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Introduction
Mental health service users are 
already engaging with services 
prior to the initiation of a formal 
intervention process (Hilsenroth & 
Cromer, 2007). While other forms 
of engagement may be ongoing (e.g., 
screening clinics, biblio-therapy), 
this initial involvement typically 
manifests as a first appointment 
clinical intake interview. Such an 
interview serves several functions. 
As an assessment tool, it facilitates 
an understanding of a service user’s 
current presentation and problems 
(Sommers-Flanagan & Sommers-
Flanagan, 2002). Reasons for 
seeking services can be discussed, 
life problems and strategies 
employed for managing them 
explored, and an initial formulation 
(to guide initial intervention) can 
be developed. Intake interviews 
also provide an opportunity to 
orientate service users to a service 
(e.g., the limits of confidentiality) 
and to promote a positive and 
collaborative relationship. 
 Psychologists have long 
recognised the intake interview 
as a potent means of assessment. 
There are now several structured 
clinical interviews (e.g., the CIDI 
[WHO, 1997] and the SCID-I 
[First, Spitzer, Gibbon & Williams, 
1997]). However, the more generic 
(unstructured) intake interview 
has its own specific character. Yet 
despite possibly being the most basic 
activity undertaken by psychologists 
(Sommers-Flanagan & Sommers-
Flanagan, 2002), it remains a 
research area of comparative 
neglect (Petit & Midgley, 2008). 
With an unspecified line of inquiry, 
such intakes are a fallible practice, 
susceptible to both variance in 

the information being sought and 
contributing to low reliability in 
the assessment process (Edelbrock 
& Costello, 1990).
 Against this background, 
the authors want to provide you 
with a guidance template for 
the unstructured and otherwise 
unregulated practice of intake 
interviews. It is hoped that this 
article will empower you to 
undertake more comprehensive 
and reliable intake assessments. 
While this template pertains to the 
assessment of adults with generic 
mental health problems, it can 
be augmented to profile specific 
(e.g., mood, anxiety or psychotic) 
presentations. 

Although these guidelines 
are presented here under separate 
headings, it may not always be 
feasible (or desirable) to adhere 
to the order in which they are 
presented. Indeed, you may be likely 

to move back and forth between 
topics in response to service user 
answers (Barker, 2004). However, 
it is recommended that you initially 
focus on collecting non-personal 
data before asking the intake 
client potentially more challenging 
questions.

Service-User Engagement
Table 1 outlines initial engagement 
measures. You need to balance 
engaging service users with 
gathering sufficient information 
to develop an initial formulation. 
Without such engagement, service 
users may not be forthcoming with 
required information. Having had 
to wait possibly on lengthy waiting 
lists or having been coerced into 
attending by others, service users 
may at times be reluctant to engage 
truly with services. Furthermore, 
certain topics may only be discussed 
on a superficial level until such a 
time as sufficient rapport has been 
developed, if at all (Wright, Adler, 
Bliese, & Eckford, 2008). 

To facilitate service-user 
engagement, you need to first 
orientate them to the service (Vacc 
& Juhnke, 1997). This involves 
providing general information 
regarding psychology and adult 
mental health services, as well as 
specific information regarding 
your therapeutic stance. You must 
inform service users of the limits 
of confidentiality (e.g., internal 
and external to the mental health 
team) and current procedures in 
place for processing disclosures of 
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Table 1. Initial Interview Engagement Measures  

! Provide general information regarding psychology and adult mental health services  
! Describe benefits/challenges of attending a psychologist 

! Describe the intake interview’s purpose and collaboratively set agenda 

! Outline one’s professional training and therapeutic stance  

! Normalise attendance and the voluntary nature of same  

! Outline limits of confidentiality (e.g., team-based, communal records) 

! Outline policy regarding scheduled/missed appointments and disclosures of abuse 

! Ask about desired therapeutic goals 

! Avoid technical jargon or bureaucratic undertones 

! Avoid closed items or negatively phrased questions 

! Have questionnaires completed outside appointments – provide stamped-addressed 
l! Display a genuine interest and deep investment in understanding presenting problems 

! Display warmth, empathy and a non-judgemental stance 

! Display a willingness to discuss any topic by asking direct questions 

! Encourage questions 

! Provide an initial formulation 

! Collaboratively formulate a therapeutic contract (complete with goals) 
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current or retrospective reports of 
child abuse or other forms of harm 
(Ní Shiothcháin & Byrne, 2008). 
Answering any questions service 
users may have can empower them, 
as can your use of a warm, empathic, 
and person-centred approach. 

Background Information
You may commence the intake 
interview by summarising basic 
details needed for administrative 
purposes (Sommers-Flanagan 
& Sommers-Flanagan, 2002), 
and then elicit more personal 
information to contextualise a 
service user’s problems (see Table 
2). Such rapport building may 
make service users more receptive 
to challenging questions related to 
sensitive topics.

Clinician Observation
For formulation-building and 
diagnostic purposes, it is useful 
to include a short behavioural 
observation (see Table 3). You need 
to make detailed “mental notes” 
throughout the interview, as it is 
likely that this information will not 
be obvious from the outset and will 
need to be noted after completion. 

Reasons for Seeking Help
You need to inquire about the 
reasons for seeking services at this 
time (see Table 4). Such discussions 
need to identify the motivation to 
change, if any. Discussing previous 
therapeutic engagements and 
what was perceived as useful can 
be informative and minimise the 
chances of a negative therapeutic 
experience (Courtois, 1999). 

Current Risk 
Risk evaluation is a central 
component of intake interviews, 
and Table 5 outlines a number of 
domains of risk assessment. You 
need to determine the presence 
of any suicidal intents and the 
likelihood of these intentions being 
acted upon (Carr & McNulty, 2006). 
You need to distinguish between 
self-harm with the intent to harm 
oneself (e.g., suicide) or others, and 
that used to regulate emotion (e.g., 
self-mutilation; Suyemoto, 1998). 
Despite the possible non-existence 
of such thoughts or intentions, 
your direct questioning displays 
a willingness to discuss this topic 
and encourages openness in the 

therapeutic relationship. It is also 
important to remind service users 
that they can at any stage discuss 
such thoughts or intentions, if 
and when they do arise. You need 
to discuss thoroughly identified 
intentions of harm in-session, and 
with others (e.g., carers, general 
practitioner) as appropriate. 
Integrated into the therapeutic 
contract, you must also contract 
service users with suicidal ideation 
not to self-harm (Ní Shiothcháin & 
Byrne, 2008). 

Current Presentation and 
Mental Health History
To facilitate formulation building 
and plans for appropriate 
intervention, you need to profile 
presenting problems (see Table 
6). You can begin by discussing 
the frequency, nature and 
intensity of current difficulties 
and then profiling earlier episodes, 
noting any clinical signs and/or 
physiological symptoms (Carr & 
McNulty, 2006). Any information 
that can be obtained regarding 
attribution styles, cognitions 
or coping strategies can inform 

Table 2. Profiling Background Information 

! Basic identifying and recording information (e.g., name, DOB, PPS/Medical card number) 
! Referral source 

! Contact details for next of kin 

! Demographic information – Proximity to services/significant others 

! Martial status 

! Number of children – Does the service user reside with his or her children? 

! Faith (or religious) beliefs 

! Sexual orientation 

! Living arrangements/conditions  

Table 3. Aspects of the Clinical Observation 

! Overall presentation (e.g., health, hygiene, posture, dress) 
! Engagement (e.g., eye contact, level of distraction) 

! Personality/behavioural traits 

! General cognitive functioning 

! Quality of speech (e.g., stuttering, volume, rate, ideas of reference) 

! Insight (e.g., understanding of problem or that help is needed) 

! Thought processes (e.g., continuity of thought) 

! Emotional state (e.g., congruency with speech pattern) 

Table 4. Profiling Service Users’ Previous Interventions and Motivation to Change 

! Why attend now?  
! Is there motivation to change? 

! Whose idea was it to attend? 

! Quality of previous experiences attending clinicians 

! What was the duration or formulations of previous interventions? 

! Is there any form of treatment that the service user wishes he or she had received?  

! What are his or her current therapeutic goals? 

Table 5. Risk Assessment Domains 

! Determine suicidal intent (e.g., self-harm attempts, ideation, intention, access to  means) 
! Determine risk to others (e.g., domestic abuse, physical violence). Inform authorities and 

potential victim 

! Assess ability to fulfil parenting role. Consider the needs of involved children and act 
appropriately

! Assess conditions that may impair safety (e.g., dementia). Inform next-of-kin and jointly co-
ordinate a care plan 

! Incorporate safety measures into therapeutic contract 
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ongoing formulation, as can 
information regarding the severity 
of psychological stressors. It may 
also be useful to trace the service 
user’s past physiological history 
and current or previous courses 
of medication (Courtois, 1999), 
although medical records are likely 
to include such information. 

Family History and Significant 
Life Events
An overview of the service user’s 
developmental history and 
important life experiences is 
necessary to identify past and 
current stressors. Carr and McNulty 
(2006) suggest constructing a 
lifeline to trace developmental 
milestones and other life events. 
Beginning with the present and 
working backwards in time, 
clinicians need to engage service 
users in accurately recounting 
their history. This can be achieved 
by your asking them to graphically 

mark significant incidents on a 
linear representation of their life. 
You need to establish where on 
this lifeline presenting problems 
were most prominent, together with 
their respective onset and duration. 
Likewise, phases of remission 
need to be identified. Doing so will 
allow you to contextualise service 
users’ difficulties and identify 
predisposing factors. 

You need to profile familial 
relationships (see Table 7). These 
are often predictors of attachment 
style as well as social and emotional 
development. Experiences across 
various domains (e.g., school, 
work, social networks) also need 
profiling. When discussing forensic 
history, try to include questions 
about unlawful activities, rather 
than restricting inquiries to just 
legal system involvement. There 
is also a need to ask directly about 
unwanted sexual experiences (e.g. 
“Have you had any unwanted 

sexual experiences?”), given that 
such trauma can predispose one 
to mental health problems. Such 
questioning communicates a 
willingness (and ability) to discuss 
and process such experiences (Ní 
Shiothcháin & Byrne, 2008). Even 
if a service user’s initial response 
to such a question is negative, 
you need to reassure him or her 
that he or she can answer “Yes” in 
later appointments whereby the 
establishment of a therapeutic and 
psychologically safe relationship 
predisposes less fear around 
disclosure (Courtois, 1999).

Multi-Agency Involvement 
As your involvement with service 
users is only one element in the 
continuum of care that they need, 
you need to inquire about input 
from other agencies. Service users 
will often present with multiple 
problems, having previously 
engaged with other agencies, mental 
health or otherwise. Such previous 
engagement may not be readily 
apparent. Hence, you need to ask 
directly about involvement, past 
and present, with other agencies.

Service user care plans are 
often chaotic and dispersed due 
to a lack of integration of inputs 
from various agencies. To ensure 
delivery of a seamless continuum 
of care, you must employ a 
whole-systems approach or broad 
community-based public health 
model. Hence, akin to a care co-
ordinator, you must profile links 
with other agencies including 
carers (e.g., collateral information if 
consented), mental health and other 
health services, as well as generic, 
social and community services. You 
need to identify the specific role of 
each agency and the duration and 
intensity of their involvement. You 
might arrange one-off or regular 
multi-agency meetings to inform a 
case formulation. With the help of 
other agencies, you can formulate an 
appropriate care plan and identify 
the role of other agencies in that 
plan (Carr & McNulty, 2006). 

Formulating Therapeutic 
Contracts
You can augment assessment 
data with findings from discrete 
psychometric questionnaires that 
are ideally completed outside of 
the intake interview. Developing 

Table 6. Profiling Mental Health History 

! What is the current problems(s)? 

! When did the problem(s) first become apparent? 

! How often does the presenting problem(s) occur? 

! To what degree does the current difficulty impact on daily functioning? 

! What caused the last episode? 

! What happened during and after the problem(s)’ last occurrence? 

! What does it feel like when the problem(s) occurs? 

! How does the service user react to others when the issue is occurring and vice versa? 

! Does the presenting problem(s) vary in severity or remain constant? 

! What are the perceived potential causes of the presenting problem(s)? 

! What are the presenting problem(s)’ maintaining factors? 

! What courses of medication, past and present, have been used? 

Table 7. Profiling Family Dynamics and Significant Events 

Family Dynamics Significant Events 

! Family structure ! Schooling/vocational history 

! Extended family membership ! Relationship history (social or romantic) 

! Family-of-origin experiences ! Sexual history (e.g., unwanted experiences)

! Family-of-creation experiences ! Bereavement

! Familial role ! Abuse (including substance abuse) 

! Close/problematic relationships ! Forensic history 

! Memories from growing up with family ! Medical illnesses/procedures  

! Relationship with in-laws (if appropriate) 

! Psychological history of family members 

! Acceptance of emotional expression 

! Degree of emotional nurturance 

! Degree of conflict – How is this managed? 
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a formulation of the presenting 
problem(s) and a therapeutic 
contract in a collaborative manner 
can assist service users in feeling 
understood, trusted and respected 
– all of which are ingredients that 
maximise the potential benefits 
of therapy. Such a contract (Ní 
Shiothcháin & Byrne, 2008) 
typically includes administrative 
aspects (e.g., outlining time 
and place of therapy) and more 
professional elements, such as 
outlining treatment goals and the 
therapeutic procedures to achieve 
these.

You need to formulate an 
interim care plan with achievable 
short-, medium-and long-term 
goals across relevant life domains 
including signs and symptoms 
(see Table 8). Where self-harm is 
a concern, this can be done with 
input from others (e.g., carers, 
team members). Such a plan needs 
to be underpinned by a recovery 
orientation to mental health 
(Mental Health Commission, 
2008) whereby the therapeutic goal 
is not total remission of symptoms 
or cure, but supporting service 
users in valuing their experience 
of taking control of their lives as 
socially included citizens with 
ambitions and aspirations. As such, 
you need to employ a continuity of 
care model and work with multiple 
external agencies to achieve this 
goal. Service users’ strengths, assets 
and ambitions also need to come to 
the fore (Barker, 2004).

Conclusion
As a psychologist, the intake 
interview is one of the most basic 
assessment tools at your disposal 
(Sommers-Flanagan & Sommers-
Flanagan, 2002). Despite the 
increasing use of structured 
clinical interviews in recent years, 

the intake interview remains 
relatively unstructured, which may 
render it an unreliable assessment 
instrument that is prone to error 
and variation (Vacc & Juhnke, 
1997). Structure often affords 
security and your potential failure 
to use similar frameworks weakens 
the intake interview as a reliable 
assessment tool (Barker, 2004).

In this regard, the authors 
wished to construct a suitable set 
of guidelines to aid you in bringing 
a greater degree of structure to 
your practice. Table 9 provides 
a summary of these guidelines. 
Although sequenced, you may 
find yourself moving back and 
forth across topics depending on 
the interview’s direction (Barker, 
2004). This template may 
need to be modified for specific 
presentations and it does not 
provide the reliability and validity 
equal to that of already established 
structured interviews (e.g., the CIDI 
or the SCID-I). Additional research 
is needed in this area to further 
promote the intake as a structured 
instrument.
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