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Abstract: The aim of the present article was to discuss the commentary by van Veldhuizen, Delespaul and Mulder (2015) 

regarding the review by Nordén and Norlander (2014) based on five empirical articles about Flexible Assertive Commu-

nity Treatment (FACT). Veldhuizen et al. agree on that there is insufficient evidence for the effectiveness of FACT. How-

ever, van Veldhuizen et al. avoid a discussion of the lack of positive results despite extensive research during several 

years and therefore an analysis of why FACT did not fare better is missing. According to FACT it is an advantage that one 

single team spans the entire chain of care and rehabilitation, but no evidence is given for such an opinion. Instead there 

may be difficulties for the staff to shift between psychiatric care and psychiatric rehabilitation and the clients perhaps 

don’t want to encounter the same professional team during all phases of care and rehabilitation.  
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INTRODUCTION 

A commentary was presented by van Veldhuizen, Dele-
spaul and Mulder [1] regarding the critical review performed 
by Nordén and Norlander based on the five available empiri-
cal articles about Flexible Assertive Community Treatment 
(FACT) [2]. In the review we argued that the five studies 
could not show that FACT led to improvements for the cli-
ents in terms of symptoms, function, or wellbeing. The con-
clusion drawn was that at the present time there exists no 
evidence for FACT. 

We view it as a positive thing that Veldhuizen et al. in-
corporated some of our views. For example, they agree that 
”there is insufficient evidence for the effectiveness of Flexi-
ble ACT”, and that the Resource Group Assertive Commu-
nity Treatment (RACT) method with its systematic ”in-
volvement of the client’s personal network and external sup-
port services is a possible enrichment of Flexible ACT 
teams” [1]. However, at the same time the authors of the 
commentary avoid a discussion of the obvious lack of posi-
tive results despite extensive research during at least seven 
years [3-7] and for this reason an analysis of why FACT did 
not fare better is missing. This notion as well as the fact that 
an entirely new article from the Dutch group has been pub-
lished [8], makes it necessary for us to return to the discussion 
with some comments. Unfortunately the new article exhibits a 
comparable lack of clarity as the previous five studies.  
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#A commentary on ‘Flexible ACT & Resource-group ACT: Different work-

ing procedures which can supplement and strengthen Each other. A re-

sponse’ (R. van Veldhuizen, P. Delespaul, H. Kroon, & N. Mulder in Clini-

cal Practice & Epidemiology in Mental Health, 2015: 11, 12-15). 

First, however, we would like to examine a few critical 
views which Veldhuizen et al. direct at us, views which we 

perceive as lacking in solidity. For example they argue that 

we ”disregard the significant positive findings concerning 
reduced service utilization by clients” [1] in the study by 

Firn et al. [7]. We cannot agree at all. In fact we argued that 

this British study showed several interesting results and we 
even cited the descriptions of the results by the authors 

themselves. In this case the problem was that it was unclear 

what the pre-and post- conditions actually measured i. e., it 
was not clear how much standard care, assertive outreach, or 

FACT was involved in the assessments. The British authors 

themselves suggested openly that the model they imple-
mented ”is not equivalent to FACT teams in the Nether-

lands” [7]. Yet another objection from van Veldhuizen et al. 

was that the meta-analysis of RACT [9] had not examined 
the RACT model as a whole but only one or a few of its 

elements. This is not true. On the contrary, the meta-analysis 

which contains articles from the period 2001 – 2011, had 
strict inclusion criteria, one of which was that all the studies 

included were to be based on the manual of the model. An 

additional objection, difficult to understand, put forward by 
van Veldhuizen et al, to our critical review was that we sup-

posedly ”ignored the study of the relationship between 

model fidelity and outcomes” [1] authored by van Vugt and 
associates. However, it is not clear in the article [10] whether 

any FACT teams were involved. Only ACT teams were 

mentioned. Furthermore, the DACT scale [11] was used in 
the assessments of ACT fidelity, as it should be! 

THE SIXTH EMPIRICAL FACT ARTICLE 

Our review [2] examined the five empirical FACT arti-
cles published at the time. Only recently a sixth empirical 
article has been published on FACT involving three teams 
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and 372 clients. In the abstract the results are summarized as 
follows: ”Statistically significant improvements were found 
in compliance, unmet needs and quality of life…The per-
centage of remissions increased with 9 %" [8]. However, 
what should be seen as the main results did not yield a pic-
ture as positive as that. Although this time fully correct crite-
ria for remission were used but still the result was not sig-
nificant. In addition there was no significant effect for the 
well-established international instrument, Health of the Na-
tion Outcome Scales (HoNoS) on either total score or the sub 
scales Symptoms, Behavior, Social problems or Impair-
ments! Given that it turned out that three FACT teams of the 
study had good fidelity scores (in accordance with the origi-
nal FACT fidelity scale) even at the outset and that two of 
the three teams had ”excellent” results at the completion of 
the study, it is therefore possible for us to study FACT teams 
which are functioning at their best. However, it was not pos-
sible to relate fidelity scores to outcomes. The conclusion of 
our review [2] is thus still valid, i. e., FACT cannot demon-
strate progress in the treatment of the clients, in a persuasive 
way.  

THE HOURGLASS MODEL 

Even if van Veldhuizen et al. and the current authors now 
agree that there is insufficient evidence for the effectiveness 
of Flexible ACT, and that RACT may provide new impulses 
for FACT it is completely necessary to conduct a scientific 
analysis of why FACT, despite great national backing in the 
Netherlands and despite now extensive research, cannot pro-
vide better results. There is a large and exciting scientific 
question that needs to be addressed before we consider trans-
forming FACT into some kind of RACT-FACT hybrid 
which apparently some researchers are now considering. It is 
important to analyze which components are positively and 
negatively useful, respectively, in a model. In the RACT 
model, such analyses of components are currently being car-
ried out and one report has been published [12]. Given the 
relatively meagre results for FACT, it is imminent that such 
analyses are conducted even there. Here, we would like to 
raise the question whether there exists a structural problem 
with FACT. 

In the FACT manual, authored by van Veldhuizen and 
Bähler [13], the main idea emerges that one single team 
strives to follow the patient through the entire chain of care 
and rehabilitation: ”The fact that all the integrated care is 
delivered by the same team is a crucial element of FACT. 
FACT does away with the ‘revolving door’: in good times 
and in bad, the client has contact with the same team, the 
same case manager and the same psychiatrist. This is conti-
nuity of care” [13]. Even when the clients have been admit-
ted for hospital care, the FACT team is part of the hospital 
treatment and the decision for release. The team maintains 
contact with the client during the hospital stay and brings 
him/her home as frequently as possible, in the daytime or for 
a few hours. Repeatedly it is pointed out in the manual as an 
advantage that one single team spans this large field. How-
ever, in no place is anything shown suggesting a scientific or 
experiential basis for such an opinion!  

The emergency psychiatric inpatient hospital care oper-
ates under completely different assumptions compared to 

outpatient psychiatric rehabilitation. Possibly, there may be 
difficulties for the staff to shift between psychiatric care and 
psychiatric rehabilitation in a credible way, and for this rea-
son it could be that the best result is obtained if there exist 
professional specialists in both of the areas, specialists who 
have developed a close and trusting collaboration. If we look 
at it from the perspective of the client, he or she strives to 
leave the more hierarchic structure often seen in emergency 
psychiatric care. That is not the environment one needs when 
working with improving of one´s abilities and self-
confidence. It may seem inhibitory to be forced to have the 
same professional team around as during ”bad times” when 
one is set to face a new and better time! If there are built-in 
difficulties and problems with having one single team for the 
entire chain of care and rehabilitation, then there is also a 
basic structural problem with FACT, which in turn might 
possibly explain the meagre research results. 

Such a hypothesis gains support when you read about the 
so-called Hourglass model in the manual where the ”care 
workers have to switch roles all the time” [13]. The care and 
the rehabilitation are described as an hourglass with three 
separate steps that at times may overlap: (a) Dealing with 
destabilization, (b) Treatment and (c) Recovery. Judging by 
the descriptions in the FACT manual, one could suspect that 
the approach during the destabilization phase might spill 
over into the other phases. Thus, during Treatment one fo-
cuses on the symptoms and one tries to explain the chosen 
treatment to the client and his/her family and encourage the 
client to participate in the treatment. It is only during Recov-
ery the client is deemed capable of being placed in the 
driver's seat, and then the focus is on strength [13]. 

CONCLUSION 

FACT may be seen as a full scale experiment involving a 
model never tested before: in principle employing one single 
large team for the entire chain of care and rehabilitation. It 
has been an audacious and exciting project. Unfortunately, 
they did not succeed in gaining strong research results and 
the model now is in need of significant revision. It will most 
likely lead to a drift toward a traditional ACT or to some 
other ACT model such as RACT. If such a change will be 
successful, it is important first to analyze why the FACT 
model did not fare better.  

CONFLICT OF INTEREST 

The authors confirm that this article content has no con-
flict of interest. 

ACKNOWLEDGEMENTS 

Declared none. 

REFERENCES 

[1] van Veldhuizen R, Delespaul P, Mulder N. Flexible ACT & Re-

source-group ACT: Different working procedures which can sup-
plement and strengthen each other. A response. Clin Pract Epide-

miol Ment Health 2015; 11: 12-15. 
[2] Nordén T, Norlander T. Absence of positive results for flexible 

assertive community treatment. What is the next approach? Clin 
Pract Epidemiol Ment Health 2014; 10: 87-91. 



The Hourglass Model Clinical Practice & Epidemiology in Mental Health, 2015, Volume 11    157 

[3] Bak M, van Os J, Delespaul P, et al. An observational, ‘‘real life’’ 

trial of the introduction of assertive community treatment in a geo-
graphically defined area using clinical rather than service use out-

come criteria. Soc Psychiatry Psychiatr Epidemiol 2007; 42: 125-
30. 

[4] Drukker M, Maarschalkerweerd M, Bak M, et al. A real-life obser-
vational study of the effectiveness of FACT in a Dutch mental 

health region. BMC Psychiatry 2008; 8: 93. doi: 10.1186/1471-
244X-8-93 

[5] Drukker M, van Os J, Sytema S, Driessen G, Visser E, Delespaul P. 
Function assertive community treatment (FACT) and psychiatric 

service use in patients diagnosed with severe mental illness. Epi-
demiol Psychiatr Sci 2011; 20: 273-8. 

[6] Drukker M, Visser E, Sytema S, van Os J. Flexible assertive com-
munity treatment: severity of symptoms and psychiatric health 

service use, a real life observational study. Clin Pract Epidemiol 
Ment Health 2013; 9: 202-9. 

[7] Firn M, Hindhaugh K, Hubbeling D, Davies G, Jones B, White SJ. 
A dismantling study of assertive outreach services: comparing ac-

tivity and outcomes following replacement with the FACT model. 
Soc Psychiatry Psychiatr Epidemiol 2013; 48: 997-1003. 

[8] Nugter MA, Engelsbel F, Bähler M, Keet R, van Veldhuizen R. 

Outcome of flexible assertive community treatment (FACT) im-
plementation: a prospective real life study. Community Ment 

Health J 2015; 51: doi: 10.1007/s10597-015-9831-2 
[9] Nordén T, Malm U, Norlander T. Resource group Assertive Com-

munity Treatment (RACT) as a tool of empowerment for clients 
with severe mental illness: a meta-analysis. Clin Pract Epidemiol 

Ment Health 2012; 8: 144-51. 
[10] van Vugt MD, Kroon H, Delespaul PH, et al. Assertive community 

treatment in The Netherlands: outcome and model fidelity. Can J 
Psychiatry 2011; 56: 154-60. 

[11] Bond GR, Salyers MP. Prediction of outcome from the dartmouth 
assertive community treatment fidelity scale. CNS Spect 2004; 9: 

937-42. 
[12] Nordén T, Eriksson A, Kjellgren A, Norlander T. Involving clients 

and their relatives and friends in the psychiatric care. Case manag-
ers’ experiences of training in Resource group Assertive Commu-

nity Treatment. Psych J 2012; 1: 15-27. 
[13] van Veldhuizen JR, Bähler M. Manual for flexible ACT. Gronin-

gen, NL: CCAF 2013. 

 

Received: March 26, 2015 Revised: May 20, 2015 Accepted: May 20, 2015 

© Norlander and Nordén; Licensee Bentham Open. 
 

This is an open access article licensed under the terms of the Creative Commons Attribution Non-Commercial License (http://creativecommons.org/-

licenses/by-nc/3.0/) which permits unrestricted, non-commercial use, distribution and reproduction in any medium, provided the work is properly cited. 


