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Abstract  

Background 

Community Treatment orders (CTO) or Supervised Community Treatment (SCT) orders were 

introduced by the government in 2008 as a process of reforming mental health law in 

England and Wales resulting in amendments to the Mental Health Act 1983.  The use and 

usefulness of CTOs in older adults (over the age of 65) is mostly anecdotal. This study 

therefore explores the rationale and perception of use of CTOs among old age psychiatrists 

and whether they found it beneficial for the care of older adults.  

 

 Aims 

The aims were to ascertain the frequency of use and investigate causes why old age 

psychiatrists did or did not use CTO.  Our hypothesis was that CTOs were less likely to be 

used with people aged over 65. 

 

Method  

The research adopted a mixed method approach with two distinct stages. Ethical approval 

was received from Staffordshire University and the University of Chester.  The first stage 

was a questionnaire completed online using Qualtrics software and the second stage was 

qualitative involving a series of one-to-one interviews conducted via telephone. 
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Results 

About half (50.9%) of respondents (28) had used a CTO with an older adult and more than 

half reported (54.5%) feeling comfortable using CTOs with older adults.  Both quantitative 

and qualitative analysis of data showed that CTOs were mainly used with patients diagnosed 

with relapsing mental illnesses and many respondents would not consider using CTOs in 

people with dementia. There was also evidence that older people were viewed as being 

compliant with care and treatment.  

 

Conclusions  

There was strong evidence that old age psychiatrists perceived CTOs as having limited 

efficacy with older people and that other legislation was considered more appropriate to 

their care.  This mirrored a recent study which failed to find any benefit between Section 17 

leave and CTOs. The perception of older people as being compliant is interesting as it may 

reflect reality or be a manifestation of stereotypes of older people; either way this is 

concerning. It must also be considered that compliance may be a cohort effect associated 

with specific generations of older people. If this is accurate, old age psychiatrists may need 

to revisit their perceptions of the efficacy of CTOs in the care of older people, and translate 

this into their practice. This study highlights the need for further research regarding the 

suitability of using CTOs with older adults. 

Keywords 

Community treatment orders, older adults, care, 



 4 

Introduction 

For many years the focus of Mental Health Services has been shifting from inpatient to 

community and the benchmark of succesful patient management now includes reduced 

admissions (Rawala, 2014). However, once patients with frequent admissions are discharged 

into the community they may disengage with services, refuse medication and relapse. 

 

Community Treatment Orders (CTO) or Supervised Community Treatment (SCT) Orders 

were introduced in 2008 in England and Wales resulting in amendments to the Mental 

Health Act 1983. However, CTOs were already in use in North America (Swartz et al, 2004), 

Australasia (Brophy et al, 2004), and Scotland. Cross-national comparisons are difficult 

however, due to differences in the structure of community mental health services, 

legislation and implementation criteria (Churchill et al, 2007). 

 

In England and Wales, the Mental Health Act 1983, stipulates that a CTO is suitable for 

patients with mental disorders where medical treatment in the community - with provision 

for recall to hospital – is appropriate. While CTOs require patients to accept clinical 

monitoring and allow for rapid recall for assessment, they do not authorise forcible 

treatment outside hospital. In England and Wales, psychiatrists generally base using a CTO 

on the benefits of the potential for treatment adherence, authority to treat the patient, and 

ensuring early identification of relapse (Manning et al, 2011, Dawson, 2008).  

A King’s Fund paper (Lawton- Smith, 2005) predicted the use of CTOs in England would be 

between 2 and 50 per 100,000 of the general population.  The government under-estimated 

the clinical and risk management appeal of CTOs, expecting only a few hundred but by 2011 
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this number was well over three thousand (Minimum Data Set, 2011)  

Data from the Mental Health Minimum Data set suggests that between 30% and 35% of 

people aged 65+ accessed secondary mental health services between 2010 and 2013 (see 

table 1).  However, during that same period only circa 8% of the total CTOs  were accounted 

for by people aged 65+.   The data shown in table 1 suggests a disproportionately low use of 

CTOs in adults over the age of 65; this is especially pronounced for older males.  This needs 

further investigation.    

Table 1 – statistics from the Mental Health Minimum Data set regarding use of CTO 

 2010/11 2011/12 2012/13 

Total number of patients under CTO  3,270 4,076 4,961 

Total number of female patients under CTO and % of total 

CTOs 

1,217 (37.2%) 1,373 (33.7%) 1,699 

(34.2%) 

Total number of male patients under CTO and % of total CTOs 2,052 (62.8%) 2,702 (66.3%) 3,262 

(65.8%) 

Total number of patients aged 65+ under CTO and % of total 

CTOs 

257 (7.9%) 317 (7.8%) 395 

(8.0%) 

Total number of female patients aged 65+ under CTO and % 

of total CTOs 

160 (5.0%) 186 (4.6%) 241 

(4.9%) 

Total number of male patients aged 65+ under CTO and % of 

total CTOs 

97 (3.0%) 131 (3.2%) 154 

(3.1%) 

Total number of patients accessing secondary mental health 

services  

1,285,594  1,607,153 1,590,332 

Patients aged 65+ accessing secondary mental health services 

and % of total number of patients accessing secondary 

mental health services 

403,625 (31.4%) 530,883 (33.0%) 566,209 

(35.6%) 
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Although there is evidence that indicates the potential benefits of CTOs in reducing 

readmissions and bed occupancy (Rawala, 2014), the Oxford Community Treatment Order 

Evaluation Trials (OCTETs) found that, when compared with supervised hospital leave, CTOs 

did not reduce readmission rates (Burns, 2014). Moreover, as far the authors are aware all 

previous research was conducted with adults under 65 years of age,  with no published 

research with those aged 65+.  Anecdotal evidence suggests however that old age 

psychiatrists may not consider CTOs effective in maintaining unwell patients in the 

community.   Our study tried to address that lacuna in the research by exploring old age 

psychiatrists’ perceptions and rationale for use of CTO with older adults.  We explore why 

they do, or do not use CTOs with their patients and whether they find them beneficial for 

their care.  

 

Method 

The study adopted a mixed method approach with two stages.  Stage one was a 

questionnaire (see appendix 1) – completed either online using Qualtrics or in hard copy.  

This explored the usage and rationale for use of CTOs amongst old age psychiatrists and 

how comfortable they felt using CTOs (see appendix 1). The questionnaire data was 

analysed in Qualtrics software (see tables 2 and 3). 

 

Stage two involved a series of one-to-one interviews conducted via telephone (see appendix 

1). Participant information sheets and consent forms were emailed to participants in 

advance and consent was checked before each interview. 12 interviews were undertaken; 
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11 participants agreed to their interviews being recorded, one preferred the researcher to 

take notes. The recorded interviews were transcribed for data analysis. 

 

The interview transcripts were analysed by an experienced researcher, who had not worked 

in psychiatry.  Thus they approached the data without any preconceptions ensuring, as far 

as possible, that the initial analysis was bias free.  Analysis aimed to develop categories 

encapsulating the data.  Thus, data was compared within and across interview transcripts, 

resulting in the identification of commonalities and differences within the participants’ 

interviews, which were integrated into categories.  This initial data analysis and the 

interview transcripts were then sent to the principal researcher, who as an old age 

psychiatrist, drew on her professional knowledge and experience to evaluate and 

strengthen the validity of the analysis.  

 

Participants 

The participants were old age psychiatrists (of all grades) working in England and Wales.   

Participants for stage one – the online questionnaire – were recruited at the Annual Faculty 

meeting of the Royal College of Psychiatrists Old Age in 2012.  This conference is well 

attended by old age psychiatrists from across the country. 

 

Fifty-four completed questionnaires were received. Participants for the qualitative arm of 

the research were recruited from those who had agreed to complete the questionnaire and 

via the snowballing technique.  The researcher approached potential participants by email 
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and telephone; 12 interviews were completed. Anonymity was protected by assigning the 

interviewees an identifying number. 

 

Results 

Quantitative results 

Fifty-four questionnaires were returned (see table 2).  Not all participants responded to 

every question therefore the number of responses varies between questions, due to   

missing data.  

Table 2 – Participant job roles 

Role Number % of sample 

Consultant 39 72% 

Specialist Registrar / ST4 - 6 8 15% 

SAS grade 6  11% 

Trainee / CT1 – 3 1 2% 

Other 0 0% 

Total 54 100% 

 

Respondents had worked in old age psychiatry for between six months and 15 years with 

the majority having been in the discipline for over five years.  
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Respondents were asked about their use of CTOs and potential reasons they may use them 

(see table 3).  

 

Table 3 - Old age psychiatrists use of CTO with older adults (n= 54) 

Number 

who 

had   

used a 

CTO 

(n=54) 

 

Number 

comfortable 

using CTO 

(n=54) 

 Number 

with >5 

patients on 

CTO 

(n=24) 

Number 

with <5 

patients 

on CTO 

(n=24) 

Patient age 

range 

(n=23) 

Diagnosis 

(n=23)  

(more than one 

diagnosis could 

be selected) 

Actual reason 

for use (n=25) 

(more than one 

reason could be 

selected) 

 

Potential 

reason for use 

(n=28) 

(more than one 

reason could be 

selected) 

Would 

use with 

Dementia 

(n=32) 

Considered 

instead of 

Section 17 

Leave 

(n=33) 

28 

 

30 2 22 65 - 75 =16 

75 - 85 =7 

85+ = 0 

Depression - 2 

Schizophrenia -8 

Bipolar - 10 

Dementia - 4 

Other – 1 

Risk to self - 20 

Risk to others – 

19 

Risk to self - 24 

Risk to others – 

27 

9  17 

 

 

50.9% (n=28) of respondents had used a CTO with an older adult and 54.5% (n=30) said they 

felt comfortable using CTOs with older adults.  Of those who had used CTOs (n=28) only 

7.1% (n=2) had used one with more than five patients. 

 

Respondents were also asked to for data regarding their actual and potential reasons for 

using CTO.  The main reasons for using CTOs were, risk to self - 71.4% (n=20) and risk to 

others 67.9 % (n=19).  Other reasons (n=8, 32%) for use were, self-neglect, disengagement 

with services, non-compliance, and  lack of insight into diagnosis.  

 

Twenty-eight respondents provided potential reasons why they would use a CTO; the main 

reasons were, risk to others 96.4% (n=27) and risk to self 85.7% (n=24).  Other reasons (n=9, 
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32%) were, non-compliance, deterioration of mental health, risk of wandering and a history 

of abuse. 

  

Common Diagnoses for detaining on a CTO were Depression (2, 7.1%), Schizophrenia (8, 

28.6%), Bipolar (10, 35.7%) and Dementia (4, 14.2%). 16.4% (n=9) said that they would use a 

CTO with a person with Dementia.   

 

Qualitative results 

Four categories, encapsulating respondents’ perceptions of CTO, emerged during qualitative 

data analysis.  These were patient profile, influence of age, CTO and dementia, and the pros 

and cons of using a CTO.  The following section explores each category in more depth. 

 

 1. Patient profile  

Psychiatrists’ profiles of patients for whom a CTO is appropriate were consistent with the 

quantitative data findings.  People living with relapsing and remitting conditions that can be 

effectively treated, but who were non-complaint, were described as being the most suitable 

for use of CTOs, by both those who had and those who had not used a CTO: 

   

Normally it would be people who are on depot medication who respond well to 

medication but who have poor insight and don’t want to continue on the medication. 

And will often have had lots of relapses related to non-compliance. (I1) 
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Risk to self and/or others was considered an important trigger for using a CTO with an older 

adult: 

 

I think it would be somebody who had an enduring mental illness, an illness that 

responded to a particular treatment. It has to be a risk associated with that illness, so 

either a risk to themselves, a risk to others, or a risk of deterioration. (I2) 

 

These patient profiles are also consistent with the other data regarding the use of CTOs (see 

the minimum data set information reported earlier) and indicates that respondents 

understand and are able to apply legislation appropriately.  However in practice few actually 

utilised CTOs with older adults suggesting a possible disconnect between theory and 

practice.  

 

2. Influence of Age 

None of the respondents cited chronological age as influential in their decision-making 

about using CTOs with most stating they felt comfortable about using a CTO with an older 

person.  Nonetheless, a stereotype regarding older people emerged from the interviews; 

there was a perception that older people are easier to manage and more compliant than 

younger people: 

 

And certainly I think people’s perceptions of older people is that by then you can’t be 

that troublesome or that difficult to manager that you need to have a CTO. (I1) 



 12 

 

Additionally, older people were viewed as having family who ensure compliance with 

treatment: 

   

… So it’s around compliance issues, availabilities for examinations, availabilities for 

reviews, those sorts of things tend to be a bit better. I think that’s largely coordinated 

by family members as well, which helps the over 65s… I think the involvement of 

family in particular with elderly patients, is very helpful to us because they will often 

make themselves available. Or bring their loved one to the appointment, or join us 

for the assessment to help/aid in carrying out the assessment. …It means access to 

the person usually can be made easier because of the involvement of family. (I2) 

 

This may offer an insight into why respondents are clear regarding the appropriate criteria 

to use a CTO but rarely use them with older people.  

 

There were also clinical reasons for not using CTOs with older adults, i.e..  older people were 

less likely to present with acute problems and pre-existing conditions may have “burnt out” 

with age, negating a need for intensive treatment or follow up: 

 

You do have a few of the old, some, if it is schizophrenia, it’s not as severe as it would 

be in younger people. It would have stabilised by then to some extent. (I3) 
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3. CTOs and Dementia 

The majority of respondents believed that CTOs were not appropriate for use with a 

diagnosis of dementia alone but were appropriate with co-morbid mental health conditions: 

 

 I guess the way I think about it, maybe for the patient who has comorbid dementia 

as well as a functional illness that might be a potential use.  Say if you have 

schizophrenia or bipolar or another functional illness and you developed a dementia 

as well and there were relapses in your illness, that’s a potential possibility. (I2) 

The issue of capacity and dementia was a key variable with a majority of respondents 

asserting that other legislation would be more appropriate.   

 

…, the whole purpose of CTO is the patient should be able to understand the purpose 

of being on a CTO. If a person has got early onset dementia or an organic illness of 

whatever kind, maybe they are unable to understand what the purpose of the CTO … 

there could be doubt regarding their ability to understand what a CTO really means. 

(I7) 

 

This highlights a dissonance regarding capacity to consent; for example an individual with 

schizophrenia may lack capacity to consent as much as one with dementia.  However, no 

respondent highlighted this, perhaps suggesting inconsistent application of legislative 

criteria across patient groups. 
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Only one respondent had used a CTO with dementia; they felt that it was a useful tool: 

… I think we used (CTO) with a couple of patients, so it did work very well. Mostly in 

patients with Fronto-temporal Dementia whom we felt were a risk to themselves or 

others at some time...   it worked very well for a couple of years then obviously we’ve 

taken them off the section because they are more impaired and deteriorating…  So 

the risks were well managed in the CTO for that period. (I5) 

4. The pros and cons of use of CTOs 

Respondents highlighted a number of benefits from using CTOs.  These were clearly linked 

to the patient profile, since respondents perceived CTO as addressing issues with non-

compliance and engagement with services, thereby preventing admission and facilitating 

speedy intervention when necessary: 

  

I think the benefits are that we are ensuring the safety of the patient in the first place 

and we are also ensuring that they are taking their medication regularly not only for 

mental but also the physical aspects as well. So it would give us some sort of 

framework that we could go in as required as a mental health practitioner, CPNs and 

consultants, to monitor their mental state.  And a great benefit of it is that they are 

still able to stay at home rather than restricting them to care homes or nursing 

homes.  Whilst their care package and the framework is in place it gives us more 

confidence to keep them at home with that appropriate care package.  So in a way it 

is good that they can still remain at home really. (I5) 
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CTOs were also perceived as having an all-inclusive impact, helping families by facilitating 

earlier intervention than other legislation: 

 

… the additional factors, which I found have been helpful, which is more from, maybe 

not a clinician side but thinking about the patient holistically, is that it has been 

helpful for the families.  So for example, I’ve had patients’ relatives who have said to 

me ‘do you know it’s great that she’s on a CTO because I know when she’s unwell we 

don’t have to go through the distress of setting up a mental health act assessment, 

several people coming to see my mum’… and it’s a lot easier, the process is a lot 

easier’.   (I2) 

 

Thus respondents argument regarding the use of CTOs was coherent as patient profiles and 

the perceived benefits of CTO were interrelated.  Nevertheless, the authors felt ethical 

consideration should be given regarding whether the needs of the patient or their family 

were priority. 

 

A small number of respondents identified negative issues associated with using CTOs. 

Some felt that it was possible to care for older people within other legislation: 

 

I didn’t find any use. I have never used them because if you use section 17, that 

allows you to send patients and leave and review. And that’s efficient. You don’t need 

to do anything else. (I3)   
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 Others were concerned that CTOs’ restrictive nature could result in patients feeling 

disempowered and affect the therapeutic relationship, in particular patient rapport, which 

was deemed essential with older people: 

One of the things, which I feel is negative of CTO’s, we lose the rapport with the 

people with the patient, especially this is more prevalent in old age where there 

needs to be a rapport between the treating team and the patient. (I8) 

 

This perception that rapport between patient and clinician is more important with older 

adults may possibly be further indication of stereotypes associated with old age (see 

category 2 “influence of age”).  

 

Discussion 

A number of issues emerged from the qualitative and quantitative analysis of data.  

Among older adults, diagnostically the use of CTOs were not found to be different from that 

with younger adults.  The questionnaire responses indicated that the most common 

diagnoses for choosing CTO would be Bipolar (n=10) and Schizophrenia (n=8).  

 

The mixed method approach facilitated data triangulation, between the qualitative and 

quantitative data, strengthening the research findings.   Telephone and survey results 

regarding the most appropriate use of CTOs, (i.e. with people; living with relapsing and 
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remitting conditions, who are non-complaint with medication, and/or not engaging with 

services, and for whom there is an effective treatment) were consistent. Very few 

respondents said they would use a CTO for a person with dementia and no comorbid mental 

illness.  Although training in administering CTOs was not explored in detail in this study 

there was evidence that consultants had received training and felt comfortable using CTOs 

with older people.   However due to a low use of CTOs this training may not have been 

consolidated in practise which may affect confidence in future use of CTOs. However this is 

the authors’ conclusion and warrants further investigation. 

 

CTO use (and generally Mental Health Act provisions) is not strictly based on diagnoses. 

Moreover patients with dementias have varying presentations, thus cannot be grouped into 

one category based on risk and need. Although, old age psychiatrists see a significant 

number of people with diagnosis of dementia, anecdotal evidence suggests that the use of 

CTOs in this population, has been limited. Our study showed the same as only one 

psychiatrist had used CTO with dementia patients, both of whom had Frontotemporal 

Dementia (these patients’ ages are unknown. However no conclusive evidence can be 

drawn from this and this warrants further research. While age per se was not openly 

identified as a reason for non-use of CTOs, participants in the telephone interviews felt that 

use of CTOs was generally not helpful with dementia.  Furthermore, they suggested that the 

use of CTO legislation itself was not always appropriate for older adults with some 

preferring to utilise section 17 leave for long periods which was also evidenced by Burns and 

Molodynski (2014). 
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It should be considered that the recent case law (Cheshire West and Chester Council v P 

(2014) UKSC 19, (2014) MHLO 16) may change the use of the Mental Capacity Act and 

Mental Health Act by old age psychiatrists; this may influence their use of CTO in Dementia 

patients.  This case law was not available during our data collection period hence was not 

discussed during the interviews.  Limited use of CTOs in dementia patients highlights issues 

of mental capacity to make decisions on accepting, understanding and signing for the 

conditions laid down by the responsible clinicians. Nonetheless, the interviews found the 

two patients with a diagnosis of dementia were successfully managed for a limited time 

using CTOs, implying that it is appropriate for this statute to be used more frequently with 

dementia patients.  

 

Under provisions of the Mental Capacity Act and Deprivation of Liberty safeguards, a 

significant proportion of people with dementia may already be residing in a 24-hour 

supervised environment.  In such cases CTOs may not be an appropriate option due to the 

lack of need for compulsory medical treatment, and/or the fact that some medical 

treatment could be given under the provisions of Mental Capacity Act. This study evidenced 

that, although it may be applicable to use CTOs with older adults, other forms of legislation 

may be considered more appropriate.  Indeed, some consultants in our study perceived 

older people as more compliant than younger and more likely to have input and support 

from their families, thus CTOs were not deemed necessary.  The authors propose two 

possible explanations for this perception.  Firstly, older patients did have good support from 

their families who ensured that they complied with treatment, or secondly, this perception 

was not based in evidence and is a stereotype of older people. Further research is necessary 
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to resolve this conundrum, however, if a stereotype, it can be hypothesised that the 

perception represents unconscious ageism. Conversely, if the perception is accurate, it may 

be a cohort effect with later generations, such as the Baby Boomers, being less accepting of 

mental health professionals’ decisions and more challenging of treatment.  Furthermore, 

changes to family structures, including the impact of transnationalism and the breakdown of 

the nuclear family may also impact the approach to care.  Thus it is crucial that clinicians 

firmly base their perceptions of older people, and their families, in appropriate temporal, 

cultural, and social contexts. 

 

Limitations 

The authors acknowledge that this is a pilot study and further work is essential to fully 

identify the differential reasons for placing older people under CTOs compared to younger 

adults. Comparison of CTOs and use of other detention criteria such as use of Section 2 or 

Section 3 was not made in this study hence might be a potential limitation.  

 

The authors acknowledge that recall biases can all create potential problems with the type 

of study reported in this paper. Recruiting from a conference may result in biased sampling, 

however the Royal College of Psychiatrists Old Age Faculty conference is generally well 

attended by old age psychiatrists of all grades and from across the country. Hence the 

authors conclude that for a pilot study, participants recruited from this gathering would 

provide a good representation of views from this group of professionals.  
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It is acknowledged that some adults aged over 65 with functional illnesses (such as 

depression or schizophrenias), under a CTO, may be under the care of general adult 

psychiatrists. This may help to explain the lower use of CTOs reported among old age 

psychiatrists and should be explored further.  

The authors also acknowledge that more recently new case law has emerged where 

deprivation of liberty without proper legal sanctions has raised concerns in incapacitated 

and compliant patients, hence there is a view that the use of Mental Health Act legislation 

may increase significantly which may be potentially through the use of CTOs. However, this 

was not the specific focus of the current study so a detailed discussion of the area is not 

included in this paper.  

 

Conclusions 

Community treatment orders were introduced into the England and Wales despite 

unconvincing international evidence for their effectiveness (Burns 2014).  According to 

O’Reilly (2006) clinicians feel that a CTO ensures continued contact with a patient and 

therefore negotiations about care can be ongoing, and help ensure adherence with 

medication.  If this is the case then CTOs can be considered beneficial and their use should 

be encouraged, which may be evidenced in the increasing uptake of CTOs in England and 

Wales. This research set out to explore views of Old Age Psychiatrists on use of CTOs. The 

findings indicate that Old Age psychiatrists in this study did not feel CTOs are necessarily 

effective or appropriate for use with older adults.  This finding is reinforced by the annual 

report from the Mental Health Minimum Dataset 2012/2013 which shows that only 9.3% of 

total CTOs are being used for the over 65s.  
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The study showed that that training does not seem to be an issue as consultants felt 

comfortable with CTO legislation; however if consultants fail to use CTOs in their practise it 

may be useful to offer “refresher” training at periodic intervals to facilitate them retaining 

confidence in their ability to correctly apply CTOs.  

 

The authors did find evidence that stereotyping of older people may be affecting their 

treatment, however before drawing definite conclusions this issue must be investigated 

more fully. 

 

Despite its limitations this study (to the best of our knowledge) is the first to specifically 

examine the use of CTO with older adults, and key themes emerging from this study warrant 

the need for further research as we acknowledge that the use of CTOs in older adults 

remains a challenging and under-researched area. 
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