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Serving the ACT Population of Focus in Rural Counties

• Some counties’ estimated demand for ACT/FACT <40 individuals
• Too small to implement a small ACT team

• Some counties’ populations are small and widely dispersed
• We consider travel times of >1 hour to be a limit

• Full fidelity ACT/FACT may be impossible in these contexts
• Staff cannot be fully dedicated to a very small caseload

• Multidisciplinary staffing is difficult to achieve due to workforce limitations

• Travel time limits productivity and service intensity

• Programs that do not meet fidelity cannot receive the bundled rate



Sample Alternatives to ACT and FACT for Rural Counties
1. Identify and foster referral sources to engage and serve individuals in the ACT population of focus

2. Maintain capacity to deliver service intensity of at least 6 visits per month for individuals in the ACT/FACT population of focus

3. Minimize need for clients to travel to clinic, yielding low rate of office-based, face-to-face visits
• Field-capable practitioners

• Enhanced coordination with public and private transportation resources (e.g., buses, trains)

• Enhanced coordination with other existing mobile medical and/or social service programs (e.g., paratransit services, non-emergency medical 
transportation, mobile medical and/or dental services)

• Provision of behavioral health services in non-traditional locations (e.g., shelters, churches, libraries, community centers, post offices) 

• Provision of behavioral health services in “hub” locations with highest need and/or proximity to transportation, other servic es, and/or key 
highways

4. Leverage telehealth creatively 
• When field-based visits are impractical

• To maximize contacts and consults during field-based visits (e.g., physician seen via telehealth during field-based, nurse-led visit) 

• Provision of supports to enhance internet access and digital literacy (e.g., partnerships with libraries, provision of tablets and/or mobile hot 
spots)

5. Optimize cross-sector collaboration to identify appropriate referrals, provide a full array of services, and maintain engagement
• Provision of substance use, employment, and/or recovery/rehabilitation support services via brokering, co-following, and/or collaboration

• Enhanced coordination across service sectors (e.g., crisis services, housing, hotlines, hospitals, EMS, Fire Departments, She riffs, post 
offices, libraries, public health)

6. Foster flexible workforce development strategies
• Expansion of unlicensed workforce (e.g., peer, community health worker) 

• Enhanced training to unlicensed community partners (e.g., faith-based leaders, family advocates)

• Increased flexibility of service hours and scheduling to maximize workforce capacity

• Enhanced coordination with local community groups (e.g., churches, barbershops, seasonal events) to maximize cultural consona nce (e.g., 
language, temporality) of service delivery
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ACT/FACT Implementation in Rural California Counties 

Background 

We encourage California counties to implement full-size ACT teams that serve around 100 total 
clients. However, some counties in California can meet their population-level demand for ACT by 
implementing a small ACT team. A small ACT team includes approximately 6 full time team members 
serving 40-60 clients.1 The fidelity of small ACT/FACT teams can be rated with the Tool for the 
Measurement of ACT (TMACT)2 or the Dartmouth Assertive Community Treatment Scale (DACTS),3 
and small ACT/FACT teams should meet identical fidelity thresholds as full-size teams.  

Nonetheless, for three reasons, implementing a small ACT team may not be feasible in some 
California counties. First, some county populations are small enough that estimates of demand for 
ACT suggest fewer than 40 individuals within the county would need ACT services. Second, some 
county populations are both small and dispersed such that the small number of individuals within the 
ACT priority service population likely live at large distances from one another. Third, in a corollary 
manner, in small counties, the behavioral health workforce may be small and dispersed, complicating 
staffing of a multidisciplinary ACT team with 6 full-time staff. 

A variety of implementation problems can undermine the value of ACT in rural and semi-rural areas 
and in regions with very low demand for ACT. First, available staffing options are suboptimal. Teams 
in these areas may become cost-prohibitive if full time providers serve few clients. Alternately, teams 
in these areas may try to rely on part-time staff, borrowing providers from other programs to serve a 
small number of clients within the ACT priority service population with a portion of their time. Yet the 
resultant constellation of part-time ACT providers does not function as a team, unable to communicate 
and coordinate well to provide transdisciplinary care. This can lead to fragmentation and inefficiency 
of services. In addition to adopting these suboptimal staffing approaches, teams may maintain team 
functioning by serving clients without the requisite illness severity to benefit from ACT or who could do 
as well in lower intensity programs (i.e., clients outside of the priority service population). 

Second, the overall dispersal of clients relevant to the ACT team office can hamper a team’s 
effectiveness in crisis response, recovery support, and service delivery. To be effective, ACT teams 
need to be able to reach clients in a timely manner, both to provide the level of service intensity to 
help people succeed in the community and to expand the level of intensity as needed (e.g., seeing the 
client multiple times a week during medication titration). The more expansive the service catchment 
area the less likely the team can provide crisis services using a team approach. Across all activities, 
travel time subtracts from available direct care time with clients. To adapt to these problems, a client 
may be seen less often or primarily by the staff who live closest to them, depriving the client of the 
benefit of the team approach.   

Many questions remain regarding the outside bounds of catchment areas that do not undermine 
critical components of ACT implementation.4 In descriptive studies led by the University of North 
Carolina and the University of Washington, some teams keep catchment areas very tight (e.g., within 

 
1 This definition of a small team aligns with the draft BH-CONNECT Evidence Based Practice Policy Guide, April 
2025, and the TMACT.  
2 Monroe-DeVita, M., Moser, L.L. & Teague, G.B. (2013). The tool for measurement of assertive community 
treatment (TMACT). In M. P. McGovern, G. J. McHugo, R. E. Drake, G. R. Bond, & M. R. Merrens. (Eds.), 
Implementing evidence-based practices in behavioral health. Center City, MN: Hazelden. 
3 Teague, G. B., & Bond, G. R. (2003). Dartmouth Assertive Community Treatment Scale.  
4 Tsoli, F., Botsari, I. A., Tsianeli, A., Menti, N., Kontoudi, P., & Peritogiannis, V. (2024). Difficult-to-Engage 

Patients with Severe Mental Illness in Rural Community Settings: Results of the Greek Hybrid Assertive 
Community Treatment Model of Mental Healthcare. Journal of clinical medicine, 13(9), 2660. 
https://doi.org/10.3390/jcm13092660 
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30 minutes of drive time) while other programs serve some clients more than 90 minutes away from 
the ACT office. In our experience, travel times of more than one hour undercut the team’s ability to 
implement key aspects of the ACT model. A few studies describe the feasibility of implementing ACT 
in rural areas.5 Less is known about the effectiveness of rural ACT teams and the impact on 
effectiveness of compromising key features of ACT fidelity on these teams. One study demonstrates 
that clients served by ultra small teams (i.e., 2-3 staff) showed statistically significantly less symptom 
improvement and smaller declines in suicidality.6  

Methods 

Our county adult population estimates are based on the U.S. Census Bureau’s 2023 American 
Community Survey (ACS) 5-year demographic and housing estimates. Upper and lower population-
level demand for ACT estimates are based on published studies. Our lower bound estimate of 
population-level demand of ACT is based on the definition derived by Cuddeback et al. of the 
population for whom ACT would be cost-effective: 0.03% of the adult population aged 18 to 64.7 For 
an upper bound estimate of population-level demand for ACT, we draw on guidance from Cuddeback 
et al. that 0.06% of the adult population 18 to 64 years old would be eligible for ACT8 but also 
guidance published on ACT implementation in Oregon in which the Cuddeback et al. guidance is 
summarized as indicating that 65 individuals within a general population of 100,000 would be eligible 
for ACT.9 Though we are unable to reconcile differences between these two expressions of estimates, 
we chose to use the higher number because one other published estimate is even higher than the 
Oregon estimate10 and because, given imprecision in all estimates, we would prefer to overestimate 
compared to underestimate the population level need where it may determine whether or not a 
service is implemented. In our tables, the upper bound estimate of population-level demand for ACT is 
calculated as 0.065% of the total population 18 years old or older. 

 

 
5 LeFebvre, A. M., Dare, B., Farrell, S. J., & Cuddeback, G. S. (2018). Transitions from assertive community 
treatment among urban and rural teams: Identifying barriers, service options, and strategies. Community Mental 
Health Journal, 54(4), 469–479; Meyer, P. S., & Morrissey, J. P. (2007). A comparison of assertive community 
treatment and intensive case management for patients in rural areas. Psychiatric Services, 58(1), 121–127; 
Pope, L. M., & Harris, G. E. (2014). Assertive community treatment (ACT) in a rural Canadian community: Client 
characteristics, client satisfaction, and service effectiveness. Canadian Journal of Community Mental 
Health, 33(3), 17–27; Selick, A., Langill, G., Brooks, S., & Durbin, J. (2024). Are Small Teams a Viable Strategy 
to Deliver Early Psychosis Intervention Services in Rural Areas? An Ontario Fidelity Study. Healthcare 
Policy/Politiques de Santé, 20(1), 59–68. https://doi.org/10.12927/hcpol.2024.27421 
6 Mohamed S. (2015). Can small intensive case management teams be as effective as large teams?. 
Community Mental Health Journal, 51(2), 161–164. https://doi.org/10.1007/s10597-014-9730-y 
7 Cuddeback, G.S., Morrissey, J.P., Meyer, P.S. (2006). How Many Assertive Community Treatment Teams do 

We Need? Psychiatric Services 57(12):1803-1806. 10.1176/appi.ps.57.12.1803 
8 Cuddeback, G.S., Morrissey, J.P., Meyer, P.S. (2006). How Many Assertive Community Treatment Teams do 
We Need? Psychiatric Services 57(12):1803-1806. 10.1176/appi.ps.57.12.1803 
9 Herinckx, H., Kerlinger, A., Cellarius, K. (2021). Statewide Implementation of High-Fidelity Recovery-Oriented 
ACT: A Case Study. Implementation Research and Practice Vol 2: 1-10. 10.1177/2633489521994938 
10 Nishio, M. Sono, T. Ishiguro, T., Horiuchi, K., Ambo, H. (2014). How Many Assertive Community Treatment 
Teams are Needed in Japan? Estimates from Need Survey in Sendai City. Clinical Practice and Epidemiology in 
Mental Health, 10: 184-190. 
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San Benito County Supporting Data for ACT and FACT EBP Exemptions 
Source: Supply and Demand Modeling for California's Behavioral Health Workforce - HCAI 

 



San Benito County – Clinical Need Estimate for ACT 

Provided by CalMHSA 2025 

 

 



San Benito County – Clinical Need Estimate for FACT 

Provided by CalMHSA 2025 
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