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What was going in the world of Hospital and Com-
munity Psychiatry when the Beatles were
singing “Martha My Dear”? I imagine Drs.

Arnold Marx, Mary Ann Test, and Leonard Stein, creators
of the training in community living model, listening with
their patients to these tunes as they engineered the birth of
this most important new program. The training in commu-
nity living program, now called assertive community treat-
ment, received the Gold Achievement Award from the
Hospital and Community Psychiatry Service of the Ameri-
can Psychiatric Association in 1974. The musical image
emerges from the sense that these innovators and pioneers
were truly listening to and, more important, with the pa-
tients they served.

The assertive community treatment program reflected

its era, as it pushed the envelope of what was acceptable
in psychiatric and community practice. The program has
the longevity of great music. However, unlike the rapid
diffusion and penetration of rock-and-roll hits, the as-
sertive community treatment program was picked up
slowly by regional radio, so to speak, community by com-
munity, state by state, until 25 years later it finally has na-
tional airplay. 

Assertive community treatment provides a reference
point from which to examine the five years of Hospital and
Community Psychiatry from 1971 to 1975, and to under-
stand how that five-year interval fit into the future. 

Training in community living: the Gold Award
The training in community living model was developed at
Mendota Mental Health Institute in Madison, Wisconsin.
According to Stein and Santos (1), the environment at
Mendota was ripe for innovation. Dr. Arnold Ludwig, the
newly appointed director of research and education, creat-
ed a special treatment unit that evaluated various psy-
chosocial techniques for people with chronic schizophre-
nia and hired Drs. Mary Ann Test and Arnold Marx. The
initial focus of this talented trio was on developing tech-
niques to be used in the inpatient setting.

After Dr. Leonard Stein replaced Dr. Ludwig (who left
for a chairmanship), the new threesome of Marx, Stein,
and Test realized that if they were going to address the re-
volving-door hospitalization phenomenon effectively, they
had to move away from the hospital and into the commu-
nity (1). Their pilot program, a precursor of the training in
community living program, was based on the premise that
some patients were simply too sick to be treated in the hos-
pital. They argued that the existence of patients who
seemed undischargeable suggested a failure of the hospital
as an effective treatment venue. They looked instead to the
community (2). Individuals with a limited repertoire of in-
strumental and problem-solving behaviors for handling
stress and problems of daily life, those with powerful de-
pendency needs, and those whose symptoms worsened un-
der stress were especially vulnerable to becoming undis-
chargeable patients. Rather than label the patient as a fail-
ure, the Mendota trio developed and tested the “commu-
nity treatment group.”

The community treatment group focused on helping
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persons with mental illness develop skills for coping with
problems of living in the community. Hospitalization was
virtually banned, and the treatment team worked with a va-
riety of community resources. A small-scale, five-month,
randomized controlled trial comparing the community
treatment group with two different inpatient control
groups showed that the community group was feasible (2).
Patients in the group had dramatically reduced hospital
stays compared with controls. Patients in the community
treatment group were not simply transferred to institutions
in the community; they lived and worked in autonomous
situations. Nor were they simply transferred back to live
with family members. Their symptoms did not worsen.
This early study led to the development of an expanded,
large-scale program funded by the National Institute of
Mental Health that became the training in community liv-
ing program and later the assertive community treatment
program. 

What is assertive community treatment? 
In the report of the 1974 Gold Achievement Award win-
ners (3), the program was described as “an unusual com-
munity treatment program” that has demonstrated “that
patients who would otherwise be treated in mental hospi-
tals can be successfully treated in the community without
shifting the burden of care to their families.” Former hos-
pital employees were retrained to “work with the patients
in their homes and at their jobs, and to assist them with the
various activities of daily living.”

The story of Miss J illustrated the program’s approach.
Miss J was a 30-year-old woman with schizophrenia whose
life had been characterized by multiple brief hospitaliza-
tions, dependence on her parents with frequent distressing
arguments and outbursts, and intermittent adherence to
medication. Miss J was enrolled in the new program in-
stead of being hospitalized. On the day of her admission,
Miss J received a physical examination, and staff members
helped her arrange temporary housing at the YWCA. Med-
ication dosages were immediately adjusted. Staff members
also went to dinner with her and joined her in an evening
activity. She was given a number to call during the night
should she need it. 

Over a few months Miss J’s symptoms stabilized. She
moved into more independent living and eventually ob-
tained a sheltered job and then a competitive job. Progress
was not swift and steady—two steps forward, one step
back—and many changes in direction were necessary.
However, it is clear that Miss J’s success eventually allowed
her to change her self-conception from that of a “schizo-
phrenic” to that of a person who has an illness called schiz-
ophrenia and is living with that illness (3).

The training in community living program subjected it-
self to the test of efficacy. Drs. Marx, Stein, and Test antic-
ipated that of the many obstacles to acceptance of their
new model, none were more important than charges that
the program didn’t really work and that it cost too much.
Thus they implemented a randomized controlled trial eval-
uating training in community living (4). The study had two

phases. The first 12-month phase compared the program
with standard services. In this phase, the training in com-
munity living program was found to be clearly superior,
with markedly reduced hospitalization for program partic-
ipants as well as more favorable outcomes in level of symp-
toms, employment, social relationships, and subjective life
satisfaction (5). Community and family burden did not rise. 

The cost-benefit analysis also found an advantage for the
training in community living program (6). Although the
program cost more than standard services, it also had more
benefits, and the benefits exceeded the costs by about $400
per patient year. The second phase of the evaluation fol-
lowed a two-month period in which the training in com-
munity living services were phased out and clients then re-
ceived the same services as those in the control group for
12 months. All of the improvements except gains in com-
petitive employment were eroded in this phase. The find-
ings suggested that the program must not set arbitrary time
limits for participation. Although it was still unclear
whether individuals would need program services forever,
the 12-month, one-size-fits-all policy would potentially
create its own revolving door (7). 

Themes in Hospital and Community 
Psychiatry: 1971–1975
A review of Hospital and Community Psychiatry from
1971 to 1975 provides an important historical context for
understanding the creation of the training in community
living program. Stein, Test, and Marx were part of a cadre
of clinicians and researchers who were struggling with the
failure of deinstitutionalization from the state hospitals to
improve the quality of life of persons with severe mental
illness. From 1965 to 1975, the state hospital population
declined by 80 percent; more than 400,000 state hospital
patients were discharged during this period (1,8). Many
were simply readmitted after a psychotic relapse, some
wound up in community facilities with untrained staff and
no daily activities, others were lost to follow-up, and still
others became homeless or were jailed (1,9). The pages of
H&CP reveal that the technology and resources for coping
with this problem were lacking, and even the role of hospi-
talization—stabilization versus resolution of underlying in-
trapsychic conflicts—was a matter of considerable contro-
versy (10).

Effective community work needed to begin while the pa-
tient was in the hospital, allowing long-stay patients to par-
ticipate actively in their own discharge planning. For ex-
ample, one program emphasized encouraging patients to
express their preferences about where to live and allowing
them to visit potential housing sites before discharge (11).
Community programs were encouraged to increase their
coordination with state hospitals and vice versa (12). Lamb
(13) extended the focus to program coordination within the
community; he emphasized that effective rehabilitation
meant ensuring that components of psychiatric programs
in the community—day hospitals, halfway houses, after-
care, and vocational rehabilitation programs—were coor-
dinated. 
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Another model program extended an inpatient setting to
include partial hospitalization and outpatient programs
(14). Such an expanded hospital system “mini–mental
health center” was echoed in the work of May (15). Hoga-
rty (16) asserted that not only was coordination lacking, but
also, and more important, “community mental health pro-
grams do not yet make all components available to all seg-
ments of the population, nor are the services equitably dis-
tributed.” He discussed the “chasm” between the treat-
ment services that were possible and those that were actu-
ally provided. Sound familiar? 

The training in community living program functioned
with elements highlighted on the pages of H&CP in the
early 1970s—coordination, a comprehensive community
focus, and staff members who cross the boundaries of
treatment settings and tie services together in one coher-
ent package. 

Another major theme of the early 1970s was apprecia-
tion of the importance of systematic evaluation of pro-
grams and treatments (17–27). In an H&CP issue dedicat-
ed to mental heath evaluation, Endicott and Spitzer (20)
argued the case for experimental designs (20). Experimen-
tal designs have numerous advantages, including compara-
bility of subjects in each condition; naturalistic designs may
show outcome differences that are a function of differ-
ences in initial patient characteristics that influence prog-
nosis. Endicott and Spitzer also discussed the need to con-
duct independent evaluations of outcome rather than rely-
ing exclusively on therapists’ reports. They suggested that
it was acceptable, and indeed preferable, to carefully eval-
uate a small sample of persons receiving an intervention
rather than conducting inaccurate and limited assessments
of the entire population of patients receiving an interven-
tion. 

Gunderson (19) attempted to build a model of differen-
tial therapeutics for the care of persons with schizophrenia.
Patients should be provided with the treatment that works,
given their phase of illness, the goals of treatment, the ser-
vice setting, and their needs. Implicit in this forward-think-
ing model is the idea of having evidence for what works.
The training in community living program conducted a
randomized controlled experiment in the spirit of the era.
Undoubtedly, the experimental evidence of the program’s
efficacy is one of the reasons it has endured into the new
millennium. 

The seeds of today’s consumer movement had already
sprouted in the early 1970s. The term “consumer” to de-
scribe recipients of services was commonly used in H&CP.
The value of consumers’ perspectives on quality of services
and consumers in staff roles was considered (28–37). Hart
and Bassett (30) wrote, “With the rise of consumerism has
come increased interest in consumer satisfaction. There
has been a shift from the idea that the professional knows
what is best for the patient to the patient’s greater partici-
pation in the process of deciding the direction, quantity,
and quality of his care.” 

Hart and Bassett found that what staff members value
may differ from what consumers value. Consumer satisfac-

tion was linked to relief from the distressing condition in
the shortest possible time. As they noted, “That orientation
often clashed with the therapist’s orientation to giving the
proper care.” Jansen and Aldrich (24) also assessed state
hospital patients’ views about their treatment teams and
found different perceptions according to patient sub-
groups. They noted how such feedback is critical and most
often neglected. Mabel (33) went beyond consumer evalu-
ation, assessing the impact of turning over control of some
ward functions to patients. As in the traditional therapeu-
tic community (38), a group of patients were given the au-
thority to decide how specific problem behaviors on the
ward should be handled. Mabel found no adverse effects.
Hostility was reduced, the gulf between patients and staff
diminished, and the ward ran more smoothly. 

Development of the training in community living pro-
gram brought clinicians into more equal, less hierarchical
relationships with each other and with patients. As dis-
cussed below, the program became a natural venue within
which consumers could work and provide direct services.

Papers about the criminalization of mental illness and
the inadequacy of the collaboration between the criminal
justice system and the mental health system appeared in
the pages of H&CP in the early 1970s (11,39–47). Com-
munity-based programs for offenders with mental illness
who should not have been in correctional facilities were pi-
lot tested (39,40) and found to be successful. A new Cali-
fornia law intended to expand mental health services in the
community and reduce state hospital use resulted in in-
creased numbers of arrests for nonviolent misdemeanors
(42). To some extent the training in community living pro-
gram was disseminated to deal with the problem of pa-
tients discharged into the community who were arrested or
ended up in jail. 

Numerous other themes during the years 1971–1975
were evident in H&CP. Controversies grew around the role
of the therapeutic community (38,48–51). The importance
of community consultation as a preventive function of
mental heath workers (41,43,52–59) was a key topic of dis-
cussion, as was the importance and challenge of training to
meet the perceived person-power needs of the time
(60–65). Some continue to be important issues, while oth-
ers have faded into obscurity. However, nothing was more
important during that period than the emergence of the
training in community living model, or assertive communi-
ty treatment, as the embodiment of the critical hospital and
community psychiatry issues of the day. 

Assertive community treatment over time
Over the 25 years since the training in community living
program won the Gold Achievement Award, it has evolved
into assertive community treatment. Santos and Stein (1)
offered an updated description: “ACT [assertive communi-
ty treatment] is best conceptualized as a service delivery
vehicle or system designed to furnish the latest, most ef-
fective and efficient treatments, rehabilitation, and sup-
port services conveniently as an integrated package. It
serves as the fixed point of responsibility for providing ser-
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vices to a group of individuals with severe and persistent
mental illness identified as needing ACT services to
achieve any of several desired outcomes (e.g., reduced use
of ‘revolving door’ hospital services, increased quality and
stability of community living, normalizing activities of dai-
ly living such as competitive employment). Services are
not time-limited or sequenced. Service intensity varies
with changes in desired outcomes. Services are provided
for as long as needed.”

Assertive community treatment has proven itself to be
adaptable to the challenges of new clinical problems, such
as the emergence of substance abuse and dependence as a
serious public health problem. Research on assertive com-
munity treatment has moved beyond basic outcomes to is-
sues of the impact of program fidelity. Studies of the 1974
Gold Achievement Award winner regularly appeared in
the pages of H&CP and other journals through the 1980s
and 1990s. The studies can be categorized into six types—
efficacy, adaptation, dissemination, program fidelity, cost,
and discharge. 

Efficacy
The basic efficacy of assertive community treatment in re-
ducing hospitalization and improving patient functioning
has been tested and retested not only in the U.S. but also
in other countries. Reductions in hospital days are ob-
served consistently (66–78). Less consistent, although fre-
quently reported, are gains in quality of life and function-
al status. Employment (75), social skills (2,80), treatment
compliance (77), and client satisfaction (78) have also
been shown to improve. The capacity of a well-run as-
sertive community treatment team to stop the revolving
door of hospitalization has stood the scientific test of repli-
cation. 

Adaptation
Training in community living was created in Madison, Wis-
consin, in the 1970s, but the program has been modified
with changing times and for different locations. Rural
(79,80) and urban (73,81) settings have hosted assertive
community treatment teams. Minor adjustments in pro-
gram staffing and clinical strategies have enhanced the
program’s effectiveness for persons with co-occurring sub-
stance use disorders and mental illness (86–89). Focusing
assertive community treatment on the homeless popula-
tion (73,87,90) and on parolee populations (91) also shows
promise. 

A frequently asked but unanswered question is whether
assertive community treatment can serve persons who
have severe personality disorders. McFarlane and his col-
leagues (92–94) developed family-aided assertive commu-
nity treatment that blends assertive community treatment
with multiple family psychoeducational groups. Clients in
Maine who participated in the blended program had bet-
ter employment outcomes than clients who received as-
sertive community treatment only (93). 

The Baltimore assertive community treatment program
for homeless persons with severe mental illness included

consumers on its staff (90,95). Consumers were found to
be especially helpful in engaging this difficult-to-reach
population, and they fit easily into the program model. The
multidisciplinary, life-skills orientation of the model lends
itself well to consumer staff participation. 

Dissemination
Assertive community treatment programs operate in at
least 33 states, with the highest concentration in the East
and the Midwest (96). Michigan reported the first replica-
tion of the program (97,98), and Connecticut also led the
way with a state-level initiative (99). The efforts of Drs.
Test and Stein, Dr. William Knoedler, Deborah Allness,
M.S.S.W., and many others have resulted in the publica-
tion of manuals, videos, and a range of materials that have
brought assertive community treatment into the therapeu-
tic mainstream (1). 

A critical challenge in disseminating assertive communi-
ty treatment has been the need to modify the training of
mental health workers, including physicians, to accommo-
date the different skill set and attitudes of assertive com-
munity treatment workers (100–102). Assertive communi-
ty treatment is now part of most best-practices standards
including the Schizophrenia Patient Outcomes Research
Team recommendations (103). 

Program fidelity
As assertive community treatment has been disseminated
and adapted, increasing variability in outcomes has been
noted. The variability has raised an important question:
What are the critical ingredients that make assertive com-
munity treatment work (104–112)? McGrew and col-
leagues (105–107) developed a scale to assess a program’s
fidelity to the assertive community treatment model.
Three subscales were developed to measure organization,
service, and staffing. Higher fidelity has been consistently
linked to better outcomes (105,108,112). McGrew and col-
leagues (105) found that fidelity was linearly related to pro-
gram “generations,” suggesting “program drift.” Stein
(111) argued that assertive community treatment is not just
a case manager or case management and somewhat rhetor-
ically called for the abolition of case management. If a pro-
gram isn’t assertive community treatment, it will not pro-
duce the outcomes of an assertive community treatment
program.

Cost
Test and Stein correctly anticipated that cost concerns
would be paramount in the dissemination of assertive com-
munity treatment programs. Although studies differ in
their perspectives and comprehensiveness, assertive com-
munity treatment appears to be more cost-effective than
other outpatient programs, assuming two criteria are met
(112,113–116). First, the cost of hospitalization must be in-
cluded; the economic perspective must not focus solely on
the outpatient program. Second, patients must have rea-
sonably extensive hospital use to begin with—about 50 or
more hospital days a year in one study (112). 
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Discharge
In the first study of the training in community living pro-
gram, patients’ improvements did not endure after they
left the program. The question remains whether for some
individuals there is a “dose” of assertive community treat-
ment that can produce stable change. Can some clients be
transitioned to less intensive services? A criticism of as-
sertive community treatment has been that it promotes de-
pendence on services rather than motivating persons with
mental illness to move beyond mental health services in
their lives. Many assertive community treatment programs
routinely discharge stable patients to make room for new-
ly referred patients. Stein and associates (117) compared
stable participants in an assertive community treatment
program and in a clubhouse program; they examined voca-
tional activity, social relationships, and community integra-
tion. The study found the two groups to be largely similar.
This finding supports the idea that stable clients in as-
sertive community treatment can be transitioned to less in-
tensive programs, of which the clubhouse model is but one
example. Stein and colleagues (117) called for rigorous
studies to examine this question. 

Conclusions
Over the past 25 years, assertive community treatment has
changed history. It has improved the lives of many persons
with severe mental illness. Systems of care have had to be
reinvented. Practitioners who have had the privilege of
working for assertive community treatment teams often
won’t go back to the old office-bound model. The Gold
Achievement Award winner of 1974 has set the gold stan-
dard for creative program development, rigorous evalua-
tion, and ongoing adaptation. ♦
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