
Advances in psychiatric treatment (2010), vol. 16, 260–262 doi: 10.1192/apt.bp.109.007815

260

COMMENTARY

The community treatment order (CTO) (Box 1) is 
primarily used to address treatment non-adherence 
– usually in people with serious mental illness who 
lack insight into their predicament – by com pulsory 
treatment in the least restrictive environ ment 
(i.e. compared with in-patient care). Community 
treatment orders were first introduced in the USA 
in the mid-1970s and they now are also used in 
several other countries, including Australia and 
New Zealand. In Australia, Lambert et al (2009) 
found that individuals subject to a CTO were more 
than twice as likely to be receiving long-acting 

injections of antipsychotic medication as opposed 
to an oral antipsychotic – another common strategy 
to address treatment non-adherence. 

There has been lengthy debate regarding the 
introduction of the CTO in the UK, particularly 
in relation to managing risk (Sensky 1991). A 
Cochrane review (Kisely 2003) examining the 
efficacy of CTOs pooled data from the only two 
relevant trials and estimated that 85 people 
would need to receive a CTO in order to avoid one 
psychiatric admission, and that 238 people would 
need to receive a CTO in order to avoid one arrest. 
These numbers are substantially greater than one 
might expect. However, these two ‘non-efficacious’ 
randomised trials concerning CTOs (Swartz 1999; 
Steadman 2001) had methodological problems 
(Szmukler 2001; Swartz 2004), and the Cochrane 
review also excluded the larger body of relevant 
qualitative data.

A systematic review (Churchill 2007) of 
over 70 studies concluded that CTOs lacked 
consistent evidence of benefit and that findings 
from naturalistic CTO studies were likely to be 
unreliable. Nevertheless, there are qualitative data 
available demonstrating some benefits of CTOs: 
for example, O’Reilly et al (2006) concluded that 
patients found that CTOs provided structure in 
their lives (Box 2); families found CTOs necessary 
when patient insight was limited; and clinicians 
‘were more consistently positive’ than either 
patients or families (Box 3). 

CTOs in England and Wales
Supervised CTOs have been used in England 
and Wales since November 2008. In this issue of 
Advances, Macpherson et al (pp. 253–259) provide 
helpful practical guidance for clinicians who are 
considering the use of a CTO, with accompany-
ing illustrative case vignettes. Briefly, CTOs can 
only be applied after an initial period of detention 
in hospital, and the requirements or ‘conditions’ 
specified in the CTO application may focus on 
aspects of treatment and risk management, 
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SuMMARY

Despite the lack of supportive scientific evidence, 
the uptake of community treatment orders (CTOs) 
in England and Wales since their introduction in 
late 2008 has been higher than expected, although 
there has been a relative dearth of second opinion 
appointed doctors. In Scotland, CTOs now constitute 
about 30% of all long-term civil detentions, with 
lack of insight and lack of treatment adherence 
given as the major reasons for CTO use. Ethical 
considerations such as balancing autonomy 
against health needs will continue to be weighed 
by clinicians considering compulsory treatment in 
the community.

DEClARATiON Of iNTEREST

None.

BOx 1 How might a CTO work?

directly through the enforcement of care and treatment, 
and indirectly through the therapeutic relationship. 
structurally, a Cto: 

binds into place a ‘structure for care’•	

commits service providers to the care of the patient•	

gives the patient priority for care•	

supports the family’s insistence on treatment•	

gives housing providers the confidence to care.•	

† see pp. 245–252 and 253–259, 
this issue.
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BOx 2 Patients’ favourable views regarding 
CTOs 

patients felt that Ctos allowed them more freedom and •	

control over their lives than hospital care

they valued the sense of security and enhanced access •	

to services

they valued the ongoing support of mental health •	

professionals and accommodation providers

they viewed a Cto as a transitional step from a chaotic •	

to a more stable style of life

they assessed their Cto in light of their prior patient •	

career and negative experience of institutions.

(o’reilly 2006)

including restrictions regarding place of residence. 
A further statutory condition is that the patient 
must meet with a second opinion appointed doctor 
(SOAD) for authorisation of medication treatment 
within a given time (usually 1 month). If the patient 
fails to comply with the conditions of the CTO, they 
can be ‘recalled’ to hospital for up to 72 h. If the 
patient continues to refuse treatment, the CTO is 
‘revoked’ and the patient is once more detained in 
hospital under a hospital treatment order. 

Also in this issue, Brookes & Brindle (pp. 
245–252) consider how supervised community 
treatment under a CTO fits into the existing 
legislative framework, and anticipate possible 
consequences for clinical practice. Although the 
Department of Health in Westminster forecast 
that 450 people in England and Wales would be 
subject to a CTO in the first year of legislation 
(Gould 2009), the actual figure was about 4000 
people, which resulted in a shortage of SOADs 
(Care Quality Commission 2010), with consequent 
delays in the authorisation of medical treatment. 
Other problems with the use of CTOs in England 

and Wales include the fact that the patient may 
appeal only against the imposition of an order, not 
against the individual conditions attached; that 
they are not automatically subject to independent 
review by a mental health tribunal; and that CTOs 
can be imposed only on those leaving hospital, 
rather than de novo on people already living in the 
community. All three of these issues do not apply 
to the use of CTOs in Scotland. 

CTOs in Scotland
Scotland has had community-based compulsory 
treatment orders (CCTOs) since October 2005.
These can be applied either after detention in 
hospital or de novo, usually as an alternative to 
a hospital order, but can be instigated only by 
the Mental Health Tribunal for Scotland. The 
Mental Health (Care and Treatment) (Scotland) 
Act 2003 lists the measures that can be granted 
as part of a CCTO. The Tribunal grants and can, 
on application, vary these measures. Despite the 
attendant bureaucracy, CCTOs are increasingly 
being used (Mental Welfare Commission for 
Scotland 2009) and they now constitute about 30% 
of all long-term civil (treatment) orders. 

In a review of the characteristics of the 499 
indivi duals subject to a CCTO in Scotland in 2009 
(further details available on request), colleagues 
and I found that 81% had a schizophrenia-related 
illness and 10% had a bipolar disorder; 57% of 
the total were prescribed a long-acting injection 
of antipsychotic medication. Furthermore, 63% of 
the CCTO cohort were men, 63% lived alone and 
65% were viewed as posing a risk to the safety of 
others as a consequence of their mental disorder. 
This raises the question of whether clinicians are 
disproportionately using CCTOs defensively for in-
dividuals whose risk to others remains a concern.

Conclusions
The rapidly increasing uptake of CTOs in England 
and Wales mirrors the experience of their use in 
Scotland. If the Scottish experience were to be 
replicated in England, the number of people on 
CTOs would rise to around 5000 after 4 years, 
making the Care Quality Commission’s estimate 
well short of the mark. The increase illustrates the 
paradox concerning CTO use – namely, the (rather 
weak) scientific evidence militates against CTO 
effectiveness, whereas experienced clinicians in the 
UK have embraced the CTO provision, particularly 
for the more challenging clinical populations. This 
suggests that clinicians find them helpful, perhaps 
by ‘persuading the persuadable’ (Pinfold 2001), if 
only because the patient wishes to be law abiding 
and is aware that they are subject to potential 

BOx 3 Clinicians’ favourable views regarding 
CTOs 

a Cto ensures contact with the patient, so negotiations •	

can continue about care

Ctos help ensure adherence with medication•	

they enhance patients’ insight into their illness •	

they can prevent or identify relapse•	

they facilitate the provision of accommodation and •	

social support

they create a stable situation, so other forms of •	

therapy, activity and psychological change may occur.

(o’reilly 2006)
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enforced treatment (although not in the home 
environment, importantly).

Evidence is accumulating regarding the 
characteristics of a ‘typical’ patient who is subject 
to a CTO, with the stereotype being an isolated man 
with a psychotic illness who is ambivalent about 
medical treatment. When considering the need 
for a CTO, clinicians will routinely be balancing 
the right to autonomy with the equally important 
human right of access to effective treatment that 
improves quality of life.‡ Moreover, clinicians will 
need to be mindful of the ‘lobster pot’ effect – that 
it is potentially much easier to get put onto a CTO 
than off one. Ethical considerations also mean that 
useful scientific research on the effectiveness of 
CTOs is hard to undertake, although a randomised 
controlled trial dubbed the Oxford Community 
Treatment Order Evaluation Trial (OCTET) 
is now underway (www.psychiatry.ox.ac.uk/
research/researchunits/socpsych/research/octet). 
However, health policy is not determined solely by 
randomised evidence, and the emerging qualitative 
data from UK complements the evident ‘market 
forces’ popularity of CTOs. 
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‡For a discussion of supervised 
community treatment and the 
human rights act, see pp. 263–271, 
this issue. ed.
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