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* * ** * ** * ** * ** * *

We have certainly started this new year in an exciting way –
working to help Assertive Community Treatment (ACT)
programs in Japan. Gary Bond and I just returned from 2
weeks with our colleagues there who are working to establish
ACT programs. Our hosts, Oshie and Jun, as well as our
interpreters (who were also our case managers) Eri, Fumie,
and Yuriko, made our trip truly unforgettable.

Japan currently has the highest rate of  psychiatric hospital
use and is the only country whose rates have been increasing
rather than diminishing over time. They are looking for
evidence-based interventions that can help consumers live
outside the hospital and recover meaningful lives. While we
were there, we were able to meet with researchers, clinicians,
administrators, program planners, consumers, family
members, and policy makers about ACT, Supported
Employment, and recovery in mental health. We spent several
days with Japan’s first ACT team and gave presentations to
several different audiences in Tokyo and Kyoto.

ACT-J, the first ACT team in Japan, is truly a pioneering
program, establishing a foothold in a community in which
few community services are available (at least by American
standards). Supported housing options, for example, are
virtually nonexistent. Psychiatrists are predominantly
hospital-based. Despite the formidable challenges, ACT-J
has achieved moderately high fidelity, particularly in terms
of  organizational structure and staffing. Family
psychoeducation is an integral part of  their services.

Despite some important cultural differences, we were struck

by the similarities between the people we were meeting in
Japan with the ones we see here. The consumers we met
wanted the same things . . . one was planning for his new
apartment and how he was going to use his musical
equipment in a room that had few electrical outlets. Another
wanted to have a girlfriend and find other ways to be less
lonely. A mother was struggling with how to best help her
son but at the same time have her own life. The staff  also
expressed similar concerns to those we hear . . . how to
balance recovery with managing illness, how to help
consumers become more independent while avoiding
dependence on services.

The people we met were dynamic, caring, and clearly
dedicated to a shared vision of  recovery for people with
mental illness. We are honored to have this incredible
learning opportunity (and enjoyed the sightseeing, food,
and even karaoke, too). What a way to start the new year!
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I have often thought that people working in mental
health should have “hope inspiration” as a
competency. It has long been documented that
hope is an essential component of  life. Several of
Seligman’s studies intimate that the lack of  hope
can actually lead to death, despite an otherwise
physically “healthy” body. Hope is especially
important when we are challenged to overcome
obstacles in our lives. Consequently, hope
inspiration is essential to our work with consumers.

The Importance of  Hope to Recovery
Sharon Young and David Ensing’s article
“Exploring Recovery from the Perspective of
People with Psychiatric Disabilities” explored the
recovery process for eighteen mental health
consumers. In this work, they developed a recovery
model that included the initiation of  the recovery
process, which they termed “overcoming
stuckness.” The authors reported three important
steps in overcoming stuckness. They include
acknowledging and accepting the illness, having a
desire and motivation to change, and finding a
source of  hope and inspiration. Young and Ensing
noted that “the most important outcomes of  this
initial phase of  recovery appear to be the belief
that progress is possible and the desire to work
towards positive change.”

Building upon this theme, Kirkpatrick, et al. in
their article “How People with Schizophrenia

 Build Their Hope” completed a quantitative

study of  fifty-five people with schizophrenia
analyzing the associations between hope, symptom
severity, and quality of  life. The authors found that
consumers identified five main hope inspiring
strategies. Those strategies consist of  building
relationships, facilitating success, connecting to
role models, managing the illness, and educating
both consumers and the community. Zlatka
Russinova from Boston University delineates very
nicely the various types of  hope inspiring strategies
in her article, “Providers’ Hope-Inspiring
Competence as a Factor Optimizing Psychiatric
Rehabilitation Outcomes.” In that article,
Russinova outlines three types of  hope inspiring
approaches for recovery: the utilization of
interpersonal hope inspiring strategies, mobilizing
hope inspiring internal resources, and hope
inspiring external resources.

IMR as it Relates to Hope Inspiration
Hope inspiration is one of  Illness Management
and Recovery’s (IMR) core values, and it is reflected
in each and every step of  the IMR process through
review of  the consumer’s individual
conceptualization of  “recovery” with the
understanding that people do get better and lead
healthy and not-so-healthy but “normal” lives. (I’m
reflecting on the fact that I have vices and have
been told that I am relatively “normal” for a
psychologist!). The consumer is an active
participant in the development of  personal goals,
and these goals are broken down into doable
components to insure that success is facilitated.
Building relationships and including important
others is promoted and essential to the success
of  IMR. The use of  active teaching tools such as
motivational, educational, and cognitive-behavioral
approaches is woven throughout each session, and
each is an essential component to success. Topics
include specific, individualized exploration/
understanding of mental illness as a “component”
of the person, not defining the person or inhibiting
the person from achieving important goals.

Hope Inspiration via
Illness Management

& Recovery

Cont’d on pg. 3 . . .

By Tim Stultz, Ph.D., HSPP

IMR Consultant
& Trainer
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Let me reiterate my strong belief  in the power of  hope.

 I believe that hope is the most important ingredient to recovery.

 Nothing builds hope as quickly as empowerment.

 Nothing builds empowerment as quickly as having a say in your life
and working toward your own personal goals.

That is what Illness Management and Recovery is all about!
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“Hope Inspiration . . . ” cont’d from pg. 2 . . .

Meet Amanda Taylor,
ACT Center of Indiana
Research Assistant!

Up Close &
Personal

Hello, my name is Amanda Taylor. I am a
first year doctoral student in the Clinical
Rehabilitation Program here at Indiana
University-Purdue University Indianapolis.

I was born in Rock Island, Illinois and
received my Bachelor’s degree in Psychology at
the University of Illinois, Urbana-Champaign.
After graduation, I took a counseling position at
Cunningham Children’s Home, a residential
treatment facility in Urbana, Illinois. There I
worked primarily with ten adolescent boys
ranging from ages 10-16 years. These boys
suffered from an array of mental disorders, from
Autism to Gender Identity Disorder. This
experience spurred my interest in working with
people with severe mental illness and opened
my eyes to the many flaws that plague our
mental health centers. It was here that further
confirmed my desire to pursue research in hopes
of discovering ways to help increase the
functioning and quality of life for those suffering
from disabilities and mental illness.

After one year at Cunningham, a full-time
research position at DePaul University presented
itself, and I uprooted to the big city of Chicago.

At DePaul University I worked in the Center for
Community Research with Dr. Leonard Jason.
I obtained great experience working first-hand
with 24 different communities. While working
at DePaul I learned of Dr. Gary Bond and
quickly became fascinated with his research. I
have now been working with Dr. Bond for only
a short time, but I am eager to learn more from
him and the others who surround him.

My parents and my two older sisters reside
in the state of Illinois. My eldest sister has
profound mental retardation, and I have been
in and out of group homes visiting her since as
early as I can recall. I believe my experiences
in these group homes have also been the root
of my interest in improving the quality of life
for those with disabilities. I enjoy traveling to
visit my friends that I have made along the way
by living in numerous locations, reading, and
running. (The Monon Trail here in Indianapolis
is beautiful!) I have already made good friends
here, and I feel confident that I’ve made the
right school and career choice and look forward
to the few years ahead here at IUPUI and
Indianapolis.
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The Division of Mental Health and Addiction spends
about $100 million each year to provide community-
based services to over 50,000 adults with a mental
illness and 20,000 children with a serious emotional
disturbance. With all of that money spent and all of those
people served, we should be celebrating success stories
in presentations to the legislators, reporters, and
advocacy groups to whom we are speaking. We should
have a stack of successes to use. We should have a
success of the week or of the month.

We get the bad news. We get complaints to follow up
on, and we get letters that were sent to the governor.
We assume that there are great things happening, but,
as in most life situations, we spend our energy dealing
with what needs to be fixed rather than what is running
smoothly.

I began to have conversations with some people about
successes and getting them to DMHA, and I became
aware that many providers do not have a regular way
to celebrate successes that happen every day. Executive
directors do not hear about the successes and they’d
like to.

When DMHA had more staff, many years ago (more
than ten years ago), we spent much more time in the
field. It was there that we met with staff and with
consumers, and we learned first hand of those successes.
We are now more removed from the activities that can
change someone’s life. We are too far removed from
the successes.

I am searching for a way to change that. I want to design
a format that will enable providers to get the success
stories to DMHA for our use and to perhaps place on
the DMHA website for all to read. This planning is in
the very early stages, so I am open to any suggestions.

The format needs to be simple and not require

a lot of time on the part of those that will share
successes. Of course, confidentiality is paramount.
Then DMHA has to figure out how to best publish or
share those successes.

One event that got me to thinking about this was a
series of site visits I made a few weeks ago. While at
Tri-City, I had a chance to visit with their ACT team.
I mentioned how much I missed the close contact with
providers and hearing about successes. The next
several minutes were filled with one great story after
another.

The team is working with an individual that had not
gone more than three months in their adult life without
being hospitalized. That person had just completed a
year without being hospitalized, and the ACT team
threw a party for that individual to celebrate that
achievement.

A consumer was going to lose a pet because the pet
was breeding too often and the landlord was not happy.
The team arranged for a free spaying of the pet so that
the pet could stay.

The team arranged for dental restoration for a person
that had not smiled in years because of broken and
missing teeth. That person’s entire demeanor has
changed because of the re-found ability to smile.

These are not earth shattering events. But they mean a
great deal to the individuals that benefited from them.
They are events that motivate and reward the ACT
team. They are now events that I have shared with
others in this office.

Similar events are happening every day across the state.
There are wonderful events that may not be recognized
by those doing the work. And maybe those events are
not celebrated as they should be.

My goal in this is twofold. I want to get the success
stories into this office, and I want to know that those
successes are being recognized and celebrated by the
provider.

The work that is being done needs to be celebrated.
The successes that people are achieving need to be
better known inside and outside the treatment
agencies.

Celebrating
Consumer
Successes
by
Charles Boyle
Indiana Family & Social Services Administration
Division of Mental Health &Addiction
Bureau for Adults with Mental Illness & Employment

One such success story shared on pg. 5! >>>
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“My son, age 41, has been diagnosed with Bipolar Disorder. Since his first manic episode, over 20 years ago,
he has been hospitalized on at least 24 occasions, including two long-term stays at state hospital settings. His
last hospitalization was in July of  2002, and my husband and I credit that with my son’s association with Park
Center. Things are so different now. We finally can, after all these very difficult years, stop looking over our
shoulder and waiting for the other shoe to drop. The Assertive Community Treatment Team (ACT) – or
as I prefer to call it – Angels Coming Through – has literally been the salvation of  our family. With the
support of  the dedicated people on this team, our son has been stable. With their help, he now has SSI,
subsidized housing, is pursuing a job, has Medicare and Medicaid coverage, has the proper medications and
has resolved some legal entanglements. We cannot thank the ACT team enough.”

* * * * SUCCESS! * * * *

* * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * * *
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ACT testimony from “Vital Link” (v.2 i. 2), a referral source newsletter of
Park Center, which is home to one of Indiana’s ACT Teams. Thanks to this
family and Park Center for letting us share this story with others!

Hi! My name is Joy, and I work for the ACT Center of Indiana as an
Administrative Research Assistant. I have worked in the IUPUI
Psychology Department for 4 years, and I am a consumer of the mental
health system. I really enjoy being on the cutting edge of research
and development of services for consumers. I am the proud “servant”
of my cat Goldie, and she has helped me a lot and has given me a lot
of enjoyment. I was in treatment in the ‘80s and then went on
disability and couldn’t really work until 4 years ago. Working at
the ACT Center has given me a purpose to get out of bed in the
morning and has really given my self esteem a real boost. I couldn’t
ask for a better job.

  Assist

l

Administrative
e
s
e
a

h

r
c

nt

Joy
i
l
a
n

 &

Up P

r
s
o
n
a



pg. 6

During the famous Robert Wood Johnson
meeting in 1998 (Drake et al., 2001), six evidence-
based practices (EBPs) were identified. Among these
selected practices was medication management.
Despite its importance, medication management has
not been as well-researched or well-known as some
of the other EBPs, like Assertive Community
Treatment (ACT) or Integrated Dual Disorders
Treatment (IDDT). Many people do not know what
medication management is or what projects have
been conducted on it. As part of an ongoing project,
I have had the fortunate opportunity of learning more
about medication management and hope to bring
some awareness to this crucial component of mental
health service. Research across mental health care
systems (Lehman & Steinwachs, 1998) have found
that 1) management of antipsychotic medications
often do not follow evidence-based
recommendations, 2) identification and recognition
of target symptoms and side effects is frequently
inadequate, and 3) documentation of treatments and
outcomes is often deficient in medical records. As a
result of the national program to develop toolkits
for the six EBPs, the toolkit developed for
medication management was MedMap (Medication
Management Approaches in Psychiatry). The main
element of the MedMap toolkit is its set of fidelity
scales measuring prescriber and organizational
performance in the area of medication management.
The fidelity scales include interviews and chart
reviews to help assessor make accurate ratings of
fidelity. The goal is to assess the degree to which
prescribers and organizations provide 1) systematic
and evidence-based approach to medication selection
and adjustment, 2) use of quantifiable outcome
measures, 3) use of clear and specific documentation,

 and 4) consumer involvement.

For the last couple months, Dr. Gary Bond, a
fellow graduate student, Amanda Taylor, and I at the
ACT Center of Indiana have been part of a MedMap
project headed by Dr. Alex Miller in Texas. We have
been working to refine the psychometric properties
of the MedMap fidelity scales so that they are valid
and reasonable assessment tools for medication
management. Through countless teleconference calls
and e-mails, the fidelity scales have been modified
numerous times. An initial pilot study was done in
three anonymous states to ensure the feasibility of
the fidelity items. Since then, we have traveled to
those three states to train the assessors to use the
fidelity scales and also to elicit feedback for changes
on fidelity items based on their first-hand experiences
with the scales. After many revisions, we have
satisfactorily created our final versions of the fidelity
scales. They are currently being used in a study to
assess 26 sites across the 3 states in hopes that they
can eventually be used by behavioral health care
organizations to assess and guide their medication
practices at both the prescriber and organization
levels.

Works Cited
Drake, R. E., Goldman, H. H., Leff, H. S.,

Lehman, F., Dixon, L., Mueser, K. T., &
Torrey, W. C. (2001). Implementing
evidence-based practices in routine mental
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What’s going on with
MedMap?

By Jack Tsai, Research Assistant
ACT Center of Indiana
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“This ACT thing will never work.” That is what I
suspected secretly when I volunteered to be a member
of our center’s first and only Assertive Community
Treatment team. My work background is in case
management. I started as a residential case manager
way back in 1991. I started out in the most structured
program run by the Swanson Center . . . our SGL . .
. Shorewood. From there I “progressed” to AFA and
SILP. With the advent of MRO and HAPs, I moved
into traditional case management—then came ACT.

In some superficial ways, our old case management
program mimicked ACT. We went out to people’s
homes . . . sometimes. We met as a group to discuss
the clients . . . once a week. We met with the clients
to do their treatment plans . . . armed with
preconceived goals and objectives that really were
not the client’s. It took time, but I slowly began to be
won over by the ACT model. The more time we spent
with the clients, the better most of them functioned.
As my caseload went down and as the team began to
work with each client, I was able to focus more on
what the consumer wanted. Daily meetings, which
in the beginning seemed to be a waste of time, slowly
emerged as very valuable planning sessions.  It took
the entire team a while to get used to these meetings
and the necessary procedures and tools needed to
make them work, but once we did, things seemed to
fall into place. That is not to say that we are perfect,
but we are working on it.

It may have been hard for the team to get used to the
new way of doing things, but it was just as strange
for the clients. Most of our clients came out of the
case management program, and they were not used
to seeing Swanson Center people two to three times
a week. They questioned why people needed to meet
with them at home and in the community. We
explained that the program was meant to provide
optimum chances for independence and success. We
could not do this by seeing them in the office once a
week. They questioned why they needed to see the
doctor monthly. We explained and demonstrated that
by heading off severe regressions with quick med
changes and coordinated interventions, we hoped
to prevent frequent hospitalizations and the loss of
forward momentum of their progress. One of the
biggest concerns of the clients regarded them having
to receive services strictly within the ACT program.
A few of them were used to going to groups daily.
Some of them transitioned out of their individual
therapy sessions and into ones provided by ACT.
This was rough at first but has gotten better since
our staff numbers increased and stabilized.

In the end, I would have to say that the ACT model
has worked very well for the staff and clients alike.
The new ideas and methods gave everyone a chance
to improve and to learn. This never would have been
possible without the leadership and farsightedness
of people at the top like Betsy, Donna, and Norma.
Administrative support was also essential, and we
have Scott Pelath to thank for this. My boss, Dan is
the heart and soul of the Swanson Center ACT
program. With him at the helm and with the great
team that developed, we have a chance to genuinely
enhance our client’s lives and enable them to work
and function in the community that they belong to.

“Indiana ACT Insider”
Perspectives from Inside an ACT Team

Featuring: Phil Wolfe
ACT Case Manager

Swanson Center

If you are an ACT team member, ACT consumer,
and/or a family member of someone receiving ACT
services and would like to share your perspective or

success story, we would love to hear from you.

Email vpedrick@iupui.edu
OR send written correspondence via U.S. mail to

our address found on page 8 of this newsletter.
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Upcoming Events Calendar

Contact Administrative Coordinator Veronica Pedrick
for more details and registration forms!

Email: vpedrick@iupui.edu
Phone: 317-274-6735

ACT SUBSTANCE ABUSE SPECIALIST TRAINING
Trainer: Ric Kruszynski, Ohio SAMI CCOE

Dates: February 16 - 17, 2005

ACT EMPLOYMENT SPECIALIST TRAINING
Trainer: Linda Carlson, University of Kansas

Dates: March 14 - 15, 2005
These trainings were created primarily for the ACT specialists named,
but if the ACT team leader also has an interest in attending, he/she
may register. HOWEVER, it is important that the team leader NOT attend
IN PLACE OF the specialist. Registrants should be currently part of an
ACT team in Indiana.

2 Exciting Opportunities for Indiana ACT Teams!


