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Introduction

A national public health emergency,' the opioid epi-
demic has resulted in extraordinary numbers of acci-
dental injuries, infectious diseases, and premature
deaths,? contributing to a historically unprecedented
shortening of American life expectancy.? Given this
epidemic, there is increased public and policymaker
support for statutes that provide for the involuntary
civil commitment (ICC) to treatment for opioid use
disorder (OUD).*

ICC is intended to use judicial authority to place
people with OUD, or other substance use disorders,
who pose an imminent danger to themselves or oth-
ers in supervised residential settings where they can-
not obtain opioids. ICC for substance use disorders
may also apply to outpatient commitments in certain
jurisdictions. ICC is commonly invoked by family, but
it can also be initiated by friends, physicians, and oth-
ers depending on the rules of the applicable statute or
jurisdiction. There is significant variation in ICC pro-
gramming nationally, including the processes for deter-

mining dangerousness or incapacitation, the burden
of proof required for issuing a ruling, where individu-
als are placed in care, the type of treatment provided,
and the duration of confinement (from 24 hours to 12
months).? Also, the criteria for invoking parens patriae
— state commitment of an individual due to inability
to meet basic needs, care for self, or make decisions in
their own best interests — is controversial given that
police, emergency department physicians, or judges
may be insufficiently trained and knowledgeable about
OUD to determine whether ICC is appropriate. Nev-
ertheless, 37 states have legislation that allows for ICC
for adults with OUD or other types of substance use
disorders, alone or in combination with mental health
disorders.® Massachusetts is a top ICC user, commit-
ting 5,700-6,500 people annually.”

From an ethical standpoint, ICC is commonly justi-
fied because it prevents opioid overdose, saving lives
in the moment.8 Problematic, however, is that ICC
abrogates individual liberty. Moreover, the few stud-
ies of ICC outcomes have limited generalizability
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and mixed results.® Thus, it is unknown whether ICC
improves or worsens future opioid overdose risks or
has other harms." Effectively, ICC imposes problem-
atic infringements on autonomy and represents sig-
nificant threats to the principle of non-maleficence,
thereby raising important, yet largely unexamined,
ethical questions. In the present study, we explore this
knowledge gap by assessing the perceived benefits and
harms of ICC for OUD. We use qualitative methods, a
study design which is suitable for establishing mean-
ing by soliciting individuals’ perspectives and experi-
ences.” Furthermore, in contrast to existing qualita-
tive research on ICC, which has featured insights from
one type of stakeholder group 2 we present views from
patients, patients’ friends and family, and treatment
provider staff, which enables us to provide in-depth
understanding of ICC and salient ethical issues.

sachusetts, a top user of ICC: patients being treated
for OUD; nurses, physicians, counselors, and other
clinical staff who treat this population; and family and
friends (i.e., allies) of patients with OUD. An over-
arching goal was to generate findings on how to use
ICC to address OUD in ways that adequately balance
beneficence, autonomy, and non-maleficence.

Participants

A total of 70 individuals were recruited from two out-
patient Opioid Treatment Programs (OTP) located in
Holyoke and Springfield, Massachusetts and operated
by one of the largest behavioral health services pro-
viders in Western Massachusetts. These facilities are
licensed to administer the three FDA-approved medi-
cations for opioid use disorder (MOUD): methadone,
buprenorphine, and naltrexone. The services provided

ICC imposes problematic infringements on autonomy and represents
significant threats to the principle of non-maleficence, thereby raising
important, yet largely unexamined, ethical questions. In the present study, we
explore this knowledge gap by assessing the perceived benefits and harms of
ICC for OUD. We use qualitative methods, a study design which is suitable for
establishing meaning by soliciting individuals’ perspectives and experiences.
Furthermore, in contrast to existing qualitative research on ICC, which has
featured insights from one type of stakeholder group we present views from
patients, patients’ friends and family, and treatment provider staff, which
enables us to provide in-depth understanding of ICC and salient ethical issues.

Methods

Conceptual Framework

We draw on standards from the Kass Public Health
Ethics Framework which specifies that the extent to
which ICC restricts or infringes on individual liberty
should be proportionate to the harm it will prevent.
This framework suggests that (1a) if ICC is likely to
achieve its stated goals, and (1b) if its potential bur-
dens are recognized and minimized, and (1c) if ICC is
expected to be implemented in a nondiscriminatory
way, then (2) proponents must decide if the expected
benefits of ICC outweigh the identified harms. Also,
the framework states that public health officials have
an obligation to communicate with and involve con-
stituent communities, along with experts, to under-
stand the benefits and risks of strategies to address
public health threats. In this context, we solicited
perspectives on the benefits and harms of ICC as
perceived by three key stakeholder groups in Mas-

by participating OTPs include both withdrawal man-
agement and MOUD maintenance therapy.

Inclusion criteria comprised: (1) patients currently
receiving MOUD in participating OTPs, the ally of
a MOUD patient, or clinical staff who serve MOUD
patients and (2) no cognitive impairment that would
disallow informed consent. Individuals were recruited
via flyers distributed in the OTPs. As part of the recruit-
ment and consent processes, research staff verbally
checked participants’ understanding of the research
and the risks and benefits by asking open-ended ques-
tions that enabled assessment of whether prospective
participants adequately understood the study. Partici-
pants included 31 MOUD patients, 15 clinicians (e.g.,
physicians, nurses, counselors, social workers, thera-
pists, peer coaches), and 24 patient allies.
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Data Collection and Analysis

Utilizing a mixed methods design, a semi-structured
focus group (6-12 participants per group) was con-
ducted in-person, after which participants completed
a demographic questionnaire and other assessments.
Groups were held separately with patients, allies, and
staff. Staff focus groups were supplanted with indi-
vidual interviews when needed. Interviews explored
when and how it is appropriate to use ICC to treat OUD
patients. The discussion guide included questions on
ICCbenefits and risks; scenarios in which ICC is appro-
priate; and how ICC should be adapted to increase both
immediate and long-term benefits, for both patients
and society. The Principal Investigator (EE) led each
discussion using a standardized discussion guide.

Data were collected from July 2018 to March 2019.
Each discussion lasted 1.5 to 2.0 hours and was held
in a private room at participating OTPs. Using bud-
geted study funds, research staff paid each participant

$100 or, at the participants’ request, assisted with hav-
ing the payment donated to a charitable organization.
To maintain confidentiality, participants were assured
that findings would be anonymized. Interviews were
digitally recorded, professionally transcribed, and
transcripts were reviewed for accuracy. All procedures
were approved by the OTP’s affiliated Institutional
Review Board.

Using grounded theory methods,* two research
staff coded each transcript independently, and then
met to compare codes and resolve discrepancies
through discussion. We analyzed patterns within and
across the interview transcripts and identified major
themes inductively, allowing the data to dictate ana-
Iytical categories. We grouped common responses,
and chose quotations that best illustrated salient
ideas. The resulting summary of themes was reviewed
by the entire research team. To check for accuracy and
resonance with experiences, we solicited feedback on

Table |
Sample characteristics (n=70)
Patients (n=31) Allies (n=24) Staff (n=15)

Sex
Female 67.7 62.5 93.3
Male 322 375 6.7
Race and Ethnicity
White 54.8 45.8 93.3
Hispanic 322 25.0 0
African American 32 4.2 0
Other 9.7 83 6.7
Education
Less than HS 19.4 375 0
HS diploma/ GED 19.4 375 0
Trade/ vocation/ tech after HS 12.9 4.2 0
Associate’s / College 48.4 20.8 13.4
Graduate/Master’s/Doctoral 0 0 86.7
Employment
Full-time 16.1 83 80.0
Part-time 16.1 20.8 20.0
Unemployed 6.5 83 0
Not in the Workforce 58.1 62.5 0
How Impacted by Opioid Epidemic
Parent to person with opioid problem 10.0 25.0 13.3
Partner has opioid problem 387 29.2 6.7
Family member has opioid problem 29.0 41.7 333
Friend has opioid problem 387 375 533
Provide services to people with opioid problems 32 83 100
Participant has own opioid problems 100 54.1 0
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preliminary results from a patient advisory council
made up of OUD patients and allies, clinicians, and
other community stakeholders.

Results

This study examines data from a non-random conve-
nience sample consisting of 70 individuals: 31 patients,
24 allies, and 15 clinicians (Table 1). The patient sam-
ple was 67.7% female; 25-59 years old (mean 40.5
years, standard deviation +/-10.0); and 54.8% White,
32.2% Hispanic, 3.2% African American, and 9.7%
more than one race. Many patients had attained some
college (48.4%); 58.1% were unemployed and not
looking for work. The ally sample was 62.5% female;
21-74 years old (mean 36.6 years +/-12.8); and 45.8%
White, 20.8% African American, 25.0% Hispanic, and
8.3% multi-racial. Most allies were currently unem-
ployed and not looking for work (62.5%). The staff
sample was 93.3% female; 27-67 years old (mean 43.2
years +/-15.3); and White (93.3%). All had attained
some college or an advanced degree and many worked
as therapists, followed by nurses, administrators, and
physicians. Half or more of participants in each group
had a family member, partner, friend, or co-worker
with an opioid problem.

Among staff, few reported having been directly
involved in ICC proceedings, but many had treated
patients with ICC experiences. In contrast, more
patients and allies had direct ICC experiences. All three
groups (staff, patients, allies) expressed a desire for more
information about ICC processes, such as who is autho-
rized to initiate ICC, the type, location, and length of
treatment that ICC provides, and whether its intended
outcomes are supported by empirical evidence.

Hereafter, we provide illustrative examples of the
perceived benefits and harms of ICC (alternatively
called “Section 35” or “sectioning” by participants due
to the Section of MA general law where the provision
for ICC is contained therein). We also highlight par-
ticipants’ ideas for when and how ICC is appropriate
and how it should be adapted going forward. For each
section, we present themes in order of greater salience
and frequency and for narrative flow. We conclude by
discussing areas for making improvements to ICC to
ensure it is used in ways that assure a satisfactory bal-
ance across the principles of beneficence, non-malefi-
cence, and autonomy.

Perceived Benefits

SAVES LIVES IN THE MOMENT

Participants overwhelmingly indicated the primary
benefit of ICC is its ability to save lives in the short-
term. ICC was described as a tool for handling urgent
and immediate life-threatening situations.

Table 2

Major themes regarding the perceived
benefits of involuntary civil commitment for
opioid use disorder

» Saves lives in the moment

* Protects vulnerable patients who are out of control,
pose a danger to self or others
— Active opioid and other substance use
— Co-occurring mental health disorders
— Unable to make “good” or competent decisions
— Living in conditions of desperation, hopelessness,
and despair

* Provides families with options
— Safety for patient and family
— It’s an expression of love
— Patients are angry at first, but grateful later
— Best when used “for the right reasons”

* “Better than overdose or jail”

* Provides treatment access
— Provides for immediate treatment access and for
a longer period of time
— Offers monitoring and other supports that enable
treatment engagement

* Can be a turning point event

* Promotes public health and increases public safety
— Detect and treat infectious disease and co-
occurring mental health conditions
— Prevent crime

For example, a clinician explained that ICC is
appropriate “...Because it's [OUD is] an imme-
diate threat, [thus] immediate action has to be
taken to save their life.”

An ally said, “It [ICC] could save your life at that
particular moment ... And get you out of a bad
situation ... it’s best if you get sectioned at that
time because that could be your last day.”

A patient stated “Saving somebody’s life, period,
[that’s] the main thing.”

PROTECTS VULNERABLE PATIENTS WHO ARE OUT OF
CONTROL AND POSE A DANGER TO SELF OR OTHERS
Participants emphasized that ICC is most appropri-
ate for patients who are “out of control” or have “lost
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touch with reality”. This state was typically indicated
by repeated non-fatal opioid overdoses within a short
time-period.

A patient described events preceding her ICC,

“I was at [hospital emergency department for
heroin overdose] at 6:30 in the morning. I woke
up severely dope sick, threw my clothes on, ran
out the door. At 10:15 I was back at [emergency
department], overdosed again....I get there [to
court later that day] and the judge was like,
‘...I'm only releasing you to a Section 35. And
that’s how I got into treatment.”

An ally said, “...if you section yourself, you
probably need to be [sectioned ] because that’s
basically when you know that you're a danger

to yourself and when you know that things are
really bad...and it’s because you're out of control
and you're a danger to yourself or to [others]”

Others clarified that patients reach an out-of-control
state due to active opioid and poly-substance use or
because of co-occurring depression or other mental
health disorders.

A clinician said “...in some cases, it [ICC] is
necessary. If somebody is so messed up on a
drug or a mixture of drugs that they don’t even
know where they are, or they’re being violent or
aggressive, or self-harming, yeah, it’s a definite
need.”

Another clinician said “...if [because of ] their
psychosis...theyre going to harm themselves

or others, I think it’s good to section them, and
then get them regulated with medication where
they’re not going to be harmful to themselves or
others.”

A patient reported “...I was very depressed...and
I tried to commit suicide. So my husband sec-
tioned me.”

Staff participants perceived patients in this state to be
“illogical” and unable to make “good” or competent
decisions, and thus in need of ICC protections to avoid
endangering themselves and loved ones, and also peo-
ple in the community.

A clinician stated “...I've seen people in the
middle of an addiction shooting up, and snort-
ing, and rolling on the floor, and completely out
of it... [they] come out of it a little while later,

722

only to do it again...at that point, it’s totally obvi-
ous that they cannot make a good, informed
decision.”

Another clinician stated “...the changes in the
brain, and the memory loss and the impulsiv-

ity and the attention deficit and the depres-

sion, all of these things that are the end result
[of addiction]...I think a lot of folks really live
moment to moment and can only really think
about what they have to do today...[ addiction]
erodes your forward thinking, your ability to per-
ceive things, manage problems...”

A third clinician said “I think it [ICC] can be
useful...if you have a family member, and they’re
really engaging in high-risk behavior, and they’re
in danger of killing themselves, or even some-
body else — if they’re driving around like that,
then yeah. The family should have that [ICC]
option.”

Other participants described situations in which OUD
had caused individuals to be homeless or otherwise liv-
ing in harmful conditions. These conditions often led
to feelings of desperation, hopelessness, and despair
that individuals with OUD were unable to change
without the help offered by ICC. In this context, ICC
was perceived to be the only option to help individuals
who were unable to help themselves.

A patient reported about a friend, “The last time
we sectioned somebody it was my friend’s mom
and she’d been living behind a grocery store and
sucking dick to survive...she’s got mental health
issues and that’s one of her problems is she’s
never going to make that next right decision. She
needs that help. And there’s a lot of people that
are like that. They just get so drug down from
living on the street, they're doing things theyre
ashamed of that they don’t even have the want to
not be high. They’re just so hopeless.”

A clinician recalled about a patient, “I felt like
[ICC was appropriate because] she was just
really lost and would wander the streets all the
time, and wouldn’t really stop doing that...she
was super lost...I just felt like other things [alter-
natives to ICC] had been exhausted.”

Another clinician said, “...I had an individual
who had some Kkids, and...just kept using, and
using, and using PCP and mixing other stuff,
and...I didn’t really feel that bad about it [ICC].
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I was like, ‘yeah, let’s try that’...It didn’t bother
me that that person was being sectioned at that
time.”

PROVIDES FAMILIES WITH OPTIONS

Another perceived benefit of ICC was its ability to
empower family and friends to keep their loved ones
safe. Participants talked about how ICC was “leverage”
or an option that family could use to remove a loved
one with OUD from the family and thus create safety
for siblings or others.

One staff member said, “I am a big proponent
for Section 35...it’s the only thing that family
members can use to save the life of somebody...it
empowers families...to get people help.”

Another staff member said, “...the patients

I've had who have been sectioned...[were] so
severely intoxicated that their family was scared
and didn’t know what to do with them other
than call the police and have them taken away...I
think for the most part it’s [the family’s motiva-
tion] safety.”

An ally speaking about his own ICC experience
reported “...my mom and my stepdad had to
play tough love...because I had a little brother
and...he already had seen a lot of stuff that he
shouldn’t have seen as a kid. He was like trauma-
tized...And there’s a lot of different parties that
are involved when we use...there’s a lot of people
that get affected by it [addiction]...”

AN EXPRESSION OF LOVE
Some patients and allies talked about ICC as an
expression of concern and love. For these participants,
ICC signified that there was someone in the patient’s
life who loved them enough to get help.

An ally recalled when he sectioned his sister,
“...she looked like she was on her last will. So I
called my brothers up and I said, ‘Hey, we could
section her. ...she was mad at the beginning but
then she didn’t want to leave after being there
like 90 days. So it’s got benefits, especially when
you love someone. That’s what sectioning is for,
actually. Some people say it’s wrong, some people
say if you love the person you're going to do it.”

A patient said “...I wish someone would have
done it [ICC] for me. And it really says a lot that
if someone is sectioned ... there’s somebody that

loves and cares about you and that you actually
have someone that actually gives a shit.”
Another patient, who spoke of her role as an ally,
shared, “...she’s like been my best friend since we
were in high school and her family doesn’t give
two shits about her...I can go to court and say,
“This is my best friend...she needs some help.
And they’ll let me do it [civilly commit friend]...
Joe Schmo over here could probably have like
no family that could give a shit about him. ‘Like,
oh my God, you're an addict?!” Not ‘take him to
court to section him, but ‘get him to court to put
a restraining order on him. Some of us are lucky
and some of us aren’t...”

ANGRY AT FIRST, GRATEFUL LATER

Participants shared that at the time of an ICC, patients
commonly became angry and confused, but developed
feelings of gratitude and thanks over time as patients
came to understand that ICC helped them to come
out from being under the influence of substances and
engage with treatment.

A patient reported “...I was pissed when I got
sectioned... but by the time I left, I was so grate-
ful that I was there because...you need to come
out of that cloud of using [drugs].”

Another patient said “I was so mad [after ICC],

I was so angry, I hated everybody, but it saved
my life...After like about 30 to 35 days...and the
more the drugs started leaving my body and

my psychiatric meds...started working, then I
started feeling better and thinking clearly...And I
called my mother and...I was like, “Thank you for

)

saving my life and I'm so sorry.

An ally talking about his own prior ICC said “...
for a long time I never understood why my mom
did what she did. And she even went to the DA
and told the DA to please not let me go when I
had court. She like begged them, she said, ‘T just
want to be able to sleep one night where I know
he’s safe’ ...I thank her to this day now because
I think it’s the only reason I'm alive today. Most
of my friends, their parents didn’t do that. They
let them just come home and get high in their
bathroom and their parents ended up finding
them [dead]. And I thank God that my parents
did that.”

BEST WHEN USED “FOR THE RIGHT REASONS”
Clinicians observed that patients were thankful for
ICC, and that there were likely to be better outcomes,
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when there was an understanding that family and
friends had acted “for the right reasons,” i.e., out of
concern and love, and not from anger, fear, or desires
to exact punishment.

One clinician said “...I've seen patients who
have been thankful that somebody in the family
stepped in and did that. Not at first...they’re not
appreciative right off. They'’re very angry...So it
takes a while to subside, and for them to realize
that people are doing it for the right reason.”

Another clinician said “...I think in the end, they
[ patients who were sectioned] probably realize
that ‘yes, I was mad that that was happening at
that time. But understanding that that...family
member was doing that out of concern. It’s not
meant to be a punishment.”

A third clinician explained that ICC is more
likely to have better outcomes when the intent
of the ICC is “not malicious” or “derogatory” but
instead is “coming from a loving place, a protec-
tive place.” This participant explained that if ICC
is “...coming from a derogatory place, I think the
chances of overdose are really high...when they
come from a loving place they know that they’re
out of control, that has a different thing to it.
And so referrals, and the chances of follow-up
are much, much better in that population than
someone who is treated like ‘you dirty what-
ever’...that’s obviously not coming from a loving
place. That’s going to heavily more likely lead to
suicidal ideations, suicidal gestures, maybe even
overdose...”

“BETTER THAN OVERDOSE OR JAIL’

Besides preventing overdoses, another perceived ben-
efit of ICC is that it enables people with OUD who
accept ICC to avoid jail. Participants indicated that
ICC reduces future incarceration risks because it pro-
vides access to treatment or can function as a turning
point event (detailed below). Participants also shared
that ICC was “better than overdose or jail,” primarily
because most jails do not provide medications to treat
OUD.

An ally shared “...you can also use the sectioning
to keep you from going to jail...I would rather
be at the Section 35 than in jail because then at
least I still can receive my medications...I would
still get my Suboxone every day and whatever
rather than be sitting in jail completely with-
drawing cold turkey with nothing....”

724

A patient reported that ICC is “...recovery-
based...it’s like rehab, just forced rehab but it’s so
much different [from jail]. It’s way better.”

PROVIDES TREATMENT ACCESS

Participants reported that ICC is a way to receive
immediate access to needed OUD treatment, and for
a longer period of time. Participants shared how com-
munity-based OUD treatment was not readily avail-
able, for example due to long waiting lists, overly strict
treatment policies, or lack of long-term care. In these
communities, ICC was viewed as filling critical gaps in
the OUD treatment system of care.

One patient explained “...sometimes it’s hard to
even get into a place [treatment], so if someone
goes and sections you, you go right in.”

Another patient said “That’s why sectioning is
good...you have a bed no matter what...if you
want to go to further treatment, like you always
have a bed there. Like they don't kick you out.”

A clinician explained, “...whoever did the sec-
tioning felt like there was no other option.
Because detox...you could end up waiting a week
or more. So, with a section, it just seems like
there’s more urgency to it...after being sectioned,
they’re in that facility for a longer amount of
time. So in detox, it’s only a few days, maybe a
week or two at most. But when somebody is sec-
tioned, they might be there up to a month.”

Some patients explained that they had voluntarily
arranged for themselves to be “sectioned” by family
or others because they wanted monitoring and other
supports that would help them to remain engaged in
treatment.

A patient said, “I just wanted somewhere long
term because I had went to detox and then I left.
I knew I would just leave again, I knew myself. I
keep leaving. I can’t do this myself”

A clinician recalled, “I had someone who wanted
to be sectioned [because] she didn’t trust her-
self to not bounce [to not leave treatment]...a
lot of patients will say, ‘T know I'll leave. ...And
so when they get to a place of feeling helpless
enough, sometimes it’s they’'d rather just have
someone force them. Because they can’t do it
themselves.”
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Another clinician said, “...it can be beneficial in
those patients that are kind of teetering like, ‘Yes,
I wanna get the help but I can’t stop and I don’t
know how; and it could be that extra push for a
longer term care that they might need.”

CAN BE A TURNING POINT EVENT

Participants noted that ICC could be a turning point
that changed the course of their OUD. In these cases,
ICC was described as an event that enabled patients
to think clearly, make a fresh start, gain hope for the
future, recover the ability to make decisions, commit

ing experience to say, ‘You know what? I don’t
want to go through that again, I'm gonna really

29

give it a shot this time.

Another ally said “...from that section, you get
the chance to come out with a fresh start, not
only being clean, but for housing or programs

or just starting fresh with everything: your liv-
ing circumstances, being clean, like the way your
relationships are with your family and every-
thing else...you’re getting a complete fresh start
when you are sectioned.”

Participants indicated that the primary harm of ICC is that it places people
with OUD in settings that are run like jail. Participants further explained that,
in fact, ICC is sometimes located inside an actual jail. These comments reflect,

in part, that many male commitments in Massachusetts are to a facility
that previously served as an all-male minimum security prison and,
only until recently, women were civilly committed to state prison. Participants
described the perceived and actual jail-like settings of ICC, along with the
ways in which patients are brought to them, as being “punitive,” “degrading,’

2 &

“humiliating,

2 e

terrible,” “harrowing,” “isolating,” and “stigmatizing.”

Participants explained that these aspects of ICC caused patients to
experience “fear” and “shock” which thus functioned as a deterrent
to recovery and ultimately made a patient’s reality worse.

to “staying clean,” or engage in ongoing treatment.
Despite these perceived benefits, participants also
described how ICC was “the worst best thing,” that
is, an experience that many patients did not want to
repeat (discussed further under harms).

A patient explained “At least if you're able to
come out [of ICC] and be clean, like then you
have a sober mind to make that decision you
wouldn’t want to go back to all that bullshit or
am I going to walk a different path this time...
Because of my sectioning, I ended up in [facility]
and ...it was the worst experience of my life...But
it was the best thing that ever happened to me.
It got me clean and then when I got out...I chose
to stay clean because I'd got a little bit of hope
there.”

An ally said, “...I know a lot of people that got
out of there, stayed clean, and that have been
clean for years because...that’s a really eye-open-

Clinicians described how they hoped that ICC would
be a “wake-up call” or life-changing event, primarily
because it could help people to engage with ongoing
treatment. Clinicians were skeptical, however, as to
whether ICC actually improved patient lives.

A clinician said “I think overall the benefit, or the
hope, would be that somebody gets sectioned,
and either they’re ready for treatment then, or
they get ready for treatment when they’re in the
section. And they come out and their head is sort
of clearer. They can really commit to some kind
of ongoing treatment and get to the point where
they’re ready to live their life.”

A second clinician said “...if they are sectioned
for a long enough period of time, where their
brain has the ability to heal and make a clear
decision at some point, then yes, it [ICC] can be
really beneficial. Because at that point, then ‘okay
yes, now I'm open to hearing your resources...I'm
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open to hearing what you have to say. And then
maybe at that point they’d be willing to go and
get treatment. I think that’s a really big positive,
like A-plus yes, that would be fantastic. Does it
work out that way most of the time? No.”

PROMOTES PUBLIC HEALTH AND INCREASES PUBLIC
SAFETY

Clinical staff noted that two other benefits of ICC is
that it can promote public health and increase public
safety. Clinicians noted that ICC provides health ser-
vices (e.g., assessments, diagnosis, education, medica-
tions) and thus helps to prevent Hepatitis C and other
infectious diseases or connect people to treatment.
Clinicians also believed that ICC prevents crime by
removing from the community individuals whose sub-
stance use might increase their risk for dangerousness
towards others. Clinicians cited these as reasons why
ICC was worthwhile, even if patients later returned to
opioid use.

Perceived Harms

FEELS LIKE JAIL, AND OFTEN IS A JAIL

Participants indicated that the primary harm of ICC is
that it places people with OUD in settings that are run
like jail. Participants further explained that, in fact,
ICC is sometimes located inside an actual jail. These
comments reflect, in part, that many male commit-
ments in Massachusetts are to a facility that previously
served as an all-male minimum security prison and,
only until recently, women were civilly committed to
state prison.” Participants described the perceived
and actual jail-like settings of ICC, along with the
ways in which patients are brought to them, as being
“punitive,” “degrading,” “humiliating,” “terrible,” “har-
rowing,” “isolating,” and “stigmatizing.” Participants
explained that these aspects of ICC caused patients to
experience “fear” and “shock” which thus functioned
as a deterrent to recovery and ultimately made a
patient’s reality worse.

A patient said “I've been sectioned — I hated it.

I didn’t like it. I didn’t want to go at the time...
they came and got me out of my house, like I
tried to run, and it didn’t work, and then I got
shackled and cuffed, and, stupid, — locked up all
day at the court, and then you're dope sick that
whole time, and then I didn’t get to somewhere
until like 10:00 that night...And yeah, I was
aggravated.”

Another patient said “I've been sectioned against
my will and...it’s virtually a jail...”
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A clinician said, “...it [ICC] has the feel of a

jail setting...this is terrible...a huge downside...
because it’s [ICC] smaller quarters and it’s not
clean there, it’s overcrowded, there’s a lot of
fighting. So it’s just a culture shock...I think
that’s a big deterrent, people just feel that they've
been put in jail.”

Another clinician explained that people “...are
sometimes sent to places that are jails. And what
is that telling people who are in that situation?
It’s stigmatizing, and they have enough stigma to
deal with. So I think that can be a con.”

A third clinician said “I think for those that feel
afraid, that spend a portion of their time just
environmental scanning, they are unable to take
anything else in, other than the shock of where
they are and how it happened.”

When asked to identify ICCharms, two allies responded:

P1: “The way they arrest you...they should pick
you up in like an ambulance, maybe, but just
putting you in handcuffs, taking you to [jail ]
all weekend — and bring you to the court-
house...I didn’t commit a crime. They should
take you to the hospital and let the hospital
transport you to [court].

P2: in the backseat of a car, not cuffed and
shackled in the back of a paddy wagon.

P1: Yeah, it’s not a very nice — it could be a very
bad experience. Even though you're saving
that person’s life —

P2: Itis a very bad experience, the way you get
there.

P1: — the way they go about it, it is horrible.
Cops come, pick you up, handcuff and just
throw you in the back of the car.”

A patient suggested that ICC processes be
altered to treat patients with respect and dig-
nity, saying “Instead of a cop pulling up to you
and locking you up, have the recovery officers,
have an ex-addict, in that cruiser to guide you
and show you what’s going on in your life...get
to know that population, and don’t treat them
like scumbags and forgotten souls. Talk to them.
We're people. We're not criminals. We don’t start
out robbing then go to dope. We go to dope and
then have no choice. So, if...there was a clean
addict in the [police] car to point out [my situa-
tion], that would actually make me click. ‘Wow.
Instead of just, ‘all right, I got locked up, I'm
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sick, I've got to cop tomorrow. Get involved in a
positive way, not just a handcuft”

For some participants, that ICC felt more like incar-
ceration than treatment, and that people seeking help
under ICC were treated as if they had committed a
crime, constituted a violation of human rights.

A clinician said ICC is “...this weird place that’s
between a legal consequence and a treatment.
And because of so many negative experiences
with the legal system and already feeling they’re
not worth anything, or feeling their human
rights have been violated, I think that the experi-
ence of being thrown in a jail cell is...a violation
of human rights.”

A clinician said “I don’t feel it’s right for folks to
be held on a civil commitment in a jail cell prior
to going to treatment. In our society, we generally
have an agreement that we don’t just grab people
off the street and put them in jail cells because
they have certain diagnoses...they’re human
beings. They don’t deserve to be treated that way.”

Table 3

Major themes regarding the perceived
harms of involuntary civil commitment for
opioid use disorder

* Feels like jail, and often is a jail
* Divides families

* Provides limited or no medications to treat OUD or
other evidence-based care

* Coercive
— Undermines patient autonomy and empowerment
— Angers patients, causes patients to “rebel,” increases
patient resistance to behavioral change
— Leads to a return to opioid use
— Infringement of human rights

* May worsen risks over the long-term

— Could cause patients to view OUD treatment
negatively

— Worsens OUD-related social stigma

— Isolates and dehumanizes patients

— Decreases opioid tolerance without providing
supports for continued community-based treatment
with medications for OUD

* Lacks empirical support and unsustainable

DIVIDES FAMILIES

Participants expressed concern that, in some cases,
family used ICC with a harmful intent. Participants
described situations in which ICC was “abused” by
angry or “spiteful” family members to control or pun-
ish loved ones.

An ally said “...there’s people that abuse [ICC]
and they just want to control their kids or their
husband.”

A clinician shared “I could see a family member
abusing [ICC]...and using it as a reason to just
get rid of somebody even if theyre not at risk of
hurting themselves or others. I've seen that hap-
pen before where a...patient might have burned
their bridges...and they [the family] want them
[the patient] out of the house. They [the family]
might call the cops and lie and say that they're
[the patient] being unsafe when they weren’t.”

In other instances, participants described how it was
harmful when ICC was used unnecessarily or “prema-
turely,” for example either to remove the person from
the family or because the family did not know about
the actual nature of ICC or lacked knowledge about
ICC alternatives.

A clinician said “I think some people [patients]
are going to be stable and because the mother,
the father or whomever, doesn’t know the situa-
tion, they’re [the family] going to section them
[patient], because they [the family] think that’s
what’s best, whether it’s actually best or not.”

A patient said, “I resent my family so much
because I got sectioned to a place with no medi-
cation, with my family not even knowing all the
options...they just thought that was their only
choice...Had my family known other options...
it would have been so much better...if you go
section someone, make sure the family knows
all the options...because it could really screw the
family up. I know you’re doing it out of quote-
unquote ‘love’ [but]...love and suffering is a fine
line”

Participants described how ICC caused some patients
to feel betrayed or fearful of asking for help. In these
situations, ICC was perceived to “divide families” and
to exacerbate opioid use.

An ally said “A lot of times it’s your friends or
your family, so they [patients] may have a per-
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spective of betrayal, of them going to court and
sectioning against you.”

A woman patient shared “...one of the bad things
I was thinking about [is] if you have children —
and even if they’re not getting harmed physically,
emotionally, whatever — they have to call DCF
[Department of Children and Families]...It’s
[ICC] ripping apart families and instead of
giving...families help...I just don’t think it’s fair
because...as a woman...my biggest fear was my
children and me being honest about my addiction
or wanting to get help held me back because

I knew somebody was going to call [DCF]. I
couldn’t release my feelings or my emotions the
way I needed to or I wanted to...”

A patient said “It [ICC] did nothing for me but
piss me off from the people that I wanted to get
help from....if I'm getting sectioned, and my
family hasn’t exhausted their options, ‘why are
you treating me like I should be locked up when
I'm not even doing the things to be locked up? I
might as well go out and do them because that’s
how you think of me. Shit, now I'll just go out
and do them. What'’s to hold back?”

Participants emphasized the need to use several meth-
ods to ensure that ICC is not misused. These included
thorough assessments by knowledgeable profession-
als, urine testing to verify reports of opioid use, mul-
tiple written statements from people who know the
patient in different capacities (family, psychologist),
and to not “serial section” patients who have had poor
outcomes from prior ICC events. Participants also
made it clear that ICC should be used only as the “last
resort” or “absolute last tool,” after other treatment
options have been exhausted.

PROVIDES LIMITED OR NO MEDICATIONS TO TREAT
OUD OR OTHER EVIDENCE-BASED CARE

Participants shared several ways in which ICC fell
short of patient’s specific health needs and desired
outcomes. Most notably, participants stated that
ICC generally provides limited or no medications to
treat OUD. This situation was described as “cruel and
unusual punishment” and “torture.”

A patient said “...when I got sectioned, there was
no medicine. No methadone... I've been through
the worst...it just showed me what way don’t go.

I learned to never do that [ICC] to somebody.”
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Another patient said “You get methadone for

a few days [under ICC] and then you're off.

If youre on methadone, they keep you on the
methadone but you can’t go up or down or any-
thing like that. But you do get methadone for
seven days and then you go over to the other side
[of the ICC facility] and stay there for the rest of
your time.”

A clinician said “And up until recently, if you
were on methadone, you didn’t know if you were
going to be sent to...[ jail facility] for the crimi-
nally insane...And that place didn’t really have
much [methadone] treatment...really no treat-
ment; [it] was not a very good facility. So you
didn’t know if you were going to go there, or if
you would go to [different facility that provided
methadone]...[it’s] a roll of the dice if you're
going to try to section somebody who was on
methadone...not knowing if there would be a bed
available [that provided methadone].”

Another clinician said that ICC without medica-
tions for OUD is “...cruel and unusual punish-
ment, 100%...that’s a really, really cruel thing

to do to somebody. I think that for a long time,
medication-assisted treatment was the end of
the road...and it really should be a front-line
resource. Because it’s the same as any other
disease...youre going to take medications to
treat something while you get everything else
together...if you don’t know what it [withdrawal ]
feels like, it sucks. So I would not...wish it on
anybody and I think it’s a really cruel thing to do
to somebody.”

In addition to withholding OUD medications, partici-
pants noted several other shortcomings of ICC pro-
cesses and settings. For example, ICC was described
as a lengthy process that is “difficult” to navigate, in
part because it requires that family members or physi-
cians interact with the courts. Also, participants noted
that ICC facilities are located 45-120 minutes away by
car from where patients reside, which makes it hard
for family to visit, thus further isolating patients.
Participants felt ICC would not meaningfully change
patients’ OUD because the duration of ICC treatment
(generally <30 days) was too short, but also because
ICC did not provide counseling or therapy, and it was
not equipped to appropriately treat co-occurring psy-
chiatric conditions. Participants shared how for these
and other reasons, some patients who had experienced
ICC never wanted to be sectioned again.
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COERCIVE

Other perceived ICC harms stem from the fact that it
forces patients into getting help against their will. Par-
ticipants explained how the coerciveness of ICC may
have negative consequences, i.e., it may undermine
patient autonomy and empowerment, anger patients,
cause patients to “rebel,” increase patient resistance to
behavioral change, and lead to a return to opioid use.

Two patients explained:

P1: “If you don’t want to get the help, and then
they’re making you get the help, that would piss
me off.

P2: I don't think it would work.

P1: You got no choice.

P2: Yeah, it wouldn’t work until that person’s ready.

P1: You can’t force someone.

P2: ... I would shoot up and say ‘God, take me today,
Lord.

P1: Well, they’re not ready. If they get sectioned,
they’re not ready...They’ll get out and just use.

P2: It would just be a waste of resources.

P1: They’ll just hide it [opioid use] better next time.”

Two allies said:

P1: “A lot of times people get so angry that as soon
as they get out [of ICC], they use and they die.

P2: Yes, they want to like rebel against [who sec-
tioned them].

P1: Yep, yep.”

A clinician said “Section 35 is useful only if the
person is ready for treatment, otherwise if you
push them, they’re just going to push back...
some of them would start using more, and some
of them would just resist any kind of treatment...
if it takes people’s choices completely out of their
hands...I think people will rebel against it.”

Another clinician shared that a patient with
OUD “...probably already feels very out-of-
control, like they don’t make very good deci-
sions. And I don’t think that taking further
control away from them is always a good idea...
[because] it kind of destroys...any ability they
would have to empower themselves in recovery.”

Some clinicians shared how they involved patients

and their family in decision-making processes such

that patients were more likely to agree to ICC. Partici-

pants shared these experiences to show how clinicians

could try to circumvent the coercive nature of ICC.
One clinician explained to another:

“P1: “But I wasn’t the one doing the sectioning.

I was recommending [to the patient] ‘you
know what your father’s going to do...let him
section you, please!’

P2: And that’s letting her make the choice to be
sectioned.

P1: Exactly, exactly...she wasn’t willing to go to
detox. She knew she would bounce...She had
bounced from several programs before, and
had used up her last straws...she knew what
her family was going to do. And she was like,
“This [ICC] is the best thing for me, I guess.”

Another clinician said “We will sometimes rec-
ommend [ICC] and call a family member and
say, ‘You need to do this’ [because the patient’s]
mental health condition has deteriorated to the
point where they really need to go inpatient, and
they will not go. We can’t make them go.”

Participants suggested that ICC could be improved if
there were processes in place to offer options for help
such that patients could voluntarily “choose ICC or
another fate.” Clinicians talked about being uncom-
fortable with the coerciveness of ICC, expressing
uncertainty and uneasiness with the idea that ICC
may be an infringement of human rights.

One clinician said “I hate that it’s coercive, but
you have to do what you have to do. And when
you're saving somebody’s life, and they can’t
help themselves, you have to take the tough love
approach.”

Another clinician observed that “...with Sec-
tion 35, self-determination [is] just completely
taken away,” wondering “is it our right to make
decisions for other people when we're taking
away their rights by doing that?” This clinician
shared she was “uncomfortable” with ICC being
an example of how the medical field is “violat-
ing” or “controlling” people’s rights. She observed
that ICC “...definitely, straight-up seems like one
[violation of rights], hands-down, and I think
people should be able to make their own deci-
sions. Even if it’s causing them harm, it’s their
choice...[ICC] is going against what I feel like
are my values.”

MAY WORSEN RISKS OVER THE LONG-TERM

Participants described ICC as “a short-term solution
that’s going to lead to long-term problems.” For exam-
ple, participants worried that ICC places patients in
criminal justice contexts where they are more likely to
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accrue additional legal trouble or could cause patients
to view OUD treatment negatively. Participants also
worried that ICC does not help patients find reasons to
remain in recovery, but instead worsens OUD-related
social stigma and ultimately isolates and dehumanizes
patients.

To explain what was most upsetting about ICC, two
clinicians described how ICC can jeopardize their spe-
cial therapeutic role in helping patients to understand
that they are humans with value despite their OUD:

P1: “They [patients] don’t have the connections
anymore, which is part of why [it is impor-
tant for clinicians to]...humanize everybody
and just treat them like a human being...
Because we would be the first people in
someone’s life to treat them like a human
being, [that] they are a good and worthy
person no matter what kind of behaviors we
see...[starts to cry]

P2: And showing compassion and concern for
their overall well-being...

P1: ...that, just, they have a value.”

Also, of great concern among clinicians was that ICC
decreases opioid tolerance without providing supports
for continued treatment in the community after ICC
exit.

A clinician explained, “We know that anytime
there is abstinence, there’s a decrease in toler-
ance, so there will be some [ICC] folks that...will
be at a higher risk of overdose.”

Another clinician explained that after ICC exit,
“...their tolerance is going to drop so quickly and
so fast that if they aren’t getting the assistance
and [instead] they’re just re-sectioned, held, and
then released back to exactly where they came
out of, they’re probably going to use, and they’re
probably going to die. So is it really saving some-
body’s life? I don’t know. It might be, for a few
days, but it could be putting them at greater risk,
also.”

A third clinician said, “A lot of people tell me it
[ICC] stops that runaway train, they’re so out of
control, it just stops it. Gives them an opportu-
nity to...stop a runaway train, [but] by putting a
brick wall in front of it.”

To address these problems, clinicians called for better
integration of ICC with existing healthcare systems.
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Specifically, clinicians suggested that at ICC exit,
patients be provided with immediate access to metha-
done and other OUD medications, aftercare planning,
and regular check-ins regarding treatment progress
after community re-entry.

LACKS EMPIRICAL SUPPORT AND UNSUSTAINABLE

Participants questioned whether ICC is an empiri-
cally-supported program. Some doubted whether ICC
is a sustainable solution. Participants suggested that
instead of ICC, the community should increase long-
term treatment capacity or invest in other alternatives
that would eliminate the need for ICC altogether.

A patient suggested that before deciding to con-
tinue or expand ICC, we need “Better informa-
tion first. See how many people are having suc-
cess stories from being sectioned, and how many
people are just going back out and using. Take
that information and use that to make the deci-
sion to get rid of it [ICC] or [keep it]”

Another patient said, “...expanding Section 35 is
probably not the best of ideas, or spending the
money for it, because...we don’t want it doing...
what bad it’s doing. We don’t want to exacerbate
the situation. I'm sure the money can best go to
other methods...”

A clinician said, “When I heard of Section 35,
the first thing that I thought of was how many
Section 35s can we possibly have, 100, 1000,
10,000? Every time somebody uses, youre going
to Section 35 them? You'll run out of space very
quickly”

A clinician explained, “We’re sending people

on the street because we can’t get them a bed

at long-term treatment. Then the cycle starts

all over again and maybe they’ll crash into a

car with a kid in it, or a mother, your uncle. If
there was more treatment out there, that was
voluntary, maybe we wouldn’t have to Section 35
people.”

Discussion

Primary Results and Implications

Our results suggest that, despite some perceived ben-
efits among clinicians and persons with OUD, the
extent to which ICC for OUD restricts individual
liberty may not be proportionate to the harm it will
prevent. Specifically, while ICC is likely to achieve its
stated goals of saving lives from fatal opioid overdoses
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Table 4

decisions, or advocate for their own health interests.

protections to guard against potential harms.

within ICC settings.

medications and other evidence-based care.

* Use ICC only as the last resort.

* Provide education about ICC policies and procedures.

Establish ICC outcomes

public resources.

Recommendations for balancing the potential benefits and harms of ICC

Acknowledge that ICC serves a vulnerable patient population

» Context of urgency:ICC is enacted in settings of immediate and life-threatening crises.

* Patients have impaired decisional capacity and lack what is needed to understand healthcare choices, make informed

* Programmatic challenges can act as broad forces that jeopardize the ability of the program to yield beneficial outcomes.
* Individuals who are eligible for ICC should be seen as a population of vulnerable patients whose status warrants added
Ensure ICC provides medications for OUD and other evidence-based care

* All three FDA-approved medications for OUD (e.g., methadone, buprenorphine, naltrexone) should be offered to patients
* ICC should be integrated with the community-based OUD treatment system of care to support patient utilization of
Treat ICC patients with dignity, especially given the context of being denied liberty

* Recognize preferences for healthcare settings over jail-like settings.

* Design ICC processes and contexts that are safe but also consensual and humanizing.

* Expand the OUD system of care and create alternatives to ICC.

Educate patients, allies, and clinicians about the practice and ethics of ICC

* Create forums to consider ICC ethical conflicts and potential solutions.

» Conduct studies to provide empirical evidence on a range of issues related to ICC programming and outcomes.
* Recognize that in the absence of evidence, broad diffusion of ICC risks being an unethical and inappropriate use of

while the patient is confined, this benefit is likely to
be at the expense of potentially worsening long-term
opioid overdose risks. The Kass framework suggests
that health department officials have a responsibility
to remove from policy debate those programs that are
unethical, whether because of insufficient data, clearly
discriminatory procedures, or unjustified limitations
on personal liberties. Since we initiated the pres-
ent study, concerned professionals have increasingly
called for actions to minimize the potential harms of
ICC, or eliminate it altogether.’® Our results point to
several areas where remedial efforts could potentially
minimize current harms, provide minimal criteria to
justify suspending the right to informed consent, and
increase the potential for benefits over the long-term.

ACKNOWLEDGE THAT ICC SERVES A VULNERABLE
PATIENT POPULATION

A key finding is that patients with OUD and those
around them turn to ICC as a last resort, that is, in

the context of immediate and life-threatening crises.
This is a context of urgency in which ICC patients are
perceived to have impaired decisional capacity, for
example due to opioid and poly-substance use and
co-occurring mental illness. Therefore, it should be
common practice that validated and objective mea-
sures are used to make such determinations. Also,
ICC patients are perceived to lack the resources (e.g.,
legal advocate) and skills that are needed to under-
stand their healthcare choices and make informed
decisions or advocate for their own health interests.
Well-known potential remedies, such as requirements
for third party verification, are warranted. Moreover,
like mental health and imprisoned populations, many
consider that OUD patients constitute a vulnerable
population who should be afforded a higher standard
of protection. Overcrowding, insufficient staffing,'”
staff stress,'® compassion fatigue (“burn-out”), ¥ and
high staff turnover2° further undermine treatment
quality and prospects for successfully maintaining
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recovery. These factors jeopardize the ability of the
ICC program to yield beneficial outcomes. Thus, ICC-
eligible individuals should be seen as a population of
vulnerable patients whose status warrants added pro-
tections to guard against potential harms.

ENSURE ICC PROVIDES MEDICATIONS FOR OUD AND
OTHER EVIDENCE-BASED CARE

Our results reveal how few patients receive any of the
three FDA-approved medications to treat OUD, either
within ICC settings or after ICC exit. These experi-
ences contradict recommendations by most health
experts who view OUD as a chronic health condition
best managed with medications.?! Patients with OUD
who are treated with medications have lower mor-
tality,2> less opioid use,?3 less infectious disease risk,
and other positive outcomes.2* For these reasons, all
three FDA-approved medications for OUD should
be offered to patients within ICC settings. Also, ICC
should be integrated with the community-based OUD
treatment system of care such that at ICC exit, patients
may readily continue to utilize medications and other
evidence-based care.

TREAT ICC PATIENTS WITH DIGNITY, ESPECIALLY
GIVEN THE CONTEXT OF BEING DENIED LIBERTY

Many ICC programs have historically treated patients
in criminal justice settings, and in discriminatory ways
in which the circumstances and type of services offered
differ by gender and other sociodemographic factors.?
The results presented here support the need for admin-
istering ICC in healthcare settings, instead of jail, a
point of virtually unanimous consensus across patients
their allies and providers. Specifically, participants
shared their preferences for ICC processes and contexts
that are safe, humanely enacted and negotiable within
reasonable limits. In this context, the concepts and
practices of shared decision-making?¢ may offer strat-
egies to better incorporate patients’ healthcare needs
and preferences into ICC programming. At the same
time, participants made it clear that ICC should only be
used as the last resort when all other options have been
exhausted. They also shared why patients sometimes
arranged to have themselves committed, i.e., because
of limited or no community-based treatment options,
which raises further important questions about justice
and the lack of sufficient treatment beds. Additionally,
while the state pays for ICC in Massachusetts, ICC may
not be a mechanism to receive state-provided services
in other jurisdictions, i.e., states where the petitioner
has to sign a guaranty of payment for treatment under
ICC. These findings underscore participants’ identifica-
tion of the need for communities to expand the OUD
system of care and create other alternatives to ICC.

732

EDUCATE PATIENTS, ALLIES, AND CLINICIANS ABOUT
THE PRACTICE AND ETHICS OF ICC

Results revealed that patients, their allies, and treat-
ment practitioners are not knowledgeable about ICC,
are uncertain of the relevant ethical issues, and are
unsure how to act ethically when working with ICC-
eligible patients. These knowledge gaps mean that the
actual and potential burdens of ICC have mostly gone
unrecognized. Findings point to the need for more
education about ICC policies and procedures. Exam-
ples of ethical and other educational topics worth
considering include: principles of autonomy and non-
maleficence in relation to treating individuals with
OUD, where individuals are placed in care, the type
of treatment provided, the duration of confinement,
processes for community re-entry, expected outcomes
and impacts, safeguards to minimize potential harms,
potential alternatives to ICC, and other information
that would enable individuals to weigh the potential
harms and benefits of ICC. Also needed are forums
such as ethics consultations to consider ICC ethical
conflicts and potential solutions.

ESTABLISH ICC OUTCOMES

Participants expressed reservations about the fact that
there is now insufficient evidence to make an informed
decision about whether the short-term benefits of ICC
are outweighed by its potential long-term harms. In
particular, little research has been conducted to under-
stand intermediate and long-term ICC outcomes and
variation in outcomes by program characteristics. It is
critical that studies are conducted to provide empirical
evidence on a range of such issues. These include, for
example, studies on the variability of ICC programs,
including their provision of health and social services
(e.g., type, amount, frequency), types of patients for
whom ICC is most effective, whether ICC has better
outcomes than alternative policies, and the cumu-
lative effect of ICC events over the short- and long-
term. In the absence of such evidence, broad diffusion
of ICC as a potential solution to the opioid epidemic
risks being an unethical and inappropriate use of pub-
lic resources.

Limatations and Strengths

Findings are based on anon-random convenience sam-
ple of 70 individuals receiving or providing MOUD in
OTP settings in Western Massachusetts. Small sample
sizes are the norm in qualitative research?” and are not
intended to support generalizations, but rather pro-
vide depth of information.2® Also, findings may not
reflect the experiences and perspectives of individuals
who have not provided or received MOUD. A signifi-
cant limitation is that this study is based in Massachu-
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setts, with unique ICC-related laws and procedures,
and so findings might not generalize to other states.
Some participants shared experiences that Massachu-
setts is actively working to address (e.g., provision of
ICC outside of jail settings, especially for women), and
therefore these issues may not be as salient for current
ICC programming.?® Also, some individuals shared
experiences that had occurred many years previously,
and therefore reports may be subject to retrospective
recall biases. Finally, despite facilitator instructions
and probes, some participants may have conflated ICC
with drug court experiences or experiences with other
criminal justice diversion options. A strength is that
we solicited perspectives regarding ICC from indi-
viduals receiving OUD treatment, a population that
previously has been little studied. Also, the study is set
in Massachusetts, which has a large and growing ICC
program. Finally, in contrast to most ICC research,
which has mostly utilized an observational design,°
we employed qualitative methods to explore the expe-
riences of patients with OUD, their allies, and their
healthcare providers. We thereby gain insight into the
complex set of factors that shape views regarding ICC.

Conclusion

Involuntary civil commitment to treatment for opioid
use disorder carries significant potential harms that,
if unaddressed, may outweigh its benefits. Findings
can inform policies and practices for ensuring that
involuntary civil commitment is used in an ethically
responsible way that achieves a sound balance across
beneficence, autonomy, and non-maleficence.

Acknowledgements

Financial Support: Supported by The Greenwall Foundation. Dr.
Evans is also supported by the National Institute on Drug Abuse
(NIDA) UG3 DA0044830-02S1 and 1TUG1DA050067-01 and the
Substance Abuse and Mental Health Services Administration
(SAMHSA), Center for Substance Abuse Treatment (CSAT) Grant
No. 1H79T1081387-01.

Note
The authors have no conflicts of interest to report.

References

1. U.S. White House, “Remarks by President Trump on Com-
batting Drug Demand and the Opioid Crisis,” Press release,
October 26, 2017, available at <https://wwwwhitehouse.gov/
briefings-statements/remarks-president-trump-combatting-
drug-demand-opioid-crisis/> (last visited November 12, 2019).

2. H. Hedegaard, M. Warner, and A. M. Minino, “Drug Overdose
Deaths in the United States, 1999-2016,” NCHS Data Brief
no.294 (2017): 1-8.

3. K. D. Kochanek, S. Murphy, J. Xu, and E. Arias, “Mortality in
the United States, 2016,” NCHS Data Briefno. 293 (2017): 1-8.

4. S. W. Formica, R. Apsler, L. Wilkins, S. Ruiz, B. Reilly, and A.
Y. Walley, “Post Opioid Overdose Outreach By Public Health
and Public Safety Agencies: Exploration of Emerging Pro-

10.

11.

12.

13.

14.

15.
16.

17.

18.

19.

grams in Massachusetts,” The International Journal on Drug
Policy 54 (2018): 43-50.

L. P. Bhalla, N. Cohen, C. E. Haupt, K. Stith, and R. Zhong,
“The Role of Civil Commitment in the Opioid Crisis,” Jour-
nal of Law, Medicine & Ethics 46, no. 2 (2018): 343-350; A.
A. Cavaiola and D. Dolan, “Considerations In Civil Commit-
ment of Individuals With Substance Use Disorders,” Substance
Abuse Journal 37, no. 1 (2016): 181-187; P. P. Christopher, D.
A. Pinals, T. Stayton, K. Sanders, and L. Blumberg, “Nature
and Utilization of Civil Commitment for Substance Abuse in
the United States,” Journal of the American Academy of Psy-
chiatry and the Law 43, no. 3 (2015): 313-320; M. T. Walton
and M. T. Hall, “Involuntary Civil Commitment for Substance
Use Disorder: Legal Precedents and Ethical Considerations
for Social Workers,” Social Work in Public Health 32, no. 6
(2017): 382-393.

See A. A. Cavaiola supra note 5.

See Formica, supra note 4; see Cavaiola, supra note 5; C. Ves-
tal, “Support Grows For Civil Commitment of Opioid Users,”
Pew Charitable Trust, June 15, 2017, available at <http://
www.pewtrusts.org/en/research-and-analysis/blogs/state-
line/2017/06/15/support-grows-for-civil-commitment-of-opi-
oid-users> (last viewed November 12, 2019); D. Becker, “Sec-
tion 35 Panel Recommends Mass. End Civil Commitments
to Prisons, Jails,” WBUR, July 9, 2019, available at <https://
www.wbur.org/commonhealth/2019/07/09/state-section-
35-panel-final-recommendations> (last visited December 9,
2019).

See Bhalla, supra note 5.

A. Jain, P. Christopher, and P. S. Appelbaum, “Civil Commit-
ment for Opioid and Other Substance Use Disorders: Does
It Work,” Psychiatric Services 69, no. 4 (2018): 374-376; P.
P. Christopher, B. Anderson, and M. D. Stein, “Civil Com-
mitment Experiences Among Opioid Users,” Drug & Alcohol
Dependence 193 (2018): 137-141.

See Formica, supra note 4.

J. W. Creswell and J. D. Creswell, Research Design: Qualita-
tive, Quantitative, and Mixed Methods Approaches (Thousand
Oaks, CA: Sage Publications, 2018): at 1-252.

A. Anderson, (2017). Involuntary Civil Commitment and
Sobriety. Retrieved from Sophia, the St. Catherine University
repository website, available at <https://sophia.stkate.edu/
msw_papers/703> (last visited October 2, 2020); See Chris-
topher, supra note 9.

J. F. Childress, R. R. Faden, R. D. Gaare, L. O. Gostin, J.
Kahn, R. J. Bonnie et al., “Public Health Ethics: Mapping
the Terrain,” Journal of Law, Medicine & Ethics 30, no. 2
(2002): 170-178; N. E. Kass, “An Ethics Framework for Public
Health,” American Journal of Public Health 91, no. 11 (2001):
1776-1782.

A. L. Strauss, J. M. Corbin, Basics of Qualitative Research:
Grounded Theory Procedures and Techniques (Thousand
Oaks, CA: Sage, 1990): 44-46, 61-95, 116-157, 176-193; B. G.
Glaser and A. L. Strauss, The Discovery of Grounded Theory:
Strategies for Qualitative Research (New York: Aldine de
Gruyter, 1967): 1-271.

See Bhalla, supra note 5.

L. Ahrens, “Treatment Not Jails,” Daily Hampshire Gazette,
August 18, 2019, available at <https://www.gazettenet.com/
Guest-column-Lois-Ahrens-27779474> (last viewed Novem-
ber 12, 2019).

V. Ramirez-Zohfeld, M. Jean-Jacques, K. Sanserino, D.
Buchanan, D. W. Baker, “Effectiveness of Outreach to Patients
with Diabetes Who Have Fallen Out of Regular Care at a Fed-
erally Qualified Health Center,” Journal of Health Care for the
Poor and Underserved 23, no. 3 (2014): 1036-1047.

S. M. Locatelli and S. L. LaVela, “Professional Quality of Life
of Veterans Affairs Staff and Providers in a Patient-Centered
Care Environment,” The Health Care Manager 34, no. 3
(2015): 246-254.

J. Beder, P. Postiglione, and J. Strolin-Goltzman, “Social Work
in the Veterans Administration Hospital System: Impact of

CLIMATE CHANGE: LEGAL, ETHICAL & HEALTH ISSUES FACING HEALTHCARE & PUBLIC HEALTH SYSTEMS ® WINTER 2020 733
The Journal of Law, Medicine & Ethics, 48 (2020): 718-734. © 2020 The Author(s)

https://doi.org/10.1177/1073110520979382 Published online by Cambridge University Press


https://doi.org/10.1177/1073110520979382

IND

EPENDENT

the Work,” Social Work in Health Care 51, no. 8 (2012): 661-
679; R. P. Owen and L. Wanzer, “Compassion Fatigue in Mili-
tary Healthcare Teams,” Archives of Psychiatric Nursing 28,
no. 1 (2014): 2-9.

al., “HIV Risk Reduction with Buprenorphine-Naloxone or
Methadone: Findings from a Randomized Trial,” Journal of
Acquired Immune Deficiency Syndromes 66, no. 3 (2014):
288-293.

20. See Owen, supra note 19. 25. See Bhalla, supra note 5.

21. E. A. Evans, C. Yoo, D. Huang, A. J. Saxon, and Y. I. Hser, 26. G. Elwyn, D. Frosch, R. Thomson, N. Joseph-Williams, A.
“Effects of Access Barriers and Medication Acceptability on Lloyd, P. Kinnersley, et al., “Shared Decision Making: A Model
Buprenorphine-Naloxone Treatment Utilization Over 2 Years: for Clinical Practice,” Journal of General Internal Medicine
Results from a Multisite Randomized Trial of Adults with Opi- 27, no. 10 (2012): 1361-1367; M. Nicolini, J. Vandenberghe,
oid Use Disorder,” Journal of Substance Abuse Treatment 106 and C. Gastmans, “Substance Use Disorder and Compul-
(2019): 19-28; Substance Abuse and Mental Health Services sory Commitment to Care: A Care-Ethical Decision-making
Administration & Office of the Surgeon General, In Facing Framework,” Scandinavian Journal of Caring Sciences 32, no.
Addiction in America: The Surgeon General’s Report on Alco- 3 (2018): 1237-1246; S. Savage, “The Patient-centered Opioid
hol, Drugs, and Health (Washington, DC: US Department of Treatment Agreement,” American Journal of Bioethics 10, no.
Health and Human Services, 2016). 11 (2010): 18-19; M. Slade, “Implementing Shared Decision

22. L. Degenhardt, C. Bucello, B. Mathers, C. Briegleb, H. Ali, Making in Routine Mental Health Care,” World Psychiatry 16,
M. Hickman, and J. McLaren, “Mortality Among Regular or no. 2 (2017): 146-153; R. E. Drake, D. Cimpean, and W. C.
Dependent Users of Heroin and Other Opioids: A Systematic Torrey, “Shared Decision Making in Mental Health: Prospects
Review and Meta-analysis of Cohort Studies,” Addiction 106, for Personalized Medicine,” Dialogues in Clinical Neurosci-
no. 1 (2011): 32-51; E. Evans, L. Li, J. Min, et al., “Mortality ence 11, no. 4 (2009): 455-463; G. Elwyn, D. L. Frosch, and S.
Among Individuals Accessing Pharmacological Treatment for Kobrin, “Implementing Shared Decision-making: Consider All
Opioid Dependence in California, 2006-10,” Addiction 110, no. the Consequences,” Implementation Science 11, no. 114 (2016):
6 (2015): 996-1005. 1-10.

23. Y. L. Hser, E. Evans, D. Huang, R. Weiss, A. Saxon, K. M. 27. C. Mallory and P. N. Stern, “Awakening As a Change Process
Carroll, et al., “Long-term Outcomes After Randomization to Among Women at Risk for HIV Who Engage in Survival Sex,”
Buprenorphine/Naloxone Versus Methadone in a Multi-site Qualitative Health Research 10, no. 5 (2000): 581-594.

Trial,” Addiction 111, no. 4 (2016): 695-705; C. P. Thomas, 28. S. Curtis, W. Gesler, G. Smith, and S. Washburn, “Approaches
C. A. Fullerton, M. Kim, L. Montejano, D. R. Lyman, R. to Sampling and Case Selection in Qualitative Research:
H. Dougherty, et al., “Medication-assisted Treatment with Examples in the Geography of Health,” Social Science & Medi-
Buprenorphine: Assessing the Evidence,” Psychiatric Services cine 50, no. 7-8 (2000): 1001-1014-.

65, no. 2 (2014): 158-170. 29. Commonwealth of Massachusetts, “Governor’s Working

24. R. P. Mattick, C. Breen, J. Kimber, and M. Davoli, “Buprenor- Group on Opioids Update,” available at <https://www.mass.
phine Maintenance Versus Placebo or Methadone Mainte- gov/files/documents/2017/11/15/2017-annual-update-action-
nance for Opioid Dependence,” Cochrane Database of Sys- items-gov-working-group.pdf> (last visited Nov. 15, 2019).
tematic Reviews 2, no. 2 (2014): Cd002207; G.E. Woody, D. 30. See Christopher, supra note 9.

Bruce, P. T. Korthuis, S. Chhatre, S. Poole, M. Hillhouse, et
734 JOURNAL OF LAW, MEDICINE & ETHICS

The Journal of Law, Medicine & Ethics, 48 (2020): 718-734. © 2020 The Author(s)

https://doi.org/10.1177/1073110520979382 Published online by Cambridge University Press


https://doi.org/10.1177/1073110520979382



