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Patients who have chemical dependency (CD) are commonly encountered on medical and surgical wards, often for
illnesses and injuries sustained as a direct result of their substance abuse. When these patients are repeatedly
admitted to the hospital in certain states that provide a legal framework to commit chemically dependent persons
to a treatment facility, clinicians often wonder whether they should initiate that process. Should consulting
psychiatrists choose to initiate the commitment process, they put into motion a resource-intensive, time-
consuming mechanism, with uncertain outcomes, both in the courtroom and at the bedside. Petitioning for
involuntary commitment to chemical dependency treatment of a patient from medical and surgical services is
poorly understood. In this study, we examined a series of patients for whom petitions for judicial commitment in
the state of Minnesota were entered over a 12-month period, and evaluated the likelihood of commitment to
treatment, the demographics of patients involved, and the outcomes for this series of patients. Three vignettes are
presented to illustrate the severity of these patients’ illnesses and potential outcomes of the process. We further
describe potential limitations of the commitment system and alternatives to CD commitment that could be
explored further.

J Am Acad Psychiatry Law 45:332–38, 2017

One of the fundamental assumptions of most addic-
tion treatment programs is that patients must be in-
vested in their recovery for the treatment to work;
they must actively participate in groups and engage
in intense introspection. In other words, addicted
persons must make a decision on their own to pursue
treatment.1,2 On the other hand, addicted patients
who are clearly impaired and in need of treatment are
encountered in hospital settings. When such patients
refuse treatment, the question of commitment for
chemical dependency arises. A comprehensive review
of states’ mental health statutes on involuntary
chemical dependency (CD) commitment in 2014
indicates that 17 states have provisions for involun-
tary commitment of such patients.3 Another study
exhaustively examined all states’ laws, and the Dis-
trict of Columbia’s, and concluded that most of the

states, 33, have laws governing and permitting the
civil commitment of chemically dependent persons.4

Addicted patients admitted to the hospital for se-
quelae of their addiction are regularly encountered
and present myriad challenges. Many voluntarily en-
ter treatment programs, but a significant number do
not. Because of numerous medical hospitalizations,
they are believed to be incapacitated by their addic-
tion, and the psychiatry consultation service is asked
to address the question of involuntary commitment
for chemical dependency. This is not a trivial matter.
If commitment is pursued, the patient remains on
the hospital’s medical service after medical stabiliza-
tion, often under 1:1 observation with occasional
usage of security personnel, while awaiting the court
hearing. If the latter finds no basis for the commit-
ment, then it can appear that the intensive use of
medical services was without benefit. It behooves
clinicians who contemplate involuntary commit-
ment in this population to have an understanding
of the likelihood of a successful court-ordered
commitment, the demographics of this patient
population, the intermediate burden placed on the
system by petitioning for commitment, and the
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clinical and social outcomes observed in this
population.

Yang and colleagues5 qualitatively described the
clinical and social circumstances of a sample of pa-
tients enrolled in compulsory drug treatment in
China. Demographic information and clinical out-
comes of a sample of 100 patients committed to pri-
vate CD treatment in the United States have been
described.6 Further, a recent summary from Sullivan
and associates7 concluded that compulsory addiction
treatment can be helpful; however, they were primar-
ily examining coerced assisted-outpatient treatment
programs. Indeed, most of the literature regarding
involuntary CD treatment is focused on drug courts
or other diversion programs.8–14 These studies typi-
cally demonstrate positive outcomes for most partic-
ipants, defined by decreased lawlessness and compli-
cations stemming from chemical dependency. The
patients admitted for medical and surgical sequelae
of their addiction, the process of committing them,
and their outcomes are not well characterized. In our
hospital, we reviewed the outcomes of attempted
chemical dependency commitments over one year to
assess the use of services while awaiting the hearing,
to identify the proportion of patients who were com-
mitted, and to catalogue subsequent outcomes.

The primary purpose of the study was to describe
the rate of successful commitment to CD treatment.
Secondary aims included patient demographics age,
race, sex, and primary substance of abuse; clinical
characteristics of the patient including the rationale
for admission to the hospital, patient location at the
time the county was petitioned for commitment
(surgical versus medical service), the patient’s chem-
ical use history including age at the time of first use,
number of prior inpatient CD treatments, chemical-
related criminal convictions, and prior CD commit-
ments; the nature of the commitment process, inter-
mediate clinical outcomes, level of security needed
during their stay after the initiation of the commit-
ment process, and length of stay after the initiation of
the commitment process; and clinical outcomes of
the commitment process, including subsequent pre-
sentations to the emergency department (ED) related
to substance use, hospital admissions for sequelae of
substance use after petition or commitment, and subse-
quent legal entanglements because of substance use.

The study was approved by Mayo Clinic’s Institu-
tional Review Board.

Methods

To pursue commitment, the consult liaison psy-
chiatrist drafts a letter petitioning the patient’s
county of residence, as required by Minnesota state
law. We searched our electronic medical records for
the specific codes associated with commitment peti-
tion letters for a 12-month period (January 1 to De-
cember 31, 2012). The investigators then ensured
that these letters were written solely for chemical de-
pendency on an inpatient medical or surgical service;
commitment petitions for patients with comorbid
mental illness and chemical dependency were ex-
cluded. Commitment petitions originating from an
inpatient psychiatric ward were likewise excluded.
There were 28 unique patients identified for whom
the psychiatry consultation service had petitioned
the county for commitment during this 12-month
time frame.

The investigators reviewed the hospital admission,
hospital progress, psychiatric consultation, addiction
consultation, and discharge summary notes associ-
ated with these patients during their initial hospital-
ization. ED visitation and subsequent hospital ad-
mission notes were reviewed to assess for medical
presentations secondary to chemical use over a 24-
month period after discharge from the hospital dur-
ing which the psychiatry service petitioned the
county to commit the patient as a chemically depen-
dent person. We additionally reviewed the patient’s
remaining record for 24 months before the hospital-
ization during which CD commitment was peti-
tioned, and recorded any instances of medical con-
tact for chemical use or consequences of ongoing
chemical use. Finally, we reviewed the patient’s crim-
inal record within the state of Minnesota by search-
ing the Minnesota Trial Court Public Access Remote
View database. We recorded all-time criminal his-
tory of any chemical-related offenses (defined be-
low). Criminal convictions for chemical-related of-
fenses after the hospital-initiated commitment
encounter were recorded solely within the 24-month
follow-up period. All 28 charts were reviewed by the
same licensed physician.

ED visits recorded for the purposes of this study
were defined as patient encounters that were the re-
sult of substance use (e.g., intoxication and with-
drawal), or the indirect consequence of substance
abuse (e.g., traumatic injury while intoxicated,
alcohol-induced gastritis, and rhabdomyolysis from
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stimulant abuse). Hospitalizations were recorded ac-
cording to similar criteria. For example, if a person
with a known alcohol use disorder sustained a trau-
matic injury while working in a construction job but
was not intoxicated at the time of the injury, this ED
visit and subsequent hospitalization would not be
recorded. If the same individual had been intoxicated
on presentation or if a withdrawal seizure had been
suspected as the mechanism of the injury, then the
ED visit and subsequent hospitalization would be
recorded. Relapses were defined as patients having a
subsequent substance-related ED or hospital en-
counter, the presence of a positive drug screen at an
outpatient visit, or patient self-report. We reviewed
the primary service’s hospital progress notes to deter-
mine the hospital date that the service deemed the
patient medically cleared for discharge. Substance-
related crimes were defined as either directly related
to substance use (e.g., driving under the influence
(DUI)) and unlawful possession of a substance, or
occurred under the influence of a substance, such as
an assault where there is mention that the patient was
intoxicated at the time of the offense, or the presence
of a concurrent charge/conviction related to intoxi-
cation. With some patients, the investigators found
that the patients would report to providers that theft
or forgery charges were related to attempts to finance
their substance use, and in those cases, these crimes
were recorded.

Results

Demographics were recorded (Table 1). Most pa-
tients were white (89.3%), male (67.9%), unmarried
(82.1%), and unemployed (71.4%). The median age
was 42.5 (SD 13.9) years. The median time of sub-
stance abuse was 18 (SD 12.8) years. Most patients
(78.6%) identified alcohol as their primary substance
of abuse, and the majority (92.9%) had at least one
prior inpatient CD treatment opportunity. A minor-
ity of patients (32.1%) reported a history of psychi-
atric hospitalization. The majority of patients, 67.86
percent (n � 19) were hospitalized for substance in-
toxication or withdrawal; 21.4 percent (n � 6) were
hospitalized for medical sequelae stemming from
substance use, and 10.7 percent (n � 3) were hospi-
talized because of traumatic injuries sustained while
under the influence of substances. These patients
were admitted to a surgical service; the remaining
89.3 percent (n � 25) were admitted to medical
services. The average additional hospital length of

stay (defined as days in the hospital after medical
clearance for discharge) was 12.2 (SD 6.6) days. For
those ultimately committed, it was 13.9 (SD 6.6)
days. The average additional length of stay for those
patients where commitment proceedings were not
pursued by the county was 3.1 (SD 1.9) days. Peti-
tioning for commitment resulted in a total of 215
additional hospital days for these 28 patients, during
which time they were all maintained with a 1:1 sitter,
frequently with hospital security personnel posted
outside their rooms.

Of the 28 patients for whom commitment was
petitioned, 25 percent (n � 7) were committed to
involuntary CD treatment. Two patients were
granted a stay of commitment (18.2%). A stay of
commitment in the state of Minnesota results in a
patient not being physically committed to a treat-
ment facility, but mandated to adhere to certain
court-ordered stipulations. Failure to adhere to the
requirements can result in court proceedings leading
to the revocation of the stay, in which case the patient
is placed onto full commitment and physically or-
dered to a commitment facility. Half (n � 14) of the
petitions were dismissed by the county assessors and
did not proceed to a preliminary hearing. Two of the
petitions that proceeded to trial were dismissed by
the court (18.2%); therefore, 68.2 percent (n � 16)
of all petitions were ultimately dismissed. A minority
of commitment hearings were converted into com-
petency hearings, 10.7 percent (n � 3), after the
county assessors evaluated the patients. All of these

Table 1 Demographic Information

Demographic Variable
Court Hearing

Filed

Commitment
Hearing

Not Filed

Total (N � 28) 14 14
Sex

Male 10 9
Female 4 5

Mean age (years) 42.1 43
Race

White 12 13
Black 1 0
Native American 1 1

Married 2 3
Employed 2 6
Prior psychiatric hospitalization 5 4
Prior inpatient CD treatment 14 12
Drug of choice

Alcohol 12 10
Opiates 0 4
Methamphetamines 2 0
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patients were subsequently adjudicated incompetent
and were appointed guardians; two of them died within
the 24-month follow-up period from substance-
related complications.

In the group of patients who were committed, all
had at least two prior inpatient CD treatment oppor-
tunities, and 85.7 percent (n � 6) had at least one
prior criminal conviction related to substance use. A
majority (71.5 percent; n � 5), of these individuals
had multiple criminal convictions or committed vi-
olent crimes. One patient in this group had a single
criminal conviction, but also had borderline person-
ality disorder and had an acquaintance smuggle alco-
hol onto the medical floor while awaiting evaluation
by the county and then became severely intoxicated
in the hospital. The only individual in this group
who did not have a prior criminal history was 31
years old and had worsening multiorgan failure as a
direct consequence of severe alcohol abuse. This pa-
tient adamantly expressed intention to the county to
continue to abuse alcohol and would not voluntarily
consider CD treatment. In one patient’s case, court
proceedings were started, but they were ultimately
dismissed after he expressed interest in pursuing vol-
untary CD treatment. Another patient’s proceedings
were terminated after the county determined that
they had spent an excessive amount of resources on
the individual. The patient became intoxicated on

the day of discharge and was involved in an automo-
bile crash that claimed the life of another motorist.
He was subsequently taken into state custody and
convicted of vehicular homicide several months
later.

Clinical outcomes are presented in Tables 2 and 3.
Of the 28 patients, there were four deaths deter-
mined to be caused by CD-related complications,
representing a mortality rate of 14.3 percent related
to substance use over the course of 24 months after
the petition to commit the patient. We also noted a
fifth death: Patient 3 died of unknown causes. Of the
seven patients who were judicially committed to re-
ceive CD treatment, six relapsed almost immediately
after discharge from the treatment facility. For one of
those patients, there was no record of repeat medical
encounters for CD-related problems, but it is unclear
whether the patient relocated after discharge from
the commitment facility. Of the 21 noncommitted
patients, one had no clear evidence of relapse; this
patient had multiple documented follow-up ap-
pointments that were attended, suggesting that he
remained within the same geographic location.
There was a second patient in the noncommitted
group for whom there was no record of relapse; how-
ever, we note that she lived far outside our catchment
area and, at the time of the petition event, was air-
lifted to our facility for advanced medical care not

Table 2 Outcomes of Patients for Whom Commitment Was Not Filed

Pt

ED Visits Hospitalizations

Criminal History
Criminal Acts

Post Event Death
Pre

Event
Post
Event Pre Event Post Event

1 7 7 3 4 Misdemeanors Misdemeanors No
2 0 5 0 3 Misdemeanors DUI No
3 0* 0* 0* 0* Misdemeanors DUI Yes*
4 17 10 12 9 None None No
5 0 1 1 1 None None No
6 3 0 3 0 Misdemeanors Misdemeanors No
7 5 3 4 3 Felonies Misdemeanors No
8 4 4 4 1 None None Yes
9 5 5 1 1 None Misdemeanors No
10 0† 0† 0† 0† Misdemeanors Violent felony No
11 1 0 0 1 None None Yes
12 4 6 4 4 None None No
13 10 7 10 7 Misdemeanors None No
14 4 1 2 0 Misdemeanors Misdemeanors No

Event, hospitalization during which the county was petitioned to commit the patient; Pre Event, 24 months before the event; Post Event, 24
months after the event; Criminal history/acts, any criminal conviction where substances of abuse were involved in the crime, either directly
related to substance use or to the patient’s intoxication at the time of the act. DUI, criminal conviction for driving under the influence.
* Cause of death was unspecified.
† Patient was airlifted far from place of residence for specialty care for advanced liver disease and subsequently transferred home after
discharge.
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available near her place of residence. This individual
was also incarcerated for much of the 24-month
follow-up period. Patients for whom court hearings
were filed were less likely to be convicted of crimes
after hospitalization. Although not apparent in Ta-
bles 2 and 3, the number and severity of prior con-
victions of those who were committed was qualita-
tively more significant than for those who were not.
We noted that many patients in the committed
group had been charged with violent felonies, but
were found guilty of misdemeanors, rarely the case
for the nonpetitioned group.

Discussion

Caring for a person who has a medical illness and
severe substance use disorder and is either refusing
CD treatment or has demonstrated, through past
behavior, no ability to follow through with treatment
recommendations, presents a dilemma. The medical
team must decide whether to consult a psychiatrist to
assess the patient’s candidacy for civil commitment
for chemical dependency. The consulting psychia-
trist is then faced with the same dilemma after the
evaluation. On the one hand, there is an established,
rapidly growing body of evidence that substance use
disorders are neuropsychiatric in origin and that they
substantially impair the ability to make decisions that
are beneficial in the long-term, increase impulsivity,

and make the acquisition and use of the chemical of
choice the individual’s priority above all else.15 These
changes appear to be mostly reversible with sobriety,
and commitment could provide the individual with
this opportunity. On the other hand, pursuing civil
commitment is expensive and time-consuming. The
increased length of stay on a medical/surgical ward
under constant supervision consumes scarce medical
resources and drives up the costs to care for these
individuals. As most cases are dismissed before a
hearing, resources are expended with no tangible
benefit. Maynard and colleagues16 have suggested
decreased use of emergency detoxification and inpa-
tient psychiatric hospitalizations by patients after in-
voluntary treatment for chemical dependence. Our
data suggest that the cost of the increased length of
stay in committed patients awaiting placement
should be considered in the complex analysis of cost
of commitment on the health care system. In addi-
tion, our data also did not seem to demonstrate a
significant decline in ED visits by those who pro-
ceeded to commitment hearings. One notable caveat
to our patients’ overall poor clinical outcomes, how-
ever, is that in our data set, those patients who pro-
ceeded to a court hearing had fewer criminal convic-
tions in the 24-month follow-up period than those
who did not proceed to a court hearing. Our patients’
poor clinical outcomes appear consistent with the

Table 3 Outcomes of Patients for Whom Court Paperwork Was Filed

Pt
Hearing

Outcome

ED Visits Hospitalizations

Criminal
History

Criminal Acts
Post Event Death

Pre
Event

Post
Event Pre Event Post Event

15 Committed 2 2 2 1 Misdemeanors None No
16 Committed 0 6 1 1 Felonies Misdemeanors No
17 Committed 7 4 10 3 Felonies None No
18 Committed 1 20 1 5 Misdemeanors None No
19 Committed 0 0 0 0 Misdemeanors None No
20 Dismissed 28 0* 11 0* Felonies Felonies* No
21 Stay 2 2 2 2 Misdemeanors None No
22 Committed 13 15 16 12 None None No
23 Dismissed 3 5 3 6 DUI None No
24 Stay 0† 3 0† 1 Misdemeanors Misdemeanors No
25 Committed 4 0‡ 3 0‡ DUI None‡ No
26 Guardian 2 1 2 0 Felonies None Yes
27 Guardian 3 0 2 0 DUI None Yes
28 Guardian 6 1 5 2 DUI None No

Event, hospitalization during which the county was petitioned to commit the patient; Pre-event, 24 months before the event; post-event, 24
months after the event; Criminal history/acts, any criminal conviction where substances of abuse were involved in the crime, either directly
related to substance use or to the patient’s intoxication at the time of the act. DUI, criminal conviction for driving under the influence.
* Patient was taken into state custody and incarcerated for the duration of the 24-month follow-up period.
† Patient moved to the area immediately before the commitment event.
‡ Patient was not seen at our institution after commitment, making it likely that he relocated.
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classic data presented by Vaillant17 in 1988, as our
cohort had limited employment, few social supports,
and overall impaired social stability, all of which were
identified as strong predictors of relapse.

In our data set, most of those for whom the county
agreed to pursue a petition for involuntary civil com-
mitment had a history of multiple criminal convic-
tions. This logically follows the Minnesota statutes
governing civil commitment for chemical depen-
dency: a significant criminal history unequivocally
demonstrates that the respondent has a history of
lawlessness that has placed self or others at risk of
harm, lending objective credence to the likelihood
the respondent poses a substantial likelihood of harm
to self or others. In some cases, if the patient was
willing to work toward voluntarily entering into CD
treatment, the county would agree to drop the peti-
tion to the court for involuntary commitment.

That all patients for whom commitment was pur-
sued were hospitalized for a medical complication of
their substance use indicates that the patients were
causing themselves significant physical harm and
were at risk for further harm by virtue of their ongo-
ing substance use. “Evidence of recent serious phys-
ical problems” demonstrates that the patient “poses a
substantial likelihood of physical harm to self or oth-
ers.”18 Thus, at face value, it appears as though any
patient repeatedly hospitalized as a direct conse-
quence of substance use would meet statutory criteria
for judicial commitment; however, the results from
this study indicate otherwise. Our data demonstrated
that for patients whose substance use primarily en-
dangered themselves by virtue of multiple hospital-
izations, the county’s pre-petition screening team
was unlikely to file commitment hearing requests
with the county attorney. Thus, our data suggest the
county pre-petition screening teams are focused on
the more traditional “dangerousness” standard estab-
lished in O’Connor v. Donaldson,19 rather than the
more permissive standards set forth under the Min-
nesota revised statutes when deciding to petition the
county attorney to commit a chemically dependent
person.

Involuntary treatment of the chemically depen-
dent person is a complex problem. Autonomy is
certainly to be respected for all persons. However,
the mounting data demonstrating the neurological
changes caused by severe addiction15 may render
the individual incapacitated and unable to make
sound decisions. An alternative intervention,

therefore, is to pursue judicial review of the se-
verely addicted patient’s competency. Should the
court choose to declare the patient incompetent
and appoint a guardian, this person could then
assist in placing the patient into an environment
that could help ensure abstinence through restric-
tion of access to the substance of abuse. Our data
suggest that when patients are contained within a
controlled environment, they are able to maintain
sobriety. Once released to a less-structured envi-
ronment, they are highly prone to relapse and at
elevated risk of both medical and legal complica-
tions. We do, however, recognize that two of the
three patients who were adjudicated incompetent
died of their substance use; review of the records
made it apparent that they were not in such envi-
ronments. A comprehensive review of the litera-
ture over the past 30 years revealed that there are
no studies examining guardianship as an interven-
tion for severely chemically dependent persons.
We posit that this would be an excellent topic for
further investigation.

This study has several limitations. First, our
sample size was small. A notable limitation is the
lack of data with regard to the treatment provided
to those who were committed. These data are
available only for those committed patients who
later relapsed and were re-evaluated by psychiatry
or social work; in those cases, they typically stated
that they were physically committed to the treat-
ment facility for one month’s time. There is very
limited information in the electronic medical re-
cord discussing the aftercare commitment terms
and conditions. Minnesota law limits the maxi-
mum duration of commitment to 12 months.
However, patients are not physically present in a
treatment facility or controlled environment for
this duration. Some data suggest that this duration
is too short to provide meaningful clinical im-
pact.20 In addition, our chart review was observa-
tional, and the data were coded by one physician
and the results are subject to examiner bias.

This data set demonstrates a very low likelihood
of treatment success in an admittedly very ill pop-
ulation and suggests that there is much work to be
done in addressing the treatment of this cohort of
patients, whose substance use results in medical
compromise necessitating medical treatment in
the hospital setting. It would logically follow that
these patients have severe substance use disorders
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and are most likely neurologically impaired and in
need of intensive treatment to have any chance of
clinical improvement. There is a need for further
research into effective treatment interventions for
these patients, as current modalities suggest lim-
ited efficacy in this group. It is therefore impera-
tive that further research be conducted to identify
clear criteria to aid the clinician in the decision of
whether to pursue commitment for a chemically
dependent person and the optimal treatment pro-
gramming for a chemically dependent person
committed by the courts. This research should
then be applied to inform legislation governing the
commitment of chemically dependent persons.
Optimal policy would provide for individual au-
tonomy, but balance the competing interests of
public safety, beneficence, and the just allocation
of finite medical and financial resources.
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