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The Workshop Overview 

 ACT and FACT program 
 Preliminary program evaluation 
 Consumer perspective 
 Questions and comments 

Presenter
Presentation Notes
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Context:  What’s Important 

 What do we hope for/want for our 
clients? 
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Context:  What’s Important? 

 What do we hope for/want for our clients? 

 What do we want for ourselves? 
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Context:  U.S. Imprisonment Statistics 

  Highest rate of imprisonment in the 
world 

 2 or more times greater than 200 of 
233 countries 

 Quadrupled since 1980 
 6.6% lifetime prevalence rate (est) for 

people born in 2001 
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Context:  Rate of Mental Illness and 
Imprisonment 

 3x greater than in general population  
 More people with SMI in jails and 

prisons than in psychiatric hospitals 
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The Sequential Intercept Model 
An accessible mental health system:   

the ultimate intercept 
 

 

Replica from “Use of the 
Sequential Intercept Model 
as an Approach to 
Decriminalization of People 
with Serious Mental Illness”, 
Psychiatric Services, April 
2006, Vol. 57  No. 4 

 
Law enforcement and emergency services 

 
 

Post-arrest:   
Initial detention and initial hearings 

 
 

Post-initial hearings:  
 jail, courts, forensic evaluations,  

and forensic commitments 
 
 

Reentry from jails, state prisons 
 and forensic hospitalization 

 
 

Community corrections and  
community support 

Presenter
Presentation Notes
So, is there anything we can do earlier on?  Are there other opportunities to deflect individuals from entering into the criminal justice or forensic systemS?  And if they have entered into other than DoC settings, what else can we do? The answer to this conundrum is embedded within the Sequential Intercept Model of Munetz & Griffin 2006The model envisions a series of points of interception at which an intervention can be made to prevent individuals from entering or penetrating deeper into the criminal justice system.Using the model, a community can develop targeted strategies that evolve over time to increase diversion and linkage to community services for individuals with behavioral health issuesThe subject of today’s conversation is only on  couple of potential intercept points captured in Missouri’s implementation of the FACT model
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Overview of ACT 

 An evidence-based practice (EBP) for 
adults with severe and persistent mental 
illness 

 A team-based approach to providing 
treatment, rehabilitation, and support 
within the community 

 Focus is on working collaboratively with 
consumers to address their full range of 
needs 



 
 

9 

A Brief History of ACT 

 Late 1960’s at Mendota Mental Health Institute in 
Madison, WI 

 

 Stein & Test (1980):  
 Many who were discharged were readmitted later 
 Transferred intensity & support of an inpatient 

setting into community & directly provided mix of 
services 

 Positive client outcomes 
 ACT now provided in 41 states 
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ACT Service Principles  
                (Morse & McKasson, 2005) 

 Transdisciplinary team 
 Team approach/ shared caseload 
 Specific admission criteria: targeted clients 
 Primary provider of services 
 Comprehensive care 
 Intensive services 
 Services provided in-vivo 
 Individualized services 
 Assertiveness & flexibility 
 Open-ended service 
 Person-centered 
 Recovery-oriented 
 Work with natural supports 
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ACT Team Interdisciplinary 
Staffing – MO Standards 

 Serving 50 people Serving 100 people 
Psychiatrist (or PNP or CNS) 16 hours/week 32 hours/week 
Team Leader (50% clinical) 1.0 FTE 1.0 FTE 
RN 1.0 FTE 2.0 FTE 
Substance Abuse Specialist 1.0 FTE 2.0 FTE 
Vocational Specialist 1.0 FTE 2.0 FTE 
Consumer/Peer Specialist 1.0 FTE 1.0 FTE 
Other Staffing TBD TBD 
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ACT Service Activities 
 Treatments 

– Engagement and relationship development 
– Medication management 
– Individual supportive therapy* 
– Crisis intervention 
– Integrated substance abuse treatment* 
– Peer-based interventions 
– Family services 
– Health care services 

 Rehabilitation services 
– Teaching and reinforcing skills for: 

 Activities of daily living* 
 Social relations* 
 Use of leisure time* 
 Employment 

 Support and direct assistance 
– Medication adherence* 
– Casework assistance 
– Advocacy 
– Transportation 
– Hospitalization assistance and consultations 
– ADL assistance 
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Does ACT work? 
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ACT has been widely studied 

 Most widely researched psychosocial 
treatment 

 

 Over 50 published empirical studies -- at least 
25 are RCTs 

 

 Several reviews and meta-analyses of ACT 
research 

 
 

 All indicate some degree of improved 
community functioning for ACT clients 



 
 

15 

What the data say across studies 

 ACT’s most robust outcomes: 
  Decreased hospital use 
  More independent living & housing stability 
  Retention in treatment 
  Consumer and family satisfaction 
 

 Moderate outcomes: 
  Reduced psychiatric symptoms 
  Improved quality of life 
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More limited evidence  
in these areas 

 Vocational improvement/employment 
 
 Social adjustment/functioning 

 
 Substance use 

 
 Criminal justice system involvement 
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Cost-effectiveness of ACT 

 Original ACT study 
 Small economic advantage over hospital-based 

care (Weisbrod, Test, & Stein, 1980) 
 Wolff, Helminiak, Morse, et al., 1997) 

 
 Latimer (1999) reviewed 34 ACT programs 

and found that ACT is cost-effective when: 
 

 Services are targeted toward persons who are 
high users of inpatient psychiatric services (>50 
hospital days in prior year) 

 It is implemented with high fidelity to the ACT 
model 
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FACT Components 

 Assertive Community Treatment 
 Legal Leverage 

 
 
 
 

From:  Lamberti & Weisman 
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FACT Goals 

 To prevent recidivism and promote 
recovery among patients with severe 
mental illness and criminal justice 
involvement 
 
 

From:  Lamberti & Weisman 
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Legal Leverage 

 The process of using legal authority to 
promote treatment adherance 
 
 
 
 

From:  Lamberti & Weisman 
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Potential Partners for Legal Leverage 

 Mandatory outpatient treatment programs 
 Police-based jail diversion programs 
 Pre-trial diversion programs 
 Mental health courts 
 Drug courts 
 Probation 
 Parole 
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Sources of Legal Leverage 

 Judge 
 Police officer 
 Probation officer 
 Parole officer 
 Forensic case monitor 
 Forensic review committee 
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2011 FACT Survey  
Psychiatric Services, 62:  418-421, 2011 

 27 FACT teams identified  
 Probation is the major point of interface 

(56%) 
 80% reported a favorable impact on 

risk of re-arrest 
 
Adapted from Lamberti & Weisman 
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Other Key Features of FACT 

 Risk factor focus 
 People served must have both SMI and CJ/legal 

leverage partner 
 Regular communication between FACT and CJ 

partner 
 Clients provide voluntary, written agreement 
 Adherence monitoring 
 CJ makes clinically informed decisions 
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A Missouri DMH – Places for People  Initiative – 
Forensic Assertive Community Treatment 

(FACT) 

 Goal: Preventing arrest and incarceration, 
re-hospitalization, community integration, 
and recovery 

 Potential to utilize supervised residential 
treatment facilities 
 

  
 

Presenter
Presentation Notes
Preamble: (a) significant number of forensic consumers in our hospitals could be placed if there were a higher level of services and residential supports than were currently available; (b) the VbG initiative enabled us to place a substantial number of that cohort, but other consumers will near readiness over the next 12 to 18 months, particularly out of SLPRC, and we need to have an option for them; (c) moreover, if we can place such folks, we create the capacity to accept more folks coming out of intermediate security than SLPRC can comfortably absorb today and potentially free up some PS and E&E dollars for other spending priorities, including our nursing differential initiativeFACT - modification of ACT developed by Steve Lamberti in 2004Missouri’s own Steve Lamberti, although now working out of Rochester, NYJust to be clear on nomenclature, this FACT is a very different initiative than a similarly named initiative out of Social ServicesDistinguishing Elements from ACTGoal: Preventing arrest and incarcerationEligibility: Criminal Justice HistoryReferrals: Criminal Justice Agencies / Forensic Psychiatric FacilitiesPotential to utilize supervised residential treatment facilities
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Forensic Assertive Community Treatment  
(cont’d) 

 Design 
 Pilot Site: St. Louis 
 Size of Team: 60 to 65 consumers 
 Funding: Presumption of 80% Medicaid Eligibility 

 

 

Presenter
Presentation Notes
Initial PlanningTransformation Support – project management/training; part of its mission to help transform healthcare, introduce and implement emerging best practicesPlanning with Mental Health Courts/Law EnforcementDesignPilot Site: St. LouisSize of Team: 60 to 65 consumers (unlike most ACT teams which are in the 80 to 100 range)FundingWhile much of the DBH’s provider system is predicated on serving a predominantly Medicaid eligible population, it was recognized that this won’t work for this population, given the degree to which many of them lack CPR eligible diagnoses or have assets or income, either SSDI or VA, that makes them financially ineligibleTherefore, we had to get to a funding model that provided not only GR match for those that were Medicaid eligible, but for those consumers who were ineligible yet not insurable, even under ACAThis led to a base assumption of about 50% MedicaidInvolved Provider: Places for People
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Forensic Assertive Community Treatment  
(cont’d) 

 Implementation – began in Fall 2011 
 Training in FACT and forensics  

 

Presenter
Presentation Notes
Implementation – Began in FY12Training in FACT and Forensics Beginning with this year’s keynote speakers, and the father of FACT, Steve LambertiSupplemented by DMH Experts who are expert in Missouri’s forensic system of careStart-UpConverted existing ACT Team, , developed by Community Alternatives many years agoClosed 2 cottages or 16 beds  at SLPRCThe dollars associated with these beds primed the pump, funding State Match  or full cost of services for 60 to 65 clientsRepurposed beds for Places for People for the 16 clients requiring most intensive supervisionRemaining 50 slots involve  wrapping FACT services around clients in existing residential options
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 Referral Source Partners 
 St. Louis Psychiatric Rehabilitation Center 
 Forensic Case Monitors 
 Community CJ partners 

 And, if successful, replicate in other areas of the State 

Presenter
Presentation Notes
If those strategies were to be achieves, we need to target the following Referral Source Objectives From the Forensic Case Monitors – 10 clients, who are struggling to be safely  maintained in the community and are either at risk of re-offending or being re-hospitalizedFrom the St. Louis City Mental Health Courts – 13 clients, who if receiving the intensity of mental health follow-up provided by FACT, coupled with some additional legal leverage supplied by the courts, could be  diverted from other criminal justice involvementFrom the St. Louis City Jail Mental Health Units – 13 clients who could be prevented from further reoffending and re-incarcerationFrom the St. Louis Psychiatric Rehabilitation Center – 25 to 30 clients  who would otherwise not be placeable or who would likely fail and either reoffend or be re-hospitalizedHospital and System ThroughputNot Just a 1x Shot: Clear 10 psychiatric beds per year, graduating an equivalent number of existing FACT clients to lower levels of careCrisis Capacity: Utilize 1 – 2 beds for  FACT individuals who would otherwise need hospital level careAnd, if successful, replicate in other areas of the State, beginning with Kansas City
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A Closer Look at FACT 
Operations 

Presenter
Presentation Notes
This info is specific to probation/parole relationship with FACT – Inpatient hospital relationship differs due to FCM/FRC and conditional release issues. 
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Consumer Agreement  
 

Agreement to Participate in FACT Services 
   

I __________________________ agree to enroll into FACT services provided by 
Places for People.  I understand I have certain responsibilities as a participant on this 
team.  I understand and agree to the following terms and conditions. 

I will sign all releases of information, which will allow for continuity of care with 
community medical or psychiatric providers and allow the FACT Team to discuss my 
services with my legal partner. Legal partners include but are not limited to: Forensic 
Case Monitors, Probation and Parole Officers, legal guardians, and any officers of the 
court. 

  
I will actively participate in treatment with the FACT team including assessments, 

treatment Plans, and securing and maintaining entitlements required for service 
enrollment. (i.e. Medicaid) 

Presenter
Presentation Notes
As mentioned by Dr. Morse, clients sign a voluntary agreement to participate in FACT services. 



 
 

31 

Consumer Agreement  (cont’d) 
 

 I will actively participate in services recommended by the FACT Team and my 
legal partner as directed by my conditional release or orders of 
probation/parole. These may include drug and alcohol treatment 
placement, urine drug screens, community service participation, medication 
adherence, long acting injectable anti-psychotics, restitution payments, and 
participation in appropriate clinical treatment interventions on an individual 
or group level. 

  
I will report any police or legal contact to the FACT Team and my legal partner 

within 24 hours  
  
I understand I can quit or refuse FACT services at anytime, but I may be 

subject to consequences, including legal sanctions, if I do so. 
  

Presenter
Presentation Notes
As mentioned by Dr. Morse, clients sign a voluntary agreement to participate in FACT services. 
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Consumer Agreement  (cont’d) 

I understand that upon completion or successful completion of my 
conditional release, probation, parole, or diversion court participation, 
the FACT team will begin planning with me to transition to another 
treatment team.   

  
__________________________________           ______________ 
Client Signature      Date   
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Process Flow 

Assessment 

Treatment Plan 

Client/Staff schedules 

Daily/Weekly/Monthly 
Interventions 

Referral 
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Examples of 
Services/Interventions Provided 

 Psychiatry services 
 Medication support/management 
 Substance abuse counseling 
 Mental Health counseling 
 Nursing 
 Vocational Support 
 Peer Support 
 Forensic Liaison/Support* 
 Crisis Support 
 Community support: 

 Housing referrals 
 Entitlement enrollment assistance 
 Linkage to community medical care 

Presenter
Presentation Notes
Frequency of contacts determined by client need and legal mandates. TA example.
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Forensic Specialist/Liaison 

 Role specific/unique to FACT 
 Staff person dedicated to partnering with CJ 

agency representatives 
 Role includes: 

 Attending legal appointments: probation/parole; court 
hearings; court staffings, etc. 

 First line of contact for legal partners 
 Identifying (collaboratively) treatment options to 

satisfy courts and be recovery focused 
 Facilitate referrals to other needed services, such as 

drug treatment, community service, anger 
management, etc. 
 



 
 

36 

When Does Legal Leverage Come 
Into Play?  

 Collaboration to make and keep treatment appointments, 
especially on the front end. 

 Ongoing support of treatment team’s recommendations 
via regular status updates being inclusive of treatment 
adherence progress 

 Identifying possible outcomes for non-adherence to FACT 
treatment recommendations 

 Brainstorming and collaborating with treatment team for 
non-traditional interventions when a consumer is 
struggling 

 Enforcing violations or sanctions for non-adherence 
 Celebrating successes and collaborating for appropriate 

step down options 

Presenter
Presentation Notes
Often, initial buy in is helped along by legal entity encouraging or even mandating participation in intake.Working together to identify alternatives for clients who are not being successful with traditional MH treatment options provides more chances to find interventions that do work before legal system/sanctions must be used.Social Workers often shy away from “non adherence language” but this is part of the “legal world” FACT lives in.  Sanctions are often last option.  Examples: Medications -  Clo and LAI, TG and jail time.
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What doesn’t work 

 “Passing the buck” with mental health 
treatment 

 Not communicating with treatment team 
 Mandating services without consultation with 

treatment team to see if services are 
available 

 Creating Legal vs. Treatment team dynamic 

 

Presenter
Presentation Notes
AP/SS examples
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What works! 

 Consistency! 
 Regular communication with treatment team 
 Providing treatment team with current orders 

of probation/parole 
 Approaching solutions from both sides (legal 

and treatment) 
 Partnership – presenting a united front to 

consumers 
 Educating treatment team about limitations of 

legal leverage role when necessary 

Presenter
Presentation Notes
The more specific, the better!
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Referrals 

 The ideal referral has: 
 Diagnosis of schizophrenia, schizoaffective, or 

bi-polar disorders with supporting 
documentation of diagnosis from a 
psychiatrist, DOC, or hospital. 

 Active Medicaid 
 At least 1 year planned for supervised 

probation/parole that includes reporting in 
person 

 Willingness/Motivation to participate in 
services 

Presenter
Presentation Notes
This goes back to an earlier point about legal leverage helping on the front end of a referral – what we know of recovery in the MH/SA world is that if the consumer is not ready (stage of change) to seek or participate in services, they are far less likely to actually engage in services in the beginning.  We can work with this, but we also do not need FACT to be a last ditch effort for someone who is one violation away from revocation and has a case of the “f its”
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FACT Program  
Preliminary Evaluation 

 What are the preliminary client outcomes? 
 Followed outcomes across six domains: 

  Mental health symptoms 
 Substance abuse 
 Criminal/legal involvement 
 Mental health services utilization 
 Employment/education 
 Client satisfaction 
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Methods 
 Longitudinal, quantitative design 

 Client interviews up to one year period (n=27) 
 

 Measures 
 Quick Inventory of Depressive Symptomology 
 Colorado Symptom Index 
 Anxiety Scale 
 Client Satisfaction Scale 
 Substance Abuse Treatment Scale 
 

 Service utilization data from FACT team  
    and DMH   
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Participant Demographics 

 Gender 
 85% Male 

 Race 
 70% African American/Black 

 Age 
 67% 45-65 age bracket (M=46.78 years) 

 Educational level 
 52% No high school diploma or GED 
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Participant Diagnoses 
 Primary 

 Schizophrenia (67%), Schizoaffective (15%), 
and Bipolar (11%) 

 Co-occurring 
 74% 

 Axis II 
 56% 

 

 

Presenter
Presentation Notes
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Participant Referral Source 

 DMH Forensic hospitals (SLPRC/SEMO) 
 41% 
 

 St. Louis City Mental Health Courts 
 37% 
 

 Forensic Case Monitors 
 22% 
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Findings: Symptoms 
 

 
Measure 

 

 
Baseline to 6 Months 

 
 

Baseline to 12 Months 
Quick Inventory 
of Depressive 
Symptoms 

No Significance 
t(26)=.94, p˃.05 

Significance 
t(14)=2.94, p˂.05 

 
Anxiety Scale 
 

No Significance 
t(24)=.37, p˃.05 

No Significance 
t(14)=.97, p˃.05 

Colorado Symptom 
Index 
 

No Significance 
t(26)=1.89, p˃.05 
 

No Significance 
t(14)=1.97, p˃.05 
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Findings: Services Utilization 
 

 
Measure 

 

 
Q1 

 
 

Q2 

 

 
Q3 

 
 

Q4 
 
Days Incarcerated 

 
0 

 
.9 

 
.04 

 
1.0 

 
Days Hospitalized 

 
.11 

 
2.72 

 
1.27 

 
3.8 

 
# of ER Visits 

 
0 

 
.07 

 
.11 

 
.12 

 
 
 
 
 

% Employed or in        
School 

 
 

11% 

 

 
22% 

 
 

27% 

 
 
 

28% 
 
 
 
 
 

% in Treatment,  
    Relapse Prevention,   
    or Recovery Stage 
 

 
 

85% 

 
 

82% 

 
 

73% 

 
 

72% 
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Findings: Days Hospitalized 

 
1 year prior to FACT admission 

 
1 year after FACT admission 

 

351.19 Days 
 

7.25 Days 

 Days hospitalized for DMH forensic 
hospital referrals (n=16) 
 
 
 

 
 

 Significant decrease in hospital days 
  t(15)=20.07, p˂.0005 
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Findings: Cost Implications 

 Hospital days per FACT client (n=16) 
 Pre FACT 351.19 days per year in hospital 
 Post FACT 7.25 days per year in hospital 
 Save 343.94 days per year per patient 
 

 343.94 hospital days saved per 
patient/year 
 At $469 per hospital day, save $161,000 per 

patient per year 

 

Presenter
Presentation Notes
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Findings: Consumer Satisfaction 
 The percent of clients satisfied with services 

has significantly increased t(14)=2.39, p˂.05 

 

0%
10%
20%
30%
40%
50%
60%
70%
80%
90%

Able to get 
services I need

Have a right to 
approve 
services

Services 
received will 
help me deal 
effectively w/ 

problems

Overall, I'm 
satisfied w/ 

services 
received

6 Month
12 Month
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Practical Implications 
 

 Limitations 
 Conclusions 
 Recommendations  

 

Presenter
Presentation Notes
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Videos 

 Consumer perspective on FACT 
 

http://youtu.be/WijRUAnDyBU 

http://youtu.be/WijRUAnDyBU
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Questions or Comments 

 Dr. Gary Morse 
gmorse@placesforpeople.org 

 Katie Thumann, LCSW 
kthumann@placesforpeople.org 
 

mailto:gmorse@placesforpeople.org
mailto:kthumann@placesforpeople.org
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