NORTH CAROLINA ACT COALITION
August 28, 2009

ACT Service Definition Workgroup:

We are writing in response to the proposed ACT service definition revisions, which were posted for review on July 16th, 2009.  We represent the North Carolina ACT Coalition, which was founded in 2006, and currently represents 15 NC community mental health agencies that administer nearly 30 ACT teams.  Although our coalition primarily consists of service providers, both administrators and clinicians, key members also include local researchers and academics in the field of psychiatric rehabilitation.  Dr. Lorna Moser, a co-chair of the Coalition, has expertise in evidence-based practices for adults with severe mental illness.  Lorna formerly worked with the ACT Center of Indiana, was a researcher on SAMHSA’s National Implementing Evidence-Based Practices project, which led to the development of the ACT Toolkit, and is a co-author, along with Greg Teague, Ph.D. and Maria Monroe-DeVita, Ph.D. of the Tool for the Measurement of ACT
 (TMACT), a revision and enhancement of the Dartmouth Assertive Community Treatment Scale.  

At the heart of our mission is dissemination of high-fidelity ACT across North Carolina.  One of the key factors of faithful implementation of ACT statewide is the role of State Governance, particularly around setting standards, monitoring adherence to standards, providing sufficient financing so standards are attainable, and providing assistance and technical support to help teams achieve high fidelity practice
.  Agency leadership and highly qualified and committed staff are also key factors in high-fidelity ACT implementation.  

Although barriers to high fidelity implementation are often inevitable, we hope to work with the state to minimize unnecessary barriers and foster strategies to achieve our shared goal.  Thus, our concerns and suggestions listed below are driven both by aspirations of achieving high fidelity and practicality of a service system with barriers beyond our ability to remove at this time.  Our fear is that unreasonable standards that have the good intention of producing the highest fidelity teams will in turn result in very few teams, even of moderate to moderately strong fidelity, being available across the state.  Consumers in need of ACT will ultimately pay the price if this were to happen.  

We appreciate the Workgroup’s consideration of our concerns of select proposed revisions of the ACT service definition:

Increased representation of Qualified Professionals (pp. 4-5)

Ideally, an ACT team is well-staffed with highly qualified and experienced clinicians, which is consistent with the State’s intention to increase the minimum number of QPs (from 5 to 7).  However, behavioral health workforce shortages, especially in more rural areas, make this a very difficult staffing criterion to achieve.  A recent article
, co-authored by Dr. Janice Peterson of the Division, speaks to this very issue.  Please reconsider this change, or, at the very least, work in some allowance to hire staff who, with ongoing supervision from ACT leadership, will be able to reach QP status within 1 year.  Such provision would allow teams to hire recent graduates who may lack the necessary experience at the time of hire, but are working toward licensure.   

Increased Psychiatrist Time (p. 6)

The proposed revisions increased psychiatrist time from 16 hours a week (small) and 32 (large) to 20 and 40 hours, respectively.  We have been unable to locate any documentation in the literature that provides evidence that a minimum of 16 and 32 hours are insufficient for ACT.  NAMI’s standards, which are presented throughout NC’s service definition, recommend 16 and 32 hours.  Several other states, such as Indiana, Minnesota, Washington, and Oklahoma, also require only 16 and 32 hours.  Michigan, which is one of the original statewide implementers of ACT, has opted to require a minimum of 15 minutes a week per client, which equates to 12.5 hours a week for a 50-client caseload.  Texas surprisingly only requires 4 hours of psychiatry time per 20 consumers served (i.e., 10 hours for a 50 consumer caseload). 

A related, but likely more controversial, request is that the Service Definition workgroup consider the benefit and practicality of being more inclusive about who could serve in the prescriber role.  Many states have taken this direction as a result of medical workforce shortages and practice expenses (this includes states with a comparable reimbursement rate as North Carolina).  In Washington, Advanced Nurse Practitioners, who have experience and training in behavioral health and are supervised by a psychiatrist, can fully assume the prescriber role.  In New York, Advanced Nurse Practitioners can assume partial responsibility for the role of prescriber (approximately half of the designated FTE for the caseload, with a psychiatrist being responsible for the other half).  Michigan and Illinois both provide a provision for team’s to request the substitution of an advance nurse practitioner.  

Physician assistants (PAs) are also an expanding field, often utilized to fill the workforce gaps in healthcare.  Although it is rare to find PAs with specialized training in behavioral health, they are qualified to meet specific needs of ACT consumers (medication management for both general health and psychiatric needs) and could compliment the part-time service of an ACT team psychiatrist.   

Allowing provisional certification standards to provide some flexibility around team development and expansion

Full staffing requirements at start-up.  We agree that teams, at the start of implementation and consumer recruitment, need to be equipped to meet a range of needs, are able to provide intensive service delivery and engagement, and have time to conduct thorough assessments.  A fully staffed team achieves these aims; however, financially it’s difficult for new teams to start up without some assisting funds or option of fee-for-services to recoup money while building up to service def standards.  It is possible to provide good care using a minimally staffed team who have expertise in their area of specialty and minimally competent across other key roles at the startup of the team.  For instance, a team with a qualified team leader (1 FTE), psychiatrist (0.4FTE), nurse (1.0FTE), and master’s level social worker (1.0FTE) can meet the immediate crisis, maintenance, and rehabilitative needs of a caseload up to 20 consumers.  Although the team may be initially lacking a vocational and substance abuse specialist, it is reasonable to expect that the previously listed staff have some competencies in these areas so that consumers’ treatment needs aren’t neglected---this reflects the idea of a transdisciplinary team.  

Michigan allows teams as low as 4 staff.  Both Minnesota and Indiana’s certification standards have provisional and full certification levels, which provides teams with an opportunity to build-up and meet the state standards over the course of consumer recruitment and initial team development.  Oklahoma permits the team to employee the psychiatrist at 8 hours a week until 10 consumers are enrolled on to the team.  

Oklahoma also created provisions around gradual ramping up of staffing as the caseload expands--- psychiatry time is prorated if 50 or more consumers are served (3 additional hours for every 15 additional consumers), and additional staff are added at the 65 consumer caseload and 85 consumer caseload benchmarks.  

Flexibility around caseload caps for small and large teams.  We remain concerned about the rigid staffing requirements once a team breach’s their small team caseload cap.  The essence of the concern is this:  teams must serve the maximum allotted caseload size in order to finance the team, however the ebb and flow of admissions and discharges can sometimes temporarily result in caseload cap breaches.  For instance, best practice guidelines for graduation from ACT include a gradual and tentative (i.e., briefly hold a spot open in case the transition does not work and consumer needs to return to the team) transition to less intensive services
.  Balancing planned discharges with waitlisted consumers can easily result in teams exceeding the caseload caps, at least temporarily.

We appreciate the Workgroup’s efforts to protect against abuse of lax standards---i.e., if any allowances are provided around maximum caseload size, then teams will likely always strive to serve the highest number of consumers possible to recoup the largest reimbursement.  Would the Division please consider a compromise?  Some suggestions include:  develop a process for team’s to report to the state when they have exceeded the caseload cap, and request a temporary waiver; allow key positions to be prorated at a higher FTE when the caseload cap is exceeded to some degree (e.g., maximum 10%---or 55 consumers for a small team)---Indiana requires 19.2 minutes of psychiatry time per client above the caseload cap; or model a staffing titration similar to Oklahoma.

Frequency of contacts (p. 9)

The proposed service definition reads:

The ACT Team shall provide an average of three contacts per a week for all recipients, based on a monthly aggregate average of the number of recipients served by the team……

· A minimum of eighty percent (At least 80%) or more of staff time shall be face-to-face with the recipient. The remaining units 20% may be used in either be telephone or collateral contacts; and…

Please provider further clarification around the proposed contact standards.  Does the average of 3 contacts per week include any telephone or collateral contacts?  

The high fidelity standard on the DACTS (a rating of 5 on a five-point scale) required a minimum average of 4 contacts per week.  After years of use, this standard has been found to be unreasonably high and unachievable by clinically competent and mature teams.  The recent draft of the revised fidelity tool (TMACT) has tentatively set an average of 3 contacts as the highest standard.  A concern is that 3 face-to-face contacts can be hard to achieve for established teams providing good quality, comprehensive care.  The reason is that there is such a variation in service need across the caseload for mature teams, but the distribution of necessary contacts tends to be skewed towards fewer than 3 contacts a week.  This makes achieving an average of 3 contacts difficult for mature teams.  What results, in practice, is teams keep a tally of contacts for consumers and tend to provide meaningless contacts.  For some consumes, the team also over-serves them, which results in paternalistic practice (e.g., over-monitoring funds and distributing money and medications more frequently than needed), simply to achieve this standard set by the state.  

Artificially ramped up frequency of contacts also can undermine the intensity and duration of contacts.  Frequency of contacts tends to be a more proximal measure of delivering crisis and maintenance services (meds and money), while intensity and duration are a better measure of rehabilitative services, which require more time to deliver.  In an effort to avoid setting the very highest standard of fidelity as the minimum state standard, please consider relaxing this requirement by including some phone and collateral contacts in the aggregate.  

We appreciate the ACT Service Definition Workgroup’s attention to our concerns outlined in this letter, and consideration of our recommendations, which are informed by published literature, experience in delivering and evaluating ACT in this and other states, and review of other state standards.

Sincerely,

Ann Oshel, M.S.

Lorna Moser, Ph.D.

Co-Chairs, North Carolina ACT Coalition 

On behalf of the NC ACT Coalition members
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