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Killaspy et al’s longer-term follow-up' to the REACT study’
replicated their original finding that ACT teams had no advantage
over CMHTs in reducing in-patient care and concluded by
questioning further investment in ACT in the UK. We found this
interesting because we have evidence for a reduction in in-patient
bed use locally, albeit using a different methodology.

The Sandwell Assertive Outreach Team has been operating for
over 5 years, serving an ethnically and socioeconomically diverse
urban population of approximately 280000. The team has
remained adherent to the Department of Health Policy Implemen-
tation Guide’ and has a mean score of 3.7 on the Dartmouth
Assertive Community Treatment Scale.* We retrospectively
reviewed our performance in terms of number of admissions
and bed-days for all 73 patients who have been with our service
for over 3 years. We compared these results with data for the same
population in a similar period prior to transfer of care to our
team. The results are summarised in Table 1.

We are conscious of a local trend for referrals to our service to
be initiated as patients relapse and therefore transfer of care often
occurs on discharge from hospital. Improvements seen in 1-year
figures may be due to a period of remission in keeping with the
natural history of the illness, but the fact that improvements are
maintained over 3 years in patients with frequent relapses would
suggest that this is less likely to be a significant factor.

A possible explanation for the reduction in bed use might be
that our assertive outreach team offers daily home treatment for
patients in relapse and at risk of admission instead of involving
the crisis and home treatment team. We are not aware of this
aspect of assertive outreach being reported elsewhere in the
literature about UK services and suggest it produces better
outcomes by preventing patients with a history of disengaging
from mental health services having to develop a therapeutic
relationship with a new team at a time of crisis.

We feel that these before-and-after findings provide evidence
to suggest that assertive outreach was locally responsible for

Table 1 Bed usage for 73 patients of the Sandwell Assertive
Outreach Team before and after transfer to the team

3 years after
Year Year 3 years assertive
prior after prior to outreach
to transfer  transfer transfer  treatment
Admissions per patient  0.92 0.48 2.39 1.21
Admissions per patient
per year 0.92 0.48 0.8 0.4
Bed-days per patient 63.6 30.5 156.7 80.1
Bed-days per patient
per year 63.6 30.5 52.2 26.7
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reducing bed usage over several years in a population previously
characterised by poor engagement and multiple admissions. Burns
et al® found that fidelity to ACT staffing practices did not explain
variation in outcome between trials and concluded that we should
research the practices of teams. It would be interesting to know
whether other services report a reduction of in-patient bed use
and whether a programme of active daily visiting with medication
in relapse played a part. We suggest that this aspect of assertive
outreach could be incorporated in future research into effective
components of the model.
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Author’'s reply: The 36-month outcomes of the REACT trial'
that ACT shows no clinical advantage over support from standard
CMHTs bemuses ACT proponents. Grewal & Cowan report
reductions in in-patient service use for ACT patients in Sandwell,
but their results are confounded by the national reduction in bed
use since the implementation of the National Service Framework
for Mental Health, a common problem with before-and-after
studies of ACT in the UK. Glover et al> showed how crisis
resolution teams reduced admissions across the country, but
ACT teams failed to impact further on this. The Sandwell ACT
team’s provision of a crisis service may therefore have influenced
their outcomes. Nevertheless, it is noteworthy that although
in-patient service use was the primary outcome in the REACT
study, there were no statistically significant differences in other
outcomes between the two treatments, including social functioning,
symptoms, needs, attitudes towards medication, adverse events,
substance misuse and quality of life.”

The lack of efficacy for ACT in the UK appears to be related to
the degree to which comparison services replicate critical aspects
of ACT.* In the REACT study, the CMHTs shared with the ACT
teams four of the seven key components: primary clinical
responsibility; community-based; team leader doing clinical work;
time-unlimited service (the others being daily team meetings,
sharing of case-loads, and operating 24 hours a day).

A consistent finding in studies of ACT is that it is more
acceptable to ‘difficult to engage’ patients than standard care, but
although UK ACT services are engaging patients, as Shetty rightly
states, they are not building on this to deliver the evidence-based
interventions likely to improve clinical outcomes. In some cases this
is due to inadequate specialist staffing, although this was not an issue
in the REACT study. A survey of 222 English ACT teams in 2003
found that only half had a psychiatrist, a fifth had a psychologist
and very few had a substance misuse or vocational rehabilitation
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