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1. Introduction: 
 
1.1 From 3 November 2008, the Mental Health Act 1983 (‘the Act’) introduces 

a new scheme to provide Supervised Community Treatment (‘CTO’) for 
treatment of mental disorder but not physical disorders which are covered 
by the Mental Capacity Act 2005 (‘MCA’)1. This policy sets out the new 
legal framework for the operation of an order made under section 17A of 
the Act which is known as a ‘Community Treatment Order’ (‘CTO’).  

 
1.2 This policy should be read in conjunction with relevant chapters of the 

Code of Practice to the Mental Health Act (‘the Code’) which offers 
guidance on the operation of the Act. In particular, the five guiding 
principles set out in Chapter 1 of the Code should be considered when 
making decisions about a course of action under the Act. The term ‘patient’ 
is used throughout to reflect the language of the Code but terms such as 
‘community patient’ or ‘service user’ may be preferred locally. 

 
1.3 The policy and procedure must be read in conjunction with the MHA Code 

of Practice (CoP) 2015, in particular; Chapter 1 – the Guiding Principles, 
Chapter 3 - Human rights, equality and health inequalities and Chapter 29 
– Community Treatment Order, Chapter 31 – ‘Guardianship, leave of 
absence or CTO’ and Chapter 32 – ‘Detention and CTO: renewal,  
extension and discharge’ 

 
1.4 The CoP provides statutory guidance to registered medical practitioners, 

approved clinicians, managers and staff of providers, and approved mental 
health professionals on how they should carry out functions under the MHA 
in practice. It is statutory guidance for registered medical practitioners and 
other professionals in relation to the medical treatment of patients suffering 
from mental disorder. 

 
1.5 Staff must ensure that they are familiar with its contents and should reason 

and record any deviation in practice from the guidance outlined in the CoP 
in the patient’s SystmOne clinical records.    

 
1.6 The five Guiding Principles - It is essential that all those undertaking 

functions under the Act understand the five sets of overarching principles, 
which should always be considered when making decisions in relation to 
care, support or treatment provided under the Act. This chapter provides an 
explanation of the overarching principles and stresses that they should be 
considered when making decisions under the Act. Although all are of equal 
importance the weight given to each principle in reaching a particular 
decision will depend on context and the nature of the decision being made. 

 
1.6.1 The five overarching principles are: 
 
• Least restrictive option and maximising independence - Where it is possible 

to treat a patient safely and lawfully without detaining them under the Act, 
the patient should not be detained. Wherever possible a patient’s 

 
1 The MCA makes provisions for the medical treatment of people who lack capacity to consent. 
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independence should be encouraged and supported with a focus on 
promoting recovery wherever possible. 

 
• Empowerment and involvement - Patients should be fully involved in 

decisions about care, support and treatment. The views of families, carers 
and others, if appropriate, should be fully considered when taking 
decisions. Where decisions are taken, which are contradictory to views 
expressed, professionals should explain the reasons for this. 

 
• Respect and dignity - Patients, their families and carers should be treated 

with respect and dignity and listened to by professionals. 
 
• Purpose and effectiveness - Decisions about care and treatment should 

be appropriate to the patient, with clear therapeutic aims, promote recovery 
and should be performed to current national guidelines and/or current, 
available best practice guidelines. 

 
• Efficiency and equity - Providers, commissioners and other relevant 

organisations should work together to ensure that the quality of 
commissioning and provision of mental healthcare services are of high 
quality and are given equal priority to physical health and social care 
services. All relevant services should work together to facilitate timely, safe 
and supportive discharge from detention. 

 
 
2. Scope & Purpose of this Policy: 
 
2.1 This Trust-wide policy sets out procedural requirements, where these are 

explicit in the Act or Code but guidelines may be produced locally which, 
while complying with this policy, provide advice on more specific matters. 
Where appropriate, reference should be made to other Trust policies. 

 
2.2 The purpose of this policy is to ensure that there is lawful and appropriate 

use of CTO and that the legal rights of any patient subject to a CTO are 
upheld at all stages. There is no lower age limit for CTO. 

 
2.3 The purpose of CTO is to allow suitable patients to be safely treated in the 

community rather than under 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. 

 
 
3.  Criteria & Assessment for a CTO (To be read in conjunction of CTO 

Commencement Checklist  - Appendix 1) 
 
3.1 CTO may be used only if it would not be possible to achieve the desired 

objectives for the patient’s care and treatment without it. Consultation at an 
early stage with the patient and those involved in the patient’s care will be 
important.     

 
3.1.1 The key factor in the decision is whether the patient can safely be treated 

for mental disorder in the community and that the Responsible Clinician 
(RC) can exercise the power to recall the patient to hospital for treatment if 
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that becomes necessary. In making that decision, the RC must assess 
what risk there would be of the patient’s condition deteriorating after 
discharge, for example as a result of refusing or neglecting to receive 
treatment. In assessing that risk the RC must take into consideration:  
 

• the patient’s history of mental disorder; and  

• any other relevant factors. A CTO might be appropriate regardless 
of whether or not a patient has previously had repeated admissions, 
the patient’s history and treatment needs will be relevant to the 
decision.  
 

Other relevant factors will vary but are likely to include the patient’s current 
mental state, the patient’s insight and attitude to treatment, and the 
circumstances into which the patient would be discharged.  
 
A risk that the patient’s condition will deteriorate is a significant 
consideration, but does not necessarily mean that the patient should be 
discharged onto CTO. The RC must be satisfied that the risk of harm 
arising from the patient’s disorder is sufficiently serious to justify the power 
to recall the patient to hospital for treatment.  
 

3.1.2 An Approved Mental Health Professional (AMHP) must decide whether to 
agree with the patient’s RC that the patient meets the criteria for CTO, and 
(if so) whether CTO is appropriate.  
 

3.1.3 Whilst it is the RC and the AMHP who must ultimately make a decision as 
to a CTO, any patient who meets the criteria for this should already be 
engaged in the CPA process whilst in hospital, and already have a care 
coordinator. A decision to place on a CTO should have been discussed at 
a CPA meeting prior to discharge, and the care plan for that client should 
reflect this.  

 
3.1.4 Following the Devon Partnership NHS Trust v SSHC [2021] EWHC 101 

(Admin), the court ruled that the phrases “personally seen” in s11(5) 
(persons making the application) and “personally examined” in s12(1) 
(practitioners making medical recommendations) when it comes to 
detention under s2, s3, s4 and Guardianship meant that the assessment 
had to be made face to face with the patient (not remotely). Although no 
statutory requirement for the patient to be “personally examined” by the RC 
making the CTO nor “personally seen” by the AMHP agreeing to the CTO, 
legal advice is to have all conversations in person.  
 

3.1.5 Patients do not have to consent formally to 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 with the proposed treatment. 

 
3.2 The following criteria must be met in all cases before a CTO can be made 

by the patient’s Responsible Clinician (‘RC’): 
 

• The patient must be currently liable to detention for treatment under 
section 3 or an unrestricted section under Part III of the Act, 
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including a patient currently on section 17 leave from hospital.2 It is 
not applicable for patients on restriction orders 

• In the RC’s opinion, the patient is suffering from mental disorder of a 
nature or degree which makes it appropriate for him or her to 
receive medical treatment 

• It is necessary for the patient’s health or safety or the protection of 
other people that such treatment should be received 

• Such treatment can be provided without the patient continuing to be 
detained in a hospital provided the patient is liable to being recalled 
to hospital for medical treatment 

• It is necessary that the RC should be able to recall the patient to 
hospital (The RC must confirm that he or she has considered risk of 
deterioration if the patient were not detained in hospital, with regard 
to their history of mental disorder and any other relevant factors)3 

• Taking account of the nature or degree of the mental disorder from 
which the patient is suffering and all other circumstances of the 
case, appropriate medical treatment is available to the patient 

  
3.3  The following conditions are mandatory in all cases: 
  

• The patient must make herself/himself available for examination to 
determine whether to extend the community treatment period4 

• The patient must make him or herself available for examination by a 
second opinion appointed doctor when requested5 

 
3.4  An AMHP (who could be working in the same team as the RC6) must 

agree in writing that the patient meets the criteria for a CTO, that a CTO is 
appropriate and any conditions made are necessary or appropriate for one 
or more of the following: to ensure the patient receives medical treatment, 
to prevent risk of harm to patient’s health or safety, to protect other 
persons. The AMHP should consider how the patient’s social and cultural 
background may influence the family environment in which they will be 
living and the support structures potentially available. If the AMHP does not 
agree that the patient meets the CTO criteria, it is not appropriate for the 
RC to seek another AMHP for an alternative view. Please note that the 
AMHP Office should be given at least 5 working days’ notice to schedule a 
review of the request/the appropriateness of the CTO. 

 
 
3.5 An order is made by the RC completing form CTO1 Parts 1, the AMHP 

completing CTO1 Part 2 and only then the RC should complete the CTO1 

 
2 For a full list of eligible sections see Department of Health (2008) Reference Guide to the Mental 
Health Act 1983 as amended by the Mental Health Act 2007(published electronically at  
https://www.gov.uk/government/publications/mental-health-act-1983-reference-guide  
3 See Department of Health (2008) Code of Practice, Mental Health Act 1983, London:TSO paras. 
25.10-25.13 (hereafter, ‘the Code’) 
4 Form CTO1 contains a statement to this effect: ‘The patient is to make himself or herself 
available for examination under section 20A, as requested.’ 
5 Form CTO1 contains a statement to this effect: ‘If it is proposed to give a certificate under Part 
4A of the Act in the patient’s case, the patient is to make himself or herself available for 
examination to enable the certificate to be given, as requested.’ 
6 Statutory Instrument 1205 (2008) Mental Health, England. The Mental Health (Conflicts of 
Interest)(England) Regulations 2008, regulation 6(1)(b) does not apply to the making of a 
Community Treatment Order as a CTO does not fall within the scope of section 11(1) of the Act. 

https://www.gov.uk/government/publications/mental-health-act-1983-reference-guide
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Part 3. (Please note, CTO1 Part 3 must never be completed and signed by 
the RC before the consulted AMHP completes Part 2!!)  

 
3.6 Although it must be given to the Hospital Managers as soon as practicable, 

there is no statutory form to record receipt of the order. When signed by the 
RC, the CTO automatically takes effect on the date and time specified for a 
period of up to six months. 

 
3.7 As there is no mechanism for retrospectively amending or rectifying a 

defective form CTO1, once handed to the Hospital Managers, it is essential 
that where practicable, the form (or a copy of it) is seen by or at least 
discussed with a Mental Health Act Administrator before acting on it. 

 
4. Care Planning & CTO: 
 
4.1 Good care planning, will be essential to the success of CTO. A care 

coordinator is likely to be a different person from the RC, but need not be. 
The care plan should be prepared in the light of consultation with the 
patient and (subject to the normal considerations of patient confidentiality):  

• The patient 

• the nearest relative;  

• any carers;  

• anyone with authority under the Mental Capacity Act 2005 (MCA) to act 
on the patient’s behalf;   

• the multi-disciplinary team involved in the patient’s care; and  

• the patient’s GP (if there is one). It is important that the patient’s GP 
should be aware that the patient is to go onto CTO. A patient who does 
not have a GP should be encouraged and helped to register with a 
practice.  

• Culturally appropriate services, if available, and/or interpreters (if 
needed) should be included throughout the process. 
 

4.2     If a different RC is to take over responsibility for the patient in the   
community, it will be essential to liaise with that clinician, and the CMHT, at 
an early stage. A CPA/S117 meeting involving the community team should 
be held prior to discharge on CTO. Arrangements for a second opinion 
appointed doctor (SOAD) visit to provide the Part 4A certificate should be 
documented.  

 
4.3 In the administration of a CTO, it is important that the RC and the Care 

Coordinator communicate closely about how they will work together, as 
there is an overlap in their roles in the administration of the care plan. The 
care coordinator oversees and coordinates the care plan as for any other 
client on CPA, while the RC has an overall responsibility for a patient in the 
community.  

 
4.4 The care plan should set out the practicalities of how the patient will receive 

treatment, care and support from day to day, and should not place undue 
reliance on carers or members of the patient’s family. If the patient so 
wishes, help should be given to access independent advocacy or other 
support where this is available.  
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4.5 The care plan should take account of the patient’s age. Where the patient 
is under the age of 18 the RC and the AMHP should bear in mind that the 
most age-appropriate treatment will normally be that provided by child and 
adolescent mental health services (CAMHS). It may also be necessary to 
involve the patient’s parent, or whoever will be responsible for looking after 
the patient, to ensure that they will be ready and able to provide the 
assistance and support which the patient may need.  

 
4.6 Similarly, specialist services for older people may have a role in the 

delivery of services for older CTO patients. Patients on CTO are entitled to 
after-care services under section 117 of the Act. The after-care 
arrangements should be drawn up as part of the normal care planning 
arrangements. Aftercare services under section 117 must be provided for 
as long as the patient remains on CTO.  

 
4.7 The care plan should be reviewed regularly, and the services required may 

vary should the patient’s needs change. 
 
 
5.  Conditions attached to a CTO: 
 
5.1 There are two conditions set out at 3.3 above which are mandatory in all 

cases.  An RC may with the agreement of the AMHP, set other conditions 
which they think are necessary or appropriate to achieve one or more of 
the goals set out at 3.3 above. 

 
5.2 Advice on setting other conditions is provided by the Code which the RC 

and AMHP should always consider.7 It is important that the reason for any 
condition is explained to the patient and others, where appropriate and that 
this is recorded in the clinical records. In all cases, there should a link 
between the person’s mental disorder and any condition imposed on a 
CTO. 

 
5.3 Where there is disagreement between the RC and AMHP about the 

necessity or appropriateness of a particular condition or conditions, it would 
not be acceptable for an RC to use his or her right to significantly vary 
conditions shortly after discharge to overcome a legitimate objection by an 
AMHP.8 

 
5.4 The RC may vary the conditions of the CTO (using form CTO2) or suspend 

any of them where appropriate (e.g. to allow temporary absence of patient) 
but must record, with reasons, any decision to suspend in the clinical 
records. In either case, a decision to vary or suspend conditions should be 
relayed to the Mental Health Act Administrator holding the CTO 
documentation to enable them to update their records. Any condition no 
longer required must be removed. It is not necessary to seek the 
agreement of an AMHP to vary or suspend conditions. 

 
5.5 CTO Conditions and Deprivation of Liberty 

 
7 The Code Chapter 29 
8 It is held that such an action may be in breach of the Public Law Principle of ‘Propriety of 
Purpose’ which requires that a statutory power can only be exercised for a legitimate purpose 
which Parliament intended. 
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 In Welsh Ministers v PJ [2018] UKSC 66 the Supreme Court has reversed 

the controversial decision in PJ and concluded that Responsible 
Clinicians cannot impose CTO conditions amounting to a deprivation 
of liberty and - in practice - Tribunals may well be considering 
whether an unlawful deprivation arises and taking appropriate steps. 

  
 In cases where the regime imposed on a CTO patient in the community 

amounts to a deprivation of their liberty (Care home placements in the 
community) DoLS authorisation (by the LA, or the court) can exist 
alongside a CTO, or leave of absence, provided there is no conflict with the 
conditions of the CTO or leave set by the patient's responsible clinician. 

 
         
6. Provision of Information on making an Order: 
 
6.1 The RC should inform the patient and others who were consulted, of the 

decision to discharge a patient onto CTO, including any conditions applied 
to the CTO and services available for the patient. This will normally include 
making a copy of the CTO documentation available to the patient and any 
professional who was consulted as part of the process. 

 
6.2 The Hospital Managers will ensure that the patient is provided with 

information verbally, by the ward staff / care co-ordinator or other 
appropriate person. This will be recorded on a ‘rights record form’ on 
SystmOne. An Information leaflet will be provided in writing to the patient 
by the Mental Health Act Administrator and to the nearest relative unless 
the patient objects.  

 
6.3 Information both orally and in writing (s132a) given to the patient (and if the 

patient does not object, copied to the Nearest Relative) will include 
reference to their rights and the following matters: 

 

• Appeals to the Mental Health Tribunal (‘Tribunal’)   

• Recall, Revocation or Discharge by RC 

• Discharge (excluding discharge from recall to hospital) where permitted, 
by nearest relative (subject to 72 hours notice requirement),  Tribunal or 
Hospital Managers 

• Independent Mental Health Advocacy Services, once introduced9 

• The Role of the Care Quality Commission  

• Treatment rights while subject to CTO in the community 
 
If the patient objects (or lacks capacity) to sharing information re being 
placed on a CTO with the Nearest Relative, the clinical staff can override 
the objection if it is proven to be in the best interests of the patient. 
The reasoning to overriding the patient’s wishes must be recorded in the 
patient’s clinical notes.  
Staff should escalate to/consult their Line Manager, Information 
Governance (IG) Manager and Head of Mental Health Law, if there are any 
concerns with regards to sharing information with the Nearest Relative.   

 
9 Independent Mental Health Advocacy services under the Act are expected to be introduced from 
April 2009. 
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6.4 The Nurse In charge should also ensure that the patient has: 

• A copy of the form CTO1 and CPA or equivalent care plan 

• A copy of the agreements made for s117 after- care 

• The name and phone number of their community RC, & Care 
Coordinator  

• The name and phone number of their GP 

• Written details of how and where treatment will be given (if the patient 
consents to sharing this information, or if the patient lacks 
capacity to make that decision, the clinical team will consider 
what information to share, under MCA ‘best interest’) 

• Information on how to contact services an emergency. 

• Information of how to contact the out-of-hours services for physical 
healthcare/emergency GP care. 

 
 
7. Monitoring CTO Patients  
 
7.1 It will be important to maintain close contact with a patient on CTO and to 

monitor their mental health and wellbeing after they leave hospital. The 
type and scope of the arrangements will vary depending on the patient’s 
needs and individual circumstances, but the care planning  process 
provides a framework for review. All those involved will need to agree to 
the arrangements. Respective responsibilities should be clearly set out in 
the patient’s care plan. The care co-ordinator will normally be responsible 
for co-ordinating the care plan, working with the RC (if they are different 
people), the team responsible for the patient’s care and any others with an 
interest. Change of RC should be arranged through a CPA meeting, and 
the patient and other relevant people (e.g. NR, Mental Health Act Office, 
GP) should be informed in writing.  

 
7.2 Appropriate action will need to be taken if the patient becomes unwell, 

engages in high-risk behaviour as a result of mental disorder or withdraws 
consent to treatment (or begins to object to it). The RC should consider, 
with the patient (and others where appropriate), the reasons for this and 
what the next steps should be. If the patient refuses crucial treatment, an 
urgent review of the situation will be needed, and recalling the patient to 
hospital will be an option if the risk justifies it. If suitable alternative 
treatment is available which would allow CTO to continue safely and which 
the patient would accept, the RC should consider such treatment if this can 
be offered. If so, the treatment plan, and if necessary, the conditions of the 
CTO, should be varied accordingly (note that a revised Part 4A certificate 
may be required).  

 
7.3 If the patient is not complying with any condition of the CTO the reasons for 

this will need to be properly investigated. Recall to hospital may need to be 
considered if it is no longer safe and appropriate for the patient to remain in 
the community. The conditions may need to be reviewed – for example, if 
the patient’s health has improved a particular condition may no longer be 
relevant or necessary. Changes may also be needed to the patient’s care 
or treatment plan. 
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7.4 Varying and Suspending Conditions  
 
The RC has the power to vary the conditions of the patient’s CTO, or to 
suspend any of them, using Form CTO2. The RC does not need to agree 
any variation or suspension with the AMHP. However, it would not be good 
practice to vary conditions which had recently been agreed with an AMHP 
without discussion with that AMHP. Suspension of one or more of the 
conditions may be appropriate to allow for a temporary change in 
circumstances, for example, the patient’s temporary absence or a change 
in treatment regime. The RC should record any decision to suspend 
conditions in the patient’s SystemOne notes, with reasons. A variation of 
the conditions might be appropriate where the patient’s treatment needs or 
living circumstances have changed. Any condition no longer required 
should be removed. 

 
7.5 It will be important to discuss any proposed changes to the conditions with 

the patient and to ensure that the patient, and anyone else affected by the 
changes (subject to the patient’s right to confidentiality), knows that they 
are being considered, and why. As when the conditions were first set, the 
patient will need to agree to try to keep to any new or varied conditions if 
CTO is to work successfully, and any help the patient needs to comply with 
them should be made available. Any variation in the conditions must be 
recorded on the relevant statutory form, which should be sent to the 
hospital managers. 

 
7.6 Responding to concerns raised by the Patient’s Carer or Relatives  

 
Particular attention should be paid to carers and relatives when they raise a 
concern that the patient is not complying with the conditions or that the 
patient’s mental health appears to be deteriorating. The team responsible 
for the patient needs to give due weight to those concerns and any 
requests made by the carers or relatives in deciding what action to take. 
Carers and relatives are typically in much more frequent contact with the 
patient than professionals, even under well-run care plans. Their concerns 
may prompt a review of how CTO is working for that patient and whether 
the criteria for recall to hospital might be met. 

 
 
8. Recall from CTO (To be read in conjunction with Appendix 3 – Recall 

Checklist)  
 
8.1 The recall power is intended to provide a means to respond to evidence of 

relapse or high-risk behaviour relating to mental disorder before the 
situation becomes critical and leads to the patient or other people being 
harmed. The need for recall might arise as a result of relapse, or through a 
change in the patient’s circumstances giving rise to increased risk. 

 
8.2 Where a change of RC on recall is anticipated, best practice requires that 

they should be made aware of and involved in any of the following actions 
required of the RC as soon as practicable.  

 
8.3 Where a patient breaches a condition of their CTO, refuses necessary 

treatment which is leading to relapse or engages in high-risk behaviour as 
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a result of mental disorder, the RC may review the conditions of the CTO. 
Having done so, if he or she believes it is no longer safe or appropriate for 
the person to remain in the community the RC may recall the patient to 
hospital. 

 
8.4  To ensure compliance with the Code,10 recall should only be considered 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. 

Or 

• The patient has broken one of the two mandatory conditions outlined at 3.2 
above unless they have a valid reason and have been given opportunity to 
comply with the condition before recall is considered. 

 
8.5      The RC must complete a written notice of recall to hospital (form CTO3) 

which is effective only when served on the patient. Where possible, this 
notice should be handed to the patient personally, or otherwise be sent by 
first-class post or delivered by hand to the patient’s usual or last known 
address. If access cannot be gained to the patient, consideration should be 
given to obtaining a warrant under section 135(2) of the Act. Table 1 below 
summarises the reasons for and effect of each method of Serving a Notice 
of Recall. 

 
8.6 The RC should ensure that the hospital to which the patient is recalled is 

ready to receive him or her and to provide treatment although this may be 
given on an out-patient basis, if appropriate. Conveyance to that hospital 
should be in the least restrictive manner possible. Reference should be 
made to any policies agreed locally with the police and any guidance 
provided by a police force.11    

 
8.7 If the hospital is under the management of the same organisation as the 

patient’s detaining hospital immediately before making the CTO, a copy of 
the completed form CTO3 will provide authority for detention. Form CTO6 
is not required for transfers within the same organisation but the receiving 
hospital must complete form CTO4 recording the date and time of the 
patient’s admission to hospital on recall. 

 
10 The Code Chapter 29 
11 In London see, Mental Health Project Team, Territorial Policing Headquarters, Metropolitan 
Police (2008) Operational Guidance for Police Officers and Staff responding to Incidents involving 
someone with a Mental Illness, 1st October 2008 (published under Freedom of Information Act 
Scheme at http://www.met.police.uk/foi/index.htm)   
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Table 1. Appropriate Method by which to Serve a Notice of Recall  
 
8.8 Transfer after recall, to a hospital managed by another organisation 

requires that arrangements for the transfer are properly in place and that 
form CTO6 is completed to provide authority to transfer. A copy of the 
previously completed CTO4 should be provided to the receiving hospital to 
ensure time limits are adhered to.12 

 
8.9 As soon as practicable, the patient shall be given information verbally and 

in writing about their rights following recall and the impact, if any on their 
treatment rights which are set out in a separate section below. The 
provision of CTO rights must be recorded in the same manner used for 
other detained patients.  

 
8.10 Following recall, the RC and clinical team will consider the circumstances 

of the recall and in particular, whether CTO remains the right option for the 
patient. They must consult the patient and (subject to usual considerations 
about involving a nearest relative) any other carer, to decide whether a 
variation in the conditions or change in the care plan – or both – is 
appropriate. The RC may release the patient from detention at any time 
within the period of 72 hours of the patient’s recall to hospital, provided that 
the CTO has not been revoked. 

 

 
12 Statutory Instrument 1184 (2008) Mental Health, England. The Mental Health (Hospital, 
Guardianship and Treatment) (England) Regulations 2008, regulation 9(3)-9(5) 

Patient’s Circumstances Appropriate Method of 
Serving form CTO3 

Notice effective 

Patient can be 
approached in person 
and may be at or in 
hospital already 

Deliver form by hand 
personally 

Effective Immediately 

Patient not available in 
person e.g. has failed to 
attend requested 
appointment to see 
Second Opinion 
Appointed Doctor but 
situation is not urgent 

Deliver form by 1st class 
mail to address where 
patient is believed to be 
 
 
 

Served on the 2nd 
working day after 
posting (e.g. posted 
Friday effective from 
Tuesday) 
 
 
 

Need for recall is urgent 
but not possible to hand 
notice to patient 
personally as their 
whereabouts are 
unknown, patient is 
unavailable or refuses to 
accept the notice  

Deliver form by hand to 
patient’s usual or last 
known address 
If appropriate, consider 
whether s135(2) warrant 
should be sought  

Notice deemed to be 
served after midnight on 
the day it was delivered. 
It does not matter 
whether it is a working 
day, a weekend or a 
holiday. It does not 
matter whether it is 
actually received by the 
patient or not 
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8.11 If recall is not appropriate, or necessary because a patient with capacity 
agrees to come into hospital on an Informal basis or to attend for treatment 
in a community setting, there is no statutory reason why that should not 
happen. Recall is permissible in relation to an existing inpatient13. To avoid 
confusion or failure to adhere to the intended statutory scheme, it is 
essential that the circumstances surrounding the admission and 
confirmation that the patient gave valid consent are properly recorded in 
the clinical records. 

 
9 Revocation of CTO or return to Community (To be read in conjunction 

of Appendix 3 – Revocation Check List)  
 
9.1 If in-patient treatment is required for longer than 72 hours from arrival in 

hospital, the RC must consider revoking the CTO. Although not specifically 
covered by the legislative scheme or the Code, there is no impediment to a 
patient agreeing to remain in hospital on a voluntary basis where they have 
the capacity to choose to do so for a brief period. Such a decision will 
require the RC to reconsider the appropriateness of CTO and document 
that they have done so.  

 
9.2 To revoke a CTO, the RC must consider that the patient now needs to be 

admitted to hospital for treatment under the Act. An AMHP, having 
considered the wider social context for the patients, must also agree with 
the RC’s assessment. This need not be an AMHP already involved in the 
patient’s care and treatment. 

 
9.3       If the AMHP does not agree that the CTO should be revoked, their 

decision and the reasons for it must be fully documented in the clinical 
records, the patient cannot be detained in hospital after the end of the 
maximum recall period of 72 hours and the CTO continues. It is not 
appropriate for an RC to approach another AMHP for an alternative view.  

 
9.4 Where the AMHP agrees, the RC may revoke the CTO by completing 

CTO5 form Parts 1, the AMHP will then complete and sign CTO5 Parts 2 
and only then the RC can complete and sign CTO5 Part 3 form. The RC 
must give the patient (or arrange for the patient to be given) oral reasons 
for revoking the CTO before it is revoked. The revocation takes effect 
immediately once signed. The form must be forwarded to the Mental Health 
Act Administrator as soon as practicable. 

 
9.5  The effect of completing form CTO5 is that the patient reverts to being 

detained under whichever section of the Act they were subject to 
immediately before the CTO was made. However, in all cases they are 
subject to a new period of detention of up to six months beginning with the 
day of revocation. 

 
9.6 On revocation, form CTO5 must be copied to the managers of the hospital 

to which the patient was recalled, if the patient was transferred during the 
period of recall. 

 
 

 
13 This position is confirmed by s17E(4), The Act 
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9.7 Within 24 hours following revocation, the nurse in charge should give the 
patient their rights verbally and in writing and complete the s132 rights form 
on SystmOne. The nurse in charge should also ensure that the patient’s 
GP is informed of the revocation of the CTO. The Mental Health Act 
Administrator will send a letter to the patient’s NR unless the patient 
objects.    

 
9.8 Transitional arrangements apply to patients who go onto a CTO having 

previously been subject to Aftercare under Supervision (‘Supervised 
Discharge’) provisions during the commencement period. Where their CTO 
is revoked, in spite of having previously been discharged from liability to 
detention prior to Supervised Discharge, they become liable to detention 
under section 3 of the Act for a period of up to six months beginning with 
the day of revocation. It is important to document their new legal status with 
care as there will be no existing section 3 papers for such a patient and 
there may be confusion if they were previously detained under Part III of 
the Act.14   

 
10. Reviewing/Extending the Community Treatment. 
 
10.1 CTOs have the same duration periods as Section 3, i.e. 6 months, plus 6 

months plus annual extension. Extension to CTO is covered by section 20A 
of the MHA. There is no limit to the number of times a CTO can be 
extended. The new period of CTO is calculated from the day after the date 
on which the current order would have otherwise come to an end if it had 
lapsed. 

 
10.2 The Mental Health Act Administrator will contact the RC and inform them of 

the requirement to examine the patient and extend the CTO with 2 months 
prior to expiry. 

 
10.3 A CTO can be extended following a face-to-face examination of the patient 

by the RC within the last two months of the current period of the CTO.  
The RC must determine that the conditions for extension are met.15 These 
mirror the criteria and mandatory conditions described at 3.1-3.2 above 
with the additional requirement that the RC must also consult one or more 
other person who has been professionally concerned with the patient’s 
medical treatment.  

 
10.4 As when making the original CTO order, the RC must obtain the written 

agreement of an AMHP that the conditions for extending CTO are met and 
where they are met, that extension is appropriate. This need not be the 
AMHP who originally signed form CTO1 but where the RC is not a 
registered medical practitioner, they should consult a doctor16  
Please note that the AMHP Office should be given at least 5 working 
days’ notice to schedule a review of the request/the appropriateness 
of the CTO. 

 

 
14 Department of Health (2008) Mental Health Act 2007: Patients on After-Care under Supervision 
(ACUS): Transitional Arrangements para. 7.10 
15 The Act, s20A(6) 
16 Although this is not an explicit requirement of the Act currently, this is a safeguard against 
potential future challenges to the validity of ‘medical evidence’. 
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10.5 The RC completes and signs Parts 1 & 3, the AMHP completes Part 2 of 

form CTO7 addressing the report to the relevant Hospital Managers. The 
completed report will be effective once it has been sent or delivered to the 
Managers of the responsible Hospital, or put into the hospital’s internal mail 
system. It is then received by a Mental Health Act Administrator who 
completes Part 4. 

 
10.6 Where the CTO is extended the patient shall be given information verbally 

and in writing about their rights, by their care coordinator, who should 
complete the s132a rights form on SystmOne. The Mental Health Act 
Administrator will send a letter to the patient’s NR unless the patient 
objects.    
 
The information on extending the CTO should also be shared with the 
Nearest Relative. If the patient objects (or lacks capacity) to sharing 
information re CTO extension with the Nearest Relative, the clinical staff 
can override the objection if it is proven to be in the best interest of 
the patient. The reasoning to overriding the patient’s wishes must be 
recorded in the patient’s clinical notes.  
Staff should escalate to/consult their Line Manager, IG Manager and Head 
of Mental Health Law, if there are any concerns with regards to sharing 
information with the Nearest Relative.   

 
 
10.7 Once received, the Hospital Managers must undertake a review of the 

report provided on form CTO7 which may vary in uncontested cases17. 
Where practicable, this should be done before the new period of extension 
takes effect but the completed form CTO7 provides lawful authority for the 
patient’s continued CTO. Such reports will be dealt with in the same way as 
reports made to renew detention under the Act although it may be 
appropriate to arrange the Managers’ review at a more convenient location 
than the hospital in which the patient was originally detained.18 

 
10.8 The Code sets out questions that a Panel of (Associate) Hospital Managers 

should address in the order given whenever they review a report made 
using form CTO7:19 

 

• Is the patient still suffering from mental disorder? 

• If so, is the disorder of a nature or degree which makes it appropriate for 
the patient to receive medical treatment? 

• If so, is it necessary in the interest of the patient’s health or safety or the 
protection of other people that the patient should receive such treatment? 

• Is it still necessary for the responsible clinician to be able to exercise the 
power to recall the patient to hospital, if that is needed? 

    
10.9 The Code then requires that if three or more members of the panel (being a 

majority) are satisfied from the evidence presented to them that the answer 

 
17 The Code, paras. 31.39-31.42 
18 The Code, para. 31.33 
19 The Code, paras. 31.17-31.18 
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to any of the questions set out above is “no”, the patient should be 
discharged. 

 
10.10 Where the answer to all these questions is “yes”, but the RC has made a 

report under section 25 barring discharge by the nearest relative 
(discussed further below) the following question must then be addressed:  

 

• Would the patient, if discharged, be likely to act in a manner that is 
dangerous to other people or to him or herself? 
 

10.11 Where three or more members of the panel (being a majority) disagree with 
the RC and conclude that the answer is “no”, they should usually discharge 
the patient. However, they retain a residual discretion not to discharge in 
such cases, so should always go on to consider whether there are 
exceptional reasons why the patient should not be discharged.  

 
10.12 Special provisions for extending the community treatment period apply to 

patients who have been unlawfully at large (‘absent without leave’) which 
are set out in sections 21A & 21B of the Act. After an absence of more than 
28 days, form CTO8 must be completed to extend the CTO period. 

 
10.13 Where the criteria for extending CTO are not met and consequently, the 

RC does not plan to make a report to the Hospital Managers using form 
CTO7 (or where applicable, form CTO8) the patient should be discharged 
by the RC rather than waiting for the current CTO to expire. This does not 
apply to a case where an AMHP does not agree to extension. In such a 
case, the RC may choose to exercise his or her right of discharge or may 
allow the CTO to lapse. 

 
11. Discharge from Liability to Detention (Discharge from a CTO): 
 
11.1 ‘Discharge’ for a CTO patient, regardless of who orders it, means complete 

release from liability to detention under the Act in hospital or in the 
community. It is not the same as ‘recall’ or ‘revocation’ which are described 
at 7 and 8 above nor the process of ‘discharge subject to…being liable to 
recall’20 which follows the making of a CTO order. 

 
11.2 The RC can discharge a patient from CTO at any time in writing by 

completing the local discharge from liability to detention form under section 
23 of the Act21and providing it to the Managers of the responsible hospital. 
There is no statutory form for this purpose or any statutory requirement to 
consult with any other person.  

 
11.3 A Part II CTO patient’s nearest relative (there is no available power in 

relation to Part III CTO patients) can order their discharge in the same way 
as they can for section 2 or 3 patients. An order must be put in writing 
giving at least 72 hours notice but need not be in any specific form. To 
assist this process, a standard letter will be made available where required, 
an illustrative example of which may be found at paragraph 29.23 of the 
Code.  

 
20 S17A(1), The Act 
21 An order for discharge is made under s23(2)(a) if CTO has been revoked or s23(2)(c) if CTO still 
in force  
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11.4 Within the permitted 72 hours, the RC may sign a report barring discharge 

under s25 of the Act. In doing so he or she has concluded that ‘the patient, 
if discharged, would be likely to act in a manner that is dangerous to other 
people or to him or herself’. A review by the Hospital Managers will then be 
arranged which will include consideration of the key question of 
dangerousness (see 9.7 above). Where a report barring the discharge is 
made, the nearest relative must be advised of their right to apply to the 
Tribunal.        

  
11.5 If the RC does not sign such a report, discharge by the nearest relative 

takes effect after 72 hours or at a point shortly after that which they have 
specified. Where a patient has been recalled to hospital, only the RC can 
discharge him/her during the period of 72 hours following recall. During the 
same period, there is no power of discharge available to the nearest 
relative, Hospital Managers or Tribunal. 

 
11.6 The Hospital Managers have the power to discharge an CTO patient 

exercisable by 3 or more members of a panel (being a majority) on 
agreement that one of the criteria for a CTO or its extension is no longer 
met and consequently, CTO is no longer appropriate or necessary. Where 
a patient’s CTO has been revoked, the review will be essentially the same 
as that for any patient liable to detention under the Act.  

 
11.7    The Tribunal can discharge an CTO patient other than during the 72 hour 

period of recall of such a patient. If following recall, a patient’s CTO is 
revoked, the Mental Health Act Administrator must refer the patient’s case 
to the Tribunal as soon as possible. All circumstances where there is a duty 
to refer a case to the Tribunal are set out in section 68 of the Act.22 

 
11.8    An application for discharge can be made once by a patient to the Tribunal 

during any period of CTO. Any withdrawn application is disregarded and 
does not interfere with this right. The Tribunal cannot vary conditions on an 
CTO imposed by the RC and although it can make a recommendation, 
cannot oblige an RC to make an CTO order for a detained patient. The 
Tribunal application rights of both patients and their nearest relatives are 
set out in section 66 of the Act.  

 
11.9 The Hospital Managers must also refer the patient’s case to the Tribunal, if 

after six months of detention the patient has not applied (including time on 
section 2 and section 3) and every 3 years if the patient has not applied 
from the date of the last Tribunal (every year if the patient is under 18).   

 
11.10 It may be appropriate for the Tribunal hearing to be held in an alternative 

setting such as a community facility by prior discussion and agreement if 
there are practical reasons for doing so.     

 
11.11 If a patient is detained in another hospital under section 3 or equivalent, 

other than by their CTO being revoked, this will automatically discharge the 
existing CTO and its underlying section. CTO can only be recommenced by 
starting a fresh assessment again. Detention under section 2 will not affect 

 
22 They are conveniently set out in the form of a table in The Code, para. 30.34 
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a current CTO.23 Detention in prison or elsewhere of less than six months’ 
duration will allow a CTO to continue or to be extended in accordance with 
the provisions set out at 9.9 above. Detention in custody for a period of 
more than six months will automatically bring the CTO to an end.     

 
11.12 If the patient objects (or lacks capacity) to sharing information re being 

discharged from a CTO and any subsequent section with the Nearest 
Relative, the clinical staff can override the objection, if it is proven to be in 
the best interest of the patient. The reasoning to overriding the patient’s 
wishes must be recorded in the patient’s clinical notes.  
Staff should escalate to/consult with their Line Manager, IG Manager and 
Head of Mental Health Law, if there are any concerns with regards to 
sharing information with the Nearest Relative.   
 
Once the clinical staff advises the MHA Administrator that the patient is not 
objecting to sharing the information re discharge from a CTO (or that it is 
in the best interest of the patient to do so) the MHA Administrator will write 
to the Nearest Relative and inform them of the discharge.   

 
 
12. Transfer between Hospitals and Jurisdictions 
 
12.1 Paragraphs 7.5-7.6 above describe the process for the physical transfer of 

a patient between hospitals following recall which requires the completion 
of form CTO6 where the hospitals are managed by different organisations. 
It does not necessarily mean that there is a transfer of the patient’s 
responsible hospital.  

 
12.2 The responsible hospital for a patient subject to a CTO in the community 

(who may have been recalled to hospital) may be assigned to another 
hospital managed by a different organisation, with their agreement on 
completion of form CTO10. This process does not include the physical 
transfer of a patient which is dealt with above. It is referred to as an 
‘assignment of responsibility for community patients’24 

   
12.3 Assignment of responsibility for community patients between hospitals 

within the same Organisation requires no statutory paperwork but the 
Managers of the receiving hospital must write to the patient informing him 
or her of the assignment either before or soon after it takes place and must 
give their name and address even if part of the same Organisation. 

 
12.4 In any case, the new hospital becomes the responsible hospital and as 

such is treated as if it were the detaining authority when the patient was 
originally detained in hospital (and is now subject to recall to) prior to going 
onto a CTO.  

 

 
23 Admission under section 2 should not normally be considered as a legitimate alternative to recall 
or revocation of a CTO but its appropriateness as a temporary alternative might be argued where 
a patient has been admitted for assessment under s2 to an out of area hospital without their 
knowledge that he or she was subject to CTO. The least restrictive option in that situation might be 
to briefly continue with s2 rather than revoking the CTO if discharge back to CTO is imminent. 
24 The Act, s19A  



Page 23 of 33 

12.5 In the case of any transfer or reassignment of responsibility, the Code 
requires that the needs and interests of the patient are considered to 
ensure compatibility with the patient’s rights to privacy and family life under 
Article 8 of the European Convention on Human Rights25. 

  
12.6   Once a CTO has been revoked, transfer between hospitals under different 

managers is the same as for any other patient who is currently liable to 
detention using form H4. 

 
12.7 Where a community patient under broadly equivalent legislation in 

Scotland, the Isle of Man or any of the Channel Islands is removed to 
England, their arrival in England is recorded using form M1 (date of 
reception of a patient in England) and where they are to be treated as if 
they were subject to a CTO, form CTO9 is completed by the RC (Part 1) 
and an AMHP (Part 2). As when making a new CTO, any conditions must 
be specified on form CTO9 and have the written agreement of an AMHP.   

 
 
13 Decision to use CTO or section 17 Leave: 
 
13.1 Section 17 (relating to leave of absence from hospital) of the Act is 

amended so that when considering granting longer term leave, an RC must 
consider whether CTO is the more appropriate way of managing the patient 
in the community. This applies to s17 leave for more than 7 consecutive 
days (or where leave is extended so the total leave granted exceeds 7 
consecutive days).  

 
13.2 These provisions do not affect leave arrangements for restricted patients or 

patients whose legal status makes them ineligible for CTO. An RC may still 
legitimately authorise longer-term leave where it is the more suitable option 
but must prove that he/she has considered whether CTO is more 
appropriate.  

 
13.3 The RC must record in the clinical records that he/she has considered 

whether longer-term leave or CTO is appropriate with reasons when 
authorising or reviewing such leave. This question should be reconsidered 
whenever an ongoing period of longer-term leave is reviewed.  

 
13.4 The Code sets out a table of pointers for CTO or longer-term leave of 

absence which may be of assistance to RCs and is replicated below. (A 
further table contrasting CTO and guardianship can also be found in the 
Code at Para. 31.7) 

 
 

Factors suggesting longer-term 
leave 
 

Factors suggesting CTO 

 

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

 

• There is confidence that the 
patient is ready for discharge 

 
25 The Code, paras. 30.13-30.23 
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• The patient’s discharge from 
hospital is deliberately on a 
“trial” basis. 

• The patient is likely to need 
further in-patient 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 CTO. 

 

from hospital on an indefinite 
basis. 

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

• 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 CTO, but not to the 
extent that it is very likely to 
happen  

 

 
Table 2: CTO or longer-term leave of absence: relevant factors to consider26  
 
 
 
 
14. Treatment on Recall (Part IV of the Act) (To be read in conjunction of 

Appendix 4 – Medication under CTO Standard Operating Procedure)  
 
14.1 For patients liable to detention under the Act other than CTO patients, the 

administration of medication for the treatment of mental disorder after three 
months is authorised by a valid consent certificate (form T2) or second 
opinion certificate (form T3). The former is only valid as long as the patient 
is able and willing to give consent, the latter permits specified medication to 
be given even in the absence of consent or lack of capacity to consent. 

 
14.2 When a patient on CTO is recalled, they will become subject to the 

provisions of those sections of the Act governing treatment for detained 
patients.27 If treatment does not include psychotropic medication or 
Electroconvulsive Therapy (‘ECT’) and a patient with capacity consents to 
it, it may be given under the direction of the RC.      

 
14.3 If a Second Opinion Appointed Doctor (‘SOAD’) has approved any 

treatment (on form CTO11) in the event of the patient’s recall to hospital, 
such treatment may be given as approved subject to any conditions that 
may have been specified. Unless the SOAD has indicated otherwise, the 
certificate will authorise treatment (other than ECT) whether the patient has 
or does not have capacity to refuse it. 

  

 
26 Reproduced from the Code, para. 28.6 
27 Sections 57, 58, 58A and 63, The Act  
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14.4 On recall, treatment that was already being given as described on form 
CTO11, may continue to be given if the approved clinician in charge of the 
treatment considers that stopping it would cause the patient serious 
suffering, but steps must be taken at the earliest opportunity to obtain a 
new certificate to authorise treatment (Where relevant, s62 urgent 
treatment certificate should be considered). This can include previously 
authorised ECT treatment. If appropriate 

 
14.5  It is not good practice on recall, to rely on a certificate that was issued while 

a patient was detained prior to going onto CTO even if it remains 
technically valid. A new certificate should be obtained.28  

 
 
15. Treatment while in the Community (Part 4A of the Act): 
 
15.1 The treatment of CTO patients who have not been recalled to hospital, 

including patients who are in hospital on a voluntary basis not having been 
recalled, is dealt with under Part 4A of the Act. The Code refers to them for 
convenience as ‘Part 4A patients’ and provides detailed guidance on their 
treatment in chapters 23 and 24.     

 
15.2 There are different rules for Part 4A patients who have capacity to consent 

to specified treatments and those that do not. Anyone that has capacity can 
only be given treatment in the community that they consent to. Even in an 
emergency, they can only be treated by recalling them to hospital. 
However, recall will not be appropriate unless the patient meets the criteria 
set out at 7.3 above.  

 
15.3 The Part 4A rules recognise and incorporate aspects of the Mental 

Capacity Act 2005 (‘MCA’) including advance decisions and persons 
appointed to make surrogate decisions such as an attorney under a lasting 
power of attorney (personal welfare) or a court appointed deputy. It should 
be noted that the MCA may not generally be used to give CTO patients any 
treatment for mental disorder other than where an attorney, deputy or Court 
of Protection order provides consent. It may still be appropriate to rely on 
the MCA for the provision of treatments for physical problems for an CTO 
patient.  

 
15.4 The MCA does not normally apply to a child under the age of sixteen, so 

decisions about capacity in relation to medical treatment are made by 
determining whether a child is ‘Gillick competent’ in accordance with a 
landmark ruling of the House of Lords29. This is sometimes referred to as 
‘Fraser competency’ acknowledging the Law Lord who set out the 
principles to be applied in determining such competency.  

 
15.5 Part 4A patients over the age of sixteen, who lack capacity may be given 

specified treatments on the authority of an attorney or court appointed 
deputy or by order of the Court of Protection. If over sixteen, treatment 
cannot be given where an attorney or deputy refuses on the patient’s 
behalf. If the patient is over eighteen, treatment cannot be authorised if it 

 
28 The Code, para. 24.81 
29 Gillick v West Norfolk and Wisbech Area Health Authority [1985] 3 All ER 402 (HL) 
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would contravene a valid and applicable advance decision made under 
MCA.30     

 
15.6 If physical force needs to be used to administer treatment to a patient of 

any age who lacks capacity or competence, it can only be given in an 
emergency following the conditions set out in section 64G which reflect the 
similar scheme in the MCA31. The alternative mechanism is via recall to 
hospital but the recall criteria set out at 7.3 above apply equally to patients 
lacking capacity.     

 
15.7 In an emergency, treatment for Part 4A patients who have not been 

recalled can be given by anyone (it need not be an Approved Clinician or 
the RC) but only if the treatment is immediately necessary to: 

 

• Save the patient’s life 

• Prevent a serious deterioration of the patient’s condition, and the 
treatment does not have unfavourable physical or psychological 
consequences which cannot be reversed; 

• alleviate serious suffering by the patient and the 
treatment does not have unfavourable physical or psychological 
consequences which cannot be reversed 
and does not entail significant physical hazard; or 

• prevent the patient behaving violently or being a 
danger to themselves or others, and the treatment 
represents the minimum interference necessary for that 
purpose, does not have unfavourable physical or 
psychological consequences which cannot be reversed 
and does not entail significant physical hazard. 

 
For ECT (or medication administered as part of ECT), only the first two 
categories apply.  

 
15.8 In an emergency where treatment is immediately necessary as above, it 

may be given even if it goes against an advance decision or a decision 
made by a person authorised on the patient’s behalf under the 
MCA.32These are the only exceptional circumstances in which force can be 
used to treat an objecting CTO patient without first recalling them to 
hospital.    

 
15.9 In non-emergency situations (excluding ECT for which reference should be 

made to the relevant paragraphs of the CoP and the Trust’s ECT policy) a 
patient may lack capacity and object to treatment but where physical force 
is not required he or she can be treated with medication for mental disorder 
in the community during the first month following discharge on a CTO.  

 
15.10 In 2012 the regulations relating to the certification requirements for 

CTO patients who consent to their medical treatment changed. 
 
 CTO patients who consent to treatment 

 
30 See Chapter 17 of The Code 
31 See conditions set out in section 6 Mental Capacity Act 2005  
32 The Code 
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 The Mental Health Act previously required that, after the first month on a 

CTO, a second opinion doctor (SOAD) appointed by the CQC should 
certify (using form CTO11) that the treatment is appropriate. 

 
 Treatment does not now need to be certified by a SOAD if a patient has 

capacity and if they consent. Instead, the patient’s responsible clinician 
should complete a statutory form (CTO12) certifying that the patient has 
capacity to consent (or, if they are under 16, is competent to consent) and 
that they consent to treatment. 

 
The CQC will not accept requests to arrange SOAD visits for consenting 
patients. 

 
15.11 CTO patients who lack capacity or competence to give consent.  
 

If a patient lacks capacity to consent to treatment after the first month of 
treatment under a CTO, then a SOAD should still certify that treatment is 
appropriate (on form CTO11). 

 
15.12 CTO patients who refuse treatment. 
 
 

If a CTO patient refuses to consent, a SOAD visit can be requested to 
consider certifying (on form CTO11) that: 

 
a) Certain treatment proposed for the patient while in the community is 

appropriate, even though such certification provides no authority to give 
the treatment where a patient refuses consent; and/or 

 
b) Certain treatment would be appropriate (and could be given without 

consent) if the patient was recalled to hospital. 
 

The CQC continues to accept requests to issue these certificates, but 
services should be aware that certificates given in these circumstances 
provide no legal authority to give treatment to patients in the community if 
they refuse to consent to it. 

 
Furthermore, a certificate issued in the circumstances described at a) 
above could not be used to fulfil the certification requirement if the patient 
subsequently consents to treatment. In these circumstances, the patient’s 
doctor would need to complete form CTO12. 
 

15.13 ECT treatment and CTO patients   
 

For CTO patients who are aged 18 years or over, the new form CTO12 can 
be used to certify consent to ECT treatment in the rare circumstances 
where this might be considered. 

 
However, the regulations do not alter the previous position that ECT 
treatment cannot be given to any patient who is not yet 18 (regardless of 
whether or not the patient is detained or subject to a CTO) unless a second 
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opinion appointed doctor has certified that the patient consents to ECT and 
that the treatment is appropriate (using form T5). 

 
15.14  The SOAD will consider what (if any) treatments to approve in the event 

that the patient is recalled to hospital and to specify any conditions that will 
apply.  See paragraph 13.3 above. 

 
15.15 CTO11/CTO12 forms should be kept with the original CTO and detention 

papers but a copy must be scanned onto SystmOne clinical records.   
 
15.16  The arrangements surrounding the SOAD’s examination will be 

complicated by the fact that the patient is in the community so an 
appropriate person should be asked to confirm arrangements with the 
SOAD and coordinate the process. This may be care coordinator.  

 
15.17 Other than in exceptional circumstances, SOAD examinations will be 

arranged in a hospital or clinical setting. If the RC agrees that it is 
necessary to visit an CTO patient in a hostel or home, the SOAD will 
always be accompanied by an appropriate member of the care team. 

 
  
16.  Relevant Policies  

• S58 – 64A Consent to treatment under the MHA  

• S135 – Conveyance/Warrant to search for and remove patients. 

• S17 leave  

• S132/132A – Reading and Reminding patients of their Rights 

• Working with IMHA Policy
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COMMUNITY TREATMENT ORDER (CTO) COMMENCEMENT CHECKLIST  
 
                      Pre Discharge Planning process                                                                                     CPA Care Plan for the CTO  

1 Does the care plan state the Community RC’s name and his/hers contact details?  
Does it state who will be nominated in their absence? 
 

2 Does the care plan state the details of the GP and the advocate (IMHA)? 
 

3 Does the care plan identify any support arrangements e.g. social care package? 
 

4 Does the care plan specify the conditions of the CTO? 
 

5 Does the care plan detail the treatment in the community and who will be 
monitoring it and the frequency (It could be medication, therapies, drug and 
alcohol intervention etc.)? 
 

6 Does the care plan state the triggers indicating the need for recall to hospital 
(crisis or relapse), who would do this and how it would happen (e.g, who will 
arrange transport and which hospital would be likely)?  
Does it state the role of the Home Treatment Team (if appropriate)?  They may 
assist with Recall if this is agreed with the Responsible Clinician.  Otherwise this is 
the responsibility of the RC who can delegate this to the Care Co-ordinator. 
 

7 Does it state what arrangements would be needed for the client (i.e. pets, children, 
inform relatives, secure property, job etc.) and who would have the responsibility 
for this (usually care coordinator)? 
 

8 Does it state the maximum duration of the recall (72 hours) and that their stay may 
be longer if it is revoked on the ward to a section 3 MHA? Do they know that when 
the CTO is revoked Section 3 is then reinstated from the beginning? 

9 Is there an up-to-date risk assessment with the care plan? 
 

10 Does it consider NICE guidelines?  

11 Does the care plan restrict the patients’ liberty as little as possible, while being 
consistent with achieving purpose? 

12 Does the care plan state that the CTO will be reviewed during regular CPA 
reviews and the date of the next review? 

13 Has the patient signed and had a copy of their care plan? 

14 Has the GP been informed? 

15 Once the Care plan is completed on SystmOne (Care co-ordinator to advise all 
relevant individuals that the updated final care plan is completed and can be 
accessed on SystmOne)  

1 
 
 

Following a risk assessment by ward RC, he/she together with the 
community Care Coordinator (allocate if none) decide that a CTO 
may be helpful for an already detained patient, in order to support 
the recovery process in the community. Has the patient been 
given S17 leave to test the suitability of a CTO? 

2 Ward RC/ Community RC and the Care Coordinator must discuss 
and agree on potential CTO conditions.  

3 The ward RC assesses the patient for capacity to understand the 
CTO and its potential conditions e.g. where they live.  The patient 
should also be reminded of their rights to be supported by an 
IMHA (RC/Nurse to refer if requested).   

4 Ward RC sets up a S117/CTO meeting (Min 5 working days’ 
notice).Invitees are: Ward RC (leads the CTO and paperwork as 
the current RC), Community RC (who reinforces the conditions in 
the community), Care Coordinator, Team/Duty AMHP, IMHA if 
requested, the patient, carer, the NR (if the patient does not 
object), any care provider that may be part of the discretionary 
conditions, GP (if not registered, do so prior to CTO meeting).  The 
minimum attendees are the ward RC, the AMHP and the patient.  

5 Care Coordinator prepares the care plan for the CTO, taking into 
consideration the CTO check list of factors.  

6 Care Coordinator e-mails the team AMHP (or duty AMHP on the 
day of the S117 meeting, if a team AMHP is not available) the 
updated care plan for consideration.   

7 The AMHP checks the care plan and liaises with the Care 
Coordinator re any necessary changes, concerns etc and the care 
plan is updated prior to the S117 / CTO meeting.   

8 The AMHP interviews the patient separately to ascertain their 
views outside of the S117 / CTO meeting.  

9 At the meeting, all discuss the case and agree the conditions. 
Discussion should include: the appropriateness of Guardianship, 
impact of the CTO on children, carers and vulnerable adults, the 
necessity of a carers assessment, and if supported living would 
increase the success of the CTO for patients who lack capacity.  

10 If the CTO is to go ahead, the Form CTO1 must be completed by 
the Ward RC and the AMHP. CTO Rights must be read by ward 
nurse and repeated/re-read by Care Coordinator ( 3 monthly).  

11 Form CTO1 must be uploaded onto SystmOne and the 
original sent to MHA Administrator with an RC transfer form.  
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CHECKLIST FOR RECALL OF CTO PATIENTS  
                                                                               

 

 

1 
 
 

The CTO patient can be recalled if they have either:  

• broken a mandatory condition of the CTO  

• and / or a discretionary condition of the CTO (and the 
breach is associated with an increase in risk and the patient 
needing medical treatment in hospital),  

• or the patient is concordant with the conditions but is 
              deteriorating anyway  

• or the CTO patient is in hospital on an informal basis, but is 
seeking to leave and it is considered that they need to stay in 
hospital due to deterioration in their mental disorder.  
(use of S5 is not possible in these circumstances)      

2 Following an assessment by the community RC and Care Coordinator it is 
agreed that an admission to hospital is necessary. 

3 The community RC decides if a bed is necessary and if so; books an 
appropriate provisional bed. 

4 The community RC offers voluntary admission.  If this can be organised, 
the Community RC and Care Coordinator risk assess the most 
appropriate method of conveyance to hospital and facilitate as necessary.   

5 In the event that the service user refuses a voluntary admission, the 
community RC writes the notice of recall (form CTO3) and may, if they 
wish, delegate the responsibility to hand over the recall notice (form 
CTO3) to another appropriate person; e.g. the Care Coordinator (See 
CPFT Scheme of delegation). Original copy must be given to the patient 
(upload the form to SystmOne before it goes to the patient - to ensure a 
good quality of scanned document) An electronic  copy must be sent 
immediately to the ward and MHA Administrator.  

6 The recall notice (form CTO3) becomes effective immediately if it is 
handed to and accepted by the patient. If the patient does not accept the 
notice, or is not at home – the notice can be put through the letter box of 
their known address. It will then become effective from the midnight after 
it was delivered. As a last resort, the notice can be posted (first class) to 
the patient’s last known address and will be deemed to be served on the 
second working day after posting via Royal Mail. (The time and date of 
delivery or posting must be documented in the patient’s SystmOne clinical 
records)  

7 If the patient’s whereabouts are unknown, once the recall notice is 
effective, the notice is handed to the nurse in charge of the ward and the 
patient is treated as absent without leave. 
If the patient can’t be found, the recall notice (form CTO3) will remain 
effective until the CTO expiry date.   

8 If the patient’s whereabouts are known, once the recall notice is effective, 
but access to the patient has been refused or is expected to be refused,  

  the community RC decides if a warrant under S135(2) is necessary and if so, the RC 
and/ or delegate (Care Coordinator, or AMHP) applies for the warrant. (Also see CPFT 
AWOL and Missing people policy/S135 Policy)  

9 Patients may be recalled even when they are already in hospital at the time by hand 
delivering the recall notice (CTO3) to them on the ward.  

10 If the patient needs to be formally recalled and has pets that cannot be cared for at home, 
the RC or delegate liaises with the Social Care Lead regarding securing the animals care 
and other property. 

11 The RC and/or delegate assess whether police involvement is necessary to support the 
power of recall; e.g. if aggression / violence / absconding behaviour / breach of the peace is 
suspected and if so, the RC/delegate should not attempt conveyance until the police can 
assist.  

12 The RC and/or delegate assess the most appropriate method of transport to hospital and 
complete a full risk assessment if an ambulance is not going to be used as the form of 
transport.   

13 The RC and/or delegate and if necessary, the police, attend at the patient’s home and 
explain the purpose of their visit and coordinate the conveyance to hospital. 

14 The Care Coordinator (with another person present if looking round the house) makes sure 
appropriate arrangements are in place for the security of the patient’s property and safety of 
the patient’s children and/or pets.   

15 The RC and/or delegate contact the ward to inform them of the patient’s expected time of 
arrival and current presentation.  

16 The RC and/or delegate ideally travels to hospital with the patient (in the agreed transport 
or in their own car) to book the patient into hospital with an appropriate member of the 
nursing team (Band 5 or above).  The RC and/or delegate provide the nursing team with a 
copy of the recall notice (form CTO3).  Responsibility for the patient is then transferred to 
the nursing staff.  

17 The patient is admitted to the ward. The 72 hours recall period commences when the 
patient arrives at the ward and the recall of the patient is accepted on Form CTO4 by the 
nurse in charge of the ward.  

18 On the day of the admission, the nurse in charge must inform the following individuals of 
the patient’s recall (The Community AMHP / AMHP on duty, Ward Manager, ward RC and 
MHA Administrator). The nurse in charge must also ensure that the CTO4 is uploaded 
onto SystmOne. The copy of the CTO3 as well as the original CTO4 must 
sent/emailed to the locality MHA Administrator.  

19 The Community RC hands over RC responsibility to the Ward RC if appropriate (if a bed is 
not necessary, then it may be best for the community RC to remain the patient’s RC).  
If the patient is admitted to the ward,  

20 The nurse in charge must inform the patient of their rights including their right to an IMHA.  

21 The multi-disciplinary team consider the ongoing appropriateness of the CTO and if the 
care plan or CTO conditions need to be amended to have prevented this admission.  
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CHECKLIST FOR REVOCATION OF CTO PATIENTS 
 

Revocation process 
 

 

 
 
 
 
 

1 
 
 

Within the 72 hours recall period, if the patients condition stabilises and they receive the full necessary hospital treatment (e.g. if admitted for a depot only), the 
RC may discharge the patient and the CTO continues. The RC informs the AMHP and the multi-disciplinary team and completes Form CTO16 (End of CTO 
recall) on SystmOne and informs the locality MHA Administrator. 
 
 

2 If the patient decides to stay voluntarily in hospital, the CTO and the hospital admission continues and an AMHP’s involvement is not necessary.  The RC 
informs the identified AMHP and the Community Team.  RC should complete local form – CTO16 (end of recall) on SystmOne and inform the locality MHA 
Administrator. 
 
 

3 If the Ward RC and the AMHP consider that the revocation of the CTO may happen and a detention under S3 is necessary, they must arrange a time to 
assess the patient before the 72 hours expires. 
 

4 The AMHP and ward RC interview the patient together to assess if revocation is necessary. If possible/ appropriate, the patient’s Care Coordinator should also 
attend the assessment. 
 

5 If the RC and the AMHP agree that revocation is necessary, the patient is readmitted to hospital under the pre-existing section 3 or 37 and a new renewal 
period of 6 months begins from the time and date of the revocation. 
 
Consent to treatment must be reviewed by inpatient RC. 
 

6 The Care Coordinator makes arrangements for the pets, property, children and cared for relatives to be safe and secure for the foreseeable future and if 
necessary and with the patients permission, liaises with the patients employer re sick leave and liaises with any service providers.   
 
 

7 If the AMHP disagrees with the RC’s assessment, the patient must be allowed to return to the community no later than the 72 hours recall period and the CTO 
remains in force. Another AMHP should not be approached for an alternative view. 
 

Appendix 3 



Page 32 of 33 

 
CHECKLIST FOR EXTENSION OF CTO  

 
Extending the Community Treatment Period 

 

 

 
 
 
 

1 MHA Admin sends a reminder to the RC eight weeks before the current CTO period is due to expire. If a CTO7 is not received, further reminders will be sent 
at four weeks, two weeks and one week before the current CTO period expiry date. MHA Admin will follow the escalation process if confirmation re 
extending/discharging from a CTO is not received (as per MHA Admin escalation guidance)  

2 The RC must personally (face-to-face) examine the patient in the two months preceding the expiry date.  When deciding whether to extend the period of a 
CTO the RC must consider carefully whether or not the criteria for extending the CTO under section 20A of the Act are met and, if so, whether an extension is 
appropriate. It is best practice to commence this process as soon as possible to allow for delays such as problems with contacting the patient or the AMHP’s 
availability.  

3 If the patient does not attend for examination voluntarily, the RC may recall them to hospital for this purpose. (See recall checklist) 

4 The RC must consult with one or more other person(s) who have been professionally concerned with the patient’s medical treatment.  

5 The RC should also consult the wider multi-disciplinary team.  Where appropriate this should include the patient, nearest relative, the IMHA and/or other 
representative, family and carers, the local authority and the clinical commission group responsible for the patient’s aftercare, and any other key service 
providers. Consultation should take place during a CPA assessment and before the RC decides whether or not to extend the CTO.  

6 If the RC believes that all the criteria for extending the CTO are met and that extension is appropriate, they should complete and sign Part 1 of the CTO7 form. 

7 The RC must obtain the written agreement of an AMHP that the criteria for extending the CTO are met and where they are met that extension is appropriate 
(this does need not be the AMHP who originally signed form CTO1). The RC must ensure that the AMHP is given enough notice to be able to interview the 
patient if appropriate (AMHP office requires at least 5 working days’ notice to consider the request to extend the CTO/interview the patient).   

8 If the AMHP agrees that all the criteria for extending the CTO are met, and it is appropriate for the CTO to be extended, they should complete and sign Part 2 
of CTO7. 

9 The RC should then complete and sign Part 3 of the CTO7 and forward to MHA Admin without delay (ideally this should be at least 2 weeks before the expiry 
date of the current CTO period to ensure that a Managers review hearing can take place before the new CTO period starts).  

10 The CTO7 form should be emailed to the appropriate MHA admin mailbox and uploaded to SystmOne.   

11 The MHA Admin will scrutinise the CTO7 then complete and sign Part 4. 

12 Upon receipt of the CTO7 the MHA Admin will arrange for a Managers review to take place before the expiry date of the current CTO where possible. 

13 If a CTO7 is received by the Hospital Managers before the expiry date of the current community treatment period, it is extended from the date when it would 
otherwise expire. If a CTO7 is not received the CTO will lapse at the end of the current CTO period, together with the original S3/37. 

14 MHA Admin will send a letter to the patient (and nearest relative where appropriate, see 10.6 for guidance) to inform them that their CTO has been extended.  

15 Care coordinator must remind the patient of their rights and record this on SystmOne.  

16 Once scrutiny is complete the MHA admin will upload the fully scrutinised CTO7 to SystmOne. 
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 APPENDIX 4 - Consent to Treatment under the MHA 83 for CTO Patients V1 

 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

The following procedure is applicable to patients detained under section 17a (Community Treatment Order) 
(Treatment of CTO patients not recalled to hospital/ Part 4A of the Act – Sections 64A - 64K) 

Is the treatment for Mental Disorder? 

NO - The MHA does not provide sufficient lawful authority to provide the treatment.  Alternative lawful authority is 

required (i.e. Common Law, if patient has capacity and consents, or Mental Capacity Act, if patient lacks capacity)  

YES - What is the treatment proposed? 

Medication  
(S58 type treatment) 
 

CTO12 Or SOAD request 

ECT (S58A type treatment) 
18+ with capacity and consent – Form CTO12 
<18 with capacity and consent – Form CTO11 (SOAD).  
Lacks capacity – Form CTO11 (SOAD)  
(This can’t conflict with LPA or ADRT) 

On receipt of Form CTO1 the MHA Admin team will write to the new community RC, requesting that form CTO12, or the online SOAD 
request form, be completed.  

  

2 weeks before the one month period ends, if a Form CTO12 or a SOAD Request has not been received by the MHA admin team, a last 
reminder will be sent to the RC (which will be copied in to the Medical Director).   

The Medical Director will then contact the RC to request action. 

A capacity assessment must be carried out by the RC and the outcome should be recorded on the SystmOne capacity assessment form.  
 

 

Does the patient consent to all the treatment, or the plan of treatment proposed (discussion and outcome must be documented by RC)  

NO - RC to complete an online SOAD request for CTO patient, record the date of request in progress 

notes and inform MHA admin team by emailing copy of request. MHA admin team to record date of 
request and chase if necessary.  

(Please note:  If a CTO patient refuses to consent, the CQC will continue to accept requests to consider 
certifying that certain treatment proposed for the patient while in the community is appropriate, even 
though such certification provides no authority to give the treatment where a patient refuses consent; 
and/or b) Certain treatment would be appropriate (and could be given without consent) if the patient 

was recalled to hospital.) 
 
 

YES - RC to complete 

Form CTO12 including 
BNF category, route of 

administration and dosage 

SOAD attends the pre-arranged venue.  They will discuss the proposed treatment with the RC, one nurse and one other 
professional (non nurse/non medic - e.g. OT, social worker, psychologist, dietician, pharmacist, physiotherapist, etc) 

involved in the patient’s care. The discussion outcome MUST be documented in the clinical notes 

If SOAD believes treatment is appropriate (and where against patient’s wishes it is medically necessary) they will 
complete Form CTO11 

The RC is to give a copy of the relevant CTO consent to treatment Form (CTO11 or 12) to the patient upload it onto SystmOne.  
(Record on SystemOne that a copy is given to the patient). A copy should also be emailed to the MHA Administrator 

It is possible to have concurrent Form CTO11 and Form CTO12 where the patient consents to some elements of treatment but not to 
others 

The CTO11 or CTO12 should be reviewed by the RC at regular intervals and at each renewal of section or change in section status.   
Where the patient’s capacity changes or they change their mind regarding the provision of consent, a new CTO11 or CTO12 Form should 

be completed as appropriate. Where a CTO12 is in place and the RC changes, a fresh capacity and consent assessment must be made 
and a new CTO Form completed as appropriate.  

All CTO Forms must be scanned and uploaded to SystmOne and sent/emailed to the locality MHA Admin Team.  
(Reminder will be sent to the RC to check this on renewal and also half way through each period of detention) 

Treatment in an emergency must follow the provisions of section 64G.  
 If medication is to be provided in an emergency - Section 64 local form must be completed on SystmOne and the Locality MHA 

Administrator must be informed that S64G is in place. 

RC Responsibilities MHA Administrator’s Responsibilities 


