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Abstract
In September of 2020, Guan and colleagues wrote about their experience of an Assertive Community Psychiatry Program 
responding to the COVID-19 pandemic. We describe our own experience as an Assertive Community Treatment team in 
Minnesota responding to challenges of effectively and safely delivering service to clients. As the pandemic has progressed 
since last year, so has the literature, and updated references are highlighted. Common threads are woven between our experi-
ence, the experience of Guan and colleagues, and others to suggest the beginnings of a template to adapt services to a new 
post-pandemic world.
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Introduction and Background Regarding 
Assertive Community Treatment

Assertive Community Treatment (ACT) is a multidisci-
plinary, team-based approach of providing comprehensive 
individualized care outside of a formal clinical setting. ACT 
dates to the early 1970s and stems from the training in com-
munity living model developed at Mendota Mental Health 
Institute in Madison, Wisconsin (Dixon, 2000). Team mem-
bers today include a team leader, psychiatrist, nurse(s), a 
peer specialist, and social workers or case managers with 
various expertise in such areas as dual diagnosis or occu-
pational/vocational issues. Care is meant to be flexible to 
the acuity level of clients and their needs, adjusting to see 
the clients more or less based upon these needs. ACT is 

recommended as an evidence-based treatment for persons 
with schizophrenia (American Psychiatric Association, 
2019) and is also indicated for persons with bipolar disorder, 
severe depression, and dual diagnosis issues. ACT has been 
linked to outcomes such as shorter hospital stays, improved 
quality of life, treatment adherence, and patient satisfaction 
(Dixon, 2000; Spivak et al., 2019; Substance Abuse & Men-
tal Health Services Administration, 2008).

Despite well-established outcomes and recommenda-
tion for dissemination of ACT teams, availability of ACT 
teams is decreasing. From 2010 to 2016, a national survey 
collected by the Substance Abuse and Mental Health Ser-
vices Administration (SAMHSA) reported decrease in the 
proportion of facilities offering ACT. Not all facilities par-
ticipated, yet the absolute number of mental health facilities 
reporting ACT services went down from 1847 in 2010 to 
1657 in 2016. These findings were thought to have numer-
ous underlying causes including difficulty maintaining fund-
ing and staffing. The same study showed an increase in the 
proportion of facilities with ACT that offer the full array of 
required services, suggesting promotion of ACT model fidel-
ity (Spivak et al., 2019). A fully staffed ACT team incorpo-
rates a significant breadth of knowledge including important 
perspectives from such team members as a peer specialist. 
Regardless of staffing status, to our knowledge no research 
has been done regarding ACT during a pandemic.
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In September of 2020, Guan and colleagues first wrote 
(i.e., article originally appeared online) about their Assertive 
Community Psychiatry Program that included ACT. They 
discussed their experience of adapting and responding to 
the COVID-19 pandemic (Guan et al., 2021). We agree 
that little has been written about COVID-19 in community 
mental health populations, yet there has been more research 
since Guan and colleagues published their manuscript. This 
paper, informed by updated literature on COVID-19, will 
outline our experience during the pandemic while providing 
the same general framework as Guan and colleagues. We 
will integrate this information to suggest the beginnings of 
a template to adapt services to a new post-pandemic world.

COVID‑19 Pandemic Abruptly Changed 
Psychiatric Services Delivery

Coronavirus Disease 2019 (COVID-19) is a highly conta-
gious viral respiratory illness that spread across the world 
and was declared a public health emergency by the World 
Health Organization on January 31, 2020 (World Health 
Organization A, 2020) and then later declared a pandemic 
on March 11, 2020 (World Health Organization B, 2020). As 
COVID-19 spread to all 50 United States, lockdown meas-
ures were taken to reduce risk related to serious illness and 
even death from the disease. In order to avoid spreading 
COVID-19, The Centers for Disease Control (CDC) rec-
ommended measures to prevent spread of COVID-19 and 
protect health, including frequent hand washing, social dis-
tancing (at least six feet of distance between people), and 
wearing masks in public settings (Centers for Disease Con-
trol, 2020).

The uncertainty and changes brought forth by the pan-
demic resulted in concerns about mental health. A March 
2020 poll reported that 48% of Americans were anxious 
about the possibility of getting coronavirus (COVID-19), 
nearly 40% were anxious about becoming seriously ill or 
dying from COVID-19, and 62% were anxious about the 
possibility of family or loved ones being infected (American 
Psychiatric Association, 2020). Over one-third (36.1%) said 
the pandemic was having a serious impact on their mental 
health (American Psychiatric Association, 2020). Research-
ers were concerned about measuring this impact and related 
issues, such as the impact of repeated media consumption 
and health messaging around COVID-19 (Holmes et al., 
2020).

As COVID-19 impacted individual mental health, it also 
greatly changed the way services were delivered by mental 
health providers. Quarantines, lockdowns, and social dis-
tancing necessitated new approaches to service delivery, 
with some providers trying phone and video visits for the 
first time. The Centers for Medicare & Medicaid Services 

(CMS) encouraged telehealth by allowing reimbursement 
for services through common communication applications 
including FaceTime, Facebook Messenger, Google Hang-
outs, Zoom, or Skype (i.e., even if not fully compliant with 
the Health Insurance Portability and Accountability Act) 
(United States Department of Health and Human Services, 
2021). Yet evidence-based recommendations and guidance 
were lacking. ACT teams found themselves conducting busi-
ness however they could manage during a pandemic and the 
constraints it placed upon providing mental health services.

Minnesota ACT Team

A specific well-established Minnesota ACT team has been 
providing services to local clients out of a county commu-
nity health center serving a population of over 100,000 peo-
ple. The team has had fluctuation in team composition and 
client census over the years. In 2019, the team partnered 
with a local academic institution to provide psychiatric care 
by two psychiatrists. The team then quickly had a full con-
tingency of critical team elements, including a team leader, 
two nurses, two employment specialists, one dual diagnosis 
specialist, one general case manager, and one program coor-
dinator. There was also one specialized therapist trained to 
implement empirically supported therapeutic interventions 
specific to the needs of ACT clients (e.g., cognitive behavio-
ral therapy for psychosis). In 2020, the team added the final 
team member, a peer specialist. The team has most recently 
been providing services to 34 clients (i.e., although the team 
is well-established, it only recently acquired full staffing that 
will allow census to climb) 100% of which have diagnosis 
of schizophrenia, bipolar disorder, major depression with 
psychotic features, or schizoaffective disorder. Seventy-four 
percent of the clients have a dual diagnosis issue, 41% have 
an active legal issue, 15% have housing that is in jeopardy, 
and 38% are employed. Most of the clients are of low socio-
economic status with insurance from programs like Med-
icaid. Yet the local community has many resources, which 
may offset potential adverse outcomes (e.g., homelessness, 
severe drug use, poverty, etc.) that are often found in larger 
metropolitan areas.

Just a few months prior to COVID-19, the ACT team was 
assigned to new space. As the ACT model is flexible with 
many visits in the office and many in the community, as of 
March of 2020 a large percentage of client visits occurred 
in the office. That abruptly changed in mid-March of 2020 
when the local office was closed to in-person services. Most 
workers were instructed to work from home when feasible. 
Many healthcare services were for the first time provided 
remotely, except for certain in-person services such as ACT 
that were allowed to continue in person with appropriate 
precautions as they were deemed essential (i.e., services that 
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had high risk of adverse client outcome if discontinued, such 
as medication observation, injections, etc.). As the season 
was the spring of 2020, ACT team members could see cli-
ents at picnic tables outside the office, but most clients now 
needed to be seen virtually or in the community.

How a Minnesota ACT Team and Others 
Adjusted to the Pandemic

In September of 2020, Guan and colleagues wrote about 
their adaptations and innovations. They described three main 
categories: defining and maintaining essential services while 
limiting risk of contagion; promoting health and mitigat-
ing physical and mental health impacts; and promoting staff 
resilience and wellness (Guan et al., 2021). We will use the 
same three categories to compare how we, Guan and col-
leagues, and others recently have adjusted to the pandemic.

Defining and Maintaining Essential Services While 
Limiting Risk of Contagion

In Rochester, Minnesota, ACT services were still consid-
ered essential, and like Guan and colleagues, we relied on 
our best judgment in what was considered essential. In the 
beginning we had limited personal protective equipment 
(PPE), and we determined that long-acting antipsychotic 
(LAI) injections by the team nurses took priority. We had 
staff from three different agencies (i.e., the local academic 
center for the two psychiatrists, a local nurse contractor, and 
the rest of the staff working directly for the county). The 
team needed to adjust to policies by these three agencies. We 
had fewer team members than Guan and colleagues. Yet to 
minimize risk of exposure we employed the same strategy 
of having about half of the team working from home and 
the other half working from the program’s offices (Guan 
et al., 2021).

In the literature, similar responses were reported in 
Michigan when one group reported the most pertinent 
equipment needs as information technology and PPE 
(surgical and N95 masks, gloves, goggles, gowns, and 
hand sanitizer). They prioritized in-person visits to cli-
ents requiring injections, urgent psychiatric evaluations, 
or encounters regarding new and unstable conditions after 
hospitalization (Alavi et al., 2020). We similarly by con-
sensus prioritized which clients needed to be seen in per-
son, which was less sophisticated than the “risk matrix” 
approach used by Guan et al. (2021). When appropriate 
we would switch home visits to phone visits, with a small 
minority of clients having the willingness or ability to try 
connection via Microsoft Teams. Prior to every in-person 
visit, we asked COVID-screening questions (by phone if 
possible) regarding recent fever, cough, or shortness of 

breath. We decreased transporting clients except when 
critical (e.g., to get to medical appointments when there 
was no other means). Meanwhile we wore masks, kept 
our distance, and as it got warmer started seeing clients 
outside as solutions to keep in direct contact. For those few 
clients with their own cars, staff members would meet with 
the clients in separate cars in adjacent parking spaces with 
the windows rolled down.

Although we were adjusting quickly just as Guan and 
colleagues and others had to do by necessity, more recent 
literature supports what we all did. Bowman and col-
leagues reviewed responses in epidemics and pandemics 
similar to COVID-19. Recommendations as suggested 
from the review included such ideas as pivoting to non-
contact (telephone or telehealth) screening, assessment, 
and treatment where possible; or implementing home-
based interventions, allowing people to self-isolate while 
still receiving treatment (Bowman et al., 2021).

We not only had to change how we interacted with cli-
ents but also how we interacted with one another. Guan 
and colleagues noted they initially briefly suspended daily 
clinical meetings before getting into a rhythm of meet-
ings via Zoom with essential meetings conducted in larger 
rooms or virtually when possible (Guan et al., 2021). We 
similarly adjusted to a combination of in-person meetings 
(for the lesser number of employees in the office) and vir-
tual meetings first through Skype and then later through 
Microsoft Teams.

Meanwhile the work we were doing was informing 
other groups, such as case management, that worked out of 
our county community health center. Despite continuing to 
engage with clients directly when appropriate, no COVID-
19 cases were noted in our group in the first 6 months of 
the pandemic. This gave other groups more confidence 
to implement what we tried. Later in late 2020 and early 
2021, our team did have two COVID-positive clients and 
one COVID-positive psychiatrist (i.e., from a high-risk 
exposure at another hospital outside of community work). 
Each of these cases resolved with proper isolation and 
without sequelae.

Guan and colleagues were explicit about the importance 
of harnessing community resources and developing new 
collaborations (Guan et al., 2021). Along that line, it was 
difficult during the pandemic for our clients to go about 
their usual business, such as obtaining government docu-
ments or physically visiting various housing options. Our 
team helped clients navigate those issues while advocat-
ing for them. As an unexpected benefit of the pandemic, 
we noted that some clients that were struggling in their 
current housing arrangements (e.g., with complaints by 
neighbors) were given more leeway than before the pan-
demic (i.e., as there was a state-wide eviction moratorium 
in place).
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Promoting Health and Mitigating Physical 
and Mental Health Impacts

Guan and colleagues systematically prioritized the most 
vulnerable of their clients (Guan et al., 2021). We similarly 
made certain that the most acutely ill clients were prior-
itized, particularly those with disrupted routine. Loss of 
community resources was an issue for some, for example, 
who liked to exercise at the local YMCA or attend AA meet-
ings in person. We referred clients to alternative resources 
(e.g., electronic offerings) as appropriate.

Also as done by Guan and colleagues, we educated clients 
about COVID-19 in real time as new information became 
available (Guan et al., 2021). People diagnosed with a seri-
ous mental illness (SMI) generally have worse physical 
health and reduced life expectancy compared to the general 
population and there is concern that the COVID-19 pan-
demic could make things worse (e.g., due to disruptions to 
services) (Williams et al., 2021). In one study, persons with 
schizophrenia spectrum disorders were found to be nearly 
three times more likely to die from COVID-19 infection than 
their counterparts without mental illness. Having schizo-
phrenia spectrum diagnosis was found to be the second most 
potent risk factor, with age being the greatest risk factor 
(Nemani et al., 2021). The SMI population may be more at 
risk for acquiring infection due to various potential reasons 
such as not being able to fully understand the health risks 
and recommendations (e.g., due to decreasing cognitive abil-
ity and/or cognitive impairment), limited awareness of self‐
care and hygiene measures, using medication continuously, 
and difficulties with screening and/or stay-at-home orders 
(Bowman et al., 2021; Shinn & Viron, 2020; Sukut & Ayhan 
Balik, 2020; Thomson et al., 2020; Zhang et al., 2020).

As an illustration from the literature, a cross-sectional 
telephonic survey of 132 clinically stable clients with SMI 
indicated that nearly three fourth of clients did not have ade-
quate knowledge about symptoms (72%) and precautionary 
measures (64%) about COVID-19 (Muruganandam et al., 
2020). We recognized we needed to continuously educate 
clients, many of whom in the beginning were slow to adopt 
mask-wearing and social distancing. Meanwhile it has been 
suggested that providers need to balance service needs with 
infection risk, which requires adjusting social distancing 
levels in response to changes in the local conditions (Fet-
ter, 2021). We adjusted our team operations accordingly per 
guidelines issued by state and local authorities.

Guan and colleagues discussed adapting pharmacother-
apy by such measures as lengthening duration of prescrip-
tions and switching from oral antipsychotics to LAI formu-
lations when feasible (Guan et al., 2021). Initially we had 
some clients receive greater than usual quantities of oral 
medication. However, this was less of a problem for us as 
the local pharmacy mails many of the medications, and this 

mailing service was not disrupted by the pandemic. Clients 
were still able to get lab work done, as blood draws and 
similar lab work were considered to be essential services. 
There were some clients that were hesitant to obtain blood 
draws during the pandemic. We followed the recommenda-
tions from the United States Food and Drug Administration 
(FDA) and Clozapine Risk Evaluation and Management 
Strategy (REMS) to allow for flexibility in obtaining lab 
work while the clients developed a plan with the ACT for 
safely obtaining labs (United States Food and Drug Admin-
istration, 2020; Clozapine REMS, 2020).

Guan and colleagues addressed issues related to clients 
coping with stress from the pandemic (Guan et al., 2021), 
as did others in the literature. For example, an observational 
study in Italy of 205 clients with SMI indicated that clients 
were four times more likely to perceive high COVID-19 
pandemic-related stress and had two to three times higher 
risk of severe anxiety and depressive symptoms when com-
pared to non-psychiatric participants (Iasevoli et al., 2020). 
Also in Italy an observation was made that those affected by 
SMI seemed to have faced the acute phase of the epidemic 
in the same way as any other Italian citizen, that is adapt-
ing quite well given the unprecedented behavioral regula-
tions imposed by the situation (Carpinieloo et al., 2020). 
We informally polled our team members about how we 
perceived our clients’ symptoms were during the pandemic 
compared to before the pandemic. Informal polling was done 
via a voluntary and anonymous question (In general how 
severe were your clients’ symptoms during the pandemic 
compared to before the pandemic: much worse, somewhat 
worse, about the same, somewhat better, or much better?) 
by web survey completed by eight out of 12 team mem-
bers. Most team members thought our clients’ symptoms 
were about the same, with two team members rating clients’ 
symptoms as worse and one team member rating clients’ 
symptoms as much worse.

Regardless of how SMI clients and all of us adjusted at 
the beginning of the pandemic, it is natural for people to 
experience a range of negative emotions in such difficult sit-
uations. Since having sleep disturbances, irritability, feelings 
of helplessness, etc., are fairly common early in these types 
of situations, there is concern that these immediate psycho-
logical consequences need downplaying while monitoring 
for longer term concern of evolving adjustment disorders, 
anxious and depressive disorders, addictions, and post-trau-
matic stress disorder (Chevance et al., 2020). Furthermore, 
there has been concern that current public health messaging 
might be leaving out caregivers of SMI clients who are an 
important at-risk population (Eckardt, 2020). Throughout 
the pandemic we have been vigilant for stress-related symp-
toms in both clients and their families. As appropriate we 
have discussed and normalized their concerns.
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Meanwhile the pandemic has created a specific health-
promoting opportunity within our team. The Coronavirus 
Aid, Relief, and Economic Security (CARES) Act allowed 
grants for certain applications that could improve the health 
of the SMI population (United States Department of Treas-
ury, 2021). Our team was able to secure a grant to purchase 
Fitbit activity trackers. We are using these smartwatches to 
help promote regular physical activity and sleep monitoring 
for our clients as part of health promotion.

Promoting Staff Resilience and Wellness

Research regarding COVID-19 has shown that healthcare 
workers report high rates of mood disturbance and had an 
increased vulnerability to clinical mental disorders during 
pandemic settings (Sergeant et al., 2020). Thus, it was par-
ticularly appropriate that Guan and colleagues focused on 
staff resilience and wellness (Guan et al., 2021). We simi-
larly recognized staff well-being as a critical issue. Informal 
polling was conducted via voluntary and anonymous ques-
tion (What was your level of work stress during the pan-
demic as compared to before it started: much higher work 
stress, somewhat higher work stress, work stress about the 
same, somewhat lower work stress, or much lower work 
stress during the pandemic?) by web survey completed by 
eight out of 12 team members. Only one team member felt 
work stress was about the same during the pandemic as 
before it started. Most team members indicated having a 
somewhat higher work stress during the pandemic (with one 

member indicating much higher work stress). We also asked 
more general questions of team members via the same vol-
untary and anonymous web survey completed by eight out of 
12 team members. We asked, “What were the biggest chal-
lenges you had during the pandemic?” These challenges are 
catalogued in Table 1 (Biggest Challenges of a Minnesota 
ACT Team During a Pandemic). Similarly, we asked, “How 
did your work change during the pandemic?” with results as 
shown in Table 2 (How Work Changed During a Pandemic 
for Members of a Minnesota ACT Team).

Our team was intentional about recognizing these chal-
lenges and work changes as we emphasized supporting one 
another. Guan and colleagues indicated relying on the Psy-
chological First Aid model (Guan et al., 2021). We did not 
use any specific model yet focused on each other by doing a 
simple team building activity (e.g., asking team members, 
“What career would you choose if you weren’t doing this?”) 
before every meeting with responsibility for the activity 
rotating among team members. Meanwhile the team leader 
sought out an external consultant to interview team members 
and open discussion regarding what could be improved about 
the team. “Team norms” (i.e., encouraged, and unaccepta-
ble behaviors) were established that were reiterated at least 
weekly. Encouraged behaviors included: clear and timely 
communications, showing empathy with words, recognizing, 
and agreeing that we are all doing our best and we can all do 
better, working through disagreements, being accountable, 
vulnerable, and flexible. We were encouraged to approach 
work with positivity and possibility. Unacceptable behaviors 

Table 1   Biggest challenges of a Minnesota ACT Team during a pandemic

∙ Discerning what sources of information could be trusted regarding pandemic restrictions; changing guidelines
∙ Making judgments about what services are essential when deciding on direct contact and then explaining this to clients
∙ Balancing personal safety and health concerns with job requirements and client needs
∙ Finding creative ways to meet clients outside of their homes (e.g., when the weather may not allow for meeting outside)
∙ Feeling isolated at home so much and not in the office with the team
∙ Adjusting to home office and new technology
∙ Not feeling helpful as sometimes not having answers for clients and sometimes not being able to see clients in person
∙ Lack of usual self-care outlets such as travel and contact with family/friends

Table 2   How work changed during a pandemic for members of a Minnesota ACT Team

∙ Restricted team interactions meant less immediate availability for collaboration
∙ Less face-to-face client contact (even though there was more direct client contact than other local programs)
∙ Inability to transport clients at times leading to creative problem solving to help clients achieve goals
∙ Adjustment to social distancing could be difficult when meeting with clients
∙ Switch to remote working and home officing
∙ Teammates required to be more intentional about connecting with each other to foster relationships
∙ Staff meetings conducted by combination of in-person and virtual meeting platform
∙ Less going into client homes, which often could be a good excuse to encourage walking
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were noted as being passive-aggressive, failing to recognize 
others and what others bring to the team, holding resent-
ments and dominating conversations. A “safe space” was 
created to talk about stressful issues related to the pandemic 
or otherwise. As Guan and colleagues did, each meeting 
started with mindful reflections on any “positive moments” 
(Guan et al., 2021). Clear and transparent communication 
within the team was already an ongoing effort yet had added 
focus within the pandemic. There was some acknowledge-
ment that our ACT team was on the “cutting edge” of see-
ing people in the local community, fostering a sense of pro-
fessional identity. Staff also benefited from being part of 
a larger public government organization in different ways. 
Other division employees provided resource lists which were 
shared among departments, food delivery boxes were made 
available and distributed by employees on site for clients, 
and critical and public health updates were given through 
email. There were also resiliency trainings and resources 
that were made available such as a weekly email providing a 
“well-being moment” and an employee well-being resources 
page available on the intranet web site.

Lessons from the COVID‑19 Pandemic

The COVID-19 pandemic was clearly a challenge that 
affected everyone across the world and required commu-
nity mental health providers to quickly adapt to successfully 
serve their clients. The immediate response to the pandemic 
was focused on safety and preventing spread of illness. Yet 
it has been hypothesized that lengthy negative events related 
to COVID-19 cause psychological stress that consolidates 
into behavioral and emotional reactions (Pera, 2020). One 
such lengthy negative event is lockdowns, or large-scale 
movement restrictions (World Health Organization B, 2020). 
Recent studies are showing a post-lockdown acceleration 
in urgent and emergency mental health referrals, indicating 
potential long-term negative impact of lockdown on mental 
health (Chen et al., 2020). Although these findings are cor-
relational and not causational (i.e., acceleration in mental 
health referrals could also be due to other causes, such as 
availability of services at different points of time, client fears 
about attending care, difficulty traveling to appointments, 
etc.), this is consistent with what has been seen in similar 
past scenarios. A mental health-focused review of literature 
on past epidemics, natural disasters, and COVID-19 stated 
that alcohol use, PTSD, anxiety, anger, fear of contagion, 
perceived risk, uncertainty, and distrust are a few of the 
immediate and long-term effects that are likely to result from 
the COVID-19 pandemic (Esterwood & Saeed, 2020). This 
anticipation of a widespread surge in mental health need 
has enhanced interest in the potential for a new, prevention-
oriented public mental health strategy (Arevian et al, 2020).

Such a new strategy can include offering a spectrum of 
options for remote and in-person care and integration of 
digital health interventions, also helping to decrease men-
tal healthcare disparities for underserved and marginalized 
populations. (Kopelvich et al., 2021). Prior to the pandemic, 
national survey data indicated that the use of telemedicine 
services had grown in facilities providing ACT at a rate pro-
portional to its growth in all mental health facilities (Spi-
vak et al., 2019; Talley et al., 2021). Easing of telehealth 
regulations during the pandemic allowed for flexibility to 
approach recovery-oriented behavioral health services dif-
ferently (Medalia et al, 2020).

Even though barriers to using telehealth services greatly 
decreased during the pandemic, such services were not 
always practical for ACT teams. Many of the clients served 
by ACT teams have difficulty navigating the technology. It 
may help to use familiar devices such as smartphones. Yet 
there are risks for clients as they gain literacy using these 
tools, such as privacy concerns. Clients are expected to agree 
to a privacy policy written at a college reading level, and 
many clients may not fully understand what privacy details 
they are forsaking (Torous & Keshavan, 2020). Other bar-
riers to telehealth remain, such as clinician unwillingness, 
lack of accessibility for vulnerable populations, and lack of 
acceptance by many clients and clinicians (Ojha & Syed, 
2020). Most clients on our team have cell phones, yet we 
found variable acceptance to meeting by phone. Even if our 
clients have phones, often they are still hard to reach and 
assertive in-person outreach is therefore required.

An individualized approach and some flexibility may be 
required when use of virtual methods are not feasible or 
sufficient (Zhand & Joober, 2021). For example, the unique 
power of in-person interactions to foster connection and 
community integration should not be discounted (Talley 
et al., 2021). For staff with proper training, virtual methods 
can enhance care if staff members help ensure social con-
nections and reinforce digital infrastructures to reduce gaps 
in understanding. (Almeda et al., 2021).

ACT teams have traditionally provided intensive in-
person services to SMI clients. Maintaining regular con-
tact with clients can be vital in providing a sense of social 
connection and preventing symptom relapse and possible 
hospitalization (Hamada & Fan, 2020). Yet in some cases 
with SMI clients, the pandemic affected them in not neces-
sarily intuitive ways. In the literature it was stated that inter-
viewed clients with SMI have reported that the pandemic 
had a positive or neutral impact on their overall life and 
sense of connectedness (Riblet et al., 2020). Many clients 
already had a limited social network and were not inter-
ested in expanding it. In some cases, the change in social 
norms was even perceived as positive because it “normal-
ized” their own baseline behaviors (Riblet et al., 2020). In 
our experience we found a wide array of client responses 
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from similar normalizing effect to increase in depressive 
symptoms attributed to isolation. Our clients in general have 
low socioeconomic status that makes it difficult for them to 
prioritize wellness. The pandemic brought temporary addi-
tional financial supports in the form of expanded unemploy-
ment benefits (United States Department of Labor, 2021), 
supplements to the federal Supplemental Nutrition Assis-
tance Program (SNAP; United States Center on Budget & 
Policy Priorities, 2021) and Economic Impact Payments, the 
third of which was in accordance of the American Rescue 
Plan Act of 2021 (United States Internal Revenue Service, 
2021). These additional funds gave many clients short-term 
freedom and opportunity to purchase goods and services 
they would not otherwise have been able to enjoy.

Regardless we learned during the pandemic that our ACT 
team and the clients we serve have adjusted well and have 
more resilience than we may have originally thought possi-
ble. ACT team members wanted to continue to serve clients 
that in turn wanted to continue to receive high quality ser-
vices. Just like many other healthcare providers, we learned 
new technologies during the pandemic. It will be interesting 
to see how these new technologies affect the future of deliv-
ery of ACT services. Traditionally many insurance carriers 
had been reluctant to fully reimburse for telehealth services 
unless stringent guidelines were followed, which made it 
difficult for many providers to adopt new technologies for 
their clients. The barriers of disruption and learning the new 
technology have now been removed, as the pandemic forced 
many of us to adapt and learn. Issues of reimbursement may 
remain. For example, it is unclear whether reimbursement 
will continue to occur for services through common com-
munication applications (e.g., FaceTime, Microsoft Teams, 
Google Hangouts, etc.) that before the pandemic may 
not have met reimbursement guidelines. It is also unclear 
whether reimbursement for such services will occur at the 

same rates as in-person services yet possibly now payers 
will have more liberal reimbursement. Many clients have 
now experienced the convenience of video visits, which may 
make sense in certain scenarios (e.g., distance and/or time 
limitations) instead of in-person visits every time. Much of 
what we learned from the pandemic was through trial and 
error, and we have provided suggestions for those doing 
similar work in Table 3 (Suggestions from a Minnesota ACT 
Team for Those Doing Similar Work).

Limitations

Just like Guan and colleagues, our experience is based upon 
a single program, lacking in empirical data, and a large reli-
ance on informal information. In comparison with other 
ACT programs, our program is relatively small in team size 
and client census and located in a relatively small commu-
nity without the extent of homelessness, severe drug use, 
poverty, etc., that are often found in large metropolitan areas.

Conclusion

COVID-19 has forever altered the way we do our important 
work of providing care to the SMI population. In September 
of 2020, Guan and colleagues wrote that they hoped the 
response in their paper would provide helpful guidance for 
the development of organizational strategies and the iden-
tification of service areas that require targeted adaptations 
(Guan et al., 2021). We agree that a more detailed evalua-
tion of the responses and the long-term effectiveness and 
impact is warranted. Yet since we had many similar experi-
ences, we have created Table 4 (Suggestions for Services 
for SMI Clients in a Post-Pandemic World) that lists some 

Table 3   Suggestions from a Minnesota ACT Team for Those Doing Similar Work

∙ Establish mutually agreed upon guidelines for team member communication and then follow the guidelines
∙ Normalize calling on each other in the moment when help is needed for difficult decisions and client challenges
∙ Understand this is temporary although it may seem like forever
∙ Pay attention to your own self-care, knowing your limits and enjoying the little things
∙ Maintain flexibility which is natural to those on an ACT team
∙ Model good behavior for clients by following guidelines for hygiene, social distancing, and masking
∙ Take clients on walks
∙ Help clients learn new technology and learn virtual sources of support
∙ Normalize with clients our own challenges and response to uncertainty
∙ Switch primary clients on occasion to help with staff burnout and for other staff members to become more familiar with other clients
∙ Consider the essential nature of what we do in providing face-to-face services to many people who need us as they are alone
∙ Be kind to each other and recognize that other team members may have different comfort levels in providing face-to-face work during a pan-

demic
∙ Talk with clients openly and honestly regarding changing guidelines and changes in services
∙ Get support and advice from other teams doing similar work
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of the strategies in common that Guan and colleagues used 
successfully that we also used successfully. This will hope-
fully help for organizations that are continuing to develop 
their own strategies. Although the COVID-19 pandemic was 
unwanted, the silver lining for those working with the SMI 
population includes innovations and adaptations that will 
last far beyond the time when hopefully the pandemic ends. 
This is an opportunity for community psychiatry to research 
our innovations and use technology as a tool to expand our 
reach and ability to provide high-quality services to the SMI 
population.
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