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1. PURPOSE 
The purpose of the Assertive Community Treatment (ACT) Clinical Performance Standards (CPS) is to 
establish expectations for delivery of ACT treatment services within the CBH network. ACT as a treatment 
service is developed and modeled after OMHSAS Bulletin 08-03, published on September 2nd, 2008, and 
the Tool for the Measurement of ACT (TMACT) is designed to support members residing in their 
communities. 

The OMHSAS bulletin establishes the minimum requirements for obtaining an operating license for ACT 
services and applies to all counties across the Commonwealth of Pennsylvania. The CBH CPS are also 
referenced and included in the CBH Provider Manual, which may exceed the State’s minimum standards. 

Additionally, the ACT CPS provide a “blueprint” for the delivery of ACT in Philadelphia County and reflect 
the core values and principles of the City of Philadelphia and the Department of Behavioral Health and 
Intellectual Disability Services (DBHIDS) practice guidelines. Performance standards are intended to serve 
as a tool to promote continuous quality improvement and progression towards best-practice performance, 
increase the consistency of service delivery, and improve outcomes for members. 

2. ELIGIBILITY 
In alignment with the OMHSAS bulletin’s Member Eligibility Standard – Admission Criteria (must meet all 
seven), a member must: 

1. Receive a primary diagnosis of schizophrenia or other psychotic disorders such as schizoaffective 
disorder, as defined in the DSM-5 or any subsequent revisions thereof (Members with a primary 
diagnosis of substance use disorder (SUD), intellectual disability, or brain injury are not the 
intended consumer group.); 

2. Be 18 years of age or older; 

3. Have at least two or more acute episodes of psychiatric inpatient treatment within the past 12 
months or 30 days or more on an acute psychiatric unit or state hospital during the last 12 months, 
or three or more contacts with crisis intervention/emergency services within the past six months; 

4. Exhibit significant difficulty meeting basic survival needs, residing in substandard housing, 
homelessness, or imminent risk of becoming homeless; 

5. Not have a primary diagnosis of a personality disorder, traumatic brain injury, SUD, or intellectual 
disability; 

6. Have difficulty effectively utilizing traditional community-based services (i.e., outpatient, case 
management, etc.); AND 

7. Have a history of inadequate follow-through with elements of a treatment/service plan that 
resulted in member psychiatric or medical instability. 

https://www.pa.gov/agencies/dhs/resources/licensing/mental-health-programs-licensing/mh-licensing-regulations-standards
https://pubmed.ncbi.nlm.nih.gov/21659289/
https://cbhphilly.org/cbh-providers/provider-manual/
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OR 

Alternate admission: Members not meeting all criteria may be designated appropriate for ACT by a 
multidisciplinary team, including CBH Clinical Management consultation, a CBH physician 
advisor, or a targeted case management (TCM) unit with DBHIDS. 

3. SCOPE OF SERVICES 
As described in the OMHSAS bulletin, the ACT model delivers comprehensive, community-based treatment 
to persons with severe and persistent mental illness through a multidisciplinary mobile team. Services are 
individualized, recovery-oriented, relationship-focused, and delivered in the community to support 
independent living and the attainment and maintenance of employment. ACT services are ongoing rather 
than time-limited to ensure continuity of care and support for episodic disorders over the long term. 

4. PROGRAM STRUCTURE 
As stated in the OMHSAS bulletin, a full, urban ACT team comprises a multidisciplinary team that requires 
sufficient personnel to provide the intensity and frequency of support needed to assist this population. The 
team staff-to-members-served ratio must not exceed 1:10, excluding the psychiatrist and program assistant. 
If the severity or complexity of the needs of the currently served individuals is high, teams must consider 
operating at lower ratios to ensure consistent quality of service. If a team is serving above the recommended 
maximum number of individuals (100), the team will provide an additional 1.6 hours of psychiatric coverage 
for every 5 additional individuals. 

The ACT team is available to provide treatment, rehabilitation, and support activities seven days per week, 
including holidays. This means regularly operating and scheduling of staff Monday through Friday to work 
two overlapping 8-hour shifts for a total of 12 hours of coverage per day, with a minimum of two staff on the 
second shift in the last four hours of operation. ACT staff must be on call to provide crisis intervention and 
to respond to members or others by telephone or in person during hours when staff are not working. 

As stated in the OMHSAS bulletin, the team must be composed of 10-12 staff members, excluding the 
psychiatrist and program assistant. The team must be comprised of the following types of personnel: 

Æ Psychiatrist 

Æ Team Leader (TL) 

Æ Registered Nurse (RN) 

Æ Mental Health Professionals (MHP) 

Æ Substance Abuse Specialist (SAS)  

Æ Certified Peer Specialist (CPS) 

Æ Employment Specialist 
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Æ Program Assistant 

Remaining clinical staff may include a mix of bachelor-level and paraprofessional mental health 
professionals. Teams would be best served to identify at least one team member as a housing specialist. This 
team member should have experience working with the homeless population. It is also recommended that at 
least one team member hold the Certified Psychiatric Rehabilitation Practitioner (CPRP) certification. As 
with vocational support, it is recommended that all team members be comfortable providing housing, 
psychiatric rehabilitation, and skills coaching. 

ACT services are expected to be assertive and engaging in both intensity and frequency. Services must be 
delivered face-to-face while in a community setting. Phone contact or telehealth with members’ natural 
supports and collaterals can occur, but this must not be the primary method of interaction used by team 
members. Since members need the most intensive level of community-based services, contacts must be 
frequent, consistent, and intensified quickly as each member’s need emerges.  

The goal of each contact is recommended to be derived from the current comprehensive treatment plan and 
reflected in the member’s monthly schedule card to ensure continuity of care amongst team members and to 
help members be aware of when and what each contact entails. If an emerging need arises during the meeting 
with the member, the visiting team member must address that need, as well as the previously scheduled task, 
if possible. 

5. CLINICAL MANAGEMENT 
5.1. Admission 

In most cases, a referral to ACT services is voluntary, as is participation in the program. Referrals to ACT 
services can come from a variety of settings. Referrals are received from community hospitals, extended 
acute care (EAC) units, state hospitals, homeless shelters, jails/prisons, outpatient providers, case 
management, and other community organizations that engage a qualifying member. 

ACT referrals will be submitted to CBH via the CBH Provider Portal. Referrals must include the 
CBH/County-designated ACT referral form (the latest version is available on the Provider Manual 
webpage under the Authorizations tab.), member consent for ACT services, and a comprehensive psychiatric 
evaluation. 

Please note: CBH can only receive and process referrals for CBH members. 

Upon CBH receipt of the ACT referral form, CBH has two working days to respond to the referral source, 
indicating whether additional information is needed or the status of approval or denial. 

If the application meets medical necessity, CBH will notify the referral source of approval via outcome 
notification. CBH will also identify the ACT provider and generate an ACT 60-day pended authorization. 
Upon generating the authorization, CBH will provide the ACT provider with the ACT referral packet and 
comprehensive psychiatric evaluation. If a referral doesn’t appear to meet the MNC for ACT services, the 
referral will be reviewed by a CBH physician. If the referral is denied, CBH will implement the denial process 
outlined in the CBH Provider Manual, and an alternative service may be recommended. 

https://cbhphilly.org/login/
https://cbhphilly.org/wp-content/uploads/2022/10/CBH_Fillable-Form_ACT-Referral_2026-03.pdf
https://cbhphilly.org/cbh-providers/provider-manual/
https://cbhphilly.org/cbh-providers/provider-manual/
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Once the ACT provider receives the referral, the team will be expected to initiate engagement within 2 
business days. 

The ACT provider will have up to two business days to present any concern about a member’s level of 
agreement with ACT once face-to-face contact is made. The team will conduct an in-person assessment to 
gather additional information and to ascertain the participant’s agreement to participate in the program before 
deciding whether to accept the referral. If there are no concerns, the ACT provider will engage the participant 
in completing the ACT registration documents within 10 days of initial authorization. Once completed, the 
member will be officially admitted to services. 

If the member does not complete registration with ACT services, the ACT provider will submit an update on 
the reason for withdrawing ACT services. The member will be removed from the ACT provider’s active 
roster, and the authorization will be end-dated to the last date of service provided. 

It is recommended that ACT teams admit no more than six participants per month. Teams must continuously 
review member progress on goals that position them well for discharge readiness. 

5.2. Initial Review and Continued Stay 

Initial ACT authorizations will be generated for 60 days to allow time for initial engagement and assessments 
to be completed. An initial telephonic review will occur on the last covered day to follow up on the member’s 
progress since admission to the ACT team. 

The concurrent review will be a telephonic or onsite review with the provider to follow up on the member’s 
goals, interventions, and progress, and to determine medical necessity. Concurrent review authorizations will 
occur between 90 and 150 days, depending on the member’s acuity. 

5.3. Discharge Planning and Transition 

Discharge is a planned decision that usually begins at the initial engagement stage of member interaction. 
Discharge planning is a part of the ongoing service planning process. At the point that discharge is imminent, 
a distinct discharge plan is written with the member as the goal, and the disengagement process begins. 
Discharge transition is the reduction of supports from the ACT provider, and an increase in the member’s 
independent or natural supports can be helpful during the transition. This process must be initiated with the 
member’s and their supports’ knowledge. The discharge plan must identify and include those supports that 
will be involved with the member. Those supports may include family and/or significant others, faith-based 
supports, informal community services, formal behavioral/physical health treatment providers, and 
residential resources. 

All discharges of CBH-funded members from ACT services must meet the medical necessity discharge 
criteria and require CBH approval. Discharges are considered outcomes resulting from the achievement of 
the goals outlined in the treatment plan. 

Teams must discuss the achievement of long-term goals and discharge markers at each treatment plan update 
and consistently assess members for discharge readiness by completing the Assertive Community Treatment 
Transition Readiness Scale (ATR) every six months, along with a comprehensive treatment plan. This must 
incorporate barriers to discharge, progress of discharge planning, and any changes to discharge plans. ACT 
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teams should not set arbitrary time frames for discharge; instead, discharge readiness should be based on the 
attainment of mutually agreed-upon goals. 

As indicated in the TMACT, to meet the fidelity standards for individual retention, at least 95% of the 
caseload must be retained for 12 months. 

Successful discharges from the ACT team may occur when members and program staff mutually agree to 
terminate services. This occurs when: 

Æ The member and team determine that ACT services are no longer needed based on the attainment 
of goals as identified in the treatment/service plan, and a less intensive level of support is 
appropriate; 

Æ The member has successfully demonstrated an ability to function in all major role areas without 
ongoing assistance from the program, without significant relapse when services are withdrawn, 
and the consumer requests the termination of services; 

Æ The member is discharged to a lower level of case management care, based on a careful 
assessment of their readiness and mutual agreement (The process should involve a gradual 
transition period, including at least 30 days of overlap of responsibility for monitoring the 
member’s status and progress. Even after the transition period has ended, the ACT team will 
periodically monitor the member’s engagement with the new program until the member is 
assessed to have fully and successfully engaged with the new program.); 

Æ The member moves out of the county, and the ACT team has facilitated the referral to behavioral 
health services in the new place of residence and has assisted the member in the transition to 
services (The ACT team will maintain contact with the member until this service transfer is 
implemented.); 

Æ The member refuses services despite the team’s persistent and caring attempts to engage the 
member in treatment, and the provider has documented and reviewed strategies to reengage the 
member before considering discharge (In such situations, a thorough review of the circumstances, 
the clinical situation, the risk factors, and strategies to reengage the member will be reviewed and 
documented before discharge is considered.); 

Æ The ACT team has not been able to locate the member within 30 days of the last contact despite 
making all available efforts and documenting these efforts; 

Æ The member has transitioned to a supported housing environment that offers the appropriate level 
of support on-site; 

Æ The member is admitted to a state hospital or state incarceration (including EAC or RTFA); OR 

Æ The member is deceased. 

The following steps apply to all discharges from ACT services:  
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Æ For all members with CBH funding, ACT services will continue to be provided by the agency 
requesting until CBH approves a discharge. All discharges must meet the medical necessity 
criteria (MNC) and ACT standards. This includes a discharge goal plan that reflects the 
acknowledgement of the member and their support system in attendance at the planning and the 
linking of a meeting will be documented in the member’s record. 

Æ The ACT director or team supervisor will submit a closure in WebFOCUS within five days of the 
ACT authorization end date. The discharge summary should be uploaded to WebFOCUS and sent 
to CBH via the Provider Portal. 

Æ Before discharging a member from ACT services, the ACT team must implement the standardized 
TCM outreach procedures when a member cannot be located. It is expected that the ACT team 
will reach out to CBH to confirm that the member has not presented to a crisis center or inpatient 
setting before submitting discharge. 

Æ When the ACT team is unable to locate a formerly active member for 30 days from the last 
contact, the assigned case management team will begin the above procedure. After 30 days 
without contact, if the case management team is still unable to locate the member, the case 
management director or supervisor may submit a discharge request to CBH. 

Æ If the ACT team is unable to locate a newly authorized member within 30 days of the 
authorization date, the case management director or supervisor may submit a discharge. 
Supportive documentation describing ongoing attempts to locate the member will be in the 
member’s record/discharge summary. 

Æ In case of the death of a member, an incident report will be submitted to CBH and the TCM unit. 
The ACT team may work on behalf of the deceased for up to 15 days past the date of death. This 
activity may include funeral arrangements, coordination with family members, and other supports. 
A request for county funding for this activity should be made. 

5.3.1. Transfers 
When an ACT team requests that a member be transferred to a lower level of care or case management or 
transitioned to another ACT provider agency for the same level of care, the ACT Team will follow the 
protocol outlined in the Behavioral Health Case Management Clinical Performance Standards located on the 
CBH Provider Manual webpage. 

6. ACT PLANNING AND DELIVERY 
6.1. Assessment 

The ACT provider will gather and review the member’s, family’s, and support system’s current history. 
Information to be gathered includes, but is not limited to, current and past mental status, treatment history, 
and progress towards agreed-upon treatment goals. The team will use this information to establish immediate 
and long-term services to address the member’s needs and goals; it will also be used to develop a member 
treatment plan and a crisis plan. 

https://cbhphilly.org/cbh-providers/provider-manual/
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The initial assessment should be initiated on the day the member is admitted to the ACT team and completed 
with approva by the team leader or the psychiatrist within 6 weeks of admission. This assessment is based on 
the information the team gathered. The assessment should include mental health information, as well as 
substance use history, family history, social history, legal history, educational and vocational history, 
medication list, allergies, functional status, mental status exam, strengths, emergency contact or next of kin, 
presenting problems, and rationale for treatment. A screening for suicide risk, depression, and health-related 
social needs should also be incorporated into the assessment. 

6.2 Treatment and Crisis Plan 

A community support plan (CSP), also known as a “treatment plan,” is developed within eight weeks of 
admission and updated at a minimum of every six months thereafter. Treatment plans are continuously 
assessed and updated around the needs of members based on mental health treatment, physical health, SUD, 
education, employment, and all other life domains that may show areas of need. 

Treatment plans should:  

Æ identify member issues/problems;  

Æ set specific measurable long- and short-term goals for each issue/problem; and 

Æ establish the specific approaches and interventions necessary for the member to meet their goals, 
improve their capacity to function as independently as possible in the community, and achieve the 
maximum level of recovery possible (i.e., a meaningful, satisfying, and productive life). 

Treatment plans are individualized and person-centered, utilizing members’ strengths. ACT teams should 
use recovery planning tools such as the Wellness Recovery Action Plan (WRAP) process and incorporate 
the member’s recovery planning into all aspects of treatment and service planning. ACT teams will also 
develop Mental Health Advance Directives (MHADs) for each member unless the consumer declines. 
Collaboration with family and/or supports when feasible is encouraged. 

Crisis plans are developed with the member to help manage emergencies and include triggers/warning signs, 
the development of de-escalation strategies, and identification of emergency contacts, hospital information, 
and safety measures. A crisis plan includes 24/7 contact information, medication lists, and a clear, actionable 
plan for the ACT team to help prevent hospitalization or ensure the member’s safety. The crisis plan outlines 
actions the member will take in the event of a crisis. 

CBH will request treatment and crisis plans when the member admits to an inpatient bed-based level of care 
within 30 days of discharge from the last inpatient admission. 

6.3 Service Delivery and Care Coordination 

Most ACT services are expected to be delivered in the member’s natural environment, with at least 75% 
provided in non-office- or facility-based settings, such as home, neighborhood, place of employment, 
recreational facilities, higher education, and others. This will allow for a better assessment of a member in a 
real-life setting rather than basing it on self-reported or staff-reported information. 

https://www.wellnessrecoveryactionplan.com/
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Telehealth may be used for communication and coordination; however, ACT may be billed only when an 
ACT intervention is delivered. Documentation must clearly show the clinical or case management purpose 
and service provided. Services must be billed using the correct place of service (POS) codes, and required 
informational modifier telehealth check-ins and administrative contacts are not billable as ACT interventions. 

The OMHSAS telehealth guidance and CBH Telehealth Best Practice Guidelines (located under the 
“Additional Documents” tab) should be referenced for detailed guidance. 

The ACT team should provide an average of three in-person, face-to-face contacts averaging 2 hours per 
week for each member. The ACT team works as an interdisciplinary team; it ensures continuity of care. 
Therefore, each member must have face-to-face contact with at least three different ACT team members over 
a period of four weeks. The intensity of engagement with the member may vary depending on the member’s 
needs. ACT services are delivered continuously and titrated, meaning the engagement/support may increase 
or lessen as needed. 

The ACT team provides ongoing contact for members who are admitted for inpatient psychiatric treatment. 
To assist with the continuity of care of those members, the ACT team must perform the following: 

Æ Collaborate with CRC at any point of presentation;  

Æ Collaborate with the member and inpatient provider within 24 hours of knowing of the inpatient 
admission to provide clinical and historical information, conduct appropriate assessment, assist 
with the member’s needs, and begin discharge planning; 

Æ Maintain at least weekly in-person, face-to-face contact with the member and the inpatient 
treatment team staff; 

Æ Transition the member from the inpatient setting to the community; and 

Æ Once the member discharges, the ACT team must have face-to-face contact with the member 
within 24 hours of notification of discharge. 

6.1.1. Care Coordination 
The ACT team is expected to maintain collaborative relationships with other service providers or natural 
supports involved in members’ lives. This includes members out in the community as well as in any 24-hour 
levels of care, such as inpatient psychiatric hospitalizations, substance use treatment, and crisis residential 
placements. 

Since ACT is a self-contained behavioral health program, the ACT team will have adequate procedural 
safeguards to prevent duplication of services when members independently seek services outside the ACT 
program. 

For instance, it would be considered a duplication of services if a member were receiving psychiatric 
rehabilitation services (MPRS or CPS) outside of ACT. If a member is admitted to a residential treatment 
program such as long-term structured residential, residential treatment for adults, adult mental health 
residential, clinically supported living, or EAC, this is also a duplication of services, as it is expected that the 
member’s treatment tenure will be 9-18 months. Once a member admits to one of these residential levels of 

https://www.pa.gov/agencies/dhs/resources/for-providers/bulletin-search#q=OMHSAS-21-09&sortCriteria=%40copapwpissuedate%20descending
https://cbhphilly.org/cbh-providers/provider-manual/
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care, the ACT team will work with both the member and the residential service provider to transition the 
member into full team participation of those services within 30 days after admission. Members should be 
considered for returning to ACT or another case management level of service 30-60 days before discharge. 

As part of the procedural safeguards, the ACT team will establish collaborative agreements with 
emergency/crisis services and other providers of behavioral health and substance use services. 

With the member’s consent, ACT teams collaborate and maintain relationships with any supporting physical 
health, housing, natural, or other community supports in which a member is involved outside the team. 

Interagency meetings may be recommended to support and include members and their ACT teams. CBH may 
initiate an interagency meeting with an ACT team in incidents such as: 

Æ A member presenting for crisis services more than once in 30 days; 

Æ A member admitting to bed-based levels of care more than once in 30 days; 

Æ A member having several system supports that are working with their complex issues; or 

Æ Reinforcing the collaboration needed to support a member. 

In addition, complex cases will be discussed during monthly complex rounds with a CBH clinical team and 
the ACT provider’s clinical team to collaborate on the member’s current status, current and alternative 
interventions, and resources. 

7. OUTCOMES 
Measure Denominator Definition Numerator Definition 

ACT Claim within 7 
Days of Acute Inpatient 
(AIP) Discharge 

Total number of discharges from AIP with an 
open ACT authorization on the date of 
discharge 

Total number of AIP discharges with a claim 
for ACT within 7 days of discharge  

Community Tenure: 
Days in Community 

Total number of ACT authorized days Total number of days spent in the community 
(i.e. no paid claims for Acute Inpatient, 
Extended Acute Care, Residential Treatment 
Facilities, etc.) 

Adherence to 
Antipsychotic 
Medication 

Total number of members with a 
schizophrenia or schizoaffective disorder 
diagnosis and an open ACT authorization, 
and at least two antipsychotic medication 
dispensing events  

Total number of members who were 
dispensed and remained on an antipsychotic 
medication for at least 80% of their treatment 
period 

 

8. STAFFING REQUIREMENTS 
CBH follows OMHSAS Bulletin 08-03, which outlines the staffing requirements for ACT programs in 
Attachment B. Please use the link in the References section below for the requirements. 

https://www.pa.gov/agencies/dhs/resources/licensing/mental-health-programs-licensing/mh-licensing-regulations-standards
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9. STAFF QUALIFICATIONS AND REQUIRED 
TRAININGS 
ACT providers are required to follow all staff training requirements listed in OMHSAS Bulletin #08-03, 
Attachment B, linked below for staff CBH members. These can be found in the Manual for Review of 
Provider Personnel Files, Appendix B: Trainings, linked in the References section below. 

10. REFERENCES 
Æ TMACT Explanation 

Æ CBH Manual for Review of Provider Personnel Files (MRPPF) (Under “Credentialing” tab) 

Æ OMHSAS Bulletin 08-03 (All under “Bulletins and Licensing Standards”) 

» Appendix A (Definitions) 

» Appendix B (Standards and Guidelines) 

https://www.med.unc.edu/psych/cecmh/unc-institute-for-best-practices/assertive-community-treatment-act/tool-for-measurement-of-act-tmact/
https://cbhphilly.org/cbh-providers/provider-manual/
https://www.pa.gov/agencies/dhs/resources/licensing/mental-health-programs-licensing/mh-licensing-regulations-standards

