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Objective: This study compared programmeasures of assertive community
treatment (ACT) with standards of accreditation for the patient-centered
medical home (PCMH) to determine whether there were similarities in
the infrastructure of the two methods of service delivery and whether
high-fidelity ACT teams would qualify for medical home accredita-
tion.Methods: The authors compared National Committee for Quality
Assurance PCMH standards with two ACT fidelity measures (the
Dartmouth Assertive Community Treatment Scale and the Tool for
Measurement of Assertive Community Treatment [TMACT]) and with
national ACT program standards. Results: PCMH standards pertaining to
enhanced access and continuity, management of care, and self-care
support demonstrated strong overlap across ACT measures. Standards
for identification and management of populations, care coordination and
follow-up, and quality improvement demonstrated less overlap. The
TMACT and the program standards had sufficient overlap to score in
the range of a level 1 PCMH, but no ACT measure sufficiently detailed
methods of population-based screening and tracking of referrals to sat-
isfy “must-pass” elements of the standards. Conclusions: ACT measures
and medical home standards had significant overlap in innate infra-
structure. ACT teams following the program standards or undergoing
TMACT fidelity review could have the necessary infrastructure to serve
as medical homes if they were properly equipped to supervise general
medical care and administer activities to improve management of
chronic diseases. (Psychiatric Services 64:1127–1133, 2013; doi:
10.1176/appi.ps.201200469)

Assertive community treatment
(ACT) teams provide inten-
sive support to persons with

serious and persistent mental illness
who demonstrate difficulty engaging
in care (1). ACT teams combine the
services of a psychiatrist, a psychiatric
nurse, and a variety of profession-
als who treat mental illness and sub-
stance use disorders for delivery in

community-based settings. They ad-
dress a range of consumers’ biopsy-
chosocial needs while seeking to
reduce fragmentation of care, maxi-
mize continuity, and increase com-
munity integration. ACT teams are
cost-effective (2) and improve behav-
ioral health outcomes, including re-
duced psychiatric hospitalizations,
increased housing stability, greater

retention in treatment, improved con-
sumer and family satisfaction (3), and
reduced homelessness (4). ACT teams
can effectively implement new evidence-
based practices, such as integrated treat-
ment of co-occurring disorders (5,6),
illness management and recovery (7,8),
and supported employment (9,10).

As is true of fidelity tools for other
evidence-based practices, ACT fidelity
measures were developed to counter-
act the reduced effectiveness associated
with deviation from the original pro-
grammodel (11,12), as well as to better
ensure replication and prevent program
drift (13). National standards for ACT
teams (14) were established to assist
widespread implementation (15,16).Re-
cently, a newer fidelity measure incor-
porating a more comprehensive set of
standards has been piloted in ten states
and three countries, with the primary
purpose of guiding ongoing quality im-
provement (13,17,18).

Clients enrolled in ACT tend to
engage in unhealthy behaviors, such
as smoking, poor diet, and lack of phys-
ical activity, that lead to diabetes, dys-
lipidemias, heart disease, and other
common chronic general medical pro-
blems. These illnesses can have a se-
vere impact on functioning, quality of
life, and health (19–22) and may be
negatively associated with the symp-
tom burden of psychiatric disorders
(23). National program standards have
charged ACT with helping clients ob-
tain general medical care (14). Conse-
quently, many teams have incorporated
elements of general medical care
management, such as enhanced re-
ferral to primary care clinics (24).

The authors are with the Department of Psychiatry and Behavioral Health, University of
Washington, Box 356560, 1959 Pacific St., Seattle, WA 98195 (e-mail: ervander@uw.
edu).

PSYCHIATRIC SERVICES ' ps.psychiatryonline.org ' November 2013 Vol. 64 No. 11 1127

mailto:ervander@uw.edu
mailto:ervander@uw.edu
ps.psychiatryonline.org


At the same time, the patient-
centered medical home (PCMH) has
evolved into an important service de-
livery model in primary care. Accord-
ing to this model, the delivery of
primary care is team based, evidence
driven, accessible, continuous, com-
prehensive, and patient centered (25).
The National Committee for Quality
Assurance (NCQA) developed fidelity
criteria for accreditation of PCMHs
that involve a rubric for scoring the
breadth of services offered (26). Some
practices that recognize NCQA PCMH
standards are partaking in novel re-
imbursement strategies with the Cen-
ters forMedicare andMedicaid (27,28).
There are large-scale pilot efforts to

integrate primary care into mental
health settings but little attention
toward expanding the general medical
role of ACT teams. Given that both
ACT and the medical home have
accountability criteria, a comparison
of these standards may offer insight
into the similarities and differences
between the two methods of service
delivery. The purpose of this analysis
was to systematically compare NCQA
standards defining a PCMH to ACT
fidelity standards. The goal was to
identify the extent to which the in-
herent infrastructure of high-fidelity
ACT teams overlaps with PCMH
criteria.

Methods
Medical home accreditation

In 2011, the NCQA revised PCMH
standards and scoring guidelines that
are used to determine whether pro-
grams qualify as medical homes. They
are divided into six standards subdi-
vided into 28 major elements com-
prising 152 individual factors (26).
Each element is assigned from 2 to
6 points (weighted), for a maximum
score of 100. Practices scoring be-
tween 35 and 59 are recognized as
a level 1 medical home; between 60
and 84, level 2, and 85 or higher, level
3. Additionally, each standard has one
“must-pass” element. A practice must
satisfy 50% of the factors within that
element to pass.

ACT fidelity measures

and program standards

There are two ACT team fidelity
measures and one set of program

standards. The Dartmouth Assertive
Community Treatment Scale (DACTS)
is the original national standard mea-
sure of fidelity of ACT (18). ACT teams
are scored on 28 items by using a 5-
point behaviorally anchored scale
(12,29). Similarly, the Tool for Mea-
surement of Assertive Community
Treatment (TMACT) is a newer fidel-
ity measure comprising 47 items, each
also scored on a similar 5-point scale
(13). The 2003 National Program
Standards for ACT Teams (14) were
developed on the basis of the ACT
start-up manual (30) and provide the
foundation for the evidence-based
practices tool kit for ACT developed
by the Substance Abuse and Men-
tal Health Services Administration
(15,31). The standards include ex-
amples of standard program opera-
tion. These three indices are the
measures employed most commonly
to assess ACT teams’ adherence to
the ACT model (18).

Comparison of PCMH

standards and ACT measures

Two authors (JMC and ERV) inde-
pendently applied the NCQAmedical
home standards to the three ACT
measures to determine whether the
ACT measures met requirements for
each NCQA factor. Explicit satisfac-
tion of a NCQA factor was defined
a priori as a direct mention in the
fidelity measure or program stand-
ards. Implicit satisfaction was defined
as meeting the spirit of the factor. An
example of a factor that meets implicit
but not explicit criteria is the NCQA

requirement that practices document
the provision of general medical
advice in the medical record. The
TMACT does not require teams to
record such data in charts as part of
their daily routine, but teams under-
going a TMACT fidelity review must
document the occurrence of neces-
sary clinical contacts, thereby meeting
theNCQA criterion implicitly. For pur-
poses of analysis, the authors agreed
that the process of fidelity review could
be considered to implicitly satisfy
NCQA standards regarding quality
improvement (32). The authors were
blinded to the point value and must-
pass status of each NCQA element
throughout the review process. Items
unrelated to ACT teams, including
items related to pediatric practice
only (N=3), depression screening
(N=1), and phenotypic syndrome
surveillance (N=1) were discarded,
leaving a total of 147 NCQA factors
for comparison.

The two authors reconciled differ-
ences in determination of factor
satisfaction through discussion and
mutual agreement. After further com-
parison, they scored the TMACT
again by using the complete protocol
rather than the summary scale alone,
given that TMACT fidelity audits are
usually performed utilizing the entire
protocol: the summary scale is only
part of the fidelity review process.
The authors differed on a maximum
of only 26 NCQA factors for any ACT
measure. Of factors with disagree-
ment, 64% were up-coded after dis-
cussion to indicate the NCQA factor
criteria had been satisfied. The two
authors had no relationship to the
development of ACT or NCQA mea-
sures. One author (MMDV) contrib-
uted additional expertise regarding
proper interpretation of the TMACT
once scoring was completed.

Results
Explicit and implicit

NCQA factor overlap

The number of NCQA factors with
explicit satisfaction by the ACT mea-
sures was 23 (16%) for the DACTS, 51
(35%) for the TMACT, and 61 (41%)
for the program standards. NCQA
factors with implicit satisfaction num-
bered 47 (32%) for the DACTS, 75
(51%) for the TMACT, and 76 (52%)
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for the program standards (Table 1).
There was a qualitative trend for the
NCQA factors to overlap more con-
sistently with the program standards
and the TMACT than with theDACTS.
At least one factor in each NCQA

standard was satisfied implicitly by
all ACT measures. NCQA standards 1

(enhance access and continuity), 3
(plan and manage care), and 4 (pro-
vide self-care support and community
resources) consistently demonstrated
stronger overlap across ACT measures
compared with standards 2 (identify
and manage patient populations), 5
(track and coordinate care), and 6

(measure and improve performance)
(Table 1). NCQA standard 6, pertain-
ing to quality improvement, overlap-
ped more with the TMACT and the
program standards than with the
DACTS. Because ACT teams hold
daily meetings to discuss all patients,
all ACT measures had significant

Table 1

Overlap of factors in elements of the NCQA standards for accreditation of the PCMH with ACT measures and
program standardsa

Factor overlap

DACTSb TMACTc Program standards

Standard and element Factors Points Explicit Implicit Explicit Implicit Explicit Implicit

Standard 1: enhance access and continuity
Access during office hoursd 4 4 1 2 2 3 3 3
After-hours access 5 4 1 3 4 4 3 3
Electronic access 6 2 0 0 0 0 0 0
Continuity 3 2 0 3 2 3 3 3
Medical-home responsibilities 4 2 1 3 3 4 2 3
Culturally and linguistically appropriate services 4 2 0 1 2 2 4 4
Practice team 8 4 4 5 6 6 7 7
Total 34 20 7 17 19 22 22 23

Standard 2: identify and manage patient populations
Patient information 12 3 0 0 0 0 0 0
Clinical data 9 4 0 0 0 0 0 0
Comprehensive health assessment 9 4 2 5 4 6 6 7
Use data for population managementd 4 5 0 1 1 1 1 1
Total 34 16 2 6 5 7 7 8

Standard 3: plan and manage care
Implement evidence-based guidelines 3 4 0 0 0 0 3 3
Identify high-risk patients 2 3 2 2 2 2 2 2
Care managementd 7 4 3 4 5 5 7 7
Medication management 6 3 0 4 5 6 1 6
Use electronic prescribing 6 3 0 0 0 0 0 0
Total 24 17 5 10 12 13 13 18

Standard 4: provide self-care support and
community resources
Support self-care processd 6 6 2 4 5 5 4 5
Provide referrals to community resources 4 3 2 3 4 4 3 4
Total 10 9 4 7 9 9 7 9

Standard 5: track and coordinate care
Test tracking and follow-up 10 6 0 0 0 3 0 0
Referral tracking and follow-upd 7 6 0 0 0 5 0 0
Coordinate with facilities and manage care
transitions 8 6 5 5 5 5 2 5

Total 25 18 5 5 5 13 2 5
Standard 6: measure and improve performance
Measure performance 4 4 0 1 0 2 1 1
Measure patient and family experience 4 4 0 1 1 3 2 3
Implement continuous quality improvementd 4 4 0 0 0 4 3 3
Demonstrate continuous quality improvement 4 3 0 0 0 0 4 4
Report performance 3 3 0 0 0 2 0 2
Report data externally 4 2 0 0 0 0 0 0
Use certified electronic health record technology 2 0 0 0 0 0 0 0
Total 25 20 0 2 1 11 10 13

a NCQA, National Committee for Quality Assurance; PCMH, patient-centered medical home; and ACT, assertive community treatment. Points per
element are weighted and do not correlate to factors in each element. Possible scores range from 0 to 100, with higher scores indicating higher levels of
accreditation.

b Dartmouth Assertive Community Treatment Scale
c Tool for Measurement of Assertive Community Treatment
d Must-pass element: a practice must satisfy 50% of the factors within this element to be accredited.
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overlap for elements regarding the
identification of high-risk clients. ACT
measures shared much in common
with NCQA requirements pertaining
to client care management, the pro-
vision of referrals to community resour-
ces, and coordination with families and
the management of care transitions.
ACT measures met none or only

one of the factors in elements requir-
ing the use of an electronic medical
record (EMR) or other electronic
components—such as electronic pre-
scribing, patient identification or
management, or other communication—
automatically disqualifying 50 NCQA
factors. A majority of NCQA standard-
2 factors (21 of 34) and one in three
standard-5 factors (eight of 25) require
the use of an EMR. These standards
were among the three with the small-
est overlap with NCQA factors, in part
because of the significant reliance on
EMR. Although there was consider-
able overlap between ACT measures
and the comprehensive health assess-
ment element in standard 2, some
factors were not satisfied. No ACT
measure mentions advanced care

planning—for example, a living will
and medical advance directives—
although the TMACT supports the
implementation of wellness manage-
ment strategies, such as Wellness Re-
covery Action Plans and psychiatric
advance directives. Because wellness
management strategies are inherently
nonmedical, they were not counted ex-
plicitly or implicitly. No ACT measure
explicitly details the processes neces-
sary for testing (laboratory or imaging)
or referral coordination and follow-up.

NCQA scoring

Total scores for explicit satisfaction of
NCQA factors ranged from 16.75
(DACTS) to 49 (program standards),
and scores for implicit satisfaction
ranged from 36.25 (DACTS) to 61
(program standards) (Figure 1). Only
the DACTS, when explicit scoring
criteria were applied, lacked the
requisite 35 points to achieve level 1
medical home status. By using a com-
prehensive EMR for data manage-
ment, tracking of medical tests, and
follow-up and monitoring of chronic
disease outcomes, ACT teams could

obtain an extra 23 possible points.
Adding these points to baseline scores
would move all ACT measures into
the scoring range for a level 1 medical
home and move the TMACT into the
level 3 scoring range.

Must-pass elements

High-fidelity ACT teams that adhere
to the program standards and the
implicit TMACT criteria met the
essential must-pass elements of stand-
ards 1, 3, 4, and 6 (Table 1). Must-pass
elements of standards 2 and 5 had
little overlap with ACT measures. All
three measures failed to explicitly sat-
isfy the must-pass element in standard
5, although teams adhering to the
intent of full TMACT fidelity would
likely pass with a score of 100%. This
element pertains to the tracking and
coordination of referrals.

Discussion
Findings

The analysis demonstrated that high-
fidelity ACT teams are equipped with
the infrastructure necessary to sup-
port the requirements of a medical

Figure 1

Scores for ACT program standards and fidelity measures, by implicit or explicit satisfaction of the NCQA standards
for accreditation of the PCMHa
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a ACT, assertive community treatment; NCQA, National Committee for Quality Assurance; PCMH, patient-centered medical home; TMACT, Tool for
Measurement of Assertive Community Treatment; and DACTS, Dartmouth Assertive Community Treatment Scale. A total of 23 points could be
earned by comprehensive use of electronic medical records.
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home. We found a marked overlap
between NCQA medical home crite-
ria and the ACT program standards,
the TMACT fidelity criteria, and, to
a lesser degree, the DACTS. Were it
not for scores for two “must-pass”
elements related to referral coordina-
tion and identification and manage-
ment of three prevalent chronic disease
states, high-fidelity ACT teams would
qualify as level 1 or 2 medical homes.
Standards 1, 3, and 4 had the most

overlapwith ACT fidelitymeasures and
program standards. These standards
include factors such as “the practice
provides same-day appointments,” “the
practice conducts previsit preparations,”
and “the practice counsels at least 50%
of patients to adopt healthy behaviors.”
The domains of enhanced access and
continuity, care management, and sup-
ported community living are original
tenets of ACT (33).
The least amount of overlap was

found for NCQA standards 2, 5, and
6, which specify how a practice coor-
dinates care and provides quality im-
provement for chronic general medical
illnesses. ACT teams are uniformly
required to coordinate care with emer-
gency departments and admitting fa-
cilities and, concordantly, scored highly
on standard 5. However, ACT mea-
sures lack specific criteria for coordi-
nating consultation for the results of
laboratory tests or imaging. As an ex-
ample, the must-pass element of stan-
dard 5 requires that practices assume
responsibility for care coordination by
establishing communication with other
providers, tracking the status of refer-
rals, and documenting referral results
in the medical record. The TMACT
is the only measure that details this
process. Additionally, standard 6 relies
heavily on quality improvement pro-
cesses and self-evaluation. Only the
TMACT (in full-fidelity review) and
the program standards detailed the
processes necessary to demonstrate
satisfaction of NCQA quality improve-
ment criterion.
The only overlap of NCQA criteria

for standard 2 (identify and manage
patient populations) and the ACT
measures was for the comprehensive
health assessment. The TMACT and
the program standards require ACT
teams to perform a comprehensive
health assessment and charge ACT

nurses with the identification andman-
agement of comorbid general medical
illnesses or appropriate referral of
ACT clients with these illnesses. The
companion manual for ACT program
start-up that supports the program
standards includes a worksheet for
health assessment that must be per-
formed within 72 hours of enroll-
ment (30). The DACTS does not
mention general medical health as-
sessment and, therefore, could satisfy
only a fraction of the factors in this
element.

ACT measures lacked overlap in
the other three elements of NCQA
standard 2, which describe system-
atic management of clinical data. The
must-pass element requires practices
to proactively identify common chronic
diseases and systematically engage in
the management of at least three. One
of those chronic conditions must be
a psychiatric or substance use disor-
der. Because no ACT measure re-
quires teams to systematically review
their population, identify highly prev-
alent disease states, and manage per-
sons at a population level, none were
able to satisfy this must-pass element.

NCQA criteria are intended for
primary care practices, with the as-
sumption that the care delivered is
medical. As a result, the bulk of
NCQA factors refer primarily to the
processes of care. These factors are
similar to items in the fidelity instru-
ments in their processes of care. ACT
teams following the program stan-
dards or undergoing TMACT fidelity
review could have the necessary in-
frastructure to serve as a medical
home if they were properly equipped
to provide direct general medical
care.

Although ACT teams may not be
equipped to provide clinical advice on
urgent general medical conditions
around the clock, they are frequently
the first point of medical contact for
many clients and often are instrumen-
tal in triaging general medical con-
cerns and providing transportation to
hospitals or clinics. Many ACT pro-
viders already support a broad pro-
vision of medical services by their
teams. Some ACT teams have had
success providing general medical
care by using peer support and
nursing (24). Others have argued that

ACT may be underutilized as a means
for providing general medical care
(21,34). No studies have systemati-
cally examined the role of ACT teams
in the general medical care of their
clients. It remains to be seen whether
ACT teams are willing to adapt their
services more formally and whether
the care they deliver could be trans-
lated into improved health outcomes
for clients. The exact prevalence of
chronic diseases among ACT clients is
unknown. However, the prevalence of
chronic general medical conditions
among patients with serious and
persistent mental illness is high, and
because all ACT clients have serious
mental illnesses, it can be inferred
that many ACT clients have comorbid
vascular disease risk factors such as
hyperlipidemia and hypertension that
easily satisfy the NCQA requirements
for chronic illnesses (19,35,36).

In a nationwide analysis using the
2008 NCQA PCMH criteria, Hol-
lingsworth and others (37) concluded
that 46% of primary care practices
would not qualify for PCMH recog-
nition. In results similar to those of
our analysis, most deficiencies among
solo primary care practices were relat-
ed to electronic prescribing, tracking of
test results, and quality improvement.
Primary care systems and ACT teams
face similar challenges to PCMH
accreditation.

Limitations

There were several limitations to this
analysis. We attempted to limit coding
bias among the authors who applied
the standards by blinding them to the
NCQA scoring algorithm and must-
pass elements. This analysis did not
take into account the practices of
ACT teams in vivo. As mentioned
previously, many ACT-like programs
may lack full implementation of the
ACT model. However, a 2010 survey
of state mental health program direc-
tors demonstrated that 38 of 42 states
with ACT programs require monitor-
ing of services with a fidelity instru-
ment (18). Generally, high fidelity is
tied to better outcomes across many
evidence-based practices, including
ACT (11). This analysis is most ap-
plicable to programs that adhere
closely to the program standards and
fidelity measures. However, it may
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underestimate the degree to which
ACT teams that already engage in gen-
eral medical care could reach medical
home accreditation (21,24,38).

Conclusions
High-fidelity ACT teams interested in
becoming medical homes should first
ensure they have developed systems
for elaborate referral follow-up, track-
ing of laboratory and radiologic tests,
and communication. They could then
work to proactively identify one or
two common general medical prob-
lems to monitor and manage. ACT
teams could invest in collaborations
with local primary care providers or
systematic in-service training for their
staff to provide the medical care over-
sight required of a PCMH. Completing
these requirements would satisfy all
NCQA must-pass elements, and the
team would then likely have enough
points to qualify as a level 1 PCMH.
Several examples of primary care

and mental health collaboration have
proven efficacy and affordability and
could provide models of mental
health and primary care intervention
(39,40). Fidelity scales and the pro-
gram standards did not mention the
use of an EMR, a common require-
ment in NCQA standards. The inclu-
sion of comprehensive EMRs would
have no effect on meeting the must-
pass criteria, but would simplify many
activities required by the NCQA. The
addition of absent NCQA must-pass
criteria to the TMACT could provide
a comprehensive fidelity tool to ACT
teams interested in additional medical
home accreditation and needs further
study.
ACT teams may be interested in

adopting medical home principles for
several reasons. NCQA criteria more
rigorously detail quality improvement
exercises and systematic population
management than current ACT fidel-
ity measures or the program stan-
dards. Adoption of thesemore rigorous
standards may improve traditional
ACT outcomes. Adding direct pri-
mary care services to an ACT team
may reduce the barriers to general
medical care commonly encountered
by patients with persistent mental
illness and overcome gaps that have
emerged as states, such as Missouri
and Rhode Island, undertake the

redesign of an integrated “health home”
system (41,42). Finally, as ACT teams
struggle to justify expenditures in an
era of reduced funding streams, ac-
creditation as a medical home may
offer additional sources of support
that could foster programmatic devel-
opment and reduce emergency health
care utilization.
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