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E U C O M S  N E T W O R K

The first and founding principle of EUCOMS is human rights. The focus on human
rights is a fundamental principle in community mental health care: the right of
access to needs-based care in the least restrictive environment and the right to full
participation in community life. This includes civil rights, citizenship and cultural,
spiritual, sexual and political freedom.

Therefore, it is important to investigate the ethical perspective of community mental
health care as well as institutional care. Juanjo Jambrina, a member of the board of
EUCOMS explores this in this personal and well-written essay on ethical conflict in
assertive community treatment.

WHAT YOU CAN EXPECT OF EUCOMS IN THE COMING MONTHS

The webinar on Models of Care from the Learning from each other webinar series,
which was supposed to be held on the 28th of September 2022 is postponed to the
25th of January 2023. The WHO collaborating center in Lille France will present their
community mental health model, that has a strong emphasis on the protection of
human rights. We are preparing to make this a bilingual Webinar, in English and
French and invite our network in the Francophone countries.

For now I give you three Save The Dates:

March 16-18 Meeting in Siret, Romania. More information in the upcoming Newsletters.

Rene Keet, chair of EUCOMS
September 2022

 

November 30th 2022 at 19-20.30h CET

Webinar on Primary Care together with
the European Forum on Primary Care
(EFPC). We will give more information
in the October Newsletter.

January 25th 2023 at 19-20.30h CET 

Webinar on Mental health in the
community: an example of a French
service in Lille, France recognized by
WHO as a good practice.
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Assistance to people suffering serious
mental illnesses felt many centuries
into abandonment or was in charge of
religious orders that performed a
custodial function. But it has
undergone large variations in the last
two centuries since Philippe Pinel, at
the dawn of the 19th century, began
the humanization of the conditions in
which the patients lived.

Since then psychiatric hospitals were
built around the world where, in
addition to attend the most basic vital
needs of the insane began to be
tested different forms of therapy. After
World War II, it was observed that
soldiers who were treated due to
posttraumatic disorders close to the
front lines came back to battle in
better condition. 

These results motivated the same
model to be reproduced in psychiatric
care in asylums. The community
became the new destination for the
mentally ill but this time with more
arguments to stay in. Towards 1952 the
first neuroleptics were discovered and
new kinds of psychotherapy improved.

Psychiatric asylums began to be seen
as places of harsh confinement more
than treatment centers. In the United
States, the Kennedy administration
launched in 1963 the Community
Mental Health Centers Act which
planned to replace the old asylum
structure with a dense network of
mental health centers located in the
community, near to the users. 

The same happened in Europe, with
the support of the WHO: Basaglia in
1978, initiated the psychiatric reform in
Italy and with them,  The United
Kingdom, Spain, The Netherlands,
Denmark etc.

But winds of change blown by
Kennedy´s Administration failed. And
the failure of deinstitutionalization in
the USA was resounding, far superior to
the stagnation that occurred in the
rest of the world.
The mentally ill left the psychiatric
hospitals, with all their deficiencies, to
live in pensions, shelters, nursing
homes, streets, abandoned houses,
etc.

The situation generated, it has not
been well described still and a certain
layer of silence has spread over it. In
1981, Ronald Reagan culminated the
reform initiated by Kennedy: 574
mental health centers had been
opened instead of 2000 planned to
replace the psychiatric hospitals. 

The deinstitutionalization in the US had
been successful in terms of closing
large hospitals with great savings in
money: from 550,000 places in 1963,
there were 54,000 left in 2002.

The most severely mentally ill began to
populate prisons or charity
establishments without anyone taking
care of them. The professional
community, which had been so
enthusiastic about the movement to
the community was overwhelmed by
the catastrophe. 
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Ethical issues in Assertive Community Treatment

INTRODUCTION



In Europe, things were somewhat
better and the experience in the USA
helped to avoid making some
mistakes. But hardly anyone knew how
to cope with mental illness in the
community.

Thus, almost desperately, two
initiatives arose in the USA that would
change history. Both social work and
psychiatry, moved towards a
pragmatic point of view by the rising
tide of patients seeking help: initiatives
trying to provide solutions to the most
basic needs of patients:
accommodation, food, medical care,
taking of medication, etc.

Professional roles remained in the
background and it was not expected
for patients to go to a consultation.
Professionals, especially social workers,
went out to look for them in the streets. 

So, in 1983, Charles Rapp started up a
pioneering model in Kansas City.
Shortly before mid the 1970s, Mary Ann
Test and Leonard Stein had proven the
effectiveness of their Life Coaching in
Madison, Wisconsin. 

In 1981 his program was approved and
disseminated by several states under
the name of Assertive Community
Treatment (ACT) and thus spread
throughout the United States and
Canada and later, in Australia and
Europe. 

Psychiatry has recognized it as the
program that got the most for
supporting the community model.
Almost 50 years later the basics of the
ACT model remain more or less the
same. 

But its impact had been so big that the
field of play was no longer the hospital
nor the mental health center or day
hospitals: the social and working
integration of the most seriously ill
began to develop whenever possible
at home or in the usual environment
from the patients. 

This raised new questions. As a result
of the publication in 1979 by
Beauchamp and Childress of
"Principles of Medical Bioethics”, home
interventions carried out by the ACT
teams caused a continuous conflict in
the ethical field not well addressed by
now. 

And it turned out that attending the
most reticent patients at home or in
their usual environment so that they
could continue treatment, the skills
learned there are maintained over
time. And that the home is the place
where the rights of patients are most
respected.

“There is no empirical or qualitative
research to back it, so it is at our
experiential intuitive & hypothesis
levels and my experiential level.” (Alan
Rosen, personal communication, 2019)
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All professional categories are
important, but they must be present
where they can get the best results.

 Not all the interventions we carry out
are useful and not all serve the same:
teams must be trained to care for
patients as good as possible.

In the case of home interventions,
specialized nursing plays a key role.
Like social workers or occupational
therapists. And the psychiatrist, with an
essential leadership role.

1. "Diffusion of Responsibility”- A shared caseload does not mean that all team
members are equal in responsibility.

The distribution of functions in the team means that certain issues are delegated to
some professionals who must be reliable

2. Mutual confirmation bias: there is a tendency between professionals to support
each other when evaluating the results of a therapeutic plan.

3. There is a tendency to think that professionals are ethical by nature. We are facing
fantasies such as "innate abilities" and "goodness".

4. Biased search for information when problems arise. Sources are sought to confirm
us before clarifying what happened.

5. A special tendency to conformism. And to adopt the group's decision for fear of
being questioned and placed outside the group. There is a fear of being the
scapegoat.

6. Repetitive responses. “Here we have always done it this way”. Above all, because it
is the only way of coping with that problem we have used before. 

7. Fantasies of omnipotence arising from the strength of the group.

8. Weakening of responsibility in the midst of a certain environment of chaos.

And the psychologist. All professionals
working in different kinds of Home
Intervention Teams deserve a special
award. Their work is priceless. Maybe in
the future, it will be easier. But being
"front line" is hard.

Teamwork is essential in an ACT team.
It is always more supportive to make
complex decisions as a team, in a
consensual way, than alone. But
teamworking also carries biases:
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ETHICAL ENVIRONMENT OF ACT



Being ethical in teamwork requires
humility, empathy, sensitivity and a
willingness to learn alongside others. A
good professional must know his skills
and weaknesses as well as possible to
grow in his work.

In an ACT team, SUPPORT AND
PROTECTION MUST BE BALANCED WITH
THE OBJECTIVE OF GIVING AUTONOMY
TO THE PATIENT. It is a whirlwind of
relationships in the midst of which we
must help someone learn to swim at
the time because of illness was unable
to do so. This is like an adoptive family.

The main ethical conflicts arising in
ACT teams are:

1. CONFLICTS OF AUTONOMY

Empowerment vs abandonment
care vs. control

Respect for autonomy versus control

2. PRIVACY AND CONFIDENTIALITY ISSUES

3. CONFLICTS OF DUTIES

4. ASSERTIVENESS VERSUS COERCION

Living on your own with active
psychosis and problems in social
functioning?
Living in a psychiatric hospital?
Living in the community without
psychosis with a structured
treatment?

What is better about helping patients?

The answer is subjective

Which option is the least intrusive and
the one that most helps the patient to
fulfil their wishes and live the desired
life?

What is the impact of a severe and
persistent mental illness on the
competence to defend and evaluate
one's interests?

The great challenge is knowing how
and when to intervene with patients
with variable decision-making
capacity or without any insight, as well
as the impact on their autonomy.

It is an exercise both in art and in
phenomenological training: Because
there are subtle deficits, difficult to
appreciate, but there are other deficits
that are obvious.
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9. Role´s confusion: Flexibility can lead to a dangerous diffusion of intervention limits.

10. There is a tendency to protect colleagues with fewer abilities to cope with patients.



The staff is usually so concerned about
issues such as avoiding violent
situations or those that imply a
worsening of the social situation of
certain patients that issues such as
confidentiality or other ethical
requirements become bureaucratic
finesse.

It is common that in tense situations
and with the risk of violence, ACT
answer is a greater control and
paternalism.

Usually, all of the above is a source of
tension in ethical approaches between
the team perspective and the
personal perspective.

Patients usually join ACT teams due to
social needs, but being hooked up with
the team means that they have to
follow treatment plans.

And vice versa, in situations of
contempt or verbal insults, ACT teams
usually continue assisting these
patients. Threats of non-psychotic
physical violence or any situation of
violence should carry on a break in the
patient´s follow-up.

But despite repeated dropouts, the
ACT team usually agrees to readmit
these patients again.
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”FAMILIARITY REDUCES CERTAIN FREEDOMS”

High frequency of face-to-face contact between staff and patients... the knowledge
of their private life may be extensive.
The staff has access to activities restricted to family or friends.
ACT teamwork is direct, assertive, repeated.

The severity of the illness deteriorates patients´ "insight" and their ability to take
decisions by themselves.

WHY ARE ACT TEAMS A FERTILE SOIL FOR ETHICAL CONFLICT?

The challenge: balancing the needs
and safety of the community with the
needs and safety of the individual.
ACT team staff must juggle both
perspectives while maintaining a
therapeutic alliance.

"Our experience teaches us that the
road to independence is through a
period of healthy and supportive
dependency. 

After all, we all became adults by
slowly gaining our independence from
our parents." 

"We talk about development, not about
envelopment", explained Burns and
Firn, many years ago.

ACT: AN ASSERTIVE OR COERCIVE MODEL?
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21 patients and 24 staff members
participated. With one exception,
patients uniformly said they did not
believe their ACT team was coercive or
went too far in pressuring them to
comply with treatment.

It was the staff who seemed more
worried about the dangers of
developing coercive behaviours.

This preliminary series of focus groups
with patients and staff members of the
ACT teams revealed little evidence of
significant use or perceptions of
coercion. Instead, both patients and
staff reported that supporting patients
and building relationships with them,
were the preferred mechanisms for
getting treatment objectives.

This study suggested that ACT is not
an inherently coercive model for
mental health services.

So we can move on…

The continuous contact with the
patient in an ACT team gives,
especially to clinicians, a privileged
place of observation to act correctly in
those situations and to be a support
so that whoever arrives lacking in
affectivity or with relational problems
could grow until reaching a more
prudent and competent judgment.

Thus, assertive community treatment
(ACT) has become one of the pillars
for caring for people with serious
mental illnesses.

But as we underlined, ACT is not free
from criticism, especially focused on
the use of "coercive" techniques with
patients.
Thus, some professionals argue that
"ACT is very much a euphemistic label
for coercion."

Despite substantial interest in coercive
aspects of ACT, no study has focused
specifically on understanding the
phenomenology of the use and
experience of “leverage” or “leverage”
in ACT.

The main study by now was done by
Paul Applebaum in 2008. Staff and
patients from 4 ACT teams in
Manhattan were recruited to
participate in focus groups that
explored their experiences and
opinions on the use of leverage in ACT
practices.

Juanjo Martínez Jambrina, Member of the EUCOMS Board
Director of the Mental Health Clinical Management Area

Avilés, Asturias, Spain
September 2022

 



OUR PARTNERS' EVENTS

CLICK HERE TO REVIEW THE PREVIOUS WEBINARS
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DO YOU WANT TO BECOME A PARTNER?

CLICK TO JOIN OUR NETWORK
CLICK TO SUBSCRIBE TO OUR

EMAIL NEWSLETTER

That is possible! Becoming a partner or collaborator is open for individuals and
organisations that provide or support services for people affected by mental
illness. For more information and to register please click the link below.

Copyright © 2022 EUCOMS Network. All rights reserved.

Our mailing address is:
info@eucoms.net

Find us on social media:

RESILIENCE AND RECOVERY
SPLIT, CROATIA

THE CARE NETWORK

06-07 OCTOBER

Our Future Webinars

PRIMARY CARE
EUCOMS & EFPC MENTAL HEALTH IN THE COMMUNITY

30 NOVEMBER 19:00 - 20:30 CET 25 JANUARY 19:00 - 20:30 CET

OUR PARTNERS' EVENTS

https://www.youtube.com/channel/UCQIXpGtsAAXQWFyMGpJP9_w/videos
http://www.facebook.com/eucomsnet
http://www.twitter.com/eucoms
https://www.linkedin.com/company/eucoms-network
http://www.eucoms.net/
https://www.thecare-network.com/network-event-2022
https://us06web.zoom.us/webinar/register/WN_XoqHC3bxRx2_EiXyMmQRew
https://us06web.zoom.us/webinar/register/WN_oaynFrJxQ36Pi0FQB8wvug
https://www.youtube.com/channel/UCQIXpGtsAAXQWFyMGpJP9_w/videos
https://www.youtube.com/channel/UCQIXpGtsAAXQWFyMGpJP9_w/videos
https://eucoms.net/join-us/
http://eepurl.com/hwY6-f
https://www.thecare-network.com/network-event-2022
https://www.thecare-network.com/network-event-2022
https://www.thecare-network.com/network-event-2022
https://www.thecare-network.com/network-event-2022
https://us06web.zoom.us/webinar/register/WN_XoqHC3bxRx2_EiXyMmQRew
https://us06web.zoom.us/webinar/register/WN_XoqHC3bxRx2_EiXyMmQRew
https://us06web.zoom.us/webinar/register/WN_oaynFrJxQ36Pi0FQB8wvug

