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Persons with severe mental ill-
ness in rural areas are often dis-
advantaged because of a lack of

adequate services and professional
staffing shortages (1–4). Rural mental
health providers must structure serv-

ices to accommodate many diversely
populated and dispersed communi-
ties that lack specialized personnel
and whose residents face long travel
time and other costs in accessing cen-
trally located services (5–8). Mental

health professionals have reported
difficulties in adapting existing urban-
based treatments to rural communi-
ties, and very little research is avail-
able on evidence-based practices in
rural areas to guide them (9). The
goal of this review article is to com-
pare and contrast the evidence for
two popular service delivery models,
assertive community treatment and
intensive case management, in rural
areas.

The assertive community treat-
ment model uses a large, multidisci-
plinary staffed team with shared
caseloads to provide a full range of
direct services to consumers (10).
Assertive community treatment is
one of the most researched interven-
tions in the United States and else-
where (11–13). Also, assertive com-
munity treatment is part of the Im-
plementing Evidence-Based Prac-
tices project (10), an effort to broad-
en the dissemination of evidence-
based mental health treatments
across the nation. In order to en-
courage more widespread dissemi-
nation of assertive community treat-
ment, states such as Indiana and
New York are using Medicaid reim-
bursements as an incentive for
statewide expansion to rural areas
(14,15). These efforts have yet to
demonstrate, however, that assertive
community treatment services can
be sustained in rural settings.

Assertive community treatment is
designed as a self-contained multidis-
ciplinary treatment team that spends
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Objective: This article reviews the evidence for the effectiveness of com-
munity-based services for rural areas, specifically assertive community
treatment and intensive case management. Service delivery to persons
with severe mental illness in rural areas is challenged by low population
densities, limited services, and shortages of professionals. Methods: A
comprehensive literature search identified six studies of rural assertive
community treatment, only two of which were controlled studies, and
four rural intensive case management studies, only one of which was a
controlled study. Assertive community treatment would seem ideally suit-
ed to areas lacking services because of its self-contained multidisciplinary
treatment team approach. However, rural programs have been forced to
make several adaptations to the assertive community treatment model,
including smaller teams, less comprehensive staff, and less intensive serv-
ices. There is no published evidence that these adaptations are able to
produce the same results as full-fidelity teams. Some believe that inten-
sive case management may be an alternative to assertive community
treatment in rural settings because intensive case management empha-
sizes individual caseloads, fewer staff, less intensive contacts, and bro-
kered services. Conclusions: The evidence suggests that intensive case
management programs are effective only in community settings where
there is an ample supply of treatment and support services. To build the
evidence base for the effectiveness of these models, much more attention
needs to be focused on evaluating the current wave of assertive commu-
nity treatment and intensive case management dissemination in rural ar-
eas. (Psychiatric Services 58:121–127, 2007)
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more than 75% of staff time in the
field providing direct services to con-
sumers. Since its development in
Madison, Wisconsin, in the early
1970s, assertive community treat-
ment has been disseminated across
the nation and overseas (16). As as-
sertive community treatment pro-
grams have spread into rural areas,
programs have struggled to meet the
challenges of implementing and
maintaining high-intensity services.
Rural programs have had to adapt the
model to accommodate the common
barriers of low population density,
staff shortages, and the stigma of psy-
chiatric illness. Such adaptations have
led to wide variability, although some
programs have retained the “assertive
community treatment” label even
when there have been dramatic mod-
ifications to and departures from as-
sertive community treatment fidelity
standards.

Intensive case management en-
compasses a range of service delivery
practices that are less intensive and
not as standardized as the assertive
community treatment model (17–19).
Intensive case management involves
assertive outreach, assessment of con-
sumer need, and negotiation and co-
ordination of care. In one large-scale
implementation started in 1992, the
state of New York supported inten-
sive case management with a capitat-
ed Medicaid financing strategy
(19,20). Since then, intensive case
management has been implemented
at different sites across the United
States, including an adaptation at the
Department of Veterans Affairs (21),
as well as in Europe (22) and Aus-
tralia (23). However, there is little in-
formation about the implementation
or adaptation of the intensive case
management model in rural areas of
the United States (24).

This article addresses the following
questions in an effort to assess the ev-
idence base for the effectiveness of
these two service models in rural ar-
eas. First, can rural assertive commu-
nity treatment programs achieve the
same outcomes and results as full-fi-
delity assertive community treatment
programs in urban areas? Second, is
there an evidence base to support as-
sertive community treatment–“lite”
programs, such as intensive case man-

agement, in rural areas, and can these
programs produce outcomes similar
to full-fidelity assertive community
treatment?

Methods
Recognizing that the name “assertive
community treatment” itself was not
sufficient to identify all relevant pub-
lished studies, we developed a search
strategy to identify relevant studies
that was based on three program
model criteria derived from prior lit-
erature reviews and implementation
studies conducted in the United
States (10,17,25–27): team members
had shared caseloads, most services
were delivered directly rather than
brokered to other community re-
sources, and a psychiatrist or nurses
were regular members of the team.
Using this strategy, we searched the
PsycINFO and PubMed Central
databases from 1973 to 2005 and lo-
cated six studies that met the criteria
(28–33). Although these studies rep-
resented a wide variety of settings and
implementation strategies for rural
assertive community treatment, we
sought to present the strongest evi-
dence about program effectiveness,
so we selected only the studies that
used a true experimental design. Two
controlled studies of rural assertive
community treatment programs
(Table 1) met all of the above criteria
(29,31). These studies are described
in detail below.

In order to identify the evidence
base for intensive case management,
we used three core criteria to identi-
fy studies of intensive case manage-
ment that were conducted in rural
areas of the United States: individual
caseloads, small caseload ratios of no
more than one staff person to 15 con-
sumers, and brokered services of ne-
gotiation and coordination of care in
the community (17–19,34).

Using these criteria, we identified
three studies of rural intensive case
management (35–37), and we added
one study (38) that could be de-
scribed as assertive community treat-
ment that did not meet our assertive
community treatment criteria. As be-
fore, we selected only the studies that
used a true experimental design. Only
one study met all of the criteria (38)
(Table 1).

Results and discussion
Randomized trials of 
assertive community treatment
In 1988, California created two inte-
grated service agencies that com-
bined assertive community treatment
with a capitated model of funding
(39). Unlike the full-fidelity model,
these programs specifically targeted a
cross-section of persons with severe
mental illness rather than focusing ex-
clusively on high service utilizers
(Table 1). One program was located
in a large city, and the other was lo-
cated in a midsized city in an agricul-
tural county described as rural (40).
In a three-year randomized study,
Chandler and colleagues (29) com-
pared outcomes from both of these
programs with outcomes from usual
clinical mental health services with
limited case management and reha-
bilitation services. The integrated
service agencies had staff-to-client ra-
tios of one to ten, provided round-
the-clock services, and provided inte-
grated direct services by the team.
Unfortunately, the article by Chan-
dler and colleagues (29) presented
limited information about the team’s
structure except that both integrated
service agencies (rural and urban) ap-
peared to be fully staffed teams that
included service coordinators, social
workers, nurses, vocational special-
ists, substance abuse specialists, and
psychiatrists (29,39–41).

Study findings showed no signifi-
cant differences in average annual
days hospitalized between the 46 pa-
tients in the rural assertive communi-
ty treatment program (mean±SD of
28±62 days) and the 49 patients in the
comparison group (34±70 days) (29).
However, the rate of hospitalization
was significantly lower in the first two
years for the rural assertive communi-
ty treatment program (baseline, 42%;
year 1, 22%; χ2=5.7, df=1, p=.017
versus baseline; year 2, 19%; χ2=5.2,
df=1, p=.023 versus baseline). In
comparison with usual services, there
were no significant differences favor-
ing the rural assertive community
treatment team with regard to symp-
toms, rates of arrest, medication com-
pliance, homelessness, or criminal
victimization.

In addition, no significant differ-
ences in consumer outcomes were
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noted between the urban and rural
program sites, which suggests that
fully staffed assertive community
treatment teams in rural and urban
areas can produce similar results. At
the end of the study, the researchers
concluded that the costs for the state
of California were too high to imple-
ment this type of assertive communi-
ty treatment in the public mental
health system except for consumers
(both urban and rural) who were high
service users (29).

The second randomized trial of as-
sertive community treatment in a ru-
ral setting used a transitional model
of acute care for a group of persons in
a local general hospital emergency
department at risk of psychiatric hos-
pitalization. Dush and colleagues (31)
screened all persons at risk for hospi-
talization, except those already well
connected to the local community
mental health centers and existing as-
sertive community treatment pro-
grams. The transitional team provid-
ed services until the consumer could
be seen at a local mental health cen-
ter. Participants who were randomly

assigned to routine care had access to
hospitals, follow-up appointments
with a psychiatrist, and referral to the
local community mental health cen-
ter. The transitional team included a
staff of six people with different back-
grounds, including a clinical psychol-
ogist, a master’s-level psychologist,
two consulting psychiatrists, a psychi-
atric nurse, two psychology graduate
students, and several home health
aides. The program had one major
deviation from the assertive commu-
nity treatment model—it provided
only time-limited services. Despite
this significant deviation from the as-
sertive community treatment model,
this study illustrated some of the
modifications rural communities have
made and the outcomes associated
with those modifications.

Study findings showed that the 90
participants who were randomly as-
signed to the transitional team had
fewer total days of hospitalization
than the 92 participants assigned to
usual care (transitional team, 7.57±
9.42 days; routine care, 10.39±10.44
days, F=5.33, df=3 and 178, p=.002).

No significant differences were found
in symptoms, level of functioning, or
social support (31). These findings
parallel those obtained by most as-
sertive community treatment teams
in urban areas—that is, reduced hos-
pitalizations but no consistent effects
on psychosocial outcomes (25,42).

Results from only two studies pro-
vide a limited evidence base for rural
assertive community treatment. Both
studies reported some decrease in
hospitalization outcomes when the
model was implemented with fully
staffed treatment teams. These stud-
ies encompassed only a very small
segment of the rural population and
varied in their target populations, fi-
delity to the treatment model, and
outcome measures. Both programs
targeted persons with severe mental
illness, but only one program targeted
persons who were high service users
or at risk of admission to a psychiatric
hospital (31). The quality of imple-
mentation and documentation of fi-
delity to the assertive community
treatment model also varied between
studies. The most significant modifi-
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Program characteristics and outcomes of selected rural assertive community treatment (ACT) and intensive case manage-
ment programs

Model and Group Deviations Inclusion Case- Follow-
Study location (participants)a from model criteriab load up Resultsc

Chandler et  ACT in 1 urban Rural ISA Consumers are SMI and 61 3 years Time in hospital, ND; symp-
al. (29) and 1 rural (111); rural not high users functional toms, ND; housing, rural ISA

California city control (103) of services impairment >rural control (increase in
living independently); social,
rural ISA>rural control; qual-
ity of life, ND; vocational, 
rural ISA>rural control; sat-
isfaction, ND

Dush et al. ACT in 3 rural Experimental Treatment began SMI and risk 33 1 year Time in hospital, experimen-
(31) counties in a group and rou- in emergency of psychiatric tal plus routine care<routine

northern state tine care (90); department; admission care; symptoms, ND; social,
routine care time-limited ND; level of functioning, ND
only (92) services

Fekete et al. Modified ACT ACT (78); Low fidelity on SMI and prior 48 2 years Time in hospital, ND; symp-
(54) in rural Indiana community shared caseloads hospitalization toms, ACT<community sup-

support port program; housing, ACT
program (75) >community support program;

substance use, ND; level of
functioning, ACT>community 
support program (SR); quality
of life, ND; vocational, ACT
>community support program

a Sample size is indicated in parentheses. ISA, integrated service agency
b SMI, severe mental illness
c ND, no difference; SR, staff rated
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cation to the model was time-limited
services (31).

Another problem affecting both
studies was the use of reduced rates
of hospitalization as a measure of pro-
gram effectiveness. This clearly was
accepted as a universal criterion in
the early 1970s when the model was
first developed, but today the use of
inpatient hospitalization varies widely
from state to state depending on the
organization of the state public men-
tal health system and the availability
of community alternatives.

The assertive community 
treatment model in rural areas
In principle, assertive community
treatment would seem to have sever-
al advantages for rural communities.
The full-fidelity model consists of a
self-contained multidisciplinary team
of professionals, including a nurse,
psychiatrist, vocational specialist, and
substance abuse specialist, who col-
lectively provide a wealth of clinical
expertise and are able to individualize
treatment. Working as a team also al-
lows staff to be more mobile and to
deliver services door to door rather
than requiring consumers to travel
long distances, thereby making treat-
ment more accessible and affordable.
Staff on the team benefit from re-
duced isolation and increased peer
support, given that isolation is anoth-
er common problem reported in the
recruitment and retention of staff in
rural areas (43).

The implementation of assertive
community treatment in rural areas
has not been without problems, how-
ever. A recent statewide survey of as-
sertive community treatment pro-
grams in North Carolina illustrated
the kinds of implementation prob-
lems that arise in dissemination of
the assertive community treatment
model to rural settings (44). Forty
teams were identified in the state (19
in rural settings, 11 teams in a mixed
rural and urban setting, and ten
teams in urban settings) and com-
pared on structural and process di-
mensions of the assertive community
treatment model. The rural teams
were very similar to the urban teams
on process dimensions of the model,
admission criteria, intake rate, treat-
ment responsibility, team approach,

and team meetings, but the teams
differed on structural components.
Rural teams were smaller in numbers
of staff and consumers, and urban
teams were more likely to have and
maintain multidisciplinary staff, in-
cluding vocational and substance
abuse counselors.

Difficulties with staffing the as-
sertive community treatment teams
with specialized professionals are not
uncommon in rural areas (9). Similar
findings were recorded in the
statewide implementation of assertive
community treatment in Illinois,
where staffing a team of professionals
in rural areas was a problem (45).
These findings reflect the common
barriers in rural areas, especially per-
sonnel shortages, low population den-
sity, and limited and less accessible
resources (8). They also demonstrate
the difficulties in achieving uniform
statewide implementation of assertive
community treatment in both urban
and rural areas.

Assertive community treatment is
becoming one of the most widely ac-
cepted treatments across the nation,
and it has influenced public policy
(46). In response to overwhelming
public and research support for as-
sertive community treatment, states
are rewriting Medicaid service defini-
tions to be more compatible with as-
sertive community treatment. In the
process, these states have had to for-
mulate standards for assertive com-
munity treatment teams for quality
assurance, implementation, and re-
imbursement purposes. These fideli-
ty-like standards have been put in
place for all assertive community
treatment teams in the state, with ad-
justments made for rural teams
(14,15). The research literature on
rural assertive community treatment
programs, however, does not present
clear guidelines on the standard
structure and process dimensions as-
sociated with successful consumer
outcomes.

Several studies of assertive commu-
nity treatment have stressed that fi-
delity to the model leads to better
consumer outcomes (26,47–49).
Specifically, shared caseloads, daily
team meetings, nurse participation,
total number of contacts, and 24-hour
availability have been linked to reduc-

tions in hospitalization (26). Assertive
community treatment implementa-
tion across the full range of rural ar-
eas will most likely require additional
changes to the model, such as creat-
ing smaller assertive community
treatment teams to accommodate
small and dispersed populations (9).
As rural assertive community treat-
ment programs reduce their staff
sizes (32,50), they devolve to be more
like intensive case management than
full-fidelity assertive community
treatment. Reducing the size of the
assertive community treatment team
in a rural area does not guarantee the
same outcomes as found with a fully
staffed high-fidelity team.

Intensive case management 
as an alternative model
Intensive case management is a bro-
kered service delivery model de-
signed to help persons with severe
mental illness improve their integra-
tion within the community by link-
ing them with treatment providers
(18,51). Intensive case management
was designed for persons with se-
vere mental illness who are either
high service users or not using tradi-
tional mental health services at all
(19,34). Viewed by some as an adap-
tation of the assertive community
treatment model, intensive case
management combines the princi-
ples of case management (that is, as-
sessment, planning, linking to serv-
ices, monitoring, and advocacy) (52)
with a low staff-to-consumer ratio,
assertive outreach, and direct deliv-
ery of services (17,18,51,53,54).

There are two primary differences
that distinguish intensive case man-
agement and assertive community
treatment. First, case managers are
responsible for individual caseloads,
whereas assertive community treat-
ment requires a multidisciplinary
team with shared caseloads. Second,
case managers broker services by
linking and coordinating services for
consumers, whereas each staff mem-
ber of an assertive community treat-
ment team provides direct services to
consumers (18).

Intensive case management, how-
ever, lacks a manualized and validated
program model that specifies neces-
sary ingredients to ensure faithful
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program implementation (17,18). In-
stead, individual programs have had
to develop their own approaches (19).

Below we summarize findings from
one study of rural intensive case man-
agement that we found in our litera-
ture review. In a study described as
rural assertive community treatment
by Fekete and colleagues (38), four
teams with two case managers on
each team followed 78 consumers.
They compared outcomes with those
of 75 consumers receiving usual serv-
ices in a community support program
with much larger caseload sizes,
which ranged from 30 to 60 con-
sumers (55). (This study was not in-
cluded in the assertive community
treatment review because the team
did not have a nurse or psychiatrist as
part of the team.) The case managers
had low staff-to-consumer ratios (one
to ten), targeted high service users,
provided services directly, and of-
fered time-unlimited services. Al-
though the case managers were in-
structed to use a team approach, the
programs scored very low on fidelity
items measuring shared caseloads.

In an earlier article from the same
research team that was published af-
ter the first year of the study, Mc-
Donel and colleagues (55) concluded
that the rural team had significant
problems in implementation, includ-
ing too little training for case man-
agers, administrators who were not
clear about the intensity and struc-
ture of the new treatment, and isola-
tion from the other staff at the com-
munity mental health centers that
made it difficult for staff to coordi-
nate services. At the end of 24
months, staff rated consumers on the
team higher on quality of life using a
modified version of the Life Satisfac-
tion Checklist with a 3-point scale
ranging from 1, terrible, to 3, delight-
ed (treatment, 2.32±.31; control,
2.13±.38; t=3.85 [df not available],
p<.01; effect size=.71). Consumers
were rated as having less severe
symptoms on the Brief Psychiatric
Rating Scale (treatment, 1.63±.53;
control, 1.87±.69; t=2.12 [df not
available], p<.05; effect size=.41),
with scores ranging from 1, not pres-
ent, to 7, extremely severe. There
were no differences in hospitalization
outcomes, legal outcomes, or voca-

tional functioning. In addition, the
control group had more residential
stability (most days in residence) than
those in the treatment group (treat-
ment, 289.8±87.5 days; control,
321.2±70.1 days; t=2.21 [df not avail-
able], p<.05; effect size=.39) (38).

With only one controlled study of
intensive case management in a rural
area, there was not enough evidence
to adequately evaluate the effective-
ness of this model in a rural setting.
Previous reviews of intensive case
management in urban settings have
found that intensive case manage-
ment can have a positive impact on
mental health outcomes, but the re-
sults are mixed across studies (42,
56,57). In general, intensive case
management programs have been as
effective as assertive community
treatment models in improving so-
cial functioning, psychiatric symp-
toms, and quality of life but less suc-
cessful in reducing admissions to the
hospital (42,58).

One reason for the inconsistency of
results across intensive case manage-
ment programs may be the context in
which the model is implemented.
Researchers have suggested that the
outcomes in case management are
related to differences in the treat-
ment model, characteristics of the
population being treated, and char-
acteristics of the service system, in-
cluding availability of services (56).
Because it is a brokered model with-
in an existing system, intensive case
management is effective only if it
functions in a relatively service-rich
environment. In fact when intensive
case management programs have not
reported significant reductions in
hospitalizations, researchers have
suggested that the community did
not have sufficient services available
for case managers to help consumers
avoid hospitalization (59).

Assertive community treatment
teams provide direct services to con-
sumers, thereby reducing the need
for additional treatment providers.
However, a community with few re-
sources also can limit the ability of
these teams to access necessary serv-
ices such as food banks or housing as
well as to find jobs for consumers who
are using supported employment
services (56).

The paradox of treatment 
models for rural areas
Rural settings are characterized by
limited mental health services and
staff shortages—an environment in
which a self-contained treatment
team such as assertive community
treatment would seem to make an
ideal match. However, the logistics of
serving a low-density population in
combination with professional short-
ages make it difficult to situate full-
fidelity assertive community treat-
ment teams in rural areas. Rural com-
munities often lack specialty services,
such as residential and vocational al-
ternatives, and they typically have
only a few treatment providers (1,60).

The latter constraints suggest that
intensive case management with its in-
dividual caseloads and fewer staff
might be a substitute for assertive
community treatment in many rural
settings. Paradoxically, the current evi-
dence base suggests that intensive case
management is effective for persons
with severe mental illness only when
there are sufficient services in the area
so that case managers can link con-
sumers to them. In other words, inten-
sive case management is not a stand-
alone service. Its effectiveness de-
pends on having other providers avail-
able to serve consumers. Ultimately
the lack of resources in rural areas be-
comes both a barrier to service deliv-
ery and to the implementation of high-
fidelity programs.

In reality there is a dual paradox—
only weak evidence is currently avail-
able to suggest how assertive communi-
ty treatment teams can be scaled down
in rural areas to assertive community
treatment–“lite” services that retain the
effectiveness of the full-fidelity model.
Studies have never been done to dis-
mantle the components of the model to
determine which elements of assertive
community treatment are efficacious
and the minimal practice pattern for
sustaining these effects. The assertive
community treatment label has been
disseminated much more rapidly than
has its faithful practice. Future studies
that systematically vary key compo-
nents of the assertive community treat-
ment model need to be done to
demonstrate the effectiveness of modi-
fied assertive community treatment
teams in rural settings (26).
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Conclusions
Rural mental health services are an
important part of many state mental
health systems, but rural settings face
unique challenges in service delivery.
Assertive community treatment pro-
grams in rural areas often make ad-
justments to accommodate resource
constraints—such as deploying small-
er teams, forming teams with a small-
er range of specialized skills, and pro-
viding less intensive services—but
there is little evidence that these
adaptations will produce desired out-
comes. Although many states have
supported assertive community treat-
ment in rural areas, current research
does not provide adequate guidelines
about the minimum staffing require-
ments (both number and type) or es-
sential program components beyond
which positive outcomes disappear.

Intensive case management uses
some of the same principles as as-
sertive community treatment, and in
some circumstances it may be an al-
ternative to rural assertive communi-
ty treatment. But here again, more
rigorous evaluation is needed to
demonstrate its effectiveness in a
range of rural settings.

Today the many natural experi-
ments with assertive community
treatment and intensive case manage-
ment that are occurring across rural
America provide opportunities to ex-
pand the evidence base that concerns
what works in rural mental health
service delivery for persons with se-
vere mental illness. Hopefully, as
state administrators respond to the
report of the New Freedom Commis-
sion (61), they will recognize these
gaps and work with the research com-
munity to develop stronger evidence-
based practices for rural settings.
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