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The Assertive Community Treatment Team:  
An Appropriate Treatment for Medical Disorders  
That Present With Prominent Psychiatric Symptoms
Mary E. Woesner, MD; Jeremy Marsh, MS-V; and J. Daniel Kanofsky, MD, MPH

ABSTRACT
Physical diseases are difficult to treat in 
psychiatric patients, whether they are 
comorbid disorders or mental disorders 
due to a general medical condition. The 
psychiatric symptoms are difficult to treat 
in a medical ward or clinic, and the physical 
symptoms are difficult to treat in a psychiatric 
ward or clinic. For this reason, medical-
psychiatric units have been developed but 
remain uncommon. It has been suggested 
that assertive community treatment (ACT) 
teams are a way in which to integrate 
medical and psychiatric treatments. We 
review the case of a woman with psychiatric 
symptoms caused by Graves disease 
that went untreated due to medication 
noncompliance and unmanageable 
irritability, aggression, and mood variability. 
We make a case for the use of the assertive 
community treatment team in the treatment 
of patients with mental disorders due to 
a general medical condition when the 
psychiatric manifestations are severe and 
cannot be managed in a medical ward or 
clinic.
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In the last decade, there has been continued expansion of the care integration 
movement, an effort to address the increased morbidity and mortality of 

persons with severe mental illness through the integration of primary care and 
behavioral health. Hundreds of programs have evolved and include such model 
programs as the American Psychiatric Association Gold Award recipient—the 
Harris County Hospital District Community Behavioral Health Program in 
Texas1—and others,2,3 including those that are suitable for patients with severe 
mental illness.4

Many theoretical models of integration exist, including Mauer’s 4 quadrants of 
clinical integration, based on the patient’s level of medical versus behavioral health 
needs (Figure 1).5 This concept is 1 of 4 major concepts common to all models of 
integrated care.4 In Mauer’s model, the needs of the populations in each quadrant 
advance from low behavioral health and low physical health needs (Quadrant 
I) to high behavioral health and high physical health needs (Quadrant IV). The 
complexity of the patients’ needs determines the types of services provided, with 
Quadrants I/III more likely treated in a primary care setting and Quadrants II/
IV requiring an additional specialty mental health setting. This model addresses 
serious mental health and substance use disorders and is bidirectional, eg, mental 
health/substance use treatment can be conducted in a primary care context and 
primary care can be integrated into a specialized mental health/substance use 
setting.5 Table 1 provides patient examples for each quadrant.

Another integrated health care concept that has potential for transforming 
primary care, and which has recently gained prominence, is the patient-centered 
medical home, also known as the patient-centered (or person-centered) health 
care home. The model organizes health care through a primary care provider 
team,6 with attention to general and mental health and substance use care. The 
team provides for all of the patient’s health care needs—prevention, acute and 
chronic care, and end of life services—either directly or through referrals, and 
care is coordinated across broader health care and community systems.7 There are 
currently certification standards for transitioning medical practices into medical 
homes and programs that adapt the patient-centered medical home model to 
psychiatry by partnering community health care providers with community 
mental health centers.

A widely available mode of integration is the assertive community treatment 
(ACT) team, which originated in the early 1970s at the Mendota Mental Health 
Institute in Wisconsin.8 The ACT team treats patients with severe mental illness 
who are noncompliant with outpatient treatment and, therefore, are high users 
of inpatient and emergency services. The ACT team shares many goals of the 
medical home but is a specialty mental health system that integrates medical 
care; medical homes are usually medical practices expanding into substance use 
and mental health care. The ACT team fits well into the 4-quadrant clinical 
model because the team treats patients with high behavioral health risk, without 
(Quadrant II) or with (Quadrant IV) high physical health risk. For example, 
many of the team’s patients have schizophrenia or bipolar disorder with comorbid 
cardiovascular disease, diabetes, and/or metabolic syndrome. The ACT team is 
a multidisciplinary team that provides individualized services to each client by 
going into the community or the client’s home. The ACT team provides 24/7 care 
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and continuity of care (open-ended, lifelong). The outreach 
is assertive, and the team persists in the face of failure. Due 
to a low client-to-staff ratio, the team can provide integrated 
services, including psychopharmacologic, substance abuse, 
and rehabilitative treatment; social services; and family 
services.9 Medical monitoring and collaboration with the 
primary care treatment team can be added to the integrated 
services. The presence of nurses on the multidisciplinary 
ACT team can further improve integration.10

Many of these models evolved from the need to treat 
psychiatric patients with comorbid medical conditions. There 
is a smaller cohort of individuals with medical conditions 
that imitate or exacerbate psychiatric disorders (“mental 
disorder due to a general medical condition”). Without an 
integrated approach, these patients cycle between medical 
and psychiatric treatments. With each hospitalization or 
office visit, only half of the problem is addressed.

One way to address the psychiatric manifestations of 
medical illness11–13 is to integrate treatment on an inpatient 
unit.14 Today, there are medical-psychiatric units throughout 
the country.15,16 When such a unit is not available and the 
patient remains in the medical ward or clinic, or when 
the patient is discharged from a medical-psychiatric unit, 
treatment can be difficult if the psychiatric symptoms are 
severe. An ACT team may be an appropriate treatment 
option. We report on one such case.

CASE REPORT
Ms A is a woman in her 20s who was first diagnosed with 

Graves disease/hyperthyroidism in her late teens when she 
presented with a diffuse expanding neck mass, exophthalmos, 
fatigue, palpitations, irritability, dizziness, and weight loss. 
She declined a subtotal thyroidectomy and chose treatment 
with methimazole. There was a family history of Graves 
disease but no family history of bipolar disorder.

Ms A was assigned to the ACT team at age 19 years 
following a psychiatric hospitalization precipitated by 
vaguely described irritability and noncompliance with 
treatment. While hospitalized, she was given a diagnosis of 
thyroid disease and bipolar I disorder and was treated with 
lithium; Ms A did not discuss her thyroid disease with her 
physician due to a fear of surgery. The medical disorder was 
not considered in the discharge plan, and thyroid tests were 
not reported. At the time of discharge, Ms A was refusing 
psychotropic medication but was no longer symptomatic, 
which ruled out further inpatient care. The inpatient 

psychiatrist advised the ACT team to “monitor behavior” 
and consider a resumption of psychiatric medication if her 
irritability increased.

For 2 years after assignment to the ACT team, Ms A was 
followed on a minimum of a weekly basis. She declined all 
blood work, including thyroid studies. She demonstrated 
moderate irritability but exhibited no gross hallucinations 
or delusions and complained of no sleep problems. No 
medication was prescribed.

After 2 years, Ms A was rehospitalized on a psychiatric 
unit for symptoms of irritability, agitation, and threatening 
behavior. During this hospitalization, she was diagnosed 
with Graves disease/hyperthyroidism. A β-blocker was 
prescribed to treat her palpitations and mild tachycardia. 
She was again diagnosed with bipolar disorder and was 
discharged on risperidone, valproic acid, and methimazole. 
There was no referral to an endocrinologist. Ms A adhered 
to her medication regimen during hospitalization but was 
noncompliant after discharge. The ACT team continued to 
follow her on more than a weekly basis and educated Ms 
A and her family on the nature of her condition. A strong 
alliance formed between Ms A and the team.

Three years later, at age 24 years, Ms A’s weight dropped 
substantially, and she experienced hyperphagia, hair loss, and 
moderate irritability. She was noted to be consuming large 
amounts of caffeinated soda, in the range of 432–648 mg of 
caffeine/day, exacerbating her anxiety and irritability. The 
ACT team met with her a number of times per week, and 
she agreed to have her thyroid function tested. Her thyroid-
stimulating hormone level was 0.004 μU/L, compatible 
with a flare-up of Graves disease. The ACT team arranged 
transport to a local emergency room and advocated for Ms A’s 
voluntary admission to a medical unit, where she was treated 
for a week with methimazole 10 mg/day. Given her history of 
complying with treatment only while hospitalized, the ACT 
team advocated for transfer to the inpatient psychiatric unit 
and remained involved in her care. To reduce irritability 
and encourage weight gain, 5 mg of olanzapine was given at 
night. Once her weight increased, Ms A was discharged and 
remained medication compliant for several weeks.

Soon after discharge, Ms A chose to become pregnant. 
The ACT team arranged for prenatal care, which she 
accepted, but she refused to see an endocrinologist. Her 
prenatal physician reported that, during pregnancy, she was 
euthyroid, and no thyroid or psychotropic medication was 
given. Little irritability was observed. Thyroid function tests 
taken at the time of childbirth were normal. When Ms A was 
3 months’ postpartum, her mood was euthymic, and she did 
not require medication. She continued to reside with her 
mother, and the ACT team confirmed that the mother was 
an effective primary caregiver for the child. The ACT team 
continued to monitor Ms A’s mood, weight, and pulse rate 
and remained ready to reinstitute treatment. The consensus 
of the team was that she had Graves disease masquerading 
as a bipolar disorder.17,18 This diagnosis was based on the 
temporal association between clinically significant irritability 
and abnormal thyroid function tests.
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s Hyperthyroidism can exacerbate or mimic bipolar illness. ■

When hyperthyroid and mood symptoms co-occur, the  ■
integration of medical and psychiatric treatment should be a 
priority.

A medical disorder with prominent psychiatric symptoms  ■
may benefit from treatment with an assertive community 
treatment team.
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DISCUSSION

For years, Ms A went untreated or undertreated and 
lived with subclinical or clinical hyperthyroidism, leading 
to persistent irritability and mood symptoms. She required 
psychiatric hospitalization for agitation and threatening 
behavior. She required medical hospitalization for significant 
weight loss, hyperphagia, and irritability. While hospitalized, 
Ms A was compliant with treatment but stopped medications 
following discharge. She moved between medical and 
psychiatric settings as her diagnoses and treatments changed, 
and this separation of care left the treating facilities with 
little institutional memory of her condition. In contrast,  
the ACT team had an advantage: the ACT team provided 
continuity of care and followed her through inpatient and 
outpatient treatment, maintaining records—and memory—
of her care. As a multidisciplinary team with psychiatric and 

nursing staff, the ACT team was able to identify early signs 
of hyperthyroidism, monitor compliance with methimazole 
and psychotropics, and guide Ms A into treatment before the 
occurrence of a crisis. Through its integrated services, the 
ACT team provided substance abuse groups for the treatment 
of her caffeinism, which was exacerbating anxiety and other 
symptoms of hyperthyroidism.19 Through its integrated 
services, the ACT team provided Ms A with counseling on 
safe sex practices and birth control and arranged for and 
accompanied her to prenatal and postnatal visits.

Applying Mauer’s model of clinical integration,5 there were 
times in Ms A’s course when she had both high behavioral 
health and high physical health needs (Quadrant IV); these 
patients are best served in primary care and specialty mental 
health settings. When Ms A was sick at age 24 years, the ACT 
team effected both medical and psychiatric hospitalization, 
in the absence of access to a medical-psychiatric unit.

The team also facilitated prenatal and postnatal care, 
eventual treatment by an endocrinologist, and emergency 
treatment as needed. At this point, there are no clear 
mandates for ACT teams on the extent of involvement in 
medical care. Involvement varies from team to team and 
patient to patient.

In summary, ACT team placement can be an appropriate 
treatment for patients with a medical disorder that presents 

Table 1. Patient Examples of the 4 Quadrant Clinical 
Integration Modela

Quadrant I Fibromyalgia with moderate alcohol use
Quadrant II Bipolar disorder with chronic pain
Quadrant III Uncontrolled diabetes with moderate depression
Quadrant IV Schizophrenia with metabolic syndrome
aBased on Collins et al.4

Figure 1. The 4 Quadrant Clinical Integration Modela

aAdapted with permission from Mauer.5
bPrimary care physician–based behavioral health provider might work for the 

primary care physician organization, a specialty behavioral health provider, 
or as an individual practitioner and is competent in both mental health and 
substance abuse assessment and treatment.

Abbreviations: BH = behavioral health, ER = emergency room, IP = independent 
practitioner, PCP = primary care provider, PH = physical health, SNF = skilled 
nursing facility, SPMI = severe and persistent mental illness.

Quadrant II
BH  PH  

• BH Case Manager with responsibility 
for coordination with PCP

• PCP (with standard screening tools 
and BH practice guidelines)

• Specialty BH
• Residential BH
• Crisis/ER
• Behavioral Health IP
• Other community supports

Quadrant IV
BH  PH 

• PCP (with standard screening tools 
and BH practice guidelines)

•

•
•
•
•
•
•
•

BH Case Manager with responsibility 
for coordination with PCP and 
Disease Manager
Care/Disease Manager
Specialty medical/surgical
Specialty BH
Residential BH
Crisis/ER
BH and medical/surgical IP
Other community supports
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• PCP (with standard screening tools 
and BH practice guidelines)

• PCP-based BHb

Quadrant III
BH  PH 

 

 

Physical Health Risk/Status

Stable SPMI would be served in either setting. Plan for and deliver services 
based upon the needs of the individual, consumer choice and the 

speci�cs of the community, and collaboration. 
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• PCP (with standard screening tools
and BH practice guidelines)

• Care/Disease Manager
• Specialty medical/surgical
• PCP-based BH (or in speci�c 

• ER
• Medical/surgical IP
• SNF/home-based care
• Other community supports

specialties)b

Quadrant I
BH PH 
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with prominent psychiatric symptoms. As with other types 
of patients, a history of noncompliance with treatment is a 
good reason for considering this option.
Drug names: lithium (Lithobid and others), methimazole (Tapazole), 
olanzapine (Zyprexa), risperidone (Risperdal and others), valproic acid 
(Depakene, Stavzor, and others). 
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