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Preface by the Chief Psychiatrist

An important role of the Chief Psychiatrist is to ensure that mental health practitioners
are well informed about the Mental Health Act 1996 (the ‘Act’).

The Office of the Chief Psychiatrist, has developed this Practitioners’ Guide to provide
information and guidance on Community Treatment Orders (CTOs) and to assist
clinicians in understanding the legislation with promotion of best practice. The Guide is
shaped by the legislative provisions in the Act but also informed by research and
guidelines from other jurisdictions. (For further information see ‘Community Treatment
Orders - A Review’ published December 2001 by the Office of the Chief Psychiatrist.)

The Guide does not give an official interpretation of the Act and is not a replacement for
professional advice or a substitute for the legislation. Whilst it does not specifically
address the issue of minors, the elderly or forensic patients, I do believe this Guide will
prove to be of invaluable assistance to mental health practitioners and will be reviewed
and updated as necessary.

I would like to thank Dr Debra Wood for access to a draft guidelines document on CTOs
prepared for the Office of the Chief Psychiatrist in Victoria.

If you have any queries regarding the information provided in this Guide you can
contact the author Tim Rolfe, Clinical Consultant with the Office of the Chief Psychiatrist
on (08) 92224217.

Dr Rowan Davidson
Chief Psychiatrist

7 August 2002

Disclaimer

The Guide is provided to the reader by the Department of Health (the “Department”) on
the basis that while every reasonable effort has been made to ensure the accuracy of the
Guide, no guarantee can be given that the Guide is free from error or omission.

The Department, the Minister for Health, the State of Western Australia, and their
employees and agents expressly disclaim liability for any act or omission occurring in
reliance on the information in the Guide and for any consequences of such act

or omission.

Changes in circumstances after the date of publication of the Guide may impact on the
currency of the information contained in the Guide. No assurance is given that the
information contained in the Guide is current at the time it is provided to the reader.
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1 Introduction

Community Treatment Orders (CTOs) were introduced into Western Australia as part of
the Mental Health Act 1996 (the ‘Act’). Specifically Division 3 of Part 3 of the Act
details treatment of involuntary patients in the community.

An involuntary patient may either be a patient detained in an authorised hospital or a
patient on a CTO. The CTO permits treatment in the community, without the consent of
the person, for people with a mental illness who also fulfil the other criteria of s. 26 of
the Act.

CTOs offer a less restrictive, community-based alternative to detention in an authorised
hospital. Community based care and treatment is consistent with deinstitutionalisation
and a view that treatment is best offered in a less restrictive environment than a
hospital setting.

Although CTOs have a legal basis and clinicians’ actions are shaped by the legislation,
the effectiveness of a CTO will depend on a respectful relationship between the patient
on the CTO and the clinicians who are caring for the patient.

CTOs are not ‘aftercare’ (see for example, Mental Health Act 1962 (WA)), as they give
clinicians specific powers to administer treatment in a community setting. It is possible
for a psychiatrist to place a person on a CTO without the need for the person to have
been previously a voluntary or involuntary patient in a hospital.

The CTO may be used as part of a community care plan. However, the Act places
responsibilities on the mental health service and obligations on the patient, which go
beyond the usual care provided to patients in the community. As with any community
care plan, CTOs require consistency of approach, information sharing, negotiation and
the involvement of families, carers and community services.
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2 Glossary of Terms

The revised Clinicians’ Guide to the Mental Health Act 1996 (2001) gives a detailed
glossary of terms used in the Act. This abbreviated glossary only defines terms in
relation to CTOs.

2.1 Authorised Hospital (s.3) A public hospital or part of a public hospital such as a
unit or ward authorised by the Governor of the State of Western Australia to
receive and admit people as involuntary patients. Private hospitals can also be
authorised if their license is endorsed under s. 26DA of the Hospital and Health
Services Act 1927.

2.2 Other place (s.29(2b)) Persons may be referred under the Act by a medical or
authorised mental health practitioner to an authorised hospital or another place
where the person may be examined by a psychiatrist. This may be a place in the
community such as a clinic, a doctor’s surgery or an accident and emergency
department.

2.3 Chief Psychiatrist (s.8-13) The Chief Psychiatrist has the responsibility for the
medical care of all involuntary patients, and the monitoring of standards of
psychiatric care throughout the State. Patients on CTOs may make complaints to
the Chief Psychiatrist in relation to treatment issues. The Chief Psychiatrist has
the power to review any decision of a psychiatrist in relation to the treatment of
involuntary patients, and to maintain, vary or rescind such a decision.

2.4 Authorised Mental Health Practitioner (s.20) Any mental health practitioner
who, in the opinion of the Chief Psychiatrist, has the qualifications, training and
experience appropriate to the role may be appointed as an authorised mental
health practitioner (AMHP). AMHPs have the power to refer a person they
suspect would meet s.26 criteria to an authorised hospital or other place for an
examination by a psychiatrist. Information provided by the AMHP to the
examining psychiatrist may result in the person being made subject to a CTO.

2.5 Authorised Medical Practitioner (s.18) A medical practitioner designated by the
Chief Psychiatrist, by order published in the Government Gazette, to be an
authorised medical practitioner. Every medical practitioner, not being a body
corporate, who is registered under the Medical Act 1894 (WA) is designated as an
authorised medical practitioner under the Act. An authorised medical practitioner
may examine a patient on a CTO at the request of and in place of the supervising
psychiatrist (s.77).

2.6 Psychiatrists and Supervising Psychiatrists (s.3 €& 17) Means a medical
practitioner whose name is contained in a Register of Psychiatrists maintained by
the Medical Board. Psychiatrists have the power to examine a person referred to
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2.7

2.8

229

2.10

2.11

them for assessment as to involuntary status and to make the person an
involuntary patient on a CTO. Supervising psychiatrists are those psychiatrists
who have the responsibility of supervising a patient on a CTO.

Responsible Practitioner (s.68(1)(c)) Is a medical or mental health practitioner
who is responsible for ensuring that the treatment plan for a patient on a CTO is
carried out. The responsible practitioner is also referred to as the “treating
practitioner”. The supervising psychiatrist may also be the responsible
practitioner. The supervising psychiatrist may transfer the responsibilities of the
responsible practitioner to another medical or mental health practitioner and
notify the patient in writing.

Psychiatric Treatment (s.3 & 108) Means treatment for mental illness and
excludes those treatments specified in s.99, ECT and Psychosurgery. A patient on
a CTO may be given psychiatric treatment, such as medication, without his or her
consent (s.109). (In this Guide the term ‘treatment’ refers to ‘psychiatric
treatment’)

Council of Official Visitors (COV) (Part 9) Official Visitors are appointed by the
Minister for Health to ensure that involuntary patients are informed of their
rights. They also hear and resolve complaints, inspect premises such as licensed
psychiatric hostels and assist with the making and presenting of applications for
appeals for review by the Mental Health Review Board.

Mental Health Review Board (MHRB) (Part 6) The MHRB conducts independent
reviews of all involuntary patients either on request or periodically and has the
power to make a person no longer an involuntary patient.

Mental Health Law Centre (MHLC) The MHLC is an independent, non-
government community legal service which is funded to provide free and
confidential legal services to people who are involved involuntarily in the mental
health system. The services provided include representation of patients at reviews
conducted by the MHRB.

3 Criteria for a CTO

3.1 Circumstances in which a CTO might be considered

3.1.1 CTOs are intended to offer a less restrictive setting for the treatment of patients
who would otherwise be involuntary detained. A person made subject to a CTO
must therefore fulfil the criteria for involuntary status under s.26 of the Act.

3.1.2 The primary purpose for making a person subject to a CTO is to ensure they

receive treatment, at a time when they are unable to consent (due to the nature
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of the mental illness) or refuse to consent to treatment. Accordingly, due
consideration must be given to both the potential benefits as well as restrictions
consequent to making a person subject to a CTO.

The setting in which the treatment is to be administered is an important
consideration when deciding whether to make a person subject to a CTO. The
practicalities of administering treatment without consent to a patient detained in
an authorised hospital can be simpler than obtaining compliance from a person
in the community. It may be beneficial for the person to receive treatment in the
community, but the practicalities of administering the treatment may be so
difficult that a CTO would be inappropriate. For example, a person with a chronic
mental illness may be an ideal person for a CTO, as it would ensure treatment
and prevent re-hospitalisation. However, if the person leads an itinerant lifestyle
and therefore finds it impossible to cooperate with the community team, a CTO
may be too impractical to be a viable option.

There are a number of clinical and administrative responsibilities expected of the
community clinic when treating a patient on a CTO. Hence, a CTO may not be a
viable option, if due to time constraints, staffing and geography a CTO will be
too difficult to administer.

There are four occasions when a CTO should be considered, however if a person
can be treated on a voluntary basis then a CTO should not be made:

a) In preference to a psychiatrist referring a person to an authorised hospital for
further assessment after an initial examination by a psychiatrist in the
community (s.39 & 67, Form 5).

b) In preference to making a person referred to an authorised hospital an
involuntary detained patient (s.43(2b) Form 6).

c) In preference to continued involuntary detention or discharging a person
from hospital as a voluntary patient (s.49 (3b) Forms 9 & 8).

d) In preference to the continued detention of an involuntary patient who is on
leave of absence from the hospital, on the advice of an AMHP (s.63 (2b)).

(Note there should be no detention in an authorised hospital without consideration of a
CTO (s.65)).

3.2 Criteria with regards to s.26 of the Act

3.2.1

The psychiatrist who has examined a person must be satisfied that two sets of
criteria are fulfilled before making a CTO in respect of the person. The two sets of
criteria are as follows:

a) The criteria for involuntary status under s. 26 of the Act;
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3.2.2

3.2.3

3.2.4

3.2.5

b) The criteria for making a community treatment order contained in s.66 of the Act.
The criteria required under s.26 of the Act are as follows -

A person should be an involuntary patient only if -

a) The person has a mental illness requiring treatment

b) The treatment can be provided through a community treatment order and is
required to be so provided in order -

*

To protect the health or safety of that person or any other person;

To protect the person from self-inflicted harm including serious financial
harm, lasting or irreparable harm to any important personal
relationship resulting from damage to the reputation of the person among
those whom the person has such relationships and serious damage to the
reputation of the person, or;

To prevent the person doing serious damage to any property.

c) The person has refused or, due to the nature of their illness, is unable to
consent to the treatment; and

d) The treatment cannot be provided in a way that would involve less
restriction of the freedom of choice and movement of the person than would
result from the person being an involuntary patient.

For the purposes of the Act a person has a “mental illness” if the person suffers
from a disturbance of thought, mood, volition, perception, orientation or memory
that impairs judgement or behaviour to a significant extent. However, there are
some exceptions specified in s.4(2). The definition of “mental illness” is broad
and it is important that clinicians interpret it in behavioural terms that pay
attention to the word ‘significant’.

Examples of when treatment may be required to “protect the health or safety” of
the patient or any other person include suicidal ideation or gestures and
expressions of actual or threatened harm to others.

The term “self-inflicted harm” has a broad definition under s.26(2) of the Act.
The term includes:

a) serious financial harm;

b) lasting or irreparable harm to any important personal relationships resulting
from damage to the reputation of the person among those with whom the
person has such relationships; and

c) serious damage to the reputation of the person.

MM v MHRB [1999] WASC 1005 (4 March 1999)
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3.2.6

3.2.7

3.2.8

SF2S)

3.2.10

3.2.11

Actual or possible serious financial harm may, for example, be evident in the
manic phase of a bipolar illness.

Lasting or irreparable harm to any important personal relationships may be
evident in behaviours of the person towards family members, work colleagues or
others in the community. The qualification is that harm must be the result of
damage to the reputation of the person among these significant others. Clearly
for the psychiatrist this requires an inquiry into the life of the person before they
became unwell and how those behaviours which are a consequence of their
illness are affecting the quality of the relationships they have with these
significant others.

With regard to serious damage to the reputation of the person, the psychiatrist
must be aware of both the person’s present symptoms and the significant
changes which indicate that the reputation of this person may be seriously
damaged if certain expressed behaviours are not curtailed.

The criteria under s.26 also require evidence that the person has refused or is
unable to consent to treatment. Therefore, it is important to ascertain from a
person his or her compliance to treatment. If a person is so unwell as to make
any consent to treatment meaningless, then it should be documented that, due to
the person’s illness, it was not possible to obtain valid consent. It would be
appropriate to indicate in the patient’s clinical record and the Forms 6 or 9
whether the patient was unable or refused to consent.

The last requirement for making a finding that a person should be an involuntary
patient under s.26 is whether there is a less restrictive manner in which treatment
can be adequately provided. The less restrictive option for a CTO is voluntary
status. If the psychiatrist believes that the required treatment can not be
administered on a voluntary basis then a CTO would be the most appropriate
alternative.

A significant difficulty is that the criteria for detained involuntary status and a
CTO are similar with the additional requirements of s. 66. (see 3.3) This indicates
that the decision then is a qualitative one. A person meets all the s.26 criteria,
however the psychiatrist believes that treatment can be managed in the
community. The implication is that the mental illness the person is suffering
from, although significant, is amenable to treatment outside an authorised
hospital. Likewise the possible harm to self or others is of a degree which can be
managed in the community and does not require the restrictions of detained
status. Furthermore, although the person is not consenting or is unable to
consent to treatment there is enough cooperation between the community
clinicians and patient to allow either attendance at the clinic or home visits. It
further implies that the degree of resistance to treatment is not so great as to
prevent treatment being administered in a community setting. However, this does
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not exclude CTOs being used with patients who are non-compliant, although any
management plan would need to reflect this position.

3.3 When a CTO may be made (s.66)

3.3.1 If a psychiatrist believes that the criteria in s.26 are satisfied in respect of a
person, the psychiatrist must then consider whether a CTO should be made,
which requires the criteria in s.66 to be met.

3.3.2  Under s.66, the psychiatrist must be satisfied that firstly, treatment in the
community would not be inconsistent with the objectives set out in s.26(1)(b) of
the Act. That is, a CTO must not be inconsistent with the protection of the person
from the harms described in s.26(1)(b). If those objectives will not be satisfied if a
CTO is made, the supervising psychiatrist must not make the person subject to a
CTO (s.70(2)(b)).

3.3.3 Secondly, there must be suitable arrangements for the care of the patient in the
community. For example, if a patient is being discharged to live in a region of
WA where suitable arrangements for care can not be provided, then a CTO should
not be made. However, every region of WA is covered by a mental health service
and with the use of teleconferencing, basic care can be provided even in very
remote areas of WA. Problems do arise with itinerant or wandering patients
where a large proportion of the clinician’s time is spent in attempting to track
the movements of patients. In those circumstances CTOs may have a limited use.

3.3.4 Thirdly, the psychiatrist must be satisfied that there is a medical practitioner or
mental health practitioner willing and able to ensure that the patient receives the
treatment outlined in the order and a psychiatrist willing to supervise the order.
This criteria has two consequences:-

a) It is not possible to ensure this criteria is satisfied unless there is
communication and discussion between the psychiatrist and the proposed
supervising psychiatrist and community team. A patient should not be placed
on a CTO unless such discussion has taken place and arrangements for
supervision have been agreed.

b) The treatment outlined must be discussed and arranged with the treating
team, as a community clinic may not be able to deliver a specific treatment
program proposed to be included in the CTO. For example, the psychiatrist
may outline electroconvulsive therapy on the treatment plan, however, most
rural services would be unable to provide this treatment. The basic tenet for
the success of a CTO is ample discussion prior to the making of the order and
agreement as to what is stated in the treatment plan on the Form 10.

(Note that CTOs do not apply to involuntary patients detained in an authorised hospital
under s.25(3) of the Criminal Law (Mentally Impaired Defendants) Act 1996.)
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3.4 Research Implications

3.4.1

3.4.2

3.4.3

3.4.4

3.4.5

3.4.6

3.4.7

3.4.8

Any patient who meets the criteria under s.26 of the Act may be made subject to
a CTO. However, research has identified specific characteristics of the patient, the
treatments provided, his or her environment and services available which
increase or decrease the efficacy of a CTO.

CTOs appear to work best with patients who have a chronic mental illness and a
history of risk to self or others. CTOs were first initiated as a way of working
with chronic patients, attempting to slow down or stop the revolving door
between institutions and the community which was one consequence of
deinstitutionalisation.

The patient must express an interest in living in the community. If a patient is
unwilling to live in the community and would prefer institutional care, the CTO
may fail.

The patient should have previously failed to be maintained without legislative
requirements in the community. If the patient can be treated on a voluntary basis
and this has proved successful in the past, a compulsory order is unlikely to be
necessary, except in changed or extraordinary circumstances.

The patient must have a degree of competence in order to understand the
expectations of the order. Patients who do not have the cognitive ability to
comprehend the requirements of an order cannot be expected to comply. In such
a case, alternatives such as guardianship may be more appropriate.

The patient must have the capacity to comply with the treatment plan. A degree
of cooperation is necessary. If a person is so antagonistic towards the making of
the CTO that there is a constant struggle between the patient and the community
staff to obtain the patient’s compliance with the CTO, then a CTO may be
inappropriate. In some cases the only option is to try and work with a patient on
a voluntary basis and, if that proves unsuccessful, to monitor the situation until
the patient requires involuntary detention. However, if a decision is made to
work with a recalcitrant patient then a written plan recognising the difficulties
that will ensue and ways to deal with the difficulties needs to be articulated.

The treatment outlined in the treatment plan under the CTO needs to have
demonstrated efficacy when used properly by the patient. If the treatment is not
effective it may be thought that the patient is not being compliant, when in fact
the problem lies with the treatment.

The treatment plan must be such that the treatment can be delivered by the
community care team, is sufficient for the patient’s needs and necessary to
maintain the patient’s ability to live in the community. If the community care
system is inadequate, the CTO may fail. Success depends as much on the
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3.4.9

3.4.10

3.4.11

3.4.12

efficiency of the mental health service as the cooperation of the patient.

If the style of community management is inappropriate or if the coercion used to
ensure treatment is excessive, then patients may express their dissatisfaction by
not cooperating with the conditions of the CTO. It is important for services to
regularly review their practices to note whether some of those practices are
alienating patients.

The treatment must be such that it can be monitored by the community team.
Treatment plans that cannot be monitored undermine the purposes of the CTO
and strain the relationship between the patient and the clinician. Examples of
such ordered treatments as ‘no alcohol consumption’ or ‘no non-prescription
medications’ may be impossible to monitor or enforce.

The community team must be willing to deliver the ordered treatment to the
patient and be willing to participate in enforcing compliance with the treatment.
Unwillingness by community clinicians due to an ideological position, lack of
knowledge about procedures, concerns about liability, and anxieties about risk
will undermine the CTO.

The in-patient system must support the community system. An in-patient plan
must include a community treatment plan. Negotiation about discharge and
possible readmission should commence at an early stage and be a joint enterprise
between hospital and community staff.

4 Before making a CTO

4.1 Ensuring the least restrictive alternative

The Act requires that treatment be provided in the least restrictive way and although
being on a CTO is less restrictive than being a detained patient it is still a significant
intrusion on the freedom and rights of a person in the community. The decision to make
a person subject to a CTO must therefore be based on a careful assessment of the
person’s need for treatment as well as the criteria outlined in 3.2.

4.2 Commencing a management plan

4.2.1

4.2.2

If the patient is a detained involuntary patient in an authorised hospital or a
voluntary patient in hospital then a discharge plan which includes the reasons
why a CTO is being or not being considered needs to commence prior to
discharge.

It is important that the treating team make a decision based on all the essential
information such as severity of illness, past history, family or community
support, previous treatment compliance and prognosis. Deciding a person should
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be made subject to a CTO should not be a last minute decision but a considered
one based on previous experience, present assessment and future prognosis.

4.3 Discussion with the person

4.3.1

4.3.2

4.3.3

4.3.4

4.3.5

A psychiatrist, when considering whether a person should be made subject to a
CTO, should discuss the issue with the patient. This is not only to ensure that the
patient has an understanding of his or her obligations while on a CTO but also to
elicit the patient’s preferences in relation to treatment and follow-up.

Although CTOs impose legal requirements on a patient, their success depends on
the level of agreement and mediation between the patient and the community
team. In essence a contract needs to be forged between the patient and the
community team with a balance struck between the obligations on the patient
and the responsibilities of the mental health service.

CTOs work best when there is a high level of flexibility between the parties, with
both sides having a positive view of the functions of the CTO. Agreements need
to be negotiated and this task initially is the responsibility of the psychiatrist
making a person subject to a CTO.

The details of any agreement pertain to a community care plan formulated by the
treating psychiatrist, who may have limited information about community issues.
It is therefore important for the psychiatrist making the order to have detailed
discussions with the community team in order to ascertain how the community
team will manage the case. Alternatively he or she make it explicit that the
community team will re-negotiate the agreement. If necessary, the supervising
psychiatrist may issue a variation order (Form 12) when the person commences
under the care of the community team.

Particular effort should be made to ensure that the patient has an understanding
of:

a) Why the CTO is being made;

b) Where the patient will be expected to attend for follow-up, including when
the first appointment is and the necessary steps that must be taken if it is not
possible to attend. This information should be on the Form 10 and also on an
appointment card;

c¢) What is the treatment, expectations of the treatment, possible side effects,
dose and frequency and where to go to for any queries about treatment;

d) Expectations with respect to adherence to treatment, including being
available for regular review and monitoring by the community team;

e) The proposed duration of the CTO, including information that the CTO can be
extended;
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4.3.5

4.3.6

4.3.7

f) An explanation of the role of the supervising psychiatrist, including the
power to revoke or vary a CTO;

g) An explanation of the role of the responsible practitioner;
h) An explanation of possible consequences of non-compliance with the CTO;

i) An explanation of possible consequences if the patient requires treatment as
a detained involuntary patient;

j)  An explanation of rights such as second opinions, access to Forms, the right
to review by the MHRB and the right to make a complaint to the COV.

There is a requirement (s.157) that these discussions with the patient will be in a
form and language which will enable the patient to have as full an
understanding as possible. The explanation given to the patient must be given
both orally and in writing or in any other form which the patient is used to
communicating in (s.156). Use may be made of interpreters and the information
pamphlets available in 15 community languages.

The responsibility for giving the explanation to the patient rests with the
supervising psychiatrist (s.158(1)(b)), however in most situations it is the treating
psychiatrist who makes the detained patient subject to a CTO. It would therefore
be appropriate for the treating psychiatrist to initially inform the patient about
the CTO and his or her rights. A further explanation should also be given by the
supervising psychiatrist once the person is in the community.

The supervising (and treating) psychiatrist must make a note in the patient’s
clinical record that the explanation was given to the patient (s.158).

4.4 Discussion with family and carers

4.4.1

4.4.2

4.4.3

Family, carers and other community supports are integral to assisting a patient
on a CTO. Collaboration with them is crucial in assessing the need for a CTO in
the first place, developing a treatment plan and in supporting them to assist
the patient.

Families and carers who have a clear understanding not only about the
obligations placed on the patient and the responsibilities placed on the
community team but also a recognition of the limitations of a CTO will ensure
that a better outcome will be achieved. Families may have unrealistic
expectations about the extent of the supervision and the legal powers of the
community team. It is important therefore to engage families and carers in the
agreement between the patient and the community team.

Discussions with families and carers must be handled sensitively and with respect
for the wishes of the person subject to the CTO. The supervising psychiatrist of a
patient under a CTO is responsible for ensuring that the patient is asked to
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specify a friend, relative or other person to whom a copy of the explanation
referred to in 4.3.5 should also be given (s.157). Nevertheless, before consulting
with families and carers, the treating team must first seek the consent of the
patient as required by the Act (s.206). When seeking the consent of the patient,
the treating team should endeavour to ascertain the patient’s preference with
respect to what information may be or may not be disclosed. Patients have a
right to confidentiality. If he or she categorically refuses to give consent for
information to be disclosed to families or carers that right must be respected.
However it is also important for the clinician to ascertain the reasons for the
refusal, as it may be possible to negotiate some disclosure for the benefit of the
patient and his or her carers.

4.5 Discussion with the Community Team

4.5.1

4.5.2

4.5.3

4.5.4

Before a patient is made subject to a CTO, the psychiatrist must contact the
community team to discuss the reasons for considering a CTO, the treatment plan
and the agreed first community appointment. No matter how well known a
patient is to a community clinic it is imperative that contact is made and the
issues discussed. Failure for those arrangements to be made may result in
difficulties for the community team in offering a service and confusion for the
patient, which may lead to an unintentional breach of the order. The community
team should also be informed if the person has been informed of their rights and
this should be confirmed by the community team.

The CTO places a responsibility on the community team to provide specific
services as detailed in the treatment plan. If a service is not consulted or is not in
agreement with the treatment plan then the CTO will be fatally flawed from its
inception.

The supervising psychiatrist may vary a CTO in a number of ways. However, at
the time the CTO is made the treatment plan detailed on the Form 10 is what is
legally expected of both the patient and the community team.

The Form 10 further requires that a supervising psychiatrist and a responsible
practitioner be identified. It is important for the patient to have a person who
they will recognise as their psychiatrist and case manager. Expecting a patient to
relate to unnamed clinicians at a clinic, particularly in a crisis is unrealistic. If by
the time the patient has been discharged there is a need to change the designated
supervising clinician or responsible practitioner, the supervising psychiatrist may
make this change by issuing a variation order, a copy of which must be given to
the patient. The expectation that a supervising psychiatrist and responsible
practitioner be named on the Form 10 indicates that there should be a well-
developed liaison system between the hospital and the community clinics.
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5 Making a CTO

5.1 Fundamental Principles

5.1.1

A psychiatrist is not to make an order that a person be, or continue to be,
detained as an involuntary patient without considering whether treatment and
care would be better achieved by making the person subject to a CTO (s.65). The
Act dictates that if a person has been referred for an involuntary assessment by a
psychiatrist as to whether detained status is necessary, the psychiatrist must first
consider whether the making of a CTO would be an option. Likewise if the person
is a detained patient in an authorised hospital, the psychiatrist must at every
assessment consider whether a CTO would be an appropriate alternative to
detained status.

CTOs will not succeed unless there is a degree of cooperation between the patient
and the community team. The methods used to inform the patient about his or
her treatment and the flexibility within the system will dictate the success of the
CTO. It is important for community clinicians to reflect on the ways they
communicate with the patient and choose methods and maintain a degree of
flexibility that will facilitate the CTO.

5.2 CTO following detained involuntary status

5.2.1

5.2.2

5.2.3

5.2.4

5M5)

Discharge from Hospital: CTOs are most commonly made at the time when a
patient is ready to be discharged from detained involuntary status and the
psychiatrist feels that involuntary status in the community is necessary. In some
cases the psychiatrist making the order and the psychiatrist supervising the order
may be one and the same person.

Reasons for a CTO: The treating psychiatrist should, after discussion with the
patient and the treating team, indicate in the patient’s clinical record why a CTO
is necessary, having regard to s.26 of the Act.

Discussion and negotiation: The psychiatrist, or staff member delegated by the
psychiatrist, should then commence discussion and negotiation with the
community team, agree to a treatment plan and decide who will be the
supervising psychiatrist and responsible practitioner. (Note however that only a
psychiatrist may complete a Form 10).

Form 10, Names of practitioners: The psychiatrist should then complete a CTO
(Form 10), noting the names and practice address of the supervising psychiatrist
and responsible practitioner.

Form 10, the Treatment Plan: The treatment plan on the Form 10 must outline
or give a summary of the treatment that the patient is to receive and where and
when the treatment is to be given. The treatment plan could include information
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5.2.6

58N/,

5.2.8

5.2.9

such as specific medication, as well as expectations regarding clinic and home
appointments. It should include information the clinician thinks it is important
for the patient to know in order that they may understand the purpose of the
CTO and be able to comply with treatment. The information given should not be
restricted to that written on the Form 10. Other written or verbal information,
appointment cards, pamphlets and medication specific information may also be
given. A note should be made in the patient’s clinical record as to who gave the
information and what was given.

Informing relatives and carers: With the patient’s prior consent, relatives and
carers of the patient should also be as fully informed as possible about the
treatment plan and who the supervising psychiatrist and responsible practitioner
are. This should include contact information such as address and telephone
numbers.

Terms of the Treatment Plan: The treatment plan must include details of where
and when treatment is to be given. Patients are usually given an appointment
card. Further, because a possible consequence of non-compliance is a return to
hospital as a detained involuntary patient, it is imperative that the Form 10 states
where and when treatment is to be given. As the patient receives a copy of the
Form 10, giving such details will ensure that the patient is fully aware of his or
her obligations and can not attribute non-attendance to the clinician’s failure to
notify him or her of appointments. Where treatment is to be given is usually a
reasonably straightforward requirement, however there may be some complexities
as to when treatment is to be given.

First Appointment: The first appointment for treatment must be noted on the
form so as there can be no mistake as to when the patient is expected to attend.
This first appointment needs to be organised with the community team prior to
the discharge of the patient from the authorised hospital. Details must be given
to the patient so that he or she knows precisely what is required in terms of
attending for treatment and is left is no doubt about the requirements.

Wording on the Treatment Plan: CTOs which just state ‘attend as required’ or
words to that effect are not in keeping with the requirement that details must be
provided of when and where the treatment outlined in the treatment plan is to be
given®. Further, it is not appropriate for the patient to be required to ascertain the
details of when and where to attend for treatment from a document other than a
Form 10, such as a prescription. Sufficient detail must be contained on the Form
10 that the patient knows precisely what is required in terms of attending for
treatment and is left in no doubt about the requirements. This would require the
Form 10 to at least contain details of where and when the first and second

EO v MHRB [2000] WASC 203 (25 May 2000)
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appointments are to occur. If further appointments are not specified on the Form
10, the supervising psychiatrist should vary the terms of the CTO (using a Form
12) to provide the details of subsequent appointments.

It would appear to be sufficient for the treatment plan to use wording similar to
the following:

*

[the patient] is to attend X clinic at X time on X date and thereafter at the
same time and place each (X time period)”; or

[the patient] is to make himself / herself available for home visits by a
member of the treating team each Monday at X time at his / her home
commencing on X date and thereafter at the same time and place each week”

What is important is that the patient is fully aware of when and where he or she
is required to attend for treatment so that they may receive their treatment and
comply with the order.

5.3 Residency Condition

Brshd

5.3.2

5.3.3

Unlike the Victorian Mental Health Act, which provides for an authorised
psychiatrist to direct where a person on a CTO must reside if this is necessary for
the treatment of their mental illness, the WA Act only states that a treatment
plan may include such other matters relating to the treatment as it is appropriate
to specify (s.68(1)(b)(ii)).

Psychiatric treatment is defined as ‘treatment for mental illness’ °. This may
include the provision of supervision and a safe place to live. If as part of his or
her treatment it is necessary for the patient to reside in a particular safe
environment where there is supervision then the Act does not appear to disallow
it. However, the suitability of unlicensed facilities should be evaluated before
placing a patient in such a facility.

Practical Issues: In particular cases where the issue of where the patient resides
is relevant to their treatment or to their ability to function at a level which will
continue to allow community living, then the community team could consider
adding a residency clause in the treatment plan. If there is a degree of
cooperation between the patient and the community team so that the patient can
see the wisdom in residing in the place specified then imposing it as part of an
order might be sufficient to sway the patient to comply.

However if the patient is adamant that he or she will not comply with the
residency clause then the likelihood of the patient breaching the order is high

Case of MM v the MHRB [1999] WASC 1005 (4 March 1999) Justice Scott agreed with the MHRBs
findings that the patient was being treated for her mental illness, not only by anti-psychotic medication,

but also by the provision of supervision and a safe environment in which to live.
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53.4

and so the making of a CTO with such a clause should be reconsidered. If a
residency clause is included when the patient refuses to comply, this may leave
the community team with the only option that of taking out breach proceedings.
This action may serve no useful purpose and further alienate the patient. It is not
practical to keep returning a patient to a particular place if he or she insists on
leaving and the CTO does not allow detention in a community setting,.

It is the duty of the community team to take a holistic view and weigh up the
advantages and disadvantages. It may be possible with judicious and careful use
for a residency clause in the treatment plan to be a success. However the
community team needs to consider all the possible consequences and whether in
the end the patient’s right to a degree of freedom in the community is being
severely compromised by their decision. If a community team decides to impose a
residency clause in the treatment plan the patient’s clinical record should reflect
why this decision is in the patient’s best interests and the extent of negotiation
with the patient as to compliance.

View of Guardianship Board: The Guardianship Board have stated that if the
psychiatrist from the mental health service will not include accommodation
conditions in a CTO then a Guardianship order under the Guardianship and
Administration Act 1990 could be considered. (see 13.5)

5.4 Time Limits

5.4.1

5.4.2

CTOs can be made for a period of up to three (3) months, however the
psychiatrist may state any lesser length of time. A specific date on which the
CTO will cease must be stated on the Form 10.

The CTO commences from the time indicated on the Form 10 and lapses at the
time also indicated on the Form, which can not be past midnight on that day (eg
-the form may last from 10 am on 8 November to midnight on 8 February).

5.5 Directions for Reporting

5.5.1

5.5.1

5.5.2

The Form 10 has a box ‘Directions for Reporting’, which relates to s.68(2) of
the Act.

S.68(2) states that the CTO may include directions to the treating (responsible)
practitioner or supervising psychiatrist as to reporting on the patient’s progress.

The psychiatrist who completed the Form 10 may continue to have an interest in
the patient’s progress and may request by completing this part of the Form to be
updated on a regular basis. However, the completion of this part of the Form is
not obligatory.
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5.6 Copy for the patient

5.6.1

5.6.2

5.6.3

5.6.4

A psychiatrist who makes a person subject to a CTO must ensure that a copy of
the Form 10 is given to the patient (s.159).

The patient must also be given an explanation of what a CTO is. This explanation
should include details of his or her legal status under the CTO and his or her
rights to a second opinion and to receive copies of any Forms made in respect of
him or her (reg. 18 Mental Health Regulations). The patient should be asked to
specify a relative, guardian or friend to whom the explanation should be given. If
no person is specified, an explanation should be given to the person who appears
to be assuming responsibility for the care of the patient (s.156-157).

In addition, a pamphlet titled ‘CTOs Information about your status and your
rights under the Mental Health Act 1996 (March 2000) should be given to
patients and carers.

A copy of the Form 10 must also be forwarded to the MHRB (see Contact Details).

5.7 Mistakes on the Form 10 (s.212)

Byl/oil

5.7.2

5.7.3

5.7.4

HY/ED)

If there is a mistake on the Form (a “formal defect”) such as a clerical error, an
error arising from any accidental omission or an error in the description of any
person, that does not make the form invalid. Any function of the Act instituted
by the form, such as referral to an authorised hospital, is not affected.

However, it is up to whoever discovers the mistake in the course of performing a
function under the Act to take appropriate action. If it is the person completing
the form then the changes should be made on the Form by striking a line
through the mistake and writing in the correct information. The change should
then be initialled. A note of the change should be made in the patient’s

clinical record.

If another person, such as a hospital staff member, discovers the mistake, then
the psychiatrist who completed the Form should be contacted and asked to
rectify it.

However, if the person referred was or has become an involuntary patient
(detained or CTO) the person who requested that the Form be rectified should
consult with the Psychiatrist in Charge of the authorised hospital who has the
power to order that the patient is no longer an involuntary patient. This has the
effect of cancelling the order from that date. If the order is cancelled, and if the
person needs to be referred for examination by a psychiatrist, a further referral
and involuntary order may be made.

A copy of any amended Form must be given to the patient and a copy forwarded
to the MHRB.
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5.8 Making a CTO in other situations

5.8.1

5.8.2

5.8.3

5.8.4

5.8.5

General power to make a CTO: A psychiatrist who has examined a patient and
believes, having regard to s.26, that the person should be made an involuntary
patient may make the person subject to a CTO (s.67). This general power to make
a CTO does not require a referral from a medical, authorised mental health or
senior mental health practitioner (s.29 € 30). However the order does require
confirmation by another psychiatrist, or if one is not available, another medical
practitioner (s.69).

CTO after referral to authorised hospital: A psychiatrist who examines a person
referred to an authorised hospital by a medical or authorised mental health
practitioner may make the person subject to a CTO as an alternative to detained
involuntary status, voluntary admission or not admitting the person. CTOs made
in these circumstances do not require confirmation (s.43 €& 69).

CTO after referral to another place: A psychiatrist who examines a person
referred to another place by a medical or authorised mental health practitioner
may make the person subject to a CTO as an alternative to referral to an
authorised hospital, or a voluntary admission or taking no further action. CTOs
made in these circumstances require that the order be confirmed (s.67).

CTO after referral of voluntary patients in certain circumstances: A
psychiatrist, who is not at the time the person’s treating psychiatrist, and
examines a person referred by a senior mental health practitioner (s.30), may
make the person subject to a CTO as an alternative to making the person a
detained involuntary patient, a voluntary patient or making no order. CTOs made
in these circumstances require that the order be confirmed.

CTO on advice of a practitioner while patient on leave: If an involuntary
detained patient is on leave of absence from the authorised hospital and the
treating psychiatrist is given a written opinion from a medical or authorised
mental health practitioner to the effect that the person should not continue to be
a detained involuntary patient, then the treating psychiatrist may make the
patient subject to a CTO as an alternative to maintaining the detained
involuntary status or discharging the involuntary status (s.63). CTOs made in
these circumstances do not require that the order be confirmed. The purpose of
this power is to enable a practitioner who may have more contact with a patient
who is on leave to influence the treatment plan and the involuntary detained
status. The psychiatrist must take note of this written opinion but is not bound to
act on the advice.

5.9 Confirming a CTO

5.9.1

Time limits: A CTO does not have effect unless within 72 hours after it was
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5.9.2

5.9.3

5.9.4

B EL5

made it is confirmed either by another psychiatrist, or if no psychiatrist is
available, a medical practitioner.

Exceptions: This does not apply where the order was made subsequent to being
received into an authorised hospital after referral by a medical or authorised
mental health practitioner for examination by a psychiatrist (s.29 & 43) or if the
person is already an involuntary patient detained in an authorised hospital (s.69).

Confirming: ‘Confirmed’ means providing support or validity for the correctness
of a decision that a person should be made subject to a CTO. The Act is silent on
what is required and does not state whether a personal examination of the
patient is essential. Good practice would indicate that the psychiatrist or medical
practitioner confirming a CTO must have an understanding of why a CTO is
being made and has discussed the issues with the psychiatrist and the patient.
With a patient who is well known to the confirming practitioner the requirements
may be less strenuous, however the confirming practitioner needs to understand
that he or she is playing an important part in deciding whether a person becomes
an involuntary patient.

Confirming Practitioner: In many cases the confirming practitioner will be either
the General Practitioner or psychiatric registrar in the community and their
decision acts like a filter ensuring that the least restrictive option is being used. If
a confirming practitioner feels he or she is unable to confirm the CTO then
contact must be made with the treating psychiatrist for the matter to be further
discussed. Resolution of the situation depends on some agreement being reached
between the psychiatrist and confirming practitioner. If agreement is not reached
the Act does not forbid the treating psychiatrist approaching another psychiatrist
or medical practitioner to be the confirming practitioner, however this may be
seen as a way to circumvent the protections for the patient under the Act. In
situations such as this detailed notes should be maintained in the patient’s
clinical record as the issue may be raised at a review by the MHRB. It would also
be advisable to inform the Chief Psychiatrist.

Legislative requirements: If the confirming practitioner is able to confirm the
CTO he or she must complete the relevant part of the Form 10 before the patient
is given a copy of the order. The confirmation and completion of the Form 10
must occur within 72 hours of the treating psychiatrist writing and signing the
order. If a CTO is not confirmed as outlined above it has no validity.

5.10 Other issues

5.10.1 Note that all the directives under 5.2 (apart from 5.2.1) are applicable to CTOs

made in other situations (5.8).

5.10.2 Limited Time: One of the difficulties in organising a CTO in the community or

for a person received into hospital for examination is the limited time available
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5.10.3

to contact community mental health services and make the necessary
arrangements before the psychiatrist makes the person subject to a CTO. There
are no time limits in the Act between the psychiatrist examining a person and
the making of the order. There is an expectation that as soon as the examination
is completed and a decision made that the person will be placed on the CTO.
There is no power to detain the patient whilst the arrangements for making a
CTO are completed. However, the completion of the Form 10 may be delayed
until arrangements such as deciding who the supervising psychiatrist and
responsible practitioner will be and what will be in the treatment plan. A CTO
should not be completed without discussion with the community team in any
circumstances including perceived lack of time between examination and making
of the order.

Detained person: If the person has been detained in an authorised hospital under
s.29 and arrangements necessary for a CTO under s.66 have not been made,
causing the psychiatrist to be unable to assess whether or not an order should be
made under s.43 in respect of the person, then it may be necessary for the
psychiatrist to postpone making a decision to enable a further assessment, which
must take place within 72 hours of the person being received into the hospital
(s.43(1)(b)).

However, if the patient has been referred for examination other than in an
authorised hospital, it may be necessary to discharge the patient into the
community or admit the person as a voluntary patient into a hospital while all
necessary arrangements are made with the treating team for the making of the
CTO. However, it is recommended that these arrangements should be made prior
to discharging the patient.

If it becomes necessary to discharge the patient into the community prior to the
CTO being made, the staff should advise the patient of the risks of leaving and
attempt to persuade the patient to remain with staff voluntarily until
arrangements for the CTO can be made. In some situations, the risk of harm to
the patient may be such that a referral to an authorised hospital under s.29 of the
Act may be required.

6 Managing a CTO

6.1 Responsibilities of the Supervising psychiatrist

6.1.1

The supervising psychiatrist is in charge of the patient’s care while the patient is
on the CTO. The supervising psychiatrist has the powers to revoke, extend or vary
the CTO. He or she also prescribes treatment and contributes to the treatment
plan as required.
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Review: The supervising psychiatrist is to ensure that not one month passes
without the patient being examined by them. Each examination must include a
review of whether the person should continue to be an involuntary patient on a
CTO. If the patient no longer meets the criteria of s.26 of the Act, the person
must be discharged from involuntary status. The supervising psychiatrist must
keep a record of each of the examinations in the patient’s clinical record (s.75).

Medical practitioner’s report: If it is not possible for the supervising psychiatrist
to fulfil the requirements of s.75(1), then he or she may request that an
authorised medical practitioner, such as the patient’s GP or a Registrar working
in the clinic, examine the patient and provide a written report about the patient
to the supervising psychiatrist. This request to an authorised medical practitioner
from the supervising psychiatrist must be in writing and may specify
requirements for the carrying out of the examination and the preparation of the
report (s.77 (1) & (2)).

Psychiatrist’s Report: The psychiatrist may also prepare a report about the
patient, for example, to the MHRB, without actually examining the patient
personally (s77(3) (4)).

Minimum requirements: The requirements under s.75 are minimum requirements
under the Act. Good clinical practice may require more frequent contact between
the patient and the psychiatrist. This may include home visits or appointments in
the community clinic. The Act should not limit what the treating team views as
important in the clinical care of the patient.

Failure to Review: A failure to review the patient in accordance with the
requirements of the Act does not nullify the CTO. The Act is silent on the
consequences of failing to conduct a review. However, the failure may be
addressed at a review by the MHRB, regardless of whether the failure to review
was the result of the patient failing to attend or the service not offering an
appointment. The MHRB may decide to make the patient no longer an
involuntary patient or maintain the order depending on the circumstances of the
case and information from the patient or the service.

6.2 Responsibilities of the Treating (Responsible) Practitioner

6923

6.2.2

The primary responsibility of the treating practitioner is to be responsible for the
treatment plan being carried out. The treating practitioner is referred to as the
responsible practitioner on the Form 10 and will be referred to as such in these
guidelines.

Responsible practitioners who are not medical practitioners must be mental
health practitioners (s.19). The responsible practitioner will usually be the
patient’s case manager, either a community mental health nurse, psychologist,
social worker or occupational therapist.

PAGE 25



6.2.3

6.2.4

In some cases, particularly in rural areas with limited services, the responsible
practitioner may be the patient’s General Practitioner. Otherwise responsible
practitioners may be registrars or trainee psychiatrists attached to a clinic.

Responsible practitioners are involved in the day to day care of the patient and
may work closely with the family and carers of the patient.

6.3 Obligations on the Involuntary patient

6.3.1

6.3.2

6.3.3

6.3.4

6.3.5

CTOs are an involuntary order in that the order can be made without the
patient’s consent. However, a CTO places the patient under an obligation to
comply with the order.

The patient’s failure to comply with the CTO may result in a breach and possible
revocation of the CTO and readmission to an authorised hospital.

The obligation of the patient to comply with the order includes adherence to the
treatment plan and attending for treatment at the time and place detailed on the
Form 10, the Form 12 (Variation Order) if appropriate or appointment card.

A patient should notify the mental health service if he or she is unable to attend
for an appointment or be in the specified place where he or she is to be visited.

Patients should notify the mental health service of any change of address or
change of circumstances that will affect his or her treatment in the community
under the CTO.

6.4 Treatment compliance

6.4.1

6.4.2

6.4.3

6.4.4

Treatment such as medication, but not including ECT or psychosurgery may be
given to the patient on a CTO without his or her consent (s.108 & 109).

Good practice would indicate that the patient’s consent should be sought. The
patient should also be given an explanation as to why the treatment is necessary
and any possible adverse reactions or side-effects. However, if the patient refuses
consent or is unable to give consent, the treatment can be given under a CTO
without consent (s.109).

ECT is not to be given without first seeking the patient’s consent. Whether the
patient gives consent or not a second psychiatrist must approve the
recommendation, deciding that the treatment has clinical merit and would be
appropriate in the circumstances. The second psychiatrist is also to consider
whether the person has the capacity to give informed consent to ECT and, if he
or she has the capacity, to ascertain whether that consent was given (see 13.1).

Deciding how to manage a patient who is not consenting to treatment is a
difficult clinical problem. The Act states that treatment can be given without
consent. However, the practicalities are certainly more complex. A patient may
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6.4.5

6.4.6

6.4.7

6.4.8

6.4.9

6.4.10

6.4.11

6.4.12

acquiesce when confronted with the possibilities of a breach order or re-
admission to hospital. Persuasion is one of the many communication strategies a
community clinician may use to obtain the patient’s compliance with the CTO.
However, maintaining a therapeutic relationship with the patient while at the
same time attempting to coerce them to take medication may not be possible.
Clearly it depends on the strength of the relationship, the stability of the patient
and the skills of the community clinician.

A decision to enforce compliance may at times be premature in that some
patients may not comply with medication for a long time before relapsing.
Medication is not the only intervention that keeps patients well and attention to
other factors such as work, stable accommodation, counselling and supportive
relationships may be effective for a considerable time.

Furthermore, many non-compliant patients can be maintained in the community
for a considerable time despite suffering from a mental illness. The alternative of
revocation of the CTO and re-admission of the patient to an authorised hospital
may be more damaging to the patient’s health than if he or she was functioning
at a lower level in the community.

Experienced community clinicians are able to use a variety of strategies such as
inducements to obtain the patient’s compliance to the CTO. However, there are
limits to these strategies and in the end the community clinic may be faced with
the decision as to whether to enforce compliance in a community setting or seek
revocation of the order and re-admission.

Even this decision depends on a number of factors. Revocation and re-admission
may be a relatively simple procedure in the metropolitan area but a more
intrusive option than community compliance in a rural area.

Therefore, depending on the setting, rural or metropolitan, on the history of the
patient, particularly in relation to challenging behaviours, and the resources of
the community clinic, a decision may be made to enforce or not enforce
compliance in a community setting. For example, if the patient has a history of
aggressive behaviour and is not open to persuasion it may not be an option to
continuously attempt to enforce compliance with the CTO and police involvement
may be the most appropriate alternative.

Also relevant are other issues such as the involvement of relatives or carers.

A comprehensive risk assessment needs to be made before implementing a
decision to enforce compliance. The risk factors are not only with regard to
safety for the clinicians, but also possible harm to the patient, the therapeutic
relationship, relatives and carers and the credibility of the mental health service.

The positives of enforced treatment may include the fact that a delay in the
administration of treatment may result in a prolonged risk to the patient or
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6.4.13

6.4.14

others and that a more assertive approach in the present may be preferable to
minimal intervention as the patient deteriorates.

Decisions as to extent to which treatment should be enforced under the CTO
require discussion between all the relevant clinicians, communication with
relatives and carers and careful negotiation with the patient. A step by step plan
needs to be constructed which allows exploration of the different options,
commits the service to trying a number of ways to entice a patient to comply
and a decision as to what should be done if these methods are not successful. In
exceptional circumstances assertive action may be required. However, it is
important for clinicians to consider all of the options and err on the side of
caution.

If the risk assessment indicates that physical restraint will be necessary and it is
essential for the patient to receive treatment then the preferred option is to
revoke the CTO (see 9) and if necessary using the police under a Transport Order
take the patient to an authorised hospital for treatment. Restraint should only be
used in the community in exceptional situations and when absolutely necessary.
In these situations the circumstances must be fully documented in the patient’s
clinical record. (Note that the term ‘restraint’ used in this context is not similar to
the term ‘mechanical bodily restraint’)

6.5 Admission as a voluntary patient while on a CTO

6.5.1

6.5.2

6.5.3

6.5.4

6.5.5

6.5.6

6.5.7

A patient on a CTO may either require admission or seek admission to a
psychiatric hospital because of a relapse of their mental illness or to manage a
family or social crisis.

If a psychiatrist decides that in-patient status is required, in line with the
principle of least restriction, voluntary admission should be offered.

A patient subject to a CTO may become a voluntary patient in a psychiatric
hospital and remain on the CTO.

The psychiatrist cannot use the CTO to require the patient to be detained as a
patient in a hospital as it is a community order and treatment in the hospital
must be on a voluntary basis.

When discharged the patient will continue to be subject to the CTO.

If it appears that admission will be lengthy it would be appropriate for the
treating team in discussion with the community clinic to consider revoking the
CTO and making the patient no longer an involuntary patient.

If at any time while the patient is a voluntary patient in the hospital it is necessary
to make the person an involuntary detained patient, the supervising psychiatrist
should revoke the CTO and make the person an involuntary detained patient.
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