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Supervised Community
Treatment

Principles of the Mental Health Act
Every decision you make under the Mental Health Act must be informed by the 5
Principles.

1! Purpose principle

Decisions under the Act must be taken with a view to minimising the undesirable
effects of mental disorder, by maximising the safety and wellbeing (mental and
physical) of patients, promoting their recovery and protecting other people from
harm.

2! Least Restriction principle

People taking action without a patient’s consent must attempt to keep to a minimum
the restrictions they impose on the patient’s liberty, having regard to the purpose for
which the restrictions are imposed.

3! Respect principle

People taking decisions under the Act must recognise and respect the diverse
needs, values and circumstances of each patient, including their race, religion,
culture, gender, age, sexual orientation and any disability. They must consider the
patient’s views, wishes and feelings (whether expressed at the time or in advance),
so far as they are reasonably ascertainable, and follow those wishes wherever
practicable and consistent with the purpose of the decision. There must be no
unlawful discrimination.

41 Participation principle

Patients must be given the opportunity to be involved, as far as is practicable in the
circumstances, in planning, developing and reviewing their own treatment and

care to help ensure that it is delivered in a way that is as appropriate and effective
for them as possible. The involvement of carers, family members and other people
who have an interest in the patient’s welfare should be encouraged (unless there are
particular reasons to the contrary) and their views taken seriously.

5! Effectiveness, efbciency and equity principle
People taking decisions under the Act must seek to use the resources available to

them and to patients in the most effective, efficient and equitable way, to meet the
needs of patients and achieve the purpose for which the decision was taken.
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Supervised Community

Treatment
Using this guide

Central to this guide is the flowchart contained on the next double page. Teams who
work with people on supervised community treatment are advised to have a
laminated A3 version of the flowchart on their wall. Small samples of the flowchart
are also included throughout the text.

Further charts deal with extending SCT and Discharge from SCT. These are
included within the text but can also be printed out and displayed separately.

Supervised Community Treatment (Part 1 - CTO and Recall)

Supervised
Community
Treatment:

1 CTO and

Recall

Supervised Community Treatment (Part 2 - Expiry and Extension of CTOs)
START HERE! oy pm———

Supervised
Community
Treatment:

2 Expire and
Extension

Supervised
Community
Treatment:

3 Discharge
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Criteria

AMHP agreement

LD only if

mental disorder of a nature,
or degree which makes it

appropriate for the person t
receive medical

ELIGIBLE
S8, 837 or 51, S45A, S47 or 48

Stal /),/:4

aggressive or
seriously

irresponsible

conduct

necessary for P's health or
safety or protection of others

such treatment can be
provided without P being
detained

necessary for RC to have
power of recall.

Start Here
Patient detained or

Appropriate medical
treatment is available

liable to be
detained

4

* Is P eligible for CTO?
(Detained under S3, S37 or
51, S45A, S47 or 48)

Factors to consider:

Risk of deterioration in P's condition if not
detained in hosp giving regard to:
Patients history of Mental Disorder and
any other relevant factors

Boes AMHP agree.

criteria are met and

CTO appropriate for
P?

Does P's situation
fulfil criteria for CTO?

YES

P returns to the
community as SCT
continues until
discharged, expires or

extended.

RC can release a recalled patient
any time before 72 hours.

Has the recall
ilised the

A

Supervised Community Treatment (Part 1 - CTO and Recall)

Conditions

Mandatory Conditions:
P must make themselves available for
examination so RC can extend CTO
(S20A),
SOAD can give certificate

With AMHP's agreement,
Other Conditions:
Necessary or Desirable to help:
ensure P receives medical treatment,
prevent risk of harm to patient's
health and safety,
protect others.

RC and AMHP agree
on other conditions

Recall comes to end after 72 hours

situation?

See Part 2

S5 cannot be used
to prolong detention

Revocation is only:
possible while P is
in hospital
following recall

Revocation is possible if RC
decides that P fulfils criteria for
admission under S3 and AMHP

agrees that criteria is met and
revocation is appropriate

GotoPart2

CTO revoked - patient in hospital

on S3 (or Part 3 order) CTO5 CTO5
CTO discharged or expired - P Order revoking
ddislchargedhfrqm fSCZ and _ and AA:IHP: Copy of CTO5 to
underlying authority for detention agreement on Form managers of
responsible
Send to managers e
of hospital to which hospital if different.
P recalled.
othing to prevel
new CTO in normal

v

Revocation of CTO revives hospital

way

Bital managers If recalled to a hospital

must refer P to MHRT
as soon as practical
after revocation of CTO

different from responsible

hospital, after revocation,
this hospital will become

re ible hospital.

Revocation

managers authority to detain - as if it

never happened except change of date

for expiry or renewal: reset to 6 months

after date of revocation, then 6 months
then a year etc.

NO

ospital Managers can
delegate transfer
authorisation to officers

CTO6
Managers of first ho:
authorise transfer with

P
recalled to
independent

Must be satisfied that
receiving hospital has
made arrangements to
admit P.

Managers of first hospital
send copy of CTO4 to
receiving hospital either
before or at same time as

transfer.

Managers of NHS body
who commission bed in
private sector can carry
out role of managers of
first hospital in
authorising transfer to
another hospital

Managers of receiving
hospital record time of
admission on same CTO6
on which the transfer was
originally authorised

Transfer under Recall
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Effects of CTO

Variation of Conditions

The CTO is an order for P's discharge
from detention:
subject to recall
Does not have to leave hosp immediately
or can already be on leave.

Section 3 or order or direction under Part 3
remains in force - but hosp managers'
authority to detain is suspended

Section 3 is frozen - does not have to be
renewed

Order or direction under Part 3 may come
to an end - so does the CTO

ospital Managers have duty
to inform Nearest Relative that a
detained person being discharged
(unless P or relative asked them not
to). Should give 7 days notice.
This applies to patient going

onto SCT.

As soon as possible after
CTO made Hospital Managers
must give SCT Ps information
about availability of IMHA.
Must also give same info
to NR unless patient request's
otherwise.

RC and AMHP Hl in

"Detained" and "Liable to“
be detained" does not
include SCT patients

RC can vary or
temporarily suspend
conditions - does not

need agreement of
AMHP.

P

Yes

CTO2 - send to
managers of
responsible

hospital.

Suspension: no

particular form.

y ave Conditions

CTO1.
Send to managers of
hospital

—vEs =]

Does P need to be
transferred while on
recall?

YES

Is the transfer
to another hospital
ithin same trust2

No particular
procedure, record in
P's notes

Transfer under Recall

ety CTO ceased to be
appropriate?

CTO4
Managers record
¢ start of detention
on CT04

ails to return to hospil
or go absent from hospital
once there?

Yes

4

P is "absent without leave" and may be taken into custody or brought or
returned to hospital by AMHP, police, staff of hospital or person
authorised in writing by managers. (This must be before end of CTO or
six months from 1st day of absence without leave - whichever is later.)

Recall clock resets to 72 hours
from when P is taken into
custody, brought or returned to
hospital or comes to hospital
voluntarily

CTO expires end of week
starting from day of
arrival unless conbrmed
by RC

more than 28 days

low long was P
Absent without
leave?

28 days or less

CTO expiry date not
affected

Absence Without Leave (from Recall)
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Recall

IF:

RC decides P needs to receive medical
treatment for mental disorder in a hospital,
and if not recalled risk of harm to P's Health
or Safety or risk to other people.

IF:
P fails to comply with a Mandatory
condition

Where:

To any hospital - not just responsible
hospital. Hospital must be able and willing
to accept them - hospital managers are not

obliged to accept P.

Where:
Can be recalled to be admitted as in-
patient or recalled for out-patient treatment.

Where:

Can be recalled - even if already in hospital
but is refusing treatment and RC feels risk
of harm to P's Health or Safety or risk to
others if treatment not given.

Is Recall indicated?

YES

CTO3

RC gives P
notice of recall
on CTO3

Copy of CTO3
must be sent to
managers of
hospital to which
P is recalled

If Pis recalled to a
different hospital, RC must
tell managers name and
address of responsible
hospital

Gives Managers of relevant
hospital power to detain for 72
hours - from time of detention, not
time of recall notice
Once recalled, P is not "liable to be
detained" and rules on medical
treatment apply but not other
provisions, eg cannot be detained
under Section 5(2) or 5(4).

Effects of Recall

Getting the Law Right
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ELIGIBLE
S3, S37 or 51, S45A, S47 or 48

Start Here
Patient detained or
liable to be
detained

Is P eligible for CTO? 2
(Detained under S3, S37 or YES =P

51, S45A, S47 or %
7

§234/5 6 7
1 11 10 9 8

Eligibility for Supervised
Community Treatment

Before SCT can be considered, it must be
established that P (the person) is eligible.

They must be either “detained” or “Liable to be
Detained” under section 3 or one of the unrestricted
Part 3 (forensic) sections listed in the Act (see box
below).

They do not have to be in hospital, so SCT can
commence when someone has already gone home
on Section 17 leave.

If someone is sent home on Section 17 leave and it is
anticipated that their period of leave will exceed
seven days, then the RC must consider the option of
using SCT.

Supervised Community Treatment is not an option as

an alternative to admission because it can only come after a person has been
detained, however it may make it possible for a Responsible Clinician to discharge a
service user earlier rather than keep them on the ward.

Authority for Detention Section
an application for admission for treatment 3

a hospital order (without a restriction order) 37 or 51
a hospital direction (but no longer a limitation direction) 45A

a transfer direction (without a restriction direction) 47 or 48

Service User"s Agreement

Clearly the service user does not have explicitly to agree to being placed on SCT,
however, for it to have a chance of being successful, the service user would need to
understand what is being asked of them and would need to share the RC’s wish for
SCT to work. While therefore, agreement is not required, the lack of agreement
might well be an indicator that SCT is not appropriate.
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Criteria

mental disorder of a nature
or degree which makes it

appropriate for the person t

necessary for P's health or
safety or protection of others

such treatment can be
provided without P being
detained

necessary for RC to have
power of recall.

Appropriate medical
treatment is available

LD only if
abnormally
aggressive or
seriously

receive medical treatment g irresponsible

Factors to consider:

Risk of deterioration in P's condition if not
detained in hosp giving regard to:
Patients history of Mental Disorder and
any other relevant factors

Does P's siuation
fulBll criteria for CTO?

= YES ==

12345 67
11 10 9 8

Criteria for Supervised
Community Treatment

The Criteria are clearly set out here:

1.

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

it is necessary for the patient’s health or
safety or for the protection of others that the
patient should receive such treatment;
subject to the patient being liable to be
recalled as mentioned below, such
treatment can be provided without the
patient continuing to be detained in a
hospital;

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

appropriate medical treatment is available
for the patient.

All criteria have to be met or SCT cannot be used.

Learning Disability: The Code of Practice says “Mental disorder is defined for the
purposes of the Act as “any disorder or disability of the mind’.”

but in relation to Learning Disability it adds “However, someone with a learning
disability and no other form of mental disorder may not be detained for treatment or
made subject to guardianship or supervised community treatment unless their
learning disability is accompanied by abnormally aggressive or seriously

irresponsible conduct on their part.”

Alternatives: The least restrictive principle would require that SCT only be used if a

less restrictive option is not available.
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12345 67
AMHP agreement
3 11 10 9 8

AMHP"s agreement to
Community Treatment Order

SCT should be part of the normal multi-
disciplinary process and therefore the AMHP will
often be a member of the same multi-disciplinary
team as the Responsible Clinician. Where there
is no AMHP in the team and the AM<HP who
applied for the Section 3 is not better placed than
others, the AMHP will be accessed through the
normal AMHP rota

The AMHP has to agree that the criteria are met
and that the CTO is appropriate in the
circumstances or SCT cannot go ahead.

As in all parts of the Mental Health Act, the
AMHP must consider the principles in the Code
of Practice. This includes the Participation
Principle so it would be expected that the service
user would be interviewed by the AMHP before
agreement is given.

PDoes AMHP agree
criteria are met and
CTO appropriate for
pP?

In addition, the principle says, “The involvement
YES =P of carers, family members and other people
who have an interest in the patient’s welfare
should be encouraged (unless there are
particular reasons to the contrary) and their views
taken seriously.” and in view of the nature of
SCT, it would be normal to consider their views
as part of the process of deciding on
appropriateness.

Care planning

The success of a SCT will depend on all the components being in place. Before the
CTO 1 is completed, there should be a clear care plan agreed between all the
partners providing care. Service users on SCT are entitled to aftercare under section
117.

If the service user will have a different RC in the community or be dealt with by a
different team, the proposed RC and the team must be fully involved in the care
planning, including the discussion about conditions needed to deliver it safely.
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Conditions

Mandatory Conditions:

P must make themselves available for
examination so RC can extend CTO
(S20A),

SOAD can give certibcate

With AMHP's agreement,
Other Conditions:
Necessary or Desirable to help:
ensure P receives medical treatment,
prevent risk of harm to patient's
health and safety,
protect others.

RC and AMHP agree
on other conditions _

Conditions should be:

YES i

12345 67

Mandatory Conditions 11 10 9 8

The two mandatory conditions apply to all CTOs.

® The patient must make themselves available for
examination by the RC so that they can consider if the
SCT should be extended, and, as SCT is designed so
that people can receive treatment,

® they must also make themselves available to see the
SOAD if required.

If one or both of the mandatory conditions are broken, this is
sufficient grounds for the RC to recall the service user.

Other Conditions

The RC can, with the AMHP’s agreement, set other
conditions. These must, however, be necessary or desirable
to help ensure that the service user receives their treatment,
prevent risk of harm to the service user’s health or safety or
to protect other people.

Failure to adhere to these other principles would not, of itself,
give grounds to recall a patient to hospital though they would
be part of the mix of factors that might lead an RC to decide
that recall was necessary.

All the conditions should be included on Form CTO1.

® Kept to a minimum number

® Restrict the patient as little as possible

@® Have a clear rationale

® Be expressed clearly and precisely so the patient, and the whole care team, can
understand what is expected.
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Effects of CTO

Effects of CTO

The RC fills in part 1 of Form

The CTO is an order for P's discharge
from detention:
subject to recall
Does not have to leave hosp immediately
or can already be on leave.

Section 3 or order or direction under Part 3 CTO1 and the AMHP f|”S in Part 2
remains in force - but hosp managers' and the RC then signs Part 3

authority to detain is suspended

Section 3 is frozen - does not have to be
renewed

Order or direction under Part 3 may come

toan end - so does the CTO The CTO removes from the

Hospital Managers have duty
to inform Nearest Relative that a
detained person being discharged
(unless relative asked not to be told).
This applies to patient going
onto SCT.

RC and AMHP Bl in

- YES —— CTO1.

As soon as possible after

CTO made Hospital Managers

must give SCT Ps information
about availability of IMHA.
Must also give same info

to NR unless patient request's

otherwise.

[~

hospital managers the power to
detain the patient. However, the P
does not have to leave hospital
immediately.

"Detained" and "Liable to
be detained" does not
include SCT patients

The section 3 (or forensic section)
under which the P was detained
still exists in the background - it
has in effect been frozen. (See
Recall and Revocation)

Send to managers of
hospital

Sitodid an order of direction under
Part 3 of the Act come to an end,
then so too does the CTO which
relies upon it.

People on SCT or no longer “detained” or “liable to be detained”.

Under section 133 of the Act, Hospital Managers have a duty to inform the nearest
relative when someone is discharged from being detained. This duty applies when a
P is put on SCT. The service user or the nearest relative may choose not to be
informed. This information should be given to the Nearest Relative at least 7 days
before the SCT begins though if there is less than seven days between the decision
being taken and the date of discharge the service user’s detention should not be
extended. The RC must ensure that this information is given to the Nearest Relative.

Original: Retained by MHAA
Copy filed in Care Record

MHAA writes to Patient, GP, Nearest Relative (where
applicable) to inform of CTO.

Care Coordinator will inform service user of their
rights and give them information leaflet
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Variation of Conditions

Variation of Conditions

Although the RC does not need the AMHP’s agreement to
vary conditions, they must not use this to impose conditions
to which the AMHP was not agreeable. The setting of
conditions can make or break SCT and they should be
agreed at the start and varied as little as possible so that the
service user and the rest of the MDT are fully aware of the
conditions and the effects of breaking them.

aron: Pt RC can vary or Once a service user has been put on SCT, some of the
temporarily suspend P HH H Y
r:]easne‘ljgi]esr”salzf Y b original conditions may not be appropriate or other conditions
e need agreement of may seem necessary. For example, some time after the start
Suspension: o AMHP of SCT it may be decided that in order to remain well, a
1 . . . .
e— / service user should attend an activity which was not

available when the CTO1 was filled in.

Yes

The RC can vary the conditions on Form CTO2 which is then
sent to the Hospital Managers.

Have Conditions ©
CTO ceased to be
appropriate?

If the RC feels that some conditions can be suspended
temporarily, they can do this without any formal paperwork
but this should be discussed with the MDT.

Original: Retained by MHAA
Copy filed in Care Record

Original: Given to P
Copy hand delivered to MHAA

If P recalled to different hospital, RC to inform MHAA
of details of responsible hospital and MHAA will write
to them.
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Recall

IF:
RC decides P needs to receive medical
treatment for mental disorder in a hospital,
and if not recalled risk of harm to P's Health
or Safety or risk to other people.

IF:
P fails to comply with a Mandatory
condition

Where:
To any hospital - not just responsible
hospital. Hospital must be able and willing
to accept them - hospital managers are not
obliged to accept P.

Where:
Can be recalled to be admitted as in-
patient or recalled for out-patient treatment.

Where:

Can be recalled - even if already in hospital
but is refusing treatment and RC feels risk
of harm to P's Health or Safety or risk to
others if treatment not given.

Is Recall indicated?

YES

CTO3

RC gives P
notice of recall
on CTO3

Copy of CTO3

must be sent to
managers of

hospital to which

P is recalled

If Pis recalled to a
different hospital, RC must
tell managers name and
address of responsible
hospital

Gives Managers of relevant
hospital power to detain for 72
hours - from time of detention, not
time of recall notice
Once recalled, P is not "liable to be
detained" and rules on medical
treatment apply but not other
provisions

Effects of Recall

12345 67
11 10 9 8

Recall

Why and when

If the RC believes that the SCT is not working and there is

evidence of relapse or high risk behaviour, then they should

consider recalling them to hospital. This can be done for the
following reasons:

1. The person needs to receive treatment for mental disorder
in hospital, and there would be a risk of harm to the health
or safety of the patient or to other persons if the patient
were not recalled.
or

2. The person failed to comply with a mandatory condition.

The failure to comply with other conditions may contribute to
the evidence for the first reason, but if breaking the condition
does not lead to increased risk, then there would need to be
other evidence before recall was possible.

Where

The person can be recalled to an in-patient ward or to a
hospital for out-patient treatment. This would include out-patient
sessions held in resource centres etc.

The hospital to which P is recalled does not need be the same
one as the person was detained at under the section 3 (or
forensic section). However, if it is a different hospital the RC
must tell the managers of the original hospital.

A person on SCT may have been admitted to hospital
informally while still on SCT. It might then become clear that
they fill the conditions for recall. The RC should follow the
normal procedure and when the CTO3 is given to the service
user, they will be on recall and no longer informal.

Making the decision

Responsibility for making this decision resides with the
Responsible Clinician alone, however, in most circumstances it
would be best to make this decision with colleagues from the
multi-disciplinary team. This will enable the RC to ensure they
have the evidence from the whole team and will allow clarity
about how the process will be carried out.
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Recall

IF:
RC decides P needs to receive medical
treatment for mental disorder in a hospital,
and if not recalled risk of harm to P's Health
or Safety or risk to other people.

IF:
P fails to comply with a Mandatory
condition

Where:

To any hospital - not just responsible
hospital. Hospital must be able and willing
to accept them - hospital managers are not

obliged to accept P.

Where:
Can be recalled to be admitted as in-
patient or recalled for out-patient treatment.

Where:

Can be recalled - even if already in hospital
but is refusing treatment and RC feels risk
of harm to P's Health or Safety or risk to
others if treatment not given.

Is Recall indicated?

YES

CTO3

RC gives P
notice of recall
on CTO3

Copy of CTO3

must be sent to
managers of

hospital to which

P is recalled

If P is recalled to a
different hospital, RC must
tell managers name and
address of responsible
hospital

Gives Managers of relevant
hospital power to detain for 72
hours - from time of detention, not
time of recall notice
Once recalled, P is not "liable to be
detained" and rules on medical
treatment apply but not other
provisions

Effects of Recall

12345 67
11 10 9 8

Recall (continued)

The Code of Practice says the CTO3 should be given to the
service user in person and the MDT could contribute to the
discussion about the best way to do this.

For example, if there is an increase in risk, the team should
consider the safest way for the serving of the CTOS:

Who should serve the paper?,

How many people should be involved?,

Where and when should the CTO be served?.

Will there be a negotiation with the service user about when
they should be admitted?,

If it is decided that the service user should be allowed to
make their own way to hospital, at what point will they be
deemed to be AWOL?.

@ To which hospital should the service user be recalled?

2000

J

The RC must complete CTOS3 with the original going to the service
user and a copy being sent to the hospital to which the service
user has been recalled. If the person is recalled to a different
hospital, the hospital in which (s)he was detained prior to the SCT
is still the “Responsible Hospital” and the managers must be
informed of the recall.

Transportation: The recall process should be as non-threatening as
possible and the process of getting the service user to hospital will
usually be a matter for negotiation. The Participation Principle is an
important guide and if a service user will attend in a relative’s car
or under their own steam, this may well be appropriate. Recall
would not involve the police until other methods had failed and the
service user is declared Absent Without Leave.

Managers record the start of the recall period of 72 hours on form
CTO4

Original: Retained by MHAA
Copy filed in Care Record
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Recall

IF:

RC decides P needs to receive medical
treatment for mental disorder in a hospital,
and if not recalled risk of harm to P's Health

or Safety or risk to other people.

IF:
P fails to comply with a Mandatory
condition

Where:

To any hospital - not just responsible
hospital. Hospital must be able and willing
to accept them - hospital managers are not

obliged to accept P.

Where:
Can be recalled to be admitted as in-
patient or recalled for out-patient treatment.

Where:

Can be recalled - even if already in hospital
but is refusing treatment and RC feels risk
of harm to P's Health or Safety or risk to
others if treatment not given.

Is Recall indicated?

YES

CTO3

RC gives P
notice of recall
on CTO3

Copy of CTO3
must be sent to
managers of
hospital to which
P is recalled

If Pis recalled to a
different hospital, RC must
tell managers name and
address of responsible
hospital

Gives Managers of relevant
hospital power to detain for 72
hours - from time of detention, not
time of recall notice
Once recalled, P is not "liable to be
detained" and rules on medical
treatment apply but not other
provisions

Effects of Recall

12345 67
11 10 9 8

//8

Recall of SCT Community Patients in
Hospital

Someone who is on SCT may enter hospital as an informal

patient without being recalled.

When this happens the following points should be noted:

@ They cannot be given treatment against their will as their
consent to treatment is covered by Part 4A rather than
Part 4.

® They cannot be detained in hospital if they wish to leave
using the nurses holding power under Section 5(4) or the
doctor’s holding power under Section 5(2). This is
because section 5 of the Act expressly excludes
community patients, recalled or unrecalled, from the
powers in that section.

It is permissible to recall a patient who is already in hospital.

The most frequent reasons for this will be:

@ To give the person treatment when they are not willing to
consent to it,

® To prevent someone leaving the ward when it is deemed
a risk for them to leave - the circumstances under which
section 5 would be used if they were not on SCT, or

® As a preliminary to revoking their SCT. Revocation can
only take place once a patient has been recalled.

It is vital that when an SCT patient is recalled,
arrangements are made for the transfer of responsibility
from the current Responsible Clinician to another to the
on-call RC to cover the period as an in-patient so that
recall can be used in circumstances where Section 5
would otherwise be used.

14 of 30



CTO4
Managers record
start of detention
on CT04

No

PTails to return to hospita
or go absent from hospital

once there?

Yes

4

P is "absent without leave" and may be taken into custody or brought or
returned to hospital by AMHP, police, staff of hospital or person
authorised in writing by managers. (This must be before end of CTO or
six months from 1st day of absence without leave - whichever is later.)

Recall clock resets to 72 hours
from when P is taken into
custody, brought or returned to
hospital or comes to hospital
voluntarily

ow long was P
Absent without
leave?

CTO expires end of week
starting from day of

arrival unless conbrmed
by RC

more than 28 days

28 days or less

N

CTO expiry date not
affected

Absence Without Leave (from Recall)

12345 67
11 10 9 8

Recall: Absent without Leave

If the service user, having received a CTOS recalling
them to hospital, does not go to hospital or leaves
hospital while on recall, they will be Absent Without
Leave or AWOL and the AWOL procedure must be
followed.

While AWOL they can be taken into custody and
returned to the hospital by any approved mental
health professional, by any officer on the staff of the
hospital, by any constable, or by any person
authorised in writing by the responsible clinician or
the managers of the hospital. This can only be done if
it is before the time at which the CTO would have
expired or before 6 months before the first day of
AWOL. (In fact unless P’s CTO has been extended
twice or more (for a year) the last day will always be 6
months after P went AWOL.)

30th June 2009

Date of CTO1 First Extension 2nd Extension AWOL Last date for
(6 months) (6 months) starts taking into
(1 year) custody
1st Jan 2009 - 1st July 2009 - 1st Jan 2010 - 1st April 2010 31st December

31st Dec 2009

31st Dec 2010 2010 - last day

of CTO

1st Jan 2009 -
30th June 2009

1st July 2009 -
31st Dec 2009

31st March 2010
- 6 months since
AWOL

1st October
2010

1st Jan 2010 -
31st Dec 2010

1st July 2009 -
31st Dec 2009

1st Jan 2010 -
30th June 2010

1st April 2010 30th September
2010 - 6 months

since AWOL

n/a

The 72 hour recall period starts again from the time P is taken into custody.

AWOL for more than 28 days

If P was AWOL for less than 28 days, the CTO can continue as if he had not been absent.

If P was absent for 29 days or more, and the RC thinks that SCT should continue following the
period of recall, the RC must confirm that it should continue or else it will expire at the end of a
week starting on the first day of their arrival at hospital. In effect the RC has a week to carry out
the process of extending a CTO (see Expiry and Extension of CTO below).
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82345 67
1 O 11 10 9 8
Recall: Transfer

Does P need to be
< NO transferred while on

recall?
Hospital Managers can

A s vEs It's possible to transfer a service user from the
hospital to which they have been recalled to
another hospital. This might well be used when
an RC has recalled the service user to a
hospital for out-patient treatment but when they
get there it becomes clear that the service user
needs to be admitted to a ward for further

CTO6

Managers of brst ho:

authorise transfer with
CTO6.

Must be satisbed that

receiving hospital has

made arrangements to
admit P.

Is the transfer
to another hospital
ithin same trust2

recalled to
independent
ospitalZ

Yes v assessment while the treatment plan is
CTO4 N\ ) J
Managers of brst hospital I'efOI’mU|ated. They may then need tO be
send copy of CTO4 to Managers of NHS body ) . . .
receiving hospital either who commission bed in No partcular transferred to the in-patient unit where the bed
before or at same time as private sector can carry procedure, record in . .
transfer. out role of managers of P's notes IS ava'lable
brst hospital in
authorising transfer to
‘ another hospital B . . ) .
_CT06 TN Normally this will be within a single Trust so both
anagers of receiving . . .
hospital record ime of units will have the same managers which makes
admission on same CTO6 . . .
on which the transfer was it all very easy as there is no special procedure.
originally authorised

Transfer under Recall
However, transfer can also take place between

different hospitals controlled by different
managers. This might happen if a patient becomes ill and is recalled while a long way from
home.

If the hospital to which P has been recalled is an independent hospital, the managers of the
PCT which commission the bed can carry out the functions of the managers of the first
hospital.

Should it be necessary to transfer P from the hospital to which they were recalled to another
hospital, the RC will confirm that there is a bed available at the receiving hospital and that all
arrangements have been made for P’s admission. Once this is clear the managers, or the
person to which this function has been delegated, of the transfering hospital will fill in the first
part of CTO6 and send it with the original CTO4 to the receiving hospital so that it arrives
before or with P.

When the patient is admitted, the receiving hospital will will record the time of admission on the
same CTOG6 on which the transfer was originally authorised.

Original: Retained by MHAA
Copy filed in Care Record

MHAA gives letter to Patient informing them of
revocation and their rights. Also writes to GP &
Nearest Relative (where applicable) to inform of
revocation.
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82345 67
1 1 11 10 9 8
Revocation

P returns to the
community as SCT
continues until
discharged, expires or
extended.

See Part 2

Has the recall
stabilised the
situation?

RC can release a recalled patient
any time before 72 hours.
Recall comes to end after 72 hours

S5 cannot be used
to prolong detention, Revocation is only:
possible while P is
in hospital

following recall

Note: A CTO can only be revoked while
the patient is detained in hospital as a
result of being recalled.

No

Revocation is possible if RC
decides that P fulfils criteria for
admission under S3 and AMHP

GO to P art 2 agrees that criteria is met and

revocation is appropriate

Usually recall will have enabled the
necessary assessment to have taken
place or treatment given, and the
service user will be released. The RC

CTO revoked - patient in hospital
on S3 (or Part 3 order)
CTO discharged or expired - P
discharged from SCT and
underlying authority for detention

CTOS
Order revoking CT&
and AMHP's
agreement on Form
CTOs.

CTOS

Copy of CTO5 to
managers of
responsible

Send to managers hospital if different.

of hospital to which
P recalled.

jothing to prevent Y
CTO i |
e wal;‘ norma If recalled to a hospital Revocation of CTO revives hospital Shou |d Iet them O as SOO n as the
P
i reer P 10 MHRT diferent from responsible nover nappencel oxeep! change o date : ;
N )
e soon v patcal [ osptal st rvcton, (S O S SO S purpose for which they were recalled is
after revocation of CTO ble hospital after date of revocation, then 6 months . .
= completed and should not wait until the

OO 72 hours is up.

Sometimes, once a service user has
been recalled to hospital, the responsible clinician may consider that they need to remain in
hospital for more than 72 hours. This will be the case if it seems that the arrangements for their
treatment in the community are breaking down.

Once the period of 72 hours comes to an end, the service user has to be released and cannot
be detained using section 5(2) or 5(4).

If the RC decides that the service user needs to remain in hospital for more than 72 hours, they
must revoke the CTO.

Revocation is only possible if the RC believes the service user fulfills the criteria for detention
under S3 and an AMHP agrees both that the criteria are met and that it is appropriate to revoke
the CTO. Both these are certified using form CTO5 which is sent to the hospital to which a
patient is recalled with a copy to the managers of the hospital in which the patient was
previously detained if different.

Effects of Revocation

The revocation revives the authority of the hospital managers to detain the patient - as if the
SCT had never happened. The period of detention is for 6 months (then 6 months then a year)
as if it was a new section 3, regardless of how long the patient may have been on SCT or a
section up to this point.

\ MHAA sends original CTO6 to the
MHAA of receiving hospital with CTOA4.
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Supervised Community
Treatment

Expiry and Extension of Community Treatment

Order

Time scales

Unless extended, a CTO expires at the end of the six
months starting on the day on which it is made. (So, if
it is made on 1 January, it expires at the end of 30
June). It can be extended for a further six months,
and then for a year at a time. (Six months is from the
nth of Month 1 to the n-1th of Month 7, e.g. 24th
January to 23rd July).

Within the last two months of the period, the RC must
examine P to decide if P meets criteria for extension.

The MHAA will send reminder letter to RC containing
expiry date and reminder of the need to re-read the
patient their rights.

Criteria

The criteria for extension of SCT are the same

conditions as need to be met for original CTO.

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

@ it is necessary for the patient’s health or safety or
for the protection of other persons that the patient
should receive such treatment;

@ subject to the patient continuing to be being liable
to be recalled as mentioned below, such treatment

Date of CTO1

Month

-

N,

W,

N

RC examines P ‘
Start of 1st extension ———=——
—

o,

o,

©,

10
RC examines P 11
Start of 2nd extension ——gm——

14

15
16
17

18
19

20

21

. 22

RC examines P 23

Start of 3rd extension =

|

26

27

28

29

30

31

32

33

. 3%

RC examines P 35

Start of 4th extension i

|

can be provided without the patient being detained in a hospital;
@® it is necessary that the responsible clinician should continue to be able to
exercise the power of recall under section 17E(1) to recall the patient to hospital;

and

@ appropriate medical treatment is available for the patient.

Consultation

There are at least three professionals involved in the extension of SCT. The RC
must consult one or more professionals concerned with P’s medical treatment. The
proper forum for this decision is the Multi Disciplinary Meeting and all decisions to
extend CTO should be discussed openly in the team. However the decision is the

responsibility of the RC.
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If the RC is not a doctor, they must consult a doctor to ascertain that the prst
criteria is still met.

The third professional involved in the process is an AMHP, who may or may not be
within the same MDT.

AMHP

Just as Supervised Community Treatment cannot start without agreement of an
AMHP, it cannot be extended without the agreement of the AMHP.

Which AMHP? While it does not have to be the same AMHP as was involved in the
original CTO, if that AMHP is available, or there is an AMHP with regular contact with
the service user, for example working within the team, they may be preferable to an
AMHP from the rota.

The guidance stresses that the AMHP must be acting on behalf of an LSSA.

In order to ensure this, the AMHP must be licensed by the Local Authority
responsible for the service user. If there is an AMHP within the same MDT as the RC
but P comes from another local authority area, the RC needs to ensure that an
AMHP from the responsible LSSA is involved in the completion of the CTO7.

The AMHP must be satisfied that the criteria for SCT are met and that the extension
of the CTO is appropriate in all the circumstances.

Bringing SCT to a close

One criticism of Supervised Community Treatment is the difficulty of getting off it.
SCT should not be continued beyond the point at which the criteria are no longer
met and cannot be extended if it is no longer appropriate. The point of extension is
an important opportunity to ensure that people are not kept on SCT longer than is
required.

The Principles must be considered at this point as in all decisions under the Act.
Purpose: Is SCT really fulfilling the purpose of minimising the negative effects of
mental disorder and providing safety.

Least Restriction: Being on SCT is clearly more restrictive than living in the
community with no compulsion. Guardianship should be considered as part of a
step-down process towards withdrawal of compulsion.

Respect: “ They must consider the patient’s views, wishes and feelings (whether
expressed at the time or in advance), so far as they are reasonably ascertainable,
and follow those wishes wherever practicable and consistent with the purpose of the
decision.” If P does not want to continue on SCT, both the RC and AMHP should
follow this wish unless there are compelling reasons why they should not. The
default position is to do what the service user wishes, not to increase the
convenience for the professionals.

Participation: The service user’s experience of being on SCT should be considered
and their attitude to extension is a vital ingredient in the decision. If it is decided to
continue the SCT, the reasons for this should be discussed with the service user and
they should be assisted to contribute to a plan for bringing the SCT to an end in the
future.

Carers should also be consulted so that their experience can be considered in the
decision.
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Hospital Managers: These issues should also be considered by hospital managers
who have a duty to consider discharging P from SCT whenever they receive a CTO7
extending SCT.

Hospital Managers
The RC confirms their intension to extend Supervised Community Treatment and the
AMHP confirms their agreement on form CTO?7.

CTO7 Form sent by RC to MHAA.

RC's report and AMHP's i ,
agreement must be made MHAA arranges Hospital Managers

on CTO7. Hearing.
Send to managers of MHAA writes to nearest relative (where
hospital. appropriate)

When the hospital managers receive CTO7 they have a duty to consider discharging
the patient from SCT. This discharge would also bring to an end the underlying
section 3 (or forensic section) on which the SCT was based.

If the hospital managers decide not to discharge P, they must arrange for P to be told
about the extension.

The managers must also take reasonable steps to arrange for the person they think
is the patient’s nearest relative to be informed as soon as practicable, unless the
patient has requested otherwise (or does not have a nearest relative.)
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Treatment under Supervised

Community Treatment
Part 4A

The treatment of unrecalled Community Patients, people on SCT, falls under Part
4A of the MHA, rather than Part 4. When a Community Patient is recalled, they are
once again subject to Part 4.

People with the Mental Capacity to consent to treatment.

A person with capacity to consent to treatment cannot be treated against their will

under Part 4A unless they have been recalled.

Treatment cannot be given unless:

@ the person consents, and

® When the treatment is medication or ECT (i.e. treatments contained in Section 58

and 58A), the treatment is certificated by a Second Opinion Approved Doctor.

The only exception is treatment given in accordance with section 57.

People who lack Capacity to consent to treatment

If the person’s capacity to consent is in doubt, there must be an assessment of their

mental capacity to make a decision about their treatment. This assessment must be

properly recoded in the person’s care record. If the assessment indicates a lack of
capacity, then treatment can be authorised in the following ways:

N If the person has given someone Lasting Power of Attorney for health and
personal welfare decisions, the attorney can consent to treatment on behalf of
the person. (Before treating on this basis, the Approved Clinician in charge of
the treatment must check the power of attorney to establish that it is
registered and that it does apply to health decisions rather than to financial
decisions - it cannot cover both.) or

N If the case has been taken to the Court of Protection there could be a deputy
with the power to make health and personal welfare decisions or a single
decision of the Court to cover this circumstance.

® The Approved Clinician can authorise treatment as long as none of the
following applies:

@) The person has made a valid Advance Decision to Refuse Medical
Treatment which is applicable to the proposed treatment, or
& There is no Attorney (set up by a Lasting Power of Attorney for health
and personal welfare) who objects to the treatment, or

The Court of Protection has not ruled against the treatment, or

The person seems to object to the treatment, or

Force would be necessary to give the person the treatment.

200

Prescription of Medication under SCT

Community Patients receive their mental health medication free if prescribed through
PCT and Mental Health Trust pharmacies. They do not receive it free via ordinary
community pharmacies (unless exempt on other grounds). Efforts should be made to
minimise the cost to the service user by ensuring that drugs are dispensed via the
hospital pharmacy route for non-exempt service users.
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Consenttotr eatment of
Community P atients

overl6y ears
(Does not cover S57 treatments)

capacity in
doubt?

Yes

No

Does P
consent to the
treatment?

Consider
recall to allow
treatment

Yes

<@ No

Yes

AC in charge
of treatment to
test capacity

oes P havi
capacity to

consent to the

treatment?

No
d—
Q i
Is Treatment s this an
Medication (S58) emergency
or ECT (S58A)? under Section
64(G)
No
=
E Yes Yes
)} ‘
d—
@ Is it within 1st
- month of SCT? Yes . Do they
Give Treatment  |<@== Consent consent o
D_ refuse?
No ?
Refuse
Yes ‘
s Treatmen Consider recall
certibed by to allow
SOAD? treatment
No Yes
Involve No
SOAD Yes
N L
° hi Is P objecting or
s this an would force be

emergency
under Section
64(G)

necessary?

<= No

No

oes P have al
Attorney or Deputy
for Health/
Welfare?

Yes

r

P
o

A1oede) Buog siuslpd

Yes

Has P made
Advance
Decision refusing
this treatment?,
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Discharge from Supervised

Community Treatment
Section 23

What is Discharge?

Discharge from Supervised Community Treatment also discharges from the section
the SCT was based on. Therefore discharge from SCT means that P is no longer
under compulsion under the Mental Health Act.

It is not possible to discharge a recalled patient back onto SCT in the community.

Who can discharge?

The following can all discharge P from Supervised Community Treatment:
The Responsible Clinician

P’s Nearest Relative

The Hospital Managers

Mental Health Review Tribunal

Secretary of State and NHS bodies

20000

The Responsible Clinician

The Responsible Clinician can discharge at any time. Indeed the RC should
discharge if they think that the criteria for the CTO are no longer met. They do not
require agreement from other professionals but discharge should normally follow
discussion within a multi-disciplinary team.

The RC orders the discharge with form M2 which is sent to the hospital managers.

The Nearest Relative

The Nearest Relative has the same power to discharge P as they would have had
when he was under section 3.

The NR must order P’s discharge in writing and must give the hospital managers 72
hours notice of their intention to discharge. The notice and order of discharge can
either be given to the hospital managers or an officer authorised to receive it or
posted to the hospital.

The hospital managers have 72 hours from receipt to consult the Responsible
Clinician.

If the RC thinks that P will act in “a manner dangerous to other person’s or
themselves” they should complete form M3 and return it to the hospital managers
before the end of the 72 hours. This is a blocking order which:

@ blocks the discharge,

@ prevents a further discharge by the NR at any time within the following 6 months.

Having received the blocking report, the Hospital managers must arrange for the

Nearest Relative to be informed in writing without delay and the nearest relative
would then have the right to apply to a Mental Health Review Tribunal.
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If the Responsible Clinician does not block the discharge, or fails to do so within the
72 hour limit, the patient will be discharged from Supervised Community Treatment.
If the patient was recalled to hospital at the time of the discharge, they would be
released from hospital as there would be no authority to detain them, although they
could agree to remain as an informal patient.

Guidance on how to identify the Nearest Relative is contained in procedural
document Book 1: Compulsory Admission under Part 2.

The Hospital Managers

The hospital managers can discharge P from Supervised Community Treatment at
any time. They have a responsibility to consider discharge when they receive a
CTO7 extending supervised community discharge.

The decision has to be made by a panel of the same people who have the delegated
function of making decisions about discharging detained patients. There must be at
least 3 on the panel and the decision to discharge must be unanimous.

The Hospital Managers have a duty to refer the case to a Mental Health review
Tribunal when a CTO is revoked.

Mental Health Review Tribunal

The MHRT can discharge people from SCT both while they are in the community or
while recalled. (It cannot discharge people from detention onto SCT - it has no
power to make a Community Treatment Order. It can, however, recommend that an
RC consider SCT.)

The MHRT cannot order “deferred” discharge for a service user on SCT.

The following tables (taken from the Draft Mental Health Guide) give further
information about who can apply to MHRT with reference to SCT:
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Table 3 - Applications by Part 2 SCT patients

[Section 66]

If

the patient may apply
once during

Notes

A patient becomes an
SCT patient (or is treated
as such on transfer from
outside England or
Wales)

the six months starting on
the day the CTO is made
(or treated as made).

In the case of patients
transferred from outside
England or Wales, they
are treated as if their CTO
was made on the date of
their arrival at the place
they are to reside in
England.

A patient’s CTO is
revoked

the six months starting on
the day the CTO is
revoked.

The hospital managers
must also refer the
patient’s case to the
MHRT as soon as
possible after CTO is
revoked.

A patient’s CTO is
extended (section 20A or
21B)

the period for which the
CTO is extended.

The first extension period
is six months.
Subsequent periods are
12 months. The right to
apply begins when the
new period begins, not
when the extension
report is made. A report
under s21B confirming
the CTO after more than
28 days of AWOL does
not trigger a right to
apply, unless it also
serves as an extension
report under s20A.
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Table 4 - applications by Part 3 SCT patients
1 of Schedule 1 and modified by section 69(3)-(5)]

[Section 66 as applied by Part

If

the patient may apply
once during

Notes

A patient becomes
an SCT patient
within six months of
being given an
unrestricted hospital
order

the period between the
end of the six months
starting on the day the
hospital order was made
and the six months
starting on the day the
CTO was made.

A patient’s CTO is
revoked within six
months of being
given an unrestricted
hospital ordert

the period between the
end of the six months
starting on the day the
hospital order was given
and the six months
starting on the day the
CTO was revoked.

Example: A patient given
unrestricted hospital
order on 1 January, and a
CTO on 1 March can
apply between 1 July and
31 August only. (But will
be able to apply again if
CTO extended from 1
September).

Any other patient is
given a CTO

the six months starting on
the day the CTO is made.

Any other patient’s
CTO is revokedt

the six months starting on
the day the CTO is
revoked.

This includes patients
who become SCT
patients having previously
been treated as being
subject to an unrestricted
hospital order on transfer
from outside England or
Wales, or on a restriction
order ceasing to have
effect.

A patient’s CTO is
extended (section
20A or 21B)

the period for which the
CTO is extended.

The first extension period
is six months.
Subsequent

periods are 12 months.
The right to apply begins
when the new period
begins, not when the
extension report is made.
A report under s21B
confirming the CTO after
28+ days AWOL does not
trigger a right to apply,
unless it also serves as
an extension report under
s20A.

1 If a CTO is revoked, the hospital managers must also refer the case to the
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MHRT (see next chapter).

Table 10 - Applications by nearest relatives of Part 2 SCT patients [Section

bars a nearest
relative's order for the
discharge of a patient
from SCT

the day on which they are
informed of report by the
responsible clinician which
hars discharge.

66(1)(g)]
if The nearest reiative may Notes
apply once during
A responsible clinician | the 28 days beginning with | This is the only case in

which a nearest relative
may apply for the
discharge of a Part 2 SCT
patient.

Table 11 - Applications by nearest relatives of Part 3 SCT patients [Section

69(1)]
if the nearest reiative may Notes

apply once during
A Part 3 SCT patient | each period during which See table 4 for when the
may apply to the the patient may apply patient may apply
MHRT.

29 of 30




Table 13 - Applications by displaced nearest relatives of Part 2 detained,
Part 2 SCT patients and guardianship patients [Section 66(7)(h)]

if they would
otherwise have been
the nearest relative of
a patient who is

Nearest relatives may apply
once during the

Notes

detained on the basis
of an application for
admission for
assessment or
treatment; or

a Part 2 SCT patient;
or

subject to
guardianship on the
basis of an application
under Part 2

the 12 months beginning
with the date of the county
court’s order

and

subsequently once in each
12 month period for which
order is in force.

This only applies where a
nearest relative is
displaced on the grounds
in paragraphs (c) or (d) of
section 29(5), ie
unreasonable objection to
an application or exercise
of power of discharge
without due regard to the
welfare of the patient or
the interests of the public.

It does not apply where a
nearest relative is
displaced on the other
grounds in section 29(5)
(including heing
unsuitable). Nor does it
apply in relation o any
Part 3 patients.
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