
experienced, where the Mental Capacity Act was discussed in

detail.

We believe that it would benefit undergraduates to

experience a more realistic and rounded placement in

psychiatry and truly consider the social implications of mental

illness. As it currently stands, undergraduate education in

psychiatry is oversimplified to focus on diagnosis and does not

acknowledge the capabilities of medical students to adopt a

holistic approach. An opportunity to consider all aspects of a

psychiatrist’s role may encourage more students to consider a

career in this field.
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Factors associated with the use of community
treatment orders

In his article Curtis1 highlights one of the limitations of the

OCTET study,2 in that patients selected for randomisation may

not have been suitable for community treatment order (CTO)

placement in the first place. In his conclusions he suggests

there may be a small subgroup of patients for whom CTOs are

enormously beneficial. Perhaps clinicians need more clarity of

the characteristics of the ‘revolving door’ patient better to

assess suitability for supervised community treatment.

Most clinicians will have a personal construct of the

epidemiological and clinical characteristics of revolving door

patients, although this may not be explicitly defined. There is

no consistency in the literature as to the definition of revolving

door, and previous research in the UK has shown that

predictors of readmission are varied and not consistently

replicated across studies. Research carried out when the

practice of ‘long leash’ Section 17 leave was widespread

showed that those placed on extended leave had a history of

more frequent compulsory admissions, increased recent

dangerousness to others, and decreased adherence to their

out-patient follow-up prior to admission.3

A case-control study was conducted at Leeds Partnership

NHS Foundation Trust in 2010, and approved by the local

research and development department as a service evaluation.

The aim was to compare characteristics of patients placed on

CTOs and those discharged from Section 3, to elicit which

factors were associated with CTO placement. All patients

placed on a CTO between November 2008 and February 2010

were included as cases, and controls were randomly selected

from patients who had been detained under Section 3 of the

Mental Health Act, but whose Section was rescinded within

the same week that the CTO was commenced. A ratio of two

controls for each case increased the power of the study. This

amounted to 56 cases and 112 controls. Characteristics chosen

for analysis were those which previous research had suggested

may be of importance and where collection was feasible. The

characteristics of the patients placed on CTOs were broadly

similar to those recruited into OCTET.

Analysing variables individually, patients on CTOs were

significantly more likely (P50.05) to be single, have a principal

diagnosis of schizophrenia, a history of violence, a higher

number of previous admissions, a history of criminal conviction

and a higher number of convictions within the past year.

On logistic regression analysis, patients on CTOs were

significantly more likely to have a principal diagnosis of

schizophrenia and a higher number of previous admissions.

There remains the outstanding question of who belongs to

the elusive group of patients for which CTOs are effective, if

indeed this group exists. This study provides insight into the

demographic and historical factors that are influencing

clinicians’ decisions to implement CTOs. There is no proof

so far that CTOs are effective in their aims. Perhaps we need

to look again at who the truly ‘revolving door’ patients are

and take this objective evidence into consideration at the

point of deciding whether to initiate supervised community

treatment.

1 Curtis D. OCTET does not demonstrate a lack of effectiveness for
community treatment orders. Psychiatr Bull 2014; 38: 36-9.

2 Burns T, Racks J, Molodynski A, Dawson J, Yeeles K, Vazquez-Montes
M, et al. Community treatment orders for patients with psychosis
(OCTET): a randomised controlled trial. Lancet 2013; 381: 1627-33.

3 Sensky T, Hughes T, Hirsch S. Compulsory psychiatric treatment in the
community. 1. A controlled study of compulsory community treatment
with extended leave under the Mental Health Act: special
characteristics of patients treated and the impact of treatment. Br J
Psychiatry 1991; 158: 792-9.
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Misunderstanding recall

Smith et al1 should be congratulated for their investigation into

the use of the additional conditions that are sometimes

included in community treatment orders (CTOs). The

Reference Guide to the Mental Health Act 1983 (15.16-15.19)

and the Mental Health Act Code of Practice (25.29-25.35)

describe the nature of these conditions and how they relate to

the recall of patients. Although patients do not have to consent

formally to CTOs, or the conditions, in practice they will need

to attempt to cooperate with them. However, these additional

conditions are not directly enforceable. The Reference Guide

(15.30) sets out the criteria the responsible clinician must use

when considering recall. These criteria do not refer to

additional conditions, and there is no power of recall if a

patient on a CTO fails to comply with them. I agree with Smith

et al when they claim that many patients on CTOs wrongly

believe that if they are unable to adhere to additional

conditions they will inevitably be recalled to hospital, and that

the prevalence of this misunderstanding is inconsistent with

the principles set out in chapter 1 of the Mental Health Act

Code of Practice. One of the roles of independent mental

health advocates is helping patients obtain information about,

and understand their rights under, the Mental Health Act 1983.

In my opinion this is an issue that they should prioritise, as

should all those who monitor the use of the Act. As Smith et al

point out, these circumstances raise serious legal and ethical

issues.

1 Smith M, Branton T, Cardno A. Is the bark worse than the bite?
Additional conditions used within community treatment orders.
Psychiatr Bull 2014; 38: 9-12.
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