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Agenda

1) Brief background of Ricky’s Law;
2) Implications from a risk management 

perspective; and 
3) Planning ahead to address possible Ricky’s 

Law situations.



Background:  Quick Facts

 Effective April 1, 2018
 New requirements for hospitalist under the 

Involuntary Treatment Act when presented with 
patients who pose a danger to self or others due 
to substance use disorder 

 Significantly expands ITA laws for adults and 
minors to include substance use disorders

 Enacted in 2016 to help patients who suffer from 
substance use disorders and are unwilling or 
unable to voluntarily seek appropriate treatment



Background: When Ricky’s Law Applies 

 IF a patient presents an imminent likelihood of 
serious harm to self or others, OR is gravely disabled 
as a result of a substance use disorder,

 THEN the hospital has an obligation to refer the 
patient for evaluation by a Designated Crisis 
Responder (DCR).



Background: To Whom It Applies 

 Applies to:
 Emergency departments;

 Inpatient units; and

 Any other location, such as an outpatient clinic, where
staff may assess or refer a patient to a DCR for a
substance use disorder evaluation

 This Implicates:
 DCRs, Behavioral Health Organizations (BHOs), courts,

hospitals, law enforcement, SUD treatment providers…



Per DSHS/WSHA: 



Background: DCRs

Per DHMPs:  70-90% of patients they evaluate have 
co-occurring presentations of drug/alcohol use and
mental health symptoms (e.g., methamphetamine 
induced psychosis)

Patients often detained and sent to Evaluation and 
Treatment facilities (E&Ts) 

E&Ts not set up to handle substance use 
disorders (some refuse to accept anyone 
under influence of drugs/alcohol)

450+ DMHPs trained to be DCRs



Background: Facilities 

 If meet criteria, secure withdrawal management and 
stabilization facilities (or Secure Detoxification 
Facilities) will provide up 17 days of withdrawal 
management and substance use treatment for adults 
and adolescents over 13 years old 

 Currently only two adult secure detoxification 
facilities, with 48 total beds available (American 
Behavioral Health Systems in Chehalis and Spokane) 

For minors, there will only be one facility with 
four to eight beds



Background: Facilities 

 Detention on a space-available basis

 New facilities are analogous to mental health E&T
facilities in terms of a similar level of care

Prior, when patients were detained, they only 
received withdrawal management or detox services 
(no treatment, no educational classes re harm 
reduction…) 

Treatment now available (up to ASAM Level 3.7)



Implications from a Risk Management 
Perspective 

1) DCRs (formerly DMPHs) 

2) EMTALA

3) Transportation 

4) Disagreements 



Implications: DCRs
 Timelines: 

 3 hour rule –must see patient w/in 3 hours of admission 
to ED by a mental health professional (if no social 
worker, make an agreement with your local mental 
health agency)

 6 hour rule – once the ED determines that it wants an 
evaluation and refers it to a DCR, the DCR has six hours 
to decide whether to detain or not (come out, evaluate 
patient, find bed…) 

 12 hour rule applies if person is sent to ED by police



Implications: DCRs

 If the patient is detained:

 72 hour detention (then judicial review)
 14 day commitment (then judicial review)

 90 day less restrictive alternative



Implications: EMTALA
 Hospitals required to provide stabilizing treatment for 

patients with emergency medical conditions. 
 If a hospital is unable to stabilize a patient within its 

capability, or if the patient requests, an appropriate transfer 
should be implemented

 Secure Withdrawal Management and Stabilization 
Facilities are able to accept transfers from EDs 
 EDs must have receiving facility “acceptance” of transfer

 EDs are not allowed to transfer “unstable” individuals 

 Alcohol withdrawal (the longer the hold the bigger the issue) –
Delirium tremens, seizures…



Implications: EMTALA
 Patient meets the detention criteria due to a substance

use disorder; but, no secure detoxification facility bed or
treatment program is available  the DCR will not be able
to detain the patient

Must carefully consider EMTALA requirements
including obligation to screen and stabilize patient
prior to d/c

 Where a patient deemed a risk to self or others by
DCR, regardless of a decision to detain or not detain,
decision to release the patient could subject hospital
to not having met stabilization requirements

 Thoughts/experiences?



Implications: Transportation

 If patient is detained and needs to go to one of these 
Secured Detoxification Facilities, transport by ambulance 
 Paid for through Medicaid or State only funds 

 Does not apply to voluntary patients

 If you’re not near Chehalis or Spokane, what do you do?  



Implications: Transportation

King County position: 
Beds available are prohibitively far from King County . . . 
Not yet possible to safely transport patient in SUD crisis.  
No involuntary detention to SUD treatment until Secured 
Withdrawal Management bed capacity available in this 
region (fall 2018).



Implications: Disagreements 

 Family member disagrees regarding DCR detention 
decision
Joel’s Law still applies here - family members 

may petition courts if disagree with DCR 
decision re: detention



Implications: Disagreements 

 Patient arrives in ED; hospital staff feels patient 
needs to be evaluated by the DCR but patient 
does not consent to diagnostic testing 
 Hospital has an obligation to keep patient in the 

hospital until the DCR can evaluate



Implications: Disagreements 
 Disagreement between ED and DCR: Treatment facility 

wants diagnostic testing before it will admit; ED disagrees 
and says it does not need to do anything further; DCR 
caught in the middle 

 DCR should tell the ED that it will not interfere with 
medical decision making, but the patient will not be 
leaving the ED to go to the facility without such testing 



Implications: Disagreements 
 Can’t hold a person involuntarily in a hospital setting for 

SUD until a bed comes open. 

 Legal authority for this is limited to mental health 
detentions and is not permitted for SUD detentions. 

A resource-dependent process 

No single bed certification application for SUD



*Somewhat 
Outdated



Planning Ahead: 

 Management of SUD patient where DCR finds patient 
meets criteria, but declines to detain due to no 
availability of a secure detoxification bed.

 DCR declines to detain but patient may imminent risk 
of harm to him/herself or others, or is gravely 
disabled;

 DCR called to evaluate but has not arrived in the 
timelines outlined in the ITA. 



Planning Ahead: 

 Consider: 
Document that no bed is available 
Develop procedures in collaboration with your BHO
Consider detention due to mental health factors 

under RCW 71.05.040 (allows access to E&T and 
single bed certification) 

 Alternatives:
DCR may work with the patient to offer a less 

restrictive voluntary treatment option 
DCR, hospital, or other provider will assist the 

patient with placement



Additional Resources
 Washington State Department of Social and Health Services: 

https://www.dshs.wa.gov/bha/ricky’s-law-involuntary-treatment-act-
substance-use-disorder

 Washington State Hospital Association: http://www.wsha.org/policy-
advocacy/issues/information-about-rickys-law-involuntary-detention-
for-substance-use-disorders/

 American Behavioral Health Systems: 
https://www.americanbehavioralhealth.net/

 King County FAQ on Ricky’s Law: 
https://www.kingcounty.gov/~/media/depts/community-human-
services/behavioral-
health/CCS/Rickys_Law_Implementation_in_King_County_FAQ_3-30-
18.ashx?la=en



Discussion/Thoughts


