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In this newsletter, we will discuss the core set of evidence-based mental health services that need to be 
sufficiently available in all states to ensure that people with serious mental illness can live and thrive 
outside the walls of an institution. Below, we describe these core services and discuss the evidence 
supporting them. 
 

Assertive Community Treatment 
 

The Basics: ACT is a highly individualized 
package of services and supports devised to 
meet the day-to-day needs of a person with a 
serious mental illness living in the community. 
Services are provided by a multi-disciplinary 
team that is on call 24 hours a day to address the 
individual’s needs and may include case 
managers, housing specialists, employment 
specialists, physical therapists, occupational 
therapists, psychiatrists, psychologists, social 
workers, peer support professionals, and nurses, 
among others. 
 

The Evidence: ACT is a service with a high 
return on investment. It saves the government 
money and has repeatedly been determined to be 
one of the most effective methods of providing 
community-based care to people with serious 
mental illnesses. 1  Individuals receiving ACT 
services report improved outcomes and high 
levels of satisfaction with the service, which 
promotes housing stability and results in lower 
costs due to decreases in hospitalizations.2 
 

The Implementation: Unfortunately, ACT is 
not as widely available. The SAMHSA Uniform 
Reporting System tracks usage of ACT and 
reported that in 2016, only 40 U.S. states and 
territories provided ACT services and only 2.1% 
of public mental health services consumers 
received ACT services.3 Far more people need 

ACT services than have received them. ACT is 
designed to serve people with severe 
impairments, and most people with mental 
illness don’t require such intensive services. 
However, among people with serious mental 
illness, it is estimated that approximately 20-
40% need ACT services.4  
 

Supported Housing 
 

The Basics: Many people with serious mental 
illness rely on supported housing to live in their 
own homes within their community. Housing is 
supplemented with a flexible and 
comprehensive package of voluntary services 
designed to address each person’s individual 
needs.  These services may include, for example, 
case management, independent living skills 
training, substance use disorder treatment, help 
securing and maintaining employment, help 
maintaining housing, and home health aide 
services. To promote community integration, 
housing is typically scattered throughout the 
community (“scattered site supported housing”). 
 

The Evidence: Supported housing is a cost-
effective alternative to institutions and other 
traditional mental health housing models, 
according to cost surveys conducted in a number 
of cities and states.5  These studies and others 
have demonstrated consistently that people with 
mental illness prefer supported housing over 
congregate alternatives, and the retention rates 
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of individuals in supported housing are higher 
compared to those alternatives. 6   Supported 
housing improves housing stability and 
increases employment, while also improving 
symptomology and reducing hospitalizations, 
even for people with significant impairments.7    
 

The Implementation: Usage of supported 
housing nationwide is tracked by SAMHSA’s 
Uniform Reporting System, which identified 35 
U.S. states and territories that provided 
supported housing in 2016 but indicated that 
only 3.1% of public mental health services 
consumers received supported housing services 
that year.8 
 

Once Irene received supported housing, “it 
was easy to resume her familiar routines in 
the community. Even though her 
experiences in the adult home had sapped 
her self-confidence, she was comfortable 
shopping and cooking for herself again 
within a few days of her move into her own 
apartment. She feels lucky that everything 
she needs is a short walk away from her 
apartment, including a medical clinic across 
the street and her eye doctor around the 
corner.” 

 

Supported Employment 
 

The Basics: Supported employment refers to a 
package of services and supports aimed at 
helping people with serious mental illness get 
and keep a job, integrating them into the 
mainstream workforce. Supports are not time 
limited and are focused on the individual’s own 
vocational goals and preferences. Individual 
Placement and Support Supported Employment 
(IPS SE) is the most successful model of 
supported employment. 
 

The Evidence: IPS SE has demonstrated 
consistently impressive outcomes, 9 with some 
studies showing 60% of individuals receiving 
IPS becoming employed, compared to 23% for 
traditional vocational services, and long-term 
success, with high employment rates for people 

receiving IPS SE services 10 years later.10 IPS 
SE, much like supported housing, is also a cost-
effective alternative to traditional services. IPS 
SE reduces hospitalization as well as the 
utilization of mental health services, which 
saves states money. 11  Estimates of the 
government’s annual savings if IPS SE were to 
be more broadly adopted range from $368-550 
million.12 
 

The Implementation: Usage of supported 
housing nationwide is tracked by SAMHSA’s 
Uniform Reporting System, which identified 35 
U.S. states and territories that provided 
supported housing in 2016 but indicated that 
only 3.1% of public mental health services 
consumers received supported housing services 
that year.13 
 

With the help of supported employment 
services, Gina got a six-month job working 
for the U.S. Census, going door to door to 
encourage people who had not returned 
census forms to fill them out.  She wanted to 
try a job with a beginning, a middle, and an 
end. Gina loved the job.  She discovered that 
she was very good at persuading people, 
and really enjoyed talking with and meeting 
different people.  The sense of 
accomplishment from doing her job well, as 
well as the receipt of a paycheck, provided 
validation. When her work was done, she 
received a letter and a bonus check in the 
mail for having the most forms completed in 
the final phase of the census collection. The 
letter stated, “Your persistence and 
persuasiveness paid off; you made a 
difference in two communities.”  

 

Peer Support Services 
 

The Basics: The term “peer support services” 
covers a wide variety of evidence-based services 
designed to support people with mental illness. 
Peer support services are provided by trained 
specialists with “lived experience” in the mental 
health service system, who are able to use their 
shared experiences to connect with people with 
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serious mental illness. Peer specialists may 
perform a variety of tasks, including assisting 
individuals through the process of transitioning 
from an institutional setting to the community, 
helping individuals build their confidence and 
understand their options and opportunities, and 
helping individuals develop relationships and 
participate in the community. Peer specialists 
may also staff crisis respite centers or serve on 
supported employment teams, among other 
tasks. 
 

The Evidence: Multiple studies have found that 
participants in peer support services have fewer 
hospitalizations and improved psychiatric 
symptoms, which lowers state mental health 
costs.14 A 2003 study in Georgia also found that 
not only did peer support lead to better outcomes 
for people with schizophrenia, bipolar disorder, 
and major depression, but it did so at a much 
lower cost than traditional services. 15  Other 
studies have similarly found peer support 
services to be a cost-effective initiative.16 
 

The Implementation: As of January 2017, 42 
states and the District of Columbia have peer 
specialist training and certification programs, 
and Nevada and Colorado are developing 
programs.17  Peer support is a Medicaid billable 
service in 42 states and the District of 
Columbia.18  These are not necessarily the same 
states which have peer specialist training and 
certification programs. Alabama, Maryland, 
Nebraska, North Dakota, and West Virginia all 
have certification programs but do not cover 
peer support services under Medicaid. Alaska, 
California, Colorado, Nevada, and Vermont, 
meanwhile, cover peer support services under 
Medicaid but do not currently have peer 
specialist training and certification programs.19 
 

Mary goes to group therapy meetings. She 
has come to know the peer support 
specialists who run the groups, and she 
appreciates that they watch over her. For 
example, if Mary misses a few meetings, a 
peer will call or stop by her apartment to 
make sure she’s okay.  

 

Mobile Crisis Services 
 

The Basics: Mobile crisis teams are made up of 
a variety of mental health professionals trained 
to de-escalate individuals in the midst of mental 
health crises. Teams of psychiatric nurses, social 
workers, and/or paraprofessionals respond to 
individuals in crisis, assess them, and utilize a 
variety of techniques to de-escalate the situation. 
Mobile crisis teams divert individuals from 
hospitalization or interaction with law 
enforcement. 
 

The Evidence: A national survey found that both 
consumers and law enforcement prefer mobile 
crisis teams to police involvement and find them 
to be more effective. 20  Mobile crisis services 
reduce costs to both law enforcement and the 
mental health system and were found in one 
study to “reduce costs associated with inpatient 
hospitalization by approximately 79 percent” in 
the six months following a mental health 
crisis. 21  Other studies also indicate that they 
reduce hospital admissions and are more 
effective than hospitalization in connecting 
individuals to outpatient services.22 
 

The Implementation: While all 50 states and 
the District of Columbia have some form of 
crisis services that are financed through 
Medicaid, it is difficult to determine how many 
states specifically finance mobile crisis services 
through the program, and a 2014 report 
identified only twelve states that it could say 
with certainty funded mobile crisis services 
through Medicaid.23 Some states or localities 
may use their own funds to finance mobile 
crisis teams, but state-funded or locally funded 
programs typically operate on a very small 
scale. Regardless, it is clear that mobile crisis 
services continue to be underutilized in states. 
While the statistics are not readily available for 
programs geared toward adults, in 2015, a 
survey of mental health services provided to 
children and young adults found that of 49 
states, the District of Columbia, and Guam, 
only 60% provided mobile crisis and/or crisis 
stabilization services.24 
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