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Main Messages
1.  Overall, Ontario Assertive Community Treatment  

(ACT) teams are offering a high quality of service that 
adheres to the evidence-based standards of ACT and 
which are client-centred and emphasize the importance  
of helping clients find valued roles in their communities.

2.  However, there are limitations to the tools currently 
available to evaluate ACT. In particular, there is a  
need to better understand the processes of care that 
contribute to client outcomes. As well further work is 
needed to advance our understanding of the ‘critical 
ingredients’ of ACT – those aspects of the model that  
are most important in achieving positive client outcomes. 
This might be better accomplished through in-depth case 
studies of highly effective teams and less effective teams

 3.  The inability to track client level outcomes is a serious 
limitation in system monitoring of the ACT program. 
Cohort data is unreliable as it is not possible to account 
for the outcomes of those who leave the program in  
any given year.

4.  Our findings suggest that the Ontario ACT program  
will be strengthened as an evidence based practice if 
attention is paid to staffing continuity and recruitment. 
Key domains in this regard include psychiatry, vocational 
and substance abuse specialists, and peer providers. 

5.  There is an opportunity to examine the distribution of 
resources within ACT teams. For example, our findings 
demonstrate that ACT teams can work with crisis services 
to provide after hours care without jeopardizing client 
outcomes. The cost savings from this can enable teams  
to concentrate on evidence-based interventions in areas  
of employment and substance abuse. 
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executive summary
WHaT DiD THis researCH PrOjeCT aCCOMPLisH?

In this study we undertook the largest scale investigation  
into Assertive Community Treatment in any jurisdiction  
to date. Comprehensive evaluations of 67 Ontario ACT 
teams examined:

•	 	The	degree	to	which	teams	are	achieving	Ontario	 
ACT Standards

•	 	Recovery	orientation	of	the	care	provided	(i.e.,	client	
centred, focussed on helping persons with mental  
illness participate fully in our communities) 

•	 Outcomes	(e.g.,	hospitalization,	employment,	housing)

WHaT Were THe key FinDings?

Overall, Ontario ACT teams have good fidelity to the ACT 
model and are generally viewed by clients, family members, 
staff, and managers as having a positive recovery orientation.

However, the expectations of ACT teams to provide 
services in a recovery-oriented manner can be more clearly 
articulated and monitored. While some aspects of recovery 
orientation are ranked highly, others – individualized 
services, consumer involvement and diversity of treatment 
option – are ranked lower. Since these aspects of care are 
considered best practices in psychiatric rehabilitation,  
more attention should be paid to these areas. 

Some modest associations between fidelity to the ACT 
model, and recovery-orientation and outcomes were found 
suggesting that our current measures have yet to fully 
articulate what aspects of the ACT model are critical to 
achieve positive outcomes for clients. 

Outcomes as measured by the Common Data Set (CDS) 
(e.g., hospitalization, employment, housing, legal status) 
were not associated with:

•	 	Team	sponsorship:	Teams	sponsored	by	schedule	one	
hospitals, specialty hospitals, and community mental 
health provider providers have equivalent outcomes.

•	 	Overall	team	budget:	This	finding	is	likely	related	to	 
the equalizing of budgets across the province through 
Federal Accord Funding. 

•	 	Staff–to-client	ratio:	Teams	with	high	staff	to	client	ratios	
were just as likely to achieve good outcomes as those with 
low staff to client ratios. The implication is that the targets 
as defined by the Ontario ACT Standards are achievable 
and teams should be able to carry higher caseloads while 
achieving good client outcomes.

•	 	Direct	provision	of	after-hours	crisis	coverage	by	ACT	
teams: Teams that have agreements with community  
crisis providers to provide after hours crisis coverage  
have equivalent client outcomes to those that provide  
the coverage themselves. 
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WHaT are THe MajOr iMPLiCaTiOns  

OF THese FinDings?

The ongoing implementation efforts by the MOHLTC  
in collaboration with the Ontario ACT field has resulted  
in an ACT program that is achieving good results in  
meeting Ontario ACT Standards and striving to be  
recovery oriented. However, this study has highlighted  
the limitations of existing tools to understand what aspects  
of the ACT model are contributing to client outcomes. 

Many studies of the importance of fidelity to the structural 
aspects of ACT (such as human resources, organizational 
boundaries and nature of services as defined by the  
Dartmouth Assertive Community Treatment Scale) have 
been undertaken across several jurisdictions with varying 
results. Our results appear to confirm the limitations of  
this measure in understanding what key characteristics  
of care produce positive client outcomes.

To further the understanding of the ACT program in 
Ontario it might be useful to consider other approaches:

1.  Follow up on the findings of this study with in-depth 
case studies of the highest and lowest performing  
ACT teams to better characterize processes of care,  
team characteristics (functioning, leadership, vision, 
culture) and broader context, that may contribute  
to the success of the ACT model. 

2.  Collect client level data to more reliably track  
client outcomes.

3.  Through the Technical Advisory Panel, covene provincial 
working groups to develop strategies for ensuring 
evidence-based interventions such as the supported 
employment model and integrated substance abuse 
treatment are implemented by teams.

4.  Implement a comprehensive evaluation strategy based  
on the above process that provides information for 
continuous feedback into ACT service development. 

5.  Review the Ontario ACT Standards specifically to clarify 
expectations for recovery-oriented services and provision 
of after-hours crisis services.

PrOviDing THe COnTexT:  

aCT anD THe seei evaLuaTiOn

What is assertive Community Treatment?

Assertive Community Treatment has become widely 
regarded as an effective, multidisciplinary team approach  
for engaging and providing treatment for persons with  
severe mental illness in community settings. Controlled 
studies have suggested that ACT is an effective means of 
increasing community tenure and reducing hospital use, 
reducing symptoms, and improving quality of life (ref).  
ACT has been extensively implemented internationally  
and with 79 teams, Ontario has one of the largest  
concentrations of ACT teams in any jurisdiction in  
the world. 

The seei Phase Two study of Ontario aCT Teams

With funding through the Systems Enhancement  
Evaluation Initiative we have undertaken the largest  
scale study of ACT conducted in any jurisdiction to  
date. In this study we have addressed two key questions 
regarding the effectiveness of ACT:

•	 	To	what	extent	are	Ontario	ACT	teams	achieving	
standards regarding fidelity to the ACT model and 
recovery oriented service provision? (Recovery oriented 
service provision refers to the provision of care that is 
maximally client-centred and has an emphasis upon 
community integration)

•	 	What	are	the	associations	between	fidelity,	recovery,	 
and clinical outcomes in ACT?

The latter question is critical to the knowledge base  
regarding ACT. While ACT has been established as an 
evidence based practice, the mechanisms of effectiveness  
have remained understudied and unclear. In our study  
we gathered data on fidelity to the ACT model, degree  
of recovery-oriented service provision, and client outcomes 
from 67 teams. This number of teams represented an  
85% response rate.
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a Day in THe LiFe OF an aCT TeaM

At 8:30 am staff gather to review the previous 24 hours  
of client contacts and plan for the day. Planning is based  
on client needs. Following the meeting the occupational 
therapist will work with a client who wants to live indepen-
dently and needs to learn how to cook. The client will  
decide what to make, they will shop together and make the 
meal. The recreation therapist is assisting another client to 
make crafts which she will sell locally. Later that day she  
will accompany several clients to the local YMCA for their  
regular exercise routines. The vocational specialist has  
appointments with two employers to develop jobs for clients 
who want to return to work. Two nurses on the team are on 
home visits with clients who require regular monitoring for 
the health effects of their medications (diabetes, high blood 
pressure and weight gain). They will work with the clients to 
implement their wellness plans. The third nurse is accompa-
nying a client who has serious chronic health problems to a 
medical appointment. Following this she will assist the client 
in budgeting and shopping. A social worker on the team 
is working with a homeless client to find suitable housing. 
They will visit 4 apartments. Another social worker will visit 
four clients who have specific goals that they are working on 
(keeping their apartment clean, assistance with paying bills, 

providing support to a family and accompanying a client 
to a probation appointment). The peer worker on the team 
will spend the morning in court, supporting a client who 
has been charged with possession of marijuana and advocat-
ing for court diversion. The psychiatrist has four home visits 
for regular assessment of response to treatment and, in two 
cases, to meet with their families. In the middle of the day 
a crisis call comes from a landlord asking for help. A client, 
recently released from jail and off medications, is threatening 
tenants in the building. The psychiatrist and two staff attend 
at the client’s apartment. He is unwell and threatening and 
not willing to go to hospital voluntarily. The psychiatrist 
completes Mental Health Act forms. One staff coordinates 
with police to be present at his apartment when they arrive 
and to assist police in bringing him to hospital with the least 
amount of trauma. The staff follows police to the hospital 
and remains with the client until he is admitted. He will be 
visited daily in the hospital. During this time a client, who 
has been homeless and out of town for two weeks, comes to 
the office asking for assistance. Temporary housing is found 
for him by the end of the day. The two staff working the  
evening shift will make several home visits to clients who 
have requested assistance in taking their medication. 
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research report
COnTexT

Ontario is now one of the largest providers of Assertive 
Community Treatment (ACT) in any jurisdiction with  
79 teams currently operating across the province. ACT  
has been a cornerstone of Ontario’s mental health reform  
– shifting the locus of care for people with serious and  
complex mental illness from inpatient to community care. 
ACT is considered an evidence-based practice for people 
with complex and serious mental illness who have not  
been able to benefit from less intensive services. ACT  
is, however, an expensive model. Team budgets vary 
somewhat across the province but generally a fully funded 
team receives approximately $1.2 million to serve 80–100 
clients. The MOHLTC currently has no rigorous method 
for ongoing monitoring of the ACT program. This project 
provided an opportunity to examine the ACT program in 
more detail and to evaluate the degree to which the Ontario 
ACT program is meeting expected standards, providing 
recovery oriented services and examining the relationship 
between standards, recovery and client outcomes.

Assertive Community Treatment is a particular approach 
to providing community mental health care to persons with 
serious mental illness who have difficulty functioning in  
the community and who otherwise would be high users  
of hospital and emergency rooms, have significant involve-
ment with the criminal justice system or be homeless. 
There is a large body of evidence supporting the use of 
ACT in reducing hospitalization and substance abuse,  
improving quality of life and housing stability, all with  
high client satisfactioni i and with positive economic  
benefits.iii Little, however, is known about why ACT works 
for this particular client group.iv There has been a body  
of research that suggests the overall fidelity – “the extent  
to which delivery of an intervention adheres to the protocol 
or program model originally developed” v – to the ACT 
model is important in achieving client outcomesvi though 
this evidence is not uniform.vii Other jurisdictions have 
failed to replicate these outcomes and have had variable 

success in model implementation.vii i Ontario’s expected 
adherence to the ACT model is described in the Ministry of 
Health and Long Term Care’s Ontario Program Standards 
for ACT Teams.ix Previous research on Ontario ACT teams  
suggested some challenges in implementing the model 
according to fidelity.i Understanding the degree to which 
Ontario ACT teams are achieving fidelity, through adher-
ence to the standards, was one objective of this project.

Recovery has become an important concept in emphasiz-
ing services that support wellness and community integra-
tion, as well as treatment of illness. A recovery-oriented 
system enables people with serious mental illness to access 
valued social roles such as employment, education, regular 
housing and social relationships. Recovery oriented services 
promote rehabilitation and self-determination in a way that 
is collaborative, empowering and hopeful.x ACT has come 
under some scrutiny in its ability to provide recovery- 
oriented services. This has historically been framed as a  
tension between providing traditional psychiatric treatment 
together with psychosocial rehabilitation.xi More recent  
debates have focused more explicitly on the ability of the 
ACT model to provide recovery oriented carexii and concern 
that ACT may in fact be a coercive care model.xiii With these 
debates in mind the present study was designed to assess  
the degree of recovery orientation for Ontario ACT teams.

Overall, this research project builds upon a well-estab-
lished culture of active interest in developing and maintain-
ing excellence in ACT service delivery in Ontario. In Ontario 
there is a provincial Technical Advisory Panel for ACT 
which brings together ACT practitioners, MOHLTC staff, 
advocates, family and consumers to provide advice to the 
ministry about the ACT program. Additionally, the Ministry 
convenes bi-annual meetings with ACT leadership to discuss 
implementation and emerging issues. These alternate with 
provincial ACT conferences. There has thus been significant 
attention paid to the implementation of ACT in Ontario 
since the initial systematic dissemination of teams in 1998.
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This study set out to answer the following questions:
1.  To what degree do Ontario ACT teams achieve fidelity  

to the Ontario standards?
2.  In Ontario is fidelity linked to outcomes?  
3.  Are there particular aspects of fidelity that may be  

more or less important in achieving client outcomes?
4.  To what degree are teams perceived as being recovery 

oriented and operating without coercion?
5.  Is recovery orientation linked to client outcomes and 

fidelity to the ACT model?
6.  What are the relationships between structural aspects  

of ACT service delivery specific to Ontario (e.g.,  
relationship with hospitals, 24/7 coverage, funding, 
caseload) and client outcomes?

Since Ontario has such a large number of ACT teams – 
much larger than most other jurisdictions – SEEI funding 
provided an opportunity to engage in a substantive and 
in-depth examination of the relationships between fidelity, 
recovery and client outcomes in a real world setting. 

iMPLiCaTiOns

Fidelity to the aCT Model and structural  

aspects of aCT service Provision

While, in general, ACT teams in Ontario demonstrated  
good fidelity to the evidence-based standards for ACT  
service provision there were some trends in the fidelity 
findings that indicate areas for improvement. The primary 
implication is that there is a need, across many teams and 
regions, for attention to fidelity with respect to staffing  
(see page 12). Many teams are struggling with higher than 
optimal staff turnover, and difficulty recruiting and retaining 
certain disciplines. A provincial process to address issues  
of recruitment and retention strategies would be useful 
particularly in the areas of Psychiatry, employment special-
ists, and substance abuse specialists. The other salient point 
that emerged from the provincial outcome data was that  
the provision of 24/7 crisis coverage by ACT teams (in 
contrast with teams that have a partnership with a local 

service that provides crisis coverage after hours) does not 
have a significant impact on any of the outcomes examined 
(including hospitalization). Given the expense associated 
with providing such coverage and the lack of apparent 
impact, some consideration should be given to encouraging 
partnership with local crisis services and reallocation of  
those resources to other aspects of service provision such as 
employment and substance abuse services as noted above. 

recovery-Oriented service Provision 

Our findings indicate that, based on the perspectives  
of front-line ACT service providers, ACT clients and  
their family members, and ACT managers, ACT teams  
in Ontario are operating in a manner that does not  
include any substantive coercion and that has high  
ratings in the following domains:
•	 	Supportive	of	the	pursuance	of	individually	defined	 

life goals
•	 Involvement	of	consumers	in	service	provision
•	 Diversity	of	treatment	options
•	 Respect	for	rights	and	choice	
•	 Provision	of	individually	tailored	services	(see	page	14)

Overall, findings regarding recovery-orientation of service 
provision suggest that Ontario ACT teams can be commend-
ed for their success in providing services in a manner consis-
tent with the standards established by consumer advocates 
and a range of leaders in service development and by policy 
makers (e.g., Final Report of the Standing Senate Committee 
on Social Affairs, Science and Technology, Out of the  
Shadows at Last – Transforming Mental Health, Mental 
Illness, and Addiction Services in Canadaxiv). Areas which 
emerged as having relatively lower endorsement included 
a diversity of treatment options, consumer involvement in 
service provision and recovery education, and individually 
tailored services. These findings may be reflective of the  
staffing challenges that emerged in the fidelity data.
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recovery Orientation – Fidelity –  

Outcome interrelationships

The modest associations between recovery orientation, 
fidelity, and outcomes found in this study have several 
implications for ACT service development (see page 16):
•	 	There	is	a	strong	need	to	critically	examine	our	tools	 

with which to evaluate ACT. This would include the 
intervention process factors (i.e., how interventions are 
carried out) and structural components of ACT (i.e., 
staffing, types of services offered). As has been suggested  
in several commentaries,xv we need to better determine 
what are the ‘essential ingredients’ of ACT and how those 
elements of service provision might be monitored and 
enhanced. This might be achieved through further, more 
in-depth research, the development of a monitoring 
process, and future forums through which ACT providers 
might be engaged in the service enhancement process. 

•	 	The	points	made	above	extend	to	the	current	tool	being	
used to measure outcomes: the Common Data Set  
(CDS). This data set (a) does not allow for the tracking  
of individual client progress through services and, (b) does 
not allow for a clear measurement of progress in a year- 
by-year manner for clients due to the aggregate manner  
in which data is collected. As it stands, we cannot tell, for 
example, if an improvement in employment status among 
year 3 ACT clients for a given team is due to actual change 
or attrition of clients with greater employment difficulties 
during the year. As such, a revision to the methods of data 
collection through the CDS for ACT is recommended. 

aPPrOaCH

Participants

A total of 67 ACT teams in Ontario participated in the 
present study out of a total number of 79 teams (85% 
response rate). Reasons provided for non-participation 
revolved primarily around either staff/coordinator turnover 
or the recentness of start up. These teams ranged in years  
of operation from 1 to 17 years (average = 6.54 years).  
A total of 1400 ACT clients (mean response rate = 21 clients 

per team), 241 family/key supports (mean response rate = 
4.1 per team), 518 staff (mean response rate = 8.0 per team)  
and 67 team coordinators participated in this study.

Measures

To measure fidelity the Dartmouth Assertive Community 
Treatment Scale (DACTS) was employed.xvi The DACTS  
is the most widely-used fidelity measure for ACT. It is a 
28-item scale focused on three domains: human resources 
(e.g., Continuity of Staffing: Program maintains the same 
staffing over time), organizational boundaries (e.g., Responsi-
bility for Crisis Services: Program has 24-hour responsibility 
for covering psychiatric crises) and nature of services (e.g., 
Role of Consumers on Treatment Team: Consumers are 
involved as members of the team providing direct services). 
Each item is rated on a 5-point scale ranging from ‘not 
implemented’ to ‘fully implemented’. While the DACTS  
was initially created as an interviewer administered measure, 
it has since been successfully used as a self-report measurexvii 

and was employed as such in the present study. 
The Recovery Self-Assessment (RSA) was chosen to 

evaluation the recovery-orientation of teams from the 
perspective of multiple stakeholders.xviii The RSA assesses 
domains of recovery-oriented practice in mental health care 
settings with specific questionnaires for consumers, family/
support providers, service providers and administrators. Five 
subscales are embedded in the tool: pursuance of individually 
defined life goals, involvement of consumers in service 
provision, diversity of treatment options, respect for rights 
and choice (including an item directly addressing coercion), 
and provision of individually tailored services with items 
rated on a 5 point scale (strongly disagree – strongly agree). 

Outcome data, aggregated at the level of ACT teams, was 
gathered through the provincial Common Data Set (CDS). 
This data set provides information on a range of variables 
including hospitalization days and episodes, employment, 
housing, educational involvement and legal involvement. 
While this data is gathered by cohort (data separated out by 
clients’ year in ACT services), only year 1 client data could 
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be used longitudinally. Since the only baseline data gathered 
is from the year or years prior to commencing services with 
ACT, and data is not gathered at the client level, it is 
impossible to tell if changes in variables are accounted for  
by actual client change or client attrition. Year 1 clients  
are the exception as the baseline and outcome data is  
present for that specific cohort of clients and is not affected 
by attrition. As such, for the purposes of this study, we  
examined aggregate current data across all cohorts and 
longitudinal data for the year 1 cohort. 

Procedure

A package containing detailed instructions, consent forms, 
participant reimbursement, and surveys was mailed to all 
ACT teams in the province of Ontario. Return envelopes 
were also provided, with each team instructed to send all 
materials (with the exception of family RSAs) back to the 
research coordination centre. The coordinator and senior 
nurse on each team were asked to complete the DACTS 
independently, with the results averaged for each item. 
Having these two perspectives integrated was regarded as 
increasing the likelihood of a reliable and balanced measure 
of service delivery in the given setting. 

All front line staff and the coordinator from each team 
were asked to complete their respective versions of the RSA. 
With respect to the consumer version of the RSA, peer 
support staff were requested to approach 30 clients based  
on consecutive visits (to avoid purposeful selection of 
survey-amenable clients). They were to provide clients with 
the survey and an envelope in which to put it when com-
pleted. In some instances, they provided assistance with 
survey completion, making a notation if this was the case 
such that the influence of assistance could be examined in 
the analysis. Client Participants received a $5 honorarium  
for their time. Once permission was obtained from  
consumers for family/key support involvement in the study, 
the family/key support questionnaire was mailed to those 
individuals with an addressed envelope to mail directly back 

to the research office. Participants were encouraged to 
contact the principal investigator at a 1-800 number to 
answer any questions. Several calls were received, with  
family members and consumers taking the opportunity  
to further express their satisfaction with the services  
received. All aspects of this study were reviewed and  
approved by an institutional Research Ethics Board. 

Data analysis

With respect to data analysis, a descriptive profile (means, 
ranges, standard deviations) was developed for all of  
the survey data collected. Next, correlation analyses were 
conducted to examine variable interrelationships. Finally,  
in some instances in which more than two variables were 
correlated, multiple regression was used to determine the 
relative importance of several predictors on outcomes. These 
methods of analysis were determined based upon the sample 
size and the cross-sectional nature of the data gathered. 

Plan for Dissemination

Given the immediate relevance of these findings for ACT 
policy and practice we view the timely and effective  
dissemination of this information to policy makers and 
service providers to be an immediate priority. To this end  
we shall take several steps:
1.  Individual teams will receive profiles of their specific 

findings as well as provincial means to help direct 
planning at the team level.

2.  The findings will be shared with the MOHLTC and  
the ACT Technical Advisory Panel for consideration  
at the policy level. 

3.  Findings will be disseminated in academic journals to 
further the larger field of ACT service provision and 
research. 

4.  We will be working with the MOHLTC to develop a 
meeting in which key ACT stakeholders might meet to 
engage in discussion and planning around the findings  
of this study. 
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resuLTs

Fidelity to the aCT model

Fidelity was measured through a modified Dartmouth 
Assertive Community Treatment Scale (DACTS), which 
examines fidelity in three domains – human resources, 
organizational boundaries and nature of services. 

Overall fidelity is high in Ontario, with a mean overall 
fidelity score of 4.22/5. There are, however, several areas  
of concern that may impact on the ability of teams to 
provide evidence-based interventions to clients. In the 
domain of human resources (mean score = 4.25/5) areas  
of weakness include recruitment or retention of vocational 
specialists, substance abuse specialists and psychiatrists.  
Only 61% of teams have a full time vocational specialist. 
Vocational specialists are presumed necessary to provide  
the evidence-based supported employment model  
within ACT.xix 

Substance abuse is a serious co-morbidity for people  
with serious mental illnesses such as schizophrenia that 
comprise the majority of ACT clients. In order to serve  
this population of clients with co-occurring serious  
mental health and substance abuse problems, teams need  
to integrate substance abuse expertise within the team.  
Only 55% of teams have a full time substance abuse 
specialist. Additionally, ACT teams were developed to  
meet the needs of clients with complex psychiatric disorders 
that are often refractory to treatment. Only 45% of teams 
have access to the amount of psychiatry time prescribed  
by the Ontario standards. 

Generally recruitment and retention of staff is a challenge 
for ACT teams. Twenty-four percent of teams operate at less 
than 80% staffing, likely compromising the ability of teams 
to increase client caseloads and to provide adequate coverage 
for existing client care and having a negative impact on staff 
morale. Finally, less than 20% of team leaders are acting in 
the clinical role 50% of the time. Team leaders are expected 
to provide role modeling to staff, provide side-by-side 
supervision and participate as a clinician on the team. Few 
team leaders are engaging in this practice, as outlined in the 
Ontario standards. 

In the area of organizational boundaries, with a mean 
score of 4.61/5, it would appear that Ontario ACT teams  
are operating at a very high level of fidelity with most teams 
meeting all standards regarding standards such as admission 
and intake policies and responsibility for various dimensions 
of treatment (e.g., hospital admissions and discharge). 

In the third domain of fidelity, that of nature of services, 
there was greater variability (mean score = 3.92/5). In line 
with the finding noted above regarding less than ideal  
levels of addictions specialist staffing, only 15% of Ontario 
teams are providing a fully integrated concurrent disorders 
treatment model. Additionally, only 30% of ACT teams 
have Peer Support workers employed as full time clinicians  
as is articulated in the standards.

 
aCT anD FiDeLiTy – Take HOMe Message

Ontario ACT teams have demonstrated a high degree of 
fidelity to a model that we know is effective for individuals 
with severe and persistent mental illness. There is, however, 
room for improvement. There remain difficulties, for  
many teams, in providing continuous and full staffing and 
providing the full range of services that are necessary to 
maximize our ability to assist ACT clients in their recovery.

 Table 1 – DaCTs Mean scores

 

 DaCTs DOMain  Mean sCOre/5

 Total Fidelity Score  4.22

 Human Resource: Structure and Composition 4.25

 Organizational Boundries  4.61

 Nature of Services  3.90
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recovery Oriented service Provision

The degree to which ACT services were seen as recovery 
oriented was assessed by having managers, staff, clients, and 
key supports (e.g., family members) complete the Recovery 

Self-Assessment survey. Mean responses by type of 
respondent are provided in Table 2.

Mean scores across stakeholders and subscales fell in the 
moderate to high range (3.28/5 to 4.37/5). With respect to 
mean total RSA scores, family/key supports had the highest 
ratings (mean = 4.14), followed by consumers (mean = 3.98), 
coordinators (mean = 3.96) and staff (mean = 3.82). 
One-way ANOVA findings between stakeholder ratings were 
significant (F = 6.20, p< .001) with Post Hoc testing 
indicating that family ratings were significantly higher than 
provider ratings (mean difference = .32, p< .001). Within 
stakeholder groups, consumers rated the domain assessing 
emphasis upon consumer choice the highest (mean = 4.13) 

and diversity of treatment options the lowest (mean = 3.73). 
Family/key supports rated emphasis upon consumer choice 
the highest (mean = 4.37) and consumer involvement & 
recovery education the lowest (mean = 3.92). Staff rated 
focus on life goals and consumer choice the highest (mean  
= 4.13) (mean = 4.12, respectively) and consumer involve-
ment and recovery education the lowest (mean = 3.28). 
Finally, coordinators rated emphasis upon consumer choice 
the highest (mean = 4.33) and consumer involvement and 
recovery education the lowest (mean = 3.32). Also examined 
was the RSA item that directly inquires about coercion: 
“ACT staff do not threaten, bribe, or force me to do things 
that I don’t want to do.” This item received a high rating 
across stakeholder groups (4.33 to 4.75/5). 

Overall, respect for individual rights and consumer choice 
emerged as the recovery domains with the highest rating 
across stakeholder groups. Areas which emerged as having 

Table 2 – Recovery Self-Assessment Mean Responses

DOMains OF  
reCOvery  
OrienTaTeD  
serviCe DeLivery

CLienTs 
(n = 1400)

FaMiLy/key  
suPPOrTs 
(n = 241)

TeaM  
COOrDinaTOrs 
(n = 66)

sTaFF 
(n = 518)

RSA Total 3.98 4.14 3.96 3.82

Focus on Life Goals vs. 
Symptom Management

3.94 4.22 4.30 4.13

Consumer Involvement 
& Recovery Education

4.08 3.92 3.32 3.28

Diversity of  
Treatment Options

3.73 4.06 3.92 3.78

Emphasis on  
Consumer Choice

4.13 4.37 4.33 4.12

Individually-Tailored 
Services

3.96 4.12 3.83 3.71

Coercion Item  
(Lack of Coercion)

4.42 4.75 4.33 4.37

Mean responses on a 5-point scale.
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relatively lower endorsement included a diversity of  
treatment options, consumer involvement in service  
provision and recovery education, and individually tailored 
services. This finding may reflect the weaknesses noted  
in the fidelity ratings that tapped areas that could be 
perceived as limiting the diversity of treatment options  
and consumer involvement – an assertion borne out by 
examination of recovery orientation – fidelity correlations.  
It was found that the only significant associations were 
between manager and staff ratings of recovery orientation 
and the nature of services fidelity domain (R = .41 and .32,  
p < .01, respectively). The small number of significant 
associations between the measure of recovery orientation 
and fidelity reflect a need to better capture process factors  
in ACT interventions (which align with recovery orientation) 
in measures of ACT fidelity. 

aCT anD reCOvery – Take HOMe Message

Ontario ACT teams are providing services that emphasize 
individualized treatment, consumer involvement, and 
participation in normal community activities. There is  
room for growth, however, in the areas of individualized, 
inclusive, and diverse treatments.

Table 3 – DACTS Correlations (Factors by Outcomes)

OuTCOMe OveraLL 
FiDeLiTy

HuMan 
resOurCes

OrganizaTiOnaL 
BOunDaries

naTure OF  
serviCes

1. Current Legal Involve

2. Current Hosp. Days

3. Current Hosp. Epis.

4. Current EB Housing

5. Current EB Employ

6. Current School .35**

7. Year 1 Legal change -.26*

8. Year 1 House change

9. Year 1 Employ change .29* .25*

10. Year 1 School change

*p<.05, **p<.01
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aCT Fidelity and Outcomes

A key component of our data analysis involved an  
examination of the associations between ACT fidelity and 
outcomes as assessed by the Common Data Set (CDS). 
Aggregated by team, the following variables were used as 
outcome indicators. Each variable refers to the fiscal year in 
which the teams completed the DACTS and RSA surveys.
•	 	Legal	Involvement	(number	of	clients	with	some	form	 

of criminal justice system involvement)
•	 	Hospitalization	days	
•	 Hospitalization	episodes	
•	 	Clients	in	evidence	based	housing	 

(e.g., independent, supported)
•	 	Clients	in	evidence	based	employment	 

(e.g., competitive, supported)
•	 	Clients	currently	having	some	involvement	in	 

formal education
•	 Year	1	clients:	change	in	legal	involvement
•	 	Year	1	clients:	change	to	or	from	evidence	based	 

housing status
•	 	Year	1	clients:	change	to	or	from	evidence	based	 

employment status
•	 Year	1	clients:	change	in	education	involvement	status

Correlation and regression analyses were used to examine the 
associations between fidelity domains and the outcomes noted 
above. Overall, while there were a number of associations 
between better outcomes and higher fidelity in some areas, 
these relationships were neither pervasive nor consistent.  
See Table 3 for an overview of fidelity – outcome correlations.

The associations with positive outcomes were between 
higher fidelity on the Nature of Services domain and school 
involvement, and higher fidelity on Overall Fidelity  
(primarily accounted for by the Human Resources domain) 
and greater numbers of year 1 clients attaining evidence 
based employment. One incongruent finding was the 
association between Overall Fidelity and more year 1 clients 
becoming involved in the criminal justice system.
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Human resources 

The next level of analysis was to examine the associations 
between individual fidelity items within domains and 
outcomes. Examination of the Human Resources domain 
revealed 5 items that had significant correlations with 
outcomes (see Table 4).

Of the 11 standards related to human resources, the  
following appeared to be associated with better outcomes: 
team approach – less current legal involvement; continuity  
of staffing – fewer hospitalization days and greater change  
to evidence based housing for year 1 clients; full staff  
capacity – fewer hospitalization episodes and greater change 
to school involvement for year 1 clients; Psychiatry coverage 
– greater change to evidence based employment among  

year 1 clients; and substance abuse specialist – greater  
change to evidence based employment among year 1 clients. 
The one inverse association was between team approach  
and having fewer clients involved in formal education. 
Multiple regression analysis did not provide any indication 
for the relative importance of psychiatry vs. substance abuse 
specialist with respect to change in employment status for 
year 1 clients suggesting that they have independent impacts 
upon this outcome.

Table 4 – Human Resources

OuTCOMe TeaM  
aPPrOaCH

COnTinuiTy  
OF sTaFFing

FuLL sTaFF 
CaPaCiTy

PsyCHiaTry 
COverage

suBsTanCe 
aBuse 
sPeCiaLisT

1. Current Legal Involve -.31*

2. Current Hosp. Days -.26*

3. Current Hosp. Epis. -.27*

4. Current EB Housing

5. Current EB Employ

6. Current School -.28*

7. Year 1 Legal change

8. Year 1 House change .31*

9. Year 1 Employ change .28* .26*

10. Year 1 School change .33**

*p<.05, **p<.01
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Organizational Boundaries

The relationship between organizational boundary items  
and outcomes was also examined. Consistent with the 
domain-level findings, there were few significant associations 
(see Table 5). Positive relationships were found between  
full responsibility for treatment services – change to less legal 
involvement among year 1 clients, and responsibility for 
discharge planning and less overall current legal involvement.

Table 5 – Organizational Boundries

OuTCOMe resPOnsi-
BiLiTy FOr 
TreaTMenT

resPOnsi-
BiLiTy FOr 
DisCHarge 
PLanning

1. Current Legal Involve .25*

2. Current Hosp. Days

3. Current Hosp. Epis.

4. Current EB Housing

5. Current EB Employ

6. Current School

7. Year 1 Legal change .26*

8. Year 1 House change

9. Year 1 Employ change

10. Year 1 School change

*p<.05
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nature of services

The nature of services domain demonstrated, at the  
individual item level, the greatest number of significant 
associations with outcomes. These correlations are noted  
in Table 6.

Higher scores in the areas of assertive engagement  
and frequency of contact were linked with fewer  
hospitalization episodes. Additionally, the number of  
clients in some form of education was linked to provision  
of concurrent disorders groups and greater peer support 
involvement on teams. Finally, work with informal  
supports was linked to greater change to evidence based 
housing for year 1 clients. Contrary to what would be  
expected, better fidelity in the areas of community based 
services, use of a concurrent disorders model, and peer 
support involvement were linked to negative changes in  
legal status and housing status for year one clients and  

greater numbers of hospitalization episodes, respectively. 
Multiple regression analyses indicated that, with respect  
to the impact of assertive engagement and frequency of 
contact on hospital episodes, frequency of contact is the 
more significant predictor. 

FiDeLiTy anD OuTCOMes – Take HOMe Message

The fidelity domains that would appear to have the  
strongest impacts on outcomes revolve largely around  
staffing factors such as continuity, provision of concurrent 
treatments, and using assertive mechanisms of engagement. 
Further work is needed, however, to better determine the 
mechanisms underlying these associations and why some 
aspects of fidelity seem to be linked with poorer outcomes.

Table 6 – Nature of Services

OuTCOMe COMMu-
niTy 
BaseD

asserTive 
engage-
MenT

FrequenCy  
OF COnTaCT

WOrk 
WiTH 
inFOrMaL 
suPPOrTs

COnCur-
renT 
DisOrDer 
grOuPs

COnCur-
renT 
DisOrDer 
MODeL

rOLe  
OF COn-
suMers  
On TeaM

1. Current Legal Involve

2. Current Hosp. Days

3. Current Hosp. Epis. -.43*** -.32* .43***

4. Current EB Housing

5. Current EB Employ

6. Current School .29* .37**

7. Year 1 Legal change -.30*

8. Year 1 House change .36** -.34**

9. Year 1 Employ change

10. Year 1 School change

*p<.05, **p<.01, ***p<.001
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Table 7 – Leader RSA Ratings

OuTCOMe LiFe 
gOaLs

COnsuMer 
invOLveMenT

DiversiTy OF 
TreaTMenT 
OPTiOns

rigHTs & 
resPeCT

inDiviDuaLLy 
TaiLOreD 
serviCes

OveraLL 
Mean  
rsa

1. Current Legal Involve -.37*

2. Current Hosp. Days -.29* -.34** -.27* -.29*

3. Current Hosp. Epis.

4. Current EB Housing

5. Current EB Employ

6. Current School .28*

7. Year 1 Legal change

8. Year 1 House change

9. Year 1 Employ change

10. Year 1 School change

*p<.05, **p<.01

additional aspects of service  

Provision and Outcomes

Several other aspects of ACT service provision were  
examined with respect to their impact on outcomes.  
These findings are as follows:
•	 	Caseload	is	unrelated	to	outcome	measures,	thus	ACT	

teams should be striving to meet the caseload ratios as 
outlines in the provincial standards.

•	 	24/7	crisis	coverage	by	ACT	staff	(versus	partnering	with	 
a local crisis service) was not significantly associated with 
outcomes. 

•	 	Sponsorship	(specialty	hospital,	schedule	1	hospital,	
community mental health provider) was not significantly 
associated with any outcome.

•	 	Amount	of	team	funding	was	not	significantly	associated	
with any outcome. This may be explained by the lack of 
significant variation in funding as a result of the Federal 
Accord funding top-ups to teams that historically had 
significantly lower budgets.

recovery Orientation and Outcomes

The final major component of the analyses conducted of  
this data set were between perception of recovery-oriented 
service provision for ACT staff, managers, clients, and key 
supports (e.g., family) and outcomes. As was the case with 
the fidelity – outcome findings, the associations were not 
uniform or pervasive. Leader Recovery Self-Assessment 
findings as they relate to outcomes are provided in Table 7. 

Considering the team leader perspective on recovery 
orientation, the major impact, across domains of consumer 
involvement, diversity of treatment options, and rights and 
respect, is upon hospitalization days. Other associations were 
between a focus on life goals and less current legal involve-
ment and rights and consumer involvement and participa-
tion in education. Multiple regression analysis of the impact 
of the recovery orientation factors on hospital days indicated 
that the majority of this relationship is accounted for by the 
rights and respect domain – the only individual predictor 
that remained significant when entered with the others. 
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With respect to staff recovery orientation ratings, the 

majority of significant relationships revolved around  
change in employment status for year one clients. This  
was the case for domains of consumer involvement,  
diversity of treatment options, and individually tailored 
services. The implications of findings that focus of life  
goals and consumer involvement were linked to negative 
changes in legal involvement for year 1 clients and  
fewer clients in evidence based housing, respectively, are  
less clear (see Table 8). Regression analysis of recovery 
orientation domains that were linked to employment  
change, indicated that focus on life goals and diversity  
of treatment options account for the majority of the  
variance of this relationship. 

Recovery orientation findings had the fewest significant 
relationships with outcomes for consumers and family 
members. No significant findings were found for family 
ratings of recovery orientation. With respect to client  
ratings, only two significant relationships were found.  

These were between rights and respect and evidence based 
employment (R = .31, p < .-5) and, inversely, consumer 
involvement and fewer clients in evidence based housing  
(R = -.25, p < .05).

reCOvery OrienTaTiOn anD OuTCOMes –  

Take HOMe Message

These findings provide evidence for the importance of 
recovery orientation in ACT service provision to outcomes, 
particularly with respect to provider perspectives on the 
manner and degree to which services are recovery oriented.

Table 8 – Provider RSA

OuTCOMe LiFe 
gOaLs

COnsuMer 
invOLveMenT

DiversiTy 
OF 
TreaTMenT 
OPTiOns

rigHTs & 
resPeCT

inDiviDuaLLy 
TaiLOreD 
serviCes

OveraLL 
Mean rsa

1. Current Legal Involve

2. Current Hosp. Days

3. Current Hosp. Epis.

4. Current EB Housing -.32*

5. Current EB Employ

6. Current School

7. Year 1 Legal change -.26*

8. Year 1 House change

9. Year 1 Employ change .37** .42*** .43*** .37**

10. Year 1 School change

*p<.05, **p<.01, ***p<.001
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additional resources
On the effectiveness of Assertive Community Treatment:

Marshall M., & Lockwood A. (1998). Assertive  
community treatment for people with severe mental  
disorders. Cochrane Database of Systematic Reviews, 2.  
Art. No.: CD001089.

On recovery and the ACT model:
Salyers, M.P., & Tsemberis, S. (2007). ACT and  
Recovery: Integrating evidence-based practice and recovery  
orientation on Assertive Community Treatment Teams. 
Community Mental Health Journal, 43, 619-641. 

On the effectiveness of supported employment interventions:
Bond, G.R., Drake, R.E., & Becker, D.R. (2008). An 
update on randomized controlled trials of evidence-based 
supported employment. Psychiatric Rehabilitation Journal, 
31, 280-290.

Bond, G.R., Drake, R.E. (2008). Predictions of competitive
employment amongst patients with schizophrenia.  
Current Opinion in Psychiatry. 21, 362-369.

On the effectiveness of concurrent models of intervention:
Drake, R.E., Mueser, K.T., Burnette, M.F., McHugo, 
G.J. (2004). A review of treatments for people with serious 
mental illnesses and co-occurring substance abuse  
disorders. Psychiatric Rehabilitaiton Journal, 27, 360-74. 

Torrey, W.C., Drake, R.E., Cohen, M., Fox, L.B., 
Lynde, D., Gorman, P., Wuzik, P. (2002). The challenge 
of implementing and sustaining integrated dual disorders 
treatment programs. Community Mental Health Journal, 
38, 507-521.
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Further research
The primary implication for ACT research emerging  
from this study, and a point that has recently come  
to the forefront of commentary upon ACT service  
provision and research, is that our available means of  
accurately evaluating the process through which ACT  
is effective are not adequate. Our findings would indicate 
that a crucial next step in improving our understanding  
of ACT and, in a related vein, enhancing the effectiveness  
of ACT, is to conduct an in-depth examination of the  
processes through which ACT treatment is provided.  
Such an examination would ideally take the form of case 
studies that contrast the teams that have demonstrated  
the most effectiveness with our current measures and  
teams which appear the least effective. 
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