Week 8 Assignment 1: Initiation of Psychotherapy and Collaborative Goals Paper
A psychotherapist is charged with enabling their clients to overcome personal challenges and walk towards positive change. In helping individuals attain expected growth and change, the psychotherapists encourage their patients to return to their earlier experiences and examine these experiences to establish how they affect their current problems. Thus, it is worth noting that the goal of a psychotherapeutic session is making the client aware of the experiences they were previously unaware of and contributing to their current problem. A therapeutic session generally lasts between 45 and 60 minutes. The initial session is paramount in laying the foundation of diagnosis and adopting the most effective treatment modality for the client.  
Psychotherapeutic services' primary goal is to facilitate positive changes in clients seeking better emotional and social functioning to improve their satisfaction and overall quality of life. The objectives of the initial psychotherapy session include allowing the psychotherapist to gather background information about the client and the client's current concerns. Another objective of the initial session includes building trust and a therapeutic rapport that will facilitate cooperation and therapeutic alliance during the psychotherapy session (Philip et al., 2020). During the initial session, the ground rules are established, including the agreement on fundamental issues such as confidentiality, how the psychotherapist can contact the client in between sessions, besides how the client can access help in an emergency. Another objective for the initial session is assessing the safety of the patient, which helps in setting goals for the treatment and establishing the client's health needs.
The initial psychotherapeutic session is vital as it provides relevant information that forms the foundation for improving the client's mental health and quality of life. The initial session is often taken to establish the cause of the client's complaints and informs the diagnosis and subsequent treatment modality. The following is a typical initial interview session structure that a psychotherapist would have with their client. 
Personal information: This is the first section of the initial psychotherapeutic session and incorporates the patient identifier information, including their initials, age, gender, and race. The personal information section also includes an introduction of the psychotherapist and client, which facilitates establishing trust and therapeutic rapport. Establishing trust and therapeutic rapport is significant in enhancing cooperation and therapeutic alliance throughout the interview session. 
Chief complaint: This section of the initial session includes collecting data from the patient and involves a patient's report illustrating their reason for the visit. This section provides a verbatim of the patient's actual words as to why they came for the assessment. For infants or individuals with dementia, the chief complaint statement can be obtained from their accompanying guardian.
History of present illness: This entails obtaining the history of the course and duration, the onset of symptoms, and perceived precipitants. In writing the history of presenting illness, the psychotherapist is required to begin with the patient's initials, age, race, gender, and reason for the current visit. 
Review of psychiatric symptoms: In this section, the psychotherapist obtains information from the client regarding their mental health history. The information obtained from this section is informed by the chief complaint statement and facilitates a more profound establishment of the patient's health. As such, the review of the psychiatric symptoms includes obtaining information for delving deeper into the patient's initial complaint.
Past Psychiatric History: This initial assessment section involves assessing the client's past psychiatric treatments. The psychotherapist establishes whether the patient has any caregivers, past hospitalizations, or medication trials besides determining if the patient has previously received a psychotherapeutic or psychiatric diagnosis. 
Medical history: This section of the initial assessment involves assessing the client's medical history, including illnesses, surgeries, history of head injuries, and seizures. The medical history section of the interview also includes allergies and a history of the accident. The information obtained from this section is essential as it helps establish whether the client's signs and symptoms might be attributable to medical conditions or the physiological impact of the treatment received. 
Family history/ Substance Use History: This section entails data on the patient's family psychiatric history and the use of substances within the client's family. The family assessment data points out the factors that might have contributed to the deficits in mental health, including genetics' role in influencing the client's mental disorder. In assessing the family and substance use history, it is significant to consider enquiring about substance use illnesses, psychiatric illnesses, and family suicides. This information may indicate genetic vulnerability in the client. 
Social history: This includes gathering data and assessing the client's general social situation that informs their financial ability and social connections, as well as other factors that enhance and undermine their health. The information retrieved from the social history assessment includes where the patient was born and raised, siblings, educational level, hobbies, work history, legal history, violence history, and trauma history. 
 Substance abuse and use entails collecting data on substance use often associated with psychiatric illnesses. It includes acquiring a list and the quantities of substances the client uses, including alcohol, tobacco, and illicit drugs.
Reproductive History: The information obtained from this section helps establish whether the current signs and symptoms may be attributable to pregnancy or reproductive-related illnesses. 
Review Of Systems (ROS): This section of the initial session involves assessing all body systems that help include or rule out a differential diagnosis. 
Mental status examination: This entails obtaining and documenting data on the patient's appearance, mood and affect, behavior, speech, cognition, perceptions, attitude, insight, judgment, thought process, and thought content. The data retrieved from the mental status examination is paramount in establishing the client's functionality in the different aspects of the mental health checklist. 
Differential Diagnoses: In this section of the initial session, the psychotherapist identifies differential diagnoses based on the clinical manifestation history of medical history. The differential diagnoses list points out the working diagnosis and other probable diagnoses. 
Setting goals in psychotherapy clinical practice is essential as it increases motivation and helps create the changes and growth the psychotherapist and the patient should work towards achieving. Setting goals gives the psychotherapist a better grasp of a client's growth as they proceed with the therapy. Nonetheless, goal setting in psychotherapy clinical practice is significant as it facilitates setting realistic expectations to be achieved during the sessions, besides informing the psychotherapist on the prioritization order to follow. 
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