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Objective: In many European countries, flexible assertive
community treatment (FACT) has replaced assertive com-
munity treatment (ACT) despite limited evidence for FACT’s
effectiveness in improving functional and patient-reported
outcomes. This study evaluated the effectiveness of FACT
relative to ACT in improving functioning, client satisfaction,
and the working alliance.

Methods: The authors used a nonblinded, quasi-experimental
controlled study design to compare outcomes of patients
treated by ACT teams that were reconfigured to FACT teams
with those of patients treated by a remaining ACT team. Pa-
tients from nine ACT teams in the Capital Region of Denmark
were included. Six of the nine ACT teams were reconfigured to
FACT in 2018 and 2019 by integrating them with community
mental health teams. The remaining three ACT teams were
used as control groups. Assignment to treatment was based
solely on administrative considerations.

Results: The study included 131 patients (FACT, N574; ACT,
N557). Patients treated by FACT teams had poorer personal
and social functioning than patients assigned to ACT teams
(adjusted difference in means522.9, 95% CI525.8 to20.1).
No between-group differences were found in client satis-
faction or working alliance.

Conclusions: Patients treated by FACT teams had signifi-
cantly lower functioning than patients treated by ACT teams,
but the clinical relevance or causality of this finding remains
unclear. Given the reconfiguration of the FACT teams during
follow-up, along with substantial drop-out rates and base-
line differences between the two groups, these results must
be interpreted with caution. The findings require further
examination in a randomized controlled trial that includes
fidelity measures of the treatment models.
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In many Western countries, assertive community treatment
(ACT) has been the dominant community-based mental
health care model for patients with severe mental illness (1).
Specialist ACT teams were designed to provide intensive
support for patients who have difficulties engaging with
standard treatment (e.g., dropping out of services or not
adhering to their medication) and are frequent users of in-
patient services (2). A key feature of the ACT model is the
assertive outreach approach involving frequent home visits
and continuous efforts to maintain contact with patients.
ACT team members share responsibility for their patients
and operate with small caseloads (1). Studies across different
countries have provided strong evidence that ACT effec-
tively improves engagement with services and satisfaction
with care (3–6), and the Danish national clinical guideline
for patients with schizophrenia and complex mental health
needs strongly encourages the implementation of ACT
teams (7).

However, a Dutch community-based mental health ser-
vice model called flexible ACT (FACT) has replaced ACT

teams in several European countries (8–10). FACT combines
principles from ACT and less intensive service to provide
treatment to a broader group of patients with severe mental
illness (8). The flexibility part of the FACT model is the
ability to adjust the intensity of care within the same team.
When needed, staff can upgrade the support to intensive
team-based care and switch to individual case management
when the patient is stable (8). A major difference between

HIGHLIGHTS

• Changing from assertive community treatment (ACT) to
flexible ACT (FACT) was associated with lower levels of
personal and social functioning.

• The change was not associated with a change in client
satisfaction or working alliance.

• Further investigation of the efficacy of FACT versus ACT is
required in randomized controlled trials.
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the FACT and ACT models is that caseloads are higher in
FACT (Table 1) (8). ACT is also more specialized because it
targets a specific group of patients with mainly psychotic
illness who have difficulties engaging in traditional treat-
ment settings.

The FACT model has been adopted in Denmark by
merging ACT and community mental health teams (CMHTs)
(10). The mental health care authorities in the Capital Region
of Denmark identified a need to reorganize these services
because the process of discharging ACT patients to CMHTs
was inadequate and unclear. Moreover, the purpose of
implementing FACT was to improve services for the larger
group of patients from CMHTs who do not require ACT but
may have periods of destabilization. CMHTs had limited re-
sources to intensify treatment, so some patients under the
care of a CMHT were not receiving appropriate support.

The evidence for the effectiveness of FACT relative to
ACT is limited and inconsistent. Recently, we evaluated the
effect of FACT versus ACT in a register-based, quasi-
experimental controlled study in the Capital Region of
Denmark (10).We found that FACT providedmore intensive
service in terms of additional outpatient contacts. No dif-
ference was found between FACT and ACT in total inpatient
days. The scientific literature on FACT has mainly focused
on health service use (11–13), and gaps in the literature exist
on outcomes considered particularly important from the
patient perspective (e.g., functional outcomes and satisfac-
tion with services). One study from the United Kingdom has
explored patient-reported outcomes among former ACT
users who moved to a FACT team (12). In that pre-post

study, the authors found no significant differences in client
satisfaction, team attachment, and loneliness after enroll-
ment in a FACT team. However, a major limitation of the
pre-post design is the risk for overestimating the positive
effects because remission often increases over time, inde-
pendently of treatment (14). Therefore, studies with control
group comparisons are needed to offer more insight into the
outcomes of transferring patients from ACT to FACT teams.

In this study, we examined the effect of FACT versus ACT
on personal and social functioning, client satisfaction, and
the working alliance. We hypothesized that because of
FACT’s higher caseloads, replacing ACT teams with FACT
teams would have an adverse impact on patients’ level of
functioning and satisfaction and the working alliance.

METHODS

Study Design and Setting
We conducted a quasi-experimental controlled study com-
paring functioning and satisfaction and the working alliance
between patients treated by ACT teams that had been
reconfigured to FACT teams and patients who remained in
ACT teams. The study was embedded in a broader evalua-
tion of FACT in the Capital Region of Denmark (10, 11). We
did not assign patients to treatment. Instead, patients were
allocated to treatment on the basis of administrative con-
siderations, making the study a natural experiment (15).
Patients from nine urban ACT teams in the Capital Region of
Denmark were included. The FACT and ACT groups were
similar in socioeconomic distribution and catchment area.

TABLE 1. Characteristics of assertive community treatment (ACT) and flexible ACT (FACT) in Denmark

Characteristic FACT ACT

Target group All patients with severe mental illness Patients with severe mental illness (ICD-10
codes F20, F22, F25, F31) who frequently
use inpatient care and often have
difficulty engaging with health care
services

Patients per treatment team 250–300a 80–100
Cases per case manager 20–30b 12–15
Treatment team composition Multidisciplinary: nurses, social workers,

psychiatrists, psychologists, occupational
therapists, and peer workers

Multidisciplinary: nurses, social workers,
psychiatrists, psychologists, and
occupational therapists

Contact of treatment team
with patients

Mainly home visits or meeting patients in their
local surroundings

Mainly home visits or meeting patients in
their local surroundings

Treatment team roles Therapy and illness management; the team
also provides some practical assistance,
social support, and help with social security
benefits. Team members coattend meetings
with external service providers and visit
patients who are admitted to hospital.

Therapy and illness management; the team
also provides some practical assistance,
social support, and help with social
security benefits. Team members
coattend meetings with external service
providers and visit patients who are
admitted to hospital.

Approach Team approach when the care of the patient is
upgraded to the more intensive level;
individual case management when the
patient is stabilized

Team approach

a The FACT manual recommends 180–220 patients per team.
b The FACT manual recommends a staff-to-patient ratio of 1:20. A staff-to-patient ratio of 1:15 or lower is required to reach the highest fidelity level on the
2010 FACT.
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Six of the nine ACT teams were reconfigured to FACT teams
in 2018 and 2019 by integrating ACT teams and CMHTs.
This reconfiguration affected all patients treated by the ACT
teams and CMHTs, so patients were not individually se-
lected for transfer to FACT. The patients of the remaining
three ACT teams constituted the control group. The baseline
assessments took place in 2018 and 2019 before the six ACT
teams were reconfigured into FACT teams, and follow-up
assessments took place approximately 1 year after. The ACT
teams followed the nationally recognized ACT model (7),
and the FACT teams worked according to the Dutch FACT
manual (8).

Recruitment and Data Collection
We retrieved a list from the DanishNational Patient Register
of a sample of patients who received treatment in the nine
ACT teams at baseline (before FACTwas implemented) (16).
Using this list, we asked the case managers in these teams to
inform the patients about the study and invite them to par-
ticipate.We tried to avoid bias by recruiting only the patients
on the list rather than recruiting volunteers or patients
chosen by the casemanagers. However, if a casemanager did
not find it suitable to invite a patient, that patient was ex-
cluded. Reasons for exclusion by case managers included
concerns about the patient’s capacity to provide valid in-
formed consent or meaningful answers, concerns that the
patient was too unwell to participate, or lack of contact of the
ACT team with the patient.

If the patient agreed to participate, we scheduled an as-
sessment without the case manager. However, in some cir-
cumstances, the case manager was present at the patient’s
request or for personal safety (e.g., if the patient was court
ordered to receive treatment). Most participants preferred
to be interviewed at home. Other participants were inter-
viewed at the team office. Because of COVID-19 restrictions,
some follow-up interviews were conducted via telephone
(N515).

Outcome Measures
The primary outcome was the difference in personal and
social functioning between FACT- and ACT-assigned pa-
tients as measured with the Personal and Social Perfor-
mance (PSP) scale. The PSP is observer rated and a valid
and reliable scale for measuring social functioning of pa-
tients with schizophrenia (17, 18). The PSP scale measures
functioning in the month preceding the interview in four
domains: socially useful activities, personal and social rela-
tionships, self-care, and disturbing and aggressive behaviors
(19). Possible scores range from 1 to 100, with higher scores
indicating better functioning; ratings are based on the pa-
tients’ verbal reports of their daily living and clinical obser-
vations (17). The assessments were conducted by researchers
who were trained in using the PSP scale.

We also measured the working alliance with theWorking
Alliance Inventory (WAI). The WAI is a self-report ques-
tionnaire that measures different aspects of the professional

relationship between patient and health care provider (20).
The WAI incorporates questions about communication,
trust, and agreement on goals and tasks between the patient
and the health care provider. In this study, we used theWAI
short formwith 12 items rated by the patients (WAI-C) (21);
possible scores range from 12 to 84, with higher scores
indicating a better working alliance. Finally, client satis-
faction was measured with the self-report Client Satisfac-
tion Questionnaire–8 (CSQ-8); possible scores range from
8 to 32, with higher scores indicating higher client satis-
faction (22, 23).

Sample Size Calculation
The sample size calculation was based on the PSP scale to
estimate treatment effects, a priori defined to be the between-
group difference in scores after 1 year. A Cohen’s d of 0.7 was
considered a clinically relevant difference on this scale, as-
suming a difference of seven points between the groups and
a pooled standard deviation of 10 points (17). With a two-
sided alpha of 0.05 and statistical power of 80%, 33 partici-
pants in each group were predicted to be required to detect
a clinically relevant Cohen’s d effect size. However, in a
nonrandomized study, the sample size must be increased to
account for covariance adjustment (24). We therefore chose
a more conservative effect size for the sample size calcula-
tion, that is, a Cohen’s d of 0.5, assuming a difference of five
points between the groups and a pooled standard deviation
of 10 points. With a two-sided alpha of 0.05 and statistical
power of 80%, we anticipated that 64 participants in each
group were required to detect a clinically relevant Cohen’s
d effect size.

Statistical Analysis
We used an intention-to-treat approach in which patients
were analyzed in the treatment group to which they were
allocated through the recruitment procedure, and all pa-
tients discharged from the teams were retained in the
analysis. We did not use imputation methods to deal with
missing data because a large proportion of participants was
lost to follow-up (25). Differences in baseline characteristics
between the two treatment groups were assessed with chi-
square tests for categorical variables, t tests for normally
distributed continuous variables, and two-sample Wilcoxon
rank sum tests for nonnormally distributed continuous var-
iables. Differences between the FACT and ACT groups in
mean overall functioning, client satisfaction, and working
alliance at follow-up were analyzed by using analysis of
covariance adjusted for baseline differences between the
two groups. Analyses were done in R, version 3.6.1.

Ethical Considerations
Independent researchers conducted all assessments, and
participants were informed that individual scores and com-
ments were anonymous and would not be shared with their
clinicians. All participants gave written informed consent.
The Danish Data Protection Agency approved the project
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through the Capital Region of Denmark (approval no. RHP-
2017-006). The Danish Patient Safety Authority deemed our
protocol to be exempt from formal approval because it was
regarded as a quality assurance project (no. 3-3013-2207/1).

RESULTS

For this study, the DanishNational Patient Register provided
a list of 319 eligible patients who received treatment from
one of the nine ACT teams. Of these patients, 83 were ex-
cluded because of clinician concerns (N569) or no contact
with the ACT team (N514). Two hundred thirty-six ACT
patients were offered to participate in the study, 131 of whom
gave written informed consent (FACT, N574; ACT, N557).
(A diagram showing the recruitment of study participants is
available in the online supplement to this article.)

Participants (N5131) and nonparticipants (e.g., those
who declined to participate or were excluded; N5188) did
not significantly differ in sex, substance use, number of bed-
days, or outpatient contacts in the year before the start of
the study. However, the nonparticipant group had a higher
proportion of patients with schizophrenia spectrum disor-
der (participants, 81%; nonparticipants, 93%, p50.003), and
nonparticipants tended to be younger (participants, median
age549 years; nonparticipants, median age546 years,
p50.039).

Descriptive Characteristics
The baseline characteristics of FACT and ACT patients were
similar in most areas (Table 2). The two groups significantly
differed in functioning (FACT group mean6SD PSP scale
score536.867.6; ACT group PSP scale score543.3613.1,
p50.001) and substance use (23% for the FACT group vs.

40% for the ACT group, p50.051) at baseline.
We adjusted the results at follow-up for
baseline PSP ratings and substance use to
account for these potential confounding
covariates. The median time from ACT at
baseline to FACT reconfiguration was
163.5 days (range 30–517 days). In cases in
which the reconfiguration was delayed, this
delay was reflected in the time to the fol-
low-up assessment, ensuring time for any
changes to occur; thus, the median time
from reconfiguration to follow-up for the
FACT group was 297 days (range
207–643 days).

Analysis of Attrition
Of the 131 participants assessed at baseline,
71 consented to participate in the 1-year
follow-up assessment. We found no signifi-
cant differences between those who partici-
pated at baseline and those who participated
at follow-up with regard to the measured
baseline characteristics (age; diagnosis; sex;

substance use; employment; PSP, CSQ, and WAI scores; num-
ber of bed-days; and number of outpatient contacts in the year
before baseline).

Follow-Up
At the 1-year follow-up, 33 of the 71 patients who agreed to
participate had been discharged from the teams (19 FACT
patients and 14 ACT patients). PSP ratings indicated a higher
level of functioning in the ACT group (Table 3). After adjusting
for PSP ratings and substance use at baseline, we found that
ACT patients still had on average a higher level of func-
tioning than those in the FACT group (adjusted difference in
means522.9, 95% CI525.8 to 20.1). However, no statisti-
cally significant differences in client satisfaction or the
working alliance were found between the two groups.

DISCUSSION

We found support for our hypothesis that patients whowere
treated by ACT teams that were reconfigured to FACT teams
would have significantly lower functioning than patients who
remainedwithACT teams.However,we found no difference in
client satisfaction and the working alliance between the two
groups.

Few studies have focused on the effect of FACT on
patient functioning (26, 27). One study evaluated the ef-
fect of FACT on functioning compared with a less inten-
sive service and reported that FACT was associated with
better functioning (26). Another study assessed the func-
tioning of patients who received intensive support (27). The
authors reported a positive change in functioning 18 months
after the FACT patients had been assigned to a FACT team’s
intensive care.

TABLE 2. Baseline characteristics of 131 participants in the FACT and ACT groupsa

FACT (N574) ACT (N557)

Characteristic N % N % pb

Female sex 35 47 22 39 .413
Substance use 17 23 23 40 .051
Schizophrenia spectrum

disorder
60 81 46 81 1.000

Employedc 7 10 12 21 .106
Age (M6SD years) 48.0612.2 50.0613.3 .494
PSP score (M6SD)d 36.867.6 43.3613.1 .001
CSQ-8 score (M6SD)e 25.964.6 26.065.6 .950
WAI score (M6SD)f 65.3612.8 67.1614.3 .492
Outpatient contacts (median,

range)
26 0–107 23 0–107 .844

Psychiatric bed-days (median,
range)

0 0–93 0 0–277 .152

a ACT, assertive community treatment; FACT, flexible assertive community treatment.
b p values were estimated with chi-square tests, two-sample t tests, or Wilcoxon rank sum tests.
c Employed in a full-time, part-time, or subsidized job.
d PSP, Personal and Social Performance scale; possible scores range from 1 to 100, with higher
scores indicating better functioning.

e CSQ-8, Client Satisfaction Questionnaire‒8; possible scores range from 8 to 32, with higher
scores indicating higher client satisfaction.

f WAI, Working Alliance Inventory; possible scores range from 12 to 84, with higher scores
indicating better working alliance.
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Our study is the first to compare measures of functioning
between patients receiving FACT andACT. The lower levels of
functioning observed in the FACT group relative to the ACT
groupmay indicate that factors characteristic ofmore intensive
care may be challenging to implement in FACT. One of the
main goals of the ACTmodel is to improve functioning with an
approach that goes beyond medication management, such as
supporting a patient’s social activities and helping with prac-
tical matters (28, 29). Small caseloads in ACT ensure sufficient
time is available for these services, and available time may
be reduced in FACT because of the larger caseloads in this
treatment model. However, we note that caseloads cannot be
easily compared between ACT and FACT, because the fre-
quency of contacts varies between the two models.

In line with findings in a previous study, we did not find
any between-group differences in client satisfaction (12).
Patients treated by the FACT and ACT teams were generally
satisfied with their treatment and had a positive view of the
relationship with their case manager. The patient-clinician
alliance is an important factor for effective treatment, and in
studies of patients with severemental illness, a goodworking
alliance has been associated with reduced symptom severity,
improved quality of life, and better adherence with medi-
cation (30–32). The patient-clinician working alliance has
been extensively examined in psychotherapy research (33,
34). However, this alliance is less explored in the field of case
management, and we found no other FACT studies that used
a measure of the alliance. Many of the ACT patients whose
treatment was reconfigured to FACT kept the same case
manager during the reconfiguration, which may partly ex-
plain why we did not find a difference in the working alli-
ance between the two groups.

Implications
We found a statistically significant difference in patient
functioning between the FACT and ACT groups. However,
the literature indicates that a difference of 2.9 points on
a scale that runs to 100 may be too low to be considered
clinically meaningful (typically defined as a difference of
seven points between groups) (17, 18).

Our study makes an important contribution to the limited
research on the effectiveness of FACT compared with ACT.
Research on the effect of FACT has provided mixed results

and has mainly focused on mental health care use (10, 11). A
U.K. pre-post study reported that patients who transferred
from ACT to FACT had fewer admissions, inpatient days,
and outpatient contacts (11). These results could not be
replicated in a Danish controlled study (10), which found no
differences in inpatient days between FACT and ACT. The
Danish study also demonstrated that FACTwas likely to be a
more intensive service in terms of increased outpatient
contacts compared with ACT. When we consider the results
of this study together with the few previous studies on
mental health care use, whether FACT is a beneficial alter-
native to ACT remains uncertain. Our findings emphasize
the importance of promoting interventions for the group of
patients previously targeted by ACT teams.

This study has several implications for future research.
First and foremost, future studies should aim to evaluate the
FACT model through randomized controlled trials. More-
over, the literature on FACT has not assessed whether this
model effectively sustains contact with patients. Extensive
studies have shown that ACT is better than standard care at
maintaining patient contact (3–6). We strongly recommend
that future studies include measures of engagement with
services in the evaluation of FACT compared with ACT.
Finally, future studies on functional outcomes should also
include a comparison of FACT with CMHTs.

Strengths and Limitations
To our knowledge, this is the first study using a control group
to compare FACT with ACT on patient functioning, the
working alliance, and client satisfaction. We thereby over-
came the main limitation of previous studies that lacked
control group comparisons. The PSP assessments were con-
ducted by independent researchers who were not involved
in the treatment of patients. This study feature is a strength
because the researchers could not influence the amount of
support given to the study participants.

Our study also had several limitations. First, randomization
to FACT or ACT was not feasible. Unknown or unmeasured
confounders could have therefore biased the results. Second,
the interviews were carried out by researchers who were not
blind to treatment condition. This lack of blinding may have
influenced the researchers’ reporting of the results. Third,
before the recruitment of participants, we calculated the

TABLE 3. PSP, CSQ-8, and WAI scores and differences between the two groups at 1-year follow-upa

FACT (N538) ACT (N533) Unadjusted Adjusted

Measure M6SD M6SD Mean diff. 95% CI pb Mean diff. 95% CI pc

PSPd 38.169.8 46.8613.8 28.7 214.5 to 22.9 .004 22.9 25.8 to 2.1 .045
CSQ-8e 24.665.6 26.963.9 22.3 24.8 to .1 .064 22.1 24.7 to .6 .119
WAIf 60.9614.4 65.4614.7 24.5 212.1 to 3.1 .237 21.7 29.5 to 6.2 .671

a CSQ, Client Satisfaction Questionnaire; mean diff., difference in means; PSP, Personal and Social Functioning scale; WAI, Working Alliance Inventory.
b p values were estimated with two-sample t tests.
c p values were estimated with two-way analyses of covariance, adjusted for differences in baseline characteristics between the groups (substance use and PSP
score at baseline).

d Possible scores range from 1 to 100, with higher scores indicating better functioning.
e Possible scores range from 8 to 32, with higher scores indicating higher client satisfaction.
f Possible scores range from 12 to 84, with higher scores indicating a better working alliance.
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sample size but did not recruit enough participants to the
control group. This underrecruitment may have resulted in a
lack of statistical power and a greater probability of a type II
error. Fourth, a substantial drop-out rate reduced the sample
size available for analyses at the 1-year follow-up, which may
have caused a biased estimate of the parameters and weakened
the generalizability of the findings. No differential attritionwas
found between the two groups, but we cannot exclude the
possibility that participants and nonparticipants may have
differed on unobserved data. However, we could compare the
two groups on register-based outcomes, which were available
for all participants regardless of attrition status. Fifth, the two
groups differed in PSP scores at baseline.However,we adjusted
for this difference in the analyses. Finally, we did not conduct
fidelity assessments, sowe could not assess the extent towhich
the teams in our study were practicing according to their de-
fined models of care.

The FACT teams in this study were in the start-up phase,
whereas the ACT teams were well established. This differ-
ential between the two groups could have resulted in two
types of bias. It could have led to improved effectiveness of
FACT because of the pioneer effect, meaning that a newly
established team may have more engaged and motivated
staff, or it could have reduced effectiveness because the
FACT teams had limited experience with the FACT model
compared with ACT. Moreover, some patients changed case
managers during the transfer to FACT, whereas ACT case
managers stayed the same throughout and could have
benefited from previous alliances with patients.

CONCLUSIONS

We found that patients served by ACT teams that were
reconfigured into FACT teams had significantly lower
functioning than patients who remained in ACT treatment.
However, the difference in functioning between the two
patient groups at follow-up was considerably smaller than
the initial difference at baseline. The observed difference in
functioning at follow-up may be too low to be considered
clinically relevant, and whether this difference is attribut-
able to differences in care management and administration
between the FACT and ACT models is unclear. Our results
require further examination in a randomized controlled trial
that includes fidelity measures of the treatment models.
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