabilize or elect to be admitted voluntarily.

North Carolim
Nonh Carolina statutes make a distiDction between mental illDess am substance abuse.
Code of Nonh Carolina § I22C-28I Pan 8. An individual with a substance abuse disorder
may be involuntarily committed to a treatment facility in Nonb Carolina if two criteria for
involuntary commitment are met: (1) a current or previous history of so ",stance abuse
problems; aDd (2) dangerousness to self or others. Nonh Carolina has an initial tweDty-four
hour detention period. An individual is transported by law enforcement to a area facility I

which is a community-based meuta.l bea.lth, memaJ 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 be meets the commitment criteria, die physician or
psychologist recommends involunlary commitment to treatmem and determines whether the
patieDt will be released or held at a residential treatment facility. Code of Nonh CaroliDa §
I22C-283.

Within twenty-four hours of arrival at a resideDtial treatoenr facilitv~ the individual is
examined by a qualified professional, typically a physician or eligible ..,sychologist. If the
qualified professional determines that tbe individual COnri"'MS to meet invohmtary
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, cogent 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 responsible
physician for a period not to exceed one hundred and eighty days. The area authority or
responsible physician determines the most appropriate course of treaanent (e.g. in-patient,
outpatient, or intensive outpatient treaanem) for the individual. Persons committed to
outpatient treatment who fail to comply with a commitEDem order may be taken back into
custody to determiDe if they continue to satisfy the commitment criteria and require a more
restrictive treatment setting. Code of North Carolina § 122C-287.

Sm.dh Carolim
The Code of South Carolina makes a distinction between ·chemically dependent persons in
need of involuntary commitment" and those with mental illness. Code of South carolina
§ 44-52-10. South Carolina bas parallel involumary commitmeDl procedures for mentally ill
individuals and those with primary substance abuse. A petition·may be filed in a COUDty
coon alleging that an individual is •a cbemica1ly dependent person in Deed 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 substaDce abuse
disorder; and (2) a substantial risk of physical banD to self or others.. The iDdividual is held
for an initial forty-eigbr hour examination period, during which be must be exam hwt by a
physician to determiDe if be meets the commitment criteria. If he meets these criteria, he is
transported by law enforcement to a local treatment facility with an available treatment bed.
Code of South Carolina § 44-52-50.

The individual is examined at the local tteatmem facility by two professionals, one of whom
is a licensed physician, to dctermiDe if he continues to meet the commitment criteria. A
report explaining the clinical findings is submitted to the court where die commitment petition
was issued within seven days. If the individual contimses to meet the involuntary
commitmem criteria, the coon coDducts an invohmWy commitmeDt bcariDg DO later than
twenty-one days after the filing of the petition. Code of South carolina § 44-52-60.

If an individual is found to continue to meet the criteria, he can be committed to any licensed
publicly operated outpatient aDd iDpatieDt treatment facility.. South carolina has- a network of
community based residential and detoxification tIcabneDt centers across die state which accept
outpatient commitments for varying 1engtbs of stay. An individual may be alsobe 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.

Kentut:Jo;
The Code of Kentucky makes a distinction between persons who are mentally ill and those
whu have a primary substance abuse problem not coexisting with a meDIal illness. The
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Kentucky code requires that an individual Kentucky's involuntary commitment criteria are
similar to Maryland t s in that a primary diagnosis of a substance abuse disorder is Dot
included among the criteria for involuntary commianent. The involuntary admission criteria
in Kentucky are (1) mental illness; 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 health professional. KRS
202A.041. This examination must occur within a period not to exceed seventy-two hours,
excluding bolidays and weekends. If the examinauon reveals that the person meets the
grounds for involuntary commitment a petition is filed in district coon requesting either sixty
or three hundred and sixty days of involuntary hospitalization. In order for three hundred
and sixty days to be ~quested, proof must be presented that the individual bad been
hospitalized for a m jnjmum of thirty days of psychiatric care within the preceding six
months. KRS 202A.OSI.

If the court believes there is probable cause to involuntarily hospitalize the individual, it
orders another examjnation by a qualified mental health professional, which must occur DO

later than six days, excluding weekeDds aDd holidays, from the time of the individual's initial
holding. A final commitment bearing must then be held within twenty-one days of the initial
holding. During the period between tbe 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 tile patient fails to satisfy the criteria for invohmwy hospitalization, he must be
released. If an individual continues to meet the criteria for involuntary hospitalization at the
final bearing, he may be committed for either sixty or three hundred and s~ty days of
inpatient treatment. KRS 202A.OS1.

SlIIlIrzry ofCode Discussion and kcon.,1'!IIdtJtiom for FII'lher &*
A review of these states' codes aDd procedures (see Table 3) suggests that extending the
duration of the dcteDlion period between the time the Temporary Detention Order is issued
and the actual commitment hearing miglu provide a more realistic time for the individual to
be clinically evaluated concemiDg the preseDCe of substaDce abuse and ~ impact on the
behavior which prompted the attention of coocemed persons or law enforcemem personnel.
Furthermore, use of facilities other than state melttal bealth facilities presents an alternative
both for holdiDg tbe iDdividual duriDg the time the Temporary Detention Order is in effect
and the time the hearing is conducted. Fmally 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 wiD 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 Commitment 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 10: (I)
(DefiniUol 01 self or others; OR weekend or holiday or private) State facilities; (2)
Mental IIIlIclS in (2) Unable to care for Designated private facilities;
Code ioelldes self; AND or (3) Outpatient care if
Subs'lnce Abuse)

(3) No less restrictive patient meets 1 of first 2
tx setting available. criteria but not 3rd.

Maryland (1) Mental illness; 24 hours; Willing institution (public Commitments are to state
(DefiniUor1 of (2) Danger to self or if meets criteria, may or private) facilities.
Mentll UlrlCiS in others; have ten (10) day
Code excludes (3) Unable/unwilling to observation period
Subsllnee ~bule)

accept voluntary
admission.

North Carolina (1) Current or previous 24 hours; Area facility (community- Commitments are to area
(Definition of history of SA if meets criteria, may based MH, MR or SA facility or responsible
Mentat IIIneas In problems; have ten (10) day center); if meets criteria, physician.
Code oxcludea (2) Danser to self or observation period held over al residentialSubstance Abuse)

others. facility

South Carolina (1) Evidence of SA 48 hours; Local facility with Commilments are to any
(Definition of disorder; if meets criteria, 21days available bed licensed public outpatient orMental JUncas In (2) Substanlial risk of inpatient facility or "186"Code exclu'es
Substlnce Abuse) harm to self/ SA facility operated hy

others. state.

Kentucky (1) Mental illness; 72 hours; Designated local facility Commilments are to
(DefiniCion [)r (2) Danger to self, excluding holidays and or state hospit..l outpalient care or stateMentll IUncas In family or others. weekends facility.Code excludea
Suballnce Abuse)



v. L\IPACT OF DIVERTING PRrtIARY SL1JSTA..~CEABt:SE FRO!\-f STATE
~IE~"AL HEALTH FACILITIES TO CO~L\fL~SERViCES

The Process o/the SluJy

This two year study is designed to efficiently collect and analyze informanon 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, community services board mental health, substance abuse and
emergency services components, state substance abuse provider organizations, the State
Supreme Court and the Virginia Sheritrs Association. A. membership list is included as
Appendix C. Staff from the Central Office of the DMHMRSAS aDd the Attorney General r 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 study. The process of data collection and analysis will begin in late 1994.

This study is based on the premise that cost-effective treaUDeDI must be "matched" to the
client's needs. Anecdotal data indicate that persons with primary substance abuse DOW

admitted to state mental health facilities have complex needs aDd 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 mombs to one year duration).
The type of treatment depends on the type(s) of substaoces abused aDd history of use, ~rior .
treatment history, criminal history, gender, age, tendeB::y towards violence, need for
ancillary care such as housing, aDd primary medical care). By definition, these patients will
not need extensive inpatient psychiatric care. Anecdotal data indicates tlut nearly all are
medically indigent and that most have a history of prior treatmeDt.

SI47"V(Y qfPatient Reozr1s
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
DOW admitted to the state meDtll health facilities; (2) where services and capacity should be
located to be most accessible to patiems needing them; (3) the cost of currently providing
these services in state mental health facilities (to estimate available resources for
reinvestment); (4) the projected cost of providing these services in the community.
DMHMRSAS staff, with assistance from a stakeholder task group, are currently developing
a survey iDstrument. 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 '94.
Recorcts 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
SOOt

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 patiem charts by adding confirmation
and depth not available in facility records. These 125 cases will be distributed
proportionate ly among community services boards based on the number of admissions to state
mental health facilities.

Anecdotal evidence about the needs of persons' with primary substance abuse who are
admitted to state mental health facilities, coupled with known capacity and utilization data,
suggeststhat more community detoxification. services are oceded. Existing c:apacity Deeds to
be expanded, and new capacity needs to be established in differeDt geographic regions.

Regional differences are anticipated. It is also entirely possible that the survey will idenrify
the need for new elements in the service array. Tbese DeW services might include
community-based (nonhospital) facilities to accept primary substana: abuse patients on
Temporary Detention Order, outreach services to shelters, establishing "sober floors- in
Single Room Occupancy hotels with supponive outreach services, and development of models '
for ambulatory detoxification.

SIPYO' Q[LgcaILaw Fz(arcement
Because persons with primary substance abuse are integrally involved with local law
enforcement, assessing the impact of changing the Code on local Jaw enforcement ageD:ies
is an important co~nent of the study. Similarly, local judiciary, iDcludiDg judges,
magistrates, and special justices have significant roles in determining die' fate of tile person
with primary substance abuse in the community. SiDce these judges, special justices and
magistrates are a significant impetus in sending persons with primary substaDce abuse to state
mental health facilities, their input .is critical in considering any cbaDges.

The data collected from these sources will help address the fonowing questions aDd concerns:

What gaps currently exist in community services and how can tbeybest be addressed?

1. What services are needed?

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

3. What new types of services need to be developed
(a) Secure stabilization units for primary substance abuse patients

exhibiting suicidal behavior (architecture, sraffmg, training. regulation,
support/ancillary services)

(b) Extensive, specialized case management services
(c) Other needs to be determined by clinical records review data collection

4. Where do these services need to be located to address regional issues and most
effectively divert primary substance abuse to state memaI health facilities?

What will the cost be of addressing these needs?

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

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

3. Reinvest adequate resources in communities to develop appropriate services
systems to serve persons with primary substance abuse previously admitted to
state meDtal bealtb facilities

What other supports are needed to successfully operationalize this option?

1. Granting of "authority to select treatmem sites ~ppropriate for TDOs

2. Development aDd implementation of quality assurance mechanisms for selected
sites and for new treatmem models

3. Training for presereeeers in ideDtification of primary substance abuse

4. Training for sheriff's staffs aDd local judiciary involved in the Temporary
Detention Order precess

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

6. Amendments to DMHMRSAS licensure regulations for new services (e.g.,
community based programs to receive persons on TOO; ambulatory
detoxification. etc.)
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v. COSCLCSIONS

The critical information which will be produced by HJR 269 win fonn the basis of
recommendations for redesigning the substance abuse treatment service delivery system so
that persons with primary substance abuse who are DOW admitted to Slate 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, aDd the impact on local
law enforcement and the judiciary.

Thorough review and discussion of the informationcol1ecr.ed in this process will insure that
sound, clinically appropriate treaaDent is available and accessible at die community level for
persons with primary substance abuse DOW being admitted to swe mental health facilities, and
that available resources are used more efficiently.
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Appendix C

HJR 269 STAKEHOLDERS WORKGROllP

Paul Borzellino
Program Coordinator III. Prince
William County Community Services
Board

Karen Carr
Program Manager, Emergency
Services. Clinical de Prevention
Services Division, Henrico
Comnumity Services Board

run Cornish
Director, Emergency Services,
Yirginia Beach Comnumity Services
Board

Anita Crocker
Clinical Director, Central State
Hospital, DMHMRSA.S

Wil1kun C Ounntings, Jr.
Director, Emergency Services,
Richmond Area Community Services
Board

Larry Davidson
AccountingAdministrator, Supreme
Court of Virginia

Oaarles Davis, M.D.
Medical Director, Eastern State
Hospital,DMHMRSA.S

Fred Gang
~~IS@~~eAb~e

Council, Virginia Association of
Community Services Boards

KathyHaO
ptreaor, 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. Mental Health Services,
AUeglumy-HighlandJ CSB .

George Prart
Director, Mental Health Services,
NoTfo/k Community Services Board

Joanne Pugh
Coordinator, Emergency Services,
Crossroads Community Services
Board

Dick Ral.Von-Roberts
Program Direaor, Eastern Stale
Hospital, DMHMRSAS

KJuen Redford
SubstQ1lCt Abuse Services
Coordinator, Richmond Community
Services Board

HQ Smith
- Direaor, MentaJ,lIealth Services,

Western Tidewater Community
Services Board

Arnold Woodruff
Clinical Director. Northern Virginia
Mental Health Instiuae.
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 Attorney General
Office of the Attorney General

James J.~artinez

Director, Adult Services, Office of
Mental Health Services,
DMHMRSAS

Dwight McOzll, Ph.D.
Research & Evaluation Associate,
Centerfor Research and
Evaluation, Office of Research,
Planning &: Policy, DMHMRSAS

Martha .\-Iead
Direaor, Office of Legislation &:
Public Relations, DMHMRSAS

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

Stephan Shennan
HPR V QlUJlity Manager, Office of
SubstQMe Abuse Services,
DMHMRSAS

Greg StoIcis
Adult Services Program Consulttznt,
Office of SubszllMe Abuse Services,
DMHMRSAS



HJR 269: CHART REVIEWINSlR~
SLTB-COMMITTEE MEMBERS

Charles I)avi" M.D.
Medical Director

Eastern State Hospital, DMHMRSAS

Kathy BaD
Director, Substance Abuse Services

Virginia Beach Community Services Board

George Pratt
Coordinator, Emergency Services

Norfolk Community Services Board

Dick RaIstoo-Roberts
. Unit Program Director

Eastern State Hospital, DMHMRSAS

Dwight McCall, Pb.D.
Office of Research & Evaluation, DMHMRSAS

I.iDda L R..I ..nMf
Facility Program Consultant

Office of Substance Abuse Services, DMHMRSAS



HJR 269: CR-\RT REVIEW INSIRl;~1&'T..'y)\"1SORS

Robert ..Aiduk, Ph.D.
Director. Psychological Services

Southern Virginia Mental Health Institute. D~1HMRSAS

Roger Bira~ Ph.D.
Director

Loudon County Mental Health Services

TomCbapman
Director of Administration

Blue Ridge Community Services Board

David Coe
Director. Substance Abuse Services

Patrick Henry Drug and Alcohol Council

Bob Davb
Director. Admissions Unit

Southwest Virginia Mental Health Institute, DMHMRSAS

Gerald E.. Deans
Director

Southwest Virginia Mental Health Institute, DMHAfRSAS

flennis Donat, PbJ>.
Director, Psychology Services

Western State Hospital, DMHMRSAS

l\1D Ferriss
Director, Training and Research

Central State Hospital, DMHMRSAS

Lone Horton
Director, Quality Assurance

Alleghany/Highlands Community Services Board

Paul L Hundley, PbJ>.
Director, Training Center Programs

Western State Hospital, DMPMRSAS

James C. May, Ph.D.
Administrator, Substance Abuse Services

Richmond AIea Community Services Board



Cynthia l\1cC1u.re
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

Arn;old WoodndJ
Clinical Director

Northern Virginia Mental Health Institute, DMHMRSAS
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