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The Program of Assertive Community Treatment (PACT) model uses a multidisciplinary team to provide comprehensive treatment, rehabilitation and support services to help persons with the most severe and persistent mental illnesses to live independent lives in the community rather than in facilities or institutions.   Individual consumers are able to count on supportive, knowledgeable, collaborative, well organized, and readily available staff to listen to them and provide services and support that are tailored and carefully planned to meet their individual needs and support their recovery.   Although 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 primarily on symptom relief, as the medical model dictates, recovery casts a much wider spotlight on restoration of self-esteem and identity and on attaining meaningful roles in society.” (Mental Health: A Report of the Surgeon General, 1999, p 97)    Furthermore, the Surgeon General’s Report on Mental Health points up that mental health services continue to be shaped by the consumer and recovery emphasis and that the most tangible changes in services come from assertive community treatment and psychosocial and vocational rehabilitation, which emphasize an array of approaches to maximize functioning and promote recovery.

The PACT client-centered approach to individualized services is the process by which ACT staff individually plan and organize work with each client.  The process begins with ACT staff engaging with each client in a therapeutic relationship and collecting valid information in order to develop a compassionate and evolving understanding of the person.  Comprehensive assessment of all the information collected leads to the development of an appropriate treatment approach or plan to meet each person’s immediate and longer-term needs.   The content, amount, timing, and kinds of treatment, rehabilitation, and supports delivered by ACT vary enormously among clients.   There is also can be great variation in service needs for each client across time.  

The process is highly dependent on the development of a productive and responsive partnership between the ACT team and the individual and their family.  The relationship begins when the person first meets the ACT staff and the assessment and planning process is established to get to know the person, what he or she is experiencing, and what services and support should begin immediately.   “Careful history taking” is fundamental for ACT to learn from the person when the problems with mental illness began, how symptomatology has affected or interfered with life functioning, what treatment and services have been received, which of those services have been most helpful and effective, which services should never be tried again, and what personal preferences and considerations are important to the person - which ACT staff should know and respect.    

Past medical and treatment records are assembled and carefully reviewed with the client to establish the salient facts and correct errors in the records.  Current needs in all domains of life functioning (i.e., Psychiatric History, Mental Status, and Diagnosis; Physical Health, Use of Drugs and Alcohol, Education and Employment, Social Development and Functioning, Activities of Daily Living and Family Structure and Relationships) are evaluated with each client by staff that have expertise and understanding of the area.   

The information collected is presented, discussed, and analyzed by the ACT staff and carefully reviewed with the client and their family.  Then the treatment plan is formulated and written detailing the specific issues which will be addressed, sets goals, specifies what services and supports will be provided and which staff will provide them, determines how and when the helpfulness and effectiveness of the services and supports will be evaluated and when the plan will be revised with the individual.   A written assessment documents the information that has been gathered.  Both the assessment and the first written plan are required thirty days from admission.   This process begins a record or history that will be used by the person and the ACT staff to evaluate progress, and treatment/rehabilitation effectiveness and to fine-tune or change interventions.  

PACT client-centered comprehensive assessment and individualized treatment planning is difficult for staff on new ACT teams to grasp and implement.  Previous training and/or work experience in traditional mental health service delivery cause staff to have preconceived notions that they are in charge and should direct treatment.   Frustration over clients not doing “ what is good for them”, leads them not to like or appreciate people struggling with severe mental illness.  Staff roles, activities, and relationships with clients are very different in ACT than traditional services and require staff to change from the distant and in-control professional to active side-by-side partners.   The intent of this paper is 

· to help ACT staff further their conceptual understanding of why   PACT tailors treatment, rehabilitation and support services to the individual client

· to discuss the barriers staff have to putting comprehensive assessment and individualized treatment planning into practice, and 

· to offer staff more information about PACT client-centered comprehensive assessment and individualized treatment planning.   

The paper clearly establishes who on the ACT team is responsible to lead comprehensive assessment and individualized treatment planning and to set up a process which incorporates Federal, State and/or agency communication, quality assurance, payment, and clinical documentation requirements into one system.   Psychiatric and social functioning history timelines, which help to chronologically organize and evaluate events in the individual consumer’s life, experience with mental illness, and treatment history, and assessment of current needs in all domains of life functioning will be covered.  There will be also discussion of how individual consumers set goals and objectives.   

Why PACT Tailors Treatment, Rehabilitation and Support Services to the Individual Client

The ACT model began in Madison, Wisconsin in 1972 by moving a hospital ward staff into the community to provide services.   Two controlled studies by Madison PACT provided the empirical support that intensive state-of-the-art treatment, rehabilitation, and support services, when provided in the community in an individualized, intensive, and continuous manner, make it possible for people to go about their lives in usual and typical ways rather than living in facilities and structuring their time in programs.  Intensive community based services replace the use of hospitals.   This work led to rethinking how mental health services for persons with severe and persistent mental illness should be organized and provided as the model developed and has also helped to better define when inpatient services are the most appropriate.
The most important lessons learned from early ACT model development which explain why PACT tailors treatment, rehabilitation and support services to individual clients are: 

· people with severe and persistent mental illness are people first, not the illness, and have to be involved in determining their own care

· severe and persistent mental illnesses are real disorders which have devastating effects on people’s lives and the stigma associated with it is “manifested by bias, distrust, fear, embarrassment, anger and/or avoidance” (Mental Health Report of the Surgeon General, 1999, p 6)

· the shortcomings with traditional service system design put people in programs which are segregated from the larger community and which show little empirical evidence of helping, and 

· PACT model client-centered comprehensive assessment and individualized planning successfully help people with severe and persistent mental illness to live more autonomously in the community and supports their recovery.   

PACT learned that people with severe and persistent mental illnesses are strong and remarkably honest resilient people often because of their experience with the mental health system.    Although they had been viewed as “non-compliant with treatment”, they are people looking for help and information.  During the first PACT study, which provided intensive community treatment as an alternative to hospital care, it became apparent that each person and their family had to be active participants in the admission process.   PACT staff needed to get enough information from the participant to determine if they met admission criteria but, more importantly, they needed to find out how comfortable and safe the person would feel about receiving services in the community instead of going into the hospital.  Beginning with history taking, comprehensive assessment and individualized treatment planning is critical at the first contact with the person and his or her family to successfully plan and provide intensive services to each person in the community.   Taking the time, right from the beginning, to carefully listen to clients and their families taught staff that clients with mental illness and their families can and need to provide information about what they are experiencing (e.g., symptoms of mental illness, loss of a living situation, anxiety, worry) and what help they needed.  It also taught staff how important comprehensive assessment is in building relationships, increasing understanding, and planning services, which are helpful and practical. 
PACT learned first hand from clients what mental illness is and saw the resulting problems (including perceptual distortion, loss of personal well being and a sense of control, interferences relating to people, social awkwardness, problems maintaining an apartment or employment) mental illness can cause.   The symptoms (e.g., hallucinations, delusions) and impairments (e.g., problems in thinking and planning, emotional expression, activity and interest, motivation, and management of anxiety) of mental illness can produce great distress and functional problems in adult role functioning (e.g., education, employment, self-care, and social and interpersonal relationships).    Living life is greatly disrupted for people because of mental illness and PACT being there with clients provided necessary staff training about mental illness and how important it is for staff to provide support and encouragement to clients.
In 1972, when PACT began, the term used was “chronic mental illness”.  “Chronic” seemed to infer that the person could not get any better or that they did not try hard enough.   People were even referred to as “chronics”.    As PACT learned more from working with clients in the community, “chronic” soon began to mean that schizophrenia, other psychotic disorders, and bipolar disorder are longer-term disorders not unlike serious medical disorders (e.g., diabetes) and have major effects on or disruptions to adult role functioning (e.g., education, employment, self care, interpersonal relationships) therefore requiring longer-term symptom management and rehabilitation interventions.     Fortunately language is changing.   It is no longer acceptable to refer to people with severe and persistent mental illnesses as “chronics” or by their illness (e.g., “schizophrenics”). 

Severe and persistent mental illnesses manifest themselves in a cyclical or episodic course.   “Course” refers to the pattern that the symptoms and impairments take over the many years the person has a mental illness.  Course is affected by the client’s access to and effectiveness of services, responses to treatment and rehabilitation, and life circumstances and ability to use strengths and capabilities.  PACT research showed that effective up-to-date treatment and rehabilitation provided in a coordinated and continuous manner can have a positive effect on the course of severe and persistent mental illnesses so that episodes are less frequent.   The research also showed that with rehabilitation services client’s functioning between episodes is improved.  


   Stigma has been a great obstacle for people with mental illnesses.  Public attitudes about mental illness have been based on fear and unscientific understanding of mental illness.  Stigma is a reason people do not seek treatment and is reflected in the public’s reluctance to pay for mental health services through insurance programs and taxes.  (Mental Health: A Report of the Surgeon General, 1999, p 8) Even more important is the issue of internalized stigma or self-stigma that individuals confronting mental illness must with to find life a part from the illness.   Ruth Roschke, Consumer Advocate, Madison, Wisconsin, defines self-stigma as consumers taking on societal stigma about mental illness on them.  (Personal Communication, February 12, 2002)  Services must offer hope and support for consumers to find their lives apart from mental illness. 

When the Madison PACT team began, mental health services available to persons with severe and persistent mental illnesses consisted of a lot of separate programs, each of which served a different function for the client that is not unlike the system today.  Housing, employment, social recreational, medication, therapy, hospital, day treatment, and substance abuse programs each operated under different admission criteria and program rules.  The programs were not coordinated making it difficult to access them and the programs were often segregated from the larger community.  People most in need of services were often excluded from traditional mental health services (e.g., outpatient, day treatment, partial hospitalization, residential, vocational) because of the severity of their illness, disruptiveness in the community or hospital, or failure to participate in or respond to the services.   

When PACT staff went with clients to seek help from traditional mental health services, the social worker or the person conducting the initial interviews for the program often did not ask any questions to get to know the person (e.g., individualize the interview) nor provide any support during the interview to alleviate the person’s anxiety and begin a relationship (focus on the individual).  The purpose of these interviews seemed to be to tell the person about the program and what the program would require of them (e.g., program rules and regulations) rather than focusing on how the program could effectively help the each person meet their individual issues and/or goals.  Unfortunately, most of these interviews ended with the program determining the person was inappropriate for the program and leaving the person and the PACT staff feeling demoralized by the experience.   Often the PACT staff could charm the interviewer into giving the person a try, but failure of these traditional mental health programs to individualize services invariably led to the person being evicted or discharged for their failure to benefit from the program or comply with the rules.   

After many experiences like this, PACT stopped referring people to programs and started to provide the services themselves demonstrating that a mobile multidisciplinary team could more effectively serve clients with severe and persistent illnesses than the highly programmatic system of care.  The mobility of PACT staff allowed clients to receive services that provided them the opportunity to live and work in regular apartments and jobs rather than having to go to a program for services or live in a facility to receive services.  PACT staff learned how to help people to find regular housing  - to go with an individual client, provide transportation, and help apartment hunt; to provide side-by-side assistance to move and set up housekeeping, and to visit on a regular basis to provide help and support to adjust to living alone or with a roommate.  It was liberating for clients and staff to begin to see opportunities for employment apart from a structured vocational system which insisted that clients work their way through a lock step system, which dictated that, each person transition or earn their way to competitive employment.  Mobile staff providing side-by-side help to investigate job options, to actively facilitate getting and/or trying out jobs that interested the client, to assess problems and suggest accommodations, and to applaud the clients on learning and successes and to provide support and problem solving for failure or discouraging experiences.   

In the context of the of the second PACT study, Mary Ann Test conducted a qualitative study to better understand substance use among the young adults with schizophrenia who participated in the longitudinal investigation of community treatment (Test et. al. 1989).  The study provided clear evidence that substance abuse may affect a majority of young adults with schizophrenia.  Providing integrated substance abuse services evolved replacing referrals to providers who discouraged all medication and had little knowledge of mental illness evolved.    

With PACT providing all key services, the fragmentation and time consuming coordination characteristic of a highly programmatic mental health system was greatly minimized.  Clients and family members could call one place and expect a response from the team rather than being passed between agencies and providers.  With the same team providing both treatment and rehabilitation services, the complex interaction of symptoms and functioning can be more effectively understood and addressed across time.  

As PACT developed, client-centered approach to individualized services became fundamental to success for clients.  Given the great diversity among persons who have the most severe mental illnesses and that these persons and their psychiatric conditions are changing, individuating care makes good common sense.  It is difficult to impossible for a prestructured mental health program to meet individual differences and changing needs.   Individualization of services starts with staff taking the time to really know the person and his or her family.  The better the understanding, communication and the relationship between clients and team, the more helpful, purposeful and effective the services will be and the better the outcome for the client.  Even today, thirty years later, comprehensive assessment and individualized treatment planning is the fundamental organizational structure to ACT model treatment, rehabilitation, and support services delivery in community settings.  New knowledge and understanding about severe mental illness and treatment interventions are continually incorporated into the model to improve treatment and rehabilitation services and client outcome. 

Barriers to Implementing Comprehensive Assessment and Individualized Treatment Planning
From experience in ACT model dissemination, staff on new ACT teams often confuse comprehensive assessment and individualized treatment planning with “paperwork” and miss that comprehensive assessment and individualized treatment planning is fundamental to relationship building, planning and providing effective services for clients with severe and persistent mental illnesses.   They think assessment and treatment planning are record-keeping requirements that are bothersome and something to be endured before the real work with the client begins.  There are frequent complaints that comprehensive assessment and treatment planning take too much time.  They miss the fact that collecting information is only the first step in a process which includes thoughtful ongoing analysis of the information with the client in order to come up with and try appropriate treatment, rehabilitation and support strategies to support recovery.  It is apparent that comprehensive assessment and individualized treatment planning have not been taught in staff professional training programs nor has concept of continuity of care.   

The misperception that paperwork (e.g., forms and checklists) is assessment is a chronic problem widespread in mental health systems.  One ACT team leader met a new client in a restaurant.   In relaying this encounter to the author, the team leader apologetically reported that he had not able to get to the paperwork in his conversation with the person.  He said after they got settled at a table several policemen came into the restaurant.  The person became very anxious and upset.  He wanted to leave. The team leader was able to offer support and help.  The person calmed down and was able to go on and talk about problems with delusions and paranoia concerning police.  In reality, the team leader learned a lot more from the person about what is happening currently and what help the client might need he would have had he filled out the traditional paperwork questionnaire for the client record.  

Undervaluing the time involved in getting to know a new client and the clinical skill involved establishing a trusting relationship is another implementation barrier. A nineteen-year-old man experiencing his second psychotic episode was interviewed for ACT admission at a hospital. The interview went on over two hours. It seemed to be the first time that this young man had been asked detailed questions about what he had been experiencing.  He had been on medication for three or four days and said the medication made it possible for him to talk about having had thoughts that people in cars had guns and were trying to kill him.  He was sad because his mother had committed suicide several years prior and his family had gone their separate ways after.   It was a great conversation and a bond was developing.   Near then end of the conversation, the ward social worker joined the meeting. Thinking the social worker would be pleased with the information gained and ideas for discharge planning, the ACT interviewer was alarmed when the social worker confronted the young man with questions about why he had not told her any of this when she was there to help.  What the social worker had probably not done was take the time to ask and put the person’s story together.   

There is a high cost to lack of appropriate assessment in human terms and in dollars and cents.  One person targeted for a new ACT was homeless and his unpredictable behavior made him a poor candidate for day treatment and board and care situation.  Upon a more careful look, this person came to the community to go to graduate school on a fellowship.   He had succeeded as an undergraduate and had excelled in athletics.  His mother was greatly concerned and communicated regularly with the mental health center.  As the years went on, the person lost his identity as a son, an athlete, and a graduate student.   The human toll of lack of treatment is great.  

 Another person identified for ACT had been in a good mental health system for 29 years.  He had a reputation at the mental health center of being very difficult and was identified for the new ACT team because of the high cost his care that was well over $750,000.    Upon putting this individual’s life story together, through meeting the person and his family and reviewing the medical record, it appeared as though the $750,000 had purchased very little knowledge of the person’s problems, let alone providing appropriate interventions.  He had received state hospital care, nursing home care, board and care of questionable quality, and case management.  However, the person’s head injury, his substance use issues and his history of mental illness had not really been sorted out or addressed. Interestingly, the individual had not given up hope of getting some help.    The person, his family, and the mental health system would probably have been better served if the person had just been given the $750,000 up front.  The money could have been invested and the interest could buy thorough assessment and diagnosis, individualized services from trained mental health and substance abuse professionals, vocational services and a nice place to live.  This example raises several important issues of system accountability, efficiency, and effectiveness.   The client went without appropriate care and the cost was significant.

Most new ACT staff report little or no professional training in comprehensive assessment and individualized treatment planning.   PACT comprehensive assessment and treatment planning requires that ACT teams have a sufficient level of clinical skill and knowledge about mental illness in order to carry out comprehensive assessment and develop individualized treatment plans which target interventions and services to the person’s particular needs and preferences.  Assessment and treatment planning have also not typically been systematized and managed or supervised by senior clinical staff in most mental health systems.   Everyone in mental health agencies complain a lot and worry about assessment and treatment planning record keeping just prior to Joint Commission on Accreditation of Healthcare Organizations (JCAHO) accreditation or State certification visits because written assessments and treatment plans are scrutinized in JCAHO and Medicaid program audits.  However, the important reasons for assessment and treatment planning are not recognized or missed - organization and delivery of efficient, effective, accountable and cost effective services.   Comprehensive assessment and individualized treatment planning is required in most mental health program standards.  The states with ACT program standards (e.g., Wisconsin, Rhode Island) have learned that requiring client-centered comprehensive assessment and individualized treatment planning assessment and treatment has not assured that the purpose of good quality comprehensive assessment and individualized treatment planning is understood, appreciated, and implemented.   The requirement is typically fought by providers and perceived to be the State inappropriately micromanaging.                

Information on PACT Client-Centered Comprehensive Assessment and Individualized Treatment Planning

PACT client-centered comprehensive assessment and individualized treatment planning is the organizational process used  

· to get to know each client (apart from any diagnosis of mental illness)

· to engage the person in a therapeutic alliance and reduce anxiety

· to work with each client on their own terms – listening and assessing the effects mental illnesses are having in all areas of their lives (e.g., education and employment, family and interpersonal relationships, and activities of daily living)

· to understand each client’s experience and response to mental health services and his or her conception of what is happening 

· to partner with each client to continuously develop ways of strategizing and providing state-of-the-art treatment and rehabilitation practices to minimize the effects of mental illness and help the client fulfill personal needs and aspirations (e.g., a nice place to live, a job, friends)

· To instill hope for recovery.

The most important information to help new ACT teams with comprehensive assessment and individualized treatment planning is that first, designated staff have responsibility to set up and lead comprehensive the assessment and individualized treatment planning process and to operate and clinically supervise the team structure that deploys the staff to do the work with clients.  Second, the psychiatric and social functioning history and current assessment of the seven domains of functioning organize client information for assessment (analysis).  Third, problem/issue formulation defines and prioritizes what the treatment plan will address.  Fourth, goal setting is the means to evaluate and measure if the interventions are achieving the desired outcomes.  Fifth, the treatment plan must clearly specify who, what, where, when and how long of the treatment, rehabilitation and support strategies and interventions.   Sixth, comprehensive assessment and treatment planning is a continuous or ongoing process which is systematically evaluated.  If the plan is not working, more assessment and problem solving occurs and changes, revisions and/or fine-tuning are made to the plan. 

Designated staff have responsibility to set up and lead comprehensive assessment and individualized treatment planning process and to operate and clinically supervise the team structure that deploys the staff to do the work with clients 
For the ACT model client-centered approach to work, comprehensive assessment and individualized treatment planning and the daily organizational team structure have to be understood and implemented.  This takes senior clinical staff.  The team leader and the psychiatrist, therefore, have designated responsibility for the start-up and ongoing operation of comprehensive assessment and individualized treatment planning and the daily organizational team structure that deploys the staff to do the work with clients.   Although these activities may sound like administrative duties, they really are critical clinical, supervision, and training activities and probably require extraordinary people who like their clients and care that the ACT team provides the best possible services and supports available to them.  

Comprehensive assessment and individualized treatment planning and the daily organizational team structure make it possible for the team leader and the psychiatrist to ensure ACT clients receive appropriate, effective, intensive, continuous and responsive treatment, rehabilitation, and support services in the community   The team leader and psychiatrist work together to know and understand all team clients and become very familiar with the level of staff clinical knowledge and skill.   The team leader and psychiatrist set the tone that ACT is not maintenance care or traditional case management and that persons with severe and persistent mental illness deserve compassionate understanding and effective help to manage and recover from mental illness.  This all happens through the relationship with the client, comprehensive assessment, and a treatment plan that meet the needs of each persons in order to have a meaningful life in the community.

To get started, the team leader and the psychiatrist must have a good understanding or get training in ACT model comprehensive assessment and individualized treatment planning.  Next, they have to establish how and when their ACT team will do comprehensive assessment and individualized treatment planning.  This involves, not only setting up times for weekly treatment planning meetings and scheduling dates every six months for each clients’ treatment plan to be thoroughly discussed and reviewed, but figuring out how they will organize, lead, assign and supervise the parts of the ACT comprehensive planning process and run productive and solution-focused treatment planning meetings.   

It is very important for the team leader and the psychiatrist to write ACT comprehensive assessment and individualized treatment planning policies establishing why and how ACT individually tailors services to individuals.   Since ACT model assessment and treatment planning is more comprehensive and requires thoroughness, the team leader and the team psychiatrist will more than likely have to confront and work around the “paperwork”  (e.g., forms and checklists) system in place.   It is important that the team leader and the psychiatrist take the time become knowledgeable about the content and purpose of Federal and State laws for clinical documentation (e.g., ACT administrative codes or standards, Medicaid regulations, clients rights and grievance requirements) and to consult and problem solve with State and agency administrators and medical records personnel in order to set up ACT comprehensive assessment and individualized treatment planning.  For all practical purposes, Medicaid and accreditation bodies want the medical record to provide sufficient information about the client and the services provided to establish that the provider knows what they are doing and the client is benefiting from the services.  ACT comprehensive assessment and individualized treatment planning well meet the intent.  However, making changes in traditional community mental health agency record keeping systems can be extremely challenging and time consuming because the record keeping systems have been set up to only meet requirements.  ACT records are set up for the clinical purpose of recording and organizing information from the client and about the client’s response to treatment and rehabilitation strategies in order to arrive at the most effective plan to manage mental illness and support recovery.  


The team leader and the psychiatrist start the comprehensive assessment and individualized treatment planning process when the ACT team meets the new client.  They are responsible to determine who ACT works with (e.g., establish admission criteria), how the first meeting with new clients will occur, conduct the initial assessment and establish initial treatment plan with the new client on the first day, and assign and supervise staff to comprehensive assessment functions and to the activities to carry out the initial treatment plan.  The team leader and the psychiatrist work side-by-side with ACT staff in beginning the work with new clients.  

The comprehensive assessment and individualized treatment planning process and the team organization and communication structure make it possible for staff to operate as a team, work interchangeably to share labor-intensive work and maintain good communication to ensure continuity of services.    The PACT team organization and communication structure (e.g., daily staff organizational meeting structure and regularly scheduled treatment planning meetings) supports the teamwork 1) staff communicate and present new information about clients and ongoing assessment information daily in order for ACT staff to be aware of the status of all the clients; 2) ongoing systematic clinical review of each person and continuous learning, assessing, and improving interventions occur daily and through regularly scheduled treatment planning meetings; and 3) clinical supervision of all clients and all team activities occurs daily and at treatment planning meetings.   


The team leader and psychiatrist carry out clinical functions with every client, provide clinical supervision of each client’s plan, and have ultimate clinical responsibility for the overall quality and effectiveness of the plan.  They plan, coordinate and are involved with all initial admissions.  The team leader is responsible to assign 3-5 staff for each client who will have primary responsibility for knowing the client and negotiating the treatment plan with the client and his/her family.   This staff is referred to as the Individual Treatment Team for the client within the larger ACT team.  The psychiatrist is usually assigned to all the Individual Treatment Teams.   The team leader is also a member of many of the Individual Treatment Teams.  
Comprehensive Assessment and Individualized Treatment Planning Begins the All Work with Clients


Comprehensive assessment and individualized treatment planning begin   through information gathering in the admission process and at the first face-to-face meeting with the client and his or her family.  All work with clients flows from the information collected from the client and the treatment plan results from the services clients’ need.   Staff are then assigned to carryout the services, to meet with the person to get to know them and build relationships, and to begin to gather as much information about the client from the client. 
For example, Joanne, a twenty-eight year old woman, met ACT staff at the office of a social worker from Crisis Services who referred her to ACT.  Joanne said she began hearing voices three years ago.  She is homeless, has been crashing with friends, has only a few dollars, and had not eaten today.   She has had four hospitalizations in the last year and a half each lasting 1-2 weeks.  Although she believes the medications she got at the hospital were of some help, she reported not being able to be alert enough to work when she took them and stopped taking them shortly after her last hospitalization.   She had been doing counter work for 3 weeks at a drycleaners until last week when her boss told her she was too spacey to work.  She would like to get medication.  About forty-five minutes into the conversation, Joanne appeared to not feel well enough to continue talking but is interested in receiving help from the ACT team.   

The ACT team leader, psychiatrist and nurse who attended the meeting negotiated a plan with her first to get something to eat and then talk later about where she might stay that evening.   The ACT psychiatrist scheduled to have a short visit with her later in the day to talk about medication at the ACT office.   The team leader and nurse arrange transportation.  They also negotiate a tentative contact schedule for the next 2 days.   Joanne is asked if she wants to contact family or anyone else.  She says she feels she has been disappointing to her mother but would like to call her.  ACT staff offer the use of the office phone.  The nurse takes Joanne to get lunch.    

Although ACT staff will talk about how the ACT model helps people at the first meeting, the purpose of the meeting is talk about the person - what they have been experiencing and what they need help with.  Then, discuss and plan how ACT would begin to work with them.  The person is asked how ACT sounds to them and is invited to work with ACT.   If they need more time to think about it, another meeting is set up.  The length of meetings is based on what the person can tolerate but it is very important to begin asking the important questions and allow the person to express him or herself.   It is remarkable how well people can speak for themselves because ACT staff are interested, want to know, and are willing to take the time listen.   The job of ACT staff is to ask questions to assist the person to tell their story, to help the person understand and sort out the issues, to support the person to establish a workable plan.  The information collected in the admissions process and at the admission meeting is written in the first progress note and is called the initial assessment.  The plan negotiated with the client at the admission meeting is also written in the progress note and called the initial treatment plan.   

What is learned and gets started at the admissions meeting is brought back to the whole team - communicated on the spot and again at the daily organizational staff meeting.   “We have a new client.  Her name is Joanne.  She needs help to find a place to stay tonight.   The nurse took her to lunch and I see by the schedule (i.e., daily organizational staff schedule) that the social worker has time to make a few calls to see what temporary housing is available.  Joanne knows we work as a team and I told her she would be meeting some of you when she comes in later.  I will introduce her.  Please make her comfortable.  Hopefully the social worker will have some possibilities for us to tell her about and show her.  She will see the Doctor at 4 o’clock.”    

The medical record is opened (i.e., started) and the information gathered in the admissions meeting is written in a progress note along with the initial treatment plan, and a weekly client schedule card is filled out to record the agreed upon contact schedule for the new client.  There is a weekly client schedule card for each client.  The weekly client schedule is the written schedule of the specific interventions or service contacts (i.e., by whom, when, for what duration, and where) for each client and serves the function in the ACT team structure to identify what work needs to be done for a given client each day.   All the scheduled contacts, for instance for a Monday, are written onto the daily organizational staff assignment schedule for that Monday and the staff working on that Monday are assigned and supervised to carry out all of the interventions for clients that day.   

Initial Work Continues, Comprehensive Assessment is Assigned, Completed, and Formulated 

ACT comprehensive assessment follows standard assessment protocols for good clinical practice, Federal and State reimbursement systems, and Joint Commission on Accreditation of Health Organizations (JCAHO) accreditation requirements.   In fact, ACT comprehensive assessment and individualized treatment planning well meet these standards and new ACT teams should not have any trouble substituting ACT assessment and treatment plans for current record keeping requirements in any mental health agency.  

The purpose of the initial, comprehensive and ongoing assessment is to collect factual information about the person, as well as impressions, and assemble the information into a coherent picture of the person’s culture and religious beliefs, strengths and weaknesses, aspirations and goals (e.g., education or employment, friends and relationships) worries and concerns, symptoms and impairments, accurate diagnosis, experience and response to treatment, and preferences.  It is important that staff systematically collect information from the client rather than hold assumptions that have no basis in reality or are the result of the lack of thoroughness.  Information is collected by client interview, from families and collateral sources (e.g., employers) and from past records.   Collecting the information and assembling it are the first step.  But the far larger task for the ACT team is analyzing it and making sense of it with the client and his/her family for treatment planning.  

Psychiatric and Social Functioning History Timelines 

Psychiatric and social functioning history timeline is a form which helps ACT staff to organize chronologically information about significant events in a client’s life, experience with mental illness, and treatment history in order to carefully analyze and evaluate the information with the client, to formulate hypotheses for treatment either the client, and determine appropriate treatment, rehabilitation approaches and interventions.   

The team leader and psychiatrist assist and supervise the development of the psychiatric and social functioning history timeline and assign ACT staff responsibility to work on the psychiatric and social functioning history timeline. Staff assigned usually are or will become members of the client’s Individual Treatment Team (ITT).    They have primary responsibility on the team to put together and organize client information from interviews and records.    Notes are recorded on the time line in chronological order to find out when symptoms of mental illness began, to get as much factual information about the person including symtomatology and behavior (e.g., behavioral description of symptoms, risk-behaviors like suicide attempts), social development, education and employment, living situations, family and friends, and to learn as much as possible about the treatment received (e.g., hospitalizations, outpatient therapy, medication), what helped and what did not, in preparation for a thorough analysis by staff and with the client

The timeline is particularly helpful in reviewing and analyzing past treatment and services records.   It is a challenging task to put together existing records but to fully understand what a person has been through it is important. When ACT staff ask clients about the past treatment that they have received it is also important to ask the person for written permission to assemble the records.  Hospital and outpatient record releases of information should request admission and discharge summaries, all assessment information, treatment plans, Physician Orders, Medication Administration Records (e.g., record of medications received), and laboratory reports.  School records, Social Security employment diaries, medical and dental records, and legal records may also provide useful information and should be collected.  The new client may mention people who have been important to them who should be contacted for information and releases of information should be obtained from the client for them as well.

When the timeline is completed, it provides a picture, which enables the team to understand how information and significant events are related in order to help the client put in perspective what they have gone through.  The timeline effectively helps to identify missing information, identify inaccuracies in the record, see more clearly repeating precipitators to episodes, evaluate interactions between employment and hospitalization, establish what treatment, rehabilitation services were or were not effective, and evaluate continuity of care.  Contradictions and errors in the record are noted and clarified. 

Seven Parts of Comprehensive Assessment 


It is impossible to begin any treatment or program with persons with severe and persistent mental illness without taking the time to get to know the person, put their story together, and learn and sort out what the person has been experiencing.  People referred to ACT are people who have had experience with mental illness and have not been served well by traditional services.   They may also be people who have gone without care due to the severity of their problems and have legitimate distrust of the system. 

Current clinical practice requires that a comprehensive assessment be formulated with the client and written and the first full treatment plan be developed with the client and written after thirty days.  This is reasonable although some States are now allowing 60 days to do the comprehensive assessment and treatment plan.   Putting together the timeline and comprehensive assessment is labor intensive.   The older the client and the more extensive the treatment record, the longer it takes to review the record and do the timeline.   If the new client is highly symptomatic at the time of admission, more time must be taken to build a relationship, help the person through the situation, and get assessment information for the parts of comprehensive assessment.     

Comprehensive assessment is a beginning and an ongoing process working with clients.    In the first thirty days, staff work to form a relationship with the client, to learn from the client what has gone on with the them, and to collect, organize and analyze information to formulate the treatment plan and go forward.    Comprehensive assessment does not mean everything is known in thirty days.  In fact, putting the information together for the comprehensive assessment within the first thirty days usually shows how much more there is to learn and directs how further assessment will be done.   The analysis and formulation of the assessment information is written up into a narrative history.  It includes factual information from the timeline and all the parts of parts of comprehensive assessment.  The narrative also contains the problem list and treatment recommendations put together from the comprehensive assessment.

Comprehensive assessment includes a thorough evaluation not only of psychiatric illness but also of physical health, use of drugs and alcohol, education and employment, social development and Functioning, Activities of Daily Living, and Family Structure and Relationships.  

Part 1:
Psychiatric History, Mental Status, and Diagnosis

The purpose of the psychiatric history, mental status, and diagnosis assessment is to carefully and systematically collect and assess information from the client, the family, and past treatment records regarding the onset, precipitating events, course and effect of illness, past treatment and treatment responses, risk behaviors, and current mental status in order to effectively plan with the client and his family the best treatment approach and to ensure accuracy of the diagnosis.  

Part 2: Physical Health


The purpose of the physical assessment is to thoroughly assess health status and the medical conditions present to ensure appropriate treatment, follow-up, and support are provided to the client. 

Part 3: Use of Drugs and Alcohol


The purpose of the use of drugs or alcohol assessment is to collect information to assess and diagnose if the client has a substance use disorder and to develop appropriate treatment interventions to be integrated into the comprehensive treatment plan.

Part 4: Education and Employment


The purpose of the education and employment assessment is to assess

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 symptomatology has affected previous and current school and employment performance.  This assessment begins the working relationship between the client and the vocational specialist to establish educational and vocational goals, which are integrated into the comprehensive treatment plan.

 Part 5: Social Development and Functioning


The purpose of the social development and functional 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 and religious beliefs, leisure and activities interests, and social skills.  This enables the ACT team to evaluate how symptomatology has interrupted or affected personal and social development. This assessment also collects information regarding the client’s involvement with the criminal justice system.  This assessment may identify social and interpersonal issues appropriate for supportive therapy. 

Part 6: Activities of Daily Living


The purpose of activities of daily living is to assess the individual’s current ability to meet basic needs (e.g., personal hygiene, adequate nutrition, medical care), the adequacy and safety of the client’s current living situation and financial resources, the effect that symptoms and impairments of mental illness have had on self-care and the client’s ability to maintain an independent living situation, and individual preferences.  This enables the ACT team to determine the level of assistance, support, and resources the client needs to reestablish and maintain activities of daily living. 

Part 7: Family Structure and Relationships

The purpose of the family structure and relationships assessment is to obtain information from the client’s family and significant others, to learn about the client’s mental illness form their perspective, and to determine the family’s and significant others’ level of understanding regarding mental illness and their expectations of ACT services.  This information allows the team to define, with the client, the contact or relationship PACT will have with the family and significant others in regard to client’s treatment.   

The team leader and psychiatrist assign and supervise staff that is responsible for each of the parts of comprehensive assessment.   The team leader and/or psychiatrist will have talked to the client at the admission interview about how ACT is a team approach and that the staff members have different expertise and different professional degrees in order to provide a broad range of treatment, rehabilitation, and support services.   The client would have been told they would be meeting a number of the staff in order to get to know them and that certain staff will be working with them to collect practical information in the areas of their lives most affected by mental illness.   For example, the team leader will talk about ACT having nurses on the team who will help with all immediate medical issues and to evaluate general health care needs.   If the person is in need of immediate housing, a team member who is expert in the area of Activities of Daily Living (ADL) will be assigned and introduced to the client begin working on housing.   An ADL assessment covers the practicalities of daily living and uses past experience and the current situation to understand what the person needs and to establish a plan to get and maintain housing the person chooses.  If the client has substance abuse issues, the staff person expert in substance use may be assigned to get to know the person and help in other areas to establish a relationship that may be useful later to help the client assess his or her use.    

Comprehensive assessment is a critical thinking process that requires staff to have good clinical knowledge and skill and like people who struggle with mental illness.  Careful history taking is essential to learn the details in order to come up with solutions.   A team member with training and interest in the area does each part.  The team member becomes the specialist in the area with the client.  It may take several meetings in order to have sufficient discussion with the client to cover the issue.   Motivational interviewing is helpful to create hope that feeling better and having a life is possible (Miller and Rollnick, 1991).  

The psychiatrist is responsible for Part 1: Psychiatric History, Mental Status, and Diagnosis.  The other parts of the comprehensive assessment are divided among members of the client’s Individual Treatment Team and, if necessary, members of the whole ACT team who have appropriate skill and competence in the particular area of comprehensive assessment.    The purpose of dividing the assessment among staff is threefold: 

· it spreads the work across staff and facilitates team work, 

· it is a means for clients to develop relationships with more than one staff  (and vice versa), and 

· it makes it more manageable or easier for clients and staff to think about the issues of each part of the assessment one-at-a-time.   

Client Presentation and the First Treatment Planning Meeting


The purpose of the whole comprehensive assessment process is “putting the story together” and planning services with each client   Therefore, key to this process in the ACT model is the first treatment planning meeting.   All the information collected through the timeline and the seven parts of the comprehensive assessment is organized, presented chronologically and discussed at the first treatment planning meeting.  Treatment planning meetings are set up, organized, and directed by the team leader and the psychiatrist.  The first treatment planning meeting allows a minimum of an hour and a half of discussion for each client and the majority of the team members are present.   

The discussion and exchange of information staff learned from client, the family, and the treatment record is an extremely important process that requires ACT staff discipline.   Systematic review and integration of the information collected is necessary for the ACT team to collectively understand each client and effectively plan and individualize services with each client the ACT team serves.   The client presentation at the treatment planning meeting helps all the ACT team to know more about the client’s strengths, aspirations, and heartbreaks; learn about their mental illness and substance use to ensure accurate diagnosis; find out how much understanding the person has about what is happening with them; evaluate the effects mental illness has had on education and employment, activities of daily living and interpersonal and social functioning; find out if past treatment was effective and if there was continuity to the care they received; determine their personal aspirations and goals; sort out treatment record inaccuracies; focus treatment, rehabilitation and support approaches, and determine service intensity.


Interestingly, failure to have treatment planning meetings is the most common mistake new ACT teams make.  The reason for presenting chronological assessment information and the benefit of the wide range of training and experience of a multidisciplinary staff in interpreting the information is not experienced or appreciated.  Without treatment planning meetings, staff view comprehensive assessment and individualized treatment planning as paperwork.   ACT staff cannot operate as a team and work from “one treatment plan” without treatment planning meetings.  They fall back into working independently as individual case managers and call this working “as a team”.   Failure to have treatment planning meetings also results in “long” daily organizational staff meetings which exceed the one hour limit for the meeting because the ACT team is planning work with clients and not just reviewing the work from the day before and scheduling the work for today as intended.   

Problem List  


The problem list is a medical records term from the problem-oriented records (POR) system, which is used in acute care settings and meets Medicaid and JCAHO clinical practice standards.  The POR system brings a logical order to ACT client records as well as to clients’ services organization.  The problem list organizes information from the comprehensive assessment into a list of the specific issues or problem areas each client has.   A problem is defined as anything that the client needs help or further assessment with related to mental illness.   


The problem list is generated from the presentation and analysis of all the information collected from the comprehensive assessment at the treatment planning meeting and from individual meetings with the client.   POR requires that each problem on the list be so clearly written in order to describe the issue in the client’s own words or in behaviorally descriptive terms which individuate and define the client’s issues related to mental illness.  The level of critical thinking and description, which is necessary to define a problem, leads directly to treatment goals and interventions.  


Goal setting 

Goal setting is required in treatment planning.  It is an activity that mental health staff all over the country seem to have great difficulty understanding and helping clients to do.   Goal setting is much more difficult when comprehensive assessment has not been done.  If ACT teams begin with forming a working relationship each client and going about the process of comprehensive assessment and clear definition of individual client problems related to mental illness, goal setting is much easier.    

Goal setting targets or focuses the treatment plan on the client’s aim for change or his or her desired result for each problem listed in the timeframe of the treatment plan.  The treatment plan is written for a six month time period.   Each goal is written in short-term form and a long-term form.   The short-term goal can be looked at as a sub-goal of the long-term goal.  The short-term goal is for two months and the long-term goal is for six months or the full duration of the six-month treatment plan.  Both short-term and long-term goals include measurable criteria for achieving positive outcome and specify client action.   

The benefit of goal setting with clients is to really break down the actions or steps necessary to help clients attain the goal and move toward the overall goal of recovery.   Goal setting is individualized and provides hope or incentive that change is possible.  Therefore, goal setting for each six-month period of the treatment plan is a very important activity with each client and must be done systematically in order for the short-team and long-term goals to provide evidence to the client that progress is occurring.

The goals are client goals.  Staff often confuse their goals for the client’s goals.  If the client does not want to lose weight and weight gain has had no relationship to mental illness, weight loss is not an appropriate goal.   

Treatment Plan


The ACT treatment plan is an ongoing document which is revised and rewritten every six months.  The treatment plan describes the specific activities the client will do and the interventions each client needs ACT staff to provide in order to achieve their individual goals and meet their needs.   ACT treatment plans are individualized to each client and serve as the work plan which provides sufficient information for staff to work individually with each client.  Therefore, the treatment plan is very proscriptive and specific in that it not only details the specific interventions or services to be provided but it also provides information about how the approach to be used in carrying out the intervention, who will do it, when it occurs, how long the intervention should last, and where it should be provided.   

Summary

Consumers are now involved in all aspects of the planning, delivery and evaluation of mental health services, and in the protection of individual rights. (Mental Health: A Report of the Surgeon General, 1999, p 95)  This must has to be the case in the new century for all public mental health clients.   Madison PACT learned that people with the most severe and persistent mental illness can lead lives in the community if they have access to services which see them first as people rather than by their illness.  To implement ACT client-centered services which are delivered in community-setting, providers learning to implement ACT cannot cut corners and be impatient with comprehensive assessment and individualized treatment planning.   This paper presented barriers that can be successfully overcome by effective team leadership and increasing staff knowledge and clinical skill in the ACT client-centered approach to individualized services.  
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