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History of the CTO

* Introduced in 2007 revision of the MHA — enacted November 2008

* S17a-g encompass supervised community treatment

* Not used for people subject to part 3 orders with restriction but may
be used on people unrestricted by part 3.

* Part of a general theme in mental health throughout 1990s - early
2000s — “New Long Stay”, “Revolving Door” — people subject to
frequent readmission with hypothesis that this was to do with
treatment compliance.

* CTO cannot enforce medication compliance but can support swift
recall without full s12 reassessment.



CTOs — brief overview

The criteria of which the RC must be satisfied are found in s17A(5):

(a) the patient is suffering from mental disorder of a nature or degree
which makes it appropriate for him to receive medical treatment;

(b) it is necessary for his health or safety or for the protection of other
persons that he should receive such treatment;

(c) subject to his being liable to be recalled as mentioned in paragraph
(d) below, such treatment can be provided without his continuing to
be detained in a hospital;

(d) it is necessary that the responsible clinician should be able to
exercise the power under section 17E(1) below to recall the patient
to hospital; and

(e) appropriate medical treatment is available for him.



CTOs — brief overview

* The time periods for a CTO are the same as for detention under s3. It lasts
initially for a maximum of six months, but can be renewed for a further six
n;%r&t(lgsnand thereafter can be renewed for 12-month periods (s17C,

S :

* There are two mandatory conditions (s17B(3)):

* (a) a condition that the patient make himself available for examination
under section 20A

* (b) a condition that, if it is proposed to give a certificate under Part 4A of
this Act in his case, he make himself available for examination so as to
enable the certificate to be given.



From ‘Rethink’ guide to CTOs

9. Frequently asked questions about going back to hospital

Will | have to go back to hospital if | break my community treatment
order conditions?

If you break a condition you won't go straight to hospital. Your responsible

clinician (RC) should only recall you back to hospital so you don't get
unwell again or act in a risky way.*

If you do not attend an appointment with your RC or second opinion
appointed doctor (SOAD) you will probably be recalled.*' You might not be
recalled if you have a good reason for not going to an appointment.

Will I have to go back to hospital if | stop taking my medication?

Your RC may recall you if you stop taking your medication. Your RC will
only recall you if they think that you will become unwell again. You may be
able to stop a recall if you agree to take medication again and talk about
why you stopped it in the first place.™



CTOs and People with Dx BPD

* Very little research and clinical focus

* Single paper : Sen and Irons (2010) — “Personality Disorder and the
Mental Health Act (Amended).

* Discusses the potential benefits of CTOs:

* Swift readmission when risks increase

* Encouragement to attend psychological treatment i.e. potential benefits of
informal coercion.

* But paper expresses concerns re non medical RCs related to Out of Hours
care and the current state of the system.



What do Service Users say?

* Very little published work specifically relating to people with Dx BPD
and CTOs.

* Need to infer from published SU views re : what | [ UFM

ropct

Diagnosis they have been given. N———
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What was your overall experience of your
cTo?

How patients in New Zealand view community
treatment orders

ANITA GIBBS ', JOHN DAWSON *, CHRIS ANSLEY *, &
RICHARD MULLEN *

R L A )

L Dopartment of Commiamity and Famaly Seudics, *Facwity of Law, and > Department of Povkological
Medicine, Umiversity of Oago, Dumedin, Neew Zoaland

very peor  poor fair ROOD vy g0 (0 AUSWEL COMmenL

only

Abstruct =
Buckgrownd: New Zeakand op a will-émbedded coniméinity e schinia i (6% n=1) Very poor
with secious mentad diarders. A sinsitir scheme may be d for Englind and Wales, (12% n=2) | Poor
Ay To explore the views of patients with recent experience of community trestment orders. (35% n=6) Fair
Mdnlwmmmmmnaﬂamhhﬁmmuﬁmﬂdwhwg}tn (18% n=3 Gond
Jeast 6 months, were included, subject to thelr cap Forty<twa out of 84 —
younu-l participants were interviewed, (12% n=2 Very good
Rosudes: The of p were lly supponive of the arder, (12% n=2 No answer

specially if the alternative wis hospital. Many valued the sccess (0 S0nices amid sese of secuy (*5% n=1) Comment only {(note percentage pov downward rounded Lo make 100)
htained, and atributed i in their health to treatment undir the onder, They abo

reduced choice sbout medi and o resids and wavel. Foe a minanty
thix mesat they were serangly oppxred 1o the order, but for most the restections did nor unduly kinder
thers, The majority of patierts viewed the ender m a Bl e somards commemiey stabsty Comments:
Ci The of orders is § by most patients undes them
NmeulubymnmeﬂmﬂMnnhtMcum dﬂummmwm Negative:
o RieSTAIhiese: + "I don? think theyve done me much good in the long run™
Keywords: Menral heaith, pari in evders, outpati i o "It like to come offirsoI'm OIK-IOYS quite peeved when they keep me on it.
I've been on it three years now”,
o "I feel uncomfortable about Just being o Jeile o ay from being back in

Introduction hospital”,
This paper explores the experiences of 42 mwlunm outpatients under NZ's community Positive:
treatment order (CTO) regime. This req to accepr psychiatric trearment * "Sometimes I seeit asa saic . =t, I get on well with my care coordinator”,
outssde hospital, subject 1w regular, mdzpcndcm review, The core requirements are (o o "I know now I need it”,
maintain continuing coatact with community mental health professionals and to accept o "Nub too had”
medication as prwcnbcd_

A similar regir ) d in Scotland by the Menml Heahth (Care and

Treatment) (Scoclmd) Act 2003, In England and Wales, mvoluntary treamment of “non-
ressdent”™ patients would alvo be authorized if the Draft Mental Health Ball 2004, now before
the UK Parliament, was d in i p form (Dep of Health, 2004),
enhancing the powers avallable under supervised discharged orders since 1995 (Pinfold,
Bindman, Thomicroft, Franklin, & Hatfield, 2001).

www.lshealthcare.co.uk



Evidence Base for CTOs & (it

* 2014 - special edition of ‘Psychiatric Bulletin’ -
CTOs

* ‘OCTET Trial’ (Burns and Molondynski, 2014)

* Multisite pragmatic single outcome RCT

* 100% data collection, n = 333, 46 NHS MH
Trusts. 12 month duration.

* Comparison of readmission — CTO vs $17

* Found no difference in readmission rates (36%)
* Conclusion = CTOs ineffective

* Considerable debate ref: findings




Attachment

Bartholomew’s four-category model of adult attachment (after Bartholomew & Horowitz, 1991).
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Attachment and the Mental Health Act

* MH legislation is principally concerned with symptoms and risk, and
the need for treatment.

* In clinical practice, the relationship that people have with the MH
system is filtered through the MH Act.

* The act can sometimes be representative and symbolic of the quality
and nature of care and concern in the mind of the person detained,
as well as a practical legal exercise.

* This seems psychologically obvious but is omitted from both the act
and the CoP.



Integrated Treatment Model Livesley, w.J. (2003)

Practical Management of Personality Disorder. New York : Guilford.

1: Safety:
Provision of structure and support
2: Containment: 1.Crisis
Generic supportive and containment management
interventions
Medication
: Control and regulation: 2. Increase
Medication regulation of
Affect tolerance and control skills impulses and
Impulse control emotions
: Exploration and change:
Cognitive, interpersonal, and 3. Exploration of
psychodynamic interventions more affect arousing
: Synthesis: material
Cognitive and psychodynamic
interventions 4. Construct a more
adaptive life script
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