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Disclaimer

This presentation was prepared for the MHTTC Network under a cooperative agreement from 
the Substance Abuse and Mental Health Services Administration (SAMHSA). All material 
appearing in this presentation, except that taken directly from copyrighted sources, is in the 
public domain and may be reproduced or copied without permission from SAMHSA or the 
authors. Citation of the source is appreciated. Do not reproduce or distribute this presentation for 
a fee without specific, written authorization from the MHTTC Network Coordinating Office. This 
presentation will be recorded and posted on our website.
At the time of this publication, Miriam Delphin-Rittmon served as Assistant Secretary for Mental 
Health and Substance Use and Administrator of SAMHSA. The opinions expressed herein are 
the views of the speakers and do not reflect the official position of the Department of Health and 
Human Services (DHHS), or SAMHSA. No official support or endorsement of DHHS, SAMHSA, 
for the opinions described in this presentation is intended or should be inferred.
This work is supported by grants under Funding Opportunity Announcement (FOA) No. SM-18-
015 from the DHHS, SAMHSA.
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Deinstitutionalization
Since the deinstitutionalization of persons with mental illness, beginning in the 1950’s fewer 
people with serious mental illness are living in hospitals, nursing homes and assisted living 
facilities; in fact, most are living in the community independently or with formal supports. 
The role of families has increased as access to long-term inpatient care has reduced.

• From 1955 to 1983 there was a 75.3% reduction in the state-hospital population 
(Goldman, Adams, & Taube, 1983). 

• 558,239 inpatient psychiatric beds in 1955 for a population of 164.3 million (Bureau of the 
Census, 1956).

• 51,413 inpatient psychiatric beds in 2004 for a population of 269.4 million (Torrey, 
Entsminger, Geller, Stanley, & Jaffe, 2007). 



Serious Mental Illness and QOL
Persons with severe and persistent mental illness are at risk of not living a fully satisfying life. 
• Difficulties forming social connections (Bellack, Morison, Wixted & Mueser, 1990), 
• sexual dysfunction (Bobes et al., 2003; Wesby, Bullmore, Earle, & Heavey, 1996), 
• impaired functioning (Bellack & Mueser, 1993), 
• lower work readiness skills (Lysaker, Bell, Milstein, Bryson, Shestopal, & Goutlet, 1993), and
• impaired cognitive abilities (Braff, 1993) contribute to lower life satisfaction among persons with 

severe mental illness. 

Low life satisfaction for persons with severe and persistent mental illness are directly related to
• poverty (Cohen, 1993), 
• homelessness (Lehman, Kernen, DeForge, & Dixon, 1995), 
• mental health stigma (Corrigan, 2004), 
• impaired family relations, friendships, 
• access to health care and community services (Brown, Cosgrove, & DeSelm, 1997) are associated 

with.



SMI and Health
Serious mental illness is associated with 20-year lower life expectancy (Thornicroft, 2011) and 
increased rates of many chronic life style related illnesses (Jones et al., 2014). Persons with a 
severe and persistent mental illness are more likely to be 
obese (Cook et al., 2016), 

to smoke cigarettes (Bartlem et al., 2015), 
to use alcohol and illicit drugs (Regier et al., 1990), 
to eat unhealthy (Christensen & Somers, 1996; Kilbourne et al, 2007), 
to be physically inactive (Bartlem et al., 2015), 
have other negative health practices, such as 

poor adherence with treatment (Lehner et al., 2007), and 
adverse health related side effects from psychotropic medication (Blanchard and 
Samaras, 2014; Dipasquale et al., 2013; Jerome et al., 2009; Cooper et al., 2012). 

In a multi-national study, Parletta, Aljeesh, & Baune (2016) found that persons with mental illness 
compared to a normative sample eat less healthy food, more unhealthy foods, have more sleep 
problems and higher alcohol consumption.



Support for Recovery
• The transition from hospital to community created a significant 

concern about how to help persons with serious mental illness live 
meaningful lives (Gudeman, Miles, & Shore, 1984). 

• how to support people in housing, and 
• how to improve the quality of their lives. 



History of 
Assertive 
Community 
Treatment



Alternative to Mental Hospital Treatment 1/2
(Stein & Test, 1980)

Stein and Test publish a study on a conceptual model of 
community-based treatment – An alternative to years or a lifetime 
in a psychiatric hospital.

A supportive system that assertively helps the patient with:
1. Material resources such as food, shelter, clothing, and medical 

care.
2. Coping skills to meet the demands of community life.
3. Motivation to persevere and remain involved with life.
4. Freedom from pathologically dependent relationships. 
5. Support and education of community members who are involved 

with patients.



Alternative to Mental Hospital Treatment 2/2
(Stein & Test, 1980)

Control Condition: Hospital Admission
Experiential Condition: Training in Community Living (Pre-ACT)

Control Experiential
Re-Hospitalization 58% 6%
Unemployment 57% 30%
Income $419 $760
Life Satisfaction
Self Esteem
Psychiatric Symptoms



Social 
Determinants 
Of Health



Social Determinants of Health (SDOH)
“Conditions in the places where people live, learn, work, and 
play that affect a wide range of health and quality-of life-
risks and outcomes.”

-Center for Disease Control (CDC)



30%

40%

20%

10%

Determinants of Health and Their Contribution 
to Premature Death

Genetic Predisposition Individual Behavior Social and Environmental Factors Healthcare

Source: Beyond Healthcare: The Role of Social Determinants in Promoting Health and Healthy Equity. Kaiser 
Family Foundation, 2015.





Social 
Determinants 
of Health in 
Assertive 
Community 
treatment



ACT 
Builds
Resilience 

Risk Factors
• Behavioral risks

• Physiological and 
genetic risks

• Environmental and 
cultural risks

Protective Factors
• Supportive 

relationships
• Healthy coping 

strategies
• A sense of purpose
• Positive parenting 

by caring adults
• Emotional self-

awareness
• Socioeconomic 

stability
• The willingness to 

seek help
• Problem-solving 

skills



Access to HealthCare
Assertive Community Treatment takes responsibility 
for behavioral healthcare by providing services in 
the community. Primary care, specialty care and 
dentistry are made by referral.



Education 
Access & Quality

Employment services are included on an ACT 
team. Support for education is considered based on 
client preferences. 



Economic Stability
Benefits and entitlements are important for persons 
with serious mental illness. Support and benefits 
planning are provided by ACT.



Social & Community 
Context

Assertive Community treatment is grounded in 
community inclusion. An effective team helps 
clients build natural supports.



Neighborhood & Built 
Environment

Housing and neighborhood is based on individuals' 
choice and availability. ACT works closely with 
landlords and often meet clients in the community.



ACT 
Fidelity Scale



Adherence to the model - Fidelity
• Well defined

• Reflect client goals

• Be consistent with societal goals

• Demonstrate effectiveness

• Yield durable outcomes

• Produce minimal side effects

• Have reasonable costs

• Be adaptable to diverse communities and client subgroups

• Be relatively easy to implement



Fidelity Assessment – Process 
measures
• An objective way to determine fidelity to an evidence-based 

practice
• These measures are associated with consumer outcome 

measures – Predictive Validity
• In other words consumers on teams with high fidelity have better 

outcomes than consumers on teams with low fidelity

• Sets the stage for ongoing quality improvement
• Identify training needs, policy changes, leadership needs etc



Predictive Validity
Fidelity assessment scores are predictive of client outcomes. The 
higher the score the better the outcomes.

Positive outcomes can be expected once fidelity is established. 
This is discouraging for programs as they work hard for little 
initial gain.

What can a fidelity assessor do to mitigate fatigue 
during the program implementation phase?



Fidelity to Assertive Community 
Treatment and Client Outcomes

(McHugo et al., 1999)

High Fidelity Low Fidelity
N days of alcohol use 35 80
N days of drug use 28 60
N hospital admissions 2.87 4.69
SATS 5.48 4.12



Human Resources 
• Small caseload
• Team approach
• Program meeting
• Practicing ACT leader
• Continuity of staffing
• Staff capacity
• Psychiatrist on team

• Nurse on team
• Substance use 

specialist on team
• Vocational specialist on 

team
• Program size



Organizational Boundaries
• Explicit admission criteria
• Intake rate
• Responsibility of tx services
• Crisis services
• Hospital admission
• Hospital discharge
• Time unlimited service



Nature of Services
• Community based services
• No dropout policy
• Assertive engagement
• Intensity of service
• Frequency of contact
• Work with informal support

• Individualized substance use 
treatment

• Co-occurring disorders group
• Dual Disorders model
• Role of consumer















Contemporary Mental 
Health Principles to 

Convey During Fidelity 
Assessment



Contemporary Principles of 
Psychiatric Rehabiltation
• Convey hope and respect and believe that all individuals have 

the capacity for learning and growth. 

• Recognize that culture is central to recovery and strive to 
ensure that all services are culturally relevant to individuals 
receiving services. 

• Engage in the processes of informed and shared 
decision‐making and facilitate partnerships with other persons 
identified by the individual receiving services.



Contemporary Principles of 
Psychiatric Rehabilitation

• Build on the strengths and capabilities of individuals. 

• Are person‐centered and designed to address the unique needs 
of individuals 

• Support full integration of people in recovery into their 
communities



Contemporary Principles of 
Psychiatric Rehabilitation
• Promote self‐determination and empowerment. 

• Facilitate the development of personal support networks by 
utilizing natural supports within communities, peer support 
initiatives, and self‐ and mutual‐help groups. 

• Help individuals improve the quality of all aspects of their lives; 
including social, occupational, educational, residential, 
intellectual, spiritual and financial.



Contemporary Principles of 
Psychiatric Rehabilitation
• Promote health and wellness, encouraging individuals to 

develop and use individualized wellness plans. 

• Emphasize evidence‐based, promising, and emerging best 
practices that produce outcomes congruent with personal 
recovery.

• Must be readily accessible to all individuals whenever they need 
them. These services also should be well coordinated and 
integrated with other psychiatric, medical, and holistic 
treatments and practices.



Fidelity Assessment 
to Improve 

Adherence to ACT



Fidelity Assessment as a Tool for 
Improving Outcomes
• To measure adherence to Assertive Community Treatment 

(ACT) 

• To identify strengths and weaknesses of an Assertive 
Community Treatment program

• To develop a quality improvement plan
• Use a written summary to highlight positive scores and make 

reasonable suggestions for improvements



Storming
Early in the process of working with people a sense of discomfort 
occurs. People are fearful of being (mis)judged and exposed: 
• Initial discomfort with unknown
• Fear of bad assessment
• Who are you to grade me
• Conflict and anxiety
• Withdrawal
• Sugar coating

Don’t fear that. You can establish norms.



Norming
To prevent and work through initial negative experiences 
we can establish norms. These norms sets the stage for 
a productive working phase.
• Clarity about process
• Clarity about your role
• Negotiating a plan
• Give a sense of control
• Offering options



Roles and Functions when collecting 
data
Role and functions of 
Psychiatrist/Psychiatric Prescriber

• Provide clinical oversight for the 
team with the Team Lead

• Provide medication management 
services to the clients of ACT

Team Lead

• Provide clinical supervision to 
the team members with the 
Psychiatric prescriber

• Responsible for hiring and 
training new staff



Psychiatric nurse (RN)
• Provides basic medical 

treatment 
• Assists with medication 

management

Peer Support Specialist
• Serves as a model for 

recovery and healing
• Helps establish safety and 

trust

Roles and Functions when collecting 
data



Employment Specialist
• Assists clients with vocational 

training as needed
• Serves as a liaison between 

employers and clients

Housing Specialist
• Serves as a liaison between 

landlords and clients
• Assists clients with housing 

options as needed

Roles and Functions when collecting 
data



Substance Use specialist
• Provide and implement 

substance use interventions 
for clients that struggle with 
substance use

Roles and Functions when collecting 
data



Stages of a Fidelity 
Assessment



Fidelity Assessment - Purpose
1. To measure adherence to the ACT model
2. To track implementation over time (3-months)
3. To identify strength and weaknesses of an ACT program
4. To develop a quality improvement plan



Fidelity Assessment – small things
• Be prepared

• Announce what you need from team lead and administration prior to assessment

• Announce what you need the day of the assessment
• Consumer chart
• Site visit
• Team lead interview
• Staff member interview
• Consumer interview
• Observe services and team meeting
• Etc.

• Use local terminology



DATA, DATA, DATA – Quality 
Improvement 
• Get used to it
• Healthcare is going in this direction
• Value based care puts focus on quality improvement
• Professionals do not get education on ACT and many of its 

principles

Follow-Up with team



Stages of an ACT Fidelity Assessment
1. Introduction
2. Preparation 
3. Data collection
4. Data analysis
5. Report writing
6. Disseminating results
7. Follow-up meeting



Stages of an ACT Fidelity Assessment
Introduction
1. First contact with agency
2. Set the stage for quality improvement
3. Establish norms
4. Ask for ACT data/forms/policies 
5. Engage in dialogue and offer choice (time and place for FA 

and follow up meeting, etc)



Stages of an ACT Fidelity Assessment
Preparation 
1. Review previous assessments 
2. Review data/forms/policies
3. Develop interview guides for

1. Admin
2. Team lead
3. Staff
4. Clients

4. Develop forms to take notes during meetings and after site 
visits

5. Divide the work among fidelity assessment team



Stages of an ACT Fidelity Assessment
Data collection
1. Take lots of notes

1. Review charts
2. Interview staff and clients
3. Observe meetings (morning meeting, treatment planning, groups, etc)
4. Observe client/staff interaction

2. Meet with Fidelity Assessment team during lunch and after 
each day to share notes

3. Let it flow – do not be too assertive
4. Do not score – keep an open mind



Stages of an ACT Fidelity Assessment
Data analysis
1. Each Fidelity Assessor review own notes 

1. Articulate strength and weaknesses of the program
2. Give tentative score

2. Scores are shared among the Fidelity Assessment team
3. Team reaches consensus
4. When in doubt – score low



Stages of an ACT Fidelity Assessment
Report writing
1. Include quantitative and qualitative data

1. Use qualitative data to strengthen qualitative data
2. I.e. “We observed a consistent warm and engaging attitude among staff and 

suggest that might be the cause of the program’s high staff retention”  
2. Be accurate in observations on positive and negative findings
3. Suggest things to improve before next fidelity assessment
4. Suggest incremental quality improvement
5. Note in report that fidelity to ACT is a process that is never ending
6. All ACT programs have things to improve upon



Stages of an ACT Fidelity Assessment
Disseminating results
1. I prefer to give a verbal report first

1. Start with strengths
2. Normalize fidelity assessment
3. Review data
4. Review suggestions for quality improvement for next fidelity 

assessment
2. Send the Fidelity Assessment report
3. Allow time for feedback – listen 



Stages of an ACT Fidelity Assessment
Follow-up meeting
1. Be prepared to share resources 

1. Training
2. Technical assistance
3. Peers

2. Discus the strengths to build on
3. Negotiate a plan to improve services

1. Start with the low hanging fruit



Questions?



Connect With Us
JOIN OUR MAILING LIST:

/MidAmericaMHTTC

@MidAmericaMHTTC

/company/MidAmericaMHTTC

FOLLOW US ON SOCIAL MEDIA:

EMAIL: midamerica@mhttcnetwork.org

WEBSITE: mhttcnetwork.org/midamerica
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