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DISCUSSION OUTLINE

1. Welcome

2. Background

a) the ATR assessment scale

b) Building the pilot on the work of others 

c) the Eastern ACT network pilot goals

3. 2019 Survey of ATR use in Ontario

a) Bridging the ATR to Team Practice and Assessments to support transitions and   
recovery

b) Team views of ATR strengths and weaknesses (innovation characteristics of the scale)

4. Use of the ATR within 2 teams (inner team setting)

5. Use of the ATR at Care System Level (outer system setting) 

6. Brief comments on use of the ATR by its developer - Gary Cuddeback

7. Discussion on how to further strengthen transition and recovery practice 



THE ATR
• Specifically designed for ACT context

• 18 Likert-scale items written to cover content 
areas:

• Service needs (e.g., he/she no longer needs 
intensive services

• Daily structure

• Stability (symptoms, behaviors, housing, etc.)

• Insight

• Independence

• Engagement and compliance

• Social support

• Complex needs (substance abuse, Axis II, 
etc.)



• NY State Transition Readiness Scale (TRS) 

• Critical Time Intervention model 

• Manhattan's ACT’s Beta: 
a) recovery measure
b) client & staff medication adherence rating 

• “ACT Lite” (Rhode Island Conceptual Model) 

• “Making a Difference: Ontario’s Community 
Mental Health Evaluation Initiative”

• “Transferring clients from intensive case 
management: Impact on client functioning” (1998)

LEARNING 
FROM 

OTHER ACT 
NETWORKS  



EASTERN ONTARIO ATR PILOT GOALS

1. Strengthen: caseload flow in ACTT, transition processes, & clinicians 
view of the recovery model

2. Shift from the idea of “ACT for LIFE”
3. The Recovery Model is not about symptoms or illness levels
4. Recognition of how ACT already works to strengthen clients’ 

networks of support in their everyday lives
5. Promote ACT teams' multidisciplinary model as a venue for practice 

research along with their knowledge of the local community and 
care systems to support transition of care

6. Use ATR with other assessments (OCAN/Recovery Plan) 



ATR Survey Snapshot 
(Nov. 2019 - May 2020)

• 68 ACT teams responded of the 79 
Ontario ACT teams

• Interviews with: Managers, Program 
Directors or Team Leads

WHO DID 
WE 

INTERVIEW?



HOW MANY TEAMS ARE IMPLEMENTING THE SCALE?

Using the ATR scale?

YES NO TOTAL

ACT Teams 
Interviewed

53 (78 %) 15 (22 %) 68 (100 %)

- Of those who responded YES, 6 teams have restarted 
using the ATR 

- Of those who responded NO, 3 teams used the ATR in 
the past but stopped and no plans to return to its use



WHERE DOES THE ATR FIT INTO YOUR WORKFLOW?

Note. ACT teams conduct the ATR assessment at different frequencies.

1 team

24 teams

1 team

12 teams

2 teams



HOW MANY YEARS HAVE TEAMS BEEN USING THE ATR 
FOR?

Note. As of 2019, this is how long ACT teams have been using the ATR for



WHO CONDUCTS THE ATR ASSESSMENT?

Of the 53 teams using the ATR:



37 teams

ARE YOU ABLE TO BRIDGE THE ATR TO YOUR INDIVIDUAL 
CLIENT RECOVERY GOALS?  

15 teams



TEAMS CURRENTLY USE THE ATR FOR THESE 
PURPOSES:

Note. Several teams responded to multiple purposes.



BRIDGING 
OCAN AND 

ATR TO 
RECOVERY 

AND 
TREATMENT 
PLANNING



INNOVATION CHARACTERISTICS 
DESIGN OF THE PRACTICE (SCALE) AND EASE OF 

USE

Teams reported both advantages and limitations
to the design and use of the ATR



REPORTED ADVANTAGES OF THE ATR 
DESIGN

Survey Respondents reported that:

• “The ATR assessment scale itself is valid”

• “Clients jump up and down on scale which is consistent 
with what we see”

• “Easy to use”

• “Quick to complete” 

• Staff say they “Love it”



REPORTED LIMITATIONS OF THE ATR 
ASSESSMENT SCALE DESIGN

Survey Respondents reported that:
• “Difficult to interpret - need a middle ground to balance between 2-3”
• “Not enough range in the Likert scale”
• “Are we sure we know what that means? - interpreting ATR correctly?”

• “Wish I had a description or anchor - making subjective decisions”
• “We often questioned the scale - redundancy of Q1 and Q18”
• “ATR is subjective - ‘gainfully employed’ - they don’t want employment” 
• “Not accurate within the French language - the questions are translated 

from English to French which doesn't make sense to the unilingual French 
language speaker”



CONCERNS WITH THE TEAM PROCESS OF 
COMPLETING THE ATR 

• “Too subjective with only one prime worker 
completing scale”

• “Based on the subjective view of person 
completing it”



REASONS TEAMS ARE NOT USING THE ATR SCALE FOR 
TRANSITION PRACTICES

• “Nowhere to transition people to; no point!”
• “When we transfer to ICM its only for a few months of support, clients 

end up back at ACTT”
• “Clinician’s view of clients on team caseload; only small percentage have 

recovered”

• “ATR isn't relevant - ACT team clientele is on average 50-70 years”
• “We use clinical outcomes like employment, client goal attainment”
• “After 5 years we may not continue because only around 1% are 

recovering”
**Reasons for not using the ATR are often related to 
existing barriers to transition**



INNER TEAM SETTING 

What factors within the ACT team inner setting impact 
likeliness of transition?

● Culture to change a practice (e.g., belief in the recovery model)
● Motivations to change current practices
● Nature and quality of formal and informal communications within 

an organization
● Knowledge of and confidence in transition services to support the 

client
● Rewards of changing practice (e.g., flow)



Transitioning Steps Taken ATR Score Client

Referral sent 54 Bill

Refusing to leave 65 Jill

Sept.21 transitioning 59 Hillary

Planning 67 Phil

Jun.21 transitioning 66 Lill

Refusing to leave 56 Millie

Nov.21 transitioning 45 Ben







Click to add text











OUTER SYSTEM SETTING

What factors within the systemic outer setting impact 
likeliness of transition?
● Organization or networks’ understanding to address patient needs and 

barriers to do this (e.g., rural vs. urban, differences in services to 
transition clients to)

● Pressure to change (e.g., hospitals want more clients on ACTT, ACTT 
waitlists)

● Level and quality of links to other organizations (e.g., how cooperative or 
competitive are connections with other services)

● External policies and incentives: (e.g., ACT model’s savings in 
hospitalization, new policy pushes by government/politicians) 



CELHIN

Assertive Community Treatment Teams (ACTT)
Quality Improvement Initiative:

ACT TOGETHER



© 2013 All rights reserved

Project Overview – Mission and Success

Increase capacity by 200 total spaces and flow within ACT 
Teams to potentially save 10,000 hospital days

Project 
Mission

Project 
Success

1. Find efficiencies and define standard practices within 
the topics of:

1. ACTT Intake & Referral
2. ACTT Treatment and Planning
3. Hospital and ACTT Relationships
4. Discharge From ACTT

2. Create MOUs to support the implementation of these 
efficiencies and standard practices for all ACT providers 
and primary stakeholders

3. Generate interest and support across the LHIN of 
these changes
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Standardizations

▪Items that created overall efficiencies and a more unified “brand” to external stakeholder groups were standardized.  The 
following items are examples of this:

▪ Letters
▪ Forms
▪ Timeframes
▪ Waitlist protocols
▪ Primary assessment tools (OCAN, ATR –to stimulate clinical discussion about potential clients for stepped care and 

improve flow yet maintain community tenure and satisfaction with service )

Recommended Best Practices

▪Items where efficiencies were best determined at the individual team level were supported by recommended best 
practices.  The following items are examples of this: 

▪ Meetings
▪ Team functioning and task allocations (including the psychiatrist)

Project Overview - Current State Findings

The majority of the basic processes within ACTT are consistent.  There are however, variation in how these steps 
are ordered, dispersed throughout team members, and conducted. 
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Early Data

Beginning April 1st, 2014



Please welcome Gary Cuddeback, 
creator of the ATR scale.



THANK YOU!

Let’s keep sharing our client transition 
and recovery practices!

CoP: https://www.eenetconnect.ca/topics?forum=act-transition-
readiness-scale-community-of-practice

Contacts:
Bill Dare Bill.Dare@theroyal.ca

Karen McLeod  kmcleod@stjosham.on.ca

Tracy Bellamy t.bellamy@pqchc.com

Roger Renaud Renaud@ontarioshores.ca

Gary Cuddeback gcuddeba@email.unc.edu
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