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EXECUTIVE SUMMARY:
•
•
•
•
•

This policy applies to all Sussex Partnership NHS Foundation Trust staff.
This policy relates to Sections 17A-G Mental Health Act 1983
This policy sets out procedures for implementing Community Treatment Orders
(CTOs), recall of CTO patients to hospital, revocation of CTOs, treatment of CTO
patients in hospital and in the community and discharge of CTOs
This policy explains the relationship between CTOs, guardianship and section 17
leave of absence under the Mental Health Act 1983 (MHA)
There is no legal provision for statutory CTO paperwork to be amended, so clinical
staff must ensure that all CTO paperwork is checked by an MHA Co-ordinator before
it is due to take legal effect.

If you require this document in another format such as large
print, audio or other community language please contact the
Corporate Governance Office on 0300 304 1195 or email:
policies@sussexpartnership.nhs.uk
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COMMUNITY TREATMENT ORDERS (CTO’s)

1.0 Introduction
1.1 Purpose of policy
This policy provides all staff working in Sussex Partnership NHS Foundation Trust
(“the Trust”) with the procedures and processes necessary for them to ensure that
patients placed on community treatment orders (CTOs) under the Mental Health Act
1983 (“MHA”) are treated lawfully and so that risk to patients, carers, staff and the
public will be minimised.
This policy should be read in conjunction with sections 17A-G MHA and the MHA
Code of Practice (3rd edition, 2015) chapters 4, 19, 24, 25, 27, 28, 29, 32, 35, 38
(especially chapters 24, 25 and 29) (“the Code”).
CTOs have become widely used since their introduction in 2008. Their use is
governed by the MHA. While both quantitative and qualitative research into their
effectiveness or otherwise has been carried out, to date there is no consensus as
their having any identifiable benefits. Recent developments in case law on CTOs are
included up to December 2017.

1.2 Definitions and List of Statutory Forms
NOTE: The MHA uses the term “community patient” to refer to CTO patients. That
term is not used in this policy to avoid confusion with other mental health patients in
the community who are not subject to CTOs. The term “CTO patient” is used instead.
[A person] who
has been
professionally
concerned with
the patient’s
medical
treatment
Approved
Clinician (AC)

Approved
Mental Health
Professional
(AMHP)
Associate
Hospital
Managers’
(AHM) panel
Code, The

Before extending the CTO using Form CTO7, the RC must consult
one or more people meeting these requirements (see section
20A(9) MHA). This person cannot be the AMHP stating that the
extension of the CTO is appropriate under sub-section 20A(8)(b).

This is a professional who has trained to carry out a clinical role
under the MHA. This is usually a consultant psychiatrist but may
also be a psychologist, nurse, occupational therapist or social
worker.
A professional who is warranted to assess a person and make an
application for detention under the MHA. An AMHP is usually a
social worker but may also be an appropriately warranted nurse,
occupational therapist or psychologist.
Volunteers engaged and trained (but not employed) by the Trust to
form panels (analogous to the Tribunal, below) which have powers
under the MHA to discharge detained and CTO patients
absolutely.
Mental Health Act 1983 Code of Practice (2nd edition, 2015). The
Code provides statutory guidance to doctors, ACs, Trust managers
and staff and AMHPs on how they should proceed when
undertaking duties under the MHA. These professionals should
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Community
Treatment
Order (CTO)

Condition
(Discretionary)

Condition
(Mandatory)

Discharge from
detention
Discharge from
CTO
(Discharge
absolutely)

DVCVA
Expiry

Extension

have a detailed knowledge of the Code and must have regard to it.
As departures from the Code could give rise to legal challenge,
reasons for any departure should be recorded clearly. Courts will
scrutinise such reasons to ensure that there is sufficiently
convincing justification in the circumstances. The Code will not be
statutory guidance, but will nonetheless be beneficial for others in
carrying out their duties. (Code, Introduction, II – VI)
A CTO allows patients who have been detained in hospital for
treatment to be treated in the community in order to help them
maintain stable mental health outside hospital and to promote
recovery. A CTO must contain conditions, which usually involve
taking medication. While a patient cannot be compelled to take
medication in the community, a CTO also provides the RC with the
power to recall the patient to hospital where treatment can be
administered compulsorily or the CTO may be revoked, following
which the patient will be re-detained in hospital on their treatment
section.
The in-patient RC may, with an AMHP’s agreement, set conditions
which they consider necessary or appropriate for one or more of the
following purposes: (a) ensuring that the patient receives medical
treatment, (b) preventing risk of harm to the patient’s health or
safety or (c) protecting other persons. Note: Failure to comply with a
discretionary condition does not in itself trigger recall.
There are two mandatory conditions which form part of all CTOs.
CTO patients must make themselves available for medical
examination: (a) when their community RC is considering extending
the CTO and (b|) (only if assessed to lack capacity to consent to
treatment) to enable a SOAD to provide a Part 4A certificate (Form
CTO11) authorising treatment (if required). Mandatory conditions
are directly enforceable by recall to hospital by the RC.
Discharge from detention for treatment in hospital onto a CTO.
Ending the CTO completely. When the CTO is discharged
absolutely, the underlying treatment section which provides the
authority to detain the patient in hospital for treatment if their CTO is
revoked is also ended. CTO patients may be discharged absolutely
in the same way as detained patients: by their RC, by the Tribunal,
by the Associate Hospital Managers’ panel, or (for section 3
patients) by their Nearest Relative.
Domestic Violence, Crime and Victims Act 2004
A CTO will expire at the end of the current period unless extended
(i.e. renewed), but may be revoked before that time. A CTO initially
lasts for up to six months from the day it was made, but may be
extended for a further six months and then for periods of twelve
months at a time.
A CTO initially lasts for up to six months, but can be extended (i.e.
renewed) for a further period of up to six months and further
extended for periods of up to twelve months. The CTO is extended
by the RC with the agreement of an AMHP using Form CTO7. The
term “extension” is used rather than “renewal” to emphasise that it
is the CTO and not the authority for detention underlying the CTO
which is being extended.
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Hospital
Managers

IMHA

MHA
MHAO
Nearest
Relative

Part II MHA

Part III MHA

Part IV MHA

Part 4A MHA

Recall

Release (from
recall)

The Sussex Partnership NHS Foundation Trust Board, which has
responsibility for the detention of patients in all hospitals operated
by the Trust. References on statutory paperwork to the “Hospital
Managers” require the full Trust name to be provided. A CTO
patient may be recalled to any hospital, but responsibility for their
CTO may be formally transferred to a different Trust or independent
hospital using Form CTO10.
Independent Mental Health Advocate. All detained and CTO
patients are entitled to the services of an IMHA (see the Code,
chapter 6).
Mental Health Act 1983. CTOs were added to the MHA at sections
17A-G via the Mental Health Act 2007, s. 32(2).
Trust local Mental Health Act Office
This is a relative of a detained patient defined via a mechanism
within the MHA. The Nearest Relative, if not already known, is
identified by the AMHP on detention. The Nearest Relative has
certain powers and responsibilities within the MHA. The Nearest
Relative is not automatically the next of kin.
The part of the MHA dealing with civil patients, including section 2
(detention for assessment and treatment) and section 3 (detention
for treatment).
The part of the MHA dealing with mentally disordered offenders,
including sections 37 and 51 (unrestricted hospital orders) and
sections 47 and 48 (unrestricted transfer directions). “Unrestricted”
means that these patients are not subject to restrictions in the
interests of public safety which would usually lead to their being
detained for much longer and subject to conditional discharge
rather than a CTO.
The part of the MHA dealing with compulsory treatment under
detention in hospital. CTO patients who are formally recalled to
hospital and whose CTOs are revoked become subject to the
compulsory treatment provisions under this Part of the Act.
The part of the MHA dealing with the treatment of CTO patients in
the community (inserted by the MHA 2007). Unlike CTO patients
who have been recalled to hospital or whose CTOs have been
revoked, CTO patients in the community (or receiving treatment in
hospital voluntarily) cannot be forced to accept treatment, although
they may be recalled to hospital where the treatment can be
compulsorily administered. Where a CTO patient is assessed to
have capacity to consent to treatment and is consenting, their RC
completes Form CTO12 (Part 4A consent certificate). Where a
CTO patient is assessed to lack capacity to consent to treatment,
the RC requests a SOAD to examine the patient. If satisfied with
the treatment plan for the patient, the SOAD completes Form
CTO11 (Part 4A certificate).
The RC may recall a CTO patient to hospital for treatment if: (1)
the patient needs to receive treatment for mental disorder in
hospital and (2) there would be a risk of harm to the health or
safety of the patient or to other persons if the CTO patient were not
recalled. The recall period lasts for up to 72 hours following the
CTO patient’s arrival at the hospital to which they were recalled.
A CTO patient must be released from recall to hospital at the end
of the 72 hour recall period if their CTO is not revoked. They may
6

Responsible
Clinician (RC)
Responsible
hospital

Revocation

Second
Opinion
Appointed
Doctor (SOAD)
Suspension (of
the MHA
treatment
section)

The Tribunal

be released earlier if their RC so decides. The CTO patient may
choose to remain in hospital to receive further treatment beyond
the end of the 72 hours of recall, but they are not subject to
compulsory treatment beyond that time and may leave hospital if
they choose. The patient remains on their CTO and subject to its
conditions whether in the community or in hospital. The RC would
need to recall the CTO patient again in order to impose treatment
in hospital and, if considered appropriate, to revoke the CTO.
This is the Approved Clinician with overall responsibility for a
detained patient’s case.
The hospital in which a CTO patient was detained for treatment
immediately before the CTO was made. A CTO patient can be
recalled to any hospital, not just the responsible hospital. A
recalled CTO patient can be transferred between hospitals.
Responsibility for a CTO patient can be assigned to an
independent hospital or a hospital run by a different Trust using
Form CTO10.
If a recalled CTO patient is likely to require in-patient treatment for
longer than 72 hours, the RC should consider revoking the CTO.
This means that the CTO will end and the patient will instead be
detained under the MHA treatment section to which they were
section before their CTO began, which will typically be section 3 or
37 MHA. Once the patient has responded to in-patient treatment,
they may be placed on a new CTO.
An independent medical practitioner appointed by the Care Quality
Commission.

What happens to a detained patient’s original MHA treatment
section (e.g. section 3 or 37) when a CTO is implemented. The
suspended treatment section does not expire and does not require
to be renewed while the CTO remains valid. The suspended
treatment section does not need to be renewed when the CTO is
extended. The suspended treatment section only expires when the
CTO is discharged (absolutely).
The First-Tier Tribunal (Mental Health), which has the power to
discharge CTO patients absolutely.

List of statutory CTO forms referred to in the policy (See also Appendix A)
Form number
Form CTO1
Form CTO2
Form CTO3
Form CTO4
Form CTO5
Form CTO6
Form CTO7
Form CTO8
Form CTO9

Title and person responsible for completion
[Making of] CTO [RC and AMHP]
Variation of conditions of a CTO [RC]
CTO: notice of recall to hospital [RC]
CTO: record of patient’s detention in hospital after recall
[Ward staff on arrival]
Revocation of CTO [RC and AMHP]
Authority for transfer of recalled CTO patient to a hospital
under different managers [Hospital Managers]
CTO: report extending the CTO period [RC]
Authority for extension of CTO period after absence without
leave for more than 28 days [RC]
CTO patients transferred to England [RC and AMHP]
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Form CTO10
Form CTO11
Form CTO12

Authority for assignment of responsibility for CTO patient to
hospital under different managers [Hospital Managers]
Certificate of appropriateness of treatment to be given to
CTO patient (Part 4A certificate) [SOAD]
Certificate that CTO patient has capacity to consent (or if
under 16 is competent to consent) to treatment and has done
so (Part 4A consent certificate) [RC]

1.3 Scope of policy
A CTO allows patients of any age who have been detained in hospital for treatment
to be treated in the community in order to help them maintain stable mental health
outside hospital and to promote recovery. A CTO must contain conditions, which
usually involve taking medication. While a patient cannot be compelled to take
medication in the community, a CTO also provides the RC with the power to recall
the patient to hospital where treatment can be administered compulsorily or the CTO
may be revoked, following which the patient will become detained in hospital again.
To be eligible for a CTO, a patient must be detained for treatment (usually on section
3 or 37 MHA). When the CTO takes effect, the treatment section does not expire and
remains suspended (without needing to be renewed) regardless of how long the
patient is subject to the CTO and how many times the CTO is extended. If the CTO
patient is recalled to hospital and their CTO is revoked, the suspended treatment
section is automatically revived and the patient is once again detained in hospital as
though the CTO had never existed, without the patient having to undergo a full MHA
Assessment by an AMHP and two doctors. Following treatment in hospital, the
detained patient may be discharged on a new CTO if appropriate.
This policy sets out the legal requirements, responsibilities and procedures regarding
the implementation and application of CTOs. This policy is to be implemented by all
Trust staff according the legal requirements of the MHA and the statutory guidance in
the Code. CTOs are designed to operate in the community, but CTO patients may
also be recalled to hospital for treatment, so this policy must be applied Trust-wide.
1.4 Principles
This policy is designed to ensure that the use of CTOs within the Trust complies with
the five overarching principles set out in the Code (Code, chapter 1). It is essential
that all those undertaking functions under the MHA understand the five sets of
guiding principles which should always be considered when making decisions in
relation to care, support or treatment provided under the MHA. The principles are:
1.
2.
3.
4.
5.

Least restrictive option and maximising independence
Empowerment and involvement
Respect and dignity
Purpose and effectiveness
Efficiency and equity

The purpose of a CTO is to allow suitable patients to be safely treated in the
community rather than subject to detention in hospital and to provide a way to help
prevent relapse and any harm – to the patient or to others – that this might cause. It
is intended to help patients to maintain stable mental health outside hospital and to
promote recovery. The principles, in particular, treating patients using the least
8

restrictive option and maximising their independence; and purpose and effectiveness
should always be considered when deciding whether or not to implement a CTO.
2.0 Policy Statement
The Trust will comply with the legal requirements of the MHA and the statutory
guidance and overarching principles set out in the Code as they relate to CTO
patients. CTO patients and (unless the patient objects) their Nearest Relatives under
the MHA will be provided with information in a format, at a time and in an appropriate
way so as to enable them to take part in making decisions about their treatment and
care when subject to a CTO.
3.0 Duties
Chief Nurse
To ensure a fit for place, ratified policy is in place.
Service Managers
To ensure that this policy is complied with within their area of accountability.
Responsible Clinicians
To ensure this policy is complied with when considering a patient for a CTO, when
taking responsibility for a CTO patient either in the community or when recalled to
hospital, when working with other RCs and with AMHPs and when deciding whether or
not to recall a CTO patient, extend a patient’s CTO or discharge a CTO patient
absolutely.
Mental Health Act Services Team
To ensure that CTO statutory and other documentation is correctly completed and
documented and that the Trust’s duties in relation to CTO patients, such as rights
advice, appeals, hearings and treatment responsibilities under the MHA are met by the
appropriate people within the statutory timescales.
All Staff
To ensure the implementation of this policy across the Trust, both in the community and
in-patient settings, within their area of accountability.

4.0 Procedure
4.1 Key professional roles in relation to CTO patients
4.1.1 Role of the RC
There must be an RC for all CTO patients at all times. Where the designated RC is not
at work (e.g. at night, at weekends on when the RC is on leave), the Trust must formally
designate an Authorised Acting RC to take responsibility for a CTO patient.
The RC is the AC in overall charge of the patient’s case. RC responsibility under the
MHA can change depending on the circumstances. In the Trust, a CTO patient will have
a community RC in the community and an in-patient RC while their CTO is being
9

implemented and when recalled to hospital. A formal, documented transfer of RC
responsibilities must be signed by both RCs whenever the responsibility changes.
The in-patient RC will decide whether a patient is eligible and suitable for CTO with the
agreement of an AMHP before the CTO can be implemented. The in-patient RC will
initiate the CTO and specify any discretionary conditions, while the community RC is
responsible for supervising the patient in the community. The in-patient RC must liaise
closely with the community RC prior to initiating a CTO and when setting conditions.
The in-patient RC is responsible for assessing the patient’s capacity, completing the
Form CTO12 or requesting a SOAD and ensuring that the appropriating care and crisis
planning and risk assessments are completed before the CTO patient is discharged
from hospital (see the Trust Consent to Treatment policy for more information).
While a CTO patient is in the community, the community RC may recall them to hospital
if they need to receive treatment for their mental disorder in a hospital and the
appropriate conditions are met (see 4.10 below). Once in hospital, the in-patient RC
takes responsibility for assessing the patient and, if necessary, revoking the CTO. The
community and in-patient RCs should liaise closely regarding the recall and revocation
process.
The RC may vary, suspend or cancel any of the CTO conditions if necessary.
4.1.2 Role of the AMHP
The AMHP has a statutory role in relation to the making of CTOs and the revocation
and extension of CTOs. The AMHP and the RC can be members of the same clinical
team.
The AMHP must decide whether to agree with the in-patient RC that a detained patient
meets the statutory criteria and whether a CTO is appropriate (using Form CTO1). If
the AMHP does not support a proposed CTO, the RC cannot approach another AMHP
for an alternative view. The AMHP should meet with the patient before deciding whether
to agree that the CTO should be made. In making the decision, the AMHP should
consider the wider social context for the patient.
The AMHP must also document their agreement with the in-patient RC that a CTO be
revoked (using Form CTO5) or with the community RC that a CTO be extended (using
Form CTO7).
In all cases, the AMHP should fully document the reasons for their decision regarding
the making, extending or revoking of any CTO on the patient’s Carenotes record, in
addition to completing the relevant parts of the above statutory forms.
4.2 Eligibility for a CTO
CTOs are not limited to adult patients and may be suitable for some children and young
people, for whom the MHA and this policy apply in exactly the same way (with the
exception of some treatment requirements – see 4.12 below and Appendix C, D and E).
Patients who are detained in hospital pursuant to an application for admission for
treatment, under section 3 MHA, or who are unrestricted Part III patients, under
unrestricted hospital orders (sections 37, 51 MHA) or unrestricted transfer directions
(sections 47, 48 MHA) are eligible for a CTO. However, if the application, order or
direction ceases, the CTO automatically ends.
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Patients detained in hospital for assessment under section 2 of the MHA and restricted
Part III patients (e.g. under sections 37/41, 45A and 47/49) are not eligible for a CTO.
(Restricted patients may be granted a conditional discharge, under which the
arrangements are very similar.)
A CTO is only available for patients detained in hospital for treatment who meet the
criteria set out in section 17A(5) MHA:
•

the patient is suffering from 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 RC should be able to exercise the power under section
17E(1) MHA to recall the patient to hospital; and

•

Appropriate medical treatment is available for the patient.

4.3 Domestic Violence, Crime and Victims Act 2004 responsibilities
The RC must tell the local MHA Office if they are considering placing a Part III (e.g.
section 37 MHA) patient on a CTO. This is so that the Trust can meet its obligations
under the Domestic Violence, Crime and Victims Act 2004 (DVCVA) to invite
representations from victims (see the Trust’s DVCVA policy for further information).
4.4 CTO patients and wishes expressed in advance
CTO patients may wish to make provision in advance for possible future situations
where they may lack capacity to make decisions about their treatment or care. Such
provision involves making an Advance Decision to Refuse Treatment (ADRT) (a
decision to refuse specified medical treatment made in advance by a person aged 18 or
over who has the mental capacity to do so), a Lasting Power of Attorney (where
someone aged 18 or over nominates other people (attorneys) to make decisions about
their healthcare or finances) and/or an advance statement (expressions of preferences
in relation to future treatment or arrangements made a person of any age).
ADRTs which are valid and applicable to the circumstances that apply are legally
binding on healthcare professionals and must be followed. Lasting powers of attorney
which are correctly completed require healthcare professionals to follow the wishes of
attorneys in relation to healthcare decisions). Advance statements are not legally
binding but should be taken into account by professionals, incorporated in care planning
and documented.
The MHA allows patients to be given medical treatment for mental disorder without their
consent, even though they have made a valid and applicable ADRT to refuse the
treatment. This only applies to patients detained for treatment under the MHA and,
except in emergencies; it only applies to CTO patients if they have been recalled to
hospital. Healthcare professionals must follow a valid and applicable ADRT made by a
11

CTO patient in relation to treatment which is not for mental disorder, where a CTO
patient has lost capacity to make their own decisions about treatment (whether in the
community or when recalled to hospital).
(See the Trust’s Advance Decisions to Refuse Treatment (ADRT) and Advance
Statements policy and Mental Capacity Act 2005 policy for further information.)
4.5 Assessing a detained patient’s suitability for a CTO
The decision as to whether a CTO is the right option for a detained patient is taken by
the in-patient RC and requires the agreement of an AMHP. The RC must also consult
any community AC, social supervisor or community team who will be involved with the
patient as part of the care planning process.
A CTO should be considered by the in-patient RC when:
•

reviewing an eligible detained patient’s progress;

•

Considering whether to grant section 17 MHA leave of absence to an eligible
detained patient for more than seven consecutive days or extending leave so that
the total period is more than seven consecutive days. The RC needs to
document (on the back of the Trust section 17 MHA leave form) and be able to
show that all the alternatives, such as a CTO, section 17 MHA leave of absence
and guardianship have been considered, but there is no legal requirement to
place a patient on a CTO after seven days of leave.

•

the First-Tier Tribunal (Mental Health) (“the Tribunal”), while not discharging an
eligible detained patient, makes a recommendation that a CTO be considered for
them, although the decision whether or not to proceed with a CTO remains with
the RC.

A CTO may be used if it is the least restrictive way to achieve the desired objectives for
the patient’s care and treatment. Consultation should be undertaken at an early stage
with the patient and those involved in the patient’s care.
In assessing the patient’s suitability for a CTO, the RC:
•

must be satisfied that the detained patient meets the statutory CTO criteria (see
4.2 above);

•

must assess what risk there would be of the patient’s condition deteriorating after
discharge (e.g. as a result of refusing or neglecting to receive treatment); and

•

must be satisfied that the risk of harm arising from the patient’s disorder is
sufficiently serious to justify having the power to recall the patient to hospital for
treatment.

CTOs should only be used when there is reasonable evidence to suggest that there will
be benefits to the individual. Such evidence may include:
•

a clear link between non-concordance with medication and relapse sufficient to
have a significant impact on well-being requiring treatment in hospital;
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•

clear evidence that there is a positive response to medication without an undue
burden of side effects;

•

evidence that the CTO will promote recovery; and

•

evidence that recall may be necessary (rather than informal admission and
reassessment under the MHA) (Code para. 29.16).

A detained patient does not have to consent formally to a CTO, but in practice patients
will need to be involved in decisions about the treatment to be provided in the
community and how and where it is to be given, and be prepared to co-operate and
accept the conditions attached to the CTO (see 4.7 below).
4.6 Making a CTO
If the in-patient RC and an AMHP agree that the patient is to be placed on a CTO, they
must complete Form CTO1 (Note: all Parts of the form must be completed in sequential
date order or on the same date) and send it to the local MHA Office (MHAO),
accompanied by:
•

a copy of the patient’s care plan, including a crisis plan and the options for
recalling the patient

•

a risk assessment

•

a capacity to consent to treatment assessment of the patient using the nonstatutory Trust form (See the Trust’s Consent to Treatment policy)

•

Where the patient has capacity to consent and gives their consent to treatment, a
Form CTO12 completed by the RC OR where the patient lacks capacity to
consent to the treatment, confirmation that a Second Opinion Appointed Doctor
(“SOAD”) request has been made using the online web form (see the Trust’s
Consent to Treatment policy). Where a SOAD request has been made, a section
64A-K MHA urgent treatment form (see Appendices C, D and E, below) to
authorise treatment pending a SOAD assessment must also be completed and
sent.

RCs must ensure that all CTO forms are completed correctly, as CTO
documentation cannot be amended under the MHA and errors may invalidate the
CTO. This means that the patient’s suspended detention for treatment section will
also end so that the patient can no longer be recalled to hospital for treatment.
The in-patient RC must specify (Form CTO1, Part 3) the date on which the CTO is to
begin, which may be a short while after the date on which the form is signed, to allow
time for arrangements to be put in place for the patient’s discharge.
4.7 Attaching conditions to a CTO
All CTO include conditions with which the patient must comply while on a CTO. There
are two types of conditions with different implications for the patient’s recall to hospital:
mandatory and discretionary conditions. There is no legal requirement that the patient
consents to the conditions, but in practice will need to be prepared to co-operate in
order for the CTO to work effectively.
13

The conditions of a Community Treatment Order (Section 17A of the Mental Health
Act) cannot amount to a deprivation of liberty (see Welsh Ministers v PJ [2018] UKSC
66)
4.7.1 Mandatory conditions
There are two mandatory conditions which form part of all CTOs. CTO patients must
make themselves available for medical examination:
•

When their community RC is considering extending the CTO; and

•

Only if assessed to lack capacity to consent to treatment, to enable a SOAD to
provide a Part 4A certificate (Form CTO11) authorising treatment (if required).

Mandatory conditions are directly enforceable by recall to hospital by the RC.
4.7.2 Discretionary conditions
The in-patient RC may also, with an AMHP’s agreement, set other conditions which
they consider necessary or appropriate for one or more of the following purposes:
•

ensuring that the patient receives medical treatment;

•

preventing risk of harm to the patient’s health or safety;

•

protecting other persons.

Conditions may be set for any or all of these purposes, but not for any other reason.
The in-patient RC must also discuss any proposed conditions with the proposed
community RC and the community team who will be involved with the patient’s care in
the community.
In considering what conditions might be necessary or appropriate, the in-patient RC
must always keep in view the patient’s specific cultural and religious needs and
background. The patient, and (subject to the normal considerations of patient
confidentiality) any others with an interest such as a parent or carer, must be consulted.
The conditions must not deprive the patient of their liberty1 and should:
•

be kept to a minimum number consistent with achieving their purpose;

•

restrict the patient’s liberty as little as possible while being consistent with their
care plan and recovery goal;

•

have a clear rationale, linked to one or more of the purposes (above); and

•

be clearly and precisely expressed, so that the patient can readily understand
what is expected (Code, para. 29.31).

1

MHA Reference Guide para. 26.20. However, the Court of Appeal has held that a condition of requiring a CTO
patient to reside at a particular address is not in itself a deprivation of liberty (Secretary of State for Justice v MM;
Welsh Ministers v PJ [2017] EWCA Civ 194, para. 29). In this case, the Court stated that there are limits to what can
be provided for in a CTO – for example, it would be wrong in principle for the RC to make a CTO which had the effect
of increasing the levels of restriction to which a patient is subject beyond those applicable in hospital detention (para.
52).
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The nature of the conditions will depend on the patient’s individual circumstances. They
should be stated clearly having regard to the least restriction principle. They might cover
matters such as:
•

where and when the patient is to receive treatment in the community;

•

where the patient is to live; and

•

the avoidance of known risk factors or high-risk situations relevant to the patient’s
mental disorder (Code 29.32).

The reasons for any conditions must be explained to the patient and others, as
appropriate, and recorded in the patient’s notes. It will be important, if CTO is to be
successful, that the patient agrees to keep to the conditions, or to try to do so, and that
patients have access to the help they need to be able to comply. It is also helpful if
families can have access to support so they can help the patient to comply,
Patients should have a discharge Care Programme Approach (CPA) meeting and a
copy of the care plan before they are discharged from hospital onto the CTO.
For the circumstances in which the power of recall may be exercised in relation to
breaches of discretionary conditions, see 4.10 below. If the criteria for recall (4.10,
below) are met, the power can be exercised even if the patient is complying with the
conditions.
4.7.3 Varying and suspending conditions
The community RC has the power to vary the non-mandatory conditions of the patient’s
CTO or temporarily suspend them due to changes in the patient’s circumstances. The
RC must record this variation on Form CTO2 and the send the form to the MHAO as
soon as possible. The RC should record any decision to suspend conditions in the
patient’s notes, with reasons. The agreement of an AMHP to the variation or
suspension of conditions is not required. As when the conditions were first set, the
patient’s views about the changes should be sought and considered before a change is
made and the RC should discuss with the patient whether they will be able to keep to
any new or varied conditions.
4.7.4 DVCVA and conditions
Before an AMHP agrees to the imposition of a condition or an RC either decides to
impose or vary a condition, they must consider any representations from victims and the
RC must inform the MHAO if the patients comes within the scope of the DVCVA (see
the Trust’s DVCVA 2004 policy).
4.8 Information for CTO patients, Nearest Relatives and others
As soon as the decision is made to place a patient onto a CTO, the in-patient RC must
inform the patient, and all others consulted, of the decision, the conditions to be applied
to the CTO, and the services which will be available for the patient in the community,
including the continuing right to an Independent Mental Health Advocate (IMHA).
There is a duty to ensure that the patient understands what a CTO means for them and
their rights, including their right to apply for discharge. This involves giving patients
information both orally and in writing (in an appropriate format) and must be done as
soon as practicable after the patient after the start of the CTO. The patient will be given
a CTO information leaflet and the MHA Office will send the same leaflet to the patient’s
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Nearest Relative unless the patient objects, and also to the carer (if different to the
nearest relative).
There is also an ongoing duty to provide rights advice to the patient throughout the
duration of their CTO as well as if they are recalled to hospital and if their CTO is
revoked.
The information about rights should be given by the patient’s primary nurse prior to
discharge on to the CTO and subsequently by the patient’s care co-ordinator once the
CTO is implemented. The responsibility may be delegated to be undertaken by another
staff member (which may be an unqualified clinical staff member, nursing associate or
support worker) provided they have completed MHA training and the competency
checklist (refer to the s.132 policy). However, as with those detained in hospital, the
giving of information relating to the consent to treatment provisions may more
appropriately be undertaken by the patient’s RC
(See the Trust’s Information for Detained Patients Policy for further information.)
4.9 CTOs, care planning and section 117 MHA aftercare
Good care planning is essential to the success of a CTO. A care co-ordinator must be
appointed.
Patients on a CTO are entitled to aftercare services under section 117 MHA. Section
117 MHA aftercare is provided for the duration of the patient’s CTO.
A care plan must be prepared and must set out the practicalities of how the patient will
receive treatment, care and support from day to day. Subject to patient confidentiality,
the following parties should be consulted where applicable:•
•
•
•
•

The patient
The patient’s Nearest Relative under the MHA
Any carers
Members of the multi-disciplinary team involved in the patient’s care
The patient’s GP

CTO patients must be enabled to access an Independent Mental Health Advocate
(IMHA) should they wish to do so or other support where this is available.
It is important to maintain contact with the patient on a CTO and to monitor their mental
health and wellbeing closely after they leave hospital. The arrangements will depend on
the individual needs of the patient. The respective responsibilities of professionals
involved in the patient’s care should be set out clearly in the patient’s care plan. The
care co-ordinator and community RC, working with the clinical team, family carers and
other interested parties will be responsible for coordinating the care plan.
4.10 Recall
The community RC (or the RC providing cover for the patient’s usual RC) has the power
to recall a CTO patient to hospital for treatment in order to respond to evidence of
relapse or high-risk behaviour relating to mental disorder before the situation becomes
critical.
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While a CTO patient can be recalled even though they are complying with the
conditions of the CTO, a patient’s refusal of medical treatment for mental disorder is not
itself sufficient grounds to trigger a recall. 2 The Code states (para. 25.26):
Refusal to consent to treatment in itself does not justify a recall to hospital and
fuller consideration of the patient’s presentation and circumstances is required
when considering whether a recall to hospital is warranted.
4.10.1 When can the recall power be exercised?
4.10.1.1 Recall for breach of a mandatory condition
The community RC may recall a CTO patient to hospital if they break either of the two
mandatory conditions by failing to make themselves available for medical examination
(see 4.7.1 above) which must be included in all CTOs, provided the RC has considered
whether or not the patient has a valid reason for failing to comply and the patient has
been given the opportunity to comply before recall is considered.
4.10.1.2 Recall for treatment
In all other circumstances, the community RC may only recall a CTO patient to hospital
for treatment if:
•

the patient needs to receive treatment for mental disorder in hospital (either as an
in-patient or as an out-patient); AND

•

there would be a risk of harm to the health or safety of the patient or to other
people if the patient were not recalled. 3

The RC must be satisfied that the criteria are met before using the recall power. Any
action should be proportionate to the level of risk. For some patients, the risk arising
from a failure to comply with treatment could indicate an immediate need for recall. In
other cases, negotiation with the patient (and, depending on the circumstances, the
patient’s Nearest Relative, carers or persons with parental responsibility) may avert the
need for recall.
The community RC should consider in each case whether recalling the patient to
hospital is justified in all the circumstances. For example, it might be sufficient to
monitor a patient who has failed to comply with a condition to attend for treatment
before deciding whether or not recall is necessary. A patient might agree to admission
to hospital on a voluntary basis (see 4.10.5 below).
Note: Failure to comply with a condition (apart from one of the mandatory
conditions) does not in itself trigger recall. Only if a breach of a condition results
in an increased risk of harm to the patient or to anyone else will recall be justified
(Code para. 29.49).
Recall to hospital should not become a regular or routine event for any CTO patient. If
recall is being used frequently, the community RC should review the patient’s treatment
plan to consider whether it could be made more acceptable to the patient, or whether, in
the individual circumstances of the case, a CTO continues to be appropriate.

2

See also Secretary of State for Justice v MM; Welsh Ministers v PJ [2017] EWCA Civ 194, para. 48.
The Code incorrectly states that the recall criteria are disjunctive (“either/or”) rather than conjunctive (“and”) (Code
para. 29.46). This is a misprint – both requirements must be met. Compare MHA section 17E(1) and Reference
Guide para. 26.31.
3
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4.10.2 The recall process
The RC has responsibility for co-ordinating the recall process, as follows:
•

The RC does not have to interview or examine a CTO patient in person before
deciding to recall them – they can act on reports received which provide an
account of the patient’s current behaviour and situation.

•

The RC completes a written notice of recall to hospital (Form CTO3). Multiple
copies must be made as the Form CTO3 provides the legal authority to convey
the CTO patient to hospital. Copies will be needed for the patient’s care coordinator, the MHAO, the patient’s record and potentially for the police.

•

The Form CTO3 is addressed to the patient and explains to them which hospital
they are being recalled to and why. It must therefore be written to the patient in
the second person (“you”). The Form CTO3 cannot be amended, so a new form
must be completed if the hospital to which the patient is being recalled changes.

•

The Form CTO3 becomes effective only when served on the patient. The Form
CTO3 will usually be handed to the patient personally (when it will be effective
immediately) by the patient’s care co-ordinator. However if the patient refuses to
accept the notice or the patient cannot be found, the Form CTO3 should be
delivered to the patient’s usual or last known address (where it will effective the
next day, beginning immediately after midnight following delivery, every though it
may not actually have been received by the patient). For non-urgent breaches of
mandatory conditions only, the Form CTO3 may be sent by first-class post
(where it will be effective on the second working day after posting).

•

A patient who fails to respond to a Form CTO3 recall notice becomes absent
without leave (AWOL) from the hospital to which they have been recalled (see.
4.10.3 below.) If the patient is in private premises but access to the patient is
denied, the Form CTO3 can be posted through the door. It becomes effective
after midnight. In the meantime, a s135(2) warrant can be obtained and
arrangements made to meet the police at the patient’s address. A copy of the
Form CTO3 needs to be available for the police attending. It is the responsibility
of the patient’s community RC and care co-ordinator to organise. (See the Trust
Multi-Agency Assessment of Persons under Sections 135 and 136 MHA policy
for further information.)

•

A copy of the CTO3 must be sent to the MHAO as soon as practicable.

•

The patient must be taken to the hospital named in the Form CTO3 in the least
restrictive manner possible. CTO patients will usually return to hospital by
themselves or assisted by a member of their community team. This should be
guided by a current risk assessment. If appropriate, the patient may be
accompanied by a family member, carer or friend.

•

The RC, or the Authorised Acting community RC, must ensure that the hospital to
which the patient is recalled is ready to receive the patient and to provide
treatment. A hospital is not obliged to accept a recalled CTO patient just because
a community RC has issued a recall notice. However, those responsible for
identifying a bed must take account of the need for the patient to be admitted for
assessment and treatment.
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•

It is important to ensure that the practical impact of recalling the patient on their
domestic circumstances is considered and managed.

The patient need not be recalled to the hospital where they were detained for treatment
immediately before the CTO was made. While recall must be to a “hospital” as defined
(very broadly) in the MHA, the required treatment may then be given on an outpatient
basis, if appropriate. 4 Recall to a general hospital would be appropriate if the patient
was to receive treatment for a physical condition which was very closely linked
(“ancillary to”) the patient’s mental disorder. A patient can also be transferred between
units within the hospital named on the Form CTO3. However, a recalled CTO patient
cannot be given section 17 leave of absence from hospital during the period of recall.
4.10.3 CTO patients who are absent without leave (AWOL)
If a patient does not respond to the Form CTO3 recall notice, they become AWOL from
the hospital named on the recall notice as soon as the notice becomes effective. They
may be taken into custody under section 18 MHA and taken to the hospital by any
AMHP, police officer or other constable, any officer on the staff of the hospital to which
they have been recalled or by any person authorised in writing by the RC or (Trust)
management of that hospital.
An AWOL recalled CTO patient may be taken into custody and returned to hospital at
any time up to six months from the date they became absent without leave or until the
expiry of their CTO, whichever is later. (The fact that the RC has already completed an
extension report is not counted unless the extension period has already started.)
If an AWOL recalled CTO patient is taken into custody or comes to the hospital
voluntarily before the end of the period during which they can be taken into custody, the
recall period will start (or restart) on their arrival at the hospital (even if part of the recall
period had already elapsed before they went AWOL).
In addition, the following provisions apply to all CTO patients:
AWOL provisions for CTO patients
Duration of
AWOL

4

Status of CTO
on return

Action required

Less than 28
days

CTO remains in
force

No action is required to ensure the continuation
of the CTO, but it would be good practice for the
RC to examine the patient and evaluate the
need for the CTO.

Less than 28
days

CTO remains in
force but is due to
expire within a
week and the RC
has not completed
a
Form CTO7
extension report

The CTO is not treated as expiring until the end
of the week starting with the date the AWOL
CTO patient returns to hospital, giving the RC a
week to examine the patient, consult with an
AMHP and complete a Form CTO7 to extend
the CTO (if necessary).

Code para. 29.59 and R (on the application of DR) v Mersey Care NHS Trust [2002] M.H.L.R. 386.
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More than 28
days

CTO either
remains in force or
has expired

The CTO expires 1 week after the day of the
arrival at the hospital unless the patient’s RC
confirms that the CTO criteria are still met using
Form CTO8. The RC does not need to complete
a Form CTO7 as the Form CTO8 can also serve
as an extension report.
Where the CTO would already have expired if
the patient had not gone AWOL, confirmation of
the CTO using Form CTO8 will extend the
patient’s CTO. Confirmation will also be treated
as having retrospectively extended the CTO
from when it would have expired had the patient
not been AWOL.

Period during
which AWOL
CTO patient
can be taken
into custody
has expired

Patient has not
returned to
hospital within:
•

CTO and underlying detention for treatment
section have expired.
No extension of the CTO is possible.

the duration of
the current
CTO period
or

•

six months

whichever is the
longer.
(See also the Trust Absence without Leave (AWOL) policy.)
4.10.4 Effect of recall
Once the patient arrives in hospital in response to the Form CTO3 recall notice, the start
date and time of the patient’s detention must be recorded either by ward staff or the
MHA Co-ordinator using Form CTO4. This also applies where the patient has been
recalled to an out-patient facility.
The patient may be detained in hospital for a maximum of 72 hours after recall to allow
the in-patient RC to assess the patient. Once formally recalled, a CTO may be treated
compulsorily (which is not possible when the CTO patient is in the community). The RC
may decide to revoke (i.e. end) the CTO (see 4.11 below). During the recall period the
patient remains a CTO patient. Since RC responsibility transfers to the in-patient RC on
recall and given that they may not have had responsibility for the patient for a
considerable time, they should liaise closely with the CTO patient’s community RC.
The in-patient RC may allow the patient to leave the hospital at any time within the 72
hour period, however, the RC may not grant the recalled CTO patient leave of absence
during this period. When 72 hours from the time of admission have elapsed, the patient
must be allowed to leave if the CTO has not been revoked. On leaving hospital, the
patient will remain on CTO as before. The patient may elect to remain in hospital for
treatment as a voluntary CTO patient (see 4.10.5 below).
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The holding powers (sections 5(2) and 5(4) MHA) may not be used to continue to detain
the patient in hospital after the expiry of the 72 hour recall period (as CTO patients are
already subject to the MHA and therefore are not eligible for their use).
A CTO patient who absconds while subject to recall to hospital is AWOL and if this is
the case on the day the 72 period of recall is due to expire, the period will restart on
patient’s return to hospital (see 4.10.3 above). (See 4.12, below, for requirements in
relation to treatment during recall.)
4.10.5 CTO patients in hospital as an alternative to or following recall
When the issue of recall is discussed with them or when they are presented with a Form
CTO3 recall notice, a CTO patient may elect to come into hospital voluntarily for
treatment. In addition, following the expiry of the 72 hour recall period, there is nothing
to prevent a CTO patient from remaining in hospital for further treatment.
However, it is important to be aware that when CTO patients are in hospital but have
not been formally recalled or where their CTOs have not been revoked (see 4.11
below), they are subject to the same arrangements as they are when in the community.
This means that they cannot be compulsorily treated without their consent and they
cannot be prevented from leaving the hospital should they choose to do so.
Authorisation for the treatment of such patients while they are in hospital (see 4.12
below) is provided by a Form CTO11 (where a CTO patient lacks capacity to consent to
at least part of the treatment) and/or Form CTO12 (where a CTO patient has capacity
and is consenting to treatment) – in other words, the same authorisation as when CTO
patients are in the community.
If the in-patient RC decides that a CTO patient who is receiving treatment voluntarily in
hospital (or who wishes to leave) needs to be detained in hospital for treatment and
their CTO needs to be revoked, it will be necessary to recall the patient to hospital using
Form CTO3 (even though the patient is already in hospital) prior to revoking the CTO,
as revocation may only take place during the 72 period of recall (see 4.11 below).
4.10.6 Transfer of a recalled CTO patient
While CTO patients are being detained in hospital on recall, they may be transferred to
another hospital. The 72 hour period of detention in hospital on recall continues to run
from the original time that the patient was detained, despite the transfer.
If a transfer takes place to a hospital within the Trust then the ward must inform the
MHAO immediately. For a transfer to a hospital outside the Trust (e.g. in a different
NHS Trust or to an independent hospital), the transferring hospital must use Form
CTO6. They may not authorise the transfer unless they are satisfied that arrangements
have been made for the patient’s admission to the receiving hospital.
The receiving hospital must be given a copy of the Form CTO4 (the record of the time
the patient was detained as a result of being recalled to the transferring hospital) before
the transfer or at the time of the transfer. The receiving hospital must record the time of
the patient’s admission there on Part 2 of the original Form CTO6 and provide a copy of
the completed form for the transferring hospital records.
4.11 Revoking the CTO
A CTO can only be revoked when the patient is detained in hospital as a result of recall.
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If the patient is likely to require in-patient treatment for longer than 72 hours after arrival
at the hospital, the in-patient RC or the Authorised Acting in-patient RC should consider
revoking the CTO. The effect of revoking the CTO is that the patient will again be
detained in hospital under their original treatment section (e.g. section 3 or 37).
The in-patient RC must assess the patient and obtain the agreement of an AMHP
before revoking the CTO and must be satisfied that the patient again needs to be
admitted to hospital for medical treatment under the MHA. A record of the AMHP’s
decision and the full reasons for it should be kept in the patient’s notes. The in-patient
RC and the AMHP must then complete Form CTO5 and send it to the local MHAO.
The patient is then detained for treatment exactly as before going onto their CTO. A
new detention period of six months begins on the date that the CTO is revoked for the
purposes of renewal and applications to the Tribunal. The three month consent to
treatment (“3 month rule”) period does not restart. (See 4.12, below, for treatment
requirements following revocation.)
If the patient comes within the scope of the DVCVA (see the Trust DVCVA policy) and
the RC decides to revoke the CTO, the MHAO must be informed as soon as
practicable.
4.12 Medical treatment of CTO patients
The treatment of all CTO patients in the community is covered by Part 4A MHA unless
they are subject to recall to hospital in which case Part IV MHA, the compulsory
treatment provisions which apply to detained patients in hospital, apply.
In the community, a certificate is required to authorise treatment. Where a CTO patient
is assessed as having capacity to consent to treatment and is consenting, then the RC
completes a Form CTO12. Where a CTO patient is assessed to lack capacity, the RC
will request a SOAD to complete a Form CTO11. CTO patients who have the capacity
to consent to treatment cannot be treated unless they consent, even in emergencies,
unless they are recalled to hospital. CTO patients who lack capacity to consent to
treatment may be given it if their attorney or deputy or the Court of Protection consents
to it on their behalf and it does not conflict with an ADRT. CTO patients who lack
capacity to consent to treatment may also be treated in emergencies under section
64(g) MHA.
If recalled to hospital, CTO patients may be compulsorily treated. If their CTO is
revoked, treatment must be authorised under section 58/58A MHA in the same way as
for other detained patients, with certain minor exceptions.
See Appendices C, D and E and the Trust Consent to Treatment policy for further
information.
4.13 Expiry and extension of CTOs
Unless extended, a CTO expires six months from the date on which it was made. A
CTO can be extended for a further six months and then for further periods of twelve
months.
The community RC must examine the patient in order to decide whether or not the
patient continues to meet the statutory criteria for a CTO. This examination must not
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take place more than two months before the expiry of the CTO or the extension will be
invalid.
If the criteria are met, the community RC must first consult one or more other people
who have been professionally concerned with the patient’s medical treatment. The
second professional must be suitably qualified, familiar with the patient’s case, from a
different discipline to the RC and independent. In addition, an AMHP must confirm in
writing that the criteria are met and that it is appropriate to extend the CTO. The RC
must complete Form CT07 with the AMHP and send it to the MHAO who must record
their receipt of it in Part 4 of the Form CTO7.
All parts of the Form CTO7 must be completed in sequential order, i.e. the RC must not
complete Part 3 prior to the AMHP completing Part 2, since if the AMHP does not
agree, the extension cannot go ahead.
An Associate Hospital Managers’ hearing will be convened to consider the extension.
Unless the managers decide to discharge the patient at the hearing, arrangements will
be made via the MHAO to inform the patient and (if applicable) the Nearest Relative, of
the extension.
If the RC decides not to extend the CTO, both the CTO and underlying section 3/37 will
cease to have effect and the patient will no longer be subject to recall to hospital.
If the patient comes within the scope of DVCVA 2004 (see DVCA Trust policy) and the
RC decides not to extend the CTO, the MHAO must be informed immediately.
4.14 Discharge
Note: The term “discharge” is used to describe the patient’s discharge from detention in
hospital on a treatment section when their CTO is made and also the patient’s absolute
discharge when their CTO is ended. When the CTO is ended, the underlying treatment
section which provides the authority to detain the patient in hospital for treatment if their
CTO is revoked is also ended.
CTO patients may be discharged absolutely in the same way as detained patients:
•
•
•
•

by their RC
by the Tribunal
by the Associate Hospital Managers’ panel, or
(for section 3 patients) by their Nearest Relative.

A CTO patient’s RC may discharge them absolutely at any time and must do so if the
patient no longer meets the statutory CTO criteria. A patient’s CTO should not simply be
allowed to lapse. RCs should use the Trust’s section 23 MHA discharge form and send
this to the MHAO as soon as practicable.
A CTO patient may also be discharged absolutely by the Tribunal. In certain
circumstances the Trust (i.e. the MHAO) have a duty to refer patients’ cases to the
Tribunal, for example when a patient’s CTO is revoked (see 4.15 below). The Tribunal
can only discharge the CTO absolutely and cannot bring to an end any specific period
of recall or vary the conditions of a patient’s CTO.
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Associate Hospital Managers’ panels may also discharge CTO patients absolutely at
any time. They must always consider doing so when the RC makes a report using Form
CTO7 extending the authority for the CTO.
The reasons for discharge should be explained to the patient, and any concerns on the
part of the patient, the Nearest Relative or any carer should be considered and dealt
with as far as possible. On discharge from the CTO, the team should ensure that any
aftercare services the patient continues to need under section 117 MHA will be
available.
If guardianship is considered to be a better option for a patient on CTO, an application
may be made in the usual way (see also 4.17 below).
4.14.1 Nearest Relative discharge of Part II CTO patients
Nearest Relatives have the right to apply for the absolute discharge of Part II CTO
patients (i.e. those patients who were detained in hospital for treatment on section 3
MHA prior to their CTO being made).
The Nearest Relative must give 72 hours written notice to the Trust (i.e. the MHAO) of
their intention to discharge the patient. The notice does not have to be given in any
particular form, but must be in writing.
This notification must be either delivered to an officer of the Trust of the responsible
hospital authorised by them to receive it, or sent by pre-paid post to the relevant MHAO.
The 72 hour period starts to run from the time when the notice is received by the officer
of the Trust of the responsible hospital or is delivered by post at the hospital to which it
is addressed.
When received, the notification must be dated and timed by the officer receiving
it. The 72 hour period will begin even if delivery was by hand to ward staff at the
weekend or during a bank holiday period. The patient’s RC must therefore be
contacted as soon as practicable within the time limit.
If the community RC considers that, if discharged absolutely from their CTO, a patient is
likely to act in a manner dangerous to other persons or themselves, they may make a
report to that effect using Form M2 and send it to the MHAO before the end of the 72
hour period. This report will bar the Nearest Relative’s application to discharge the
patient absolutely from their CTO at any time in the six months following the date of the
report.
If the community RC issues this report, the Nearest Relative must be informed in writing
by the MHAO. The MHAO will then convene a barring hearing where the RC’s decision
will be reviewed by an Associate Hospital Managers’ panel. The Nearest Relative must
also be informed by the MHAO that they may also apply to the Tribunal for the patient’s
discharge.
If the community RC does not make a report using Form M2 within the 72 hour period,
the patient must be discharged absolutely from their CTO in accordance with the
Nearest Relative’s application. If the patient happens to be recalled to hospital at the
time, they would have to be released from hospital, as the power to recall them to
hospital would no longer exist.
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4.15 CTO patient appeals and referrals
A CTO patient may appeal to the Tribunal and the Associate Hospital Managers’ panel
once in every period of their CTO. When the patient’s CTO is extended, an Associate
Hospital Managers’ panel will be convened to consider the extension. A CTO patient will
also be referred to the Tribunal for a hearing following the revocation of their CTO. If a
CTO patient does not appeal, their case will still be periodically referred to the Tribunal.
If the patient’s status changes before a hearing takes place (for example, when a
patient’s CTO is revoked while an appeal hearing is pending or the patient is discharged
onto a new CTO from detention in hospital), the hearing will usually go ahead applying
the appropriate discharge criteria. The Tribunal has the power to hear outstanding
decisions together in certain circumstances.
The RC of a CTO patient at the time of a Tribunal or Associate Hospital Managers’
hearing is responsible for providing a report in the Trust format. For hearings when the
CTO patient is in the community, their care co-ordinator must also provide a report in
the Trust format. For hearings when the CTO patient is a hospital in-patient, their
primary nurse must also provide a report in the Trust format.
Contact the MHAO for further information.
4.16 Assigning a CTO patient to a different hospital
Responsibility for a CTO patient, who has not been recalled to hospital, may be reassigned to a hospital run by a different Trust or an independent hospital. Provided the
hospital to which responsibility is to be transferred agrees, the underlying authority for
the patient’s detention is to be treated as if the patient had been originally admitted to
the receiving hospital. The CTO start and expiry date remain the same.
To assign responsibility to another hospital, the CTO patient’s RC must complete Form
CTO10. The patient (and where appropriate their Nearest Relative) must be informed by
the new responsible hospital of any such transfers.
4.17 Guardianship, leave of absence or CTO?
The Code (chapter 31) sets out when guardianship under section 7 MHA, section 17
MHA leave of absence for detained patients in hospital and CTOs should be used.
Guardianship is social care-led and is primarily focused on patients with welfare needs.
Leave of absence (whether short or longer-term) is primarily intended to allow detained
patients to be temporarily absent from hospital where further in-patient treatment in
hospital is still thought to be necessary or to allow the clinical team to see how the
patient manages outside hospital before making the decision to discharge. A CTO, by
contrast, is used where it is necessary for the patient’s health or safety or for the
protection of others that the patient continues to receive treatment after their discharge
from hospital and the RC needs to be able to recall the patient to hospital if necessary.
Factors suggesting longer-term leave

Factors suggesting a CTO

•

Discharge from hospital is for a •
specific purpose or fixed period.

•

The patient’s discharge from hospital

There is confidence that the patient is
ready for discharge from hospital on an
indefinite basis.
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is deliberately on a ‘trial’ basis.
•

•

•

The patient is likely to need further inpatient treatment without their consent
or compliance.
•
There
is
a
serious
risk
of
arrangements
in the community
breaking down or being unsatisfactory
– more so than for a CTO.
•

Factors suggesting guardianship

The patient appears prepared to
consent or comply with the treatment
they need – but risks (as below) mean
that recall may be necessary.
The risk of arrangements in the
community breaking down, or of the
patient needing to be recalled to
hospital for treatment, is sufficiently
serious to justify a CTO, but not to the
extent that it is very likely to happen.

Factors suggesting a CTO

•

The focus is on the patient’s general •
welfare, rather than specifically on
medical treatment.

•

There is little risk of the patient
needing to be admitted compulsorily •
and quickly to hospital.

•

There are good reasons to expect that
the patient will not need to be detained
for the treatment they need to be given.

The main focus is on ensuring that the
patient continues to receive necessary
medical treatment for mental disorder,
without having to be detained again.
Compulsory recall to hospital for
treatment may well be necessary and a
speedy recall is likely to be important.

There is a need for an enforceable
power to require the patient to reside
at a particular place.

5.0 Development, consultation and ratification
This policy sets out the legal position in relation to CTOs set out in sections 17A-G
MHA and has been updated to reflect the statutory guidance in the Code (3rd edition,
2015). The policy takes account of relevant case law up to December 2017.
The policy was originally written and has been regularly reviewed and amended by
the MHA Services Team in consultation with both community and in-patient Trust
staff with particular responsibility for CTO patients. See the updated EHRIA for
further information on the original consultation. This policy is ratified by the Clinical
Practice Forum.
6.0 Equality and Human Rights Impact Analysis (EHRIA)
The policy has been subject to an Equality and Human Rights Impact Analysis as
required by Trust procedure.
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7.0 Monitoring Compliance
The MHA Offices across the Trust will report to the MHA Services Managers any
areas of concern regarding compliance with this policy. Any such concerns will be
reported to the MHA Committee by the MHA Services Team, including any issues
raised by the Care Quality Commission as part of their inspections.
The MHA Committee, in collaboration with the MHA Services Team and the Trust
Audit department, will agree regular audits in relation to CTO patients, both of the
records and documentation on the Trust’s Carenotes system and the undertaking by
accountable professionals of their duties under the MHA in relation to CTOs.
Issues identified via audits will be addressed through the appropriate Trust
management channels (Chief Medical Officer, Chief Nurse) and through training
(MHA Services Team) to ensure measurable improvements in performance.

8.0 Dissemination and Implementation of policy
8.1 Dissemination
This policy will be uploaded onto the MHA section of the Policies area of the Trust
website by the Corporate Governance Team. Staff will be alerted to this via the
Communications department Partnership Bulletin e-newsletter.
8.2 Training
A basic introduction to CTOs is provided for all staff in the mandatory Trust MHA elearning package. This is a revision of an existing policy and no wide-ranging training
needs require to be met on its implementation.

9.0 Document Control including Archive Arrangements
This policy will be stored and archived according to the Trust Procedural Documents
policy. See page 1, above, for the next review date of this policy.
10.0 Reference documents
Mental Health Act 1983 (especially sections 17A-G)
Mental Health Act 1983: Code of Practice (3rd edition, 2015) (especially chapters 24, 25
and 29)
Mental Health Act 1983 Reference Guide (2nd edition, 2015) (especially chapters 23,
24 and 26)

11.0 Bibliography
Jones, Richard. (2017) Mental Health Act Manual (20th ed.). Sweet & Maxwell:
London.
12.0 Glossary
See Definitions at 1.2 above.
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13.0 Cross reference
This policy should be read in conjunction with the following policies:
Absence Without Leave (AWOL) policy
Advance Decisions to Refuse Treatment (ADRTs) and Advance Statements policy
Assessment of Persons under Sections 135 and 136 MHA policy
Care Programme Approach (CPA) policy
Consent to Treatment policy
Domestic Violence, Crime and Victims Act 2004 policy
Information for Detained Patients policy (S. 132 MHA)
Leave of Absence policy (S. 17 MHA)
Mental Capacity Act 2005 policy
Staff Responsibilities under the Mental Health Act - Chapter 5 "Capacity and Consent" click on link:
http://staff.sussexpartnership.nhs.uk/i-need-help-with/mental-health-act/staffresponsibilities-under-the-mha-guidance

14.0 Appendices
Appendix A CTO statutory forms – summary
Appendix B CTO process flowchart
Appendix C Treatment of CTO patients in the community and when recalled to hospital
(Part 4 And Part 4A MHA) summary
Appendix D In-patient RC checklist for making a CTO
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Appendix A - CTO Statutory forms - summary
CTO1

Community Treatment Order (CTO) (s. 17A MHA)
[Part 1:
RC certifies patient meets CTO criteria
2 mandatory conditions
Any discretionary conditions specified
Part 2:
AMHP certifies agreement
Part 3:
RC states CTO implementation date and time]

CTO2

Variation of conditions of a CTO (s. 17B MHA)
[Varied conditions specified by RC (no AMHP agreement required)]

CTO3

CTO: Notice of recall to hospital (s. 17E MHA)
[RC states grounds for recall of CTO patient to hospital – CTO3 provides
sufficient authority for patient to be recalled to hospital and detained there]

CTO4

CTO: Record of the patient’s detention in hospital after recall (s. 17E
MHA)
[Administrative recording form to be completed on behalf of hospital
managers to show the date and time the CTO patient arrived in hospital
following recall (unless in hospital already) and the point from which the
recall period of 72 hours starts to run]

CTO5

Revocation of CTO (s. 17F(4) MHA)
[Part 1:
RC certifies recalled CTO patient meets criteria for detention
in hospital
Part 2:
AMHP certifies agreement
Part 3:
RC exercises power to revoke patient’s CTO]

CTO6

Authority for the transfer of a recalled CTO patient [from the patient’s
responsible hospital] to a hospital under different managers (s. 17F(2)
MHA)
[Part 1:
Completed on behalf of the managers of the responsible
hospital
Part 2:
Record of admission at the receiving hospital]

CTO7

CTO: Report extending the CTO period (s. 20A MHA)
[Part 1:
RC certifies patient still meets CTO criteria
Part 2:
AMHP certifies agreement
Part 3:
RC certifies 2nd professional was consulted
Part 4:
Record of receipt on behalf of hospital managers (MHAO)]

CTO8

Authority for extension of CTO period after absence without leave for more
than 28 days (s. 21B MHA)
[Part 1:
RC certifies CTO patient was recalled, went AWOL,
returned, still meets criteria for extension of CTO
Part 2:
Record of receipt on behalf of hospital managers]

CTO9

Community patients transferred to England (Part 6 MHA)
[Part 1:
RC certifies conditions to apply
Part 2:
AMHP certifies agreement]
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CT010

Authority for assignment of responsibility for CTO patient to hospital under
different managers (s. 19A MHA)
[Administrative recording form to be completed on behalf of hospital
managers of the responsible hospital to show date of transfer of
responsibility to another hospital.]

CTO11

Certificate of appropriateness of treatment to be given to CTO patient
(Part 4A Certificate) (s. 64C(4) MHA)
[To be completed by SOAD to record appropriate consultation, treatment
to be given while CTO patient is not recalled to hospital (under Part 4A),
conditions to apply (if any), treatment to be given while CTO patient is
recalled to hospital (under Part 4), conditions to apply (if any) and
statement of reasons.] [Patients assessed to lack capacity to consent to
treatment in the community only]

CTO12

Certificate that CTO patient has capacity to consent (or if aged 16 or
under is competent to consent) to treatment and has done so (Part 4A
consent certificate) (s. 64C(4A) MHA)
[To be completed by the RC to record appropriate consultation has taken
place and treatment to be given.] [Patients assessed to have capacity and
to be consenting to treatment in the community only.]
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Appendix B: Community Treatment Order process flowchart
Patient on treatment section in hospital

Community RC may
extend CTO using
Form CTO7

NEW CTO IS MADE
In-patient RC makes the CTO and agrees
conditions with AMHP using Form CTO1

Community RC may
vary conditions
using Form CTO2

Patient now on CTO in the community

CTO patient breaches
mandatory condition

CTO patient needs treatment for
mental disorder in hospital and
there would be risk of harm to the
patient’s health or safety or to
others if not recalled

Community RC RECALLS CTO patient to hospital
(unless patient is already in hospital) using Form CTO3

Breach of discretionary
condition does not in itself
trigger recall

CTO patient accepts treatment voluntarily
instead of recall to hospital

(Breach of mandatory
condition only)
Form CTO3 may be served on
CTO patient in person, to last
known address or by post

Form CTO 3 is effective
immediately when served on CTO
patient in person or after midnight
when served at last known
address

Recalled CTO
patient is AWOL if
they do not come to
hospital in response
to Form CTO3

Recalled CTO patient who has
breached mandatory condition
attends examination by
community RC or SOAD and is
discharged back into
community on CTO

Ward staff complete Form CTO4
recording date and time of
recalled CTO patient’s arrival in
hospital (or presence in hospital)

Police can take
AWOL recalled CTO
patient to hospital by
force (s. 135(2) MHA
warrant)

72 hr period of recall commences
(cannot be extended by use of
holding power)

CTO patient agrees
to stay in hospital
voluntarily after 72
hrs of recall ends

Recalled CTO patient may be
treated compulsorily in hospital
(e.g. with depot medication) &
discharged back into
community on CTO by inpatient RC

CTO CONTINUES
CTO patient remains in the
community

In-patient RC assesses recalled
CTO patient

CTO patient wishes to leave
hospital or refuses to accept
further treatment in hospital
voluntarily

In-patient RC assesses recalled
CTO patient as requiring further
treatment in hospital

In-patient RC REVOKES
CTO with agreement of
AMHP using Form CTO5
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Appendix C: Treatment of CTO patients in the community and when recalled to
hospital and/or when CTO is revoked (Part IV And Part 4A MHA) summary

CTO patient in
the community

PART 4A
regulates
treatment

Patients 16 and
Patients 16 and
over with
over without
capacity to
capacity to
consent AND
consent
patients under 16
with competence
Can treat patient
Can treat if an
only if they
attorney or deputy
consent
or the Court of
Protection
consents under
Authority to treat
patient is patient’s s64B MHA
consent (s64B
MHA (adults) or
Can treat patient
s64E MHA
under s64D MHA
(children aged 16
provided patient
or under))
does not object to
treatment or it is
not necessary to
use force (unless
the treatment
conflicts with
decision of an
attorney, deputy
or Court of
Protection or
advance decision)

Patients under
16 without
competence to
consent

Can treat patient
under s64E MHA
provided patient
does not object to
treatment or it is
not necessary to
use force
Can be treated in
emergencies with
force but only if it
is proportionate
under s64F MHA

Can be treated in
emergencies with
force but only if it
is immediately
necessary and the
use of force is
proportionate
under s64G

For s58A or s58A
MHA type
treatment there
must be a SOAD
certificate in place
before treatment
can be given.

For s58 or s58A
MHA type
treatment there
must be a SOAD
certificate in place
before treatment
can be given

For s58 or s58A
MHA type
treatment there
must be a SOAD
certificate in place
before treatment
can be given

For medication
(s58(1)(b) MHA),
a SOAD certificate
must be in place 1
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month from when
a patient leaves
hospital or 3
months from when
the medication
was first given
(whichever is the
later).
But certificate
requirement need
not be complied
with where
treatment is
immediately
necessary

CTO patient on
recall to hospital
or where SCT is
revoked
Part IV regulates
treatment

Section 58 or 58A
MHA type
treatment can be
given under s62A
MHA where:

But certificate
requirement need
not be complied
with where
treatment is
immediately
necessary or
under section 64G
MHA
Section 58 or 58A
MHA type
treatment can be
given under s62A
where:

But certificate
requirement need
not be complied
with where
treatment is
immediately
necessary or
under section 64G
MHA
Section 58 or 58A
MHA type
treatment can be
given under s62A
where:

SOAD certificate
is in place
certifying that it is
appropriate to give
the treatment.

SOAD certificate
is in place
certifying that it is
appropriate to give
the treatment

SOAD certificate
is in place
certifying that it is
appropriate to give
the treatment

Unlike section 58
MHA type
treatment, section
58A MHA type
treatment cannot
be given under
section 62A MHA
to patients with
capacity or
competence to
consent if they do
not consent to the
treatment.

Or

Or

For medication
regulated by
s58(1)(b) MHA the
patient is still
within the period
before which a
certificate is
required

For medication
regulated by
s58(1)(b) MHA the
patient is still
within the period
before which a
certificate is
required

Or

Or

Discontinuing the
treatment or plan
of treatment would
cause serious
suffering to the
patient under
s62A(5) MHA

Discontinuing the
treatment or plan
of treatment would
cause serious
suffering to the
patient under
s62A(5) MHA

Or

Or

Treatment is

Treatment is

Where the
patient’s CTO is
revoked,
treatment can be
given if the Part
4A MHA certificate
requirement is
met, but only
pending
compliance with
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s58 or s58A MHA
Or
For medication
regulated by
s58(1)(b) MHA the
patient is still
within the period
before which a
certificate is
required

immediately
necessary under
s62 MHA.

immediately
necessary under
s62 MHA.

If none of the
above is satisfied,
the requirements
of s58 or s58A
MHA must be met.

If none of the
above is satisfied,
the requirements
of s58 or s58A
MHA must be met.

Or
Discontinuing the
treatment or plan
of treatment would
cause serious
suffering to the
patient under
s62A(5) MHA
Or
Treatment is
immediately
necessary under
s62 MHA.
If none of the
above is satisfied,
the requirements
of s58 or s58A
MHA must be met.
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Appendix D: Checklist for setting up a new CTO (Code, ch. 29)
The in-patient RC must consider whether or not the patient meets the criteria for a CTO (see
Code, para 29.9)
An AC (usually a consultant psychiatrist) must be identified to act as community RC and must be
involved in the discharge planning
A care co-ordinator (who need not be an AMHP) must be identified
An AMHP (if not the care co-ordinator) must be identified to assist in making the CTO
The care plan (including s.117 entitlement) and risk assessment should be prepared in
consultation with the patient, Nearest Relative (unless the patient objects), carers, IMHA,
designated community RC, multi-disciplinary team, GP and AMHP
The AMHP must consider whether to agree formally that the patient meets the CTO criteria and
that they consider a CTO to be appropriate (see Code, paras. 29.22ff.)
The in-patient RC must take into account any scheduled hearings and work with the designated
community RC to ensure, that attendance at any hearings and provision of medical reports is
covered appropriately
In-patient RC must complete Form CTO1 – Part 1
NOTE: CTO paperwork cannot be
amended retrospectively.
AMHP must complete Form CTO1 – Part 2
If necessary, please seek advice
(in date order or on the same date as Part 1)
from the MHAO before
In-patient RC must complete Form CTO1 – Part 3
completion.
(in date order or on the same date as Parts1 & 2)
The in-patient RC must ensure that the Form CTO1, Transfer of RC form (with Part 1 completed)
are sent to the local MHAO as soon as practicable

TRANSFER OF RC RESPONSIBILITY TO COM M UNITY RC
The community RC must ensure that the care co-ordinator advises the CTO patient of their rights
as soon as practicable after the start of the CTO and then during every subsequent CTO period
(see the Trust Information for Detained Patients (s. 132 MHA) policy).
The community RC must discuss the treatment plan with the patient and assess their capacity to
consent to it. The assessment must be recorded on the “Section 58 – Assessment of Capacity
and Consent Interview by Approved Clinician” form (see Appendix E).
If the patient lacks capacity to consent to treatment, the community RC must submit an on-line
referral to the Care Quality Commission (CQC) and send confirmation of whether or not this has
been done to the local MHAO as a matter of urgency
The CQC SOAD request form must include the names of two statutory consultees who must be
available to speak to the SOAD
The CQC SOAD request must include the name/contact number of the care co-ordinator as they
will be responsible for arranging the venue for the SOAD visit and ensuring the patient attends
If the SOAD has not completed the Form CTO11 authority for community treatment (patients
lacking capacity) form within 1 month of the CTO start date, then community RC must complete
a s.64 MHA urgent treatment form (if the criteria for urgent treatment applies).
If the patient has capacity to consent and is consenting to treatment, the community RC must
complete a Form CTO12 authority for community treatment (patients with capacity and
consenting to treatment) form within 1 month of the CTO start date.
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