
SummarySummary Supervised communitySupervised community

treatmentto address‘revolvingdoor’caretreatmentto address‘revolvingdoor’care

is partofthe newMental Health Act inis partofthe newMental Health Act in

England andWales.Two recentEngland andWales.Tworecent

epidemiological studies in Australiaepidemiological studies in Australia

((nn44118 000), aswell as a systematic118 000), aswell as a systematic

reviewof allprevious literature usingreviewof allprevious literature using

appropriatelymatched or randomisedappropriatelymatched or randomised

controls (controls (nn¼1108), suggestthatitisunlikely1108), suggestthatit isunlikely

to help.to help.
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Although many patients have benefitedAlthough many patients have benefited

from the de-institutionalisation of mentalfrom the de-institutionalisation of mental

healthcare, there have been concerns thathealthcare, there have been concerns that

some have not received the care they require.some have not received the care they require.

Compulsory community treatment may helpCompulsory community treatment may help

people stay in contact with services butpeople stay in contact with services but

remains controversial. Approaches includeremains controversial. Approaches include

conditional discharge from hospital, com-conditional discharge from hospital, com-

munity treatment orders for patients whomunity treatment orders for patients who

are in the community, and court-orderedare in the community, and court-ordered

civil out-patient commitment.civil out-patient commitment.

One problem has been that much of theOne problem has been that much of the

literature is based on opinion or uncon-literature is based on opinion or uncon-

trolled studies. However, recent studiestrolled studies. However, recent studies

have used matching, multivariate analyseshave used matching, multivariate analyses

or randomisation to compare patients onor randomisation to compare patients on

compulsory community treatment withcompulsory community treatment with

those not subject to such interventions. Inthose not subject to such interventions. In

the past year there have been four papersthe past year there have been four papers

from two large studies based on the Victor-from two large studies based on the Victor-

ian Psychiatric Case Register in Australiaian Psychiatric Case Register in Australia

((nn44118 000) (Burgess118 000) (Burgess et alet al, 2006; Segal, 2006; Segal

& Burgess, 2006& Burgess, 2006aa) as well as a systematic) as well as a systematic

review of all previous literature using ap-review of all previous literature using ap-

propriately matched or randomised con-propriately matched or randomised con-

trols (trols (nn¼1108) (Kisely1108) (Kisely et al,et al, 2007). This is2007). This is

timely, as the Department of Health intimely, as the Department of Health in

England and Wales has included supervisedEngland and Wales has included supervised

community treatment in the new Mentalcommunity treatment in the new Mental

Health Act to address the issue of ‘revol-Health Act to address the issue of ‘revol-

ving door’ care (Department of Health,ving door’ care (Department of Health,

2006).2006).

The clearest indicator of whether com-The clearest indicator of whether com-

pulsory community treatment helps ‘revol-pulsory community treatment helps ‘revol-

ving door’ patients would be the numberving door’ patients would be the number

of bed-days rather than admissions. Theof bed-days rather than admissions. The

intervention can only be the least restrictiveintervention can only be the least restrictive

alternative if individuals spend less time inalternative if individuals spend less time in

hospital. In contrast, interpretation of thehospital. In contrast, interpretation of the

effect on admissions is less clear. Com-effect on admissions is less clear. Com-

munity treatment orders could conceivablymunity treatment orders could conceivably

either reduce admission rates, so allowingeither reduce admission rates, so allowing

individuals to remain in their communitiesindividuals to remain in their communities

during treatment, or increase them, as aduring treatment, or increase them, as a

result of earlier identification of relapse.result of earlier identification of relapse.

DOES COMPULSORYDOES COMPULSORY
COMMUNITY TREATMENTCOMMUNITY TREATMENT
REDUCE ‘REVOLVINGDOOR’REDUCE ‘REVOLVINGDOOR’
CARE?CARE?

The latest data give a mixed picture ofThe latest data give a mixed picture of

whether compulsory community treatmentwhether compulsory community treatment

would help. In Victoria, conditional dis-would help. In Victoria, conditional dis-

charge was associated with an overall meancharge was associated with an overall mean

increase of 15 bed-days, despite a reductionincrease of 15 bed-days, despite a reduction

in the days per admission or care episodein the days per admission or care episode

(Segal & Burgess, 2006(Segal & Burgess, 2006aa). The interpret-). The interpret-

ation of this is unclear, but it could repre-ation of this is unclear, but it could repre-

sent an increase in ‘revolving door’ caresent an increase in ‘revolving door’ care

whereby individuals have more admissionswhereby individuals have more admissions

and spend greater time in hospital. Thisand spend greater time in hospital. This

would be consistent with another studywould be consistent with another study

using the same Victorian database whereusing the same Victorian database where

the risk of readmission increased followingthe risk of readmission increased following

initial placement on a community treat-initial placement on a community treat-

ment order (Burgessment order (Burgess et alet al, 2006). These, 2006). These

findings also reflect a systematic review offindings also reflect a systematic review of

the literature pre-dating the two Victorianthe literature pre-dating the two Victorian

studies (Kiselystudies (Kisely et alet al, 2007). Five studies, 2007). Five studies

were included: two randomised controlledwere included: two randomised controlled

trials (RCTs) and one controlled before-trials (RCTs) and one controlled before-

and-after (CBA) study of out-patient com-and-after (CBA) study of out-patient com-

mitment in the USA (Gellermitment in the USA (Geller et alet al, 1998;, 1998;

SwartzSwartz et alet al, 1999; Steadman, 1999; Steadman et alet al, 2001),, 2001),

and two CBA studies of community treat-and two CBA studies of community treat-

ment orders in Western Australia (Prestonment orders in Western Australia (Preston

et alet al, 2002; Kisely, 2002; Kisely et alet al, 2005, 2005aa). This failed). This failed

to demonstrate a significant reduction into demonstrate a significant reduction in

bed-days between patients receiving com-bed-days between patients receiving com-

pulsory community treatment and controls.pulsory community treatment and controls.

ARE THEREOUTCOMESARE THEREOUTCOMES
ONWHICHCOMPULSORYONWHICHCOMPULSORY
COMMUNITY TREATMENTCOMMUNITY TREATMENT
MIGHTHAVE ANEFFECT?MIGHTHAVE ANEFFECT?

There are several potentially significantThere are several potentially significant

areas where the intervention was found toareas where the intervention was found to

have an effect. Although community treat-have an effect. Although community treat-

ment orders used on initial discharge fromment orders used on initial discharge from

hospital were associated with a higher riskhospital were associated with a higher risk

of readmission, orders following subse-of readmission, orders following subse-

quent admissions were associated with aquent admissions were associated with a

lower risk (Burgesslower risk (Burgess et alet al, 2006). However,, 2006). However,

we do not know the effect on bed-days,we do not know the effect on bed-days,

which may be the more critical measurewhich may be the more critical measure

of health service use. It was also difficultof health service use. It was also difficult

to determine whether this was also affectedto determine whether this was also affected

by changes in the use of compulsory com-by changes in the use of compulsory com-

munity treatment over time, given that themunity treatment over time, given that the

number of orders increased from 919 innumber of orders increased from 919 in

1992 to 2260 in 2000 (Burgess1992 to 2260 in 2000 (Burgess et alet al, 2006)., 2006).

Compulsory community treatment mayCompulsory community treatment may

also be more effective in early-episode casesalso be more effective in early-episode cases

when used within 30 days of initial admis-when used within 30 days of initial admis-

sion to specialist services (Segal & Burgess,sion to specialist services (Segal & Burgess,

20062006bb). However, the use of community). However, the use of community

treatment orders in first-episode casestreatment orders in first-episode cases

would be impossible in most jurisdictionswould be impossible in most jurisdictions

outside Australasia, where orders are lim-outside Australasia, where orders are lim-

ited to patients who have had substantialited to patients who have had substantial

health service use in the year prior to thehealth service use in the year prior to the

intervention. Another positive finding isintervention. Another positive finding is

that compulsory community treatmentthat compulsory community treatment

may reduce subsequent mortality (Segal &may reduce subsequent mortality (Segal &

Burgess, 2006Burgess, 2006cc). However, 10% of the). However, 10% of the

patients in that study had dementia or otherpatients in that study had dementia or other

nervous system disease, which is not typicalnervous system disease, which is not typical

of populations elsewhere who are receivingof populations elsewhere who are receiving

compulsory community treatment, andcompulsory community treatment, and

patients with these diagnoses made uppatients with these diagnoses made up

29% of the total deaths.29% of the total deaths.

WHATARE THE POLICYANDWHATARE THE POLICYAND
RESEARCHIMPLICATIONS?RESEARCHIMPLICATIONS?

None of the studies of compulsory com-None of the studies of compulsory com-

munity treatment is entirely satisfactory.munity treatment is entirely satisfactory.

The systematic review of the literature withThe systematic review of the literature with

appropriately matched or randomised con-appropriately matched or randomised con-

trols that pre-dated the studies from Victoriatrols that pre-dated the studies from Victoria

was limited by the small number of studieswas limited by the small number of studies

(two RCTs and three CBA studies) (Kisely(two RCTs and three CBA studies) (Kisely

et alet al, 2007). Both RCTs were of court-, 2007). Both RCTs were of court-

ordered out-patient commitment in theordered out-patient commitment in the

USA, which may not be generalisable toUSA, which may not be generalisable to

other jurisdictions where compulsoryother jurisdictions where compulsory
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DDoes compulsory or supervised communityoes compulsory or supervised community

treatment reduce ‘revolving door’ care?treatment reduce ‘revolving door’ care?

Legislation is inconsistent with recent evidenceLegislation is inconsistent with recent evidence
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community treatment is initiated by clini-community treatment is initiated by clini-

cians and excludes patients with a historycians and excludes patients with a history

of violence (Swartzof violence (Swartz et alet al, 1999; Steadman, 1999; Steadman

et alet al, 2001). Of the three CBA papers,, 2001). Of the three CBA papers,

two were epidemiological studies fromtwo were epidemiological studies from

Western Australia which compared patientsWestern Australia which compared patients

given community treatment orders withgiven community treatment orders with

controls from within the same jurisdictioncontrols from within the same jurisdiction

and internationally (and internationally (nn¼652) (Preston652) (Preston et alet al,,

2002; Kisely2002; Kisely et alet al, 2005, 2005aa). However, the). However, the

two studies were restricted to patients giventwo studies were restricted to patients given

treatment orders in the first year of thetreatment orders in the first year of the

legislation and may not reflect subsequentlegislation and may not reflect subsequent

practice as clinicians gained experience inpractice as clinicians gained experience in

the use of the Act.the use of the Act.

The two studies using the Victorian reg-The two studies using the Victorian reg-

ister were considerably larger and not sub-ister were considerably larger and not sub-

ject to selection bias (Burgessject to selection bias (Burgess et alet al, 2006;, 2006;

Segal & Burgess, 2006Segal & Burgess, 2006aa). They also covered). They also covered

a decade’s experience of the legislation, anda decade’s experience of the legislation, and

so may give a clearer picture of the longer-so may give a clearer picture of the longer-

term effects than studies restricted to theterm effects than studies restricted to the

first year of operation. However, therefirst year of operation. However, there

were also significant limitations. Thewere also significant limitations. The

authors did not match for date of place-authors did not match for date of place-

ment on conditional release and so couldment on conditional release and so could

not exclude the effect of other health-not exclude the effect of other health-

system changes that might have occurredsystem changes that might have occurred

between 1990 and 2000. In one study, con-between 1990 and 2000. In one study, con-

ditional release and the outcome of interestditional release and the outcome of interest

had to occur in the same year (Burgesshad to occur in the same year (Burgess et alet al,,

2006); in the other, the authors controlled2006); in the other, the authors controlled

for time of first contact with mental healthfor time of first contact with mental health

services and mean year (Segal & Burgess,services and mean year (Segal & Burgess,

20062006aa). Neither of these is quite the same). Neither of these is quite the same

as matching for discharge date. Controllingas matching for discharge date. Controlling

for time of first contact with mental healthfor time of first contact with mental health

services could be affected by people arriv-services could be affected by people arriv-

ing from other jurisdictions with pre-exist-ing from other jurisdictions with pre-exist-

ing illness not captured by the Victorianing illness not captured by the Victorian

Psychiatric Case Register. More impor-Psychiatric Case Register. More impor-

tantly, although Segal & Burgess (2006tantly, although Segal & Burgess (2006aa))

controlled for time at risk, there was nocontrolled for time at risk, there was no

stipulation that the event of interest (e.g.stipulation that the event of interest (e.g.

readmission or mortality) had to occurreadmission or mortality) had to occur

within a certain period of placement onwithin a certain period of placement on

conditional discharge. This means it couldconditional discharge. This means it could

occur any time from 1 day to 10 years afteroccur any time from 1 day to 10 years after

the index date, whether someone was stillthe index date, whether someone was still

on conditional discharge or not. Most pre-on conditional discharge or not. Most pre-

vious work in this area has limited follow-vious work in this area has limited follow-

up to 12 months after the order, as oneup to 12 months after the order, as one

has to be very cautious of ascribing anhas to be very cautious of ascribing an

effect beyond a year following initial place-effect beyond a year following initial place-

ment (Prestonment (Preston et alet al, 2002; Kisely, 2002; Kisely et alet al,,

2007).2007).

In the case of mortality, the authors didIn the case of mortality, the authors did

not control for confounders such as life-not control for confounders such as life-

style, psychotropic medication, reducedstyle, psychotropic medication, reduced

access to general medical care and theaccess to general medical care and the

difficulties in recognising physical comor-difficulties in recognising physical comor-

bidity in psychiatric patients with physicalbidity in psychiatric patients with physical

complaints (Kiselycomplaints (Kisely et alet al, 2005, 2005bb; Segal &; Segal &

Burgess, 2006Burgess, 2006cc). Furthermore, 72% of the). Furthermore, 72% of the

deaths in people with mental healthdeaths in people with mental health

problems occur in patients who had onlyproblems occur in patients who had only

ever been seen in primary care (Kiselyever been seen in primary care (Kisely etet

alal, 2005, 2005bb). Conditional discharge could). Conditional discharge could

therefore only play a very small part intherefore only play a very small part in

addressing the increased mortality amongaddressing the increased mortality among

patients with mental health problems, evenpatients with mental health problems, even

if such a link were to be established.if such a link were to be established.

Irrespective of how epidemiologicalIrrespective of how epidemiological

studies have controlled for confounders,studies have controlled for confounders,

the selection of controls from the samethe selection of controls from the same

jurisdiction as the community treatmentjurisdiction as the community treatment

order cases may be subject to confoundingorder cases may be subject to confounding

from variables such as social disability orfrom variables such as social disability or

characteristics of the treating team (Kiselycharacteristics of the treating team (Kisely

et alet al, 2005, 2005aa). These might explain why). These might explain why

some patients and not others were givensome patients and not others were given

compulsory community treatment. Com-compulsory community treatment. Com-

paring jurisdictions with and without com-paring jurisdictions with and without com-

pulsory community treatment partiallypulsory community treatment partially

addresses this concern but raises the issueaddresses this concern but raises the issue

of comparability of the two health systems,of comparability of the two health systems,

especially with international comparisonsespecially with international comparisons

(Kisely(Kisely et alet al, 2005, 2005aa).).

In conclusion, there is limited evidenceIn conclusion, there is limited evidence

that compulsory community treatment willthat compulsory community treatment will

address the issue of the ‘revolving door’, ataddress the issue of the ‘revolving door’, at

least in the short term, even though this isleast in the short term, even though this is

the Department of Health’s main justifica-the Department of Health’s main justifica-

tion for supervised community treatmenttion for supervised community treatment

in England and Wales (Department ofin England and Wales (Department of

Health, 2006). This issue illustrates howHealth, 2006). This issue illustrates how

health policy remains determined by socialhealth policy remains determined by social

or political factors as much as by evidenceor political factors as much as by evidence

(Black, 2001). At the very least, research-(Black, 2001). At the very least, research-

ers, funding bodies and policy makersers, funding bodies and policy makers

should collaborate in evaluating the effectsshould collaborate in evaluating the effects

of the proposed legislation. Studies shouldof the proposed legislation. Studies should

ideally include a range of patient, familyideally include a range of patient, family

and health service outcomes using mixedand health service outcomes using mixed

methods, rather than focus on admissionmethods, rather than focus on admission

rates and lengths of stay. In the meantime,rates and lengths of stay. In the meantime,

it might be more appropriate to acknowl-it might be more appropriate to acknowl-

edge openly the limits of our knowledge,edge openly the limits of our knowledge,

rather than rely on the illusion thatrather than rely on the illusion that

evidence exists.evidence exists.

REFERENCESREFERENCES

Black,N. (2001)Black, N. (2001) Evidence based policy, proceed withEvidence based policy, proceed with
care.care. BMJBMJ,, 323323, 275^279., 275^279.

Burgess, P., Bindman, J., Leese, M.,Burgess, P., Bindman, J., Leese, M., et alet al (2006)(2006) DoDo
community treatment orders for mental illness reducecommunity treatment orders for mental illness reduce
readmission to hospital? An epidemiological study.readmission to hospital? An epidemiological study. SocialSocial
Psychiatry and Psychiatric EpidemiologyPsychiatry and Psychiatric Epidemiology,, 4141, 574^579., 574^579.

Department of Health (2006)Department of Health (2006) Mental Health Bill:Mental Health Bill:
Briefing Sheets on Key Policy AreasBriefing Sheets on Key Policy Areas.Department.Department
of Health. http://www.dh.gov.uk/en/of Health. http://www.dh.gov.uk/en/
Publicationsandstatistics/Publications/Publicationsandstatistics/Publications/
PublicationsPolicyAndGuidance/DH____4134229PublicationsPolicyAndGuidance/DH____4134229
(accessed 4 July 2007).(accessed 4 July 2007).

Geller, J., Grudzinskas, A. J., McDermeit, M.,Geller, J., Grudzinskas, A. J., McDermeit, M., et alet al
(1998)(1998) The efficacy of involuntary outpatient treatmentThe efficacy of involuntary outpatient treatment
in Massachusetts.in Massachusetts. Administration and Policy in MentalAdministration and Policy in Mental
HealthHealth,, 2525, 271^285., 271^285.

Kisely, S., Smith, M., Preston,N.,Kisely, S., Smith, M., Preston, N., et alet al (2005(2005aa)) AA
comparison of health service use in two jurisdictionscomparison of health service use in two jurisdictions
with and without compulsory community treatment.with and without compulsory community treatment.
Psychological MedicinePsychological Medicine,, 3535, 1^11., 1^11.

Kisely, S., Smith, M., Lawrence, D.,Kisely, S., Smith, M., Lawrence, D., et alet al (2005(2005bb))
Mortality in individuals who have had psychiatricMortality in individuals who have had psychiatric
treatment: population-based study in Nova Scotia.treatment: population-based study in Nova Scotia.
British Journal of PsychiatryBritish Journal of Psychiatry,, 187187, 552^558., 552^558.

Kisely, S.,Campbell, L. A., Scott, A.,Kisely, S., Campbell, L. A., Scott, A., et alet al (2007)(2007)
Randomised and non-randomised evidence for theRandomised and non-randomised evidence for the
effect of compulsory community and involuntaryeffect of compulsory community and involuntary
outpatient treatment on health service use.outpatient treatment on health service use. PsychologicalPsychological
MedicineMedicine,, 3737, 3^14., 3^14.

Preston,N., Kisely, S. & Xiao, J. (2002)Preston,N., Kisely, S. & Xiao, J. (2002) Assessing theAssessing the
outcome of compulsory psychiatry treatment in theoutcome of compulsory psychiatry treatment in the
community, epidemiological study inWestern Australia.community, epidemiological study inWestern Australia.
BMJBMJ,, 324324, 1244^1246.,1244^1246.

Segal, S. P. & Burgess, P. M. (2006Segal, S. P. & Burgess, P. M. (2006aa)) ConditionalConditional
release, a less restrictive alternative to hospitalization?release, a less restrictive alternative to hospitalization?
Psychiatric ServicesPsychiatric Services,, 5757, 1600^1606., 1600^1606.

Segal, S. P. & Burgess, P. M. (2006Segal, S. P. & Burgess, P. M. (2006bb)) Factors in theFactors in the
selection of patients for conditional release from theirselection of patients for conditional release from their
first psychiatric hospitalization.first psychiatric hospitalization. Psychiatric ServicesPsychiatric Services,, 5757,,
1614^1622.1614^1622.

Segal, S. P. & Burgess, P. M. (2006Segal, S. P. & Burgess, P. M. (2006cc)) Effect ofEffect of
conditional release from hospitalization on mortalityconditional release from hospitalization on mortality
risk.risk. Psychiatric ServicesPsychiatric Services,, 5757, 1607^1613., 1607^1613.

Steadman,H. J., Gounis, K., Dennis, D.,Steadman,H. J., Gounis, K., Dennis, D., et alet al (2001)(2001)
Assessing the NewYork City involuntary outpatientAssessing the NewYork City involuntary outpatient
commitment pilot program.commitment pilot program. Psychiatric ServicesPsychiatric Services,, 5252, 330^, 330^
336.336.

Swartz, M. S., Swanson, J.W.,Wagner,H. R.,Swartz, M. S., Swanson, J.W.,Wagner,H. R., et alet al
(1999)(1999) Can involuntary outpatient commitment reduceCan involuntary outpatient commitment reduce
hospital recidivism? Findings from a randomised trialhospital recidivism? Findings from a randomised trial
with severely mentally ill individuals.with severely mentally ill individuals. American Journal ofAmerican Journal of
PsychiatryPsychiatry,, 156156, 1968^1975.,1968^1975.

3 743 74

AUTHOR’S PROOFAUTHOR’S PROOF

STEPHENKISELY,MD,Departments of Psychiatry,Community Health and Epidemiology,Dalhousie University;STEPHENKISELY,MD,Departments of Psychiatry,Community Health and Epidemiology,Dalhousie University;
LESLIE ANNE CAMPBELLLESLIE ANNE CAMPBELL,MSc,Health Outcomes Research Unit,Capital District Health Authority and,MSc,Health Outcomes Research Unit,Capital District Health Authority and
Departments of Psychiatry,Community Health and Epidemiology,Dalhousie University,Halifax,Nova Scotia,Departments of Psychiatry,Community Health and Epidemiology,Dalhousie University,Halifax,Nova Scotia,
CanadaCanada

Correspondence:Dr Stephen Kisely,Room 425,Centre for Clinical Research, 5790 UniversityCorrespondence:Dr Stephen Kisely,Room 425,Centre for Clinical Research, 5790 University
Avenue,Halifax,Nova Scotia B3H1V7,Canada.Tel: +1 902 494 7076; fax +1 902 494 1597; email:Avenue,Halifax,Nova Scotia B3H1V7,Canada.Tel: +1 902 494 7076; fax +1 902 494 1597; email:
Stephen.KiselyStephen.Kisely@@cdha.nshealth.cacdha.nshealth.ca

(First received 23 January 2007, final revision 3 April 2007, accepted 12 April 2007)(First received 23 January 2007, final revision 3 April 2007, accepted 12 April 2007)

https://doi.org/10.1192/bjp.bp.107.035956 Published online by Cambridge University Press

https://doi.org/10.1192/bjp.bp.107.035956

