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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).

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 and friendships, 

• access to health care and community services (Brown, Cosgrove, & DeSelm, 1997).



SMI and Health
Serious mental illness is associated with 20-year lower life expectancy (Thornicroft, 2011) and increased rates of 
many chronic lifestyle 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. 



Recovery, 1/3 
Historically, mental illnesses was believed to be caused by societal 
stressors. Consequently, families were often blamed for the ill of 
their loved ones and excluded from any treatment process and care 
(Corrigan, 2016).

Contemporary mental healthcare is founded on beliefs that 
biological, psychological and social factors all contribute to a 
person's mental illness. Also, and more importantly, the same 
factors contribute to their well being and recovery. Consequently, 
families are more likely to be viewed as a resource to include in the 
treatment process (Alverson, Alverson & Drake, 2000; Hatfield, 1994).



Recovery, 2/3
Since the deinstitutionalization we have been concerned about helping 
persons with a serious mental illness live meaningful lives (Gudeman, Miles, 
& Shore, 1984). 

There is a positive correlation between independence and quality of 
life.
• In a study that compared the quality of life among people in hospital 

settings and different levels of independent living, quality of life 
increased as independence increased (Anderson & Lewis, 2000). 

• Several studies have found that the quality of life for persons with 
serious mental illness is higher in community-based housing 
compared to hospital settings (Barry & Crosby, 1996; Lehman, Possidente, & Hawker, 
1986; Shepard, Muijen, Dean, & Cooney, 1996).



Recovery, 3/3
We know how to better help persons: 
• find employment (Bond, Drake, & Becker, 2008), 
• be stable in housing (Blanch, Carling, & Ridgway, 1988; Culhane, Metraux, and Hadley, 

2002), 
• form meaningful social relationships (Bellack, Mueser, Gingerich, & Agresta, 

2004).

Similarly, our understanding of how to help persons with 
serious mental illness with their symptoms has steadily 
increased (Bandelow et al., 2011; Goodwin, 2009; Komossa et al., 2010). 



What is ACT
• Developed in 1970’s – 1980’s.
• ACT is an evidence-based practice to help persons with SMI who 

would otherwise be best served in an institution.
• Highest level of community-based care for persons with SMI.
• A model to deliver best care (psychiatry and psychiatric 

rehabilitation).



The evidence behind ACT
• Validity of ACT Fidelity Assessment: Discriminant and 

Predictive, 1998.
• Studies have found ACT associated with reduction in 

psychiatric hospitalization, increased housing stability, 
increase QOL, decrease in symptoms, increased 
functioning, and greater life satisfaction.



ACT and Housing
• Persons who are homeless or unstable in housing fare well in 

ACT programs. 
• ACT reduces homelessness.
• Rehabilitation services, incl social, coping and independent living skills 

training, are best provided in an individual's home.

• Higher levels of residential care are not needed when 
individual’s have access to ACT.



Principles of ACT
• Team approach
• Community outreach
• Small caseload
• Time-unlimited services
• Shared caseload

• Flexible delivery of services
• Comprehensive program
• 24/7 crisis service



The ACT team
• Inter-professional/multi-

disciplinary
• Rehabilitation staff
• Nursing staff
• Substance use specialist
• Psychiatrist
• Team leader

• Peer-support specialist
• Employment specialist



Assertive Outreach
• Staff go to where persons with mental illness are. Including at 

their home, work and family. 
• Persons with SMI best learn in the environment where they live.
• Some services, incl. psychiatry and group services are often 

provided at program location.



Case load size
• Small caseload size compared to other best practices.
• 10:1 staff to consumer ratio.
• 10-12 professionals on the team.



Time unlimited 

• Some persons need indefinite services to maintain community 
level of care.

• Others can transfer to other supports over time.
• Decisions regarding termination are individualized.



Shared caseload
• The team share a caseload.
• The team share in treatment planning.
• The team share in assessment.
• The team rotate to see clients.
• The team is responsible for consumer outcomes.



Flexibility
• The team meets daily.
• The team plans services daily.
• The team adjust services to meet changes in needs.



One-stop shop
• A comprehensive team to meet the totality of client behavioral 

health needs.
• Includes med management, nursing care, rehabilitation (incl. 

vocational and independent living), and psycho-therapy.
• Primary care and dentistry are brokered.



24/7 crisis line
• The team is available 24 hours per day and 7 days per 

week.
• Year round.
• Some crises are avoidable.



Fidelity - Adherence to the model
• Well defined
• Reflect client goals
• Be consistent with societal goals
• Demonstrate effectiveness
• Yield durable outcomes
• Produce minimal side effects
• Have reasonable costs
• Adaptable to diverse communities and client subgroups
• Relatively easy to implement



Eligibility
• SMI.
• Functional impairments.
• Hx of inability to manage illness in lower levels of care.



Human Resources 
• Team approach
• Program meeting
• Practicing ACT/PSH leader
• Psychotherapist
• Peer-support specialist

• Psychiatrist
• Nurse
• Substance use 

specialist
• Vocational specialist
• Rehabilitation staff



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



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
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