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Uncovering the Intricacies of the Clinical Intake
Assessment: How Clinicians Prioritize
Information in Complex Contexts
Margaret M. O’Neill Smith College
Ora Nakash Smith College

A B S T R AC T Objective: Based on a single intake interview, mental health clinicians
must distill their assessment to brief statements reflecting essential information.
We explored how clinicians organize and prioritize the clinical information they
collect during the initial assessment of their clients. Method: We conducted in-
depth semistructured interviews with a convenience sample of 38 clinicians in
four community- and hospital-based mental health clinics in Israel. Clinicians were
interviewed immediately following an intake sessionwith 117 clients andwere asked
about the client’smain problem, evaluation process, rapport with the client, and role
of sociocultural factors in assessment. We identified primary themes across in-
terviews. Results: Clinicians prioritized a psychiatric diagnosis based on DSM-5 cate-
gories, followed by psychological processes and family and social relationships. Less
than a third of clinicians (29.1%) viewed sociocultural and socioeconomic factors
as important in discerning expressions of distress. Conclusions: Our findings raise
questions about how the structured expectation of diagnosis may influence how
clinicians gather and prioritize information.

K E YWORD S : assessment, mental health intake, culture, psychiatric diagnosis,
socioeconomic

doi: 10.1086/715439

C
linical records of intake sessions in mental health settings are largely in-

formed by themedical model and reimbursement structures. Based on a sin-

gle interview, mental health clinicians (hereafter referred to as clinicians)

must distill their assessment process to brief statements reflecting essential informa-

tion. The information clinicians collect during the intake often includes, but is not

limited to, presenting issues, brief history of these concerns, source of referral, men-

tal status, cursory treatment history including current medications, and a differen-

tial diagnosis based on the Diagnostic and Statistical Manual of Mental Disorders, Fifth
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Edition (DSM-5; American Psychiatric Association, 2013) and the International Classi-

fication of Diseases, Tenth Revision (ICD-10; World Health Organization [WHO], 2016;

Nakash et al., 2015a, 2018; Rosen et al., 2017). Despite the importance of the assess-

ment process, little is known about how clinicians process and prioritize the infor-

mation they gather during the assessment process. There are no empirical studies

addressing these questions to date.

Because the initial interview in community- and hospital-based mental health

clinics guides the direction of treatment planning and intervention, implications

for client retention and care are substantial. For example, studies have documented

that close to 30%of individualswhodropout of treatment do so after the intake inter-

view, and among minorities these estimates are higher (Nakash, Nagar, Danilovich,

et al., 2014; Olfson et al., 2009; Shim et al., 2017). Given the limited time and high

level of diagnostic uncertainty that characterizes the mental health intake, under-

standing how clinicians consider the information gathered during the intake session

to conceptualize their understanding of the client’s main problem is of interest.

Literature Review

The Intake Interview
The intake interview involves gathering and organizing complex information (Jor-

dan & Franklin, 2016; Nakash et al., 2009, 2015b; Sommers-Flanagan & Sommers-

Flanagan, 2017). Clinicians across disciplines are trained in the skills and art of

clinical and diagnostic interviewing with varying emphases. Common tasks include

explaining the purpose andflowof the clinical interview and clinician role; building

rapport with the client (individual, couple, or family); listening reflectively and ac-

tively, asking questions in a manner that is respectful of the client’s vulnerabilities;

exploring client strengths and coping patterns in relation to adverse circumstances;

inquiring about clinical symptoms to informdiagnosis (DSM/ICD); observing commu-

nication and behavior patterns; ascertaining the client’s understanding of the cur-

rent concerns; gathering personal, medical, and family history; and identifying social

support, school, and employment experiences ( Jordan & Franklin, 2016; Sommers-

Flanagan & Sommers-Flanagan, 2017). Inmost clinics in Israel, as influenced by com-

mon practices in the United States and other Western approaches, providers must

also determine the presence of a psychiatric diagnosis based on psychiatric diagnos-

tic manuals (DSM/ICD; Carlat, 2017; Frances, 2013a; Hersen & Thomas, 2007; Jenkins,

2007; Jordan & Franklin, 2016; Nakash et al., 2018; Nordgaard et al., 2013; Sommers-

Flanagan & Sommers-Flanagan, 2017).

There is much to achieve during the intake interview during a limited amount of

time, and the stakes are high for clients. Accurate diagnosis and clinical formulation

determine access to and direction of treatment planning, interventions, and related

outcomes.When the intake and diagnostic assessment process goes awry, clientsmay
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not receive appropriate interventions, reducing the possibility of positive outcomes

and in some cases increasing risk of harm (Frances, 2013b; Harkness, 2011; Jordan &

Franklin, 2016; National Collaborating Center for Mental Health, 2011; Sommers-

Flanagan & Sommers-Flanagan, 2017; Wallen & Lorman, 2008).

Social workers comprise the majority of clinical mental health service providers

in community- and hospital-basedmental health clinics inmanyWestern countries,

including theUnited States and Israel (Heisler, 2018). Although training orientations

differ across mental health providers’ disciplines with some overlap, social workers

are generally trained in a person-in-environment perspective, psychologists focus

on individual and psychological functioning, and psychiatrists develop specialized

knowledge regarding biological andneurological processes to informdecisions about

pharmacological interventions (Heisler, 2018). Such distinctions diminish in the

context of community- and hospital- basedmental health clinics, particularly in the con-

text of the intake interview, where a common set of requirements often guides the

intake process across disciplinary differences.

The Role of Sociocultural Factors in the Intake Session
The role of social determinants ofmental health (including sociocultural, economic,

and political factors) in mental health disparities has been well documented (Brave-

man et al., 2011; Shim & Compton, 2018; WHO, 2014). It follows that such factors

wouldbe of prime importance indetermining clinical understanding during amental

health assessment in the intake session. However, the individual medicalized model

of mental health assessment central to Western perspectives of mental health and

illness (Summerfield, 2000) emphasizes evaluation of psychopathology as expressed

through clustering of symptoms and their interferencewith an individual’s capacity

to function. Thesemedicalizedmodels are further supported by the influence of third-

party reimbursement structures, including government supported care (Pickersgill,

2013). These perspectives shape the assessment process and, to an extent, may limit

attention to sociocultural factors.

It is generally acknowledged that experiences of mental health conditions do not

exist in isolation; rather, these experiences interact with the context of the social

world ( Jordan & Franklin, 2016; Lund et al., 2011; Whomsley, 2018). Risks and vul-

nerabilities are intertwined across systems throughout an individual’s development

and include social, cultural, economic, societal, and political environmental forces.

Included in the term sociocultural context for this paper, these forces include but are

not limited to poverty, lack of educational opportunities, stigma and associated prej-

udice and discrimination, violence and abuse, social and economic inequities, struc-

tural disparities associatedwith intersectional social identities andgroupmembership,

and exposure to political violence (Allen et al., 2014; Lund et al., 2011; Patel et al.,

2010). Deleterious sociocultural forces can lead to personal isolation, sadness and de-

pression, anxiety, loss and grief, psychological trauma, and heightened experiences
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of untreatedmental health conditions (Patel et al., 2010;WHO, 2013, 2014). Exposure

to these risk factors is disproportionately high in socioeconomically disenfranchised

groups, including those who are poor and living with mental health conditions (Lund

et al., 2011; National Collaborating Center for Mental Health, 2011; Patel et al., 2010).

Resilience and holistic models speak to the capacities of individuals, families, and

communities facing adverse circumstances and emphasize the power of capacity

(Miller, 2012; Miller & Pescaroli, 2018; Vindevogel et al., 2015; Whomsley, 2018). Yet,

the intricate systemic and structural sociocultural, economic, and political forces

affecting the lives of people living with serious mental health conditions are im-

posing. A person’s sociocultural context may further impact what they report, what

the clinician asks them to report, and how the clinician interprets the information

provided (Burgess et al., 2004; Rosen et al., 2012). Sociocultural context (including

social class, educational level, gender, age, and role expectations, among other fac-

tors) provides meaning to what a person regards as “normal” for others with similar

backgrounds (Nakash et al., 2009). Cultural values include expectations about age,

gender, family dynamics, and beliefs about health and health care—all poten-

tially affecting information exchange during the clinical interview. It follows that

assessment of sociocultural factors should be embedded in the intake assessment

process.

This qualitative study aims to expand our understanding of the assessment pro-

cess undertaken by clinicians during the mental health intake and identify what

informs the diagnostic decision-making process. Specifically, our research question

investigated how clinicians organize and prioritize the multifarious information

gathered during the intake session to inform their understanding of a client.We ex-

amined which factors (e.g., symptomatic/diagnostic, psychological, relational, occu-

pational, sociocultural) clinicians considered and how they applied these factors to

understand a client during the intake assessment process. We explored clinicians’

prioritization in the context of the need to determine a psychiatric diagnosis while

also considering the complex contextual realities of their clients’ lives.We conducted

117 in-depth interviewswith 38 clinicians immediately following their intake session

with a client presenting for a new episode of care in community- and hospital-based

mental health clinics.

Method

Approach and Setting
The study was conducted October 2012–April 2013 in three community-based and

one outpatient hospital-based mental health clinics in three large cities in Israel. All

participating clinics provide free mental health care to a socioeconomically diverse

populationwithuniversal health care coverage (Nakash, Nagar, & Levav, 2014;Nakash

et al., 2018). Client population characteristics and the services provided were
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similar across all clinics. At each clinic, clients were consecutively assigned to clini-

cians based on clinician availability. Of note for this study, clinicians did not follow a

standardized structured or semistructured intake interview protocol. Common prac-

tice in each of the clinics was to use an open approach to questioning and exploring

information in intake interviews (Nakash et al., 2018).

The primary goal of the intake session at all participating clinics was to thor-

oughly assess the client and gather information about the presenting problem and

psychosocial history of the client to inform the diagnosis and treatment plan. In-

take sessions in each of the settings typically last approximately 50 minutes, though

they are subject to time constraints depending on provider caseload. Intake visits

in the current study ranged from 14 to 99 minutes (M 5 51.5, SD 5 17.8). Following

the intake session, each intake assessment was discussed with the clinical team to de-

velop a treatment plan that could include psychotherapy (including different treat-

ment modalities tailored to client’s presenting problem, such as cognitive behavioral

therapy, psychodynamic therapy, crisis intervention, group therapy, and family and

couples therapy) and psychopharmacology or a combination of interventions. The

intake clinician is not expected to become the therapist for the case. Approaches to

mental health assessment in Israel are like those used in the United States and other

Western countries.

Recruitment and Sampling
We conducted 117 in-depth semistructured interviews with a convenience sample

of 38 clinicians. Clinicians were recruited through informational meetings con-

ducted on site with the study principal investigator (second author). To augment

representation, there were no exclusion criteria for clinicians participating in

the study. Five clinicians chose not to participate. Clinicians were interviewed im-

mediately after completing an intake interview with 117 distinct clients. A limit of

five intakes with individual clients was established to allow for a diverse range of

intake interviews. Approximately half of the clinicians interviewed had one client.

On average, we interviewed clinicians three times (SD 5 1.6) based on three individ-

ual clients. For client participants, we imposed minimal exclusion criteria that in-

cluded active suicidality or psychosis.

Table 1 presents the sociodemographic and clinical characteristics of the cli-

nician and client participants in the study. Clinicians were Jewish and predomi-

nantly female (84.2%), 28–64 years of age (M 5 45.2, SD 5 10.8), and born in Israel

(57.9%). Clinicians were social workers (47.4%), psychologists (36.8%), and psychi-

atrists (15.8%), with 78.0% having more than 5 years of clinical practice experience

(M 5 14.6, SD 5 11.6). Clients were Jewish and mostly female (68.0%), 19–81 years

of age (M 5 41.6, SD 5 16.3), born in Israel (70.4%), and ethnically diverse. Of cli-

ents, 63.6% had 12 years or less of education, 60.8% were unemployed, and 70.0%

reported an annual income less than $15,000 US.
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Table 1
Sociodemographic and Clinical Information for Client and Clinician Study Participants

Sociodemographic Variables

Clients (N 5 117) Clinicians (N 5 38)

% (n) % (n)

Gender
Male 31.2% (36) 15.8% (6)
Female 68.0% (81) 84.2% (32)

Age [years; M (SD)] 41.6 (16.3) 45.2 (10.8)
Country of birth
Israel 70.4% (82) 57.9% (22)
Other 25.6% (30) 42.1% (16)

Relationship status
Single 39.2% (46) –

With longtime partner, not married 3.2% (4) –

Married 24.8% (29) –

Separated/divorced 26.4% (31) –

Widowed 5.6% (7) –

Education [years; M (SD)] 12.5 (3.2) –

Currently employed
No 60.8% (71) –

Yes 38.4% (45) –

Household income1

Much below average 52.0% (61) –

Below average 12.8% (15) –

Average 16.0% (19) –

Above average 11.2% (13) –

Much above average 0.8% (1) –

Religiosity
Secular Judaism 40.8% (48) 71.1% (27)
Traditional Judaism 32.8% (38) 15.8% (6)
Religious Judaism 16.8% (20) 10.5% (4)
Orthodox Judaism 4.0% (5) 2.6% (1)
Other 4.0% (5) (0)

Ethnicity
Mizrahi (Middle East/North African descent) 51.0% (60) 2.6% (1)
Ashkenazi (Europe/North American descent) 29.6% (35) 73.7% (28)
Ethiopian 0.8% (1) (0)
Russian (former Soviet Union) 4.0% (5) 2.6% (1)
Mixed ethnicity 8.8% (11) 15.8% (6)
Other 2.4% (3) 2.6% (1)

Discipline
Psychiatry – 15.8% (6)
Psychology – 36.8% (14)
Social work – 47.4% (18)



Data Collection
Clinicians were interviewed immediately after completing an intake interview

with 117 distinct clients. Interviews took place in private rooms in the clinics. Cli-

nicians and clients received $30 U.S. dollars (equivalent in Israeli currency) for

their participation in the study.

Clinicians were asked about their understanding of the client’s main problem,

evaluation process, rapport with the client, and views of sociocultural factors in re-

lation to the assessment. Three trained clinical psychology graduate students who

received weekly supervision from the principal investigator conducted all inter-

views following the semistructured interview protocol (see the Appendix, online).

The semistructured interview protocol guided the interviewers, who were free to

shift the order of questions to allow the interviewee to emphasize areas as they

chose. All clinician interviews included a specific probe regarding the role of the

sociocultural context in the client’s assessment (i.e., “Some providers find the so-

cial, cultural, and racial background of the patient an important part of the intake

process and the diagnostic assessment while others do not. What did you perceive

was the patient’s social, cultural and racial background, and how did it influence

the diagnostic assessment of this patient?”). Interviews were audiotaped, lasted

approximately 30 minutes (range 5 27–36 minutes), did not include identifiers,

and were transcribed and edited by professional services. All interviews were con-

ducted in Hebrew. Selected quotes that were most illustrative of the themes and

representative of the different disciplines were translated into English by the same

professional service and reviewed by the second author, who is bilingual (Hebrew/

English). Institutional ethics committees at each participating clinic approved all

aspects of the study, and all clients and clinicians completed informed consent

prior to participation.

Table 1 (Continued)

Sociodemographic Variables

Clients (N 5 117) Clinicians (N 5 38)

% (n) % (n)

Level or expertise
Licensed – 65.8% (25)
Trainee – 34.2% (13)

Years of experience after training [M (SD)] – 14.6 (11.6)

Note. Numbers do not add up to 100% due to missing data.
1Mean household income in Israel is approximately $4,000 US per month.
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Qualitative Analysis
We used ATLAS.ti (Version 7) to perform a thematic analysis (Braun & Clarke, 2006)

to identify major themes in clinicians’ accounts of their assessment process during

the intake visit. The research team that coded the data included three graduate stu-

dents in clinical psychology under the supervision of the study principal investiga-

tor. Teammembers were Jewish women, native Israeli, fluent in Hebrew, and from

different ethnic groups.

The qualitative analysis involved six steps (Braun & Clarke, 2006). First, we be-

came familiar with the data by reading and rereading the transcripts.We developed

a codebook, which included large bucket themes developed in Steps 2–4. In Step 2,

we performed open coding by independently reading the accounts line by line to

identify codes; afterward, we grouped and labeled key categories. In Step 3, we sep-

arately reread the accounts toperformaxial coding to identify the relationshipamong

categories and organize them into themes. We then integrated the information in

each theme to draw a coherent representation of the material (Step 4). During Step 5,

themes were refined and relationships among them were developed clearly. We

ensured that themes responded to our research questions. In Step 6, a narrative

was constructed describing how themes built upon each other. Development of

the codebook took approximately 3 months and was formalized when we reached

saturation. Codebook development was based on 15% (n 5 25) of the interviews,

which were randomly selected. We examined interrater reliability for the thematic

coding usingATLAS.ti,which allows comparison across coders of selected transcripts

and provides a measure for interrater reliability (i.e., kappa statistic). Once we es-

tablished interrater reliability, all remaining interviews were coded using the code-

book. We organized information in the data corpus under the emerging themes. In

addition, we allowed data extracts to be placed undermore than one theme depend-

ing on their relevance to the content of the thematic category.

The teammet weekly throughout the analysis process. Team discussions focused

on the developing coding scheme to ensure consistency between coders and validity

of the emerging findings. Analysis was inductive, with themes and codes emerging

from participants’ narratives and not from preconceived codes or categories. The

team continuously reviewed questions related to coding and considered new codes

if the need emerged (under the themes identified in the codebook).Weused constant

comparison to examine relationships within and across codes and categories. Team

meetings also included an open invitation for reflexivity, and team members were

encouraged to reflect on sources of potential bias stemming from their intersecting

social locations. Much of the reflection was grounded in the coders’ evolving profes-

sional development andpersonal lenses. Examples of critical reflection regarding the

coders’ thoughts and experiences of coding the interviews included the importance of

listening to clients, particularly in relation to understanding suffering and pathol-

ogy in context; exploring thoughts about judgments and assumptions regarding
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what is culturally normative and what represents psychopathology in context; under-

standing familial relationships in cultural context; and the role of loss, etc. When dis-

agreement regarding coding arose, the source of the discrepancy and coded sections

were reviewed again until consensus was reached (Corbin & Strauss, 2008).

The potential for coders’ drift wasmanaged by assessment of interrater reliability

of transcripts at selected intervals. All raters coded two additional randomly selected

tapes after coding 25% (n5 30; j5 0.82), 50% (n5 60; j5 0.7), and 75% (n5 90; j5

0.70) of the total recorded interviews. Overall interrater reliability among all three

raters across different time points was good (j 5 0.72).

Results
Clinicians reported a rich, complex information-gathering process that guided their

clinical assessment. Although a biopsychosocial model of assessment was affirmed,

the organization and prioritization of information described suggests centrality of a

psychiatric diagnosis based on DSM/ICD categories. Clinicians endorsed the follow-

ing primary themes, presented in order of significance (determined by prevalence):

• Clinicians largely endorsed the DSM diagnostic system (n 5 114, 97.4%),

with approximately a third of the clinicians (n 5 30, 25.6%) identifying lim-

itations of the DSM system and others favoring general over criteria-based

questions.

• Most clinicians expressed the importance of psychological processes (n 5 96,

82.1%), including emotional (n 5 66, 56.4%), behavioral (n 5 51, 43.6%), and

cognitive (n 5 31, 26.5%) processes.

• The quality of family and social relationships was also prevalent (n 5 79,

67.5%) and revealed client capacities, vulnerabilities, risks, and patterns,

which informed the diagnosis and conceptualization of the client’s main

problem. Clinicians viewed relational trauma, including childhood exposure

to violence (n 5 13, 11.1%) and death of a loved one (n 5 14; 12.0%), as spe-

cifically informative.

• Close to one third of the clinicians identified information from other sources,

including medical charts (n 5 37, 31.6%) and the referral source (n 5 16,

13.7%), as important.

• Less than a third of clinicians viewed sociocultural factors (n 5 34, 29.1%) as

important in discerning expressions of distress, and even fewer affirmed so-

cioeconomic factors (n 5 29, 24.8%) as important. Of those who did affirm

sociocultural context as important, these factors were noted as particularly

relevant for immigrants.

Clinicians across professional disciplines reported similar themes.We did not detect

significant differences by professional background. Although we did not investigate
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differences by professional background in this study, this findingmay be due to role

blurring and socialization of clinicians from varying disciplines into the medical

model. In the following sections we expand on these themes and provide specific ex-

amples for illustration.

Diagnostic and Statistical Manual System
As expected, virtually all clinicians (n5 113, 97.4%)mentionedusingDSM criteria as

part of their assessment process, particularly to guide their decision about a client’s

diagnosis. Many highlighted the diagnostic system as less clinically useful due to the

large number of criteria. Clinicians reported difficulty remembering the criteria of

various disorders and reported that the DSM directs them in amore general fashion.

Amajor limitation describedwas the difficulty in providing a diagnosis when the cli-

ent does not meet all required criteria and the need for subthreshold diagnoses to

capture the client’s clinical status. One social worker said,

I gave her a mixed anxious–depressive disorder diagnosis. She has depressive symptoms.
I acknowledge that this was a compromise because she has some symptoms but maybe
not all of them . . . No, I can’t say with 100% certainty that she has major depression,
but it’s possible.

Related is the clinician’s perception of the DSM’s binary system as reductionist—

essentially not allowing for a rich description of distress and leaving out an under-

standing of the etiology leading to the development of the distress. A psychologist

noted,

It didn’t really help me to diagnose him because it seemed that it wasn’t something that
was presently on a phenomenological level . . . Presently, there are phenomenological things,
but they do not provide the whole picture. Presently, there is something occurring in his
internal world. Perhaps I would describe the things more in the area of personality
structure, defense mechanisms, and conflicts. A certain experience of being “broken
apart.”

Other limitations related to transdiagnostic criteria that, if positive, can result in

clients meeting criteria for multiple diagnoses, whichmakes it difficult for the clini-

cian to decide. As one psychiatrist said, “Sometimes there are difficult areas because there are

alternate diagnoses that are very appropriate, and it is a very difficult question if it is this or

that.”

Psychological Processes
Most clinicians highlighted the importance of psychological processes (n5 96, 82.1%),

including emotional (n5 66, 56.4%), behavioral (n5 51, 43.6%), and cognitive (n5 31,

26.5%) functioning.
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Emotional Functioning
The identification of certain emotions—such as anxiety, fear, depressed mood, and

despair—guided clinicians toward diagnoses that are characterized by such emo-

tions. As a social worker recounted,

She really cried. This sort of weeping, there are different sorts, this sort of sobbing. It’s
not that she’s telling me about something that already took place, it’s happening now.
And yes, that pointed to posttrauma for me.

Similarly, a psychologist said,

It is important to know how much he is suffering and is overwhelmed by social situa-
tions. How lost he is in them. How much he is disconnected in interpersonal situations.

Sometimes, identifying the emotional process at the foundation of a certain be-

havior was necessary for a differential diagnosis. A psychologist stated,

It is important if the person did this out of a deep sense of depression and planned it—
the suicide attempt—or the individual engaged in a certain impulsive move because of
his personality patterns.

Also relevant to emotional functioning, clinicians viewed a client’s level of in-

sight and personal awareness as differentially informing the client’s description of

their background, mental health, and functioning as aiding diagnosis. This influ-

enced the clinicians’ evaluation of their clients’ honesty and credibility and some-

times had ramifications for a personality diagnosis. As one psychologist recalled,

It wasn’t clear to me if the symptoms that he described, the coping that he described, was
everything. I have a sense that there is something that is beyond this. Not that he is hiding
it, but that he also doesn’t really know it, a question regarding his personality structure.

In addition, the client’s capacity for introspection led the clinicians to notice strengths,

the best prognosis, and the client’s ability to gain frompsychotherapy. A social worker

noted,

I don’t know if I would really give a personality diagnosis, and certainly not an illness
[diagnosis]. The woman is, perhaps, on one hand, insecure and with low self-esteem, and
on the other handwith a really good capacity for a certain type of introspection and self-work.

Behavioral Functioning
Clinicians were assisted in developing a diagnosis by information about the client’s

daily behavioral functioning—such as relationship development and perseverance

at the workplace—which they considered particularly important in determining a
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personality disorder diagnosis. Clinicians attempted to identify personality patterns

and prominent instability in the clients’ descriptions of their daily lives, as well as from

clinical observations of the clients’ behavior during the session. A social worker said,

It was possible to identify the personality disorder as the session went on. There were
things that happened to her throughout life about which she has very limited insight
and deliberation. The fact that she became pregnant every time she had an infant of
a few months, even though she didn’t want to be [pregnant]. Small decisions like these.
Something that is, also personality, it isn’t just a response to a crisis.

Clients’ expressions of concealment and suspicion within the session guided the

clinicians to diagnoses of personality disorders. A psychiatrist shared,

I was shocked that he has many friends. That wasn’t my sense. In the way that he is—
with his suspicion. I have questions about more severe disorders. The concealment, in
my opinion, is a very strong indicator. It could be that the very concealment points
to something paranoid.

Information regarding the client’s daily behavioral functioning and quality of in-

teraction during the session helped clinicians to examine the client’s fulfillment

of criteria for certain diagnoses. A psychologist explained,

I debated whether it was social anxiety or if it was more schizoid personality disorder.
He did develop a bond with me; I don’t think that this is something that a schizoid in-
dividual would do so easily.

Information regarding the client’s daily behavioral functioning was also important

for the diagnostic decisions made for other disorders, especially depression, as a so-

cial worker noted:

She cried the whole time. However, she wasn’t slow; she did say that she really functions.
She has terrible pains, but her home is always clean. It was more a chronic lack of
strength from years [of terrible pains]. I less think it is real depression.

Cognitive Functioning

Clinicians paid special attention to the client’s richness of language, facility for self-

expression, level of abstract thinking, and ability to offer coherent descriptions.

One psychologist said,

She was very, very concrete. This gave me another mapping [for her diagnosis]. I believe
that she conducts herself with this concreteness. In my opinion, there is a possibility for
developmental disability in her case. She had a very colloquial language, very simple.
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As a social worker described, a high level of cognitive functioning expressed in the

client’s verbal capacities, thought processes, and organizational ability during the

session were particularly informative for psychotic spectrum and personality dis-

order diagnoses:

He suffers from some sort of psychotic state. He is relatively aware; he also has relatively
high intelligence and also insight . . . very rare—from what I know. He is continuous in
his content; there are no jumps. This is not, let’s say, severe schizophrenia.

In addition, as one psychiatrist noted, a person’s high cognitive capacity assisted

clinicians with diagnoses mainly because it enabled the client to communicate

difficulty in a productive and accurate fashion during the short intake:

He described it very clearly. His way of speech was helpful. His emotional connection
was helpful. Also, his ability to understand that there was little time and that he needs
to organize himself around this.

However, more disrupted cognitive functioning contributed to a more challenging

intake session, as a psychologist explained:

This is not exactly a successful intake. There was a lot of stress, and I also knew that I
didn’t have a long time to be with him, so I tried to push him along. And, also, he wasn’t
very clear. In general, he also has a language barrier. It was slightly difficult to under-
stand if I was dealing with an issue with thought processing, or just with a language
barrier. But he was very diffuse and very unfocused. It wasn’t so clear why he really
came today.

Quality of Familial and Social Relationships
Over two thirds (n 5 79, 67.5%) of clinicians considered a client’s present and past

relationships with partners, parents, children, siblings, and friends to varying de-

grees in the assessment process (Table 2). Information regarding relationships that

are characterized by trauma and by the death of a loved one had specific contrib-

utory effects in the assessment process.

Notably, clinicians addressed the client’s attachment experiences as influencing

the client’s current mental health status—particularly for the conceptualization of

the client’s main problem and less as they considered the differential psychiatric

diagnosis. One social worker described,

I have difficulty extracting something aligned with the DSM. I think that the dynamic
diagnosis is clearer to me. She was hurt from the beginning of her life in relations with
primary caretakers. She had a mother that was very unavailable and a father that was
not there at all. She assumed that she needs to manage on her own. I think that this is
very important to understand how she grew up in order to understand her.

Mental Health Intake & Sociocultural Background 815



Table 2
Contribution of the Quality of Client Relationships in the Clinician Assessment Process
During the Intake Session

Contribution of Quality
of Relationships to

Assessment and Frequency
Illustrative Example from Clinicians’ Interviews

Romantic relationship
(n5 32, 27.4%)

Stability “I, primarily, try to get to know the person, strengths, support, capacity
to be in a relationship, ability as also based on history, if he remained
in long term stable romantic relationships.” (Social Worker)

Risk “I think that there is a high potential for self-harm, and then you know
that there is a young man, without support, a bachelor that uses
[drugs]. This means, all this includes a scale of [different] levels of
risks.” (Psychiatrist)

Psychiatric diagnosis with
emphasis on personality
disorders

“I think that she copes with crises. I provided an adjustment disorder
diagnosis with a minor depressive episode. I did ask her about [her]
relationship with [her] mother and father, with her partner, with
supportive networks, and it seemed that the things were relatively
maintained and standard, so I didn’t go in the direction of a per-
sonality disorder with her.” (Psychologist)

Relationship with parents
(n 5 32, 25.0%)

History of distress “The depression is responsive to some sort of breakdown of all sorts of
systems in his life. But, additionally, he had some sort of psychotic
crisis beforehand and he had a difficult childhood in and of itself. A
mother that doesn’t function, and also the parents were second gen-
eration Holocaust survivors—so there are a lot of factors and bag-
gage that can also bring about depression, and it is also possible to see
this as complex PTSD [posttraumatic stress disorder].” (Psychologist)

Conflict “I definitely think that it is dynamic. Independence, dependence vs. inde-
pendence, like, in relation to the parents, to the family and her rearing.
The anxiety, I think that it is a symptom. On one hand, at first it was as
if she grew up in a perfectly nice home. And on the other hand, there
was also room to see other things. Regarding the story with the guy, I
think that she also slightly left the bubble. She specifically opposed [her]
father. It was hard for her. I could have understood that [these are]
really symptoms of a certain conflict.” (Social Worker)

Relationship with children
(n 5 23, 19.7%)

Functioning “She said that her husband blames her that she starves the children. They
just don’t want to eat because they ate well at preschool. Now, I
didn’t succeed in understanding here what is the reality. And I
wondered if she isn’t telling the truth, if she doesn’t understand the
truth, if something in her reality isn’t standard.” (Social Worker)



Although assessment of quality of attachment to significant others was not nec-

essary for the determination of a psychiatric diagnosis, many clinicians said they

were curious to understand the source of the client’s difficulties. As a psychologist

noted, developmental relational experiences were critical to understand the cli-

ent’s current difficulties even when time constraints of the intake session limited

in-depth of assessment of early relationships:

This is most important, what caused the anxiety attack. Her early development, in
which family she grew up in, what personality she has, why she is anxious. I know that
these attacks started recently, but I didn’t clarify what happened. I think that at intake,
there’s no possibility to clarify this. I don’t know, perhaps she grew up in a single-parent
family; perhaps she went through something in childhood. Because her anxieties don’t
come about for no reason.

Table 2 (Continued)

Contribution of Quality
of Relationships to

Assessment and Frequency
Illustrative Example from Clinicians’ Interviews

Stress “She began to have panic attacks in the past 2 weeks I think. This is so
hard for her at work, even, that she didn’t keep up at work. Perhaps
there is now something that triggers her. Perhaps the difficulty in
raising a child, I don’t know.” (Psychiatrist)

Relationship with siblings
(n 5 14, 12.0%)

“She has a schizophrenic brother, she has another sister that also seems
to be [schizophrenic], though the diagnosis isn’t clear. So now I don’t
see anything like this with her, so this doesn’t help me in under-
standing her. She says, basically, that her story is a story of insecurity.
That she comes from a background of severe neglect. Only from an
older age she understood. She was preoccupied with home, and at
home there was a sick brother, a schizophrenic, this brother is older
than her, there are five children younger than her that she has to rear—
that’s cooking, washing, cleaning, that’s everything—the mother didn’t
do anything, so she did.” (Psychologist)

Relationship with friends
(n 5 12, 10.3%)

Loneliness “She didn’t seem to me as also depressed. No, the affect isn’t depressive,
and she spoke a lot. She is just very lonely. She is very bored, and she’s
alone.” (Social Worker)

Personality factors “What helps to diagnose? In general, social relationships. She really said
that she was never very social. Social patterns, how she manages in
the social group, how she views others? Narcissistic? A little less?
More? She doesn’t seem to me [as having a] personality disorder.”
(Social Worker)
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Information From Other Sources
Close to half (n 5 54, 46.2%) of the clinicians affirmed the contribution of infor-

mation received from other sources in determination of diagnoses. This included

information located in the medical file (n 5 37, 31.6%) and from referral sources

(n 5 16, 13.7%). Information from the client’s chart regarding earlier diagnoses

wasmost central to the provision of current diagnoses. The contribution was specif-

ically significant in situations in which clients did not initiate the sharing of im-

portant clinical/psychiatric information. A psychiatrist said,

She didn’t provide me with anything. She told me that there is depression in her past,
she was treated with medication, she is still treated with medication. Yes, it matters if
this depression is just current or if it was there her whole life.

Similarly, a social worker noted,

What really helped me was her chart. It had a diagnosis: schizophrenia . . . That’s not a
disorder you can change. You can say the person is in remission or not, but you can’t
change her.

As a psychologist noted, clinicians who expressed opposition to using the client’s

chart emphasized concern about bias in their assessment of the client:

I usually try not to look at the medical chart before the session. I open it at the end once I
decide on a diagnosis. But this time I did open the chart beforehand. It was just a very
busy day and I looked at the chart before I saw her. On the one hand, this provides con-
fidence because you already have some background, something. On the other hand, this
decreases your confidence because you feel less free. Someone else already decided what
she has so I may feel more confined in my interview.

Fewer clinicians relied on the referral source, expressing its value in providing

basic information, such as the reason for referral.

Sociocultural Background
Under a third of the clinicians (n 5 34, 29.1%) related to the contribution of the

client’s sociocultural background in the assessment process. Understanding the cli-

ent’s cultural background was central to understanding the client’s familial and

developmental background, not necessarily for the psychiatric diagnosis. These cli-

nicians discussed the importance of the ethno-cultural match between their social

identities and those of their clients in the assessment process, augmenting clini-

cians’ confidence in their clinical understandings of clients. A social worker said,

I am also originally Mizrahi [ Jews of Middle Eastern and North African descent], so it
was easy for me to evaluate and easy to discern between what is accepted in the cultural
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background and what isn’t. So, I can discern between delusional beliefs and beliefs
against “the evil eye” and these things that are a part of the culture and within her clin-
ical picture. I always think that the influence of background can be very, very basic and
very important for the diagnosis, and it is easy to make mistakes here.

Yet, clinicians underplayed the role of sociocultural background in understand-

ing the client’s suffering. A few clinicians related to the discordant cultural back-

ground of the clinician and client but did not see these differences as influential in

the assessment process; rather, they were aware of the impact it might have on the

quality of the therapeutic bond. For example, one psychologist noted,

This [client’s religiosity] had importance. She’s religious. This changed the interaction
between us. Being with someone who is an atheist and also a man. I felt that it was
hard for her to speak with me, that it was hard for her to open up . . . No, I don’t think
that this had too much influence on the diagnosis.

In the context of diagnosis, information regarding the client’s sociocultural back-

ground guided the clinician inunderstandingwhether the client’s behavior, emotions,

or cognitions are pathological or normative and culturally appropriate. Information

regarding the individual’s sociocultural environment was perceived, for example, as

necessary in understanding if anxieties are exaggerated or match the client’s environ-

ment and background. A psychiatrist recalled,

She began to speak about anxiety. In this case I wasn’t able to completely understand.
For me, it didn’t sound like anxieties but like worries that are justified also because, in
truth, I hear more and more about children from Beitar (an ultra-Orthodox lower so-
cioeconomic status town) that get “caught up.” It was reality-appropriate and a norma-
tive worry of a mother for her children in this environment.

Information regarding the client’s ethno-religious background and familiarity with

the client’s culture were important in discerning between appropriate religious be-

liefs and delusional beliefs that hint at a diagnosis of psychosis, as a psychologist

described:

This is important because it is easy to over diagnose. For them [people from the partic-
ular social group] this is normal background, let’s say all sorts of Voodoo-related illness
and for me this sounds like psychotic and I could have easily be wrong and give the in-
dividual antipsychotic medications, even though we are dealing with something that is
acceptable in the community they live in.

Understanding the client’s sociocultural background was particularly salient in

work with immigrants. Clinicians described situations in which sociocultural in-

formation was imperative to the assessment process. For example, as a social worker

described, when a client is not conversing in her native language, it is vital yet
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challenging to discern between dementia and the cognitive difficulty inherent in

speaking a foreign language:

The fact that she doesn’t know how to say a word—this could be a symptom of demen-
tia, but this can also be a result of her being a woman that immigrated to Israel at 48,
and it is miraculous that she has such good command of the language. But it could be
that a year ago she was able to find these words, and this is dementia. It is really im-
possible to really know.

In addition, clinicians described that during an intake session with immigrants, it

is important to recognize that cultural and language gaps have ramifications on

the provision of accurate diagnoses. Clinicians described a preference for sending

clients to culturally similar and same-language clinicians for assessments, as a so-

cial worker noted:

It could be that he was PDD [pervasive developmental disorder] as a child. From the
mother it was hard to understand because we used translation. I hope that [clinician
from similar background] will be able to understand better because he speaks the lan-
guage, because he knows the culture; to be a bit more accurate in the diagnosis.

In addition, information regarding immigration experiences that were perceived as

distressing and difficult added to clinicians’ understanding of clients’ distress but

did not influence the diagnosis. A psychologist offered this example:

The client was an immigrant. She came earlier from Italy to Germany and then from
Germany to Israel. [Her] immigration experience was very hard. I think that there was
a crisis in her life. It is very important to know and to relate to this. It matters more that
she is an immigrant than where she immigrated from. In her case, the very fact that she
immigrated seems to me important.

In other cases, such as substance abuse, information regarding the individual’s so-

ciocultural background was perceived as important in understanding how much

substance abuse is prevalent and accepted in the client’s community and, there-

fore, does not indicate personal pathology but instead indicates a wider problem-

atic sociocultural context. A social worker shared,

He always mentions that in Russia it is like this, and also the people, themselves, that
come from there indicate this. If they drink for many years, this leaves effects on the
body, really irreversible effects. Perhaps I think that this is cultural and they, themselves,
indicate this. Drinking is more rampant [in Russia].

Socioeconomic Background
A quarter of the clinicians (n 5 29, 24.8%) considered the contribution of the cli-

ent’s socioeconomic background—including education level and occupation—in

the determination of diagnoses, with most identifying economic difficulties as
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influencing factors in the development of mental health issues. Clinicians noted

that most clients that come to public clinics have dealt with or presently deal with

economic difficulties. Current low socioeconomic status was perceived by clini-

cians as a factor that can trigger anxiety and depression among clients, as a social

worker described:

His current socioeconomic status is very, very severe. It really contributes to the anxieties
and depression that he suffers from anyway. His socioeconomic [context] is really rele-
vant to the assessment of his status.

This was particularly important for clients for whom there was a dramatic sudden

decline in socioeconomic status. A psychologist said,

She’s not a person that was anxious. I don’t understand why this event caused such a
harsh response. My hypothesis is more in the direction of the socioeconomic status. They
lived for 20 years in the U.S. in a wonderful economic state and then there was a very
big economic fall.

Other clinicians mentioned gender differences in the impact of socioeconomic dif-

ficulties, highlighting that for men these difficulties were more significantly asso-

ciated with emotional distress. For example, a social worker said,

There is something in the Georgian culture that attributes a loss of strength to the man.
The man is the head of the family. He can’t finance [his] wife. He hardly finances him-
self. He isn’t respected in the community, he isn’t a doctor here. It is very logical that
someone in his situation would be depressed. The diagnosis was the same diagnosis.
The cultural background helped me, basically, understand his situation, meaning, all
the factors that impacted the depression.

In addition, information regarding the client’s developmental economic struggles

helped to further inform the clinical picture. For example, several clients had min-

imal formal education because they had to join the family’s survival efforts and,

therefore, give up on education. A psychiatrist shared,

She’s themiddle child of 13 children.Her parents did not rear her at all. She studied 2 years
at school and after this didn’t study any more. Basically, we’re speaking of a woman,
aged 64, who started to work at age 14 in cleaning. So, this is very, very, very important.

Low self-image and difficulty forming social connections were also seen as related

to socioeconomic factors, as a psychologist described:

From a dynamic perspective it was possible to see that at every stage, from adolescence
and army and school, there were friendships that didn’t last because he didn’t have
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economic means. On the other hand, he doesn’t persist in any job. He starts to work, and
he doesn’t stay because he always sees in society his mirror. Via the society he sees that he
is at an inferior position to them.

In certain situations, increased risk of exposure to criminal activities or sub-

stance abuse were also associated with socioeconomic status, as a social worker

described:

He simply wasn’t born in the right place, in my opinion. [This] person is born in an
environment that he says that from a very young age he began to use [drugs] because
all the friends and [his] father were using [drugs]. He also seems to be associated with an
environment that from a young age enters a wave of criminality, and this is prominent
also according to his approach in conversation, to his vocabulary, to his behavior.

Discussion
We examined how mental health clinicians organize and prioritize multifarious

information to determine a psychiatric diagnosis and formulate a clinical under-

standing of a client during an intake session. As expected, we found that clinicians

gather and hold a vast amount of information during an intake assessment. The

clinicians expressed respect for the client and common interest in conducting a

sound clinical assessment to determine the most appropriate next steps for client

care, recognizing risks associated with misdiagnosis (Frances, 2013a). Not surpris-

ingly, assessment based on DSM/ICD diagnostic systems emerged as the primary

outcome of the intake assessment, with psychological processes and intrapersonal

and interpersonal relationships informing the diagnosis and a more complex clin-

ical understanding of the client. Clinicians in community- and hospital-based clin-

ics in Israel are required to provide a DSM/ICD diagnosis upon intake, establishing

a central focus of the assessment. Clinicians are also charged with determining a

clinical understanding of the client, integrating the presenting concerns, relevant

biological/physical, psychological, social, and developmental information.

The clinicians in this sample expressed concerns about the binary nature of

the DSM system and the narrow focus on specific criteria. However, the expectation

of a DSM diagnosis served as a primary organizing question. Community- and

hospital-based clinics are beholden to a range of regulations for reimbursement

or government financing. These requirements support and potentially advance

the provision of mental health care services and undergo ongoing policy changes

that significantly influence access to and scope of care, often driven by cost-saving

aims. Whether fee for service or an integrative care model of reimbursement, di-

agnosis remains central to reimbursement systems (O’Donnell et al., 2013). These

structural forces reify aWestern individualmedicalizedmodel ofmental health assess-

ment (Summerfield, 2000) and emphasize evaluation of psychopathology as primary

supported by the influence of third-party reimbursement structures, including
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government-supported care (Pickersgill, 2013). The United States is a dominant

force in emphasizing the medicalized diagnostic system and provision of mental

health care throughout the Western world and beyond. Although our study took

place in Israel, our findings raise similar concerns for U.S.-based clinicians’ intake

assessment priorities, an area for future research.

Access to treatments that work (i.e., empirically supported interventions) may

also influence how clinicians prioritize information. Although not highlighted

by clinicians in this sample, access to appropriate treatment based on DSM diag-

nosis was implied. Empirically supported treatments are linked to mental health

conditions and diagnoses (e.g., cognitive behavioral therapy and interpersonal psy-

chotherapy for depression and emotion focused therapy, exposure, and structured

psychodynamic treatment for posttraumatic stress disorder; Castelnuovo, 2010). Dis-

semination of such treatments is encouraged by the National Institutes of Health in

the United States and theWHO (2013, 2014), which strongly emphasizes the interre-

lationship between social, economic, and political contexts, stressing the significance

of poverty, discrimination, restriction onhuman rights and associated deleterious liv-

ing conditions, and heightened health risks associated with such social and mental

health conditions.

Our findings show that clinicians prioritized intrapersonal and interpersonal

processes (e.g., psychological functioning, relational history, and current function-

ing) over the macro context that includes clients’ social, cultural, and economic

backgrounds. Notably, in only a quarter of the interviews in this sample were so-

ciocultural, economic, and political factors considered as contributory to the initial

mental health assessment. The clients participating in this study met several of the

markers of social determinants of health and mental health: poverty, lack of

educational opportunities, stigma and associated prejudice and discrimination, vio-

lence and abuse, social and economic inequities, isolation and structural dispari-

ties associated with intersectional social identities and group membership, and

exposure to political violence, among others (Braveman et al., 2011; Lund et al.,

2011; Shim & Compton, 2018; WHO, 2013). In this study, attention to these fac-

tors emerged most prominently with the small sample of immigrant clients. Yet,

the influence and importance of sociocultural, economic, and political context, though

variable and disparate, is universal. A concerning gap exists in a mental health as-

sessment process that requires a DSM diagnosis without an integration of social de-

terminants of mental health. This gap is particularly worrisome in the context of

community- and hospital-based clinics that primarily serve socioeconomically dis-

enfranchised individuals and families in communities that aremost directly affected

by social, structural, and increasingly political forces of oppression and subjugation.

This is an area of concern for the social work profession as it emphasizes the intercon-

nectedness of environment and person in the influence of social determinants of

health and mental health.
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In the present study, we found no significant differences in themes as a function

of the clinician professional background. It is possible that workplace socialization

(Glisson &Williams, 2015) and organizational power dynamics (Hall, 2005) related

to limited resources shape the professional identity of the practicing clinicians

and contribute to role blurring and socialization into the dominant medical model

(Burns, 2004; Maddock, 2015). Future research should explore where and how disci-

plinary differences emerge (e.g., greater attunement among social workers to factors

related to social-cultural-economic background) among early career clinicians across

disciplines in mental health clinics and possibly homogenize over time. Extending

such research across countries and mental health clinics would be elucidating.

Limitations
Our study has several limitations. First, we used a convenience sample, which may

be subject to selection bias. Second, as noted earlier, we found no differences among

clinician professional disciplines and thus did not investigate this factor further.

We did not include exclusion criteria for clinicians, which resulted in a heteroge-

neous sample and may have made it difficult to detect significant disciplinary dif-

ferences. We also did not identify subgroups of clinicians as the sample was more

similar than different. Thiswas perhaps influenced by the IsraeliMinistry of Health,

which emphasizes the medical model wherein diagnosis is required. Although we

do not knowhowourfindingsmight apply to otherWestern systems and clinicians,

we hope that our findings raise questions for further investigation. Third, the clini-

cian interviews were constrained by time, as were clinicians’ intake assessment

interviews with clients. Time may be a significant variable that merits further re-

search in the context of intake assessments and the effects that time may have on

clinical understanding and diagnosis. Forth, although the interview protocol was

designed with open questions to give clinicians the opportunity to emphasize a

range of factors that informed their clinical understanding of the client and in-

cluded prompts regarding a wide range of possible foci, the interview protocol did

not include more specific questions about sociocultural issues. Such specificity

might allow formore nuanced and informative exploration of factors that influence

the mental health intake assessment. This is an area for potentially intriguing re-

search. Finally, although our analytic approach included continuous reliability

checks and deliberate discussion on potential bias stemming from the social loca-

tion of the members of the analytic team, it is possible that bias in coding occurred.

Practice Implications
A core perspective in social work education, practice, and research is understand-

ing the intricate relationships among individuals, families, communities, and orga-

nizations and their complex environments. The priorities expressed by the WHO
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align with those articulated by the Council on Social Work Education (2015) and

National Association of Social Workers in the United States (Moniz, 2010; National

Association of Social Workers, 2017) and the International Federation of Social

Workers (IFSW, 2018), of which the Israeli Association of Social Workers is a mem-

ber (IFSW, 2012). Capacity-building and resilience-focused models attend to the in-

herent processes of individual, family, and community care, growth, and recovery

in the face of imposing social, structural forces of oppression and their complex

manifestations across sociocultural contexts (Tol et al., 2013) and do not focus

on psychopathology. These models aim to advance natural processes of individual

and community resilience (see Miller, 2012) while acknowledging the realities of

suffering associated with mental health conditions and the value of targeted, effec-

tive interventions.

Further research is needed to identify best practices for clinicians across disci-

plines to integrate information about complex sociocultural, relational, and diag-

nostic factors to inform clinical understanding of a client’s life situation, which

includes living with a mental health condition in a complex context. For example,

how might changes in structural factors of the clinical intake interview (e.g., more

time, semistructured interview instruments that include sociocultural factors as

essential to contextualizing diagnosis) shift how clinicians organize and prioritize

complex information? What effects might these have on client/clinician congru-

ence regarding priority areas of concern?

We are calling for social work clinicians to broaden the scope of clinical assess-

ment at intake to include a sociocultural, economic, and political lens as well. Our

findings raise concerns that the influence of structural and systemic forces on the

intake assessment process in community- and hospital-based clinics emphasizes

psychiatric diagnosis, limits clinical conceptualization, andmisses critical social, eco-

nomic, and political realities affecting clients’ experiences of mental health condi-

tions. Explicit questions about the client’s social-cultural-political context should

be included as part of standard intake protocols. If the structure of clinical assess-

ment remains geared to existing diagnostic schemes and medical models, this shift

will be difficult.

The Cultural Formulation Interview provides an example of adopting a cultur-

ally sensitive approach to assessment process and includes specific questions about

the client’s definition of the problems as well as their perceptions of the cause,

context, and support (Lewis-Fernandez et al., 2017). Social workers who use person-

in-environment and critical lenses to examine the social and structural power dynam-

ics that affect individual and interpersonal experiences are best suited to develop

assessment tools that integrate social determinants of health inmicro-level assessment.

In addition, social workers are needed to take a prominent stance and assume leader-

ship positions across the mental health care system—from the direct-service level to

policymaking (e.g., National Institute of Mental Health, state offices of mental health
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and public health, professional mental health associations, etc.)—to focus attention

across disciplines and systems on the interrelationship of social, economic, and polit-

ical forces and mental health.

Conclusions
The intake session has considerable influence on access to and direction of bio-

psychosocial treatment. Findings from this study raise questions about how the struc-

tured expectation of psychiatric diagnosis may influence clinicians’ gathering and

prioritizing of information.

Not surprisingly, most clinicians in this study prioritized a psychiatric diagno-

sis; one third identified limitations of the DSM system, and others favored general

over criteria-based questions. Most clinicians affirmed psychological processes and

the quality of family and social relationships as revealing of capacities, vulnerabil-

ities, risks, and patterns that inform diagnosis and conceptualization of the client’s

main problem. Notably, a minority of the clinicians considered sociocultural and

socioeconomic factors as contributing to diagnoses. Those who did consider these

factors highlighted the importance of cultural expressions and understanding, im-

pact of the instability of poverty, and histories of trauma. These findings raise a

critical question: Are we paying enough attention to the impact of sociocultural,

political, economic, and structural forces as they inform an individual’s presenting

concerns and diagnosis?
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