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The practice patterns of consumer and non-consumer providers of assertive community treatment are compared using both quantitative and qualitative data collected as part of a randomized trial. Activity log data showed that there were few substantive differences in the pattern of either the administrative or direct service tasks performed by the two teams. In contrast, the qualitative data revealed that there were discernable differences in the "culture" of the two teams. The consumer team "culture" emphasized "being there" with the client while the non-consumer team was more concerned with accomplishing tasks.
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COMPARING CONSUMER AND NON-CONSUMER ACT TEAMS AND USUAL CARE
SPECIFIC AIMS
This research project was a randomized trial comparing consumer or non-consumer staffed assertive community treatment (ACT) teams for persons with major mental illness (MMI) in a consumer-run organization with a control group receiving services from the usual system of care. The specific aims of the project were:
1.  To compare the 24-month outcomes of 120 persons with major mental illness served by two different ACT teams and the usual service system, including: (a) psychiatric status; (b) quality of life; (c) social functioning; (d) substance abuse; (e) arrests and convictions; (f) utilization of corollary mental health and community support services; (g) housing and employment status; (h) client satisfaction with services; (i) medication compliance; and (j) hospitalization and emergency room usage.

2.  To examine the process of the assertive case management (ACT) intervention and therapeutic change in both teams for possible differences and similarities between non-consumer and consumer case managers, controlling for the intervention model and organizational variables. 

3.  To explore the strengths and limitations of consumer and non-consumer case       managers and the conditions which maximize the effectiveness of each.

4.  In the context of this investigation, to remedy the methodological shortcomings of similar ongoing and previous investigations, including (a) lack of random assignment; (b) different underlying intervention models; (c) different organizations implementing the intervention; (d) use of "handy sample" comparison groups, which differed on many variables in contrast to a true control group; (e) lack of specificity of the intervention model; and (f) inadequate implementation checks to assure the model was being faithfully implemented.

5.  To explore the variables which support consumer effectiveness as providers of mental health services, and the issues in employing non-consumer providers in a consumer-run organization.

6.  To compare the results of this project with the results of another study of consumer case managers being conducted by Phyllis Solomon in Philadelphia (a consultant to the study).


This report presents the results of four different types of analysis: 1) the differences in engagement and retention of subjects among the three conditions; 2) the results of the intervention across conditions; 3) the differential occurrence of adverse events in the three conditions, and; 4) differences in practice patterns of the two ACT teams.

BACKGROUND FOR THE PROJECT

From the beginning of the Community Support Program (CSP; Stroul, 1986; Turner & Tenhoor, 1978) case management and the participation of consumers have been two principal components in the planning and delivery of mental health services.  These issues remain major concerns in state and federal policy today, and are reviewed in turn.  

Case Management: 


Substantial financial investments in case management services have been required, and mental health scholars and advocates continue to support the key role of case management in effective community support programm​ing (Rog, Andranovich & Rosenblum, 1987; Rubin, 1992; Solomon, 1992).  Furthermore, most CSP improvement strategies are designed around the central role of case management (Ridgeley, Morrissey, Paulson, Goldman & Calloway, 1996).


Despite these policy advances, the effectiveness of case management in general and any model in particular has yet to be firmly established. Recent reviews of case management research (Bond, McGrew & Fekete, 1995; Chamberlain & Rapp, 1991; Draine, in press;  Mueser, Bond, Drake & Resnick, 1998; Rubin, 1992; Scott & Dixon, 1995; Solomon, 1992; Test, 1992) all conclude that much of this research has been flawed and that the evidence for case management effectiveness is at best mixed and often contradictory. While there is currently a new generation of research in progress (Burns & Santos, 1995; Drake & Burns, 1995), many key questions remain unanswered (Draine, in press).  Recent evidence suggests that this emphasis on case management (in particular the broker models) has even led to its substitution for comprehensive treatment, especially in systems with declining resources (Ridgeley et al., 1996; Sledge, Astrachan, Thompson, Rakfeldt & Leaf, 1995).  


Of existing case management models, assertive case management (ACT) is the most promising and best researched (Bond et al., 1995; Burns & Santos, 1995; Mueser et al., 1998; Rubin, 1992;  Scott & Dixon, 1995; Solomon, 1992).  However, the ACT research literature has several methodological shortcomings. Of particular concern has been the failure to distinguish between comprehensive systems of care based on the Madison, Wisconsin PACT program (Stein & Test, 1980), and assertive outreach models of case management which are only one component of the PACT program.  Olfson (1990) cautions against using the success of the PACT model to draw general conclusions about particular instances of this type of case management, because research on PACT has evaluated the program as a whole, without separating out the specific effect of case management.  Thus, we do not yet know how much of the effectiveness of the PACT model can be attributed to the assertive outreach component relative to all other components, such as supported housing, etc..


Related to this, there has been an explosion of programs calling themselves assertive case management (also called ACT in this document), with little consistency in the way key components of this model have been implemented (Chamberlain & Rapp, 1991).  Recent advances in measuring the fidelity of ACT programs (McGrew, Bond, Dietzen & Salyers, 1994) have made it possible to identify whether or not a program conforms to the basic essentials of the ACT model.  For example, in a recent national survey, 340 ACT programs were identified in 34 states, but only 100 of 303 programs responding to the survey met even six of the 17 essential criteria identified by McGrew and his colleagues (Deci, Santos, Hiott, Schoenwald, & Dias, 1996).  The considerable fiscal and structural investments in case management, and the popularity of ACT as "the solution" to the problems of persons with major mental illness, makes it imperative to better understand the effectiveness of different models of case management.


Recent ACT research has shown methodological improvements such as randomized trials, larger sample sizes and longer intervention periods.  Studies have shown that ACT can be successfully applied to a wide variety of populations including veterans, homeless persons, dually diagnosed clients, and recent onset schizophrenia, and can be modified to include specialized interventions such as vocational, substance abuse or social skills training (Burns & Santos, 1995).  However, while findings from the research have been consistently positive, particularly with respect to a reduction in hospital days, residential stability and client and family satisfaction, there have been conflicting results for many other important outcomes such as symptom reduction, quality of life, and social functioning  (Burns & Santos, 1995; McGrew, Bond, Dietzen, McKasson & Miller, 1995; Mueser et al., 1998).


This study was designed to remedy the methodological shortcomings of many of the previous ACT investigations, including (a) lack of random assignment; (b) different underlying intervention models; (c) different organizations implementing the intervention; (d) use of "handy sample" comparison groups, which differ on many variables in contrast to a true control group; (e) lack of specificity of the intervention model; and (f) inadequate implementation checks to assure the model was being faithfully implemented.

Consumer Providers:

The literature on consumer participation in providing mental health services to persons with major mental illness is considerably more problematic than this ACT literature. The emphasis at the state and federal level has generally been on the development of effective self-help advocacy groups and consumer networks that can become involved in mental health policy planning and decision-making.  Much of the literature has focused on the consumer movement in the context of the general self-help literature and the relationship between these consumer groups and professionals (Boltz, 1992;  Borkman, 1990; Knight, Lovell, Powell & Stastny, 1992; Long, 1988; Powell, 1990).  Until recently, one aspect of the consumer movement which received less interest and support was the development of consumer-run mental health programs, particularly drop-in centers (Beggs & Walker, n.d.; Chamberlin, 1978; Long, 1988; Mowbray, Welllwood & Chamberlain, 1988; Specht, 1988). In a survey of state supported consumer-run organizations (Specht, 1988) the least mentioned activities were case management and housing.  The NIMH CSP and a number of state CSPs funded consumer-run demonstration programs (Long, 1988).  Many of these programs are considered by consumers to be alternatives to the traditional mental health system.  Although still few in number, consumer alternatives and self-help efforts now exist in a wide variety of areas such as housing, crises response and case management (Carling, 1995).


There is even less written about consumers as mental health professionals/providers within the traditional mental health system (Felton et al., 1995;  Fisher, 1992;  Paulson, 1990; 1990a; 1991; Solomon & Draine, 1995). There is a great debate within the consumer movement as to the appropriateness of this provider role.  Some have questioned whether self-help groups inevitably lose their effectiveness by "selling out" when they become organized service providers, particularly if they receive governmental funding (Knight et al., 1992; Fisher, 1992). 


Although the National Association of State Mental Health Program Directors drafted a policy commitment to the employment of persons with major mental illness for a number of years (NASMHPD, 1990), the mental health system has been slow to accept a legitimate role for consumers as mental health providers (Mowbray, Moxley, Jasper & Howell, 1997; Paulson, 1991).  Perhaps the reluctance exists because we do not yet have sufficient understanding of how similarly or differently consumers would provide treatment compared to non-consumers.  This study contributes to this knowledge.  


Only a few programs have been developed to explore the role of consumers as case managers (Carling, 1995; Herinckx, Kinney, Clarke, &  Paulson, 1997; Mowbray et al., 1997; Solomon & Draine, 1995).  These initiatives include a program to train consumers as case management aides (Manning & Suire, 1996; Sherman & Porter, 1991), a recent Rehabilitation Services Administration Program to train consumers as case manager and human service worker aides (Bond, 1991), six  former or ongoing NIMH CSP research demonstration projects, a program of peer counselors on intensive case management teams (Felton et al., 1995) and The Community Survival Program of Mind Empowered, Inc., a consumer-run case manager program in Portland, Oregon (Nikkel, Smith & Edwards, 1992).


In only two of the examples are consumer case managers operating independently (Manning & Suire, 1996; Solomon & Draine, 1995).  In situations where consumers are working with professionals on the same team, they report problems in gaining acceptance as legitimate, independent mental health providers.  Many traditional staff persist in viewing consumer providers in their former “patient” role rather than in their current worker role.  There is also a tendency to define “consumer jobs” which limit the provider roles consumers can have.


Consumers may have a special role as providers because of their experience with major mental illness.  However, the specific attributes or skills which consumers bring to their work has been mostly anecdotal, such as the ability to establish rapport, increased empathy, or a knowledge of survival skills (Fisher, 1994; Mowbray et al., 1997; Nikkel et al., 1992; Solomon & Draine, 1995). Consumers may also have limitations as service providers, such as increased vulnerability to the stressful nature of mental health service delivery in general, and case management in particular; difficulties in maintaining appropriate boundaries (Mowbray et al., 1997); and stigmatization by other mental health professionals (Manning & Suire,1996).  As a result, consumer case managers may require special supports to prevent burn-out or relapse.  While there is some evidence of these problems from program descriptions and research, the data are sketchy when it comes to specifics (Blanch, Stastny & Lovell, 1991; Fisher, 1994; Knight et al.; 1992; Mowbray et al., 1997; Paulson, 1991). 


Yet, if we are to maximize the contribution of consumers as providers, it is important to understand the strengths and limitations of consumer-providers (both professional and non-professional) as compared to non-consumer providers.  It is especially important to identify the type of clients and circumstances which are best matched to each type of provider. We assume that there are differences in the way consumer and non-consumer case managers operate as well as their effectiveness.  The major purpose of this project was to empirically test these assumptions. 


Two prior studies have demonstrated that consumers can be effective mental health providers.  Felton and colleagues found that clients who were served by a case management team with a consumer peer specialist showed the greatest gains in some aspects of quality of life, self image and outlook, and social support as well as the greatest reduction in major life problems experienced.  No differences were found between the teams with the non consumer aide and the case management-only team (Sherman & Porter, 1991).  Solomon and colleagues conducted the first randomized trial comparing consumer and non-consumer case managers, and found no differences in client outcomes for clients over a two year period (Solomon & Draine, 1995).  Studies of other consumer staffed mental health programs found similar results (Herinckx et al., 1997;  Lyons, Cook, Ruth & Karver, 1996; Mowbray et al., 1997).


In part this study replicated and extended the Solomon study, using the same basic instrument battery (with some additions) but with several important modifications to the design.  In the Solomon and Draine study, the two ACT teams were located in different organizations, and there was no usual care comparison condition.  However, we felt that different organizational processes and cultures could have a major impact on model implementation, and would be a confounding factor in interpreting differences.  Similarly, because of the importance of psychiatrists in setting the tone for a treatment unit, differences in psychiatrists could also be a similar confound.  Therefore, in this study, the two ACT teams were under the auspices of a single organization and shared a nurse practitioner and consulting psychiatrist. 


The two ACT teams operated out of different locations to allow the different teams to develop their own “culture” and practice patterns, while still controlling for the organizational and psychiatrist variables.

METHODSubjects & Recruitment:


The observation period for this study began in March 1994 and ended in July 1996, with the subject recruitment phase occurring over the first 18 months.  Since the county mental health office acts as the gatekeeper for clients in mental health services, we employed one county mental health worker to identify clients being discharged from the state and local hospitals or transferring services within the community.  As the county identified individuals in need of service, the research staff screened these individuals, and if eligible, randomly assigned them to assertive community treatment or usual care.   With the exception of random assignment, the client enrollment procedure established for this study was no different from how clients were otherwise linked to services within the community.  Referral sources were aware that there was a one third chance for a client  to be randomly assigned to usual care.  In this case, the client would continue to work with the referring agency unless the agency and county gatekeeper found alternative community services.   In addition we accepted referrals directly from local mental health agencies in the community.


Several implementation issues arose which prolonged the subject recruitment phase.  First, the two assertive community treatment teams were newly created for this research project and were building their caseloads from scratch.  Because both teams shared the same clinical staff (a psychiatrist and a nurse practitioner), a bottle neck occasionally  occurred in which subject recruitment had to be slowed so that initial clinical assessments could occur in a timely fashion.  Second, unforeseen staff turnover within the agency providing the assertive community treatment affected the team’s abilities to take on additional clients.  Finally, due to housing shortages in this area, the capacity of the teams to provide housing resources was limited and alternative, and sometimes sub-optimal, housing strategies had to be implemented to insure adequate provision of services.


The sampling frame consisted of all adult clients residing in the Portland metropolitan area who met the Oregon State definition of  "chronically mentally ill" and priority one criteria1.  Other eligibility criteria were age 18 or older and no evidence of mental retardation.  Over an 18 month enrollment period, one hundred  eighty-nine (189) subjects were approached and screened for participation in the study.  Nine individuals failed to meet eligibility criteria and two individuals declined to participate in the study.  One hundred seventy eight (178) individuals consented to participate and were randomly assigned to one of three conditions:  (a) the consumer-staffed ACT team (n=58); (b) the non-consumer-staffed ACT team (n=59); or (c) usual care (n=61).  Following randomization, three additional individuals were dropped from the study due to discharge planning conflicts (these clients were engaging with other providers while also being referred to the present research project).  Another disabled individual failed to complete the baseline interview, and 11 subjects never contacted their assigned provider and thus were never administered the baseline assessment
.  Note that the enrollment of 178 

consenting subjects was far in excess of the planned `120 subjects in the application.  However, due to an anticipated high dropout, we thought it best to overenroll.
The ACT Programs: 


The two ACT teams operated under the auspices of The Mind Empowered, Inc. (MEI), assertive case management/supported housing program (Nikkel et al., 1992) which was one of the two pioneer programs to have independent consumer case managers.  MEI was established as a private, not-for-profit corporation which began with an NIMH funded CSP demonstration grant to run a socialization drop-in center.  During it’s first three years of operation, MEI established a case management program, which managed over five years to bring 30 high risk persons out of the state hospital and keep them in the community.  MEI began as an entirely consumer-operated organization, with over 80 percent of the Board of Directors as consumers. It was selected as the assertive case management service provider in the present  research project, to house both the consumer and non-consumer teams.  


Staff for the two experimental conditions, the consumer and non-consumer ACT teams, were hired, trained, supervised, and administratively operated by MEI (Nikkel et al., 1992).  Each team consisted of four full-time and one part time case managers, one of whom was the team leader.  


Staff members on the consumer team were self-identified mental health consumers with a DSM-III-R Axis I diagnosis.  Over the life of the project, the majority of staff had a diagnosis of bipolar disorder (50%, n=4); other diagnoses included major depression, schizoaffective disorder, and cyclothymia.  Staff members on the non-consumer team reported no diagnosable mental illness.  Most of the staff on the consumer team held a bachelor’s degree, while the majority of the staff on the non-consumer team held a master’s degree.  The consumer team had on average more previous experience in the mental health field than the non-consumer team (8.6 years vs. 4 years, respectively).  Each ACT team carried a maximum caseload of approximately forty clients, for a staff-to-client ratio of approximately 1:9.  Actual caseloads over the life of the project were 4.6 clients per consumer staff and 5.4 clients per non-consumer staff.


Both teams shared a psychiatrist, a nurse practitioner, and a clinical director.  The psychiatrist was responsible for the initial psychiatric assessments and medication monitoring, and participated in treatment planning.  The clinical director provided clinical consultation to the two teams and handled administrative tasks.  To ensure that each team was free to develop their own culture and work style and to prevent potential contamination from each other's operations, (aside from the shared medical staff) the two teams were housed in separate facilities.


During the start up period of the research project, all staff for both ACT teams received a month of training in the Assertive Community Treatment model.  In addition, both of the team leaders and the clinical director visited the Threshold Bridge Program in Chicago, IL as well as a rural ACT program in Madison, WI.  The teams were trained in accordance with the ACT principles: assertive outreach to clients; services delivered in vivo; small caseloads; assignment of caseload to the entire team rather than to individuals (Bond, Pensec, et al., 1991; Essock & Kontos, 1995); training in social skills, activities of daily living, and symptom management; 24 hour, seven day a week crisis availability; continuous care; support and education to families and significant others; comprehensive array of services for meeting client needs; supported housing based on consumer choice; use of community and non-traditional resources in addition to traditional mental health services; and ultimate professional responsibility for each client with regard to the services provided (Witheridge, 1991).

The "Usual Care" Control Condition:  


Subjects assigned to the usual care condition received mental health services from agencies in the Portland metropolitan area.  The majority of subjects received services from one of four major community mental health centers (CMHCs) and a number of smaller, more specialized agencies.  A comprehensive array of services (e.g., housing, psychiatric services, vocational and skills training, day treatment, money management, and vocational rehabilitation) were available to both the experimental ACT teams and the usual care control group.  At the start of the study, none of the usual care CMHCs operated assertive outreach case management teams.

The Engagement Process:  

The research team screened clients to ensure that they met eligibility requirements for the study.  After clients consented to participate in this study and were randomly assigned to one of the three conditions, it was up to the service providers to begin client engagement in service.  


The ACT teams, on their own initiative, established a protocol to ensure that initial contact with the client would happen promptly.  Each client randomly assigned to one of the ACT teams was given a “Welcoming” letter from the ACT team outlining the timeline for the initial contact: No later than two working days for first telephone contact, and no later than five working days for the first face to face contact.  
On their own initiative, the two assertive community treatment teams established a joint protocol to ensure that clients would be contacted promptly.  During the initial enrollment visit, when a client was randomly assigned to one of the assertive community treatment teams, the research staff would give the client a welcome letter from the team.  The letter stated that the client would be contacted by telephone no later that two working days from the initial enrollment visit and that their first face-to-face contact would occur no later than five working days after the initial enrollment visit. 


The team tailored their approach to meet the specific needs of each individual client.  Clients could receive any or all of the services offered by the team based on their own preference and project staff’s assessment of need.  For Usual Care clients, mental health professionals from the referring agency worked with the county gatekeeper and directly with other community mental health agencies to link clients with services, as these agencies would under normal circumstances.


 Table of Assessments
	Measure, Construct
	Unit of An​al​ysis

	CLIENT-RESPONDENT MEASURES

	Brief Psychiatric Rating Scale
	Client

	Drake Substance Abuse Scale
	Client

	Quality of Life Questionnaire
	Client

	Pattison Psychosocial Kinship Inventory
	Client

	Specific Level of Functioning
	Client

	Satisfaction with intervention services 
	Client

	Services Coordination Scale
	Program

	Empowerment Scale
	Client

	CASE MANAGER-RESPONDENT MEASURES

	Brief Psychiatric Rating Scale
	Client

	Rosenberg Self-Esteem Scale
	Staff

	Maslach's Burnout Inventory
	Staff

	Hassles and Uplifts Scale
	Staff

	Job Satisfaction Scale
	Staff

	Attitudes of Capabilities of SMI Persons 
	Staff

	Diversity of Case Management Tasks
	Staff

	Case Manager-Client Relationship Scale
	Staff

	MENTAL HEALTH/SOCIAL SERVICE CONTACTS*

	Frequency, type of services
	Client

	Individual/group outpatient therapy
	Client

	Hospitalization episodes, # bed-days
	Client

	Emergency room visits
	Client

	Day treatment, residential, partial-hosp.
	Client

	Alcohol/drug treatment visits
	Client

	Medication compli​ance
	Client

	Employment, source/amount of income
	Client

	Educational/vocational programs 
	Client

	Arrest/conviction history
	Client

	Living arrangements
	Client


*Each construct in this category is as​sessed via multiple respondents and/or sources (clients, staff, and agency data system).

Assessment:

Follow-up interviews were completed every six months for up to 24 months thereafter.  All interviews were completed by trained research staff who were independent of service providers.  (See Table of Assessments.)


Subjects were reimbursed $20 for completion of the baseline and 6-month interviews, $25 for the 12-month interview, $30 For the 18 and 24 month follow-ups.  A bonus of $30 was given to subjects who participated in all of the interviews.  Each interview lasted approximately 2 to 3 hours, and were conducted at locations most accessible to the client, either at the subject's home,  the service agency offices, or some other public place (e.g., coffee shops, parks) agreed upon by the consumer and research staff.  The assessment battery was extensive and was adopted from a study of consumer/non-consumer case management conducted by Phyllis Solomon and colleagues (Solomon & Draine, 1995).  Two additional instruments were added to those listed above,  (a) the Services Coordination Scale (Koren  et al., 1997); and (b) empowerment using items from two consumer empowerment scales (Koren, DeChillo  & Friesen, 1992; Segal, Silverman, & Temkin, 1995).  In addition,  the Working Alliance Inventory (Horvath & Greenberg, 1989) was collected at all waves.  


Instruments Administered Directly to Clients:  


Instruments described in this section were administered directly to clients in all three conditions by research assistants.  Clients self-reported their own status on these constructs, although in some cases (as indicated) the case management staff were also asked to report on the client's status.  


The Brief Psychiatric Symptom Rating scale (BPRS; Overall & Gorham, 1962) was employed to measure changes in psychiatric symptoms over time.  This 16-item scale has been widely employed to assess psychopathology in MMI populations.  Interrater reliability for the BPRS has been reported to be high (from r = .62 to .87), as has high consensual face validity among mental health professionals (Overall & Gorham, 1962).  Drug and alcohol use was measured by the Drake Addiction Scales (Drake, Osher, Noordsy, et al., 1990) The Alcohol Use Scale is a five point scale which anchors its symptomology questions on DSM criteria for alcohol and drug dependence and addiction and incorporates level of impairment into the rating.  A study done on an early version of the scale showed high interrater reliability as well as concurrent validity (Drake, Osher & Wallach, 1989).  Lehman's (1988) Quality of Life scale (QOL) was employed to assess this principle dependent variable.  The QOL covers nine domains:  living situation, family relations, social relations, leisure, work, finances, safety, health and religion.  Psychometric properties have been examined with severely mentally ill populations (Lehman, 1988); internal consistency (alpha) ranged from .35 to .88, with most > .80.  Test-retest was reported to be significantly stable, and predictive validity was reported to be favorable (Lehman, 1988; Sullivan, Wells & Leake, 1992).


Each client was administered the Pattison Psychosocial Kinship Inventory (PPKI; Pattison EM et al., 1975; Pattison EM & Pattison ML, 1981) to assess his/her social contacts (friends, family, co-workers, etc.) and the extent to which this social network provides emotional support (e.g., available as a confidant) and instrumental support (e.g., lending money).  Additional information regarding clients' social network was also obtained from the Quality of Life instrument, described above.  The authors have demonstrated good construct validity for the PPKI when used with MMI samples.


As one of the principal goals of case management is to assist clients "... to adjust to community living" (Modrcin, Rapp & Poertner, 1988), the assessment battery included the Specific Level of Functioning scale (SLOF; Schneider & Struening, 1983) to measure social functioning; this scale was employed by Dr. Solomon in her case-management study.  This scale consists of six factor analysis subscales covering several relevant social domains, including physical functioning, social accept​ability, activities of community living, personal care skills, interperson​al relationships, and work skills.  The psychometric properties of the SLOF have been evaluated on several large MMI samples (Schneider & Struening, 1983).  Relevant to the present investigation, the SLOF was found to possess acceptable inter-rater reliability in community settings (mean r = .62) when staff are properly trained in its use.  Concurrent validity with the Global Level of Functioning scale was moderate (r = .41).  The SLOF has demonstrated acceptable construct and predictive validity as well (Schneider, 1980) in hospitalized MMI samples.


Clients' satisfaction with intervention services was assessed by asking subjects to rate how helpful they felt their treatments and services have been.  Clients rated their satisfaction with several service domains (listed below) using a seven point scale developed by Hoult et al. (1983):  (1) definitely helped and improved greatly; (2) helped and improved somewhat; (3) not sure or no change; (4) not helped and somewhat worse; (5) definitely not helped and much worse; (6) don't know; and (7) improved but not due to the treatment program.  Clients were asked to rate their satisfaction with the following domains:  (a) information and advice about problems; (b) psychological support and counseling; (c) education about medica​tions, their use and side effects; (d) assistance during crises; (e) assistance re: obtaining and maintain​ing housing; (f) assistance re: obtaining vocational training and/or employment; (g) assistance re: obtaining and/or resolving problems with benefits; (h) conditions of parole/probation; (i) assis​tance in obtaining and using community resources; (j) practical advice on how to deal with symptoms; (k) availability of assistance with problems when needed; (l) assistance in developing relationships with others; (m) assistance with involvement in leisure time activities; and (n) assistance managing finances.


Services Coordination Scale:  Coordinating all of the services for a person with major mental illness is one of the major functions of a case manager, irrespective of the model of case management used.  Since the ACT teams are incorporating a number of different services (e.g., skills training, supported housing, case management) which are provided by separate departments or agencies in the usual service system, it was hypothesized that from the consumer's perspective services would be better coordinated by the ACT teams.  There was no theoretical reason to believe that either of the two ACT teams would provide better coordinated services.  


While some interorganizational studies have looked at Commu​nity Support System coordination (Paulson & Morrissey, 1989), none of the case management research explored this variable, particularly from the consumer's point of view.  The Research and Training Center on Family Support and Children's Mental Health (RTC), Portland State University, has developed a Service Coordination Scale to use with several children's mental health studies which was used in the federally funded Oregon Partners Project.  Analysis of the psychomet​ric properties of the instrument is just beginning based on the data from prior studies.  The wording of the scale was modified slightly to reflect an individual adult's point of view rather than that of a family member who is evaluating the services that they or their child received.  Otherwise, the wording of the questions remained the same.   The scale was administered to the research subjects as part of the regular interview.


Empowerment Scale:  Consumer empowerment is the major goal of consumer-run organizations, and is, therefore, an important variable to measure.  One would expect that consumers served by either of the two ACT teams would become more empowered than subjects exposed to the usual service system.  It was also expected that greater empowerment would occur with the consumer team than the non-consumer team.  A Family Empowerment Scale (FES) has been developed by the RTC to measure empowerment in families whose children have emotional disabilities.   The measure has been shown to have good internal consistency with alpha (Cronbach, 1951) coeffi​cients ranging from .87 to .88.  The instrument was also shown to have good test-retest reliability (Koren et al., 1992).  In addition, the validity of the instrument was tested by a panel of experts who were asked to classify items in the FES according to the underlying construct dimensions.  Analysis of the agreement among the raters produced an overall kappa coefficient for multiple raters (Fleiss, 1981) of .77, showing substantial agreement of the raters in classifying the items.  The analysis of the agreement of the raters with the classification scheme of the conceptual framework also showed positive results.  The scale was also able to differentiate between parents who were involved in activities (such as advocacy or political) which indicated empowerment in contrast to those who were not.  The wording of this instrument has been modified slightly to reflect individual empowerment rather than that of a family member whose child has an emotionally disability.  However, the rest of the substantive wording remains unchanged.  There is no reason to believe, therefore, that the psychometric properties would change, although these properties were measured again after the initial round of data collection has occurred.  The use of this instrument allowed this research to measure an important outcome that has not been previously measured in other research.

Mental Health/social Services, Agency Contact:


Constructs described in this section were assessed both through direct client and case manager inquiries during regular assessments, as well as through collection of confirmatory data available through one or more data information systems (located in the CMHCs, the Justice System, etc.), where indicated in the narrative below.


Length and number of psychiatric hospitalizations, and emergency room (ER) visits was assessed directly by interviewing clients both at baseline and at each subsequent 6-month assessment, where only hospitalizations/ER visits which occurred since the last assessment were probed.  Pre-study hospitalization/ER history was employed as a predictor of outcome in the multivariate analyses described below, while hospitalization/ER history after intake were considered an outcome variable.


Clients were interviewed regarding Medication Compliance, using a five point rating scale (Bond, Miller, Krumwied & Ward, 1988) from highly compliant to highly non-compliant.  In addition, the case managers and the program psychiatrists of the two ACT teams were asked to make independent ratings of medication compliance.


Information regarding client employment and source and amount of income were obtained at intake and at each subsequent 6-month interview.  Employment may be part- or full-time, and in a sheltered or non-sheltered setting.  Sources of income include wages, family assistance, SSI, welfare, and other governmental support programs.  Data on employment and income were collected from both the clients and from verification checks with program staff and employers for the two experimental conditions.


The clients' involvement in educational/vocational programs at intake and through the follow-up period were assessed both through client self-report and from verification checks with program staff.


Clients' living arrangements were evaluated to determine the degree to which the setting is independent (e.g., degree of supervision by case managers or other staff).  Client satisfaction with the living quarters was also evaluated via the Quality of Life scale.  Other physical characteristics of the living quarters (e.g., private/shared bathroom, etc.) were recorded.


Subjects' arrest and conviction history were assessed via direct interviews with clients.  Following the same procedures as employed by Dr. Solomon in her study, we will also note those occurrences (if any) where clients are (re)arrested at the instigation of the ACT case managers in circumstances where it is believed that arrest would be therapeutic or protective (e.g., to prevent continuation of criminal activities [such as substance abuse or prostitution] which are a violation of probation and potentially harmful to the client).

Instruments Completed by Case-managers Regarding Clients:

Instruments in this section were completed by the case managers in the two ACT programs.  For some instruments (e.g., the BPRS) these case managers reported on the clients in their program for which they have the principal tracking responsibility.  For other instruments (e.g., the Burnout Inventory) case managers were required to self-report their own status.  These scales were not completed by clinical staff in the community control condition, as these case managers and/or therapists were not routinely available to the research team (they are not MEI employees, as described earlier).  The first administration of these scales was one month after intake; in order to permit the case-managers to get to know their clients before making the initial assessment.  All subsequent assessments will occur at the regular 6-month follow-up intervals.


Case manager self-esteem was presumed to be a potential mediating or process variable in client outcome.  This construct was assessed with the 10-item Rosenberg Self-Esteem Scale (RSES; Rosenberg, 1965).  This instrument has been demonstrat​ed to have relatively high internal consistency, with Cronbach's alpha ranging from .78 to .91 (Solomon, 1992a), good 2-week test-retest reliability, r = .85.  Good concurrent validity for the RSES has been demonstrated by Robinson and Shaver (1973), who found high correlations with the Coopersmith Self-Esteem Scale (r = .60) and a single item esteem question (r = .66).


Another relevant case manager issue is staff burnout, which can result in high staff turnover rates, which in turn may affect client (dis)satisfaction and functioning.  Case managers were administered the Maslach Burnout Inventory (MBI; Maslach & Jackson, 1981).  The MBI has three subscales to measure emotional exhaustion, depersonalization, and personal accomplishment.  In Solomon's (1992a) investigation of consumer and non-consumer case managers, consumers consistently reported low burnout on this scale, while non-consumers reported low-to-moderate burnout.  Internal consistency for the MBI in this study was generally good, ranging from .77 to .95 for Emotional Exhaustion, and .66 to .88 for Personal Accomplishments.  The Depersonalization subscale demonstrated a mixed performance, ranging from poor (.13) to high (.97) internal consistency.


Staff were administered the Hassles and Uplifts Scale (HUS; Delongis & Lazarus, 1988) to assess the extent and impact of daily stress.  Each of 53 items is rated for the degree to which each was a hassle or uplift for staff that day, on a 4 point scale from 0 (none or N/A) to 3 (a great deal).  Solomon (1992a) reports very high internal consistency (.90 to .98) for the Hassles and Uplifts scales in her study with consumer case managers.


Finally, case managers reported on their perceived job satisfaction using the Bond Job Satisfaction Scale originally developed for the Indiana Supported Work Project (Solomon, 1992a).  The BJSS has five subscales, including General Satisfaction, Pay, Advancement and Security, Supervision, and Co-Workers.  Each of 32 items is rated on a 4 point scale from strongly agree to strongly disagree.  Solomon (1992a) reports generally good internal consistency for the BJSS, ranging from alpha = .88 to .94.

Case Manager Questionnaire:  


We used the Case Manager Questionnaire developed by Phyllis Solomon in her comparative study of consumer and professional case manager teams.  In addition to the self-esteem measure, burnout inventory, hassles and uplifts scales, and job satisfaction scale described above, the questionnaire has a number of questions on the training, supervision and operations of the teams.  Questions on the relationships with various other community support service providers and their views of the case manager are also included, as well as the contact and relationships between the two teams.  Case managers on both teams were asked to evaluate the strengths and limitations of consumer and non-consumer case managers, and their own use of mental health services.  While the sample sizes for the case managers were too small to conduct a statistical analysis of differences between the two teams, the descriptive statistics and qualitative data can be informative (Solomon, 1992a).  Three instruments developed by Solomon (1987) specifically for her research were also included in this questionnaire.  The Attitudes of Capabilities of Severely Mentally Disabled Persons Instrument  (pgs. 17-18 of the questionnaire) asks case managers about the extent to which they think persons with major mental illness are capable of accomplishing a variety of tasks.  The power of expectations and the self-fulfilling prophecy are forceful shapers of behavior and can have an important impact on outcomes.  Interestingly, in her preliminary findings, Solomon found that consumer case managers viewed clients as somewhat less capable than non-consumer case managers.  The scale had a Cronbach's alpha for each of the time periods (initial, six months, 1 year) of .96, .63, and .89, respectively.  It was important to replicate this as we predicted that consumer case managers would have higher expectations of clients.  In effect, this will increase the N to 80 which is sufficient for statistical purposes.  


The Diversity of Case Management Tasks, (pgs. 19-21) asks case managers to what extent they thought they would be engaged in a variety of tasks and had Cronbach's alphas of .94, .91 and .95 at the three time periods.  In addition, the instrument was administered to the consumer who were asked whether his/her case manager performed those tasks within the same time period.  This allowed us to evaluate the congruence between the perspectives of the consumers and the case managers.  It was expected that there would be greater congruence between consumers and the consumer case managers than with the non-consumer case managers. 


Finally, case managers were asked to define the extent to which their relationship with the consumer took on a number of dimensions such as advocate, caretaker or friend.  Here, too, we expected greater congruence between the consumers and the consumer case managers.  


Case managers  were also asked to assess each client’s level of functioning using the Specific Level of Functioning (SLOF), drug and alcohol use using the Drake Addiction Scales,​ Psychiatric Status (BPRS) and therapeutic alliance using the Working Alliance Inventory.  These assessments took place every six months after completion of the client interview.

THE SAMPLE  


The demographic and clinical characteristics of the 163 clients who began treatment are presented in Table 1.  The average age of clients was 36.5 years (SD=10.3).  Most of the clients were male (60.7%).  Schizophrenia was the most common diagnosis (59.5%).  A substantial number of clients (33.1%) reported drug and alcohol abuse issues.  Approximately one-third (30.7%) had also been homeless and nearly two-thirds (60.7%) had been hospitalized in the last six months.  These clinical and demographic characteristics resembled the characteristics of target samples in other ACT studies.  Most of the clients in this sample were white (82%), 9% African American and 10% other ethnic minority.  Because no significant differences were found across the three conditions with regard to any client demographic or clinical characteristics at baseline, randomization appears to have produced equivalent groups.
ANALYSES

There are four different types of analyses presented in this report.  We recognized that for a treatment to be effective, a consumer had to be engaged and retained in treatment or they would not be exposed to it sufficiently to evaluate its success.  Hence, we started with an engagement and retention analyses.  We next looked at the outcomes for consumers in the 


Table 1


Demographic and Clinical Characteristics of the Treatment Sample


	
	Consumer ACT

  Team (n=57)
	  Non-Consumer ACT Team (n=57)
	Usual Care (n=49)
	Total (n=163)

	
	   N  (%)
	   N  (%)  
	   N  (%)
	   N  (%)

	Gender
	
	
	
	

	     Male 
	36 (63.2)
	35 (61.4)
	28 (57.1)
	  99 (60.7)

	     Female
	21 (36.8)
	22 (38.6)
	21 (42.9)
	  64 (39.3)

	Diagnosis
	
	
	
	

	     Psychotic Disorder
	34 (59.6)
	35 (61.4)
	28 (57.1)
	  97 (59.5)

	     Affective Disorder
	23 (40.4)
	22 (38.6)
	21 (42.9)
	  66 (40.5)

	Alcohol or Drug Abuse
	
	
	

	     None - Moderate
	32 (56.1)
	26 (45.6)
	29 (59.2)
	  87 (53.4)

	     Severe 
	17 (29.8)
	25 (43.9)
	12 (24.5)
	  54 (31.1)

	
	
	
	
	

	
	Mean (SD)
	Mean (SD)
	Mean (SD)
	Mean (SD)

	
	
	
	
	

	Age
	36.3 (10.1)
	38.0 (11.4)
	35.1   (8.9)
	36.5  (10.3)

	Nights Homeless

  in the Last Six Months
	  1.2   (3.7)
	  0.4   (0.7)
	  0.4   (0.6)
	0.7    (2.3)

	Days Hospitalized 

  In the Last Six Months
	  0.9   (0.9)
	  1.1   (1.1)
	  1.3   (2.3)
	1.1    (1.5)

	
	
	
	
	


three conditions.  Certain experiences such as psychiatric hospitalization or arrests can have a particularly profound impact on persons with major mental illness.  The reduction of such adverse events is a major goal of treatment programs and we therefore did a special more in depth analysis of these events.  Finally, we were interested in knowing the extent to which the two ACT teams were implementing the intervention in the same way and consequently conducted a separate analysis of the practice patterns of the teams.  Each of these analyses is presented in the following sections.
ENGAGEMENT AND RETENTION

It is generally recognized that persons with serious and persistent mental illness need a support system which facilitates living and functioning adequately in the community.  Community mental health programs provide this support by delivering comprehensive services that assist individuals to manage daily living, obtain work, build and strengthen family and friendship networks, manage symptoms and crises and prevent relapse.  


Because of the persistent nature of serious mental illness, lifelong access to services is often necessary.  When long term supports are withdrawn, gains made by clients are often steadily lost over time (Audini, Marks, Lawrence, et al., 1994; McRae, Higgins, Lycan, et al., 1990; Stein & Test, 1980).  Therefore, continuity of care has become a key component of service delivery.  Above all, continuity of care ensures long term access to a comprehensive set of services and establishes a supportive, dependable relationship with a service provider (Bachrach, 1993).


Despite the potential benefits, engaging and retaining individuals with serious and persistent mental illness in service is not always easy.  This is especially true of individuals described as “difficult to treat.”  These clients are often identified as being non-compliant with medication and resistant to attending office-based services.  They commonly have a diagnosis of schizophrenia,a history of repeated hospitalizations and homelessness, a need for daily structure, frequent and severe crises, and no social network (Dennis, Buckner, Lipton, et al., 1991; Stein & Diamond, 1985; Surber, Winkler, Monteleone, et al., 1987;).


For clients to reap the benefits of support services, engagement and retention is crucial.  The assertive outreach component of the Assertive Community Treatment (ACT) model has been consistently identified as invaluable in engaging clients who are heavy users of psychiatric hospitalization and emergency services and who are difficult to engage in traditional, office-based community treatment (Teague, Drake & Theimann, 1995; Witheridge, 1991).  The ACT team begins by assisting a potential client with a concrete task, such as leaving the hospital or finding housing.  The primary goal in the engagement period is to develop a trusting relationship between the ACT team and the client (Dixon, Krauss, Kernan, et al., 1995).  The team explains the program and attempts to connect with the client’s existing support structure (e.g., collateral agencies and family members), if one exists.  


Sensitive to the fact that many individuals have been rejected or overwhelmed in the past, the team assesses client needs, strengths and weaknesses, and assumes responsibility for the client’s well-being (Witheridge & Dincin, 1985).  Team members meet clients on their own turf and at their convenience, in the community.  ACT staff may visit clients in prison or drive several hundred miles to visit clients in order to fully engage them in service.  Some clients have multiple staff contacts a day; many have more than two contacts a week during the initial engagement period (Dixon et al., 1995).  In addition to assertive outreach, other critical ACT program components which may help to engage and retain clients in service include small caseload ratio (10:1), shared caseload and consumer participation in treatment planning (McGrew et al., 1994; Witheridge, 1991).


Although the ACT model is designed to facilitate engagement and retention of clients in services, only a limited number of ACT studies have actually examined engagement and retention.  Teague et al. (1995) reported that ACT teams scored significantly higher than standard case management programs on overall fidelity to a continuous treatment  model, including a higher rating on assertive engagement.  A member of McGrew and Bond’s research team conducted a fidelity assessment of both of this project’s ACT teams and reported a respectable score on the fidelity instrument.  Bond et al. (1995) has presented the most comprehensive report to date on client retention in ACT programs.  Retention was defined as uninterrupted services over a 12-month period.  The average retention rate in ACT programs for six studies (out of a total of nine reviewed) was 84%,  compared to 54% for controls.  Among the four studies with control groups (Bond, McDonel, Miller, et al., 1991;  Bond et al., 1988; Bond, Pensec, et al.,1991; Bond et al., 1990), two studies demonstrated improved client retention associated with ACT, while two studies showed no differences between ACT and usual care. 


With the exception of the Bond studies, no other randomized trials of ACT have examined client retention as an outcome variable.  Moreover, attrition rates are most often described as dropout from the research study, without indicating whether subjects also dropped from clinical service.  While there does appear to be an overall trend toward better client retention in ACT programs relative to usual care (Scott & Dixon, 1995), most ACT studies do not report whether subject retention in services is statistically different between ACT and control conditions.  Consequently, it is difficult to draw definitive conclusions from the current ACT literature.


To date, ACT studies have also not examined factors which may mediate the engagement and retention process.  In related literature, Mowbray (1993)  found that engagement status for homeless mentally ill clients was highly related to both frequency and hours of project contacts.  Within the initial four months of service, clients identified as fully engaged had a median of 30.5 contacts, partially engaged clients had 4.0 contacts, and disengaged clients had only 1.0 median contact.  Clients referred from community mental health centers were more successfully engaged, while clients referred from shelters and hospitals were less successfully engaged.  Engagement status was not associated with any client characteristics (gender, race, age, substance abuse at time of screening, or baseline residential history).  


In a similar study of psychiatric aftercare, Axelrod and Wetzler (1989) found that better client retention was associated with shorter time to first treatment appointment, increased number of prior hospitalizations, increased length of hospital stay, less denial of need for treatment, and greater perceived need for medication.  Factors not associated with increased retention were demographic or diagnostic variables, social support factors, negative view of the hospital, and passive or alienated attitude toward treatment.


Comparing a consumer-staffed and a non-consumer-staffed ACT team to usual community mental health care, we examined client engagement and retention in services, the pattern of withdrawal from services over time, and factors which may be associated with retention in community mental health services.  Based on the literature, we theorized that client and clinical characteristics identified as “hard to treat” (e.g., homelessness, greater severity of symptomatology, a diagnosis of schizophrenia, and drug and alcohol abuse) may have a significant influence on engagement and retention in community mental health services.  


Program factors may also be associated with client retention, such as enrollment in ACT services versus usual care, length of time to first treatment contact, the number of client contacts, caseload size of the provider, and a referral source of hospital or crisis stabilization center vs. community mental health agency.  

Hypotheses:

1. The two ACT programs would be associated with higher client engagement and retention over time as compared to the “usual care” community treatment program.  Because of the assertive outreach component of ACT, we hypothesized that the ACT teams would be more tenacious in engaging and retaining clients, leading to fewer client withdrawals from ACT services.  Both ACT teams were based on the same model, therefore, we did not hypothesize any differences in client engagement or retention between the consumer-staffed and non-consumer-staffed ACT teams.
1. Clients with a history of homelessness, rehospitalization, and drug and alcohol abuse, who were more symptomatic, and who were diagnosed with schizophrenia would be at greater risk of disengagement from services.

1. Shorter time to first treatment contact, small caseload, and a referral source from a community mental health agency (as opposed to a hospital or crisis stabilization unit) would be associated with increased engagement and retention in service.  Clients with a recent history of stabilization in the community, as demonstrated by referral through a community mental health agency, were predicted to have greater success in staying stabilized and engaged with their assigned community mental health provider.

Post-Randomization:  Eligible for treatment sample:  


Nine subjects assigned to usual care did not engage with their service provider and therefore never began treatment, compared to only two in the two ACT teams combined (2 (1, N = 174) = 12.42, p < .01).  To examine differences across conditions in the length of time clients remained engaged and retained in treatment services, survival analysis was conducted on the 174 individuals in the sample beginning at the point of randomization.  Survival functions for the combined ACT teams and usual care are shown in Figure 1.  The values of these functions represent the probability of remaining engaged and retained in treatment with the initial community mental health provider over time. The mean survival time for clients assigned 

to usual care was 500 days (SE = 45.7), compared to 690 days (SE = 28.7) for clients assigned to the ACT teams.


As illustrated in Figure 1, clients in both ACT and usual care experienced the greatest risk of disengagement during the first nine months of service.  Within the first six months, attrition from usual care reached 19.3%, whereas attrition from the ACT teams was 11.7%.  The difference between the two conditions was even more pronounced between the sixth and ninth month:  Usual care lost an additional 22.6% of their clients, as compared to 9.4% for the ACT teams.  The rate of client attrition slowed considerably between the ninth and fifteenth month for both the ACT teams (1% drop out) and usual care (7.5% drop out).  By the end of the observation period (870 days), the combined ACT teams had retained 68.4% of their clients.  In contrast, the retention rate for usual care was 42.8%.  ACT clients were engaged and retained in significantly greater numbers over time than usual care (Log Rank Statistic, 2 (1, N = 174) = 8.98, p < .01).  A comparison of the consumer-staffed and non-consumer-staffed 


[image: image1.wmf]ACT teams demonstrated no significant differences in dropout rates(p= .47). 

Engaged in Treatment Sample:  


An additional survival analysis was performed on data from the 163 subjects who received at least one face to face contact with their assigned provider. Nine usual care clients

and two ACT clients who never experienced a first contact with their provider were not included in this analysis. There were no significant differences with respect to clinical or demographic characteristics between the analyzed sample and these 11 individuals.  Survival functions for

the two ACT teams combined and usual care are shown in Figure 2.  The values of these functions represent the probability of remaining in treatment with the initial community mental health provider over time. The mean survival time in treatment for clients receiving usual care 

(560 days, SE = 47.9) was shorter than for clients receiving assertive community treatment (691 days, SE = 28.1).


The survival functions were quite similar for the combined ACT teams and usual care during the first six months of services (see Figure 2).  The cumulative proportion of clients who dropped out of service during this period was 12.1% and 11.6% respectively.  However, usual care clients dropped out of service at a much higher rate than ACT clients between the sixth and ninth month:  21.5% of usual care clients as compared to 7.7% of ACT clients.  While the survival curve leveled off for the ACT teams at approximately 9 months, the risk of client loss from usual care did not stabilize until about 15 months after treatment onset (with an additional 6.2% of clients lost).  By the end of the observation period (870 days), the combined ACT teams retained 69.8% of their clients; while usual care retained only 49.6%.  The difference in number 
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of clients retained in ACT versus usual care showed a trend toward statistical significance (Log Rank Test, 2 (1, N = 163) = 3.63, p = .057).  A comparison of the two ACT teams on client retention revealed no significant differences (p = .46).

Multivariate Cox Regression:  


A Cox proportional hazards model was employed to determine which mediating variables were significantly associated with length of client retention in treatment.  We tested a multivariate model, comparing the variance in service retention explained by the ACT intervention relative to other program variables as well as client demographic and clinical variables.


Because most of the variables used in this analysis were collected as part of the baseline interview, twenty clients who dropped out of services or the research study before completion of the baseline interview were excluded from the analysis.  Twelve additional clients were excluded because they were not taking prescribed medications at the time of the baseline interview, and therefore answered “not applicable” to the medication compliance question; four clients had missing values on other variables used in this analysis.  Comparisons between these 36 clients and the remaining 127 indicated no differences on any demographic or clinical characteristics.


Predictors were entered into the equation using forward stepwise selection.  Selection criteria were based on the Wald statistic (p<.05 for entry and p>.10 for removal at a subsequent step).  The overall regression model yielded a significant goodness-of-fit statistic for likelihood ratios, 2 (2, N = 126) = 7.47, p = .02.  The significant terms in the model were number of nights homeless during the previous six months and type of treatment (ACT versus usual care, see Table 2).  None of the other program characteristics or client demographic characteristics predicted survival time in treatment.  The client clinical characteristics examined also demonstrated no predictive value.


The ratio of the estimated hazard (exponentiated ) indicates the magnitude of the relative risk associated with different levels or categories of a particular predictor.  The estimated risk of drop-out from the intervention was approximately two and a third times greater (e = 2.33) for usual care clients compared to ACT clients.  In addition, a one unit (i.e., one night) increase in number of nights homeless during the previous six months was associated with a 14% increase (e = 1.14) in the hazard rate for drop-out. 

Discussion:

The ACT teams were more successful at both engaging and retaining clients in services than the usual care control condition.  Nearly 20% of the clients assigned to a usual care provider never successfully connected with the provider as compared to only 2% for the ACT teams combined.  ACT also retained 25% more clients in services over a two and a half year period than usual care.  For both ACT and usual care, clients were at greatest risk of dropping from services during the first nine months.  Thereafter, very few clients in the ACT programs dropped out of service.  In contrast, usual care clients continued to drop out at a fairly steady rate for another half year.  From these results, it appears that usual care services may not provide adequate outreach to assure both initial engagement with the provider and continued 

Table 2

Results of Cox Regression Analysis

	
	Coefficient
	z (coefficient/SE)
	p
	Exp (coefficient)

	Variables In the equation
	
	
	

	     Number of Nights Homeless
	0.13
	2.59
	0.009
	1.14

	     ACT vs. Usual Care
	0.85
	2.21
	0.027
	2.33

	
	
	
	
	

	Variables Not in the equation
	
	
	

	     Medication Compliance
	 - - -
	 - - -
	0.709
	 - - -

	     Number of Days Hospitalized
	 - - -
	 - - -
	0.180
	 - - -

	     Total Score on the BPRS
	 - - -
	 - - -
	0.194
	 - - -

	     Alcohol and Drug Abuse
	 - - -
	 - - -
	0.418
	 - - -

	     Caseload
	 - - -
	 - - -
	0.409
	 - - -

	     Days from Intake to Treatment
	 - - -
	 - - -
	0.422
	 - - -

	     Referral Source
	 - - -
	 - - -
	0.429
	 - - -

	     Gender
	 - - -
	 - - -
	0.597
	 - - -

	     Age
	 - - -
	 - - -
	0.653
	 - - -

	     Diagnosis of Psychotic    

        Disorder
	 - - -
	 - - -
	0.635
	 - - -

	
	
	
	
	


retention in services.


It is commonly assumed that the most “difficult to treat” clients are younger, highly symptomatic, schizophrenic, and abusing drugs and alcohol.  However, none of these client characteristics were related to engagement or retention.  Multivariate Cox regression analyses indicated that shorter time in treatment was associated with both a recent history of homelessness and enrollment in usual care programs.  The relative risk of disengagement associated with these factors was moderate in magnitude but notable, with usual care clients showing over twice the risk of drop-out from services found for ACT clients, and each night homeless during the six months prior to enrollment increasing the risk of disengagement from a provider by nearly 15%.  The latter result appears to suggest that more effort should be devoted to the engagement process when dealing with recently homeless individuals.  The relative risk associated with treatment condition corroborates the findings from the survival analysis, in which usual care clients demonstrated a higher overall rate of attrition from services.


There is some evidence that intensity of service is also associated with successful engagement and time in treatment (Mowbray, Cohen & Bybee, 1993).  In a post hoc analysis, we examined service intensity for the two ACT teams and usual care during the first sixty days of services (the initial engagement period).  We also compared service intensity for those who dropped versus those retained in ACT as compared to usual care.  No statistical differences were found between the ACT teams and usual care in mean number of contacts received in the first sixty days of treatment.  There were also no differences for clients who dropped versus clients retained across the three conditions.  Nevertheless, ACT clients were engaged and retained in higher numbers than usual care clients.  This suggests that there may be an important qualitative difference in the engagement processes  between ACT and usual care. 


Additional research is needed to provide qualitative descriptions of the engagement strategies that are most effective as well as the ingredients crucial for successful long-term rehabilitative relationships.  As Burns and Santos (1995) point out, it is important to assess the rewarding aspects of the relationship between clinicians and consumers that are not captured by standard outcome measures.  This work is underway.  McGrew et al. (1995) recently asked clients what they liked most and least about their ACT case managers.  Clients identified the helping relationship developed with case managers, the availability of staff, having someone to talk to, and the provision of problem-solving support as among the most helpful features of ACT.


In interpreting the results of this study, it is important to keep two issues in mind.  First, the subject recruitment period was substantially longer than anticipated, spanning 18 months rather than the planned 6 to 9 months.  To control for potential differences in engagement due to smaller caseloads on the ACT teams relative to usual care while the ACT teams were building their clientele, caseload size (at the time of treatment onset) was added as a predictor to the Cox regression analysis.  However, caseload was not found to be related to length of time in treatment.  Secondly, the method for gathering disengagement dates for clients enrolled in usual care may have introduced some recall bias.  These dates were collected by self report during client interviews once every six months for usual care clients, whereas dates of client drops from the ACT teams were usually obtained as part of routine weekly data collection from the ACT team case managers.  Consequently, the distribution of the survival function may be slightly skewed or less accurate for usual care within any given six month interval.  Nevertheless, the overall shape of the distribution would not be affected.


It is also important to note that little information was available on clients who dropped either before engaging in treatment or after engaging in treatment but prior to completion of the baseline interview (n = 31), thus limiting the ability to characterize and compare early drops with the rest of the sample.  In future research it would be better to collect a more comprehensive set of data at the time of enrollment into the study, rather than at the time of the baseline interview.  A challenge for future research would be how to obtain data on treatment status of clients who never connected with their assigned community mental health provider.  For example, what happens to clients who do not connect with their assigned providers; and under what circumstances do clients who may not accept treatment initially become engaged in treatment with a different provider. 


Most treatment studies that have reported attrition rates tend to limit comparisons between the drop out sample and the retained sample to an examination of potential differences in demographic or clinical characteristics.  If no differences along these dimensions are found, it is assumed that drop out is not systematic in nature.  However, the present study has demonstrated that client drop out from services can vary significantly as a function of type of treatment.  As Draine (in press) noted, in an examination of randomized field trials of case management, there may be an interaction between attrition and type of intervention that could have an important bearing on the interpretation of results.  Our findings corroborate the higher rates of attrition for clients receiving traditional aftercare reported by Bond (Bond et al., 1995). 


Other studies have shown that drop out rates are also related to the differential effectiveness of the same intervention across clients.  For example, McGrew et al.  (1996) found that higher functioning clients were more likely to drop out of service.  In addition, clinical drug trials have shown that drop out tends to be highest among clients for whom the intervention is the most effective as well as clients for whom the intervention is the least effective (Warner, 1994; Weiden, Dixon, Frances, et al., 1991;).  Further research is also needed to investigate the types of engagement strategies that work for clients with particular needs, as well as the extent to which engagement and retention affect more distal outcomes, such as rehospitalization, level of functioning and quality of life.  


This study points out the importance of distinguishing between different reasons for drop out, and in particular, between client drop out of treatment and subject drop out of research.  That is, clients sometimes drop from studies because the research protocol is too time-consuming, because interest in study participation wanes over time, or for some other reason related to the research but not treatment.  To determine whether the ACT model is better at retaining clients than another intervention,  it may be problematic to assume that the decision to drop from the research project is equivalent to dropping from treatment.  In many research studies, clients are not allowed to continue with the treatment service upon withdrawing from the research project.  However, clients sometimes drop out of the research project but continue receiving services from the assigned provider.  In both cases, clients are often lumped together into a single “dropped” category, even though their circumstances may be very different.


These caveats notwithstanding, the ACT model has demonstrated greater ability to engage and retain clients in the community than usual care services.  In fact, one of the most robust outcomes of ACT is its demonstrated ability to reduce hospital and emergency service utilization as well as improve housing stability (Mueser et al., 1998).  It seems likely that reduction in emergency utilization and lower rates of hospitalization found in other studies of ACT may be partly attributable to the success of the ACT model in engaging and retaining clients in the community.  It appears that ACT may prove to be a valuable piece in solving the revolving door puzzle. 

Twenty-Four Month Outcomes
Aims & Hypotheses:  


With respect to the 24 month client outcomes we hypothesized that:

1.  Clients enrolled in the two ACT case-management programs would demonstrate better 12-month outcomes when compared to clients enrolled in the conventional "service as usual" control programs. 

2.  There would be no overall difference in 12-month outcomes between clients enrolled in the consumer-staffed and non-consumer-staffed ACT programs.

Analytical Model: 


Initial analyses compared subjects in the three conditions on all relevant demographic variables to determine if (a) declining and consenting subjects were comparable; (b) random assignment had produced equivalent groups; (c) post-consent dropped subjects differed from retained subjects.


Hierarchical linear models (HLM; Bryk, Raudenbush & Congdon, 1996) were used to compare the three experimental conditions longitudinally on the main outcome variables. Two sets of comparisons were conducted: 1) the consumer-run ACT team vs. the non-consumer-run ACT team, and 2) the combined ACT teams vs. the Usual Care condition.  Both the slope (time) and the intercept  (baseline) were treated as random in all models.  Separate models were run for each of the eight composite outcome variables (i.e. symptomatology, consumer empowerment, personal empowerment, functioning, service satisfaction, service coordination, social network, and working alliance).  110 subjects had sufficient data to be included in these analyses.  Estimation was based on ordinary least squares and restricted maximum likelihood.  A significant difference is indicated by a z score of 2 or greater.  For each comparison, the strength of the effect is expressed as a percentage of variance explained.  

Results:

There were no differences between declining and consenting subjects, or between subjects in the three conditions at baseline.  All comparisons conducted comparing just the two ACT teams revealed no differences on any of the composite outcome variables either in initial status (intercept) or in rate of change (slope) over the 24 month study period.  However, the two ACT teams combined differed from usual care with respect to level of functioning and working alliance; satisfaction with services showed a trend toward significance.  


SLOF.  Usual care clients had a significantly higher level of functioning at baseline than the combined ACT teams.  Usual care case manager-reported SLOF scores showed an initial 10.5 point higher level of functioning (b = 10.53, SE =  4.62,  z = 2.28).  However, over time, the level of functioning for usual care decreased at a faster rate  (b = -2.81, SE =  1.34,  z =  -2.1) than for the combined ACT teams. Thus, on average, the SLOF score for the Usual Care condition dropped at a rate of 2.81 units more per wave than the score for the ACT teams. The overall correlation between intercept and slope had a value of r = -.39,  indicating that clients with a higher initial level of functioning tended to show a somewhat faster decline over time than clients with a lower initial score.  The amount of variance explained by experimental condition was 3.4% for the baseline score and 3.5% for the change in level of functioning over time.  


Working alliance.  There was no baseline difference in level of working alliance between the combined ACT teams and Usual Care (b =  -4.45, SE =  5.72,  z =  -0.78).  The working alliance between clients and providers (case managers) also showed a decrease over time for both the combined ACT teams and Usual Care.  However, in this case, the score for the combined ACT teams decreased at a faster rate than for Usual Care (b =  4.15, SE =  1.93,  z =  2.15).  Thus, at each successive wave, the working alliance within the ACT condition dropped on average by 4.15 units more than within the Usual Care condition.  Similar to the results for the SLOF, the overall correlation between intercept and slope attained a value of r = -.38,  indicating that clients who experienced a higher initial working alliance tended to show a somewhat faster decrease over time than clients with a lower initial value.  Experimental Condition explained 5.4% of the variance in working alliance over time.


Satisfaction with services.  The level of satisfaction with services at baseline was very similar for both the combined ACT teams and Usual Care.  Over time, the Usual Care clients showed a trend toward a greater level of satisfaction with services than the combined ACT teams (b =  .09, SE =  .05,  z =  1.95).  The level of service satisfaction in the Usual Care condition increased at an average rate of .10 units per wave more than for the combined ACT teams.  The overall correlation between intercept and slope attained a value of r = -.33,  indicating that clients who expressed a lower initial level of satisfaction with services tended to show a somewhat faster increase over time than clients with a higher initial value.  Study condition explained 7.3% of the variance over time in service satisfaction.

Discussion:

In general, there were few differences in the outcomes for clients in the three conditions.  Further, it is difficult to understand the pattern of the three differences which did occur.  The decline in functioning and working alliance over time for all three conditions was unexpected and is particularly puzzling in light of the fact that declines were greater for ACT in one case and usual care for the other.  Further, despite the declines in these rather important variables, client satisfaction increased in all 3 conditions (although more in usual care).  One would expect that the three variables (satisfaction, functioning, working alliance) would operate similarly; that is, a decline in the working alliance might lead to a worsening in functional ability, which in turn would lead to decreased satisfaction.  It is possible that the slower decline in functioning in the ACT conditions may be a result of more in vivo services.  


While future analysis will focus on more specific explanations for the decline, there were a number of events in the external environment which might have influenced these outcomes.  Major changes in the service system environment occurred during the study period.  First, the local state hospital closed during the study period, requiring the community to absorb a number of seriously ill clients in a relatively short period of time. Secondly, three major changes resulted in substantial losses in funds available for service provision: the centralization of the crises system; the introduction of caps on payments for daily structure and support; and the introduction of managed care for all Medicaid eligible children based on discounted fee-for-service and a ten percent withhold,.  The reduction of resources led to streamlining and downsizing resulting in layoffs in a number of mental health centers.  Finally the transition to managed care for adults led to many organizational changes impacting on the quantity, quality and mix of usual care services available during the study.


There are a number of possible reasons for this general lack of differences for most of the variables. This may simply reflect the fact that despite the fact that ACT has been successful in improving some outcomes, no treatments have been consistently successful in creating improvements for all clinical outcomes, particularly over short time periods even when stresses are reduced (Bond et al., 1995; Burns & Santos, 1995; Scott & Dixon, 1995).


Alternatively, there were a number of implementation problems for the two ACT teams which may have led to less successful outcomes for these subjects.  In addition to the normal issues related to the start up of a new program and the time necessary to develop a smoothly working team (Burns & Santos, 1995), the top administrator of the consumer organization left just as the study was starting, and the agency was without effective permanent leadership for a significant period of time.  Also, the ACT teams had no prior history with the clients they received, in many cases had no information on them, and thus took a lot longer to assess their situation and to develop a treatment plan.  Usual care was much more likely to have had prior contact with these clients and to have some information on their prior history, since subjects could have been previously treated by several usual care CMHCs. 


A second factor which may have contributed to these negative results was that the two ACT teams had reduced access to many of the normal mental health resources (e.g., vocational, housing, day treatment programs) which many usual care CMHCs had in their own organizations.  In many instances, agencies had rules which prohibited participation in some of their desirable programs unless they also provided the case management.  The larger CMHCs in particular had well-integrated and comprehensive services, with many valuable offerings for clients.  The ACT teams were essentially “stand-alone” programs, with few integrated treatment resources.


The degree to which the differential attrition rates effect the outcomes are not known but could have suppressed the treatment effect.   An analysis of subject attrition revealed no differences between subjects who completed all five assessment waves and those who did not.  It should be noted, however, that there was a significantly higher initial subject engagement rate for the two ACT teams compared to usual care, and a trend towards greater ACT retention (Herinckx et al., 1997).  Previous research suggests a tendency for higher functioning clients to drop out (McGrew et al., 1995).  We found no differences in level of functioning for those who dropped out of services compared to those who stayed in service across all three conditions.   Therefore, differential attrition of low functioning clients in usual care cannot explain the finding of lower level of functioning for clients on the ACT teams compared to usual care. 


A frequent concern expressed in prior research is whether the follow-up time was sufficient to detect changes, particularly in the case of two years (Burns & Santos, 1995; Scott & Dixon, 1995).  Given the severity and chronicity of major mental illness, and the acute state of crises of many of the people entering into the research, it is not surprising that there have not been major changes in such a short period of time. Changes in psychiatric  symptomatology, and social functioning probably need more than a two year exposure to the ACT intervention in contrast to  outcomes such as reductions in hospitalization (Scott & Dixon, 1995).  


Alternatively, it may be that the measurement instruments are not sensitive enough to detect change, or that some outcomes such as symptomatology and quality of life (QOL) are more difficult to measure than others, such as hospitalization or housing stability (Scott & Dixon, 1995).  Given that some domains such as QOL have consistently shown little or no change over a wide variety of replications for both ACT and  case management in general (Mueser et al., 1998), it is difficult to determine whether this is because an effective intervention for this domain has not been found, there are no instruments available capable of measuring the change, or whether it simply takes more time before changes can be seen.


Most importantly, in two areas  most consistently noted for major changes from ACT interventions (reduction in hospital days, and independent living) (Bond et al., 1995; Burns & Santos, 1995; Mueser et al., 1998; Scott & Dixon, 1995; Solomon, 1992; Solomon & Draine, 1995) there were system constraints which made improvement nearly impossible in this study.  Oregon commitment laws are so restrictive that the number of hospital days at baseline were too low to find meaningful further reduction in hospital days.  Secondly, the rental housing market in the metropolitan Portland area is so tight with a rental vacancy rate of .7%-3.7% depending on the area, (The Oregonian, July 5, 1998) that finding any housing, much less low income housing, is extremely difficult.  In addition, MEI had no housing resources of its own, in comparison to many of the usual care agencies.  Thus, there were too few housing resources available to expect to see any significant increases in independent living in the ACT subjects.  This may also explain the failure to find improvements in quality of life, as Mueser and her colleagues (1998) suggest that reported improvements in quality of life are related to improvement in hospitalization and housing stability.  


The recent literature has concluded that to impact certain client outcomes such as social functioning, specialized training and intervention expertise regarding employment and substance abuse need to be incorporated into the ACT teams (Mueser et al., 1998; Scott & Dixon, 1995; Stein & Test, 1980).  This was not the case for the ACT  teams in this study.  It has also been suggested that with their emphasis on meeting immediate client needs, many ACT teams, including those in this study, have not adequately integrated rehabilitative models into their ongoing work and that this approach may be necessary to impact some of the more difficult client outcome areas (Mueser et al., 1998).


Finally, agencies in usual care implemented some ACT-like programs and more intensive case management towards the end of the study, such that usual care became more like the study intervention over time.


After two years, there were no differences in outcomes across the three conditions. Because of the normal delays in implementation, the full ACT intervention was not truly operational until the end of the first year.  As noted above it is unrealistic to expect changes in many of these outcomes in only two years.


This lack of difference between the three conditions suggests that consumers are equally as capable of delivering ACT services as non-consumers.

ADVERSE EVENTS
Persons with major mental illness are extremely vulnerable to adverse events such as psychiatric emergency visits, psychiatric hospitalizations, arrests and homelessness as a result of their illness.  These events can cause major disruptions in their lives with consequences such as eviction from housing.  Clients served by ACT/ICM programs appear to have reduced rates of psychiatric hospitalization (McGrew et al., 1995) and homelessness (Morse, Calsyn, Allen, et al., 1992), but possibly higher rates of re-incarceration (Solomon & Draine, 1995a).  We were, therefore, interested in looking closely at the differences between the three conditions with respect to these variables.  We hypothesized no difference in time to hospitalization, homelessness and arrests between the two ACT programs, but a significantly shorter time to these adverse events among subjects receiving usual community care.  We also report exploratory analyses of factors mediating these outcomes. We theorized that “hard to treat” clients (homeless, severe symptomatology, schizophrenia diagnosis, substance abuse) would have poorer outcomes. Program factors (provider caseload, therapeutic alliance) were also examined.

Independent Variables:  


Several demographic, psychiatric, and program characteristics were examined in this analysis as predictors of these adverse outcomes.  Unless otherwise indicated, all variables were client self-report assessed at the baseline interview.  Client demographic variables were gender, age, ethnicity, nights homeless in the six months prior to study enrollment, and lifetime prior arrests. 


Treatment/program variables included: study condition; case manager caseload size, and rating of therapeutic alliance on the Working Alliance Inventory (Horvath & Greenberg, 1989).  Also included was client-reported medication compliance at baseline (“always or most of the time” vs “some or none”). 


Psychiatric variables included: diagnosis of schizophrenia; psychiatric hospitalizations in the past six months; drug and alcohol use; and Psychotic, depressive, and negative symptoms severity.

Analytical Procedures:  


Survival analyses (Singer & Willett, 1991) tested whether ACT clients experienced a longer delay to adverse outcomes, compared to usual care subjects.  Survival analysis employs all data from all subjects with any length of participation, either to the occurrence of an event or to the end of the observation period.  The data of interest were time to first psychiatric hospitalization, emergency room (ER) visit,  arrest, and homelessness, considered separately in four analyses.  In all analyses, we compared the two ACT teams combined to usual care, and the two ACT teams to each other.  Group comparisons were made using the Breslow Statistic (Singer & Willett, 1991).  


Cox proportional hazards models (SPSS Version 7.5, 1997) were employed to determine which covariates were significantly associated with each of the adverse outcomes, separately.  We tested a multivariate model, comparing time to the adverse events explained by program, demographic and clinical variables (listed above).

Definition of Adverse Events:  


The occurrence and date of the adverse events were reported by clients retrospectively as part of a comprehensive interview battery administered every six months up to 24 months post-randomization.

Results:

Time to Adverse Outcome:  ACT versus Usual Care.  Four separate survival analyses were conducted on the followed sample of 163 individuals, examining length of time to first occurrence of each of the adverse outcomes (hospitalization, ER visit, homelessness, and arrest) between the two ACT conditions combined versus usual care. 

No differences were found in times to first hospitalization, ER visit, and homelessness in the observation period.  By the end of the study, 46% (n=52) of the ACT clients had experienced hospitalization, compared to 40% (n=20)  in usual care. ER visits totaled 35% (n=40) for ACT clients, versus 31% (n=15) for usual care. A total of 22% (n=25) of ACT subjects experienced at least one episode of homelessness, versus 18% (n=9) of usual care subjects. 


Time to arrest was significantly shorter among usual care clients as compared to ACT clients (Breslow 4.03, df=1, p<.05).   Arrests occurred for 12% (n=14) of the ACT sample during the study, versus 18% (n=9) of usual care clients. Average time until arrest was 588 days (SE=38) for ACT clients, compared to 554 days (SE=80) for usual care, a difference of 34 days.


Time to Adverse Outcome:  Non-Consumer vs. Consumer ACT.  In a  comparison of the consumer-staffed and non-consumer-staffed ACT teams, there were no significant differences in time to first instance of homelessness, arrest, or ER visits.  However, time to first psychiatric hospitalization was shorter among non-consumer ACT subjects, relative to the consumer ACT clients (Breslow 6.96, df 1, p<.01).  The average number of days in the community until first hospitalization was 339 days (SE=38) for non-consumer ACT clients as compared to 426 days (SE=39) for consumer ACT clients, or a difference of 87 days.


Multivariate Predictors of Adverse Outcomes.  The Cox proportional hazards model was employed to conduct a multivariate model, comparing the variance in adverse events in the total sample explained by several program, client demographic, and clinical variables.  Because this analysis employed data from the baseline interview, 20 clients who failed to complete of the baseline interview were excluded, as were an additional 13 subjects with incomplete baseline data.  These 33 clients and the remaining 130 did not differ on any key baseline demographic or clinical characteristics. 


Predictors were entered into the equation using forward stepwise selection, in separate analyses for each of the four adverse outcomes.  Selection criteria were based on the Wald statistic (p<.05 for entry and p>.10 for removal at a subsequent step).  Table 3 presents the significant predictors for hospitalization, ER visits, homelessness and arrests. Also presented is the hazard ratio, which indicates the magnitude of the relative risk associated with different levels or categories of a predictor, while controlling for other predictors in the model. The hazard ratio is represented as the exponentiated b when b is greater than zero, and 1/exp(b) when b is less than zero.


Hospitalization.  The overall regression model for predictors of time to first hospitalization yielded a significant goodness-of-fit statistic for likelihood ratios (c2  [4, N = 127)] = 20.3, p < .0005).  The significant terms in the model were gender, diagnosis, high 

Table 3. Multivariate Prediction of four Adverse Outcomes

 Results of Cox Regression Analysis: Hospitalization

	
	Coefficient
	z (coefficient/SE)
	p
	Hazard Ratio

	VARIABLES IN THE EQUATION
	
	
	

	Top decile on BPRS
	 1.18
	 3.02
	.003
	3.25

	Gender
	 0.77
	 2.63
	.009
	2.17

	Diagnosis of schizophrenia
	-0.68
	-2.57
	.010
	1.98

	Caseload size of provider
	-0.03
	-2.32
	.020
	1.03

	VARIABLES NOT IN THE EQUATION
	
	
	

	Number days hospitalized
	 - - -
	 - - -
	.159
	 - - -

	Number of nights homeless
	 - - -
	 - - -
	.775
	 - - -

	Alcohol or drug abuse
	 - - -
	 - - -
	.419
	 - - -

	Working Alliance Score
	 - - -
	 - - -
	.071
	 - - -

	Ethnicity
	 - - -
	 - - -
	.601
	 - - -

	ACT vs. usual care
	 - - -
	 - - -
	.745
	 - - -

	Prior Arrest
	 - - -
	 - - -
	.352
	 - - -

	Age
	 - - -
	 - - -
	.749
	 - - -

	Medication Compliance
	
	
	.260
	


Results of Cox Regression Analysis: Emergency Room Visits

	
	Coefficient
	z (coefficient/SE)
	p
	Hazard Ratio

	VARIABLES IN THE EQUATION
	
	
	

	Top Decile on BPRS
	1.25
	2.71
	.007
	3.49

	
	
	
	
	

	VARIABLES NOT IN THE EQUATION
	
	
	

	Number days hospitalized
	 - - -
	 - - -
	.920
	 - - -

	Number of nights homeless
	 - - -
	 - - -
	.566
	 - - -

	Alcohol or drug abuse
	 - - -
	 - - -
	.930
	 - - -

	Working Alliance Score
	 - - -
	 - - -
	.532
	 - - -

	Ethnicity
	 - - -
	 - - -
	.553
	 - - -

	ACT vs. usual care
	 - - -
	 - - -
	.794
	 - - -

	Prior Arrest
	 - - -
	 - - -
	.514
	 - - -

	Age
	 - - -
	 - - -
	.802
	 - - -

	Gender
	 - - -
	 - - -
	.511
	 - - -

	Medication Compliance
	 - - -
	 - - -
	.722
	 - - -

	Diagnosis of schizophrenia
	 - - -
	 - - -
	.089
	 - - -

	Caseload size of provider
	
	
	.183
	


Table 3, Continued.

Results of Cox Regression Analysis: Homelessness

	
	Coefficient
	z (coefficient/SE)
	p
	Hazard Ratio

	VARIABLES IN THE EQUATION
	
	
	

	Working Alliance Total Score
	-0.03
	-3.09
	.002
	1.03

	
	
	
	
	

	VARIABLES NOT IN THE EQUATION
	
	
	

	Number days hospitalized
	 - - -
	 - - -
	.555
	 - - -

	Number of nights homeless
	 - - -
	 - - -
	.740
	 - - -

	Alcohol or drug abuse
	 - - -
	 - - -
	.485
	 - - -

	Ethnicity
	 - - -
	 - - -
	.498
	 - - -

	ACT vs. usual care
	 - - -
	 - - -
	.472
	 - - -

	Prior Arrest
	 - - -
	 - - -
	.706
	 - - -

	Age
	 - - -
	 - - -
	.489
	 - - -

	Gender
	 - - -
	 - - -
	.078
	 - - -

	Diagnosis of schizophrenia
	 - - -
	 - - -
	.056
	 - - -

	Caseload size of provider
	 - - -
	 - - -
	.472
	 - - -

	Top decile on the BPRS
	 - - -
	 - - -
	.060
	 - - -

	Medication Compliance
	
	
	.892
	


Results of Cox Regression Analysis: Arrests

	
	Coefficient
	z (coefficient/SE)
	p
	Hazard Ratio

	VARIABLES IN THE EQUATION
	
	
	

	ACT vs. usual care
	1.29
	2.64
	.009
	3.62

	Ethnicity
	1.16
	2.41
	.016
	3.19

	
	
	
	
	

	VARIABLES NOT IN THE EQUATION
	
	
	

	Number days hospitalized
	 - - -
	 - - -
	.916
	 - - -

	Number of nights homeless
	 - - -
	 - - -
	.364
	 - - -

	Alcohol or drug abuse
	 - - -
	 - - -
	.202
	 - - -

	Prior Arrest
	 - - -
	 - - -
	.158
	 - - -

	Age
	 - - -
	 - - -
	.052
	 - - -

	Gender
	 - - -
	 - - -
	.410
	 - - -

	Diagnosis of schizophrenia
	 - - -
	 - - -
	.626
	 - - -

	Caseload size of provider
	 - - -
	 - - -
	.790
	 - - -

	Top decile on the BPRS
	 - - -
	 - - -
	.484
	 - - -

	Working Alliance
	 - - -
	 - - -
	.457
	 - - -

	Medication Compliance
	
	
	.328
	


symptomatology, and case load of the provider (see Table 3).  No other variables predicted time to first hospitalization. Males had twice the risk of hospitalization relative to females. 


Surprisingly, risk of hospitalization for clients with schizophrenia was 1.9 times less than for other subjects.  In another unexpected finding, each one-client increase in case load decreased risk of hospitalization by approximately 3%. 


Hospitalization risk was 3.1 times greater for clients with a baseline BPRS score above the 90th percentile.  These “high BPRS” clients had an average of 257 days (SE=71) to first hospitalization and an overall 75% (n=9) hospitalization rate, compared to 380 days (SE=26) for less symptomatic clients (Breslow 5.4, df=1, p<.05), with an overall 49% (n=62) hospitalization rate.



Emergency Room (ER) Visit.  Only BPRS symptomatology was a significant predictor of ER visits (overall goodness-of-fit statistic, c2 [1, N = 127) = 8.3, p<.005).  High BPRS clients were 3.6 times more likely to visit the ER, and had an average time to first visit of 191 days (SE=29), compared to 431 days (SE=30) for less symptomatic clients (Breslow 8.29, df=1, p<.01).  


Homelessness.  Case manager-rated therapeutic alliance was the only significant predictor of homelessness (overall goodness-of-fit statistic, c2 [1, N = 127) = 9.7, p<.005). Each one unit increase in a case managers rating of greater therapeutic alliance was associated with a 6.4% reduction in the risk of homelessness.


Arrests.  Significant predictors of time to arrest (overall goodness-of-fit statistic, c2 [2, N = 127) = 11.7, p<.005) were client ethnicity and experimental condition (ACT combined vs. usual care).  Prior arrest was not a significant predictor of time to arrest. Usual care clients were more likely to be arrested (hazard ratio=3.9). Thirty-six percent (n=10) of all non-whites in this sample were arrested at least once during the study, compared to 10% (n=11) of whites (hazard ratio=2.7).  First arrests for white clients occurred after an average of 589 days (SE=40) as compared to 497 days (SE=77) for non-whites (Breslow 19.46, df=1, p<.0001). 

Discussion:

ACT vs. Usual Care.  This investigation was unable to detect any advantage for the ACT teams relative to usual care with respect to longitudinal risk for psychiatric hospitalization, ER visit, or homelessness.  While time to first arrest was shorter among usual care clients as compared to ACT clients, the 34-day difference in mean survival time is relatively minor.


The lack of significant ACT effects on these adverse outcomes is in contrast to many previous ACT outcome trials (Bond et al., 1995; Burns & Santos, 1995; Draine, in press).  As noted with the 24 month outcomes, one explanation may be that the two ACT programs were start-up teams, created specifically for this study. In contrast, the usual care agency services had been in existence for up to several decades. This might have diminished any advantage that ACT might have had over usual care. Alternatively, it may be that the ACT programs in this study were not as well implemented as in previous studies, accounting for the negative findings.


Another possible explanation for our inability to detect significant ACT effects was that our sample of 163 was too small.  To test this explanation, we conducted simulations to determine the sample size needed to reach significance at .05 level, presuming that the pattern of results in our observed sample persisted in larger samples.   For analyses comparing the two ACT teams versus usual care, a sample of 2,445 subjects would have been required to detect significant effects for ER visits, 1,467 for hospitalization effects, and 1,304 for homelessness (differences in arrests were already significant at the original sample size).  Likewise, for comparisons of the two ACT teams, a sample of 326 would have been required to detect significant effects for ER visits, a sample of 489 for arrest effects, and a sample of 1,793 for homelessness effects (differences in hospitalization rates were already significant at the original sample size).  With the exception of significant differences for ER visits and arrests in the comparison of the two ACT teams, both of which might have been detected with a doubling or tripling of the sample, the remainder of the comparisons would have required unreasonably large samples to reach significance.


A final possibility is that secular changes in the delivery of services for persons with SMI may have altered usual care in our community to the point where it may have shared many characteristics with the ACT teams, or these changes may have left little room on some outcomes (such as hospitalization rates) to detect between-condition differences.  For example, many of the ACT/ICM studies that found significant effects were conducted from five to 15 years ago, before managed care practices, changes in Medicaid reimbursement, and other recent changes in the delivery of mental health services had occurred.  Of the nine studies summarized in a recent ACT/ICM meta-analysis (Bond et al., 1995; Burns & Santos, 1995; Draine, in press; Mueser et al., 1998; Scott & Dixon, 1995), none appears to have been completed any later than 1991 (McGrew et al., 1995).  Since that time, psychiatric hospitalization rates in many communities have been significantly reduced as a function of increased access barriers such as prior approval, as well as fewer available per-capita psychiatric beds (Lamb, 1997).  In Oregon, the largest state hospital (and the main destination hospital for our subjects) began downsizing just prior to the beginning of this study, and eventually closed completely before our study ended. The reduction in available public psychiatric hospital beds restricted the possible range of hospitalization rates that could be observed in the study conditions, which may have dampened any effects on this outcome that might have otherwise been observed. 


We have no data to test any of these hypotheses.  Nonetheless, to varying degrees these issues may be tested in future outcome trials of ICM/ACT programs.  The "secular trends" issue will never be testable in a controlled fashion, but may be illuminated by examining the mediating effects of the community context (dramatically restricted access to psychiatric hospitalization, for example) in which future, new ACT programs are created and evaluated.  


Consumer vs. Non-Consumer Staffed ACT. The findings generally supported our prediction of no differences between consumer- and non-consumer-staffed ACT teams.  Only the hazard of psychiatric hospitalization was higher among clients served by the non-consumer-staffed ACT team.  One possibility for this finding is that the consumer case managers, who in many cases had been  hospitalized themselves, were more motivated than non-consumer staff to keep clients out of the hospital, perhaps by using first-hand experiences to help clients avoid hospitalization during crises.  


Alternatively, consumer staff might have greater tolerance for client psychotic or other symptomatic behavior, and thus may be less likely to initiate client hospitalizations.  Of course, clients in the consumer-staffed ACT team exhibited fewer psychiatric symptoms as a result of some unknown curative factor, and that this "real" difference was what led to the lower risk of hospitalization in this condition.  However, clients served by the two ACT conditions had indistinguishable BPRS ratings over the study period, inconsistent with this latter explanation (Paulson et al., 1997). 


Predictors of Adverse Outcomes.  Interestingly, the significant predictors for the four adverse outcomes were by and large unique and non-overlapping; no  predictors contributed to risk for all outcomes. Only high BPRS scores was a significant predictor of increased risk for more than one outcome (psychiatric hospitalization and ER visits).  One explanation is that mechanisms underlying outcomes are different in each case, suggesting that interventions targeting only one type of risk factor (e.g., reducing psychiatric symptoms only) cannot be expected to achieve better outcomes across the board. 


There were two unexpected findings:  risk of hospitalization was lower for clients with schizophrenia, and for clients served by providers with higher caseloads. It may be that schizophrenia’s chronic and persistent course may prompt more frequent case manager monitoring, providing more opportunities to deflect crises, and thus hospitalizations.  Other subjects with diagnoses of recurrent major depression or bipolar disorder often had periods of severe symptomatology and dysfunction interspersed with more normal functioning.  During the recovery periods, case manager monitoring may have been relaxed.  When the depressive or manic episodes returned, especially if accompanied by suicidal behavior, this may have contributed to an unchecked deterioration which led to increased risk of hospitalization.  


The counter-intuitive finding that higher caseload was associated with decreased hospitalization may be an artifact of the ACT team start-up period.  ACT case managers had low caseloads earlier in the study while they were still learning the ACT model, and may have been less adept case managers.  By the time they developed into competent ACT teams over the course of the initial year of subject enrollment, the caseload on the ACT teams had reached near-full capacity, possibly contributing to the counter-intuitive results.

Conclusions:

The most provocative explanation for our inability to find lower rates of psychiatric hospitalization for the ACT teams was that community reductions in the availability of psychiatric hospital beds may have made it impossible to detect an advantage for ACT.   If this proves to be true over the next decade of ACT studies (and it may not), this study may subsequently be viewed as “the canary in the coal mine”:  presaging a general negative trend for future ACT programs.  Is this necessarily bad?  To a point, secular reductions in psychiatric hospitalization may be good for persons with SMI even while it makes it more difficult to find effects for ACT programs, provided that hospitalization is replaced with appropriate and intensive community-based services (Lamb, 1997).  Similarly, the partial or complete adoption of ACT/ICM in programs serving persons with SMI may dilute differences between experimental ACT programs and the “usual care” control condition. However, this trend should be seen as generally positive, as it reflects a growing appreciation of the value of ACT/ICM services and results, and an improved transmission of evidence-based interventions into actual practice.  

COMPARING PRACTICE PATTERNS OF THE TWO ACT TEAMS

Since the results of the outcome study showed little difference between the two teams in the effectiveness of their interventions, we were interested in exploring whether or not the teams actually differed in what they did, that is how they went about delivering mental health services in the ACT model.  This would then enhance our ability to explain the results.


While there has been considerable interest and discussion about employing consumers as providers in the mental health system, little is known about the way consumers actually practice (Mowbray et al., 1997).  The assumption is that consumers have a unique perspective and that this would be reflected in differences in service delivery from other providers.  In this section of the report we analyze the practice patterns of consumer providers on an Assertive Community Treatment (ACT) team as compared to non-consumer providers of ACT. 


In this part of our research, we compared practice patterns of a consumer staffed ACT team to a non-consumer staffed ACT team.  Practice patterns were operationalized as the ACT tasks performed, the amount of time spent on each of these tasks, as well as the ways in which a practitioner goes about accomplishing these tasks. To determine whether the consumer staffed and non-consumer staffed teams differed in the type and amount of assertive community treatment tasks performed, we conducted a quantitative analysis of daily activity logs completed by all of the case managers on both teams.  To understand how each team went about their practice, (that is, the practice culture), we relied on two qualitative strategies; case manager interviews and participant observation.

Methods tc "Methods " \l 2
Assessment:

Three assessment methods were employed - daily activity logs, case manager interviews, and observation.  Activity logs were filled out daily by the consumer and non-consumer staff.  The log entries are in fifteen minute increments and captured 31 different types of case management activities. These categories were collapsed into 13 categories: support and structure, treatment planning, service coordination, crisis intervention, assessment and monitoring, skills and job training, transporting clients, counseling, other direct service activity, traveling to and from clients and appointments, paperwork, administration and supervision meetings, and team meetings.  The activity log categories were developed to reflect both case manager tasks in general and assertive community treatment in particular.  For each activity, case managers also recorded the method of contact (written, face to face, telephone, driving), the type of person contacted (e.g. consumer, family, other agency, team) and the location of the contact.  The activity log provides quantitative data about the practice patterns of each of the case managers.  


The activity logs were modified from a prior case management research project.  The initial logs included 28 activities codes.  Three additional codes were added based on case manager feedback.  Two trainings were held with each team in which typical case manager vignettes were presented and the way in which the activities should be coded were discussed.  Each activity code was clearly defined in a glossary of codes to insure reliable coding across case managers.  In addition, all submitted activity logs were reviewed by a member of the research team to make certain that  all submitted logs were complete and accurate.  Consequently, there is substantial confidence in their ability to accurately code activities and to distinguish between the categories.  The number of categories assured that the distinctions between categories were quite fine.


Percentages derived from the activity log data are the average percentage of time spent on each service activity over 33 months of the project.  Comparisons between the consumer and non-consumer teams were conducted using t-tests. The Bonferroni adjustment was employed to control for an inflated alpha due to repeated tests of significance (.05/13;adjusted =.004) on average percentage of time spent in each activity category. Only significant findings are reported.


A second source of data were interviews conducted with all case managers once every six months over the study period.  The interview included several open-ended questions about the strengths and weaknesses of consumer and non-consumer providers, potential differences in how the two teams operate, other agencies staff’s perceptions of their work with each team, ways in which the teams have been most helpful and least helpful to their clients, and what factors would improve their work situation. 


Participant observations conducted eight months apart provided the third assessment method.  The first set of observations occurred after the teams had been operating with a full caseload for a complete calendar year.  The second set of observations took place 12 weeks before the end of the program.  With the exception of one part-time worker, all of the case managers were observed on site in the team offices.  Two-thirds of the case managers were accompanied on client visits, for a total of 22 observed visits.  Team meetings and a joint consumer/staff party were also observed.  The purpose of these observations was to obtain an independent observer’s assessment of practice patterns in the field with clients (independent of case managers self reports) and to capture more subtle aspects of team “culture”.
Results
Assertive Community Treatment Team Activity Patterns:

The activity log data shows that case managers performed a mix of both direct service and administrative tasks. Direct service categories are represented on the right side of the graph and administrative tasks on the left (See Figures 3 & 4).  Direct service activities included service coordination, crisis intervention, treatment planning, support and structure, assessment and monitoring, skills and job training, counseling and transportation.  Overall, only minor differences were found in the distribution of time spent on various case manager activities between the consumer and non-consumer ACT teams.


The percentage of time both teams spent doing direct service activities seem reasonable (42% consumer, 50% non-consumer), particularly since these figures do not include team meetings as direct service.  Both teams spent most of their time providing support and structure (14% consumer,15% non-consumer), and coordinating services (8%, 8%).  An essential characteristic of assertive community treatment is to provide as much service within the team as possible, in comparison to the broker model of case management.  Support and structure is critical in the ACT model as it includes all those  
activities to improve social functioning with the goal of maintaining persons in the community.  Therefore, the team is responsible for providing all support services in the 
community which requires a coordinated effort among team members.  Furthermore, much
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 service coordination takes place during the team meetings. When the teams needed to refer clients outside the team, the case manager interviews revealed they followed similar patterns of referral.  Both teams referred clients to a number of community agencies and organizations such as the YMCA or YWCA, community centers, food or clothing pantries, community college, the library, self-help groups or healthcare organizations.  


This similarity in referral patterns is even more striking because the one area where there were baseline differences was in the experience of the teams with other agencies.  The non-consumers reported no instances where they were treated in a non-professional manner.  Consumer providers reported a number of occasions where staff at other agencies did not trust their abilities and did not treat them like professionals.  Moreover, this problematic reaction occurred less often in contacts with non-mental health agencies.  This differential treatment reported by consumer providers (by both MH and non-MH agencies) is congruent with the reported experiences of other consumer providers (Mowbray et al., 1997).  However, the similarity in referral patterns across the two teams may have been shaped by the limited resources available in the community.


The next most frequent activity was assessment and monitoring (6%, 7%).  Once a week, each team held a meeting devoted to formal treatment planning.  The non-consumer team spent double the amount of time in this activity (6%, 3%), (t=-4.3, df=66, p>.001). The total time spent in this activity may be an underestimate, however, as treatment plans were often revised on a daily basis during other team meetings, and may not have been reported as a separate activity. 


The low frequencies of skill and job training activities and of supportive/therapeutic counseling reported by both teams are more difficult to explain.  Both skills training (i.e., activities of daily living) and supportive counseling are important elements of the assertive community treatment model, and essential tools of community reintegration.  One possible explanation is that these activities were frequently coded as part of some other activity (e.g., support and structure) rather than coded separately under training or counseling, as perhaps they should have been. 


Team meetings involved both treatment and administrative components.  During team meetings, case managers update team members on their own case management activities and recent developments in clients’ lives.  Given the importance of team meetings in the ACT model, it comes as no surprise that both teams spent a considerable portion of their time on this activity (19% consumer, 17%, non-consumer).  


Also case managers handled administrative tasks such as paperwork and supervision.  Travel and administrative meetings with MEI staff were also categorized as administrative activities. Both teams spent equal amounts of time on travel (11%, 11%) and paperwork (13%, 14%) or about one quarter of their total time on these two activities.  The consumer team, however, spent twice as much time in supervision (15% as compared to 8%; t=3.6, df=66, p=.001).  The consumer case managers reported in their interviews that they regularly discussed the impact of job stress on their own psychological well-being, which may account for more supervision in the consumer team.

With Whom Were Services Performed:

A shared caseload dictates constant information sharing and coordination.  Thus, it is no surprise that case managers on both teams spent the greatest amount of time (approximately 40%) with their own team members. The observational data confirmed that both teams shared a corporate responsibility for the clients; that is, they believed their clients’ care was the responsibility of the entire team and not that of one individual case manager.  The actions required to maintain this team effort (e.g., ongoing exchange of information, debriefing and joint strategizing about next steps) were very frequent and time consuming activities for both teams.  


Case managers spent approximately one-third of their time with clients.  No differences were found between the two teams in the amount of time spent within each service category face-to-face or on the telephone with clients.  Case managers on both teams spent one quarter of their time alone.  The remaining time (6%) was spent with family members, staff at other agencies and residential operators.

Location of Services Provided:

Consistent with the assertive community treatment model tenant of in-vivo service provision, both teams provided over three-quarters of services out of the office.  Most client visits (61% for the consumer team, 73% for the non-consumer team) took place in a client home or in a public place (e.g., restaurant).  Also consistent with the assertive community treatment model, case managers continued to visit clients who were institutionalized (15% of total contacts on the consumer team occurred in an institution, 13% on the non-consumer team).


We had hypothesized that consumer providers would be more scrupulous than non-consumer providers regarding the inclusion of clients in treatment planning and service coordination.  However, the percentage of time clients participated in these activities was not significantly different between the two teams. Consumer advocates usually argue that consumers should always be present during treatment planning, but in many agencies they are rarely, if ever, present.  Clients participated in 19% of treatment planning on the consumer team and 14% on the non-consumer team.  Clients were involved in 9% of service coordination activities with the consumer team and 10% with the non-consumer team. 

The Practice Culture:

While the activity log analyses showed that both teams had similar patterns in what they did, that is the type and distribution of time spent doing case manager activities, there were observable differences in how the teams carried out these same activities.  In other words, there were differences in the practice “cultures” operating in the two teams. Unless noted specifically, these results are mostly based on the participant observation data but have been corroborated by the case manager research interviews and observations of the research staff.  While there were certainly variations among members of each team, they do not negate the differences between the “culture” of the two teams.


Four themes characterized the differences between the two teams: a) boundaries between case managers and clients; b) authority of the case managers; c) pace and presence of case managers; and d) burden of care among case managers.

Boundary issues have been discussed frequently as a potential problem for consumer providers (see Mowbray et. al, 1997; Manning & Suire, 1996).  In fact, the in-vivo nature of case manager activities and the focus on assisting clients in meeting basic needs and developing skills to live in the community has already loosened the more traditional and rigid boundaries which characterized practitioners of psychotherapy conducted in an office.  Because of their dual roles as consumers and providers, it is theoretically more problematic for consumers to set limits on their concurrent roles.  It is not unusual, for example, for a consumer provider to become a case manager for a person who has been a friend in their consumer role.  Differences between teams with regard to boundaries may not indicate problems with inappropriate behaviors, but rather indicate subtle, but perhaps very important, differences within appropriate provider-client boundary ranges.  When it came to establishing boundaries, the consumer case managers were much less likely to set and maintain case manager-client boundaries.  While some boundary setting is necessary for a team to function, it was less role-specific.  Consumers didn’t limit boundaries strictly to the professional case manager role.


The non-consumer case managers, on the other hand, established clear boundaries in both words and actions.  Conversations among non-consumer case managers about boundary setting with clients included a “we-they” tone.  For instance, a non-consumer case manager told her teammates that she told a client-“I feel like I’m being held captive on the phone and I don’t like it”.  In response, the client hung up.  Another teammate then said to the case manager-“It is hard to be therapeutic at 4 A.M.”  This verbal boundary setting behavior on the part of non-consumer case managers was also manifest in occasional black humor and periodic expressions of fear of abuse by clients.  For example, non-consumer case managers mentioned that they had only one way out of the office.  Their fear concerned being trapped if a client became violent. Similar behaviors on the part of professionals has been reported elsewhere in the consumer literature (Manning & Suire, 1996; Mowbray et al., 1997).  These behaviors were not present on the consumer team. 


Another aspect of the differences in boundary perceptions was the greater willingness of the consumer case managers to self-disclose.  Issues around when it is appropriate to disclose one’s consumer status are common in the literature (Mowbray et al., 1997).  However, in this case it was not restricted to sharing information about one’s consumer status and experiences with one’s own illness, but also included discussions of common interests such as gardening, shopping, or physical health care.  They were more likely to identify with a client’s experience and to share with them similar experiences.  The non-consumer case managers were circumspect about sharing or disclosing information about their personal lives.  


Furthermore, while both teams were sufficiently cautious about physical contact, the boundaries around personal space were not as distant on the consumer team.  Actions such as a friendly “goodbye” hug were observed to be more routine on the consumer team.  In general, then, the boundaries between consumer providers and their clients were less role specific than those of the non-consumers and their clients.


These different attitudes regarding personal boundaries were also evident in the team meetings. The consumer team spent time during team meetings processing their feelings towards each other, both positive and negative, and encouraged an open airing of feelings and issues.  While the non-consumer team evolved over time to discuss some personal issues, they discussed inter-staff relationship issues much less frequently, and maintained a task orientation to the team meetings.


These observations were corroborated by the ongoing research interviews with case managers.  Non-consumers reported that the consumer providers at times showed a “lack of boundaries”.  They thought that consumer providers were sometimes more at risk for blurring their own mental health issues with those of their clients and that their level of self-disclosure was at times inappropriate.  In contrast, several of the consumer providers thought that because of their illness they were acutely aware of their own feelings and struggles and, therefore, had a greater ability to identify and deal with “counter transference” issues.  They explained they were very thoughtful about the boundaries they set and comfortable with how they set them.  Their level of self disclosure was an explicit method of relating to the client as a person and a mechanism to establish two-way, rather than one-way, conversation. In fact, they believed that without this self-awareness, their non-consumer counterparts had more trouble understanding and setting appropriate boundaries.


Substantial differences were also observed with respect to the use of authority.  The demonstration of authority over clients by non-consumer providers was much more evident than the use of authority by consumer case managers. The non-consumer team was not adverse to imposing treatment regimens on clients.  Clients expressed anger over this use of authority.  In one extreme example, the police were called to enforce the authority of the non-consumer case managers when clients refused to “follow the rules”.  The emphasis on adherence to rules was not a major theme at the consumer team, nor were any parallels in the use of police force during the observation period.  Police were also called on occasion by the consumer team when a client posed a threat to her/himself or others, was too ill to be in control, and the team was not confident it could handle the situation.  However, when the police were mentioned by the consumer team, more than likely, it was to complain about their observed insensitivity in understanding and handling the team’s clients.  At times, it seemed as if the non-consumer team acted as surrogate “parents” for their clients.


In contrast to the non-consumer providers, a typical consumer provider’s behavior was to work cooperatively with the client to improve the client’s behavior rather than impose sanctions.  In other words, the consumer providers supported their consumers in setting their own limits.  Unless there was a safety issue, they avoided imposing themselves in a situation.  Rather, they sought to be invited to help.


The participant observation also revealed differences in the pace and presence of the case managers on the two teams.  The non-consumers were always very task-oriented, and appeared to be on a somewhat strict schedule.  They were reluctant to change this schedule to accommodate a client’s needs, and instead would insist that a client prioritize and choose what s/he wanted done in that visit, within the allotted time.  If the case manager had a time crunch, the client was also rushed.  Consumer case managers were less concerned about a strict schedule.  While they did adhere to a loose schedule, they were very flexible in its implementation and tried to adjust their time commitments to accommodate the needs of the client at the time of the visit.  Furthermore, while they did accomplish tasks, the pace of the visit was more relaxed; the case manager seemed to “be there” for the client.  In other words, it was not the task, but rather the relationship and being fully present with the consumer which was considered paramount in the recovery process.  
In case manager interviews, both consumers and non-consumers reported that one of the strengths of the consumer case managers was their understanding of what their clients were experiencing, which they believed enhanced their ability to establish trust and rapport.  There was also consensus that a weakness of non-consumer providers was in not being able to fully understand clients’ conditions first-hand and to empathize with them.  Similarly, when asked what they did that was most helpful to clients, consumer providers reported “just being there” and supporting clients in general, while their counterparts usually reported concrete services provided to meet client needs. 


The final difference between the two “cultures” was the expression of burden of care.  All non-consumer case managers expressed to each other feelings of burden and fatigue that accompanied their case manager roles.  In contrast, these behaviors were not observed among the consumer team.  Some consumer case managers, of course, could have privately felt very burdened or fatigued, but public expression of this burden at the time of the observations had a different face.  If consumer case managers expressed concern about being prepared or motivated for the job, it was always in terms of their personal vulnerability and not the behavior of the client which was the issue.  Moreover, consumer case managers frequently expressed enjoyment or a sense of privilege about being with a client rather than seeing the visit as primarily a job.


In sum, the non-consumer team was a group of person’s who placed primary emphasis on performing a social role, that of being a care-giver to a set of persons who have major mental illnesces.  The consumer team was a group of persons who placed primary emphasis on actions of care-taking that are imbedded in all relationships.  In other words, primary to the culture of the non-consumer team is the social position of caregiver and the accompanying roles vis a vis clients receiving this care.  Caring at a person to person level, rather than at a position to position level was more characteristic of the consumer team.  Perhaps the best summary of the difference between the two practice cultures is summed up by the consumer team leader who frequently commented that the consumer case managers never really did anything for the client, but rather supported the client in doing something for him/herself.  The non-consumer case managers, on the other hand, perceived themselves as caregivers, a position characterized by their authority and the specified tasks which needed to be accomplished.
Turnover and Absences:

Practice patterns are clearly affected by staffing patterns.  The larger the caseload, the less can be accomplished for each client.  Also, increased need to prioritize tasks can lead to differences in the mix of tasks provided, as well as differences regarding how services can be provided.  While the two teams started with the same staff-to-client ratio, in practice, the ratio was much higher on the consumer team because of absences and turnover.  This difference was reported frequently in response to the strengths and weaknesses question in the case manager interviews throughout the life of the project.  The greatest consumer provider weaknesses reported was considered to be 1) the frequent absences due to illness, and 2) the staff turnover on the consumer team. These problems lead to a sense of inconsistency and instability. In contrast, the strength of non-consumers was seen to be their stability and consistency in accomplishing tasks for the clients.  The activity log data show the extent of these problems for the consumer team (see figures 5 and 6).


Staff turnover differences between the two teams was considerable.  Each team maintained a staffing goal of 4.5 active case managers.  Four case managers on the non-consumer team were with the project from the beginning to the end.  In January of 1995, the team leader decided to resign from this position in order to return to school but remained as a half time case manager.  One of the other, original team members became team leader, and another case manager was hired.  In all, over the life of the project, the non-consumer team employed a total of 8 case managers but the original core of case managers remained intact.  



Quite a different picture emerges for the consumer team.  Of the thirteen case managers who worked on this team, only two had been there for the life of the project.  The second year of the project was the most stable, but even in this case, there were three new case managers.


Even more important than the staff turnover were the constant absences on the consumer team.  The non-consumers were very consistent in the hours they worked throughout the project.  There were tremendous variations on the consumer case management team with long periods when at least one case manager worked greatly reduced hours.  To compensate for fewer case managers, those case managers who were on the job worked even longer hours.  This absenteeism placed the consumer case managers in a “Catch-22" situation.  The stress of the job would cause one of the members to take some time off either because of the onset of personal illness, or to prevent an illness relapse.  With the team down one or two staff, the increased workload for the remaining staff may have caused them to burn out.  As the recovering staff returned to work, the newly burned out staff often required respite.  The team was thus caught in a vicious circle and rarely enjoyed full staffing and stability.
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Figure 6

Discussion and Conclusions

The quantitative data provided by the activity logs show that both consumer and non-consumer providers have practice patterns which reflect normal expectations for the assertive community treatment model.  This was evidenced by no significant differences found with regard to the type of activity performed, the amount of client and family participation, and the location of service delivery.  These are a critical findings since they demonstrate that fears of a consumer’s condition leading to distortions in practice are unfounded.  This is an especially noteworthy feat as the consumer team was able to maintain a high level of productivity despite the amount of turnover and absenteeism. 


Both teams demonstrated adherence to the ACT model tasks measured by the activity logs.  There were some smaller differences in the activity log data between the two teams, which may be understood in the context of the different practice cultures.  The small differences in team meeting hours between the teams might be explained by the greater processing of team relationships which occurred on the consumer team.  While it initially appeared surprising that the consumers saw clients in the office more than the non-consumers, this finding, in fact, reflects their greater willingness and acceptance of clients dropping in at the office, whereas the non-consumers seemed more protective of their space.


The small amount of time spent solving crises in both teams was surprising.  Workers frequently commented on the amount of time spent in solving crises, but this was not borne out by the activity logs.  This most likely is a perceptual issue.  Compared to all of the everyday activities, client crises are low frequency events.  However, when a crisis occurs it can consume a considerable amount of the worker’s time and psychic energy.  First impressions can be lasting, and in the beginning of the project clients were not yet stabilized and crises were more frequent.  Later, with stabilization, the crises were much less frequent, so that over the three years, managing crises became much less time-consuming than the other ongoing activities.


The data also showed a lower than expected frequency of consumer participation in treatment planning.  Consumer advocates usually argue that consumers should always be present in treatment planning, but in many agencies they are rarely, if ever, present at such meetings (Rose & Black, 1985).  Without a direct comparison with usual care it is difficult to make a judgment as to whether the 14-19% reported by the two teams indicates a better performance by the two teams with regard to inclusion of clients in treatment planning.  Clearly, however, there is room for improvement in this category.


While the quantitative activity log data clearly illustrates that both teams provided equivalent services, the qualitative analysis indicates that the “cultures” of the two teams differed considerably.  Consumer case managers followed an empowerment or recovery model in which the case manager-consumer relationship was paramount.  It was most important to “be there” for the client and supporting each client’s choices of treatment and life style.  The non-consumer team followed a more “professional” caregiver approach, in which the accomplishment of case management tasks was of primary importance.  They maintained a more limited range of boundaries and were much quicker to assert their authority and impose treatment regimens on their clients.  Both sets of providers agreed that the strengths of the consumer providers was in their greater understanding of what the client was “going through” and their greater empathy with the client.  On the other hand, the lack of workforce stability was seen as the major problem on the consumer team.


It is premature from this study, however, to determine whether these cultural differences have any impact on client outcomes.  It takes time both for a culture to develop and for that culture to have an impact on the recipients of service.  Given the short term nature of this study, it is impossible to know whether there was sufficient time to show differences in client outcomes, or whether these subtle practice variations do not make a difference as long as there is an adherence to the assertive community treatment model.


Some caution is necessary regarding generalization of these findings to other settings.  It is possible that there may be a selection bias such that the non-consumer providers were willing to work in a consumer-run agency and therefore were different from other non-consumer providers.  If so, they may be more likely to share similar values to consumers.  In the absence of activity logs for the non-ACT usual care providers, it is impossible to make this determination.  On the other hand, if the members of the consumer and non-consumer team did share greater similarities with each other, the differences found in practice cultures are even more striking.  Also, while both teams maintained high productivity, it should be noted that, as a research supported program, neither team had to concern itself with billing for services, which can consume a considerable amount of administrative time.  This is another reason why results may not be generalizable.  


A very important practical and policy lesson to be learned from this analysis is the need to adjust the staffing patterns to accommodate greater vulnerability of the consumer providers.  The consumer team would have been even more effective if there had been one or two extra staff members on the team (Manning & Suire, 1996).  In this way, when a team member needed a respite to maintain his/her health, or had to be absent because of a relapse, the team could still maintain the same staff/consumer ratio necessary for a maximally efficient and effective team.  This would have prevented the vicious burnout cycle which entrapped the consumer team.


Consumer providers, therefore, represent an important resource for the mental health field that has been underutilized.  Further research is necessary to determine whether matching the cultural differences of consumer and non-consumer providers to specific client needs could result in better outcomes.

OVERALL CONCLUSIONS

This randomized trial comparing consumer and non-consumer ACT teams to usual care had mixed results.  The ACT teams did not perform significantly better than usual care  on most client outcomes.  As noted, the implementation problems in the setting up of the ACT teams, the constraints on hospitalization and housing, and the changes in the external environment most likely contributed to the lack of differences among the three conditions.   
The more important finding, however, was that consumer providers were equally effective in delivering ACT services to persons with major mental illnesses.  While they did  basically the same things as the non-consumers, the way they carried out these tasks differed.  Further research is needed to determine whether the “cultural” differences identified between consumer and non-consumer providers  have any impact on outcomes. 

Footnotes

1 The Oregon definition for chronically mentally ill (CMI) persons corresponds to the Goldman et al. (1981) definition of chronic mental illness in that diagnosis, duration, and disability are included.  Oregon defines an adult with chronic mental illness (CMI) as "... a person 18 years of age or older who satisfies both of the following criteria: (1) possesses a severe mental disorder as identified by a psychiatrist, a licensed clinical psychologist, or a non-medical examiner certified by the Mental Health Division -- the diagnoses must indicate a schizophrenic, major affective, or paranoid disorder, or another severe mental disorder with a documented history of persistent psychotic symptoms other than those caused by substance abuse; and (2) demonstrates impaired role functioning, with regard to at least two of the following:  social role, daily living skills, and social acceptability.


. Clients completed their baseline interview approximately one month after their first face-to-face treatment contact with their assigned mental health provider.  Waiting until the first face to face treatment contact to complete the baseline interview was employed to ensure that subjects had engaged with their respective service provider. Although an intent-to-treat design would typically suggest assessment of all subjects post-randomization, the assessment battery included many subject ratings of the study service providers, and vice versa.  Subjects who had no contact with their providers would not have been able to complete large components of the assessment battery.  Thus, the baseline assessment was conducted only with those subjects who had a minimum level of contact with their assigned provider. 
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