
Psychosocial Assessment
Purpose:
An assessment is a process by which the counselor/case manager and the participant identify the individual’s strengths, needs, abilities, and preference (SNAP) for recovery so that an individual treatment plan may be developed.  

The functions of an assessment:

1. To provide a data resource base for the individualized person-centered plan.

2. To identify counselor/case manager and participant’s perception of the individual’s strengths, needs, abilities and preferences that will provide a plan for recovery.

3. To identify counselor/case managers and participant’s perception of the individual’s weaknesses, which provide the problem statement for the individualized person-centered plan.

4. To identify participants urgent needs, including suicide risk, detoxification, etc…

5. To provide written documentation for counselor/case management and referrals.

6. To provide adequate information for funding sources.

7. To provide resource materials for program evaluation and research.

Policy:
The psychosocial assessment is an evaluation of the biological, psychological and social factors that underlie or may have contributed to the individual’s need for services.  The participant’s individualized person-centered plan is based on the psychosocial assessment.  The initial document provides a clinical snapshot of the participant.  The assessment process does not end however, with this document.  The assessment of the participant is ongoing and is further documented in the progress note section of the file.  The counselor/case manger continuously conducts assessments or obtains assessment information for each person served:

1. That focuses on the person’s specific needs.

2. That identifies the expectations of the person served.

3. That is responsive to the changing needs of the person served.

4. That includes how the results will be communicated to:

a. Treatment team

b. Person served/legal guardian

c. Others as appropriate.

Procedure and/or Process:
1. Components:
The psychosocial assessment shall include a history of the following:
a. Pertinent current and historical life situation information, including age, gender, relationships including supports,

b. Emotional or mental health, co-occurring disabilities and/or disorders, level of functioning and mental status;

c. Level of substance abuse impairment;

d. Family history, including substance abuse by other family members;

e. The individual’s substance abuse history, including age of onset, choice of drugs, patterns of use, consequences of use and types and duration of, and responses to, prior treatment episodes;

f. Educational level, vocational status, employment history, and financial status;

g. Social history and functioning, including support network, family and peer relationships and current living conditions;

h. Past or current sexual, psychological, or physical abuse or trauma;

i. Individual’s involvement in leisure and recreational activities;

j. Cultural influences;

k. Spiritual or values orientation;

l. Legal history and status;

m. Individual perception of strengths, needs, abilities and preferences; and

n. A clinical summary includes an analysis and interpretation of the results of the assessment.

2. Procedures for Specific Participant Types:

a. Referred/Transferred Participants -A new psychosocial assessment does not have to be completed on participants who are referred or transferred from one provider to another or referred or transferred within CDS if the provider meets at least one of the following conditions:

1) The provider or component initiating the referral or transfer forwards a copy of the psychosocial assessment information prior to the arrival of the participant;

2) Participants are referred or transferred directly from a specific level of care to a lower or higher level of care (e.g. Outpatient treatment to detox) either within the same provider or from one provider to another.

3) In the case of referral or transfer from one provider to another, a referral or transfer is considered direct if it was arranged by the referring or transferring provider and the participant is subsequently placed with the provider within 7 calendar days of discharge.  This does not preclude the provider from conducting an assessment.  

4) The following are further requirements related to referrals or transfers.

(a) If the content of a forwarded psychosocial assessment does not comply with the psychosocial assessment requirements of this rule, the information will be updated or a new assessment will be completed.

(b) If a participant is placed with the receiving provider later than 7 calendar days following discharge from the provider that initiated the referral or transfer, but within 180 calendar days, the qualified professional of the receiving provider will determine the extent of the update needed.

(c) If a participant is placed with the receiving provider more than 180 calendar days after discharge from the provider that initiated the referral or transfer, a new psychosocial assessment must be completed.    
(d) Special Needs.  The assessment process shall include the identification of participants with mental illness and other needs.  Such participants shall be accommodated directly or through referral.  A record of all services provided directly or through referral shall be maintained in the participant file.
5) CDS will accept any referring or transferred psychosocial assessment, if the following is true:
(a) The component is identified in 65D-30, 
(b) The psychosocial assessment was completed within 30 calendar days prior to placement at CDS and 
(c) The psychosocial assessment meets the outline listed above.
b) New Participants- Counselors/case managers shall complete the psychosocial assessment within 30 calendar days of placement in outpatient treatment.

c) Readmitted Participants:  In those instances where an individual is readmitted for services within 180 days of discharge, a psychosocial assessment update shall be conducted, if clinically indicated and as prescribed by the qualified professional.  
1) A new assessment is completed on individuals who are readmitted for services more than 180 days after discharge.  
2) In addition, the psychosocial assessment shall be updated annually for individuals who are in continuous treatment for longer than one year.
3. General Procedures:

a) The psychosocial assessment is completed by counselor/case manager staff, signed, and dated.  If the psychosocial assessment was not completed initially by a qualified professional, the psychosocial assessment shall be reviewed, counter-signed, and dated by a qualified professional within 10 calendar days.  
b) The assessment process includes the identification of individuals with mental illness and other needs.  Such individuals shall be accommodated directly or through referral.  A record of all services provided directly or through referral shall be maintained.  A qualified professional reviews and approves the need for such services.
c) The counselor/case manager completing the psychosocial assessment shall write legibly and in detail any pertinent data collected from the individual/significant other.  Any questions that the individual has responded to in an abnormal manner need to be explained in detail by the counselor/case manager, e.g., if the individual indicates he was a victim of emotional abuse the details of this should be outlined by the staff in the note section. 

d) All portions or questions on the form need to be addressed.  

e) The staff notes need to be detailed enough to show that the clinician actually assessed each area on the document.  
f) The Clinical Impression/Case Formation –The summary section is not a place to repeat all the facts already obtained, but is for the piecing together of the information in the form of clinical observations, interpretations and conclusions.  Use of the DSM language is strongly encouraged.  
1) When completing the psychosocial assessment clinical impression/case formation section by non-licensed or CAP certified staff will need to have the document reviewed and signed by a licensed clinician within ten calendar working days.  The licensed individual by their signature is agreeing with the diagnosis and treatment recommendations. 
2) The psychosocial assessment clinical impression/case formation section is also where problems that have been identified but are not going to be addressed in the current individualized person-centered plan are noted and reason for not addressing the problem is explained. 
3) The psychosocial assessment clinical impression/case formation section is the place to identify any referrals that will or will not be made for the individual and their response to these opportunities or suggestions. 
4) The psychosocial assessment clinical impression/case formation section must clearly define and support the diagnosis and or diagnostic impression.

5) The diagnosis section should include the diagnostic number/code as well as the written diagnosis and or diagnostic impression.  

6) The treatment recommendations/disposition plan section on the summary needs to be specific as to what was recommended and what the participant plans to do when they leave the assessment appointment; e.g., the individual was referred for outpatient treatment with a focus on relapse recovery, appointment with primary counselor/case manager, name of counselor/case manager scheduled and date and time of the appointment. 
7) Route the completed psychosocial assessment clinical impression/case formation to your clinical supervisor to be reviewed.
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