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Background
In Massachusetts, a court can commit someone to a substance use disorder treatment program. This is known as involuntary treatment. This happens if a judge decides that a person with substance use disorder poses a likelihood of serious harm to themselves or others. "Section 35" from Massachusetts General Law, Section 123 guides this process.
When a person is involuntarily committed under the Section 35 statute, they enter a substance use disorder treatment program approved by Department of Public Health.  These programs provide services to civilly committed individuals for a period of up to 90 days. This program offers 24/7 treatment services. It can provide medical support for someone experiencing withdrawal from substances. This phase of treatment is called withdrawal management service (WMS) or “detox.” The program can also offer clinical supports such as individual counseling and group therapy for substance use disorders. This phase of treatment is known as clinical stabilization service (CSS). 
The Department of Public Health’s Bureau of Substance Addiction Services licenses/approves and regulates all programs that serve people civilly committed to involuntary treatment under Section 35.  Such programs include those run by private companies. These private companies are Behavioral Health Network, Recovery Centers of America, and High Point Treatment Center. It also includes those run by state and county agencies. These agencies are the Department of Mental Health, the Department of Correction, and the Hampden County Sheriff’s Department.
Each year, thousands of Massachusetts residents are committed to involuntary treatment under Section 35. However, people debate the effectiveness and ethics of the use of involuntary substance use treatment.  Given that the program temporarily revokes residents’ civil liberties its use should be carefully considered, hence the importance of studies such as those described here.
To support the Commonwealth’s response to Section 138 of Chapter 126 of the Acts of 2022, the Department of Public Health worked with academic partners to analyze Section 35 treatment and outcomes. The Department used data from the Massachusetts Public Health Data Warehouse. The overall study had several aims. We explain each study aim in separate reports. 
This report focuses on our study of the use of involuntary civil commitment through Section 35 among people with opioid use disorders (OUD). First, we compare outcomes for involuntary treatment to voluntary withdrawal management/clinical stabilization service treatment among people who experienced both types of treatment. Second, among people who survived an opioid overdose, we compare people who entered Section 35 treatment to those who did not. 
When looking at the results, remember that trends may reflect changes in service availability, policy, and/or the COVID-19 pandemic.
Methods
We completed two analyses. 
Analysis 1 
We used the Public Health Data Warehouse to identify people with opioid use disorder who received both involuntary and voluntary withdrawal management/clinical stabilization service treatment between January 2015 and September 2022. We considered a treatment "involuntary" when undergone via Section 35 commitment. We found voluntary treatment using Bureau of Substance Addiction Services enrollment records. These records represent about half of all voluntary treatment program enrollments. 
We compared outcomes for those who received both involuntary treatment and voluntary withdrawal management/clinical stabilization service treatment. We chose this comparison because most people who enter involuntary treatment usually initially receive about 1 week of withdrawal management service treatment. Comparing outcomes for the same individual helps remove the bias of person-level differences.
Among people who received both types of treatment, we examined whether they received medications for opioid use disorder. We analyzed enrollment in further residential treatment within 2 weeks after discharge. We also looked at nonfatal opioid overdoses in the 3 months after treatment. 

Analysis 2 
We identified people with opioid use disorder who had a nonfatal opioid overdose between January 2015 and June 2022. 
Among people who experienced a nonfatal opioid overdose, we compared the outcomes of people who entered involuntary treatment within 2 weeks to those who did not. We studied whether they later suffered another nonfatal or fatal opioid overdose. We looked at deaths for any reason within 6 months. We also evaluated whether they received a medication for opioid use disorder within 3 months after their first opioid overdose.  
Key Terms and Context
· Withdrawal management service (WMS): a type of treatment that provides 24/7 medical support for someone going through drug or alcohol withdrawal.
· Also called detoxification or “detox”, or Acute Treatment Service (ATS)
· Typically, 5 days in length
· Clinical stabilization service (CSS): a type of substance use treatment that includes 24/7 medical supervision and recovery counseling. 
· Typically, 12 days in length
· Medication for opioid use disorder (MOUD): an FDA-approved medication that helps people stop or reduce opioid use.
· Agonists: drugs that bind to opioid receptors in the brain 
· They prevent withdrawal symptoms and reduce opioid cravings.
· Examples: buprenorphine and methadone
· Antagonists: a drug that blocks opioid receptors in the brain.
· They prevent a person from getting high when taking opioids. 
· Example: naltrexone, which is usually given as a monthly extended-release injection
· Studies show that medications for opioid use disorder reduce fatal opioid overdoses.
· All forms of MOUD were not required in all WMS programs until regulation amendments went into effect in Nov. 2022. There was not uniform access to methadone for withdrawal and induction until that time. 
· Residential treatment: a type of substance use treatment where patients temporarily live in a licensed facility with 24/7 staff.
· Individuals can have lowered tolerance for opioids after acute treatment and can be more vulnerable to opioid overdose if not receiving MOUD.  
· Residential treatment helps transition people from acute substance use treatment settings into living in the community again. 
· Can include Transitional Support Services (TSS), Recovery Homes, Social Model Houses, and other licensed treatment facilities.
· Does not include sober homes that are not licensed by the Bureau of Substance Addiction Services
· Whether someone receives MOUD and/or residential treatment depends on a combination of what insurers will cover, what medical providers offer, and patient preference. The data in this report reflects services that were received – not what was offered or recommended.
Key takeaways
Analysis 1 
· Less than half of people received any medication for opioid use disorder in the 2 weeks after involuntary or voluntary treatment. 
· People who entered involuntary treatment were more likely to receive naltrexone than those who entered voluntary treatment. 
· Previous research finds that naltrexone is less effective in preventing opioid overdose death than buprenorphine or methadone.1 
· Many people who start naltrexone do not continue taking the medication. Studies have found more than half of patients who receive naltrexone do not get a second injection. 2  
· Involuntary treatment was associated with slightly higher enrollment in further residential treatment than voluntary treatment. This increase was statistically significant. However, the enrollment rate was low following both types of treatment.
· We found a 2.3% higher opioid overdose rate in the 3 months after involuntary treatment discharge compared to the 3 months after voluntary treatment discharge.  This increase was statistically significant.
Analysis 2 
· Only 50% of people who survived an opioid overdose and then entered involuntary treatment received any medication for opioid use disorder within 3 months after the overdose. 
· Entering involuntary treatment within 2 weeks of an opioid overdose temporarily protected those individuals from having another opioid overdose or dying. However, within 6 months of that overdose, that protection disappeared.
· Involuntary treatment slightly reduced deaths for any reason in the 6 months after opioid overdose. This may be explained by the slightly greater use of ongoing treatment after leaving involuntary treatment referenced above. 
Implications
· Engaging clients in post-acute ongoing care is essential for those leaving either involuntary or voluntary treatment. This includes ensuring capacity for outpatient and residential services. 
· There is a need to find strategies to increase initiation of medications for opioid use disorder after people undergo voluntary or involuntary substance use treatment. 
· Greater use of medication for opioid use disorder would prevent future adverse outcomes, including opioid overdose.  
Results
Analysis #1: people who had involuntary AND voluntary treatment
14,595 adults had  involuntary treatment  treatment episode


9,310 adults had  involuntary treatment episode AND a voluntary detoxification episode



Of those who had both treatment types, 5,912 people had at least 90 days between each treatment



49% entered voluntary detoxification before their later involuntary treatment episode
51% had involuntary treatment before their later voluntary treatment episode

                                 


· This study focuses on the 5,912 adults with opioid use disorder who received both treatment types and had at least 90 days between each treatment.
· The average length of involuntary treatment was 1 month vs. 1 week for voluntary treatment.
Medications for opioid use disorder (MOUD)
Within 2 weeks after discharge (Figure 1): 
· 46% of people received MOUD after involuntary treatment. 
· 36% of people received MOUD after voluntary treatment.
· These differences were statistically significant.

Among those who received MOUD (Figure 2):
· Receiving buprenorphine was slightly more common following involuntary than voluntary treatment.
· Receiving methadone was slightly less common following involuntary than voluntary treatment.
· Receiving naltrexone was 4x more likely following involuntary treatment than voluntary treatment. 
· All differences were statistically significant.

Residential treatment within 2 weeks after discharge (Figure 3) 
· In Figure 3, we see enrollment in residential treatment was more common after involuntary treatment (17%) than voluntary treatment (11%). 

Opioid overdose in the 3 months after discharge
· The nonfatal opioid overdose rate was 2.5% higher in the 3 months after leaving involuntary treatment compared to the 3 months after voluntary treatment (Figure 4). This was a statistically significant difference. 




Analysis #2: opioid overdose survivors who entered involuntary treatment 64,712 adults survived an opioid overdose



1,893 (3%) opioid overdose survivors entered involuntary treatment within 2 weeks
33,811 opioid overdose survivors did not enter involuntary treatment within 2 weeks




· Three percent of adults with opioid use disorder who survived an opioid overdose entered involuntary treatment within 2 weeks of that overdose. 
· The median length of involuntary treatment was about 1 month.  
New opioid overdose
Within 1 month after the opioid overdose:
· Given the median length of stay (1 month), those in involuntary treatment were likely still in treatment for most of this month. Given this:
· The rate of new opioid overdoses was lower for those who received involuntary treatment than for those who did not.
· The death rate for any reason among those who entered involuntary treatment was lower than for those who did not.
Within 6 months after the opioid overdose: 
The rate of new opioid overdoses among those who entered involuntary treatment was the same as those who did not. (Figure 5)

The death rate for any reason for those who entered involuntary treatment (3.3%) was slightly lower than for those who did not (4.7%). (Figure 6) While this difference is statistically significant, this was an observational study, which means that we cannot conclude that involuntary treatment caused the lower death rate. 

Medications for opioid use disorder
Within 3 months after an opioid overdose:
About half of those who entered involuntary treatment received medication for opioid use disorder compared to about one third of those who did not. (Figure 7)


 Figure 1. Receipt of any MOUD within 2 weeks of discharge, MA residents: January 2015-September 2022

Voluntary 	

0.36	Involuntary 	
0.46	


Figure 2. Type of medication for opioid use disorder 
within 2 weeks of discharge from treatment, MA residents: January 2015-September 2022

Voluntary 	
Buprenorphine	Methadone	Naltrexone	0.19	0.12	0.06	Involuntary 	
Buprenorphine	Methadone	Naltrexone	0.2	0.11	0.16	



Figure 3. Proportion enrolled in a residential treatment program within 2 weeks of discharge, MA residents: January 2015-September 2022

Voluntary	
0.11	Involuntary	
0.17	



'Voluntary'

non-fatal opioid overdose	


8.0000000000000071E-3	1.0999999999999996E-2	Voluntary 	Involuntary 	9.2999999999999999E-2	0.11799999999999999	


Figure 5. Opioid overdose rate 6 months after initial overdose, MA residents January 2015-June 2022

Comparison Group	

5.0000000000000044E-3	5.0000000000000044E-3	Cumulative Incidence	0.309	Involuntary Treatment Group	
3.400000000000003E-2	3.3999999999999975E-2	Cumulative Incidence	0.30299999999999999	


Figure 6. Death rate within 6 months after initial overdose, MA residents January 2015-June 2022

Comparison Group	
3.0000000000000027E-3	2.0000000000000018E-3	4.7E-2	Involuntary Treatment Group	

1.3999999999999999E-2	9.0000000000000011E-3	3.3000000000000002E-2	


Figure 7. Receipt of any medication for opioid use disorder within 3 months after initial overdose

Comparison Group	
5.0000000000000044E-3	5.0000000000000044E-3	Cumulative Incidence	0.32500000000000001	Involuntary Treatment Group	
4.500000000000004E-2	4.2999999999999983E-2	Cumulative Incidence	0.502	
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