International experiences of using community treatment orders

Executive Summary
Key points

􀂃 It is not possible to state whether community treatments orders (CTOs) are beneficial or harmful to patients.

􀂃 To date, this is the most comprehensive and thorough review of research into international experiences of using compulsory treatment orders, summarising evidence from 72 data-based empirical studies undertaken in six countries.

􀂃 A range of designs have been used to evaluate CTOs, but research in this area has been beset by conceptual, practical and methodological problems, and the general quality of the empirical evidence is poor.

􀂃 There was a lack of consistent evidence of benefit from CTOs from the nine comparative studies, including two RCTs that evaluated the effects of CTOs across a range of outcomes.

􀂃 The perceptions of CTOs held by different stakeholders were reported in 18 studies and were very mixed, with both positive and negative views expressed.

􀂃 Fourteen cross-sectional studies indicated that the characteristics of CTO patients across different jurisdictions were remarkably similar.

􀂃 Overall, although some stakeholder views are positive, there is currently no robust evidence about either the positive or negative effects of CTOs on key outcomes, including hospital readmission, length of hospital stay, improved medication compliance, or patients’ quality of life.

􀂃 These findings are consistent with the conclusions of other recent reviews on this topic.

Introduction

(1) In July 1998, the Government began a process of reform of mental health law for England and Wales with a view to replacing the current Mental Health Act (1983) with a new piece of legislation.

(2) Following extensive consultation, discussion and redrafting, in March 2006, the Government announced plans to amend the current 1983 Act, and that the proposed changes would include the introduction of Supervised Community Treatment (SCT) to allow patients to live in the community under the powers of the Mental Health Act.

(3) This report provides a synthesis of data-based research evidence from other countries where such legislation already exists.

Chapter 1: Compulsory community treatment in England and Wales

(4) Provisions for compulsory community treatment are extensive in both existing legislation and proposed amendments to the 1983 Act.

(5) The 2004 draft Mental Health Bill indicated that non-resident orders should be considered for any patient as a least restrictive alternative to hospitalization.

(6) The 2006 proposals indicate that SCT will be a more targeted approach, addressing the specific problem of ‘revolving door’ patients. SCT patients will have to meet criteria which are similar to those for admission for treatment under Section 3 of the 1983 Act. These powers will be targeted towards patients who, without

continued treatment, would be a risk to their own health or safety or that of others.

(7) Compared with existing provisions and the proposals in the 2004 draft Mental Health Bill, the SCT proposals outlined in March 2006 seem to be measures intended to prevent deterioration, whilst still allowing treatment in the least restrictive environment under the powers of the Mental Health Act.

Chapter 2: Cross-national comparisons of CTO design

(8) There is a wide variety of CTO arrangements in place in different jurisdictions.

Both least restrictive versus preventative features of CTO design can be identified and help to compare and interpret CTOs across jurisdictions.

(9) In the context of the US experience, least restrictive CTOs appear to be associated with specific conceptual problems and may be difficult to use in practice.

Preventative CTOs avoid some of the conceptual difficulties, but may risk constitutional/human rights challenges.

(10) In the US, the development and use of preventative CTOs is becoming more widespread. In contrast, a whole group of CTO arrangements exist, mainly in Australasian jurisdictions, with both least restrictive and preventative features. Such arrangements are largely dependent on clinical discretion and avoid some of the design difficulties of least restrictive CTOs and some of the legal controversies surrounding preventative CTOs.

(11) The possible effects of the criteria and arrangements for the ‘non-resident’ orders described in the 2004 draft Mental Health Bill were probably best characterized as least restrictive. Although the March 2006 announcements suggest arrangements that are similar to those set out in the 2004 Mental Health Bill, it also indicates that

Supervised Community Treatment might be used explicitly for the prevention of deterioration or relapse. SCT arrangements therefore appear to most closely resemble those jurisdictions where CTO arrangements have both least restrictive and preventative features.

Chapter 3: The systematic review

(12) The objective of this study was to undertake a systematic review of national and international research relating to the use of CTOs.
 (13) For the purposes of this report, CTOs were defined as any legal framework for community mental health treatment which was authorized by a statute, located in the community with no necessary tie to hospitalization, and where the terms of the CTO were enforceable.

(14) Reports of data-based empirical studies on CTOs, undertaken in any country, published or unpublished, were included in the review. All types of study design (except case-reports) were eligible for inclusion. There were no restrictions on language, year, study-quality or study sample size. Studies where part of the data was collected prior to the actual introduction of a CTO were included.

(15) Comprehensive search strategies for all relevant databases were undertaken references were scanned. Where a study appeared to meet the inclusion criteria, or where a final decision could not be made, full copies of the articles were obtained and assessed. Additional articles were identified from the bibliographies of included studies, contact with experts and those working in the field, and through sources of grey literature.

(16) The aims and characteristics of each study were recorded. Studies were grouped according to their aims and were assessed on basic methodological quality issues.

(17) Initial searches and cleaning resulted in 767 articles. Following initial scanning of these, 192 full articles were obtained. Further examination resulted in the selection of 178 articles. Bibliography checks and contact with experts yielded another 66 articles, giving a final total of 244 references. Of these, 72 were subsequently found to be data-based empirical studies relating to the use of CTOs in a number of different jurisdictions.

(18) Forty-seven studies were conducted in the US, 10 in Australia, five in New Zealand, four in Canada, three in the UK, two in Israel and one was world-wide.

Chapter 4: Descriptive studies of existing CTOs

4.1 CTOs in practice

(19) Twenty-one one-off or repeated descriptive and analytic cross-sectional studies were identified which reported how CTOs in other jurisdictions have worked in practice.

(20) Studies which report the experiences of implementing CTOs reflect research interests over several decades and across a wide variety of jurisdictions, all with different legislative arrangements and differing levels of community-based services.

(21) The early evidence suggested that, for a variety of reasons, so-called least restrictive CTOs tended to be little used, and that they generated confusion and antipathy between the courts and the healthcare professionals charged with implementing them.
(22) Several studies indicated some sort of ‘bedding-in’ period during the early stages of CTO use, and it is notable that a large proportion of the CTOs studied were revised in the years following their introduction.

(23) Changes in CTO law do not translate simply into changes in practice, particularly where entrenched positions exist amongst those charged with carrying out CTO policy at the level of community mental health services.

(24) In the US in general, a disturbing lack of knowledge and considerable disagreement between different professional groups about local CTO arrangements was evident in the early years of CTOs use.

(25) Findings from naturalistic studies about the outcomes for patients on CTOs are likely to be unreliable. All studies had significant methodological limitations resulting in the need for cautious interpretation. Furthermore, these studies provide only descriptive data rather investigating potentially causal associations between the use of CTOs and specific outcomes.

(26) In general, naturalistic studies reported that hospital readmission rates, days spent in hospital, psychiatric emergency visits, and violent/harmful behaviour were all reduced, while outpatient attendance, participation in psychiatric services, medication compliance and a number of other outcomes were all reported to be improved following CTO assignment.

(27) There were multiple methodological problems with these studies, including potential selection, observation, information and response biases, as well as the effects of confounding. Many studies involved small sample sizes, and those which compared pre versus post CTO data, where patients effectively acted as their own controls, could not have controlled for the effects of ‘regression to the mean’. None of these studies was able to control the environment in which the CTO was provided, thereby ignoring the potentially beneficial effects of other simultaneous service changes.

4.2 Stakeholder perceptions of CTOs

(26) Eighteen studies (four qualitative and 14 cross-sectional) examining stakeholder perceptions were identified.

(27) Studies addressing stakeholder perceptions are necessarily exploratory, often providing detailed descriptions of the views of relatively small groups of individuals that, whilst informative, might not be generalisable to the wider population. Selection, recall, observer and reporting biases were possible features of all these studies.

(28) Stakeholder perceptions will necessarily be influenced by the local context and CTO provisions and resourcing, and it might therefore be expected that these studies would yield quite different findings. However, there was surprising consistency in the wide range of views reported in different studies undertaken in different jurisdictions and involving different stakeholder groups. Whilst stakeholder perceptions of CTOs were still mixed, many were positive, and all stakeholder groups expressed both positive and negative views.

(29) There did appear to be differences between stakeholder groups on the value of different CTO outcomes, but avoiding involuntary hospitalization was a key priority for patients, family members, clinicians and the general public. In New Zealand, some

patients even expressed ambivalence about discharge from CTOs. In several studies, patients expressed positive views about some aspects CTOs, acknowledging that the CTO had improved their contact with services and helped them with their medication.

(30) Except for a highly selected group of patients with long–term experience of CTOs, any improvements in clinical outcomes and patient care experienced by patients tended not to be attributed to the CTO. Patient perceptions about the value of CTOs did not appear to be predicted by the outcome of the intervention.

(31) There was some evidence that perception of the fairness and effectiveness of CTOs were influenced by patients’ views about their illness and need for treatment.

(32) Family members in the US and New Zealand were generally in favour of CTOs, although expressed concerns about the adequacy of support in the community and information provided to family members. It was also felt they might only be helpful for a relatively small proportion of patients, limiting their useful application.

(33) While psychiatrists appeared to hold many positive views about CTOs, with most surveys indicating that the majority of psychiatrists favoured CTOs, a number of concerns were also expressed, including concerns about the infringement of patients’ rights and a lack of demonstrated efficacy.

(34) Although potentially biased, it is perhaps noteworthy that factors reportedly determining CTO use by psychiatrists tended not to relate to risk of violence, but rather to need for treatment and patient welfare. This finding was consistent across studies from different jurisdictions and amongst both psychiatrists and other mental health professionals.

4.3 Characteristics of patients on CTOs

(35) Fourteen descriptive and analytic cross-sectional studies reporting CTO patient characteristics were identified.

(36) There is remarkable consistency in the characteristics of patients on CTOs across jurisdictions embedded in very different cultural and geographical settings.

(37) The descriptive data indicate that patients are typically males, around 40 years of age, with a long history of schizophrenia-like or serious affective illness, previous admissions, poor medication compliance, aftercare needs, the potential for violence and displaying psychotic symptoms, especially delusions, at the time of the CTO.

(38) Limitations of the available evidence base prevent any reliable conclusions from being drawn about whether specific groups of patients are more likely to be subject to CTOs.

Chapter 5: Experimental and exploratory studies of CTOs

5.1 Introduction

(39) Causal associations between interventions and outcomes should only be inferred from experimental studies, where two groups are compared and it can be assumed that both groups might otherwise have had identical outcomes.

5.2 Randomised controlled studies of CTO outcomes

(40) Since CTOs are interventions involving a complex array of legal and medical arrangements, RCTs of CTOs are beset by practical, legal and clinical complexities that make them extremely difficult to conduct. Accordingly, only two studies, one in North Carolina and one in New York, have employed randomisation procedures to allocate patients to CTOs. Both studies evaluated preventative CTOs. Both studies encountered methodological problems with RCT design and CTO implementation.

Aside from the ethical and practical problems already demonstrated by previous CTO outcome studies, the appropriateness of RCT designs for evaluating a policy intervention of this sort has been questioned.

(41) However, neither RCT found statistically significant differences between the CTO and Control groups in terms of health service outcomes including, hospital admissions, length of stay, and contact with services, service intensity, and compliance with treatment.

(42) Neither RCT found statistically significant differences between the CTO and Control groups in terms of patient level outcomes including, social functioning, offences resulting in arrest, homelessness, general mental state, psychopathology, quality of life, carer satisfaction, or perceived coercion.

(43) Although collected as part of one or other of the trials, no specific data were reported relating to other outcomes including employment, self-esteem, other adverse effects, needs for care, or patient satisfaction.

(44) Despite obtaining data on approximately 20 different outcome variables between them, with the exception of one secondary outcome, neither trial reports any statistically significant differences between the CTO and the Control groups.

(45) Findings from a Cochrane review suggested that, even when data from both trials are pooled to improve study power, CTOs were not an effective alternative to standard care.

(46) Although none of the main outcomes were statistically significantly different, taking the estimated differences between the CTO and Control groups and using the proportion of people with the main outcomes, the Cochrane review estimated that 85 people would need to receive a CTO in order to avoid one admission, 238 people would need to receive a CTO in order to avoid one arrest, and 27 people would need to receive a CTO to prevent one episode of homelessness.

(47) Based only on data from the North Carolina study demonstrating that CTO recipients were significantly less likely to have been victims of violent or non-violent crime, 6 people would need to receive a CTO in order to prevent one victimization incident.

5.3 Non-randomised comparative studies of CTO outcomes

(48) Given the difficulties of conducting RCTs of this type of intervention, outcome research in this area has tended to be dominated by non-randomised comparative studies, including cohort and controlled before and after studies. These epidemiological designs can involve larger numbers of more representative patients, incorporate lengthier follow up periods, and improve the generalisability and external validity of findings, but they are also prone to a variety of methodological and interpretation problems, particularly those resulting from bias and confounding.

(49) Eleven reports (5 cohort and 6 controlled before and after) of seven studies of non-randomised comparative studies were identified which evaluated the effects of CTOs on different outcomes.

(50) None of the eight studies evaluating readmission found any evidence to suggest that CTOs keep patients out of hospital.

(51) None of the five studies from jurisdictions in both the US and Australia found any differences between CTO and comparison groups in length of stay.

(52) One study suggested that CTO patients were more likely to remain in contact with services in the short-term and evidence from three studies suggested that CTO patients were more likely to use services and to use more services than other patients.

(53) Evidence from only one study indicated a possible improved compliance with treatment, but the findings from this study were inconsistent.

(54) Where patient level outcomes were reported, these indicated no effect of CTO on social functioning, violence, disturbed behaviour, or arrest. Contradictory evidence from only one study prevented any conclusion about the effects of CTOs on employment.

(55) There was some evidence that CTO patients might be more likely to be living at home or with family at 6 months than those involuntarily hospitalized or released.

(56) Evidence from one study suggested possible symptom improvement in CTO patients compared with those released without a CTO.

5.4 Exploratory analyses – variables potentially associated with outcome

(57) Fourteen reports described the findings of exploratory, potentially hypothesis generating analyses of data from these studies, all investigating potential associations between a range of variables and CTO outcomes; two of these used patients from the

New York RCT, while the remaining eleven re-analysed data collected as part of the North Carolina RCT.

(58) These analyses cannot be used to infer any causal association between explanatory variables and CTO outcomes, particularly since the original trials themselves did not find any differences in outcome between the CTO and Control groups.

(59) Factors that may be important predictors of outcome include diagnosis and clinical characteristics, substance abuse status, duration of CTO, service intensity and medication adherence.

(60) These exploratory analyses are, at best, hypothesis-generating, resulting in findings that might be used to inform the design of future controlled research into the effects of CTO.

Chapter 6: Discussion

6.1 The findings of this review

(61) This review has found very little evidence of positive effects of CTOs in the areas where they might have been anticipated. None of the nine experimental studies found evidence suggesting that CTOs reduce either hospital readmission or length of stay, or that they improve compliance. A small number of non-randomised studies suggested possible improvements in contact with services and service intensity, although these might reflect pre-existing differences between groups and the increased efforts of service providers as much as favourable outcomes for patients.

Only patchy evidence exists on the direct effects of CTOs on patients.

(62) Other positive findings have been widely reported in the literature. For example, less rigorously conducted and opportunistic naturalistic studies have often indicated positive outcomes for CTO patients. However, these studies have significant methodological problems limiting their use.

(63) Although the quality of the evidence in this field limits the strength of any conclusions about the effects of CTOs, it should be noted that there are few discrepancies among the findings of the nine experimental studies on the main health service outcomes of readmission, length of stay and treatment compliance.

(64) Despite the differences in CTO arrangements between jurisdictions, there was remarkable consistency in the characteristics of patients on CTOs and in the wide range of views, both positive and negative, reported by different stakeholder groups.

(65) A wide variety of CTO arrangements are in place in different jurisdictions.

Research in this field frequently reflects the specific nature of the CTO in question and its stage of development and implementation.

(66) To date, this is the most comprehensive review of CTOs that has been undertaken. Several other overviews on this topic have been published over the last 5 years and those that have used a more systematic approach have been equally circumspect, noting that the research findings were equivocal and failed to provide strong evidence that CTOs were of benefit to patients.

6.2 Generalisability of the evidence-base

(67) The relevance of this research to the UK context is difficult to gauge given what is currently understood about how the proposals for Supervised Community Treatment will work (Mental Health Bill, 2006).

(68) Assessing the generalisability of this research is further complicated because these studies were conducted over a lengthy time period and evaluated a wide variety of arrangements, often early in the life of the CTO, with study reports usually providing poor descriptions of patients and interventions.

(69) The wide spectrum of stakeholder views in different jurisdictions is mirrored by the diversity of perspectives and views submitted to the House of Lords House of Commons Joint Committee on the Draft Mental Health Bill (2005) and vocalized by professional organizations, leading journals and advocacy groups in England and Wales.

(70) Despite the differences between jurisdictions, the demographic and diagnostic characteristics of patients placed on CTOs were remarkably similar, suggesting they might be a reasonable indication of the picture in England and Wales, should CTOs be introduced.

6.3 Gaps in the CTO evidence-base

(71) On the basis of much of the evidence reviewed here, there is certainly a case for additional research in this area. Furthermore, many authors have highlighted the need for formal monitoring and outcome evaluation alongside the introduction of new or amended CTO policies in any jurisdiction.

(72) Given the coercive nature of CTOs, there is a need to consider whether any potential therapeutic gains might be better delivered by enhancing the quality and assertiveness of community treatment for high risk patients through, for example, assertive community treatment (ACT).

(73) The current emphasis on health service outcomes such as readmission, length of stay, contact with services and compliance with treatment is not, on its own, sufficient. Outcomes relevant to patients and their families such as mental state, symptom levels, social functioning, quality of life, satisfaction, perceived coercion, therapeutic relationship should be prioritized in future research. Evidence about the effects of CTOs in the longer term, particularly relating to the circumstances of renewal and post CTO care and engagement, is also lacking.

(74) The effects of CTOs on the perceptions, behaviour and experiences of voluntary patients in the community demands urgent evaluation, and economic data about the resources necessary to underpin two systems of care are required.

(75) There is little specific consideration in the CTO literature of why individuals needing community-based mental health treatment fail to obtain or receive it, and how applying a court order actually addresses this. A better understanding of these factors would help to determine not only how best to facilitate treatment compliance during the CTO, but also following its expiry, and might even obviate the need for a court order all together.

(76) Lack of resources is almost universally acknowledged by mental health professionals as a reason for failing to use a CTO, or its failure to work. There are genuine concerns that CTOs might be used as an alternative to providing a comprehensive package of effective community mental health services. Our findings

indicate that resource implications to support the introduction, implementation and appropriate use of CTOs in England and Wales, as well as the resource implications for existing services available to voluntary patients, will need to be addressed.

(77) Even where there is limited evidence of positive outcomes associated with CTOs, the mechanisms by which CTOs impact on these outcomes have yet to be elucidated, and the question remains as to whether similar outcomes might be achieved without a court order.

(78) Whilst we have no firm evidence that, in general, CTOs result in any beneficial health service or patient level outcomes, there is some evidence that CTOs may have beneficial effects under certain circumstances and with certain groups of patients.

Intensive mental health treatment and enhanced monitoring for a sustained period of time may be associated with reduced recidivism and improved outcomes, and CTOs might have role in improving services to achieve these outcomes. However, it is not clear from the available evidence whether CTOs are necessary to improve services, or whether they play any role in improving outcomes.

(79) There is a need for evidence about whether CTOs are helpful in promoting engagement with services for patients with and without capacity to make treatment decisions.
