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ACT and Recovery: Integrating
Evidence-Based Practice and
Recovery Orientation on Assertive
Community Treatment Teams
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ABSTRACT: We examine whether Assertive Community Treatment (ACT), a widely
implemented and rigorously studied practice, can successfully incorporate a recovery-
oriented approach while continuing to retain program fidelity. We briefly review the
effectiveness of ACT as an evidence-based practice, with a focus on adaptations
to changing populations and contexts. We explore philosophical similarities and
differences between ACT and recovery and examine how fidelity standards, a widely
used indicator of how ACT teams operate, support or interfere with the adoption of a
recovery-oriented practice. Finally, we provide recommendations on how best to
incorporate a recovery orientation into existing ACT teams.
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INTRODUCTION

There is currently an unparalleled focus on improving the quality of
services for individuals with severe mental illness, with at least two
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major factors contributing to this phenomenon. The first is an effort to
implement evidence-based practices (EBPs) in mental health systems
across the country; EBPs are well-defined clinical interventions that
can be replicated and have demonstrated effectiveness across a wide
variety of settings (Drake & Goldman, 2003; Lehman et al., 2004). The
aim of this effort is to improve the services currently in place (Lehman,
Steinwachs, & Co-Investigators, 1998), reduce the disparities between
research and clinical practice highlighted in the Bridging Science and
Service Report (NIMH, 1999) and the Surgeon General’s Report
(General, 2000), and meet the mandate of the President’s New Freedom
Commission Report on Mental Health that calls for services that are
based on the best available evidence (President’s New Freedom Com-
mission on Mental Health, 2003).

The second major factor influencing mental health policy and pro-
gramming is the emphasis on providing services that support recovery
(Anthony, 2000, 2004; Onken, Dumont, Ridgway, Dornan, & Ralph,
2002; Provencher, Gregg, Mead, & Mueser, 2002). The New Freedom
Commission report defines recovery as “the process in which people are
able to live, work, learn, and participate fully in their communities”
(President’s New Freedom Commission on Mental Health, 2003), and
longitudinal studies of people with severe mental illness report recov-
ery rates of better than 50% (depending on the definition of recovery)
which support the feasibility of achieving this goal (DeSisto, Harding,
McCormick, Ashikaga, & Brooks, 1995; Harding, Brooks, Ashikaga,
Strauss, & Breier, 1987; Strauss, Hafez, Lieberman, & Harding, 1985).
The policy mandates, combined with the research findings, fuel new
hope for consumers and challenge some clinicians to change long held
assumptions concerning the limited capabilities and poor prognosis for
those diagnosed with severe mental illnesses.

ACT Effectiveness: The Evidence Base for the Practice

Since the initial demonstration study (Stein & Test, 1980), ACT has
proven to be a robust model of community based treatment for people
with severe psychiatric disabilities. Numerous controlled studies docu-
ment the effectiveness of ACT in the treatment of consumers with
extensive histories of psychiatric hospitalizations (Baronet & Gerber,
1998; Bedell, Cohen, & Sullivan, 2000; Bond, Drake, Mueser, &
Latimer, 2001; Gorey et al., 1998; Herdelin & Scott, 1999; Latimer,
1999; Marshall & Creed, 2000; Ziguras & Stuart, 2000), although some
recent studies with strong comparison conditions (e.g., Essock et al.,
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2006) and studies in the United Kingdom (Fiander et al., 2003; King,
2006) have found that intensive case management programs can be as
effective as ACT. ACT is remarkable for the articulation of its structural
and functional features (McGrew & Bond, 1995), as well as for having a
widely-used fidelity scale to assess a team’s adherence to an ideal ACT
model for staffing and services (Teague, Bond, & Drake, 1998).

From its initial inception more than 30 years ago, ACT has evolved
and adapted to new developments in mental health systems and to
changing policies and directives. Initially, ACT was designed to reduce
the recidivism rates of consumers who were frequent users of inpatient
services, focusing on how to help consumers discharged from psychi-
atric hospitals stay in the community. The first ACT teams were
deliberately modeled after the hospital inpatient staffing structure and,
consistent with the value orientation in the mental health system at
that time, operated with a clinician-driven approach (Stein & Test,
1980). Today, ACT teams generally remain effective in their initial
mission of reducing inpatient stay and increasing community tenure
even as failed economic, social, housing, and mental health policies
have resulted in people with psychiatric disabilities being found in
disproportionately high numbers utilizing shelters, emergency rooms,
and jails, or living on the streets (Haugland, Siegel, Hopper, & Alex-
ander, 1997; Hopper, Jost, Hay, Welber, & Haugland, 1997; Kuhn &
Culhane, 1998). Furthermore, ACT teams have been adapted to
incorporate supported housing in ways that have been very effective in
ending and preventing homelessness for consumers with co-occurring
psychiatric and substance use disorders, long histories of homelessness,
and disengagement from traditional supportive housing services
(Tsemberis, Gulcur, & Nakae, 2004).

Recovery-Oriented Practice and ACT': Opportunities and Challenges

Consumer choice and recovery are currently at the forefront of mental
health policy, perhaps for the first time accurately representing con-
sumer concerns (Deegan, 1988; Mead & Copeland, 2000; Ridgway,
2000). According to the President’s New Freedom Commission (2003)
and mental health advocates (Anthony, 2000, 2004), consumer choice
and recovery should be the guiding voice of services. The emphasis, and
to some extent the definition, of recovery has grown out of several
sources of mental health advocacy. One branch is the first-person
narrative accounts (Chamberlin, 1997; Deegan, 1988; Fisher, 1999)
that developed into the present alignment with basic human rights and
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social justice, emphasizing collaborative treatments, equal access to
effective services, and opportunities for employment, education, and
self-advancement (Jacobson & Greenley, 2001). Another branch
emerged from the psychiatric rehabilitation philosophy and practice
(Anthony, Forbess, & Cohen, 1993) which drew on theories from
physical rehabilitation to emphasize the fact that people with severe
mental illness are complex beings far beyond their symptoms or diag-
nosis (Jacobson & Curtis, 2000). Anthony (2004) maintains that
recovery practices are manifestations of one transcendent principle,
which he calls “personhood,” or the recognition that people with mental
illness have the same wants and needs as everyone else (e.g., work,
housing, relationship, recreation). Consistent with this view, the
Substance Abuse and Mental Health Services Administration (SAM-
HSA) recently issued a consensus statement on recovery, identifying
the 10 fundamental components as self direction, individualized
and person-centered approaches, empowerment, holistic views, non-
linearity, strengths-based, peer support, respect, responsibility, and
hope (SAMHSA, 2005).

Practicing with a recovery orientation requires training, policies,
procedures, and interventions that support the fundamental compo-
nents of recovery. Recovery oriented practice also requires providers to
shift from the ‘clinician-as-expert’ model to a practice where clini-
cians—“in full partnership with consumers and families”—develop
individualized treatment plans where consumers choose ‘who, what,
and how’ treatment will be provided (President’s New Freedom
Commission on Mental Health, 2003). In the new recovery-oriented
mental health system, consumers are included as full partners in every
aspect of services including setting service priorities, sharing decision
making authority, and most importantly, having the option to agree or
disagree with the treatment plan (Deegan & Drake, 2006). Finally,
services embracing recovery-oriented practice must recognize that
individuals can and do recover from severe mental illness and consis-
tently convey the message of hope that plays an integral part in the
individual’s recovery.

In addition to clinical and organizational practices, recovery-oriented
practice must be incorporated into the norms, attitudes, and values
that emanate from the shared culture of an ACT team. The spirit, or
attitude, with which services are offered can be as important as the
service itself. For example, a recent assessment of consumer percep-
tions of mental health providers’ “recovery promoting competence”
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identified perceived attitudes as critical in communicating trust, hope,
and respect (Russinova, Rogers, & Ellison, 2006). In a related study of
NY State ACT teams, Mancini, Finnerty, and Tsemberis (2006)
examined the effects of ACT practitioner attitudes on intervention
strategies. While all of the teams in this study were structurally com-
parable (i.e., they scored well on fidelity), teams in which staff members
scored lower on a scale of recovery orientation had more negative be-
liefs about persons with mental illness, lower expectations regarding
their capabilities, and endorsed more coercive treatment interventions.
Both attitude variables (negative beliefs and lower expectations) and
coercive intervention strategies showed marked team effects high-
lighting the highly interdependent nature of ACT teams, in which
practitioners must work very closely with one another to deliver ser-
vices and have a powerful influence on each other’s beliefs and values
(Mancini et al., 2006).

Moving towards a recovery-oriented approach presents several
challenges for ACT teams that have been traditionally clinician driven.
Starting with the target population, most ACT teams are designed to
serve consumers who are not effectively engaged with treatment and
are frequent users of acute care systems including psychiatric hospi-
tals, substance abuse detoxification centers, jails, shelters and other
facilities. To complicate matters further, some consumers are assigned
to ACT services as part of a mandatory outpatient commitment order,
and many others are assigned to ACT because they have had numerous
negative experiences with traditional mental health services and may
be suspicious and rejecting of professional help. In efforts to address
these challenges, ACT teams utilize engagement and retention strate-
gies that include repeated attempts to contact consumers despite their
refusals, close monitoring of medication compliance, behavioral con-
tracting, use of outpatient commitment, and representative payeeship.
Consequently, some observers conclude that ACT teams must employ
some forms of coercion in order to be effective (Dennis & Monahan,
1996). However, such methods directly contradict recovery-oriented
practice values of consumer choice, empowerment, and responsibility.
If applied indiscriminately or with force or threat, these approaches are
in clear violation of recovery-oriented practice. For these and other
reasons, critics have suggested that ACT teams are paternalistic or
coercive and therefore anti-recovery (Anthony, Rogers, & Farkas, 2003;
Gomory, 2001; Williamson, 2002).



Community Mental Health Journal

Although there are valid concerns about the ACT model, the extent
to which ACT teams are recovery oriented has not been definitively
answered in the empirical literature (Bond, Salyers, Rollins, Rapp, &
Zipple, 2004). ACT practitioners report using only sparingly, and as a
last resort, more coercive techniques and instead report employing
“friendly persuasion” as their primary means of therapeutic limit-set-
ting (Neale & Rosenheck, 2000). To obtain a more reliable report of the
extent to which these practices are used, it would be more useful to
obtain consumer perceptions of coercion rather than perceptions of
practitioners, since the former are less subject to a social desirability
bias. However, consumers generally report high levels of satisfaction
with ACT services (Rapp & Goscha, 2004), which belies the criticism
that ACT is coercive. Moreover, when asked what they like least about
ACT, few consumers indicated that ACT staff are coercive, and levels of
perceived coercion were lowest in programs judged to have high fidelity
to the ACT model (McGrew, Wilson, & Bond, 2002). The NY Housing
study of ACT teams combined with supported housing and operating
with a consumer driven approach to end homelessness (Tsemberis
et al.,, 2004), reported consumer choice had a positive impact on
reducing psychiatric symptoms. In addition, perceived choice was
positively related to self-efficacy, and increased self-efficacy was also
significantly related to a reduction in psychiatric symptoms (Green-
wood, Schaefer-McDonald, Winkel, & Tsemberis, 2005).

Does Fidelity to the ACT Model Help or Hinder a Recovery Orientation?

Although the literature is in the early stages, there are several theo-
retical concerns regarding the ability of ACT teams to practice in a
recovery-oriented way. First is the tension between balancing the
implementation of ACT as an evidence-based practice and maintaining
the recovery-oriented principle of individualized services. The ACT
model has clear criteria for implementation, i.e., fidelity standards,
that necessitate specific uniform structures or services be in place in
order for a team to be identified (or certified) as an ACT program.
Explicit quantitative monitoring of program fidelity is increasingly
recognized as an important quality assurance technique (Torrey,
Finnerty, Evans, & Wyzik, 2003), and greater fidelity to ACT has been
related to positive outcomes such as reduced hospitalization (Bond &
Salyers, 2004; McHugo, Drake, Teague, & Xie, 1999). In some states,
mental health departments have adopted these standards as a certifi-
cation tool to license teams and to pay for ACT services. However, at
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the individual consumer level, it may be difficult to balance the need for
providing individualized services based on consumer choice which is at
the heart of recovery with establishing and maintaining specific pro-
grammatic standards that promote uniformity of implementation and
practice. Moreover, there are specific fidelity standards that are at odds
with recovery-oriented care and these are discussed below.

The most widely used fidelity scale for ACT is the Dartmouth
Assertive Community Treatment Scale (DACTS; Teague et al., 1998)
that is included in SAMHSA’s implementation resource kit for ACT
(Phillips & Burns, 2002). The DACTS outlines 28 items related to the
structural and organizational integrity of ACT and has been shown to
discriminate between ACT and other approaches to care (Teague et al.,
1998). These items are organized into three subscales: human re-
sources, organizational boundaries, and nature of services. For the
most part, the items define structural properties for team composition
and practice. However, embedded in these dimensions, especially the
‘nature of services’ factor, is a practice philosophy that can be inter-
preted as clinician directed. Thus, we explore the question of whether it
is possible to achieve the goals prescribed by the DACTS while using a
recovery-oriented approach. As shown in Table 1, we examine each
item and consider the extent to which the item may support or interfere
with recovery-oriented practice. Below we highlight potential problem
areas and provide recommendations for items that appear to be in
conflict with recovery-oriented practice.

Factor I: Human Resources. Items in this factor support small
caseload ratios, continuity of staffing, and prescribe a staffing pattern
that is well suited to providing consumers intensive mental health and
substance abuse treatment. One potentially problematic item requires
a ‘team approach,” specifically that the ‘provider group functions as a
team rather than individual practitioners.” The team approach speci-
fied in the DACTS requires that multiple staff visit with each of the
consumers to help ensure cross-coverage and continuity of care (Test,
1979). However, for some consumers, multiple providers may be
untenable, perceived as confusing, or interfere with building a strong
working alliance with one team member; one-on-one therapeutic alli-
ances have been related to better outcomes in a number of areas (Blatt,
Zuroff, Quinlan, & Pilkonis, 1996; Frank & Gunderson, 1990; Neale &
Rosenheck, 1995). Anecdotally, some consumers express strong pref-
erences for individual relationships or particular team members that
are often inconsistent with a shared caseload approach.
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In order to incorporate recovery principles of consumer choice, this
standard needs to be adapted or modified. For example, teams can be
flexible and respect consumer choice for particular staff or use an
individualized treatment team (ITT) as a smaller team-within-a-team
that can provide the majority of individualized services. In this way,
the consumer maintains close contact with a smaller number of people,
but the idea of continuity and shared knowledge of the consumer is also
maintained. Further, the philosophy behind this item may be applied in
different ways for team members and consumers. For example, because
team members generally alternate on-call responsibility, it is important
that all team members know about each consumer, but it is not
essential that every consumer must know and work with each team
member unless he or she chooses to do so.

Another issue concerning human resources is that the current
staffing patterns are primarily focused on mental health and addiction
services. Although the DACTS also includes employment specialists,
teams embracing a recovery-oriented approach will need to provide for
a much broader spectrum of services and incorporate specialists in
other areas such as housing and family systems.

Factor II: Organizational Boundaries. The items in this factor de-
fine the responsibilities of the team with regard to access and assisting
consumers to navigate the broader service system such as hospital-
izations and managing crises. The round-the-clock availability of ACT
teams, to be accessible in day-to-day activities, crises, and times when
the consumer ‘just needs to talk’ may be one of the most important
features of ACT. If performed well, 24-hour services can be experienced
as very supportive, attending to consumer priorities as needed; but
these same services can be regarded as intrusive when the constant
presence is out of sync with consumers’ needs. In addition, teams must
sometimes hospitalize a consumer who meets local laws related to
presenting ‘a danger to self or others.” Hospitalizations are one of the
more controversial and yet essential services of good community mental
health practice. In these cases, the team continues to follow the con-
sumer into the hospital, visits throughout the hospitalization, plans for
the discharge, and is there at the time of discharge to continue sup-
porting the consumer on return to the community. The items relating to
crisis intervention and hospital admission touch on a critical issue for
recovery: that there are times when involuntary treatment may be
needed in order to save the person’s life, and failing to do so may mean



Michelle P. Salyers, Ph.D. and Sam Tsemberis, Ph.D.

no chance of recovery. The key, then, becomes how the procedures are
done—humanely, respectfully, and to the extent possible, following the
directions of the consumer (e.g., through advanced directives).

Time unlimited services relate to the long-term nature of ACT. Ini-
tially, ACT was thought to be a life-long treatment with assertive
outreach to engage and maintain consumers on the caseload over time.
This item guarantees that the team will not be quick to discharge
consumers until they are ready; however, work has shown that con-
sumers can and do successfully graduate from ACT programs (Salyers,
Masterton, Fekete, Picone, & Bond, 1998). The possibility of recovery,
and consumer choice about service provision, will require this item to
include language concerning discharge policies that shift expectations
from life long service to planning for future graduation and emphasize
the role played by the consumers’ choice in this key decision.

Factor II1: Nature of Services. This subscale of the DACTS refers to
the services provided, and in our view, has the most potential for dis-
crepancies with recovery-oriented practice; not because of the services
themselves, but because the items may be read as directives for teams
without including a mandate to obtain input from consumers. Items in
this factor are prescriptive and have clear standards for the type of
services and frequency of services that the team must provide as well as
items such as a ‘no dropout policy’ that implies the decision to stop
receiving services is solely a team decision. Such items are clearly
problematic for a recovery-oriented practice.

One concern is that the services currently prescribed as optimal do
not take into account the stage of the consumers’ recovery (Frese,
Stanley, Kress, & Vogel-Scibilia, 2001; Solomon & Stanhope, 2004).
Some clinicians and researchers contend that consumers who are se-
verely disabled by their symptoms (for example, extreme lack of
awareness or inability to make decisions) would benefit from a highly
structured and prescriptive approach, and as symptoms remit and the
person improves, the consumer should have more control over the
decisions concerning their treatment and services plan (Frese et al.,
2001). However, on the DACTS, fully implemented ACT programs see
consumers an average of four times per week, and some states or
payers have translated this frequency into a set number of contacts for
each consumer. Thus, ACT teams may be required to visit consumers a
fixed number of times per month, regardless of consumer need, desire,
or choice. For example, while daily visits for medications may be
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appropriate for some consumers at the early stages in their recovery,
the need for visits changes over time as consumers develop greater self-
management skills and assume more personal responsibility. This
example illustrates challenges currently faced by ACT teams seeking to
practice with a recovery orientation: this particular standard would
have to be applied flexibly so that the team can adjust the service
dosage (i.e., level of services) in a way that is consistent with each
consumer’s needs and choices at different time periods while still
maintaining fidelity to the model and the ability to bill fully for ACT
services.

In addition to balancing specific fidelity standards with consumer
choice and empowerment, ACT teams may also be grappling with
providing “court mandated” or “forced treatment.” In these cases the
team typically provides services and the consumer must participate in
order to comply with the court order. This introduces enormous com-
plexity into the relationship if the team is striving to maintain a
recovery orientation. Although there is no singular solution, it is
important that the team remain very clear and instructive in
explaining the role of each of the clinical and criminal justice staff and
explain to the consumer their rights and responsibilities with regard to
each system, i.e., what is the role and expectation of the judge, the court
monitor, probation office, and the ACT team. One useful perspective is
Monahan’s (Monahan et al., 1995) concept of ‘procedural justice’: if
those in authority are careful to advise consumers about every aspect of
their role and responsibility, make the complex system as transparent
as possible, and assist consumers to obtain fair treatment and repre-
sentation in these multiple systems, then consumers will feel that they
have been treated fairly even in instances when they disagree with the
decision or outcome. Taking Monahan’s advice to heart we would
caution ACT teams to avoid the temptation to leverage the court order
in order to coerce the consumer into treatment, to leverage the housing
with treatment (Allen, 2003), to refrain from colluding with the various
agencies, and to remain the advocate of the consumer.

Despite these potential clashes between DACTS fidelity standards
and recovery-oriented practice, differences in approaches can be re-
solved to inform and improve practice. For example, the DACTS would
be more directly supportive of recovery-oriented practice if the lan-
guage (and items) emphasized services that include negotiation and
choice. Implementing a recovery orientation would also require ACT
teams to be trained in various consumer-driven techniques such as
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motivational interviewing (Miller & Rollnick, 1991) and shared deci-
sion making (Deegan & Drake, 2006) to engage consumers in services
in a manner consistent with consumer choice. Other modifications of
the DACTS should include items about consumer choice in the type and
frequency of services; the choice of not participating in treatment for a
while but remaining engaged with the team; that teams must actively
convey hope; and that consumers must be present as decision makers
on every aspect of their treatment plan. Further, modifications could
allow for changes in computation so that as consumers move through
the various stages of their recovery they will need fewer services or
different types of services.

Integrating ACT and Recovery-Orientation

Even with some of these liabilities, ACT can still be particularly well
suited to a recovery orientation. Fundamentally, the goal of ACT, like
the goal of recovery, is to assist people to participate fully in their
communities, and there are many DACTS fidelity standards that are
compatible with and support a recovery orientation. Because of the
in vivo focus of service provision, ACT is an optimal approach for
assisting consumers to integrate into their communities. The intensive,
long-term nature of ACT (modified to allow for reduced services) is also
consistent with the generally long-term process of recovery. It can take
years to develop the kind of relationships in which the consumer is
known, understood, accepted, so that the team and the consumer can
notice and celebrate even small steps along the long road to recovery.
Similarly, by knowing consumers well and over a long period of time,
relapses and crises can be better anticipated and addressed before they
develop into full blown crises. Another strength of this model is the no-
drop-out policy; while it has the potential for keeping people longer
than needed, it also gives consumers the flexibility to set their own pace
for treatment and graduation. The multidisciplinary team is well suited
to facilitating recovery in an integrated, holistic fashion. Work, rela-
tionships, leisure activities, managing home and budget, keeping
substance use from interfering with life, and managing the illness are
all part of the recovery process and can best be addressed by a team,
including the consumer and his or her natural supports, working
together. Many teams now include consumer providers as staff. The
peer on the team can be not only a messenger of hope but the
embodiment of hope and possibility of recovery, a role model to other
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consumers, and a key member of the team facilitating greater under-
standing between consumers and staff.

Below we provide four recommendations to help ensure recovery-
oriented ACT practices.

1. Integrate other evidence-based practices on ACT teams. ACT is
best understood as a way of organizing services through integra-
tion, teamwork, and continuity of care. Thus, the ACT model
specifies structure and procedures for providing services, whereas
many other evidence-based practices delineate the content of
specific clinical interventions aimed at specific outcomes. For
example, motivational strategies and cognitive-behavioral inter-
ventions are specified in Illness Management and Recovery (IMR,;
Mueser et al., 2002) and Integrated Dual Disorders Treatment
(IDDT; Mueser, Noordsy, Drake, & Fox, 2003). We have seen the
synergistic effects of ACT with IDDT (Drake et al., 1998, 2001),
and we are beginning a program of research to integrate IMR with
ACT (Hicks, Salyers, Baumgardner, & Kim, 2004). Other inter-
ventions, such as supported employment and the Wellness
Recovery Action Plan (WRAP; Copeland, 1997), can also be easily
integrated onto ACT teams and facilitate recovery-oriented care.

2. Monitor recovery orientation. Recovery-oriented treatment is
contrasted to traditional clinician-driven treatment; both are
descriptive terms that define a philosophical and intentional
attitude or value set that underlies a complex set of clinical
practices. Further, recovery orientation is a continuum, not a
dichotomy; teams are more or less recovery-oriented or clinician
driven. In programs we can see and feel this quality, and we can
also measure it. There are now a variety of measures available to
quantify the degree of recovery orientation (O’Connell, Tondora,
Evans, Croog, & Davidson, 2005; Onken, Dumont, Ridgway, Dornan,
& Ralph, 2004; Ridgway & Press, 2004). ACT programs can use such
tools to monitor their current level of practice and use the feedback to
guide improvements in recovery orientation similarly to the use of
fidelity scales as developmental tools.

3. Provide training and supervision in recovery-oriented work. Along
with monitoring and feedback, we also recommend on-going
training and supervision. In our own experience in training ACT
teams at the ACT Center of Indiana and the NY State Training
Institute for ACT and Recovery Based Practice we have found the
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need to develop clinical practice skills as well as the need to
develop, foster, and reinforce the attitudinal and value shifts
required for a recovery-oriented practice. In NY, all ACT staff
receive training on recovery and exposure to the IMR toolkit
(Mueser & Gingerich, 2002). In a recent observational study of
ACT team members’ responses to this training, Felton, Barr, Clark,
and Tsemberis (2006) observed that the majority of the trainees
responded positively to the training, including accounts of working with
consumers using the IMR strategies. There were several challenges
observed. One of the most frequently stated concerns by trainees is how
to work with consumers who ‘will not admit that they are mentally ill.’
One practical solution offered by a trainee was to consider that perhaps
the first step in recovery was to assist the consumer to recognize the way
that their symptoms interfere with their life’s goals. During the course
of training, trainees began to shift their perspective from a symptom-
dominant view to describing their service recipients in holistic terms: “in
terms of their talents, strengths, and social and emotional concerns” (p.
117). Both ACT Centers include consumers as co-trainers. They help
develop and present training materials. They also provide personal
stories of recovery and what helped them in the process so that trainees
can see strong examples of recovery in action. This training practice
also models the inclusion of consumers as colleagues.

4. Hire consumers as ACT team staff members. The work of Solomon
and others has established that case management teams com-
prised of consumers can be as effective as teams comprised of non-
consumer professionals (Solomon & Draine, 1995), and there is
evidence that consumer peer specialists on an ACT team can have
a positive impact on the outcomes for service recipients (Felton
et al., 1995). Consumers can have a powerful effect on non-
consumer providers by changing the nature of the team meetings
and serving to humanize the team by introducing their perspec-
tive (Solomon & Draine, 1998). It is also apparent that consumers
approach the role of case management differently than do non-
consumer professionals, drawing more on their self-management
techniques and role modeling in their interventions with service
recipients (Lyons, Cook, Rath, Karver, & Slagg, 1996; Paulson
et al., 1999). Thus, the inclusion of consumer providers on ACT
teams is a natural way to enhance recovery-orientation.

Recovery-oriented practice and ACT have sometimes been
viewed as incompatible. While we may debate the percentage of
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people who can recover fully or discuss the best methodology for
measuring recovery, there is no doubt that the principles identi-
fied by the recovery movement—consumer choice, hope, respect,
patience, and compassion can and must be incorporated into
today’s ACT teams.
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