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Abstract

This article discusses the early findings of an on-going ethnographic study which is

exploring the implementation of Community Treatment Orders (CTOs) in English

mental health services, a process in which social work practitioners are closely involved.

CTOs are present in a number of countries, and most recently in 2008 were enacted in

England and Wales with the policy purposes of reducing ‘revolving door’ admissions,

increasing the ability of clinicians to manage risk and encouraging recovery. They work

by imposing conditions on how mental health service users live in the community as

well as providing a mechanism for them to be recalled for treatment in hospital if they

fail to meet those conditions. Perhaps unsurprisingly, their introduction has brought

with it debate on the ethical implications of extending compulsory treatment into the

community. The majority of research on CTOs has tended to ask the question, ‘Do they

work?’ In this article I argue that ethnography may help to address a more ethically

engaged and pertinent question for social work practice, namely, ‘Who might CTOs

work for, in what circumstances and why?’ Immersion in service settings over an

extended period enabled the incorporation of contextual factors and causal mechan-

isms into the analysis, which in turn has led to a consideration of the nature of CTO

outcomes. This approach draws upon ideas about the role of qualitative research in

exploring causality, and consideration is given to how the research may fit within some

form of a realist framework.
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Introduction

Reliance upon evidence hierarchies to determine the validity of knowledge claims
has been integral to the rhetoric, if not always the reality, of policy-making pro-
cesses for some time now. As May (2005: 526) states, in the late 20th century this
was represented by ‘a central shift towards the primacy of (largely quantitative)
knowledge as the foundation for. . . state intervention across a range of policy
fields’. Health and to a lesser extent, social care policy and practice, have been
particularly characterized by such an approach. Traditionally in the health domain,
research methodologies have been (quasi)experimental, with randomized con-
trolled trials (RCTs) and systematic reviews regarded as the ideal methods for
determining the efficacy of intervention programmes and drug/therapeutic treat-
ment (Wessely, 2006). Indeed, it has been argued recently on behalf of the UK
Government that the broader policy community should follow the lead of health
research in embedding RCTs into the policy-making process (Haynes et al., 2012).
This resurgence of interest in the privileging of certain types of evidence for policy-
making seems rather anachronistic given the more complex reality of current policy
research in health and the social sciences. Qualitative research has been given a
more prominent role in the past few years, with for example UK government
funders now requiring a qualitative ‘process’ element to be present in research
designs. Byrne et al. (2009) suggest that this incremental move towards an accept-
ance of plural methodologies is more reflective of how researchers of policy and
practice think about knowledge generation and the ways it informs social action
within the ‘real world’ of practice. In this sense Byrne et al. (2009: 3) posit ‘there
has been a massive turn towards qualitative work across the policy arena, precisely
because quantitative approaches have proved inadequate in addressing the issues of
context and complex causation which underlie social interventions’. Put simply,
only asking ‘what works’ in the case of policy programmes cannot give a satisfac-
tory answer; instead, we need to ask ‘what works for whom, in what circumstances’
(Pawson and Tilley, 1997). Incorporating complexity into the research process is
also based on the understanding that policy programmes can have multiple out-
comes, in terms of both intended and unintended consequences. The moral and
political dimensions of research are thus expanded beyond the premise that if a
programme is deemed effective by a pre-determined outcome measure it is therefore
ethically sound.

Staking a claim for the ability of qualitative research to address questions of
causality is often associated with a realist approach, where instead of the positivist
conceptualization of causality as a predictive endeavour, it is understood as gen-
erative and explanatory in nature, entailing the investigation of context and causal
mechanisms. In this sense realist qualitative research bridges positivism and inter-
pretivism, as in its mainstream version it is based on an ontological acceptance of
reality but a constructivist epistemology that premises our understanding of the
world as imperfect and partial (Bhaskar, 1989; Kazi, 2003; Maxwell, 2012). From a
policy research perspective, this involves steering a path between generalization and
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‘the particulars of specific measures in specific places relating to specific stake-
holders’ (Pawson and Tilley, 2004: 17). Going further, Hedström and Ylikoski
(2010: 61) suggest that theory generated this way is implicitly mid-range in
nature (Merton, 1957), because it can be ‘used for partially explaining a range of
different phenomena, but it makes no pretence of being able to explain all social
phenomena, and it is not founded upon any form of extreme reductionism’. In
order to build such explanatory models, a realist methodology ‘endorses much of
hermeneutics, but. . . also insists on non-discursive, material dimensions to social
life’ (Sayer, 2000: 17–18). Sayer (1992: 243) describes how this might happen in
‘intensive’ research designs, where questions might be asked such as ‘What pro-
duces a certain change?’ and ‘What did the agents actually do?’ The researcher thus
seeks to go beyond the perspectives of participants and to find ways of examining
the context they are acting within. Ethnography has much to recommend it in
seeking to answer such questions, particularly because it focuses on the ‘meanings,
functions and consequences of human actions and institutional practices, and how
these are implicated in. . . wider contexts’ (Hammersley and Atkinson, 2007: 3).
However, as Povall (2006) states, ethnographic studies of how frontline workers
translate policy into practice are few and far between.

In this article I will discuss some of the findings of such an ethnography, which
has taken place in community mental health services in England. My aims in this
article are two-fold: firstly to highlight the potential usefulness of a realist ethno-
graphic approach for examining the implications of policy programmes; secondly
and more specifically, to describe some of the theoretical considerations about a
particular mental health policy, Community Treatment Orders (CTOs), which
emerge from the study data. In doing so, I will draw upon some aspects of
Pawson and Tilley’s (1997) framework for realist policy research which takes a
‘configurational’ approach to causality by considering context, mechanisms and
outcome patterns. CTOs are a good example of a complex policy programme that
brings with it a range of ethical dilemmas for the practitioners who implement it,
and the ideas presented here go some way towards the formulation of a theory on
how CTOs may or may not work for practitioners and service users alike.

Community Treatment Orders: Policy and research

CTOs have slowly but steadily become the norm for community mental health
regimes across the world, and are now present in over seventy different jurisdic-
tions, including the US, Australia, New Zealand, Sweden, Canada, Scotland and
Israel. Most recently, CTOs were introduced in England and Wales as part of the
2007 Mental Health Act. There are three main policy drivers behind the introduc-
tion of CTOs, namely resource constraints, risk management and recovery. Firstly,
CTOs are aimed at breaking the costly cycle of ‘revolving door’ service users who
have a history of non-compliance and who go through rapid and continuous cycles
of release, deterioration and re-hospitalization. Secondly, the introduction of CTOs
is also linked to a perceived need to monitor some individuals more closely, against
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a background of public concerns around risk and safety, following high-pro-
file cases of homicides by individuals diagnosed with a severe mental disorder.
Thirdly, and perhaps unexpectedly considering the tension between ‘control-
focused’ policies such as CTOs and the well-embedded discourse of self-
determination and recovery in mental health, CTOs are associated with the
on-going project of deinstitutionalization and the associated goal of supporting
people to live meaningfully in the community. Indeed, CTOs can be positioned
as the latest in a long line of community care policies in England, stretching back to
the early 1990s.

CTOs in England and Wales give mental health practitioners the power to
impose conditions on how certain service users live in the community, particularly
in regards to medical treatment, and provide a mechanism for detention and treat-
ment enforcement. An individual can only be placed on a CTO immediately fol-
lowing a period of hospitalization under a treatment section of the Mental Health
Act 1983 (usually Section 3). The hospital team decide, in conjunction with the
community team, whether the service user’s history and current presentation merit
the use of a CTO. The final decision is formally made by the Responsible Clinician
(usually the treating psychiatrist) and an Approved Mental Health Professional
(AMHP).1 Unlike in the US, the criteria for applying a CTO are broad and loosely
defined; put briefly, an individual must be suffering from a mental disorder, treat-
ment is necessary for theirs or others’ health and safety, such treatment can be
provided in a community setting, and the Responsible Clinician requires the power
to bring the individual back to hospital for treatment when necessary (this is called
recall). When an individual is placed on a CTO, they are given a set of conditions to
which they have to adhere. Two mandatory conditions apply, which mean the
service user must be available for medical examination when required. Other con-
ditions commonly include adherence to medication and to appointments with the
community team (Lepping and Malik, 2013). However, these conditions vary
depending on the individual’s circumstances (i.e. other examples of conditions
are abstinence from drug/alcohol use and residence at a certain address). If the
service user breaches a condition, or is deemed to be mentally deteriorating, they
may be recalled to hospital for up to 72 hours at the Responsible Clinicians’ dis-
cretion. At this point, the service user may be discharged back into the community
on the CTO, or the CTO may be revoked and they are kept in hospital under their
original Section for a longer period of treatment. The initial CTO lasts for six
months, at which stage a decision is made by the Responsible Clinician, an
AMHP and the community team whether to renew it or not. After a period of a
year, the CTO is renewed on a yearly basis, but can be reviewed and discharged at
any time. Service users have an automatic right to appeal that correlates with the
renewal of the CTO: the appeal is heard in front of a local panel appointed by the
area Mental Health Trust; they also have additional rights of appeal to a higher
Tribunal. The Care Quality Commission’s (2013) latest findings suggest the num-
bers of successful appeals are very low, with 84 percent of Tribunals in 2010–2012
upholding the CTO.
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Within this framework, there is considerable room for practitioner discretion,
and prior to the introduction of CTOs in England, opponents campaigned unsuc-
cessfully for them to be subject to tighter legislation (HL Hansard, 2007). More
generally, both in England and the wider international community, opinion on
CTOs is strongly divided, with opponents fearing that an extension of compulsion
into the community may result in unnecessary coercion, a loss of liberty and rights
for service users, and the neglect of alternative, less coercive methods of engage-
ment (Brophy and McDermott, 2003; Geller et al., 2006; Pilgrim, 2007). In
England, these concerns led to an unprecedented lobbying exercise by the
Mental Health Alliance, an umbrella organization expressly formed to temper
what was viewed as a ‘doggedly authoritarian’ piece of legislation (Pilgrim and
Ramon, 2009: 278). However, the Government stance was weighted towards sup-
porters of CTOs, who argued that they helped to engage service users who are hard
to reach and/or considered a risk, facilitated community-focused care, reduced
rates and length of detention, encouraged better treatment, improved clinical out-
comes and promoted recovery (Lawton-Smith et al., 2008; Munetz and Frese, 2001;
O’Reilly, 2006).

The majority of international research on CTOs has conformed to the typical
approach in health policy research by seeking to determine their effectiveness in
regards to readmission rates, length of hospital stay and treatment compliance.
Most of this research consists of ‘before and after’ studies (Geller et al., 1997;
Muirhead et al., 2006; O’Brien and Farrell, 2005), which in general show a clinical
improvement in those made subject to a CTO, but have also been criticised for
serious methodological deficiencies (Kisely et al., 2005). Matched (Kisely et al.,
2004; Preston et al., 2002) and controlled studies (Steadman et al., 2001; Swartz
et al., 2001) have been more equivocal in their findings, concluding that CTOs
result in little or no difference in level of service use or service user functioning.
The equivocality of the research literature and the consequent claims of both pro-
ponents and opponents of CTOs that the overall findings support their particular
standpoint, suggests that using experimental methodologies to ascertain causality
brings with it significant issues. Indeed, the Steadman et al. (2001) RCT ran into
difficulties because they were not able to separate out the ‘active’ component under
study from other factors. More recently, following the introduction of CTOs in
England, the Department of Health commissioned a national RCT to investigate
the efficacy of CTOs, which found that CTOs did not influence hospitalization rates
(Burns et al., 2013), although again, the study encountered methodological chal-
lenges. In a broader sense, RCTs that focus on outcomes such as hospitalization
rates do not account for more complex CTO outcomes.

Although a small amount of qualitative research on CTOs has taken place
(Brophy and Ring, 2004; Gibbs et al., 2006; O’Reilly et al., 2006), this has
tended to focus mainly on the perceptions and views of practitioners, service
users and carers. Whilst such research provides a valuable insight into how
CTOs might be experienced, it does not illuminate what CTO practice looks
like, and how subjective experience and actual events interrelate. As Swanson
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(2010: 185) states, ‘to understand a topic as important and complex as. . . OCLs2. . .
we could use an ethnographic accounting. . . to situate the story of OCLs in the
particular context of social actors and groups and the social matrices of their
thought and behaviour’. In addition then to the more general argument that can
be made about the potential usefulness of policy ethnographies, the conclusion
that may be reached here is that there is also a recognized and specific place for
ethnography in the study of CTOs. Therefore the aim of my described study is to
discover how CTOs have been enacted and with what effects on service users and
practitioners.

The study

Fieldwork took place within two English NHS Mental Health Trusts over a period
of eight months, with time being split equally between each Trust. To maintain the
familiarity necessary for ethnography, the majority of time was spent embedded
within one Assertive Outreach Team in each Trust. I was the sole researcher in the
field, and each week was split between the two Teams to ensure consistent and
longitudinal contact over the eight-month period. Being a social worker who had
little previous experience in mental health practice, I could be described as on the
inside ‘out’ (White, 2001: 104), and it took a number of careful preparatory meet-
ings with service users before I felt enough trust had been built to ask them to
participate in the research. With practitioners I became aware that I would some-
times slip into ‘coded language and communication’ culturally common to myself
and the participant (Kanuha, 2000: 443) and had to consciously remind myself to
question what was held as self-evident. The keeping of a personal fieldwork diary
and debriefing sessions with colleagues helped me to work through these issues
and my sometimes contradictory thoughts and feelings on how I could see CTOs
being used.

Because the main purpose of Assertive Outreach Teams is to work with ‘difficult
to engage’ service users, they can attract a high volume of CTOs, and thus were
selected on the basis that they would provide ample opportunity to observe CTO
practice. At the time of fieldwork both teams carried on average a third of their
caseload as CTOs. A case study approach was taken, with 18 CTO cases across the
teams being tracked over the fieldwork period; this enabled CTO cases to be fol-
lowed as they unfolded in different ways, thus forming the basis of an analysis of
generative mechanisms. CTO cases were chosen to reflect a range of characteristics,
perspectives and CTOs at different stages, although this was naturally constrained
by concerns with risk and vulnerability. The core of the study data derived from
these cases and includes observations of key meetings, taking of notes from case
files and semi-structured interviews with the service user, their care coordinator, the
social worker and the psychiatrist involved with their case. The research took place
in stages. First, the service user at the heart of the case was interviewed near the
beginning of the fieldwork, before professional interviews and observations were
carried out. This allowed the service user time to consolidate their familiarity with
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me before the observations took place, and for them to be given an opportunity to
voice their views on how the fieldwork might progress. Interviews with service user
participants mostly took place within their homes and repeat interviews were car-
ried out with a third of the service users whose legal status changed during the
fieldwork period. The second stage involved interviews with practitioners, which
took place within their work environment. All interviews were recorded and fully
transcribed. On average, two observations of meetings per case (32 altogether) took
place, which included attendance at Tribunals, CTO reviews, hospital discharge
meetings and other less formal one-to-one meetings between care coordinators and
service users in their homes. Due to the ethical restrictions in place, these meetings
were not recorded, but hand-written notes were taken both during and after the
meetings. Written notes were taken on paper and electronic case files, with infor-
mation only pertaining to the use of CTOs recorded. Contextual information on
the use of CTOs was also collected via key informant interviews with relevant
practitioners, field notes of daily team practice and observations of team meetings.
Ethics approval was given by the national Social Care Research Ethics Committee
and consent was given by all participants for each of the separate aspects of the
study.

Participants

Fifty-four participants were involved in the study; 18 were service users, 20 were
practitioners working with those service users and 16 practitioners were key
informants only, recruited either because they were able to provide an overview
on the use of CTOs (e.g. clinical leads/managers), or because they helped to answer
interesting questions that were raised during the fieldwork period.

Two-thirds (12) of the service users were male, as reflects the national and
international trends on gender and CTOs; almost all (16) identified as White
British, which was indicative of the ethnic make-up of the field sites; and most
(14) were in their forties or fifties. All of the participants had been involved with
services for a number of years and had been diagnosed with some enduring form of
psychosis. As might be expected given the well-documented social exclusion and
stigma experienced by this group, the majority of the participants were socially
isolated, with little in the way of support from family, friends or the wider com-
munity. Most participants had only been on one CTO, although a sizeable minority
(7) had experienced two or more. The reasons why an individual may experience
multiple CTOs are varied, but for these participants, the pattern of being taken off
and on a CTO took the form of two distinct pathways. Either participants had been
recalled back to hospital, had the original CTO revoked and then a new one
instated when they were discharged from hospital, or it had been decided at a
CTO review that there was no reason for them to be on a CTO and then subse-
quently, they relapsed and experienced a hospital admission, at which stage it was
decided to place them back on a CTO once discharged to the community. These
experiences meant those particular service users were able to describe their
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experiences of CTOs in some depth, both relating to the present and the past.
The length of participants’ current CTO ranged from three months to just over
two years.

Out of the 36 practitioners, 20 were female and 16 male, and gender was
weighted towards women among all professional groupings, except for the psych-
iatrists. The largest professional group represented was social work (16), with
nurses making up the majority of the remainder of participants (12). This was
due to a conscious effort to rebalance previous research that has tended to focus
more on the psychiatric perspective, and to understand CTOs as embedded in daily
practice. A wide range of practice experience was demonstrated, with 40 years
being the longest time working in mental health services and one year the least.

Analysis

A combination of thematic and narrative analysis were employed, in recognition of
the need to create a network of patterns across cases but also to represent the ways
that individual participants experienced and understood the progress of CTOs over
time (Floersch et al., 2010). Atkinson et al. (2003: 108) comment that ‘the strict
dualism between ‘‘what people do’’ and ‘‘what people say’’’ is not conducive to
creating an authentic account of their lives; instead narratives help make agency
meaningful (Merrill, 2007). This aligns with an understanding of causation as
constituted by the interplay of context and action, or in theoretical terms, structure
and agency. Within the research, this meant that when service users talked about
their past experiences, for example of forced medication, those structurally con-
stituted events informed how that person made sense of their treatment in the
present, which in turn yielded consequential realities for service delivery in the
near future. Thus, key to the analysis was the process of connecting participant
meaning-making about past and present experiences with CTO mechanisms as they
occurred, in order to delineate causal pathways. Vollmer (2005: 204, original
emphasis) makes such a point about the sequencing of narratives when he argues
‘our self stories are about things that took place in real historical situations and in
encounters with real other people before appearing in our autobiographies. These
are things that our stories interpret and make sense of, but do not create’.

By using both thematic and narrative analytical approaches, CTO ‘story-lines’
became apparent, where similar narratives were clustered along the lines of con-
textual, interpersonal and individual factors. I managed this process by drawing on
McCracken’s (1988) suggestions for analysis, which involves a close line by line
reading of texts to understand first order concepts before moving on to develop
second order concepts which have been developed into a thematic framework,
made up of concept groups. As a practitioner I felt more ‘at home’ with profes-
sional perspectives and so began this process by analysing service user interviews so
that I could explore the data from a less familiar starting point. Once I had devel-
oped a foundational framework from this data, I repeated the process firstly with
practitioner interviews, and then with the observations, thus moving from first
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person viewpoints through to enactments of the CTO process. At the same time,
I created and built up configurational ‘maps’ of CTO narratives (Sayer, 1992),
filtered through the themes emerging out of the three sets of data and illustrated
by the progress of individual cases through CTO ‘turning points’. In this way, by
moving through time and between first person and observational data, I was able
to see how the factors that surfaced during the thematic analysis crystallized in the
process of individuals interacting with CTO mechanisms, thus leading to the for-
mation of a CTO typology. In turn, following the narratives highlighted the kinds
of outcomes that came of these interactions. Just as importantly, returning to the
interview data shed light on how those outcomes were perceived in partial and
differential ways by practitioners and service users. In summary, I was able to
develop a typology of CTOs, that explained how practitioners and service users
interacted with CTO mechanisms, and the factors that influenced those inter-
actions, thus forming distinct causal pathways.

Findings: CTOs in practice

Whilst I will not attempt to represent CTOs in all their complexity, the findings
presented here will highlight some of the significant facets of their use and present
them not as a singular event, but a dynamic process. Despite what the policy
framework suggests about how and why CTOs should be used, the reality of
CTO practice differed considerably in both the range of purposes CTOs were
put to and how they were enacted by practitioners and service users. Although
service users do not have to formally consent to being placed on a CTO, the
Department of Health (2008) suggests it is best practice for service users to be
prepared to co-operate with treatment; in both field sites this was not always the
case. An observation of general and case-specific practice supported by the inter-
view data, led to the development of a typology of CTO cases that captured the
ways that individuals might respond to the CTO taking into account contextual
factors, and how practitioners in turn managed the progress of the CTO. The
typology has been developed in terms of two dimensions: active/passive and accept-
ance/resistance. Passive acceptance refers to a situation where the individual may
not actively invest in the CTO, but places faith in professional judgement. Passive
resistance occurs when an individual may express ‘low-level’ unhappiness about
being on a CTO, but does not attempt to defy CTO mechanisms. Both of these
categories point to factors such as current and prior experiences of authority and
institutionalization, as well as problematizing professional expectations that the
CTO will generate motivation, engagement and a sense of responsibility. Two
other categories were also created: (1) ambivalence, which refers to individuals
who vacillated between the dimensions and who therefore raised particular dilem-
mas around the possibility of ‘never-ending’ CTOs; and (2) subversion, where
individuals ‘played the CTO game’ in order to create outcomes that suited them,
in opposition to practitioner wishes and in such a way as to create a sense of
opaqueness and uncertainty for practitioners in understanding their actions.
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With the aim of exploring in relative depth how service users and practitioners
positioned themselves within my proposed typology, I will focus upon the cate-
gories of ‘active acceptance’ and ‘active resistance’. The latter categories were
chosen because they provide the sharpest contrast of the potential CTO pathways.

Active acceptance

Those participants who could be categorized as ‘actively accepting’ had clear ideas
of what purposes the CTO held for them and accepted the CTO framework of
regular antipsychotic medication and meeting with practitioners as helping them
realize those purposes. Actively accepting participants’ conceptualizations of CTO
purpose were aligned with professional understanding of the CTO (promoting
recovery, responsibility, managing risk) and/or personal beliefs about the advan-
tages the CTO brought (protection of rights, security). The following examples
demonstrate that becoming actively accepting of the CTO was a process dependent
on certain factors. James had shaped the CTO by placing himself at the centre and
taking ‘ownership’; one telling observation of this was at James’ care review where
the psychiatrist wondered whether the CTO was a ‘security blanket’ for James, and
James after a long pause, carefully responded ‘it’s like a ring (pointing to his
finger). I’ve made a promise and it was a choice for me to do that’. James did
not see the CTO as being ‘done’ to him, and he demonstrated considerable agency
in making the reality of the CTO fit with his conception of it. The role of medica-
tion and the ways it is administered were central to both how the CTO works and
how it is perceived. CTOs generally work by practitioners taking charge of medi-
cation decisions, which caused considerable feelings of dissonance for James.
By choosing to have his medication given by his community-based physician
(GP), instead of by the team, James made the decision to take back control of
his medication. He explained,

I felt that part of my Community Treatment Order and part of my injections were in

conflict because I didn’t feel in control of my injections. I was being told you’ve got to

have them. It felt like the responsibility had been taken out of my hands. It was in the

hands of the nurses here and the doctors here and I thought, well, that’s not fair

because my CTO says I’ve got to be responsible; I’ve got to be in charge and then,

when I went up to the medical centre and they started doing it, I settled down a bit

better.

James’ creative resolution of the tension between his perception of the CTO and
how it was practiced highlights the importance of meaningful medication choice
within the CTO framework to support positive outcomes. For James, making this
choice was a recovery-orientated step which supported him ‘settling down’ and
achieving stability.

Becoming actively accepting of the CTO was not only associated with individ-
uals being able to negotiate medication decision-making, but also with them
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holding a collaborative relationship with professionals. These aspects reinforced
each other. For example, Sarah had been on two CTOs and distinguished her
current (positive) experience from her last CTO, which ended in re-hospitaliza-
tion. That CTO had been experienced by Sarah as a traumatic, coercive, highly
negative event, associated with being made to have an antipsychotic injection for
the first time, and having her views ignored: ‘the first time they put me on an
injection with the CTO I begged them not to, I didn’t really want it at all, the
side effects were really bad’. Through conducting interviews with Sarah and her
care coordinator, it was evident that the current CTO was based on a ‘mutuality
of accounts’ (O’Neill, 1994) developed through ongoing explanation, discussion
and reassurance about what the CTO would mean. Hence even though there
were disagreements about diagnosis and treatment, a joint recovery-focused
aim of creating stability for Sarah was emphasized, as she explained to me,
‘I’m quite happy to take this. . . it’s an oral medication, I haven’t had it before
and I’m assured that the side-effects are better. It’s something to keep me out
of hospital, that’s the main aim for the team and myself’. This interplay
between contextual experiences and the way in which the CTO was explained
and negotiated by practitioners in the present was a significant aspect of the
causal pathway a CTO might take. All participants recounted negative experi-
ences of services in the past, but James and Sarah, who were actively accepting of
the CTO, had managed to ‘bracket off’ (Brown and Calnan, 2012) such experi-
ences by developing mutual positive regard with the professionals working with
them. Subsequently this cultivated trust that the CTO would work in their
favour.

Although individuals who actively accepted the CTO were seen as the least
‘problematic’ by practitioners, one issue that did arise throughout the fieldwork
period was how to manage discharge in such cases. It has been noted that CTOs
can bring dilemmas around discharge (Mullen et al., 2006), as one social worker
phrased it succinctly, ‘if you’re doing well on meds, you stay on, if you keep being
recalled, you stay on’. However, policy guidance (Department of Health, 2008)
states that practitioners should use CTOs the least restrictive way with service
users. In case discussions I noted a pattern of uncertainty in practitioner discussion
of individuals who actively wanted to remain on the CTO, in terms of how and if to
bring about CTO discharge. Because the CTO is compulsory, if service users were
happy with their treatment and had good relationships with professionals, practi-
tioners found it difficult to see what role the CTO played and were concerned that it
could lead to further dependency; at the same time they recognized it offered
meaningful security to service users. A psychiatrist remarked how in such cases
it became ‘quite a battle to convince them the CTO had run its course’. With
individuals who actively accept CTOs, there is the possibility of a reverse relation-
ship between compulsion and coercion, where respect for autonomous decision-
making might mean maintaining the CTO. Observation of care reviews suggested
that careful and tactful negotiation was needed in these circumstances to persuade
service users that discharge should occur.
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Active resistance

By way of contrast, for service users who I categorized as ‘actively rejecting’ of the
CTO there was little overlapping of their position with that of professionals, as they
rejected the drivers behind the use of CTOs and consequently the institutional
means it signified. Active rejection was enacted in two ways: working within the
system, by using every legal avenue available to challenge the CTO, and working
outside the system, by acting like the CTO did not exist (avoiding appointments,
disregarding notices of recall to hospital and eventually being recalled by the
police). Individuals who actively rejected the CTO were the least represented out
of the participants due to the negative view they held of any activity associated with
services. However, observation of daily team practice and discussion with practi-
tioners suggested that such cases repeatedly raised significant ethical and practical
issues for the teams. For a defined group of cases in both field sites, the recall
mechanism of the CTO was used on a monthly basis to hospitalize individuals for
compulsory medical treatment. In practical terms, coordinating recall could be a
difficult and time-consuming task where practitioners in both sites often struggled
to convince other agencies, such as the police, of the role they should play in the
process. Ethically, repeat recalls raised issues for practitioners on what the CTO
was supposed to be used for. As a nurse put it in a team meeting, constant recall
was, ‘against the spirit of the CTO, it should be about managing things differently,
so if we’re recalling all the time that’s not a good thing is it, because collaboration
should be at the heart of CTO care planning’. Here we can see that contrary to
what may be expected of CTO practice, attempting to work alongside service users
within its framework was important to practitioners. Broader institutional issues
influenced the nature of recall and thus helped to reinforce cycles of active resist-
ance. Bed numbers in mental health units in the UK have steadily decreased whilst
compulsory admissions have continued to rise (Keown et al., 2011) and in the field
sites this was reflected in a fast recall turnaround for those who were ‘regulars’. A
social worker in one of the teams commented,

If you recall someone often there should really be a review to ask why it’s not working

and figure something out: that would be best practice. But what actually happens

is someone gets recalled, gets their meds, a brief review by inpatients and then

they’re out.

Such discomfort with how CTOs could be used highlights the more fundamental
consequences policy tools like CTOs can have for ways of working. Assertive
Outreach is premised on working with individuals in their environment, meeting
frequently over a sustained period of time, using a needs-focused approach (The
Sainsbury Centre, 2001). Within this context, a team psychiatrist worried that
CTOs ‘can be deskilling for the team, because it can make us lazy, we don’t
have to try and engage’. Although CTOs could be seen as a ‘natural fit’ for the
individuals who accessed Assertive Outreach services, they could also represent
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more of an emphasis on ‘surface’ practice (Howe, 1994) based on legal rather than
relational work.

Professional decision-making in these cases depended on how practitioners per-
ceived the balance between the harm they believed CTO-related coercion was
causing versus the aims they felt it was achieving. This bioethical framework for
practice was constituted not only around risk management but also a paternalistic
concern for protection, as can be seen in the following case. After a particularly
fraught Tribunal hearing when Sheila had tried and failed to be taken off her CTO,
her care coordinator justified the Tribunal’s decision to me in terms of,

She’s not a risk to others or really to herself, but it’s a really tight-knit community

where she lives and everyone knows her. She’d only just built up trust again there and

now . . . So I think it’s about supporting her in the community really.

The team had successfully made the argument to the Tribunal that the continuation
of the CTO was necessary, not because Sheila was a risk to herself or others, but
because it protected her from acting in such a way that led to her being stigmatized.
Sheila had developed a converse view of the CTO, which was strongly grounded in
her experiences of services over the years and her rejection of a biomedical model of
mental illness and associated treatment; over the fieldwork period, I attended three
(unsuccessful) appeals that Sheila brought and witnessed the anger and distress the
CTO caused her. She had been on and off a CTO since they were first introduced
five years earlier and to her it represented the stigma of being ‘under the Mental
Health Act’, which she felt stopped her from ‘getting on with my life like a normal
person would get on with their life’. The CTO was perceived by Sheila as a signifi-
cant block to her strongly felt desire of having no further contact with mental
health services. Sheila’s care coordinator had accepted that the CTO meant
Sheila could not see her as ‘on my side’ and their relationship would remain
strained as a result. In this sense, the CTO could act to reinforce the distrust
and relational barriers that already existed between actively resistant service
users and practitioners. Even so, for practitioners who were working with service
users like Sheila, the CTO was seen as the de facto choice, due to the perceived
inevitable consequences of not using the CTO (disengagement, heightened risk and/
or vulnerability) and the ‘short-cut’ the CTO provided to compulsory admission if
needed, as recall has a lower threshold than a formal Mental Health Act assess-
ment. In those cases, such factors outweighed the distress the CTO caused to the
individual and discharge was not discussed with any hope by either practitioners or
service users. Conversely, in other cases of active resistance where professionals had
developed meaningful and functional ways of connecting with individuals prior to
the CTO being used, the advent of the CTO was construed as the cause of resist-
ance and associated disengagement. Rebuilding a mutual sense of trust and moving
the relationship away from a ‘surface’ focus on monitoring, involved practitioners
disassociating themselves from the CTO3 and discharging from it as soon as pos-
sible. Craig was discharged from his CTO during the fieldwork period and
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I observed there was a notable difference in the way he and his care coordinator
interacted with each other in meetings before and after discharge. In a later inter-
view his care coordinator reflected on the effect of the CTO on their developing
relationship and the decision to discharge:

The CTO decimated his relationship with services, it’s a sledgehammer to crack a nut.

He just became really lacking in trust and really defensive, every time I’d visit him he’d

have a notepad there, writing everything you said. So we decided to take a different

approach and give him back some control; we worked out a bit of an advanced

decision together . . . It’s about positive risk-taking and being honest and managing

it together.

For Craig having a ‘fresh start’ without the CTO meant for him that ‘we’ve
turned it around pointing in the right direction for once’ towards a place where he
felt he had more choice over medication. In a mirror image to how practitioners
worked with service users who accepted the CTO, discharging the CTO could act as
a way for practitioners and resistant service users like Craig to find a ‘mutual
account’ within which they could work together.

Discussion

Drawing on Pawson and Tilley’s (1997, 2004) framework for policy evaluation we
can understand how the findings of this study may support knowledge generation
on the ways CTOs might or might not work (mechanisms), with who, in what
circumstances (context), and with what consequences (outcomes). The typology
can thus be seen as a gateway to understanding how the interplay between structure
and agency in CTO pathways informs a conception of generative causality. More
specifically, it can be said that context affects the way individuals respond to the
programme concept, which in turn influences the ways they interact with pro-
gramme intervention strategies, which then delineates outcomes. As has been sug-
gested in the findings, the constituting power of individual response and subsequent
action in shaping outcomes refers not only to service users, but also to
practitioners.

Pawson and Tilley (2004: 8) warn that ‘context should not be confused with
locality. Depending on the nature of the intervention, what is. . . significant may not
only relate to place but also to systems of interpersonal and social relationships’.
Therefore, what is deemed contextually salient refers both to the characteristics of
those individuals made subject to a policy programme and the institutional and
micro-social factors that mediate their experiences. Individual responses to the
CTO are influenced by complex interactions between personal values and beliefs,
and past and present experiences of services, medication and relationships with
professionals. A key factor that influences individual response to the CTO is
how medication is managed and negotiated. Research has suggested that there is
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a correlation between CTOs and the increased use of antipsychotic injections
(Care Quality Commission, 2010), which are likely to be experienced by service
users as more coercive than oral medication (Patel et al., 2010). Through
observing decision-making on how CTOs were to be enacted, it appeared
that practitioners believed that putting service users on an injection as part
of their conditions was central to making the CTO ‘work’. However as the
findings suggest, for service users, actively accepting the CTO and making it
‘work’ in their terms could depend on medication choices remaining broad and
practitioners acting in concordance with them, instead of expecting compliance.
Conversely, for individuals who were actively resistant to the CTO, medication
had become a point of conflict, characterized by cyclical power struggles.
Underpinning both responses is the nature of the relationship service users
hold with practitioners and how that may mitigate or exacerbate responses
to compulsion, a finding which reflects the body of research (see Newton-
Howes, 2010) on how the experience of coercion can be alleviated by inter-
active processes. In this study, practitioners broadly held the view that with a
small group of actively resistant service users, their beliefs on mental health
and how best to manage it would always place them at odds with mental
health services. Even so, it was demonstrated that with skilled work, practi-
tioners and service users could construct a mutually conducive narrative of
how the CTO might meet shared goals, or in the case of some actively resist-
ant individuals, accept together that the CTO was inhibiting rather than help-
ing bring positive change. As Longhofer and Floersch (2012: 508, original
emphasis) suggest, ‘Discourse. . . enables and limits social work action as mean-
ing is continuously produced and communicated in the structured dynamics
among and between practitioners and clients’. In this sense, the connection
practitioners and service users did or did not make with each other was a
central generative driver of how and why the CTO was manifested.

How CTOs are responded to by those made subject to them affects the ways in
which CTOs are operationalized; programme mechanisms are the ‘process of how
individuals interpret and act upon the intervention strategies’ in order to generate
change (Pawson and Tilley, 2004: 6, original emphasis). As a programme, the CTO
deploys a number of intervention strategies, the most prominent after medication
administration being the ability to recall individuals to hospital when deemed
necessary. What the findings suggest is that there is an intervention paradox at
the heart of CTO use for the two categories of actively accepting and resisting
service users, which brings with it dilemmas for practitioners. The underlying prem-
ise of recall is to compel individuals to behave in a certain way, but such compul-
sion is unlikely to be necessary for those the CTO is perceived to be working best
for, and works least well for those who are deemed to need the CTO most.
Mechanisms thus can help to explain a policy programme’s failure as well as its
success, or indeed as with the persistent use of recall, potentially a mixture of both.
In a broader sense, we can infer that not only does context act on programme
mechanisms, but the way mechanisms are used may also shape context. It has long
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been argued that a preoccupation with risk has become central to mental health
practice (Kemshall, 2002), but the practitioners I spoke to saw their work in
Assertive Outreach as ‘deep’ practice necessitating relational skills. The potential
for recall was seen as supportive of such practice if used judiciously, but could also
reinforce ‘shallow’ practice and limit the use of alternative strategies. Outcomes of
policy programmes can thus be seen as not only applying to those on the receiving
end of interventions.

As has been alluded to throughout this discussion, outcome-patterns constitute
both the intended and unintended consequences of policy programmes and arise
from the relationship between programme mechanisms and contexts (Pawson and
Tilley, 2004). However, what is also clear is that it is important to explore what
outcomes are deemed as ‘positive’ or ‘negative’. During the fieldwork there was
substantial variation in how different participants, across both practitioner and
service user groups, perceived outcomes. For those individuals whose active
resistance to the CTO regularly triggered the recall mechanism, practitioners
might think of it as a ‘failed CTO’ because it has exacerbated rather than miti-
gated the ‘revolving door’ cycle, leaving individuals with less stability in the
community, and costing time and resources. Certainly, the usual outcome meas-
ure used in CTO research of hospitalization rates would not be deemed a success
with this particular group. An alternative view was if repeat recalls means service
users are regularly taking medication and staying relatively well, then the CTO is
working in lowering their risk to themselves and others. By thinking about out-
comes in this way, we are able to both elucidate the variety of outcomes that can
occur through context-mechanisms interactions, but also consider outcomes in
more complex and partial terms, taking into account the ethical balancing act
practitioners may face.

Conducting an ethnographic study has enabled the causal pathways that CTOs
might take to be illuminated. This is not to suggest the approach taken does not
have limitations; immersion in practice settings by its nature, combined with my
own identity as a social worker, means that I developed an understanding of
policy that was more from the standpoint of practitioners than service users. In
addition, the CTO process is spatially disparate and it was not always possible
for me to access certain events or people which would have helped to cultivate a
fully rounded conception of CTOs. Despite this, returning to a point made in the
introduction, creating an account of causality from a realist perspective is essen-
tially generative and based on explanatory power, but does not claim to be the
final or full account of phenomena. Through incorporating a range of methods in
a longitudinal and intensive research design however, ethnographers can produce
a thick description (Geertz, 1973) which creates a sense of verisimilitude (Denzin,
1989). For social work therefore, realist ethnographies of policy implementation
can draw attention to the myriad influences and processes practitioners negotiate
when enacting policy, as well as the responses of service users who are affected
by the policy and how this in itself shapes the pathways that policy-in-action
might take.
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Notes

1. AMHPs are most often social workers who have additional statutory powers. They
provide a social perspective to counterbalance the medical influence in formal decision-
making, most commonly in deciding whether to commit an individual to hospital under a

Section of the Mental Health Act.
2. The terms used for CTOs vary from country to country. In the US, one term used is

Outpatient Commitment Laws (OCLs).
3. This is possible in England and Wales as the original decision to place a CTO is ultimately

taken by the inpatient Responsible Clinician. Best practice is deemed to be involving the
community team in the decision, but this does not always occur.
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