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How Sections are Organized 
 

Action and Outcome (what and why) 
 

 A Description of the activities discussed in the section. 

 Desired outcomes of these activities 

 How the activities function in the overall system 

 
 

Standards of Practice (how) 
 

 Appropriate standards of practice to carry out the 

described activity and achieve the desired outcome. 

 Divided into Three categories 

 

- Clinical Practices 

Specific clinical techniques and approaches 

  

- Processes to Support Engagement 

Additional approaches to support this critical factor in 

improved outcomes 

 

- Frequency, Timing, and Documentation 

Timing of this activity as it relates to others  

Documentation requirements for this activity not 
already addressed in the preceding sections 



 

  

Scope of Practice (who) 

 Who may complete and authorize the activity 

 

 
ASSESSMENT 

 
ACTION AND OUTCOME 
 
Assessment is a process of collecting data from the many realms of an 
Individual’s life in order to make informed decisions about supports and 
services that will benefit a particular Individual and family.  This process 
must be comprehensive enough to inform a wide range of treatment 
decisions, including those related to safety planning, intensity and 
frequency of services, types of interventions used, and even the timing of 
an Individual’s transition away from formal services. 
 
Assessment first occurs at the onset of services, resulting in the creation 
of a formal written document.  It also occurs on an ongoing basis 
throughout the course of treatment, as the Individual and provider work 
together to evaluate progress and make the adjustments needed to arrive at the Individual’s stated 
goals.    
 
The CCR Title 9 definition of “Assessment” is:   
“Assessment” means a service activity designed to evaluate the current 
status of a beneficiary’s mental, emotional, or behavioral health. Assessment 
includes but is not limited to one or more of the following: mental status 
determination, analysis of the beneficiary’s clinical history; analysis of relevant 
cultural issues and history; diagnosis; and the use of testing procedures. (CCR Title 9 Division 1, 
1810.204) 
 
 
 
STANDARDS OF PRACTICE 
 

- Clinical Practices: 
 

Assessments should be comprehensive and collaborative.  

- They should include health status, substance use history, academics, 
presenting problem (with specific information about that problem, 
such as where and how often it occurs), history of social and 
emotional development, and any other relevant information from 
the life domains. 

- The assessments include standardized tools (assessment measures) 

ACTION & OUTCOME 
The process of identifying 

needs and concerns, 
evaluating factors that 

affect Individuals, children, 
families and results in 

informed decision-making 
towards problem 

resolution. Also establishes 
eligibility to receive 

outpatient mental health 
services 

 

CLINICAL PRACTICES 
Collaborative discussion 
informs the interpretive 
summary that integrates 

family worldview, 
strengths, culture and 

development. 
 



 

  

that are updated periodically over the course of the Individual and family/natural support’s 
involvement in services.  This consistent practice will inform the Individual and family and 
the provider about the progress being made and need for adjustments and changes in 
services. In Santa Clara County, use of the MORS (for adult Individuals) and CANS (for 
children and youths) serve that purpose and are required. However, other standardized tools 
may be required for additional or more specific measurement where appropriate.   

 
Specific elements to be assessed include: 

 

- Presenting Problem/Obstacles:  Presenting problems and relevant conditions affecting 
the Individual’s physical health and mental health status (example: living situation, daily 
activities, and social support). Mental health symptoms including onset, frequency, intensity, 
and environmental factors. Significant impairment(s) resulting from the mental health 
condition, which interfere with the Individual’s life functioning.  
 
Always focus on gaining an understanding about how the Individual and/or family 
experience and understand their symptoms, impairments, and other conditions affecting 
their lives; what those things mean to them; and how they interfere with their goals and 
dreams. Additionally, it is very important to find out what has helped them with those things 
in the past and how they are coping with them now. 
 
 

- Medical Necessity:  Medical Necessity is established via three criteria:  
1. A qualifying diagnosis (see Appendix A) 

o Pervasive Developmental Disorders, except Autistic Disorders 

o Disruptive Behavior and Attention Deficit Disorders 

o Feeding and Eating Disorders of Infancy or Early Childhood 

o Elimination Disorders 

o Other Disorders of Infancy, Childhood, or Adolescence 

o Schizophrenia and Other Psychotic Disorders, except Psychotic Disorders 
due to a General Medical Condition 

o Mood Disorders, except Mood Disorders due to a General Medical 
Condition 

o Anxiety Disorders, except Anxiety Disorders due to a General Medical 
Condition 

o Somatoform Disorders 

o Factitious Disorders 

o Dissociative Disorders 

o Paraphilias 

o Gender Identity Disorder 
o Eating Disorders 

o Impulse-Control Disorders Not Elsewhere Classified 

o Adjustment Disorders 

o Personality Disorders (Axis II), excluding Antisocial Personality Disorder 

o Medication-Induced Movement Disorder related to other included diagnoses 
2. A resulting functional impairment that meets one of the following criteria: 



 

  

a. A significant impairment in an important area of life functioning, such as Health, Daily 

Activities, Emotional Well-being, Living Arrangements, or Social Relationships 

b. A reasonable probability of significant deterioration in an important area of life 

functioning. 

c. A reasonable probability a child (under age 21) will not progress developmentally as 

individually appropriate. 

3. A need for specialty mental health care (i.e., care that cannot be delivered solely by a 
medical physician) to reduce or eliminate impairments. 

 
Medical necessity defines the problems that need to be addressed and helps define the 
condition to be targeted by mental health interventions. The role of the service provider is to 
observe and document, within his or her scope of practice, evidence of medical necessity.  
Documentation of diagnosis, symptoms, and functional impairments are key to providing 
evidence of medical necessity.  Medical necessity is identified and documented throughout 
the Individual and their family/natural support’s involvement with the mental health system, 
from assessment to service plans to progress notes. 
 
 

- Cultural Factors:  A culturally sensitive assessment takes into consideration all the 
important cultural variables that affect the daily life of the Individual, family, and natural 
support system.  It also focuses on tackling the barriers to effective communication with 
Individuals and families from a variety of cultural backgrounds. Gaining an understanding of 
the Individual and family’s worldview and view of themselves are key components to 
conducting a culturally sensitive assessment.  This also enhances and strengthens their 
engagement and the therapeutic alliance in person-centered/family-driven practice.  

 
Providers must quickly identify any language needs within the Individual/family or natural 
support system, and secure the resources to provide services in the appropriate language. 
Service providers who do not speak the language of an Individual or family must 
recommend transfer of care to a provider who is fluent in that language. As a last resort, a 
qualified third party translator may be used. 

 
Areas to consider in developing better cultural understanding and sensitivity include: 
o Identity –What is their sense of self and place in society 

o Language  

o Immigration – experience, history, and any current impact 

o Family composition, relational roles, dynamics and power differentials 

o Spirituality/Religion: Importance, practices, community, satisfaction, etc. 

o How they understand and experience their symptoms 

o Beliefs about mental health and substance abuse including any experience of shame and 

stigma 

o Beliefs, attitudes, and experience related to gender  

o Sexual orientation and how that affects their identity and experience within their cultural 

context 



 

  

o Discrimination related to ethnicity, gender, sexual orientation, religion or spiritual beliefs 

and practices 

o Acculturation and generational and/or identity conflicts 

o Preferences for linkage to community resources 

o Impact of socioeconomic status 

o Education 

o Preferences/comfort level regarding culture of the provider 

o Co-cultures such as gang, drug, etc. 

 
This is not intended to be a complete list of cultural factors, but does provide a starting 
point and some important things to consider. The DSM contains an outline for a cultural 
formulation it its appendices, which provides some important cultural factors to consider. 
Remember that while a given culture may have common norms, tendencies, etc., significant 
variations occur within all cultures and it is best to never make assumptions.    
 
Finally, as the provider you should always be reflective with regards to how you are 
experiencing an Individual and family’s culture and be attuned to any bias or other negative 
responses you may be experiencing. Consultation with colleagues and supervisors around 
this is crucial.   
  
 

- Processes to Support Engagement: 
  
The assessment process begins at our first contact with the Individual and family. It is often the 
first time we are meeting them and they are meeting us. This is your opportunity to begin 
building a trusting and helpful relationship. While the forms and document requirements are 
critically important, we should do our best to focus our attention on the Individual and family.  

 

Most assessment information can be gathered in a conversational approach with the Individual 
and family where they are allowed to lead the direction. This is a great way of finding out what is 
most important to them initially and it is helpful in developing a good person-centered/family-
driven relationship. Going down the list of domains and areas in the order they are printed on 
the assessment form is not a person-centered family-driven approach and is not likely to help 
engage the Individual.  

 
Often, a friendly orientation to the setting, services, and something about you can be a good 
icebreaker and help ease the Individual and family’s anxiety, but you should ask them if that is 
something they would like to know more about, first. “How can I help”, and “What would you 
like to get out of services here” can be good places to start. During the initial meeting, it is best 
to get to their desires, dreams, and goals early in the engagement process. That will lead nicely 
into the strengths that will help them reach their goals. This opens up possibilities and hope for 
the Individual and goes a long way to getting the relationship off to a good person-
centered/family-driven start.  
 
 
 



 

  

- Frequency, Timing, Documentation: 
 

Activity Frequency, Timeframe Documentation 

Initial 
Assessment  

The initial mental health assessment is required for all 
Individuals who are new to the outpatient mental health 
system.  This assessment shall be completed within 60 
calendar days of the Individual’s entry into the system.  

Initial Assessment 
Progress Note* 

Updated 
Assessment 

An Update Assessment is to be completed annually, within 
one year of LPHA signature; addendums or any updated 
information can be documented in progress notes prior to the 
deadline for the update. 
 

Updated 
Assessment 
Progress Note* 

Transfer of 
Program 

If a Individual transfers to a new program or is added to a new 
program, the clinician has the following options: 
1. To complete a new assessment within 60 calendar days, or 
2. Accept the prior assessment, if satisfactory, as long as it was 

completed within the past year.  This assessment must be 
updated within a year of the LPHA signature. 

3. Accept the prior assessment, but if there are sections 
missing or unsatisfactory the clinician must update and 
complete these sections within 60 calendar days either in a 
progress note or on an annual assessment update form. 

NOTE:  It is a good idea to review the narrative summary and 
amend if needed.  

Transfer of Program 
Progress Note* 

 
*Progress Notes:   

- If the information for an assessment is recorded on the assessment form, then it is not required that 
the same information be recorded in the progress note.   

- Each assessment activity requires a matching corresponding progress note.         

- The final assessment progress note date should match the assessment completion date. 

 
 

SCOPE OF PRACTICE 
 

Assessments, including diagnosis, may be completed by: 

 Assessment Diagnosis 

Physician (MD) X X 

Psychologist (PhD, PsyD)#1, #2  X X 

LCSW or ASW  #1, #2 X X 

MFT or MFTI  #1, #2  X X 

MFTT or MSW Intern #5 X X 

RN #6 X X 

LVN X  

Lic. Psych. Tech. (LPT) X  

Occup. Therapist (OTR/L)  #4 X  

MHRS #3 X  

Paraprofessional w/BA in MH X  

Paraprofessional > 2Yrs. X  

Paraprofessional < 2Yrs. X  



 

  

 #1  Clinical Psychology   #5  Must be co-signed by LPHA 
 #2  Licensed or Waivered   #6  Must be Licensed Psychiatric Nurse Practioner 
 #3  County Certified MHRS   
 #4  Must  Also Be County Certified MHRS 

 
 
 

 
 

NARRATIVE SUMMARY  
 
ACTION & OUTCOME 
 
The narrative summary is sometimes referred to as a “clinical 
formulation” because it involves taking all the disconnected bits of data 
collected during the assessment process, identifying the items that are 
most relevant to the Individual’s or family’s stated purpose for seeking 
help, and weaving them into a coherent summary of the their 
experiences that includes a clinical hypothesis.  
 
Assessment and diagnoses are a description of the Individual’s or family’s experience and concerns. 
The Narrative Summary is a clinical understanding of the experience and concerns. Whereas the 
assessment data is about what, the Narrative Summary is about how and why. It is not a retelling of 
the assessment data, but rather an integration that relies on the insight and interpretation of 
the provider. It is an effort to make sense of the needs and concerns.  
 
The Narrative Summary is a process of creating a collaborative dialogue between the Individual, his 
or her natural support system, and the provider(s) who will be working with them to support 
engagement and create positive change. It is the bridge between the assessment process and the 
creation of the plan.  A well-written narrative demonstrates that the service provider has heard the 
client and support system and worked with them to weave the pieces of the story together into a 
coherent summary. The narrative will facilitate further shared decision-making to create a plan for 
achieving the goals they have articulated. 

 
Why a Narrative Summary? 
 

o The Narrative Summary becomes the basis of a healing partnership that supports the 

Individual’s resiliency and shows the family respect.   

o The formulation process facilitates shared understanding, which supports engagement and 

strengthens the alliance. 

o A shared understanding helps develop a treatment plan that is meaningful for the Individual 

and/or family 

o It provides a rationale and framework for your work and helps with meeting the Individual 

and family where they are.  

 
STANDARDS OF PRACTICE 
 

ACTION & OUTCOME 
Narrative summary of an 

Individual’s or family’s 
story is achieved through 

consensus between 
provider and 

Individual/family 
 



 

  

- Clinical Practices: 
 

This is not an easy task.  It takes repeated practice for a provider to 
navigate skillfully through the formulation process to reach a point of 
shared understanding, and have the ability to document that journey in 
a narrative summary that is clear and concise. Making use of clinical 
consultation with peers and supervisors and building on the experience 
of others will be helpful in developing this important skill.  
 
Because the story told in the narrative summary also includes the Individual or family’s strengths, 
protective factors, and cultural identity, it can indicate potential methods or interventions that might 
be used in the process of accomplishing the client’s goals.  Methods that are strength and culture-
based are not only likely to be more successful, but they are also more likely to be welcomed by the 
client and natural support system.  A helpful way to crystallize one’s thinking and avoid simply 
rewriting the assessment is to remember that the narrative is an explanatory document that seeks to 
answer the following 4 questions: 
 

o How did we get here? (Explain likely reasons for both the concerns and the strengths)  
o What is keeping us here? (Maintaining factors)  
o Where do we want to go? (Individual/family’s dreams/desires)  
o How might we get there? (Possible next steps and interventions) 

 
Elements of a Narrative Summary: Thoughtful consideration and inclusion of the elements 
described below will add richness and meaning to the understanding of the Individual and family’s 
story. They are listed separately here to provide some information about each one, but they are 
interrelated and can be incorporated throughout the Narrative. Understanding these elements will 
help to formulate the clinical hypothesis.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

CLINICAL PRACTICES 
Collaborative discussion 

informs the Narrative 
Summary that integrates 

worldview, strengths, 
culture and development. 
 

Elements of the formulation are written in story form and integrated throughout 
the Narrative Summary: 
 

 Strengths, interests, and current and/or desired life roles and priorities  

 Cultural factors and any impact on treatment 

 Any interfering or perpetuating factors, e.g., trauma history (and current 
responses), co-occurring medical or substance use disorders, etc. 

 Individual’s stage of change and/or developmental factors (developmental 
capacities) 

 Available natural supports or community resources (supportive 
relationships in an Individual’s life)  

 A clinical hypothesis/understanding/core theme re:  what drives the 
individual’s experience of illness and recovery. 



 

  

- Processes to Support Engagement: 
 

Shared understanding leads to responsive action. Provider’s narrative summary integrates the 
clinician’s understanding and the family’s perspective. It connects the dots between the presenting 
concerns, the formulation, and the recommendations.  
 

o Writing and sharing the Narrative Summary using language the Individual and family 

understand will support engagement and help to build the alliance. It is generally best to 

use common everyday language where ever possible. When clinical terms are used, make 

sure they are explained and understood.  

o When a language other than English is preferred by an Individual and family, every 

effort should be made to communicate the Narrative in that preferred language. 

o Clinical judgment is required in determining who will provide feedback about the 

narrative, and the Individual/family can provide input here too.  In some cases, the 

client is a child too young to participate meaningfully in the process, and the parent or 

guardian may provide feedback instead. Adult individuals may choose to involve several 

members of their family or natural support system in the process. Some Individuals may 

prefer to keep it between themselves and the provider.  

o As the client and/or family works with the provider to craft the narrative summary, 

changes are made as needed and a final version is placed in the chart prior to moving on 

with the treatment planning process.  This sharing between the client, family, and 

provider is ideal for client-centered, family-driven care to take place, because the 

narrative summary is the basis for the next phase of work.   

o Educating the family / natural support system about the use of the narrative summary in 

the treatment planning process is important so that they too can make use of their 

written story to help drive their own treatment.  

 
 

DEVELOPING THE TRANSFORMATIONAL CARE PLAN 
 
ACTION & OUTCOME 
 
Whereas the Assessment and Narrative Summary serves as the foundation for the individual’s plan 
of care, the Transformational Care Plan (TCP) is the driving force behind the delivery of care.  The 
Care Plan is an agreement between the individual and the provider that establishes the focus of the 
individual’s mental health services.  
 
The care plan should be a dynamic living document that changes over time and continuously 
guides the everyday work the provider and client do together.  A well-developed care plan 
facilitates partnership and is a source of hope and motivation. It also serves as a yardstick with 
which to measure progress and should be referred to regularly with the Individual and family. 
 
The Care Plan is a key element that structures an ongoing partnership based on shared decision-
making.   



 

  

STANDARDS OF PRACTICE 
 

 Clinical Practices:   

 
Process of Writing the Plan  
Desired Results:  Desired Results express the hopes and dreams of the Individual and 
family/supports.  They identify the hoped for destination that will be arrived at through the services 
provided and are the long-term vision. 
 

o Desired results represent big changes. They embody hope, and an alternative to current 

circumstances.    

o Desired results statements are big-picture, longer term, quality of life changes for each 

Individual and family that reach beyond their mental health symptoms and impairments. 

o The provider must work to understand the Individual’s own statement of desired results, and 

come to an agreement about the importance of achieving that vision.  In this way the desired 

result is a shared picture of success. 

o Some Individuals and family members may have difficulty articulating their desired results. 

Here are some questions that may help them: 

 If you woke up tomorrow, and a miracle happened so that you no longer had the 
problem we’re discussing, what would be different?  What would the first signs be that 
the miracle occurred? 

 What is one thing you used to enjoy doing, but don’t do anymore because of these 
problems? 

 If I met you on the street 6 months from now, and these problems had been resolved, 
what fun things would you be doing?  What do you wish you would be able to tell me 
about your life? 

 
If the desired result is meaningful to the Individual and family, then the rest of the care 
plan’s emphasis on progressing toward that will be meaningful, too.   

 
Obstacles: 
 

o Obstacles are what is preventing the Individual and family from realizing their desired result. 

o It is important that symptoms and functional impairments that are getting in the way of the 

desired results are included because helping the Individual and family overcome those will be 

of the most benefit to them.  

o Symptoms and impairments also link back to the diagnosis and medical necessity.  

 
Short Term Goals:  
 

o Short-term goals breakdown the desired results into manageable pieces and help the 

Individual/family overcome their obstacles. 

o They can be seen as milestones or intermediate and smaller steps toward the desired results.  



 

  

o A short term goal is meaningful when the Individual and family are able to see its 

connection to their desired results.   

o The best short term goals help an Individual and family build skills and abilities that will 

overcome their obstacles.  

o Utilizing their strengths and culture to build their skills and abilities helps make them more 

achievable and meaningful.   

o Short term goals must be specific, time limited, and measurable. Utilizing the SMART 

acronym can be helpful with that. 

 

 

 

 

 

 

 

 

 

 

 
o Limiting the number of short-term goals is desirable because it makes their achievement 

more manageable.  

o The time frame of the short-term goal should allow the Individual or family to experience 

the success of its accomplishment in a relatively short period of time. If the goal will likely 

take longer than 4 months to accomplish, it may be useful to break it down into smaller 

steps. When Individuals experience success, their hope, motivation, engagement, and alliance 

with the provider are enhanced.   

o Short-term goals also serve as a tool with which to focus the treatment/services and monitor 

progress.   

 
Action Steps by Staff (Interventions)::   

 

o Action steps by staff help Individuals overcome their obstacles and achieve their short-term 

goal. 

o The interventions/services should be agreed upon and specific to the short term goal.  

o The symptoms or impairments they address must be consistent with the diagnosis and 

resulting impairments, which will support medical necessity. 

o Not all services available may be relevant or appropriate and only those currently agreed 

upon and provided should be included.  

o Services/interventions may be added or changed as new needs emerge.   

 

 

SMART Short-Term Goals are: 
Specific / Simple  
Measurable  
Attainable  
Realistic  
Time-Framed  



 

  

 The Five W’s of Action Steps” apply to all action steps: 

 
 
 
 
 

The Five W’s of Action Steps (Interventions):   
 

1. Who:   Which member of the team or support system will provide the service  
2. What:   What specific service or intervention will be provided: Individual therapy,

 rehab, case management, group, psychiatric/medication support, etc.  
3. When:   How often: 1x/wk, 2x/month, etc.                                                                                            

 Duration: 2 months, 3 months, etc.     
4. Where:  The location of service delivery (if applicable)  
5. Why:   Identify the purpose/intent/impact of doing the actions.  Link the      

intervention back to the short term goal/desired outcome—what will the 
Individual be able to do as a result of the intervention.  

 


