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EXECUTIVE SUMMARY 

CONTEXT  

This research study investigates Service User and practitioner experiences of Community Treatment orders 

(CTOs) within a climate of person
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RESULTS  

QUANTITATIVE DATA  

A statistical analysis of Trust records from the year before the study commenced (July 2010 – 



 
8 

conditions specified. Most Service Users did not recall receiving written information, although staff stated in 

most cases that this was given to Service Users. Service Users were not always clear about discussions around 

renewal/ discharge and tended not to be actively involved. Advocates had been involved in some cases 

although it was unclear if Service Users always received info about advocates as this would be available when 

in hospital but perhaps not explicitly explained to the Service User. 
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instant recall to hospital. AMHPs often felt that this was misleading and should be made clear to the Service 

User. 

CARE COORDINATOR PERSPECTIVES 

Experiences of CTOs varied amongst Care Coordinators with both positive and negative experiences. The CTO 

was often viewed as a complex framework, with some benefits and some drawbacks, all dependent on 

individual circumstances. Many Care Coordinators recognised that there was a lot of contention around the 

use of CTOs. Care Coordinators often felt the tension around information and choice more acutely in their 

relationship with the Service User. The ethically complex terrain around choice and compulsion was often 

something that more directly affected their relationship with the Service User, in comparison to other 

professional groups. Honesty was something that Care Coordinators often raised as an important, but 

contentious, aspect of their relationship with the Service User. Care planning was sometimes found lacking and 

the emphasis on medication while on a CTO in some cases meant there was little input in respect of social 

support for the Service User. However often social support came at a later stage when compliance with 

medication had provided a platform of stability which could be built on. Care Coordinators often viewed the 

utility of the CTO to rest on the capacity to recall quickly in case of deterioration and in that they were in 

agreement with the other professional groups. 

The potential effect of CTOs on therapeutic relationships between Care Coordinators and Service Users makes 

for a complex picture, with both negative and positive comments from the Care Coordinators interviewed. 

There were some strong concerns from some Care Coordinators, particularly those who were nurses, about 

the negative impact on therapeutic relationships and incompatibility with principles of nursing. However, 

other Care Coordinators had more positive experiences and some felt that the CTO had very limited impact on 

their relationship with the Service User. The experiences of Care Coordinators depended to a large extent on 

the type of cases they had, where negative experiences of CTOs were connected to Service Users who found 

the CTO punitive and were difficult to engage, whereas Service Users who were willing to accept the authority 

of the CTO, and after a while could start to appreciate that they were more stable due to the medication, 

made for a much easier relationship. In these situations, the Care Coordinator was able to provide a more 

holistic approach to their care and less focus needed to remain on complying with medical treatment.  

The change in practice in relation to CTOs were understandably more strongly felt by Community Psychiatric 

Nurses (CPNs), whilst Care Coordinators with a social work background and training in working with 

involuntary Service Users did not necessarily feel that working with CTOs made any difference to their 

relationship with Service Users or any tangible difference to their practice in general.  

SERVICE PROVIDER PERSPECTIVES 

Much like Nearest Relatives, Service Providers were overwhelmingly positive about the CTO, even if several 

participants reported they had initially been sceptical when they were first brought in because of views that 

they were too restrictive and an infringement on 
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be invited to reviews and were well aware of the CTO conditions. Others had not seen the paperwork and 

were not aware of conditions or routinely invited to review meetings. 

Not all, but some Service Providers commented that they did not see themselves as having any particular 

involvement with the CTO process or any decision-making, whilst others were more proactive about being 

involved in the review process and ‘invited themselves’ or let the Care Coordinator know they expected to 

attend. Several Service Providers commented that the CTO makes a difference if something goes wrong, i.e. if 

the Service User’s mental health deteriorates or refuses their medication or something else happens that has a 

negative impact on the Service User’s mental health. Several Service Providers mentioned importance of 
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that the focus on medication took emphasis away from social aspects of care that are also crucial for the long-

term success of treatment. 
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in fact, the level of engagement, as opposed to support, often tended to be greater. Some Service Users would 

have liked more therapeutic support. Some staff acknowledged there were resource issues in providing this. 

INDICATORS FOR GOOD PRACTICE 

A number of indicators for good practice have emerged in the data from Service Users and practitioners. 

INFORMATION 

There is a need for better information about CTOs in all its aspects and at all levels. Service Users and Nearest 

Relatives were found to often have a poor, or lack, understanding of CTOs. Information for Service Users was 

often delivered verbally. Even if this is repeated several times, a user-friendly leaflet with the key points of 

information about CTOs is still needed. This leaflet needs to make clear what the CTO is, why it is used, what 

its legal powers are in relation to medication and recall and what rights the Service User has under the CTO, 

including details of their right to advocacy. A similar concise leaflet could be produced for Nearest Relatives. 

ADVOCACY 

Many Service Users said they were not aware of their right to advocacy and the Independent Mental Health 

Advocacy (IMHA) service. A leaflet about the advocacy service should be made available to the Service User on 

the ward in relation to early discussions about discharge onto a CTO, however this was often not the case. 

Whilst many AMHPs made sure to inform the Service User of their right to advocacy, there needs to be clear 

written information as part of a general information leaflet that the Service User can keep and refer to. 

WORKING RELATIONSHIPS AND DECISION-MAKING 

Whilst multidisciplinary teams 



 
15 

INTRODUCTION 

In order to understand why it is important to research CTOs in the current climate, this section introduces the 

broad context of social care provision England and Wales by briefly outlining current issues and policy drivers. 

An understanding of contemporary political and policy debate surrounding adult social care will highlight the 

complexities of compulsory community treatment and its position within the general thrust towards 

personalisation and increased opportunities for choice and control on the part of Service Users.
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suspended and the individual obliged to accept medical advice’ (p.12). Being sectioned means that you no 

longer have any choice in how your condition is to be interpreted and have no choice in whether to accept 

treatment or not; the person who has been sectioned has been stripped of these aspects of personal 

aut
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A CTO initially lasts for six months. It can be renewed for another six months and then subsequently for twelve 

months at a time. There is some controversy around how long a Service User can be kept on an order and in 

our case study there was some evidence of orders which had been renewed indefinitely since they first 

became available in 2008, although CTOs were also used for shorter periods of time and reasons behind the 

length of usage varied. Before the change in legislation in 2007, there were three main provisions for 
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consequent on the introduction of Community Treatment Orders (CTOs) in the 2007 amendment of the 

Mental Health Act 1983. Together, these policy developments have created a situation in which one group of 

users of community based social care services, i.e. adults whose mental health problems are deemed to pose a 

risk to themselves or others if they do not receive treatment, are subject to constraints on their ability to make 

basic decisions about their lives in a way which is fundamentally at odds with adult social care policy in 

general. Key in this tension is the level of the Service User’s insight into their need for on-going treatment, care 

and support. 

Under the MHA 1983, compulsion was used to facilitate admission to a psychiatric hospital and to receive 

medication whilst in hospital. A decision to remove those who were ‘sectioned’ from their everyday lives and 

interactions with other community members, indicated that these patients, and potentially others, were at risk 

from the impact of their illness, and that care, support and treatment needs should be met in hospital rather 

than in the community. The introduction of compulsory treatment within the community implies that 

perceived risks can be contained by a combination of community based surveillance and support.  

Whilst the use of compulsion is not necessarily associated with an absence of therapeutic possibilities within 

relationships between mental health Service Users and workers, legal powers have been described as an 

‘intrusion’ into such relationships (Caldicott, Conlan and Zigmond, 1999). At the same time, the use of 

compulsion within the defined legal context set out in the MHA 1983 was often seen to be accompanied by 

constraints on everyday actions that were not required by law. One finding from a study of users’ experiences 

of compulsory detention under the MHA 1983 Act was that: ‘It was as if the imposition of compulsory powers 

removed any obligation on professionals to discuss, consult or negotiate matters of crucial personal 

importance’ (Barnes et al, 2000 p.13). 

The introduction of CTOs was preceded by lengthy debate about compulsory powers of treatment outside 

hospital settings. CTOs were introduced ‘ostensibly to enable services to provide support and treatment to 

those in need who would otherwise refuse it, deteriorate and return to hospital as a result’ (Macpherson et al., 

2010 p.
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that 4% of all mental health patients surveyed (n.1371) were on a CTO. Evidence also suggests that th
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there any significant difference in the number or duration of hospital admissions. We also recorded no 

difference in clinical or social oǳǘcomeǎΩ όBurns et al, 2013 p.1631).  

The OCTET study chose readmission to hospital as their primary outcome because CTOs have arguably been 

legislated explicitly to reduce hospital readmissions, combating what has been called the ‘revolving door 

syndrome’. However, the study did not find that CTOs had any measurable impact, nor were they found to 

have an impact on the length of time to readmission in a 1-year follow-up. This study found that overall, 

hospital care did not decrease nor did clinical or social functioning improve despite an average of 6 months 

additional compulsion. The study shows that CTOs do not confer benefits on patients with a diagnosis of 

psychosis and argues that the current high usage of CTOs should be urgently reviewed. 

Notwithstanding the significant findings of this randomised controlled trial, it is important to put these findings 

in context. These results reflect only on a specific group of patients diagnosed with psychosis and excluded 

more difficult cases. Our study included a more wide-ranging population of Service Users, Nearest Relatives 

and practitioners so this constitutes a sample that is different from the OCTET sample. It is also worth 

balancing the findings of the OCTET trial with the experiential focus of our study. 

THE CARE QUALITY COMMISSION REPORT FOR 2011/12 

The CQC (2012) report states that the number of people subject to detention under the MHA 1983 is rising, 

having risen by 5% on the previous year. When it comes to Community Treatment Orders in particular, this rise 

is even more significant at 10% compared to the previous year. The report found a number of areas of concern 

across the board of detentions under the Act: primarily focusing around care planning, where 15% of the care 

plans examined did not meet basic care planning expectations. However, this amounted to no change since 

2010/11. 

During 2011/12 there were 48,631 detentions under the Act in England, and a further 4,220 patients were 

made subject to a CTO. In 2011/12 revocations accounted for 3% of overall detentions, up on 1.7% of 

detentions in the first full year after CTOs were introduced in November 2008. The CQC report indicates a 
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SERVICE USER INVOLVEMENT IN RESEARCH 

It is important to understand and value the experiences of Service Users subject to compulsion under the Act. 

This study is part of such an effort and contributes to previous research that has taken the experience of 

Service Users seriously (e.g. Barnes et al., 2000). Barnes et al. (2000) investigated Service User experiences of 

coercion under the Mental Health Act 1983, before the CTO was brought in. Their research found that whilst 

Approved Social Workers (ASWs, now AMHPs) had the duty to assess the person being considered for 

compulsory detention in order to determine the least restrictive option, Service Users still reported there was 

little discussion of options, they could not recall being given clear information and were left with the 

impression that they had no choice about their treatment. This research showed that detention in hospital was 

experienced very negatively by Service Users, commonly described by such words as scary, not therapeutic 

and humiliating (Barnes et al., 2000). This points towards two important aspects; firstly, that the traumatic 

experience of being detained under a section in hospital may provide motivation to agree to a CTO in order to 

‘get out’ of an environment that was described by Service Users in Barnes et al.’s study as ‘prison-like’. This 

also highlights that the ‘choice’ that Service Users have to either agree or disagree to the CTO is not a choice 

free of coercion, as it is often experienced as a choice between two evils. Secondly, the Service User 

experiences of CTOs reported in this study shows that the recent policy drive towards personalisation and 

choice has made little difference to the experience of compulsion, as the Service Users still said they had little 

or no choice over going onto the CTO and could recall little clear information about the CTO or their rights 

under it. However, whereas Barnes et al’s (2000) study found that compulsory detention in hospital could have 

a serious adverse impact on Service User’s relationships with mental health services, our study has found 

much more nuanced experiences around the CTO, where in some cases it was experienced to have a positive 

impact on the willingness to engage with services.  
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desirable numbers of Service Users for interview emerged, the data was aggregated and further retrospective 

data was added of Service Users made subject to a CTO from inception in 2008. Ethical and governance 

approval was sought and gained for this change. 

The Clinical Study Officer at the SPFT had access to the database of all people who have received a CTO in the 

area. Initially this was used to obtain a sample of 10-15 Service Users (18-65 years) who received a CTO in the 

year prior to the study. Subsequently a sample of 20-30 people who received a CTO during the study period 

was taken (participants were then approached for interview 3-6 months after the CTO had been made to avoid 

the early stages of recovery). These were stratified random samples which were taken in order to be 

representative as far as possible of types of Service Users e.g. in terms of age groups, gender, type of diagnosis 

and location (rural/urban). However, as the numbers agreeing to participate were not sufficient using this 

approach, a retrospective total population sample going back two years prior to the study, and later an 

extended total population sample going back to 2008, was taken, resulting in a total of 242 Service Users.  

Care Coordinators were approached by the Clinical Study Officer in the first instance and asked to pass on a 

letter of invitation to take part in the study to the Service User(s) in their care. In line with the ethical approval, 

the Care Coordinators were thus able to make an initial judgement as to whether it was appropriate to 

approach the Service User to take part in the research, based on their insight into the mental health state or 

stage of recovery of the Service User at that time. A sample of Nearest Relatives of Service User participants 

were also taken and contacted by Trust staff in the first instance. Those interested were asked to respond to 

the researchers (by posting in a form with their contact details) to take part in an interview. The sample of 

social care professionals/ practitioners/ providers were made up of those professionals involved in the care 

of/provision of services for Service Users subject to a CTO and were contacted directly by the researchers. A 

list of Care Coordinator
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INTERVIEWS 

The data collection comprised of in-depth qualitative semi-structured interviews exploring experiences of 

CTOs with Service Users, Nearest Relatives, Care Coordinators, RCs, AMHPs and Service Providers. Most 

interviews took between 30-60 minutes and were digitally recorded.  

PARTICIPANTS 
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DATA ANALYSIS 

Data from interviews with Service Users, social care providers/practitioners and professional staff was 

analysed qualitatively (thematic analysis) with the help of QSR software (NVivo). The findings and report 

structure have been reviewed with the Service User Research Group and Project Advisory Group. 

COLLABORATIVE RESEARCH PROCESS 

This section outlines elements of the research process which include working with the Project Advisory Group 

and the Lived Experience Advisory Forum (LEAF).  

THE PROJECT ADVISORY GROUP 

An advisory group including individuals from all the professional groups as well as Service Users was set up to 

advise, assist and give feedback on the research process and findings. The Project Advisory Group met three 

times annually during the study period and consisted of the following members;  

 Dr Chris Jones, Consultant Psychiatrist, SPFT; 

 Dr Mark Hayward, Director of Research,  SPFT; 

 Mr Robert Buxton AMHP, Brighton and Hove City Council; 

 Ms Amanda Tuckey AMHP, East Sussex County Council; 

 Dr Richard Whale, Consultant Psychiatrist, SPFT; 

 Mr Fraser Cooper, AMHP, East Sussex County Council; 

 Dr Rick Clarke, Consultant Psychiatrist, SPFT; 
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instances where the therapeutic relationship had broken down, not being passed on to us. Going through the 

Care Coordinator as a gate-keeper for contact with Service Users was still considered the best route to 

recruitment for ethical reasons, as Care Coordinators would 
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FINDINGS 

The following section presents the findings of the research. Firstly outlining the statistical analysis of CTO use 

in the SPFT area and secondly discussing the findings from the qualitative case study element of the research. 

STATISTICAL ANALYSIS OF CTO USE IN THE SUSSEX PARTNERSHIP NHS TRUST 

Anonymised Trust records were used to compile a statistical overview of CTO use in the Trust in the year prior 

to the commencement of the study – July 2010 to June 2011 – and later collected for the period during the 

study itself – July 2011 to December 2012. The results are presented below. 

THE YEAR PRIOR TO THE STUDY PERIOD - JULY 2010 TO JUNE 2011 

NUMBERS OF CTOS ISSUED AND OUTCOMES 

138 new CTOs were made in the time period. 61 people on CTOs were discharged in the period, 36 were 

recalled to hospital, 22 had their CTO revoked and 115 CTOs were renewed. Since those on CTOs which had 

been discharged, renewed, revoked, or those who had been recalled to hospital during this time period, may 

have received a CTO before the time period, we cannot calculate the percentage by outcome of those who had 

received a CTO in the time period. 

GENDER AND AGE 

The majority of those receiving a new CTO in the time period were male (84; 61%). However, the majority of 

those in the older age groups were female. In terms of the whole sample, the majority (57%) were aged over 

40. However, male Service Users were more likely to be aged 40 or under (60%) whereas females on SCT were 

much more likely to be aged over 40 (83%). The chart below illustrates the breakdown by age and gender. 
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FIGURE 3: BAR CHART SHOWING THE NUMBER OF PEOPLE ON A CTO BY DIAGNOSIS TYPE 

AND GENDER (EXCLUDING UNSPECIFIED/ NO DIAGNOSIS) 

 

CONDITIONS OF THE CTO 

All Service Users were subject to the compulsory conditions of being available for medical examination to 

allow 2nd opinion doctor to provide Part 4A certification and to be available for medical examination when 

renewal is being considered. Apart from these, Service Users were most likely to have a condition attached to 

CTOs that was linked to taking medication, i.e. to remain compliant with medication regime as prescribed, to 

accept medication as prescribed or to attend a specified unit for the administration of medication (43%). 

Almost a quarter (24%) were subject to conditions around keeping in contact with professionals, including 



 
34 

DURING THE STUDY PERIOD – JULY 2011 TO DECEMBER 2012 

NUMBERS OF CTOS ISSUED AND OUTCOMES 
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ETHNICITY 

As in the earlier sample, the majority were recorded as ‘White British’ (84.9%) and a further 6% recorded as 

‘Any Other W
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See, these are legal issues, and it makes it incumbent on the team as well to provide, by law, certain basic 

treatments for the patients even when you are restricting their liberty and you are restricting them to do this, 

you are confining them to follow a certain engagement protocol, then you also have to be available to provide 

them more, you are duty bound to do so. So it works for the patient as well in that sense. When they are no 

longer on the CTO, then it is purely on the need basis (RC7). 

However, as the same RC makes clear, the CTO should not be a way to access services, but rather be used in 

order to contain the Service User within a particular treatment regimen: 

In an ideal setting the treatment is led by the need of the patient, and depending on what the need is, the 

patient does not have to be on a CTO, or should not be on a CTO to get the appropriate treatment (RC7). 

Most Service Providers and Nearest Relatives felt that the CTO had made it much easier for them to 

communicate with professionals providing support to the Service User, giving them a direct line to someone 

they could call if things went wrong. They also appreciated being asked for their input at review stages. 

However, not everyone knew who to contact or who was who in the care team. Nevertheless, a majority of 

Nearest Relatives interviewed for this study felt that their relative being subject to the CTO had made a clear 

difference to their care and their own opportunity, as a Nearest Relative, to be listened to by members of their 

relative’s care team. One mother comments on the experience of her son being placed on the order: 

ǘhe oǘheǊ big ǘhing aboǳǘ ǘhe CTO aǎ IΩǾe ǳndeǊǎǘood iǘ iǎ ǘhaǘ ǘheȅ aǊe noǿ alloǿed ǘo inclǳde in ǘhiǎ caǎe 

parents in consultations, medical consultations. Which we were never allowed to do before, and this has made 

a huge difference, not so much because of being involved in consultations about treatment but they now listen 

ǘo ǳǎΣ I can Ǌing ǘhe CPN and ǎaȅΣ άIΩm ǿoǊǊied aboǳǘ himέΣ and ǎhe goeǎ ǘo ǎee himΣ and befoǊe iǘ 
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It is worth bearing in mind here, however, that it is not uncommon for those struggling with mental health 

problems to be estranged from their families and other people close to them, and the involvement and 

engagement of Nearest Relatives in this study may not be representative of the overall picture, either locally 

or nationally. It is conceivable that those Nearest Relatives who are more actively involved in the life and care 

of their relative were more likely to respond to our call to take part in the study. Thus, our findings reflect a 

group of Nearest Relatives who may be more invested in their relative’s care than other groups where 

relationships may be strained, severed or absent.  

What we have termed the ‘imperative to care’ embodied in the legislative powers of the CTO was also 

reported by Service Providers to have made a positive difference in a number of key areas. Firstly, several 

Service Providers reported that the fact that a Service User was subject to a CTO made a difference if 

something were to go wrong. Similarly to Nearest Relatives, Service Providers commented that the CTO 

enabled a speedy intervention in the case of deterioration of the Service User’s mental health. Secondly, such 

professional ‘back up’ was regarded as crucial both from a perspective of providing appropriate care for the 

Service User without causing undue stress and anxiety at time of recall, and from the perspective of ensuring 

staff safety. 

TheǊe iǎ an inǘeǊǾenǘion ǘhaǘ can be ǎoǳghǘ ǎo ǘhaǘ ǘhe peǊǎon doeǎnΩǘ deǘeǊioǊaǘe ǘoo faǊΦΦΦ from my point of 

view it is good to get the extra support you need if a Service User is deteriorating... you can get support for the 

Service User quicker (SP1).  

Rather than having to wait until it gets to, you know, quite a chronic stage it just means that [the Service User 

will] be seen more quickly (SP6). 

Care Coordinators made similar statements about the usefulness of the CTO in terms of the speediness of 

recall it enables. One Care Coordinator comments: 

TheǊe ǿaǎ ǾeǊȅ liǘǘle ǊecoǾeǊȅ ǿoǊk going on becaǳǎe ǿe hadnΩǘ Ǌeached ǘhe engagemenǘ pǊoceǎǎ aǘ ǘhaǘ poinǘ 

but we were able to use the CTO 
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Medication is often a contentious issue and the Service Users’ experience of taking their medication, dealing 

with side-effects and their subjective assessment of the actual or potential benefit of taking the medication 

heavily impacts on their experience of the CTO. Many Service Users spoke about their dislike of their 
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Several Service Providers reported that Service Users in their care ‘lacked insight’ into their own mental health, 

commonly evidenced by a belief that they did not need medication which resulted in reluctance or 

unwillingness to take medication. It was particularly in these cases that the CTO was seen as a ‘useful tool’ in 

that conditions which forced the Service User to keep up with their medical treatment provided a stability of 

their mental health that had previously been hard to achieve. 

Baǎicallȅ he doeǎnΩǘ belieǾe that he has a mental health problem ... he was on 300 milligrams [of XXX] at night-

ǘimeΣ ώbǳǘ heϐ decided ǘhaǘ ǎome daȅǎ ȅoǳΩd ǘake млл, sometimes you would take 200... eventually he was 

taken into hospital, and put on a section and then [he was discharged on a CTO], they got his Clozaril sorted out 

and belieǾe iǘ oǊ noǘ heΩǎ ǘoǘallȅ a diffeǊenǘ peǊǎon, ȅoǳ knoǿΚ And he doeǎnΩǘ acǘǳallȅ belieǾe iǘ bǳǘ he iǎ a 

compleǘelȅΣ ǉǳiǘe a diffeǊenǘ peǊǎon becaǳǎe heΩǎ been ǘaking ǘhaǘ medicaǘion ǊegǳlaǊlȅΤ bǳǘ he ǎǘill doeǎnΩǘ like 

iǘ and he ǎǘill aǊgǳeǎ aboǳǘ iǘ andΣ ǿhich iǎ faiǊ enoǳgh bǳǘ iǘ doeǎnΩǘ maǘǘeǊ hoǿ mǳch ȅoǳ acǘǳallȅ ǎaȅΥ άWell, 

a coǳple of ȅeaǊǎ back ǿe ǿoǳldnΩǘ be able ǘo haǾe ǘhiǎ conǾeǊǎaǘionΣ ȅoǳ knoǿΣ ǿhile ǿe can noǿέ (SP3). 

One RC relates the utility of the CTO to the framework that it provides for those Service Users who are 



 
42 

 So I ǘhink he jǳǎǘ needǎ inǘegǊaǘing ǎomehoǿ inǘo ǘhe commǳniǘȅ bǳǘ iǘΩǎ  ǿhaǘ ǘo do ΦΦΦ if ȅoǳ donΩǘ ǎee 

anȅbodȅ elǎeΣ iǘΩǎ like old people iǎnΩǘ iǘΚ Theȅ go inǘo a liǘǘle ǎhellΣ donΩǘ ǘheȅΚ (NR3). 
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as a reassuring ‘structuring force’. One AMHP comments that CTOs are most successful in cases where the 

Service User would benefit from a sense of structure: 

People for whom CTOs works are people who would benefit from a sense of structure - they know that things 

will kick into place quickly if they get unwell (AMHP2). 

Service Users themselves sometimes recognised that the structuring power of the CTO had a beneficial impact 

when they felt they lacked control over their own situation. The perception that they had no choice but to 

comply with the conditions of the CTO meant that medication and engagement was kept up when it might not 

have been otherwise. One Service User comments: 

No I didnΩǘ haǾe a choice ǿhich ǿaǎ jǳǎǘ aǎ ǿell Ǌeallȅ aǎ I coǳld have gone off on the same tangentέ (SU7). 

The element of control, which for some Service Users is experienced as restrictive and punitive, can be 

experienced by others as reassuring or helpful in that it shifts an element of responsibility away from them as 

individual and onto the services and structures their engagement with services. One Service User comments: 

Wiǘh ǘhe CTO ǘheǊeΩǎ a good miȄǘǳǊe beǘǿeen freedom and control (SU11). 

The containing and structuring force of the CTO was sometimes experienced as a deterrent, ensuring that 

conditions were met because although the Service User did not enjoy taking the medication they were ordered 

to take under the CTO they did so because the alternative of an involuntary readmission to hospital was seen 

as worse.  

I donΩǘ mind ǘaking ǘhe medicaǘionΦ I ǎǘill ǿoǳld ǊaǘheǊ noǘ bǳǘ I haǾe ǘo oǘheǊǿiǎe IΩll go back ǘo hoǎpiǘal 

(SU20). 

This could sometimes be seen as a secure transition into the community after a lengthy hospitalisation: 

[The CTO ǿaǎ ǳǎedϐ ǘo keep me in check and ǘo make ǎǳǊe ǘhaǘ I didnΩǘ ǎǘǊaȅ off ǘhe paǘhΦ And noǿ IΩm off ǘhe 

CTO and officially off my section, I was on the CTO for about four, five months (SU4). 

Similarly, clinicians reported that the element of structure and control served to re-engage some of those 

Service Users who had struggled to engage previously. One RC comments: 

These paǘienǘǎ ǿho ǿeΩǊe pǳǘǘing on Commǳniǘȅ TǊeaǘmenǘ Orders, they start to reengage better, they comply 
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CTOs were also felt to be most appropriate for those Service Users who appreciated a sense of containment 

and structure: 

[In the team we have one woman who] has been on supervised discharge, section 3 or a CTO for six or seven 

years and wants to be on the CTO and finds it containing (RC2). 

However, some practitioners mentioned that for the ‘wrong’ kind of Service User, the CTO is ineffective and 

potentially harmful for therapeutic relationships. One Care Coordinator says: 

WheǊe people donΩǘ bǳȅ inǘo iǘ and donΩǘ accepǘ ǘhe aǳǘhoǊiǘȅ in ǿhich iǘ iǎ gǊanǘed ǘhen ȅoǳ can Ǌecall ǘhemΣ 
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It seems that it probably does keep them, a few of the patients, in check and more compliant, some of them 

because they think the CTO is some huge thing and this can happen or that can happen ǿhen ȅoǳΩǊe on a CTO 

(RC7). 

Whilst this was not universally the case and the same RC menti
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CONDITIONS 

Conditions on the CTOs of those 21 Service Users who took part in the study, and in most other cases 

(according to the data recorded by SPFT and according to those practitioners involved in the study), were 
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I phoned up that morning to tell [Care Coordinator] I ǿaǎ going aǿaȅ and ǎo ǎhe ǎaid άOh no, noΣ no I canΩǘ leǘ 

you do ǘhaǘέΦ So ǎhe jǳǎǘ ǎaid άDo ǿhaǘ ȅoǳ ǿanǘέΣ so I went to the airport to go, and there were the police 

(SU1). 

However, with hindsight the Service User could appreciate the reason she was stopped from travelling, even if 

she did not fully put this in context with the risks to her mental health but attributed it more to the restrictive 

nature of the CTO: 

I ǿaǎ fine ǿiǘh iǘΦ I ǳndeǊǎǘand noǿ hoǿ iǘ ǿoǊkǎ ǎoΧ όSU1). 

Further, it was often felt by practitioners that if recall could be avoided through communicating with the 

Service User and to some extent using the implied threat of recall as a resource for encouraging the Service 

User to re-engage with services or start taking their medication again: 

I think the Care Coordinator is quite key here in continuing to talk to the patient about the CTO and about the 

Ǌeaǎonǎ foǊ Ǌecall and IΩǾeΧ and ǿheǊe iǘΩǎ been effecǘiǾeΣ and I haǾe ǎoǊǘ of ǎeen case notes and talked to Care 

CooǊdinaǘoǊǎ and ǎeen ǘheiǊ ǊecoǊdǎ ǿheǊe peǊhapǎ ǘheȅΩǊe ǎǘaǊǘing ǘo Ǌelapǎe and IΩǾe ǎeen ǘhe Care 

Coordinators talk to them, to the patient, about the CTO, just reminding them about the conditions for recall 

and they could be recalled and sometimes recall is then averted in that instance simply because the Care 

Coordinator had understanding abou
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discharged early and this was agreed – she felt she had a very good relationship with the professionals 

involved. Most felt that the support they had received from Care Coordinators and Support Workers (if in 

supported accommodation) was very good. However, there was likely to have been a positive bias in this 

respect, owing to the self
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The same Nearest Relative goes on to comment: 

I mean I ǘhink he iǎ a biǘ of a ǘǊial and eǊǊoǊ caǎe ǎo maȅbe ǘheȅ donΩǘ knoǿΣ peǊhapǎ iǘΩǎ all leaǊning all the 

ǘimeΦ I donΩǘ knoǿΦ... I donΩǘ Ǌeallȅ feel that I fully know exactly what is going on (NR2)
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I now have a voice which I didnΩǘ haǾe befoǊeΣ iǘ ǿaǎΥ άWell you can let me know what you think about how 

ȅoǳǊ ǎon iǎΣ bǳǘ I canΩǘ liǎǘen ǘo ȅoǳΣ ȅoǳΩǊe noǘ inǾolǾed and bȅ laǿ ȅoǳ canΩǘ beΣ IΩm clocking and ǘaking doǿn 

what youΩǊe ǎaȅing in mȅ head and IΩm moniǘoǊing iǘ bǳǘ I canΩǘ do anȅǘhing becaǳǎe of ǿhaǘ ȅoǳ ǎaidΣ and ǿe 

canΩǘ diǎcǳǎǎ ǿiǘh ȅoǳ ǿhaǘ ǿe ǿoǳld do eiǘheǊΣ noǊ can ǿe go ǘo him and do anȅǘhing ǳnǘil he becomeǎ ǎo ill 

ǘhaǘ heΩǎ goǘ ǘo be ǎecǘionedέ (NR1). 

However, not all Nearest Relatives felt listened to or able to communicate well with services, in particular in 

regard to the consultant psychiatrist. As one Nearest Relative comments: 

When IΩǾe knoǿn heΩǎ going doǿnhill and I haǾe felǘ ǘhaǘ I ǿaǎnΩǘ Ǌeallȅ being listened to enough then and I 
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Iǘ haǎnΩǘ been ǿiǘhoǳǘ ǘǊial and error along the way (AMHP5). 

They do, however, have regular team meetings and good peer support and many AMHPs mentioned this as a 

crucial strength in their work. Many felt it was helpful to have one member of the team in particular who has a 

strong interest and knowledge of CTOs and many could identify such a person, whom they could ask for 

advice. However, possibly as an effect of relying heavily on peer support, many AMHPs raised the issue that 

there was few general guidelines and therefore different people (and in extension different teams) had 

developed different ways of working. Some mentioned they would ask AMHPs working in AOTs because they 

had more experience with CTOs. 

There were initially many aspects that were unclear and the complexities around recall often cause confusion: 

When ǎomebodȅΩǎ on a CTO and ǘheȅ agǊee ǘo come inǘo hoǎpiǘalΣ ǘhaǘ one ǘhǊeǿ ǳǎ iniǘiallȅ becaǳǎe ǿe 

thought are we recalling them? Are we revoking them? Or are they going to be an informal patient or are they 

ǎǘill deǘainedΚ Yoǳ knoǿ ǿe ǎoǊǘ ofΣ ǘhaǘ ǿaǎ iniǘiallȅ and I mean noǿ ǿeΩǾe goǘ oǳǊ headǎ Ǌoǳnd iǘ bǳǘ iǘ ǿaǎ 

quite complicated at first (AMHP5). 

Despite the mentioned brief dedicated training, many AMHPs felt that they had received adequate training 

and support, and updates on training, especially around legal aspects (often focusing around the CTO) met 

some of the need for further training, although a few felt that a bit more training would be useful. 

SKILLS 

AMHPs regarded the necessary skill set to do their job to include awareness of Service User’s needs, which 

meant they need good interviewing and assessment skills and being able to look broadly at a person’s 

situation, having empathy and being Service User focused, to have a good understanding of the law and be 

able to interpret the law, assess risk and make a reasonable plan to manage risk. AMHPs also need an 

understanding of the law and the spirit of the Act and need the confidence to say no if necessary and argue 

the case based on understanding of the law and human rights legislation. Other AMHPs mentioned that being 

aware of the possibility that certain types of Service Users with certain characteristics or types of diagnoses are 

more often placed on CTOs and that this could be tantamount to discriminatory practice: 

I think we have to be very clear about anti-discriminatory practice to be sure that those people who are being 

conǎideǊed foǊ CTO donΩǘ peǊhapǎ fiǘ ǎome paǊǘicǳlaǊ pǊofile of a peǊǎonΦ I get a sense that there are more males 

conǎideǊed foǊ CTO ǘhan femaleǎ and IΩm noǘ ǉǳiǘe ǎǳǊe ǿhȅ ǘhaǘ iǎ but I get a sense of that really - perceptions 

of dangerousness perhaps and we have to be sort of very careful about that (AMHP4). 

Some AMHPs also mentioned the importance of being able to impart information to the Service User about 

their rights under the CTO and about tribunals and their right to the Independent Mental Health Advocacy 

(IMHA) service. 

PROFESSIONAL ROLE AND DECISION-MAKING 
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ǊeǾieǿΣ iǘΩǎ done and dǳǎǘedΣ ǘheȅ ǿanǘ ǘo diǎchaǊge ǘhem on a CTO ǘhaǘ daȅ and ǘhe AMHP iǎ aǎking all sorts 

of questions (AMHP4). 

Some issues have been raised by AMHPs in relation to saying no to a CTO application and going against the 

opinion of an RC. For example in the area of care planning, where a disagreement may have surfaced around 

the emphasis on medical care rather than social care provision or in cases when the Service User clearly 

objected to being subject to the CTO. A related concern was the relationship between the ward team and the 

community team, which AMHPs felt undermined the social care aspect of the CTO. One AMHP comments: 

Iǘ ǿonΩǘ ǿoǊk ǳnleǎǎ ǘheȅ haǾe a good Ǌelaǘionǎhip ǿiǘh ǘhe community team. There was no link between the 

community team and the ward team. That is absolutely vital. It is all based on the quality of the relationship, 

ǘhaǘΩǎ ǘhe cǊiǘical ǘhingΦ If iǘΩǎ noǘ ǘheǊeΣ iǘΩǎ noǘ going ǘo ǿoǊk (AMHP2). 

Other cases of disagreement between AMHPs and RCs sometimes related to whether it was thought the CTO 

would have any utility for that particular Service User, particularly in cases where the Service User already fully 

complied with their medical treatment. Disagreements between AMHPs and RCs about whether to put in an 

application for a CTO could sometimes lead to tension and even anger and resentment, when the AMHP found 

themselves in a position of having to emphasise the ethical issues around compulsion and make sure the least 

restrictive option was chosen: 

Well iǘΩǎ Ǌeallȅ difficǳlǘ becaǳǎe if ǿhen I chooǎe noǘ ǘo pǳǘ ǎomebodȅ on a CTOΣ ǿhen I ǎaȅ noΣ ǘheǊeΩǎ ǉǳiǘe 

ofǘen ǉǳiǘe a loǘ of angeǊ oǊ Ǌeǎenǘmenǘ in ǘhe ǘeam aǊoǳnd ǿell ȅoǳ knoǿΣ ǿhȅ coǳldnΩǘ ȅoǳ jǳǎǘ do ǘhaǘ and 

they are going to get unwell now, or, and I think without sort of them looking at how we are restricting 

ǎomebodȅΩǎ libeǊǘȅ heǊe [...] so around kind of the ethical issues (AMHP6). 

Some AMHPs mentioned instances where the RCs unwillingness to accept the final decision of the AMHP 

resulted in angry emails and requests that a manager reviews the decision. Some AMHPs commented that the 

role necessitates not being ‘intimidated by doctors’. Others felt the relationship between AMHPs and RCs had 

taken a step backwards 
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CONDITIONS 

AMHPs recognised that conditions usually focused on medication, with the additional condition to attend 

meetings with the team: 

The RC will talk about medication quite a lot, alcohol use, drug use, where somebody will live, seeing us on a 

regular basis. Sometimes we even s
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In terms of the Service Users that most benefit, those who have had lots of admissions to hospital and are likely 
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As this RC points out, the nature of working relationships and agreement within the team is highly dependent 

on the way of working within different teams and the nature of team discussions around the potential CTO. 

THE INFLUENCE OF THE BED MANAGEMENT POLICY  

Many RCs recognised that CTOs were in part a result of pressures from the Bed Management Policy to 

discharge in-patients and reduce bed days: 

As an inpatient consultant and as a former lead for the acute services umm, a CTO means a patient is 

diǎchaǊged fǊom hoǎpiǘal and ǘheǊefoǊe ǘheȅ donΩǘ coǳnǘ ǘowards the bed days. Somebody on extended section 

17 leave counts towards the bed days.... and there are government targets to reduce the length of stay.... iǘΩǎ a 

bureaucratic advantage [to use a CTO] (RC
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TYPES OF DIAGNOSES AND TYPES OF SERVICE USERS  

In accordance with the analysis of Trust records presented above, one RC who works in AOT reports that his 

patients on CTOs are overwhelmingly diagnosed with schizophrenia: 

Out of... was it 19 periods of CTO and 18 patients, all but two of them have got schizophrenia (RC10). 

An RC who works in a forensic unit has a similar experience: 

I
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may or may not be the same hospital that manages the CTO. However, some RCs also mentioned difficulties 

concerning the time-frame of recall in relation to the Bed Management Policy: 

The chap IΩǾe jǳǎǘ ǎeenΣ he doeǎnΩǘ haǾe a poǎǘ-boȄ in hiǎ flaǘ and ǘheǊeΩǎ no ǿaȅ of geǘǘing inǘo ǘhe flaǘΣ ǎo ǿe 

had ǘo ǎend one ǘo him in ǘhe poǎǘ onceΣ and againΣ ǘhaǘ ǿaǎnΩǘΣ iǘ ǿaǎ a biǘ diǎaǎǘǊoǳǎΣ iǘ doeǎnΩǘ ǿoǊk ǿiǘh ǘhe 

TǊǳǎǘΩǎ Bed Managemenǘ Policȅ coǎ ȅoǳ geǘ тн hoǳǊǎΣ and bȅ ǘhaǘ ǘime ǘhe bedΩǎ giǾen aǿaȅΦ ThaǘΩǎ ǘhe oǘheǊ 

hǳge difficǳlǘȅΣ ǘhaǘ ǘhe TǊǳǎǘ Bed Managemenǘ Policieǎ donΩǘΦΦΦ canΩǘ deal ǿiǘh ǘhe Ǌecall pǊoceǎǎΣ iΦeΦ ǘhaǘ iǘ 

may be a period of time before making a decision to recalling someone, and actually then arriving on the ward 

(RC10). 

The communication pathways between the community team and the ward are not always clear and become 

especially difficult out of hours, where it has been reported that Care Coordinators have had a hard time 

liaising over the admission of a Service User. Other issues around recall included the involvement of the police 

in forcibly recalling someone to hospital, where a lack of information sometimes meant the police questioned 

their right to forcibly bring someone to hospital. 

All RCs interviewed had dealt with a recall of a Service User under a CTO. Whilst this was found to be both 

administratively and practically complex (and often traumatic for the Service User). However, it was 

considered more straightforward than the process would be for Service Users not on a CTO: 

 IǘΩǎ a biǘ of a pedanǘic palaǾa bǳǘ eaǎieǊ ǘhan ǎoǊǘing oǳǘ a fǊeǎh Menǘal Healǘh Acǘ aǎǎeǎǎmenǘ ǘhaǘΩǎ foǊ ǎǳǊe 

(RC3). 

Recall was sometimes found to be helpful in reinforcing the powers of the CTO and encouraging future 

compliance. One RC tells the story of a Service User who was on oral medication, which her carers were 

supposed to supervise her taking, however they had not watched her closely enough and it was found that she 

had been spitting the pills out, which had led her to relapse: 

Becaǳǎe IΩd eȄplained ǘo heǊ befoǊehand ǘhaǘ ǘhiǎ ǿaǎ ǘhe poǿeǊ ǘhaǘ ǘhe CTO gaǾe me and ǘhaǘ ǎhe hadnΩǘ 

actually complied, she only needed to have the three days in hospital before she recognised that we actually 

needed to take the medication if she was going to be able to stay out. So, she only needed that one recall to 

ǿoǊk oǳǘ foǊ heǊǎelf ǘhaǘ ǘhe beǎǘ ǘhing ǘo do ǿaǎ jǳǎǘ ǘo ǘake heǊ medicaǘionΦ SheΩǎ been abǎolǳǘelȅ fine foǊ ǘhe 

last 18 months or two years since that happened (RC 9). 

DISCHARGE 

The length of time that the CTOs that the RCs were (or had been) responsible for had been in force varied 

greatly, with some having been in force since they came in in 2008, and others having been discharged at the 

first six month review. Reasons for discharge or renewal were assessed on an individual basis and there did not 

seem to be a general pattern, except that Service Users under a forensic section tended to be kept on their 

CTOs longer, due to the perceived higher risk.  
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THERAPEUTIC RELATIONSHIPS 

The potential effect of CTOs on therapeutic relationships between Care Coordinators and Service Users makes 

for a complex picture, with both negative and positive comments from the Care Coordinators interviewed. 

There were some strong concerns from some Care Coordinators, particularly those who were nurses, about 

the negative impact on therapeutic relationships and incompatibility with principles of nursing. One CPN felt 

powerless in not feeling she had any option in working with CTOs even though she disapproved of them and 

found it harmful to her relationship with the Service User
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Care Coordinators also often viewed the CTOs to be particularly useful in their capacity to recall quickly in case 

of deterioration and in that they were in agreement with the other professional groups: 

TheǊe ǿaǎ ǾeǊȅ liǘǘle ǊecoǾeǊȅ ǿoǊk going on becaǳǎe ǿe hadnΩǘ Ǌeached ǘhe engagemenǘ pǊoceǎǎ aǘ ǘhaǘ poinǘ 

but we were able to use the CTO in some way to try and encourage engagement but what it actually enabled 

us to do was to recall her into hospital at an earlier stage (CC3). 

CONDITIONS 

Care Coordinators for the most part agreed with RCs in that specific and restrictive conditions were not viewed 

as helpful: 

The moǊe ǊeǎǘǊicǘiǾe ȅoǳ make ǘhem ǘhe leǎǎ ǳǎefǳl ǘheȅ aǊe and ǘhe moǊe ȅoǳΩǊe kind of ǎelling people ǳp ǘo 

noǘ be labelled ǘo do ǿhaǘ ȅoǳΩǊe aǎking ǘhem ǘo doΦ So ǿeΩǾeΣ I gǳeǎǎ ǘheǊeΩǎ been occaǎionǎ ǿhen ǿeΩǾe had 

stuff on there about attending drug and alcohol services for instance or providing drug screens.But even, that, 

ǿe ǘend noǘ ǘo do Ǌeallȅ noǿ becaǳǎe again ǿeΩǾe goǘ ǎoǊǘ of a high percentage of dual diagnosis - people who 

iǘΩǎ jǳǎǘ noǘ alǿaȅǎ Ǌealiǎǘic ǘhaǘ ǘhey would be able to do that (CC2). 

When it comes to monitoring of the conditions, Care Coordinators also recognised that if the Service User was 

not on a depot injection it was very difficult to monitor their medication and know whether they were 

complying with treatment: 

[The Service Userϐ ǿaǎ on oǊal medicaǘion and I coǳldnΩǘ moniǘoǊ ǘhaǘ on a daȅ ǘo daȅ baǎiǎ ǎo I ǿaǎ haǾing to 

take her word for it (CC3). 

When it came to monitoring oral medication Care Coordinators have a more delicate job in assessing whether 

the medication is actually taken and put this in context of the Service User’s mental health state, as one 
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In response to the question of whether the CTO made the recall process less traumatic for the Service User, 

the same Care Coordinator says: 

I donΩǘ think it made any difference. We had to go to court, we had to get violent, we had to get police escorts 

(CC3). 

In some instances when the Service User were residing in a different area, recall was even more complex and 
roles and responsibilities unclear.
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WeΩǊe ǘhe people ǿho aǊe going ǘo be ǿoǊking ǿiǘh ǘhem on a daȅ ǘo daȅ baǎiǎ
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Because he is on a Community Treatment Order, 
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CONCLUSION 

SUMMARY OF KEY ISSUES 

Below we highlight a number of key tensions in the use of CTOs and related issues identified by this study. 

WORKING RELATIONSHIPS 

This study found that for the most part there tended to be agreement between the professionals around most 

aspects in relation to the CTO. However, there were some disagreements, particularly between RCs and 

AMHPs. Some AMHPs for example describe RCs as too risk averse and are unhappy about RCs and Care 

Coordinators deciding upon the CTO and even informing the Service User before involving AMHP. RCs could be 

unhappy if AMHPs not in agreement. Some disagreements were also evident around the nature of conditions – 

whether these should include specific conditions (e.g. around substance misuse) or only more general 

conditions e.g. around taking medication and attending appointments (also in at least one case disagreements 

noted between in-pat9(e)4(ag1550.15 Tm3
BT
1 0 c9e)-7(s)n

---



 
75 

take oral medication in hospital whereas the condition of his CTO was to have injections. Most Service Users
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INDICATORS FOR GOOD PRACTICE 





http://www.theguardian.com/social-care-network/2012/jul/16/social-care-white-paper-policy-disaster
http://www.theguardian.com/social-care-network/2012/jul/16/social-care-white-paper-policy-disaster
http://www.dh.gov.uk/prod_consum_dh/groups/dh_digitalassets/documents/digitalasset/dh_072728.pdf
http://www.otago.ac.nz/law/research/otago036152.pdf
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_084597
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_084597
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/136422/White-Paper-Caring-for-our-future-reforming-care-and-support-PDF-1580K.pdf
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/136422/White-Paper-Caring-for-our-future-reforming-care-and-support-PDF-1580K.pdf
http://www.spn.org.uk/fileadmin/SPN_uploads/Documents/sct-guide-oct08.pdf


http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_081118
http://webarchive.nationalarchives.gov.uk/20130107105354/http:/www.dh.gov.uk/en/Publicationsandstatistics/Publications/PublicationsPolicyAndGuidance/DH_081118
http://www.mentalhealthalliance.org.uk/news/prctosreport.html
http://www.legislation.gov.uk/ukpga/1983/20/contents
http://www.mind.org.uk/media/211306/listening_to_experience_web.pdf
http://www.nacro.org.uk/data/files/nacro-2008102702-452.pdf
http://www.ons.gov.uk/ons/index.html
http://www.ons.gov.uk/ons/index.html
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APPENDIX A 

PARTICIPANT INFORMATION SHEET FOR PRACTITIONERS AND SERVICE PROVIDERS
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What are the possible disadvantages and risks of taking part? 

There should be no risks involved. However, this study involves you talking about your current and possibly 
past practice with Service Users subject to CTOs, which you may find upsetting. Should involvement in the 
study cause you any distress, you are free to take a break from or stop the interview at any time without giving 
a reason.  

Will my taking part in this study be kept confidential? 

Yes. We treat everything you tell us in confidence. Only those employed/ known the university will type up 
interviews and will be asked to sign a confidentiality form before doing so. We will not share any identifying 
information with anyone else outside the research team. The only exception to this would be if the 
researchers were required to contact an appropriate person or authority because something you said 
indicated you or another person was at risk of harm. Equally, if anything you said indicated that any 
professional practice was not in keeping with practice requirements and standards, the researchers would be 
obliged to disclose this to social services. If we write up or present anything about the findings from the 
interviews your name or details that may identify you will not be used. We will also keep any data relating to 
you on a password protected computer and any typed interviews in a locked filing cabinet. Your personal and 
contact details will be kept separately from typed interviews for a period of time after the study and then 
destroyed. 

What if something goes wrong? 

Any complaints should be referred to the Dr Julia Stroud (the person coordinating the research) in the first 
instance; Tel:  (01273) 643853 or email: J.Stroud@brighton.ac.uk. If the matter is unresolved, a further 
complaint can be made to Professor Phil Haynes (Head of School of Applied Social Science) by telephone: 
(01273) 643465 or email: P.Haynes@brighton.ac.uk.  

What will happen to the results of the research study? 

All participants will receive a summary of findings, and the full findings of the study will be written up in a 
report and in one or more journal articles. We also aim to develop a practice guide. These will be available via 
relevant web based organisations and the University of Brighton’s Social Science, Policy and Research Centre 
(SSPARC) website and in paper format if desired. We will also seek to disseminate findings via national and 
regional networks of practitioners and providers of social care/ social work services and through voluntary 
organisation networks.  

Who has reviewed the study? 

This study has been reviewed by the National Institute for Health Research, School of Social Care Research 
(who are funding the study); University of Brighton, Faculty of Health and Social Science Research Ethics & 
Governance Committee, National Health Service Research and Development research ethics committees of 
the Integrated Research Application System (IRAS) and the local authority governance panels for East Sussex, 
West Sussex and Brighton and Hove, where the study will be taking place.  

Contact for Further Information 

If you would like any further information or to discuss any of this information, please contact:  

Laura Banks, Research Fellow, University of Brighton, Falmer, Brighton, BN1 9PH; Tel: (01273) 644599 or 

email: L.C.Banks@brighton.ac.uk.      

Thank you very much for reading this. We hope that you will agree to participate in this study and look 
forward to hearing from you. 

 

 

 

mailto:J.Stroud@brighton.ac.uk
mailto:P.Haynes@brighton.ac.uk
mailto:L.C.Banks@brighton.ac.uk
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APPENDIX C 

SOCIAL CARE PRACTITIONER/ SERVICE PROVIDER PARTICIPANT CONSENT FORM 

 

 

Social Care Practitioner/ Service Provider Participant Consent Form 

 

An Exploration of Service User 
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APPENDIX D 

NEAREST RELATIVE PARTICIPANT CONSENT FORM 

 

 

 

 

Nearest Relative Participant Consent Form 

 

An Exploration of Service User and Practitioner Experiences of Community Treatment Orders (CTOs)   

 

 I agree to take part in this research study. 

 I have read, or been read, the information sheet, and the researcher has explained to my satisfaction 
the purpose of the study and what my participation will involve. 

 I am aware that I will be asked to answer questions about my experiences of my relative’s Community 
Treatment Order (CTO) and answer questions. This may mean talking about things of a personal 
nature which I may find upsetting. 

 I understand that any confidential information will be seen only by the research team unless they are 
very worried about the safety and well-being of anyone, in which case they may need to speak to an 
appropriate person about this (e.g. mental health services, GP)  

 I understand that I will not be identified personally but that my words may be used as quotes in the 
report or in any articles written by researchers.   
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APPENDIX E 

SERVICE USER PARTICIPANT CONSENT FORM 

 

 

 

Service User Participant Consent Form 

 

 

An Exploration of Service User and Practitioner Experiences of Community Treatment Orders 

 

 I agree to take part in this research study. 

 I have read, or been read, the information sheet, and the researcher has explained to my satisfaction 
the purpose of the study and what my participation will involve. 

 I am aware that I will be asked to talk about my own experiences of my Community Treatment Order 
(CTO) and answer questions. This may mean talking about things of a personal nature which I may 
find upsetting. 

 I am aware that the researcher carrying out the interview will be from the University of Brighton, 
with, if I have requested, a Service User researcher present. 

 I understand that any confidential information will be seen only by members of the research team 
and no one else with the exceptions of indications of risk of harm to myself or  another 

 I understand that I will not be identified personally but that my words may be used as quotes in the 
report or in any articles written by researchers.   

 I agree to the interview being tape recorded. 

 I understand that I am free to withdraw from the research at any time, without giving any reasons. 

 I agree that anonymised (not including my name) data collected may be later archived and used by 
other researchers.    

 

Name (please print): ....................................................... 

 

Signed: ............................................................................. 

 

Date:................................................................................ 

 

 



 
86 

APPENDIX F 

PARTICIPANT CONSENT FORM FOR BEING CONTACTED BY A RESEARCHER TO SET UP AN 

INTERVIEW 

 

 

 

Participant Consent Form  - consent to be contacted by a researcher 

An Exploration of Service User and Practitioner Experiences of Community Treatment Orders  

If you are happy to take part in an interview, please tick the box below and provide your contact details so a 

researcher can contact you: 

I agree to a researcher contacting me to arrange an interview.  I understand that I will be free to 

change my mind and decide not to participate at any time, without giving any 

reasons................................................................................ 

Name:   ________________________ 

Address:  ________________________ 

  ________________________ 

  ________________________ 

Email:  ________________________ 

Phone:   ________________________ 

Please tick to indicate which time of day you would you prefer us to telephone you or indicate a specific time 

you would like us to call you in the space provided: 

Morning                Afternoon               Evening                 Anytime               Specific time: _________  
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APPENDIX G 

PARTICIPANT INFORMATION SHEET FOR SERVICE USERS 

 

 

An Exploration of Service User and Practitioner Experiences of Community 
Treatment Orders  

Participant Information Sheet   

You are being invited to take part in a research study. It is important for you to understand why the research is 
being done and what it will involve. Please take time to read this information sheet take part before making 
your decision about whether or not participate.  

What is the purpose of the study? 



mailto:J.Stroud@brighton.ac.uk
mailto:P.Haynes@brighton.ac.uk
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