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A number of second and third generation studies have shown that ACT programs have not achieved a
similar degree of positive outcomes as the original PACT research. Typically lack of strong fidelity to the ACT
model is the demonstrated contributor to poorer results. Therefore, this new version of the National Program
Standards for ACT Teams not only provides minimum standards for program operation but it also provides
brief descriptions of the rationale for many of the ACT requirements which have been difficult for providers
and administrators to understand and implement. In addition, the ACT Standards have been modified to
emphasize that ACT is a client-centered, recovery-oriented service delivery model. Client empowerment,
involvement, and choice are fundamental to the principles and operation of individualized, collaborative, and
effective ACT service delivery.

Background: Program Standards

The National Program Standards for ACT Teams is written to provide an archetype for departments of
mental health to use in writing and promulgating their own Assertive Community Treatment (ACT) program
standards, These standards can be customized to address a particular client group and to meet individual state
mental health laws and policies.

Known also as administrative rules, program standards have the force of law. From the court’s or an
administrative law judge’s standpoint, a (state) agency has no policy if the policy is not in rule form. “Promul-
gation” is the term commonly used to mean the sequential process program standards go through to become
law, This process ensures that legislators, the public, and people who will be affected have the opportunity to
influence the content of the regulation. (The Rules Guide: Developing and Promulgating Rules for the Wis-
consin Department of Health and Family Services, 9/15/00)

The purpose of standards is to precisely define: 1) for whom a program is intended; 2) the required serv-
ices; 3) the type of staff/numbers needed to competently provide the services; and 4) the intended bene-
fits/outcomes for the clients receiving the services. Program standards are used to establish costs and
reimbursement methodology (e.g., contracting, Medicaid) and are used for program monitoring and certifica-
tion purposes. In addition, standards must adhere to related federal laws and regulations (e.g., client rights,
Medicaid) and must either coincide with or replace other state standards and policies.

Program standards are structured in one of two ways or in a combination of these ways: 1) in the
prescriptive approach, the rules are drafted to specify the minimal structures or processes that must be main-
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tained; 2) in the outcome based approach, the rules are drafted to specify the desired client outcomes that
must be achieved. ACT Standards are written in the prescriptive approach. However, ACT implementation
includes program evaluation to assess client outcome (e.g., symptom reduction and recovery, good quality
market housing, education and/or employment, and satisfaction with services).

ACT Program Standards

The National Program Standards for ACT Teams serves to guide ACT program start-up and implementa-
tion by clearly defining what are the minimal program requirements. Successful ACT model implementation
and demonstrated improvements in client outcome are best accomplished by close adherence to the ACT Stan-
dards: serving persons with the most severe and persistent mental illnesses; multidisciplinary staffing with a
least one peér specialist; low staff-to-client ratios and intensive services; staff who work weekday, evening,
and weekend/holiday shifts and provide 24-hour on-call services; team organizational and communication
structure; client-centered individualized assessment and treatment planning; and up-to-date individually-
tailored treatment, rehabilitation, and support services based on the original Madison, Wisconsin PACT
research project. :

The ACT Program Standards follow the format typically used in most states to write standards. The lan-
guage used must be clear, concise, and precise, communicating the same meaning to anyone who reads it and
intends to implement ACT.

There are fourteen sections of the ACT Program Standards. At the beginning of each section, the overall
purpose and rationale for that section is explained. In addition, throughout the standards, text boxes will
provide further explanation regarding program components. The sections are:

I. Introduction
II. Definitions
II.  Admission and Discharge Criteria
IV.  Service Intensity and Capacity
V. Staff Requirements
VL. Program Organization and Communication
VIL.  Client-Centered Assessment and Individualized Treatment Planning
VIIL. Required Services |
Client Medical Record
X. Client Rights and Grievance Procedures
Culturally and Linguistically Appropriate Services (CLAS)
XIL.  Performance Improvement and Program Evaluation
XIII.  Stakeholder Advisory Groups

XIV. Waiver of Provisions
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I

Introduction

{The introduction section of the program standards provides information regarding why the

rule is needed, what the rule will accomplish, and what the general contents of the rule will
be.]

Assertive Community Treatment (ACT) is a client-centered, recovery-oriented mental health service
delivery model that has received substantial empirical support for facilitating community living, psychosocial
rehabilitation, and recovery for persons who have the most severe and persistent mental illnesses, have severe
symptoms and impairments, and have not benefited from traditional outpatient programs.

The important characteristics of assertive community treatment programs are:

IL.

ACT serves clients with severe and persistent mental illnesses that are complex, have devastating
effects on functioning, and, because of the limitations of traditional mental health services, may have
gone without appropriate services. Consequently, the client group is often over represented among the

homeless and in jails and prisons, and has been unfairly thought to resist or avoid involvement in
treatment. '

ACT services are delivered by a group of multidisciplinary mental health staff who work as a team
and provide the majority of the treatment, rehabilitation, and support services clients need to achieve
their goals. The team is directed by a team leader and a psychiatrist and includes a sufficient number
of staff from the core mental health disciplines, at least one peer specialist, and a program/
administrative support staff who work in shifts to cover 24 hours per day, seven days a week to
provide intensive services (multiple contacts may be as frequent as two to three times per day, seven
days per week, which are based on client need and a mutually agreed upon plan between the client
and ACT staff). Many, if not all, staff share responsibility for addressing the needs of all clients
requiring frequent contact.

ACT services are individually tailored with each client and address the preferences and identified
goals of each client. The approach with each client emphasizes relationship building and active
involvement in assisting individuals with severe and persistent mental illness to make improvements
in functioning, to better manage symptoms, to achieve individual goals, and to maintain optimism.

The ACT team is mobile and delivers services in community locations to enable each client to find
and live in their own residence and find and maintain work in community jobs rather than expecting
the client to come to the program. Seventy-five percent or more of the services are provided outside
of the program offices in locations that are comfortable and convenient for clients.

ACT services are delivered in an ongoing rather than time-limited framework to aid the process of
recovery and ensure continuity of caregiver. Severe and persistent mental illnesses are episodic
disorders and many clients benefit from the availability of a longer-term treatment approach and
continuity of care. This allows clients opportunity to recompensate, consolidate gains, sometimes slip
back, and then take the next steps forward until they achieve recovery.

Definitions
[Program standards define words or phrases that are critical to correctly interpreting the

standard. The definitions section identifies words and Pphrases that are unique to ACT or have
different meanings in ACT than in traditional mental health programs.]

Assertive Community Treatment (ACT) is a self-contained mental health program made up of a mul-
tidisciplinary mental health staff, including a peer specialist, who work as a team to provide the
majority of treatment, rehabilitation, and support services clients need to achieve their goals. ACT
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services are individually tailored with each client through relationship building, individualized assess-
ment and planning, and active involvement with clients to enable each to find and live in their own
residence, to find and maintain work in community jobs, to better manage symptoms, to achieve indi-
vidual goals, and to maintain optimism and recover. The ACT team is mobile and delivers services in
community locations rather than expecting the client to come to the program. Seventy-five percent or
more of the services are provided outside of program offices in locations that are comfortable and
convenient for clients. The clients served have severe and persistent mental illnesses that are
complex, have devastating effects on functioning, and, because of the limitations of traditional mental
health services, may have gone without appropriate services. There should be no more than 8-10
clients to one staff member.

ACT Service Coordination (Case Management) is a process of organization and coordination within
the multidisciplinary team to carry out the range of treatment, rehabilitation, and support services
each client expects to receive per his or her written individualized treatment plan and is respectful of
the client’s wishes. Service coordination also includes coordination with community resources,
including consumer self-help and advocacy organizations that promote recovery.

ACT Service Coordinator (Case Manager) is the team member who has primary responsibility for
establishing and maintaining a therapeutic relationship with a client on a continuing basis, whether
the client is in the hospital, in the community, or involved with other agencies. In addition, the service
coordinator leads and coordinates the activities of the individual treatment team (ITT). He or she is the
responsible team member to be knowledgeable about the client’s life, circumstances, and goals and
desires. The service coordinator collaborates with the client to develop and write the treatment plan,
offers options and choices in the treatment plan, ensures that immediate changes are made as the cli-
ent’s needs change, and advocates for the client’s wishes, rights, and preferences. The service coordi-
nator also works with community resources, including consumer-run services, to coordinate and
integrate these activities into the client’s overall service plan. The service coordinator provides indi-
vidual supportive therapy and is the first ITT member available to the client in crisis. The service
coordinator provides primary support and education to the family, support system, and/or other sig-
nificant people. The service coordinator shares these tasks with other ITT members who are respon-
sible to perform them when the service coordinator is not working.

Client is a person who has agreed to receive services and is receiving client-centered treatment, reha-
bilitation, and support services from the ACT team.

Client-Centered Individualized Treatment Plan is the culmination of a continuing process involving
each client, his or her family, and the ACT team, which individualizes service activity and intensity to
meet client-specific treatment, rehabilitation, and support needs. The written treatment plan docu-
ments the client’s self-determined goals and the services necessary to help the client achieve them.

The plan also delineates the roles and responsibilities of the team members who will carry out the
services. '

Clinical Supervision is a systematic process to review each client’s clinical status and to ensure that
the individualized services and interventions that team members (including the peer specialist)
provide are effective and planned with, purposeful for, and satisfactory to the client. The team leader
and the psychiatrist have the responsibility to provide clinical supervision that occurs during daily
organizational staff meetings, treatment plannin g meetings, and in individual meetings with team
members. Clinical supervision also includes review of written documentation (e.g., assessments,
treatment plans, progress notes, correspondence).

Comprehensive Assessment is the organized process of gathering and analyzing current and past
information with each client and the family, support system, and/or other significant people to
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evaluate: 1) mental and functional status; 2) effectiveness of past treatment; and 3) current treatment,
rehabilitation and support needs to achieve individual goals and support recovery. The results of the
information gathering and analysis are used with each client to establish immediate and longer-term
service needs, to set goals, and to develop the first individualized treatment plan with each client.

Daily Log is a notebook or cardex which the ACT team maintains on a daily basis to provide: 1) a
roster of clients served in the program; and 2) for each client, a brief documentation of any treatment

or service contacts which have occurred during the last 24 hours and a concise behavioral description
- of the client’s clinical status and any additional needs.

Daily Organizational Staff Meeting is a daily staff meeting held at regularly scheduled times under
the direction of the team leader (or designee) to: 1) briefly review the service contacts which occurred
the previous day and the status of all program clients; 2) review the service contacts which are sched-
uled to be completed during the current day and revise as needed; 3) assign staff to carry out the day’s
service activities; and 4) revise treatment plans and plan for emergency and crisis situations as
needed. The daily log and the daily staff assignment schedule are used during the meeting to facilitate
completion of these tasks.

Daily Staff Assignment Schedule is a written, daily timetable summarizing all client treatment and
service contacts to be divided and shared by staff working on that day. The daily staff assignment
schedule will be developed from a central file of all weekly client schedules.

Individual Treatment Team (ITT) is a group or combination of three to five ACT staff members who
together have a range of clinical and rehabilitation skills and expertise. The ITT members are assigned
to work with a client by the team leader and the psychiatrist by the time of the first treatment planning
meeting or thirty days after admission. The core members are the service coordinator (case manager),
the psychiatrist, and one clinical or rehabilitation staff person who backs up and shares case coordina-
tion tasks and substitutes for the service coordinator when he or she is not working. The individual
treatment team has continuous responsibility to: 1) be knowledgeable about the client’s life, circum-
stances, goals and desires; 2) collaborate with the client to develop and write the treatment plan; 3)
offer options and choices in the treatment plan; 4) ensure that immediate changes are made as a cli-
ent’s needs change; and 5) advocate for the client’s wishes, rights, and preferences. The ITT is
responsible to provide much of the client’s treatment, rehabilitation, and support services. Individual
treatment team members are assigned to take separate service roles with the client as specified by the
client and the ITT in the treatment plan.

Individual Supportive Therapy and Psychotherapy are verbal therapies that help people make
changes in their feelings, thoughts, and behavior in order to move toward recovery, clarify goals, and
address self stigma. Supportive therapy and psychotherapy also help clients identify and achieve per-
sonal goals; understand and identify symptoms in order to find strategies to lessen distress and symp-
tomatology; improve role functioning; and evaluate treatment and rehabilitative services, Current

psychotherapy approaches include cognitive behavioral therapy, personal therapy, and psychoeduca-
tional therapy.

Initial Assessment and Client-Centered Individualized Treatment Plan is the initial evalnation of: D
the client’s mental and functional status; 2) the effectiveness of past treatment; and 3) the current
treatment, rehabilitation, and support service needs. The results of the information gathering and
analysis are used to establish the initial treatment plan to support recovery and help the client achieve
individual goals. Completed the day of admission, the client’s initial assessment and treatment plan

guide team services until the comprehensive assessment and treatment plan are completed.
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Medication Distribution is the physical act of giving medication to ACT program clients by the pre-
scribed route which is consistent with state law and the licenses of the professionals qualified to pre-
scribe and/or administer medication (e.g., psychiatrists, registered nurses, and pharmacists).

Medication Error is any error in prescribing or administering a specific medication, including errors
in writing or transcribing the prescription, in obtaining and administering the correct medication, in
the correct dosage, in the correct form, and at the correct time.

Medication Management is a collaborative effort between the client and the psychiatrist with the par-
ticipation of the Individual Treatment Team (ITT) to: 1) carefully evaluate the client’s previous expe-
rience with psychotropic medications and side-effects; 2) identify and discuss the benefits and risks of
psychotropic and other medication; 3) choose a medication treatment; and 4) establish a method to
prescribe and evaluate medication according to evidence-based practice standards. The goal of medi-
cation management is client self-medication management.

Peer Counseling is counseling and support provided by team members who have experience as
recipients of mental health services for severe and persistent mental illness, Drawing on common
experiences as well as using and sharing his/her own practical experiences and knowledge gained as a
recipient, peer counseling is supportive counseling that validates clients’ experiences and provides

guidance and encouragement to clients to take responsibility and actively participate in their own
recovery.

client, and to determine appropriate treatment and rehabilitation approaches and interventions with
the client.

Psychotropic Medication is any drug used to treat, manage, or control psychiatric symptoms or disor-
dered behavior, including but not limited to antipsychotic, antidepressant, mood-stabilizing or anti-
anxiety agents.

Recovery does not have a single agreed-upon definition, “the overarching message is that hope and
restoration of a meaningful life are possible, despite serious mental illness, Instead of focusing pri-
marily on symptom relief, as the medical model dictates, Tecovery casts a much wider spotlight on
restoration of self-esteem and identity and on attaining meaningful roles in society.” (Mental Health: 4
Report of the Surgeon General, 1999, p 97)

Shift Manager is the individual (assigned by the team leader) in charge of developing and imple-
menting the daily staff assignment schedule; making all daily assignments; ensuring that all daily
assignments are completed or rescheduled; and managing all emergencies or crises that arise during
the course of the day. This is done in consultation with the team leader and the psychiatrist,

Stakeholder Advisory Groups support and guide individual ACT team implementation and operation.
Each ACT team shall have a Stakeholder Advisory Group whose membership consists of 51 percent
mental health consumers and family members. It shall also include community stakeholders that

6



National Program Standards for ACT Teams

— ——— ——

IIL.

interact with persons with severe and persistent mental illness (e.g., homeless services, food-shelf
agencies, faith-based entities, criminal justice system, the housing authority, landlords, employers,
and community colleges). In addition, group membership shall represent the local cultural popula-
tions. The group’s primary function is to promote quality ACT programs; monitor fidelity to the ACT
Standards; guide and assist the administering agency’s oversight of the ACT program; problem-solve
and advocate to reduce barriers to ACT implementation; and monitor/review/mediate client and family
grievances or complaints. The Stakeholder Advisory Group promotes and ensures clients’ empower-
ment and recovery values in assertive community treatment programs.

Treatment Plan Review is a thorough, written summary describing the client’s and the individual
treatment team’s evaluation of the client’s progress/goal attainment, the effectiveness of the interven-
;ipns, and satisfaction with services since the last treatment plan.

Treatment Planning Meeting is a regularly scheduled meeting conducted under the supervision of
the team leader and the psychiatrist. The purpose of these meetings is for the staff, as a team, to thor-
oughly prepare for their work with each client. The team meets together to present and integrate the
information collected through assessment in order to learn as much as possible about the client’s life,
their experience with mental illness, and the type and effectiveness of the past treatment they have
received. The presentations and discussions at these meetings make it possible for all staff to be
familiar with each client and their goals and aspirations; to participate in the ongoing assessment and
reformulation of issues/problems; to problem-solve treatment strategies and rehabilitation options;
and to fully understand the treatment plan rationale in order to carry out the plan for each client.

Weekly Client Schedule is a written schedule of the specific interventions or service contacts (i.e., by
whom, when, for what duration, and where) which fulfill the goals and objectives in a given client’s
treatment plan. The individual treatment team (ITT) shall maintain an up-to-date weekly client contact
schedule for each client per the client-centered individualized treatment plan.

Admission and Discharge Criteria

[The ACT program standards establish written admission and discharge criteria. The reasons
Jor this are: 1) to ensure that clients with the most severe and persistent mental illnesses have
top priority for ACT services; and 2) to prohibit people with severe mental illness from being
inappropriately discharged or dropped from ACT services because of the complexity involved
in engaging and finding effective interventions to achieve recovery.]

A. Admission Criteria

The following criteria are offered to be used by an ACT team in selecting clients “m the greatest
need” of ACT services:

1. Clients with severe and persistent mental illness listed in the diagnostic nomenclature (cur-
rently the Diagnostic and Statistical Manual, Fourth Edition, or DSM IV, of the American Psy-
chiatric Association) that seriously impair their functioning in community living. Priority is
given to people with schizophrenia, other psychotic disorders (e.g., schizoaffective disorder),
and bipolar disorder because these illnesses more often cause long-term psychiatric disability.
Clients with other psychiatric illnesses are eligible dependent on the level of the long-term
disability. (Individuals with a primary diagnosis of a substance abuse disorder or mental
retardation are not the intended client group.)

2. Clients with significant functional impairments as demonstrated by at least one of the fol-
lowing conditions:



a.

3. Clients with one or more of the following
service needs (i.e., greater than eight hour

a.

g

Significant difficulty consistently performing the range of practical daily living tasks
required for basic adult functioning in the community (e.g,, caring for personal business
affairs; obtaining medical, legal, and housing services; recognizing and avoiding common
dangers or hazards to self and possessions; meeting nutritional needs; maintaining per-
sonal hygiene) or persistent or recurrent difficulty performing daily living tasks except
with significant support or assistance from others such as friends, family, or relatives.

Significant difficulty maintaining

consistent employment at a self-sustaining level or sig-

nificant difficulty consistently carrying out the homemaker role (e. g., household meal
preparation, washing clothes, budgeting, or child-care tasks and responsibilities),

Significant difficulty maintaining
housing).

a safe living sitnation (e.g., repeated evictions or loss of

problems, which are indicators of continuous high-
s per month):

High use of acute psychiatric hospitals (e.g., two or more admissions per year) or psychi-

atric emergency services.

Intractable (i.e., persistent or very
chotic, suicidal).

recurrent) severe major symptoms (e. g., affective, psy-

Coexisting substance abuse disorder of significant duration (e.g., greater than 6 months).

High risk or recent history of criminal justice involvement (e-g., arrest, incarceration).

Significant difficulty meeting basic survival needs, residing in substandard housing,
homelessness, or imminent risk of becoming homeless.

Residing in an inpatient or supervised community residence, but clinically assessed to be
able to live in a more independent living situation if intensive services are provided, or
requiring a residential or institutional placement if more intensive services are not avail-

able.

4. Documentation of admission shall include:

Difficulty effectively utilizing traditional office-based outpatient services.

a. The reasons for admission as stated by both the client and the ACT team.

b

. The signature of the psychiatrist.

The ACT mode! has demonstrated effectiveness
Jor “clients in the greatest need,” who are esti-
mated to make up 20 percent to 40 percent of the
total group of persons with severe and persistent
mental illnesses. These clients have not received
adequate assessment and appropriate services
and are typically not even being served in tradi-
tional mental health settings. Therefore, admis-
sion criteria ensure that the ACT program serves
the intended client group. ACT was once consid-
ered the service of last resort when, in Jfact,
research has shown that clients benefit from

earlier access to ACT. For example, high use of
acute psychiatric care should indicate need for
more intensive and continuous services in the
community, just as intractable and severe major
symptoms should indicate need for high-quality
individualized assessment, intervention, and
support. Both indicators of problems meriting
ACT services should bring about appropriate
assessment and interventions as well as compas-
sionate and immediate support for the client and
his or her family and support system.
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B. Discharge Criteria

L

Discharges from the ACT team occur when clients and program staff mutually agree to the
termination of services. This shall occur when clients:

a. Have successfully reached individually established goals for discharge, and when the
client and program staff mutually agree to the termination of services.

b. Have successfully demonstrated an ability to function in all major role areas (i.e., work,
social, self-care) without ongoing assistance from the program, without significant
relapse when services are withdrawn, and when the client requests discharge, and the
program staff mutually agree to the termination of services.

¢. Move outside the geographic area of ACT’s responsibility. In such cases, the ACT team
shall arrange for transfer of mental health service responsibility to an ACT program or
another provider wherever the client is moving. The ACT team shall maintain contact with
the client until this service transfer is implemented.

d. Decline or refuse services and request discharge, despite the team’s best efforts to
develop an acceptable treatment plan with the client.

Documentation of discharge shall include:
a. The reasons for discharge as stated by both the client and the ACT team.
b. The client’s biopsychosocial status at discharge.

c. A written final evaluation summary of the client’s progress toward the goals set forth in
the treatment plan.

d. A plan developed in conjunction with the client for follow-up treatment after discharge.

e. The signature of the client, the client’s service coordinator, the team leader, and the psy-

chiafrist,

Each discharge is carefully evaluated because
clients with the most severe and persistent
mental illness frequently have been inappropri-
ately discharged. Monitoring discharges isa -
critical program evaluation activity. Discharges
Jrom ACT should not occur for traditional
reasons like transitioning to another program
because the person needs less care or utilization
review where service outcomes are determined
to be achieved, ACT is a service model that has
demonstrated that when services for persons
with longer-term episodic disorders are deliv-
ered in a continyous rather than time-limited
Jramework, relapse can be addressed and treat-
ment gains maintained and improved upon. In
addition, clients should not be forced out of the
program prematurely. Discharges may occur
when clients and program staff mutually agree to
the termination of services. All too often clients

are not discharged for reasons of recovery or
goal achievement but are dropped due to con-
Slicts with staff or because the complexity of the
problems and issues require too much staff time.
In circumstances when a client wants to “ fire”
the ACT team, it is important that the ACT team
be willing to listen and to accommodate the cli-
ent’s wishes/preferences regarding services. If
the client still requests discharge, their request
must be honored. The client should be given all
necessary help to arrange alternative services
and should be given priority for readmission to
ACT if they so chose. 4

Please note: Some new ACT programs stop
working with people whom the program failed to
effectively engage and admit to the program.
Problems with engagement should not be con-
Jused with reasons for discharge.
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Policy and Procedure Requirements: The ACT team shall maintain written admission and discharge
policies and procedures.

ACT standards require “ACT Policies and Proce-
dures.” Typically, the larger agency operating
ACT has written policies and procedures, but
because ACT programs are free- standing pro-
grams, because they are complex to operate,
because staff work as a team, and because serv-
ices are integrated, agency standards alone are

not sufficient. Therefore, the team leader has the
responsibility to write policies and procedures
Jor each of the areas identified in the standards.
Once policies and procedures are in place, they
maintain the organizational and services struc-
ture that supports the work and are useful in ori-
enting and training new staff.

as

Service Intensity and Capacity

{The ACT programs provide intensive services to clients in community settings. The ACT Stan-
dards not only establish a minimum staff-to-client ratio but also establish the minimum
number of staff required to cover the shifts, set the Jfrequency of staff services contacts with
clients, and require gradual admission of clients to the team. g

A. Staff-to-Client Ratio

Each ACT team shall have the organizational capacity to provide a minimum staff-to-client ratio
of at least one full-time equivalent (FTE) staff person for every 10 clients (not including the psy-
chiatrist and the program assistant) for an urban team. Rural teams shall have the organizational
capacity to provide a minimum staff-to-client ratio of at least one full-time equivalent (FTE) staff
person for every 8 clients (not including the psychiatrist and the program assistant),

to a lower ratio in settings where the clients are
consistently acutely ill, have spent long periods
of time in institutional settings, are being
released from correctional settings, or have
complicating medical conditions that require
more service contacts. Staff-to-client ratios may

safety is an issue and staff must pair up to work
in a particular neighborhood, or in rural areas
where staff must travel great geographical dis-
tances.

The staff-to-client ratio may need to be adjusted

also need to be adjusted in urban settings where

Please Note: The ACT Standards define two
sizes of ACT teams: 1) an urban/full size team
and 2) a rural/smaller size team. Teams are not
designated as urban or rural because one team
is located in an urban area and the other is in a
rural area. The distinguishing factor is that in a
rural area there may be fewer numbers of clients
with severe and persistent mental illness who
can benefit from the program. Therefore, it is not
practical to have a full size team. However, if
there are sufficient numbers of clients in a rural
area, the ACT program should be full size.

B. Staff Coverage

Each ACT team shall have sufficient numbers of staff to provide treatment, rehabilitation, and
support services 24 hours a day, seven days per week.

10




National Program Standards for ACT Teams

Staff coverage is a different measurement of provide the necessary services on a client-by-
service intensity than staff-to-client ratio and is  client basis (per the client-centered comprehen-
probably more important to successful ACT sive assessment and the individualized treatment
implementation. Staff coverage gets at the plan) in the evenings and on weekends. In addi-

critical mass of ACT staff needed to cover the 24 tion, the staff should provide crisis services ar
hours. Establishing staffing patterns (e.g., shifts,  least during regular work hours. During all

staff rotations) to regularly deliver services 24 other hours, the team may arrange coverage
hours a day, seven days a week ensures that through a reliable crisis-intervention service. In
clients have regular staff help when they need it;  this case, the rural team communicates routinely
reduces client crisis; and helps avoid staff with the crisis-intervention service (i.e., at the
burnout. Having sufficient numbers of staff is beginning of the workday to obtain information
v necessary to: 1) staff two shifts weekdays; 2) Jrom the previous evening and at the end of the

staff one shift each weekend day and holidays; 3)  workday to alert the crisis-intervention service to
schedule mental health professionals to on-call clients who may need assistance and provide
duty the hours when staff are not working; and  effective ways for helping them). The crisis-

4) have psychiatric backup available all hours intervention service should be expected to goout
the psychiatrist is not regularly scheduled to and personally see clients who need face-to-face
work. It takes a minimum of 10 staff (taking into  contact. In locations where there is no crisis-
account vacation time, sick time and staff attri-  intervention service, appropriate steps will have
tion) just to cover two 8-hour shifts weekdays to be taken for the ACT team to implement their
with a minimum of two people on the evening own system.

shift, one 8-hour shift with a minimum of two
people on weekend days and holidays, and
mental health professionals to be assigned
on-call duty the hours staff are not working. It
takes 5 FTE registered nurses to be able to have
one nurse on every shift.

When a rural team does not have sufficient staff  safety is a factor, the staff size may need to be
numbers to operate weekday, weekend, and larger to allow for 3-4 staff to work evenings,
holiday shifis, staff are regularly scheduled to weekends, and holidays.

The staff size may need to be adjusted to a larger
number in settings where the clients are consis-
tently acutely ill, have spent long periods of time
in institutional settings, are being released from
correctional settings, or have complicating
medical conditions. In urban settings, where

C. Frequency of Client Contact

1

The ACT team shall have the capacity to provide multiple contacts a week with clients expe-
riencing severe symptoms, trying a new medication, experiencing a health problem or serious
life event, trying to go back to school or starting a new job, making changes in living situa-
tion or employment, or having significant ongoing problems in daily living. These multiple
contacts may be as frequent as two to three times per day, seven days per week and depend
on client need and a mutually agreed upon plan between clients and program staff. Many, if

not all, staff shall share responsibility for addressing the needs of all clients requiring frequent
contact, :

The ACT team shall have the capacity to rapidly increase service intensity to a client when his
or her status requires it or a client requests it.

The ACT team shall provide a mean (i.e., average) of three contacts per week for all clients.
Data regarding the frequency of client contacts shall be collected and reviewed as part of the
program’s Continuous Quality Improvement (cQu) plan. ‘
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ACT varies intensity 1o meet the changing needs
of clients with severe and persistent mental
illness, to Support clients in normal community
settings, and fo provide q sufficient level of
service as an alternative to the client needing 1o
be hospitalized to receive that level of care, This
is a radical departyre Jrom how traditional sery.
ices are organized. ACT services are delivered
continuously and “titrated, » meaning that when
a client needs more services, the team provides

them, Conversely, when the client needs less
services, the team lessens Service intensity,
However, staff who have worked in traditional
mental health programs often are 5o used to
scheduling appointments with clients one time 4
week or thinking that aj] clients see the psychiq-
trist at the same inferval (e.g., medication checi
Jor fifteen minutes every 3 months) that under.
Standing and implementing intensive service
delivery is problematic.

D. Gradual Admission of Team Clients

S—

Each new ACT team shal] stagger client admissiong (e.g., 4-6 clients per month) to gradually build
Up capacity to serve no more than 100-120 clients (with 10-12 staff) on any given urban team and
0o more than 42-50 clients (with 6-8 staff) on any given rural team,

The ACT team follows g Systematic process in
beginning to work wizh individual clients which
includes screening clients referred for admis-
sion; arranging and having an admission
meeting to begin to establish a relationship with
each client and their Jamily; conducting an
initial assessment and establishing an initig]
treatment plan in collaboration with eqch client
and their family; providing immediate treatment,
rehabilitation and Support services; and con-
ducting the comprehensive assessment and
establishing the first individualized treatment
Plan with each client, ol of which takes time to
do well, T, herefore, the clients must be admitted

gradually (4-6 client per month) rather than T
Starting out at full capacity. Due to smaller team
size and geographical distances, rural teams in
particular may need to admit Jfewer clients per
month,

Please Note: While the team is building up to the
number of clients the feam will eventually serve,
it still takes full Staffing to cover the hours,
provide the intensity of services, and do the
labor intensive engagement and thorough
assessment/freatment Planning that clients with
the most severe and persistent mental illnesses
and their families deserve in order to develop a
Plan for recovery,

Staff Requirements

services. ]

A. Qualifications
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agement; individual counseling and psychotherapy; medication prescription, administration,
monitoring and documentation; substance abuse treatment; work-related services; activities of
daily living services; social, interpersonal relationship and leisure-time activity services; support
services or direct assistance to ensure that clients obtain the basic necessities of daily life; and
education, support, and consultation to clients’ families and other major supports.

1t is also important to have staff that sufficiently represents the local cultural population that the
team serves,

Team size

1. The urban program shall employ a minimum of 10 to 12 FTE multidié;ciplinary clinical staff
persons including the team leader, 1 FTE peer specialist, one to 1.5 FTE program assistants,
and 16 hours of psychiatrist time for every 50 clients on the team.

2. The rural program shall employ a minimum of 6 to 8 FTE multidisciplinary clinical staff
persons, including one team leader, one FTE peer specialist, one FTE program assistant, and
16 hours of psychiatrist time for every 50 clients on the team.

The psychiatrist and the program assistant positions are not counted in the minimum number of mul-
tidisciplinary clinical staff positions.

Mental Health Professional

On an urban team of the 10 to 12 FTE multidisciplinary clinical staff positions, there are a
minimum of 8 FTE mental health professionals (including one FTE team leader). On a rural team
of 6 to 8 FTE multidisciplinary clinical staff, there are a minimum of 5 FTE mental health profes-
sionals. Mental health professionals have: 1) professional degrees in one of the core mental health
disciplines; 2) clinical training including internships and other supervised practical experiences in
a clinical or rehabilitation setting; and 3) clinical work experience with persons with severe and
persistent mental illness. They are licensed or certified per the regulations of the state where the
team is located and operate under the code of ethics of their professions. Mental health profes-

* sionals include persons with master’s or doctoral degrees in nursing, social work, rehabilitation

counseling, or psychology; diploma, associate, and bachelor’s degree nurses (i.e., registered
nurse); and registered occupational therapists. :

1. Required among the mental health professionals are: 1) on an urban team, 5 FTE or at least 3
FTE registered nurses and 2) on a rural team, 2 FTE registered nurses (for either team, a team
leader with a nursing degree cannot replace one of these FTE nurses).

2. Also required among the mental health professionals are: 1) on an urban team, a minimum of
4 FTE master’s level or above mental health professionals (in addition to the team leader)
with at least one designated for the role of vocational specialist, preferably with a master’s
degree in rehabilitation counseling; and 2) on a rural team, a minimum of 2 FTE master’s
level or above mental health professionals (in addition to the team leader) with designated
responsibility for the role of vocational specialist, preferably with a master’s degree in reha-
bilitation counseling,
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3. One or more mental health professionals with training and experience in substance abuse
assessment and treatment shall be designated the role of substance abuse specialist.

Position Urban Rural
Team leader 1 FTE 1 FTE
Psychiatrist 16 Hours for 50 Clients |16 Hours for 50 Clients
Registered Nurse 5 FTE or at least 3 FTE |2 FTE
Peer Specialist 1 FTE 1 FTE
" | Master's tevel 4FTE 2 FTE
Other level 1-3 FTE 1.5-25FTE
Program/Administrative Assistant I-L5FTE 1 FTE

D. Required staff

L. Team Leader: A full-time team leader/supervisor who is the clinical and administrative
supervisor of the team and who also functions as a practicing clinician on the ACT team. The

team leader has at least a master’s degree in nursin » social work, psychiatric rehabilitation or
psychology, or is a psychiatrist,

Practicing clinician means that the team leader direct service delivery without having first-hand

is a competent clinician, who leads client- knowledge of each client and their family. In
centered assessment and individualized treat- addition, Sirst-hand knowledge of clients makes
ment planning by working side-by-side with the clinical supervision by far more effective and
client and team members. It is very difficult to credible,

2. Psychiatrist: A psychiatrist, who works on a full-time or part-time basis for a minimum of 16
hours per week for every 50 clients. The psychiatrist provides clinical services to all ACT
clients; works with the team leader to monitor each client’s clinical status and response to
treatment; supervises staff delivery of services; and directs psychopharmacologic and medical

services.
- The ACT psychiatrist functions as a team hours should be sufficient blocks of time on con-
member, not just as a consultant o the team. The  sistent days in order to carry out his or her
team psychiatrist sees clients and has clinical clinical, supervisory, and administrative respon-
Supervisory responsibilities Jor clients and staff;,  sibilities. It is also hecessary to arrange for and
regularly participates in daily staff organiza- provide psychiatric backup all hours the Dsy-
tional meetings and treatment planning meet- chiatrist is not regularly scheduled to wort. If

ings, and directs operation of the medication and availability of the Ppsychiatrist during all hours is
medical services. Even though the psychiatrist not feasible, alternative Dsychiatric backup must
may work part-time, it is very important that the  be arranged (e.g., mental health center psychia-
Psychiatrist have designated hours when he or trist, emergency room Dsychiatrist),

she is working on the team. The psychiatrist’s

14
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3. Registered Nurses: On an urban team, five FTE registered nurses (or at least 3 FTE registered
nurses) and on a rural team, 2 FTE registered nurses. A team leader with a nursing degree
cannot replace one of the FTE nurses.

Registered nurses are invaluable on ACT teams
because they provide medical assessment and
services as well as treatment and rehabilitation
Services. It is important to have sufficient
numbers in order to have nurses to work the
majority of shifis. It takes 5 FTE registered
nurses 10 have one nurse on every urban team
shifi. On a rural team it is impossible to staff

with only one nurse. Providers starting ACT
teams are often hesitant to hire the number of
nurses needed because they believe they cost too
much. In fact, the failure to pay adequate sala-
ries highly correlates to poor quality staff and
high staff turnover in public mental health
systems.

Master’s Level Mental Health Professionals: On an urban team, a minimum of 4 FTE mas-
ter’s level or above mental health professionals (in addition to the team leader), with at least
one designated for the role of vocational specialist, preferably with a master’s degree in reha-
bilitation counseling. On a rural team, a minimum of 2 FTE master’s level or above mental
health professionals (in addition to the team leader) with at least one FTE who has designated

responsibility for the role of vocational specialist, preferably with a master’s degree in reha-

bilitation counseling.

Many rural teams are staffing with the majority
of the staff being master’s level mental health
professionals. Because of the small staff size,
there is a greater need for the majority of the

staff to have clinical training and credentials to
independently carry out treatment and rehabili-
tation services.

Substance Abuse Specialist: One or more mental health professionals with training and
experience in substance abuse assessment and treatment shall be designated the role of sub-

stance abuse specialist.

The ACT team provides most of the substance
abuse treatment services for clients with severe
and persistent mental illness and co-existing sub-

assessment and treatment approaches employ an
integrated treatment model in which mental
health and substance abuse treatment are pro-

stance abuse disorders. The most effective vided simultaneously.

Peer Specialist: A minimum of one FTE peer specialist on either an urban team or a rural
team. A person who is or has been a recipient of mental health services for severe and persis-
tent mental illness holds this position. Because of life experience with mental illness and
mental health services, the peer specialist provides expertise that professional training cannot
replicate. Peer specialists are fully integrated team members who provide highly individual-
ized services in the community and promote client self-determination and decision-making,
Peer specialists also provide essential expertise and consultation to the entire team to promote
a culture in which each client’s point of view and preferences are recognized, understood,
respected and integrated into treatment, rehabilitation, and community self-help activities.
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The peer specialist must be paid a salary com- employed in any of the other required positions
mensurate with other staff members. In addition,  and should be paid at the professional rate,
consumers who have the credentials can be

1. Remaining Clinical Staff: The remaining clinical staff may be bachelor’s level and parapro-
fessional mental health workers who carry out rehabilitation and support functions. A bache-
lor’s level mental health worker has a bachelor’s degree in social work or a behavioral
science, and work experience with adults with severe and persistent mental illness. A para-
professional mental health worker may have a bachelor’s degree in a field other than behav-

.. 1loral sciences or have a high school degree and work experience with adults with severe and
persistent mental illness or with individuals with similar human-services needs. These para-
professionals may have related training (e.g., certified occupational therapy assistant, home
health care aide) or work experience (e.g., teaching) and life experience.

Because it is impossible to provide on-the-job- ment and hiring are extremely important when
training, staff must be hired with education and Silling all positions but particularly when Jilling
experience in working with persons with severe  positions with persons without professional
and persistent mental illness. Therefore, recruit- degrees and training.

8. Program/Administrative Assistant: The program/administrative assistant (1-1.5 FTE in an
urban setting or 1 FTE in a rural setting) who is responsible for organizing, coordinating, and
monitoring all nonclinical operations of ACT, including managing medical records: operating
and coordinating the management information system; maintaining accounting and budget
records for client and program expenditures; and providing receptionist activities, including
triaging calls and coordinating communication between the tearn and clients.

Persons with training as Licensed Practical support staff in mental health or health care set-
Nurses (LPN) or who have worked as hospital tings are ideal for this position,
unit program assistants or administrative

Policy and Procedure Requirements: The ACT team shall: 1) maintain written personnel policies and
procedures for hiring; 2) establish core staff competencies, orientation, and training; and 3) maintain per-
sonnel files for each team member containing the job application, copies of credentials or licenses, posi-
tion description, annual performance appraisals, and individual orientation and training plan.

Program Organization and Communication
[Working as a multidisciplinary team, staff organization and communication are critical

when delivering highly individualized services in community settings. Unless the ACT
program organization and communication structure is solidly in place, it is impossible for
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teams to provide intense, well-organized, multiple services to clients while ensuring
coordination of care, Therefore, the hours of operation, stqff coverage, place of treatment,

staff communication and planning, and staff supervision are the required structure of ACT
operaton and support all service delivery,]

A. Hours of Operation and Staff Coverage

1. Urban Teams

a. The ACT team shall be available to provide treatment, rehabilitation, and support activi-
ties seven days per week. This means:

a.

I

i,

iv.

Regularly operating and scheduling staff to work two 8-hour shifts with a minimum

of 2 staff on the second shi » thus providing services at least 12 hours per day week-
days. ;

Regularly operating and scheduling staff to work one 8- hour shift with a mininum
of 2 staff each weekend day and every holiday.

Regularly scheduling mental health professionals for on-call duty to provide crisis
and other services the hours when staff are not working. ACT team staff who are
experienced in the program and skilled in crisis-intervention procedures shall be on
call and available to respond to clients by telephone or in person.

Regularly arranging for and providing psychiatric backup all hours the psychiatrist is
not regularly scheduled to work. [f availability of the AcT psychiatrist during all

The ACT team shall be available to provide treatment, rehabilitation, and support activi-
ties seven days per week. When a rural team does not have sufficient staff numbers to
operate two 8-hour shifis weekdays and one 8-hour shift weekend days and holidays,
staff are regularly scheduled to provide the necessary services on a client-by-client basis

i

ii.

iii,

Regularly scheduling staff to cover client contacts in the evenings and on weekends.

Regularly scheduling mental health professionals for on-cal] duty to provide crisis

17



. iv. Regularly arranging for and providing psychiatric backup all hours the psychiatrist is
not regularly scheduled to work, If availability of the ACT psychiatrist during all
hours is not feasible, alternative psychiatrist backup should be arranged (e.g., mental
health center psychiatrist, emergency room psychiatrist).

Many mental health programs espouse to
provide 24-7 services, when in fact, the staff only
works Monday through Friday eight-to-five with
telephone crisis or emergency room coverage the
rest of the hours. While ACT teams rotate staff to
cover 8-hour shifis, they provide their own
on-call and will go out to see clients Jace-to-face
as necessary. In rural ACT programs where
crisis intervention services are limited, it is very
important for ACT to develop a system for face-
to-face crisis response. It is not acceptable to
leave crisis work to law enforcement alone
because that is traumatizing to clients and unfair
to law enforcement.

Please Note: The ACT Standards define two
sizes of ACT teams: 1) an urban/full size team
and 2) a rural/smaller size team. Teams are not
designated as urban or rural because one team
is located in an urban area and the other is in a
rural area. The distinguishing factor is that in a
rural area there may be fewer numbers of clients
with severe and persistent mental illness who
can benefit from the program. Therefore, it is not
practical fo have a full size team. However, if
there are sufficient numbers of clients in a rural
area, the ACT program should be full size.

B. Place of Treatment

Each new urban team shall set a goal of providing 75 percent of service contacts in the commu-
nity in nonoffice-based or nonfacility-based settings, while each new rural team shall set a goal of
providing 85 percent of service contacts in the community in nonoffice-based or nonfacility-
based settings. Data regarding the percentage of client contacts in the community will be col-
lected and reviewed to verify that goals are being met as part of the program’s Continuous
Quality Improvement (CQI) plan.

An essential ingredient in the way that services
are delivered in the ACT program is “assertive
outreach.” The majority of treatment and reha-
bilitation interventions take place “in the com-
munity, " that is, in the client’s own place of
residence and neighborhood, at employment
sites in the community, and in the same sites of
recreation and leisure activities that all citizens

use (e.g., parks, movie houses, and restaurants).
The rationales for use of assertive outreach is to
enable the provision of psychosocial services “in
vive,” where clients need to use them. The latter
Jactor eliminates the need for fransfer of
learning, which has been difficult to achieve for
many persons with serious mental illnesses.

C. Staff Communication and Planning

1. The ACT team shall conduct daily organizational staff meetings at regularly scheduled
times per a schedule established by the team leader. These meetings will be conducted in
accordance with the following procedures:

a. The ACT team shall maintain a written daily log, using either a notebook or a cardex. The
daily log provides:
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*  Aroster of the clients served in the program, and

&

Update staff on the treatment contacts which occurred the day before and to provide g Sys-
tematic means for the team to assess the day-to-day progress and status of aJ] clients,

During the daily Organizational staff meeting, the AcT team shall also revise treatment
plans as needed, plan for emergency and crisis situations, and adgd Service contacts to the
daily staff assignment schedye per the revised treatment plang.
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Staff communication and scheduling (i.e., daily treatment and necessary to achieve effectiveness
organizational staff meetings and treatment and efficiency in mental health service delivery.
planning meetings) are critical to overall opera- Understanding and implementation of this

tion and teamwork. This level of detailed organi-  section of the ACT Standards is essential to
zation is foreign to traditional mental health team operation.

services but is fundamental to evidence-based

D. Staff Supervision

Each ACT team shall develop a written policy for clinical supervision of all staff providing treat-
ment, rehabilitation, and support services. The team leader and psychiatrist shall assume responsi-

bility for supervising and directing all staff activities. This supervision and direction shall consist
of:

1. Individual, side-by-side sessions in which the supervisor accompanies an individual staff
member to meet with clients in regularly scheduled or crisis meetings to assess staff perform-
ance, give feedback, and model alternative treatment approaches;

2. Participation with team members in daily organizational staff meetings and regularly sched-
uled treatment planning meetings to review and assess staff performance and provide staff
direction regarding individual cases;

3. Regular meetings with individual staff to review their work with clients, assess clinical per-
formance, and give feedback;

4. Regular reviews, critiques, and feedback of staff documentation (i.e., progress notes, assess-
ments, treatment plans, treatment plan reviews); and

5. Written documentation of all clinical supervision provided to ACT team staff.

Policy and Procedure Requirements: The ACT team shall maintain written program organization policies
and procedures, including required hours of operation and coverage, staff communication and planning,
emphasis on team approach, and staff supervision, as outlined in this section.

Client-Centered Assessment and Individualized Treatment Planning

[The purpose of the entire AcT client-centered assessment and individualized treatment plan-
ning process is to “put the story together” side-by-side with the client. Mutually reviewing
and learning exactly what has happened to the client leads to a client-centered plan. The
client and the ITT work together to formulate and prioritize the issues, set goals, research
approaches and interventions, and establish the plan. The plan is individually tailored so
that the Ireatment/rehabilitation/support approaches and interventions achieve optimum
Symptom reduction, help fulfill the personal needs and aspirations of the client, take into
account the cultural beliefs and realities of the individual, and improve all the aspects of psy-
chosocial functioning that are important to the client.]

A. Initial Assessment

An initial assessment and treatment plan shall be done the day of the client’s admission to ACT by
the team leader or the psychiatrist, with participation by designated team members,
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B. Comprehensive Assessment

Each part of the assessment area shall be completed by an ACT team member with skill and
knowledge in the area being assessed. A team member with training and interest in the area does
cach part and becomes the specialist in that particular area with the client. The assessment is
based upon all available information, including that from client interview/self-report, family
members and other significant parties, and written summaries from other agencies, including
police, courts, and outpatient/inpatient facilities, where applicable. A comprehensive assessment
shall be initiated and completed within one month after a client’s admission according to the fol-
lowing requirements:

L.

In collaboration with the client, the ITT will complete a psychiatric and social functioning

history time line.

In collaboration with the client, the comprehensive assessment shall include an evaluation in

the following areas:

a. Psychiatric History, Mental Status, and Diagnosis: The psychiatrist is responsible for
completing the psychiatric history, mental status, and diagnosis assessment. (Using infor-
mation derived from the evaluation, a psychiatrist or a clinical or counseling psychologist
shall make an accurate diagnosis from those listed in the American Psychiatric Associa-
tion’s DSM IV.) The psychiatrist presents the assessment findings at the first treatment 7

planning meeting.

The psychiatric history, mental status, and diag-
nosis assessment is to carefully and systemati-
cally collect and assess information from the
client, the family, and past treatment records
regarding the onset, precipitating events, course
and effect of illness, including past treatment and
treatment responses, risk behaviors, and current
mental status. The purpose is to effectively plan

with the client and his family the best treatment
approach to eliminate or reduce symptomatology
and to ensure accuracy of the diagnosis. The
psychiatrist, in carrying out the psychiatric
history, mental status, and diagnosis assessment,
writes a psychiatric history narrative for the cli-
ent’s medical record,

b. Physical Health: A registered nurse is responsible for completing the physical health
assessment. The registered nurse presents the assessment findings at the first treatment

planning meeting.

Because physical health has been ignored for
many people with severe and persistent mental
illness, the purpose of the physical assessment is
to thoroughly assess health status and any
medical conditions present to ensure that appro-

priate treatment, follow-up, and support are pro-
vided to the client. The first interview to begin
this assessment should take place within 72
hours of admission.

c. Use of Drugs and Alcohol: A team member with experience and training in dual diag-
nosis substance abuse assessment and treatment is responsible for completing the use of
drugs and alcohol assessment. The substance abuse specialist presents the assessment
findings at the first treatment planning meeting.
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Substance use is typically not well enough
assessed with persons with severe and persistent
mental illness. It requires a lot of time to accu-
rately assess substance use to establish abuse of
or dependency on substances. The purpose of the
use of drugs or alcohol assessment is to collect
information to assess and diagnose if the client
has a substance abuse disorder and to develop

appropriate treatment interventions to be inte-
grated into the comprehensive treatment plan,
Team members who are dual-diagnosis special-
ists join with the individual treatment teams and
take primary responsibility Jor assessment, plan-
ning, and treatment for clients with substance
use problems.

d. Education and Employment: A team member with experience and training in vocational

assessment and services is responsible for com

pleting the education and employment

assessment. The vocational specialist presents the assessment findings at the first treat-

ment planning.

Employment is very important to people with
mental illness and is a normalizing structure that
is helpful in symptom management, ACT
excludes no one because of a poor work history
or because of ongoing symptoms or impairments
related to mental illness. The purpase of the edu-
cation and employment assessment is to deter-
mine with the client how he or she is currently

Structuring time: current school or employment
Status; interests and preferences regarding
school and employment; and how sympto-
matology has affected previous and current
school and employment performance. This
assessment begins with the working relationship
between the client and the vocational specialist
to establish educational and vocational goals.

Social Development and Functioning: A team member who is interested and skillful in
attainment and restoration of social/interpersonal skills and relationships and who is
knowledgeable about human development is responsible for completing the social devel-

opment and functioning assessment. The team
the assessment findings at the first treatment p

member who does the assessment presents
lanning meeting.

The purpose of the social development and func-
tional assessment is to obtain information from
the client about his or her childhood, early
attachments, role in family of origin, adolescent
and young adult development, culture, religious
beliefs, leisure activities, interests, and social
skills. This enables the ACT team to evaluate

how symptomatology has interrupted or affected
personal and social development. It also collects
information regarding the client’s involvement
with the criminal justice system. In addition, it
identifies social and interpersonal issues appro-
priate for supportive therapy,

f

Activities of Daily Living (ADL): Occupational therapists and nurses are responsible to
complete the ADL assessment because team members in these professions have training to
conduct ADL assessments. Other staff members with training to do the assessment and
who have interest in and compassion for clients in this area may complete the ADL
assessment. The team member who does the assessment presents the assessment findings

at the first treatment planning meeting,
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The purpose of the activities of daily living tablish and maintain activities of daily living,

assessment is to evaluate the individual’s current Good activities of daily living (ADL) Junctioning
ability to meet basic needs (e.g., personal are basic to Successful community adjustment for
hygiene, adequate nutrition, medical care); the persons with severe and persistent mental
quality and safety of the client’s current living illness. Consistent assistance to meet ADJ, needs
Situation; the adequacy of the client’s Jfinancial helps clients to Jeel better and Jess vuinerable
resources, the effect that symptoms and impair- living in the community. Occupational therapists

ments of mental illness have had on self-care; and nurses have the training to complete the

the client’s ability to maintain an independent ADL assessment, However, other staff members
living situation, and the client’s desires and can be trained to do the assessment but they
individual preferences. This enables the ACT must have interests in and compassion for clients
leam fo determine the Jeve] of assistance, in order to work in this areq.

Support, and resources the client needs to rees-

]

Historically, people with severe and persistent  family structure and relationships assessment is

mental illness have received most of their to obtain information Jrom the client’s Jamily
Support and care fiom their Sfamilies, This is and other significant people about their perspec-
especially true for people of color who tend to tive of the client’s mental illness and to deter-

have strong JSamily ties. The best way foengage  mine their level of understanding about men tal
Jamilies from diverse communities is to respect illness as well as theiy expectations of ACT sery-
and work within their beliefs and valyes, Many  jces. This information allows the team to define,
clients have children, and clienys’ ability to With the client, the contact or relationship ACT
parent may be compromised by their mental will have with the Jamily in regard to the client’s
illness. Unfortunately, it has also been the case goals, treatment, and rehabilitation. This gssess-
that mental health providers have not included ment is begun during the admission meeting with
or welcomed the barticipation of families or the client and the Jamily members or Significant
other significant people. The purpose of the others who are Pparticipating in the admission,

While the assessment process shall involve the input of most, if not all, team members, the
client’s psychiatrist, service coordinator (case manager), and ITT members will assume
responsibility for preparing the written narrative of the results and formulation of the psychi-
atric and social functioning history time line and the comprehensive assessment, ensuring that
a psychiatric and social functioning history time line and comprehensive assessment are com-
pleted within one month of the client’s admission to the program.

The service coordinator and ITT members wil] be assigned by the team leader in collaboration
W

ith the psychiatrist by the time of the first treatment planning meeting or within thirty days
after admission.
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C. Individualized Treatment Planning
Treatment plans will be developed through the following treatment planning process:

1. The treatment plan shall be developed in collaboration with the client and the family or
guardian, if any, when feasible and appropriate. The client’s participation in the development
of the treatment plan shall be documented, Together the ACT team and the client shall assess
the client’s needs, strengths, and preferences and develop an individualized treatment plan,
The treatment plan shall 1) identify individual issues/problems; 2) set specific measureable
long- and short-term goals for each issue/problem; 3) establish the specific approaches and
interventions necessary for the client to meet his or her goals, improve his or her capacity to
function as independently as possible in the community, and achieve the maximum level of

.. Tecovery possible (i.e., a meaningful, satisfying, and productive life).

2. As described in Section VI, ACT team staff shall meet at regularly scheduled times for treat-
ment planning meetings. At each treatment planning meeting the following staff should
attend: the team leader, the psychiatrist, the service coordinator (case manager), individual
treatment team members, the peer specialist and all other ACT team members involved in
regular tasks with the client.

3. Individual treatment team members are responsible to ensure the client is actively involved in
the development of treatment (recovery) and service goals. With the permission of the client,
ACT team staff shall also involve pertinent agencies and members of the client’s social
network in the formulation of treatment plans.

4. Each client’s treatment plan shall identify his or her issues/problems, strengths/ weaknesses,
and specific measurable goals. The treatment plan must clearly specify the approaches and
interventions necessary for the client to achieve the individual goals (achieve recovery) and
identify who will carry out the approaches and interventions.

5. The following key areas should be addressed in every client’s treatment plan: 1) psychiatric
illness or symptom reduction; 2) housing; 3) activities of daily living (ADL); 4) daily structure
and employment; and 5) family and social relationships. The service coordinator (case
manager) and the individual treatment team, together with the client, will be responsible for
reviewing and rewriting the treatment goals and plan whenever there is a major decision point
in the client’s course of treatment (e.g., significant change in client’s condition or goals) or at
least every six months. Additionally, the service coordinator shall prepare a summary (i.e.,
treatment plan review) which thoroughly describes in writing the client’s and the ITT’s
evaluation of his or her progress/goal attainment, the effectiveness of the intervertions, and
the client’s satisfaction with services since the last treatment plan. The plan and review will
be signed or verbally approved by the client, the service coordinator, individual treatment
team members, the team leader, the psychiatrist, and all ACT team members.

The ACT client-centered approach to individual- individualized treatment planning. There is

ized services may be easy for mental health pro-  probably no better process to build a working
Jessionals to accept philosophically but it is often relationship with clients and their families and to
harder for them to grasp conceptually and put strategize more effective interventions than ACT
into practice. All clinical and rehabilitation serv- comprehensive assessment and individualized
ices begin with comprehensive assessment and treatment planning.
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Policy and Procedure Requirement: The act team shall maintajn written assessment and treatment plan-
ning policies and procedures Incorporating the requirements outlined in this section,

VIII. Required Services

symptoms and psychosocial Junctioning, and 2) achieve personal 8oals. Accepted current
Dractice interventions which are provided in assertive community treatment inclyde- SUppor-
tive counseling and Dpsychotherapy, including cognitive behavioral therapy, personal therapy,

Operating as a continuous treatment service, the ACT team sha]] have the capébility to provide com-
prehensive treatment, rehabilitation, and support services as a self-contained service unit,

Services shall minimally include the following:

A. Service Coordination

Each client will be assigned a service coordinator (case manager) who coordinates and monitors
the activities of the client’s individual treatment team and the greater ACT team, The primary
responsibility of the service coordinator is to work with the client to write the treatment plan, to
provide individual supportive counseling, to offer options and choices in the treatment plan, to
ensure that immediate changes are made as the client’s needs change, and to advocate for the cli-
ent’s wishes, rights, and preferences, The service coordinator is also the first staff person called
on when the client is in crisis and is the primary support person and educator to the individual cli-
ent’s family. Members of the client’s individua] treatment team share thege tasks with the service
coordinator and are responsible to perform the tasks when the service coordinator is not working,
Service coordination also includes coordination with community resources, including consumer
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B. Crisis Assessment and Intervention

Crisis assessment and intervention shall be provided 24 hours per day, seven days per week.
These services will include telephone and face-to-face contact and will be provided in conjunc-
tion with the Iocal mental health system’s emergency services program as appropriate,
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On a planned gpq a5-needed bagis, 1, help
their Personal goals, to Cope with the Stressors of day-to-day Living, and t,

D. Medication Prescription, Administration, Monitoring and Documentation
I. The act team Psychiatrist sha;-
8. Establish ap individya] clinica] relationship with each client g

b. Assess each client’s mental illnegs Symptoms ang provide verbg] and written Informatiop
about menta] illnegs

8. Record Physician orders

b. Order medication

d. Provide Security for medicatjong (e.g., daily and longer-term Supplies, long-term
injectable, and longer term Supplies) and get aside a private designated area for get up of



Stance Abuse Services

Provision ofa Stage-bageq treatment mode] thy; is non-conﬁontational, considerg interactions of
Mental illpegg and substance abuse, ang has client~detennined 8oals, This shal] include but is not
S e . jons in; _

Prockm-kq JO & DiC'lememe, C.C The n’anstheoretical approacy;- Cro.s'.s'z‘ng traditiong) boundaries o therapy,
Hommvood IL: Doy Jones/[rwin. 1984,

Mony;, £ Abrams, D, Caden, p, & Cooney, pr by reating ajeopy) a’epender;ce. New Yo Gilford 1989
7 i leok

2, Perform househojq activities, incIuding house cIeaning, Cooking, 8&rocery shopping, and
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L Peer Support Services
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a Scrimip
reduce clients® seif-imposed Stigmag:

eling ang Support
2. Introduction

d Teferra] tq Consumer sel
Promote recovery

1. Peer coung

dJ. Support Services

I direct assistance to eng
including but not

ure th
ecessarily limited 4.
1, Medicaj and dengy) Serviceg
2, Safe, clean, affordap]e housing
3. nancia] g, DOrt and/or benefits Counselin
tiong] Rehabihtat N, Home Energy Assig
4. Socia] Service
5. Transportation
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National Program Standards for ACT Teams

K. Education, Support, and Consultation to Clients’ Families and Other Major Supports

Services provided regularly under this category to clients” families and other major supports, with
client agreement or consent, include:

1. Individualized psychoeducation about the client’s illness and the role of the family and other
significant people in the therapeutic process

2. Intervention to restore contact, resolve conflict, and maintain relationships with family and or
other significant people

3. Ongoing communication and collaboration, face-to-face and by telephone, between the ACT
team and the family

4. Introduction and referral to family self-help programs and advocacy organizations that
promote recovery

5. Assistance to clients with children (including individual supportive counseling, parenting
training, and service coordination) including but not limited to:

a. Services to help clients throughout pregnancy and the birth of a child

b. Services to help clients fulfill parenting responsibilities and coordinate services for the
child/children

¢. Services to help clients restore relationships with children who are not in the client’s
custody

Policy and Procedure Requireﬁzent: The ACT team shall maintain written policies and procedures for all
services outlined in this section.

IX. Client Medical Record

[Since ACT records often require more documentation than many mental health agencies do,
the team leader and the psychiatrist need to work with/get approval from mental health
agency administrators and medical records personnel to set up an ACT medical record which
will satisfy the agency policies and the federal and state laws. In addition, the ACT client
record needs to be located physically with the ACT program. ]

A,
B.

C.

The ACT team shall maintain a treatment record for each client.

The treatment record is confidential, complete, accurate, and contains up-to-date information rele-
vant to the client’s care and treatment.

The record shall accurately document assessments, treatment plans, and the nature and extent of
services provided, such that a person unfamiliar with the ACT team can easily identify the client’s
treatment needs and services received.

The team leader and the program assistant shall be responsible for the maintenance and security
of the client treatment records.

The client records are located at ACT team headquarters and, for confidentiality and security, are
to be kept in a locked file.

For purposes of confidentiality, disclosure of treatment records by the ACT team is subject to all
the provisions of applicable state and federal laws.
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G. Clients shall be informed by staff of their right to review their own records and the steps required
to request to do so.

H. Each client’s clinical record shall be available for review and to be copied by the client and the
guardian, if any,

Policy and Procedure Requirement: The ACT team shall maintain written medical records management poli-
cies and procedures,

X.  Client Rights and Grievance Procedures

of 199142 US.C. 1080 et seg,)]

A. ACT teams shall be knowledgeable about and familjar with client rights including the right
to: )

1. Confidentiality

2. Informed consent to medication and treatment

3. Treatment with respect and dignity

Prompt, adequate, and appropriate treatment

Treatment which is under the least restrictive conditions
Nondiscrimination

Control of own money

A S

File grievances or complaints

B. ACT teams shall be knowledgeable about and familiar with the mechanisms to implement
and enforce client rights:

1. Grievance or complaint procedures under state law

2. Medicaid |

3. Americans with Disabilities Act

4. Protection and Advocacy for Individuals with Menta] Illness

C. ACT teams shall be prepared and provide clients appropriate information and referra] to
the Protection and Advocacy Agency and other advocacy groups,

Policy and Procedure Requirement: The ACT team shall maintain client rights policies and procedures,
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National Program Standa rds for ACT Teams

How ACT teams understand and implement

fo: 1) understand and comply with client rights
client rights and grievance or complaint proce-

law to ensure that ACT clients know their rights

dures is basic to what the ACT client-centered and that their rights are respected, and 2) imple-

approach is all about. Client-centered means ment a client and family “friendly” grievance

each client is listened to, respected, encouraged, system which effectively hears and resolves

and supported to direct his or her own treatment  client &rievances or complaints about ACT sery-
plan and services. T, herefore, ACT teams need ices and ACT staff.

e ]

XL Culturally and Linguistically Appropriate Services (CLAS) United States. (Dept. of Health and Human
Services. Office of Minority Health, National Standards Jor Culturally and Linguistically Appropriate Services in Health Care:
Final Report. [Rockville, MD]: U.S. Dept, of Health and Human Services, 2001.)

[Cultural Competency is a set of co

together in a system, agency, or among professionals that enable th
cross-cultural situations. Cultural competency is the acceptance an

ngruent behaviors, attitudes, and policies that come

em to work effectively in
d respect for difference, a

continuous self assessment

regarding culture, an attention to the dynamics of difference, the

ongoing development of cultural knowledge, and the Tesources and flexibility within
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B. ACT teams should implement strategies to recruit, retain, and promote a diverse staff that are rep-
resentative of the demographic characteristics of the service area,

C. ACT teams should ensure that staff at all levels and across all disciplines receive ongoing educa-
tion and training in culturally and linguistically appropriate service delivery.
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ing Organizationg| self-assessments of CLAS-relateq
T€ encouraged to integrate cultura] angd linguistic Competence-related measures intg
their internga) audits, performance improvement Programs, client satisfaction assessments and
Outcome-based evaluations._

J. aAcr should ensyre that data on the individua] client’s Tace, ethnicity, ang spoken and Written Jan-
guage are collected in health Tecords, integrateq into the Organizatijon’s Management informatjon

Systems, and pe Periodically Updated,

. K Act teams shoyld develop participa.tory, collaborative Partnerships with Communities ang utilize
a variety of formg] and informa] mechanismg to facilitate Community anq client involvement in

L. acr should ensure that confljct and grievance resolution Processes are culturally ang linguisti-
cally sensitjye and capable of identifying, Preventing and resolving Cross-culturg] conflicts or

ACT is Encouraged to regularly make available to the public information about thejr Progress and
Successfi] innova_tions in implementing the CLAS Standards and provide publjc notice in thejy
Communities ahoyt the availability of this informati, ,

Policy ang Procedyre Requirement: The AcT team sha]] maintain Written Cultu_rally and Linguisticaﬂy
Appropriate Services (CLAS) policies and Procedures mcorporating the Tequirementg outlined in thig
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A A Statement of the program’s objectiveg, The objecy;

clients or target popul,

B. Measurapje Criteria thag shall be applied in det,

achieved.

B. The Stakeho]der adviso

ation,

leges. Group memb

Iy group shajj:

1. Promote Quality AcT mode] pProgramgs

2, Monitor fidelity ¢,
3. Guide and aggjgt wi

Crs

]
tice System, housing authoritieg,

hip shajy also Tepresent the cultura] dj

Iandlords, emp]

oyers,




Tt el

6. Promote and engyy,
ment Programg.

€ clients’ em

Policy ang Procedyre Requiremen(: The o
f ¢ ;

polici
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